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ABSTRACT 
 

  The purpose of the current study was to test the effects of participation in a 

treatment grief choir vs. standard care grief group (verbal) on bereaved persons’ 

perceived grief, coping, energy, social support and health and to examine the experiences 

of those participating in both groups.  In this mixed-methods study, the results from the 

qualitative phenomenological focus groups were used for explaining and interpreting the 

findings of the Randomized Control Trial (RCT). Within the RCT, five people completed 

the treatment grief choir and four completed the standard care grief group (N=9). A 

repeated-measures ANOVA was employed to detect any statistical significance among 

the adult grievers. A significant within-subjects effect was found in both groups for the 

Numeric Rating Scale (NRS) start-of-session grief, NRS end-of- session grief, Hogan 

Grief Reaction Checklist (HGRC), and NRS end-of-session coping measures. These 

results indicate that both groups showed significant improvement over time in these 

areas. A between-subjects effect was found for the NRS end-of-session grief and for the 

Multidimensional Scale of Perceived Social Support (MSPSS) with the standard care 

grief group scoring significantly better over time than the treatment grief choir. Finally, 

one interaction effect was found for the NRS end-of-session health scores at week 

sixteen, with a significant gain for the standard care grief group.  

 For the qualitative portion of this study, five members of the treatment grief choir 

and three of the four members from the standard care grief group participated in separate 

focus group interviews. A seventeen-step analysis of the interview data was employed to 

discover meaningful descriptions and experiences while maintaining validity and 

integrity of the process. The following categories emerged from the analysis of the 
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treatment grief choir interview: The Grief Choir Did Help; Songs were Important in 

Grief; Making Musical Connections Helped; Interactions with Grievers were Valued; The 

Music Therapists Influenced the Experience; and Gained Insights about Grief. The 

following categories emerged from the standard care grief group: Standard Care Did 

Help; Timing and Composition of Group Mattered; Standard Care was a Complex 

Experience; and The Experience of Being in Research. Recommendations for future grief 

choirs and standard care grief groups are discussed. 
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CHAPTER 1 

INTRODUCTION 

Grief 

Grief is a natural and universal experience. Because grief is extensive, covers 

many kinds of losses, and has an almost infinite range of experiences, there is no single 

grief definition that accurately reflects an entire grief experience or grief journey. 

However, for the purposes of this research, the definition of grief is limited to the 

experiences associated with the death of someone important to an individual (Zisook & 

Shear, 2009).  

There are different types of grief. Categories of grief can be created based upon 

the relationship the griever has with the deceased, for example, the grief of widows and 

widowers, which is categorized as such because a spouse or partner has died.  Other 

categories of grief are related to an aspect of the grief experience such as disenfranchised 

grief and complicated grief. 

Disenfranchised Grief 

Within the past several years, much attention has been given to labeling various 

types of grief. Doka (1989, 2002) has brought the term disenfranchised grief to light with 

his writings, describing it as a grief not acknowledged by society with the griever not 

being given a “right” to grieve. This definition encompassed relationships that are often 

not publicly recognized, such as same-sex relationships, affairs outside of partnerships, 

and relationships between caregivers, such as hospice workers, and their clients. 

Therefore, disenfranchised grievers are a unique sub-group within the various categories 

of those who grieve.  
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Perinatal Grief 

Those who experienced perinatal grief are a unique subgroup of grievers. 

Perinatal grief manifests in relation to specific types of death: miscarriage, stillbirth, and 

neonatal death (Hutti, Armstrong, & Myers, 2011). These three types of death represent 

early pregnancy, late pregnancy, and post-pregnancy mortalities, respectively and occur 

in approximately 25% of all pregnancies (Hutti, Armstrong, & Myers, 2011).  

Common, Resilience and Chronic Grievers 

Ott, Lueger, Kelber, & Prigerson (2007) identified three types of grievers in their 

study of spousal bereavement: (a) common grievers, (b) resilience grievers and (c) 

chronic grievers. Common grievers experienced severe symptoms of grief and depression 

soon after the death occurs. The intensity and intrusiveness of their symptoms decreased 

naturally over time with no interventions. Their mental health score also improved over 

time with no interventions. 

