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Abstract
Objective—To compare the phenomenology and course of bereavement-related depression to
depression that occurred later in the course of bereavement and to depression in non-bereaved
youth.

Method—This sample is drawn from a cohort of parentally bereaved youth and non-bereaved
controls followed for approximately 5 years. Three groups of depressed youth were compared
with respect to symptoms, severity, duration, risk for recurrence, and correlates and risk factors:
(1) a group with bereavement-related depression (BRD, n = 42), with the onset of a depressive
episode within the first 2 months after parental loss; a group with later bereavement depression
(LBD, n = 30), with onset at least 12 months after parental loss; and a non-bereaved control group
with depression (CD, n = 30).

Results—BRD episodes were similar to LBD and CD with respect to number of symptoms,
severity, functional impairment, duration, risk for recurrence, and most risk factors and correlates.
BRD, compared with both CD and LBD, were younger, exposed to fewer life events, and less
likely to have experienced feelings of worthlessness. Also, caregivers of BRD showed higher rates
of depression and post-traumatic stress disorder at the time of the depression compared with each
of the other two groups.

Conclusion—BRD is similar to both LBD and CD in phenomenology, course, and risk factors,
supporting a diagnostic and therapeutic approach to BRD similar to that for non–bereavement-
related depressions. In the bereaved child who presents with depression shortly after parental
death, the clinician should also be alert to caregiver depression and post-traumatic stress disorder.
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Sadness in response to loss and separation has been consistently served as a model for
depression in both humans and in animals.1 However, in recognition of the wide variation of
the effects of loss, clinicians since antiquity and certainly since the time of Freud have tried
to differentiate between the expectable sadness associated with bereavement and true
clinical depression that requires treatment.2,3 The attempt to differentiate between an
expectable response to bereavement and major depression is reflected in current DSM-IV
criteria, which require a 2-month duration, or “marked functional impairment, morbid
preoccupation with worthlessness, suicidal ideation, psychotic symptoms, or psychomotor
retardation, to make a diagnosis of depression in the post-bereavement period.”4 This
additional requirement for the diagnosis of major depression after the loss of a loved one has
engendered a wide range of views, ranging from concerns that diagnosing depression in
bereaved individuals inappropriately “medicalizes sadness” to advocacy for dropping this
exclusionary criterion completely, because it unnecessarily increases the diagnostic and
therapeutic threshold for bereaved people with significant depressive symptomatology.5–7

Although there are some data on bereavement-related depression in adults,5,8–13 there are
virtually none to inform diagnostic practices in bereaved adolescents.

If depression that immediately follows bereavement is different from depression that occurs
at other times, then there should be some differences in phenomenology, risk factors, or
course of bereavement-related depression compared with non–bereavement related
depression. Studies in adults have found that the risk factors, phenomenology, and course of
bereavement-related depression are virtually the same as in non–bereavement-related
depression, or, for that matter, in depression related to any other stressful event.5,8–13 Given
that major depression appears to be a common sequela of bereavement, it is important to
properly classify and refer those bereaved individuals who require mental health care.14,15

To our knowledge, only two studies have examined the correlates, phenomenology, and
course of bereavement-related depression in adolescents. In youth who lost a friend to
suicide, bereavement-related depression was found to have similar phenomenology,
severity, risk factors, and course, compared with depression in the bereaved group that
began before exposure.16,17 However, that study relied on recall of depressive episodes that
may have begun long before the death, and had very few non-bereaved participants with
depression for purposes of comparison. In addition, Weller et al. found that a family history
of depression was associated with depression in parentally bereaved children, which also
confers a risk for depression in non-bereaved youth.18

In a previous paper, we reported on the incidence and prevalence of the psychiatric sequelae
among youth who lost a parent to suicide, accident, or sudden natural death, compared with
non-bereaved comparison youth at 9 and 21 months after the death. At 9 months, the
bereaved sample showed higher rates of incident depression and post-traumatic stress
disorder (PTSD) than non-bereaved controls.19 At 21 months after the death, although the
prevalence of depression was still elevated in the bereaved group, the rates of incident
depression between 9 and 21 months were similar in the bereaved and non-bereaved
groups.14 However, the duration of depressive episodes was longer in the bereaved group.

