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A number of studies have demonstrated that symptoms of prolonged grief disorder
(PGD) represent a symptom cluster distinct from bereavement-related depression,
anxiety, and posttraumatic stress disorder (PTSD). The aim of the present study
was to confirm and extend these findings using the most recent criteria defining
PGD. The authors interviewed a total of 400 orphaned or widowed survivors of
the Rwandan genocide. The syndromes were strongly linked to each other with a
high comorbidity. Principal axis factoring resulted in the emergence of 4 different
factors. The symptoms of depression, along with the cognitive, emotional, and
behavioral symptoms of PGD, loaded on the first factor, symptoms of anxiety
on the second factor, symptoms of PTSD on the third factor, and the separation
distress symptoms of PGD on the fourth factor. This indicates that the concept of
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PGD includes symptoms that are conceptually related to depression. However, the
symptom cluster of separation distress presents a grief-specific dimension that may
surface unrelated to depressive symptoms.

Following the death of a significant other, most bereaved indivi-
duals accommodate loss and return to preloss levels of functioning
relatively soon after the bereavement. However, a minority of
people fails to return to normal functioning and may develop
chronic grief reactions, referred to as prolonged grief disorder
(PGD). The concept of PGD has only recently emerged in the con-
temporary literature; Prigerson and coworkers developed and
empirically tested consensus and diagnostic criteria for this disorder
(Prigerson et al., 2009; Prigerson, Vanderwerker, & Maciejewski,
2008). However, bereaved persons often present with symptoms
of depression (Harrison & Harrington, 2001; Vinkers, Gussekloo,
Stek, Westendorp, & van der Mast, 2004), posttraumatic stress dis-
order (PTSD; Kersting et al., 2007; Rynearson & McCreery, 1993;
Schut, De Keijser, Van Den Bout, & Dijkhuis, 1991), or anxiety
(Kersting et al., 2007; Neria et al., 2007), and, therefore, the ques-
tion of how to cluster the set of symptoms has remained a challenge
for revising diagnostic categories.

The present study examined associations between PGD,
depression, PTSD, and anxiety in a sample of orphaned and
widowed survivors of the Rwandan genocide, that is, in survivors
that had all experienced (a) traumatic events, which constitutes a
precondition for a diagnosis of PTSD, and (b) the loss of a signifi-
cant other, which is a precondition for PGD. Depression may
develop as a consequence of both.

In 1994, Rwandans experienced one of the worst genocides
of the 20th century. Over the course of 3 months between
800,000 and 1,000,000 Rwandese were killed. The fighting
between two artificially divided ‘‘ethnic’’ groups of the Hutu
majority and the Tutsi minority was executed with a brutality
beyond imagination. Neighbors were killing neighbors, children
murdered children, teachers were killing their students, and hus-
bands were brought to murder their wives. The aim was the exter-
mination of the Tutsi minority and the Hutu opponents. As a result
of the genocide, the majority (70.9%) reported having lost a close
family member during the fighting (Pham, Weinstein, & Longman,
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2004). During the Rwandan genocide, survivors had to endure a
wide range of traumatic events including violent losses (Dyregrov,
Gupta, Gjestad, & Mukanoheli, 2000; Schaal & Elbert, 2006). It
was common for many genocide survivors to have witnessed
the violent death of family members while experiencing life-
threatening conditions themselves. As a result of such traumatic
losses, symptoms of PGD and PTSD may or may not co-occur.
Such an interplay between trauma and loss and their outcomes
has rarely been studied. Green (2000) and Green and colleagues
(2001) argued that the violent loss of a person should be viewed
as a traumatic stressor and therefore the psychological reactions
that occur after bereavement display a great overlap with symp-
toms of PTSD. Given that stressors need to elicit a strong physio-
logical response, usually an alarm reaction, in order to qualify as
traumatic, such a view seems questionable. It is therefore not sur-
prising that symptoms of PTSD fail to adequately capture the dis-
tress of those who suffer from PGD as a result of violent loss of a
significant other, as reported by Neria and Litz (2004). These
authors argue that the ‘‘loss as trauma’’ framework (e.g., Green,
2000) would not sufficiently acknowledge the unique reactions
following bereavement.