Resilience grievers’ initial grief and depression scores were the lowest of all three 

types. Their mental health scores were above average when compared to the normal 

population, and they improved over time. Resilience grievers were unique in their 

perceptions of themselves; when compared to common and chronic grievers, they were 

more prepared for the death and consider the death to be more peaceful (Ott, Lueger, 

Kelber, & Prigerson, 2007).   

Chronic grievers experienced higher levels of grief and depression than the other 

two types, and their grief was noted to continue long after the death occurred. Their 

mental health scores were well below those of the other two types of grievers. Chronic 

grievers experienced more sudden deaths of their spouses, and perceived these deaths as 



	 3	

less peaceful. Chronic grievers reported considerably lower self-esteem and were rated as 

having more dependent marriages when compared to other two types of grievers (Ott, 

Lueger, Kelber, & Prigerson, 2007).  

Physical Responses to Grief 

 Most definitions of grief center only on a person’s psychosocial responses to the 

death of a significant person; however, grievers respond to death physically as well. The 

bereaved are more likely to develop physical illnesses, such as fatigue, heart palpitations 

and backaches (Stroebe, Schut, & Stroebe, 2007). Mostofsky, Maclure, Sherwood, 

Tofler, Muller, & Mittleman (2012) concluded that an individual’s risk of having a heart 

attack increases twenty-one-fold during the first twenty-four hours following a significant 

death. These physical responses were considered to be typical grief experiences, not 

necessarily underlying physical diseases (Worden, 2009). Additionally, elderly widowed 

persons had an eleven percent higher risk for mortality when compared with other elderly 

married persons (Manzoli, Villari, Pirone, & Boccia, 2007).  

 Utz, Caserta & Lund (2011), studied 328 bereaved widows and found 

considerable somatic symptoms among them. Sixty-three percent of the widows reported 

sleep disturbances, fifty-four percent reported general fatigue, fifty-three percent reported 

problems concentrating, and forty-three percent reported loss of appetite. These 

symptoms decreased over time; however, some symptoms increased. At the beginning of 

study, thirty-three percent of the widows reported joint pain, but at the end of the study, 

forty-three percent reported this symptom. Similarly, at the beginning of the study, 

fourteen percent of the grievers reported urinary problems, and at the end of the study this 

symptom was reported by twenty-two percent of the widows. The authors also found that 
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people with poor health at the time of widowhood were at a significantly higher risk for 

complicated grief. In a related study, Prigerson, Vanderwerker & Maciejewski (2008) 

found that experiencing complicated grief six months after a death correlated with an 

increased risk for heart disease, high blood pressure, cancer, and altered eating habits. 

Complicated Grief 

When considering the many definitions associated with grief, no classification of 

grief creates more confusion than that which describes abnormal or unusual grief. 

Scholars continue to debate the language used to describe grief that goes beyond what is 

considered normal or expected, and use labels, such as complicated grief, chronic grief, 

or prolonged grief disorder (PGD) somewhat interchangeably.  

Boelen & Bout (2008) found that the following experiences were associated with 

complicated grief: (a) strong yearnings for the deceased person, (b) trouble accepting the 

death, (c) inability to trust others, (d) bitterness or anger related to the death, (e) 

numbness/detachment, (f) feeling that life was empty or meaningless, (g) feeling that the 

future was bleak, and (h) agitation. However, Rando (1993), who first wrote about 

complicated mourning, stated three reasons for complicated grief; these included 

following a death that may have been prevented, the death of a child and in a griever 

diagnosed with a mental illness. Recently, indications of complicated grief have been 

described as intense sorrow, guilt, or deep yearning for the deceased; preoccupation with 

the loved one or events surrounding the death; avoidance of reminders of the death; 

bitterness; and difficulty trusting or caring for others (American Psychiatric Association, 

2013; Shear, Simon, Wall, Zisook, Neimeyer, Duan, et al., 2011). 
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Grief versus Depression 