To address the question of whether the phenomenology of bereavement-related depression is
similar to non–bereavement-related depression, we examined the correlates,
phenomenology, and course of depression in this cohort over time, of three sub-groups from
this sample, characterized by the following: bereavement-related depression (BRD), defined

Hamdan et al. Page 2

J Am Acad Child Adolesc Psychiatry. Author manuscript; available in PMC 2014 April 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



as new-onset depression that began within 2 months of the death; later bereavement
depression (LBD) that began at least 12 months after the loss; and (3) non-bereaved control
group with depression (CD). We hypothesized that the baseline correlates, clinical
phenomenology, and course would be similar among the three groups, thus supporting a
common diagnostic and therapeutic approach to depression, regardless of bereavement.

METHOD
Study Sample

The three groups of depressed youth were drawn from a sample of 423 bereaved and non-
bereaved offspring. The deceased parents (probands) were between the ages of 30 and 60
years and had died within 24 hours of the precipitating event from suicide, an accident, or
sudden natural death. Families in which there were multiple deaths or injuries were
excluded. The most common methods of accidental and sudden death were traffic accident
and myocardial infarction, respectively. Control families had to have both biological parents
alive, and the child living with at least one of them, with no loss of a first or second-degree
relative of the child within the past 2 years.

Participant Recruitment
As described previously, bereaved families were recruited through coroner’s records
(49.7%) and by newspaper advertisement (50.3%).14,19 Among eligible bereaved families
approached for the study, 71% accepted. Those families who accepted were similar to those
who did not with respect to age, race, sex, and method of suicide or accident.14,19 Because
sudden natural death cases do not necessarily come to the coroner, it is not possible to
ascertain the representativeness of these cases. Control families were recruited using
random-digit dialing and by advertisement. Controls were frequency matched with the
bereaved families on the age, race, sex, and neighborhood of the proband. Of potential
controls that were eligible, 55% agreed to participate. The University of Pittsburgh
Institutional Review Board approved this study. After a complete description of the study,
research interviewers obtained caregivers’ consent for their participation, and either assent
or consent for their offspring.

Figure 1 illustrates how the sub-sample for study was selected. It consists of the following:
42 bereaved participants whose depression began within 2 months of the parental death
(bereavement-related depression [BRD]); 30 bereaved participants who had not developed
BRD but developed a depression at least 12 months after the death (later bereavement
depression [LBD]); and 30 non-bereaved individuals who experienced depression (control
depression [CD]). Bereaved participants who were depressed before the death and whose
depression continued after the death were excluded (n = 14), as were those whose onset of
depression occurred 3 to 11 months after the death (n = 7). There were no non-bereaved
cases whose depressive onset began before 9 months before the first assessment and
continued beyond it. No participant could be in more than one depression group. Of those
with BRD, 97.6% had an onset immediately after the death of the parent (median time of
onset, 1 month), whereas those with LBD had a median onset 26 months after death (range,
12–82 months), and CD had wide range of onsets (from 8 months before the first assessment
to 54 months after it).

Participant Assessment
Participants were interviewed at four points in time, at baseline, and at three follow-up
points. In this subsample, the assessments were as follows: mean = 8.0 months after the
death, standard deviation (SD) = 3.5; mean = 20.7 months, SD = 3.7; mean = 32.9 months,
SD = 3.8; and mean = 65.9, SD = 10.2 months after the death, with parallel timing for the
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non-bereaved controls. Retention for the study was 89.5%, 73.9%, and 73.1% for the three
follow-up points. Participants lost to follow-up were more likely to be bereaved (76.3%
versus 53.4%, χ2

1 = 7.31, p = .007), and caregiving adults of participants lost to follow-up
were more functionally impaired (mean 71.06; SD = 13.8 versus mean = 77.9, SD = 11.4), t
= 3.30, df = 367, p = .001).

