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A B S T R A C T   

Background: There is a need for an interview-based measure to assess Prolonged Grief Disorder (PGD) included in 
the text revision of the fifth Diagnostic and Statistical Manual for Mental Disorder (DSM-5-TR) and 11th edition 
of the International Classification of Disease (ICD-11). We evaluated the psychometric properties of the Trau
matic Grief Inventory-Clinician Administered (TGI-CA); a new interview measuring DSM-5-TR and ICD-11 PGD 
severity and probable caseness. 
Methods: In 211 Dutch and 222 German bereaved adults, the: (i) factor structure, (ii) internal consistency, (iii) 
test-retest reliability, (iv) measurement invariance across subgroups (e.g., differing in language), (v) prevalence 
of probable caseness, (vi) convergent validity, and (vii) known-groups validity were examined. 
Results: Confirmatory factor analyses (CFAs) showed acceptable fit for the unidimensional model for DSM-5-TR 
and ICD-11 PGD. Omega values indicated good internal consistency. Test-retest reliability was high. Multi-group 
CFAs demonstrated configural and metric invariance for DSM-5-TR and ICD-11 PGD criteria for all group- 
comparisons; for some we found support for scalar invariance. Rates of probable caseness for DSM-5-TR PGD 
were lower than ICD-11 PGD. Optimal agreement in probable caseness was reached when increasing the number 
of accessory symptoms for ICD-11 PGD from 1+ to 3+. Convergent and known-groups validity was demonstrated 
for both criteria-sets. 
Limitations: The TGI-CA was developed to assess PGD severity and probable caseness. Clinical diagnostic in
terviews for PGD are needed. 
Conclusions: The TGI-CA seems a reliable and valid interview for DSM-5-TR and ICD-11 PGD symptomatology. 
More research in larger and more diverse samples is needed to further test its psychometric properties.   

1. Introduction 

Longing for the deceased and preoccupation with the deceased are 
common reactions to the death of a loved one. Most people adapt to 
bereavement without professional support (Lenferink et al., 2020; 
Nielsen et al., 2019). When grief reactions last and disrupt daily func
tioning, a grief disorder could be considered. The definition, conceptu
alization, and assessment of a grief disorder are topics of debate among 

scholars (see Lenferink et al., 2021). Currently, six different diagnostic 
criteria-sets for pathological or disturbed grief are used in practice and 
research (Boelen and Lenferink, 2020; Eisma et al., 2022). In short, a 
first set of criteria, called Prolonged Grief Disorder (PGD), was proposed 
by Prigerson et al. (2009) for inclusion in the fifth edition of the Diag
nostic and Statistical Manual for Mental Disorder (DSM-5) and the 11th 
edition of the International Classification of Diseases (ICD-11). A second 
criteria-set, named Complicated Grief was proposed by Shear et al. 
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(2011). However, these criteria-sets proposed by Prigerson and Shear 
were not included in these classifications systems. Instead, Persistent 
Complex Bereavement Disorder was included in DSM-5 (APA, 2013). 
PCBD was included as condition for further study and reflects a com
bination of the proposals by Prigerson et al. (2009) and Shear et al. 
(2011). Then, a draft proposal for ICD-11 PGD criteria was published by 
Maercker et al. (2013), followed by slightly different PGD criteria 
published in the final ICD-11 (WHO, 2018). Recently, a text revision of 
the DSM-5 (DSM-5-TR) was published including PGD (APA, 2022). 

While the most recent criteria for grief disorder in ICD-11 and DSM- 
5-TR are both called PGD, the content of the criteria slightly differ 
(Eisma et al., 2022). A first notable difference is that ICD-11 PGD can be 
diagnosed in adults and children six months after the loss. DSM-5-TR 
PGD can be diagnosed 12 months after the loss (and after six months 
for children). An important similarity is that both diagnostic sets include 
separation distress, in the form of yearning or longing for the deceased 
and/or preoccupation with the deceased. At least one of these should be 
present to meet DSM-5-TR and ICD-11 criteria. Then the DSM-5-TR PGD 
proposal proceeds with eight additional symptoms of which at least 
three should be present, including identity disruption, disbelief, avoid
ance of reminders, intense emotional pain, difficulty reintegrating (so
cial) activities, numbness, life is meaningless, and loneliness. The ICD- 
11 PGD criteria include ten additional symptoms, described as 
“sadness, guilt, anger, denial, blame, difficulty accepting the death, 
feeling one has lost a part of one’s self, an inability to experience positive 
mood, emotional numbness, difficulty in engaging with social or other 
activities”. The presence of at least one of these 10 additional symptoms, 
together with separation distress, indicates probable ‘caseness’ for ICD- 
11 PGD (WHO, 2018). Furthermore, in DSM-5-TR and ICD-11 these 
responses need to cause significant impairment in daily functioning and 
to exceed expected social, cultural, and religious norms. The difference 
in content between these two recent criteria-sets and the difference in 
diagnostic scoring rules likely explains the difference in prevalence 
rates. For instance, in a representative German bereaved sample, prev
alence rates of 3.3 % and 4.2 % were found when using these diagnostic 
scoring rules for DSM-5-TR and ICD-11, respectively (Rosner et al., 
2021). 

Measures of the diagnostic agreement and validity of the ICD-11 PGD 
and DSM-5-TR PGD criteria-sets were evaluated in at least six prior 
studies (Boelen and Lenferink, 2020, 2021; Kokou-Kpolou et al., 2022; 
Lenferink et al., 2022; Prigerson et al., 2021; Rosner et al., 2021). One 
study used exploratory factor analyses and found that ICD-11 and DSM- 
5-TR items were best represented as a unidimensional construct (Kokou- 
Kpolou et al., 2022). Two studies compared the statistical fit of a two- 
factor model (as proposed in ICD-11 and DSM-5-TR with one factor 
representing separation distress symptoms and a second factor repre
senting additional cognitive, emotional, behavioral symptoms) with a 
one-factor model for ICD-11 PGD and DSM-5-TR PGD items, showing 
that the two-factor model of both criteria-sets did not show a significant 
better fit than the one-factor model (Boelen and Lenferink, 2020; Len
ferink et al., 2022). Prigerson et al. (2021) and Boelen and Lenferink 
(2021) only evaluated the factor structure of DSM-5-TR PGD items and 
found support for a unidimensional construct. Support was also found 
for longitudinal measurement invariance (MI) of PGD DSM-5-TR items 
(Boelen and Lenferink, 2021). In the study from Boelen and Lenferink 
(2020), optimal agreement with DSM-TR-PGD (3+ accessory symptoms) 
was reached when 2+ accessory symptoms were present for ICD-11 
PGD. Rosner et al. (2021) found optimal agreement between the two 
criteria-sets for DSM-5-TR PGD (3+ accessory symptoms) and ICD-11 
PGD (4+ accessory symptoms). Lenferink et al.’s (2022) study showed 
similar prevalence rates of ICD-11 PGD (1+ accessory symptoms) and 
DSM-5-TR PGD (3+ accessory symptoms). These studies indicate that 
items from both criteria-sets have a unidimensional factor structure and 
that agreement in diagnostic rates increased when increasing the num
ber of accessory symptoms for ICD-11 PGD. 

