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Abstract 

The current review serves as an update to Lancel et al. (2020), addressing previously identified 

gaps concerning the lack of longitudinal and intervention research on sleep difficulties and 

prolonged grief. Specifically, it aimed to examine (1) the temporal relationship between sleep 

disturbances and prolonged grief symptoms and (2) whether therapeutic interventions targeting 

sleep problems reduce symptoms of prolonged grief, and vice versa. A literature search 

conducted in PsycINFO, PubMed, and Web of Science identified thirteen eligible studies, 

including six longitudinal observational studies and seven intervention trials. Findings on 

temporal associations were mixed. Higher-quality studies suggested that sleep disturbances may 

predict subsequent increases in PG symptoms, whereas evidence for the reverse direction was 

weaker. However, depressive symptoms frequently explained these associations. Most grief-

focused intervention studies did not significantly improve sleep compared to control conditions 

over time, and residual sleep problems commonly persisted. Only one randomized controlled 

trial evaluated a sleep-focused intervention with prolonged grief as an outcome, and found no 

improvement over time between groups. More rigorous longitudinal and experimental research is 

needed to clarify temporal relationships and evaluate sleep-focused treatments for prolonged 

grief. 

 Keywords: prolonged grief disorder, grief, bereavement, insomnia, sleep, sleep disturbances  
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The Relationship Between Insomnia and Prolonged Grief: A Systematic Review of 

Longitudinal and Intervention Research 

The loss of a loved one is a stressful life event that many people face, resulting in a 

period of grief. Albeit most people recover without needing professional intervention, a subset of 

people develop severe, persistent grief that significantly impairs functioning, referred to as 

prolonged grief (PG) (Nakajima, 2018). Prolonged grief disorder (PGD), a formal diagnosis 

characterized by such grief reactions, has recently been included in the International 

Classification of Diseases, 11th edition (ICD-11; World Health Organization [WHO], 2019) and 

the Diagnostic and Statistical Manual of Mental Disorders, 5th edition, Text Revision (DSM-5-

TR; American Psychiatric Association [APA], 2022). PG is often accompanied by comorbid 

psychiatric disorders, such as depression, anxiety, and posttraumatic stress disorder (PTSD) 

(Komischke-Konnerup et al., 2021). PG symptoms are associated with significant impairments in 

daily functioning, reduced quality of life, and an increased risk of suicidal thoughts or behaviors 

(Boelen & Prigerson, 2007; Latham & Prigerson, 2004), highlighting the need for evidence-

based treatments for affected individuals. 

Yet PG remains a challenging condition to treat effectively (Doering & Eisma, 2016). 

Despite the availability of targeted therapies for PG, their effect sizes have been found to fall 

below the threshold (i.e., Hedges’ g ≥ 0.50; Norman et al., 2003) generally considered necessary 

for a clinically relevant effect (Johannsen et al., 2019). More recent evidence indicates that 

cognitive behavioral therapies (CBTs) for PG, including cognitive behavioral therapy for 

complicated grief (CBT-CG; Boelen et al., 2007) and complicated grief therapy (CGT; Shear, 

2010), are among the most effective treatments currently available, with an overall medium 

effect size that reached the threshold for a clinically meaningful effect (Komischke-Konnerup et 

https://www.sciencedirect.com/science/article/pii/S0005789422001538?via%3Dihub#b0150
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al., 2024). However, the magnitude of the effect may have been overestimated due to the 

inclusion of underpowered trials and unreported pre-post correlations by the included trials. 

Thus, although CBT-based interventions show the strongest evidence to date, their effects may 

be potentially inflated. Consequently, this highlights the need for interventions that target 

malleable processes that perpetuate PG. One potential treatment avenue may be to target sleep 

disturbances. 

Sleep difficulties, such as insomnia, are among the most frequently reported complaints 

following bereavement (Monk et al., 2008). According to the DSM-5-TR (APA, 2022), insomnia 

disorder encompasses chronic problems with sleep quality or duration (e.g., recurrent difficulties 

with sleep onset, sleep maintenance, or early-morning awakening), occurring despite sufficient 

opportunity for sleep, and is commonly associated with clinically significant impairment in 

daytime functioning. Sleep problems are widespread in the general population, with estimates 

suggesting that up to 30% report at least one insomnia symptom, whereas 9% to 15% report 

symptoms accompanied by daytime impairment, and around 6% experience clinical insomnia 

(Ohayon, 2002). Furthermore, insomnia has been identified as a significant predictor for the 

onset of several other psychiatric conditions, including depression, anxiety, alcohol abuse, and 

psychosis (Hertenstein et al., 2019). The relationship between sleep difficulties and PG may be 

explained by the thought that acute insomnia is triggered by stressful life events (Spielman et al., 

1987). Specifically, during bereavement, ruminative thoughts about the lost loved one may 

occupy the mind at bedtime and interfere with falling asleep (Hardison et al., 2005).  

Although traditionally considered secondary symptoms of mental disorders such as major 

depressive disorder (MDD) and PTSD, insomnia can persist even after successful treatment of 

those conditions, and may actively contribute to their development and maintenance (Lancel et 
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al., 2021). There is growing evidence that interventions targeting sleep problems, particularly 

cognitive behavioral therapy for insomnia (CBT‑I), can lead not only to improvements in sleep 

but also meaningful reductions in symptoms of other comorbid psychiatric disorders, including 

MDD and PTSD. To illustrate, a meta-analysis of 49 randomized controlled trials examined the 

impact of non-pharmacological sleep interventions on depressive symptoms, reporting that these 

interventions were associated with improvements in depression relative to control conditions that 

did not target sleep, with effect sizes in the small to moderate range (Gee et al., 2019). 

Furthermore, a meta-analysis of eleven randomized controlled trials examined the effects of 

CBT‑I on both sleep and PTSD symptoms. Compared with waitlist or psychoeducation controls, 

participants receiving CBT‑I demonstrated reduced sleep onset latency, fewer awakenings during 

the night, and higher overall sleep efficiency. In addition, CBT‑I was associated with reductions 

in both self-reported and clinician-assessed PTSD symptoms (Ho et al., 2016).  

The precise neurobiological pathways linking sleep with stress-related and affective 

disorders are not yet fully understood, yet it has been suggested that the emotional load of 

memories is reduced through their reactivation, processing, and consolidation during sleep, 

particularly rapid-eye movement (REM) sleep (Goldstein & Walker, 2014; Walker & van der 

Helm, 2009). However, when sleep is disturbed, as frequently occurs in stress-related and 

affective disorders, emotional brain processing during sleep may become impaired, possibly 

contributing to the maintenance of emotional memories (Riemann et al., 2010, 2012; Wassing et 

al., 2019).  