 Grief and depression have a unique relationship, which is often associated with 

complicated grief. A person can be grieving and not clinically depressed, yet sometimes 

the manifestations of this grief appear to be quite similar to depression (Boelen & 

Prigerson, 2007). A person may also be grieving and experiencing depression 

simultaneously. Both situations have stimulated a good deal of discussion among 

professionals. Some scholars argue that individuals who experienced intense grief 

reactions that overlap with depressive symptoms met criteria for a distinct mental 

disorder: Prolonged Grief Disorder (PGD) (Maercker, 2007, Prigerson, Horowitz, Jacobs, 

Parkes, Aslan, Goodkin, & Maciejewski, 2009).  Prolonged Grief Disorder has been 

described as:  

intense yearning and preoccupation with the death, reactive distress symptoms, 

such as avoidance of memories of the deceased person and emotional numbing, as 

well as social/identity disruption, such as feeling detached or having difficulties 

trusting others. (Rosner, Pfoh, Kotoučová, & Hagl, 2014, p.56) 

Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-V) 

 During the development of the Diagnostic and Statistical Manual of Mental 

Disorders, Fifth Edition, there was controversy concerning the theoretical underpinnings 

of complicated grief, as well as, the relationship between grief and depression among 

scholars. Much of this debate occurred in anticipation of changes in the upcoming 

Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-V). On one 

side of the debate, advocates believed that complicated grief should be a distinct, 
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diagnosable disorder, i.e., Prolonged Grief Disorder. Those on the opposite side of the 

debate argued that grief is not a disorder, but a natural response to death (Stephen, 2012).  

The DSM-V was published in May 2013, and some changes were made with 

regard to the classification of grief. One such change was the removal of the major 

depression “bereavement exclusion.” This change was the result of research that showed 

little to no differences between people with major depression in response to bereavement 

and people who develop major depression due to other severe stressors, such as abuse 

(Dailey, Gill, Karl & Minton, 2014). As some scholars point out, grief is not a mental 

illness (Stephen, 2012). In response to criticism concerning grief being treated as an 

illness, the American Psychiatric Association clarified their view, that bereavement does 

not always lead to major depressive disorder, and this association encouraged 

practitioners to carefully differentiate normal grief from major depressive disorder 

(Dailey, Gill, Karl & Minton, 2014).  

The previous version of the DSM labeled bereavement with a “V” code; this 

implied that private counselors could not bill insurance for grief counseling. The fourth 

edition also contained an exclusion for grief, labeled the “bereavement exclusion,” which 

stated that people could not be diagnosed with depression or an adjustment disorder 

during the immediate aftermath of a significant death.  However, the removal of the 

bereavement exclusion in the DSM-V afforded people who are grieving a new 

opportunity. Grievers may now use a diagnosis of depression or an adjustment disorder, 

if warranted, and the ability to seek professional help more readily for their grief.  
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Theories of Grief 

Development of Grief Theories 

 Grief has been viewed through different lenses throughout history. During the 

19th century, grief was considered an ailment of the human spirit (Walter, 2005–2006). 

Freud (1917) published his influential essay on mourning and melancholia. He is credited 

with developing grief as a topic of psychological interest in the early 20th century 

(Archer, 1999). Lindemann (1944) was the first to submit an empirical study of grief. He 

interviewed one hundred and one people who had recently been bereaved. Afterwards, he 

claimed to have produced a systematic, objective, and accurate representation of what the 

grieving process entails. His paper is noted for being among the first to advocate that 

psychiatrists are qualified to treat grievers (Granek, 2010). Since Lindemann’s influential 

study, many others have followed.  

