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INTRODUCTION
Prolonged grief disorder (PGD) is a new diagnosis included in ICD-11 and DSM-5-TR which is currently being implemented in Health Services across the Western World (APA, 2022; WHO, 2024). This means that clinicians in psychiatry, general health services, and private practice need to know what PGD is, how it is most optimally assessed and identified, and what treatment methods are most effective and feasible. Since PGD was first defined, the first assessment scales were developed and the first randomized trials on reducing PGD symptoms were published (Boelen et al., 2007; Prigerson et al., 1996; Prigerson et al., 1995; Shear et al., 2005) research on definition, assessment, and treatment of PGD has virtually exploded. A simple search on Scopus illustrates this with 0-2 scientific publications on ‘Prolonged Grief Disorder´ annually from 1993-2007 and a steep climb from 23 publication in 2017 to 158 in in 2024 alone. Finding one’s way in this vast amount of research to best identify and treat of PGD as a clinician, as well as a researcher, and teacher is challenging. For this purpose, national clinical guidelines are often created following a very systematic approach to condense existing knowledge and create evidence based clinical recommendations for best practice such as seen from major health services like The National Institute for Health Care Excellence (NICE) in U.K. (NICE, 2025) or National Institute of Health (NIMH) in U.S. (Steinberg et al., 2011) and in specific fields like cancer (ESMO, 2023). These aim to secure that best practice is performed when identifying and treating a specific disorder, but to the authors knowledge such are not yet available for PGD in any country.
 This study aims to present state-of-the art, evidence based clinical recommendation for treating PGD following the principals of official guidelines for developing clinical practice recommendations combined with consensus expert panel advice on practical implementation of treating PGD in a go-to piece for clinicians and researchers to consult when working with bereaved people. 
DEFINITION, DIAGNOSIS, AND PREVALENCE OF PGD
With around 62 million deaths each year worldwide (Our-World-in-Data, 2025) and approximately 180 million close others such as partners, parents, and children becoming bereft makes bereavement and the grief that follows a frequent and normal human experience. Most people go through an often painful but adaptive process of grief and eventually find their footing in the life left to live after the loss (Stroebe & Schut, 1999, 2010). Some experience the loss as resulting in an overload of stress compared to their coping resources and are at risk of significant and debilitating distress also on the long term after a loss (Stroebe & Schut, 2016). PGD is defined as such debilitating distress characterized by an intense, persistent, and impairing grief reaction following the death of a close other person that persists for at least six months in ICD-11 (WHO, 2024) and can be identified at least 12 months after the loss in DSM-5-TR (APA, 2022). Besides the differences in time-criteria, the two classification systems contain slightly different diagnostic criteria but overall capture the same phenomenon (Comtesse et al., 2024; Haneveld et al., 2022; LaPlante et al., 2024; Van Dijk et al., 2023). PGD is characterized by a longing for and/or preoccupation with the deceased combined with intense emotional distress which exceed the expected grief reaction given the person’s social, cultural, or religious context and lead to functional impairment (APA, 2022; WHO, 2024). Associated symptoms of emotional distress included in both systems include feelings of intense sadness, anger, disbelief, emotional numbness, difficulty engaging in social activities, and identity disruption (i.e. the feeling that a part of oneself has died) (APA, 2022; WHO, 2024). Distinct variations exist between ICD-11 and DSM-5-TR (O'Connor et al., 2023). ICD-11 uniquely recognizes symptoms of guilt, blame, difficulty in accepting the loss, and lack of positive feelings as, while DSM-5-TR uniquely includes loneliness, avoidance, meaninglessness, and bitterness in the associated symptoms criterion (APA, 2022; O'Connor et al., 2023; WHO, 2024).OR  See figure XX in supplementary materials for diagnostic details – should we include table with ICD 11 vs DSM 5 TR PGD criteria?). Recent population based studies indicate a prevalence of probable PGD in around 3-7% of people bereaved to natural deaths (Lundorff et al., 2021; Rosner et al., 2021; Treml et al., 2020) while meta-analyses indicate a prevalence rate of probably PGD of 10-13% in bereaved adults (Comtesse et al., 2024; Lundorff et al., 