
iours. This argument provides support for including substance
use disorders, gambling disorder and gaming disorder in a sin-
gle section of the chapter on mental, behavioural or neurode-
velopmental disorders in ICD-11.
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Evidence of the clinical utility of a prolonged grief disorder diagnosis

A substantial body of research has shown that prolonged
grief disorder (PGD), characterized by persistent and severe
separation distress, constitutes a disorder distinct from be-
reavement-related major depressive disorder (MDD) and
post-traumatic stress disorder (PTSD)1. Reviewing the available
evidence, the work group covering the Disorders Specifically
Associated With Stress section in the ICD-11 decided to slate
PGD for inclusion as a new stress response syndrome2. Still,
mental health professionals and laypersons have expressed
concerns that diagnosing PGD represents a “medicalization”
of normal grief reactions3. Fears of the overdiagnosis of nor-
mal responses remain4-6.

As a new disorder, it is of paramount importance to deter-
mine whether PGD is a clinically useful diagnosis. According to
First7, a mental disorder or diagnostic system has clinical utili-
ty if it: a) helps communication, b) facilitates effective inter-
ventions, c) predicts management needs and outcomes, and d)
differentiates disorder from non-disorder and comorbid dis-
orders. Whereas a large body of evidence has demonstrated
the construct, predictive and incremental validity of PGD, clini-
cians’ perceptions of its clinical utility have yet to be tested ex-
perimentally.

To address this gap, our group recently completed a two-
phase National Institute of Mental Health (NIMH)-funded ran-
domized controlled trial in the US that evaluated the clinical
utility of PGD by examining the impact of providing informa-
tion about the diagnosis on clinicians’ ability to differentially
diagnose PGD in “virtual standardized patients” (VSPs). The
use of VSPs allowed us to standardize clinical presentations,
control influential confounding variables and patient charac-

teristics, and avoid burdening bereaved participants. Using
VSPs (rather than written vignettes or clinicians selecting their
own patients8, as has been done in prior studies) increased the
external validity of this investigation.

In Phase 1 of the study, video-recorded case vignettes for
the VSPs were developed with the input of seven bereavement
experts. They reflected cases of PGD, normative grief not meet-
ing criteria for PGD, MDD, and PTSD. Four blinded, expert
diagnosticians were asked to review the VSPs and evaluate the
cases to establish “gold” or “criterion” standard diagnoses.
There was full agreement on 12 of the cases, which were in-
cluded in Phase 2 of the study.

In Phase 2, clinicians (N=120 completers) were randomized
to receive written information about PGD (informed) or not
(not informed). Participants were asked about their back-
ground and experience working with the bereaved, and were
invited to provide a diagnosis and treatment recommenda-
tions for four VSPs depicting normative grief, PGD, MDD and/
or PTSD. Participants were also surveyed about PGD’s clinical
utility. Participants included psychiatrists (17%), psychologists
(27%), social workers (43%), and other licensed clinicians
(13%). They were 76% female and 66%White.

We found that clinicians provided with information about
PGD, compared to those not receiving such information, were
4.5 times more likely to diagnose PGD accurately. There were
no significant group differences in the likelihood of clinicians
accurately diagnosing normative grief, MDD or PTSD, but
there were significant between-group differences in treatment
recommendations for PGD cases. Clinical utility ratings of the
PGD diagnostic criteria were high, with the majority of clini-
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cians rating those criteria as easy to use (97%) and overall clin-
ically useful (95%).

There has been significant concern that introducing a diag-
nosis of prolonged grief would increase the likelihood that
clinicians will medicalize or pathologize grief4-6. We found,
however, that mental health providers who received informa-
tion about PGD were no more likely to pathologize normative
grief than those who did not receive this information in ad-
vance of evaluating standardized patients. Furthermore, clini-
cians who correctly diagnosed PGD were shown to be less like-
ly to recommend antidepressants for individuals they accu-
rately diagnosed with PGD andmore likely to recommend psy-
chotherapies that have direct relevance to PGD symptoms,
such as disbelief (emotion-focused therapy), loss of meaning
(existential therapy), and persistent suffering (acceptance and
commitment therapy). This may reflect clinicians’ perception
that PGD is less biologically based than, for example, MDD. Al-
though, like the DSM, the PGD tutorial did not offer treatment
recommendations, it did describe risk factors that were psy-
chological in nature,whichmayhave affected the recommenda-
tionsmade.

This study also suggests the clinical value of using straightfor-
ward diagnostic criteria to distinguish pathological grief from
other clinical presentations. The proposed PGD criteria are
highly specific, which should reduce the risk of pathologizing
normative grief reactions1. At the same time, they are sufficient-
ly sensitive to capture those in need1. Under-recognition of
PGD and misclassifying it as another diagnosis is likely to lead
to suboptimal treatment. PGD improves when specific inter-
ventions, such as those recommended by the study partici-
pants, target unique pathological grief symptoms9. The mis-
diagnosis of PGD as MDD or PTSD may promote the use of in-
appropriate interventions.

Although this study was limited by a relatively small sample
size and by the biases inherent in those who chose to partici-
pate, it demonstrates that PGD is perceived and shown to be
clinically useful. We therefore believe that educating clinicians
about PGD is likely to improve their ability to distinguish nor-
mal from pathological grief; to enhance communication be-
tween clinicians, patients, and their families; and to assist in
the delivery of effective treatments for PGD7.
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Diet as a hot topic in psychiatry: a population-scale study of
nutritional intake and inflammatory potential in severe mental illness

Peoplewith severemental illnesses (SMIs) – including schizo-
phrenia, major depressive disorder (MDD) and bipolar dis-
order – have excessive caloric intake, a low-quality diet, and
poor nutritional status compared to the general population1,2.
Poor diet increases the risk of diabetes and cardiovascular mor-
tality in this population3. Furthermore, excessive consumption
of high-fat and high-sugar foods can increase systemic inflam-
mation4. Indeed, all classes of SMI show heightened levels of
peripheral inflammatorymarkers,which is linked toworseprog-
nosis in these conditions.However, there currently is anabsence
of large-scale studies comparing the nutritional intake and in-
flammatory profile of the diets of individualswith SMIs.

To address this, we used detailed dietary intake data from
the baseline phase (2007-2010) of the UK Biobank study5 to
examine differences in nutritional intake and diet-associated

inflammation between people with SMIs and the general pop-
ulation. Full details on the UK Biobank, including approval
from the National Health Service (NHS) Research Ethics Com-
mittee, are available elsewhere5. We used patient hospital rec-
ords to identify individuals with a ICD-10 diagnostic history of
recurrent depressive disorder, bipolar disorder (type I or II) or
schizophrenia. Additionally, participants’ answers to questions
from the Structured Clinical Interview for DSM-IV Axis I Dis-
orders (SCID-I) and Patient Health Questionnaire (PHQ), ad-
ministered at the UK Biobank baseline, were used to identify
additional individuals with MDD or bipolar disorder6. Partici-
pantswho fell intomultiple psychiatric categories were assigned
hierarchically to only one, in this order: schizophrenia, bipolar
disorder, MDD. Healthy controls were derived from all UK Bio-
bank participants who had no indication of any previous or pre-
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