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Abstract: Background: This study aimed to investigate the prevalence and the psychological comor-
bidity of PGD among bereaved family caregivers of palliative care cancer patients. We also examined
the discriminant validity of two simple and reliable tools in correctly categorized individuals with
PGD. Methods: A cross-sectional study was conducted with 157 bereaved participants (77.1% females,
mean age = 43.50 ± 14.04 years, mean time since the loss = 3.59 years) recruited from three palliative
home care services. These participants completed the Prolonged Grief Scale (PG-13) and the Hospital
Anxiety and Depression Scale (HADS). Results: The prevalence of PGD within the sample was 4.46%
(i.e., = 7/157). Participants scored higher than the cut-off on the PG-13 and the HADS-D. Symptoms
of PGD were positively correlated with depression levels. The ROC curve analysis showed that
the HADS-D was outstanding in categorizing individuals with prolonged grief disorder from those
without PGD. A HADS-D score of ≥7.5 was able to categorize participants with a sensitivity of 0.90
and a specificity of 0.73. Conclusions: Overall, these results highlight the relationship between grief
and depression symptoms and their exceptional discriminant validity among correctly identified
individuals with PGD.

Keywords: clinical psychology; palliative care; caregiver; prolonged grief; loss; cancer; anxiety;
depression

1. Introduction

The death of a loved one is generally considered among the most stressful experiences
that individuals face during their lives [1]. Although most mourners return to normal
functioning with a renewed sense of resilience [2], approximately 10% [3] are at risk of
developing a syndrome named prolonged grief disorder (PGD), as described by Prigerson
and colleagues [4]. The Diagnostic and Statistical Manual of Mental Disorders, fifth edition,
text revision (DSM-5-TR) included PGD in Section 2, under the chapter entitled “trauma-
and stressor-related disorders” [5]. The DSM-5-TR criteria for PGD lists the death of a loved
one in at least the last 12 months, as well as the onset of a chronic grief reaction characterized
by deep yearning or longing for the lost person accompanied by preoccupation with
thoughts or memories. Other loss-related symptoms, including disturbance to sense of
identity, intense emotional pain and emotional numbness, may also occur. On the one hand,
PGD has been added to the DSM-5-TR as a new mental disorder; on the other hand, many
relevant issues have arisen frombereavement research. Undoubtedly, flourishing literature
has debated its existence as a distinct clinical entity [6–8]. However, since different grief
assessment tools were used in the studies, it should be noted that prevalence decreased to
3.2% when considering studies using the Prolonged Grief Scale (PG-13) [4].
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Some bereaved individuals appear more vulnerable to developing PGD, such as
family caregivers of cancer patients in palliative care [9]. Palliative care supports family
caregivers throughout a patient’s illness, though increased attention after loss is necessary
to prevent prolonged grief disorder. When supporting their suffering loved ones, family
caregivers of patients with advanced cancer face a stressful event that may have mental
health consequences even after the loss [10]. It turned out that 7%, 11%, and 5% of
family caregivers had a PGD at 6, 13, and 37 months following the death of their love
one, respectively [11]. Furthermore, PGD symptoms persisted for at least three years
post loss. Despite some evidence, research findings on bereavement indicate that many
important questions remain unresolved. It is no coincidence that bereavement support
has been defined as “the forgotten child” of the palliative care family [12]. In the context
of palliative care a deeper understanding of the characteristics of family caregivers who
develop a prolonged grief disorder could be useful. A cross-sectional study among a
sample of Chinese people has found that slightly less than 2% of the participants had a
PGD [13]. Most of them were women, graduated with a high school diploma, and declared
a medical or traumatic cause of death. Unfortunately, several relevant questions arise when
considering informal caregivers of terminally ill cancer patients. First of all, probably due
to the lack of homogeneity in sample characteristics and time for evaluation of studies,
there is some heterogeneity of the PGD among bereaved caregivers. Indeed, the prevalence
of PGD and, more generally, of psychological symptoms varies from 1.80% to 50% [14–16].
In order to understand these conflicting findings, longitudinal studies have indicated that
the risk of PGD decreases over time [16]. In pursuing this question, however, it may be
helpful to determine the key characteristics of family caregivers with a PGD diagnosis.

The COVID-19 pandemic has profoundly affected the way we deal with the loss of a
loved one [17]. Available evidence has so far reported a significant impact on the mental
health of the population [18–21]. There is also evidence that social distancing and other
restrictive measures to reduce the spread of contagion have impacted the bereaved. At the
very least, the inability to visit a loved one in the hospital and say goodbye may increase the
risk of complicated grief [22]. In further characterizing grief in the time of COVID-19, Gesi
and colleagues [23] emphasized that the pandemic has several aspects in common with
natural disasters. Therefore, the prevalence of complicated bereavement may be increased,
even if further studies are required, as the pandemic represents an unprecedented event.

Another caveat is the relation between grief symptoms and anxiety and depression.
The meta-analysis data indicate higher levels of these symptoms during the COVID-19
pandemic than pre-pandemic [24]. The intensity of symptoms of prolonged grief is the
strongest predictor of PGD [16]. That said, family members who lost their loved ones
to cancer may also suffer symptoms of anxiety and depression. In this respect, a cross-
sectional study revealed a prevalence of 48% for anxiety and 57.6% for depression [25], thus
the need to carefully consider these factors (together with symptoms of PGD). Although
major depressive disorder represents the most common comorbidity [5], it has been found
that the comorbidity of anxiety is also usual [26]. Further research is still necessary in
the context of palliative care, which implies that loss of a loved one occurs after a chronic
condition, where the family members face a stressful situation [27]. Also of particular
interest is the role of anxiety and depression in discriminating individuals with PGD with
adequate accuracy, in terms of sensitivity and specificity. In addition to the intensity of grief
symptoms, it may be helpful for clinicians to know through simple self-report instruments
what symptoms can discriminate family caregivers with PGD.

