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ANXIOUS AND DEPRESSIVE AVOIDANCE AND SYMPTOMS OF 
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Following loss, people can develop symptoms of depression, Post-Traumatic 
Stress Disorder (PTSD), or Complicated Grief (CG) – also termed Prolonged 
Grief Disorder (PGD). A recent cognitive-behavioural model has proposed 
that avoiding confrontation with the reality of the loss (called “anxious 
avoidance” [AA]) and refraining from activities that could foster adjust-
ment (called “depressive avoidance” [DA]) both play a critical role in CG/
PGD. The present study examined this assumption, using self-reported data 
from 161 mourners. Findings showed that items constituting AA and DA 
represented two distinct factors. Both factors were strongly correlated with 
other measures of bereavement-related avoidance and both accounted for a 
unique part of the explained variance in CG/PGD severity, beyond relevant 
background variables, negative cognitions, and concomitant symptom-levels 
of depression and PTSD. DA also explained unique variance in depression 
beyond these variables. Moreover, AA and DA mediated the linkages of 
neuroticism, attachment anxiety, and attachment avoidance with symptom-
levels of CG/PGD.

Introduction

There is increasing evidence that in an estimated 5 to 20% of bereaved 
people a loss gives rise to serious mental health problems such as depression, 
Post-Traumatic Stress Disorder (PTSD), or Complicated Grief (CG; Forstmeier 
& Maercker, 2007; Prigerson & Jacobs, 2001). CG, or Prolonged Grief Dis-
order (PGD) as it is recently termed, entails chronic, intense grief-reactions 
including separation distress, difficulties accepting the loss, preoccupation, 
and recurrent images of the lost person that cause significant impairments 
in functioning for at least 6 months (Prigerson, Horowitz, Jacobs, Parkes, 
Aslan, Goodkin et al., 2009; Prigerson, Vanderwerker, & Maciejewski, 
2008). Parallel to the development of validated criteria for CG/PGD, there is 
increasing attention for the treatment of this condition. For instance, Shear, 
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Frank, Houck, and Reynolds III (2005) found “complicated grief treatment” 
– a novel treatment containing elements of interpersonal therapy and cogni-
tive-behavioural therapy (CBT) – to be effective in the reduction of CG/PGD 
symptoms. Boelen, de Keijser, van den Hout, and van den Bout (2007) found 
evidence for the effectiveness of brief cognitive-behavioural therapy for CG/
PGD. Although these findings are encouraging, not all patients included in 
these studies improved, leaving room to further improve and refine treat-
ments. For the refinement of effective treatments for CG/PGD, it is essential 
to have more knowledge about intrapersonal processes that are involved in 
the development and maintenance of this condition. 

Recently, we developed a cognitive-behavioural (CB) conceptualisation 
of CG/PGD that was designed to offer a framework for the generation of hy-
potheses about processes involved in this condition and to inform efficacious 
treatment for it (Boelen, van den Hout, & van den Bout, 2006). This model 
proposes that CG/PGD develops and persists under the influence of three 
interrelated processes: (a) insufficient elaboration of the reality of the loss 
resulting in a lack of integration of this reality with pre-existing knowledge 
about the self and the lost person stored in autobiographical memory; (b) 
persistent negative thinking, specifically negative assumptions about glob-
al themes (self, life, and the future) and catastrophic misinterpretations of 
one’s own grief-reactions (e.g., “If I express my feelings, I will go mad”), and 
(c) avoiding stimuli that remind of the loss (called anxious avoidance) and 
avoiding activities that could facilitate adjustment (called depressive avoid-
ance). The model is strongly influenced by Ehlers and Clark’s (2000) model 
of Post-Traumatic Stress Disorder (PTSD). In addition, several of its proposi-
tions are also part of other theories of grief. For instance, Shear and Shair’s 
(2005) recently developed “biobehavioural model of bereavement” proposes 
that symptoms of acute grief usually resolve following revision of the inter-
nalised representation of the deceased to incorporate the reality of the death 
and that failure to accomplish this integration results in CG/PGD. This no-
tion resembles the first of the three processes from our own model. In Stroebe 
and Schut’s (1999) “dual process model of bereavement” (DPM), confront-
ing the loss and the associated pain (loss-orientated coping) and confronting 
stressors that came about as a result of the bereavement (restoration orien-
tated coping) are both critical in the process of coming to terms with loss. 
This is reminiscent of, albeit not totally similar to, our model’s third process 
proposing that anxiety-driven avoidance of “loss-orientation” (i.e., anxious 
avoidance) and sombreness and pessimism-driven avoidance of “restoration-
orientation” (i.e., depressive avoidance) are important in the development and 
maintenance of CG/PGD. 

