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Abstract

Objective—Reports on the finding from a six-year follow-up of a randomized trial of the Family
Bereavement Program (FBP) on outcomes for spousally-bereaved parents.

Method—Spousally-bereaved parents (N=131) participated in the trial in which they were
randomly assigned to receive the FBP (N = 72) or literature control (LC, N = 59). Parents were
assessed at four time points, pre-test, post-test, 11-months, and six-year follow-up. Parents
reported on mental health problems, grief and parenting at all four time periods. At the six-year
follow-up parents reported on additional measures of persistent complex bereavement disorder,
alcohol abuse problems, and coping efficacy.

Results—Bereaved parents in the FBP as compared to those in the LC had lower levels of
symptoms of depression, general psychiatric distress, prolonged grief, alcohol problems, and
higher coping efficacy at the six-year follow-up. Multiple characteristics of the parent (e.g.,
gender, age, baseline mental health problems) and of the spousal death (e.g., cause of death) were
tested as moderators of program effects on each outcome. Latent-growth modeling found that the
effects of the FBP on depression, psychiatric distress and grief occurred immediately following
program participation and were maintained over six-years. Mediation analysis found that
improvement in positive parenting partially mediated program effects to reduce depression and
psychiatric distress, but had an indirect effect to higher levels of grief at the six years follow-up.
Mediation analysis also found that improved parenting at the six year follow-up was partially
mediated by program effects to reduce depression and that program effects to increase coping
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efficacy at the six-year follow-up was partially mediated through reduced depression and grief and
improved parenting.

Conclusions—FBP reduced mental health problems, prolonged grief and alcohol abuse and
increased coping efficacy of spousally-bereaved parents six years later. Mediation pathways for
program effects differed across outcomes at the six-year follow-up.

Introduction

When families experience major family transitions such as parental death or divorce both
children and their parents experience an increased risk for problem outcomes (e.g., Braver,
Shapiro & Goodman, 2005; Melhem, Walker, Moritz & Brent, 2008). Prevention programs
for these families have the opportunity to have a “double preventive effect” by improving
outcomes for both parents and children. Randomized trials of parenting-focused preventive
interventions with families who experienced divorce or separation have reported significant
effects to reduce parents’ depressive symptoms, as well as to reduce children’s problem
outcomes (e.g., DeGarmo, Patterson & Forgatch, 2004; Haine, Sandler, Wolchik, Tein &
Dawson-McClure, 2003). The current paper reports on the effects of the Family
Bereavement Program (FBP, Ayers et al., 2013-2014; Sandler, Wolchik, Ayers, Tein &
Luecken, 2013) on multiple aspects of parental adjustment six years after program
completion. The study addresses several questions. What aspects of bereaved parents’
adjustment are impacted by the FBP six years later? What factors moderate this impact?
How does the FBP affect the trajectory of changes in parent adjustment over six years? The
study also tests alternative pathways that account for FBP effects on parental adjustment
Over six years.

We first discuss the conceptual framework of the study as the examination of the cascading
effects of the FBP over time to promote resilience of parents following the death of their
spouse. We then present a description of the FBP and an overview of prior evidence of
program effects. We then discuss how the current study advances evidence concerning the
effects of the FBP on spousally-bereaved parents and contributes to the broader literature on
the long-term effects of parenting interventions on the adjustment of parents.

Conceptual framework: Assessing the cascading effects of the experimental promotion of
resilience of spousally-bereaved parents

A contextual resilience framework has previously been proposed to describe how the FBP
promotes resilience (Sandler, Wolchik & Ayers, 2008). “From this perspective, the events
surrounding the death disrupt the equilibrium of relations between individuals and their
environment and threaten their well-being and performance of developmentally appropriate
roles. Adaptation is seen as a process that occurs over time and is shaped by environmental
and individual-level risk and protective factors. Multiple interrelated domains of outcomes
are of interest, including levels of problems (including mental health problems, substance
abuse, and physical illness), and positive well-being (including competent role performance
and life satisfaction) and grief” (p.60). Resilience is defined to include higher levels of
positive well-being and lower levels of problem outcomes for those who experienced this
major life stress (Luthar, 2003). For bereaved parents, adaptation involves developing
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competent functioning in critical life tasks of middle adulthood that are disrupted by the
death of their spouse as well as coping with grief. As described below, the FBP is designed
to promote effective parenting, an adult life task (Levinson, 1978) that has been disrupted by
the death of their spouse and one that has been found to be particularly stressful for single
parents (Evenson & Simon, 2005). Prior research has found that programs that strengthen
parenting have positive effects to reduce child and parent mental health problems (Barlow,
Smailigie, Huband, Roloff & Bennett, 2012; Sandler, Ingram, Wolchik, Tein & Winslow,
2015). From a developmental perspective, there may be mutually reinforcing cascading
effects in which improvements in parental mental health lead to increased positive parenting,
and increases in positive parenting lead to decreased parent mental health problems over
time.

The FBP is also designed to promote parent success in dealing with the tasks of coping with
grief. Research on the course of grief has found little support for distinct, time-ordered
stages of grief (Archer, 1999). Rather, research indicates that, although there are different
trajectories of grief over time (Bonanno, Wortman, Lehman, Tweed, Haring, Sonnega et al.
2002), normatively, spousal grief gradually decreases over time before reaching an
asymptote multiple decades following the death (Carnelley, Wortman, Bolger & Burke,
2006). The past decade has seen increasing interest in identifying pathological grief
experiences which include experiences of prolonged yearning for the deceased and distress
over the death that persist over time and impair healthy functioning (Bonanno, Neria,
Mancini, Coifman, Litz & Insel, 2007). It is expected that the FBP’s effects to reduce grief
in the short term will impact the trajectory of grief over time. The study will also examine
cascading effects by which the FBP’s effects on other domains of functioning (e.g.,
parenting, depression) impact grief over time, and by which earlier effects on grief have
cross-domain effects on parenting and mental health over time. Finally, the study of
promotion of resilience includes increasing positive outcomes as well as reducing problem
outcomes. From this perspective, it is hypothesized that positive effects of the FBP to
promote effective coping with the stressors following spousal death will translate into an
enhanced sense of efficacy that one can cope effectively with difficult situations.

Description and summary of effects of the FBP on children’s and parents’ outcomes

The FBP is a 12-session multi-component program for caregivers and children following the
death of a parent. The program consisted of a parent1 group and a child/adolescent group
that included several conjoint parent-youth activities. The program has been described in
detail elsewhere (Ayers et al., 2013-2014; Sandler et al., 2013), so will only be briefly
described here. Both the parent and youth groups focused on factors that have been found to
relate to better outcomes for bereaved parents and youths. The parent group focused on
building skills to strengthen positive parenting (i.e., positive parent-child relationship,
listening skills, effective discipline), reducing parental depression and prolonged distressing
grief (e.g., setting bereavement-related goals, positive reframing) and shielding children
from exposure to other stressful events that often follow parental death. The child/adolescent

IThe program included people who were not biological or legal parents but who fulfilled a parenting role. As described below the
sample studied in this paper was restricted to the parent who was a bereaved spouse of the parent who died.
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group focused on teaching skills to strengthen adaptive coping and realistic control beliefs,
reduce negative stress appraisals and inhibition of emotional expression and increase
positive interactions and family relationships A randomized controlled trial of the FBP
demonstrated that the program reduced child internalizing and externalizing problems,
improved parenting and reduced depression and non-specific psychiatric symptoms for
bereaved parents at the six-year follow-up (Sandler et al., 2010; Hagan, Tein, Sandler,
Wolchik, Ayers & Luecken, 2012). The current study, which focuses only on spousally-
bereaved parents, adds to prior reports by assessing the effects of the FBP on a broader range
of outcomes than previously investigated, testing moderators of the program effects,
assessing trajectories of change and testing pathways by which the FBP impacts parenting
and parents’ adjustment.

What are the effects of the FBP on spousally-bereaved parents’ adjustment over six years?

