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Abstract: Background: Bereavement support can benefit caregivers suffering from the loss of a loved one. 
We report successes and challenges of a randomized clinical trial comparing cognitive behavioral therapy 
(CBT) to supportive care counseling for caregivers.
Methods: We recruited caregivers of individuals who previously received palliative care treatment and were 
now deceased. The study was conducted in a public hospital in New York City predominantly serving low-in-
come patients. Treatments were either CBT or supportive care counseling. Treatment consisted of eight ses-
sions over six months. Outcomes were measured at three and six months. Outcomes were the Bereavement 
Experience Questionnaire-24 (BEQ-24) which contains three subscales of existential loss/emotional needs, 
guilt/blame/anger, and preoccupation with thoughts of deceased and the Patient Health Questionnaire-9 
(PHQ-9) which measures depressive symptoms.
Results : Only two people were enrolled in the trial and 101 people declined to participate. For both CBT 
and supportive care counseling, there were reduced bereavement symptoms for BEQ-24 existential loss/
emotional needs, BEQ-24 preoccupation with thoughts of deceased, and PHQ-9 depressive symptoms from 
baseline to six months. For supportive care counseling, BEQ-24 guilt/blame/anger increased from baseline 
to six months while CBT had the same value from baseline to six months. The most common reason (87.1%) 
for declining to participate was that support was available elsewhere.
C onclusions : Both treatment approaches appear beneficial for improving bereavement and depressive 
symptoms except for BEQ-24 guilt/blame/anger. Clinicians recruiting those with bereavement from public 
hospitals serving low-income patients may find it challenging to recruit participants.
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Introduction

Caregivers who experience bereavement related to the loss of a loved one often experience nega-
tive psychosocial outcomes including anxiety, depression, or hopelessness [1]. Bereavement can 
be an overwhelming and distressing experience, as six months after the loss of a loved one, 7.6% 
of caregivers suffer from complicated grief and 12.1% have moderate-severe depressive symptoms 
[2]. Bereavement support is vital for caregivers suffering from the loss of a loved one, and inter-
ventions by trained professionals in palliative care settings may reduce bereavement symptoms 
including grief, anxiety, and depression [3].

Cognitive behavioral therapy (CBT) targets maladaptive thought patterns, behaviors, and emo-
tional responses, and is a potential treatment modality for bereavement [4]. There are studies on 
the use of CBT for bereaved caregivers of patients who passed away from a wide range of disor-
ders. CBT decreased symptoms of depression, anxiety, and hopelessness after the loss of a loved 
one to cancer [5]. Additionally, CBT reduced grief experiences, anxiety, and depression after the 
loss of a loved one to Covid-19 [6].

Studies that compare CBT to other counseling approaches report that CBT may outperform 
other counseling approaches such as supportive counseling or client-centered therapy [7–9]. 
A meta-analysis found CBT to have a positive impact on the bereavement of informal cancer 
caregivers [10]. However, studies examining the use of grief interventions in families bereaved by 
suicide found that CBT is effective for treating aspects of bereavement such as grief, but only for 
those who had high initial measures for suicidal ideation [11, 12].

There appears to be a lack of research studying the use of CBT for bereavement in acute com-
munity hospital settings. We conducted a clinical trial comparing CBT to supportive care for 
treating bereaved caregivers of patients who died in a community hospital setting. We also de-
scribe the challenges that arose in study recruitment for our clinical trial.

Materials and Methods

Setting

The study was conducted in a public hospital in New York City predominantly serving low-in-
come patients. The study occurred from April 2023 through February 2024. At initial pre-mortem 
palliative care consult, caregivers were approached and asked whether they could be contacted 
upon the death of their loved one. The palliative care team contacted the admitting office every 
two weeks for a list of deaths, and cross referenced it with the palliative care consult list. Caregivers 
of the deceased were contacted post-mortem through a phone call and were screened for eligibil-
ity in the study. Inclusion criteria were caregivers 18 years or greater and speaking English. Exclu-
sion criteria were those pregnant, those with court-appointed guardianship, history of psychiatric 
illness, Patient Health Questionnaire (PHQ)-9 depression scores >20, suicidal ideation, and/or 
self-reporting anxiety symptoms including but not limited to panic attacks on initial screening 
[13]. Those excluded due to mental health concerns were referred to treatment at the hospital’s 
Behavioral Health area. Ethical approval was received from the hospital institutional review board 
and was conducted consistent with the Helsinki Declaration of 1975, as revised in 2000. The clin-
ical trial was registered at www.clinicaltrials.gov on April 21, 2023 with the registration number 
of NCT05826145. Written informed consent was obtained. Participants were randomized using 



41Cognitive behavioral therapy versus supportive counseling in palliative care…

statistical software (Stata SE, Version 17, College Station, TX, 2021) into either CBT or supportive 
care groups.