Research has confirmed some of the basic hypotheses from our CB mod-
el. For instance, a recent study found evidence that a “sense of unrealness” 
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about the loss, conceptualised as a subjective sense of uncertainty or am-
bivalence about the irreversibility of the separation resulting from a lack of 
integration of the loss with pre-existing knowledge, plays a role in CG/PGD 
(Boelen, 2010). In addition, a prospective study yielded evidence that both 
global negative beliefs and catastrophic misinterpretations play a role in the 
development of CG/PGD (Boelen, van den Bout, & van den Hout, 2006). 
Importantly though, no studies have yet directly tested the role of depressive 
and anxious avoidance strategies. That is not to say that researchers have not 
theorised about (e.g., Ramsay, 1977) and investigated the role of avoidance in 
grief. For instance, in several studies we ourselves found distinct measures of 
cognitive avoidance (e.g., thought suppression, rumination) and behavioural 
avoidance (avoidance of places that remind of the loss) to be correlated with 
CG/PGD severity and related symptoms (e.g., Boelen, 2009; Boelen & van 
den Hout, 2008; Boelen, van den Bout et al., 2006). Likewise, in studies of 
Bonanno, Keltner, Holen, and Horowitz (1995) and Shear, Monk, Houck, 
Melhem, Frank, Reynolds et al. (2007) generic measures of deliberate avoid-
ance of loss-related stimuli have been found to be significantly associated 
with loss-related distress. However, the distinct role of depressive and anx-
ious avoidance as conceptualised in our CB model has not yet been studied 
(Boelen, van den Hout et al., 2006). 

Both anxious and depressive avoidance are postulated to be detrimental. 
Among other reasons, anxious avoidance is assumed to maintain CG/PGD 
symptoms by preventing elaboration and integration of the loss, whereas de-
pressive avoidance is assumed to block the correction of negative views of the 
self, life, and future that may develop following loss. Important too is that, as 
one of the model’s three key processes (poor integration, negative thinking, 
and avoidance), both depressive and anxious avoidance are assumed to medi-
ate the role of personality variables that may exert an influence on CG/PGD 
symptom severity, such as neuroticism and insecure attachment.

The overarching aim of this study was to advance our understanding of 
mechanisms involved in the development of CG/PGD by examining the role 
of anxious and depressive avoidance in emotional complications following 
loss. To this end, a nine-item Depressive and Anxious Avoidance in Pro-
longed Grief Questionnaire (DAAPGQ) was constructed, encompassing 
items that represent manifestations of both depressive avoidance (DA) and 
anxious avoidance (AA). Next, we tested a number of predictions derived 
from our CB model of CG/PGD. 

With respect to the dimensionality it was predicted that (a) items of DA 
and AA constituted distinguishable factors rather than a single dimension. 
Items were subjected to a confirmatory factor analysis (CFA) to test this 
prediction. With respect to the linkages of DA and AA with general features 
of the loss, we predicted that (b) both DA and AA would diminish over time 
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and would thus be correlated with the time that had passed since the loss 
occurred. To examine convergent validity of DA and AA, we examined their 
correlation with other measures of loss-related avoidance (see Method sec-
tion), expecting (c) that these correlations would be strong and significant. 
As noted, the CB model proposes that DA and AA contribute to emotional 
complications following loss. Accordingly, on the condition that DA and 
AA would emerge as separate factors in the CFA, it was expected that (d) 
both factors would be strongly correlated with self-reported CG/PGD sever-
ity – even when controlling for the influence of background and loss-related 
variables that affected DA, AA, or these symptoms. The CB model pre-
dicts that DA, AA, and negative cognitions represent partially overlapping 
but distinct determinants of post-loss psychopathology (Boelen, van den 
Hout et al., 2006). With this in mind, it was also predicted that (e) DA and 
AA would remain associated with symptom-levels of CG/PGD, even when 
controlling the shared variance between DA and AA, and the variance ex-
plained by indices of catastrophic misinterpretations of grief-reactions and 
global negative beliefs. The CB model also posits that DA and AA are more 
central to symptoms of CG/PGD, than to other emotional problems follow-
ing loss. Accordingly, it was also predicted (f) that DA and AA would be 
more strongly related to symptom-levels of CG/PGD than symptom-levels 
of depression and PTSD, when controlling for the shared variance between 
these symptoms, as well as for the degree to which global negative beliefs 
and catastrophic misinterpretations were endorsed. Finally, based on the CB 
model, it was predicted that (g) DA and AA would mediate the linkages 
of neuroticism and attachment style – personality variables that have been 
found to be correlated with CG/PGD in previous research (e.g., Wijngaards-
de Meij, Stroebe, Schut, Stroebe, van den Bout, van der Heijden et al., 2007) 
– with symptom-levels of CG/PGD. 