The School Age Schedule for Schizophrenia and Affective Disorders, Present and Lifetime
Version (K-SADS-PL)20 was used to assess offspring younger than 18 years old, and the
Structured Interview for DSM-IV Axis I Disorders (SCID-I) was used for adult offspring
and caregivers.21 The presence of clinically significant symptoms of depression was also
assessed using these interviews. The onset, offset, and duration of disorders were recorded
on the Adolescent Longitudinal Interval Follow-Up Evaluation (A-LIFE)— Psychiatric
Status Ratings (PSR)22 score sheet for offspring younger than 18 years old, and on the
Psychiatric Rating Scale (PSR) of the Longitudinal Interval Follow-up Evaluation (LIFE)
for older offspring and caregivers.22 The extent of the subject’s recovery from previous
episodes of DSM-IV disorders as well as the occurrence and degree of severity of any new
disorders was recorded using a four-point rating over monthly intervals on the PSR score
sheet (1 = fully recovered; 4 = met criteria for disorder). Psychiatric assessment of the
proband was conducted using a psychological autopsy procedure.23 Functional status was
determined using the Children’s Global Assessment Scale (CGAS) or the Global
Assessment Scale (GAS) for adults.24,25 In both of these scales, a lower score is associated
with greater impairment. Inter-rater reliability on the K-SAD-PL and the SCID-I were high
(κ values 0.83–100% agreement), as were those for the CGAS, and GAS (intra-class
correlations [ICCs] 0.85–0.90).

A battery of self-report instruments was administered to assess the severity of
symptomatology, social support, coping, and history of family adversity. Self-reported
depression, anxiety, and suicidal ideation were assessed in offspring younger than 18 years
using the Mood and Feelings Questionnaire,26 the Screen for Child Anxiety Related
Emotional Disorders (SCARED),27 and the Suicide Ideation Questionnaire—Jr. (SIQ-Jr),
respectively.28 For adult offspring, the Beck Depression and Anxiety Inventories29,30 and
the Adult Suicidal Ideation Questionnaire31 were used. The severity of DSM-IV PTSD
symptoms was assessed using the Child PTSD Symptom Scale32 for children, and the
parallel PTSD Symptom Scale33 interview for adults.

Intercurrent life events were assessed using the Life Events Checklist in offspring younger
than 18 years34 and the Social Readjustment Rating Scale35 in offspring 18 years or older.
In this study, life events that were counted occurred either from the time of death to the first
assessment or during the inter-assessment period for subsequent interviews. Social support
and coping style were evaluated using the Survey of Children’s Social Support36 and the
Kidcope37 respectively, in offspring younger than 18 years. The Multidimensional Scale of
Perceived Social Support38 and the Ways of Coping Questionnaire39 were used in adult
offspring. The Abuse Dimensions Inventory40 was used to obtain abuse history, including
physical and sexual abuse. When different measures were used for offspring who were
under or over age 18, scores from these measures were standardized.

Data Analysis
We compared the baseline demographic, clinical, and psychological characteristics, assessed
at baseline and at the time closest to the depressive episode, among the BRD, LBD, and CD
groups using standard parametric and nonparametric univariate statistics (χ2, Fisher’s exact
test, analysis of variance (ANOVA), Kruskal–Wallis). In addition, we examined other
variables related to depression, namely, symptoms, age of onset, previous history, course,
and rates of recurrence. We set the overall α value at 0.05, which is conservative, because
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the main aim of the study was to test support for the null hypothesis. Accordingly, we set the
α value for post-hoc pairwise comparisons at 0.05/3 = 0.017, and at this α value, we had
80% power to detect effect sizes of d = 0.72.41 All tests were two tailed. We then identified
the most parsimonious set of variables that discriminated among the groups using
multinomial logistic regression. Because of missing data, to conduct these multivariate
analyses, we constructed an imputed dataset. We applied Multiple Imputation by Chained
Equations (MICE) technique42,43 using the ice command in STATA 11.2.44 This approach
is based on each conditional density of a variable, given all other variables, and does not
require that the multivariate joint normal distribution assumption be met. MICE allows for
the conjoint imputation of variables based on a set of predictor variables by an appropriate
regression model (e.g., ordinary least square, logit). We used the multiple imputation
approach with an inclusive strategy as recommended by Collins et al.,45 which makes use of
auxiliary variables that are correlates of missingness and/or correlates of the variable of
interest, to improve the missing data procedure. Multiple imputed datasets were created and
combined using the “mim” command for regression analysis. Convergence was observed
after five imputations. Similar results were obtained using the imputed and the original
datasets. We report here the results from the imputed dataset. We also compared the three
groups on time to recurrence of a depressive episode using Kaplan–Meier survival analysis
and the Wilcoxon and log-rank tests.

