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Prolonged Grief Disorder occurs within 7-10% of the bereaved population and is a more complicated and persistent form of grief which has been associated with suicidality, mental health disorders, sleep disturbance, poor health behaviors, and work and social impairment. EMDR is a fitting treatment option for those with Prolonged Grief, focusing on processing past memories, blocks, current triggers, future fears, and preparing the person for living life beyond the loss in line with the Adaptive Information Processing Model and grief frameworks. This paper discusses the theory, research regarding the application of EMDR with prolonged grief, and gives insight and guidance to clinicians working in this area including a case example.
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Introduction

Despite the universality of death and bereavement, losing a loved one is often a major distressing event in an individual’s life. Although the pain may remain in some form, often over time the loss of someone is accommodated into an individual’s life, and they can live a life of purpose and meaning beyond the loss. Research has demonstrated however that 7-10% of the bereaved population develop a more complicated and prolonged grief response (1). Although various terms have been used for this grief response, there is general consensus now among experts in the field that Prolonged Grief Disorder (PGD) is the correct classification for this response, now being included in both the International Classification of Diseases, 11th Edition (ICD-11) and Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, Text Revision (DSM-5-TR). Prolonged Grief includes various symptoms and challenges such as difficulty accepting the death, a sense of meaninglessness, yearning for the deceased and associated emotional pain and difficulty engaging in new activities, with a diagnosis only being warranted after a minimum 6–12-month time frame. Although there is no direct research on the duration of PGD, it is commonly understood this disorder can last years and decades without significant improvement in symptoms (2). PGD has been associated with increased rates of suicidality, mental disorder and sleep disturbance, poor health behaviors, and work and social impairment (3–8). Due to the functional impact, increasing rates, and challenges associated with having a prolonged grief response, identifying individuals at risk, and those who need evidenced based treatments is of great importance. This notion is further supported by the findings by Lichtenthal et al. (9) demonstrating those with prolonged grief are less likely to receive support, despite being the ones in greatest need for intervention. Furthermore, Johnson et al. (10) demonstrated that more than 90% of individuals experiencing prolonged grief symptoms are relieved to understand their grief is a more complicated form, and report interest in receiving intervention for their prolonged grief symptoms. Having effective and widely available treatments for those with prolonged grief is further supported by Eisma, Boelen, and Lenferink (11) which have suggested an increase in the rates of prolonged grief since the COVID-19 pandemic due to a lack of social support, limited access to professional grief support, and the individual not being able to engage in traditional grief rituals to assist them in accommodating and adjusting to the loss (saying goodbye, viewing the body, and burial).

Up to this point, the research surrounding interventions for PGD has largely been centered around cognitive behavioral therapy (CBT) interventions. This preference for CBT focused approaches in addressing PGD might stem from previous clinical recommendations, which classified prolonged grief as a type of major depressive disorder (12). While numerous studies have reported significant outcomes from such interventions, a notable percentage of subjects do not experience meaningful therapeutic benefits (13). For instance, Bryant et al. (2) found that post-treatment, 37.9% of participants undergoing CBT continued to meet the criteria for PGD. In more recent years, other more specific interventions have been developed for the treatment of Prolonged Grief Disorder, notably Complicated Grief Treatment (CGT; 14). Complicated Grief Treatment is typically provided in a structured weekly format, generally consisting of 16 sessions (15). CGT is divided into 4 major phases: (1) getting started which involves areas such as getting a grief history, providing psychoeducation, building up social support and various grief related behavioral tasks, (2) core revisiting sequence which involves imaginal exposure based exercises to connect with the grief, (3) midcourse review which involves an evaluation of treatment progress and (4) closing sequence which includes preparation for closure and completing any other necessary supports and interventions (16). Although CGT has been demonstrated to be more effective than are proven efficacious treatments for depression, including citalopram (15) and interpersonal therapy (14, 17), there is still an absence of large, repeated randomized controlled trials demonstrating consistent results. Furthermore, in some research response rates in CGT were only 51% (14), and of practical relevance to clinicians, many individuals that may be working with Prolonged Grief are firstly not aware of CGT being an intervention, and secondly would have to become additionally trained and supervised in this approach. It is also important to note that similar with many other clinical presentations such as anxiety and depression, having various different treatment approaches available is of benefit as some clients may respond better to certain treatments provided. Furthermore, often certain components of treatments may be combined and integrated based on a client’s needs and goals. As an example, therapists could integrate elements of the getting started phase of CGT to have a grief focused, expert designed structure to assist with their assessment and preparation work, and then choose to implement EMDR therapy to process distressing elements of the loss, rather than the imaginal exposure-based exercises included in phase 2 of CGT.

