Clinical and Research Measures of Grief: A Reconsideration
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Bereavement-induced grief and psychological inter-
vention are important social issues and worthy of
greater attention from researchers and clinicians.
Here, we review currently available measures of grief
and discusses the differentiation of normal grief reac-
tion from pathological grief and major depression.

EREAVEMENT, in the form of losing loved

or emotionally dear persons, is common and
generally induces psychological and physical dis-
tress. An extensive body of literature on bereave-
ment and bereavement counseling has been pro-
duced in the last four decades in Western countries.
For example, there is ample evidence to indicate
the negative effects of bereavement on psychiatric
and physical morbidity,* and an increased risk and
severity of depressive symptoms,24 anxiety,> poor
physical health,6” immunological dysfunction,8°
increased adrenocortical activity,’© and increased
mortality.’* Since the early works of Freud!2 and
Lindemann,!3 a considerable number of conceptual
and empirical studies on grief have been per-
formed. A question common to most of the empir-
ical studies is whether grief can influence the fu-
ture health of the bereaved. In light of thisissue, it
is essential to develop valid and reliable measures
to assess perceived grief.

This report will review currently available mea-
sures of grief and examine the literature that dif-
ferentiates normal grief from pathological grief
and bereavement-related depressive disorders. Fi-
nally, we will propose future directions for re-
search on the effects of norma and pathological
grief on psychological and physical health.

Although the term grief is in a general sense
interchangeable with the term bereavement, be-
reavement indicates an objective state in the wake
of the death of the beloved, whereas grief includes
diverse reactions to the death of the beloved.14-17
Grief includes syndroma clusters of cognitive,
emotional, sométic, and behaviord symptoms,13.18.19
and congists of multidimensiona processes°

MEASUREMENT DEVICES: RELIABILITY,
VALIDITY, AND PREDICTION

Explicit measures for assessing perceived grief
are necessary for examining the causal link be-
tween grief and psychological, behavioral, and
physical outcomes.2! The last two decades have

Finally, we propose future directions for research on
the development of new grief measures and the ef-
fects of normal and pathological grief on psychologi-
cal and physical health.
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seen the development of many kinds of measure-
ment devices for the assessment of grief (Table 1).
While many measures were developed to compre-
hensively assess grief in general, others sought to
measure grief in specific situations. Such special-
ized instruments include those for the study of
grief during pregnancy or after miscarriage and
fetal death, grief following sudden death (e.g., sui-
cide), grief occurring prior to loss, and pathologi-
cal grief only.

It must be noted that we are not concerned here
with measures that assess only nonspecific symp-
toms, such as depressive mood, anxiety, the reac-
tions induced by post-traumatic stress disorder
(PTSD), and the extent of psychological and phys-
ical adaptation after bereavement.

General Reactions to Grief

Psychological assessment of grief in general
measures several aspects of internal reaction, such
as sadness, searching for the deceased, crying, and
yearning. Some instruments measure behaviora
elements when subjects are confronted with be-
reavement and overcome grief, such as coping with
death and readjustment to life. The best known
measures of grief in general are the Texas Inven-
tory of Grief22 (TI1G), the Grief Experience Inven-
tory23 (GEl), and the Grief Measurement Scal €24.25
(GMS).