In addition, people meeting criteria for self-rated DSM-5-TR PGD (3+

accessory symptoms) and ICD-11 PGD (1+ accessory symptom), have 
been found to report higher concurrent psychopathology levels (i.e., 
depression, anxiety, agoraphobia, and suicidal ideation) than people not 
meeting the criteria. The cases also differed in terms of established 
background and loss-related correlates of PGD (Boelen and Lenferink, 
2020). Symptom severity levels of DSM-5-TR PGD and ICD-11 PGD were 
significantly related to concurrent PTSD and depression levels and 
established background and loss-related correlates of PGD (Lenferink 
et al., 2022). Furthermore, DSM-5-TR PGD levels predicted PTSD, 
depression, and quality of life levels over time (Prigerson et al., 2021). 
These findings support convergent and known-groups validity of DSM-5- 
TR and ICD-11 PGD. 

While these prior studies provided preliminary support for the 
diagnostic performance of DSM-5-TR PGD and ICD-11 PGD, they are 
limited in several respects. First, all studies used data collected before 
the release of the PGD criteria in ICD-11 and DSM-5-TR. Except for two 
studies (i.e., Lenferink et al., 2022; Kokou-Kpolou et al., 2022), they all 
used outdated measures that were not designed to measure PGD as 
defined in DSM-5-TR and ICD-11. Furthermore, all these prior studies 
relied on self-reported questionnaire data. There was one exception: in 
one of the three existing datasets used by Prigerson et al. (2021) 
interview-based data were used (Prigerson et al., 2009). Interview-based 
assessments have several advantages. First, interviews may result in 
more accuracy in detecting cases, because surveys tend to overestimate 
symptom severity (cf. Lim et al., 2018). Second, interview-based 
assessment usually yield less missing data and non-responses 
compared with survey-based assessment. Third, interviews allow for 
explanation of questions and answers, which may lead to more mea
surement accuracy (Marta-Pedroso et al., 2007). Consequently, there is 
an urgent need to develop and validate a structured interview that may 
be used to screen for both DSM-5-TR PGD and ICD-11 PGD. Such an 
interview would enable direct comparison of the clinical utility of the 
PGD criteria-sets as defined in DSM-5-TR and ICD-11 (Lenferink et al., 
2021). Accordingly, we developed the Traumatic Grief Inventory- 
Clinician Administered (TGI-CA). The TGI-CA is an interview-version 
of the 22 item self-report version of the TGI, the TGI-SR+ (Lenferink 
et al., 2022), designed to assess PGD severity and probable caseness in 
terms of DSM-5-TR and ICD-11 PGD by asking bereaved people to rate 
how often they experienced each PGD symptom during the previous 
month on 5-point Likert scales. The TGI-CA is therefore not a clinical 
diagnostic interview allowing to set a formal diagnosis of PGD but, 
instead, only allows to screen for probable PGD. 

The main aim of this study was to evaluate the psychometric prop
erties of the TGI-CA. We first examined the factor structure. When 
comparing a two-factor model with a one-factor model, we did not 
expect a relevant improvement in fit for the 2-factor model over the 
unidimensional model for DSM-5-TR PGD (Boelen and Lenferink, 2020, 
2021; Prigerson et al., 2021) and ICD-11 PGD (Boelen et al., 2018, 
2019b; Killikelly et al., 2020). Different from what we planned in our 
preregistration (https://osf.io/63wkr), we did not evaluate psycho
metric properties of TGI-CA assessing PGD as defined by Prigerson et al. 
(2009) and DSM-5 PCBD (APA, 2013), as these criteria appeared to be 
outdated at the time of data-collection. Moreover, we expected the 
unidimensional factors to have good internal consistency reflected by 
McDonald’s omega >0.70 (Hayes and Coutts, 2020) and temporal sta
bility as indicated by strong associations between symptom levels over 
time. 

We expected to demonstrate MI of the PGD items (for DSM-5-TR and 
ICD-11 separately) tapped with the TGI-CA across subgroups of 
bereaved people differing in terms of language, gender, age, educational 
level, kinship to the deceased, time since loss, and cause of death. 
Furthermore, we examined probable rates of DSM-5-TR and ICD-11 
PGD. In addition, convergent validity was investigated by examining 
associations between probable caseness of DSM-5-TR and ICD-11 PGD 
and concurrently assessed levels of posttraumatic stress disorder (PTSD), 
depression, and functional impairment. We expected that probable 
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caseness (vs. probable non-caseness) was associated with more severe 
PTSD, depression, and functional impairment (Boelen and Lenferink, 
2020; Lenferink et al., 2022; Prigerson et al., 2021). Lastly, background 
and loss-related correlates of DSM-5-TR and ICD-11 PGD were examined 
for evaluating known-groups validity. We expected to find higher DSM- 
5-TR and ICD-11 PGD levels for women (vs. men), older (vs. younger) 
bereaved people, lower (vs. higher) educated people, people who lost a 
spouse/child (vs. another loved one), more recently (vs. remotely) 
bereaved, and people whose loved one died due to an unnatural (vs. 
natural) cause (Boelen and Lenferink, 2020; Heeke et al., 2019; Lundorff 
et al., 2017). 

2. Methods 

2.1. Procedure 

This cross-sectional study was part of a longitudinal study called 
‘TGI-CA Assessment after Loss in Europe (TALE) project’ (https://osf. 
io/a6hmc/). Dutch and German-speaking adults whose spouse, family 
member, or friend died at least six months earlier were eligible to 
participate. People were excluded when they were suicidal and/or had 
been diagnosed with a psychotic disorder (assessed with single items). 
Various recruitment strategies were used, including advertisement on 
social media, via convenience sampling (by the researchers reaching out 
to their social network), and by snowball sampling (asking participants 
to refer other to this study). Participants did not receive financial 
compensation. However, first-year psychology students could partici
pate in exchange for course credits. This study was preregistered before 
start of data-collection (https://osf.io/63wkr) and approved by local 
ethics committees in the Netherlands (Ethics Committee Psychology, 
University of Groningen) and Germany (Ethics Committee of Freie 
University Berlin). Participants gave written informed consent. Data 
collection started in November 2019 and ended in September 2020. The 
dataset is available via doi:10.17605/OSF.IO/A6HMC. Participation 
consisted of a telephone interview that lasted about 30–45 min. In
terviews were conducted by 14 undergraduate and graduate psychology 
students. They received a six-hour training by one or more of the authors 
who are experts in disturbed grief and interviewing (LL, CH, MF, and 
PB). The training addressed the theoretical background and phenome
nology of disturbed grief, PTSD, and depression and involved practicing 
interviewing skills. Monthly supervision took place with the in
terviewers and the research team. 

