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Abstract
Severe grief symptoms, treatment receptivity, attitudes about grief, and stigmatization concerns were
assessed in a community-based sample of 135 widowed participants in the Yale Bereavement Study.
There was a statistically significant association between the severity of grief symptoms and reported
negative reactions from friends and family members. However, more than 90% of the respondents
with Complicated Grief, a severe grief disorder, reported that they would be relieved to know that
having such a diagnosis was indicative of a recognizable psychiatric condition, and 100% reported
that they would be interested in receiving treatment for their severe grief symptoms.

In recent years, a cluster of symptoms referred to as Complicated Grief (CG)1 has been
identified by Prigerson and colleagues (Boelen, van den Bout & de Keijser, 2003;Ogrodniczuk
et al., 2003;Prigerson et al., 1995;Prigerson et al., 1996;Prigerson & Jacobs, 2001). Symptoms
of CG include distressing and disruptive levels of yearning for the deceased, an inability to
accept the death, feeling detached from others, being on edge since the death, feeling that one’s
current life and future life have no purpose or meaning, experiencing bitterness over the loss,
and having difficulty moving on with one’s life. These symptoms constitute a clinical syndrome
that as been found to be distinct from other psychiatric disorders with respect to clinical
phenomenology, etiology/correlates, clinical course, and response to treatment (Boelen et al.,
2003;Ogrodniczuk et al., 2003;Prigerson et al., 1995;Prigerson et al., 1996;Prigerson & Jacobs,
2001). High CG symptom levels and a CG diagnosis have been associated with the onset of
illnesses such as cancer, hypertension, and cardiac illness, suicidal ideation, reduced quality
of life, and increased risk for hospitalization, even after controlling for other disorders such as
Major Depression (Melhem et al., 2004;Ott, 2003;Prigerson et al., 1997;Prigerson et al.,
1999;Silverman et al., 2000;Prigerson et al., 2002). These findings support the inference that
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CG is distinct from established psychiatric disorders such as Major Depressive Disorder. There
is considerable evidence indicating that CG merits consideration for inclusion in the next
edition of the Diagnostic and Statistical Manual of Mental Disorders (APA, 2000). Research
has suggested that psychotherapeutic interventions designed to target grief symptoms may be
helpful in the treatment of CG (Hensley, 2006).

However, some concerns have been raised regarding the proposal to include CG in DSM-V.
Some investigators have expressed the concern that if CG were recognized as a disorder, those
receiving a CG diagnosis would be stigmatized (Stroebe, Schut, & Finkenauer, 2001; Stroebe
et al., 2001). It has been suggested that a CG diagnosis might be demoralizing or that it might
have an adverse effect on self-esteem by labeling some bereaved individuals as mentally ill,
subjecting them to potential castigation by others, and limiting the natural inclinations of
friends and family members to provide support and assistance. However, it is also possible that
a CG diagnosis might confer several advantages. A CG diagnosis might promote understanding
of the bereaved person’s distress, reduce self-blame for being unable to “move on with one’s
life,” and aid in the development of effective treatments designed to reduce distress and
impairment. Another benefit of a CG diagnosis is that it might help those experiencing CG to
understand that they are not alone in their suffering. CG tends to be associated with a heightened
sense of isolation and alienation (Prigerson et al., 1997) and persons with CG might find it
especially consoling to know that there are other individuals like themselves who experience
severe reactions to grief. To date, however, the reactions of bereaved individuals to being
diagnosed with CG have not yet been examined.

Moreover, there have been no published findings regarding attitudes about grief symptoms,
receptivity to treatment, or concerns about stigmatization among bereaved individuals. The
present study was conducted to investigate perceptions of stigmatization among widowed
individuals in the community, their reactions and expectations regarding a CG diagnosis, and
their receptivity to treatment for their grief-related distress. Based on findings indicating that
persistent depressive symptoms may be associated with concerns about negative reactions from
others (Angermeyer, Beck, Dietrich, & Holzinger, 2004), it was hypothesized that severe and
persistent grief symptoms would be associated with concerns about stigmatization. The
hypothesis that a diagnosis of CG would be associated with concerns about stigmatization
(Stroebe et al., 2001) was also investigated.