A recent meta-analysis of 48 randomized trials of the effects of parenting programs found
significant effects to reduce parent symptoms of anxiety, depression, stress, anger, guilt,
confidence, and to increase parent satisfaction with partner relationships (Barlow, et al.,
2012). The current study goes beyond the findings from this meta-analysis in three ways.
First, the current study focuses on a group of parents who are at risk for multiple problem
outcomes because of their experience of the death of their spouse, a major stressor that is
most strongly associated with problem outcomes in younger widows, such as the bereaved
parents in this study (Nolen-Hoeksema & Ahrens, 2002; Zisook, Schucter, Sledge &
Mulvihill, 1993). Of the 48 trials reviewed in the Barlow et al. meta-analysis, only one
focused on parents at risk because of a major family disruption (separation of parents), with
the rest focusing on general population samples or parents of children with behavior
problems. Spousal bereavement has been found to increase risk for multiple problem
outcomes including depression, anxiety, prolonged grief and substance abuse (Keyes, Pratt,
Galea, McLaughlin, Koenen, & Shear, 2014; Melhem, Walker, Moritz & Brent, 2008; Bruce,
Kim, Leaf & Jacobs, 1990; Zisook & Schucter, 1991). A prior report of the effects of the
FBP found that it reduced symptoms of mental health problems (depression and general
mental health symptoms) and that it improved positive parenting at post-test and 11-month
follow-up (Sandler et al., 2003). Because of these short-term effects, we expanded our
assessment at the six-year follow-up to include a broader assessment of parental adjustment
including measures of complicated grief, alcohol abuse, and coping efficacy. Prior literature
has failed to find effects of preventive interventions on complicated grief (Wittouck, Van
Autreve, De Jaegere, Portzky, & van Heeringen, 2011), however the effects of the FBP on
depression and the comorbidity of depression, complicated grief and alcohol abuse
(Hussong, Jones, Stein, Baucom & Bouding, 2011; Simon et al., 2007) led us to hypothesize
long-term effects on multiple parent problem outcomes. Theoretically, the long-term effects
might reflect the effects of the FBP to improve parental coping with the stress of
bereavement which in turn leads to more effective regulation of negative affect, reduced
symptoms of depression and mental health problems, and reduced use of alcohol as a
strategy to regulate negative affect (Hussong et al., 2011). From a theoretical perspective, the
effects of the program to improve parenting may also have positive cascading effects to
reduce long-term parent problem outcomes. Positive parenting can be seen as effective
functioning in a key role of middle adulthood (Simon, 1992), and as such may feedback to
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increase parents’ sense of competence and reduce a source of parenting stress and negative
affect.

The second way in which the current study extends prior findings on the effects of parenting
programs on parents’ adjustment is to extend the time frame for which effects were assessed.
The current study assesses effects over a six year period following the intervention. Only
one study in the meta-analysis reported effects at a follow-up longer than 12 months
following the intervention. Although the meta-analysis found that positive effects on
parents’ adjustment faded over one year follow-up, the effects may be more long-lasting in a
sample of parents who are themselves experiencing a major stressor such as spousal death,
which increases their risk for disorder.

A third way in which the current study extends prior literature on the effects of parenting
programs on parents’ adjustment is by testing the trajectories of change by which effects
manifest over time. At least three trajectories of change are theoretically plausible. Effects
may occur directly following the program but fade over time. Findings in the Barlow et al.
(2012) meta-analysis are consistent with a fading effects trajectory. They found that although
there were significant effects of parenting programs at posttest, only the effects on stress and
confidence were significant at the six-month follow-up and none of the effects were
significant at the one-year follow-up. An alternative trajectory is that program effects occur
immediately and are maintained over time because the use of program skills is reinforced by
the social environment, barriers to use of program skills are reduced by the program, or both.
Although the Barlow et al. (2012) meta-analysis reported no significant effects across trials
at the one year follow-up, several of the randomized trials that were included in their meta-
analysis did report significant effects at one year or longer follow-ups (e.g., Gardner, Burton
& Klimes, 2006). A third possibility is that effects grow over time. Consistent with this
model, DeGarmo, Patterson and Forgatch (2004) in their study of a parenting program for
parents who experienced marital separation found a nonsignificant effect on parental
depression at the six-, twelve- and eighteen-month assessments, but a small, significant
effect at the 30-month assessment.

A fourth way in which the current study extends prior literature on the effects of a parenting
program on parents’ adjustment is by studying potential moderators of such effects,
including characteristics of the parents (i.e., baseline levels of mental health problems,
gender, age) and characteristics of the bereavement (time since death, cause of death [illness
vs. violent death (accident, suicide, homicide)]. These moderators were selected because
prior literature has shown that they either moderate the effects of bereavement programs
(e.g., baseline levels of problems; Currier, Neimeyer & Berman, 2008; Wittouck, et al.,
2011), have been a special focus of research on the bereaved (e.g., sudden death, Keyes et
al., 2014; Melhem et al., 2008), or have been found to moderate the effects of other
preventive interventions (e.g., gender, age; Sandler, Wolchik, Cruden, Mahrer, Ahn &
Brown, 2014).
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What are the pathways that account for long-term FBP effects on bereaved parents’
adjustment and parenting?

Consistent with prior research on developmental cascades through which problems or
competencies in one domain impact those in other domains over time (Masten & Cicchetti,
2010), alternative theoretical pathways are plausible to account for the long-term effects of
the program on different aspects of parent adjustment. Reductions in depression or grief may
have reciprocal long-term effects on each other and on long-term substance use, and
improved earlier adjustment may impact later confidence in parents’ ability to deal with the
stressors in their life. Also, it may be that program effects on parents’ adjustment (i.e.,
mental health problems or grief) mediate program effects on parenting. Research with
bereaved parents as well as with other populations has found that parental depression or
distress was associated with lower levels of effective parenting (e.g., Conger, Rueter &
Conger, 2000; Kwok, Haine, Sandler, Ayers & Wolchik, 2005). Alternatively, it is plausible
that improvements in parenting mediate program effects on parents’ adjustment. This may
occur because parents gain a sense of efficacy through use of effective parenting skills or
because improved parenting leads to decreases in family conflict and distress. A third
alternative pathway is that reductions in child behavior problems lead to reductions in
parental adjustment problems. In one of very few studies to test pathways by which a
parenting program led to long-term changes in parental adjustment, DeGarmo et al. (2004)
found that reductions in growth of boys’ externalizing problems over time led to reductions
in growth of parental depression up to 30 months later. The current study investigates
alternative pathways leading to improved parenting and reduced adjustment problems of
bereaved parents over six years.

Methods

Participants

The procedures for recruitment, assessment, and random assignment to the intervention
conditions have been presented in detail previously (Sandler, et al., 2003) and are briefly
described here. Families that had experienced parental death and had one or more children
between the ages of 8 and 16 were recruited through referrals from multiple community
sources (e.g., schools, hospice). Caregivers and children were eligible if they met the
following criteria: death occurred between 4 and 30 months prior to the start of the program;
children were between 8 and 16 years of age; participants were not receiving mental health
or bereavement services; children were not in a special class for the mentally handicapped:;
participants were willing to participate in either the group or self-study program and to
participate in program evaluation interviews. Families were excluded and referred for
clinical services if either the children or parent expressed suicidal ideation with a plan or met
diagnostic criteria for a mental disorder that might interfere with their participation in the
program (e.g. parental major depression).

The sample for the current study consisted of 131 spousally-bereaved parents and their 206
offspring who participated in the trial. These families represent a subsample of the 156
caregivers in the FBP which also included other relatives or friends who assumed a
caregiving role following the parental death (Sandler et al., 2003). Families were randomly
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assigned to the intervention (72 parents and 108 children) or to the self-study group (59
parents and 98 children). Assignment was done after the pretest, using computer-generated
randomization procedures. Of the bereaved parents, 77% were mothers and the mean age at
program entry was 41.33 years (SD = 7.00, range = 27-57). Of the youths, 53% were males
and the mean age at program entry was 11.98 years (5D = 2.56, range = 8-16). Ethnicity of
the parents was 67.89% non-Hispanic White, 10% Hispanic, 6% African American, 1.5%
Native American, 1.5% Asian American or Pacific Islanders, and 9% other or unknown.
Median family income at pretest was in the range of $30,001 to $35,000. On average,
parental death occurred 9.95 months (SD = 5.73, range = 4-30 months) prior to
participation. Cause of death was 72% illness, 15% accident, and 12% homicide or suicide.