Methods

Participants and procedure

Data were available from 161 bereaved people who were recruited in the 
context of an ongoing research program on cognitive processes in emotional 
problems following loss that the current study was part of. All were recruited 
via professional and lay mental health care workers (e.g., grief counsellors, 
therapists, clergy) who handed out questionnaire packets to mourners they 
came in contact with through their work-related or voluntary activities. The 
research program was approved by an institutional review board and written 
informed consent was obtained from all participants. Characteristics of the 
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sample are displayed in Table 1. Most participants were women, most had lost 
a partner, and losses were mostly due to illness. 

Symptom Measures

Inventory of complicated grief-revised (ICG-r)
The ICG-r is a 30-item questionnaire that taps symptoms of CG/PGD and 

other maladaptive grief-reactions. Participants rate the presence of symptoms 
in the last month on 5-point scales ranging from “never” to “always”. Items 
(e.g., “I feel myself longing and yearning for [–]”) are summed to form an 
overall CG/PGD severity score. The English version (Prigerson & Jacobs, 
2001) and the 29-item Dutch version (Boelen, van den Bout, de Keijser, & 
Hoijtink, 2003) have adequate psychometric properties. In the present sam-
ple, the α was .96.

Table 1
Demographic and loss-related background variables of the sample (N = 161)

Demographic Characteristics:
 Gender (N (%))
  Men 33 (20.5)
  Women 128 (79.5)
 Age (years) (M (SD)) 53.5 (14.4)
 Education (years) (M (SD)) 15.6 (3.1)
Loss-related Characteristics:
 Deceased is (N (%))
  Partner 89 (53.4)
  Child 16 (9.9)
  Parent 39 (24.2)
  Other relative 20 (12.4)
 Cause of death is (N (%)) 
  Illness 90 (55.9)
  Violent (accident, suicide, homicide) 19 (11.8)
  Unexpected Medical Cause (e.g., heart attack) 26 (16.1)
  Other cause 19 (11.8)
 Time from loss in months (M (SD)) 53.6 (80.7)
Symptom Scores (M (SD)):
  ICG-r 69.4 (23.1)
  BDI 32.5 (8.8)
  PSS-SR 11.9 (8.1)

Note: BDI = Beck Depression Inventory. ICG-r = Inventory of Complicated Grief-revised ver-
sion. PSS-SR = PTSD Symptom Scale Self-Report version.
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PTSD symptom scale self-report version (PSS-SR)
The PSS-SR is a 17-item measure of PTSD symptom severity. Respon-

dents rate the frequency of symptoms on 4-point scales ranging from “not 
at all” to “five or more times per week/almost always”. The index event was 
defined as “the death of your loved one” (e.g., “How often did you have un-
pleasant dreams or nightmares about the death of your loved one?”). The 
English (Foa, Riggs, Dancu, & Rothbaum, 1993) and Dutch versions (Engel-
hard, Arntz, & van den Hout, 2007) have good psychometric properties. In 
the present sample, the α was .88.

Beck depression inventory (BDI)
The BDI is a frequently used 21-item measure of depressive symptoms. It 

contains 21 groups of four statements representing depressive symptoms at 
increasing levels of severity. Items are summed to form an overall depression 
severity score. The English (Beck, Steer, & Brown, 1996) and Dutch versions 
of the BDI (Van der Does, 2002) have adequate psychometric properties. The 
α in this sample was .92.

Personality measures

Revised experiences in close relationships questionnaire (ECR-r)
The shortened version of the ECR-r (Fraley, Waller, & Brennan, 2000) 

was used to measure two components of insecure attachment, namely attach-
ment anxiety (i.e., a person’s predisposition toward anxiety and vigilance 
about rejection and abandonment) and attachment avoidance (i.e., a person’s 
discomfort with closeness and dependency or a reluctance to be intimate with 
others). Attachment anxiety was tapped by a 5-item scale and attachment 
avoidance by a 6-item scale. Respondents rate their agreement with state-
ments on 7-point scales ranging from “strongly disagree” to “strongly agree”. 
In the present sample, the attachment anxiety and attachment avoidance 
scales had α’s of .80 and .75 respectively.