2.2. Participants 

In total, 433 people participated. Table 1 summarizes background 
characteristics of the participants. About half of the sample was Dutch- 
speaking (n = 211, 48.7 %). For the total sample, four out of five par
ticipants were women. Participants were 43 years old on average with 
the Dutch sample being slightly, but significantly younger than the 
German sample. Compared with the German sample, significantly more 
people in the Dutch sample had a university degree (55.5 % vs. 44.6 %). 
About four out of 10 people in the total sample had lost a partner or child 
and three quarter lost their loved one due to a natural cause. On average, 
the loss occurred six years ago; for the Dutch sample the death took place 
significantly more recently compared with the German sample. 

2.3. Measures 

2.3.1. PGD symptoms 
DSM-5-TR and ICD-11 PGD symptoms were assessed with the TGI- 

CA. This interview was developed in Dutch and German language for 
the purpose of this study. The TGI-CA is based on the 18-item Traumatic 
Grief Inventory-Self Report, originally developed and validated in Dutch 
(TGI-SR; Boelen and Smid, 2017; Boelen et al., 2019a) and subsequently 
translated to German (Comtesse and Rosner, 2017). Because the TGI-SR 

was developed before the release of the ICD-11 and DSM-5-TR it did not 
capture all PGD criteria. The TGI-SR was therefor recently extended by 
four items. This 22-item self-report questionnaire, called the Traumatic 
Grief Inventory-Self Report Plus (TGI-SR+) has been shown to be a 
reliable and valid instrument (Lenferink et al., 2022). Two changes were 
made in the TGI-CA compared to the TGI-SR+. First, in the TGI-CA, 
items were phrased as questions rather than statements (as in the TGI- 
SR+). Second, in the instructions and items, we replaced the wording 
“deceased loved one” with the first name (e.g., “Albert”) or relationship 
(e.g., “your husband”) of the deceased person. English, Dutch, and 
German translation of TGI-CA are freely available (https://osf. 

Table 1 
Characteristics of participants.   

Dutch 
sample (n 
= 211) 

German 
sample (n =
222) 

Total (N 
= 433) 

Differences 
between 
samples 

Gender, N (%)    χ2(1, 433) =
0.02, p = .896 

Man 40 (19.0) 41 (18.5) 81 
(18.7)  

Woman 171 (81.0) 181 (81.5) 352 
(81.3)  

Other 0 (0) (0) 0 (0)  
Age, M (SD) 41.3 (16.7) 44.8 (16.9) 43.1 

(16.9) 
t(431) = − 2.16, 
p = .031 

Level of education, 
N (%)    

χ2(1, 433) =
5.01, p = .024 

Primary school 2 (0.9) 1 (0.5) 3 (0.7)  
High school 51 (24.2) 62 (27.9) 113 

(26.1)  
Vocational 
education 

41 (19.4) 60 (27.0) 101 
(23.3)  

University 117 (55.5) 99 (44.6) 216 
(49.9)  

Deceased relative 
is my… N (%)    

χ2(1, 433) =
0.31, p = .576 

Partner/spouse 64 (30.3) 55 (24.8) 119 
(27.5)  

Child 16 (7.6) 35 (15.8) 51 
(11.8)  

Parent 63 (29.9) 67 (30.2) 130 
(30.0)  

Sibling 4 (1.9) 12 (5.4) 16 (3.7)  
Grandparent 39 (18.5) 34 (15.3) 73 

(16.9)  
Friend 11 (5.2) 8 (3.6) 19 (4.4)  
Other 14 (6.6) 11 (5.0) 25 (5.8)  

Time since loss in 
years, M (SD) 

5.28 (6.6) 7.2 (9.3) 6.24 
(8.2) 

t(431) = − 2.39, 
p = .017 

Cause of death    χ2(1, 433) =
0.26, p = .608 

Natural cause 165 (78.2) 169 (76.1) 334 
(77.1)  

Suicide 32 (15.2) 25 (11.3) 57 
(13.2)  

Accident 9 (4.3) 18 (8.1) 27 (6.2)  
Homicide 1 (0.5) 2 (0.9) 3 (0.7)  
Other 4 (1.9) 8 (3.6) 12 (2.8)  

Expectedness of 
death…, M (SD) 

3.1 (1.6) 3.2 (1.7) 3.2 (1.6) t(430) = − 0.57, 
p = .567 

Number of losses    χ2(1, 432) =
30.82, p < .001 

1 125 (59.2) 73 (33.0) 198 
(45.7)  

2 44 (20.9) 53 (24.00) 97 
(22.5)  

3 28 (13.3) 48 (21.7) 76 
(17.6)  

4 11 (5.2) 36 (16.3) 47 
(10.9)  

5 or more 3 (1.4) 11 (5.0) 14 (3.2)  

Note. The following variables were dichotomized: relationship to the deceased 
(0 = other than child/spouse, 1 = child/spouse), cause of death (0 = natural, 1 
= unnatural), and number of losses (0 = single loss, 1 = multiple losses). 
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io/a6hmc/). Participants were instructed to state how often they expe
rienced each symptom during the previous month, on 5-point Likert 
scales with anchors 1 = never, 2 = seldom, 3 = sometimes, 4 = often, 5 
= always. See Supplemental Table 1 for TGI-CA items. 

To meet DSM-5-TR PGD criteria, at least one out of two symptoms of 
the B Criterion, at least three out of eight symptoms of the C Criterion, 
and the functional impairment criterion should be endorsed (APA, 
2013). A symptom is considered endorsed when rated with 4 or 5. To 
fulfill ICD-11 PGD criteria, the following scoring rule was used: the 
presence of at least one out of two symptoms of the B criterion, at least 
one out of ten symptoms of the C criterion, and endorsement of the 
functional impairment criterion (WHO, 2018). Again, a score of at least 
4 was used for symptom endorsement. 

2.3.2. PTSD levels 
The Dutch (Boeschoten et al., 2014) and German (Krüger-Gottschalk 

et al., 2017) Posttraumatic Stress Disorder Checklist for DSM-5 (PCL-5) 
was used to assess PTSD symptoms related to the death of their loved one 
(Weathers et al., 2013). It encompasses 20 items, scored on 5-point 
Likert scales (0 = not at all, 1 = a little bit, 2 = moderately, 3 = quite 
a bit, 4 = extremely). An example item is: “In the past month, how much 
were you bothered by feeling jumpy or easily startled?” While “in the past 
month, how much were you bothered by…” is included in the instruc
tion in the original measure, we included it in each item during the in
terviews. McDonald’s omega levels were high in the current study; ω =
0.91 for Dutch and ω = 0.90 for German sample. 