In more recent times Rando (1993), in her ground-breaking book about 

complicated mourning, described her theory of grief. Her “Six ‘R’ Processes of 

Mourning” proposed that grieving individuals must complete specific processes in order 

to reorient successfully to the deceased, to the self and to the external world. The 

processes included 1) recognizing the loss, 2) reacting to the separation, 3) recollecting 

and re-experiencing the deceased and the relationship, 4) relinquishing the old 

attachments to the deceased and the old assumptive world, 5) readjusting to move 

adaptively into the new world without forgetting the old, and 6) reinvesting energy.  Her 

theory of grief can apply to all types of grief.  She also discussed how people who are 

complicated grievers may become stuck in a phase. As stated earlier, her theory of 
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complicated grief pertains to a death being perceived as preventable, as well as the death 

of a child and acknowledged the role of pre-existing mental illness in the grief process.  

At the time her book was written in 1993, Rando identified several challenges 

experienced by practitioners working with grievers.  She highlighted the need for 

assessment, because at the time of her research, no standardized assessment tools existed; 

there are still no well-standardized assessments available in the field. There are research 

tools available for measuring grief, but none for clinical use. Rando advocated for the 

inclusion of formal therapeutic approaches, such as behavioral, cognitive and social 

approaches, Gestalt, dynamic psychotherapy; her own approaches used therapeutic 

bereavement rituals. Yet, adapting traditional psychotherapeutic approaches to the entire 

population of grievers was and is a complex task. Like the difficult task of assessing 

grief, the understanding of effective approaches to treating grief continues to evolve. 

Rando (1993) discussed specific techniques one might use when working with 

complicated grief. These techniques correlated with her cognitive-behavioral Six “R” 

Processes. The following is an incomplete list of interventions she discussed in detail in 

her chapter titled, Intervening in the Six “R” Processes of Mourning (p. 393-450):  

• Discussing the absence of the deceased  

• Going to a cemetery  

• Assisting the griever in gathering information surrounding the death  

• Assisting the griever in coping with frustration or anxiety regarding 

missing pieces of information, such as when an autopsy report comes back 

inconclusive  

• Assisting the griever in legitimizing his or her suffering  
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• Exploring meaning in pain  

• Exploring the reasons for avoiding pain  

• Identifying, labeling, and differentiating various aspects of pain  

• Encouraging expression of feelings  

• Facilitating therapeutic rituals  

• Assisting with stress management  

• Holding the griever accountable for his or her own well-being  

• Assisting the griever in recognizing various attachments within the grief 

process  

• Examining existential beliefs associated with death  

• Assisting the griever in developing a plan to keep memories of the 

deceased alive  

• Helping the griever discover aspects of the self since the death  

Rando (1993) offered considerations for therapists who work with all types of 

grievers. She emphasized the necessity of witnessing and tolerating a person’s suffering 

and the harm of discounting his or her pain. She stressed the significance of issues 

manifested through countertransference, the power of resonance, the need for boundaries 

and the importance of hope.  

Six years after Rando’s book was published, Stroebe and Schut (1999) introduced 

their Dual Process Model of Grief (DPM) which reflected a systematic application within 

a cognitive stress perspective. This perspective emphasized that, at the core of grief work, 

there is a cognitive restructuring between a loss-orientation and restoration-focused 

coping. This model suggested that grieving is a dynamic and oscillatory process in which 
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a grieving individual at times confronts, and at other times adapts, the different tasks of 

grieving. Periods of respite from both the stresses of coping with the loss and the stresses 

of restoring oneself and one’s life are necessary and beneficial. In the DPM framework, 

healthy grieving oscillates between experiencing the pain of grief and the need to adapt to 

the death. Similar to Rando (1993), Stroebe and Schut (1999) discussed how grievers can 

become stuck on either side of this process. Rando (1993) and Stroebe & Schut (1999) 

are only two examples of approaches to working with grief. Many other frameworks and 

approaches exist.  

Psychological Frameworks and Approaches 

Some theories of grief are rooted in psychological frameworks, such as cognitive-

behavioral theory. In the existing literature, cognitive-behavioral therapies appear to be 

the most commonly published, and they emphasize cognitive processing instead of an 

emotional adaptation to the death (Humphrey, 2009). In the literature, cognitive therapy 

includes rational emotive behavioral therapy (REBT) and postmodern constructivist 

therapies (Humphrey, 2009; Neimeyer, Holland, Currier, & Mehta, 2007).  One example 

of a postmodern constructivist therapy is narrative therapy. Narrative therapy emphasizes 

the stories of people’s lives and encourages clients to tell and retell these stories in a 

particular manner in order to create a different perspective of the life experience 

(Humphrey, 2009).  