Method
Participants and Procedure

The participants in the present study were 135 adults who completed assessments of CG and
attitudes about grief during their participation in the Yale Bereavement Study (YBS), a three-
wave prospective longitudinal investigation (Chen, Gill, & Prigerson, 2005). Recruitment for
the YBS began by obtaining names of recently bereaved (1–3 months post-loss) persons
residing in the AARP Widowed Persons Service (WPS) Bridgeport/Fairfield catchment area.
Additional names were obtained from obituaries from the New Haven Register, a major
regional newspaper, and through newspaper advertisements, flyers, personal referrals and
referrals from the Chaplain’s Office of the Hospital of St. Raphael in New Haven. Seventy-six
percent of study participants were recruited through the WPS and remaining participants
(24.0%) were recruited through these other sources. Participants recruited from these sources
did not differ significantly from WPS participants with respect to sex, income, or quality of
life, but they were significantly older than WPS participants (p<0.01), with a mean age of 70.0
years (SD=9.6).

Of the 575 persons who were contacted by the study team, 317 (55.1%) agreed to participate.
Reasons for non-participation included reporting general reluctance to participate in research
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studies (N=11; 4.3%); being too busy to participate (N=46; 17.8%); being too upset (N=27;
10.5%); "doing fine" (N=23; 8.9%); not being interested or having "no reason" (N=145;
56.2%); and "other" reasons (N=6; 2.3%). The non-participants were significantly more likely
to be male (37.2% vs. 25.9%, p=.0005) and older (mean age= 68.8 years vs. 61.7 years, p<.
0001) than participants.

The 317 respondents who met the eligibility criteria and agreed to participate were interviewed
at an average of 7.2 (SD=6.9) months after the death of the deceased persons (Wave 1). First
follow-up (i.e, Wave 2) interviews were completed an average of 12.0 months (SD=7.1) after
the loss of the deceased persons. Wave 3 interviews were conducted at an average of 19.8
(SD=6.6) months post-loss. Wave 3 assessments were completed by 265 individuals (83.6%
of those who completed Wave 1). Because the Stigma Receptivity Scale (SRS) was a late
addition to the original interview and was added after the study had begun, it was only
administered to the final 135 of the 265 (50.9%) participants in the third wave of the YBS. The
characteristics of this sample of 135 participants are summarized in Table 1.

Most (90%) of respondents were interviewed in person within their home, the remaining 10%
were interviewed at the YBS office in New Haven, CT. Interviews lasted 2 to 3 hours, and
were conducted by Master's-level interviewers, each of whom received extensive training
regarding interviewing procedures by the Principal Investigator (HGP) and the project director.
The training continued until the interviewers were capable of performing valid and reliable
assessments. Interviewers were required to demonstrate perfect or nearly perfect agreement
(kappa ≥ 0.90) with the Principal Investigator (HGP) with regard to their diagnosis of CG in
a series of 5 pilot interviews before they were permitted to conduct interviews for the study.

Assessment of Complicated Grief
Complicated Grief was assessed using the validated rater-administered version of the Inventory
of Complicated Grief-Revised (ICG-R; Prigerson & Jacobs, 2001), a 37-item questionnaire
that assesses symptoms of normal and complicated grief, using a 5-point response scale ranging
from “never” (0) to “always” (4). The ICG-R, a revised version of the validated Inventory of
Complicated Grief (Prigerson et al., 1995), assesses the symptoms of separation distress and
traumatic distress that have been validated as the diagnostic criteria for CG (Prigerson et al.,
1999). Inter-rater agreement on CG diagnoses in the present study was perfect (kappa = 1.00).
Grief-related distress scores were computed by summing ICG-R items.

Assessment of Attitudes about Grief, Treatment Receptivity, and Stigmatization Concerns
Attitudes about grief, receptivity to treatment, and concerns about stigmatization were assessed
using the Stigma Receptivity Scale (SRS). The SRS is an 18-item self-report questionnaire that
was developed by the YBS investigators to assess attitudes about severe grief, receptivity to
mental health interventions and stigmatization due to bereavement-related distress (Bambauer
& Prigerson, 2006). The SRS items, which are presented in the tables below, demonstrated
satisfactory inter-item reliability (Cronbach's alpha (α) = 0.64). The response format for each
item was dichotomous (e.g, "yes" or "no"). There are 3 SRS sub-scales. One SRS subscale (5
items; α =0.45) assesses attitudes and feelings about the severity of grief symptoms (see Table
2). The second subscale (6 items; α =0.52) assesses receptivity to treatment for a mental
disorder, and then to 4 common types of bereavement interventions (see Table 3). The third
subscale (7 items; α =0.69) assesses the reactions that the respondents would expect from
others, given a CG diagnosis, and also assesses how friends and family members have
responded to their grief symptoms (see Table 4). SRS sub-scale scores were computed by
summing the number of affirmative and reverse-coded responses for each SRS sub-scale.
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Data Analysis
Comparative tests were conducted to test for differences in socio-demographic characteristics
between the groups with and without CG. T-tests were conducted for continuous outcomes.
Cochran-Mantel-Haenszel tests were conducted for dichotomous outcomes. When the
expected cell count was smaller than 5, Fisher’s exact test was conducted for binary variables.
Non-parametric Wilcoxon rank sum tests were conducted to test for differences between the
groups with and without CG with regard to time since bereavement.

