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Abstract

This article describes a preventive intervention to promote resilience of parentally bereaved youth.
This intervention includes separate but concurrent programs for youth and caregivers that were
developed to change empirically-supported risk and protective factors. We first discuss the risk
that parental death confers to youth mental health and social adaptation outcomes. Next, we
discuss the theoretical framework underlying this program. After describing the content and
structure of the program, we describe the results of an experimental field trial and discuss
directions for future work.

An exciting literature has emerged over the past few years that has identified risk and
protective factors that are associated with the mental health and social adaptation outcomes
of parentally-bereaved youth (e.g., Tremblay & Israel, 1998; Lutzke et al., 1997; Clarke et
al. 1995). However, there is a gap between these findings and the design of interventions to
improve outcomes, or promote resilience of bereaved children. This paper will describe the
development of the Family Bereavement Program (FBP), a theory-based program to
promote resilience of parentally-bereaved children (Sandler, Ayers, et al. 2003). We first
discuss the risk that parental death confers to children’s mental health and social adaptation
outcomes. Next, we discuss the theoretical framework underlying the FBP and describe the
content and structure of the program. We then describe the results of a randomized
experimental trial of the program and discuss directions for future work.

Correspondence concerning this article should be addressed to Tim S. Ayers, Program for Prevention Research, P.O. Box 876005,
Avrizona State University, Tempe, AZ 85287-6005; phone number: (480) 965-7420; fax: (480) 965-5430.
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Risk status of parentally bereaved children

Based on data from 1997 (Social Security Administration, 2000), 3.5% of children under the
age of 18 had experienced parental death (73.9% death of a father, 25% death of mother and
1.1% both parents). Researchers have consistently found that bereaved children exhibit more
depressive symptoms (Cerel, Fristad, Verducci, Weller & Weller, 2006; Gersten, Beals, &
Kallgren, 1991; Kendler et al., 2002; Kranzler, Shaffer, Wasserman, & Davies, 1990;
Melhem, Walker, Moritz, Brent, in press; Van Eerdewegh, Bieri, Parrilla, & Clayton, 1982;
Worden & Silverman, 1996), are more anxious and withdrawn (Felner, Stolberg, & Cowen,
1975; Kranzler et al., 1990; Saucier & Ambert, 1986; Worden & Silverman, 1996), have
more school problems (Gregory, 1965; Van Eerdewegh et al., 1982) and poorer academic
performance (Ambert & Saucier, 1984; Partridge & Kotler, 1987) than non-bereaved
children (for more complete reviews, Dowdney, 2000; Lutzke, Ayers, Sandler, & Barr,
1997). Although findings have been more equivocal for externalizing problems, some
investigators have found that bereaved children have higher levels of aggressive and
delinquent behavior (Gregory, 1965; Kranzler et al., 1990) and somatic complaints
(Silverman & Worden, 1992).

Contextual Resilience Model underlying the FBP

Elsewhere we have described a contextual resilience model as a framework for
conceptualizing the adaptation of youth following major disruptions such as parental death
or divorce (Sandler, Wolchik & Ayers, 2006, Sandler, Wolchik, Ayers, Tein, Coxe & Chow,
in press). While the details of this model will not be repeated here, aspects of the model that
have important implications for identifying the risk and protective factors to target in
intervention programs will be discussed. First is the proposition that the effects of
adversities, such as parental death, on children’s functioning can be accounted for by how
well they adapt to the disruptions and restructuring of their environments after the
disruption. Theoretically, these disruptions affect children’s ability to satisfy basic needs
(e.g., self-worth, social relatedness, and control) and their success in age salient
developmental tasks, which in turn affect adaptation (Sandler, 2001). Second is that we are
concerned with multiple aspects of functioning including problem outcomes (e.g., mental
health problems, problematic levels of grief) and positive outcomes (e.g., academic
competence, self-esteem). Bereaved children who achieve high levels of competence and
low levels of problems are considered to be resilient. Third is that resilience is determined
by multiple risk and protective factors that have a cumulative effect (Wyman et al., 2000).
Therefore, prevention programs should target multiple risk and protective factors.

