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ARTICLE INFO ABSTRACT

Keywords: Background: Persistent complex bereavement disorder (PCBD) is a disorder of grief that newly entered DSM-5.
Persistent complex bereavement disorder Prolonged grief disorder (PGD) is a disorder of grief included in ICD-11. No prior studies examined and com-
DSM-5 pared the dimensionality, prevalence, and concurrent validity of both conditions among bereaved children.

Prolonged grief disorder Methods: With data from 291 help-seeking bereaved 8-18 year old children, we used confirmatory factor ana-
IGCr[i)e-fll lysis to evaluate the fit of different factor models for PCBD and PGD. In addition, we determined diagnostic rates

for probable PCBD and PGD and calculated associations of PCBD and PGD caseness with concurrently assessed
symptoms of overall disturbed grief, depression, posttraumatic stress, and parent-rated problem behavior.
Results: For PCBD and PGD, one-factor models—with all symptoms forming a unidimensional factor of disturbed
grief—fit the data best. The prevalence of probable DSM-5 PCBD (3.4%) was significantly lower than ICD-11
PGD (12.4%). Both PCBD and PGD were significantly associated with concurrently assessed overall disturbed
grief, depression, and posttraumatic stress; associations with parent-rated problems were moderate.
Limitations: Findings were based on self-reported ratings of symptoms, obtained from three different scales not
specifically designed to assess PCBD and PGD. The use of a help-seeking sample limits the generalization of
findings to bereaved children generally.

Conclusions: Findings support the validity of DSM-5 PCBD and ICD-11 PGD. Prevalence rates of both constructs

differ. This needs further scrutiny.

1. Introduction

The death of a loved one is among the most common stressful life
events that children may experience and a risk factor for adverse health
outcomes (Berg et al., 2016). Consequences of bereavement may be
particularly profound when the loss was traumatic and concerns a
parent or other attachment figure (Melhem et al., 2011). Most children
do not experience persistent psychopathology (Bonanno and
Mancini, 2008), yet a significant minority develops symptoms of de-
pression (Hamdam et al., 2012), posttraumatic stress (Stoppelbein and
Greening, 2000), or persistent, disturbing grief (Melhem et al., 2013).
The validity of disturbed grief as a distinct condition is increasingly
recognized. This has resulted in the inclusion of Persistent complex
bereavement disorder (PCBD) in Section III of the fifth Diagnostic and
Statistical Manual for Psychiatric Disorders (DSM-5; APA, 2013) and
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Prolonged grief disorder (PGD) in the 11th edition of the International
Classification of Diseases (ICD-11; WHO, 2018). PCBD can be diagnosed
when a child suffered the death of a significant other and experiences
symptoms of separation distress (e.g., yearning), combined with
symptoms of “reactive distress to the death” (e.g., anger) and “social/
identity disruption” (e.g., difficulty trusting others) to a functionally
impairing degree, at least 6 months (12 months in adults) following the
loss. PGD can be diagnosed when a child suffers from one of two
symptoms of separation distress and at least one of ten accompanying
symptoms (e.g., emotional numbness) to a distressing and disabling
degree at least 6 months after the death.

DSM-5 PCBD and ICD-11 PGD are similar in some respects. Both
constructs include separation distress as hallmark feature, use a 6
months timing criterion, and conceptualize disturbed grief as a stag-
nation of acute (normal) grief symptoms. Yet, there are also differences
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between PCBD and PGD, for instance, in terms of the nature of symp-
toms (e.g., “a wish to die to be with the deceased” and “difficulties
positive reminiscing about the lost person” are included in PCBD but
not PGD criteria) and the number of symptoms required for a diagnosis
(more symptoms required for PCBD than for PGD).