Intervention Programs

Procedures

The intervention, which was fully described in a detailed manual (Ayers et al., 2008)
consisted of separate groups for parents, children, and adolescents. The program for parents
consisted of 12 two-hour group sessions and two individual sessions. The parent group
focused on teaching skills and activities to promote positive parent-child relationships (e.g.,
one-on-one time, catch ‘em being good, active listening skill), strengthen effective discipline
(e.g., clear expectations and rules, consistent and appropriate consequences), and protect
children from exposure to post-bereavement stressors (e.g., reduce occurrence of stressful
events in the family). The parent component also focused on reducing the parents’
depression and grief (e.g. normalizing grief experiences, positive reframing skills, seeking
support from friends, increased involvement in positive activities, setting personal goals)
(Sandler, Wolchik, Ayers, Tein, & Luecken, 2013). The child and adolescent programs
targeted strengthening effective coping skills, adaptive control beliefs, expression of grief-
related feelings and positive parent-child relationships and reducing negative esteem and
threat appraisals. Four sessions included conjoint caregiver-youth activities. Parents and
youth set personal goals for the program, and progress toward goal achievement was
discussed throughout the program. The program emphasized applying skills learned in group
at home and home practice was processed in each group session. In the self-study group,
caregivers, children, and adolescents each received three books on dealing with grief along
with a syllabus. Groups were led by two masters-level counselors who were extensively
trained and supervised to deliver the program with high levels of fidelity. Fidelity of
implementation was rated by objective reliable coders of session videos who rated the
delivery of each action item described in the program manual. Leaders implemented 84% of
the action items.

Assessments were conducted at four time points: pretest (T1), posttest (T2), and 11 months
(T3) and 6 years after posttest (T4). Data for T1 through T3 were collected across six
cohorts of groups that were held between 1995 and 1998. Data collection for T4 occurred
between 2001 and 2004. Retention of participants for the sub-sample of spousally-bereaved
families is shown in Figure 1. Assessments were completed by trained interviewers. In
response to a question at the end of the T4 interview 96.5% of the interviewers reported
being unaware of interviewee’s program condition. Confidentiality was explained, and
caregiver informed consent and child/adolescent assent were obtained prior to the
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interviews. All procedures were approved by the Arizona State University Institutional
Review Board. At T1, T2, and T3, families that had one child in the study received $40
compensation for interviews involving one child, and an additional $30 for each addition
child participating in the study. Caregivers and youths each received $175 at T4.

Mental Health Problems

The Psychiatric Epidemiology Research Interview (PERI; Dohrenwend, Shrout, Ergi, &
Mendelsohn, 1980; a 27 item measures of general psychiatric symptoms; e.g., “How often
have you felt confused and had trouble thinking?,” a =.93-.96 at T1-T4) and the Beck
Depression Inventory (BDI; Beck & Steer, 1993; a 21 item measure of depression
symptoms; e.g., “I cry all the time now,” a =.86-.90 at T1-T4) were administered to
parents at all four assessments. Acceptable reliability and construct validity have been
reported for the PERI (Dohrenwend et al., 1980) and the BDI (Beck & Steer, 1991). In
addition, the Composite International Diagnostic Interview (Short Form) module for major
depression (CIDI-SF; Walter, Kessler, Nelson & Broczek, 2002, a not applicable) was
administered at the six-year follow-up (T4). Evidence of convergent validity for CIDI-SF in
this sample is provided by significant relations with T4 BDI (r = .40) and T4 PERI (r = .54).
In accord with the standard time frame for each scale, “past week” was used for the BDI
(assessing the severity of depression), “past month” for the PERI (assessing non-specific
psychiatric distress), and “past year” for the CIDI-SF. Two cutoff scores were used to
indicate severity of depression on the BDI (Beck & Steer, 1993): scores of 10 or greater
indicated mild or higher levels of depression and 19 or greater indicated moderate or severe
levels of depression. Only one parent exceeded the cutoff for severe depression (scores of 30
or greater). At T1 53% of the parents had scores =10 and 15% >19. Major depression
symptom and diagnosis were scored using CIDI-SF following the procedures outlined by
Walter, et al., 2002.

Alcohol Problems

At T4 the 13-item parent report of Short Michigan Alcoholism Screening Test (SMAST)
was administered to assess symptoms of alcoholism (Selzer, Vinolur & van Rooijen, 1975;
e.g., “Have you been able to stop drinking when you wanted t0?”; a = .89 at T4). The
SMAST has adequate reliability and is effective in screening for alcoholism (Selzer et al.,
1975). The response time frame was “in the last 6 years” to assess alcoholism symptoms
following the program. We created two binary variables to indicate “possibly alcoholics”
(score of 2 or above) and “alcoholics” (score of 3 or above) in accord with Selzer, Vinokur,
and Rooijen (1975, p. 125)

General Coping Efficacy

At T4, an 8-item parent report of Coping Efficacy Scale (Sandler, Tein, Mehta, Wolchik &
Ayers, 2000) was used to assess the parents’ beliefs about how effectively they deal with
stressors in their lives (e.g., “Overall, how satisfied are you with the way you handled your
problems”; a = .89). Evidence of construct validity is provided by a significant negative
relation with parents’ depressive symptoms in the current study (r = —.53).
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The 13-item Present Feelings subscale of the Texas Revised Inventory of Grief (TRIG;
Faschingbauer, 1981) was used to assess current grief (e.g., “I can’t avoid thinking about my
[deceased spouse]”) at all four assessment points (a = .89-.96 at T1-T4). The TRIG, one of
the most commonly used measures of grief, has been demonstrated to have acceptable levels
of reliability and validity (Neimeyer & Hogan, 2008). However, TRIG has been criticized
for having little variation because most of the items represent normative aspects of grief
(Neimeyer & Hogan, 2008). Therefore, at T4, we also administered the Inventory of
Complicated Grief (ICG) which was adapted from the 38-item 1CG?2 developed by Prigerson
and Jacobs (2001). The measure consisted of 26 items about their feeling (e.g., “Do you ever
feel that a part of yourself died along with your [deceased]?”) and 12 items about the impact
of their life (“Since {one month marker event}, did these feelings keep you from doing
things or going places with other people your age?”). The items were selected in
collaboration with one of the scale developers (Prigerson) to best represent problems
associated with the proposed diagnosis of complicated grief disorder that was being
considered for inclusion in the Diagnostic and Statistical Manual of Mental Disorders
(Prigerson et al., 2009). Measures of grief disorder have been shown to predict impaired
functioning, physical health problems, and suicidal ideation over and above the effects of
other mental health problems (Bonanno, Neria, Mancini, Litz, Coifman & Insel, 2007;
Prigerson, Vanderwerker & Maciejewski, 2008). The responses were scored so that higher
values reflected greater levels of grief disorder. Based on findings from a prior factor
analysis of children’s and adolescent’s responses to the ICG (Sandler et al., 2010) we tested
a bi-factor model that specified a general factor that accounts for the commonality of all of
the items and a specific factor over and above the general factor that included items related
to lack of social trust, loneliness, and lack of control. The model fit the data adequately
[/‘L/Z(df:l59) =228.78; CFl = 0.91; RMSEA = 0.06]. Using the factor scores of the latent
general and specific factors from the bi-factor model, we created two measures — one for
general prolonged grief and one for the specific prolong grief which we named prolonged
social detachment and insecurity. In addition, items from the ICG and the TRIG at T4 were
used to assess whether parents met the diagnostic criteria for Persistent Complex
Bereavement Disorder (PCBD), identified as a condition for further study in the Diagnostic
and Statistical Manual Version 5 (American Psychiatric Association, 2013). In addition to
the death of a significant other (Criterion A), parents had to endorse one of the four
symptoms described in Criterion B (persistent yearning, intense sorrow, preoccupation with
the deceased, or circumstances of the death), six of the twelve symptoms in Criterion C
(which included items assessing reactive distress to the death and social/identity disruption)
and Criterion D (i.e. impairment of social, occupational or other important areas of
functioning). Items on the ICG were coded as meeting criteria if they were reported to occur
weekly or daily, and items on the TRIG were coded as meeting criteria if they were endorsed
as being “mostly true” or “completely true”. Because it is a condition for further study rather
than an established diagnosis two separate diagnostic criteria are reported in this paper, one

2\We use the term 1CG to refer to this measure throughout this paper for purposes of simplifying the presentation although the terms
used to refer to the construct of disordered grief changed over time
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that meets symptom criteria (A, B, C) and one that meets symptom plus impairment criteria
(A,B,C &D).