Neuroticism scale from the Eysenck personality questionnaire (EPQ-N)
The Neuroticism subscale from the EPQ (Eysenck, Eysenck, & Barrett, 

1985) was used to assess neuroticism. Respondents indicate their agreement 
with 12 statements (e.g., “I am a nervous person”) using a dichotomous (yes/
no) response format. The α was 0.79.

Measures of negative cognitions and avoidance

Grief cognitions questionnaire (GCQ) subscales self, life, future,  
and catastrophic misinterpretations
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The GCQ is a 38-item measure of negative bereavement-related cogni-
tions (Boelen & Lensvelt-Mulders, 2005). In the current study, four of its 
nine subscales were used, namely the subscales Self (six items, e.g., “Since 
[–] is dead, I am of no importance to anybody anymore”), Life (four items, 
e.g., “My life has no purpose anymore, since [–] died”), Future (five items, 
e.g., “In the future I will never become really happy anymore”), and Cata-
strophic Misinterpretations of grief (four items, e.g., “If I would fully realise 
what the death of [–] means, I would go crazy”). Internal consistencies of the 
four scales in the current sample were: Self, α = .86; Life, α = .90; Future, 
α = .83; Catastrophic Misinterpretation of grief, α = .87. Scores on the Self, 
Life, and Future scale were averaged to obtain one “global negative beliefs” 
index. This was done to limit the number of predictor variables in subsequent 
regression analyses.

Depressive and anxious avoidance in prolonged grief questionnaire 
(DAAPGQ) 

The DAAPGQ was specifically constructed for the current study to exam-
ine the role of depressive and anxious avoidance (DA and AA) as defined in 
Boelen, van den Hout et al.’s (2006) CB theory of CG/PGD. Nine items were 
formulated, based on interviews with mourners suffering from emotional 
complications after their loss and literature on coping with loss. Five items 
were constructed to tap DA and four items to tap AA. Items are shown in 
Table 2. Participants rated their agreement with each item on 8-point scales 
ranging from “not at all true for me” to “completely true for me”. Psychomet-
ric properties of the scale are described below.

Measure of avoidance strategies (MAS)
The MAS is a 10-item measure of bereavement-related avoidance strate-

gies that includes 4 brief subscales (Boelen, 2009; Boelen & van den Hout, 
2008). It was included in this study to examine convergent validity of the 
DAAPGQ. We included three of its subscales, namely the subscale Rumina-
tive Avoidance (two items, α = .57, e.g., “I ponder about the question why 
[–] died”), the subscale Suppression (3 items, α = .76, e.g., “I try to keep my 
feelings and thoughts about the loss under control”), and the subscale Con-
tinuing Bonds (two items, α = .62, e.g., “I cherish particular objects that are 
closely linked with [–]”). Participants rated how often they usually engaged 
in these behaviours on 11-point scales ranging from “never” to “all the time”. 
Subscale total scores were calculated as the summed subscale item scores. 
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Results

Dimensionality and internal consistency of the DAAPGQ

To address hypothesis (a) CFA was used to compare the fit of a unitary 
model with the fit of a two-factor model with distinct DA and AA factors. 
Outcomes showed that the one-factor model did not fit the data (CFI = 0.88, 
TLI = 0.85, RMSEA = 0.14). The two-factor model with two distinct, but 
correlated factors fit significantly better than the unitary model (χ2

difference 
= 41.02, Δdf = 1, p < .001) and had reasonably good fit estimates (CFI = 
0.94, TLI = 0.92, RMSEA = 0.10). Modification indexes indicated that the 
fit would improve when error-terms of the first and third AA items (items 6 
and 8 in Table 2) were allowed to correlate. Given the similarity in content 
of both items, we assumed that these correlations reflected non-random mea-
surement error stemming from content overlap. Accordingly, we tested the 
fit of an adjusted two-factor model in which these error terms were allowed 
to be correlated. This model was a significant improvement over the second 

Table 2
Factor loadings of items from the depression and anxious avoidance  

in prolonged grief questionnaire (DAAPGQ)