To date, nine studies have yielded information about the two cri-
teria-sets. Maciejewski et al. (2016) compared prevalence rates and
validity of four criteria-sets proposed in the literature, including (i)
PCBD as per DSM-5, (ii) a precursor of the current ICD-11 PGD criteria,
(iii)) a slightly different formulation of PGD proposed by
Prigerson et al. (2009), and (iv) criteria for complicated grief (CG)
proposed by Shear et al. (2011). They found that the first three sets
yielded similar prevalence rates (11.9% —14.2%) and had good pre-
dictive validity, whereas CG criteria yielded higher prevalence rates
(30.2%) and had poor predictive validity. This study was recently re-
plicated by O'Connor et al. (in press). Cozza et al. (2016) and Mauro
et al. (2017) compared PCBD, PGD as per Prigerson, and CG in terms of
their ability to distinguish people with disturbed and non-disturbed
grief; they concluded that CG criteria performed better than PCBD
criteria and PGD criteria (as per Prigerson) in terms of identifying
clinical cases. Tay et al. (2016) studied the dimensionality of symptoms
of disturbed grief in a sample of West Papuan refugees and found that
the two-factor models of the PCBD criteria and criteria for PGD (slightly
different from PGD criteria included in Prigerson et al. (2009),
Maercker et al. (2013), and the ICD-11) displayed a poor fit to the data.
Mauro et al. (2018) compared PGD as per Prigerson and PGD as per
ICD-11; they found the latter criteria to perform better in terms of
identifying people with disturbed grief. Lastly, Boelen et al. (2018)
examined the dimensionality, prevalence rates, and validity of PCBD
and ICD-11 PGD in a community sample. They found that criteria for
PCBD yielded substantially lower prevalence rates compared to PGD
(6.4% vs. 18.0%), that both sets evidenced adequate concurrent va-
lidity, but that PCBD criteria had better predictive validity. Comparable
findings were observed by Boelen et al. (2019). One further study of-
fered preliminary support for the two-factor structure of PCBD among
14-21 year old war-exposed youngsters (Claycomb et al., 2016).

To our knowledge, no studies have compared criteria for PCBD as
per DSM-5 and PGD as per ICD-11 in bereaved children and youngsters
in terms of their prevalence rates, factor structure, and validity. This is
important for a number of reasons. For instance, there is still a need to
enhance knowledge about prevalence rates of disturbed grief in chil-
dren (e.g., Melhem et al., 2013). In addition, there is a need for in-
formation about the psychometric properties of PCBD and PGD criteria,
to inform the use of these criteria in clinical and research settings.
Furthermore, comparing the performance of these criteria is vital to
establish whether (future) research findings about risk factors, diag-
nosis, and treatment of childhood disturbed grief as conceptualized in
DSM-5 can be generalized to children with disturbed grief as per ICD-11
(and vice versa).

The present study offers the first evaluation of prevalence rates and
psychometric properties of PCBD and PGD in children seeking psy-
chological help following their loss. To this end, we re-analyzed data
from a research program on the nature and correlates of disturbed grief
in youngsters (see Boelen and Spuij, 2013; Boelen et al., 2017) and
followed a similar analytic strategy as employed in a recent study
among bereaved adults (Boelen et al., 2018). The first aim was to
evaluate the dimensionality of DSM-5 PCBD and ICD-11 PGD. Items
from the Inventory of Prolonged Grief for Children and Adolescents
(Spuij et al., 2012), Children's Depression Inventory (CDI;
Kovacs, 2003), and Child Posttraumatic Stress Disorder (PTSD)
Symptom Scale (CPSS; Foa et al., 2001) were selected to assess symp-
toms of PCBD and PGD according to how closely they mapped onto
both criteria-sets. We evaluated the fit of three PCBD-models, resem-
bling the dimensionality as included in DSM-5: (i) a one-factor model
with all PCBD-items loading on a single factor, (ii) a two-factor model
with PCBD-items forming distinct, but correlated clusters of separation
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distress (factor 1) and reactive distress and social/identity disruption
(factor 2), (iii) a three-factor model with PCBD-items forming distinct,
but correlated clusters of separation distress (factor 1), reactive distress
(factor 2), and social/identity disruption (factor 3). We also evaluated
the fit of two PGD-models: (i) a one-factor model and (ii) a two-factor
model with PGD-items clustering into correlated factors of separation
distress and additional symptoms—mirroring the ICD-11 proposal
(Killikelly and Maercker, 2018). As a second aim, we sought to de-
termine and compare prevalence rates of disturbed grief as per DSM-5
and ICD-11, the level of agreement between criteria-sets, and the
number of ‘unique’ cases of PCBD and PGD (i.e., children meeting cri-
teria for one but not both criteria-sets). The third and final aim was to
evaluate the concurrent validity of PCBD and PGD diagnoses. To this
end, we compared levels of disturbed grief, depression, PTSD, and
functional impairment (rated by the child), and internalizing, ex-
ternalizing, and overall problem behavior (rated by one of the parents)
between children meeting vs. not meeting criteria for caseness of PCBD
and PGD. We anticipated that children meeting these criteria would
evidence more severe distress and dysfunction. Given the composition
of the sample, we were only able to evaluate the factor structure, pre-
valence, and correlates among help-seeking children as non-help-
seeking children were not included in this study.