2017). Most available studies on PGD use self-report scales for screening for PGD, and thus identify probable cases of PGD, rather than diagnosis as such, which would need in-depth clinical assessment using a structured clinical interview (O’Connor et al, in review). The present piece uses the terms probable PGD and PGD synonymously when referring to clinically relevant levels of PGD in need of treatment. Taken together, probable PGD can be identified on approximately one in ten bereaved adults, but even using a conservative estimation of 3% of all bereaved people developing PGD over 5 million new cases can be expected each year worldwide. Although co-occurrence of especially PTSD and depression with PGD is very common (Komischke-Konnerup et al., 2023), PGD is a distinct disorder that is related to increased suicidal ideation, co-occurrence of psychiatric disorders, higher morbidity and mortality, functional decline and more use of health services beyond and above other disorders (Boelen, 2021; Debiasi et al., 2021; Komischke-Konnerup et al., 2021; Shevlin et al., 2024; Simon & Shear, 2024). 	Comment by Maja O'Connor: How much should the PGD diagnosis be described?	Comment by Maja O'Connor: How much should be mentioned about probable vs full pGFD? And how much detail on the historic perspective (PGD only became an official diagnosis very recently - earlier research has limitations…)
CONSEQUENCES OF PGD
Bereavement is one of the most stressful life experiences and is associated with detrimental effects on mental and physical health (Zisook et al., 2014) and even higher mortality although no clear risk factor profile for increased mortality could be identified (Sloth et al., 2025). The general negative effects of bereavement may be ascribed to those with complicated grief reactions such as PGD. ….. detrimental effects/negative health correlates are identified in those with PGD vs no PGD in bereaved people…. 

There are strong indications that PGD may cause…..at great expense of individual and society. Effective identification of PGD and treatment that reduce PGD symptoms and likely also related morbidity and mortality is therefore highly relevant but guidelines that are easy to access and apply are needed. 
RISK FACTORS FOR PGD 	Comment by Maja O'Connor: I will be happy to write this section (with the help of Christina)
Risk factors can be defined as factors that occur before the development of a symptom or condition, and increase the probability of the symptom or condition (Offord & Kraemer, 2000). Being able identify significant risk factors for PGD identified at an early stage can guide Health Services in with whom and when to intervene with the aim preventing long-term complications and increase awareness of particularly vulnerable groups of bereaved adults. But identifying a few and reliable risk factors that 
The available literature is vast and describes several hundred different risk factors manu only investigated in very few studies.  ….Recently, and attempt has been made to provide a systematic overview of the most common and significant risk factors for PGD (Buur et al., 2024). This meta-analysis included .xx.. risk factors …in XXX studied and  identified violent/unnatural death, the death of a child or partner, attachment anxiety, female gender, income, educational level, number of losses, marital status, pre-loss grief symptoms, and depressive symptoms pre-loss as significant predictors for PGD symptoms after the loss of a close other (Buur et al., 2024). Only pre-loss depression and PGD-symptoms (in for example relatives to patients in palliative care) emerged as moderate risk-factors while the rest had small effects. One of the explanations may be that different risk-factor profiles may exist for different types of loss. That is …Still, the results indicate that it is hard to predict who will develop PGD after a loss, and that targeted preventive interventions by risk-factor profiles therefore may not be very effective. This notion is supported by results from meta-analyses (Johannsen et al., 2019b; Ciska Wittouck et al., 2011). Identifying who needs treatment for PGD after a loss must therefore be performed based on other strategies than risk factors. Assessment of PGD symptoms using valid psychometric scales is therefor highly relevant.
IDENTIFICATION OF PGD: AN OVERVIEW OF VALID ASSESSMENT TOOLS (Lonneke WILL WRITE THIS SECTION in April)
FOR DISCUSSION: This will be an overview and not a systematic review/standard operation procedures for developing clinical recommendations. We should probably discuss which scales/procedures in the group based on Lonnekes description in the group, but it is tricky as PGD definitions and scales changed quite a lot due to changing diagnostic criteria. 