Parental warmth

This construct, administered at all four assessment points, was measured as a composite of
standardized scores on the following measures: parent and youth report of the 16-item
Acceptance (e.g., “You saw [child]’s good points more than his/her faults.”) and 16-item
Rejection subscales (“You were always getting after [child].”) of the Child Report of
Parental Behavior Inventory (CRPBI; Schaefer, 1965; a’s at T1-T4 range .86—.94 across
reporters); youth report of the 10-item Sharing of Feelings Scale (Ayers, Sandler, Twohey, &
Haine, 1998; e.g., “When you tell your [parent] about a problem, [he/she] knows why you
felt the way you did.”; a. =.84-.90 at T1-T4), which assessed children’s perceptions that
their caregiver understands their feelings; and parent report of the 6-item Talk With
Reassurance subscale of the Caregiver Expression of Emotion Questionnaire which assessed
how caregivers communicate with their children about stressful family events (Jones &
Twohey, 1998; e.g., “Reassure child that you are dealing with your sadness,” a =.73-.85 at
T1-T4). Acceptable internal consistency reliability and validity of youth and parent reports
of the CRPBI have been reported (Schaefer, 1965). High scores on Sharing of Feelings Scale
and Talk With Reassurance were associated with significantly lower mental health problems
in bereaved youth (Jones & Twohey, 1998). The time frame of “past month” was used for all
of these measures. Composite scores of these measures were computed at each wave on the
basis of CFAs. After accounting for correlations between residuals of the measures from the
same reporter, the fit of the one-dimension model was adequate for each wave: T1: X2(4- N
=204) = 9.44; CFl = .98, RMSEA = .08; SRMR =.04; T2: X2(4, N =197) =6.07; CFl =.
99, RMSEA = .06; SRMR = .03; T3: x2(4, N = 179) = 9.09; CFI = .98, RMSEA = .08;
SRMR = .05; T4: x2(4, N = 178) = 4.33; CFI = .99, RMSEA = .02; SRMR = .01.

Youth Externalizing Problems

Results

At all four assessments, externalizing problems during the past month were assessed using
the parent report of Child Behavior Checklist (CBCL) (Achenbach, 2001) for youth younger
than 18 years and parent report of the Young Adult Behavior Checklist (YABCL)
(Achenbach, 1997) for youth aged 18 years or older. Because the measures for youth and
young adults were not identical, using a large data set obtained from Achenbach (Thomas
M. Achenbach, PhD, unpublished raw data from the CBCL and YABCL, 2003), we applied
item response theory to conduct an equating transformation that selected common items and
put the scale scores of the items on a uniform metric across the four assessment points. The
resulting items and metrics were applied to the current data to create scores for externalizing
problems (a. =.90-.93 at T1-T4).

Data Analysis Overview

Multivariate outlier analyses were conducted, using hat matrix, DFFITS, DFBETAS, and
Cook’s distance to identify influential data (Cook, 1977; Neter, Wasserman, & Kutner,
1989). Preliminary analyses compared baseline demographic and other variables across the
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experimental conditions and across attrition status at W4 assessment, using logistic
regression for categorical measures or analysis of variance for continuous measures.
Analysis for intervention effects were done under the intent-to-treat approach using MPlus
(v. 7.0; Mutén & Mutén, 1998-2012) and full-information maximum likelihood estimation
for handling missing data. Yuan and Bentler’s (2000) robust correction to standard errors
(i.e., the To* chi-square test statistics) was used for the binary outcomes and for the
continuous variables that were highly skewed (=2) or kurtotic (=7) (West, Finch, & Curran,
1995).

To assess the effects of the FBP on parent outcomes six years after the intervention, analysis
of covariance (ANCOVA) for continuous outcomes and logistic regression for binary
outcomes were used. We controlled for the baseline scores for the measures that were
assessed at all four time points; for variables that were only assessed at T4 we controlled for
T1 mental health and grief measures of BDI, PERI, and TRIG. We examined differences
between experimental groups and whether group difference was moderated by any of five
variables -- the baseline measure, time since death, caregiver gender, caregiver age, and
cause of death [illness vs. violent death (accident, suicide, homicide)]. We examined one
moderator at a time by adding group x moderator interaction in the model for each of the
nine outcome variables, for a total of 45 tests of moderation. For significant interactions, we
conducted simple effect test to probe the region beyond which (for continuous moderator,
e.g., baseline CDI) or the subsample (for categorical moderators, e.g., parent gender) the
experimental groups differed significantly. If none of the moderation effects was significant,
we examined the main effect without the interaction. To adjust for multiple tests, we also
applied false discovery rate (FDR, Benjamini & Yekutieli, 2001), which controls for the
expected proportion of false positives among all significant hypotheses, to examine the main
and interaction effects separately.

For parent measures that were administered at all four time points (BDI, PERI, TRIG, and
parental warmth), multi-group piecewise growth curve modeling (GCM) was used to
examine whether the trajectory of change over four time points was equivalent across the
FBP and self-study groups. Because significant effects at post-test were found for all
variables that were assessed at all four time periods, we began by specifying this change.
The maintenance, fading, and increasing effects models were tested using a piecewise model
that included two growth factors: one for an upward or a downward shift immediately after
the intervention (i.e., from T1 to T2) and one for an additional linear growth after (from T2
to T4). Using multi-group comparisons, we examined group differences as well as the
assumption that the two groups might have different growth patterns. Groups differed on the
first but not the second growth factor would support a maintenance model. A pattern in
which the second growth factor also differed across groups would support either the
increasing effects model or the fading effects model, depending on the shape of the growth
trajectories in the two groups. Analysis for parental warmth controlled for the clustering
effects that multiple children were nested within families (e.g., specifying cluster = family
ID in Mplus).

To examine the mediation pathways by which the FBP affected parenting or parental
adjustment over time, we tested longitudinal mediation models (Cole & Maxwell, 2003). We
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examined one mediator variable and one outcome variable at a time. As illustrated in Figure
2a, the cross-lagged mediation model, where both the mediators and outcomes were
assessed at all of the time points, allowed us to test two alternative direction of effects; that
parents’ mental health adjustment (Pypn; BDI, PERI, or TRIG) mediated FBP effects on
parental warmth (Pwarm) and alternatively that parental warmth mediated FBP effects on
parents’” mental health. There are two prospective mediation pathways through two time
lagged effects for each outcome, one leading from change from the mediator at T2 to the
outcome at T3, then to the outcome at T4; and the other leading from the mediator at T2 to
mediator at T3, then to the outcome at T4. For example, the mediation effects of parental
warmth (mediator) on BDI (outcome) consisted of 1) FBP — T2 parental warmth — T3
parental warmth — T4 BDI (i.e., bl * b2 * b3), and 2) FBP — T2 parental warmth — T3
BDI — T4 BDI (i.e., b1 * b’2 * b’3); the mediation effects of BDI (mediator) on parental
warmth (outcome) consisted of 1) FBP — T2 BDI— T3 BDI — T4 parental warmth (i.e.,
B1* B2 * B3), and 2) FBP — T2 BDI — T3 parental warmth — T4 parental warmth (B1
* B’2 * B3). Using similar cross-lagged mediation models, we also tested whether the
program effects on youth externalizing problems mediated the program effects on parents’
adjustment.

Figure 2b illustrates the mediation model where the outcomes were only assessed at T4
(General Prolong Grief, Prolonged Social Detachment/Insecurity, Alcohol Problems, CIDI
Depression, Coping Efficacy). Each variables assessed at T1, T2 and T3 were tested as
potential mediators (i.e., BDI, PERI, TRIG, parental warmth, child externalizing problems)
of the outcomes at T4. T1 BDI, PERI, and TRIG were treated as the control variables for
each of the outcomes. The mediation pathway is FBP — T2 mediator — T3 mediator —
T4 outcome (i.e., b1 * b2 * b3). As shown in Figure 2b the model was also applied to
examine the mediation effects on the T4 binary outcomes (BDI Mild Diagnosis, CIDI-
Depression Diagnosis, Persistent Complex Bereavement Disorder, and SMAST-Possible
Alcoholism).

We applied multilevel mediation analysis for models that involved parental warmth and child
externalizing problems, where there were multiple scores per family, for all other models
where there was one score for each family (e.g., BDI, SMAST) we used single level models.
We used the joint significant test to examine the three-path mediated effects, which include
two mediators in a causal sequence. Taylor, MacKinnon, & Tein (2008) showed that the joint
significance test for three-path mediation pathways is the preferred method of hypothesis
testing of mediation effects than any other methods -- it has comparable power to the bias-
corrected bootstrap method but has better control for Type I error; it has comparable Type |
error to the percentile bootstrap method but has light better power. Similar conclusion also
applies to two-path mediation pathways (MacKinnon, Lockwood, Hoffman, West, & Sheets
(2002).