Sleep disturbances have been shown to contribute to the development and maintenance of 

disorders such as MDD and PTSD, yet their potential role in the onset and persistence of PG 

symptoms has received comparatively little research attention. Therefore, Lancel et al. (2020) 
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conducted a systematic review on the role of sleep problems in bereavement. They concluded 

that sleep problems are highly prevalent following bereavement and that greater grief intensity is 

associated with more severe sleep difficulties. In accordance, sleep problems were found to be 

more severe and longer lasting in people experiencing PG than those experiencing normative 

grief patterns, especially when accompanied by depression. Furthermore, the review of the 

literature revealed potential risk factors contributing to sleep disturbances following 

bereavement, and showed that grief interventions modestly reduce sleep problems. However, the 

review was unable to identify any intervention studies targeting sleep difficulties in bereavement 

that reported on PG symptoms as an outcome, nor longitudinal research addressing whether sleep 

problems contribute to the persistence or intensification of PG symptoms (and vice versa). 

Therefore, the review emphasized the need for research using longitudinal, cross-lagged, and 

laboratory studies to clarify the temporal relationship between sleep disturbances and PG 

symptoms, and to evaluate the effectiveness of sleep-focused interventions on both sleep and PG 

symptoms.  

Since the systematic review by Lancel et al. (2020), PGD has been formally recognized 

as a distinct diagnosis in the DSM-5-TR (APA, 2022). The diagnostic inclusion of PGD in this 

diagnostic handbook, together with the research gaps highlighted in the previous review, may 

have stimulated increased empirical attention toward the temporal relationship between sleep 

problems and grief as well as the efficacy of grief- and sleep-focused interventions on sleep and 

PG symptoms, respectively. For instance, Sveen et al. (2021) conducted a randomized controlled 

trial of guided internet-delivered CBT-I in bereaved parents, demonstrating long-term reductions 

in PG symptoms. As another example, de Lang et al. (2023) employed cross-lagged panel 

models to examine reciprocal associations between symptoms of PG, depression, and insomnia, 
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demonstrating that changes in insomnia symptoms predicted fluctuations in PG symptoms but 

not vice versa. These studies highlight the empirical advancement since the previous review, 

warranting an updated systematic review. Thus, the current review aims to answer the following 

research questions: (1) what are the temporal relationships between sleep problems and PG 

symptoms, and (2) do therapeutic interventions targeting sleep problems reduce symptoms of 

PG, and vice versa?  

Methods 

Reporting of this review follows the PRISMA 2020 guidelines, and the completed 

checklist is provided in Appendix A. 

Pre-Registration 

 This systematic review was prospectively registered in the International Prospective 

Register of Systematic Reviews (PROSPERO; Registration ID: 1166851), and all methods 

followed the registered protocol unless otherwise specified. 

Eligibility Criteria 

 Studies were eligible for inclusion if they were peer-reviewed, English-language journal 

articles published from 2019 onward, to safeguard study quality, ensure interpretability, and 

capture new evidence that had emerged since the previous review, respectively. Samples had to 

consist of bereaved individuals and include at least 20 participants to ensure sufficient statistical 

power to detect very large effects, r = .80 (Cohen, 1988). Furthermore, studies needed to employ 

either longitudinal or intervention designs and report on quantitative data. Additionally, studies 

had to include both a sleep-related measure or intervention and a grief-related measure or 

intervention. For intervention studies specifically, inclusion required that the intervention 

targeted either sleep or grief and measured the other construct (i.e., grief if sleep was targeted, or 
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sleep if grief was targeted) as an outcome. Statistical analyses were required to address the 

research questions of the current review.  

Search and Screening Strategy 

The literature search was conducted in PsycINFO via EBSCO, Web of Science, and 

PubMed on 15 October 2025. The original search string from Lancel et al. (2020) was used for 

all database searches, which specifically consisted of the following search terms: grief OR 

mourning OR bereav∗ AND sleep∗ OR “insomnia” OR “sleep apnea” OR “snoring” OR 

“restless legs” OR “circadian disorder” OR “nightmare.” A publication date limit from 2019 

onward was applied in all searches. The search strategy was informally validated by confirming 

that four studies (i.e., de Feijter et al., 2021; de Lang et al., 2023, 2024; Sveen et al., 2021) 

known to meet the inclusion criteria were identified in the initial searches.  

The literature search identified 692 records, all of which were imported into Covidence. 

Of these, 262 duplicates were automatically removed prior to study selection. The selection 

process was conducted in two stages. In the first stage, 430 titles and abstracts were screened for 

eligibility, resulting in the exclusion of 392 irrelevant records and twelve manually identified 

duplicates. In the second stage, the full texts of 26 potentially relevant papers were assessed. Of 

these papers, ten were found to meet the inclusion criteria. In this phase, three intervention 

studies (Huberty et al., 2020; Wang et al., 2025; Zhang et al., 2025) were excluded after careful 

deliberation. While a theoretical connection between the intervention and sleep or grief could be 

argued, the interventions themselves were not specific or established enough in directly targeting 

either sleep or grief, and therefore these studies did not meet our eligibility criteria. Furthermore, 

one study (Milic et al., 2019) was found to be already included in the review by Lancel et al. 

(2020) albeit it was not used to answer the research questions that are also relevant to the current 
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review. Nonetheless, it was decided that this study would be classified as identified via the 

previous review rather than the present search strategy. Reference lists of all included studies 

were reviewed for additional eligible records, but no further studies were identified. The nine 

newly identified studies, together with four relevant studies from the previous review (Lancel et 

al., 2020), resulted in a total of thirteen studies included in the current review. Both screening 

phases were conducted independently by two researchers. Any discrepancies in inclusion 

decisions were first resolved through discussion, and when consensus could not be reached, a 

third researcher was consulted to make a final decision. A PRISMA flowchart of the study 

selection procedure is presented in Figure 1. 

Data Extraction 

 Extracted data was systematically tabulated in Excel by two researchers working 

independently. The percentage of initial agreement was 81.1%. The extracted information 

included bibliographic details; study design; recruitment strategy; sample characteristics (e.g., 

size, country, age, gender, and education level); loss-related characteristics (e.g., time since loss, 

relationship to the deceased, and cause of loss); measures of sleep and grief; the applied 

statistical analyses; the results pertaining to the current review's research questions. Similar to 

the screening process, any inconsistencies in the extracted information were discussed until 

consensus was reached. If agreement could not be reached, a third researcher was consulted. 

Data Synthesis 

A narrative synthesis approach was used to descriptively summarize the findings across 

studies. A meta-analysis was not performed due to the expected heterogeneity (e.g., in study 

designs, samples, measures, and analyses) among the included studies. Methods to explore 

statistical heterogeneity were not applied and sensitivity analyses were not conducted due to the 
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Figure 1 

PRISMA Flowchart of Study Selection 
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lack of statistical synthesis. Summary statistics and effect estimates with measures of precision 

were still provided where available. 

