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ARTICLE INFO ABSTRACT

Keywords: Grief is highly prevalent in adolescents, however, there have been no studies investigating internet delivered
Grief cognitive behaviour therapy for grief in adolescents (ICBT-G-A). In this paper, the co-design of an unguided ICBT-
Loss . . G-A intervention is described, and a protocol outlined for a pilot randomised controlled trial of the intervention.
Icr?ti?;:;/e behaviour therapy Participants will be randomised to the intervention (delivered via eight modules over a four-week period) or a
Adolescence four-week waitlist control. Intervention participants will complete a follow-up assessment at one-month post-

intervention (eight weeks from the pre-intervention assessment). The intervention outcomes assessed at pre-
intervention, post-intervention and follow-up include wellbeing and symptoms of anxiety, depression, post-
traumatic stress, and prolonged grief. User feedback on experiences and acceptability of the intervention will
be sought and feasibility assessed via programmatic data on recruitment and attrition.

1. Introduction

Grief is normal and refers to the behavioural, cognitive, and
emotional response to loss. These losses can include the death of a close
person or other losses e.g., death of a pet, parental divorce, and rela-
tionship break-up (Field, 2011; Simbi et al., 2020; Uttley, 2019). Grief in
children is common, 62 % have experienced bereavement by the age of
10 (Paul and Vaswani, 2020). Children and adolescents who experience
bereavement are at a heightened risk of mental health problems (Morris

et al., 2016), including anxiety, depression, self-harm, suicide attempts
and poorer physical health (e.g., DelCarpio et al., 2020; Harrison and
Harrington, 2001; Spuij et al., 2012). Simbi et al. (2020) reported in a
meta-analysis that parental loss in childhood through death or parental
separation is a risk factor for depression in adulthood. Given studies
indicating a heightened risk of mental health problems in children and
adolescents who have experienced loss, there is a need for accessible
interventions for grief related to both death and non-death loss.

There are a range of psychological interventions for grief including
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cognitive-behaviour therapy (CBT) for grief, trauma-focused CBT for
grief related to traumatic loss, and CBT for prolonged grief (see reviews
by Breen et al., 2023 and Salandino et al., 2024 for an overview). CBT for
prolonged grief (characterised by a persistent yearning for the deceased
and pre-occupation with memories of the person and the circumstances
of the death) has focused on intervening for significant impairment in
functioning 6 to 12 months or more post bereavement (e.g., Boelen et al.,
2021). CBT for prolonged grief includes graded in-vivo behavioural
exposure to avoided aspects of the loss (e.g., visiting a grave), cognitive
techniques (e.g., cognitive restructuring, behavioural experiments,
imaginal exposure), and behavioural activation (Boelen et al., 2021). In
a meta-analysis of 28 intervention studies of grief interventions with
participants aged 14-24 years, Breen et al. (2023) calculated within-
group effect sizes based on single-group, pre-post, randomised
controlled trial (RCT) and post-only data from a combination of study
designs, including open studies, RCTs comparing interventions to wait-
list control, and a small number of RCTs comparing interventions to
active treatment. CBT for grief emerged as the most efficacious inter-
vention, with a large effect size reduction in anxiety (pooled d = —0.81)
and grief (pooled d = —0.80) and a medium effect size reduction in
depression (pooled d = —0.58). Another systematic review including 20
studies (with varying designs including open trials and RCTs) of CBT for
grief in children and adolescents reported significant reductions in
anxiety, depression, and grief, although effect sizes were not reported as
it was not a meta-analysis (Salandino et al., 2024).

Intrusive re-experiencing, distressing memories and images are also
common features of traumatic bereavement, for example, related to
death through an accident (Duffy and Wild, 2023). A CBT intervention
for grief that addresses these symptoms is cognitive therapy for trau-
matic bereavement (Duffy and Wild, 2023; Murray and El-Leithy, 2023;
Wild et al., 2023). This is based on an extension of the cognitive model of
PTSD (Ehlers and Clark, 2000) and is supported by research demon-
strating that the targets for treatment, namely memory characteristics,
negative appraisals and unhelpful coping strategies predict and main-
tain symptoms of prolonged grief and PTSD following bereavement (e.
g., Smith and Ehlers, 2020, 2023). Components of treatment, including
memory rescripting and imagery conversations with the deceased, have
not been examined in adolescents. Imagery rescripting is a version of
memory updating, which helps to bring in new, useful information to
update ‘stuck’ memories (Murray and El-Leithy, 2023). Imagery tech-
niques are typically delivered by a therapist. However, an important
question is whether imagery techniques are feasible to use in unguided
internet interventions. We sought to incorporate imagery techniques for
traumatic bereavement (Wild et al., 2023) into treatment.