The FBP was designed to change risk and protective factors that have been demonstrated to
relate to adaptation of parentally bereaved children. We refer to these factors as “putative
mediators” because theoretically improving them should lead to improvements in children’s
adaptation. The FBP includes components for caregivers and children/adolescents because
both these agents were seen as potentially able to influence the risk and protective factors
that have been shown to be consistently related to children’s adaptation after parental death.
The mediators targeted in the caregiver program were positive parenting (caregiver-child
relationship quality and effective discipline), caregiver mental health, and youth exposure to
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negative events. The child and adolescent components targeted putative mediators that
theoretically could be influenced by working directly with youth: caregiver-child
relationship quality, positive coping (active coping, coping efficacy), negative esteem and
threat appraisals, adaptive control beliefs, and adaptive emotional expression. Studies that
document significant relations between these putative mediators and children’s adaptation
after parental death are listed in Table 1 and Table 2. The tables include studies that were
available at the time of the development of the FBP as well as those published after the
program was developed.

Structure and Content of FBP

The caregiver and child/adolescent programs consist of 12 two-hour group sessions, with
four sessions including conjoint activities for the caregivers and youth. In addition, in the
caregiver program, there are two 1-hour individual sessions to tailor the program to the
needs of each family. Each group is led by two masters’ level counselors and is composed of
five to eleven members.

To involve participants in the learning process, collaborative and active learning strategies
are used to teach the program skills. At the beginning of the program, caregivers and youth
identify a personal goal that they wanted to accomplish during the program, and throughout
the program they practice using program skills to accomplish these goals. In teaching each
program skill, leaders initially solicit group members’ experiences and ideas to develop the
rationale for using the program skills and to highlight how the skill is relevant to their own
experiences. After the skill is described and modeled through role play by the group leaders
or by videotape, members role play use of the skills and leaders and other group members
give feedback about skills use. Caregivers and youth are expected to practice applying the
program skills at home after each session, and report back in the sessions on how well use of
the skills worked with their families. Each session has a common structure, discussion of the
home practice of program skills and progress toward achieving personal goals, teaching of a
new program skill, practice of the new skill, and assignment of activities to practice at home.
The program activities for each session and guidelines for group leader training and program
implementation are provided in detailed manuals (Ayers, Sandler et al., 1996; Ayers,
Wolchik et al., 1996; Sandler et al., 1996).

In most cases, intervention strategies were selected based on prior literature supporting their
effectiveness to change the skills targeted by the program. Illustratively, the activities to
enhance the caregiver-child relationship and effective discipline have been used to
strengthen parenting in other interventions (e.g., Guerney, 1977; Forehand & McMahon,
1981) as well as our program for divorced mothers (Wolchik, Sandler, Weiss & Winslow,
2007). The strategies to reduce caregiver demoralization and promote healthy grieving
included methods of cognitive reframing that have been successful in treating and
preventing depression (Gilham, Reivich, Jaycox, & Seligman, 1995) and setting personal
goals to deal with grief (Shear, Frank, Houck, & Reynolds, 2005). Because the existing
literature provided little guidance on the most effective approach to help children deal with
grief-related emotions, we developed strategies consistent with our conceptualization of how
emotions affect adaptation. Based on theory and research with other groups, we
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hypothesized that the simple expression of emotion would not necessarily be beneficial.
Instead, we used strategies to help youth not to inhibit the expression of emotions that the
child wanted to express (Pennebaker & Beall, 1986) and believe that their caregiver would
understand their feelings (Gottman, Katz, & Hooven, 1997).

The central topics related to each mediator in the caregiver and child/adolescent programs
and the sessions in which they are covered are shown in Table 3 and Table 4 respectively.
Below, we provide details of the intervention strategies used for each mediator targeted in
the intervention.

Caregiver Program

Positive parenting—The program begins with building a positive caregiver-child
relationship. We address this protective factor early in the program in part because it takes
time to build positive relationships and an early focus gives more time for practicing these
skills. Also, these program activities are very rewarding to caregivers, which can increase
their enthusiasm to try other program skills. In addition, increased positivity in the
caregiver-child relationship makes the caregivers’ use of limit setting and other discipline
skills more effective.

Caregivers are first provided a description of the negative family cycle that often occur due
to the stressors during and after the death and caregivers’ and children’s grief. Caregivers
are told that this negative cycle can be broken by using skills that foster positive
interactions. These skills include: “family fun time” (regular, positive, family activities),
“one-on-one time” (15 minutes with each child where caregivers convey attention,
acceptance and warmth) and effective listening (described below). We also teach a positive
discipline skill called *“catch’em being good”, in which caregivers reinforce children’s
positive behaviors, ideas and characteristics. Leaders emphasize the importance of doing
these activities consistently so children see them as part of family life they can count on
them.