Bias Assessment and Quality Appraisal 

The methodological quality of included studies was assessed using the Mixed Methods 

Appraisal Tool (MMAT; Hong et al., 2018). The tool was applied independently by two 

reviewers, and any discrepancies were resolved through discussion. Neither risk-of-bias across 

studies nor the certainty-of-evidence was evaluated as these assessments require statistical 

synthesis, which was not performed in this narrative review.  

Results 

Study Characteristics 

Appendix B presents the extracted data on the characteristics of the studies included in 

the current review. Cumulatively, the studies reported on approximately 2,210 bereaved 

participants. A definite total number of unique participants across studies cannot be established, 

as some studies recruited from shared research projects (e.g., de Lang et al., 2023, 2024), leading 

to potential participant overlap. In terms of design, the selected studies included six longitudinal 

observational studies (46%), five randomized controlled trials (38%), one partially randomized 

controlled trial (8%), and one non-randomized intervention study (8%). 

PG symptoms were most frequently assessed using a version of the Inventory of 

Complicated Grief (ICG), used in ten studies (77%). Two studies (15%) included the Traumatic 

Grief Inventory Self-Report Plus (TGI-SR+), and one study (8%) reported on the Prolonged 

Grief Disorder-13 (PG-13). Subjective sleep was most commonly measured using the Pittsburgh 

Sleep Quality Index (PSQI) or the Insomnia Severity Index (ISI), used in six (46%) and five 

(38%) studies, respectively. Other sleep measures, each used in only one study, included: the 
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sleep disorders subscale of the Symptom Checklist-90 (SCL-90; 8%), four sleep items from the 

Quick Inventory of Depressive Symptomatology (QIDS; 8%), and one item from the PSQI (8%). 

Objective sleep measurement, actigraphy, was employed in only one study (8%). No studies used 

polysomnography. 

Studies were conducted in five different countries. Of the thirteen studies, five studies 

originated from the Netherlands (38%), four from the USA (31%), two from South Korea (15%), 

and one study each from Germany (8%) and Sweden (8%). Across studies, the unweighted mean 

proportions indicated that 77% of participants were female and 32% were highly educated, and 

the unweighted mean age of the participants was 62.7 years. Regarding loss-characteristics, the 

unweighted mean time elapsed since the loss was approximately 2.4 years. Furthermore, the 

studies differed in cause of death and relationship to the deceased; where reported, natural death 

was the most common cause, and the majority of participants were bereaved partners.  

Quality Appraisal 

Table 1 presents the quality appraisal of the thirteen included studies using the MMAT. 

In line with the 2018 MMAT guidelines, no overall quality scores are reported; instead, detailed 

information is provided.  

Within the MMAT, the six longitudinal observational studies (de Feijter et al., 2021; de 

Lang et al., 2023, 2024; Han et al., 2019; Lee et al., 2020; Milic et al., 2019) were classified as 

quantitative descriptive studies as these did not examine the effectiveness of an intervention. 

Although Milic et al. (2019) and de Feijter et al. (2021) are cohort studies that, according to the 

MMAT, should be categorized as quantitative non-randomized studies, they were not classified 

as such because they did not involve an intervention or exposure and therefore did not align well 

with the items. 
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Table 1 

MMAT Quality Assessment of the Included Studies 

Quantitative 

randomized controlled 

trials 

Is randomization 

appropriately 

performed? 

Are the groups 

comparable at 

baseline? 

Are there 

complete 

outcome data? 

Are outcome assessors 

blinded to the intervention 

provided? 

Did the participants adhere 

to the assigned 

intervention? 

Kaiser et al., 2022  Yes Yes No No Yes 

Knowles et al., 2025 No Yes Yes No Yes 

Sveen et al., 2021 Yes No No Yes No 

Szuhany et al., 2020 Yes No No Yes No 

Boelen & Lancee, 2013 Yes Can’t tell No Can’t tell Can’t tell 

Germain et al., 2006 Yes Yes No Yes No 

Quantitative non-

randomized studies 

Are the participants 

representative of the 

target population 

Are measurements 

appropriate regarding 

both the outcome and 

intervention (or 

exposure)? 

Are there 

complete 

outcome data 

Are the confounders 

accounted for in the design 

and analysis? 

During the study period, is 

the intervention 

administered (or exposure 

occurred) as intended? 

Knowles et al., 2017 No Yes Yes Yes Yes 

Quantitative 

descriptive studies 

Is the sampling strategy 

relevant to address the 

research question? 

Is the sample 

representative of the 

target population? 

Are the 

measurements 

appropriate? 

Is the risk of nonresponse 

bias low? 

Is the statistical analysis 

appropriate to answer the 

research question? 

de Feijter et al., 2021 Yes No Yes Yes Yes 

de Lang et al., 2023 Yes No Yes No Yes 

de Lang et al., 2024 Yes No Yes Can’t tell Yes 

Han et al., 2019 Yes Yes Yes Yes No 

Lee et al., 2020 Yes Yes Yes No No 

Milic et al., 2019 Yes No Yes Yes Yes 
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The five randomized controlled trials (Boelen & Lancee, 2013; Germain et al., 2006; Kaiser et 

al., 2022; Sveen et al., 2021; Szuhany et al., 2020), as well as the partially randomized controlled 

trial (Knowles et al., 2025), were classed as quantitative randomized controlled trials. The 

partially randomized controlled trial was included in this category because it aligned more 

closely with the category’s items, and its incomplete randomization could be acknowledged 

through the first item of this category. The non-randomized intervention study (Knowles et al., 

2017) was categorized under quantitative non-randomized studies. Per the MMAT, this category 

includes studies that examine the effectiveness of an intervention or exposure without random 

allocation. 

All included studies satisfied the criteria for the two screening items, namely the 

existence of clearly stated research questions and the collection of data appropriate to address 

those questions, and were therefore eligible for full appraisal according to design-specific 

criteria. Across the six quantitative descriptive studies, the sampling strategy, measurements, and 

statistical analyses employed were all appropriate for answering the research question(s). 

However, representativeness of the target population was insufficient in four studies, and the risk 

of nonresponse bias was unclear in one study or potentially high in two others. Among the six 

quantitative randomized controlled trials, randomization was appropriately performed in most 

studies, except for the partially randomized controlled trial. However, for most trials, outcome 

data were incomplete, and baseline comparability between groups, blinding of outcome 

assessors, and participant adherence to the assigned intervention were lacking or unclear. For the 

quantitative non-randomized study, measurements, outcome data, confounder control, and 

intervention administration were all appropriate, but the participants were not representative of 

the target population. 
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Main Findings 

All studies were identified as relevant to understanding the temporal relationship between 

sleep disturbances and PG symptoms. However, several studies (i.e., Boelen & Lancee, 2013; 

Germain et al., 2006; Kaiser et al., 2022; Knowles et al., 2017, 2025; Milic et al., 2019; Sveen et 

al., 2021; Szuhany et al., 2020) are intervention trials. As such, they are also relevant to the 

second research question concerning treatment efficacy. Consistent with the approach taken by 

Lancel et al. (2020), these studies are therefore discussed in the section on treatment efficacy. 