  Factor 1 Factor 2 
  Depressive  Anxious 
  Avoidance Avoidance

1 Since [–] is dead, I do much less of the things that  
 I used to enjoy. .82
2 Since [–] died, I avoid activities that used to give me  
 satisfaction, because these activities now seem  
 meaningless to me. .80
3 I avoid doing activities that used to bring me pleasure,  
 because I feel unable to carry out these activities. .84
4 I develop very few new activities since [–] died,  
 because I am unable to do so. .80
5 Since [–] died, there are several activities, hobby’s,  
 and acquaintances that I pay much less attention to. .79
6 I avoid to dwell on the fact that [–] is dead and will  
 never return.  .62
7 I avoid situations and places that confront me with the  
 fact that [–] is dead and will never return.  .61
8 I avoid to dwell on painful thoughts and memories  
 connected to his/her death.  .80
9 I deliberately retrieve positive memories related to [–]  
 as a means to avoid thinking about the fact that [–] is  
 dead and will never return.  .52
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model (χ2
difference = 13.3, Δdf = 1, p < .05) and had good fit estimates (CFI 

= 0.96, TLI = 0.94, RMSEA = 0.08). Table 2 shows factor loadings of this 
model. The correlation between the DA and AA factors was 0.77. Internal 
consistencies of the DA and AA subscales were .90 and .74 respectively and 
did not improve with the deletion of a single item.

Descriptive statistics

Table 1 shows mean scores on the ICG-r, BDI, and PSS-SR. Scores were 
all in the subclinical range (cf. Boelen, 2010; Engelhard et al., 2007; Van 
der Does, 2002). Normality data indicated that BDI scores, PSS-SR scores, 
GCQ subscale scores, AA scores (DAAPGQ), and MAS Suppression scores 
were positively skewed. Therefore, these scores were log-transformed in all 
analyses described below. Transformations reduced non-normality of the 
variables.

Variation in DA and AA as a function of time and other demographic and 
loss-related background variables

To examine hypothesis (b) we examined the degree to which DA and AA 
varied as a function of demographic and loss-related variables. As expected, 
DA and AA were inversely related with time from loss (r = -.29, p < .001 and 
r = -.17, p < .05, respectively). Moreover, DA and AA were inversely related 
with years of education (r = -.17, p < .05 and r = -.37, p < .001, respectively) 
and positively associated with age (r = .17, p < .05 and r = .19, p < .05, re-
spectively). In addition, DA and AA varied as a function of kinship (F(3, 
160) = 6.76, p < .001 and F(3, 160) = 4.64, p < .01 respectively). Post-hoc tests 
showed that those who lost a parent had significantly lower DA scores than 
those who lost a partner (p < .001) or child (p < .01) and significantly lower 
AA scores than those who lost a partner (p < .01). AA and DA did not vary 
as a function of cause of loss or gender (Fs < 2.8, ps > .05).

Convergent validity of DA and AA

To test hypothesis (c) correlations between DA, AA, and the MAS scores 
were calculated. The correlation of DA with MAS Suppression was r = .71, 
with MAS Rumination was r = .57, and with MAS Continuing Bonds was r 
= .36. The correlation of AA with MAS Suppression was r = .57, with MAS 
Rumination was r = .57, and with MAS Continuing Bonds was r = .41 (all ps 
< .001). Findings support the convergent validity of DA and AA.
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Association of DA and AA with symptom-levels of CG/PGD, depression, 
and PTSD

Next, to test hypotheses (d), (e), and (f), we examined associations of DA 
and AA with the severity of symptoms of CG/PGD, depression, and PTSD. 
We also examined the degree to which associations remained significant 
when taking into account relevant demographic and loss-related background 
variables, negative cognitions, and concomitant symptoms. Relevant back-
ground variables were those that were associated with DA and/or AA (see 
above) and those associated with symptom-levels. CG/PGD severity varied 
as a function of age (r = .20), years of education (r = -.30), time from loss (r 
= -.28, ps < .01), and kinship (F(3, 160) = 17.73, p < .001). Depression varied 
as a function of time from loss (r = -.18, p < .05), and kinship (F(3, 160) = 
4.28, p < .01). PTSD severity varied as a function of education (r = -.21, p < 
.01), time from loss (r = -.24, p < .01), and kinship (F(3, 160) = 9.04, p < .001). 
Three regression analyses were run with CG/PGD, depression, and PTSD se-
verity consecutively treated as dependent variables. Predictors were entered 
sequentially in blocks. First, relevant background variables were entered 
(block 1), followed by DA and AA scores (block 2). Then, scores on the GCQ 
subscales were entered (block 3). Finally, we entered concomitant symptoms 
(e.g., symptom-levels of depression and PTSD when CG/PGD severity was 
the dependent variable) in order to examine the associations of DA and AA 
with each symptom measure, when controlling for the shared variance be-
tween symptoms. Outcomes of the regressions are summarised in Table 3.