Then again, it is plausible to assume that symptoms of PTSD
after a violent loss can interfere with the grieving process. Persist-
ing anxiety supports avoidance behavior, which interferes with
processing grief-related information; that is, the work of mourning
will remain incomplete and eventually grief reactions may become
aggravated. Hence, some authors have suggested that the trauma
must be addressed before grief can be targeted (Lindy, Green,
Grace, & Titchener, 1983; Pynoos & Nader, 1988). Similarly, Eth
and Pynoss (1994) demonstrated that children who witnessed the
murder of their parents displayed posttraumatic stress responses
that interfered with their ability to successfully grieve.

A number of studies have documented a substantial associ-
ation between PGD and PTSD (Melhem, Moritz, Walker, Shear,
& Brent, 2007; Pfefferbaum et al., 2001) and between PGD and
depression (Kim & Jacobs, 1991; Melhem et al., 2007; Momartin,
Silove, Manicavasagar, & Steel, 2004). Moderate to high correla-
tions between PGD and depression and between PGD and PTSD
have been found (Boelen & Prigerson, 2007; Boelen & van den
Bout, 2005; Bonanno et al., 2007; Hogan, Worden, & Schmidt,
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2004; Melhem et al., 2004, 2007). The reported correlations
between PGD and anxiety symptoms are low to moderate (Boelen
& Prigerson, 2007; Boelen, & van den Bout, 2005; Melhem et al.,
2007; Prigerson et al., 1996). Although there are substantial asso-
ciations between these pathological constructs, diagnoses for
PGD and major depressive episode (MDE) and PGD and PTSD
have been shown to have a moderately high, but far from complete
overlap with each other: The majority of persons with PGD or sub-
syndromal PGD did not meet the criteria for major depression
(Horowitz et al., 1997; Melhem et al., 2004; Neria et al., 2007;
Simon et al., 2007), for PTSD (Silverman et al., 2000; Simon
et al., 2007), or for an anxiety disorder (Neria et al., 2007; Simon
et al., 2007). More than one third of the participants who met
the criteria for PGD did not meet the criteria for either MDE or
PTSD (Bonanno et al., 2007; Neria et al., 2007; Silverman et al.,
2000). Figure 1a presents a schematic drawing of the comorbid
overlap. These results suggest that many people who present
with significant and prolonged suffering are not accounted for by
the Diagnostic and Statistical Manual of Mental Disorders (DSM;
Figure 1a). Hence, in the last decade there has been a debate about

FIGURE 1 Schematic illustration of overlap between diagnostic symptom
clusters derived from (a) the literature and (b) the present study: depression,
posttraumatic stress disorder (PTSD), anxiety, and prolonged grief disorder
(PGD; color figure available online).
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whether PGD should be considered a separate diagnostic entity in
the next edition of the DSM. This would be justified if it can be dis-
tinguished from other mental disorders like major depression,
PTSD, and anxiety disorder. Several researchers have suggested
that the symptoms of PGD result from a distinct nosological syn-
drome distinguishable from other DSM disorders. In a series of fac-
tor analytic investigations researchers were able to differentiate a
grief-specific symptom factor from bereavement-related
depression and anxiety (Boelen & Prigerson, 2007; Boelen, &
van den Bout, 2005; Boelen, van den Bout, & de Keijser, 2003;
Chen et al., 1999; Dillen, Fontaine, & Verhofstadt-Denève, 2009)
or PTSD (Pivar & Field, 2004). There is evidence that this cluster
of symptoms is associated with functional impairments and sub-
stantial morbidity even after controlling for current psychopath-
ology such as depression, PTSD and anxiety (Bonanno et al.,
2007; Melhem et al., 2007; Simon et al., 2007). Furthermore, it
seems that this set of symptoms—unlike the set used to diagnose
depression—cannot be ameliorated by interpersonal psycho-
therapy, either alone or in combination with tricyclic antidepres-
sant (Pasternak et al., 1991; Reynolds et al., 1999).