The remaining studies (i.e., de Feijter et al., 2021; de Lang et al., 2023, 2024; Han et al., 2019; 

Lee et al., 2020) address only the first research question and are accordingly reported in the 

section on temporal relationships. 

Research Question 1: Temporal Relationship 

The included studies examined the temporal relationship between sleep disturbances and 

PG symptoms in three main ways: (1) bidirectional prediction, (2) PG symptoms predicting 

subsequent sleep disturbances, and (3) sleep disturbances predicting subsequent PG symptoms. 

Among the studies examining the bidirectional relationship, de Lang et al. (2023) used random-

intercept cross-lagged panel models across three waves, and found that changes in insomnia 

predicted subsequent changes in PG symptoms, whereas the reverse was not observed. A small-

sampled study by Lee et al. (2020) found that baseline insomnia symptoms did not significantly 

predict PG symptoms, and vice versa, in bereaved individuals from the Sewol ferry disaster at 2-

year follow-up.  

On whether sleep difficulties predict subsequent PG symptoms, de Feijter et al. (2021) 

found in a prospective, population-based cohort study with a mean follow-up of six years that 

poor sleep at baseline was associated with higher odds of developing PG symptoms at follow-up. 
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Notably, this association did not remain significant after adjusting for baseline depressive 

symptoms. In another small-sampled study of bereaved individuals from the Sewol ferry disaster, 

Han et al. (2019) reported that changes in insomnia symptoms did not significantly predict 

changes in PG symptoms over a period of a year, and baseline insomnia symptoms did not 

predict PG symptoms at 1-year follow-up. 

Using the same population-based cohort as de Feijter et al. (2021), Milic et al. (2019) 

examined the unidirectional predictive effect of PG symptoms on sleep problems, and reported 

that grief status (“normal” vs. “complicated grief”) was not associated with changes in sleep 

duration or quality over time. Among participants within one year of bereavement, de Lang et al. 

(2024) identified three distinct trajectories of insomnia symptoms: resilient (47%), recovering 

(43%), and chronic (10%). More severe baseline PG symptoms were associated with a higher 

likelihood of belonging to the chronic insomnia trajectory. Furthermore, probable PGD (i.e., a 

score of 70 or higher on the TGI-SR+ at the last time point) at one-year follow-up was most 

prevalent in the chronic insomnia group.  

Research Question 2: Treatment Efficacy 

Among participants experiencing PG as established through a clinical interview, Boelen 

and Lancee (2013) found that CBT techniques reduced sleep difficulties from pre- to post-

treatment. However, the majority of participants continued to report clinically significant sleep 

difficulties at post-treatment, which did not differ by remission status. Germain et al. (2006) 

tested whether CGT was more effective than interpersonal therapy in improving sleep quality 

when treating PG. Results showed that generally sleep quality improved from pre- to post-

treatment, but there was a significant interaction effect between treatment type, responder status, 

and time; improvements were greatest among CGT responders, relative to responders in the 
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interpersonal therapy condition and to nonresponders in either treatment. Few participants met 

the threshold (i.e., a score of ≤ 5 on the PSQI) for clinically meaningful sleep improvement at 

post-treatment. Thus, similar to Boelen and Lancee (2013), residual sleep problems remained 

after treatment. Knowles et al. (2017) found that grief interventions delivered via virtual reality 

or a website improved sleep quality and reduced PG symptoms, but these improvements did not 

differ between groups over time. Szuhany et al. (2020) randomized participants to one of the 

following treatment conditions: CGT with placebo, CGT with citalopram, citalopram alone, or 

placebo alone. Overall, sleep disturbance and quality significantly improved from pre-treatment 

to follow-up. Additionally, CGT with citalopram resulted in significantly lower sleep disturbance 

than citalopram alone at endpoint, while other group comparisons were nonsignificant. 

Furthermore, mid-treatment sleep disturbance predicted subsequent PG symptoms, although this 

effect was attenuated when controlling for mid-treatment PG symptoms. Kaiser et al. (2022) 

tested online CBT in bereaved adults and found that sleep quality did not improve in either the 

treatment or waitlist control group, nor relative to each other, over time. Knowles et al. (2025) 

similarly found that sleep quality did not improve over time in the mindfulness, progressive 

muscle relaxation, or control conditions, and there was no significant interaction between 

condition and time.  

One small randomized controlled trial reported on a sleep-focused intervention that 

included PG symptoms as an outcome. Specifically, Sveen et al. (2021) tested the efficacy of 

CBT-I relative to an active control in treating insomnia symptoms and other psychiatric 

symptoms, including PG symptoms, within a bereaved sample. Both groups showed significant 

reductions in PG symptoms from pre-treatment to 18-month follow-up. At the 18-month follow-
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up, the CBT-I group had significantly lower PG scores than the control group. However, notably, 

there was no significant interaction between the two conditions over time. 

Discussion 

 The purpose of the current systematic review was to update and extend previous findings 

on the relationship between sleep problems and PG symptoms. Specifically, this review sought 

to address critical gaps identified by Lancel et al. (2020), who highlighted the lack of 

longitudinal and intervention research examining the bidirectional relationship between PG 

symptoms and sleep problems. By narratively synthesizing the current evidence base, the present 

review aimed to clarify (1) the temporal relationships between sleep problems and PG 

symptoms, and (2) whether interventions targeting sleep problems reduce PG symptoms, and 

vice versa. This updated review provides a more comprehensive understanding of whether sleep 

problems and PG symptoms may predict one another and the extent to which sleep- or grief-

focused interventions may influence PG symptoms or sleep, respectively. 

Regarding the temporal relationship between sleep difficulties and PG symptoms, study 

findings were mixed and varied dependent on the temporal direction of effects that were 

examined. Two studies reported that sleep disturbances predicted subsequent PG symptoms. One 

tested the association bidirectionally and found that experiencing more insomnia symptoms after 

the loss predicted higher PG symptoms six months later, whereas PG symptoms did not predict 

later sleep disturbances (de Lang et al., 2023). In contrast, insomnia symptoms and depressive 

symptoms did show a reciprocal relationship over time. The other study examined only the 

pathway from sleep disturbances to PG symptoms, and found that more severe sleep disturbances 

prior to the loss predicted greater PG symptoms six years later. However, this significant 

relationship was explained by baseline depressive symptoms (de Feijter et al., 2021). One study 
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examined solely the pathway from PG symptoms to sleep disturbances and found evidence that 

higher baseline PG symptoms predicted higher future sleep disturbances over the course of a 

year (de Lang et al., 2024). However, baseline depressive symptoms explained the effects of PG 

symptoms on insomnia symptoms. Additionally, it found that probable PGD was most prevalent 

in the chronic insomnia group at 1-year follow-up, followed by the recovering group, and least 

prevalent in the resilient group. Three other studies found no significant predictive relationships, 

one tested the bidirectional relationship at 1-year follow-up (Lee et al., 2020), one examined the 

effect of sleep disturbances on PG symptoms at 2-year follow-up (Han et al., 2019), and one the 

effect of PG symptoms on sleep disturbances at a mean 6-year follow-up (Milic et al., 2019); 

however, two of these studies had small samples for a longitudinal design and may have been 

underpowered to detect the effects under investigation.  