RESULTS
Demographic Characteristics

The three groups differed with respect to age, socio-economic status after the death, and
duration of follow-up (Table 1). Post hoc, the BRD group was significantly younger
compared with both LBD (mean = 13.3, SD = 3.0 versus mean = 16.5, SD = 3.3, years; p < .
001) and CD (mean = 16.5, SD = 3.5 years, p < .001). In fact, almost all of the BRD youth
were less than 18 years of age at the time of their depression (90.4%) versus only half of the
LBD (53.3%) and of the CD (50%; χ2

2 = 17.08, p = .0002; pairwise contrasts both
significant at p < .0009). Pairwise contrasts showed that the BRD group had a lower
socioeconomic status compared with the CD group (mean = 35.7, SD = 13.7 versus mean =
44.8, SD = 9.4; p = .002) and that BRD youth had a shorter period of follow-up than the
LBD group (mean = 52.1, SD = 23.6 vs. mean = 66.1, SD = 13.5, months, p = .004).

Clinical Characteristics of Offspring
The groups were similar with respect to self-reported depression, anxiety, suicidal ideation,
and aggression (all p > .56), but differed with respect to current PTSD symptomatology
(Kruskal-Wallis χ2

2 = 6.87, p = .03), with significant pairwise differences between CD
(mean = 3.0, SD = 3.1) and LBD (mean = 9.8, SD = 8.9) (p = .007) (Table 1). There was a
significant difference among the groups with respect to life events experienced since the
previous assessment (p < .001), with significant pairwise contrasts between the BRD group
and both the LBD (mean = 0.5, SD = 1.5 versus mean = 6.2, SD = 3.3; p < .001) and the CD
groups (mean = 4.2, SD = 4.1, p < .001). The offspring groups were similar with respect to
self-esteem, coping, social support, family adaptability and cohesion, and frequency of a
history of physical and sexual abuse (all p > .15).

Phenomenology of Depression
There was an overall difference in the duration of depressive episodes, as determined by the
A-LIFE (p = .009), with no differences between BRD and either of the other two groups, but
a pairwise difference showing a higher episode length in LBD versus CD (p = .001) (Table
2). There were no group differences with respect to risk for a depressive recurrence
(Wilcoxon test: χ2

2 = 1.29, p = .52; log-rank test: χ2
2 = 1.56, p = .46) (Figure 2). There were
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no group differences with respect to the frequencies of a lifetime previous history of
depression with onset before death (FET: p = .12). The rates of mental health treatment (at
least one professional contact) were similar across groups. In addition, there were no group
differences in the total number of symptoms, as determined by the K-SADS-PL and SCID-I
(p = .13), but there were group differences with respect to the presence of clinically
significant anhedonia, fatigue, feelings of worthlessness, and inappropriate feelings of guilt
(p < .01) (Table 2). Post-hoc pairwise comparisons showed that BRD had a lower
prevalence of clinically significant fatigue compared with LBD (p = .003), and lower
prevalence of anhedonia (p = .004), fatigue (p = .007), feelings of worthlessness (p = .009),
and feelings of guilt (p = .003) compared with CD.