2. Method
2.1. Participants and procedure

Data were available from 332 children and adolescents, aged 8-18
years, participating in a research program on the nature and correlates
of children's grief. As explained in more detail elsewhere (Boelen et al.,
2017; Boelen and Spuij, 2013), 126 children were recruited from be-
reavement support organizations and completed questionnaires in the
presence of a research assistant during a home visit, and 206 children
were recruited via different outpatient clinics and completed ques-
tionnaires in the presence of their therapists. Assent was obtained from
children (aged 8-12 years), informed consent from parents and ado-
lescents (aged 13-18 years).

2.2. Measures

2.2.1. Demographic and loss-related variables

We collected data on the participants’ gender, age, the relationship
to the deceased (categorized as mother, father, sibling, or other loved
one), cause of death (illness, violent cause [accident, suicide, homi-
cide], unexpected medical cause [e.g., heart attack], or some other
cause), whether the death was experienced as unexpected (yes/no), and
the time passed since the death.

2.2.2. Inventory of prolonged grief for children (IPG-C) and inventory of
prolonged grief for adolescents (IPG-A)

Symptoms of disturbed grief were assessed using the IPG-C and IPG-
A developed by Spuij et al. (2012). Both are 30-item questionnaires
based on the adult revised Inventory of Complicated Grief (ICG-R;
Prigerson and Jacobs, 2001). Respondents rate the frequency of
symptoms on 3-point scales (1 = almost never, 2 = sometimes, 3 = al-
ways). The content of the IPG-C and IPG-A items are similar although
the wording of some of the items differs slightly to match with age
groups. For instance, the item tapping searching behavior in the chil-
dren's version was “I want to go to places that are related to him/her”
and in the adolescent's version was “I seek out and feel attracted to
places and things that are associated with him/her.” Psychometric
properties of the questionnaires are adequate. The a in the present
sample for the IPG-C was 0.91 and the IPG-A was 0.94.

2.2.3. Child PTSD symptom scale (CPSS)
The CPSS (Foa et al., 2001) assessed DSM-IV-based (APA, 2000)
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bereavement-related PTSD. Children were instructed to rate each of its
17 items—keeping in mind the loss as anchor-event—with symptoms
rated on 4-point scales (0 = not at all/only once a week to 3 = almost
always/five or more times a week). Apart from the 17 items tapping PTSD
symptoms, the CPSS includes seven dichotomously rated (0 = absent,
1 = present) items tapping functional impairment associated with PTSD
symptoms. The CPSS has adequate psychometric properties (Foa et al.,
2001). The a in the present sample was 0.90 for the first 17 items and
0.67 for the functional impairment items.

2.2.4. Children's depression inventory (CDI)

The CDI is a 27-item questionnaire assessing depressive symptoms
(Kovacs, 2003; Dutch version Timbremont et al., 2008). Each item
contains three statements representing depressive symptoms at in-
creasing levels of severity. Respondents select one statement that best
describes how they felt in the preceding week, scored from
0 = symptom absent to 2 = symptom present always/most of the time. The
a in the present sample was 0.86.

2.2.5. Child behavior Checklist/6-18 (CBCL)

The CBCL was used to measure problem behavior as observed by the
children's caregivers (Achenbach and Rescorla, 2001). Its 118 items are
rated on 3-point scales (0 = not true, 1 = somewhat/sometimes true,
2 = very true/often true) and represent different problem areas. As re-
commended (Verhulst et al., 1996) both parents completed the CBCL, if
possible. In case one of the parents died or other cases were one parent
was available, one parent completed the measure. We selected data
from one randomly selected parent when both parents completed the
scale; this was justified given that scores from two parents—if availa-
ble—were highly correlated (see Boelen et al., 2017). The CBCL pro-
vides indices of internalizing problems, externalizing problems, and
total problem behavior. Its original (Achenbach and Rescorla, 2001)
and Dutch versions (Verhulst et al., 1996) have established psycho-
metric properties. In our sample, a’s of the internalizing, the ex-
ternalizing, and the total scale were 0.95, 0.89, and 0.91, respectively.