Taken together, the current evidence base, while mixed, provides more consistent support 

for sleep disturbances as a predictor of PG symptoms than for the reverse effect. Furthermore, 

depressive symptoms may play an important role in the relationship between sleep problems and 

PG symptoms, as in research examining the effect of sleep disturbances on PG symptoms as well 

as research examining the effect of PG symptoms on sleep disturbances, significant relationships 

were explained by depressive symptoms. This finding may be explained by considering the 

conceptual overlap between PGD and MDD. Although distinct disorders, PGD and MDD do 

have shared symptomatology. To illustrate, sadness and guilt are included in the diagnostic 

criteria of PGD as defined in the ICD-11 and of MDD as defined in both the ICD-11 and DSM-5 

(APA, 2022; WHO, 2019). Additionally, severe symptoms of PG and MDD frequently co-occur, 

with a meta-analysis estimating co-occurrence in 63% of cases (Komischke-Konnerup 

et al., 2021). The overlap between PGD and MDD may reflect shared transdiagnostic 
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mechanisms that contribute to various psychiatric disorders (Eisma & Stroebe, 2021; Hernández-

Posadas et al., 2024). For example, the role of depression may be understood through the same 

theoretical explanations of the mechanisms underlying the relationship between insomnia 

symptoms and PG symptoms; fragmented REM sleep, a hallmark of insomnia (Riemann et al., 

2012), can impair emotional processing, which may worsen depressive symptoms (Walker & van 

der Helm, 2009; Goldstein & Walker, 2014). Furthermore, depression following bereavement 

may contribute to insomnia through attentional biases toward negative events, particularly 

negative sleep experiences, heightening nighttime worry and hyperarousal that delay sleep onset 

(Espie et al., 2006). Additionally, reduced physical activity during depression may lower sleep 

pressure, further exacerbating insomnia symptoms (van Gool, 2003; Yang et al., 2017).  

With respect to treatment efficacy, the majority of grief-focused intervention trials did 

not observe significant differences in sleep between treatment and control groups over time 

(Kaiser et al., 2022; Knowles et al., 2017, 2025; Szuhany et al., 2020). However, one study did 

reveal a significant interaction effect that indicated sleep improvements were contingent on 

treatment condition and responder status over time (Germain et al., 2006). Additionally, two 

studies showed that despite within-group improvements in sleep during grief-focused 

psychotherapy, clinically significant sleep disturbances often persisted (Boelen & Lancee, 2013; 

Germain et al., 2006). There was only one study included that examined whether a sleep-focused 

intervention could reduce PG symptoms (Sveen et al., 2021). Although this small randomized 

controlled trial found a large between-group difference at the 18-month follow-up, it failed to 

find a significant interaction effect that indicated groups differed over time. Thus, the significant 

between-group effect should be interpreted with caution. In conclusion, grief-focused 

interventions do not appear to reliably improve sleep over time compared to other treatment 
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conditions, and clinically significant sleep disturbances often persist. Furthermore, the current 

evidence base provides insufficient data to draw conclusions about the efficacy of sleep-focused 

interventions for reducing PG symptoms. 

Limitations and Implications 

Several limitations of the included studies should be considered when interpreting the 

findings of this review. First, there was heterogeneity in study design, including type of study, 

sample size, degree of randomization, statistical analyses, and use of validated measures. This 

variability may have limited the certainty of evidence and the comparability of results. Second, 

the assessment of sleep outcomes was largely based on self-report measures, with only one study 

employing actigraphy and none using polysomnography. The reliance on subjective sleep 

assessments increases the risk of reporting bias and limits conclusions regarding objective sleep 

disturbances. Moreover, some studies used measures with unclear psychometric validity (e.g., 

one item measures), which may further compromise the accuracy of reported outcomes. Third, 

the representativeness of study samples was limited. Most studies predominantly included 

female, upper middle-aged bereaved adults. Although this gender and age distribution is 

common in bereaved samples (Eisma & Stroebe, 2021), it potentially restricts the 

generalizability of findings. Finally, most studies did not include clinical interviews. The absence 

of clinician-administered assessments limits the ability to confirm diagnostic status and 

differentiate insomnia and PG symptoms from other psychiatric conditions. Reliance on self-

report measures may therefore have introduced misclassification bias and reduced the clinical 

validity of the findings. Similarly, most studies assessed PG symptoms using older measures that 

do not fully align with the current diagnostic conceptualizations of PGD in the ICD-11 and 

DSM-5-TR (Treml et al., 2020; Lenferink et al., 2022). Consequently, none of the included 
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studies provided information on participants’ diagnostic status according to contemporary PGD 

criteria. This limits the ability to draw conclusions about sleep disturbances specifically among 

individuals meeting current diagnostic thresholds for PGD.  

The current review also has limitations that should be acknowledged. First, the literature 

search was restricted to peer-reviewed articles published in English. This may have resulted in 

the exclusion of relevant studies published in other languages or in the grey literature. Second, a 

meta-analysis was not conducted due to the expected heterogeneity in study designs, samples, 

measures, and statistical analyses among the studies. As a result, the findings are summarized by 

using a narrative synthesis, which limits the ability to quantify effect sizes and draw definitive 

conclusions about the magnitude of associations between PG symptoms and sleep. 

Conclusion 

 The current review aimed to summarize evidence regarding the temporal relationships 

between PG symptoms and sleep problems, and the treatment efficacy of sleep- and grief-

focused interventions on PG symptoms and sleep, respectively. The evidence for temporal 

relationships between sleep problems and PG symptoms is mixed, but higher-quality studies 

tentatively suggest that sleep problems may predict increases in PG symptoms; however, this 

relationship may be better explained by depressive symptoms. Most grief-focused intervention 

studies did not demonstrate improvements in sleep between treatment groups over time. Only 

one small randomized controlled trial testing the effects of a sleep-focused intervention on PG 

symptoms, which, despite large between-group differences in favor of the intervention group at 

18-month follow-up, failed to find a significant interaction effect. One study is insufficient to 

draw conclusions about the treatment efficacy of sleep-focused interventions on PG symptoms. 