Logistic regression analyses (Zelterman, 1999.) were conducted to determine the odds ratios
associated with SRS item scores based on the presence or absence of CG, controlling for age,
sex, and education. The Odds Ratio can be interpreted as the ratio of the likelihood for the
individuals with CG to have the SRS symptom versus the likelihood for the individuals without
CG diagnosis to have the SRS symptom. Odds Ratios are considered statistically significant
if the number 1.0 is greater than the higher limit of the 95% Confidence Interval, or if the
number 1.0 is less than the lower limit of the 95% Confidence Interval. Hosmer and Lemeshow
Goodness-of-Fit Tests (Hosmer & Lemeshow, 1989) were conducted to test for the goodness-
of-fit of the logistic regression models.2 Fisher's Exact Tests were computed when an outcome
was present in fewer than 10 respondents in the CG group.

Linear regression analyses were conducted to investigate associations between the 3 SRS
subscale scores and the severity of CG symptoms, controlling for age, sex, education and
relationship to the deceased. The normality of the outcome variable was checked by the Q-Q
plot (Neter, Kutner, Nachtsheim, & Wasserman, 1996) and the residual plots of the models
were checked for violation of the model assumptions of normality, linearity, constant variance
and no influential observations. In addition, CG symptom scores were plotted against each of
the 3 SRS subscales to determine whether negative reactions of others, attitudes about a grief
diagnosis and receptivity to mental health treatment varied as a function of grief symptom
severity.

Results
Descriptive Statistics

The demographic characteristics of the study sample are presented in Table 1. There were no
significant differences between the YBS wave 3 respondents who completed the SRS (N=135)
and the wave 3 respondents who did not complete the SRS (N=130) with respect to gender,
ethnicity, age, education, or psychiatric status.

Attitudes and Feelings about Severity of Grief Symptoms and Complicated Grief
The vast majority of respondents had positive attitudes about a diagnosis of CG (Table 2).
There were no significant differences between the CG and no CG groups with respect to
attitudes and feelings about grief symptoms. For example, 87.5% of the respondents with CG
reported that if a clinician told them that they met criteria for CG, they would be relieved to
know that they were not going crazy; 97.5% of bereaved respondents without CG reported that
they would have this reaction. Most (93.8%) of the respondents with CG reported that if a
clinician told them that they had CG that they would be relieved to know that they had a

2The assumptions for logistic regression models are: (1) The true conditional probabilities are a logistic function of the independent
variables; (2) No important variables are omitted; (3) No extraneous variables are included; (4) The independent variables are measured
without error; (5) The observations are independent; (6) The independent variables are not linear combinations of each other. If the
Hosmer and Lemeshow Goodness of Fit Test p-value was less than 0.05, the insignificant covariates were removed from the model and
significant confounders were added to gain a better model fit. For the model regressing “relieved to know you had a recognizable
problem?” on CG status, education was removed from the model to obtain a good fit. For the model regressing “Have your family member
or friends told you that you are exaggerating or overacting with your grief?” on CG status, gender was removed to obtain a good fit.
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recognizable problem. When asked to reflect upon their own bereavement distress, 62.5% of
respondents with CG and 73.1% of those without CG reported that they would feel better
knowing that they had a mental condition for which effective treatment was available.

Receptivity to Treatment for a Psychiatric Condition
The vast majority of bereaved individuals with and without CG reported that they would be
receptive to treatment if they were diagnosed with a mental disorder. There were no statistically
significant differences between the two groups with regard to treatment receptivity. For
example, 98.3% of the respondents without CG and 100% of those respondents with CG
indicated that if they were to be diagnosed with a mental illness, they would be interested in
and willing to receive treatment for this condition (Table 3). There was a particularly high level
of interest in participating in a bereavement support group, with 88.2% of the respondents
without CG and 93.8% of respondents with CG indicating receptivity to this type of treatment.
More than 81% of the respondents without CG and 93.8% of those respondents with CG
reported that they would be receptive to psychotherapy if they were diagnosed with a mental
disorder; 78.2% and 81.3% of bereaved respondents with and without CG, respectively,
reported being receptive to taking medication for their bereavement-related distress.