The TIG is a paper-and-pencil measure of the
extent of unresolved grief. This measure was re-
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Table 1. List of Assessment Devices of Grief Reaction Q
Points
No. of of the
Authors Publication Year Name of the Assessment Subscales Items  Scale Focus Cronbach’s a Validity
Faschingbauer et al.2? 1977 Texas Inventory of Grief (TIG) 1 scale (not named) 7 5 General extent of grief NR NR
Zisook et al.26 1982 Expanded Texas Inventory of  Present feeling 34 5 General extent of grief NR NR
Grief (ETIG)
Faschingbauer et al.?’ 1987 Texas Revised Inventory of 2 factors: “past behavior” and “present 21 5 General extent of grief .87-.89 Factor structure
Grief (TRIG) feeling”
Sanders et al.2328 1979 Grief Experienced Inventory 9 bereavement scales, 3 validity scales, and 135 2 General extent of grief .52-.81 NR
(revised in 1985) (GEI) 6 research scales
Singh & Raphael?’ 1981 Present Feeling about Loss Affective distress after bereavement, inability 16 2 General extent of NR NR
(PFL) to give up the lost object, inability to unresolved grief
return to normal functioning, and
pseudohallucination
Remondet & 1985 Grief Resolution Index (GRI) 1 factor: “success in coming to terms with 7 5 General extent of .87 Factor structure
Hansson3® the death and getting” unresolved grief
Zisook & Shuchter3867 1985 Widowhood Questionnaire Feeling states, coping, new/old and 19 2 General grief reactions NR NR
(revised in 1991) (WQ) continuing relationships with the (1985 to spousal
deceased, functioning, self-image, and version) bereavement
worldview
Jacobs et al.24 1986 “Grief Measurement Scales” 4 factors: “sadness, loneliness, and crying,” 38 4 General extent of grief .84 (at 1 month) Factor structure34
(GMS)35.36 “numbness and disbelief,” “perceptual set .86 (at 6 months)
and searching,” and “distress yearning”
Vargas et al.40 1989 Grief Reaction Measure (GRM) 4 factors: “depressive symptoms,” 20 4 General grief reactions .69-.87 Factor structure
“preservation of the lost object,” “suicidal to loss induced by
ideation,” and “decedent-directed anger” sudden death
Barrett & Scott43 1989 Grief Experience Questionnaire Physical reactions, general grief reactions, 55 5 Extent of suicide- .68-.97 NR
(GEQ) search for explanation, loss of social induced grief
support, stigmatization, guilt,
responsibility, shame, rejection, self-
destructive behavior, and reactions to a
unique form of death
Theut et al.4® 1989 Perinatal Bereavement Scale Thoughts and feelings, including sadness, 26 4 General extent of grief .83-.91 NR
(PBS) guilt, anger, and preoccupation with the induced by
loss pregnancy loss
Toedter et al.% 1988 Perinatal Grief Scale 3 factors: “active grief,” “difficulty coping,” 84 5 General extent of grief .87-.95 Factor structure/positive
(shortly revised and “despair” (1988 induced by correlations of subscales
in 198946) version) pregnancy loss with depression
Theut et al.48 1991 Anticipatory Grief Scale (AGS) Anger, guilt, anxiety, irritability, sadness, 27 5 Extent of anticipatory .84 Positive correlations of
feeling of loss, and decreased ability to grief subscales with
function at usual tasks depression, anxiety, and
hostility 3
Byrne & Raphael#! 1994 Bereavement Phenomenology The feeling of grief, other emotions like guilt 22 4 General extent of grief, .93 No significant correlations <
Questionnaire (BPQ) and anger, images and thoughts of the reactions to spousal of subscales with i
deceased, and degree and form of bereavement physical health >
attachment behaviors =z
Prigerson et al.50 1995 Inventory of Complicated Grief 1 factor: “complicated grief” 19 5 Extent of pathological .94 Factor structure/negative o
(ICG) grief association of higher §
ICCs with health >
Burnett et al.30 1997 Core Bereavement Items (CBI) 7 factors: “image and thoughts,” “sense of 35 4 or 5 General extent of .65-.89 Factor structure g
presence,” “dreams,” “acute separation,” bereavement- );g

“grief,” “nonresolution/conflict,” and
“personal resolution”

induced phenomena

Abbreviation: NR, not reported.
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vised at least twice by the group that developed it:
as the Expanded Texas Inventory of Grief26
(ETIG), then as the Texas Revised Inventory of
Grief27 (TRIG). Faschingbauer et al .27 assessed the
discriminant validity of TRIG, evaluating whether
the scale scores reflected the expected outcome
when normal and pathological groups were com-
pared. Although the results showed that the sub-
jects who had low scores of grief were likely to
indicate lower severity of illness, no difference
between normal and pathological grief was found.

