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Objective: The aim of family focused
grief therapy is to reduce the morbid ef-
fects of grief among families at risk of
poor psychosocial outcome. It  com-
mences during palliative care of termi-
nally ill patients and continues into be-
reaveme nt .  The  au thors  repor t  a
randomized, controlled trial.

Method: Using the Family Relationships
Index, the authors screened 257 families
of patients dying from cancer: 183 (71%)
were at risk, and 81 of those (44%) partic-
ipated in the trial. They were randomly
assigned (in a 2:1 ratio) to family focused
grief therapy (53 families, 233 individuals)
or a control condition (28 families, 130 in-
dividuals). Assessments occurred at base-
line and 6 and 13 months after the pa-
tient ’s death. The primary outcome
measures were the Brief Symptom Inven-
tory, Beck Depression Inventory, and So-
cial Adjustment Scale. The Family Assess-
ment Device was a secondary outcome

measure. Analyses allowed for correlated
family data and employed generalized es-
timating equations based on intention to
treat and controlling for site.

Results: The overall impact of family fo-
cused grief therapy was modest, with a re-
duction in distress at 13 months. Significant
improvements in distress and depression
occurred among individuals with high
baseline scores on the Brief Symptom In-
ventory and Beck Depression Inventory.
Global family functioning did not change.
Sullen families and those with intermedi-
ate functioning tended to improve overall,
whereas depression was unchanged in hos-
tile families.

Conclusions: Family focused grief ther-
apy has the potential to prevent patho-
logical grief. Benefit is clear for interme-
diate and sullen families. Care is needed
to avoid increasing conflict in hostile
families.

(Am J Psychiatry 2006; 163:1208–1218)

Systematic reviews of interventions with family care-
givers during palliative care and bereavement reveal strik-
ingly weak effects in efficacy studies (1–3). Grief counsel-
ing is not helpful for all; for many it may be intrusive and,
indeed, unwarranted (4). For the oft-recommended group
therapies, disappointing results come from heterogeneity
of membership, lack of prescreening, and inexperienced
facilitators (2). In a meta-analysis of the outcome for pal-
liative care and hospice teams, the slightly positive effect
achieved for index patients contrasted starkly with no
benefit for caregivers and family members (5).

A consensus has emerged that generic interventions de-
livered to the broad population of the bereaved are unnec-
essary and that preventive interventions should target
high-risk caregivers and mourners (6). The fundamental
clinical questions have been how to recognize those at risk
and what type of intervention to then offer.

Given this background and the reality that life-threaten-
ing illness causes distress to reverberate through the fam-
ily, a family-centered approach has appeared apt for pal-
liative care. Our research over the past decade has led us to
develop a model we have named “family focused grief
therapy,” in which the functioning of the family is
screened routinely when the patient is admitted to a ser-

vice in order to identify families at risk of morbid psycho-
social outcome as a result of how members relate together.
We then offer these families an intervention aimed at har-
nessing their inherent strengths and bolstering their ca-
pacity to cope adaptively.

In this article we present the results of a randomized,
controlled trial of family focused grief therapy involving 81
families (362 individuals), designed to test the efficacy of
our model.

Classification of Family Functioning

In past research, we devised a typology of family func-
tioning during palliative care and bereavement using the
short form of the Family Environment Scale (7), which dif-
ferentiates families into well-functioning, intermediate,
and dysfunctional classes (8, 9). Of the 10 subscales form-
ing the Family Environment Scale, only three were found
in our cluster analytic work to differentiate families by this
typology (10, 11). These three are known as the Family Re-
lationships Index and are based on members’ perceptions
of the family’s cohesiveness, expressiveness, and capacity
to deal with conflict. Two classes have good functioning.
“Supportive” families are characterized by very high levels
of cohesion, and “conflict resolvers” tolerate differences of
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opinion and deal with conflict constructively through ef-
fective communication. These families have low levels of
psychosocial morbidity and do not appear to require pro-
fessional psychotherapy.

Two classes are clearly dysfunctional. “Hostile” families
tend to reject help and are distinguished by high conflict
levels, poor cohesion, and poor expressiveness. “Sullen”
families carry moderate impairments across these three
domains; their muted anger and desire for help are note-
worthy. These dysfunctional families have high rates of
psychosocial morbidity, including clinical depression. Of
the families of patients receiving palliative care, 15%–20%
are dysfunctional, and the rate increases to 30% during the
initial phase of bereavement (11).

Between these well-functioning and poorly functioning
groups is a class of families who exhibit moderate cohe-
siveness but are still prone to psychosocial morbidity. Their
functioning has been termed “intermediate” and tends to
deteriorate under the strain of death and bereavement.

Family focused grief therapy is grounded on the key ob-
servation that the dysfunctional and intermediate classes
carry the substantial psychosocial morbidity found during
palliative care and bereavement (12). Rather than treating
each family member individually, family focused grief
therapy offers a systemic approach and has the advantage
that it can be applied preventively.