Concerns about Stigmatization due to Severe Grief Symptoms
Findings regarding the prevalence of specific concerns about actual or potential stigmatization
by family members and friends, attributable to severe grief symptoms, are presented in Table
4. Most of the respondents did not report a high level of concern about stigmatization, regardless
of whether or not they met criteria for CG. For example, no bereaved respondents with CG and
only 2.5% of those without a CG diagnosis indicated that family members would be less
understanding of what they were going through if they knew that they met criteria for CG.
Only 6.3% and 6.7% of bereaved respondents with and without a CG diagnosis, respectively,
reported that friends would ridicule them if they learned that the respondent was diagnosed
with CG. These differences were not statistically significant. However, the respondents who
met criteria for CG were significantly (χ2 =5.49, df=1, p=.02) more likely than respondents
without CG to report that friends or family members had told them that they were exaggerating
or over-reacting (25%), that they had been told that they were using grief as an excuse to be
lazy (18.8%) or to get attention (18.8%), and that they had been told that they were feeling
sorry for themselves (31.1%).

Associations of Stigma Receptivity Sub-Scale Scores with Grief Symptom Level
The findings with respect to severity of grief symptoms are consistent with those obtained for
a CG diagnosis. Neither attitudes about a grief disorder diagnosis nor receptivity to mental
health treatment were associated with the severity of grief-related distress (Table 5; Figure 1).
Neither age, nor gender, nor the relationship with the deceased person contributed significant
variance to the statistical models. However, the association between grief symptom severity
and the number of actual or expected negative reactions from others was statistically significant
(Beta=10.85, S.E.=1.78, t=6.07, df=1, p<0.0001). Twenty-two percent of the variance in the
reported number of actual or expected negative reactions from others was found to be uniquely
attributable to the association with grief symptom severity, net of the covariates.

Discussion
The present findings contribute in several ways to an increased understanding of attitudes about
grief symptoms, receptivity to treatment for mental disorders and stigmatization among
bereaved persons in the community. First, the findings of the present study suggest that
individuals with severe grief symptoms may tend to have positive attitudes about a diagnosis
of CG, and that this may not vary depending on whether or not the respondent meets the
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proposed criteria for this disorder. A large majority of bereaved respondents in the present
study, regardless of whether they met the criteria for CG, reported that, if informed that they
met criteria for a grief disorder, they would feel relieved to know that they had a recognizable
problem. These findings indicate that the majority of bereaved respondents would find it
helpful, rather than problematic, to know that their grief symptoms were indicative of a
bereavement-related distress syndrome. In part, these results may be attributable to a
heightened awareness among recently bereaved individuals that some people are profoundly
and dramatically adversely affected by the loss of a loved one (i.e., validating their personal
observations and feelings). In contrast with the hypothesis that a CG diagnosis might result in
unnecessary labeling and medicalizing of a normal response to loss (Stroebe et al., 2001), our
findings suggest that bereaved individuals may find it beneficial to have their symptoms
recognized as being indicative of a grief related disorder.

The present findings also suggest that most bereaved individuals in the community may be
positively disposed to the idea of receiving treatment for their grief symptoms. All of the
respondents who met the criteria for CG, and 98% of those who did not, stated that they would
be interested in and willing to receive treatment. These results are consistent with research
indicating that 93% of caregivers of terminally ill cancer patients reported being receptive to
treatment by a mental health professional (Vanderwerker, Laff, Kadan-Lottick, McColl &
Prigerson, 2005). The present findings, indicating that respondents with severe grief symptoms
were highly receptive to the idea of receiving targeted psychotherapy or participating in
bereavement support groups, suggest that efforts should be undertaken to increase the
availability of such mental health services. Notably, effective treatments are currently being
developed for severe grief symptoms (Shear, Frank, Houck & Reynolds, 2005) and research
has indicated that the realization that such conditions are treatable may promote early entry to
care (Herrman, 2001). The widespread receptivity to treatment in the studied sample
demonstrates that, contrary to the views of some bereavement experts (Stroebe et al., 2001),
bereaved persons themselves do not expect to be harmed by grief interventions. Moreover, our
findings indicated that bereaved individuals in the community do not tend to believe that the
identification of CG itself is likely to cause reduced support from friends or family members.