2.3. Statistical analyses

Items from the IPG, CDI, and CPSS were used to tap symptoms of
PCBD and PGD. Fifteen of all 16 PCBD-symptoms (all symptoms except
“Difficulty positive reminiscing about the deceased”) were represented
by 11 IPG items, three CDI items, and one CPSS item (see Table 1). All
12 PGD-items were represented by 8 IPG items, three CDI items, and
one CPSS item (Table 2). To examine the factor structure of the PCBD
and PGD items, confirmatory factor analyses were conducted in Mplus
Version 5.2 (Muthén and Muthén, 1998-2007). The fit of the one-
factor, two-factor, and three-factor models of the PCBD items and the
one-factor and two-factor models of PGD items were evaluated. Data on
all variables were categorical and scored on 3-point scales except for
one item tapped from the CPSS (i.e. “Difficult moving on”) that was
scored on a 4-point scale. None of the individual item distributions
showed extreme outliers (absolute skew = 3.0 and absolute kur-
tosis = 10.0; Kline, 2005). The mean- and variance-adjusted weighted
least squares (WLSMV) method was used, which is a recommended
estimator for analyzing categorical variables (Kline, 2011). Kline's
(2005) recommendations for evaluating model fit were used: (i) Com-
parative Fit Index (CFI) and Tucker Lewis Index (TLI) values >0.90
reflecting acceptable model fit and values > 0.95 reflecting excellent fit
and (ii) root-mean-square error of approximation (RMSEA) values
of <0.10 reflecting acceptable fit and values <0.05 reflecting excellent
model fit. There was less than 1% missing data on each indicator
variable. Missing data were accounted for using the default option in
Mplus (i.e., pairwise deletion).

To address the second aim, we counted the number of children
meeting criteria for probable DSM-5 PCBD and ICD-11 PGD. In so
doing, symptom-scores were dichotomized as 0 = absent and
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1 = present, with IPG-items rated as present when scored with a 3 re-
sponse (on the 1-3 Likert scale), CDI-items rated as present when
scored 2 (on the 0-2 Likert scale), and the CPSS-item rated as present
when scored with a 2-3 response (on the 0-3 scale). Criteria for
probable PCBD-caseness required the presence of at least 1 separation
distress symptom (symptoms 1-4, Table 1) and at least 6 additional
symptoms (symptoms 5-16, Table 1), along with the presence of the
IPG functional impairment item (IPG-C: “I am doing worse (in school
and with friends) since s/he died”, IPG-A: “Since s/he died, my func-
tioning in different areas is impaired (for instance my functioning in
school, with friend, in my job”). Criteria for probable PGD-caseness
required the presence of at least 1 separation distress symptom
(symptoms 1-2, Table 2) and at least 1 additional symptom (symptoms
3-12, Table 2), along with the presence of the same ICG-R functional
impairment item. Pairwise agreement between tests was evaluated
using kappa statistics.

To address our third aim, we calculated mean scores of concurrently
assessed overall disturbed grief (IPG total score), depression (CDI total
score), PTSD cluster and total scores (CPSS), functional impairment
(CPSS) as rated by the children as well as internalizing, externalizing,
and total problem behavior (CBCL) rated by the parent. Using t-tests,
we compared these scores between children meeting vs. not meeting
criteria for PCBD and, additionally, for children meeting vs. not
meeting criteria for PGD.

3. Results
3.1. Participant characteristics

Participants recruited from bereavement support organizations
(n = 126) and those recruited from outpatient clinics (n = 206) did not
differ on variables assessed for the present study and were combined in
the analyses. Because PCBD and PGD can only be diagnosed after six
months after the loss, we removed data from 41 children who were in
the first half-year of bereavement, yielding a final sample of 291 chil-
dren. They had a mean age of 11.7 (SD = 2.7; range 8-17) years; 164
(56.4%) were girls. Most children had experienced the death of a father
(n = 170, 58.4%) or mother (n = 68, 23.4%), 26 (8.9%) lost a sibling,
and 23 (7.9%) another relative. Losses were caused by an illness in 154
(52.9%) cases, by an unnatural cause (i.e., accident, homicide, suicide)
in 65 (22.3%) cases, by an unexpected medical cause in 58 (19.9%)
cases, and by some other causes in 12 (4.1%) cases. Deaths occurred, on
average 34.6 (SD = 25.1, range 6-119) months prior to the data col-
lection.