Block 1: background variables
Relevant background variables explained 30.6%, 10.2%, and 20.7% of 

the variance in symptom-levels of CG/PGD, depression, and PTSD severity. 
Time, education, child loss, and parent loss explained unique variance in CG/
PGD severity. None of the variables explained unique variance in depression 
and PTSD severity.

Block 2: DA and AA
In block 2, DA and AA added 40.7%, 46.6%, and 38.7% to the explained 

variance in CG/PGD, depression, and PTSD severity respectively. Child loss, 
parent loss, DA, and AA explained unique variance in CG/PGD severity. 
DA explained unique variance in depression severity. DA and AA explained 
unique variance in PTSD severity. 

Block 3: negative cognitions
Negative cognitions added 11.4%, 13.6%, and 6% to the explained vari-

ance in CG/PGD, depression, and PTSD severity. Unique correlates of CG/
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PGD severity were DA, AA, global negative beliefs, and catastrophic misin-
terpretations. Unique correlates of depression severity were DA, global nega-
tive beliefs, and catastrophic misinterpretations. Unique correlates of PTSD 
severity were DA and catastrophic misinterpretations.

Block 4: concomitant symptoms
In block 4, depression and PTSD scores added a small but significant 

amount of 3.2% to the explained variance in CG/PGD symptom severity. 
Apart from parent loss and concomitant PTSD, DA, AA, global negative be-
liefs, and catastrophic misinterpretations explained unique variance in CG/
PGD severity in this final model. CG/PGD and PTSD severity added 4.4% 
to the explained variance in depression. Concomitant PTSD, DA and global 
negative beliefs were unique correlates of depression in this final model. Fi-
nally, CG/PGD and depression severity added 8.8% to the explained vari-
ance in symptom-levels of PTSD. CG/PGD severity was the single variable 
explaining unique variance in PTSD severity in this fourth block.

Tests for mediation

To test hypothesis (g), six distinct mediational models were tested in 
which DA and AA were considered as separate mediators of the linkages 
of neuroticism, anxious attachment, and avoidant attachment with CG/PGD 
symptom severity. Mediational models were tested using guidelines of Baron 
and Kenny (1986). Four criteria had to be met to establish mediation. First, 
the independent variable (IV) had to be significantly associated with CG/
PGD severity (Step 1 - estimation of “path c”). Second, the independent vari-
able had to be significantly associated with the mediator (Step 2 - estimation 
of “path a”). Third, the mediator had to be significantly associated with CG/
PGD severity (Step 3 - estimation of “path b”). Finally, the effect of the IV on 
CG/PGD severity should attenuate when controlling for the mediator (Step 4 
- estimation of “path c’”). The mediator variable could be considered a “par-
tial mediator” when the association of the IV with CG/PGD severity would 
be reduced but still would be significant, and a “perfect mediator” when it 
became non-significant. If Steps 1 through 4 were met, Sobel’s test was con-
ducted to examine if the mediational pathway was significant (Preacher & 
Hayes, 2004; Sobel, 1982). In all regression analyses, we controlled for age, 
education, time, and kinship as these variables were associated with CG/
PGD severity.

Outcomes of the regression are summarised in Table 4. Findings showed 
that both DA and AA were partial mediators of the linkage between neu-
roticism and symptom-levels of CG/PGD (see Models 1 and 2). With respect 
to attachment, DA emerged as a perfect mediator of the linkage between 
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anxious attachment and CG/PGD severity (Model 3), whereas AA partially 
mediated this association (Model 4). Finally, both DA and AA were perfect 
mediators of the linkage between attachment avoidance and CG/PGD sever-
ity (Models 5 and 6).