Our findings do suggest that, in some cases, severe and persistent grief symptoms may be
associated with experiences of perceived stigmatization by friends or family members.
Although few of the respondents in the present study reported having experienced negative
reactions to their bereavement-related distress, those with CG were more likely to report that
friends or family members told them that they were feeling sorry for themselves, being lazy,
seeking attention, or exaggerating their grief. The findings in Table 4 and Figure 1 indicate
that perceived experiences of prior stigmatization were principally attributable to the severity
and persistence of the respondents' grief symptoms, rather than to a new CG diagnosis. To the
extent that a CG diagnosis promotes treatment utilization, as suggested by the present findings,
the identification of CG may actually reduce the likelihood of subsequent stigmatization,
particularly if treatment is effective in reducing the severity of bereavement-related distress.
It will be of interest for future research to investigate whether public education efforts that
explain the characteristics of severe grief reactions may help to prevent or alleviate the
stigmatization of severe grief.

It will be of interest for future research to investigate whether the association between grief
symptoms and stigmatization tends to be unidirectional or bi-directional in nature. Although
severe grief symptoms may contribute to stigmatization, it may also be possible that
stigmatization may, in some cases, contribute to increases in the severity of grief symptoms.
Future studies should also investigate the association of grief symptoms with interpersonal
interactions based on data from multiple informants, in order to distinguish between perceived
and actual stigmatization. In addition, it would be of interest to conduct further research using
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an expanded version of the SRS that would permit a more detailed assessment of the negative
reactions that individuals with severe grief reactions may have experienced.

Although the present study is the first systematic investigation of stigmatization and receptivity
to treatment among bereaved individuals, the present findings are consistent with previous
research indicating that diagnoses proposed for inclusion in DSM-IV did not have an adverse
impact on social perceptions, and that labeling the disorder as a "psychiatric condition" was
associated with increased treatment seeking (e.g., Schwartz, Weiss & Lennon, 2000). The
present findings suggest that the addition of a new diagnostic criterion set for CG, in the next
edition of the DSM, may improve treatment utilization without having a negative effect on
social attitudes and perceptions about treatment. It will be of interest for future studies to
investigate whether such findings will be replicated with the CG diagnostic criteria.

The findings of the present study may have noteworthy clinical implications. The present
findings suggest that patients with severe grief symptoms may find it helpful and/or informative
to know that their symptoms are indicative of an identifiable and treatable grief syndrome.
Patients with severe grief symptoms, including those who meet the criteria for CG may benefit
from targeted psychotherapeutic interventions (Hensley, 2006; Shear et al., 2005). Improved
assessment and recognition of severe grief symptoms may increase the utilization of targeted
interventions. The present findings also suggest that it would be helpful for practitioners to
recognize that some individuals with severe and persistent grief symptoms may report negative
reactions from others. Such individuals may benefit from interventions that assist them in
coping with interpersonal stress.

The limitations of the present study require discussion. The low number of cases (n=16) with
CG limited the statistical power available to detect the potential effects of CG on attitudes and
feelings about grief symptoms. Although the data were obtained from a regionally
representative sample, it will be of interest for future research to examine whether the present
findings are applicable to other (e.g., more demographically diverse) bereaved populations.
Most of the respondents in the present study were widows and widowers whose spouses died
of natural causes. Future studies are needed to investigate whether the present findings will be
replicated in samples drawn from other populations, particularly more acutely or severely
bereaved samples. In addition, future studies should examine attitudes and feelings about
stigmatization and receptivity to treatment in different age and ethnic groups, and among family
members whose loved ones died as a result of traumatic events.

Another limitation is that the SRS was only administered on one occasion in the present study.
It would be of interest for future studies to investigate how feelings of stigmatization and about
a diagnosis of CG may change as a function of time. Lastly, the SRS is the first measure of
this kind, assessing grief-related stigmatization. Although the present report is focused on
specific SRS items, the modest inter-item alpha coefficient for the SRS attitudes and feelings
sub-scale suggests that it will be of interest to examine whether the additional or modification
of SRS items might lead to further advances in this field of study. It may be beneficial for future
studies of the concurrent and predictive validity of the SRS to assess other aspects of
stigmatization, such as alienation, stereotype endorsement, social withdrawal, shame, and
internalized stigmatization (Ritsher, Otilingam & Grajales, 2003). It will also be of interest to
investigate the potential benefits and drawbacks that may be associated with obtaining specific
types of professional and informal assistance for grief-related distress.
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Figure 1.
Associations of attitudes about grief (dotted line), receptivity to treatment (solid line), and
concerns about stigmatization (dashed line) with grief severity scores.
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Table 2

Attitudes and feelings about diagnosis of a grief disorder among bereaved individuals with or without complicated
grief (N=135).

