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a b s t r a c t

This trial assessed the feasibility, acceptability, tolerability, and efficacy of an Internet-based therapist-
assisted cognitive-behavioral indicated prevention intervention for prolonged grief disorder (PGD) called
Healthy Experiences After Loss (HEAL). Eighty-four bereaved individuals at risk for PGD were randomized
to either an immediate treatment group (n ¼ 41) or a waitlist control group (n ¼ 43). Assessments were
conducted at four time-points: prior to the wait-interval (for the waitlist group), pre-intervention, post-
intervention, 6 weeks later, and 3 months later (for the immediate group only). Intent-to-treat analyses
indicated that HEAL was associated with large reductions in prolonged grief (d ¼ 1.10), depression
(d ¼ .71), anxiety (d ¼ .51), and posttraumatic stress (d ¼ .91). Also, significantly fewer participants in the
immediate group met PGD criteria post-intervention than in the waitlist group. Pooled data from both
groups also yielded significant reductions and large effect sizes in PGD symptom severity at each follow-
up assessment. The intervention required minimal professional oversight and ratings of satisfaction with
treatment and usability of the Internet interface were high. HEAL has the potential to be an effective,
well-tolerated tool to reduce the burden of significant pre-clinical PGD. Further research is needed to
refine HEAL and to assess its efficacy and mechanisms of action in a large-scale trial.

Published by Elsevier Ltd.
The death of a loved one can trigger prolonged grief disorder
(PGD; Prigerson et al., 2009). Symptoms of PGD are distinguishable
fromnormal, uncomplicated grief, bereavement-related depression
and anxiety symptoms, and posttraumatic stress disorder (e.g.,
Barnes, Dickstein, Maguen, Neria, & Litz, 2012; Boelen & van den
Bout, 2005; Bonanno et al., 2002; Golden & Dalgleish, 2010;
Prigerson et al., 1995, 1996). Bereavement is a well-established
risk factor for illness, disability and death (Buckley et al., 2012;
Kaprio, Koskenvuo, & Rita, 1987; Mostofsky et al., 2012).
National Institute of Mental
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Specifically, among the bereaved, those with syndromal level PGD
have been shown to have heightened levels of suicidal thinking and
behaviors, poor sleep, reduced quality of life, impaired social
functioning, more health complaints, and days of work missed
compared to those without syndromal level PGD (Boelen &
Prigerson, 2007; Bonanno, Moskowitz, Papa, & Folkman, 2007;
Chen et al., 1999; Lannen, Wolfe, Prigerson, Onelov, & Kreicbergs,
2008; Latham & Prigerson, 2004; Lichtenthal et al., 2011;
Prigerson et al., 1995, 1996, 1997, 2009). Consensus criteria for
PGD have been validated (Prigerson et al., 2009) and will be used in
the ICD-11 (Maercker et al., 2013).

Although there are specialized evidence-based psychotherapies
for PGD (e.g., Shear, Frank, Houck, & Reynolds, 2005), there are no
evidence-based approaches to prevent PGD, nor to address the
suffering of individuals with clinical levels of distress and
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impairment in the early months post-loss. If PGD can be prevented,
substantial pre-clinical suffering and functional impairment can be
alleviated. Further, intervening early, when many bereaved are still
interacting with caring family members or care-providers and
actively processing the loss, may be more palatable and less dis-
tressing than waiting until enough time has passed for a PGD
diagnosis (see Maercker et al., 2013), at which point most will be
more isolated and not seek or receive the care they need
(Lichtenthal et al., 2011).

Yet, there is good reason to be cautious about early interventions
applied across too wide a range of bereavement-related distress
(Litz, Gray, Bryant, & Adler, 2002; Schut, Stroebe, van den Bout, &
Terheggen, 2001; Wittouck, Van Autreve, De Jaegere, Portzky, &
van Heeringen, 2011). Concerns have been raised that bereave-
ment interventions may interfere with the natural healing pro-
cesses required for healthy adjustment to loss (e.g., Kleinman,
2012), and some have argued that any early degree of distress
and impairment associated with bereavement is normative and
should not trigger intervention (Bonanno, 2005). Indeed, most
bereaved do not need or want, nor will they benefit from, in-
terventions designed to ameliorate normative grief. Selective pre-
vention (see Mu~noz, Mrazek, & Haggerty, 1996) efforts (chiefly grief
counseling) assume that in many loss contexts, especially mass-
casualty events, all bereaved persons need help to recover. This
can be intrusive, presumptuous, and wasteful of time and effort
because most grief reactions do not entail serious and impairing
distress (see Litz, 2006).

By contrast, indicated prevention strategies, which target in-
dividuals with significant and impairing pre-clinical symptoms, are
more efficacious and a better use of limited resources (see Litz &
Bryant, 2009; Litz et al., 2002). Indicated prevention only targets
individuals with significant and impairing grief symptoms who are
at the greatest risk for enduring distress and dysfunction and PGD.
Indeed, individuals at significant risk for PGD can be reliably iden-
tified in the first fewmonths following loss. For example, in a study
of caregivers of terminally ill patients, severe PGD symptoms three
months prior to the death predicted PGD six months following the
loss (Lichtenthal et al., 2011). Prigerson et al. (2009) also demon-
strated that grief severity prior to six months following bereave-
ment predicted morbidity at 6e12 and 12e24 months after
bereavement. Similarly, high levels of psychiatric morbidity and
aversive emotions are predictive of amore protracted course of grief
reactions (Bonanno, Moskowitz, Papa,& Folkman, 2005; Coifman&
Bonanno, 2010). This convergent evidence shows that severe grief
reactions that will not abate with time are detectable early on. In
spite of this, to date, there are no indicated prevention programs
for early PGD symptoms and impairment.

To address the need to target PGD in an indicated preventive
framework, we developed and pilot tested an Internet-based
therapist-assisted indicated prevention intervention called
Healthy Experiences After Loss (HEAL). Internet-based interventions
are scalable, cost-effective, and avoid draining scarce specialty care
resources. The Internet also obviates barriers to seeking and
receiving care (e.g., shame, stigma, logistical challenges such as
impaired mobility and time constraints; Rochlen, Zack, & Speyer,
2004) that may be particularly relevant to older adults, the vast
majority of bereaved individuals in the US (e.g., Hoyert, Kung, &
Smith, 2005). Additionally, individuals who use technology to
maintain connectedness have shown increased energy levels and
quality of life following bereavement (Vanderwerker & Prigerson,
2004) suggesting that this may be a medium particularly well-
suited for addressing PGD. The efficacy of Internet-based in-
terventions for prolonged grief problems has recently been
explored with encouraging initial findings (Kersting et al., 2013;
Kersting, Kroker, Schlicht, Baust, & Wagner, 2011; Van der
Houwen, Schut, van den Bout, Stroebe, & Stroebe, 2010; Wagner,
Knaevelsrud, & Maercker, 2006; Wagner & Maercker, 2008) sug-
gesting that the Internet is indeed a promising medium for the
delivery of care in a bereaved population.