The previous section showed that DA made a unique and specific contri-
bution to the explained variance in depression severity, above and beyond 
concomitant symptom-levels of PTSD and negative beliefs. Hence, it was 
deemed relevant to explore whether or not DA also mediated possible asso-
ciations of neuroticism, anxious attachment, and attachment avoidance with 
depression. Accordingly, three additional mediational models were tested: 
Neuroticism  DA  Depression (Model 7), Attachment Anxiety  DA 
 Depression (Model 8), and Attachment Avoidance  DA  Depression 
(Model 9). Outcomes of the regression analyses and Sobel tests conducted 
to examine these models are summarised in Table 4. Outcomes showed that 
DA was a partial mediator of the linkages between these three personality 
variables and depression symptom severity.

Discussion

Research has shown that different forms of deliberate avoidance behav-
iours in the aftermath of the death of a close loved one are related to emotion-
al complications following loss (e.g., Boelen & van den Hout, 2008; Bonanno 
et al., 1995; Shear et al., 2007). In line with these findings, in our recently 
developed CB model of CG/PGD, avoidance behaviour is regarded as one of 
three processes that are critical to the development and maintenance of this 
condition – the other two processes being a lack of integration of the loss 
with the autobiographical knowledge base and negative thinking (Boelen, 
van den Hout et al., 2006). In this model, we tried to come up with a parsi-
monious distinction between DA and AA in an attempt to specify the forms 
of avoidance that are particularly maladaptive in coming to terms with loss. 
DA reflects depressive withdrawal and restriction from activities, that is as-
sumed to be driven by negative expectations about the effects of engaging 
in potentially helpful behaviours (e.g., “Meeting friends will not make me 
feel better”) and one’s abilities to do so (e.g., “I am unable to take up new 
responsibilities”). AA has been defined as occurring when mourners avoid 
confrontation with the reality of the loss, driven by fear that confrontation 
with this reality is unbearable and will have disastrous consequences, such 
as going “mad”.

The current study represents the first attempt to examine the role of DA 
and AA in emotional problems following loss, using the newly constructed 
9-item DAAPGQ. The main findings can be summarised as follows. First, 
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CFA confirmed that items constituting DA and AA represented two distinct 
correlated factors, rather than a single dimension. Both factors had high in-
ternal consistencies. Importantly, these findings confirm the distinction be-
tween both constructs made in the CB model. Second, it was found that both 
DA and AA scores were significantly lower in those whose bereavement was 
of longer duration. Yet, correlations were low suggesting that, once present, 
tendencies to avoid the reality of the loss (AA) and active adjustment (DA) 
only marginally decline under the influence of time. A third main finding 
was that both DA and AA were significantly related with other indices of 
loss-related avoidance, which supports the convergent validity of these con-
structs. It is noteworthy that both DA and AA were highly associated with 
items tapping loss-related rumination (e.g., “I ponder about the question why 
[–] died”). This supports the notion that, as in PTSD (cf. Ehlers & Clark, 
2000), in the context of grief, rumination can represent a form of cognitive 
avoidance (Boelen, van den Bout et al., 2006; Stroebe, Boelen, van den Hout, 
Stroebe, Salemink, & van den Bout, 2007).

Next, we examined associations of DA and AA with symptom-levels of 
CG/PGD, depression, and PTSD in a series of regression analyses. A fourth 
main finding was that, as predicted, both AA and DA were correlated with 
symptom-levels of CG/PGD, even when we controlled for the influence of rel-
evant background and loss-related variables. Notably, correlations remained 
significant when we controlled for the influence of loss-related global negative 
beliefs and catastrophic misinterpretations. In fact, DA, AA, loss-related glob-
al beliefs, and catastrophic misinterpretations each were unique correlates of 
CG/PGD severity. These findings are in line with one of the basic premises 
of our cognitive-behavioural model (Boelen, van den Hout et al., 2006) which 
postulates that these variables represent distinguishable processes, each ac-
counting for a unique part of the explained variance in CG/PGD. 

Apart from CG/PGD, we also examined associations of DA and AA with 
symptom-levels of depression and PTSD and tested the specificity of DA 
and AA to these three symptom-clusters. Findings showed that DA but not 
AA was significantly associated with depression severity, even when control-
ling for relevant background variables, negative cognitions, and concomitant 
symptoms. Yet, neither DA nor AA was associated with PTSD severity when 
controlling for these variables. The finding that DA was also specifically 
associated with depression runs counter to our prediction that DA and AA 
would be specific to CG/PGD. However, the finding of a significant linkage 
between DA and depression severity is not unexpected as, by definition, de-
pression is associated with a reduction of normal activity levels. 