At-risk families are identified through screening with
the short form of the Family Relationships Index (7), a 12-
item self-report measure completed independently. We
found its sensitivity to be 86% (13); an independent group
reported 100% sensitivity to detect family dysfunction and
88% to detect clinical depression (14). The Family Rela-
tionships Index is unlikely to miss those at risk, although
its poorer specificity leads to a number of false positives.
We refrain from attributing pathology to families in any
way since screening is not diagnostic but only points to
those at risk. Given the importance we attach to assisting
families as they care for their dying relative, the family is
invited to meet with a therapist.

Family Focused Grief Therapy

Family focused grief therapy is a brief, focused, and
time-limited intervention typically comprising 4–8 ses-
sions of 90 minutes’ duration, which are arranged flexibly
across 9–18 months. We initially created a manual for con-
ducting the therapy and then published this in a book as a
series of guidelines, together with many clinical illustra-
tions (15). The intervention aims to prevent the complica-
tions of bereavement by enhancing the functioning of the
family, through exploration of its cohesion, communica-
tion (of thoughts and feelings), and handling of conflict.
The story of illness and related grief is shared in the pro-
cess. Family focused grief therapy has three phases: 1) as-
sessment (one or two weekly sessions) concentrates on
identifying issues and concerns relevant to the specific
family and on devising a plan to deal with them, 2) inter-

vention (typically two to four sessions) focuses on the
agreed concerns, and 3) termination (one or two sessions)
consolidates gains and confronts the end of therapy. The
frequency and number of sessions in each phase are mod-
ified to meet the needs of each family.

Method

We coordinated this multisite, randomized, controlled trial at
the University of Melbourne’s Centre for Palliative Care, located in
St. Vincent’s Hospital and the Peter MacCallum Cancer Institute,
Melbourne. Other participating centers were three hospice
home-care services: Bethlehem Hospital’s Community Palliative
Care Service, Eastern Palliative Care, and Mercy Western Palliative
Care. We obtained approval from the ethics committees of all par-
ticipating centers. All patients and family members gave written
informed consent.

Participants

Patients and their relatives recruited between 1996 and 2001
were eligible for the trial if the treating physician gave a prognosis
of 6 months and agreed to the study. Other inclusion criteria in-
cluded patient age between 35 and 70 years, adequate command
of English, geographical accessibility, a living partner, and one or
more children more than 12 years old. This last requirement was
necessary so that children would be able to complete the ques-
tionnaires; while our focus was on adult patients with cancer, the
young and very elderly bring unique clinical issues deserving of
separate studies. As already mentioned, only families at risk of
poor psychosocial outcome were eligible. On the basis of our ear-
lier work, a score of less than 4 on cohesiveness or a total score of
9 or less on the Family Relationships Index was the cutoff level
(15, p. 43). Recruitment thus entailed obtaining consent in two
stages—for screening patients and relatives and for study entry.
Each member had to consent individually to participate.

Data at baseline and follow-up (6 and 13 months postbereave-
ment) were obtained from relatives independently by a research
assistant; details of the baseline data have been published else-
where (13).

The families were assigned to functional classes according to
rules established in our earlier research on the typology of family
functioning (12). Since well-functioning families were ineligible,
they were eliminated through screening. Dysfunctional (hostile
and sullen) and intermediate families were classified on the basis
of the poorest perception of family functioning of any member on
the Family Relationships Index. This criterion is in accord with
the clinical observation that a single member may be the “symp-
tom bearer”; use of average scores to assign families would reduce
recognition of potentially at-risk families. We deliberately give
greater priority to sensitivity than to specificity in order to obviate
missing such families.

Intervention and Control Conditions

Our 16 therapists were social workers who were all qualified
family therapists and received standardized training consisting of
a detailed review of the therapy manual (15), two half-day work-
shops about the family focused grief therapy model, and supervi-
sion (by D.W.K. and S.B.) of each session with a pilot family before
participating in the trial (12).

Each therapy session was audiotaped and later reviewed by the
therapist, who prepared a 3–4-page summary of themes and in-
terventions from each session. The therapists met weekly as a
peer group with the supervisors throughout the pilot study and
subsequent trial, discussing these process notes to monitor com-
petence and ensure adherence to the model.
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An analysis of fidelity to the intervention was conducted inde-
pendently (16). Interrater reliability was assessed with an integ-
rity measure for family focused grief therapy (16) and proved sat-
isfactory, with 88% overall agreement. Faithful adherence to the
core elements of the model was achieved by 86% of the therapists.
Their competence was evidenced by a strong therapeutic alliance
(94%), affirmation of family strengths (90%), and focus on agreed-
upon themes (76%). The therapists averaged 10 grief-related
questions per session, seven on communication-related issues
during assessment, seven on conflict late in therapy, and four on
cohesiveness across the course of therapy.

Therapy was conducted in the hospital or, more commonly, in
the family home in an effort to accommodate ill patients. Al-
though the problems and challenges associated with therapy in
the home are well documented, the patient’s home is emerging as
a much-appreciated site (17).