Within the presented framework, the aim of the present study
was twofold. First, we wanted to examine PGD and its relationship
to symptoms of depression, PTSD, and anxiety and to report on
comorbidity among participants who met PGD criteria in a sample
of orphaned and widowed survivors of the Rwandan genocide. To
further understand the nature of the clinical response to both experi-
ences, exposure to traumatic stress and loss of a loved one, we sec-
ondly wanted to investigate to what extent symptoms of PGD are
distinct from symptoms of depression, PTSD, and anxiety. Even
though we expected associations between these constructs and high
rates of psychiatric comorbidity, we expected that PGD would
appear as a syndrome distinct from bereavement-related symptoms
of depression, PTSD, and anxiety (Figure 1a).

Method

Procedure

The study was conducted in Butare, Rwanda, in August 2007. It
was approved by Rwanda’s National Institute of Statistics, Kigali,
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and by the University of Konstanz Ethical Review Board. Eligible
subjects were widows (female gender) and orphans (female and
male gender) who were at least 18 years old at the time of the inter-
view and who had experienced the Rwandan genocide in 1994.
We chose widows for participation as the target of the genocide
mainly was the extermination of male gender leaving numerous
widows behind. We interviewed orphans and widows to ensure
at least one loss experience. However, all but one person had faced
multiple losses including the loss of a partner (48.5%), the mother
(72.9%), the father (90.7%), a sibling (86.0%), a child (38.8%),
another family member (96.8%), or another close person (79.5%)
with a total mean of five different types of experienced losses
(Schaal, Jacob, Dusingizemungu, & Elbert, 2010). All participants
were fully informed of the study procedure and aims, and written
informed consent was obtained from all subjects. Diagnostic inter-
views were carried out by 15 master’s level psychologists and psy-
chology students (seven female and eight male) from the National
University of Butare, Rwanda. The various questionnaires were
translated into Kinyarwanda and back-translated by master level
psychology students from the University of Butare. Interviewers
participated in an intensive 2-week training program led by two
female psychologists (Susanne Schaal and Nadja Jacob). The train-
ing covered basic theoretical concepts as well as sensitive and
empathic interviewing techniques. Acute suicidal participants
received a brief counseling intervention after the end of the inter-
view, and it was ensured that emotional arousal had diminished in
all participants. Participants who were severely traumatized were
offered therapy as part of a treatment trial.

The first interviews in the field were conducted under the
supervision of the psychologists, and the interviewers received
extensive feedback. Interviews were carried out in five of the fol-
lowing randomly selected sectors of Butare: Tumba, Mukura,
Mbazi, Huye, and Ngoma. Three to five trained raters were ran-
domly assigned to each sector, and in each sector three quarters
were randomly selected (one quarter per person). Meetings were
arranged every other day to supervise the quality of the interviews,
to review the questionnaires, and to provide feedback. The study
was conceived as a community-based study with a house-to-house
survey. Interviewers went house-to-house, starting at a convenient
location within the assigned quarter. Each subsequent house was
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approached until the required number of interviews was achieved.
Dwellers were asked if any widows or orphans resided within the
home. If an orphan or widow was identified by the family, the
interviewer then clarified if inclusion criteria were met. Houses
were reapproached at a later time if nobody was encountered or
available at the first visit. If there were both a widow and an
orphan living in the same household, both were interviewed, if
available and willing. If more than one orphan was living in a
household, one was chosen randomly for participation. The inter-
view lasted about 2 hr and was conducted in the respondent’s
home. After the interview, interviewees received 1,000 Rwandan
francs (about 1.30 euros) for their participation.