Based on these premises, the primary focus of this study was to examine the prevalence
of PGD, as well as the characteristics of subjects who met the diagnostic criteria. We
hypothesized a low to medium prevalence of PGD. The second purpose of this research
was to investigate the comorbidity of PGD with symptoms of anxiety and depression. We
hypothesized a high comorbidity with depression symptoms and a low comorbidity with
anxiety symptoms. The third objective of this study was to verify the discriminant validity
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of the HADS-A, HADS-D, and HADS-TOT scores in people appropriately categorized with
PGD. We postulated that the HADS-D scores were more discriminating than others.

2. Materials and Methods
2.1. Participants and Procedure

The present study is part of a research project entitled “Risk and protective factors for
prolonged grief disorder in family caregivers of patients in palliative home care”. Some
of the outcomes inherent in the psychological factors underlying the ill-adapted reactions
have already been presented [28]. Participants were enrolled between February 2020 and
November 2021 and were family caregivers of patients with advanced cancer who were
in the care of three palliative home care services in Sicily, Italy. Clinical psychologists in
these departments provided information about this study to family caregivers who were
interested in participating. Afterwards, a researcher approached family caregivers who
met the study criteria. Participants provided written informed consent before participating
in this study and completed a battery of self-report devices anonymously. Criteria for
inclusion included being at least 18 years of age, being able to give informed consent, and
having lost a loved one to cancer. Potential participants who had a pre-existing mental
health disorder and/or were on psychotropic medications at the time of participation in this
study were excluded. PGD cases were identified using the diagnostic algorithm employed
by Prigerson and colleagues [4]. The search was carried out in accordance with the 1964
Helsinki Declaration and its subsequent amendments. The privacy of the participants
was ensured in accordance with the European Union General Data Protection Regulation
2016/679. This study has been approved by the University of Messina’s Research Ethics
Committee for Psychological Research (n. 93120). A total of 159 participants agreed to take
part in this study and 157 participated.

2.2. Measures

Participants completed a questionnaire with single-item questions on demographics
(i.e., age, gender, and education) and loss information (i.e., year of bereavement, relationship
with the patient, and work status).

The participants also filled out the following self-report instruments:
The Prolonged Grief Scale (PG-13) [4] is a self-report tool to assess PGD cases and

symptom levels related to the DSM-5 and ICD-11 criteria [29]. In particular, a diagnostic
algorithm reflecting DSM-5 and ICD-11 criteria makes it possible to identify cases of PGD.
To determine the presence of prolonged grief disorder, five items reflecting the DSM-5
criteria must be satisfied. In addition to identifying individual PGD cases, the PG-13 allows
the assessment of the severity of grief symptoms through the sum of all the 11 item scores,
while the other two exclusively refer to the diagnostic algorithm. The eleven elements
referring to the severity of grief concern cognitive, emotional, and behavioral symptoms.
Each element is rated on a 5-point Likert scale. In the current study, the Italian version of
the PG-13 [30], which shows adequate psychometric properties, was used. The degree of
reliability of this sample was adequate, with a Cronbach’s α of 0.88.

The Hospital Anxiety and Depression Scale (HADS) [31,32] is a self-report tool for
measuring anxiety and depression over the last week. The HADS consists of 14 elements on
a 4-point Likert scale, ranging from “0” to “3”. All elements are grouped into two subscales
for estimating anxiety (HADS-A) and depression (HADS-D), respectively. A total score
reflecting general distress can be calculated by adding the two subscales together. Scores
for each subscale vary from “0” to “21”, with high scores indicating higher levels of anxiety
and depression. Although the HADS was initially implemented to assess symptoms in
outpatients with a medical condition (e.g., cancer), it is also widely used in non-clinical
samples. Studies carried out over the years have shown that the HADS is a very well-known
and simple instrument [33–35]. The decision to use the HADS in the present study was
also reinforced by the correct psychometric properties of its Italian version [36]. The degree
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of reliability for this sample was excellent, with Cronbach’s α of 0.80 for the HADS-A, 0.79
for the HADS-D, and 0.86 for the HADS-TOT.

2.3. Statistical Analysis

The statistical analysis was carried out using IBM SPSS Statistics version 26 (IBM
Corporation, Armonk, NY, USA). First of all, the data obtained from this study were
verified and, subsequently, descriptive and inferential statistical analyses were performed.
The one-sample t-test was used to compare the results of this sample with the cut-off scores
established by De Luca and colleagues for the PG-13 [30] and by Iani and colleagues for
the HADS [36]. The relationships between the PG-13 and the HADS was established using
Pearson product–moment correlation coefficients. The Receiver Operating Characteristic
(ROC) curve was developed to evaluate the performance of the HADS-A, the HADS-D,
and the HADS-TOT in categorizing individuals with prolonged grief disorder. The overall
accuracy of the instruments was evaluated in the area under the ROC curve (AUC). This
indicates the probability of a respondent being correctly assigned to the appropriate group.
An AUC value between 0.7 and 0.8 is considered acceptable, while between 0.8 and 0.9 is
deemed excellent, and more than 0.9 is deemed outstanding [37]. The Youden Index [38]
was also calculated to determine the best cut-off value for the HADS-A, the HADS-D, and
the HADS-TOT.