2.3.3. Depression levels 
Depression levels were assessed using the Dutch (van Steenbergen- 

Weijenburg et al., 2010) and German (Gräfe et al., 2004) translation 
of the Patient Health Questionnaire-9 (PHQ-9; Kroenke et al., 2001). The 
PHQ-9 assesses depression symptoms experienced during the past two 
weeks. Items (e.g., “Over the last 2 weeks, how often have you been 
bothered by any of the following problems? Feeling down, depressed, or 
hopeless”) were rated on 4-point Likert scales (0 = not at all, 1 = on 
some days, 2 = on more than half of the days, 3 = almost every day). 
Item scores were summed to represent a total score ranging from 0 to 27. 
We rephrased the items such that they were questions instead of state
ments (e.g. “Over the last 2 weeks, how often have you been bothered by 
feeling down, depressed, or hopeless?”). The PHQ-9 demonstrated 
acceptable internal consistency in the Dutch (ω = 0.77) and German (ω 
= 0.82) sample. 

2.3.4. Functional impairment 
Functional impairment was measured with the 5-item Work and 

Social Adjustment Scale (WSAS; Mundt et al., 2002) in Dutch (de Graaf 
et al., 2009) and German (Lutz et al., 2019). People rated to what extent 
the death of their loved one impaired them in their (i) work, (ii) 
household chores, (iii) social activities, (iv) leisure activities, and (v) 
close relationships, on a scale from 1 = not at all through 9 = severely. 
The answer option “not applicable” was added to the item referring to 
work. The WSAS demonstrated good internal consistency in both sam
ples (Dutch ω = 0.81 and German ω = 0.80). 

2.4. Statistical analyses 

2.4.1. Descriptive statistics 
We started with testing for differences between the language groups 

(0 = Dutch, 1 = German) in terms of the background and loss-related 
characteristics. Chi-square tests were used for dichotomized variables 
(gender (0 = man, 1 = woman), educational level (0 = other than 
university, 1 = university), kinship (0 = other than child/spouse, 1 =
child spouse), cause of death (0 = natural, 1 = unnatural), and number 
of losses (0 = single loss, 1 = multiple loss)). t-tests were used for 
continuous variables (i.e., age in years, time since loss in years, and 
expectedness of death). 

2.4.2. Confirmatory factor analyses 
Confirmatory factor analyses (CFAs) were performed in Mplus 

version 8.4 (Muthén and Muthén, 1998–2019) to examine the factor 
structure for DSM-5-TR PGD and ICD-11 PGD items. Kurtosis values for 
each TGI-CA item were <10 and skewness <3; robust maximum likeli
hood estimation was used. The following fit statistics were evaluated, 
whereby Comparative Fit Index (CFI) and Tucker Lewis Index (TLI) 
values > 0.90 represent acceptable fit and >0.95 excellent fit. Values 
below 0.10 of the Root Mean Square Error of Approximation (RMSEA) 
with 90 % confidence intervals (CI) and Standardized Root Mean Square 
Residual (SRMR) indicated acceptable fit and below 0.05 excellent fit. 
Lower Akaike, Bayesian, and Sample-Size adjusted Bayesian information 
criteria (AIC, BIC, and SS-BIC) were preferred when comparing the one- 
and two-factor models for ICD-11 and DSM-5-TR separately (Kline, 
2005). To statistically test the difference in fit of the nested one-and two- 
factor models, Satorra-Bentler scales Chi-Square tests were used 
(Muthén & Muthén, 2023). Less than 2 % of the TGI-CA items were 
missing and handled with full information maximum likelihood 
estimation. 

2.4.3. International consistency 
Internal consistencies of the DSM-5-TR PGD and ICD-11 PGD items 

were examined using Hayes’ add-on for SPSS to calculate McDonald’s 
omega (ω). Values >0.70 represent acceptable internal consistency 
(Hayes and Coutts, 2020). 

2.4.4. Test-retest reliability 
Temporal stability was examined by correlating DSM-5-TR and ICD- 

11 PGD sum scores assessed at the first time-point with sum scores using 
data from 289 people who completed the TGI-CA twelve months later. 
For more details about all measures used in follow-up interview see htt 
ps://osf.io/a6hmc/. 

2.4.5. Measurement invariance 
MI across groups was tested for DSM-5-TR and ICD-11 separately 

following the guidelines of Van de Schoot et al. (2012). Testing MI 
consists of comparing the fit of one model with a more constrained 
model, using the CONFIGURAL METRIC SCALAR COMMAND in Mplus. 
A difference in CFI value of ≤0.02 and a non-significant χ2 value (p >
.05) demonstrates invariance for the more constrained model (Chen, 
2007; Gloster et al., 2021; Putnick and Bornstein, 2016). Because con
cerns have been raised that the Chi-square difference test is too strict in 
favoring less constrained models (Meade et al., 2008; Milfont and 
Fischer, 2010), we relied on the difference in CFI values for model 
comparisons. 

Examination of MI constitutes of three steps. The first step is exam
ination of a model in which factor loadings and intercepts are allowed to 
vary freely across the groups (Model 1: configural invariance). Support 
for configural invariance implies that the number of factors is similar 
across groups and the underlying factor structure is adequate in both 
groups. In the second step, factor loadings were constrained to be equal 
across groups (Model 2: metric invariance), which assumes that the 
items contribute equally to the factor across groups. In the third step, the 
factor loadings and intercepts were constrained to be equal across 
groups (Model 3: scalar invariance). When supported, this indicates that 
the items contribute equally to the factor across groups and that the 
levels of the underlying items (intercepts) are equal across groups. 
Multigroup CFAs were conducted among language groups (Dutch vs. 
German), gender (men vs. women), age (younger than 45 years vs. older 
than 45 years), educational level (lower than university vs. university), 
kinship to the deceased (child/spouse vs other), time since loss (less vs. 
more than two years bereaved), and cause of death (natural vs. 
unnatural). 