3.2. Confirmatory factor analysis

With respect to PCBD, fit-indices pointed at good fit for the one-
factor model, two-factor model (both models: CFI = 0.95, TLI = 0.98,
RMSEA = 0.06), and three-factor model (CFI = 0.96, TLI = 0.98,
RMSEA = 0.05). However, in the two-factor model, the correlation
between factors was 0.997 and in the three-factor model, one of the
correlations between factors was > 1. This indicates that factors in the
two-factor and three-factor solutions were indistinguishable
(Muthén, 2011). Likewise, for PGD, the one-factor and two-factor
models both yielded adequate fit (CFI = 0.95, TLI = 0.97,
RMSEA = 0.06). Here also, the correlation between factors was >1.
Hence, within the present dataset, for PCBD and PGD one-factor models
seemed to fit the data best. Standardized factor loadings are shown in
Table 1 (PCBD) and Table 2 (PGD). For PCBD, loadings ranged from
0.41 to 0.79, with all but two loadings >0.50; for PGD, loadings ranged
from 0.37 to 0.71, with all but two loadings >0.50.

3.3. Prevalence rates, agreement, and correlates of caseness

The diagnostic rate for probable PCBD was 3.4% (n = 10) and for
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probable PGD it was 12.4% (n = 36). Tables 1 and 2 show mean scores
for each item and percentages of participants with symptoms “present”.
The difference in diagnostic rates according to the two criteria-sets was
statistically significant (Fisher's exact test, p < .001). There were no
‘unique’ PCBD cases (i.e., children meeting criteria for PCBD-caseness
but not PGD-caseness). There were 26 (9.3%) ‘unique’ ICD-11 PGD-

% with symptom present

) N — O @ (=)}
TN o g8 N duh2w cases (meeting PGD criteria but not PCBD criteria). Ten (3.4%) children
N met criteria for both PCBD and PGD, representing ’fair’ diagnostic
c8 B 8 2R § BRBER] agreement (Kappa = 0.40, SE = 0.09, p < .001; Landis and
5 | e S 88 g geeeg Koch, 1977)
2 |gs % ¥ 88 5 SR%3Q e diften
= A 8 & 22 3 dosSsSs No differences were found between PCBD and PGD cases and non-
cases in terms of the socio-demographic/loss variables that we assessed,
g with one exception: children meeting criteria for PCBD were more often
Q
% confronted with an unexpected loss compared to their counterparts not
§ meeting PCBD criteria (Fisher's exact test, p = .035).
&
it
§ 3.4. Concurrent validity of PCBD-caseness and PGD-caseness
EZ 88 5 ¢ BB 8 §oEgs
Se|mMR B N MH® ¥ ©oilOR Table 3 shows mean scores for all outcomes, for the total sample and
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for children meeting and not meeting criteria for PCBD-caseness and
PGD-caseness, together with t-tests testing for differences. For all self-
rated outcomes, children meeting criteria for PCBD (n = 10) had sig-
nificantly higher scores than children not meeting criteria (n = 281)
and children meeting criteria for PGD caseness (n = 36) had higher
scores than children not meeting criteria (n = 255); all p’s < .001. For
all parent-rated outcomes, PCBD cases and non-cases did not differ and
PGD cases and non-cases differed in terms of internalizing and total
problem behavior (p’s < .01)."

Inventory of Prolonged Grief for Children. IPG-A = Inventory of Prolonged Grief for Adolescents.

3.5. Additional analyses with less conservative symptom-threshold

As noted, symptom scores were dichotomized to calculate DSM-5
PCBD and ICD-11 PGD prevalence rates, with symptoms considered
“present” when scored with the highest response on the three-point
frequency-scale and symptoms considered “absent” when scored with
the lowest or intermediate responses on the three-point frequency-
scale. For exploratory reasons, we also calculated the prevalence rates,
agreement, and concurrent validity of DSM-5 PCBD and ICD-11 PGD
when using the less conservative threshold, with symptoms considered
present when rated with the intermediate or highest response on the
three-point frequency-scale. Using this cut-off, the probable diagnostic
rate for PCBD was 28.5% (n = 83) and for PGD it was 43.0% (n = 125).
Eighty-three (28.5%) participants met criteria for both PCBD and PGD,
representing substantial diagnostic agreement (Kappa = 0.69,
SE = 0.04, p < .001; Landis and Koch, 1977). With respect to the
concurrent validity, for all self-rated outcomes, children meeting cri-
teria for PCBD had significantly higher scores than children not meeting