Despite CBT for grief being effective in adolescents when delivered
face-to-face (e.g., Boelen et al., 2021), CBT for grief is not readily
accessible as an internet intervention for adolescents (Breen et al.,
2023). Internet interventions can increase accessibility, efficiency, and
cost effectiveness of treatments (Andersson, 2016). However, no studies
have examined ICBT-G in adolescents (ICBT-G-A). This is an important
gap as to address the scalability of interventions an internet intervention
for grief is required as there will never be enough trained professionals
available to implement face to face treatment in adolescents who require
help for their grief. Further, we argue that it is vital to co-design ICBT-G
in partnership with people who have lived experience of grief. Co-design
is a broad term encompassing a range of approaches which can include
co-production methods (Norton, 2021), where individuals with lived
experience are involved in all stages of the research. Co-design of in-
terventions is also a broad approach, from individuals with lived expe-
rience designing all aspects of an intervention, through to feedback on
multiple drafts of an intervention plan and helping to write components
of the intervention (e.g., Egan et al., 2023; O’Brien et al., 2022). To date
there have been no co-designed ICBT-G-A interventions. We will use co-
production methods (Norton, 2021) to involve consumers in designing
the intervention and as co-researchers throughout the proposed trial.
Co-design of interventions is critical to increase the relevance, quality,
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and uptake of interventions (Schleider, 2023).

Breen et al. (2023) reported that adolescents and young adults with
lived experience of grief recommended interventions should account for
bereavement from the death of a close person as well death of pets and
non-death losses. The intervention we developed was based on
addressing this feedback, to include non-death related loss. Specifically,
this paper presents the protocol for a pilot RCT of co-designed ICBT-G-A.

2. Method
2.1. Aims and hypothesis

The aim is to examine (1) preliminary evidence for efficacy on
wellbeing and symptoms of anxiety, depression, PTSD and prolonged
grief and (2) feasibility and acceptability of ICBT-G-A It is predicted that
individuals in ICBT-G-A will report significant improvements in anxiety
(primary outcome) and secondary outcomes of depression, wellbeing,
prolonged grief, and PTSD at post-treatment, compared to waitlist
control, which will be maintained at one-month post-intervention
follow-up. Anxiety was chosen as the primary outcome as a review of
face-to-face studies of psychological interventions for grief in 14-24
year olds (Breen et al., 2023), found that the intervention resulted in a
large effect size reduction in anxiety, while the intervention had a me-
dium effect size reduction in depression, hence we expected a larger
effect for anxiety than depression and chose this as the primary outcome.
Further, we chose anxiety as the primary outcome due to the inclusion of
non-death loss, prolonged grief may not be an appropriate choice of
primary outcome since measures of prolonged grief are largely restricted
to death-related losses, not all participants would answer a measure of
prolonged grief. We also predict feasibility will be demonstrated by
sufficient (1) recruitment of at least 85 participants within a 14-week
period and (2) attrition defined as 25 % or less of participants not
completing post-intervention questionnaires.

2.2. Design

The study is a pilot RCT to examine preliminary efficacy, feasibility,
and acceptability of ICBT-G-A. The sample will include 85 adolescents
residing in Australia. The RCT was prospectively registered with the
Australian and New Zealand Clinical Trials Registry in March 2024
(ACTRN12624000337572). Following screening, participants who are
eligible will complete outcome measures at pre- and post-intervention,
and follow-up (Fig. 1, Table 1).

2.3. Ethical considerations

The trial has been approved by the Curtin University Human
Research Ethics Committee (HREC) (HRE2024-0722). Participant
identity will be protected through a unique six-digit code linking
participant identity to outcome measures, with identifying information
stored separately from de-identified data on the Curtin University secure
server. After study completion the ability to re-identify data will be
deleted. The waitlist control group will be provided the intervention
after a four-week waiting period. This is significantly less time than an
adolescent will wait to see a mental health professional in Australia,
where waitlist times can be up to 12 months. De-identified data will be
stored on the Curtin University secure server for 25 years.