Therefore, more high-quality studies on sleep-focused interventions measuring PG as an 
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outcome are needed. Furthermore, future research should employ longitudinal and interventional 

designs that utilize validated measures, incorporate objective measures of sleep, use PG 

instruments aligned with ICD-11 or DSM-5-TR criteria, and prioritize including currently 

underrepresented groups as well as clinical samples.  
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Appendix A 

Section/topic  # Checklist item  
Reported 
on page 
#  

TITLE   

Title  1 Identify the report as a systematic review, meta-analysis, or both.  1 

ABSTRACT   

Structured summary  2 Provide a structured summary including, as applicable: background; objectives; data sources; 
study eligibility criteria, participants, and interventions; study appraisal and synthesis methods; 
results; limitations; conclusions and implications of key findings; systematic review registration 
number.  

2 

INTRODUCTION   

Rationale  3 Describe the rationale for the review in the context of what is already known.  3-6 

Objectives  4 Provide an explicit statement of questions being addressed with reference to participants, 
interventions, comparisons, outcomes, and study design (PICOS).  

7 

METHODS   

Protocol and registration  5 Indicate if a review protocol exists, if and where it can be accessed (e.g., Web address), and, if 
available, provide registration information including registration number.  

7 

Eligibility criteria  6 Specify study characteristics (e.g., PICOS, length of follow-up) and report characteristics (e.g., 

years considered, language, publication status) used as criteria for eligibility, giving rationale.  
7, 8 

Information sources  7 Describe all information sources (e.g., databases with dates of coverage, contact with study 
authors to identify additional studies) in the search and date last searched.  

8 

Search  8 Present full electronic search strategy for at least one database, including any limits used, such 
that it could be repeated.  

8 

Study selection  9 State the process for selecting studies (i.e., screening, eligibility, included in systematic review, 
and, if applicable, included in the meta-analysis).  

8, 9, 
Figure 1 

Data collection process  10 Describe method of data extraction from reports (e.g., piloted forms, independently, in duplicate) 
and any processes for obtaining and confirming data from investigators.  

9 
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Data items  11 List and define all variables for which data were sought (e.g., PICOS, funding sources) and any 
assumptions and simplifications made.  

9, Table 
1 

Risk of bias in individual 
studies  

12 Describe methods used for assessing risk of bias of individual studies (including specification of 
whether this was done at the study or outcome level), and how this information is to be used in 
any data synthesis.  

11 

Summary measures  13 State the principal summary measures (e.g., risk ratio, difference in means).  11 

Synthesis of results  14 Describe the methods of handling data and combining results of studies, if done, including 

measures of consistency (e.g., I2) for each meta-analysis.  
N/A 

Risk of bias across 
studies  

15 Specify any assessment of risk of bias that may affect the cumulative evidence (e.g., publication 
bias, selective reporting within studies).  

N/A 

Additional analyses  16 Describe methods of additional analyses (e.g., sensitivity or subgroup analyses, meta-

regression), if done, indicating which were pre-specified.  
N/A 

RESULTS     

Study selection  17 Give numbers of studies screened, assessed for eligibility, and included in the review, with 
reasons for exclusions at each stage, ideally with a flow diagram.  

Figure 1 

Study characteristics  18 For each study, present characteristics for which data were extracted (e.g., study size, PICOS, 
follow-up period) and provide the citations.  

11, 12, 
15-18, 
App. B 

Risk of bias within 
studies  

19 Present data on risk of bias of each study and, if available, any outcome level assessment (see 
item 12).  

12, 14, 
Table 1 

Results of individual 
studies  

20 For all outcomes considered (benefits or harms), present, for each study: (a) simple summary 
data for each intervention group (b) effect estimates and confidence intervals, ideally with a forest 
plot.  

N/A 

Synthesis of results  21 Present results of each meta-analysis done, including confidence intervals and measures of 
consistency.  

N/A 

Risk of bias across 
studies  

22 Present results of any assessment of risk of bias across studies (see Item 15).  N/A 

Additional analysis  23 Give results of additional analyses, if done (e.g., sensitivity or subgroup analyses, meta-
regression [see Item 16]).  

N/A 

DISCUSSION     
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Summary of evidence  24 Summarize the main findings including the strength of evidence for each main outcome; consider 
their relevance to key groups (e.g., healthcare providers, users, and policy makers).  

18-21 

Limitations  25 Discuss limitations at study and outcome level (e.g., risk of bias), and at review-level (e.g., 
incomplete retrieval of identified research, reporting bias).  

21, 22 

Conclusions  26 Provide a general interpretation of the results in the context of other evidence, and implications 
for future research.  

22, 23 

FUNDING     

Funding  27 Describe sources of funding for the systematic review and other support (e.g., supply of data); 
role of funders for the systematic review.  

N/A 

From:  Moher D, Liberati A, Tetzlaff J, Altman DG, The PRISMA Group (2009). Preferred Reporting Items for Systematic Reviews and Meta-Analyses: The PRISMA Statement. PLoS 
Med 6(7): e1000097. doi:10.1371/journal.pmed1000097  

For more information, visit: www.prisma-statement.org. 
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Appendix B 

Study (Country) Design n (total bereaved; 

non-bereaved 

controls) 

Sample characteristics Measures Relevant findings 

Boelen & Lancee, 

2013 (Netherlands)a 

RCT (CR + ET vs 

ET + CR), 

longitudinal (T1 = 

BL, T2 = post-

treatment) 

43 bereaved, no 

non-bereaved 

Mage = 43.9 (SD = 13.5); 

77% female; Time since 

loss: M = 37.8 months (SD 

= 44.9); Participant lost: 

partner (26%), child (21%) 

or other relative (54%); 

Cause of death: unnatural 

(16%) 

Sleep: Sleep disorders 

subscale of the Dutch 

SCL-90-R (3 items);  

Grief: ICG (19 items)  

Both ICG (d = 1.07) & sleep 

difficulty (d = 0.60) scores 

decreased from pre- to post CBT 

treatment. PGD remission rate = 

45%. 

In 65% sleep difficulty remained 

above reference mean value, 

indicating residual sleep 

problems. 