The GEI was based on an item pool of 180
statements to which respondents could answer on a
true or false basis. Sanders et al.23 created nine
subscales that measured despair, anger, guilt, social
isolation, loss of control, rumination, depersonal-
ization, somatization, and death anxiety. Three
scales relating to denial, atypica responses, and
social desirability were added, as well as four
“research scales.” A revised version of the GEI was
published.28 An exploratory higher-order factor
analysis of the GEI produced three factors. “gen-
eral grief,” “deep and severe form of bereave-
ment,” and “determined optimism.”2® The GEI
does not contain items that describe sadness or
crying, which are usualy considered normal reac-
tions to bereavement.3°

Jacobs et al.2425 developed a practical interview
assessment device for measuring grief based on a
theoretical framework grounded in attachment the-
ory.31-34 Recently, thisinstrument has been referred
to as the Grief Measurement Scales (GMS).35:36
Thirty-eight items of the instrument were tailored
to two constructs derived from attachment theory,
namely, “numbness and disbelief” (six items) and
“separation anxiety” (12 items). Bereaved persons
scored higher on indices of separation anxiety and
depressive symptoms than did nonbereaved.2> The
GEl did not include other grief items, such as
pseudohallucination of the deceased, which may
characterize pathological grief.

A shortcoming of these scales of general grief is
that there is no way for respondents to grade the
severity of asymptom; the“yes’ or “no” responses
and the 5-point scale indicate only the extent of
agreement (“completely trueg” to “completely
false”) or frequency (“never or rarely” to “5-7 days
per week”). Other investigators developed mea-
surements to assess general grief reactions. These
include the questionnaire on Present Feeling about
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the Loss (PFL),37 the Widowhood Questionnaire
(WQ),® the Grief Resolution Index (GRI),3° the
Grief Reaction Measure (GRM),% and the Be-
reavement Phenomenology Questionnaire (BPQ).4
Theseinstruments have severa drawbacksin terms
of psychometric properties and the contents of
scale items. Although particular grief reactions and
feelings are reported, it is unclear, for example,
whether the “anger” item of these scales refers to
anger in general or anger at the deceased, or anger
at other specific objects or persons.2© It is also
unclear whether items were selected based on clin-
ical experience, previous literature, or both. Details
of afactor analysis are not presented. In terms of
scale structure, the “depressive” factor of the GRM
is overweighted, accounting for more than 50% of
the total variance.#© Although good internal con-
sistency with a single factor has been found in the
BPQ, a confirmatory factor analysis of the BPQ's
four dimensions gave a poor fit (x> = 820, fit
index = 0.65).42

A unigue approach to measuring grief is seenin
the development of the Core Bereavement Items
(CBI).%0 Burnett et al.* tried to identify the “core
symptoms” of grief. A principal component analy-
sisof the CBI items with varimax rotation reveal ed
seven factors: image and thoughts, sense of pres-
ence, dreams, acute separation, grief, nonresolu-
tion/conflict, and personal resolution. Based on the
frequency of experience and item contents, the
authors chose three of the seven factors as a reli-
able distillation of items measuring core bereave-
ment phenomena. The subfactor scores discrimi-
nated among bereaved parents, bereaved spouses,
and bereaved adult children in the order of severity
of symptoms.

Grief in Specific Stuations

The experience of grief and of its subsequent
resolution in cases following the suicide of aloved
one seems to be a specific kind of grief. The Grief
Experience Questionnaire (GEQ)43 measures vari-
ous aspects of grief (55 items), including physical
reactions, general grief reactions, search for an
explanation, loss of socia support, stigmatization,
guilt, responsibility, shame, rejection, self-destruc-
tive behavior, and reactions to this specific cate-
gory of death. Initial results with the GEQ suggest
its potential to differentiate grief reactions experi-
enced by suicide survivors from those experienced
by survivors of accidental death, unexpected natu-
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ral death, and expected natural death. There are 11
subscales based on clinical significance. The fac-
toria validity of GEQ has not yet been empirically
confirmed.