2.4. Intervention development

The intervention was co-designed with a 15-member Youth Advisory
Committee (YAC) (53 % were aged 15-17 years, 47 % were aged 18-24
years). YAC members were recruited through an advertisement on social
media and Curtin University first year psychology online noticeboards
stating, ‘Are you aged 13-17 years, have lived experience of grief and
interested in helping to create an online intervention for grief in adolescents?’,
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Consent Form And Expression of
Interest Completed with Basic
Demographic Information

Appropriate
Consent/Contact/Demographic
Information

Provided with unique code and access
to pre-test assessments and screening

Incomplete Consent/Contact
Information or Inappropriate
Demographic Information

Excluded from further screening or
participation

Pre-Test Screening Measures

Pre-Test and Screening Measures
Complete and Meet Eligiability Criteria

Randomised to intervention or control

Login details to the program provided
for intervention partcipants

Incomplete and/or Participant Does
Not meet Inclusion Criteria

Participant will be exited from the
study.

Intervention Group
8 Online Unguided Modules

A generic reminder email will be sent
to participants weekly. Participants
also are required to complete a
module engagement survey.

Post-Test Assessment Measures

Completed online after completion of
the program (4 weeks) for the
intervention group.

Control Group
Waitlisted for 4 Weeks

Notified of waitlist group allocation
and details for next steps (i.e.,
researchers will send through post-
test assessment measures in 4 weeks).

Post-Test Assessment Measures

Completed online at 4 week waiting
period. Once completed, access to the
8 online unguided modules is
provided. Participants also are
required to complete a module

Information on appropriate services
will be provided to the participant and
parent.

engagement survey.

Follow-up Measures

The same measures administered at
baseline and post-test will be re-
administered online at four weeks
post-intervention for only the
intervention group.

Fig. 1. Flow chart of participants through the study.

which resulted in n = 7 YAC members. To supplement this group to
ensure the views of a larger number of people were included, n = 5 YAC
members were recruited from YACs on grief from research by Egan and
Breen comprised of 18-24-year-olds. A further n = 2 people were
included by Payne and Raghav, and n = 1 by Egan from a previous YAC.

The YAC were 18.9 years (SD = 2.7, range 15-24 years), 93 % (n =
14) self-identified as female and 7 %, (n = 1) as male, no-one identified
as non-binary or gender diverse. We aimed to ensure the intervention
was relevant to a range of cultural backgrounds. YAC members resided
in Australia (n = 12), Malaysia (n = 2), and India (n = 1) and reported

ethnicity as Anglo-Celtic/European (n = 6), Chinese Malay (n = 2), In-
dian (n = 2), and Iranian, Han Chinese, African American and Zim-
babwean (all n = 1 each). Members of the YAC signed a consent form
and a parent provided signed parental consent for the one YAC member
who was aged under 16 years.

2.4.1. Intervention development stage 1

The first stage included the first author writing a draft of an 8-module
intervention. A lived experience expert who was a co-author edited the
intervention to ensure relevance to young people with grief, then it was
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Table 1
SPIRIT checklist.
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Pre-Intervention

Post-allocation

Timepoint
(Time 1)

Enrolment and baseline data

Post-intervention
(Time 2)

Allocation  Intervention Follow-up

(Time 3)

Enrolment
Informed Consent X
Demographic and Contact Data
Eligibility Screening X
Allocation

>

Interventions
Online Unguided 4 Week Intervention
Waitlist Control

Assessments

Module completion questions

Revised Children’s Anxiety and Depression Scale (RCADS-11; X
Radez et al., 2021)

WHO-5 Well Being Index (Bech et al., 2003) X

The Prolonged Grief Disorder scale - Revised (PG-13-R; Prigerson X
et al., 2021)

Children’s Revised Impact of Events Scale (CRIES-8 item version; X
Perrin et al., 2005)

Feasibility

Acceptability

again edited by the research team. The draft was based on published
materials on CBT for prolonged grief (Boelen et al., 2021; Eisma et al.,
2015; Lenferink et al., 2023), and on imagery techniques for traumatic
bereavement (Duffy and Wild, 2023; Murray and El-Leithy, 2023; Wild
et al., 2023). The resulting word document draft contained 53 pages
with text, worksheets, and exercises. The draft was circulated to the YAC
who provided two rounds of feedback via email to the questions: ‘what
did you like’, ‘what did you not like’ and ‘any suggestions for change’. YAC
members were reimbursed AUD$75 for each meeting/email feedback,
for two hours of time.