Decrease in sleep difficulties did 

not differ between remitted and 

non-remitted PG-patients. 

de Feijter et al., 2021 

(Netherlands) 

Longitudinal (T1-

T2: BL & mean 6-

year FU) 

255 bereaved (44 

acute grief, 158 

non-complicated 

grief, 53 

complicated grief), 

1,521 non-bereaved 

Bereaved: Mage = 63.3 (SD 

not reported); 68% female; 

education not reported 

Non-bereaved: Mage = 61.5 

(SD = 8.9); 52% female; 

Education not reported; 

Time since loss not 

reported; Participant lost: 

Partner (25%), Child (8%), 

Other (55%), >1 person 

(13%); Cause of loss not 

reported 

Sleep: PSQI (19 

items); Actigraphy; 

Grief: Dutch ICG (17 

items)  

Poor sleep at baseline was 

associated with increased odds 

of PG (vs. non-PG grief) after a 

mean follow-up of 6 years. The 

longitudinal associations of 

sleep with grief did not remain 

significant after correction for 

baseline depressive symptoms 
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Study (Country) Design n (total bereaved; 

non-bereaved 

controls) 

Sample characteristics Measures Relevant findings 

de Lang et al., 2023 

(Netherlands) 

Longitudinal (T1 = 

BL, T2 = 6-month 

FU, T3 = 1-year 

FU) 

343 bereaved, no 

non-bereaved 

Mage = 54.0 (SD = 12.5); 

88% female; 58% high 

education; Time since loss: 

M = 13.2 months (SD not 

reported); Participant lost: 

Partner (50%), Parent 

(30%), Sibling (5%), Child 

(12%), Other (4%); Cause 

of loss: Natural death 

(84%), Accident (5%), 

Suicide (8%), COVID-19 

(3%) 

Sleep: ISI (7 items);  

Grief: TGI-SR+ (22 

items)  

PG, depression and insomnia 

symptoms showed positive 

moderate to strong associations 

concurrently and longitudinally 

across all three data waves. 

Within a first random-intercept 

cross-lagged panel model, 

changes in insomnia symptoms 

predicted changes in PG 

symptoms but not vice versa. 

de Lang et al., 2024 

(Netherlands) 

Longitudinal (T1 = 

BL, T2 = 6-month 

FU, T3 = 1-year 

FU) 

220 bereaved, no 

non-bereaved 

Mage = 51.8 (SD = 12.24); 

89% female; 41% high 

education; Time since loss: 

M = 2.3 months (SD = 

1.44); Participant lost: 

Partner (39%), Parent 

(41%), Sibling (6%), Child 

(10%), Other (4%); Cause 

of loss: Natural death 

(85%), Accident (3%), 

Suicide (7%), COVID-19 

(5%) 

Sleep: ISI (7 items);  

Grief: TGI-SR+ (22 

items)  

Three distinct trajectories were 

identified, characterized by a 

resilient, recovering, and chronic 

trajectory of insomnia 

symptoms. More severe baseline 

PG symptoms and depression 

symptoms were associated with 

a higher likelihood of belonging 

to the chronic vs recovering and 

recovering vs resilient insomnia 

trajectory. Baseline depression 

symptoms uniquely 

distinguished the three 

trajectories. Probable PGD at 

one-year follow-up was most 

common in the chronic insomnia 

trajectory, followed by the 

recovering and resilient 

trajectories. Insomnia and PG 

symptoms followed a 

simultaneous trajectory. 

Germain et al., 2006 

(USA)a 

RCT (CBT vs. 

IPT), longitudinal 

67 bereaved, no 

non-bereaved 

Mage = 50.1 (SD = 12.4); 

84% female; Time since 

Sleep: PSQI (19 

items);  

Pretreatment PSQI & ICG 

scores did not differ between 
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Study (Country) Design n (total bereaved; 

non-bereaved 

controls) 

Sample characteristics Measures Relevant findings 

(T1 = BL, T2 = 

post-treatment) 

loss: M = 4.3 years (SD = 

5.9); Participant lost: 

spouse (30%), parent 

(24%), child (30%), sibling 

(4%), other relative (9%), 

other (3%); Cause of death 

= violent (36%) 

Grief: ICG (19 items)  treatment completers & non-

completers, nor between 

treatment responders & non-

responders. 

PSQI declined in treatment 

responders, but not in non-

responders. 

Only 7 responders had PSQI 

score ≤ 5 after treatment, 

indicating residual / persistent 

sleep problems in most. 

PSQI decrease in responders is 

attributable to CG-treatment and 

not to IPT. 

Han et al., 2019 

(South Korea) 

Longitudinal (T1 = 

BL, T2 = 1-year 

FU) 

56 bereaved, no 

non-bereaved 

Age: 20-29 (7%), 30-39 

(2%), 40-49 (48%), 50-59 

(39%), 60-69 (4%); 61% 

female; 29% high 

educationb; Time since 

loss: M = 18 months (SD 

not reported); Participant 

lost: Child (86%), Others 

(14%); Cause of loss: 

Accident (100%) 

Sleep: Korean ISI (7 

items);  

Grief: Korean ICG (16 

items)  

Change in insomnia severity 

over one year 

did not significantly relate to 

change in PG symptoms. 

Severity of insomnia at baseline 

also did not predict PG symptom 

change. 

Kaiser et al., 2022 

(Germany) 

RCT (Online grief 

CBT vs. waitlist 

control), 

longitudinal (T1 = 

BL, T2 = post-

treatment, T3 = 3-

month FU, T4 = 6-

month FU, T5 = 1-

year FU) 

87 bereaved, no 

non-bereaved 

Mage = 47.3 (SD = 14.0); 

83% female; 69% high 

education; Time since loss: 

M = 28.7 months (SD = 

40.3); Participant lost: 

Parent (47%), child (10%), 

Spouse (35%), Sibling 

(3%), Other (5%); Cause of 

loss: Cancer (100%) 

Sleep: PSQI (19 

items);  

Grief: German ICG 

(19 items); 

Augmented ICG (22 

items)c  

The intervention group (vs. 

waitlist control) showed a large 

decrease in PGD symptoms but 

no change in sleep quality from 

pre to post treatment. There was 

no significant within-group 

change on sleep quality in the 

intervention group. 
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Study (Country) Design n (total bereaved; 

non-bereaved 

controls) 

Sample characteristics Measures Relevant findings 

Knowles et al., 2017 

(USA)a 

Non-RCT (VR vs. 

GW), longitudinal 

(T1 = BL, T2 = 

post-treatment, T3 

= 2-month FU) 

30 bereaved, no 

non-bereaved 

Mage = 67.2 (SD = 10.7); 

70% female; Time since 

loss: M = 9.2 months (SD = 

6.6); Participant lost: 

spouse/partner; Cause of 

loss not reported 

Sleep: PSQI (19 

items); 

Grief: ICG (19 items) 

VR & GW support resulted in 

comparable reductions in CG 

symptoms & PSQI scores from 

T1 to T3. Within-group effects 

over time were only significant 

for the VR group (VR, ICG 

Cohen’s d = .75, p = .001; GW, 

ICG Cohen’s d = .52, p = .071; 

VR, PSQI Cohen’s d = .60, p = 

.014; GW PSQI Cohen’s d = 

.53, p = .062). No group x time 

interactions emerged on ICG or 

PSQI. 