Families in the control arm did not receive any formal psycho-
logical treatment beyond the standard palliative care provided by
home-care programs, which did involve counseling when
deemed clinically appropriate. We therefore carefully logged for
later comparison this “standard palliative care” received by both
arms, including visits to a general practitioner, counseling, and
use of antidepressants, hypnotics, tranquilizers, and alcohol.

Outcomes

The primary outcome was psychosocial functioning in be-
reaved family members, particularly levels of distress, depression,
and social adjustment, which are pertinent in assessing compli-
cated bereavement. A secondary outcome was family function-
ing. The patients and relatives completed a series of measures at
baseline, and then the relatives repeated these and completed a
bereavement measure at 6 and 13 months after the patient’s
death; the latter was timed to avoid the first anniversary. In the
unusual event that the therapy was concluded but death had not
occurred as expected, outcome assessments were completed 6
and 13 months after therapy completion. A semistructured inter-
view was conducted to obtain demographic, illness, and family
information from each patient and the relatives independently.

Group Size

Calculation of the number of subjects employed the GPOWER
procedure (18) and was based on achieving a medium effect size
of 0.50 as defined by Cohen (19), an average of four members per
family with a medium (rs=0.30) intercorrelation (13) between
family member responses, and a 2:1 ratio of random assignment
to treatment and control groups. With a type I error of 0.05 (two-
tailed), as recommended by Bird and Hall (20), a group of 75 fam-
ilies would yield a power of 84%. We therefore aimed to recruit 80
families, thus allowing for potential dropouts.

Randomization

Randomization was performed independently by the statistical
service of the Peter MacCallum Cancer Institute, using a com-
puter-generated table of random numbers to make the allocation
in the 2:1 ratio, stratifying by recruitment site. When a family was
allocated to the intervention, the research assistant assigned the
next available therapist to them.

Masking

No blinding was used in the randomization or data collection.
Data were entered by a research assistant who had no knowledge
of group assignment. Fidelity of intervention, as already dis-
cussed, was examined by research assistants blinded to the thera-
pist identity, families, and supervision process. Gradual familiar-
ity with the voice of a therapist, however, limits such blinding
processes in psychotherapy trials.

Measures

The short form of the Family Environment Scale (7) is a well-
validated measure of an individual’s perception of the family’s
functioning. The similarity of profiles obtained by using only four
items from each subscale (short form, form S, 40 items) and by
using the complete nine items (form R, 90 items) was investigated
by using intraclass correlations and was found to be satisfactory
(7). The 40-item short form has 10 subscales and has demon-
strated consistency, stability, and predictive and discriminant va-
lidity (21). Three of these subscales—cohesiveness, conflict, and
expressiveness (of thought and feeling)—form the Family Rela-
tionships Index, a global measure of relational interaction within
the larger family environment. The Family Relationships Index
(12 items) was used for screening, and the Family Environment
Scale (40 items) was administered to family members enrolling in
the trial.

The Family Assessment Device, a 60-item measure based on
the McMaster model of family functioning, assesses the accom-
plishment of essential functions and tasks that distinguish
“healthy” from “unhealthy” families (22). We used its general
functioning scale as an independent outcome measure, since the
Family Environment Scale had been part of the criteria for deter-
mining study entry. The Family Assessment Device has good in-
ternal consistency and discriminant validity (23).

The Brief Symptom Inventory (24) is derived from the Hopkins
Symptom Checklist-90 and yields ratings of general psychological
morbidity. Its general severity index was used as a primary out-
come measure. The Brief Symptom Inventory has impressive reli-
ability and validity, both convergent and predictive (25).

The cognitive items of the Beck Depression Inventory consti-
tute its short form, which correlates satisfactorily with the full ver-
sion and eliminates somatic items that are confounding in the
medically ill (26). More than 40 years of psychometric evaluation
confirm its reliability and validity (27).

The Social Adjustment Scale is derived from its well-validated
predecessor for use as a measure of change in domains of house-
work, work, social and leisure activities, relationships with chil-
dren and extended family, and overall social functioning (28). We
used its global score.

The Bereavement Phenomenology Questionnaire is a 22-item
measure of the normal phenomena of grief, such as nostalgia and
remembering. It has good internal consistency and validity and
was used to differentiate normal grief expressions from more
morbid forms of distress and depression (29, 30).

Sociodemographic characteristics of the patients and their
family members were documented; these included age, gender,
occupation and current work status, marital status, religion, reli-
gious practice, and country of birth. Information on each pa-
tient’s and family member’s health and service utilization was col-
lected. Tumor type, major categories of anticancer treatment, and
dates of diagnosis and of death were ascertained from each pa-
tient’s medical record.

Statistical Analysis

Length of illness from diagnosis to death and survival from
study entry to death were calculated by using the Kaplan-Meier
procedure for estimating time-to-event occurrences in the pres-
ence of censored cases (31).