HEAL employs cognitive and behavioral self-management stra-
tegies designed to ameliorate core prolonged grief symptoms,
namely psychological, behavioral, and social disengagement from
the present in favor of yearning for the deceased and focusing on
the past. HEAL targets the common complaints that PGD sufferers
describe about the difficulties of adjusting to life in the absence of
the deceased. These challenges include impaired capacity for
enjoyment and self-care, low productivity and difficulty engaging
and finding meaning in work or leisure activities, and difficulties
forming new emotional bonds and relationships (e.g., Boelen, van
den Hout, & van den Bout, 2006). HEAL emphasizes reengage-
ment in positive self-care and wellness activities and reattachment
to social resources (see Stroebe, Abakoumkin, & Stroebe, 2010).
HEAL builds upon our prior successful Internet-based therapist-
assisted self-management approach to PTSD (Litz, Engel, Bryant, &
Papa, 2007). In a similar vein, HEAL sessions and homework exer-
cises are designed to be easily self-navigated, with little if any, need
for professional assistance or intervention. However, as was the
case in our earlier work, HEAL is therapist-assisted in that each
participant receives an initial brief telephone call to introduce HEAL
and provide logon information. In addition, the therapist contacts
participants (via email or, if need be, telephone) who are not
regularly logging on to help troubleshoot any obstacles to
completing the intervention in a timely fashion. The primary goals
are to promote and reinforce completion of assignments and to
intervene in the event of a clinical crisis. The therapist contact in
HEAL is supportive and limited e the therapist neither provides
intervention content nor delivers feedback on specific assignments
completed by the participants (in contrast to Kersting et al., 2011,
2013; Wagner et al., 2006; Wagner & Maercker, 2008). In addi-
tion to the benefit of monitoring and addressing clinical consider-
ations in the event of a downward course or crisis, therapist-
assistance has been associated with improved outcomes
(Andersson & Cuijpers, 2009; Spek et al., 2007) and increased
compliance and retention in internet-based interventions
(Newman, Szkodny, Llera, & Przeworski, 2011).

The HEAL research occurred in three phases. Phase 1 was a
content and website development phase, which entailed an
extensive literature review, consulting with bereavement experts,
and informed by our prior Internet-based intervention experience.
Phase 2 entailed a program evaluation of HEAL to validate and
standardize the protocol using feedback from clinical experts in
bereavement as well as input from bereaved family members.
Phase 3, described here, was a pilot randomized waitlist-controlled
trial to examine HEAL's efficacy as well as its feasibility, accept-
ability and tolerability. We also aimed to examine the extent of
professional oversight required and its impact on efficacy.

Method

Participants

This study was approved by the Internal Review Boards of the
institutions affiliated with the study; participants provided verbal
consent over the telephone and returned a signed consent form by
mail. Participants were bereaved caregivers of recently deceased
patients who had been treated at the Dana-Farber Cancer Institute
in Boston, Massachusetts. Information about the study was
distributed to family members as part of a routine informational
mailing distributed by the hospital's Department of Psychosocial
Oncology and Palliative Care between three- and six-months post-



Table 1
Demographics and sample characteristics.

Immediate (N ¼ 41) Waitlist (N ¼ 43)

Age, years ± SD 56.17 ± 11.06 54.60 ± 9.60
Time since loss, months ± SD 8.42 ± 3.30 8.34 ± 2.65

Gender, N (%)
Male 12 (29.3%) 15 (34.9%)
Female 29 (70.7%) 28 (65.1%)

Ethnicity, N (%)
Caucasian 41 (100%) 42 (97.7%)
Cuban American 1 (2.4%) 1 (2.3%)

Education, N (%)
Some high school 0 (0%) 1 (2.3%)
High school diploma 2 (4.9%) 4 (9.3%)
Some college 9 (22%) 6 (14%)
Associates degree 3 (7.3%) 2 (4.7%)
4-year College degree 13 (31.7%) 11 (25.6%)
Masters degree 14 (34.1%) 13 (30.2%)
Doctoral degree 0 (0%) 6 (14%)

Employment status, N (%)
Full-time 16 (39%) 23 (53.5%)
Part-time 6 (14.6%) 3 (7%)
Unemployed 4 (9.8%) 7 (16.3%)
Disabled 1 (2.4%) 3 (7%)
Retired 10 (24.4%) 7 (16.3%)
Other 4 (9.8%) 0 (0%)

Current income, N (%)
0e$10,000 2 (4.9%) 2 (4.7%)
$10,001e$25,000 3 (7.3%) 6 (14%)
$25,001e$50,000 10 (24.4%) 9 (20.9%)
$50,001e$75,000 11 (26.8%) 10 (23.3%)
$75,001e$100,000 8 (19.5%) 7 (16.3%)
$100,001e$125,000 2 (4.9%) 2 (4.7%)
>$150,001 5 (12.2%) 7 (16.3%)

Relationship with deceased, N (%)
Spouse 29 (70.7%) 35 (81.4%)
Partner 3 (7.3%) 2 (4.7%)
Child 0 (0%) 4 (9.3%)
Parent 4 (9.8%) 2 (4.7%)
Sibling 2 (4.9%) 0 (0%)
Relative 2 (4.9%) 0 (0%)
Friend 1 (2.4%) 0 (0%)

Primary caretaker of deceased, N (%)
Yes 38 (92.7%) 41 (95.3%)
No 3 (7.3%) 2 (4.7%)
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loss. Although the evidence-based time criterion for a PGD diag-
nosis in the ICD-11 is 6 months post-loss, alternative formulations
of clinically significant grief in the DSM-5 (Adjustment Disorder
related to Bereavement and Persistent Complex Bereavement-related
Disorder) require a year to pass for a diagnosis (as was the case
with the criteria for complicated grief; Horowitz et al., 1997). As
such, in order to make this preliminary proof-of-concept trial as
inclusive as possible, our recruitment targeted participants be-
tween 31 and 6 months post-loss, but permitted some eligible
participants who were within a year post-loss.2