Prolonged Grief Disorder has been listed in both the DSM-5-TR and ICD-11 under the trauma and stressor related disorder categories, and many experts within the field including Shear et al. (18), view PGD as a trauma and stress response. Based on this, treatment approaches should view prolonged grief through a “trauma lens”, allowing the adaptive resolution of information which is impeding on the natural grieving process. This is further supported by the illustration that several elements of PGD show considerable overlap with Post Traumatic Stress Disorder (PTSD) symptoms including intrusive images of the deceased, engaging in avoidance behavior, feeling estranged from others, sleep disturbance, and difficulty concentrating. Differences however do exist such as PTSD more being associated with fear, whereas prolonged grief associated with yearning and sadness. Furthermore, the content of intrusive images in PTSD being related to the traumatic event, whereas in prolonged grief this can be related to the person or factors associated with the loss (19). It is clear however that based on EMDR being a first line and consistently effective treatment for PTSD (20)., PGD being viewed as a trauma and stress response, and the overlap of PTSD and PGD, that the use of EMDR in this population is warranted. This is also supported by theoretical accounts and building empirical research as discussed below.





Theory and frameworks: integrating our understanding of grief and the adaptive information processing model

In understanding a clients prolonged grief response, the Adaptive Information Processing Model (21) can act as our underlying framework in understanding as to why a clients natural grieving process has become blocked, complicated, or prolonged in some way. The Adaptive Information Processing Model suggests that mental health challenges and pathology is related to blocked information processing at the time of a traumatic, distressing, or challenging experience, and the subsequent way this information is stored maladaptively within our brain and nervous system. Due to the nature of an event, past history and experiences, and environmental and contextual factors at the time of an experienced event, this may impact on our ability to make sense and process an event or series of events that have occurred. If so, this information frozen and stored in a raw and state specific form can continue to impact on the way we see ourselves, the world, and our interactions with others, and through our engagement with life can be activated on a conscious or unconscious level leading to activation of images, feelings, thoughts, emotions, and subsequently certain behaviors.

In applying the AIP Model in the case of prolonged grief, integrating this theoretical framework with well-known and supported grief frameworks can add greater context to a client’s grief experience, and importantly give insight as to how EMDR therapy should be utilized. One of the most common, and well supported grief frameworks is known as the Dual Process Model by Stroebe and Schut (22). This model suggests that to be able to adjust and accommodate the loss into our lives, there needs to be a balance and oscillation between loss-oriented tasks and restoration-oriented tasks. In relation to this model, loss-oriented tasks involve aspects of the grief experience such as doing the active grief work, thinking about, and connecting with the loved person, engaging with reflection around what life was like before the loss, and connecting with memories and experiences regarding the person and life you had with them. The ultimate aim and goal of dealing with this area is to emotionally process the loss, involving a whole range of feelings, which does not occur in stages, but happens flexibly at certain time points (23). Loss oriented aspects of the grief are often more predominant during the initial phases of a loss, and this model considers factors associated with this such as closeness of the relationship, attachment, and other factors that may impede on engagement within this domain such as avoidance. Restoration oriented activities and engagement are focused on what life is like now, and what it will look like beyond the loss, involving components such as figuring out your new life role and identity now that this person is not here, creating new behaviors and experiences, forging new relationships, and recreating a life with meaning and fulfilment, whilst still keeping a connection with the deceased in some way if desired. This important area also includes dealing with secondary loss, such as the loss of an emotional support person due to the bereavement, feelings of isolation, and additional life changes contributing to distress such as increased household responsibilities, or life roles (24).

If we integrate these models as a unified framework for understanding prolonged grief, we can utilize our knowledge of risk factors in EMDR therapy to gain greater understanding of the possible blocks, information, and contributing factors that may impact or impede on someone’s natural healing process. Regarding loss-oriented tasks, there are several factors that have been consistently demonstrated in the research regarding prolonged grief that may impact on engagement in this domain. These include nature of the relationship with the deceased, childhood trauma, prior experiences of loss and pre-death mental health, attachment style, and schemas, (25–27). As an example, if an individual has prior unprocessed childhood trauma, their capacity to engage in sitting with feelings and processing the loss may be impacted due to challenges with managing distress, therefore there may be a need within our treatment to process this in addition to the grief related memories. Similarly, those with an insecure or avoidant attachment may want to avoid anything to do with loss-oriented tasks, and those with a self-sacrifice schema may put others needs for grieving over their own. Similarly, regarding restoration-oriented activities, various factors identified in the research may impact or impede on someone’s ability to adjust and accommodate the loss. These include areas such as low levels of social support, poorer family functioning, and low levels of optimism (28), considerations we need to take into account throughout our EMDR assessment, preparation and processing phases. As demonstrated, from combining the AIP model, Dual Process Model and identified risk factors associated with prolonged grief, our case conceptualization and knowledge of targets for processing in EMDR can be strengthened.