Preliminary Analyses—Table 1 shows the comparisons of the intervention and control
groups on the demographic variables and baseline covariates. There was one significant
difference — the FBP parents, on average, had higher levels of depression than the control
parents at the program entry. As a result, T1 BDI was included as a control variable for all
outcome evaluations, both for variables assessed at all four time points and those that were
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assessed only at T4. No influential cases were identified in the multivariate outlier analyses.
No significant attrition or attrition x condition effects were found on the 12 baseline
demographic and outcome measures indicating that differential attrition did not pose a threat
to either internal or external validity of the findings.

FBP Effects at Six Years—With the exception of the T4 alcohol problems measure
(SMAST) which was highly skewed (= 4.39) and kurtotic (= 21.03) all of the continuous
outcome variables had skewness <1.5 and kurtosis <2.5. Thus, Yuan and Bentler (2000)
robust correction to standard errors was used for analyses that included the SMAST as well
as those that used binary outcomes. Table 2 shows the results of ANCOVA and Table 3
shows the results of logistic regression for examining the differences between the FBP and
self-study conditions on T4 outcomes. There were six significant main effects on the
continuous variables, based on the false discovery rate adjusted p-values, with effect sizes
ranging from small to moderate. The parents in the FBP condition had significantly lower
scores on measures of depression (BDI), non-specific psychiatric distress (PERI), normative
grief problems (TRIG), general prolonged grief symptoms, and alcohol problems (SMAST)
as well as higher scores on parental warmth than those in the self-study condition. Three of
the 45 tests of moderation were also significant: a significant group x parent age interaction
on BDI, a significant group x time since death interaction on parental warmth, and a
significant group x parent gender effect on parent coping efficacy. Post-hoc analyses for
these interactions found that: For parents who were 42 years old or younger (e.g., 57% of the
parents) parents in the FBP had significantly lower BDI scores than those in the control
condition; For the families who experienced death within 10 months prior to program entry
(e.g., 69% of the families), parents in the FBP condition had significantly higher warmth
than those in the control condition; Mothers but not fathers who participated in the FBP had
significantly higher coping efficacy than those in the self-study group [adjust Mggp = 3.32,
Meself-study = 2.89; b= 0.42, 95% CI = [0.25, 0.60], £=4.77, p< 0.001] six years after the
intervention.

There were three significant main effects on the binary outcomes. The analyses using cutoff
scores on the T4 BDI, showed that parents in the FBP group were less likely than those in
the self-study group to be above the cut point (BDI =10) for the mild or higher levels of
depression 22.58% vs. 35.85%; odds ratio = .34 [95% CI = .13, .87]; NNT = 7.54). However
for the moderate or higher levels of depression (BDI =19), the two group did not differ
significantly (4.84% vs. 7.55%; odds ratio = .31 [95% CI = .07, 1.43]; p = .13). Parents in
the FBP group were less likely than those in the self-study group to meet the symptom
criteria (A,B and C) for persistent complex bereavement disorder (4.84% vs. 23.53%; odds
ratio = .08 [95% CI = .02, .34]; NNT = 5.35) and to meet criteria for persistent complex
bereavement disorder with moderate or higher level of impairment in social, occupational or
other important areas of functioning [0% vs. 11.76%; NNT = 8.50; odds ratio could not be
defined because no parents meet the criteria in the FBP group; Fisher’s Exact Test p = .007].
The analyses using the cutoff scores on the SMAST indicated that parents in the FBP group
were less likely than those in the self-study group to have drinking problems (possible
alcoholic: 1.61% vs. 15.09%; odds ratio = .09 [95% CI =.01, .77; NNT = 7.41]; alcoholic:
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0% vs. 11.32%; NNT = 8.83; odds ratio could not be defined because no parents in FBP
exceeded this cutoff; Fisher’s Exact Test p =.007].

Trajectory of Program Effects—Table 4 shows the results of the multi-group
comparisons of the growth factors (i.e., intercept, changes occurred immediately after the
intervention, and linear growth after posttest). For illustration, Figures 3a and 3b present the
piecewise growth model separately for the FBP and the self-study for BDI and parental
warmth respectively. The improvement occurred mainly from pretest to posttest. The scores
on BDI, PERI, Warmth and TRIG reduced significantly from pretest to posttest for both the
FBP and self-study groups. However, the magnitude of reduction for the FBP parents was
significantly larger than for that of the self-study parents. From the posttest to the 6-year
follow-up, additional reductions also occurred for PERI and TRIG for both the FBP and
self-study groups; however, the magnitude of reduction was not significantly different. These
results indicate that the immediate effects of the FBP to decrease depression, non-specific
psychiatric distress, parental warmth and grief were maintained over six years.

Mediation of Program Effects—For the tests of mediation for variables that were
assessed at all four time points, the results show that warmth served as a mediator for BDI,
PERI, and TRIG, through the same three linkage pathway; FBP — T2 warmth — T3
warmth — T4 BDI [by =.23 (.07), p <.001; by = .89 (.15), p < .001; b3 == 5.20 (2.00), p = .
009]; and similarly to T4 PERI [by = .23 (.06), p < .001; b, = .89 (.13), p <.001; b3 = -.30 (.
15), p =.05)] and TRIG [by = .21 (.06), p <.001; by, =.95 (.13), p <.001; b3 =.30 (.14), p
=.04)]. According to this model, program induced improvements in warmth at post-test, led
to increased warmth at the 11-month follow-up which in turn lead to reduced parent
symptoms of depression and non-specific psychiatric distress at the six-year follow-up.
However the multi-linkage mediation models also showed a positive path from warmth at T3
to TRIG at the six-year follow-up, indicating that increased warmth at 11-months following
the intervention led to increased grief six years following the intervention. BDI also served
as a mediator for parental warmth through the FBP — T2 BDI — T3 BDI — T4 warmth
pathway [B; = —1.93 (.96), p=.05; B, = .37 (.09), p < .001; B3 = -.02 (.01), p = .04].
According to this model, FBP effects on depression symptoms at posttest led to decreased
depression symptoms 11 months later, which led to increased warmth six years following the
intervention. Each of the two-path mediation models described above were significant using
the joint significance test (Taylor, MacKinnon & Tein, 2008). The FBP effects on PERI did
not mediate program effects on warmth. Neither PERI or TRIG were found to mediate
program effects on warmth at the six-year follow-up. Youth externalizing problems was not
a significant mediator of program effects on parental warmth or parental adjustment.

Mediation analyses were conducted for general prolonged grief, alcohol problems, and
coping efficacy which were only assessed at the six-year follow-up and for which the
intervention effects were significant. The intervention effect on general prolonged grief was
mediated by program effects on BDI (by = -1.93 (.96), p=.05; b, = .37 (.08), p < .001; b3 =.
04 (.01), p =.008), TRIG (b = -.21 (SE=.09), p=.01; b, =.76 (.04), p < .001; bz = .50 (.11),
p <.001), and parental warmth (b; = .22 (.07), p=.001; by =.92 (.12), p <.001; b3 = .49 (.
22), p = .03). According to these models, program effects to decreased depression and TRIG
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at post-test partially accounted for program effects to decrease prolonged grief six years
following the intervention. Program effects to improve parental warmth, however, had an
opposite effect to increase the level of prolonged grief at the six-years follow-up. The effects
of the FBP on coping efficacy for mothers was mediated by BDI (b = —1.93 (.96), p=.05; by
= .37 (.08), p <.001; bz =-.02 (.01), p =.006), TRIG (b; = -.21 (.09), p=.01; by = .76 (.04),
p <.001; b3 =-.16 (.08), p = .04) and parental warmth (b1 = .23 (.08), p=.004; b, = .88 (.
14), p <.001; b3 = .51(.15), p = .001). No significant mediators were found to account for
program effects on alcohol problems, alcoholism or persistent complex bereavement
disorder. Mediation analyses were conducted for the T4 binary outcomes that had significant
intervention effects, BDI — mild depression, persistent complex bereavement disorder
(criteria A,B and C), and SMAST - possible alcoholism. No significant mediation effects
were found on these variables.