Initial recommendations included adding further information on
normalising grief and changes to text to make it easier to understand.
Suggestions also included extending information on mental health
support helplines to include an LGBTQI+ service and a helpline for
Aboriginal and Torres Strait Islander people. The first author then
revised the intervention, and the YAC provided a second round of email
feedback. After we added these sections, a YAC member commented
“the helpline section feels more inclusive now”. At each stage, the first
author provided individual feedback via email to each member outlining
how recommendations had been implemented. The draft was then
converted into an interactive website.

2.4.2. Intervention development stage 2

The draft website intervention was discussed with the YAC in two
meetings (each one-hour duration). YAC members were sent the website
modules to view five days before each meeting. Members who could not
attend provided feedback via email. YAC members were asked what
they liked, did not like, and any suggestions for change. They also chose
the website name: www.sailgrief.org.

The feedback and recommendations were recorded in field notes of
the meetings by the first author. The feedback was synthesised by the
first author following conventional content analysis (Hsieh and Shan-
non, 2005), involving identifying the main content areas that the YAC
suggested to change and implementing these changes. The YAC pro-
vided recommendations for changes to images, text content, exercises,
and interactive worksheets which were implemented (see Table 2).
Feedback loops were included where the first author provided feedback
in meetings and via individual emails on how their suggested changes
had been implemented.

Table 2
Summary of recommendations from young people on the website intervention.

Positive features of the
website

Liked aesthetics.
Content.

Liked the design, images, simplistic nature.

Liked information on normalising grief, imagery,
experiments, pleasant event scheduling.

Liked the videos, case examples and worksheets with
interactive boxes to complete tasks.

Interactive elements.

Suggestions for changes to the website

Changes to aesthetics. Increase use of bright colours, increase font size,
include more images, break the website into smaller
webpages with less information.

Changes to text and content Specific sentences recommended to include on:

of intervention.

normalising grief.
additional symptoms and feelings associated with
grief.
keeping people motivated to continue in the
program.
information that tasks on exposure can be
confronting.
Addition of further helplines to increase inclusivity
(e.g., LGBTQI+ helpline).
Add further explanation of what the resources and
helplines offer for young people.
Reduction in the amount of Reduce the number of sentences.

text. Use dot points in some sections instead of sentences.

Changes to ‘Get Help’ tab of
website.

2.4.2.1. Positive features of the website. YAC members provided a range
of positive views on the draft website (Table 2). They liked the plain
language and style of the website i.e., “I like the simplistic vibe” and “I feel
like the information in each module is wonderful and clear with simple lan-
guage. At the end of the module, teenagers will understand what they are
going through.” Several young people noted the appeal of images, for
example “I like the photos/graphics used”. When asked to comment on the
Introductory module which addresses the unguided format of the
intervention, an example comment was “great that it’s self-paced but also
a recommendation (two modules per week).” YAC members reviewed tabs
on the homepage, including the ‘about us’ tab, which contained a
description of the lived experience and academic team. An example
comment was “experts in the field, can provide comfort that this has been
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designed with people who know what they are talking about.”

YAC members commented that the focus on a range of losses, not
only bereavement, was a positive feature “great to provide a range of
grief/loss experiences that aren’t death-related”. They talked about the
relevance of examples, e.g., in relation to pleasant event scheduling,
“pretty good range of activities... good to see other low maintenance ideas like
downloading a new album, dancing, listening to music in the shower.” YAC
members provided positive feedback on video case examples, saying it
“feels genuine to hear from young people talking about real issues.”
Numerous YAC members outlined the appeal of sections on normalising
griefi.e., “good to dismiss ‘stages of grief’ and be upfront about not providing
any ‘move on’ type of advice, this would put me at ease if I were completing
the course.”

2.4.2.2. Suggestions for changes to the website. The YAC members sug-
gested ways to simplify language. We changed specific sentences that
the YAC said were difficult to understand. We also implemented the
change suggested by several members to reduce sentences and increase
dot points to “make the information easier to read and digest”. Several
people also provided sentences for the website. Example sentences
written by YAC members included “grief can be experienced in many ways,
and often many people may grieve about similar losses in different ways”,
and “grief is personal and is not defined by other peoples’ expectations on
what to grieve or not to grieve”.