The three session segment on effective listening starts with a rationale for using effective
listening skills and an overview of the three components of effective listening (i.e. listen,
think, and respond). Leaders help caregivers see the link between good listening skills and
the likelihood that children will share bereavement-related concerns and other challenges
and successes in their lives. Leaders also note that listening skills help build children’s self-
esteem and increases positive exchanges between children and caregivers.

The first session on listening teaches caregivers to use good non-verbal behaviors, open-
ended questions and conversational “continuers”. These skills are presented as the “four talk
to me’s”; a) having “big ears” tuning into what their children are saying, b) good body
language, ¢) “good openers” (open versus closed questions), and d) good continuers, such as
“tell me more.” The next two sessions focus on teaching caregivers to “think” and
“respond”, which involves thinking carefully about what the child was trying to express and
then using “summary” or “feeling” responses that reflect and check out what the child is
saying or feeling.
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To address the skepticism that some caregivers have about these relationship enhancement
skills, leaders use a number of strategies, such as asking caregivers to “experiment” with
these skills and using other group members’ positive experiences to motivate caregivers to
try the skills. Invariably, once caregivers start using these program skills, they see how much
children enjoy them and begin to see increases in their children’s positive behaviors.

The heart of our approach to discipline is called, “The three C’s: Be Clear, Be Calm, Be
Consistent.” We encourage caregivers to have clear and realistic expectations of their
children and clearly communicate those expectations. We also instruct caregivers to calmly
decide on consequences for breaking rules and to consistently apply them. Caregivers
practice applying the three “Cs” by developing a four-step “change plan” to address a
specific misbehavior. After counting the misbehavior for a week, caregivers work with the
leaders to develop a change plan for it that includes appropriate consequences for its
occurrence and a clear, calm communication of the consequences to the child. Leaders
encourage caregivers to use the least harsh consequence that will reduce the misbehavior.
After using the change plan, leaders and caregivers evaluate its effectiveness and make
modifications if needed.

Disciplining children after parental death is challenging for many caregivers. Some are so
drained emotionally by depression and grief that it is difficult to expend the energy to follow
through with appropriate consequences. For these caregivers, support and encouragement
from both group leaders and members are especially important. Another obstacle to effective
discipline involves reluctance to impose expectations and consequences on children who
have already been through so much. Caregivers with these kinds of concerns benefit from
hearing that appropriate and consistent limits provide children with a sense of structure and
stability that can be particularly important when so many changes are occurring.

Negative events—The program teaches caregivers to use guided problem solving to
ameliorate the effects of negative life events on children’s adaptation. Caregivers are
encouraged to use their listening skills as they guide children through the four problem
solving steps that children and adolescents are taught in their program.

Some caregivers have difficulty switching from providing “quick fixes” to using guided
problem-solving techniques, in part because they feel that providing children with the
solutions saves them from making mistakes. Leaders use caregivers’ experiences of getting
unsolicited advice as a way to help them see that sometimes children just want someone to
listen rather than help them solve a problem. Leaders also emphasize that by helping
children come up with their own solutions to problems caregivers can promote children’s
sense of mastery and self-esteem.

Caregivers are also taught specific strategies to help shield children from exposure to
stressful events in the family. For example, caregivers are instructed to provide children with
reassurance and hope through making explicit statements, such as “Our family is strong and
will get through this difficult time.” We also encourage caregivers to find “adult ears” --
adults with whom they could talk about their distress and the stressors they are experiencing.
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Caregivers are told that having these connections will make it easier to refrain from using
their children as confidants.

Caregiver demoralization—Acceptance and normalization of distress, cognitive
reframing of experiences associated with depressive affect, and increased engagement in
positive activities are used to reduce caregiver demoralization. Normalization of distress is
promoted by a leader led discussion of the experience of being “blindsided by grief” or
times where one is overwhelmed by intense sadness or anger and feelings of longing for the
deceased. Leaders help caregivers see these experiences as a normal part of the grieving
process for many individuals and note that their intensity and frequency typically decrease
over time. Leaders also help caregivers identify ways of combating the feelings of being
overwhelmed and discouraged by such intense grief experiences.