Participants were asked to contact study staff to either indicate
interest in participating in the study or to opt out of study partic-
ipation. Staff followed up with telephone calls to potential partic-
ipants who neither responded to indicate interest nor to opt-out.
One hundred and thirty five expressed interest in the study and
were screened for eligibility by a doctoral candidate in psychology
experienced in the administration of clinical assessments. All
screening assessments were reviewed by a licensed clinical psy-
chologist, and questionable cases were adjudicated by the principal
investigators. Screening entailed phone administration of the Pro-
longed Grief Scale (PG-13; Prigerson et al., 2009), Psychiatric
Diagnostic Screening Questionnaire (PDSQ; Zimmerman & Mattia,
2001), Alcohol Disorder Identification Test (AUDIT; Babor,
Higgins-Biddle, Saunders, & Monteiro, 2001), Drug Abuse
Screening Test (DAST; Skinner, 1982), Mood Disorder Questionnaire
(MDQ; Hirschfeld, 2002) and the Revised Beck Depression In-
ventory (BDI-II; Beck, Steer, & Brown, 1996). Inclusion criteria
consisted of: significant PGD symptoms (a score of 23 or higher)
and functional impairment in social, occupational, or household
responsibilities as indexed on the PG-13; Internet access; and a
minimum age of 21 years. Exclusion criteria included conditions
that might interfere with capacity to engage in the intervention
(e.g., schizophrenia, delusional disorders, substance abuse or
dependence in the last year); current suicidality (as indicated by a
response of 2 or 3 on Item 9 of the BDI-II); current participation in
bereavement support groups; or an inability to understand study
procedures or participate in the informed consent process. Forty-
four individuals were deemed ineligible based on these pre-
established inclusion-exclusion criteria. A total of 87 individuals
were randomized. Three individuals withdrew prior to baseline
assessment. Three additional individuals withdrew prior to
beginning the intervention and 14 withdrew during treatment. The
demographic characteristics of the study group are provided in
Table 1. Sixty-seven individuals (77.0% of enrollees, 82.7% of those
who actually began treatment) completed HEAL (see Fig. 1).3
Study design

This was a randomized waitlist controlled trial with rolling
enrollment. Eligible participants who provided consent were ran-
domized using a stratified block design (gender by race: White,
African American, other) to an immediate treatment or waitlist
1 Previous research demonstrates that attempts to recruit bereaved participants
prior to 3 months are ineffective. Furthermore, hospital officials further raised
concerns that premature contact with potential participants post-loss would be
perceived as inappropriate and intrusive.

2 Five participants who were over a year post-loss requested access to the
intervention. To maximize our opportunity to explore the preliminary efficacy of
this intervention, they were permitted to participate. Upon analysis, time since loss
was uncorrelated with all outcomes at all intervals and as such their data is
included in the results reported here.

3 A score of at least 36 on the PG-13 is indicative of a probable clinical diagnosis
of PGD. The range of PG-13 scores for screened subjects was 23e51, the median was
32, and the mode was 29 (the mean was 33.42).
condition. Participants in both groups completed an initial assess-
ment. Individuals in the immediate treatment group were then
provided with an Internet link to begin HEAL immediately, while
participants in the waitlist group were informed that they would
wait for six weeks and then complete a second assessment before
beginning HEAL.

Participants in both groups were assessed four times. The im-
mediate group was assessed prior to beginning HEAL (Time 1),
upon completion of the intervention (Time 2; median ¼ 19.37
weeks, range 8.13e60.03), followed by a follow-up assessment at
approximately six weeks post-intervention (Time 3; median ¼ 7.00
weeks, range 5.00e13.00) and another at three months post-
intervention (Time 4; median ¼ 14.00 weeks, range 11.00e17.00).
Participants in the waitlist group were assessed upon entering the
study (Time 1), before beginning HEAL (after a six week waiting
interval, Time 2; median ¼ 6.60 weeks, range 5.76e9.31), after
completing the intervention (Time 3; median ¼ 18.46 weeks, range
7.84e45.06), and approximately six weeks post-intervention (Time
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Fig. 1. CONSORT flowchart of participants through screening, enrollment, randomization, intervention, and assessments.
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4; median ¼ 6.00 weeks, range 5.00e11.00). Aside from an initial
telephone screening for eligibility and informed consent, all as-
sessments were conducted online via a secure website. Online as-
sessments were utilized because they are both cost- and time-
efficient and simulate the ultimate intended use of HEAL as an
Internet-based intervention.

Assessment measures

At Time 1, we collected demographic information about age,
gender, education, ethnicity, employment, income, the relationship
with deceased, and the time since the loss. The primary outcome
measure, administered at all four time points, was the 13-item
Prolonged Grief Inventory (PG-13; Prigerson et al., 2009). The PG-
13 assesses the extent and severity of PGD symptoms (e.g.,
yearning for the deceased, feelings of emotional numbness/
detachment from others, feeling that a part of oneself died along
with the deceased). The PG-13 is a subset of items from the
Inventory of Complicated Grief (ICG: Prigerson et al., 1995). The ICG
has very good internal consistency (a ¼ .85), test-retest reliability
(.80), and has excellent incremental validity in predicting a variety
of grief-related functional impairments, controlling for depression
and anxiety. The PG-13 was derived from an Item Response Theory
analysis of the ICG, whereby its most informative and unbiased
items were identified. Combinatoric analyses then determined the
diagnostic algorithm providing the greatest degree of diagnostic
efficiency with respect to the criterion standard (Prigerson et al.,
2009). Thus, the PG-13 provides criteria for identifying in-
dividuals qualifying for a diagnosis of PGD. The PG-13 was also
administered at the beginning of every HEAL session to track par-
ticipants' symptoms since their last session, to provide feedback
about their session-by-session progress (each PG-13 score was
added to a graph that was displayed for participants at each ses-
sion), and to alert staff to any significant symptom exacerbation. In
the present study, coefficient alpha for the PG-13 ranged from .83 to
.93, depending on the time point it was measured.
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At each of the four time-points, we also assessed comorbid
difficulties and functional impairments commonly associated with
PGD. To track depression symptoms, we used the Revised Beck
Depression Inventory (BDI-II), a 21-item scale with well-
established psychometric properties (a ¼ .84e.90; Beck et al.,
1996). To measure arousal and anxiety symptoms, we used the
Beck Anxiety Inventory (BAI), also a 21-item scale with well-known
reliability and construct validity (a¼ .86e.93; Beck, Epstein, Brown,
& Steer, 1988). Because some losses could be conceptualized as
traumatic events, we used the civilian version of the PTSD Checklist
(PCL-C), a 17-item scale that assesses posttraumatic stress disorder
with good psychometric properties (a ¼ .86e.93; Weathers, Litz,
Huska, & Keane, 1994). Finally, to evaluate drug and alcohol
misuse, we used the 10-item Drug Abuse Screening Test (DAST;
Skinner, 1982) and the 10-item Alcohol Use Disorder Identification
Test (a ¼ .59e.64; AUDIT; Babor et al., 2001), each with very good
psychometric properties.