EMDR and grief: what the research says

The use of EMDR with bereaved individuals is not uncommon, with Luber (29) outlining a suggested protocol for grief which involved discussing important considerations for clinicians regarding target assessment, and various goals and components of consideration when using EMDR for grief including connecting with a balanced range of emotions, and to accommodate the loss into an individual’s life. Solomon and Rando (30, 31) provided important insights for clinicians through multiple papers highlighting the importance of implementing EMDR within existing grief frameworks, considering all three prongs of EMDR reprocessing (past, present, and future), the need to focus on early life experiences and attachment as necessary, and the illustration of these principles through various case examples. In addition, Solomon and Hensley (32) discuss the use of EMDR for grief in the context of COVID-19 and more recently Solomon and Meysner (33) cover the use of EMDR with traumatic grief in the Oxford Handbook of EMDR, providing suggestions and guidance for clinicians working with traumatic bereavement. Regarding clinical research, Hornsveld et al. (34) investigated the efficacy of eye movements in reducing the emotionality of memories relating to loss. Sixty participants were asked to recall a negative loss-related memory before and after one of three conditions—eye movement, relaxation music, or a control with recall-only. In comparison to the relaxation music and control group, the eye movement group showed significantly greater reductions in both the ability to focus on the loss related memory and emotionality of the memory. In research by Sprang (35), 50 participants self-selected either EMDR or guided morning (exposure-based grief intervention) for individuals experiencing traumatic grief. Both treatments resulted in significant reductions in outcome measures such as reexperiencing, nightmares, rumination, and intrusive symptoms. This is consistent with Ironson et al. (36) findings in a PTSD population, however, EMDR participants experienced near complete symptom reduction at a much faster rate (8 sessions) in comparison to the GM condition in 13 sessions, an important finding for time-limited clinical settings. Furthermore, those who engaged in EMDR reported significant increases in positive memories of their loved ones, a finding not demonstrated in the GM condition, demonstrating additional benefits to EMDR as a grief intervention.

In another study by Meysner, Cotter, & Lee (37) the effectiveness of EMDR was compared with an integrated cognitive behavioral therapy (CBT) intervention for grief. Nineteen participants (12 females and 7 males) who identified themselves as struggling with grief were randomly allocated to treatment conditions for a 7-week treatment intervention. The results demonstrated CBT and EMDR to be equally effective in reducing grief symptoms, trauma symptoms, and distress. In a study using the same participants by Cotter, Meysner, and Lee (38), qualitative feedback on the benefits of each treatment were provided by participants. Participant reports common to both therapies included increased behavioral engagement, a better and heathier relationship to their deceased loved one, an increase in positive emotions, and an improvement in confidence. Regarding reported differences between each condition, the CBT group described benefits such as learning various emotional regulation skills and feeling like they were now in a new chapter of their life. In the EMDR condition, it was reported a noticeable benefit was that previously disturbing memories were now more distant and clearer.

In 2018 van Denderen et al., (39) completed a randomized control trial on the use of an integrated EMDR and CBT intervention for homicidally bereaved Dutch adults. The research included 85 participants, and demonstrated an integrated CBT and EMDR intervention was effective in reducing both complicated grief symptoms and Post Traumatic Stress Disorder (PTSD) symptoms. In a further similar study completed by Lennefrink et al. (40) a combined Cognitive Therapy and EMDR intervention was used with individuals bereaved by a loss from the MH17 plane crash. In their multicenter randomized control trial, self-rated scores for persistent complex bereavement, depression, and PTSD were comparted between an immediate treatment and waitlist control in 39 Dutch adults. The immediate treatment group showed a significant decline in depression, however no significant between group differences were observed regarding PTSD and grief symptoms.

More recently, (41) presented a case series on the efficacy of short term EMDR with patients with persistent complex bereavement. Three patients who had all lost a first degree relative were included in the case series, with between 1-2 sessions of EMDR being used to process complicated grief targets. In all cases positive improvements were noted on both quantitative clinical instruments, and feedback including changes such as not feeling guilty about the loss, being able to engage in life more, decreased avoidance, and returning to normal routines. In 2020 Solomon and Hensley discussed the application of EMDR in relation to grief and mourning in times of COVID-19. Similar to previous discussed findings, the case presented in this paper demonstrated positive improvement in symptoms and being able to move forward from the loss.