Cognitive-behavioral techniques are used to decrease negative self-talk and increase positive
self-talk and pleasurable experiences. Challenging negative thinking is presented as an
important way for caregivers to regain a sense of control and increase hopefulness.
Caregivers are instructed about “thinking traps,” (e.g., overgeneralization, catastrophizing)
and leaders discuss how these kinds of thoughts lead to feeling hopeless, helpless,
overwhelmed, and distressed. Examples of common thinking traps among bereaved
caregivers are: “I’ll never feel happy again” and “This is impossible for me to handle.”
Caregivers are encouraged to challenge their negative thinking by: a) recognizing feeling
overwhelmed; b) identifying the thought behind the feeling; and c) replacing the negative
thought with a more helpful, hopeful thought.

Using these techniques leads to reductions in negative demoralization for the majority of
caregivers. However, some bereaved caregivers have extreme levels of negative affect,
depression or grief, which can negatively affect the group process and which is not likely to
be ameliorated by this program. In cases where these problems are so extreme that they
prevent caregivers from participating in the sessions or using the program skills with their
children, we make referrals for clinical services that focus on the depression or grief.

Child/Adolescent Program

The Child (ages 8-12) and adolescent (ages 12—16) programs target the same mediators.
However, the content and format differ slightly so that the materials are appealing and
developmentally sensitive for each age group.

Caregiver-child relationship quality—Children were seen as playing a complementary
role to caregivers in promoting positive caregiver-child relationships. Children are taught
expression skills to share their experiences and feelings which complement the listening
skills taught to caregivers. In addition, youth are told that “giving positives” (verbal or
physical expressions of appreciation) is an important way to help build strong families and
are encouraged to think of creative ways to do this. To help ensure that the program skill of
“family fun time” goes well youth are taught the components of this activity and the leaders
talk about ways to refrain from fighting and problem solving during family fun time. To
increase investment in family fun time activities, families select possible activities during a
conjoint component of a session. Family members brainstorm possible activities and put
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those activities that all family members agree would be enjoyable into a “fishbowl.” The
family agrees that each week one activity would be drawn from the “fishbowl”.

With respect to communication skills, youth are taught the distinction between “you” and
“I” messages and encouraged to use “I” messages more frequently. In teaching “I”
messages, a distinction is made between “I”” messages that request help in solving a problem
(i.e. I-message for problem solving) and those that involve only sharing of feelings(i.e., I-
message for sharing). These different “l messages” are taught in a broader approach to good
communication, in which youth are encouraged to a) find a good time to talk with another,
b) figure out what they want from the interaction and c¢) give an “I message” that fits their
needs.

Positive coping—The program teaches multiple skills to reduce the negative effects of
stressors. Strategies for reducing cognitive distortions that were adapted from programs for
preventing depression (Clarke & Lewinsohn, 1991; Gillham et al., 1995; Jaycox et al., 1994)
are used to prevent exaggerated negative appraisals of stressors. Leaders note that although
uncomfortable or painful feelings are a normal part of grief sometimes the ways in which
people think about things can make them feel worse. Youth are taught about the connections
between stressful events, thoughts and feelings. Youth are also taught to label very negative
ways of thinking about things as “hurtful” thoughts. One type of hurtful thoughts that is
particularly common for bereaved youth involves stable, global, negative thoughts about
stressors, which are labeled as “doom and gloom” thinking (e.g., “Everything in my life is
bad.” or “My mom will always be sad.”). Children and adolescents are taught to recognize
that these thoughts are “exaggerations” and to replace these thoughts with more “helpful
thoughts.” Helpful thoughts recognize the bad feelings about the stressor but focus on
hopefulness for the future and optimism about their ability to deal with the situation (e.g.,
“Things may be bad now, but they can get better in the future.”).