Instruments

Sociodemographic information collected included gender, age,
educational background, and religious affiliation. PGD was
assessed using the Prolonged Grief Disorder Questionnaire
(PG-13; Prigerson et al., 2008, 2009). The PG-13 is a structured
diagnostic interview designed to assess a wide variety of potential
PGD symptoms in the past month, using a 5-point scale (from 1
to 5) representing increasing levels of symptom severity. A PGD
diagnosis requires that one of the proposed two ‘‘separation dis-
tress’’ symptoms (e.g., yearning, intrusive thoughts, intense pangs
of separation distress) and five of the following nine proposed
‘‘cognitive, emotional and behavioral’’ symptoms receive a score
of at least 4 (at least once a day or marked): feeling emotionally numb,
feeling stunned or shocked, feeling that life is meaningless, con-
fusion about one’s role in life or diminished sense of self, mistrust
of others, difficulty accepting the loss, avoidance of the reality of
the loss, bitterness over the loss, and difficulty moving on with life.
Symptoms must be present for at least 6 months and must be asso-
ciated with significant functional impairment in social, occu-
pational, or other important areas. The grief score includes the
sum of the score of each of the 11 grief symptoms with a range of
11 to 55. The PG-13 covers all symptoms that have recently been
proposed for inclusion in DSM V and that have been described
above (Prigerson et al., 2008, 2009). The questions of the PG-13
referred to the loss, which was personally experienced as the most
disturbing (PGD-related loss). PTSD was assessed using the PTSD
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Symptom Scale–Interview (Foa & Tolin, 2000). The PTSD Symp-
tom Scale–Interview assesses the 17 DSM IV symptom criteria for
PTSD and refers to symptoms experienced in the previous month.
Each of the items was answered on a 4-point scale ranging from 0
(not at all=only one time) to 3 (5 or more times per week=almost always).
A PTSD severity-score (possible scores range from 0 to 51) was com-
puted by summing all symptom scores. Symptoms of anxiety and
depression were measured using the Hopkins Symptom Checklist-
25 (Derogatis, Lipman, Rickels, Uhlenhut, & Covi, 1974; Lee,
Kaaya, Mbwambo, Smith-Fawzi, & Leshabari, 2008). Each of the
10 and 15 items measuring anxiety and depression are scored on
a 4-point response scale ranging from 1 (not at all bothered) to 4
(extremely bothered). Possible scores for the anxiety score range from
10 to 40, for the depression score from 15 to 60. Following recom-
mendations in the literature, a mean score of 1.75 has been defined
as the cutoff point for depression and anxiety symptoms (Mollica,
Wyshak, deMarneffe, Khuon, & Lavelle, 1987;Winokur,Winokur,
Rickels, & Cox, 1984). All diagnostic instruments (including the
self-rating scales) were administered as clinical interviews.

Participants

In the present study, 400 widows and orphans were interviewed
(widows: n¼ 194, 48.5%; orphans: n¼ 206, 51.5%). Eighteen sub-
jects who were approached rejected participation in the trial and
three subjects did not finish the interview. The sample consisted
of 351 women (87.7%) and 49 men (12.3%). The participants’
mean age was 37.18 years (SD¼ 16.73, range¼ 18–97 years).
Further characteristics of the sample can be drawn from Table 1.
For the majority (62.0%, n¼ 246), the PGD-related loss occurred
during the genocide. A total of 8.0% (n¼ 32) of the sample met cri-
teria for probable PGD (Schaal et al., 2010). Participants were on
average 25.72 years old (SD¼ 16.52, range¼ 2–85) when they
experienced the PGD-related loss and 11.5 years (SD¼ 4.15,
range¼ 1–38) had passed since the loss.

Statistical Analyses

Descriptive data are presented as frequencies (%), mean scores,
and standard deviations. Correlations (Phi coefficients, Pearson
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correlation coefficients) were used to determine the relationships
between psychiatric diagnoses and symptom scores. Between-
group differences were analyzed using independent samples t tests
and nonparametric tests (Mann-Whitney U test) if the precondition
of normal distribution (Kolmogorov-Smirnov test) was not met. To
examine the distinctness of PGD from depression, PTSD, and

TABLE 1 Characteristics of the Sample (N¼ 400)

Characteristic % n M SD Range

Sort of bereavement
Widow 48.5 194
Orphans 51.5 206

Sex
Male 12.3 49
Female 87.7 351

Having a partner
Yes 30.0 120
No 70.0 280

Age 37.18 16.73 18 97
Monthly income in Rwd francsa 6,845.81 12,108.93 0 100,000
Completed school years 4.93 3.50 0 18
Highest school degree obtained
No degree 52.5 210
Primary school 37.0 148
Secondary school 4.8 19
Apprenticeship 5.5 22
University 0.3 1