EMDR for grief treatment considerations

EMDR therapy is a transdiagnostic and integrative psychotherapy (42) and as highlighted has been applied effectively with individuals experiencing various forms of grief. Regarding the application of EMDR with Prolonged Grief, the standard protocol is applied with consideration of all three prongs, and other targets as highlighted that may impact on the individuals natural grieving process. Furthermore, there are important considerations and areas of focus to be aware of as a clinician. Firstly, as previously discussed, in the assessment phase of EMDR when a client has experienced grief, it is of vital importance to understand and assess for the risk factors mentioned to understand a client’s current likelihood of developing a more complicated and prolonged grief response and areas to process within treatment. Regarding our education, not only is it important to frame the clients’ current challenges in line with the AIP mode, incorporating grief frameworks such as the Dual Process Model is essential. In preparation for processing, standard EMDR resource development (43) and self-regulation techniques (44) as necessary can be employed. In addition, considering restoration-oriented activities as mentioned and the risk factors that may impact on this area, building up social support, and creating hope and optimism through resource development may be necessary components to enhance clinical efficacy. Previous clinical research has also demonstrated that a positive therapeutic alliance early on in therapy results in a greater reduction of prolonged grief symptoms (45). Considering this as a core tenet of our approach aligns with recent peer reviewed articles by Piedfort-Marin (46) and Hase and Brisch (47) which highlight the core role of the therapeutic relationship in EMDR.

Regarding target assessment, and subsequently desensitization and reprocessing, prior memories that are resulting in the client not being able to grieve or accommodate the loss are often a key focus point of treatment. These targets can often be centered around the themes of responsibility (e.g., I should have done more) or an individual’s ability to cope (I can’t manage this), although each individual may be unique regarding how they process loss related information and previous events underlying their symptoms. As previously discussed, in line with the AIP model, there may be a need to process other past traumatic events, other losses, or other sources of maladaptively stored information impacting or impeding on an individual’s natural grieving process. Furthermore, in working with grief, significant importance is placed on current triggers and the use of the Flash Forward Approach (48) to process catastrophic or significantly disturbing fears towards the future. Some examples of current triggers may be someone talking about the loved one, being reminded of them from a song or place, or other loss associated material. Processing fears the client may have towards the future (e.g., being alone forever, never enjoying a moment again in life) with the flashforward technique often provides further beneficial effects for clients, allowing them to feel more comfortable about life in the future. Future templates also assist in this way, providing further adaptive information for the person to feel they can cope, keep a connection with their loved one, and still have a sense of meaning in their life. As highlighted, the AIP model and the application of EMDR across all 8 phases can be a fitting and appropriate treatment framework and approach for working with clients whose grief has become complicated and blocked in some form.





Case example

Mary is a 24-year-old who lost her mother in a workplace accident. Since the death Mary has lost interest and engagement with hobbies, connecting with friends, avoids any reminders of the loss including places and people, and feels like life has lost all meaning and purpose. Mary has not engaged in therapy or talked about the grief with anyone for over 3 years. On assessment at the start of therapy, Mary met the PGD criteria based on the Prolonged Grief-13 (PG-13), a diagnostic tool to assess against the criteria for diagnosis. In EMDR therapy utilizing the standard protocol approach, a detailed history was taken with curiosity and assessment of known risk factors for PGD as highlighted earlier, and an assessment of other traumatic experiences which may be impacting on Mary’s current grief experience. Concurrently with gaining information about Mary’s history, and current challenges regarding the grief, Mary focused on building self-regulation skills through EMDR based techniques such as Resource Development and Installation (43). In addition, boosting up social connection and engagement was a major early focus, and from the preparation phase of EMDR, overall a willingness to start to process components of the grief and past trauma became more evident. This was in addition to Mary starting to have a greater positive connection to her deceased mother, being able to share positive stories and describe things that she loved about her in therapy. EMDR target assessment phase revealed certain EMDR targets for processing including the moment she found out about the death, a previous argument a few days before the death with her mother, previous losses and trauma from childhood, current triggers such as driving past her Mums house or work, and also fears of the future around what life would look like, in addition to positive future template work around being able to cope and manage events such as Christmas, anniversaries, and her Mother’s birthday. Mary responded well to treatment after 12 sessions of EMDR, no longer satisfying the criteria for a diagnosis of PGD. Mary showed improvement around being able to talk about the death or being in certain places related to the loss, has increased her connection with her mother in a way that feels meaningful to her, has been able to connect socially and with hobbies again, and has regained a sense of purpose in her life.





Conclusion

Overall, EMDR is a powerful treatment approach for those whose natural grieving process has become blocked in some way. The AIP model in combination with the Dual Process Model provides a useful framework to understand what has caused these blocks, and how we can support clients in moving forward in life after loss. Although the research in this area is building, there needs to be further research completed, especially considering individuals who have experienced trauma are more at risk of developing a prolonged and complicated grief response. The research so far has been limited in terms of not examining the use of EMDR specifically for those who meet the diagnostic criteria for Prolonged Grief Disorder. Most studies have also mentioned limitations regarding sample size and follow up. Furthermore, no trials completed so far have compared EMDR with Complicated Grief Treatment by Katherine Shear (49), which currently has the most empirical support for this population group. Further studies examining the comparison of EMDR and CGT independently and also combined would be of benefit to determine whether there is any additional benefit of combining both, in comparison to just using one intervention.
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