Problem solving is taught using a four-step model adapted from those used in other
programs (e.g. Caplan, Jacoby, Weissberg, & Grady, 1988; Caplan et al., 1992; Pedro
Carroll, 1985). The model is introduced early in the program as a means of teaching positive
reframing or “problem solving for hopeful thoughts”. The following questions are presented
for each step of the model: a) Stop: “What am | feeling” b) Think: first, look outside,
“What’s happening?”, then look inside “Any hurtful thoughts?” c) Brainstorm: “What
hopeful thought can | think?” and finally, d) Choose, “Does (the thought) make sense to
me?” and “Does if feel better?”. Later in the program, when the model is applied to deal
more generally with problems, step two is augmented to include the questions “Is this my
job?” and “What do | want to happen?”. These questions encourage the use of other skills
that were taught in earlier sessions such as evaluating whether a problem is under their
control (“their job to fix””) and goal setting. The other steps are also elaborated to reflect the
shift to a more general problem solving model, so that brainstorming not only includes
brainstorming “hopeful thoughts” but also “positive actions.” Similarly, the fourth step,
“choose”, is broadened to include questions for evaluating the “positive actions”, such as;
“Can | do it”, “What would happen if I do it?, and “Should I do it?”.
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A variety of collaborative learning techniques and exercises are used to teach problem
solving. For example, in the children’s group, puppets are used to introduce “No Thinking
Theo” who is struggling with problems brought on by his younger brother. “Round-robin”
and “team” collaborative learning structures are used to generate positive goals and
brainstorm hopeful thoughts and positive actions. In the adolescent group, members first
role-play scripted scenes involving “No Thinking Theo” having to babysit a younger sibling
when he had other plans. This scene is stopped at several points to teach a new component
of the four-step model. The group is then split into two teams and each team practices
applying the steps in the problem solving model by doing role plays scenes created by the
other team.

Increasing coping efficacy is embedded into many aspects of the program, including
problem solving, positive reframing, and weekly review of how youth cope with problems.
Leaders consistently praise the children’s coping efforts and encourage them to recognize
and feel good about their success. In addition, two parts of the program focus more
explicitly on enhancing coping efficacy: identifying and working to achieve a “program”
goal and developing a lesson to “teach” a program skill. As noted earlier, in the first part of
the program, youth identify a “program” goal to accomplish in the group (e.g. “Share my
feelings with my father”) and are encouraged to use the program skills to meet this goal.
Progress toward the goals is regularly reviewed and leaders and group members reinforce
and praise efforts toward achieving these goals. To increase a sense of efficacy in using the
program skills, youth prepare a lesson on the program skill they found to be most helpful,
which they present to the group. Leaders encourage the children to think of creative ways to
teach this skill (e.g., poems, songs, puppet shows). These lessons are presented to the group
and children/adolescents are videotaped so the lessons can be used to teach the skill to other
parentally bereaved children, if the families consent. In addition, children are put in the
expert role as they role play being panel members on a fictitious television program,
“Kidcope TV.” The panel members respond to questions bereaved children often have by
giving advice that is consistent with the program skills. Panel members receive feedback and
reinforcement from the other group members. In addition to enhancing coping efficacy, the
latter two activities provide an excellent opportunity to review the skills taught in the
program.

Negative-esteem and threat appraisals—To promote self-esteem, leaders provide
positive reinforcement for participating in group activities and successful application of
program skills. Also, activities taught in the caregiver component, such as “catch’em being
good” and “one-on-one time” promote children’s self-esteem. In addition, youth are taught a
process of evaluating stressors in their lives in ways that are less threatening to their self-
esteem and are more likely to promote adaptive coping. Youth are taught to use hopeful
thoughts to counteract “self-put downs,” which involve interpreting stressors as due to some
negative characteristic of the child or adolescent, such as self-blame for the occurrence of
the event. As described above, challenging negative appraisals and encouraging more
positive appraisals that involve more hopeful thinking is also an important tool in promoting
positive coping.
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Adaptive control beliefs—An important dilemma in teaching adaptive control beliefs is
that many stressors that occur to bereaved children are outside of their control. To help
children deal with this situation, leaders teach youth to distinguish problems that are a “kid’s
job to fix” and those that are “not a kid’s job to fix”. Leaders help youth accept
responsibility for problems that are “a kid’s job” and to avoid negative appraisals associated
with taking excess responsibility for problems that are “not a kid’s job”. Youth are taught to
select coping strategies that are appropriate for each type of problem. For example, stressors
such as their caregiver being depressed or lonely are labeled as beyond their control and not
their job to fix. Children are taught that their concern about their caregiver shows that they
really care, but that they should not underemphasize their caregiver’s strengths. Youth are
told that they can show their concern by giving their caregiver a hug or telling them that they
care, but that it is important to recognize that their caregiver will be the one to take care of
their loneliness or depression. On the other hand, falling behind in their school work is their
job to fix. If this is the case, then the youth are helped to brainstorm strategies for improving
their academic performance.