Many YAC members provided specific recommendations on aes-
thetics. Changes implemented included bold font of headings and
particular words. YAC members recommended including a warning at
the start of exposure tasks so “this acknowledges that this task may be
confronting, and that the feeling is acknowledged”. We asked the YAC for
specific feedback about whether exposure tasks and memory rescripting
was too distressing for an unguided intervention. YAC members told us
“module six [exposure] allows us to face emotions and it was really im-
pactful.” and “avoidance in module six is an extremely relevant and
poignant choice of topic...extremely relevant for young people’s experience of
grief.”

A YAC member also commented that it was helpful that modules six
(exposure) and seven (memories) were later in the program, noting it
could have been overwhelming if presented earlier. Another YAC
member suggested that it would be helpful to include a pictorial cartoon
depicting the steps to complete memory updating and the member
created a cartoon that we included. YAC members were unanimous in
positive feedback on this cartoon, for example, one member commented
“I love the comic strip on page two (module seven) it’s a really interesting way
to show information and is a creative way to display it.”

2.4.3. Final co-designed intervention

The final end-product of the intervention created consists of eight
modules and is unguided (see Table 3). Each module contains six to nine
webpages of text, graphics, video and audio vignettes, worksheets, and
interactive components. There is also one brief ‘introductory module’
consisting of two webpages which provides an overview of the program,
brief material that normalises grief and the suggestion to complete two
modules per week, over four weeks. Given that each module is between
six to nine webpages in length, the modules are brief and are expected to
take no more than 30 min to complete. If participants complete two
modules per week, they would spend one hour or less per week on
treatment. The suggestion of completing two modules per week over
four weeks is based on another ICBT study in adolescents where this
length of treatment was found to be acceptable (Shu et al., 2019).

2.5. Role of the youth advisory committee in the RCT
The YAC that co-designed the intervention will meet six times during

the pilot RCT. The YAC will advise on recruitment methods, distribute
recruitment materials to their peers, and co-produce dissemination
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Table 3
Intervention outline.

Module  Cognitive and behavioural strategies Title in the online
intervention
1 Psychoeducation about normalising Understanding grief and loss
grief
2 Cognitive formulation of maintaining Drawing a diagram to
processes understand grief and loss
3 Behavioural activation, improving self- Activities and re-considering

care (eating/sleeping routines), and self-blame
cognitive strategies of responsibility pie-
charts to challenge self-blame

4 Cognitive strategies: Behavioural
experiments to challenge negative
thinking and predictions

5 Cognitive strategies: Thought records
and continuums to challenge all or
nothing and other negative thinking
styles

6 Behavioural strategies: Exposure to
avoided triggers, memories, and images,
including writing a letter

7 Cognitive strategies: Imagery rescripting
and memory updating. Behavioural
strategies: Problem-solving

8 Relapse prevention

Changing thinking through
experiments

Changing thinking through
taking a different perspective
Working with the loss
Looking at memories and
images and problem-solving

Planning for the future

outputs, including a lay summary, infographic and a two-minute video
to disseminate outcomes.

2.6. Participants for the proposed RCT

The inclusion criteria for the pilot RCT are: (i) self-identified expe-
rience of grief associated with death or non-death losses, (ii) age 13 to
18 years inclusive, and (iii) residing in Australia. Exclusion criteria are:
(i) high suicide risk as indicated by the Columbia Suicide Screening
Questionnaire (CSS; Posner et al., 2011), and (ii) parents do not provide
consent. A minimum number of 85 participants will be required for the
study based on the power calculation. The estimated effect size was
determined by Breen et al.’s (2023) review of 42 grief interventions for
14-24 year olds, which found a large effect size (pooled d = —0.81) in
anxiety symptom reduction for CBT for grief interventions. We con-
ducted a priori power analysis using G*Power 3.1 (Faul et al., 2007),
with two timepoints, between-groups, p = .05, estimated effect size =
0.8, finding we require a minimum of 68 participants to be randomised
(n = 34 intervention, n = 34 waitlist control) to meet sufficient power
(0.90). We also estimated an attrition rate of 25 %, based on the largest
study of face-to-face CBT for prolonged grief in children and adolescents
(Boelen et al., 2021), meaning that a sample size of 85 participants
would be required, accounting for the estimated attrition rate.

2.7. Recruitment

Participants will be recruited through social media, organisations
that provide camps for bereaved families, and Psychology students at
Curtin University (aged 18 or under). Participants will be reimbursed
AUDS$50 at post-treatment (both intervention and waitlist control
group), and AUD$25 at follow-up for the intervention group only. Psy-
chology students will receive course credit points instead of payment,
awarded at post-treatment (both intervention and waitlist control
group) and follow-up (intervention group only). Participants will
receive either payment or course credits regardless of whether they
completed the intervention and/or questionnaires.