Still, I suggest we come with suggetions for how to manage screening and assessing ICD 11/DSM-5-TR PGD in line whit how it is done in Grassi et al. with the limitations mentioned above. This could look something like this: 
Suggestions for screening and assessing PGD:
· All bereaved people with XX (we must during decide on who to screen) should be regularly screened and assessed for PGD … during the xx months after loss and XX (we must decide when to screen)
· Valid screening tools that capture ICD-11 and/or DSM-5-TR PGD should be used to assess PGD severity
· The XX and XXX scale are recommended as assessment for probable PGD in bereaved people
· A structured clinical interview is needed for a detailed evaluation/diagnosis of PGD. (maybe The XX is recoemmended/may be usefull for this..if we have sufficient data/knowledge)
· The XX may be useful for a detailed evaluation of treatment effects

 
THE NEED FOR CLINCAL PREACTICE RECOMMENDATIONS FOR TREATING PGD
In sum, PGD remains a neglected problem in psychiatry and other health services regarding providing timely and effective treatment as well as procedures for screening and assessment. This study aims produce reliable and feasible clinical recommendations for treating PGD and suggestions for screening and assessing for PGD in adults in a go-to piece for clinicians and researchers to consult when working with bereaved people.
In line with clinical guideline institutions (NICE, 2025; Steinberg et al., 2011) and as formulated by Graham et al. (2011) we define  clinical practice recommendations for PGD (CPR) as ‘statements that include recommendations intended to optimize patient/client care that are informed by a systematic review of evidence and an assessment of the benefits and harms of alternative tretaments indentified by this review’ (Graham et al., 2011). Such evidence is mainly based on results form randomized, controlled trials and systematic reviews and meta-analyses hereof. While such studies are at the highest level of scientific evidence, it can sometimes be difficult to see how results can be implemented directly in the clinic. In this piece we therefore also included the extensive clinical experience of all members of the panel of authors in the final formulation of clinical preactise recommendations (CPR). This is to ensure the ecological validity of the final recommendations made in the present paper. 
The authors followed the levels of evidence and grades of recommendation as detailed below. 
METHOD (See standard operating procedures for ESMO guidelines p11)	Comment by Maja O'Connor: Richard and I will formulate this section based on ESMO operating procedures and Grassis layout of a paper based on such.
Aim ..evidence based go-to-piece for clinicians to consult when identifying? And treating PGD ..based on official principals for developing clinical practice recommendatioins (ESMO, NICE…) but by an international panel of clinical research experts with no funding… (Grassi et al). 
Systematic review leading to Summary of available meta-analyses of methods for treating PGD and quality rating hereof
Systematic review of effective treatments for PGD devided in treatment methods and  including quality assessment. Search string….