The following exercise is used to teach the distinction between problems that are or are not a
kid’s job and illustrate the “burden” of taking on problems that are “not a kid’s job.” Leaders
have a group member put on a backpack that is filled with several objects of different
weights. Each object is labeled with a common problem (e.g., fail a test, fight with a sibling,
caregiver sad, money troubles, friends teasing you about not having two parents) and the
heavier objects have labels of problems that are not within a child’s control. After asking the
child how it would feel to walk around all day with this heavy backpack, the leader pulls
each object out and asks the group to decide if the problem is or is not a kid’s job. Those
determined to be a kid’s job are put back in the backpack. At the end of exercise, the
backpack is much lighter and more manageable. The leader concludes the exercise by noting
that some children and adolescents choose to burden themselves with problems that really
are not their job and encouraging youth to focus on problems that are a kid’s job.

Adaptive emotional expression—Each session includes a 10-15-minute segment that
provides structured opportunities for youth to discuss grief-related feelings. Topics include
the dealing with anger, sadness, hiding feelings, and unusual grief experiences. These
discussions provide opportunities for youth to openly share their experiences with the group
and to experience being understood by the leaders and group members. To illustrate, in the
discussion on hiding feelings, children typically talk about potential negative consequences
of hiding emotions, including feeling even more alone and worrying about whether their
feelings are abnormal. Leaders normalize the range of experiences and have children share
active coping strategies they could use to deal with the feelings being discussed. Leaders
facilitate these discussions so that each member has an opportunity to share their feelings at
a level with which they feel comfortable. Leaders do not attempt to deepen the level of
emotional expression but rather validate them at the level the child is ready to express and
point out commonality of experiences across group members.

Throughout the program, leaders encourage youth to use their communication skills to share
their feelings with their caregivers at home. In addition, there are several opportunities in the
conjoint components for youth to share feelings with their caregivers and for the caregivers
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to show that they understand these feelings. The personal memento exercise illustrates how
the program facilitates this kind of interaction. In this exercise, youth bring to the session a
“personal memento” or object that reminds them of their deceased parent. Youth are told to
keep their selection a secret from their caregiver until the session when they show the object
to the group and explain why they chose it. Caregivers are given the instructions to use their
listening skills to really help them understand what the object means to their child and how
their child feels talking about it.

Evaluation of the effects of the FBP

The FBP has been evaluated using a randomized experimental trial in which 156 families
(involving 244 children and adolescents ages eight through fourteen) were randomly
assigned to the FBP or a self-study comparison condition in which caregivers, child and
adolescents each received three books about grief and a syllabus to guide their reading.
Caregivers and children/adolescents were assessed at four time points; prior to being
randomly assigned to condition, immediately after the program ended, 11 months after the
post-test (14 months after the pre-test), and six years after the intervention.

The results from the first three waves were described elsewhere (Sandler et al., 2003) and
will only be briefly reviewed here. At post-test, families in the FBP improved more than
controls on multiple risk and protective factors, including increases in positive parenting
(caregiver-child relationship quality and effective discipline), decreases in caregiver mental
health problems, reductions in negative events, increases in positive coping (a composite of
active coping and coping efficacy), and decreases in inhibition of expression of feelings. At
11-month follow-up, significant or marginally significant main effects were found indicating
that the FBP reduced caregivers’ mental health problems and children’s inhibition of
emotional expression and improved children’s adaptive control beliefs. In addition, there
was a significant program effect to improve positive parenting for those who had lower
scores at program entry. Significant interaction effects with gender indicated additional
program effects for girls to improve positive coping and reduce threat appraisals for stressful
events for those who had higher threat appraisals at program entry.

At post-test, significant program effects did not occur for youth mental health problems.
However, at 11-month follow-up, a significant effect was found for the FBP to improve
caregiver report of internalizing problems for youth who had higher internalizing problems
at program entry. In addition, compared to girls in the self-study condition, girls who were
in the FBP had lower externalizing and internalizing problems as reported by both
caregivers and youth. Analyses using growth curve modeling further clarified the nature of
the gender by program interaction effect on mental health problems (Schmiege, Khoo,
Sandler, Ayers & Wolchik, 2006). Girls in the self-study condition showed no reduction in
internalizing or externalizing problems over time following parental death, whereas girls in
the FBP showed fewer internalizing and externalizing problems over time. In contrast, boys
in both conditions showed decreases in internalizing and externalizing problems over time.

In sum, at post-test, the FBP led to improvements on a wide range of putative mediators for
both boys and girls (e.g., positive parenting, caregiver distress, and youth’s coping,
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inhibition of emotional expression and adaptive control beliefs). Program effects on
internalizing and externalizing mental health outcomes were found for girls at 11-month
follow-up, and on internalizing problems for those who had higher internalizing problems at
program entry. We are currently analyzing data from a six-year follow-up of this sample.