3. Results
3.1. Characteristics of the Sample

Table 1 shows the sample demographic and losses. Overall, 157 subjects were included
in this study. Most of the participants were female (n = 121; 77.1%) and had a high school
diploma (n = 66; 42%), while the mean age in years was 43.50 ± 14.04 (range 18–81). In
terms of the loss characteristics, most of the participants were sons or daughters of the
loved one (n = 82; 52.3%) and were the principal caregiver during the time of palliative care
(n = 90; 57.3%). The mean time since the death of the loved one was 3.59 years (SD = 4.92,
range = 1–28). Lastly, approximately half of the participants declared working before the
loss (n = 81; 51.6%). This prevalence increased after the loss (n = 94; 59.9%).

Table 1. Characteristics of the sample.

Characteristics n (%) M SD

Age (in years) 43.50 14.04
Gender

Male 36 (22.9)
Female 121 (77.1)

Education
Primary or middle school diploma 34 (21.7)

High school diploma 66 (42)
Graduate 57 (36.3)

Relation with the deceased loved one
Son or daughter 82 (52.3)

Nephew 32 (20.4)
Spouse 15 (9.5)

Other (for example, brother-in-law) 28 (17.8)
Main caregiver

Yes 90 (57.3)
No 67 (42.7)

Work before the loss
Yes 76 (48.4)
No 81 (51.6)

Work after the loss
Yes 63 (40.1)
No 94 (59.9)

Time since the loss (years) 3.59 4.92
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3.2. Prevalence of PGD, Depression, and Anxiety

The prevalence of prolonged grief disorder among family caregivers was 4.46% (n = 7).
Figure 1 illustrates the average of the PGD symptoms for the sample. The longing or
yearning mean was higher than the other PGD symptoms (M = 3.61, SD = 1.28), while
difficulties moving on was the lowest (M = 1.59, SD = 0.92).

Figure 1. Mean scores of PGD symptoms in bereaved caregivers following the PG-13.

Table 2 displays the characteristics of the seven participants who met the criteria for
the diagnosis of prolonged grief disorder. All the participants with PGD were female and
the main caregiver of the deceased loved one. Most of them were daughters and did not
work before the loss, while the age ranged from 24 to 75 years, and the time since the loss
was between one and two years. As expected, the participants with PGD scored above the
cut-off for the PG-13, the HADS-A, the HADS-D, and the HADS-TOT. Specifically, most of
the HADS mean scores were 2-fold higher than the scores obtained by healthy subjects [36].
Likewise, the participants with PGD had a higher severity of symptoms, similar to what
was obtained by De Luca and colleagues [30].

Table 2. The characteristics of seven participants with PGD.

I.D. Age Gender Education Kinship Main
Caregiver

Work
before

the Loss

Work
after

the Loss
Time PG-13 HADS-A HADS-D HADS-TOT

1 73 F Middle school Spouse Yes No No 1 39 14 13 27
2 51 F High school Daughter Yes No Yes 1 42 11 8 19
3 24 F High school Daughter Yes Yes Yes 1 46 7 12 19
4 35 F Graduate Daughter Yes No No 1 53 14 14 28
5 75 F Middle school Spouse No No No 2 51 19 18 37
6 49 F Middle school Daughter Yes No Yes 2 48 13 15 28
7 57 F High school Daughter Yes Yes Yes 2 40 7 7 14

Note: Age = age of the subject; F = female; Middle school = primary or middle school diploma; High school = high
school diploma; Kinship = relation with the deceased loved one; Time = time since the loss in years; PG-13 = PG-13
scores of the severity/intensity of the symptoms; HADS-A = HADS-Anxiety scores; HADS-D = HADS-Depression
scores; HADS-T = HADS general distress scores.
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3.3. Comorbidity of PGD, Depression, and Anxiety

Table 3 shows the descriptive statistics and results of correlation analyses. The mean
value of the PG-13 (M = 27.08, SD = 8.84) was significantly higher than the mean score
indicated by the Italian validation study of 23.4 [30], t(156) = 5.21, p < 0.001, while the scale
score range was very similar. The HADS-A and HADS-TOT mean scores were near the
mean scores referring to healthy subjects [36] and no significant differences were found
[respectively, t(156) = −0.78, p = 0.44 for the HADS-A and t(156) = 1.05, p = 0.29 for the
HADS-TOT]. The results also showed that the mean value of the HADS-D (M = 6.22,
SD = 3.56) was significantly higher than the healthy population indicated by Iani and
colleagues [36], t(156) = 2.90, p = 0.004. The correlation coefficients between the PG-13
and the HADS-A, the HADS-D, and the HADS-TOT were 0.37, 0.54, and 0.50, respectively
(p < 0.01).

Table 3. Descriptive and correlational analyses.

Variable Min Max M SD 1. 1. PG-13 2. HADS-A 3. HADS-D

1. PG-13 11 53 27.08 8.84
2. HADS-A 0 19 7.34 4.11 0.37 **
3. HADS-D 0 18 6.22 3.56 0.54 ** 0.61 **

4. HADS-TOT 1 37 13.57 6.74 0.50 ** 0.91 ** 0.89 **

Note: ** p < 0.01.

3.4. Discriminant Validity of HADS-A, HADS-D, and HADS-TOT Scores

As shown in Figure 2, the ROC curve analysis indicated that the HADS-D was out-
standing in categorizing individuals with prolonged grief disorder from those without PGD
[AUC = 0.92, SE = 0.04, p < 0.001, CI = 0.85, 0.99]. A score of ≥7.5 on the HADS-D (Youden
index = 0.63) categorized participants with a sensitivity of 0.90 (90% of all participants
with prolonged grief disorder were correctly categorized) and a specificity of 0.73 (27% of
participants were incorrectly categorized).