2.8. Procedure
Adolescents and if aged 17 or below also their parent/caregiver will

register online on the study website www.sailgrief.org. Adolescents and
parents will be asked to read digital participant information sheets, click
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on a consent button, and provide contact details, age, and country of
residence. Eligible participants will complete pre-intervention measures
and brief questions on treatment status (see supplementary materials). If
an adolescent scores four or higher on the CSS screener, the complete
measure will be conducted. Adolescents at high risk who are aged 17 or
below will be contacted via telephone, and if unavailable after repeated
telephone contact, via email including to their parent, to inform they do
not meet criteria and information provided on referral sources. Partici-
pants aged 18 years will not be asked to provide parental consent and
their parents will not be notified via telephone contact if they are at high
risk. Rather, the participant will be directly contacted and offered
referral suggestions. These adolescents will be able to access the inter-
vention so as not to exclude them from potential benefit, but they will
not be included in the trial.

After completion of baseline measures, eligible participants will be
randomly assigned by the research assistant via an online random
number generator to the intervention or a waitlist control group. This
will include simple rather than block randomisation and due to budget
and time constraints of the number of staff involved, the research as-
sistant will not be blind to treatment allocation. Participants in the
intervention group will be emailed the password to gain access to the
intervention at www.sailgrief.org. Participants will be informed to
complete two modules per week, over a four-week period. Generic email
reminders will also be sent each week during the four-week period, to
remind participants to complete two modules per week. Reminders will
include a link to the website, and a prompt to complete a weekly CSS. If
participants do not complete the weekly CSS, they will be sent three
email/text reminders. In the waitlist control group, once the participants
have completed the post-waitlist measures, they will be emailed the
intervention and not followed up beyond this point.

The intervention is unlocked so that participants can move between
modules, and each module is followed by a module completion ques-
tionnaire. To protect participants’ identities, no data is stored on the
website. At the start of the intervention, participants are instructed to
ensure they save completed worksheets on their device as once they
have left the website, the information will not be saved.

Participants will be emailed reminders with links provided to com-
plete questionnaires at each timepoint (Table 1); Time 1 (baseline),
Time 2 (four-weeks), and for intervention participants only, a follow-up
assessment at Time 3 (eight-weeks after baseline assessment). Following
a similar protocol (O’Brien et al., 2022), adverse effects of the inter-
vention will be assessed by examining clinical significance and the
Reliable Change Index (RCI; Jacobson and Truax, 1991). The RCI will
provide an indication of change. Where there is evidence of an RCI
demonstrating a deterioration after intervention this may indicate a
potential negative effect of the intervention. If a participant has dete-
riorated as indicated through clinical significance analysis, they will be
contacted via telephone if aged 18, or if age 17 and below their parent/
caregiver will be informed via telephone and if unavailable by repeated
phone contact, via email, with instructions to attend their general
practitioner for referral to a mental health professional and reminded of
emergency helplines while waiting for the referral. Negative outcomes
of the intervention will be reported in the trial paper.

2.9. Outcome measures
2.9.1. Clinical efficacy outcomes

2.9.1.1. Revised Children’s Anxiety and Depression Scale (RCADS) — 11
item version (Radez et al., 2021). The 11-item short version of the
RCADS (Chorpita et al., 2000) will be used to assess anxiety (primary
outcome) and depressive symptoms (secondary outcome). The 11-item
version, consisting of six items addressing anxiety and five depressive
symptoms, demonstrates excellent internal consistency and comparable
sensitivity and specificity to the 47-item version (Radez et al., 2021).
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Adolescents answer the questions on anxiety and depressive symptoms
(e.g., ‘I have no energy for things’ on a 4-point Likert scale ranging from
0 = never to 3 = always. Scores are summed, and higher scores indicate
greater symptoms of anxiety and depression. Clinical cut-offs for anxiety
symptoms for boys are a score of 5 and for girls a score of 9. Clinical cut-
offs for depressive symptoms for boys are 8 and for girls a score of
fourteen (Radez et al., 2021). The additional two items to assess impact
will also be included to assess distress and interference from symptoms
(Radez et al., 2021) e.g., ‘how much do these difficulties get in the way
of your everyday life in school?’. The two distress and interference items
are answered on a 4-point Likert scale from 0 = not at all to 3 = a great
deal. The distress and interference items are summed, with greater
scores indicating a higher degree of interference and distress from
symptoms of anxiety and depression.