Two instruments for measuring grief responses
to pregnancy loss were developed independently:
the Perinatal Grief Scale (PGS)*4 and the Perinatal
Bereavement Scale (PBS).45 The PGS is a well-
known device for measuring the intensity of affec-
tive symptomatology following the loss of a baby.
A short version of the PGS with 33 items was
developed (PGS-S).46 The “active grief” subscale
measures distress due to the loss. The “difficulty
coping” subscale measures adaptive behavior. The
scale has been validated by moderate to high cor-
relations with the Symptom Checklist-90 (SCL-90)
depression subscale** and by convergence with
other measures of parental distress.#” The PBS was
designed to measure the bereavement of parents
who had experienced a perinatal loss, and was
based on a series of interviews that focused on the
thoughts and feelings (including sadness, guilt, an-
ger, and preoccupation with the loss) experienced
by these parents after the death of an infant.

Although most devices discussed thus far mea-
sure grief experiences after the death of a loved
one, Theut et a.48 developed a unique self-report
device, the Anticipatory Grief Scale (AGS), to
assess “any grief occurring prior to the loss, as
distinguished from the grief that occurs at or after
loss.”49 A total of 27 wives (aged 59 to 76 years)
who had cared for a spouse (aged 61 to 88 years)
suffering from dementia completed the AGS and
the SCL-90-Revised (SCL-90-R). The AGS was
positively and significantly correlated with the de-
pression, anxiety, and hostility dimensions of the
SCL-90-R, demonstrating good validity. We are
unaware of a report on the factor structure of the
AGS.

The Inventory of Complicated Grief (ICG)3°
was developed to assess a distinct cluster of symp-
toms that have been found to predict long-term
dysfunction. This inventory is based on previous
literature, in which certain symptoms of compli-
cated grief were found to be distinct from the
symptoms of depression and anxiety. The ICG
items were selected based on clinical experience
with bereaved persons and on seven symptoms that
were found to have loaded highly on the grief
factor.51 Exploratory factor analyses indicate that
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the ICG measures a single underlying construct of
complicated grief. Conjugally bereaved elderly
subjects with high 1CG scores were significantly
more impaired in social, general, mental, and phys-
ica health functioning and in bodily pain than
were those with low 1CG scores.

DIAGNOSTIC ISSUES OF GRIEF
Normal and Pathological Grief

In general, normal grief is considered as a typ-
ical or usual reaction to bereavement assumed to
be followed by a gradual return of the capacity for
reinvestment in new interests, activities, and rela
tionships,2® whereas pathological grief is consid-
ered as certain maladaptive reactions to bereave-
ment assumed to be manifest as psychological and
physical impairments. In the DSM-I1I-R, “uncom-
plicated bereavement” can be used as a V code
when the focus of clinica attention is “a normal
reaction to the death of a loved one” (p. 361).
DSM-1V deletes the term “norma” in this state-
ment on the category of bereavement (p. 684),
athough six certain symptoms (e.g., guilt, thought
of death) that are not characteristic of a “normal”
grief reaction are mentioned. This difference may
be derived from the diversity of the effect of be-
reavement reaction on health. While an appropriate
grief reaction may contribute to better adaptation
after bereavement, 3252 a pathological grief reaction
may have some harmful effects on the psycholog-
ical and physical health of the bereaved.