Figure 2. ROC curve graph for the HADS-A, the HADS-D, and the HADS-TOT to discriminate
between individuals with and without prolonged grief disorder.

When considering anxiety, the ROC curve analysis showed that the HADS-A was only
acceptable in correctly identifying individuals with prolonged grief disorder [AUC = 0.72,
SE = 0.07, p < 0.05, CI = 0.58, 0.86]. A score of ≥10.5 on the HADS-A (Youden index = 0.29)
categorized participants with a sensitivity of 0.50 (50% of all individuals with prolonged
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grief disorder were correctly categorized) and a specificity of 0.79 (21% of subjects were
incorrectly categorized).

Lastly, considering general distress, a ROC curve procedure showed that the HADS-
TOT could classify participants with prolonged grief disorder [AUC = 0.87, SE = 0.04,
p < 0.001, CI = 0.78, 0.95]. A score of ≥18.5 on the HADS-TOT (Youden index = 0.71)
categorized participants with a sensitivity of 0.90 (90% of all participants with prolonged
grief disorder were correctly categorized) and a specificity of 0.81% (19% of participants
were incorrectly classified).

4. Discussion

To date, bereavement research in the context of palliative home care has left several
unresolved issues. This study sought to investigate the prevalence and characteristics
of PGD among family caregivers, its comorbidity with anxiety and depression, as well
as the discriminant validity for the PGD diagnosis of some of the most used self-report
instruments. In particular, we first examined the prevalence of PGD diagnosis in our sample.
Our findings revealed that approximately 4 percent of the family caregivers had a PGD
diagnosis. This result appears coherent with what have found in other studies. Despite the
high heterogeneity of the research in the field, indeed meta-analytic evidence converged in
indicating that the pooled prevalence of PGD is 3.2% when data were gathered with the
Prolonged Grief Scale [3]. Still, the high degree of heterogeneity between studies [14–16]
should be taken into account in future research. However, as an explanation of that
conclusion, the average time since loss should also be taken into consideration. The fact
that participants were assessed an average of 3.6 years after their loss may explain the
low prevalence of PGD that we found. For instance, a longitudinal study of 301 bereaved
cancer caregivers found that the prevalence of PGD decreased from six months to three
years [11]. Specifically, they reported a 5% PGD rate among the caregivers, consistent with
our findings. The fact that the prevalence of symptoms tends to decrease over time [3]
supports the view that most individuals with potentially traumatic experiences showed
resilience [39].

It is also important to understand sociodemographic and loss characteristics as well
as anxiety and depression levels. This should be seen within the context of palliative
care as a means of enhancing the role of prevention. As our results suggest, people with
PGD were daughters who mainly assisted their loved ones and had no job, while their
age was greatly variable. Indeed, our results seem to resemble that of the literature. For
example, He and colleagues [13] discovered that most of the people with PGD were women.
However, the interpretation of this finding should be interpreted with caution, as both
samples consisted primarily of women. Furthermore, this finding may also be related to
the adopted variable-oriented research approach [40].

The second goal of this study was to explore the psychological morbidities of the
symptoms of grief among family caregivers. In a grieving state characterized by the risk
of developing a mental disorder such as PGD, it is not surprising that other psychological
symptoms may develop. The identification of the potential comorbidities in the grief
response is at the forefront of most clinicians and researchers. The literature has well
established that symptoms of depression and anxiety are very common after loss [41,42].

That many family caregivers suffer from these symptoms is not surprising in light
of the well-established comorbidities. It is worth underlining, however, that several stud-
ies have reported increased anxiety and depression levels during the COVID-19 pan-
demic [18–21]. The literature also converged in indicating that restrictive measures follow-
ing the pandemic, along with the fear of contagion, might harm bereaved people struggling
with grief [22,23]. Although disentangling the consequences of an unprecedented pan-
demic on mental health is challenging, high symptom levels observed among bereaved
individuals during the pandemic, especially in countries most affected by the pandemic,
should be considered with caution. Hence, bearing in mind these considerations, we found
that family caregivers scored higher on the severity of the symptoms of grief than the cut-off
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detected by De Luca and colleagues [30]. The COVID-19 pandemic may have contributed
to this finding. Likewise, the depression scores of our sample were higher than that of the
healthy subjects [36], while the anxiety scores were approximately similar. As would be
expected, the relationship between the severity of grief symptoms and depression was the
strongest, supporting the relevant comorbidity. This is, after all, additional evidence that
that depressive disorders are the most frequent comorbidities [5]. Because the common
manifestations of such mental disorders are visible, differential diagnosis is both difficult
and paramount. Clinicians and researchers have consistently drawn attention to how the
symptoms of grief are distinct phenomena. On the one hand, it has been argued that
seeking proximity to the dead person is keenly related to complicated grief; on the other
hand, anhedonia and self-critical feelings seem to be more common in depression [43]. In
any case, it is necessary to consider the sensitivity and specificity of two of the most used
instruments in the field of bereavement research.