Response Indicative of Positive
Attitudes and Feelings about the
Diagnosis of Complicated Grief

among Bereaved Individuals

Attitudes and Feelings about Identification of Grief Symptoms

Total Sample
(N=135)
% (n)

Without
Complicated

Grief Disorder
(N=119)
% (n)

With Complicated
Grief Disorder

(N=16)
% (n)

Adjusteda
Odds
Ratio

(95% C.I.)

"Considering your current bereavement related distress, would you
feel better knowing you had a mental condition for which effective
treatment is available, rather than being told you were normal and
that there was no need for any outside intervention to help you?"

71.8% (97) 73.1% (87) 62.5% (10) 0.7 (0.2–2.2)

"If a mental health professional told you that you met criteria for
Complicated Grief (a complex of symptoms indicating difficult
adjustment to the death of someone close), would you be:"

  • "relieved to know you were not going crazy?" 96.3% (130) 97.5% (116) 87.5% (14) 0.1 (0.2–1.0)

  • "relieved to know you had a recognizable problem? " 96.3% (130) 96.6% (115) 93.8% (15) 0.4 (0.0–4.3)

  • "(not) worried because you would not take this to mean you
     were going crazy?"b

87.4% (118) 88.2% (105) 81.3% (13) 0.6 (0.1–2.3)

  • "(not) worried by meeting criteria for a mental illness?"b 66.7% (90) 67.2% (80) 62.5% (10) 0.7 (0.2–2.1)

a
Adjusted for age, sex, and education; 95% C.I. = 95% Confidence Interval.

b
Reverse-coded item.

NOTE: The two groups did not differ significantly with respect to any of the attitudes and feelings about grief symptoms that were assessed.
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Table 3

Receptivity to treatment among bereaved individuals with or without complicated grief (N=135).

Receptivity to Treatment Among
Bereaved Individuals

Receptivity to Specific Types of Treatment Total Sample
(N=135)
% (n)

Without
Complicated Grief
Disorder (n=119)

% (n)

With Complicated
Grief Disorder

(N=16)
% (n)

Adjusted Odds
Ratio

(95% C.I.)a

If you were diagnosed with a mental illness, would you
be interested in receiving treatment for this condition?

98.5% (133) 98.3% (117) 100.0% (16) ------------b

If you were diagnosed with a mental illness, would you
be willing to receive help for this condition if others
thought you would benefit from it?

98.5% (133) 98.3% (117) 100.0% (16) ------------b

Which of the following bereavement interventions would
you be receptive to?

• Bereavement support group 88.9% (120) 88.2% (105) 93.8% (15) 1.6 (0.2–13.3)

• Psychotherapy 83.0% (112) 81.5% (97) 93.8% (15) 3.2 (0.4–26.1)

• Medication 78.5% (106) 78.2% (93) 81.3% (13) 1.1 (0.3–4.3)

• Religious group/counselor 79.3% (107) 79.0% (94) 81.3% (13) 1.1 (0.3–4.1)

a
Adjusted for age, sex, and education; 95% C.I. = 95% Confidence Interval.

b
Odds ratio could not be computed due to 100% receptivity to treatment among individuals with complicated grief.

NOTE: The two groups did not differ significantly with respect to assessed receptivity to treatment.
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Table 5

Association between grief severity scores and Stigma Receptivity Scale sub-scale scores.

Stigma Receptivity Scale Sub-Scale:

Association with Grief Severity Score

Betaa Standard Error p R2b

• Attitudes and feelings about diagnosis of a grief disorder −2.16 1.91 0.26 0.01

• Receptivity to treatment among bereaved individuals −0.24 1.45 0.87 0.004

• Negative Reactions of Family Members and Friends 10.85 1.78 <0.0001 0.22

a
Age, education, sex and relationship to the deceased were controlled statistically.

b
Proportion of variance in Stigma Receptivity Scale subscale scores uniquely attributable to the association with grief severity scores.
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