As stated, in this trial, we also evaluated the acceptability and
feasibility of HEAL. We used two measures to evaluate the partici-
pants' impressions of and satisfaction with HEAL. We used the
System Usefulness and Information Quality subscales of the Post-
Study System Usability Questionnaire (PSSUQ) designed to eval-
uate system usability (Fruhling & Lee, 2005), which consisted of 13
items scored on a 7-point Likert-type scale. The System Usefulness
score (a ¼ .98) reflects the ease, simplicity, and efficiency of
learning to use the website and using the website to effectively
complete the desired tasks. The Information Quality subscore
(a¼ .98) indicates the degree towhich the information provided for
using the website was clear, easy to understand, and effective for
helping participants to complete the required tasks. We also
administered a rationally derived Protocol Evaluation Questionnaire
to assess participants' ratings of the personal relevance and
meaningfulness of the various HEAL modules, the accessibility of
the information in the way it was conveyed online, and general
reactions to the intervention and its web-based format. As part of
this questionnaire, participants were also asked to provide quali-
tative feedback on each major component of the HEAL program, as
well as the program overall.

Finally, the therapist carefully logged emails and telephone calls.
We were interested in examining the relative time required for the
oversight of HEAL and to examine if therapist time affected the
results.

HEAL intervention

HEAL is a cognitive-behavioral therapist-assisted Internet-
delivered intervention designed to provide bereaved individuals
with psycho-education about loss and grief and guide users in the
use of strategies to reduce the distress and dysfunction associated
with PGD. In contrast to previous Internet-based interventions for
bereavement (Kersting et al., 2011, 2013; Van der Houwen et al.,
2010; Wagner et al., 2006; Wagner & Maercker, 2008) chiefly
modeled on Interapy, an Internet-based intervention for post-
traumatic stress and pathological grief (Lange et al., 2000), HEAL
does not include formal exposure or cognitive reappraisal compo-
nents. Rather, HEAL emphasizes: reengaging in self-care and
wellness activities through self-monitoring and activity scheduling,
re-establishing attachments with others in the aftermath of loss,
and personal goal setting and achievement. HEAL sessions serve as
a platform for introducing skills and strategies to be implemented
off-line in-vivo between on-line sessions. The program consists of
the following five sets of materials and modules presented over the
course of 18 online sessions: (1) education about loss and grief
(available at each online session), (2) instruction on stress man-
agement and other coping skills (available at all sessions), (3)
behavioral activation in the form of homework assignments
focused on self-care (sessions 2e8) and social re-engagement
(sessions 9e17), (4) accommodation of loss by establishing and
working toward a personalized list of goals (sessions 6, 8, 11, 14, &
17), and (5) relapse prevention/planning for the long-term (ses-
sions 16e18). Each session required approximately 20 min to re-
view the material, complete any in-session assignment, and/or
report on the previous session's homework. Additional time was
required outside of session to complete the behavioral activation
homework assignment. The time required to complete those as-
signments varied by user and session since the activities were self-
selected by the participant.

Participants were encouraged to logon to the website three
times per week in order to complete the 18 sessions of HEAL in
approximately 6 weeks. Because this was a pilot trial, wewanted to
learn as much as possible about ad lib usage. Consequently, users
were permitted to proceed at a pace chosen by them. This user-
directed approach allowed us to learn about variability in styles
of engaging with the intervention content and homework assign-
ments in order to refine the program for future iterations (e.g.,
provide more time to complete assignments, lessen homework
burden, and so forth). We also reasoned that this approach would
maximize participation and help avoid dropouts common to web-
based interventions that lack the social demands for attendance
and compliance inherent in face-to-face clinical trials and practice.

As a therapist-assisted self-management intervention (see Litz
et al., 2007), HEAL required that participants' progress was moni-
tored by a study therapist, a clinical psychologist with expertise in
grief counseling. HEAL has a specialized back-end that makes
monitoring progress and homework compliance easy. The therapist
was trained not to provide content or grief counseling. The thera-
pist contacted each participant with a single phone call at the
beginning of the intervention. This contact was intended to pro-
mote engagement and increase motivation for change. Each
participant was also offered a phone call upon completion of the
intervention as an opportunity to provide feedback on their expe-
rience. During the intervention, the therapist periodically corre-
sponded with participants via brief emails to acknowledge notable
progress, inquire about inactivity (failure to logon after long in-
tervals, as noted above), or with a phone call to assess safety when a
participant indicated significant distress (a score of 7 or above,
where 1 ¼ “not at all” and 10 ¼ “severe/incapacitating” in response
to a question about “how hopeless [the participant has] felt in the
last 24 h” on their session check-in assessment). Participants were
also able to initiate contact with the therapist as needed through
the website by clicking on a link that would notify the study ther-
apist that the participant wished to be contacted. Therapist in-
teractions with participants were designed to be supportive but
brief (e.g., emails limited to a few sentences and phone calls on
average less than 10 min), in order to maximize the likelihood that
the primary source of intervention would stem from the Internet
protocol itself.

Results

Participant characteristics

The randomized and treated sample (N ¼ 84: nimmediate ¼ 41,
nwaitlist ¼ 43) consisted of 27 (32%) men and 57 (68%) women. On
average, participants were 55.37 years of age (SD ¼ 10.30 years),
reported that they had known the deceased for 32.31 years
(SD ¼ 15.30 years), and 78% were the diseased patient's spouse/
partner. At the time of the first assessment (Time 1), average time
since loss was 8.38 months (SD ¼ 2.97 months). On baseline mea-
sures of alcohol use, scores on the AUDIT were well below the cut-



20

22

24

26

28

30

32

34

36

Time 1 Time 2

M
ea

n 
PG

-1
3 

Sc
or

e

PG-13 Scores from Time 1 to Time 2

Waitlist

Immediate

Fig. 2. Change in prolonged grief symptom severity attributable to treatment.
PG-13 ¼ Prolonged Grief Inventory.

B.T. Litz et al. / Behaviour Research and Therapy 61 (2014) 23e3428
off score of 8 for hazardous or harmful drinking (M ¼ 3.01,
SD ¼ 2.56). Scores on the DAST were similarly negligible (M ¼ .16,
SD ¼ .43), falling well below a score of 1, which would indicate a
low level of drug use. Due to low base-rates and floor effects seen
on the AUDIT and DAST at baseline, further analyses were not
performed on these measures.