In order to account for possible correlation between the re-
sponses of the family members (5–7), we applied statistical meth-
ods specifically developed for clustered data. For comparisons of
sociodemographic characteristics in the two study arms, we uti-
lized Pearson chi-square statistics, corrected for family depen-
dence in scores (32). Generalized estimating equations (33), ad-
justing for site, were employed to examine change from baseline
to 13 months postdeath (or termination, if the patient had not
died) in each arm and then from baseline to 6 months postdeath
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(or termination). In separate analyses the difference in a measure
between assessments was modeled as a function of a binary vari-
able indicating whether the family member received the inter-
vention. An identity link function was used together with the Hu-
ber-White robust sandwich variance estimate (34) with an
independent covariance matrix; p values are from robust Wald
statistics. For our three primary outcome variables, significance
was set at 0.017.

In order to ascertain whether family members with missing
data differed significantly from those with complete data, we
used generalized estimating equations with a binary variable in-
dicating missed assessments. In separate univariate analyses,
these binary variables were modeled as a function of baseline as-
sessments and classification of family functioning by using ro-
bust sandwich variance estimates with an independent working
covariance matrix. When a statistically significant difference was
observed between members with missing and complete data, the
binary variable indicating group membership and the interaction
term were included to assess whether the pattern differed signifi-
cantly between the intervention and control groups.

We used an intention-to-treat approach for all analyses. Data
from five patients who did not die were included in the follow-up
assessments. All analyses were conducted with the statistical soft-
ware package Stata (Intercooled Stata 8.0 for Windows, Stata Corp.,
College Station, Tex.). The Stata procedure SVYTAB was used for
comparisons of sociodemographic characteristics, and XTGEE was
used for analyses with generalized estimating equations.

Results

Participants and Follow-Up

Of 483 eligible families, 257 (53%) were screened, and
the Family Relationships Index was completed by 701 in-
dividuals. As shown in Figure 1, the reasons for not screen-
ing eligible families included refusal to consent, inaccessi-
bility, and avoidant behaviors. Of the 130 families who
refused screening, 86 appeared to be avoidant, citing lack
of interest, being too busy or not having time, or not want-
ing family sessions. Other reasons given for not participat-
ing were a patient who was too unwell or recently hospi-
talized, a chaotic or alienated family, and the perception
that the family was coping well. Families classified as cha-
otic or alienated included those with too much going on or
an inability to organize the family to come together.

Of the 257 families consenting to be screened, 74 (29%)
were classified as well functioning (and thus ineligible for
the trial), 121 (47%) were classified as intermediate in
functioning, and 62 (24%) were categorized as dysfunc-
tional. Of 183 eligible families, 81 (44%) gave informed
consent, generating a cohort of 363 individuals (Figure 1).
Eastern Palliative Care and St. Vincent’s Hospital were the
biggest sources of patients for this trial, contributing 33
and 25 families, respectively. Thirteen families were re-
cruited from Mercy Western Palliative Care, six from Beth-
lehem Hospital’s Community Palliative Care Service, and
four from Peter MacCallum Cancer Institute.

The most common tumor types present in the index pa-
tients were breast (25%), lung (20%), brain (12%), colorec-
tal (9%), pancreas (7%), esophageal (5%), prostate (4%),
and other (18%). Most patients had received chemother-

apy (84%) and radiotherapy (74%); hormone therapy had
been given to 15% as an anticancer treatment.

The mean age of the patients in the trial was 57 years
(SD=8). The mean age of their spouses was 56 years (SD=
9), and for their offspring it was 29 years (SD=9). The mean

FIGURE 1. Flow of Participants in a Randomized Compari-
son of Family Focused Grief Therapy and a Control Condi-
tion for Families of Terminally Ill Patients

Families included in analysis
of intervention group  
(N=53; 232 individuals)

Families included in
analysis of control group
(N=28; 130 individuals)

Lost to follow-up
(one individual)

Families that received family focused 
grief therapy (N=45):

Dropped out after one session (N=2)
Missed termination session (N=3)
Completed therapy fully (N=40)

Families that 
did not receive
family focused
grief therapy
(N=8)

Families allocated to family
focused grief therapy inter-
vention (N=53; 233 individuals)

Families allocated to 
no-treatment control condition
(N=28; 130 individuals)

Families assessed for eligibility (N=483)

Families screened with Family Relationships Index
for evidence of risk (N=257, 53%; 701 individuals)

Families eligible for trial (N=183, 71%; 569 individuals):

Families that refused to participate (N=102, 56%; 
206 individuals):

Avoidant (N=60, 59%)
Chaotic/alienated (N=20, 20%)
Patient unwell/died (N=15, 15%)
Coping well (N=7, 7%)

Families not screened (N=226, 47%):
Ineligible because of illness (N=46, 20%)
Unable to be contacted (N=43, 19%)
Did not keep appointment (N=7, 3%)
Refused to be screened (N=130, 58%):

Avoidant (N=86)
Chaotic/alienated (N=30)
Coping well (N=14)

Dysfunctional families
Hostile (N=24, 13%; 94 individuals)
Sullen (N=38, 21%; 141 individuals)

Families intermediate between well functioning and
dysfunctional (N=121, 66%; 334 individuals)

Families randomly assigned (N=81, 44%; 363 individuals):
Hostile (N=19, 23%; 82 individuals)
Sullen (N=22, 27%; 104 individuals)
Intermediate (N=40, 49%; 177 individuals)

Families ineligible because they functioned well
according to Family Relationships Index 
(N=74, 29%; 132 individuals) 
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age of other family members was 32 years (SD=10). In 5%
of the families there was one child, in 51% there were two
children, in 33% there were three children, and 11% of the
families had four or more children.