Treatments

The control (supportive care) group received treatment through vocal expression sessions in 
which participants talked for 20–30 minutes about their deceased loved one [14]. The counselor 
provided emotional support, encouragement, and validation to study participants. Treatments 
were provided approximately every three weeks for a total of eight sessions over six months.

The CBT group received treatment over the course of eight 20–30 minute sessions. The ap-
proach was adapted from previous CBT and complicated grief therapy protocols [15, 16]. During 
session 1 (week 0), a grief monitoring diary exercise was assigned. Session 2 was scheduled for 
week 2 of therapy, with further treatment sessions occurring approximately every three weeks 
over six months. Session 2 reviewed the assigned grief monitoring diary from session 1, and re-
viewed grief triggers alongside patterns of grief. Another grief monitoring diary was assigned and 
reviewed during session 3. At session 3, participants were tasked with practicing imaginal revisit-
ing. Session 4 reviewed the material from session 3 and taught cognitive restructuring techniques 
related to negative thought processes and maladaptive attitudes related to bereavement. Session 5 
reviewed cognitive restructuring, taught self-monitoring techniques, and assigned a self-mon-
itoring assignment for session 6. Session 6 reviewed self-monitoring, and reviewed techniques 
to think of positive memories regarding the deceased. Session 7 reviewed these techniques, and 
taught skills related to identifying future goals. Session 8 reviewed future goals and taught skills 
to assist in preventing relapse. 

Variables

The Bereavement Experience Questionnaire (BEQ)-24 is a 24-item questionnaire with subscales 
of existential loss/emotional needs, guilt/blame/anger, and preoccupations with thoughts of de-
ceased [17]. Each item is measured on a Likert scale ranging from 1 = never to 4 = almost always. 
Higher scores indicate greater levels of the bereavement subscales. The scale is reliable and valid. 
BEQ-24 was measured at baseline, three months, and six months.

The PHQ-9 is a 9-item questionnaire that measures depression symptoms experienced within 
the last two weeks [13]. Each item is measured on a Likert scale ranging from 0 = not at all to 3 = 
nearly every day. Higher scores indicate greater depressive levels. The scale is reliable and valid. 
PHQ-9 was measured at baseline, three months, and six months. 

Demographic variables were age (years), sex (male, female, other), and race/ethnicity (white, 
Hispanic, black or African American, east Asian, southeast Asian, other). We also recorded sup-
port availability (support available elsewhere, support not available elsewhere, and decline to an-
swer).

Results

We recruited and provided interventions to two caregivers. The caregiver in the supportive care 
control group was 73 years, male, and white race/ethnicity. The caregiver in the CBT treatment 
group was 46 years, female, and white race/ethnicity. For both control and treatment, there was 
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reduced BEQ existential loss/emotional needs, BEQ preoccupation with thoughts of deceased, 
and PHQ-9 depressive symptoms from baseline to six months. For the control, BEQ guilt/blame/
anger increased from baseline to six months while the treatment had the same value from baseline 
to six months (Fig. 1A–D).

We obtained data from 101 consecutive people who were eligible to be recruited and declined 
to participate. Mean age was 77.80 years (SD = 13.04). They were 69.3% female (n = 70). Race/
ethnicity of the deceased patient was 65.3% white (n = 66), 14.9% Hispanic (n = 15), 8.9% black 
(n = 9), 4.0% east Asian (n = 4), 3.0% southeast Asian (n = 3), and 4.0% other (n = 4). There were 
87.1% (n = 88) that had support available elsewhere, 7.9% (n = 8) did not have support available 
elsewhere, and 5.0% (n = 5) declined to answer the question about available support.

Discussion

Our study followed the course of treatment of two caregivers: one in the supportive care coun-
seling control group and one in the CBT treatment group. Both caregivers had improvement in 
BEQ existential loss/emotional needs and BEQ preoccupation with thoughts of deceased. BEQ 
guilt/blame/anger had a different pattern where the caregiver receiving supportive counseling 
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Fig. 1A. Bereavement Experience Questionnaire Existential Loss/Emotional Needs. B. Bereavement Expe-
rience Questionnaire Guilt/Blame/Anger. C. Bereavement Experience Questionnaire Preoccupation with 
Thoughts of Deceased. D. Patient Health Questionnaire-9 Depressive Symptoms.
Dashed line = supportive care counseling (control); Solid line = cognitive behavioral therapy (treatment)
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worsened and the caregiver receiving CBT experienced no change in symptoms. Moreover, the 
caregiver receiving supportive counseling reported no depressive symptoms as measured by the 
PHQ-9 after three months of treatment, while the caregiver receiving CBT only demonstrated 
reduced depressive symptoms at six months. The vast majority of those approached declined to 
participate, with many referencing external support through family, friends, or their community. 