Probands and Adult Caregivers
The probands of the three groups were similar except for rates of antisocial personality
disorder (χ2

2 = 9.30, p = .01); in post-hoc comparisons, CD probands showed lower rates of
antisocial personality disorder than BRD probands (0.0% versus 26.2%, p = .002) and LBD
probands (0.0% versus 24.1%, p = .005) (Table 3). For adult caregivers, there were no
differences among the three groups with respect to rates of previous (history up to and
including the time of death) psychiatric disorders. There were group differences with respect
to the clinical status of caregivers at the same interview point as the depression in offspring
with respect to current caregiver depression (p = .001), PTSD (p < .001), and functional
status (p = .001). In post-hoc comparisons, the caregivers of BRD showed higher rates of
current depression compared with LBD (57.1% versus 20.7%, χ2

1 = 9.34, p = .002) and
compared with CD (57.1% vs. 11.5%, χ2

1 = 13.95, p < .001), higher rates of PTSD
compared with LBD (45.2% versus 10.3%, χ2

1 = 9.77, p = .002) and CD (45.2% versus
7.7%, χ2

1 = 10.61, p = .001), and showed greater functional impairment compared with CD
(mean = 69.2, SD = 12.9 versus mean = 81.3, SD = 9.0; p < .001).

Multinomial Logistic Regression
The risk factors and correlates of BRD relative to CD and to LBD were assessed using
multinomial logistic regression. The most parsimonious set of predictors and correlates of
BRD compared with CD were younger age (risk rate ratio [RRR] = 0.76, 95% CI = 0.59–
0.98, p = .03), fewer number of life events (RRR = 0.51, 95% CI = 0.31–0.83, p = .009),
lower socio-economic status (RRR = 0.92, 95% CI = 0.86–0.98, p = .01) and absence of
feelings of worthlessness (RRR = 0.12, 95% CI = 0.02–0.69, p = .02). Similarly, BRD,
relative to LBD, were younger (RRR = 0.77, 95% CI = 0.60–0.99, p = .04), had experienced
fewer life events (RRR = 0.44, 95% CI = 0.28–0.70, p < .001), and were less likely to have
had feelings of worthlessness (RRR = 0.09, 95% CI = 0.01–0.55, p = .01).

DISCUSSION
The aim of this report was to examine whether the phenomenology of bereavement-related
depression is similar to depression that occurred later in the course of bereavement, or to
non–bereavement-related depression. We found that bereaved youth who became depressed
shortly after the death of their parent had depressive episodes that were similar in length,
severity, and number of symptoms compared with both bereaved youth whose depression
occurred at least 12 months after the loss and non-bereaved youth who experienced a
depression. The likelihood of recurrence of depression was also similar among the three
groups. BRD was distinguished from both CD and LBD by being younger, and having been
exposed to fewer life events, and were less likely than either of the other two groups to have
clinically significant feelings of worthlessness. Although not significant in the multivariate
model, the caregiving parents of BRD were more likely to be depressed and to have PTSD
compared with the other two groups.
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These results should be considered in the context of the strengths and limitations of this
study. It is one of the only prospective, controlled community studies of parental
bereavement to be conducted, with relatively good sample retention over a 5-year period of
time and with periodic assessments across a broad range of salient domains. However,
because of our sample size, we are powered to detect only medium to large effect sizes that
might discriminate among these three groups. Also, youth were assessed at 8 months after
the parent’s death, so that brief depressive episodes of questionable clinical significance that
occurred shortly after the death might have been less likely to be reported. Finally, this study
focuses on bereavement-related depression in adolescents, which may or may not be similar
to bereavement-related depression in older individuals. For example, youth who are
bereaved by sudden parental death are at higher risk for depression, not only because of the
experience of bereavement but because conditions that predispose parents to die young also
place their children at increased risk for a mood disorder.19