Religion
Catholic 61.0 244
Protestant 23.3 93
Islamic 4.0 16
Adventiste 2.0 8
Other 6.0 24
No religion 3.8 15

PGD related loss
Partner 27.8 111
Mother 23.0 92
Father 21.5 86
Child 9.6 39
Sibling 11.8 47

Another family member 5.3 21
Another person 1.0 4

a1,000 Rwandan Franc 1.30 Euro.
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anxiety, a principal axis factoring with varimax rotation was
carried out. We selected those six items from the PG-13, the PTSD
SymptomScale–Interview, and theHopkins SymptomChecklist-25
that were among the most highly correlated with each scale’s total
score. All of the items were selected a priori to represent symptoms
of PGD, depression, PTSD, and anxiety. Eigenvalues of 1 or greater
were used to determine the number of factors emerging from the
selected pool of items. Analyses were carried out using SPSS 16.

Results

Associations Between PGD and Related Features

Positive associations were found between the different diagnoses=
established cutoff points and scores. Moderate correlations were
present between the PGD score and the depression score (Pearson
r¼ .63, p< .001), between the PGD score and the PTSD score
(Pearson r¼ .72, p< .001), and between the PGD score and the
anxiety score (Pearson r¼ .60, p< .001). PGD diagnosis was posi-
tively correlated with PTSD diagnosis (Phi¼ .31, p< .001), symp-
tom criteria for depression (Phi¼ .29, p< .001), and anxiety
(Phi¼ .22, p< .001).

As can be seen in Table 2, participants who fulfilled the criteria
for PGD diagnosis reported a higher depression score, PTSD score,
and anxiety score than those who did not fulfill criteria for the pro-
posed PGDdiagnosis criteria. Inversely, participants whomet criteria
for depression, PTSD, and anxiety had a higher PGD score compared
to participants who did not meet the respective diagnostic criteria.

Comorbidity of PGD

The majority of participants who met the diagnostic criteria for
PGD fulfilled comorbid symptom criteria for depression (90.3%,
n¼ 28), a PTSD diagnosis (84.4%, n¼ 27), or symptom criteria
for anxiety (87.5%, n¼ 28). The majority of the participants who
met the diagnostic criteria for PGD (71.9%, n¼ 23) also met the cri-
teria for all three related conditions (PTSD, symptom criteria for
depression, and anxiety). A large percentage of the participants
(90.3%, n¼ 28) who met the criteria for PGD simultaneously fulfilled
at least two other comorbid disorders (symptom criteria for
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depression, symptom criteria for anxiety, or PTSD). Almost all parti-
cipants (96.9%, n¼ 31) with PGD were diagnosed with at least one
other mental disorder. Figure 1b indicates these results schematically.

Principal Axis Factoring

The items clustered together in four different factors with eigenva-
lues greater than 1.0 accounting for 55.04% of the total variance.
The cluster of symptoms loading on the different factors reflect
depression (Factor 1), anxiety (Factor 2), PTSD (Factor 3), and
PGD (Factor 4) and accounted for 19.29%, 13.90%, 12.36%, and
9.49% of the variance, respectively. The symptoms of depression
(e.g., feeling hopeless, feeling no interest in things) and the
emotional, cognitive, behavioral symptoms of PGD (e.g., feeling
life is unfulfilling, emotional numbness since the loss) loaded
highly on the first factor (with factor loadings ranging from 0.55
to 0.75). The symptoms of anxiety (e.g., feeling fearful, heart
pounding, or racing) loaded well on the second factor (with factor
loadings ranging from 0.51 to 0.77), the symptoms of PTSD (e.g.,
unwanted memories, bad dreams) loaded on the third factor (with
factor loadings ranging from 0.48 to 0.74), and symptoms of the
Separation Distress subscale of the PG-13 formed the fourth factor
(with factor loadings ranging from 0.57 to 0.83).