In our final round of analyses, we tested the hypothesis that DA and AA 
would mediate the linkage of neuroticism, attachment anxiety, and attach-
ment avoidance with CG/PGD severity. Indeed, in keeping with earlier find-
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ings (Wijngaards-de Meij et al., 2007) we found that neuroticism and both at-
tachment dimensions were significantly related with the severity of CG/PGD. 
Importantly though, these associations attenuated when we controlled for DA 
and AA. Stated differently, in distinct mediational models, it was found that 
DA and AA were significant mediators of the linkages between neuroticism, 
attachment anxiety, and attachment avoidance on the one hand, and CG/PGD 
severity on the other hand. These findings confirm another notion that is 
central to our CB model, namely, that DA and AA mediate the contribu-
tion of personality factors to the development and maintenance of CG/PGD. 
Given that DA turned out to be a significant correlate of depression, we also 
examined mediational models in which DA mediated the association of neu-
roticism and the attachment dimensions with depression severity. Findings 
showed that DA emerged as a significant mediator in these analyses.

Several limitations should be kept in mind when interpreting outcomes of 
this study. First, the cross-sectional design precludes any conclusions about 
causality. The current findings are in accord with the notion that DA and AA 
contribute to CG/PGD severity following loss. However, prospective and ex-
perimental studies are needed to establish the causal role of these variables in 
post-loss psychopathology. In a related vein, prospective studies are needed 
to test the notion that personality factors such as neuroticism and insecure 
attachment style precede the tendency to engage in avoidance of the reality 
of the loss and making active adjustments which, in turn, precedes the main-
tenance of CG/PGD and depression. A second caveat is that this study mostly 
relied on women who were bereaved by the loss of their partner due to an 
illness. Thus, generalisation of the findings to non-assessed groups should be 
done with caution. A third limitation is that only few additional measures of 
loss-related avoidance were used to assess convergent validity of the DA and 
AA constructs. It would be relevant for future studies to explore the validity 
of DA and AA, taking into account other measures of deliberate grief-avoid-
ance such as the one constructed by Shear et al. (2007) and more general 
(not specifically loss-related) measures of avoidance, such as the Cognitive-
behavioural Avoidance Scale (Ottenbreit & Dobson, 2004).

Notwithstanding these considerations, the current study is the first to pro-
vide evidence for the role of DA and AA in emotional problems following 
loss, by showing that both forms of avoidance are distinct, that both make a 
significant unique contribution to the explained variance in symptom-levels 
of CG/PGD – even when controlling for negative cognitions and concomitant 
symptoms of depression and PTSD, and that both DA and AA mediate the 
associations of neuroticism, attachment avoidance, and attachment anxiety 
with CG/PGD symptom severity. As such, the findings support important as-
sumptions from our CB model (Boelen, van den Hout et al., 2006). Moreover, 
indirectly, findings support the distinction and distinct importance of loss-
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orientation and restoration orientation as conceptualised within the DPM 
(Stroebe & Schut, 1999). If future studies would confirm that both forms of 
avoidance are involved in the development and maintenance of CG/PGD, this 
would suggest that targeting these behaviours is important in the treatment of 
this condition. Boelen, van den Hout et al. (2006) have described several in-
terventions based on general cognitive-behavioural therapy that can be used 
to reduce the maladaptive avoidance behaviours. For instance, exposure to 
stimuli that are reminders of the loss could be used to target AA. In addi-
tion, to curb DA, therapists could use pleasant event scheduling (helping the 
person to schedule activities he/she previously enjoyed and that will likely 
give a sense of achievement) and systematic activation (helping the person to 
achieve specific occupational, recreational, and social goals by identifying 
and planning steps towards these goals). There is quite some evidence for the 
effectiveness of exposure in the treatment of CG/PGD (Boelen et al., 2007; 
Ramsay, 1977; Shear et al., 2005). Less clear is the effectiveness of directly 
targeting DA using the aforementioned and other interventions. Research in 
the field of depression suggests that behavioural activation and related in-
terventions are very effective (Cuijpers, van Straten, & Warmerdam, 2007; 
Hopko, Lejuez, Ruggiero, & Eifert, 2003). This may well also be the case 
in the treatment of CG/PGD. “Restoration of a satisfying life” and “a focus 
on personal life goals” were part of Shear et al.’s (2005) Complicated Grief 
Treatment. However, the isolated effectiveness of interventions directly tar-
geting DA and AA remains unclear. Future studies could explore this topic 
to further enhance our understanding of the role of DA and AA in CG/PDG.
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