We found that both treatment approaches had improved BEQ existential loss/emotional needs, 
BEQ preoccupation with thoughts of deceased, and decreased depressive symptoms. A meta-anal-
ysis reports that CBT is effective in treating aspects of bereavement related to grief and depression 
[18]. Also, both supportive counseling and CBT decreased bereavement and depression [7]. Our 
findings are similar to these studies. We suggest that both supportive counseling and CBT provide 
a therapeutic environment that allows for emotional processing leading to decreased bereavement 
and depressive symptoms. 

There was a different pattern for the BEQ guilt/blame/anger dimension in which the caregiver 
receiving supportive care counseling worsened and the caregiver receiving CBT experienced no 
change in symptoms. Caregivers more often experience grief through loneliness and thinking 
about the deceased rather than through guilt, blame, or anger [19]. This suggests that when care-
givers do bring up guilt, blame, or anger, that supportive care counseling may be ineffective in 
reframing unproductive thoughts due to its passive nature and can worsen symptoms. Also, feel-
ings of guilt surrounding the death of a loved one may not improve with CBT unless treatment is 
tailored specifically around guilt, blame, or anger [20]. It is possible that our CBT approach may 
have been ineffective in treating the guilt/blame/anger dimension of the BEQ-24, as our CBT ap-
proach focused on the general bereavement experience rather than the guilt/blame/anger subtype. 
Also, as our supportive care treatment was for general bereavement, this could also explain the 
worsening of guilt/blame/anger for the supportive care treatment. 

Supportive care counseling seemingly outperformed CBT in alleviating depressive symptoms 
as measured by the PHQ-9. This may be an artifact of our sample size of one, as it contradicts 
previous research which reports CBT outperforms supportive counseling in treating grief expe-
riences [7]. We saw that CBT appeared to lag in treating depressive symptoms where depressive 
symptoms were only lowered at six months for the caregiver treated by CBT. This can occur be-
cause it takes time to develop cognitive restructuring skills taught by CBT [7].

Our study experienced difficulty in recruiting caregivers with the majority reporting receiving 
support elsewhere. The typical caregiver contacted in our study was female (69.3%); this closely 
matches a previous survey which contacted bereaved Australian caregivers, who were also pri-
marily female (70%) [21]. Previous research also found that almost all bereaved caregivers report 
receiving support from family (95%) and friends (88%), which is similar to our study in which 
87.1% of caregivers received external support [21]. Also, previous studies examining the use of 
bereavement services report low interest in counseling services among caregivers who lost a loved 
one in hospice and palliative care settings. One study in a large metropolitan hospice and palliative 
care site reported that while 66% of bereaved caregivers were interested in bereavement-related 
mailing services, only 7% were interested in one-on-one counseling, and an even smaller 3% were 
interested in support groups [22]. Another reason for low recruitment is the population at our 
hospital, which primarily serves immigrants from low-income households, and many are Russian 
speaking. Those who need to work to support their family cannot afford to give up additional time 
in their day for counseling. Those in low-income households may not have access to or may de-
cline therapy due to barriers such as travel costs, childcare availability, rigid work hours, or general 
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accessibility [23–25]. Additionally, culture can impact interest in counseling for depression which 
may have impacted our study recruitment. Those of Russian backgrounds are more likely to per-
ceive those suffering from depression as “weak-willed” or as living an “immoral lifestyle” when 
compared to Americans, and are also less likely to seek support for mental illnesses as compared 
to Americans [26]. A large number of our caregivers are immigrants and Russian speaking and 
this may have influenced them to decline to participate in our study.

Study Strengths and Limitations

The primary strength of our study is recruitment in an acute community hospital setting with 
a diverse patient population. A limitation is that the small sample size of our study did not allow 
for inferential statistical analysis, making it difficult to determine whether CBT or supportive care 
counseling was more effective in treating bereavement in caregivers. Future studies that investi-
gate bereavement treatment in acute hospital settings may opt to use alternative recruitment mo-
dalities, as our phone-based outreach had limited success. For example, an in-person pre-mortem 
discussion may prove to be useful, giving caregivers ample time to consider and process their 
support systems.

Conclusion

In conclusion, both CBT and supportive care counseling treatment approaches appear beneficial 
for improving bereavement and depressive symptoms except for BEQ-24 guilt/blame/anger. Cli-
nicians recruiting those with bereavement from public hospitals serving low-income patients may 
find it challenging to recruit participants.
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