Our most important finding in this study was that the phenomenology of bereavement-
related depression, with respect to range and severity of depressive symptoms, episode
duration, treatment history, and risk of recurrence was similar in bereavement-related
depression compared with those depressive episodes that occurred at least 12 months after
the loss in the bereaved sample, or at any point in time in the non-bereaved control group.
These findings are consistent with previous studies that compare bereavement-related and
non–bereavement-related depression in adolescents16,17 and in adults.5,8,9,11,13

Although the preponderance of evidence supports similar phenomenology and course of
depression in BRD versus the other two groups, we did find lower frequencies of clinically
significant worthlessness in BRD. Since the symptom count, severity, duration, and risk for
recurrence among the BRD is similar to CD despite having a slightly different symptom
profile, this suggests that the presence or absence of worthlessness as a symptom is not of a
great prognostic significance.

Other than a lower prevalence of feelings of worthlessness, the most robust variables that
discriminated BRD from the other two groups were younger age and lower number of
stressful life events. Although, at first, the finding of lower numbers of life events in the
BRD group seems counterintuitive, this finding may be attributable to a widely accepted
view that parental bereavement is a qualitatively different and more severe stressor than
almost any other life event, and consequently, in these youth, no additional life events were
necessary to precipitate a depression. This is consistent with our previous finding that
bereavement per se is associated with a threefold increased risk of incident depression even
after controlling for antecedent individual and familial risk factors (including previous
personal and family history of psychiatric disorders).19 In contrast, in those who either were
not bereaved or whose depression developed much later after the death, an accumulation of
other types of stressors may have been required to increase the risk of a depressive
occurrence.

The association of caregiver depression and PTSD with BRD is consistent with previously
reported path analyses showing that parental caregiver functioning partially mediated the
effects of parental bereavement on youth depression.14 Identification and treatment of
depression, as well as other psychopathology in the parents of these youth, is important; as
the treatment of depression in mothers results in improved treatment outcome in their
children.46,47 As almost all of the BRD, but only half of the other two groups, were less than
18 years of age, this suggests that younger children are more vulnerable to the immediate
effects of bereavement when the surviving parent is depressed.

Hamdan et al. Page 7

J Am Acad Child Adolesc Psychiatry. Author manuscript; available in PMC 2014 April 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Our findings are consonant with the view the depression that follows immediately after
bereavement has a similar phenomenology and course to depression that is not related to
bereavement, and support the removal of the bereavement exclusion. However, other
researchers who have looked at bereavement-related depression within 2 months of the loss
have drawn divergent conclusions.

For example, in a large community study of adults, Mojtabai et al.48 compared bereaved and
non-bereaved individuals whose episodes of depression were less than 2 months in duration,
and found that the bereaved and non-bereaved individuals differed with respect to severity,
comorbidity, and likelihood of recurrence, causing the authors to conclude that the exclusion
criteria for depression should be retained in DSM-V. Although our sample of bereavement-
related depression did begin within 2 months of parental death, the average duration was
much more than 2 months, meaning that brief-duration bereavement-related depression was
rare in our sample.

In summary, these findings support the view that the phenomenology, risk factors, and
course of bereavement-related depression are similar to those of depression that occurs later
in the course of bereavement or in non-bereaved individuals. Therefore, we recommend a
common approach to the diagnosis and treatment of depression in adolescents, regardless of
bereavement status. However, because bereaved youth whose depressive episodes began
shortly after the death of the parent were younger and had caregivers who were more likely
to have depression and PTSD, the treatment of bereavement-related depression needs to be
considered in the context of the youth’s surviving family.
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FIGURE 1.
Study inclusion flow chart.
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FIGURE 2.
Kaplan–Meier plots comparing the risk of recurrence of depression among groups. Note:
Cyan line represents the bereavement-related depression (BRD) (within 2 months of loss)
group. Magenta line represents the later bereavement depression (LBD) group. Black line
indicates the controls with depression (CD) group. Wilcoxon test: χ2

2 = 1.29, p = .52. Log-
rank test: χ2

2 = 1.56, p = .46.
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