In the final cohort, 51% of the families were classified as
having intermediate functioning, 26% were designated
sullen, and 23% were categorized as hostile. Baseline so-
ciodemographic characteristics of the patients and their
family members have been published previously (13). The
median length of illness from diagnosis to death was 25
months, and the median survival time from study entry to
death was 96 days. No significant differences were found
between the control and intervention arms on any socio-
demographic variable at baseline (Table 1).

Of the 81 randomly assigned families, 53 were allocated
to the intervention and 28 were assigned to the control
condition. Within the former, 45 families (85%) had family
focused grief therapy; two withdrew after one session,
three withdrew before termination, and 40 (76%) com-
pleted therapy as planned. The two families who dropped
out early were dissatisfied with the family meeting; the
families departing later did participate in key treatment
sessions. On an intention-to-treat basis, the median num-
ber of sessions was 4, the mean was 3.8, and the range was
0 to 13. For those completing family focused grief therapy,
the families with intermediate functioning averaged 7.0
sessions (range=3–13), the sullen families received 6.4
(range=4–9), and the hostile families completed a mean of

TABLE 1. Baseline Sociodemographic Features of Terminally Ill Patients and Other Family Members in a Randomized Com-
parison of Family Focused Grief Therapy and a Control Conditiona

Feature

Family Focused Grief Therapyb Control Conditionb

Total 
Participants 

(N=233)
Patients 
(N=53)

Other Family 
Members 
(N=180)

Total 
Participants 

(N=130)
Patients 
(N=28)

Other Family 
Members 
(N=102)

Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD
Age (years) 42 16 57 8 37 15 41 17 57 8 36 15

N %c N %c N %c N %c N %c N %c

Gender
Male 108 46 24 45 84 47 67 52 17 61 50 49
Female 125 54 29 55 96 53 63 48 11 39 52 51

Occupation
Professional 64 34 14 29 50 36 50 46 10 36 40 50
Clerical 59 31 14 29 45 32 23 21 6 21 17 21
Sales or service 19 10 3 6 16 11 10 9 3 11 7 9
Skilled trade 36 19 14 29 22 16 19 18 8 29 11 14
Unskilled 10 5 3 6 7 5 6 6 1 4 5 6

Work status
Employed 108 47 3 6 105 58 63 49 4 14 59 58
Unemployed 15 6 10 19 5 3 7 5 5 18 2 2
Home duties 32 14 7 13 25 14 13 10 2 7 11 11
Retired or receiving pension 55 24 32 62 23 13 28 22 17 61 11 11
Student 22 9 0 0 22 12 18 14 0 0 18 18

Marital status
Married or in 

de facto marriage 174 75 53 100 121 67 92 71 28 100 64 63
Separated or divorced 7 3 0 0 7 4 7 5 0 0 7 7
Widowed 0 0 0 0 0 0 0 0 0 0 0 0
Single 52 22 0 0 52 29 31 24 0 0 31 30

Religion
Catholic 96 42 22 42 74 42 46 36 10 36 36 36
Protestant 76 33 20 38 56 31 47 37 11 39 36 36
Agnostic or atheist 24 10 2 4 22 12 9 7 1 4 8 8
Other 9 4 4 8 5 3 8 6 2 7 6 6
None 25 11 4 8 21 12 18 14 4 14 14 14

Religious participation
Active 71 31 22 43 48 27 28 22 9 32 19 19
Not active 158 69 29 57 129 73 100 78 19 68 81 81

Location of birth
Australia 175 75 33 62 142 79 99 76 18 64 81 79
United Kingdom 12 5 1 2 11 6 15 12 3 11 12 12
New Zealand 9 4 2 4 7 4 0 0 0 0 0 0
Asia 8 3 3 6 5 3 3 2 1 4 2 2
Italy 5 2 2 4 3 2 1 1 0 0 1 1
India or Pakistan 6 3 2 4 4 2 0 0 0 0 0 0
Other European country 14 6 9 17 5 3 11 8 5 18 6 6
Africa 4 2 1 2 3 2 1 1 1 4 0 0

a Control condition consisted of standard palliative care provided by home-care programs, which involved counseling when clinically appro-
priate. No significant differences between intervention and control groups were found.

b Families were assigned in a 2:1 ratio to the intervention and control groups.
c Percentages are based on total number of subjects for whom data were available.
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9.4 (range=7–13). The number of families for whom data
were available for analysis varied between 72 and 78 fami-
lies, depending on the measure under consideration.

There were 61 family members who missed assessments
of measures: 38 in the intervention group (21%) and 23 in
the control group (22%). The main patterns of missing ob-
servations (accounting for 85%) were family members

who contributed data only at baseline (29 individuals) or
at baseline and 6 months postdeath but not at the last as-
sessment (23 individuals). Members with missing data
had significantly poorer family functioning according to
the baseline score on the Family Assessment Device gen-
eral functioning scale (p=0.03, robust Wald test) and the
Family Relationships Index (p=0.02, robust Wald test).