Previous literature, however, shows that few op-
erationalized criteria are able to diagnose patho-
logical grief. Jacobs and Kims insisted that the
absence of standardized criteria for diagnosing
pathological grief has handicapped bereavement
research. Marwitss reported the inadequacy of the
DSM-I1I-R in classifying emotional reactions to
specific life transitional events, using grief reac-
tions as a model. Considering certain personality-
based explanations of symptom formation, Horow-
itz et a.5¢ proposed a unique set of diagnostic
criteria that may explicitly diagnose pathological
grief. Their approach implies that the series of
various reactions to bereavement has been incom-
pletely defined in the criteria of psychiatric diag-
nosis. Recently, some researchers developed a
unique set of criteria that may diagnose patholog-
ical grief.2057.58 Mainly, these criteria include neg-
ative feelings to lost attachment (separation) and
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intrusive symptoms,20.57 and distinguish patholog-
ical grief from normal grief by stipulating that the
former is characterized by substantial prolongation
of symptoms and impairment of social function-
ing.20

In summation, although conceptual differences
may exist between normal and pathological grief20
in clinical settings and diagnostic criteria, the ques-
tion remains regarding what features may empiri-
cally characterize pathological grief and what fea-
tures empirically characterize norma grief. We
recommend that researchers concerned with grief
and bereavement reaction examine this topic based
on empirical data derived from well-controlled
studies, and consider biological, psychological,
and behaviora differences between normal and
pathological grief based on the operationalized cri-
teria

Pathological Grief and Depression

As noted above, some researchers developed a
unique set of operational criteriathat may diagnose
pathological grief.2057-58 |n these studies, the re-
searchers found an independent (discrete) syndro-
mal cluster concerning pathological grief, which
differed potentialy not only from normal grief but
from mood disorder (major depressive episode) in
terms of symptomatology. In DSM-IV, “bereave-
ment” as a 'V code includes six specific patholog-
ica grief symptoms (e.g., guilt, thoughts of death)
that are not characteristics of “Major Depression”
or “normal” grief reaction. It is of therapeutic
importance for mental health professionals to dif-
ferentiate pathological grief from depression.

After the loss of a loved one, a condition often
arises in the survivors that fulfills the criteriafor a
major depressive episode (excluding the criteria
following bereavement). A total of 259 widows and
widowers were recruited by mail, which was sent
to family members of deceased persons identified
by death certificates in San Diego County, CA. In
this study, Zisook and Shuchter4 found that 2
months after the death of a spouse, 59 (23%) of
their subjects met the criteria for a full major
depressive episode.

It is debatable whether the condition of meeting
the criteria of major depressive episode after the
death of aloved one should be viewed as aform of
depressiveillness or as a form of grief. Psychoso-
cial events also usher in the onset of depressive
illness. For example, in a community study on
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women in London, Brown and Harris®® showed
that the onset of depression often followed an
event of loss. Because depressive illness has a
higher likelihood of occurring after a stressful
event,%0 it may be argued that a condition after the
death of a loved one, if it meets al of the other
criteria, is one form of depressive illness.

The constellation of grief is an area warranting
of extensive study. Prigerson and colleagues3s.51.61
administered a set of questionnaires to elicit dif-
ferent aspects of grief and grief-related depression.
They factor-analyzed items to yield two factors:
bereavement-depression and complicated grief.
The former consisted of symptoms such as hypo-
chondriasis, apathy, insomnia, anxiety, suicidal
ideation, guilt, and depressed mood, and the latter
consisted of symptoms such as preoccupation with
thoughts of the deceased, crying, searching for the
deceased, and disbelief over his or her death.
Therefore, it may be that the issueis not “either or”
but “to what degree.” Bereaved people may present
both grief and depression symptoms to different
respective degrees.

METHODOLOGICAL AND PRACTICAL
CONSIDERATIONS OF CURRENT
INSTRUMENTS AND FUTURE DIRECTIONS
OF RESEARCH

Reliable and validated measures of grief should
be used to appropriately assess behavioral dis-
orders, psychiatric diseases, and psychological
adaptation. With well-validated instruments, re-
searchers and clinicians may gain data on the de-
velopment of the disease, for the prediction of the
outcomes and for the evaluation of therapeutic
approaches.®2 We considered whether the grief
measures described above are effective instru-
ments for clinicaly judging the psychological as-
pects of the bereaved subjects, addressing three
aspects of psychometrical validity: factorial valid-
ity, discriminant validity, and content validity.