I find it hard to do the things I normally do, because I think of him/her so much (IPG-C), I think of him/her so
Child Posttraumatic Stress-Disorder Symptom Scale. IPG-C

often, that it's hard for me to do the things I usually do (IPG-A)
It feels unfair that I am still alive while s/he is dead; I feel guilty about that (IPG-C), I feel guilty about the fact

that I am still alive while s/he is dead (IPG-A)

I am angry about his/her death (IPG-C, IPG-A)
I don't want to think about the fact that s/he is dead (IPG-C), I do everything to avoid thinking about the fact that

s/he is dead (IPG-A)
I do not feel guilty for the bad things that happen/Many bad things that happen are my fault/Everything bad

things that happen is my fault (CDI)
It feels difficult that s/he died, I think it's not fair (IPG-C), I find it hard to accept that s/he is dead (IPG-A)

It feels as if a part of me is dead (IPG-C), It feels as if part of me has died with his/her death (IPG-A)

I have fun with many things/I have fun with some things/Nothing is fun for me (CDI)

I am sad once in a while/I am sad many times/I am sad all the time (CDI)
It feels as if nothing really touches me (IPG-C, IPG-A)

Having much less interest or not doing the things you used to do (CPSS)

I would like to be with him/her (IPG-C), I long for him/her (IPG-A)

ICD-11 criteria for prolonged grief disorder and factor-loadings, mean scores, and percentage of participants with symptoms.

g criteria and children meeting criteria for PGD caseness had higher
E ; scores than children not meeting criteria (p’s <.001). For all parent-
E » rated outcomes, PCBD cases and non-cases differed in terms of inter-
= 7] . - -
5 nalizing (p < .05) and PGD cases and non-cases differed in terms of
g :f 5 B internalizing and total problem behavior (p’s <.001). Outcomes of
@ -~ o . .
s £ — '§ £ g these analyses are shown in Supplementary File A.
g 2 PE 5 |8
o g $e = g
s g §5 3§ o 4. Discussion
5 3 5w 8 Is] S
2 g 88 @ 3
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B s 2 S & g = 5, With respect to our first aim, confirmatory factor analyses indicated
2 9 9] . . . .
g s g i =g 8 K A that PCBD items loaded on a single dimension. Outcomes of the two-
[} - =) [ox o0 Kzl . . .
b g & g 2555 g factor and three-factor models indicated that symptoms of separation
28 3 gEsE85 | 8
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g g F 3 += o B onc'?é 5§28 tl-l) ! Differences between participants with vs. without PCBD and between par-
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] Xz S E = & 2 E £F°SE 2 — ticipants with vs. without PGD on all the self-rated outcomes for grief, de-
=, 3 o o R 3 g @ 8 E0 g EXEL =) P g
e @ SR <90 <A/ @ Am<HEAs | g pression, and PTSD remained statistically significant at the p < .001-level when
= o - 8 items that were used as indicators of PCBD and/or PGD were removed from
© - N [22] < mn o ©~ D O~~~ ls) . .
| Z these measures of grief, depression, and PTSD.
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Table 3
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Differences in psychopathology and functional impairment between children meeting/not meeting criteria for provisional PCBD and PGD diagnoses with con-

servative threshold for symptom presence.

Total sample

Meeting criteria for provisional PCBD-diagnosis?

Meeting criteria for provisional PGD-diagnosis?