The positive prospective relations between parental warmth at T3 and two different measures
of grief at the 6-year follow-up were in the opposite direction from our expectations, and
indicated a potential iatrogenic effect of increasing parental warmth to lead to an increase in
prolonged grief. The effects of warmth on grief might be due to confounding variables such
that the effects were contributed by shared variance between parental warmth and the other
significant mediators. In order to test this possibility we tested a model which
simultaneously included BDI, TRIG and warmth as mediators of program effects on the
each of the measures of grief at the six-year follow-up. With the limited sample size, it is
impossible to examine a full longitudinal mediation model similar to Figure 2a that included
all of the mediators of all time points in the model. We thus examined only the effect of T3
parental warmth on T4 grief measures controlling other T3 mediators and direct intervention
effect. We could not test such a model under the multilevel modeling framework either. The
model would not converge, which was likely due to small cluster sizes (i.e., small number of
children in each family) for a larger number of predictors. Positive parenting scores among
the children within the same family were similar (e.g., intraclass correlations within family
ranged from .42 to .66 for T1 to T2 measures of positive parenting), so we used the average
of the parents’ rating of warmth across all children in the same family as the measure of
warmth. We then conducted the analysis using the single-level analysis (family as the unit).
The results show that, for both models, T3 warmth still had significant or marginal
significant effects on TRIG [b = .14 (.08), p=.06] and General Prolonged Grief [b =.20 (.
08), p=.01] at the six-year follow-up. However, the T3 BDI no longer had a significant
effects on either TRIG or General Prolonged Grief at the six-year follow-up.

In addition, because the positive relations between parenting and grief represented potential
iatrogenic effects of strengthening parenting to increase grief, further analyses were
conducted to assess whether increased parenting led to the DSM V criteria of Persistent
Complex Bereavement Disorder, with or without impairment. The results indicated that
parental warmth at T3 was not a significant predictor of either of these measures of
disordered grief. To further probe the potential iatrogenic effect of higher warmth to lead to
higher grief we compared the level of grief at six years for parents with the highest (top
30%) and lowest (lowest 30%) scores on warmth at T3. We tested these effects on the two
grief measures using 2 (FBP vs. control) x 2 (high vs. low warmth) analysis of covariance,
controlling for T1 TRIG. The interaction was not significant. The main effects for warmth
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were significant for T4 general prolonged grief [F(1,60)=4.34, p = .04] and marginal
significant for T4 TRIG [F(1,62)=3.14, p = .08]. The results indicated that those with higher
warmth at T3 had higher grief than those with lower warmth as measured by both T4 TRIG
(2.89 vs. 2.58) and general prolonged grief (2.21 vs. 1.81) at six years. The mean level of
grief on T4 TRIG of the high warmth group was 2.79 (sd = .83), which corresponded to the
midpoint on the 5 point scale, indicating that these symptoms were neither “true or false”.
For T4 general prolonged grief, the mean level of symptoms of the high warmth group was
1.97 (sd = .84), which corresponds to a “slight sense of the grief symptom.”

Discussion

The current study demonstrated positive effects of the FBP on multiple domains of problem
outcomes over six years including mental health (depression, general psychiatric distress),
grief and alcohol abuse, as well as positive adjustment (parental warmth and coping
efficacy). Significant main effects were found on six of the nine continuous parent
adjustment and parenting variables and on three of five dichotomous measures of grief,
mental health or alcohol abuse disorder assessed at the six-year follow-up. These findings
extend prior findings on the effects of the FBP to domains of parent functioning at six-years
that had not previously been tested (i.e., grief and alcohol use) including the prevalence of
disorder in the domains of parental depression, grief and alcohol abuse. Although only three
of 45 tests of moderated effects were significant, they indicate FBP effects on coping
efficacy for females, an additional domain of functioning impacted by the FBP. The current
paper also reported on the trajectory of program effects over six years and on mediating
pathways that accounted for long-term program effects. Tests of mediating pathways
provided evidence of multiple cascading effects of the program, by which change in one
domain of functioning (e.g., positive parenting) impacted other domains of functioning (e.g.,
depression) over six years. The findings will be discussed in terms of their contribution to
prior literature on the effects of parenting programs on parents’ adjustment and on the
effects of interventions with bereaved adults. The implications of the findings for
interventions with families who are bereaved from the death of a spouse/parent and the
limitations of the study findings are also discussed.

The findings extend prior literature on the effects of parenting programs on parents’ own
adjustment. In contrast to findings from the Barlow et al. (2012) meta-analysis which found
that the effects of parenting programs on parents’ adjustment were significant at post-test
and six-month follow-up but not at one year (Barlow et al., 2012), the current study found
positive effects that lasted over six years after the program. One factor that may account for
the long-term effects is that this trial focused on parents who themselves were at elevated
risk for problem outcomes due to the experience of a major stressful event, the death of their
spouse, in contrast to most of the trials in the Barlow et al. (2012) meta-analysis which
included either parents of children being treated for behavior problems or samples of non-
distressed parents. The only parenting program included in the Barlow et al. (2012) meta-
analysis that focused on parents who experienced a major stressor (i.e., marital separation),
was also the only one that reported significant long-term effects to reduce parental
depression symptoms three years following the program (DeGarmo, Patterson & Forgatch,
2004). Younger bereaved spouses, such as those in the current study, are particularly at risk
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for the development of problem outcomes such as depression (Nolen-Hoeksema & Ahrens,
2002; Zisook, Shucter, Sledge & Mulvihill, 1993), and thus may be especially able to
receive personal benefits from programs such as the FBP. A second factor that might account
for the observed long-term effects is that although the program focused heavily on
strengthening parenting skills, parents were also taught and practiced activities to improve
their own adjustment including goal setting, support seeking and cognitive reframing skills
to reduce negative thinking associated with depression. Schoenfelder, Sandler, Millsap,
Wolchik, Berkel and Ayers (2013) found that different aspects of the FBP experience
predicted improvements on different outcomes at post-test. Parents’ perception of group
support and cohesion predicted decreases in depression, and parents’ reports of use of
parenting skills predicted improvements in parenting. As described below, parenting and
mental health problems have reciprocal influences on each other over time, so that the
different outcomes promoted by different program components may have complimentary
effects to maintain change on multiple domains of parent long-term adjustment.

The current findings advance the literature on interventions for the bereaved in several ways.
First, this is the longest follow-up of a randomized trial to show an effect to improve grief,
mental health problems, coping and alcohol abuse for bereaved adults (Currier et al., 2008;
Wittouck, Van Autreve, De Jaegere, Portzky & van Heeringen, 2011). Second, the findings
differ markedly from the conclusions from recent meta-analyses of the effects of programs
for the bereaved (Currier et al., 2008; Wittouck, et al., 2011). Wittouck et al. (2011) reported
positive effects for those who initially are experiencing high levels of distress or disordered
grief, but not for preventive interventions with the general population of bereaved, and
concluded that, “our results suggest that CG (complicated grief) can be treated but not
prevented” (p. 77). However, the relatively small number of studies of preventive
interventions (nine studies in Wittouck et al., 2011; 10 studies in Currier et al., 2008), which
varied greatly on mode and length of the intervention and targeted very different bereaved
populations suggest that the conclusions about the lack of effects of preventive interventions
should be viewed with caution. For example, only one prevention study in the Wittouck et
al., (2011) meta-analysis had a similar target population as the current study, young
spousally-bereaved, and only three of the preventive interventions consisted of 10 or more
sessions. In contrast to these conclusion, the current study found significant effects on
multiple aspects of adjustment six years following the program for spousally-bereaved
parents and the benefits were not greater for those with higher levels of problems at program
entry (i.e., the baseline distress x program interactions were not significant). The medium
effect sizes of the program effects at the six-year follow-up (range of d = .38 to .59) is
comparable to the meta-analytic effects size at follow-up for bereavement programs for the
indicated population in the Currier et al. (2008) meta-analysis.

Because spousally-bereaved are at risk for multiple problem outcomes (Keyes et al., 2014) it
is important for an intervention that is designed to promote resilience to assess effects on
multiple domains of functioning. Effects on several specific domains of functioning are
particularly notable. This is the first finding of a significant effect of a preventive
intervention to reduce the rates of bereaved people meeting DSM V proposed criteria for
persistent complex bereavement disorder (PCBD), a condition identified for further study by
the fifth edition of the Diagnostic and Statistical Manual of Mental Disorders. This study
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adds to the findings of a treatment study (Shear, Wang, Skritskaya, Duan, Mauro &
Ghesquiere, 2014) by showing that this condition is responsive to therapeutic interventions.
The rate of the bereaved in the control group who meet criteria for PCBD with impairment
(11.76%) is comparable to the expected rate of PCBD in the spousally-bereaved (Shear,
2015), indicating that although the sample was self-selected based on seeking help for their
children’s bereavement adjustment, it is not an atypical sample in terms of the level of
prolonged grief. The finding that the FBP lowered the rate of mild to moderate depression
on the BDI, alcoholism on the SMAST and persistent complex bereavement disorder is
evidence that the FBP reduces multiple domains of clinically significant problems. The
numbers needed to treat in order to prevent one of these outcomes (7.54 for moderate
depression; 8.50 for persistent complex bereavement disorder; 8.83 for alcoholism) indicates
that a typical group of eight to ten parents (who are not selected for high levels of distress or
grief) receiving the FBP would result in the prevention of at least one case of a serious
disorder six years later. The maintenance of effects on parental warmth is important because
of findings from this trial (Tein, Sandler, Ayers & Wolchik, 2006) as well as randomized
trials of other parenting-focused prevention programs (Sandler, Schoenfelder, Wolchik &
Mackinnon, 2011) that strengthening parenting leads to reductions in children’s mental
health problems.