Randomization check

We conducted independent sample t-tests, correlations, or one-
way ANOVAs (where appropriate) on Time 1 PG-13, BDI, PCL, and
BAI scores, demographic variables, relationship to deceased, and
time since loss. No significant differences were found between
conditions on any of these variables (ps > .56) with the exception of
the BAI. Scores on the BAI in the immediate group were higher
(M ¼ 35.38, SD ¼ 11.16) than in the waitlist group (M ¼ 34.47,
SD ¼ 7.52), although this difference was only marginally signifi-
cantly different, t(81) ¼ .19, p ¼ .06.

Despite the equivalence of the groups at randomization, there
was one important difference between the groups. Unexpectedly,
participants took substantially longer than 6 weeks to complete the
HEAL intervention. The mean time to complete HEAL for partici-
pants in the immediate group was 24.15 weeks (SD ¼ 13.92).
Because the waitlist interval was fixed at 6 weeks, the time interval
between the two conditions was not equivalent, complicating the
comparison between the two groups. Consequently, prior to
comparing these two groups, we took a number of steps to examine
the potential impact time may have had on these comparisons.
First, we examined the within-group correlations between time
and outcome (as well as the plots of time versus outcome). Within-
group correlations between time and outcome variables (adjusting
for Time 1 scores) were all non-significant (ps > .16), and the plots
did not suggest nonlinearity. To further bolster confidence that the
time it took to complete HEAL was not a confounding variable, we
also conducted analyses using the session-by-session PG-13 score
that most closely corresponded to 6-weeks since beginning the
program as the Time 2 score for the immediate group. This allowed
us to compare the effects of time and condition using comparable
data across the two groups. These findings are reported together
with the primary analyses described below.

Time since loss

Because there are discordant opinions about the required
amount of time since loss required to diagnose PGD and the role of
time in the resolution of symptoms, we examined the potential
impact of time since loss on the primary and secondary outcome
variables prior to conducting the main analyses. Partial correlations
between time since loss and Time 2 (post-treatment for the im-
mediate group, post-6-week waiting period for the waitlist group)
outcomes scores were all non-significant (ps > .21). We also
examined the correlations between time since loss and both pre-
and post-treatment scores (collapsed across conditions). Again, all
correlations were non-significant (ps > .17). Given these non-
significant correlations, time since loss alone cannot account for
changes that may be observed between pre-treatment and post-
treatment.

Intent-to-treat analysis

To examine whether participants in HEAL evidenced significant
symptom improvement over their counterparts on a 6-week
waiting list, we conducted an intention-to-treat (ITT) analysis. We
used linear mixed models (LMM) with restricted maximum likeli-
hood (REML) estimation in order to take advantage of all available
data at each time point. Condition, time, and the condition by time
interaction were entered in each model; education and income
were included as covariates. Analyses were conducted on PG-13
scores (primary outcome) as well as BDI, PCL and BAI scores.
Controlled between group effect sizes were calculated as a Cohen's
d, subtracting the mean change from Time 1 to Time 2 for the
waitlist group from the mean change in the immediate group, and
dividing by the pooled Time 1 standard deviations (Morris, 2008).

HEAL resulted in significant reductions in PG-13 symptoms from
Time 1 to Time 2 in the immediate treatment group compared to
the waitlist group (Fig. 2 shows a graphic representation of the
condition by time interaction for PG-13 scores). The condition by
time interaction was also significant for each secondary outcome
variable. That is, HEAL also resulted in significant reductions in
depression, anxiety, and post-traumatic stress symptoms from
Time 1 to Time 2 compared to the waitlist group. Table 2 shows the
means by condition for the primary and secondary outcome vari-
ables, the F-statistic for each interaction, and the between-group
effect sizes. Importantly, substituting the 6-week PG-13 session-
by-session data for Time 2 scores for the immediate group yielded
the same statistically significant interaction F(1, 78.15 ¼ 15.29,
p < .001) as when the post-intervention score was used as the
second time point. Notably, after 6 weeks in the HEAL program, on
average, PG-13 scores dropped 7.29 points, while scores for the
waitlist group dropped only 2.11 points (t (78.15)¼�3.91, p < .001).
Clinical significance
We used two methods to explore clinical significance. First, we

conducted chi-square tests comparing the number of participants
in each group who met criteria for PGD at Time 1 to those meeting
criteria at Time 2. PGD caseness was defined in the following
manner: (1) significant separation distress (i.e., feelings of longing,
pangs of grief) experienced at least once a day over the past month,
and (2) at least five additional cognitive, emotional, and behavioral
symptoms (e.g., confusion about one's role in life; difficulty
accepting the loss; avoidance, distrust, bitterness, or emotional
numbing related to the loss) rated as “quite a bit” or “over-
whelmingly” over the past month. Analyses suggested no signifi-
cant differences between the immediate treatment and waitlist
groups in the number of participants meeting criteria for PGD at
Time 1 (c2 ¼ 1.19, p ¼ .28, nimmediate ¼ 15 (37%), nwaitlist ¼ 11 (26%)).
However, there was a significant difference between conditions at



Table 2
Efficacy of HEAL: immediate versus waitlist comparisons.

Time 1 Time 2 Time � condition d [95% CI]

Waitlist Immediate Waitlist Immediate

M SD M SD M SD M SD

PG-13 34.99 7.46 34.39 8.11 32.84 9.11 24.70 8.33 F(1, 74.10) ¼ 29.04** 1.10 [.63, 2.27]
BDI 37.65 8.01 38.08 8.20 36.15 8.67 30.80 7.60 F(1, 72.63) ¼ 14.19** .71 [.27, 1.15]
PCL 38.33 11.28 39.73 11.99 37.31 12.74 28.11 10.06 F(1,71.87) ¼ 27.68** .91 [.46, 1.36]
BAI 31.52 7.52 35.22 11.16 30.31 6.78 29.18 9.39 F(1,73.99) ¼ 10.68* .51 [.07, 94]

Note. *p < .01. **p < .001. PG-13 ¼ Prolonged Grief Inventory; BDI ¼ Beck Depression Inventory; PCL ¼ Posttraumatic Checklist; BAI ¼ Beck Anxiety Inventory.