While not as widely researched and published, existential theory has also found 

its place within approaches to treating bereavement. Wong (2008) discussed the need for 

an existential model for grief process. His Meaning-Centered Process Model was 

developed: (a) from Frankl’s (1984) Logotherapy, which emphasizes a person’s need for 
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purpose and meaning; (b) from Wong’s (1989) theory, reflecting the role of meaning in 

successful aging; and (c) from Middleton & Raphael’s (1987) evidence of a griever’s 

need for purpose and meaning during the grief process.  In 1996, Wong cited seven 

existential processes that occur during grief: (a) dealing with the pain of the loss, (b) 

yearning for reunion, (c) coping with diverse emotions, (d) letting go, (e) filling the void, 

(f) confronting one’s mortality, and (g) reconstructing life.  Since then, he revised his 

model to include four major processes: mourning the loss, accepting the loss, adjusting to 

the loss, and transforming the loss (Wong, 2002). Wong discussed the need for the 

griever to use a variety of coping strategies. He stressed the need for focus upon the 

griever’s personal experiences and beliefs regarding identity, core values, and meaning 

and purpose.  

Recently, scholars recognized that, “there is no single process through which all 

bereaved people must necessarily go in order to resolve their grief” (Archer, 2008, p.58).  

Instead, attention was given to the sources of individual variations within the grief 

process. Researchers continue to explore individual influences upon the grief process, 

such as depression, Post Traumatic Stress Disorder (PTSD), anxiety, and resiliency 

(Bonanno, Boerner, and Wortman, 2008).  Also, Fraley and Bonanno (2004) have 

examined the influences of attachment styles within grief.   

The role of culture has also been explored, as one scholar stated, “no knowledge 

of grief is culture free” (Rosenblatt, 2008, p.207). The meaning of the death, an 

individual’s beliefs about how he or she is connected to the deceased, and how grief is 

expressed may greatly influence a person’s grief experience (Rosenblatt, 2008). 

Incorporating a griever’s culture into grief work acknowledges the role of rituals and the 
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potential helpfulness of spirituality (Parkes, 1997). Doka (2002) emphasized social class, 

gender and spirituality as critical domains to be explored when understanding a person’s 

grief. Equal in importance to focusing on the client was Walter’s (2010) discussion of the 

importance of the grief counselor’s knowledge of his or her own cultural assumptions 

about grief in the therapeutic process, and the importance of observing and respecting 

manifestations of the client’s culture.  

Assessing Grief 

 Rando (1993) advocated for the need to assess each griever before treatment; 

however, assessment practices vary within the field of grief counseling (Altmaier, 2011). 

Altmaier (2011) reviewed grief assessment scales that met the following criteria: (a) were 

widely used, (b) focused on grief and not broad psychiatric symptoms, (c) assessed 

normal grief and not complicated grief, and (d) finally, were based on all types of grief, 

not a specific relationship, such as the death of a child. The author found four grief 

measurement tools that met these criteria: Texas Revised Inventory of Grief 

(Faschingbauer, Zisook, & DeVaul, 1987), Grief Experience Inventory (Sander, Mauger, 

& Strong, 1985), Core Bereavement Items (Burnett, Middleton, Raphael, & Martinek, 

1997) and Hogan Grief Reaction Checklist (Hogan, Greenfield, & Schmidt, 2001).  She 

found that no single instrument captured all manifestations of grief. Instead, she 

encouraged counselors to assess domains of grief rather than general concepts of grief. 

For example, she recommended that clinicians use their clinical interviewing skills to 

assess domains, such as physical symptoms.  