In this vein, the last aim of this study was to examine the discriminant validity of the
HADS’s subscale as well as its total score in precisely diagnosed family caregivers with
PGD, according to the DSM criteria. Since PGD was included in the DSM-5-TR as a new
mental disorder [5], there is an increasing interest in reliable and simple instruments. It
is worth pointing out that the PG-13 items do not grasp all criteria for PGD [44]. By the
same token, we investigated the discriminant validity of a very simple and popular tool
such as the HADS, and more generally, its HADS-D and HADS-A subscales, as well as
the HADS-TOT. Despite the fact that it was originally proposed to measure depression
and anxiety among outpatients in hospitals, several studies conducted over the years have
dwelled on its use for screening as well as for case finding [33–35]. Yet, a study that tested
the factorial structure in a large Italian sample confirmed the use of the bifactor model, with
a general psychological distress factor and two factors with anxiety and depression [36].
Accordingly, the HADS may represent a valid instrument for identifying PGD cases. Our
findings revealed that the HADS-D was outstanding in categorizing individuals with
prolonged grief disorder from those without PGD. Specifically, 90% of participants with
prolonged grief disorder were correctly categorized. After the statistical analysis, however,
not all of the study findings may be considered adequate. As for the HADS-A, indeed
analysis of the ROC curve found that only 50% of the family caregivers were correctly
identified as PGD cases, while 21% of them were incorrectly diagnosed. Undoubtedly,
our findings did not support the use of the HADS-A for correctly identifying individuals
with PGD. Given this conclusion, the interpretation may be related to the fact that the
HADS-A essentially assesses the psychic manifestations of anxiety neurosis [31]. Instead,
relative to the total HADS score, indicating general psychological distress, the results of
the ROC curve procedure suggested that approximately 20% of the family caregivers were
improperly categorized as PGD cases, though the sensitivity remained excellent.

There are some limitations to this study that should be addressed in forthcoming
research. First, the use of a cross-sectional design failed to verify any change in observed
variables over time. Longitudinal studies would shed light on the fluctuating levels of grief
symptoms, anxiety and depression among family caregivers of deceased patients in the
context of palliative care. Second, the oversampling of some characteristics of the sample
such as the female gender may have affected the results and, subsequently, it may be not
possible to generalize our findings to other family caregivers who lost a loved one. On
the other hand, there are some characteristics (i.e., the female sex) that can be considered
emblematic of caregivers who assist their loved ones with terminal cancer. Third, the
data from this study have been gathered with the PG-13 that corresponds to the DSM-5
criteria. Although Prigerson and colleagues [45] have proposed a revised version of the
scale grounded on the DSM-5-TR criteria for PGD, to date, it is not available in the Italian
context. Fourth, since the data were collected in 2020 and 2021, the psychological impact
of the restrictive measures during the COVID-19 pandemic on the general population
might have influenced the reported symptoms of anxiety and depression as well as PGD.
Further post-pandemic research would help clarify if the climate of high infection rates has
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influenced the results. Finally, other variables may have influenced caregivers’ levels of
anxiety and depression, particularly in older adults [46]. Future research should address
the role of these variables in influencing outcomes.

5. Conclusions

In summary, our findings indicated that the prevalence of PGD in our sample was
approximately 5%. The severity of grief symptoms was positively related to depression
and, to a lesser extent, with anxiety. The HADS-D was the best option for identifying family
caregivers with PGD. Our findings indicated that 90% of the PGD cases were correctly
identified (no false negative results), while only 27% of the participants were incorrectly
classified (few positive results). Our findings suggest that bereaved family caregivers
should be more sensitive to PGD risk, in a field closely related to loss such as home
palliative care for cancer patients, and this would be a promising approach to psychological
prevention. From this perspective, our findings can be used to refine targeted intervention
strategies for clinicians and researchers in the field.

Author Contributions: Conceptualization, V.L. and M.C.Q.; methodology, V.L., A.M. and A.S.; formal
analysis, A.S. and V.L.; investigation, A.S.; data curation, A.S.; writing—original draft preparation,
A.S. and V.L.; writing—review and editing, P.C., V.L. and A.M.; supervision, V.L. and M.C.Q.; project
administration, V.L. and M.C.Q. All authors have read and agreed to the published version of
the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: This study was conducted in accordance with the Declaration
of Helsinki, and approved by the Research Ethics Committee for Psychological Research of the
University of Messina (n. 93120).

Informed Consent Statement: Informed consent was obtained from all subjects involved in this study.

Data Availability Statement: The raw data supporting the conclusions of this article will be made
available by the authors, without undue reservation.

Acknowledgments: We thank Cristina Faraone for her help with this project.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Holmes, T.H.; Rahe, R.H. The social readjustment rating scale. J. Psychosom. Res. 1967, 11, 213–218. [CrossRef] [PubMed]
2. Mancini, A.D.; Bonanno, G.A. Predictors and Parameters of Resilience to Loss: Toward an Individual Differences Model. J. Pers.

2009, 77, 1805–1832. [CrossRef] [PubMed]
3. Lundorff, M.; Holmgren, H.; Zachariae, R.; Farver-Vestergaard, I.; O’Connor, M. Prevalence of prolonged grief disorder in adult

bereavement: A systematic review and meta-analysis. J. Affect. Disord. 2017, 212, 138–149. [CrossRef] [PubMed]
4. Prigerson, H.G.; Horowitz, M.J.; Jacobs, S.C.; Parkes, C.M.; Aslan, M.; Goodkin, K.; Raphael, B.; Marwit, S.J.; Wortman, C.;

Neimeyer, R.A.; et al. Prolonged Grief Disorder: Psychometric Validation of Criteria Proposed for DSM-V and ICD-11. PLoS Med.
2009, 6, e1000121. [CrossRef]

5. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, 5th ed.; Text Rev.; American Psychiatric
Association: Arlington, VA, USA, 2022. [CrossRef]