Mediation analyses were conducted to test whether the effects of the FBP to reduce girls’
mental health problems at 11-month follow-up were accounted for by program-induced
improvements in the targeted risk and protective factors. These analyses tested whether the
program affected the theoretical mediator which in turn affected adaptation outcomes.
Analyses found that program effects to reduce mental health problems for girls at 11-month
follow-up were mediated by program effects on three variables at post-test, positive
parenting, negative events and active inhibition of emotional expression (Tein, Sandler,
Ayers & Wolchik, 2006). The independent effect of these three mediators was demonstrated
by entering them in a single model; program effects at post-test on all three mediators
mediated the program effect on girls’ externalizing problems at 11-month follow-up. It
should be noted that the predictor variable occurred prior to the criterion variable so that the
model satisfied the condition of time precedence between the mediator and outcome
(Kraemer, et al. 2002). However, the model is a conservative one because we do not know
the time lag over which the effect of the mediator on the outcome occurs. To further probe
for potential mediators that were not detected by the longitudinal models, a set of
simultaneous models was run (MacKinnon, in press) in which both the mediators and mental
health outcomes were assessed at 11-month follow-up. These models indicated that three
additional variables, positive coping, threat appraisal and unknown control beliefs, mediated
the program effects on girls’ mental health problems (Tein et al, 2006).

This article describes a prevention program for parentally bereaved youth. In developing this
program, the findings of correlational studies on risk and protective factors were used to
identify targets for change. Empirically-supported intervention strategies were then selected
and incorporated into a comprehensive program that worked with caregivers and children.
The program uses active learning strategies in which caregivers and children set goals for
what they want to accomplish by being in the program and use program skills to achieve
these goals. A variety of strategies are used to teach program skills including modeling, role
play and feedback on use of skills. Participants are expected to practice the program skills at
home and leaders provide feedback, problem solving and support to promote effective skill
use. Evaluation of the program in a randomized trial has shown positive effects for
caregivers and children to improve on a wide range of the targeted risk and protective
factors and for girls to show decreased levels of mental health problems at 11-month follow-

up.
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Table 1

Empirical Support for Targeted Risk and Protective Factors Targeted in Caregiver Program

Mediator

References

Positive parenting caregiver-child
relationship quality

Effective discipline

Caregiver mental health problems

Negative events

Haine, Wolchik, Sandler, Millsap, Ayers (2006)

Kwok, Haine, Sandler, Ayers, Wolchik, Tein (2005)

Lin, Sandler, Ayers, Wolchik, Leucken (2004)

Osterweis, Solomon, & Green (1984)

Raveis, Siegel, & Kraus, (1999)

Sandler, Gersten, Reynolds, Kallgren, & Ramirez, (1988)

Sandler, Coatsworth, Lengua, Fisher, Wolchik, Lustig, & Fitzpatrick (1992)
West, Sandler, Pillow, Baca, & Gersten, (1991)

Wolchik, Tein, Sandler, & Ayers (2006)

*Forgatch, Patterson, & Ray (1996)
Kwok, Haine, Sandler, Ayers, Wolchik, & Tein (2005)
Strength, J. (1991)

* Tein, Sandler, MacKinnon, & Wolchik (2004)
Worden (1996)

Kranzler, Shaffer, Wasserman, & Davies, (1990)

Lin, Sandler, Ayers, Wolchik, Leucken (2004)

Sood, Weller, Weller, Fristad, & et al. (1992)

Van Eerdewegh, Clayton, & Van Eerdewegh (1985)
West, Sandler, Pillow, Baca, & Gersten (1991)
Thompson, Kaslow, Price, Williams, & Kingree,(1998)
West, Sandler, Pillow, Baca, & Gersten, (1991)
Wolchik, Tein, Sandler, & Ayers, (2006)

*
Study was conducted with non-bereaved sample.
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Table 2

Empirical Support for Targeted Risk and Protective Factors Targeted in Child and Adolescent Program