A complementary method to test for MI, which was pointed out to us 
by one of the reviewers and therefore not described in our pre- 
registration, is to examine the presence of differential item functioning 
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(DIF; Elis, 1989). Assessing DIF entails testing whether individual item 
scores differ across groups (e.g., Dutch vs. German) while controlling for 
the overall latent variable (e.g., PGD). Following the procedures used in 
prior research (Shevlin et al., 2022), DIF was tested by specifying a 
Multiple Indicators Multiple Causes (MIMIC) model, because it allows 
among others for examination of multiple grouping variables in one 
factor model and can be used to identify the source of any invariance at 
the item level (Rubio et al., 2008). The MIMIC model was built by 
regressing the latent variable on each of the grouping variables. 
Furthermore, the direct effect for each item of the latent variable on the 
grouping variables was fixed to zero. Modification indices (MIs, indi
cating the expected change in chi-square for one degree of freedom) and 
standardized expected parameter change values (SEPCs, indicating the 
estimated value of the regression parameter) were used for determining 
which direct effect should be included to improve model fit. A direct 
path was included when its MI was >10 (which are displayed by default 
in MPlus) and SEPC >0.20 (as recommended by Kaplan (1989)). In an 
iterative process, the path with the largest MI and SEPC values was freed 
and the model was re-estimated. This was continued until the model did 
not contain paths with MI and SEPC values >10 and 0.20, respectively. 

2.4.6. Probable prevalence rates 
Frequencies of probable caseness of PGD was determined using 

diagnostic scoring rules for DSM-5-TR (APA, 2022) and ICD-11 (WHO, 
2018), which requires ≥1 B criterion symptom for DSM-5-TR and ICD- 
11, and ≥3 C criterion symptoms for DSM-5-TR PGD and ≥1 for ICD- 
11 PGD, plus endorsement of functional impairment criterion (i.e., D 
criterion; see Supplemental Table 1). Chi-square tests were used to 
compare probable prevalence rates of PGD between DSM-5-TR and ICD- 
11. 

Following prior research (Boelen and Lenferink, 2020; Rosner et al., 
2021), we also calculated probable ICD-11 PGD rates when increasing 
the number of required C criterion symptoms for ICD-11 PGD, from 2+
through 6+. Pairwise agreement between DSM-5-TR PGD and ICD-11 
PGD (with different numbers of Criterion C symptoms) was evaluated 
using Kappa statistics with 95 % confidence intervals (CIs). 

2.4.7. Convergent validity 
Differences in levels of PTSD, depression, and functional impairment 

between people with and without probable PGD in DSM-5-TR and ICD- 
11 (considered separately) were tested using Mann-Whitney tests for 
non-normally distributed outcomes. The Kolmogorov-Smirnov test 
indicated that symptom levels were non-normally distributed. None of 
the PTSD and depression items were missing. On the functional 
impairment measure, 15 participants (3.5 %) responded ‘not applicable’ 
to the item referring to impairment in work and one person (0.2 %) 
missed an answer for the item referring to impairment related to family 
and relations. We replaced these answers with item means. Effect sizes r 
were calculated for differences in symptom levels between probable 
cases and non-cases by dividing the z-scores by the square root of the 
total number of participants. Effect sizes r < 0.30 were considered small, 
≥0.30 and <0.50 medium, and ≥0.50 large (Rosenthal, 1991). 

2.4.8. Known-groups validity 
To test whether the summed 10 DSM-5-TR items and 12 ICD-11 PGD 

items differed between gender (women vs. men), age (in years), 
educational level (lower than university vs. university), kinship to the 
deceased (loss of child/spouse vs other), time since loss (in years), and 
cause of loss (natural vs. unnatural loss), Mann-Whitney tests were 
conducted for dichotomized variables and Spearman’s correlations for 
continuous outcomes. 

3. Results 

3.1. Dimensionality of the TGI-CA 

Table 2 shows the results of the CFAs. All fit indices were acceptable 
for the one- and two-factor model for DSM-5-TR PGD. The fit of the two- 
factor model was slightly better as indicated by lower AIC, BIC, and SS- 
BIC values and a significant χ2 difference test (Δχ2 = 6.31, p < .05). 
However, a very strong correlation was found between the two factors (r 
= 0.94, p < .001) indicating that factors were not meaningfully distinct. 
The more parsimonious one-factor model was therefore retained. 

For the unitary model of ICD-11 PGD, the RMSEA and SRMR values 
were acceptable; the CFI and TLI values were below 0.90. Again the fit of 
the two-factor model slightly improved indicated by lower AIC, BIC, and 
SS-BIC values and a significant χ2 difference test (Δχ2 = 8.41, p < .01), 
but its TLI value was still below 0.90. Again, a strong association was 
found between the two factors (r = 0.88, p < .001), pointing to the 
preference of the more parsimonious one-factor model for ICD-11 PGD. 
Additionally, MIs for the one-factor model indicated that the error-terms 
of item-pairs C8 (“difficulties experiencing positive feelings”) and C9 
(“feeling emotionally numb”) and C8 and C10 (“difficulty moving on”) 
were strongly correlated. Considering the item content, this likely 
stemmed from non-random measurement error. When correlating these 
error-terms, all fit indices were acceptable. See Table 3 for factor 
loadings. 

3.2. Internal consistency 

McDonald’s omega values were 0.89 for the 10 items representing 
DSM-5-TR criteria and 0.90 for the 12 ICD-11 PGD items. 

3.3. Test-retest reliability 

Association between DSM-5-TR PGD levels at the first time-point 
were strongly associated with symptom levels 12 months later 
(ρ(289) = 0.82, p ≤ .001). For ICD-11 PGD, similar association was 
found (ρ(289) = 0.81, p ≤ .001). 

3.4. Measurement invariance 

Findings from the multigroup CFAs are shown in Supplemental 
Material Tables 2 and 3. For DSM-5-TR PGD, configural, metric, and 
scalar invariance were demonstrated for the group-comparisons 
regarding language, gender, age, educational level, and cause of loss. 
This means that across these subgroups, the underlying factor structure 
of the DSM-5-TR PGD items was similar, items contributed equally to 
their factor, and item means showed similar patterns. Regarding 
multigroup CFAs for the subgroups in terms of kinship to the deceased 
and time since loss, we found support for configural and metric invari
ance, but not for scalar invariance. This indicates that the underlying 
factor structure of the items was similar across the groups and that the 
items contributed equally to the factors, but patterns of item means were 
not equal between these groups. 

For ICD-11 PGD, we demonstrated configural, metric, and scalar 
invariance across gender, educational level, and cause of loss. Thus, 
underlying factor structure, contribution of item to the factor, and 
pattern of item means were similar across these groups. For the other 
group-comparisons, we found support for configural and metric invari
ance, but not for scalar invariance. This indicates that the underlying 
factor structure and contribution of items to the factor but not the item 
means were equal between these groups. 