6. Zisook, S.; Pies, R.; Simon, N.; Lebowitz, B.; Madowitz, J.; Tal-Young, I.; Shear, M.K. Bereavement, Complicated Grief and DSM
Part 1: Depression. J. Clin. Psychiatry 2010, 71, 955. [CrossRef]

7. Shear, M.K.; Simon, N.; Wall, M.; Zisook, S.; Neimeyer, R.; Duan, N.; Reynolds, C.; Lebowitz, B.; Sung, S.; Ghesquiere, A.; et al.
Complicated grief and related bereavement issues for DSM-5. Depress. Anxiety 2011, 28, 103–117. [CrossRef]

8. Cozza, S.J.; Fisher, J.E.; Mauro, C.; Zhou, J.; Ortiz, C.D.; Skritskaya, N.; Wall, M.M.; Fullerton, C.S.; Ursano, R.J.; Shear, M.K.
Performance of DSM-5 Persistent Complex Bereavement Disorder Criteria in a Community Sample of Bereaved Military Family
Members. Am. J. Psychiatry 2016, 173, 919–929. [CrossRef]

9. Guldin, M.B.; Vedsted, P.; Zachariae, R.; Olesen, F.; Jensen, A.B. Complicated grief and need for professional support in family
caregivers of cancer patients in palliative care: A longitudinal cohort study. Support Care Cancer 2012, 20, 1679–1685. [CrossRef]

10. Italian Association of Medical Oncology. I Numeri del Cancro in Italia 2021. 2021. Available online: https://www.aiom.it/
wpcontent/uploads/2021/10/2021_NumeriCancro_web.pdf (accessed on 18 October 2022).

http://doi.org/10.1016/0022-3999(67)90010-4
http://www.ncbi.nlm.nih.gov/pubmed/6059863
http://doi.org/10.1111/j.1467-6494.2009.00601.x
http://www.ncbi.nlm.nih.gov/pubmed/19807863
http://doi.org/10.1016/j.jad.2017.01.030
http://www.ncbi.nlm.nih.gov/pubmed/28167398
http://doi.org/10.1371/journal.pmed.1000121
http://doi.org/10.1176/appi.books.9780890425787
http://doi.org/10.4088/JCP.10ac06303blu
http://doi.org/10.1002/da.20780
http://doi.org/10.1176/appi.ajp.2016.15111442
http://doi.org/10.1007/s00520-011-1260-3
https://www.aiom.it/wpcontent/uploads/2021/10/2021_NumeriCancro_web.pdf
https://www.aiom.it/wpcontent/uploads/2021/10/2021_NumeriCancro_web.pdf


Eur. J. Investig. Health Psychol. Educ. 2023, 13 499

11. Zordan, R.; Bell, M.; Price, M.; Remedios, C.; Lobb, E.; Hall, C.; Hudson, P. Long-term prevalence and predictors of prolonged
grief disorder amongst bereaved cancer caregivers: A cohort study. Palliat. Support Care 2019, 17, 507–514. [CrossRef]

12. Hudson, P.; Hall, C.; Boughey, A.; Roulston, A. Bereavement support standards and bereavement care pathway for quality
palliative care. Palliat. Support Care 2018, 16, 375–387. [CrossRef]

13. He, L.; Tang, S.; Yu, W.; Xu, W.; Xie, Q.; Wang, J. The prevalence, comorbidity and risks of prolonged grief disorder among
bereaved Chinese adults. Psychiatry Res. 2014, 219, 347–352. [CrossRef] [PubMed]

14. Allen, J.Y.; Haley, W.E.; Small, B.J.; Schonwetter, R.S.; McMillan, S.C. Bereavement among hospice caregivers of cancer patients
one year following loss: Predictors of grief, complicated grief, and symptoms of depression. J. Palliat. Med. 2013, 16, 745–751.
[CrossRef] [PubMed]

15. Coelho, A.; Delalibera, M.; Barbosa, A.; Lawlor, P. Prolonged Grief in Palliative Family Caregivers: A Pilot Study in a Portuguese
Sample. Omega 2015, 72, 151–164. [CrossRef] [PubMed]

16. Tsai, W.I.; Prigerson, H.G.; Li, C.Y.; Chou, W.C.; Kuo, S.C.; Tang, S.T. Longitudinal changes and predictors of prolonged grief for
bereaved family caregivers over the first 2 years after the terminally ill cancer patient’s death. Palliat. Med. 2016, 30, 495–503.
[CrossRef]

17. Pearce, C.; Honey, J.R.; Lovick, R.; Creamer, N.Z.; Henry, C.; Langford, A.; Stobert, M.; Barclay, S. ‘A silent epidemic of grief’:
A survey of bereavement care provision in the UK and Ireland during the COVID-19 pandemic. BMJ Open 2021, 11, e046872.
[CrossRef]

18. Lenzo, V.; Quattropani, M.C.; Musetti, A.; Zenesini, C.; Freda, M.F.; Lemmo, D.; Vegni, E.; Borghi, L.; Plazzi, G.; Castelnuovo, G.;
et al. Resilience Contributes to Low Emotional Impact of the COVID-19 Outbreak Among the General Population in Italy. Front.
Psychol. 2020, 11, 576485. [CrossRef]

19. Lenzo, V.; Quattropani, M.C.; Sardella, A.; Martino, G.; Bonanno, G.A. Depression, Anxiety, and Stress Among Healthcare
Workers During the COVID-19 Outbreak and Relationships with Expressive Flexibility and Context Sensitivity. Front. Psychol.
2021, 12, 623033. [CrossRef]