B.T. Litz et al. / Behaviour Research and Therapy 61 (2014) 23e34 29
Time 2 (c2 ¼ 4.12, p ¼ .04); after completing HEAL, only two par-
ticipants (6%) in the immediate treatment group continued to meet
criteria for PGD, compared to 10 (24%) in the waitlist condition.
Second, we explored clinical significance by following the pro-
cedures outlined by Jacobson and Truax (1991). Because norms on
the PG-13 for a functionally normal population are not yet available,
we used the more conservative CS cut-off of two standard de-
viations (in the functional direction) from the pre-treatment mean
of the immediate group (CS cut-off ¼ 19.22). To calculate the reli-
able change index (RCI), we estimated the test-retest reliability of
PG-13 using scores from the first and third sessions of HEAL
(approximately 1e2 weeks apart, on average; a¼ .86), and used the
formula presented by Jacobson and Truax (1991; pg. 14). We then
used the following classification scheme to estimate clinical
change. Participants were deemed: (1) recovered if they passed CS
and RCI criteria; (2) improved if they passed RCI only; (3) unchanged
if they did not pass CS or RCI; or (4) deteriorated if they passed RCI in
negative direction. Based on this conservative scheme, in the im-
mediate group, 8 participants were classified as recovered, 11 were
classified as improved, 12 were unchanged, and one participant
deteriorated. In contrast, only 1 participant was classified as
recovered in the waitlist condition, with 5 improving, 34 remaining
unchanged, and 2 deteriorating.
Pooled study findings

To examine the overall impact of HEAL over time, we pooled ITT
data across conditions and used LMM with REML to compare pre-
intervention scores to post-intervention, 6-week follow-up, and
3-month follow-up scores (immediate group only; Time 4 assess-
ment for waitlist group was conducted at 6 weeks). Controlled
within-group effect sizes were calculated as Cohen's ds by dividing
the mean difference between pre-intervention scores and each
follow-up score by the appropriate pooled standard deviation.
Table 3 contains the means, standard deviations, t-tests for com-
parisons to pre-intervention scores, and within group effect sizes
for the outcome variables for all participants prior to beginning
HEAL, upon completing HEAL, 6 weeks later, and 3 months later for
the immediate group. Compared to pre-intervention scores, HEAL
resulted in significant reductions to PG-13, BDI, PCL, and BAI scores
at each follow-up assessment, ps < .02.
Clinical significance
To further examine the clinical significance of these findings

over time, we first conducted chi-square tests comparing the
number of participants who met criteria for PGD prior to starting
HEAL to those meeting criteria at post-intervention, 6-week, and 3-
month follow-ups (3-month data again was only available for im-
mediate group). Upon completing HEAL, significantly fewer par-
ticipants met criteria for PGD, and this reduction was maintained
over time (ps < .004). Specifically, prior to receiving the interven-
tion, 25 participants across both conditions (30.1%) met criteria for
PGD. Upon completion of the intervention, only six (9.0%)
continued to meet criteria for PGD (c2 ¼ 10.13, p < .001), and that
number was further reduced to five (7.6%) by the 6-week follow-up
assessment (c2 ¼ 11.62, p < .001). Among those assessed at 3
months (immediate group only), the number of participants
meeting criteria for PGD was reduced from four at 6-week follow-
up to two (6.5%) by the 3-month follow-up (c2 ¼ 8.14, p ¼ .004).
Then, utilizing the conservative approach to Jacobson and Truax
(1991) criteria described above, we found 19 participants were
classified as recovered, 18 as improved, 28 as unchanged, and 2 as
deteriorated at the post-test assessment. At the six week follow-up,
18 were classified as recovered, 23 as improved, 24 as unchanged,
and 1 as deteriorated. At the three month follow-up (limited to
those who were in the Immediate condition), 9 participants were
classified as recovered, 13 as improved and 9 as unchanged (no
participants were classified as deteriorated).
Therapist contact

Overall, most participants had minimal contact with the study
therapist and primarily used thewebsite to guide them through the
intervention. The average number of therapist-initiated phone calls
was considerably less than one per week (.24; SD ¼ .26,
range ¼ 0e1.91), roughly once every four weeks, for each partici-
pant during the intervention-phase. These calls included the initial
welcome/orientation call, final feedback call, and calls made in
response to user alerts or online requests for assistance. Calls
typically ranged from 2 to 10 min. During the intervention, the
study therapist also initiated an average of .60 emails per week/per
participant (SD ¼ .38, range ¼ .27e3.10) and left an average of .15
voicemails per week/per participant (SD ¼ .20, range ¼ 0e1.27).
Emails consisted primarily of minor logistical or administrative
contacts, brief acknowledgments of progress on homework as-
signments, or prompts to logon to the website after periods of
inactivity. There were no significant differences between the
average number of telephone calls or emails sent from the study
therapist per group (waitlist versus immediate start).

We examined whether each type of therapist contact, average
number of contact per week, and total number of contact were
related to the outcome variables, controlling for pre-intervention
scores. Although there were several significant correlations (and
several approaching significance), these correlations were all pos-
itive, suggesting that increased therapist contact was associated
with greater symptomatology rather than improvements in
outcome (see Table 4). This is not surprising given that much of the
therapist contact was initiated in response to high symptom self-
report by the participant.
Participant feedback and experience

All participants who completed HEAL (N ¼ 67) provided feed-
back about their experience of the intervention and website as well
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as the perceived quality of the intervention content. On the Protocol
Evaluation Questionnaire, the vast majority reported a “somewhat
positive” (44.8%) to “extremely positive” (43.3%) reaction to the
website. Only two participants endorsed “somewhat negative”
(1.5%) and “extremely negative” (1.5%) reactions. Most users
endorsed the idea of using a website to help with grief problems as
“quite a bit appealing” (46.3%) or “extremely appealing” (32.8%),
whereas a minority found it “just acceptable” (14.9%), “somewhat
unappealing” (4.5%), or “extremely unappealing” (1.5%). The ease
with which participants were able to move around the website was
rated as “extremely easy” (58.2%), “moderately easy” (34.3%), and
“moderately difficult” (7.5%).

The PSSUQ subscale scores were consistent with these findings.
Each PSSUQ item is rated from one to seven, the latter indicating a
strongly negative reaction. The mean System Usefulness subscore
for all participants was 3.02 (SD ¼ 2.16), which indicates that users
found it fairly easy and efficient to learn to navigate thewebsite and
use it to complete tasks. Similarly, the mean Information Quality
subscore was 2.95 (SD ¼ 2.06), suggesting that participants mostly
found the information about how to use the website to be clear and
easy to follow. There were no significant differences on the PSSUQ
between the immediate treatment and waitlist groups.

Participant feedback about the value of the information and
activities provided in HEAL was also very positive. Based on the
Protocol Evaluation Questionnaire, participants found the content
of HEAL to be logical (M ¼ 7.16 out of 9.0, SD ¼ 1.7). Most (77.6%)
participants reported that the HEAL program provided “just the
right amount” of information, while 16.4% would have preferred
more information, and 6.0% thought there was “somewhat too
much” information. Further, 77.6% rated that the instruction level
on HEAL “just right” while a smaller percentage found it “some-
what too basic” (20.9%) or “far too basic” (1.5%). Participants were
largely satisfied with the content of the program, with most par-
ticipants reporting that they learned a “moderate” (53.7%) or
“large” amount (35.8%) from the program. Further, when asked
how interesting they found the content, 43.3% responded that it
was “extremely interesting,” and another 53.7% rated it as “some-
what interesting.” Overall, over 90% consistently rated the indi-
vidual components of HEAL as “moderately” to “extremely”
valuable. Participants also reported theywould be “quite confident”
in recommending HEAL to a friend experiencing similar problems
(M ¼ 7.37 out of 9.0, SD ¼ 1.89).