Three moderators of program effects at six years were found. The program effects to
improve coping efficacy of mothers but not fathers may be due to the fact that the major
focus of the program was on strengthening positive parenting, which may be more central to
one’s sense of efficacy for mothers than fathers (Simon, 1992). The finding that the program
was more effective in reducing depression for younger parents, and parental warmth for
parents who were more recently bereaved indicates sub-populations that are most likely to
receive benefits in terms of these specific outcomes. However, the fact that none of the
variables examined moderated program effects across outcomes and the limited number of
tests of moderation that were significant indicates that the program benefits were not
constrained to a specific sub-group of spousally-bereaved. No significant moderation was
found for several predicted moderators, such as cause of death and parents’ level of
problems at baseline. These findings indicate that the FBP can have long-term benefits for
the broad range of bereaved parents and stands in contrast to evidence from a prior meta-
analytic study of 61 controlled studies of interventions with the bereaved that significant
effects for those who had higher levels of problems at baseline, but not for lower risk
bereaved (Currier, et al., 2008).

This is the first study to assess the trajectory of change in the bereaved following a
preventive intervention. Bereaved parents in the FBP and those in the self-study condition
reported reduced symptoms of depression, non-specific psychiatric distress and grief from
pre to post-test, but the improvement was greater for the FBP than self-study group.
Although grief and mental health problems decreased over the next six years in both groups,
the rate of change did not differ between the groups and the differences between the FBP
and self-study group were still found six years later. These findings are consistent with a
maintenance of gains model. The current findings are the first to show maintenance of
program effects for a preventive intervention for a bereaved population over a prolonged
follow-up and extend the findings from several studies of treatment of complicated grief that
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have reported maintenance of gains in short-term follow-ups (Shear et al., 2014; Bryant et
al., 2014; Boelen et al., 2007). The maintenance of gain model found in the current study
differs from the increasing effects model found for parental depression by DeGarmo et al.
(2004) in their 30-month follow-up of a parenting intervention with separated parents. In
that study, there was no significant effect of the program on parental depression at post-test,
but over thirty months, a multi-linkage effect was found in which reductions in children’s
externalizing problems led to reductions in parents’ depressive symptoms. Unlike in the
DeGarmo et al. (2004) study, improvements in youth externalizing problems did not mediate
long-term program effects on any parent outcome variable.

The multi-path mediation models found reciprocal effects across domains of parent
functioning, whereby improvements in warmth mediated long-term program effects to lower
parental depression and general mental health problems and improvement in parental
depression mediated long-term program effects on parental warmth. The finding that
improved parental warmth mediated program effects on parents’ depression may be
explained theoretically by considering the nature of the losses that occur following parental
bereavement (e.g. Shear & Shair, 2005). One salient loss involves a supporter for the valued
role of parent (Shapiro, 1994). The FBP’s emphasis on helping bereaved parents strengthen
their relationship with their children may have led to enhanced sense of efficacy in the
parental role which may be responsible for lower levels of depression over time. The finding
that parents’ depressive symptoms partially mediated program effects on parental warmth is
consistent with a large body of findings that parental depression and distress have a
significant impact on parenting (e.g., Conger, et al., 2000). The effects of TRIG, BDI and
parental warmth to mediate the program effect to increase coping efficacy can be viewed
from the perspective of the dual process or two track model of adaptation to bereavement
(Rubin & Malkinson, 2001; Stroebe & Schut, 1999). In these models the tasks of
bereavement are to adapt to the grief over the loss of the deceased and to adapt to the
demands of the post-death environment. It may be that successfully dealing with grief and
depression (evidenced by lower TRIG and BDI at T3) and with the demands of parenting
(evidenced by higher warmth at T3) increased bereaved parents’ general sense that they can
handle the problems in their lives (evidenced by higher coping efficacy six years following
the program).

The findings that increases in parental warmth were associated with an increase in both
continuous measures of grief was not predicted. It may be that the closer relationship with
the children which is evidenced by higher levels of warmth may increase occasions in which
parents experience reminders of their loss of their spouse. There are two reasons why we do
not consider the relationship between parental warmth and grief an iatrogenic effect of
strengthening parenting. First, continuing to experience the loss many years later is
increasingly recognized as a normative rather than a pathological aspect of grief (Carnelley,
Wortman, Bolger, & Burke, 2006). However, when grief impairs functioning it can be
considered pathological (Shear, 2015). The fact that there was no significant relation
between parental warmth and the number of parents who met diagnostic criteria for
prolonged complex bereavement disorder, either with or without impairment, reduces
concern about the iatrogenic effect. Second, the low level of grief experiences at the six year
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follow-up, even among parents with high levels of parental warmth does not appear to
exceed the experience of grief responses in the normative population (Carnelley et al., 2006).

Although depression was found to mediate program effects on grief when tested as a single
mediator, it was no longer a significant mediator of either measure of grief at the six year
follow-up when entered into a multiple mediator model in which the effects of grief and
parental warmth at T3 were also included. This finding indicates that the program effects to
reduce depression was not a pathway through which the program reduced long-term grief. In
order to test the reciprocal pathway, we tested whether the effects of the FBP on TRIG at T3
mediated program effects on depression at the six-year follow-up. The results indicated that
the prospective pathway from T3 TRIG to depression at the six-year follow-up was not
significant. Prior literature has documented the distinctive nature of grief and depression in
terms of different content of symptoms (e.g., Shear, 2015) and differences in the correlates
of grief and depression (e.g. Boelen & Priggerson, 2007). Although the current prevention
study (as well as prior treatment studies; Shear, 2005; 2014; Boelen et al., 2007; Bryant, et
al., 2014) found significant effects on both depression and grief, these analyses are the first
to find that the program impacted these two domains of symptoms through different
pathways.

It may be that the multi-component nature of the current intervention as well as prior
interventions (e.g. Shear, 2015; Boelen et al., 2007) account for the program effects on
depression and grief, with some components impacting one outcome while other
components impacting a different outcome. For example, a prior study found that parents’
perceptions of group support in the FBP predicted reductions in depression but not grief
(Schoenfelder et al., 2013). One of the program components that may have been particularly
responsible for the FBP effect on grief was the component on bereavement-related personal
goals. Parents selected a bereavement-related personal goal in the first session and discussed
their progress in accomplishing that goal over the course of the following 12 weeks. Goals
that might have been particularly salient in terms of affecting the course of grief include
planning and carrying out a special way of remembering the deceased and finding a special
place to disperse ashes of the deceased (Sandler, Wolchik, Ayers, Tein & Luecken, 2013).
Other components of the program, such as challenging negative thoughts and increasing
positive activities were designed to reduce depression. Although the activities to strengthen
parenting were not specifically designed to target depression they appear to have had that
effect.

Although rigorously demonstrating the outcome-specific effects of differential program
components would require experimentally testing their contribution (Bryant, et al., 2014),
this may not be the most important goal for preventive interventions that are designed to
promote resilience following major life stressors. A major stressor such as the death of one’s
spouse increases the surviving spouse’s risk for developing problems across multiple
domains of functioning as well as impairing positive functioning (Keyes et al., 2014).
Resilience involves doing well in multiple domains of life; maintaining positive and
satisfying developmentally appropriate roles as a parent and worker, effectively dealing with
the stressors in one’s life as well as not experiencing mental health problems, substance
abuse and prolonged disordered grief. Programs to promote resilience may want to include
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multiple components that allow participants to address the range of issues of most concern to
them.