20. Lenzo, V.; Sardella, A.; Musetti, A.; Freda, M.F.; Lemmo, D.; Vegni, E.; Borghi, L.; Plazzi, G.; Palagini, L.; Castelnuovo, G.; et al.
The Relationship Between Resilience and Sleep Quality During the Second Wave of the COVID-19 Pandemic: A Longitudinal
Study. Nat. Sci. Sleep 2022, 14, 41. [CrossRef]

21. Sardella, A.; Lenzo, V.; Basile, G.; Musetti, A.; Franceschini, C.; Quattropani, M.C. Gender and Psychosocial Differences in
Psychological Resilience among a Community of Older Adults during the COVID-19 Pandemic. J. Pers. Med. 2022, 12, 1414.
[CrossRef]

22. Wallace, C.L.; Wladkowski, S.P.; Gibson, A.; White, P. Grief during the COVID-19 pandemic: Considerations for palliative care
providers. J. Pain Symptom. Manag. 2020, 60, e70–e76. [CrossRef]

23. Gesi, C.; Carmassi, C.; Cerveri, G.; Carpita, B.; Cremone, I.M.; Dell’Osso, L. Complicated Grief: What to Expect After the
Coronavirus Pandemic. Front. Psychiatry 2020, 11, 489. [CrossRef] [PubMed]

24. Dettmann, L.M.; Adams, S.; Taylor, G. Investigating the prevalence of anxiety and depression during the first COVID-19 lockdown
in the United Kingdom: Systematic review and meta-analyses. Br. J. Clin. Psychol. 2022, 61, 757–780. [CrossRef]

25. Jho, H.J.; Choi, J.Y.; Kwak, K.S.; Chang, Y.J.; Ahn, E.M.; Park, E.J.; Paek, S.J.; Kim, K.M.; Kim, S.H. Prevalence and associated
factors of anxiety and depressive symptoms among bereaved family members of cancer patients in Korea: A nation-wide
cross-sectional study. Medicine 2016, 95, e3716. [CrossRef] [PubMed]

26. Simon, N.M.; Shear, K.M.; Thompson, E.H.; Zalta, A.K.; Perlman, C.; Reynolds, C.F.; Frank, E.; Melhem, N.M.; Silowash, R. The
prevalence and correlates of psychiatric comorbidity in individuals with complicated grief. Compr. Psychiatry 2007, 48, 395–399.
[CrossRef] [PubMed]

27. Maglia, M.; Tortorici, J.; Lenzo, V.; Aiello, D.; Alì, M.; Aiello, R.; Caponnetto, P. The network that unites a qualitative study on
clinical psychological intervention for women with a history of breast cancer and chronic pain. Eur. J. Investig. Health Psychol.
Educ. 2022, 12, 619–630. [CrossRef] [PubMed]

28. Lenzo, V.; Sardella, A.; Musetti, A.; Petralia, M.C.; Grado, I.; Quattropani, M.C. Failures in Reflective Functioning and Reported
Symptoms of Anxiety and Depression in Bereaved Individuals: A Study on a Sample of Family Caregivers of Palliative Care
Patients. Int. J. Environ. Res. Public Health 2022, 19, 11930. [CrossRef]

29. World Health Organization. ICD-11. 6B42 Prolonged Grief Disorder. Available online: http://id.who.int/icd/entity/1183832314
(accessed on 15 February 2023).

30. De Luca, M.L.; Tineri, M.; Zaccarello, G.; Grossi, G.; Altomonte, A.; Slavic, E.; Palummieri, A.; Greco, R. Adattamento e validazione
del questionario “PG-13” Prolonged Grief nel contesto italiano. Riv. It. Cur. Pall. 2015, 17, 84–92. [CrossRef]

31. Zigmond, A.S.; Snaith, R.P. The Hospital Anxiety and Depression Scale. Acta Psychiatr. Scand. 1983, 67, 361–370. [CrossRef]
32. Zigmond, A.S.; Snaith, R.P. (Eds.) The Hospital Anxiety and Depression Scale with the Irritability Depression-Anxiety Scale and the Leads

Situational Anxiety Scale Manual; GL Assessment Ltd.: London, UK, 1994.
33. Brennan, C.; Worrall-Davies, A.; McMillan, D.; Gilbody, S.; House, A. The Hospital Anxiety and Depression Scale: A diagnostic

meta-analysis of case-finding ability. J. Psychosom. Res. 2010, 69, 371–378. [CrossRef]
34. Wu, Y.; Levis, B.; Sun, Y.; He, C.; Krishnan, A.; Neupane, D.; Bhandari, P.M.; Negeri, Z.; Benedetti, A.; Thombs, B.D. Accuracy of

the Hospital Anxiety and Depression Scale Depression subscale (HADS-D) to screen for major depression: Systematic review and
individual participant data meta-analysis. BMJ 2021, 373, n972. [CrossRef]