Findings from MIMIC models for DSM-5-TR PGD, indicated that DIF 
was detected for four (out of 70 possible) item to grouping variable 
paths. Fit indices of DIF models are shown in Supplemental Material 
Table 4. The largest MI and SEPC values were found for age and the item 
representing PGD B2 symptom (MI = 15.33, SEPC = 0.380). After re- 
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estimating the model including this direct path, the R-squared value for 
this item increased from 0.320 to 0.345 (ΔR2 = 0.025), indicating that 
DIF accounted for 2.5 % of the variance in this particular item. 
Furthermore, the next largest direct path was found between time since 
loss and the PGD C1 symptom (MI = 12.95, SEPC = 0.422), followed by 
language groups and the item representing symptom C2 (MI = 11.87, 
SEPC = − 0.339). Including these direct paths minimally increased the 
explained variance (ΔR2 = 0.029 and ΔR2 = 0.020, resp.). 

For ICD-11 PGD, findings from MIMIC models showed DIF for seven 
(out of 85 possible) direct paths. The largest MI/SEPC values were found 
for the path between language and the item assessing symptom C5 (MI 
= 20.12, SEPC = − 0.324). Adding this path increased R2 for this item by 
0.025. The next largest paths were found between age and item assessing 
symptom B2 (MI = 18.93, SEPC = 0.422, ΔR2 = 0.033), language and 
item assessing C4 symptom (MI = 14.58, SEPC = − 0.376, ΔR2 = 0.026), 
kinship and item tapping C7 symptom (MI = 13.93, SEPC = 0.435, ΔR2 

= 0.013), gender and C8 symptom (MI = 11.964, SEPC = − 0.357, ΔR2 

= 0.022), age and C8 symptom (MI = 10.662, SEPC = − 0.259, ΔR2 =

0.019), and time since loss and item measuring C4 symptom (MI =

10.914, SEPC = − 0.349, ΔR2 = 0.011). 

3.5. Probable PGD caseness 

Twenty-one people (4.8 %) met criteria for probable DSM-5-TR PGD. 
Twenty-seven people (6.2 %) met criteria for probable ICD-11 PGD; 20 
people (4.6 %) met criteria for both DSM-TR PGD criteria and ICD-11 
PGD when using the scoring rule of ≥1 accessory symptom. When 
increasing the number of accessory symptoms for ICD-11 PGD, the 
highest diagnostic agreement with DSM-5-TR PGD was reached, when 
3+ accessory symptoms were used for ICD-11 PGD (see Table 4). 

3.6. Convergent validity 

Mann-Whitney tests showed that participants meeting probable 
DSM-5-TR criteria reported significantly higher PTSD, depression, and 
functional impairment levels than those not meeting the criteria. For 
ICD-11 PGD similar differences were found (see Table 5). Effect sizes of 
differences were small to medium. 

3.7. Known-groups validity 

As anticipated, DSM-5-TR PGD and ICD-11 PGD levels were signifi
cantly higher for women (vs. men), more recently (vs. less recently) 
bereaved people, people who lost a child/spouse (vs. other loved one), 
and those whose loved one died due to an unnatural (vs natural) cause of 
death (see Table 6). Educational level was not significantly related to 
PGD levels. 

4. Discussion 

We evaluated the psychometric properties of the TGI-CA, an 

Table 2 
Fit indices confirmatory factor analysis.   

χ2 (df) p-Value CFI TLI RMSEA (90 % CI) SRMR AIC BIC SS-BIC 

DSM-5-TR PGD 
1-Factor model 105.21 (35)  <.001  0.95  0.93 0.068 (0.053–0.083)  0.044  11,719.89  11,842.02  11,746.81 
2-Factor model 98.79 (34)  <.001  0.95  0.93 0.066 (0.051–0.082)  0.043  11,713.88  11,840.08  11,741.70  

ICD-11 PGD 
1-Factor model 302.99 (54)  <.001  0.89  0.87 0.086 (0.074–0.098)  0.056  13,501.69  13,648.24  13,534.00 
2-Factor model 217.76 (53)  <.001  0.90  0.87 0.085 (0.073–0.097)  0.054  13,492.40  13,643.01  13,525.60 
1-Factor model with correlated error terms 168.36 (52)  <.001  0.93  0.91 0.072 (0.060–0.084)  0.050  13,427.27  13,581.96  13,461.37 

Note. AIC = Akaike Information Criterion; BIC = Bayesian Information Criterion; CFI = Comparative Fit Index; CI = confidence interval; DSM-5-TR = 5th text revised 
edition of the Diagnostic and Statistical Manual of Mental Disorders. ICD-11 = 11th edition of the International Classification of Diseases; PGD = Prolonged Grief 
Disorder; RMSEA = Root Mean Square Error of Approximation; SRMR = Standardized Root Mean Square Residual; SS-BIC = sample-size adjusted Bayesian information 
criterion; TLI = Tucker Lewis Index. 

Table 3 
Standardized factor loadings of the 1-factor models of DSM-5-TR PGD and ICD- 
11 PGD (N = 433).   

Factor loading SE 

DSM-5-TR PGD 
B1  0.730  0.028 
B2  0.563  0.040 
C1  0.728  0.029 
C2  0.621  0.037 
C3  0.311  0.056 
C4  0.786  0.023 
C5  0.633  0.037 
C6  0.660  0.037 
C7  0.763  0.024 
C8  0.682  0.032  

ICD-11 PGD 
B1  0.704  0.032 
B2  0.589  0.037 
C1  0.784  0.022 
C2  0.580  0.044 
C3  0.672  0.038 
C4  0.649  0.036 
C5  0.385  0.050 
C6  0.756  0.030 
C7  0.722  0.029 
C8  0.636  0.037 
C9  0.649  0.040 
C10  0.605  0.040 

Note. DSM-5-TR = 5th text revised edition of the Diagnostic and Statistical 
Manual of Mental Disorders; ICD-11 = 11th edition of the International Clas
sification of Diseases; PGD = Prolonged Grief Disorder; SE = standard error. 

Table 4 
Prevalence rates of ICD-11 PGD with increasing number of required accessory 
symptoms and pairwise agreement with DSM-5-TR PGD (N = 433).   

Caseness Diagnostic 
agreement with 
DSM-5-TR PGD 

ICD-11 PGD caseness with increasing number of 
accessory symptoms 

N % κ 95 CI 

1+ 27  6.2  0.82 0.70–0.94 
2+ 24  5.5  0.88 0.78–0.98 
3+ 20  4.6  0.92 0.84–1.10 
4+ 14  3.2  0.79 0.64–0.94 
5+ 14  3.2  0.79 0.64–0.94 
6+ 11  2.5  0.68 0.49–0.87 

Note. DSM-5-TR = 5th text revised edition of the Diagnostic and Statistical 
Manual of Mental Disorders; ICD-11 = 11th edition of the International Classi
fication of Diseases; PGD = Prolonged Grief Disorder. 
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interview-based tool for PGD severity and probable caseness in terms of 
DSM-5-TR and ICD-11 PGD. This validation study was conducted among 
211 Dutch and 222 German bereaved people. Psychometric properties of 
the TGI-CA were evaluated in terms of the factor structure, internal 
consistency, test-retest reliability, MI across subgroups, agreement in 
prevalence rates, convergent validity, and known-groups validity. 