Completers versus non-completers

We also were interested in examining factors potentially related
to participants' failure to complete the intervention. On average,
participants who did not complete HEAL spent 12.18 weeks
(SD ¼ 9.56) in the program and completed a mean of 4.06 sessions
Table 4
Correlations between therapist contact and outcome variables controlling for time 1
scores e all participants completing HEAL.

Time 2 score

PG-13 BDI PCL BAI

Emails �.077 �.085 .004 .069
Voicemails .241* .218y .206 .315*
Telephone calls .225y .231y .220y .104
Average emails per week �.017 .071 .000 �.107
Average voicemails per week .221y .159 .167 .155
Average phone calls per week .312* .266* .230y �.020
Total therapist contact .084 .075 .131 .182
Average weekly therapist contact .228y .227y .173 �.008

Note. *p < .05. yp < .08. Correlations were run separately for each outcome variable
and controlled for Time 1 scores.
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(SD ¼ 3.26). There were no differences between completers and
non-completers on any of the demographic variables, pre-
intervention outcome measures (PG-13, BDI, PCL, BAI), or average
weekly therapist contact while in the program (ps > .11), with two
exceptions. Non-completers received more average weekly email
(M ¼ .96, SD ¼ .76) from the therapist while in the program
compared to completers (M ¼ .53, SD ¼ .18), although this differ-
ence was only marginally significant (t(12.26) ¼ 1.97, p ¼ .07) and
not unexpected due to the fact that infrequent logins prompted
therapist contact. The other differencewas in employment status as
reported at Time 1. A larger percentage (58.8%) of non-completers
were employed full-time than completers (43.3%; c2 ¼ 12.22,
p ¼ .032). This suggests that competing commitments in the work
place may have made it difficult for some participants to engage in
the program.

Discussion

The goal of this trial was to assess the efficacy, feasibility,
acceptability, and tolerability of an Internet-delivered indicated
prevention intervention for PGD. The results suggest that HEAL is a
promising indicated prevention approach that reduces
bereavement-related difficulties and prevents PGD. Controlled ef-
fect sizes comparing the immediate treatment to the waitlist group
revealed that HEAL was also associated with significant and clini-
cally meaningful reductions in PGD, PTSD, depression, and anxiety.
Moreover, these gains were maintained over time. In addition,
participation in HEAL led to noteworthy reductions in the preva-
lence of PGD.

In addition to a large treatment response, most participants
reported high levels of satisfaction with the content of HEAL and
the homework assignments. Most rated their experience using
HEAL to be “somewhat” to “extremely” positive; use of an Internet
intervention for grief as “quite a bit” to “extremely” appealing; the
Internet interface as being “moderately” to “extremely” easy to use;
the amount of information, level of instruction, and amount
learned as “positive; ” and their overall experience as “moderately”
to “extremely” valuable. In terms of acceptability and tolerability,
dropout rates (23% of those randomized to HEAL, 17.3% of those
who completed at least one session) were comparable to other
Internet-delivered treatments for mental health problems
(Melville, Casey,& Kavanagh, 2010; Newman et al., 2011; Spek et al.,
2007) and trials of behavioral activation of depression (Cuijpers,
van Straten, & Warmerdam, 2007). In comparison to other in-
terventions specifically targeting grief, the dropout rate for those
who began the treatment was somewhat higher than in Wagner
et al. (2006; 8%) and Kersting et al. (2013; 14%), but was some-
what lower than Kersting et al. (2011; 24%) and much lower than
Van der Houwen et al. (2010; 52%). It is also lower than rates seen in
face-to-face treatments for PGD. For example, 27% of those who
began treatment dropped out in Shear et al. (2005)'s Complicated
Grief Therapy, and in Boelen, de Keijser, van den Hout, and van den
Bout (2007), 26% of those who began active treatment and 36% of
those in a supportive counseling control group dropped out.

Nevertheless, further development of the HEAL protocol and
procedures is necessary. The intervention took considerably more
time to complete, and individual sessions required more logons
than anticipated. The latter will require improving the software to
allow greater flexibility of session usage. However, given the effi-
cacy of the intervention, the trial results suggest that adding more
content and requiring more sessions is not necessary. It appears
that we should consider relaxing the time requirement in the next
iteration of HEAL. For example, we could require one logon per
week, keep the same content and homework assignments, but
lengthen the intervention to 18 weeks. Although speculative, it
could be that the reengagement and reattachment behavioral
activation elements require more time to problem-solve and
implement. Another possible strategy to improve temporal adher-
ence would be to establish deadlines a priori for the completion of
assignments, which may motivate steady engagement with the
material (Andersson, Carlbring, Ljotsson, & Hedman, 2013). In this
context, we could also build in automatic email reminders
prompting regular logging in. In contrast, another alternative,
would be to give users ad-lib access to HEAL exercises andmaterials
allowing users to proceed at their own pace with no time restric-
tion, however it would be important to incorporate reminders and
other forms of reinforcement and encouragement to counteract
poor adherence and outcomes that typically characterize “open-
access” internet interventions (see Christensen, Griffiths, & Farrer,
2009).