Presentation of results of systematic review (and clinical recommendation conclusions based on this and in line with NICE… )
Clinical recommendations for assessing and treating PGD 

RESULTS
OVERVIEW OF META-ANALYSES ON TREATMENT OF PGD (by Lene)
[bookmark: _Hlk189138782]The systematic search described in the methods section identified ten meta-analyses on treatments of PGD in addition to individual studies included in the systematic review (see appendix XX for descriptive characteristics of the included meta-analyses). The number of RCT studies included in each meta-analysis varied from 7 (Wagner et al., 2020; Zuelke et al., 2021) to 61 RCTs (Currier et al., 2008). All RCTs included in the ten meta-analyses evaluated interventions for bereaved adults. Five meta-analyses focused on RCTs with CBT-based interventions (Currier et al., 2010; Komischke-Konnerup et al., 2024; Nagy & Szamoskozi, 2013; Wagner et al., 2020; Zuelke et al., 2021).  One instigated the effects of various psychotherapies (C. Wittouck et al., 2011).  Three meta-analyses included RCTs looking at a mixed combination of general bereavement support (for example counseling, crisis intervention, or support groups) (Currier et al., 2008; Kustanti et al., 2021; Maass et al., 2022); one looked broadly at psychological interventions (Johannsen et al., 2019a). Two meta-analyses reviewed web-based interventions (Wagner et al., 2020; Zuelke et al., 2021); the other eight looked at interventions provided in-person.  Two meta-analysis specifically investigated group interventions (Kustanti et al., 2021; Maass et al., 2022); the other eight meta-analyses focused on interventions provided on an individual basis (some included but did not compare individual and group interventions). The type of control groups varied from, ranging from no intervention control conditions (Currier et al., 2008) to a mix of several different types (waitlist, treatment as usual, active intervention, or competing interventions) e.g., (Johannsen et al., 2019a).  The sample populations were heavily skewed towards female gender and a mean age between 40 and 50 years (see appendix XX for details). One meta-analysis did not report time since loss for the participants in the RCT studies  (C. Wittouck et al., 2011).  Seven meta-analyses included RCTs which investigated interventions provided before six months post loss (Currier et al., 2010; Currier et al., 2008; Johannsen et al., 2019a; Kustanti et al., 2021; Maass et al., 2022; Nagy & Szamoskozi, 2013; Zuelke et al., 2021).  Two meta-analyses reported on RCT studies with an average of more than 6 months post loss (Komischke-Konnerup et al., 2024; Wagner et al., 2020).
Due to a high degree of heterogeneity across the meta-analyses in type of intervention investigated, choice of control/comparison groups, time since loss (making some interventions preventative and others treatment-oriented), and treatment mode and setting, it is difficult to pool all the results and provide a comprehensive, combined result with great confidence. With that said, the results from seven of the meta-analyses did seem to suggest that grief focused psychological treatment interventions can be effective in reducing  grief symptoms (Currier et al., 2010; Currier et al., 2008; Johannsen et al., 2019a; Komischke-Konnerup et al., 2024; Wagner et al., 2020; C. Wittouck et al., 2011; Zuelke et al., 2021). One meta-analysis (Nagy & Szamoskozi, 2013) stands out in that it failed to find an effect of CBT to reduce symptoms of PGD.  The authors suggested that study heterogeneity may have contributed to this finding. Three meta-analyses looked broadly at bereavement support (i.e., mixed types such as psychotherapy and counseling, preventative services, crisis intervention, writing therapy, support groups and more) (Currier et al., 2008; Kustanti et al., 2021; Maass et al., 2022). Generally, they found some support for the effect of this broad category of bereavement services, as evidenced by small, but significant, effect sizes upon intervention completion. However, the effect was not seen at follow up. Kustani et al (2021) and Maass et al (2022), further offered some (limited) support for services provided in a group format. Two of the meta-analyses looked at online CBT grief interventions and found significant effects (Wagner et al., 2020; Zuelke et al., 2021), suggesting that CBT grief treatment can be effectful whether provided in person or web-based. CBT based interventions were the most frequently studied, and, except for the Nagy review, CBT interventions produced significant, medium effect sizes at the completion of treatment.  The treatment effects were generally less consistently maintained over time (e.g. at follow-up assessments).  
Taken together, these meta-analyses indicated small to moderate effects of treatments for PGD, especially for CBT’s and especially in the short term after treatment.
EFFECTIVE TREATMENTS FOR PGD
Can we use a figure like the ESMO Treatment algorithm for PGD (p 14 ESMO guildeline)
COGNITIVE BEHAVIORAL THERAPIES (CBTgrief)
RCTs with waitlist/passive ctrl
RCTs with active/same method controls
Single technique therapies (i.e. behavioral activation alone)
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CLINICAL PRACTISE RECOMMENDATIONS 
Levels of evidence (p20 ESMO) + grades of recommendations (p 21/GRADE)

RECOMMENDATIONS FOR MANAGING PGD IN THE CLINIC (consensus expert panel advice on practical implementation of treating PGD)
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