In general, the symptoms could be attributed to just one fac-
tor. However, it was still possible for a particular symptom to dis-
tribute its variance on two factors. The anxiety items ‘‘faintness or
dizziness or weakness,’’ ‘‘nervousness or shakiness,’’ and ‘‘feeling
tense or keyed up’’ loaded on both the anxiety and depression fac-
tors (0.51 vs. 0.42, 0.54 vs. 0.49, 0.45 vs. 0.52, respectively). This
suggests that these symptoms may be important elements of either
disorder. The PTSD item ‘‘foreshortened future’’ loaded on the
PTSD factor and the depression factor (0.54 vs. 0.50), and the
PTSD item ‘‘hypervigilence’’ loaded on the PTSD and the anxiety
factor (0.47 vs. 0.53). We acknowledge that these symptoms may
actually have served to define both of these factors. The PG-13
item ‘‘confusion about one’s role in life or diminished sense of self’’
of the Cognitive, Emotional, and Behavioral subscale loaded low
on all four factors with factor loadings of 0.41 for depression,
0.39 for PTSD, 0.37 for PGD, and 0.14 for anxiety. Table 3 pre-
sents the items loading on the different factors.
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Discussion

As a first goal, we investigated the associations between the symp-
tom criteria set for PGD proposed by Prigerson and colleagues
(2008) and depression, PTSD, and anxiety in a sample of Rwandan
orphans and widows who experienced the genocide in 1994 and
analyzed comorbidity among participants who met PGD criteria.

TABLE 3 Factor Loadings for Symptoms of Depression, PGD, PTSD, and
Anxiety

Symptoms

Loading on
Factor 1

(Depression)

Loading on
Factor 2
(Anxiety)

Loading on
Factor 3
(PTSD)

Loading on
Factor 4
(PGD)

Symptoms of depression
Feeling hopeless 0.65 0.04 0.34 0.05
Feeling blue 0.55 0.41 0.01 0.16
Feeling lonely 0.56 0.24 0.22 0.09
Feeling trapped or caught 0.68 0.18 0.02 0.10
Feeling no interest in things 0.75 0.04 0.13 0.13
Feeling worthless 0.69 0.17 0.19 0.03

Symptoms of PGD
Feelings of yearning 0.15 0.10 0.11 0.83
Emotional pain 0.17 0.15 0.18 0.82
Stunned or shocked 0.13 0.16 0.40 0.57
Confusion about role 0.41 0.14 0.39 0.37
Emotional numbness 0.48 0.01 0.31 0.21
Feeling life is unfulfilling 0.62 0.15 0.31 0.19

Symptoms of PTSD
Unwanted memories 0.22 0.13 0.64 0.31
Bad dreams=nightmares 0.16 0.17 0.74 0.11
Physical reaction 0.15 0.33 0.60 0.14
Isolation 0.36 0.24 0.48 0.23
Foreshortened future 0.50 0.12 0.54 0.09
Hypervigilence 0.09 0.53 0.47 0.06

Symptoms of anxiety
Suddenly scared for no reason 0.06 0.72 0.23 0.14
Feeling fearful 0.09 0.77 0.20 0.09
Faintness=Dizziness=Weakness 0.42 0.51 0.21 0.07
Nervousness=Shakiness inside 0.49 0.54 0.08 0.19
Heart pounding or racing 0.23 0.76 0.09 0.07
Feeling tense or keyed up 0.52 0.45 0.05 0.18

Note. PGD prolonged grief disorder; PTSD posttraumatic stress disorder. Eigenvalue
after rotation 4.63, variance explained 19.29; eigenvalue after rotation 3.34, variance
explained 13.90; eigenvalue after rotation 2.97, variance explained 12.36; eigenvalue
after rotation 2.28, variance explained 9.49. Bold highest factor loading of the item.
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Secondly, we examined whether PGD constitutes a syndrome that
may appear independently from symptoms of depression, PTSD,
and anxiety when both traumatic stress and loss of a loved one
have been experienced. We found that PGD was strongly associa-
ted with depression, PTSD, and anxiety (Figure 1b). Whereas the
symptom clusters of depression, PTSD, and anxiety represented
distinct factors, the symptom cluster of PGD was separated into
two factors, one of them reflecting depression.