2.9.1.2. The Prolonged Grief Disorder scale - revised (PG-13-R; Prigerson
et al, 2021). This 13-item scale will assess symptoms of prolonged grief
and has good internal consistency (Prigerson et al., 2021). Based on
examination of items reflecting particular prolonged grief symptoms in
the United Kingdon, United States and the Netherlands, the PG-13-R was
developed. The scale is applicable to bereavement, hence will only be
answered and reported for participants who identify bereavement of a
person. A question to address type of loss will be added to the outcome
measures following the initial question of the PG-13-R, ‘Have you lost
someone significant to you? If no, please describe the nature of your loss
(e.g., death of a pet, parents’ divorce, relationship break-up) with an
open text response box. The PG-13-R version described by Prigerson
et al. (2021) with adults will be used. Participants answer questions (e.
g., ‘do you feel yourself longing or yearning for the person who died?’)
on a 5-point Likert scale from 1 = not at all to 5 = overwhelmingly, with
higher scores indicating a greater degree of prolonged grief.

2.9.1.3. Children’s Revised Impact of Events Scale (CRIES; Perrin et al.,
2005). The eight-item version of the CRIES will be used to measure
symptoms of PTSD. The scale has good internal consistency, construct
and concurrent validity in children and adolescents aged 8-18 years
(Giannopoulou et al., 2006). At the start of the CRIES an extra sentence
will be added ‘regarding the loss which you just described’ before the
instructions to ensure that participants are answering the items relating
to their bereavement or loss rather than another trauma. Participants
answer questions (e.g., do you try to remove it from your memory?’)
about the event indicating the degree of PTSD symptoms they experi-
enced in the past 7 days on a Likert scale of 0 = not at all, 1 =rarely, 3 =
sometimes and 5 = often. Scores are summed and total scores range from
0 to 40, with higher scores indicating higher PTSD symptoms. A score of
17 and above has been defined in one large study of Dutch children and
adolescents as indicating a clinical cut-off for PTSD (Verlinden et al.,
2014).

2.9.1.4. WHO-5 well-being index (Bech et al., 2003). This five-item scale
will be used to measure subjective well-being. The measure has good
reliability and validity, including as a screening measure of depressive
symptoms in adolescents (Blom et al., 2012; Topp et al., 2015). The five
items are (1) being in good spirits, (2) feeling relaxed, (3) having energy,
(4) waking up fresh and rested and (5) being interested in things. The
items are rated on a 6-point Likert scale from 0 = not present to 5 =
constantly present. Scores are summed with total scores ranging from
0 to 25. Higher scores indicate better well-being. A cut-off score of below
13 has been defined as indicating poor well-being (Blom et al., 2012).

2.9.2. Measures of feasibility and acceptability

2.9.2.1. Feasibility. The feasibility of the intervention will be assessed
by examining the participant flow-chart (Fig. 1).
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2.9.2.2. Acceptability. After each module, four items will be adminis-
tered relating to adherence to the module, acceptability via usefulness
and ease of use, and time spent on the module. The items (see supple-
mentary materials) were adjusted from Thiels et al. (1998). Participants
will also answer 10 questions adapted from Egan et al. (2021) to
examine acceptability, and nine online open-ended questions about
intervention feedback (see supplementary materials). At post-treatment
participants will also be invited to engage in a semi-structured interview
on MS Teams about their experiences and perceptions of the interven-
tion (see supplementary materials).

2.10. Data analysis

To examine preliminary evidence for clinical efficacy, Generalised
Linear Mixed Models (GLMM) will be conducted in SPSS via intent-to-
treat analysis. GLMM will be used to examine outcomes of anxiety,
depression, well-being, and PTSD symptoms through between groups
effect sizes to assess the interaction between the intervention group
versus waitlist control and time, and group and time main effects be-
tween pre-and post-intervention in the intervention versus waitlist-
control group. There are three time points: pre-intervention, post-
intervention, and one-month post-intervention follow-up (for the
intervention group only). Following another RCT (Hoiles et al., 2022)
with the same design of a waitlist-control group at post-treatment but no
control group at follow-up, another GLMM will also be conducted
comparing pre-treatment, post-treatment, and follow-up scores for the
intervention group only. The main effect for time will be examined to
determine if there is a maintenance of any intervention effects at post-
treatment observed at follow-up.