No Yes No Yes
Self-rated M (SD) N M (SD) M (SD) t M (SD) M (SD)
Overall disturbed grief (IPG total)  50.60 (12.02) 291 49.75 (11.24) 74.30 (8.81) 6.83** 48.47 (10.71) 65.63 (9.91) 9.07**
Depression (CDI total) 10.60 (7.14) 290 10.12 (6.68) 24.00 (7.07) 6.44%* 9.57 (6.56) 17.86 (6.93) 7.03%*
Reexperiencing (CPSS) 4.17 (3.41) 291 3.99 (3.27) 9.30 (3.50) 5.04** 3.75 (3.15) 7.17 (3.72) 5.95%*
Avoidance (CPSS) 4.88 (4.24) 291 4.58 (3.89) 13.50 (4.81) 7.06%* 4.14 (3.62) 10.17 (4.61) 9.01**
Hyperarousal (CPSS) 4.59 (3.53) 291 4.41 (3.38) 9.80 (3.68) 4.94%* 4.15 (3.30) 7.69 (3.58) 5.97**
Overall PTS (CPSS total) 13.64 (9.99) 291 12.97 (9.29) 32.60 (10.88) 6.53%* 12.04 (8.87) 25.03 (10.17) 8.07**
Impairment in functioning (CPSS) 1.80 (1.72) 290 1.72 (1.68) 3.90 (1.37) 4.04%* 1.57 (1.64) 3.38 (1.44) 6.31%*
Parent-rated
Internalizing problems (CBCL) 12.50 (9.14) 279 12.45 (9.13) 13.81 (9.90) 0.46 11.90 (8.81) 16.57 (10.34) 2.90*
Externalizing problems (CBCL) 9.71 (8.53) 279 9.61 (8.41) 12.40 (11.60) 1.01 9.31 (8.11) 12.44 (10.71) 2.07
Total problems (CBCL) 38.95 (25.51) 279  38.71 (25.52) 45.54 (25.57) 0.83 37.37 (24.68) 49.62 (28.68) 2.71*

Note. Samples sizes differ due to occasional missing values. CDI = Children's Depression Inventory. CBCL = Child Behavior Checklist. CPSS = Child Posttraumatic
Stress-Disorder Symptom Scale. IPG = Inventory of Prolonged Grief. PTS = posttraumatic stress.

*p < .01. **p < .001.

distress and reactive distress and social/identity disruption did not re-
present distinguishable factors. Thus, the DMS-5 model was not con-
firmed with the present data. PGD items were also found to represent
one factor, rather than distinct factors of separation distress and ac-
companying symptoms as described in ICD-11. Our findings contrast
with our prior study among adults in which multidimensional models
for PCBD, with correlated, but distinct clusters of separation distress,
reactive distress, and social/identity disruption and for PGD with cor-
related, but distinct dimensions of separation distress and accom-
panying symptoms fit the data better than one-factor models—albeit
that one-factor models of PCBD and PGD also yielded acceptable fit
(Boelen et al., 2018). It would be relevant for future studies to further
explore the factor structure of PCBD and PGD symptoms among chil-
dren and adults as well as the invariance of the dimensionality across
age groups.

Our second aim was to compare the number of children meeting
criteria for a probable diagnosis of PCBD and a probable diagnosis of
PGD. The diagnostic rate for PCBD was lower (3.4%) than for PGD
(12.4%); all 10 children meeting criteria for PCBD also met criteria for
PGD, reflecting fair agreement (Landis and Koch, 1977). In our study
among adults, diagnostic rates were 6.4% for PCBD and 18.0% for PGD
(Boelen et al., 2018). Taken together, these findings suggest that the
overlap between PCBD as per DSM-5 and PGD as per ICD-11 is smaller
for bereaved children than for bereaved adults. However, this conclu-
sion is tentative given that no further studies evaluated and compared
diagnostic rates of PCBD and PGD in children and adults. The current
findings are consistent with our earlier findings in suggesting that PGD
criteria lead to considerably higher prevalence rates of disturbed grief
than PCBD criteria. ICD-11 seeks to offer relatively simple descriptions
of disorders and algorithms for classification and values sensitivity
(identifying people with the condition) over specificity (identifying
people without impairments; cf. Keeley et al., 2016; Killikelly and
Maercker, 2018). The use of simple descriptions enhances clinical uti-
lity of criteria and has great advantages for classification in lower-re-
sourced contexts. However, the down side may be that too many are
also falsely classified as suffering from disturbed grief.

To investigate the concurrent validity of PCBD and PGD (aim 3), we
examined the degree to which cases and non-cases, according to the
DSM-5 and ICD-11, differed in levels of concurrent self-rated mental
health, including overall disturbed grief, the DSM-IV based clusters of
PTSD, overall PTSD, and impairments in functioning. PCBD and PGD
both distinguished children with different levels of distress and dys-
function. That is, children with PCBD as per DSM-5 had poorer scores
than their counterparts not meeting criteria for PCBD. Similarly, PGD
cases had worse scores than non-cases. When looking at parent-rated

76

functioning of children, a slightly different picture emerged. PGD cases
differed from non-cases in terms of internalizing as well as total pro-
blem behavior (at a p < .001 level), whereas PCBD cases did not differ
from non-cases in terms of parent-rated outcomes. This suggests that
PGD criteria are somewhat more sensitive in differentiating between
different levels of distress as observed by parents. Our findings support
the concurrent validity of both PCBD and PGD and parallel evidence in
adults that both conditions are associated with distress and dysfunction
(Boelen et al., 2018; Maciejewski et al., 2016).