As described earlier, grief researchers hypothe-
size, based on the previous literature and clinical
experience, that reaction to the loss has multiple
facets and consists of emotional, cognitive, and
behavioral elements. With regard to factorial va-
lidity, however, only half of al of the instruments
mentioned here were constructed by factor-analyz-
ing item pools; the rest were not constructed psy-
chometrically but arbitrarily, based on the theoret-
ical or clinica perspectives of the authors.
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Although a large number of grief measures have
been devel oped since that of Faschingbauer et al.,22
there seems to be little agreement as to the typical
symptomatic dimensions of grief. If new scales are
to be developed, it is imperative not to over- or
under-represent specific facets of grief but to mul-
tidimensionally construct the scale in order to ex-
amine the proportional representation of items.s3
Second, the clinica inferences and predictions
gleaned from assessment instruments depend
mainly on the discriminant validity of the instru-
ment. Research indicates that grief is often fol-
lowed by somatic illness.6? Some instruments
were developed to measure symptomatic clusters
related to depressiveillness and medical morbidity,
pointing to maladaptive signs. It is surprising,
however, that few grief measures from clinical
research are available to predict the onset of psy-
chiatric and somatic disorders of the bereaved.
Moreover, it cannot be emphasized too strongly
that the current devices are inadequate for differ-
entiating between normal and pathological grief. It
will be useful to develop future grief research
using the new diagnostic criteria of pathological
grief in order to clinically validate grief measures.
Third, we considered the content validity of grief
measures. Content validity is one aspect of con-
struct validity of psychological measurements.54
Although clinical judgments are strongly influ-
enced by content validity of instrumentss3 this
issue of grief measures is problematic. Conceptu-
aly speaking, grief is an ambiguous and heteroge-
neous construct.®s To target the main construct, itis
of great importance to differentiate “ grief-specific”
reactions from other psychological distress and
physical changes, e.g., depression, anxiety, loneli-
ness, stress, aging, and so forth. If grief measures
are highly correlated with such variables, then it is
possible that other factors are related to outcomes.
For example, athough individuals who feel grief
are likely to experience depression as a result of
loss, variables quite apart from bereavement, such
asthe depression that many people experience with
aging, are aso likely to be associated with high
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depression scores. Measures to specifically assess
grief-specific reactions may be found to differen-
tiate such phenomena from a confounding state,
such as that of depression.®

Finally, we would like to suggest aclinical guide
for the use of these scales. In brief, we recommend
that practitioners and clinicians consider the cir-
cumstances in which the grief measures are as-
sessed. For example, in cases of sudden death due
to natural disaster, traffic accidents, suicide, vic-
tims, and so on, measures that deal with patholog-
ical and traumatic grief reactions (e.g., |CG) would
be recommended. In contrast, the assessment of
comprehensive grief reactions including various
feelings, images, coping behaviors, and human re-
|ations would evaluate whether the subjects expe-
rience only “normal” grief. That is, practitioners
and clinicians should not only evaluate longitudi-
nal changes of grievers who suffer after the death
of aloved one, but should aso consider the onset
and time course of pathologica grief. Under such
a condition, comprehensive grief scales (e.g., the
CBI) should be used. Also, we endorse the use of
a short-form questionnaire of 20 to 30 items to
facilitate more rapid administration of tests and to
reduce the psychological burden of answering
items about negative feelings (e.g., recalling grief),
both in clinical and research settings.

Although considerable effort has been devoted
to measuring the symptoms of grief, the main
drawback of currently available instruments is the
scarcity of psychometrical validity studies. At
present, there are few standardized devices with
which to assess the phenomena of grief, in either
clinical or research settings. It is necessary not only
to develop valid and reliable grief measures that
can assess multidimensional facets of grief along
with its content, but to carry out comprehensive
etiological research to examine the impact of grief
during bereavement on health; for example, on the
onset of psychiatric disorder (e.g., depressive ill-
ness), physical disease (e.g., cancer), and physio-
logical changes (e.g., immunological change).
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