As noted, negative or adverse outcomes of the intervention will be
assessed through clinically significant deterioration on measures of
anxiety, depression, PTSD and prolonged grief. There are no planned
interim or subgroup analyses.

To evaluate acceptability, conventional content analysis (Hsieh and
Shannon, 2005), will be used to examine online open-ended questions
and qualitative semi-structured interview questions. Acceptability will
also be analysed by reporting descriptive statistics for module comple-
tion questions. Feasibility will be examined through whether there is
sufficient recruitment of participants within a 14-week period, and study
attrition rates (25 % or less = acceptable attrition). Following the rec-
ommendations of Pearson et al. (2020), we will interpret feasibility
using the ‘traffic light system’ to indicate whether to proceed with a
larger RCT (i.e., red — stop, not feasible; yellow — continue, feasible with
modifications; green — continue, feasible without modifications). Spe-
cifically, the decision of whether to continue with a further RCT after the
pilot study will be operationalised as green (feasible, continue) =
attrition 25 % or less and recruitment of 85 participants or more, amber
(feasible, continue with modifications) = attrition between 26 %-50 %
and recruitment of between 40 and 84 participants, and red (not
feasible, stop) = attrition 51 % and above, and recruitment of 39 or less
participants.

3. Discussion

The aim of this paper was to describe the development of co-designed
unguided ICBT-G-A. We have also outlined our plans to trial the inter-
vention in a pilot RCT. As this is the first internet-based CBT intervention
for grief in adolescents, this study offers a unique contribution to the
literature, addressing a critical gap in the literature on evidence-based
internet interventions for grief among adolescents. Should this inter-
vention prove effective, it may improve access to and scalability of
evidence-based interventions for adolescents who have experienced
grief. An important goal of the proposed study is to co-produce the
research with consumers who have lived experience of grief to increase
relevance of the intervention. Outcomes for adolescents will be
improved by a youth advisory committee (1) co-designing an
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intervention that is relevant and appealing, and (2) advising on ways to
recruit adolescents to the study and disseminate the intervention if
proven effective. In addition, through qualitative feedback we will
develop an understanding of acceptability and ways to further improve
the intervention.

A potential risk to the planned RCT is insufficient recruitment of
participants. This will be addressed through partnerships with adoles-
cent mental health and grief support providers to improve feasibility of
recruitment. Another potential problem is participant attrition, which
has been noted in internet interventions (Andersson, 2016). We co-
designed the intervention extensively with consumers to improve the
relevance, appeal, and relatability of the intervention to reduce attrition.
However, while we co-designed the intervention with 15 YAC members,
a limitation is that gender diversity was restricted among members, with
the majority being female (93 %), only one male, and no people who
identified as non-binary or gender diverse. Therefore, it is unclear
whether the co-designed intervention is relevant across a range of
genders.

Examination of feasibility is an important aim of the study. We will
use pre-defined criteria via sufficient participants recruited and study
attrition to determine whether it is feasible to proceed to a fully powered
RCT. Data on feasibility and acceptability will inform the next steps in
refinement of the intervention and whether to progress with a larger
RCT. However, a limitation of the design is that because acceptability
will be assessed via qualitative open-ended questions, there are no cut-
offs or norms that can be applied to determine what is sufficient, or
insufficient, acceptability.

There are several potential ethical considerations. Given that the
intervention is unguided and delivered via the internet, we have a
protocol that includes screening out of participants at high suicide risk,
and weekly monitoring of participants in the intervention group on their
scores on a suicide risk measure. It is possible that participants in the
control group may have an increase in distress or suicide risk that is not
detected due to not measuring risk in this group, however we will pro-
vide detailed lists and suggestions of emergency and mental health
services to this group at both pre and post waitlist assessment points.
Another ethical consideration is that the control group need to wait to
access the intervention. To mitigate this, we have chosen to make the
intervention available to the control group after the post-treatment
assessment, so that they only wait four weeks to access it, although we
acknowledge that this adds a limitation to the design of our RCT as there
will be no control group at the follow-up assessment.

If the intervention is demonstrated to be feasible, acceptable, and
initial data demonstrates preliminary evidence for efficacy, a larger RCT
will be conducted. Internet interventions for grief hold promise in
providing an accessible way for adolescents to access help for the highly
prevalent experience of grief.
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