We also found substantial relations between symptoms of
PGD, depression, PTSD, and anxiety. This result is comparable
with a number of studies that have reported moderate to strong
associations between PGD and depression, between PGD and
PTSD, and between PGD and anxiety (e.g., Melhem et al.,
2007). A considerable overlap between the disorders was found:
Symptoms of depression, PTSD, and anxiety were more common
among widows and orphans with PGD compared with those who
did not fulfill the proposed diagnostic criteria. Inversely, survivors
who met criteria for PTSD and symptom criteria for depression or
anxiety reported more PGD symptoms than those who did not
meet the respective diagnostic criteria.

Many researchers have reported that PGD diagnosis only par-
tially overlaps with the diagnosis for depression, PTSD, or anxiety
disorder (Neria et al., 2007; Simon et al., 2007). In our sample, a
high rate of psychiatric comorbidity was found. Almost all widows
and orphans with PGD diagnosis (97%) fulfilled criteria for at least
one other associated condition (either diagnostic criteria for PTSD
and symptom criteria for depression or for anxiety). Moreover, the
majority of participants (72%) meeting diagnostic criteria for PGD
simultaneously received a diagnosis for PTSD and fulfilled the
symptom criteria for depression and anxiety. The high psychiatric
comorbidity found in our sample shows that massive stress may
have long-lasting effects. This underlines the importance to assess
for multiple comorbid conditions even many years after trauma
confrontation and loss experiences. A recent study demonstrated
that symptoms of PTSD and depression can be treated effectively
in this context (Schaal, Elbert, & Neuner, 2009a). The documented
comorbidity in our study is stronger than the rates reported in
other studies and questions the usefulness of a categorical model
for mental disorders (Figure 1a vs. Figure 1b). According to
Bonanno and coworkers (2007) and Neria and colleagues (2007)
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only half of the participants (45% and 51%) who met PGD criteria
simultaneously met criteria for either major depressive disorder or
PTSD.

Loss by traumatic means can lead to prolonged grief reactions
(Melhem et al., 2004), depression (Melhem et al., 2004), symptoms
of anxiety (Neria et al., 2007), or PTSD (Rynearson & McCreery,
1993) and therefore constitutes a risk factor for all measures of psy-
chopathology used in our sample. All but one participant had
experienced multiple losses, and most of the participants in the
present study (62%) experienced their worst loss during the geno-
cide, indicating that trauma exposure and bereavement coincided
in the majority of participants. The violent nature of the loss was
associated with more severe grief reactions (Schaal et al., 2010).
It is likely that the high incidence of traumatic loss in our sample
contributed to the high diagnostic overlap compared to other stu-
dies. Because our data are cross sectional and correlational in nat-
ure, we cannot determine what syndrome predicted what disorder.
On the one hand, it is possible that the loss of a loved one may pre-
cipitate the onset of some related features as depression, PTSD,
and anxiety. The results of Mehlem and colleagues (2004) give evi-
dence that PGD predicts the onset or course of depression and
PTSD, even after controlling for depression. On the other hand,
it is possible that a preexisting mental disorder may facilitate the
development of PGD, as suggested by Simon and coworkers
(2007). It is also likely that PTSD symptoms might interfere with
the survivors’ ability to successfully complete the mourning pro-
cess. Any thoughts about the deceased might automatically trigger
trauma reminders and lead to associated fear and PTSD symp-
toms. Therefore, it is possible that the more severe the PTSD
symptomatic is, the more likely it is that a person will develop
symptoms of PGD.