The current paper has significant implications for intervention programs with parentally
bereaved families. The positive effects of the FBP on multiple domains of functioning of
bereaved parents add to the findings of positive long-term effects for children on multiple
domains of functioning that have been previously reported (e.g., internalizing and
externalizing problems, Sandler et al., 2010; grief, Sandler, Ma et al., 2010), providing
increased evidence of a “double prevention” effect of the FBP to improve outcomes for
bereaved children and their parents. These findings support a contextual-resilience
framework for programs with bereaved families (Sandler et al. 2008; Wyman, et al., 2001)
that focuses on assisting people in adapting to the “changes that occur in the post-death
environment and to the loss of the person who died” (Sandler et al., 2008, p. 2008). One
implication of this framework is that because adaptation is seen as a normative process,
interventions to promote healthy adaptation are appropriate for all who seek this assistance.
In the current trial, the FBP was offered to all parents who sought out the program, with only
those who were in need of more immediate clinical services excluded (Sandler et al., 2010).
The finding that the FBP’s long-term benefits were not restricted to those who had higher
levels of distress or grief at program entry supports the potential of such universally offered
programs to have positive effects. A second implication is that programs for the bereaved
include multiple components that address multiple potential pathways to resilience. Prior
literature has supported the concept of multiple pathways to resilience in the bereaved (e.g.,
Bonanno et al., 2002). The design of the FBP was based on a multiple risk and protective
factor model, in which each component was designed to address a different risk or protective
factor identified in the empirical or theoretical literature (Sandler et al., 2013). The program
structure individualized the program by having parents and children select their own goals
and use the skills that were taught to help them accomplish these goals (Sandler et al., 2013).
A third implication is that programs for bereaved children should include a component to
strengthen parenting. Prior literature has strongly indicated that strengthening parenting
mediates program effects to improve long-term outcomes in bereaved children (Tein et al.,
2006), as well as other populations (Sandler et al., 2011; Sandler, Ingram, Wolchik, Tein &
Winslow, 2015). The current results indicate that improved parenting has positive impacts on
parents’ adjustment outcomes as well.

One limitation of the current study is that program effects on alcohol abuse, persistent
complex bereavement disorder, and coping efficacy were only assessed at the six-year
follow-up, so that the inferences concerning program effects on these outcomes need to be
somewhat tentative. However, the fact that these effects were found in the context of a
randomized experimental trial in which multiple baseline covariates were accounted for and
attrition was not found to be differential across groups, provides support for attributing these
effects to the FBP. A second limitation is that no significant mediators were found for
alcoholism or alcohol problems. It may be that program effects on other aspects of parents’
lives may account for FBP on parents’ alcohol problems, such as other stressors or sources
of social support that they encounter over time. A third limitation is that, although the
sample included important sub-groups (e.g., 19% ethnic minorities,12% deaths from
homicide or suicide and 15% accidents) the sample sizes were not large enough to assess
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effects within these high risk sub-groups. In addition, the fact that only people who agreed to
participate in the experimental trial were included in this study limits the generalizability of
the findings to the broader population who seek services but are not willing to be part of a
research trial. A fourth limitation is that the effects of the FBP need to be replicated with a
much larger and more heterogeneous sample of bereaved families. Future research,
optimally conducted by an independent evaluator, is needed to replicate the effects found in
this trial to increase confidence in the effectiveness of the FBP to improve outcomes for
parents and children (Gottfredson et al., in press).
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Deceased, n =1 (1.4%)

Data collected, n = 54 (91.5%)
Refused, n=1 (1.7%)
Unable to Locate. n =4 (6.8%)

Data collected, n = 62 (86.1%)
Refused, n =6 (8.3%)

Unable to Locate, n =2 (2.8%)
Deceased, n =2 (2.8%)

Data collected, n = 54 (91.5%)
Refused, n =2 (3.4%)
Unable to Locate. n =3 (5.1%)

Figure 1.

Flow chart of data collection and attrition over six years
Note: This is a subsample of the Family Bereavement Project which include 156 families.
Sandler, et al. (2010) presents the flowchart of recruitment, randomization, and assessments

of the entire sample. It is not possible to present the recruitment information for this
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subsample because the information on whether the caregivers were the spousally-survived
parents was unknown till pretest interview.
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Figure 2a.

Control
VES.
FBP

Figure 2b.

b
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Control

|

Covariates,

¥ Outcome,

Figure 2.
Figure 2a. Mediation model for mediators and outcomes assessed at all four time points

Figure 2b. Mediation model for mediators assessed at four time points and outcomes at T4
only

Note. Fig. 2a illustrates mediation models in which variables measured at four waves (e.g.,
parenting (Pwarm) and parent adjustment (Ppmp, i.€., depression, grief and general mental
health symptoms in separate models) mediate each others’ effects over six years.
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Figure 3.

Figure 3b: Piecewise growth curve model on parental warmth

Figure 3a: Piecewise growth curve model of BDI
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Table 1
Demographics and Outcome Variables at Baseline
Control FBP Difference
Demographics
Female caregiver, No. (%) 41 (69.49%) 60(83.33%) P=.06
Caregiver mean age 41.21(6.71) 41.42(7.26) P=.87
Caregiver Ethnicity P =.67
X2[5] = 3.20

White, Non-Hispanic 44 (74.58%) 50 (69.44%)

Hispanic 6 (10.17%) 7 (9.72%)

Black 2(3.39%)  6(8.33%)

Asian American/Pacific Islanders 0 (0%) 2 (2.78%)

American Indian 1(1.69%) 1(1.39%)

Other 1 (1.69%) 1 (1.39%)

Missing 5 (8.47%) 5 (6.94%)
Caregiver education 4.74 (1.38) 4.70 (1.26) p=.87
Family income 7.88 (4.90) 8.54 (4.78) P =.47
No. of youth living at home 1.72 (.79) 1.50 (.73) P=.10
Time since death (months) 9.84 (5.38) 10.04 (6.04) P=.85
Cause of death P =.67

Iliness 43 (74.14%) 51 (70.83%)

Violent 15 (25.86%) 21 (29.17%)

Outcome Variables — Spousally-Bereaved Caregiver

Parental warmth -.04 (.54) .03 (.53) P=.36
Depression (BDI) 9.38 (6.63) 12.02 (8.00) P =.05*
Anxiety (PERI) 2.35 (.60) 2.51(.73) P=.20
Texas Revised Inventory of Grief (TRIG) 3.36 (.79) 3.32(.89) P=.79
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Piecewise Growth Curve Modeling Results

Table 4

Intercept Slope 1 (Pretest-Posttest) ~ Slope 2 (Posttest-6-year)
BDI FBP (N=73) 12.00(.78) ** —2137(2.74)** -0.10(.13)
Self-Study (V= 58) 9.38(87) " ~9.54(3.08) ™ 0.08(.18)
Difference [95% CI]  2.72(1.17)*[0.43,5.00] -11.83(4.13) **[-19.92,-3.75] ~ ~0.18(:22) [-0.62, 0.26]
PERI  FBP(N=T3) 2.52(.07) ™" -1.55(.23) " -0.03(.01)
Self-Study (V= 58) 2.35(.08) -0.71(.26) ™" -0.02(.01) "
Difference [95% CI]  0.16(.11) [-0.06, 0.38] -084(35)**[-152,-0.16]  ~0.01(:02) [-0.05,0.02]
TRIG  FBP(N=T73) 3.32(.09) " -1.74(.23) ™" -0.06(.01)
Self-Study (V= 58) 3.36(.10) " -117(27) " -0.05(.02)
Difference [95% CI] ~ -0.04(.14) [-0.31, 0.23] 0.60(35) *[-1.37, -0.001]  0-001(.02) [-0.04,0.04]
Warmth ~ FBP (V= 108) 0.06(.08) 0.77(17) ™ 0.01(01)
Self-Study (V= 98) ~0.08(.08) -0.10(.18) 0.04(.01)*
Difference [95% CI]  0.13(.11) [-0.09, 0.35] 0.87(25)**[038,1.36]  ~0-03(.02) [-0.06,0.01]
7‘p< 0.10,
*p< 0.05,
**p <0.01.

Dev Psychopathol. Author manuscript; available in PMC 2017 August 01.



	Abstract
	Introduction
	Conceptual framework: Assessing the cascading effects of the experimental promotion of resilience of spousally-bereaved parents
	Description and summary of effects of the FBP on children’s and parents’ outcomes
	What are the effects of the FBP on spousally-bereaved parents’ adjustment over six years?
	What are the pathways that account for long-term FBP effects on bereaved parents’ adjustment and parenting?

	Methods
	Participants
	Intervention Programs
	Procedures

	Measures
	Mental Health Problems
	Alcohol Problems
	General Coping Efficacy
	Grief
	Parental warmth
	Youth Externalizing Problems

	Results
	Data Analysis Overview
	Preliminary Analyses
	FBP Effects at Six Years
	Trajectory of Program Effects
	Mediation of Program Effects


	Discussion
	References
	Figure 1
	Figure 2
	Figure 3
	Table 1
	Table 2
	Table 3
	Table 4