http://doi.org/10.1017/S1478951518001013
http://doi.org/10.1017/S1478951517000451
http://doi.org/10.1016/j.psychres.2014.05.022
http://www.ncbi.nlm.nih.gov/pubmed/24924526
http://doi.org/10.1089/jpm.2012.0450
http://www.ncbi.nlm.nih.gov/pubmed/23697816
http://doi.org/10.1177/0030222815574833
http://www.ncbi.nlm.nih.gov/pubmed/27132380
http://doi.org/10.1177/0269216315603261
http://doi.org/10.1136/bmjopen-2020-046872
http://doi.org/10.3389/fpsyg.2020.576485
http://doi.org/10.3389/fpsyg.2021.623033
http://doi.org/10.2147/NSS.S344042
http://doi.org/10.3390/jpm12091414
http://doi.org/10.1016/j.jpainsymman.2020.04.012
http://doi.org/10.3389/fpsyt.2020.00489
http://www.ncbi.nlm.nih.gov/pubmed/32574243
http://doi.org/10.1111/bjc.12360
http://doi.org/10.1097/MD.0000000000003716
http://www.ncbi.nlm.nih.gov/pubmed/27258497
http://doi.org/10.1016/j.comppsych.2007.05.002
http://www.ncbi.nlm.nih.gov/pubmed/17707245
http://doi.org/10.3390/ejihpe12060046
http://www.ncbi.nlm.nih.gov/pubmed/35735467
http://doi.org/10.3390/ijerph191911930
http://id.who.int/icd/entity/1183832314
http://doi.org/10.1726/3052.30466
http://doi.org/10.1111/j.1600-0447.1983.tb09716.x
http://doi.org/10.1016/j.jpsychores.2010.04.006
http://doi.org/10.1136/bmj.n972


Eur. J. Investig. Health Psychol. Educ. 2023, 13 500

35. Denning, M.; Goh, E.T.; Tan, B.; Kanneganti, A.; Almonte, M.; Scott, A.; Martin, G.; Clarke, J.; Sounderajah, V.; Markar, S.; et al.
Determinants of burnout and other aspects of psychological well-being in healthcare workers during the COVID-19 pandemic:
A multinational cross-sectional study. PLoS ONE 2021, 16, e0238666. [CrossRef] [PubMed]

36. Iani, L.; Lauriola, M.; Costantini, M. A confirmatory bifactor analysis of the hospital anxiety and depression scale in an Italian
community sample. Health Qual. Life Outcomes 2014, 12, 1–8. [CrossRef] [PubMed]

37. Mandrekar, J.N. Receiver operating characteristic curve in diagnostic test assessment. J. Thorac. Oncol. 2010, 5, 1315–1316.
[CrossRef] [PubMed]

38. Youden, W.J. Index for rating diagnostic tests. Cancer 1950, 3, 32–35. [CrossRef]
39. Bonanno, G.A. Loss, trauma, and human resilience: Have we underestimated the human capacity to thrive after extremely

aversive events? Am. Psychol. 2004, 59, 20–28. [CrossRef]
40. Lenzo, V.; Sardella, A.; Grazia, V.; Corsano, P.; Quattropani, M.C.; Franceschini, C.; Musetti, A. Fear of COVID-19 and future

orientation: Different profiles in dealing with the pandemic and associations with loneliness and posttraumatic growth. Psychol.
Trauma 2022. [CrossRef]

41. Boelen, P.A.; Prigerson, H.G. The influence of symptoms of prolonged grief disorder, depression, and anxiety on quality of life
among bereaved adults. Eur. Arch. Psychiatry Clin. Neurosci. 2007, 257, 444–452. [CrossRef]

42. Stroebe, M.; Schut, H.; Stroebe, W. Health outcomes of bereavement. Lancet 2007, 370, 1960–1973. [CrossRef]
43. Lingiardi, V.; McWilliams, N. (Eds.) Psychodynamic Diagnostic Manual: PDM-2; Guilford Publications: New York, NY, USA, 2017.
44. Treml, J.; Kaiser, J.; Plexnies, A.; Kersting, A. Assessing prolonged grief disorder: A systematic review of assessment instruments.

J. Affect. Disord. 2020, 274, 420–434. [CrossRef]
45. Prigerson, H.G.; Boelen, P.A.; Xu, J.; Smith, K.V.; Maciejewski, P.K. Validation of the new DSM-5-TR criteria for prolonged grief

disorder and the PG-13-Revised (PG-13-R) scale. World Psychiatry 2021, 20, 96–106. [CrossRef]
46. Sardella, A.; Lenzo, V.; Basile, G.; Martino, G.; Quattropani, M.C. Emotion regulation strategies and difficulties in older adults:

A systematic review. Clin. Gerontol. 2022, 1–22. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

http://doi.org/10.1371/journal.pone.0238666
http://www.ncbi.nlm.nih.gov/pubmed/33861739
http://doi.org/10.1186/1477-7525-12-84
http://www.ncbi.nlm.nih.gov/pubmed/24902622
http://doi.org/10.1097/JTO.0b013e3181ec173d
http://www.ncbi.nlm.nih.gov/pubmed/20736804
http://doi.org/10.1002/1097-0142(1950)3:1&lt;32::AID-CNCR2820030106&gt;3.0.CO;2-3
http://doi.org/10.1037/0003-066X.59.1.20
http://doi.org/10.1037/tra0001319
http://doi.org/10.1007/s00406-007-0744-0
http://doi.org/10.1016/S0140-6736(07)61816-9
http://doi.org/10.1016/j.jad.2020.05.049
http://doi.org/10.1002/wps.20823
http://doi.org/10.1080/07317115.2022.2128706
http://www.ncbi.nlm.nih.gov/pubmed/36163629

	Introduction 
	Materials and Methods 
	Participants and Procedure 
	Measures 
	Statistical Analysis 

	Results 
	Characteristics of the Sample 
	Prevalence of PGD, Depression, and Anxiety 
	Comorbidity of PGD, Depression, and Anxiety 
	Discriminant Validity of HADS-A, HADS-D, and HADS-TOT Scores 

	Discussion 
	Conclusions 
	References