TABLE 2. Changes in Outcome Measure Scores for Members of Families of Terminally Ill Patients in a Comparison of Family
Focused Grief Therapy and a Control Conditiona

Scale

Number of Family 
Members Available 

for Analysis

Number of 
Families 

Represented

Change in Mean Score Difference Between Groups

Family 
Focused Grief 

Therapy
Control 

Condition
Difference in 
Mean Scores 95% CIb pc

After 13 months
Primary outcome measures
Brief Symptom Inventory 

general severity index 230 74 0.12 0.01 0.11 –0.01 to 0.22 0.02
Beck Depression Inventory 231 74 0.36 0.10 0.26 –1.02 to 1.53 0.52
Social Adjustment Scale 230 74 0.08 0.05 0.03 –0.06 to 0.13 0.43

Secondary outcome measures
Bereavement Phenomenol-

ogy Questionnaired 213 69 4.50 4.98 –0.48 –2.94 to 1.99 0.92
Family Environment Scale 224 72 –0.71 –0.64 –0.07 –1.33 to 1.20 0.92
Family Assessment Device 

general functioning scale 229 73 0.02 –0.01 0.03 –0.10 to 0.17 0.95
After 6 months

Brief Symptom Inventory 
general severity index 250 78 0.06 0.02 0.04 –0.07 to 0.14 0.36

Beck Depression Inventory 248 78 0.23 –0.41 0.64 –0.61 to 1.88 0.22
Social Adjustment Scale 250 78 0.06 0.05 0.01 –0.74 to 0.09 0.32
Family Environment Scale 239 78 –0.72 –0.50 –0.22 –1.50 to 1.10 0.76
Family Assessment Device 

general functioning scale 250 78 0.04 –0.02 0.06 –0.05 to 0.17 0.65
a Control condition consisted of standard palliative care provided by home-care programs, which involved counseling when clinically appro-

priate.
b Based on robust standard errors and use of generalized estimating equations with an independent working covariance matrix.
c From a robust Wald test. Significance was set at 0.017.
d Difference between 6 months and 13 months.

TABLE 3. Changes in Outcome Measure Scores for the Most Distressed Members of Families of Terminally Ill Patients in a
Comparison of Family Focused Grief Therapy and a Control Conditiona

Scale and Time Interval

Family Members With 
Highest 10% of Scores 

on Measure at Baseline Change in Mean Score Difference Between Groups

Number of 
Family 

Members 
Available 

for Analysis

Number of 
Families 

Represented

Family 
Focused Grief 

Therapy
Control 

Condition
Difference in 
Mean Scores 95% CIb pc

Brief Symptom Inventory general 
severity index
Baseline to 6 months 22 20 0.83 0.16 0.67 0.21 to 1.15 <0.01
Baseline to 13 months 20 19 0.81 0.30 0.51 0.04 to 1.43 <0.01

Beck Depression Inventory
Baseline to 6 months 19 19 5.92 0.43 5.49 0.39 to 11.79 <0.01
Baseline to 13 months 18 18 5.13 3.86 1.27 0.00 to 4.56 <0.01

Social Adjustment Scale
Baseline to 6 months 25 20 0.48 0.33 0.15 –0.13 to 0.42 0.18
Baseline to 13 months 24 20 0.40 0.35 0.05 –0.27 to 0.36 0.33

Bereavement Phenomenology 
Questionnaire, 6 months to 13 
months 21 19 11.73 14.19 –2.46 –11.12 to 6.26 0.05

a Control condition consisted of standard palliative care provided by home-care programs, which involved counseling when clinically appro-
priate.

b Based on robust standard errors and use of generalized estimating equations with an independent working covariance matrix.
c From a robust Wald test. Significance was set at 0.017.



1214 Am J Psychiatry 163:7, July 2006

FAMILY FOCUSED GRIEF THERAPY

ajp.psychiatryonline.org

These patterns did not differ significantly between the in-
tervention and control arms.

Distress, Depression, and Social Adjustment

Using generalized estimating equations to compare the
mean changes in the intervention and control groups for

all family members from baseline to 6 months and base-
line to 13 months, we found that distress as measured by
the general severity index of the Brief Symptom Inventory
showed nonsignificantly greater improvement at 13
months in the participants receiving family focused grief
therapy than in the control group (Table 2). Grief phenom-
ena, measured with the Bereavement Phenomenology
Questionnaire, diminished similarly in both arms. The
changes in depression (Beck Depression Inventory) and
social adjustment (Social Adjustment Scale) did not differ
significantly; the patterns of change for these primary out-
come variables are presented in Figure 2.