Our first main finding was that CFAs indicated that the unidimen
sional model for DSM-5-TR PGD and ICD-11 PGD showed acceptable fit. 
While the two-factor model (with separation distress and the accessory 
symptoms representing distinct factors) showed a slightly better statis
tical fit than the one-factor model, correlations between the two factors 
were very strong (r = 0.94 for DSM-5-TR PGD and r = 0.88 for ICD-11 
PGD), pointing to no meaningful distinction between the two factors. 
The most parsimonious one-factor models were therefore retained. This 
aligns with prior research showing a satisfactory fit for the unidimen
sional models for DSM-5-TR PGD (Boelen and Lenferink, 2020, 2021; 
Prigerson et al., 2021) and ICD-11 PGD (Boelen et al., 2018, 2019a, 
2019b; Killikelly et al., 2020) using instruments that did not assess all 
DSM-5-TR and ICD-11 PGD criteria. Recent studies evaluating psycho
metric properties of the self-report questionnaire version (i.e., TGI-SR+) 
of the TGI-CA also support the unidimensional factor structure of DSM- 
5-TR and ICD-11 PGD in exploratory and confirmatory factor analyses 
(Kokou-Kpolou et al., 2022; Lenferink et al., 2022). As expected, the 
unidimensional factors had good internal consistency, which is compa
rable to values found in a validation study using the TGI-SR+ (Lenferink 
et al., 2022). The TGI-CA demonstrated good temporal stability based on 
strong associations that were found using data from 289 people who 
completed the TGI-CA twice with a one year time-interval. 

The second main finding was that for all multi-group CFAs, we found 

support for configural and metric invariance for both DSM-5-TR and 
ICD-11 PGD criteria. This means that, for both criteria-sets, the under
lying factor structure and the contribution of each item to the factor is 
equal between Dutch vs. German speaking participants, men vs. women, 
younger vs. older people, lower vs. higher educated people, people who 
lost their child or spouse vs. other loved one, more recently vs. remotely 
bereaved people, and people who experienced a natural vs. unnatural 
loss. For some comparisons we also found support for scalar invariance, 
meaning that the groups can be compared on latent PGD scores. For 
DSM-5-TR PGD, this was true for language, gender, age, educational 
level, and cause of loss, but not for kinship to the deceased, and time 
since loss. For ICD-11 PGD, scalar invariance was supported for gender, 
educational level, and cause of loss, but not for language, age, kinship to 
the deceased, and time since loss. Thus, some caution is warranted when 
comparing the scores for these groups for which we could only establish 
partial MI. In addition, MIMIC models were estimated to test for DIF. 
After controlling for overall PGD levels, we found that some of the 
grouping variables (i.e., gender, age, language, kinship, or time since 
loss) led to difference in scores on three DSM-5-TR PGD items and five 
ICD-11 PGD items. The effect sizes were however small (i.e., additional 
explained variance when including the path ranged between 1.3 and 3.3 

Table 5 
Differences in posttraumatic stress, depression, and functional impairment 
levels between cases and non-cases (N = 433).   

Median IQR U z p- 
Value 

r 

Posttraumatic stress disorder levels 
DSM-5-TR 

PGD non- 
cases  

30.00 25.00–39.00  914.00  − 6.10  <.001  − 0.29 

DSM-5-TR 
PGD cases  

55.00 46.50–62.00     

ICD-11 PGD 
non-cases  

30.00 25.00–39.00  1534.00  − 6.27  <.001  − 0.30 

ICD-11 PGD 
cases  

51.00 40.00–60.00      

Depression levels 
DSM-5-TR 

PGD non- 
cases  

14.00 12.00–18.00  1012.50  − 5.94  <.001  − 0.29 

DSM-5-TR 
PGD cases  

23.00 19.50–27.00     

ICD-11 PGD 
non-cases  

14.00 12.00–18.00  1644.50  − 6.11  <.001  − 0.29 

ICD-11 PGD 
cases  

22.00 18.00–26.00      

Functional impairment levels 
DSM-5-TR 

PGD non- 
cases  

16.52 10.00–23.00  1339.50  5.34  <.001  − 0.26 

DSM-5-TR 
PGD cases  

30.00 26.52–34.00     

ICD-11 PGD 
non-cases  

16.00 10.00–23.00  1620.00  − 6.14  <.001  − 0.29 

ICD-11 PGD 
cases  

30.00 25.00–35.00     

Note. DSM-5-TR = 5th text revised edition of the Diagnostic and Statistical 
Manual of Mental Disorders; ICD-11 = 11th edition of the International Classi
fication of Diseases; IQR = interquartile range; PGD = Prolonged Grief Disorder. 

Table 6 
Sociodemographic and loss-related correlates of prolonged grief (N = 433).   

DSM-5-TR 
PGD 

Test statistic ICD-11 PGD Test statistic 

Gender, 
median 
(IQR)     
Men 16.00 

(13.00–23.50) 
U =
10,949.50, z 
= − 3.26, r 
= − 0.16 

18.00 
(14.50–27.50) 

U =
11,389.00, z 
= − 2.826, r 
= − 0.16 

Women 19.00 
(15.00–26.00)  

22.00 
(17.00–29.00)  

Education 
level, 
median 
(IQR)     
Lower than 
university 

19.00 
(14.50–25.00) 

U =
22,933.00, z 
= − 0.39, r 
= − 0.01 

21.00 
(16.00–29.00) 

U =
23,227.50, z 
= − 0.16, r 
= − 0.02 

University 18.00 
(14.00–26.00)  

20.00 
(16.00–29.00)  

Time since 
loss (in 
years)  

ρ = 0.37  ρ = − 0.37 

Kinship to the 
deceased, 
median 
(IQR)     
Other than 
spouse/ 
child 

18.00 
(14.00–23.00) 

U =
14,689.50, z 
= − 6.03, r 
= − 0.29 

20.00 
(16.00–25.00) 

U =
15,214.00, z 
= − 5.62, r 
= − 0.27 

Spouse/ 
child 

22.00 
(17.00–30.00)  

25.00 
(18.00–34.25)  

Cause of 
death, 
median 
(IQR)     
Natural 18.00 

(14.00–25.00) 
U =
13,445.00, z 
= − 2.83, r 
= − 0.14 

20.00 
(16.00–27.25) 

U =
13,326.50, z 
= − 2.94, r 
= − 0.14 

Unnatural 21.00 
(16.00–30.00)  

24.00 
(17.00–34.00)  

Note. DSM-5-TR = 5th text revised edition of the Diagnostic and Statistical 
Manual of Mental Disorders; ICD-11 = 11th edition of the International Classi
fication of Diseases; IQR = interquartile range; PGD = Prolonged Grief Disorder. 
* p < .05, **p < .01, ***p < .001. 
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%), which indicated that it is unlikely that these differences substantially 
affect conclusions drawn about differences in PGD levels across these 
groups. 