Mediator References

Caregiver-child relationship quality Haine, Wolchik, Sandler, Millsap, Ayers (2006)
Kwok, Haine, Sandler, Ayers, Wolchik, Tein (2005)
Lin, Sandler, Ayers, Wolchik, Leucken (2004)
Osterweis, Solomon, & Green (1984)
Raveis, Siegel, & Kraus, (1999)
Sandler, Gersten, Reynolds, Kallgren, & Ramirez, (1988)
Sandler, Coatsworth, Lengua, Fisher, Wolchik, Lustig, & Fitzpatrick, (1992)
West, Sandler, Pillow, Baca, & Gersten, (1991)
Wolchik, Tein, Sandler, & Ayers, (2006)

Positive Coping * Ayers, (1991)

Active coping *Garber, & Little (1999)
*Langrock, Compas, Keller, & Merchant, (2000)
Sandler, Ayers, Tein, Wolchik (1999)
Sandler, Tein, & West (1994)
Coping efficacy * Cowen, Work, Hightower, Wyman, & et al. (1991)

Lin, Sandler, Ayers, Wolchik, Leucken (2004)
*Sandler, Tein, Mehta, Wolchik, & Ayers (2000).

Negative-esteem and threat appraisals ~ Haine, Ayers, Sandler, Wolchik, & Weyer (2003)
Lin, Sandler, Ayers, Wolchik, Leucken (2004)
Silverman & Worden (1992)

Adaptive control beliefs Haine, Ayers, Sandler, Wolchik, & Weyer (2003)

. - - * %
Adaptive emotional expression

*
Study was conducted with a non-bereaved sample.

* %

No support was available in literature. Inclusion was based on clinical theory (Worden, 1996) and evidence from laboratory studies with adults
showing that the inhibition of expression of emotion is stressful and relates to poorer adaptation (Gross & Levenson, 1997, Gross & Munoz, 1995.)
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Table 3

Central Topics Covered in FBP Caregiver Program

Page 18

Putative Mediator Central Topics Sessions
Caregiver-Youth Relationship . Negative & Positive family Cycle 2,3,4,5,6,
Quality . Family Fun Time Botzeigs?(i)\:]isdual
. Catch ‘em Being Good
. Listening Skills (good body language, talk to me’s, summary and feeling
responses)
. When listening isn't enough: Guided problem solving
. How to listen to your children talk about grief
. Responding to an I-message for problem solving
Caregiver Demoralization . Personal Goals 1,7
. Normalizing Grief Experience SFggzti(irrldividual
. Bereavement Discussions
. Catch Yourself Being Good
. Challenging Negative Thinking
Discipline . Overview of Effective Discipline 8,9,10
. Identifying and Counting a Misbehavior
. Selecting appropriate consequences
. Using, evaluating and re-evaluating change plans
. The coercion and escalation cycle
. Anger management techniques
Negative Life Events . Review of coping strategies taught to children 11

. Supporting your child’s coping efforts

. Reducing the impact of negative events
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Table 4

Central Topics Covered in FBP Child/Adolescent Program

Putative Mediator Central Topics Sessions

1duosnue Joyiny 1duosnuen Joyiny 1duasnuen Joyiny
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Caregiver-Child Relationship .

Negative Esteem and Threat .

Appraisals

Adaptive Control Beliefs .

Positive Coping

Active coping

Efficacy of coping

Adaptive Emotional Expression .

Telling your caregiver about positive feelings
Conjoint session to plan Family Fun Time
Conjoint session for sharing personal memento
Giving caregivers a positive

Good communication skills

Using fewer you-messages and more I-messages

Conjoint session to give caregiver a Problem | Message

Identifying hopeful and hurtful thoughts

Becoming more aware of your hopeful and hurtful thoughts
Self-put downs and self-boosters

Doom and gloom and positive thinking

Changing hurtful thoughts to hopeful thoughts

Controllable vs. uncontrollable life events

Identifying problems that are a kid's job to fix

Hopeful thoughts make sense and hurtful thoughts don't make sense

Ways to remember to use hopeful thoughts

Steps to problem solve hopeful thoughts

Positive reframing for events that are not a kid’s job

Steps of effective problem solving for problems that are under a kid's

control

Differences between positive and negative goals

Brainstorming and choosing the best idea for effective problem solving

Using problem solving steps to solve problems that are a kid’ job

Overview of program goals

Set personal and program goals

Reinforce progress toward personal goals and revising plans if needed

Reinforce successful use of skills
Teach the others in the group a skill that has worked for them

Review skills learned in program

Bereavement discussions

I-message for sharing

2,6,9
Both individual
sessions

3,4,5
First individual
session

57,8

1,10,11,12
First individual
session

1,2,3,45,6,7,

8,
9,10
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