Given the potential masking of change in family mem-
bers with pathological grief by the central tendency
present when the cohort is examined as a whole, analyses
were also carried out on the top 10% of family members
with the most distress, depression, and poor social adjust-
ment at baseline (Table 3). Significant improvement in
distress and depression, but not social adjustment, at both
6 and 13 months was evident for those receiving family fo-
cused grief therapy. By way of a hypothesis-generating ex-
ploration, we examined the differences among family
types. The most noteworthy improvement in distress and
depression occurred in members of sullen families (Figure
3), but the numbers in these cells were small (14 families
receiving the intervention and eight control families). It is
noteworthy that depression remained unchanged in the
hostile families receiving family focused grief therapy but
decreased in the control group.

For the gain in score on the Brief Symptom Inventory
general severity index at 13 months for families receiving
family focused grief therapy, the effect size was small (d=
0.26). Sullen families (d=0.32) fared better with the inter-
vention than the families with intermediate functioning
(d=0.19) or hostile families (d=0.18). Similarly, for the Beck
Depression Inventory at 6 months, the effect size for sullen
families (d=0.44) was better than that for the intermediate
families (d=0.30).

No statistically significant differences were found be-
tween the intervention and control arms in the propor-
tions of patients who saw a general practitioner, received
other forms of counseling, took antidepressants, hypnot-
ics, or tranquilizers, or consumed more alcohol. No signif-
icant association was found between the therapist and
outcome or between duration of therapy and outcome.

Family Functioning

No statistically significant differences between the two
arms were found on the secondary outcome measures,
i.e., the Family Assessment Device general functioning
scale or the Family Environment Scale (Table 2). In an-
other hypothesis-generating exploration, families with in-
termediate functioning who received family focused grief
therapy had a significantly larger reduction in conflict
level on the Family Environment Scale at 6 months than
the intermediate families in the control group (123 indi-

FIGURE 2. Family Members’ Scores on Outcome Measures
Before and After the Death of Terminally Ill Patients in a
Comparison of Family Focused Grief Therapy and a Control
Conditiona

a Control condition consisted of standard palliative care provided by
home-care programs, which involved counseling when clinically
appropriate.

b Number of individuals varied because of missing data for some
family members.
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viduals, 38 families); the difference between groups in
score changes was 0.44, and the 95% confidence interval
(CI) was 0.04 to 0.83 (p=0.03). Hostile families receiving
family focused grief therapy deteriorated significantly
more than the hostile control families over 13 months (48
individuals, 17 families); the difference between groups in
change on the Family Environment Scale conflict scale
was –0.80 (95% CI=–1.25 to –0.33, p=0.001).

Discussion

Family focused grief therapy reduced the complications
of bereavement, with a greater reduction of general dis-
tress (Brief Symptom Inventory) over 13 months and a sig-
nificant reduction of distress and depression (Beck De-
pression Inventory) for the 10% of family members with
high baseline scores. These gains were not accompanied

by better social functioning. The intensity of grief (Be-
reavement Phenomenology Questionnaire) waned simi-
larly in both arms. The Bereavement Phenomenology
Questionnaire is a measure of the expressions of grief. The
intended benefit of family focused grief therapy was not
directed at normal grief but toward preventing pathologi-
cal grief. The latter is expressed clinically in terms of de-
pressive and related disorders. We have avoided being
drawn into the current debate about “complicated grief,”
which is being applied to a form of chronic grief (35). The
striking outcome of this randomized, controlled trial was
the improvement achieved in family members who had el-
evated distress and depression scores at baseline.

Social functioning is expressed across several functional
domains. While improved social functioning is desirable,
it was perhaps too ambitious a goal. The trial may not have
included enough individuals with poor initial social func-

FIGURE 3. Relation of Family Functioning to Family Members’ Scores on Outcome Measures Before and After the Death of
Terminally Ill Patients in a Comparison of Family Focused Grief Therapy and a Control Conditiona

a Control condition consisted of standard palliative care provided by home-care programs, which involved counseling when clinically appro-
priate. Family functioning was determined according to a previously established typology (12). Well-functioning families were not eligible for
this trial.

b Number of individuals varied because of missing data for some family members.
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tioning to be sufficiently powered to demonstrate change,
but the direction of differential benefit is clear (Table 3).

It is interesting that the protection against pathological
grief was accomplished without a comparable gain in
family functioning. Indeed, given the demands of be-
reavement, scores on the Family Assessment Device and
the Family Environment Scale deteriorated slightly, espe-
cially over the first 6 months. This pattern was previously
noted in our longitudinal study of bereaved families (10).
This discrepancy between clinical benefit among family
members and their perception of family functioning may
be explained in several ways. One explanation is that im-
pressions of family functioning may take longer to change
given entrenched beliefs about what the family is truly
like. Since the death of a relative inevitably perturbs family
interactions, family therapy may not realistically be able to
prevent a degree of disruption. Nevertheless, profession-
ally led attention to family cooperation and communica-
tion may confer some protection. Our findings suggest
that some containment occurs.

A further possibility lies in the nature of the measures
used; the perceptions of functioning that they capture
may be trait rather than state characteristics and thus less
sensitive to change. Some studies using the Family Assess-
ment Device have raised questions about which subscales
differentiate groups most effectively (36). In this debate,
Ridenour and colleagues (37) argued for two higher-order
factors: collaboration and commitment. In our trial, the
Family Assessment Device may have been tapping into
family dimensions different from the focus of our therapy.