Our third main finding was that probable prevalence rates of DSM-5- 
TR PGD were somewhat lower than ICD-11 PGD (4.8 % vs. 6.2 %). A 
previous study using a representative German sample found similar 
rates, i.e., 3.3 % for DSM-5-TR and 4.2 % for ICD-11 PGD (Rosner et al., 
2021). As indicated by prior research (Boelen and Lenferink, 2020; 
Eisma et al., 2020), the diagnostic scoring rule of 1+ accessory symp
toms for ICD-11 might be too lenient, leading to overestimation of 
caseness. Indeed, when increasing the number of accessory symptoms 
for ICD-11 to 3+ accessory symptoms optimal agreement was found 
with DSM-5-TR PGD. Earlier studies also found that increasing the 
number of accessory symptoms for ICD-11 PGD led to higher agreement. 
For instance, Boelen and Lenferink (2020) found optimal agreement 
using 2+ and Rosner et al. (2021) found optimal agreement using 4+
accessory symptoms. Discrepancies between the number of accessory 
symptoms for ICD-11 might be due use of different instruments to assess 
DSM-5-TR and ICD-11 PGD across these studies. 

Last, as expected, our findings supported convergent and known- 
groups validity for both criteria-sets. People who met criteria for DSM- 
5-TR PGD and ICD-11 PGD reported significantly higher PTSD, depres
sion and functional impairment levels. This aligns with prior research 
(Boelen and Lenferink, 2020; Lenferink et al., 2022; Prigerson et al., 
2021). Furthermore, women, more recently bereaved people, those who 
lost a spouse or child, and those whose loved one died due to an un
natural cause (e.g., suicide) reported more severe DSM-5-TR and ICD-11 
PGD symptoms. These risk factors for PGD have also been identified 
earlier (see Heeke et al., 2019; Lobb et al., 2010; Lundorff et al., 2017). 
Unexpectedly, we did not find differences in PGD levels as function of 
educational level. A large Dutch population-based study showed that 
people who have lower education reported higher PGD levels than 
higher educated people (Newson et al., 2011). Newson et al.’s study 
operationalized educational level as a continuous score on a scale from 1 
(primary education) to 6 (university). We used a dichotomized indicator 
(lower than university vs. university). The difference in operationali
zation of educational level may explain the difference in results. 

When interpreting our findings, several limitations need to be taken 
into account. We assessed PGD levels by conducting telephone in
terviews. Answering questions while you have never met a person in real 
life, may have impacted the results. For instance, it may have lowered 
the threshold to share thoughts and feelings leading to more accurate 
answers because there was no dependent relationship between the 
interviewer and interviewee (unlike a therapist-client relationship). On 
the other hand, non-verbal communication was not possible to assess, 
which may have led interviewers to miss cues for asking some further 
questions (e.g., when someone answers “not at all”, while the inter
viewer observes serious doubt about that answer). Moreover, the TGI- 
CA was developed for use in research and clinical practice to assess 
PGD severity and probable caseness. We now evaluated the psycho
metric properties of the TGI-CA in a non-clinical setting of which the 
majority of the participants did not experience elevated PGD levels. 
Further studies testing the psychometric properties of the TGI-CA in 
clinical samples are needed, preferably studies in which the TGI-CA can 
be compared with clinical diagnostic interviews for PGD in terms of the 
accuracy in detecting PGD caseness. However, till date this is not 
possible because clinical diagnostic interviews for PGD are not yet 
available. Furthermore, we examined associations between TGI-CA and 
PTSD and depression. Fixed ordering of these measures (i.e., we first 
examined depression, then PGD, followed by PTSD), may have inflated 
correlations between these measures. Moreover, examining associations 
between the TGI-CA and another PGD measure, such as the International 
Prolonged Grief Disorder Scale for the ICD-11 (IPGDS; Killikelly et al., 
2020), would have provided important additional evidence for conver
gent validity (Campbell and Fiske, 1959). In addition, the wording of 
some TGI-CA items slightly deviate from the wording used in ICD-11 and 

DSM-5-TR. For instance, the TGI-CA item “In the past month, did you 
have intrusive thoughts or images related to the death of…” is assumed 
to represent “Preoccupation with thoughts or memories of the deceased 
person” in DSM-5-TR (APA, 2022) and ‘persistent preoccupation with 
the deceased’ in ICD-11 (WHO, 2018), but slightly differs from how 
these symptoms are worded. To what extent this affected our results 
remains to be studied, for instance by comparing the performance of this 
TGI-CA items with similar items used in other PGD measures, such as the 
item “I am preoccupied with thoughts about the deceased or circum
stances of the death” in the IPGDS. Moreover, this study builds upon a 
body of literature comparing clinical usefulness of PGD criteria between 
the DSM and ICD classification system (Boelen and Lenferink, 2020; 
Bonanno and Malgaroli, 2020; Cozza et al., 2016; Haneveld et al., 2022; 
Mauro et al., 2017; Maciejewski et al., 2016). It is, however, noteworthy 
that these systems did not intend to be identical (First et al., 2015, 
2021), which likely explains differences across findings using different 
criteria-sets. Lastly, our sample size was relatively small for some of the 
analyses regarding MI. For instance, the majority of our sample con
sisted of women who experienced natural losses. Pending replication of 
our findings in larger samples, our results regarding MI should be 
interpreted with caution. 

To conclude, we demonstrated that the TGI-CA is a reliable and valid 
interview to assess DSM-5-TR and ICD-11 PGD severity and probable 
caseness. We demonstrated this by showing a satisfactory fit for unidi
mensional models of DSM-5-TR and ICD-11 PGD, which has also been 
found in prior research. Furthermore, (partial) MI was shown across 
subgroups of bereaved people. Optimal agreement between the preva
lence rates of the two criteria-sets for PGD was reached when increasing 
the number of accessory symptoms for ICD-11 PGD. Based on this study, 
using at least 3+ accessory symptoms for ICD-11 PGD is advised. Our 
results also supported convergent and known-groups validity of the TGI- 
CA. These first results indicate that the TGI-CA is a valid and reliable tool 
that can be used by clinicians and researcher to assess PGD severity and 
probable caseness in terms of DSM-5-TR and ICD-11. 
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