This study had a number of limitations. First, the sample con-
sisted of a relatively homogenous group of mainly Caucasian, well-
educated individuals, the majority of whom were grieving the loss
of a spouse. To avoid Type II error for the pilot study, this was an
important population to investigate as it is represents a group at
high risk for PGD and related morbidity, especially in the elderly
(Maciejewski, Zhang, Block, & Prigerson, 2007). However, future
research will need to explore the generalizability of these findings
to other bereaved populations. Second, while the accessibility and
scalability of the online self-report measures complemented the
Internet-based nature of HEAL, blinded independent clinical eval-
uation of the main outcomes might have reduced self-report biases
that could have inflated treatment effect size estimates. However,
preliminary evidence suggests that online assessments may actu-
ally reduce demand characteristics to show gains from therapy, in
contrast to face-to-face assessment, which may encourage under-
reporting of symptoms, due to fear of stigma or disappointing
earnest study staff and allegiance effects (e.g., Gribble et al., 2000).
Additionally, it is important to note that the equivalency of paper-
and-pencil and on-line versions of our measures have not been
sufficiently examined. Although research examining the compara-
bility of these two methods of administration has yielded mixed
results, recent research suggests that when methodological
consideration are held constant (e.g., recruitment strategies,
administration methodologies) online versions of reliable and
validated measures are equal psychometrically to more traditional
paper and pencil versions (Weigold, Weigold, & Russell, 2013).
Nonetheless, it is possible that the context of completing these
measures online may have influenced participant responses in
undetermined ways. Future endeavors to validate these and other
measures across administration methodologies would constitute
an important contribution to the field, in light of the ever increasing
frequency with which on-line assessment is likely to be utilized
given its many functional advantages (e.g., ease of administration,
ability to prevent missed items, relative ease of data input, etc.). A
third and important limitation is that because, on average, partic-
ipants required more time to complete HEAL than expected, the
utility of the waitlist control design was limited. Although waitlist
designs unmatched on time have been used before in clinical
research (e.g., Bergman, Gonzalez, Piacentini, & Keller, 2013;
Kendall, 1994), it introduces the potential for time to act as a
confound. We are particularly sensitive to this concern in the case
of grief, which in its normative presentation tends to remit over
time. However, two pieces of evidence indicate that time was not a
confounding variable in this study: the fact that time since loss was
uncorrelated with any outcomes, and the co-incident session-by-
session PG-13 at 6-weeks indicated that at 6 weeks into HEAL
participants were already reporting improved symptoms over
waitlist participants, together strongly suggest that time was not a
confounding variable in this study. Importantly, our waitlist design
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showed that for those on the waitlist, grief symptoms did not
significantly change during the 6-week waiting interval, providing
evidence that pre-clinical but significant grief symptoms and
impairment do not simply abate with time. In the next phase of our
research on HEAL, wewill examine HEAL in a context inwhich time
is controlled in order to rule out this concern more definitively.
Furthermore, we will follow participants for a longer duration in
order to develop a more comprehensive understanding of the
impact of HEAL over time. Finally, because we accepted some in-
dividuals into the trial whomet the ICD-11 time-since-loss criterion
for a diagnosis of PGD (6-months), it could be argued that in some
cases, HEAL was not acting as an indicated prevention, but rather a
treatment for PGD (albeit early on). However, even if the 6-month
criterion were a perfect boundary between pre-clinical problems
and mental illness, in cases that cross this time threshold (but still
prior to one year), wewould argue that wewere preventing chronic
grief-related disability. In addition, it should be underscored that
the mean time since loss in our trial was considerably shorter than
Wagner et al.'s (2006) and Van der Houwen et al. (2010)'s Internet-
based treatment studies (M ¼ 4.6 years and M ¼ 3.37 years,
respectively) and Shear et al.'s (2005) treatment trial (M ¼ 2.5
years). Our approach was similar to Kersting et al. (2013; M ¼ 9.93
months), Kersting et al. (2011; M ¼ 15.4 months) and Wagner and
Maercker (2008; M ¼ 7.1 months), however these studies were not
formally indicated preventions.

Despite these limitations, these preliminary results suggest that
an indicated prevention program specifically screening for PGD
symptoms has the potential to limit the long-term mental health
effects of unresolved grief without iatrogenic effects. The latter is a
significant concern given that broad-based selective preventions
and other studies with inadequate screening may interfere with
natural healing processes associated with bereavement (Currier,
Neimeyer, & Berman, 2008) leading the authors of a recent meta-
analysis to suggest that preventive interventions “do not appear
to be effective” and conclude that “complicated grief can be treated,
but not prevented” (Wittouck et al., 2011). Our results suggest that
when used as an indicated prevention, HEAL has the potential to be
an effective, well-tolerated tool to reduce the burden of loss on
survivors most at risk for subsequent mental and physical health
difficulties. The reductions across symptom clusters found in this
study are consistent with treatments targeting post-loss disen-
gagement and avoidance via activities scheduling. This suggests
that avoidance and disengagement may be transdiagnostic in the
development of post-bereavement psychopathology (Acierno et al.,
2012; Papa, Sewell, Garrison-Diehn, & Rummel, 2014). Moreover,
these results were found with minimal professional supervision
and, despite the fact that we intentionally engaged an experienced
therapist with bereavement expertise to ensure the highest safety
standards for this trial, we found that the role the therapist ulti-
mately played in the trial required minimal specialized therapeutic
training making this intervention highly scalable. This is especially
critical given that there are no evidence-based secondary preven-
tion programs for PGD nor adequate professional resources to
address the general clinical need in this area (Genevro, Marshall,
Miller, & the Center for the Advancement of Health, 2004).
Internet-delivered therapies have the potential to reach large seg-
ments of the population that might not seek or have access to
specialized care, a feature which is especially relevant to mass-
casualty events impacting entire communities. They also provide
a cost-effective solution for an under-addressed public health
problem in medical and palliative care settings: the provision of
bereavement services to caregivers after the patient has died.

In sum, our trial advances research on prolonged grief symp-
tomatology in a number of important ways. First, in contrast to
discouraging selective prevention findings (Wittouck et al., 2011),
this trial suggests that PGD can be prevented in an indicated pre-
vention framework. Second, prior investigations of Internet-based
interventions for grief have relied upon exposure and cognitive
reappraisal-based written exercises. Our study is unique in its focus
on self-care, social reengagement and goal-focused activities. This
format may appeal to a broader population and may save costs
because it is ostensibly self-guided and requires very little specialty
care time and effort. That said, the impact of having a therapist
involved in the study should not be discounted. Rochlen et al.
(2004) noted the potential benefit of “telepresence” associated
with Internet-based interventions in which participants feel the
presence of a therapist or professional without some of the dis-
tracting or superficial aspects of interaction that might be associ-
ated with face to face interactions. Furthermore, the single
Internet-based grief treatment trial that included no therapist
feedback (Van der Houwen et al., 2010) reported much higher rates
of attrition than those where feedback was incorporated as part of
the intervention (Kersting et al., 2013, 2011; Wagner et al., 2006;
Wagner & Maercker, 2008), suggesting that the presence of a
therapist may assist in keeping participants engaged in treatment.
Whether this is through their enhancement of the content, moti-
vational encouragement, or simply the sense that there is another
person invested in whether you continue in the treatment is not
currently clear. Further research into the role of the therapist in
HEAL is necessary to determine whether the role could be per-
formed by a para-professional or whether it is even necessary at all.
Additional research is also needed to refine the delivery protocols
for HEAL and to assess its efficacy in a large-scale trial with an
active control comparison condition. Thus, this trial constitutes
only the first-step in what we hope will be important advances in
the area of indicated preventive intervention for PGD that is
broadly accessible, scalable, and cost-effective.
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