Sullen families derive the most benefit from family fo-
cused grief therapy. Our earlier work highlighted their mo-
tivation to seek help and their high rates of psychosocial
morbidity. Although the small number of sullen families in
this trial precludes definitive conclusions, our results (Fig-
ure 3) suggest that this family type is most suited to a fam-
ily intervention such as family focused grief therapy.

In contrast, our findings offer an important caveat
about the role of family focused grief therapy in hostile
families. While this intervention appeared to reduce con-
flict in these families over 6 months, this was reversed at 13
months; hostile families in the control arm, on the other
hand, steadily improved. The potential to cause harm
serves as a timely warning that therapists may not be able
to rescue these families from their long-standing patterns
of conflict and alienation. Our guidelines did caution ther-
apists not to believe they could work miracles for these
families; we set modest goals of support related to the ill-
ness. We surmise that hostile families may be best treated
individually, with family meetings being confined to plan-
ning and provision of care for their dying relative.

Family focused grief therapy offers a modest prospect of
benefit for families with intermediate functioning. Con-
flict tended to increase in the control families in this class,
whereas it declined in those receiving treatment across 6

months, with distress correspondingly diminished. One
limitation to the generalizability of these findings is the
variation among the family types in the rates of those con-
senting to the study: from eligible families, 79% of hostile,
55% of sullen, and only 34% of intermediate families could
be enrolled (Figure 1). Although avoidance-related rea-
sons dominated among the study refusers, when families
perceive any disturbance in their functioning to be mild,
they may be disinclined to commit to family therapy.

No link emerged between therapist and outcome, sug-
gesting that the model can be taught to, and mastered by,
family therapists in general. Duration of therapy was also
not related to outcome. The relative brevity of family fo-
cused grief therapy is noteworthy for the potential gains
from this focused intervention. Given the universal diffi-
culty of funding psychosocial programs in cancer services,
such cost-effectiveness is a distinct advantage.

Family approaches to the management of grief have
been neglected in psychotherapy research. Our trial offers
preliminary evidence about the population likely to be
helped and a model that meets their needs. However, the
differential impact on sullen and intermediate families on
the one hand and hostile families on the other reminds us
that we have not discovered a panacea. Indeed, meta-anal-
yses of psychological interventions for the bereaved reveal
weak effect sizes (1–3). Limited gains were found in but two
of eight studies of group approaches and in three of four in-
dividual interventions. In our own review of four studies of
family-based interventions, only two were helpful (38).
Since that review, a cognitive behavior family intervention
that reduced the burden of care in relatives of patients with
Alzheimer’s disease has been reported (39). In contrast, a
major Norwegian study that randomly assigned partici-
pants to comprehensive palliative care and conventional
oncological care showed no difference in bereavement
outcome (40). The challenge in devising a model of preven-
tive care for the bereaved has been substantial.

A key conceptual difference in our approach is in identi-
fying at-risk families as the target of attention (41). We
used a screening process for this purpose that, in itself, en-
countered avoidance as a prime reason for refusal to par-
ticipate. Of the 183 families eligible for the trial, only 44%
consented, with both avoidant and chaotic/alienated
families prominent among those declining. Routine
screening of family functioning as part of a comprehen-
sive program of palliative care would allow a family-cen-
tered model of care, an approach synchronous with rec-
ommendations of the Group for the Advancement of
Psychiatry’s Committee on the Family (42). At this stage,
the sizable refusal rate remains a limitation of this study.
Neimeyer echoed this in describing the many inherent
challenges to the grief researcher (43). On the other hand,
our caveat concerning hostile families points to the need
to go beyond a unitary approach.
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Clinical and Research Implications

Bereavement care should begin during palliative care
and should include screening to aid recognition of high-
risk families, who become the focus in a family-centered
model of care. However, replication of this trial is needed
before we can confidently call for the inherent place of our
model in palliative care.

Our finding of potential harm to hostile families high-
lights the need to differentiate between them and inter-
mediate or sullen types. We will revise our guidelines to re-
flect a respectful response to a family’s naturalistic
solution of distance to substantial ambivalence about re-
lationships. When conflict seems inevitable, the benefits
of bringing family members together for a meeting may be
negligible. Intermediate and sullen family types will obvi-
ously be the principal targets of family focused grief ther-
apy. The willingness of families to embrace treatment
serves as a guide to those more likely to benefit.

Conclusions

We believe that this is the first formal study of psycho-
therapy with a high-risk group of families facing the death
of a relative. Our data indicate that family focused grief
therapy reduces distress and protects partially against
pathological grief. Families with a sullen or intermediate
class of functioning are particularly suitable for preventive
intervention with family focused grief therapy, while
members of hostile families may be better helped individ-
ually, given their propensity to interact in a conflictual
manner. We hope that other researchers will join in ascer-
taining optimal models of treatment for at-risk families in
the context of palliative care.
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