We conducted additional analyses with a less conservative threshold
for symptom-presence (i.e. with symptoms considered “present” when
rated with the intermediate or highest response on the three-point
scale). As could be expected, these analyses yielded higher rates of
PCBD-caseness (i.e. 28.5%) and PGD-caseness (43.0%) but, in accord
with our main analyses, continued to indicate that agreement between
DSM-5 PCBD and ICD-11 PGD was far from perfect, with ICD-11 PGD
criteria leading to considerably higher prevalence rates.

The present outcomes should be considered in the context of some
limitations. First, items assessing PCBD and PGD were taken from three
different instruments that were not specifically designed to tap the
symptoms; for instance, one PCBD item (“difficulty positive reminis-
cing”) was not covered. Consequently, conclusions should stay tentative
pending replication with measures specifically designed to assess the
whole range of PCBD and PGD symptoms. Notably, such measures have
been developed very recently (Andriessen et al., 2018; Kaplow et al.,
2018). Secondly, the prevalence rates of PCBD and PGD likely do not
generalize to the general population of bereaved children. That is be-
cause they are based on self-reported data that may give an over-
estimation of symptom rates compared to interview-based assessment
(Engelhard et al.,, 2007). Moreover, thresholds for considering a
symptom as present that we used do not perfectly mirror thresholds of
the criteria; e.g., DSM-5 prescribes that PCBD symptoms should be
present “on more days than not and to a clinically significant degree”
whereas we used high scores on Likert-scales as symptom-threshold. In
addition, prevalence rates are likely higher in the present sample
compared to the general population of bereaved children because all
the study participants received sought some form of help or support
following their loss—although this is not entirely sure given that we
used a fairly conservative threshold for symptom presence. Thirdly, our
goal was to compare DSM-5 PCBD criteria and ICD-11 PGD criteria; to
this end, we used scores on self-report scales as indicators of symptoms,
and used DSM-5-based and ICD-11-based diagnostic algorithms to cal-
culate prevalence rates of probable PCBD-caseness and PGD-caseness,
respectively. In clinical practice, this procedure should not be used to
diagnose grief-related disorders in children. Instead, expert clinical
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interviewing is required to diagnose children with PCBD and/or PGD in
that context. Fourthly, our findings may not generalize to PGD criteria
as put forth by Prigerson et al. (2009); although it is possible that these
criteria have better psychometric properties, it was considered perti-
nent to focus on criteria now included in the dominant classification
systems. A fifth limitation is that the lack of longitudinal data precluded
the evaluation of the predictive validity of criteria; in our study among
adults, the predictive validity of PCBD criteria was better than PGD
criteria (Boelen et al., 2018). Whether or not that also holds for children
still remains to be studied. One final relevant point is that DSM-5 and
ICD-11 descriptions of disturbed grief were central to this study. It is
notable that—apart from a different timing criterion and wording of
some symptoms—there are no differences between PCBD and PGD
criteria for children and for adults. Although our key interest was to
evaluate the DSM-5 and ICD-11 criteria as currently defined, more re-
search is urgently needed to examine whether these criteria are suffi-
ciently developmentally sensitive to capture essential features of dis-
turbed grief in childhood (cf. Kaplow et al., 2018).

Notwithstanding these considerations, this study adds knowledge
about the similarities and differences between PCBD in DSM-5 and PGD
in ICD-11 among help-seeking bereaved children. In a number of
ways—i.e., the nature of key symptoms, their ability to distinguish
between different levels of concurrent depression and PTSD—both
conditions seem similar, and both conditions can aid in identifying
bereaved children in need of professional care and support. On the
other hand, the overlap in terms of diagnostic rates is far from optimal.
More research is needed to evaluate and compare the DSM-5 and ICD-
11 criteria. Eventually, bereaved children across the world would
benefit from optimal harmonization of diagnostic systems such that
research findings on underlying mechanisms and treatments based on
DSM-5 PCBD criteria can inform treatment options for ICD-11 PGD (and
vice versa), and such that, independent of the country where a child
lives and the dominant diagnostic system of that county, children with
severe grief-related distress are identified.
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