
Prolonged Grief Disorder Diagnostic Criteria—
Helping Those With Maladaptive Grief Responses

The American Psychiatric Association’s DSM-5-TR pre-
sents new diagnostic criteria for prolonged grief disor-
der (PGD).1 They provide timely and important guid-
ance for clinical practice and research given the
enormous death toll from the COVID-19 pandemic both
in the US and globally, complicated by the disruption of
clinical practice, social support for those dying, and for
the bereaved left behind. Because of the pandemic, the
absolute number of PGD cases is likely to increase and
the 7% to 10% prevalence rate among of bereaved
people may rise.2 Thus, it is vital that clinicians be knowl-
edgeable about grief reactions, know how to distin-
guish normal from pathological manifestations of grief,
and be aware of proven treatments for it.

The DSM-5-TR criteria for PGD require that distress-
ing symptoms of grief continue for at least 12 months fol-
lowing the loss of a close attachment and that the grief
response is characterized by intense longing/yearning
for the deceased person and/or preoccupation with
thoughts and memories of the lost person to a clinically
significant (ie, impairing) degree, nearly every day for at
least the past month. Furthermore, as a result of the
death, at least 3 of the following 8 symptoms have been
experienced to a clinically significant degree: (1) feeling
as though a part of oneself has died, (2) a marked sense
of disbelief about the death, (3) avoidance of remind-
ers that the person has died (often coupled with in-
tense searching for things reminiscent of the deceased
person and/or evidence that they are still alive, such as
mistaking others for the person who died), (4) intense
emotional pain (anger, bitterness, sorrow) related to the
death, (5) difficulty with reintegration into life after the
death, (6) emotional numbness (particularly with re-
spect to an emotional connection to others), (7) feeling
that life is meaningless as a result of the death, and (8)
intense loneliness as a result of the death. The burden
of these symptoms causes clinically significant distress
or impairment in social, occupational, or other impor-
tant areas of functioning. The duration and severity of
the bereavement reaction clearly exceeds social, cul-
tural, or religious norms for the individual’s culture and
context. Additionally, the symptoms are not better ex-
plained by major depressive disorder, posttraumatic
stress disorder, or attributable to the physiological ef-
fects of a substance (eg, medication or alcohol) or to an-
other medical condition.

The performance characteristics of the PGD diag-
nostic criteria and the PG-13-Revised (PG-13-R) scale
have been extensively researched by Prigerson et al.1

The PG-13-R is a useful self-report measure of the syn-
drome that can be used to screen for the diagnosis
and estimate its severity; it maps onto DSM-5-TR diag-
nostic criteria, and a summary score of 30 or greater is

consistent with a diagnosis of PGD and an indication
for further evaluation and treatment (Figure).

Prolonged grief disorder can also be successfully
treated, as shown in 3 separate randomized clinical
trials comparing a 16-session PGD-targeted therapy vs
treatment efficacious for major depression.3-5 Among
a total of 641 participants, the overall prolonged grief
disorder therapy (PGDT) response rate, as indicated
by a rating of 2 or 1 (ie, “much improved” or “very
much improved”) on the Clinical Global Impression
Scale, was 71% vs 44% for depression treatment
using interpersonal psychotherapy3,4 or citalopram.5

Participants were aged 20 to 93 years, bereaved of a
range of losses by natural and by violent causes. Most
had already received grief counseling and/or mental
health treatment. The largest of the 3 randomized
clinical trials, HEAL (Healing Emotions After Loss5),
found no difference between citalopram and placebo
in the resolution of PGD symptoms, in contrast with
the markedly better response rates to PGDT than to
no PGDT. Importantly, the combination of citalopram
and PGDT resulted in better resolution of depressive
symptoms compared with PGDT and placebo, though
combined treatment led to no better resolution of
PGD symptoms than PGDT alone. Other similar
therapy approaches in single trials, most using cogni-
tive behavioral therapy methods, have also been
tested and have demonstrated efficacy.6,7

The central premise of PGDT is that loss triggers
acute grief and a natural adaptive process by which
grief is transformed and integrated. A further premise
is that persistence and predominance of early grief
coping responses (eg, protest, self-blame, anger,
counterfactual thinking, and avoidance) derail this
process. The objective of PGDT is to facilitate adapta-
tion and address these derailing symptoms. Adapting
to loss involves learning to (1) accept the new reality,
including the finality of the loss, a change in the
relationship to the deceased, other changes in the
world, and the permanence of grief, and (2) restore
the capacity for well-being, including a sense of
autonomy, competence, and relatedness. The 7
themes, or healing milestones, that PGDT is organized
around are introduced sequentially with core proce-
dures for each: (1) understanding and accepting grief,
(2) managing grief emotions—both painful and posi-
tive (grief monitoring and psychoeducation), (3) see-
ing a promising future (aspirational goals), (4)
strengthening relationships (inviting a significant
other to join a session), (5) narrating the story of the
death (imaginal revisiting), (6) living with reminders
(situational revisiting), and (7) connecting with
memories (imaginal conversation).
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In summary, PGD is a serious mental disorder that puts the patient
at risk for intense distress, poor physical health, shortened life expec-
tancy, and suicide.1,6 Among PGD clinical trial participants, PGD has of-
tenlastedforyears,evenafterpatientshavereceivedtreatmentsproven
effective for other bereavement-related mental disorders (eg, depres-
sion).Thus,cliniciansshouldlearnhowtoaccuratelyassess,toaccurately
and differentially diagnose, and to offer or refer patients for treatment.

Weill Cornell Medicine’s Center for Research on End-of-Life Care’s tu-
torial on how to make a differential diagnosis can be found online.8 The
PGD diagnostic criteria and the PG-13-R provide useful tools for bridg-
ing science and service. In addition, a PGD therapy tutorial, developed
at the Center for Prolonged Grief at the Columbia School of Social Work,
is available to learn how this therapy has been done and can be found
online (https://prolongedgrief.columbia.edu).9
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Figure. Prolonged Grief Disorder (PG-13 Revised)

Yes No

For each item below, please indicate how you currently feel

1. Have you lost someone significant to you?

2. How many months has it been since your significant other died?

Yes No

Months

Since the death, or as a result of the death... Not at all Slightly Somewhat Quite a bit Overwhelmingly

3. Do you feel yourself longing or yearning for
the person who died?

6. Do you have trouble believing that the person
who died is really gone?

7. Do you avoid reminders that the person who
died is really gone?

8. Do you feel emotional pain (eg, anger,
bitterness, sorrow) related to the death?

10. Do you feel emotionally numb or detached
from others?

11. Do you feel that life is meaningless without
the person who died?

12. Do you feel alone or lonely without
the deceased?

13. Have the symptoms above caused significant impairment in
social, occupational, or other important areas of functioning?

4. Do you have trouble doing the things you
normally do because you are thinking so much
about the person who died?

5. Do you feel confused about your role in life or
feel like you don’t know who you are anymore
(ie, feeling like that a part of you has died)?

9. Do you feel that you have trouble re-engaging
in life (eg, problems engaging with friends,
pursuing interests, planning for the future)?

Reproduced from Prigerson et al1

with permission from the World
Psychiatric Association.
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