Knowles et al., 2025 

(USA) 

Partial RCT (MT 

vs. PMR vs. 

waitlist control), 

longitudinal (T1 = 

BL, T2 = post-

treatment, T3 = 4- 

or 6-week FU) 

94 bereaved, no 

non-bereaved 

Mage = 67.5 (SD = 8.9); 

79% female; Education not 

reported; Time since loss: 

M = 14.7 months (SD = 

9.0); Participant lost: 

Partner (100%); Cause of 

loss not reported 

Sleep: PSQI (19 

items);  

Grief: ICG-R  

No significant group differences 

for sleep quality over time.  

Lee et al., 2020 

(South Korea) 

Longitudinal (T1 = 

BL, T2 = 2-year 

FU) 

31 bereaved, no 

non-bereaved 

M and SD of age not 

reported; 61% female; 

Education not reported; 

Time since loss: M = 27 

months (SD not reported); 

Participant lost: 100% 

classmates/peers; Cause of 

loss: Accident (100%) 

Sleep: ISI (7 items); 

Grief: ICG (19 items)  

Univariate Poisson regression 

revealed T1 insomnia did not 

predict T2 PG (β = 0.050), and 

T1 PG did not predict T2 

insomnia (β = 0.002).  

Milic et al., 2019 

(Netherlands)a 

Longitudinal (T1 = 

BL, T2 = mean 6-

year FU) 

1,043 ‘grievers’, 

4,387 ‘non-

grievers’ 

 

Longitudinal: sleep 

quality sample: 521 

‘Grievers’: Mage = 73.6 (SD 

not reported); 74% female; 

11% high education; Time 

since loss not reported; 

Participant lost: Partner 

(41%), Child (13%), Parent 

(11%), Sibling (15%), 

Sleep: PSQI (19 

items);  

Grief: Dutch ICG (17 

items)  

Normal grief and PG were not 

associated with changes in sleep 

duration or sleep quality.  
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Study (Country) Design n (total bereaved; 

non-bereaved 

controls) 

Sample characteristics Measures Relevant findings 

‘grievers’ & 2482 

‘non-grievers’  

Longitudinal sleep 

duration sample: 

635 ‘grievers’ & 

2876 ‘non-grievers’ 

Others (21%); Cause of 

loss not reported 

‘Non-grievers’: Mage = 72.4 

(SD = 7.7); 55% female; 

Education not reported 

Sveen et al., 2021 

(Sweden) 

RCT (CBT-I vs. 

active control), 

longitudinal (T1 = 

BL, T2 = post-

treatment, T3 = 9-

month FU, T4 = 

18-month FU) 

21 bereaved, no 

non-bereaved 

Mage = 47.7 (SD not 

reported); 67% female; 

43% high education; Time 

since loss: M = 2.9 years 

(SD not reported); 

Participant lost: Child 

(100%); Cause of loss: 

Cancer (100%) 

Sleep: ISI (7 items); 

Grief: Swedish PG-13 

(13 items)  

The CBT-I group showed a 

significantly greater overall 

reduction in insomnia across all 

4 timepoints compared to the 

control group. At the post-

intervention assessment, the 

between-group effect size was 

very small and non-significant 

(d = 0.1). A significant between-

group difference in favor of 

CBT-I emerged at the 9-month 

follow-up (d = -1.5), but was not 

sustained at the 18-month 

follow-up (d = -0.6). There was 

no statistically significant 

overall interaction effect 

between the groups over time for 

all secondary outcomes, except 

for anxiety. At the 18-month 

follow-up, the CBT-I group had 

significantly lower PG 

symptoms than the control group 

(d = -1.9). No significant 

between-group differences were 

found at post-intervention or the 

9-month follow-up. 
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Study (Country) Design n (total bereaved; 

non-bereaved 

controls) 

Sample characteristics Measures Relevant findings 

Szuhany et al., 2020 

(USA) 

RCT (CGT + CIT 

vs. CIT; CGT+CIT 

vs. CGT+PLA; 

CIT vs. PLA; 

CGT+PLA vs. 

PLA), longitudinal 

(T1 = BL, T2 = 

mid-treatment, T3 

= mid-treatment, 

T4 = post-

treatment, T5 = 4-

week FU) 

395 bereaved, no 

non-bereaved 

Mage = 53.0 (SD = 14.5); 

78% female; 53% high 

education; Time since loss: 

M = 4.7 years (SD = 7.2); 

Participant lost: 

Spouse/Partner (37%), 

Partner (29%), Child 

(20%), Other (15%); Cause 

of loss not reported 

Sleep: PSQI (1 item); 

QIDS (4 items);  

Grief: Clinical 

interview; ICG (19 

items)  

All treatment groups showed 

significant sleep improvement 

from baseline to endpoint. CGT 

+ CIT was most effective for 

improving sleep, and it led to 

significantly lower sleep 

disturbance scores compared to 

CIT alone at endpoint. The 

comparisons between CGT+CIT 

vs CGT+PLA, CIT vs PLA, and 

CGT+PLA vs PLA were not 

significant. Mid-treatment sleep 

quality significantly predicted 

higher PG symptoms at 

endpoint. When controlled for 

mid-treatment PG symptoms, 

the predictive effect of mid-

treatment sleep on PG symptoms 

became non-significant. 

Note. General: BL = baseline; FU = follow-up. Sleep measures: PSQI = Pittsburgh Sleep Quality Index (Buysse et al., 1989); ISI = Insomnia Severity Index 

(Bastien et al., 2001; Korean version: Cho et al., 2014); QIDS = Quick Inventory of Depressive Symptomatology (Rush et al., 2003); SCL-90-R = Symptom 

Checklist-90-Revised (Derogatis, 1977; Dutch version: Arrindell & Ettema, 2003). Grief measures: ICG = Inventory of Complicated Grief (Prigerson et al., 

1995; Dutch version: Boelen et al., 2003; German Version: Lumbeck et al., 2012; Korean version: Han et al., 2016); ICG-R = Inventory of Complicated Grief – 

Revised (Prigerson & Jacobs, 2001); TGI-SR+ = Traumatic Grief Inventory – Self Report Plus (Lenferink et al., 2022); PG-13 = Prolonged Grief Disorder – 13 

(Prigerson et al., 2009; Swedish version: Pohlkamp et al., 2018). Treatment conditions: CBT-I = Cognitive Behavioral Therapy for Insomnia; CGT = 

Complicated Grief Therapy; CIT = Citalopram; PLA = Placebo; CR = Cognitive Restructuring; ET = Exposure Therapy; IPT = Interpersonal Psychotherapy; MT 

= Mindfulness Training; PMR = Progressive Muscle Relaxation; VR = Virtual Reality; GW = Grief Website. 
a Indicates studies that were also included in the previous review. 
b Percentages reported for college, university, and graduate school combined. 
c The German ICG and the augmented ICG was used as the primary and as a secondary outcome, respectively. For the augmented ICG, three additional items 

adapted from Xiu et al. (2016) assessed guilt, difficulty accessing positive memories, and anhedonia to capture ICD-11 criteria of PGD. 

 