As a second goal we examined whether symptoms of PGD
proposed by the PG-13 (Prigerson et al., 2008, 2009) form a separ-
able clinical entity distinct from depression, PTSD, and anxiety.
The results of principal axis factoring analysis suggest that the a
priori selected pool of items loaded on four distinct factors:
The symptoms of depression and the cognitive, emotional, and
behavioral symptoms of PGD loaded on the first factor
(depression factor); the symptoms of anxiety on the second factor
(anxiety factor); the symptoms of PTSD on the third factor (PTSD
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factor); and the symptoms of separation distress of PGD on the
fourth factor (PGD factor). These results are comparable with find-
ings of a previous pilot study using the newly proposed criteria,
which found that PGD may be an appearance of depression rather
than a separate nosological entity (Schaal, Elbert, & Neuner,
2009b). Therefore, our results do not support earlier findings show-
ing that PGD represents a dimension distinct from depression,
PTSD, and anxiety (Boelen, & van den Bout, 2005; Boelen et al.,
2003; Chen et al., 1999; Dillen et al., 2009; Pivar & Field, 2004).
The findings are also not in accordance with Boelen and Prigerson
(2007), who demonstrated that the newly proposed criteria for
PGD indicate the dimension of emotional distress.

Our findings demonstrate the presence of two dimensions of
the newly proposed diagnostic criteria for PGD: the symptoms of
emotional, cognitive, and behavioral symptoms that loaded on
the depression factor and the symptoms of separation distress that
strongly loaded on a separate factor. In accordance with Hogan
and colleagues (2004), this shows that some of the prolonged grief
symptoms are not distinct from bereavement-related depressive
symptom clusters. Nevertheless, our analyses provide evidence
that there are grief-specific symptoms (e.g., ‘‘yearning,’’ ‘‘intense
pangs of separation distress’’) that form a distinct configuration
from bereavement-related depressive symptoms. The PGD symp-
tom ‘‘feeling stunned or shocked’’ of the Cognitive, Emotional,
and Behavioral Symptom subscale also loaded on the PGD fac-
tor, indicating that this item may reflect separation distress rather
than emotional distress. Separation distress forms a unique
dimension that reflects pathological grief reactions. Similarly,
Prigerson and coworkers (1999) argued that symptoms of separ-
ation distress are the ‘‘core of this grief-related disorder’’ (p.
68). In their study, yearning, which constitutes the key symptom
of the Separation Distress subscale, was the item with the highest
sensitivity and specificity. Yearning has emerged as an indicator
for the relationship to the deceased (Rubin, Malkinson, &
Witztum, 2008). Only modest factor loadings were found for
the PG-13 item ‘‘confusion about one’s role in life or diminished
sense of self.’’ This suggests that this item may not be a good indi-
cator of PGD, depression, PTSD, or anxiety. The composition of
the items of the PG-13 may need to be reconsidered before
inclusion in DSM V may be realized. According to Rubin et al.
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(2008), major challenges in the establishment of a PGD diagnosis
include the consideration of the multidimensional complexity of
loss reactions, the examination of the complexity of potential
ways for adjustment and maladjustment and the risk of overem-
phasizing a model stressing pathology. Most researchers investi-
gated grief reactions in populations living in industrialized
societies. The fact that 8.0% of our sample met probable diagnos-
tic criteria for PGD (Schaal et al., 2010) shows that PGD also
constitutes a mental health problem in African societies, even
many years after the grief-related loss. Notably the PG-13 symp-
tom cluster of separation distress presents a grief-specific dimen-
sion in our sample of Rwandan genocide survivors. There is a
need to extend research to non-Western cultures before definitive
conclusions can be drawn.

Limitations of the study include the lack of application of an
instrument that would have allowed determination of a full diag-
nostic status of affective and anxiety disorders. A cut-off score
was used as an indicator for caseness. Using the same instruments
as in the present study, Ertl and coworkers (2010) demonstrated
that mental health assessments in African languages can achieve
reliable and valid data but warrant caution in the unevaluated
transfer of cutoff scores. Furthermore, our cross-sectional data
do not allow determination of causality. In an ongoing study
we examine how PGD symptoms respond to treatment of
depression and PTSD and vice versa, in order to see the related-
ness of the sets of symptoms. Future research must demonstrate
the distinctiveness of the newly proposed diagnostic category
from other mental conditions before PGD, as it is defined now,
can be viewed as a separate disorder. For the Rwandan context
it seems that the separation distress scale may produce valuable
clinical information not available using current diagnostic tools.
PGD could then be viewed as a subset of symptoms aggravating
or promoting depression.
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