 In 2008, Schoulte and Altmaier analyzed grief assessments to determine if there 

was a consensus among the measures in the grief domains studied. The following 
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domains emerged: physical symptoms, cognitive difficulties, uncertainty over future, 

denial, interpersonal interaction, emotional response, injustice of loss, symbolic rituals, 

continuing bonds, and benefit findings. They recommend including these domains into 

assessment practices. 

 Important questions to be answered by an assessment are, “Who benefits from 

grief counseling?” “Who needs an intervention to help cope with grief?” Some 

researchers challenged the efficacy of grief counseling (Allumbaugh & Holt, 1999; 

Gamino & Ritter, 2009; Jordan & Neimeyer, 2003; Neimeyer & Currier 2009; Ober, 

Granello, & Wheaton, 2012). Schut, Stroebe, Bout, and Terheggen (2001) reported that 

the majority of grievers have no pathological indicators and do not usually require the 

help of professional counselors or therapists. In response, Gamino and Ritter (2009) 

proposed clinical and ethical reasons for mental health professionals to take action in 

order to assess whether bereaved individuals require grief counseling.    

 Some grievers do indeed benefit from grief counseling (Ott, Lueger, Kelber, & 

Prigerson, 2007).  Still, grief interventions are varied. Some interventions are designed 

for group work and others for individual sessions. Interventions are highly influenced by 

the theoretical framework of the professional facilitating the support (Currier, Neimeyer, 

& Berman, 2008).  

Effectiveness of Grief Counseling 

 It is important to understand the most effective ways to care for a grieving person. 

In 2004, Forte, Hill, Pazder, and Feudtner were unable to provide any rigorous 

evidenced-based recommendations. After completing a systematic review of 74 studies, 

they found five factors that influenced their conclusion.   
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• Excessive theoretical heterogeneity.  

• Stultifying between-study variation.  

• Inadequate reporting of intervention procedures.  

• Few published replication studies. 

• Methodological flaws of study design. 

 Currier, Neimeyer, and Berman (2008) published a meta-analysis of 61 controlled 

quantitative studies regarding the effectiveness of therapeutic interventions with adult 

grievers.  Moderator variables, such as the duration of treatment, the level of 

practitioners’ training, group versus individual sessions, and client characteristics, such as 

age, gender, time since the death, and relationships to the deceased were examined. 

Results indicated that interventions had a statistically significant effect at post-treatment, 

but not a statistically significant benefit at follow-up. Differences between group and 

individual interventions were examined. Results found that the modalities of intervention 

did not differ significantly from one another at post treatment. Other variables, such as 

age, gender, proportion of violent deaths, and number of deaths were reliably related to 

outcome. The authors pointed out that their findings differ from meta-analytic reviews of 

general psychotherapy, which demonstrated how treatments decrease distress symptoms 

and improve functioning. Interestingly, when the authors examined self-report 

instruments or directly measured grief symptoms, they anticipated that findings would 

indicate bereavement interventions as having the strongest benefit. However, they found 

that the effect sizes were still consistently weak in magnitude. The authors speculated 

how, “results for outcome measurement could at least partially reflect an overreliance on 

generic measures of psychopathology or general functioning that are insensitive to the 
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manifestations of bereavement adaptation” (p. 656).  The authors also highlighted how 

there was an absence of data tools that could measure the potentially relevant non-

pathologizing outcomes, such as constructing a subjective sense of understanding in grief 

and finding growth. They wrote: 

Therefore, even though issues of measurement were not shown to have a 

substantial influence on outcome, it seems possible that a lack of attention to 

crucial grief phenomena and elements of the restoration process may have limited 

chances to detect improvement across many of the studies. (p. 656)  

 Much of Currier, Neimeyer, and Berman’s (2008) article focused on interpretation 

of findings and recommendation for future research.  One such interpretation was that, 

“uncomplicated grief is probably naturally self-limiting” (p.772), which means that most 

longitudinal studies captured the natural decline of grief symptoms. This consideration is 

unique when comparing treatment groups with control groups. Analysis also indicated the 

authors’ giving careful consideration to studies that revealed worsening symptoms with 

participants or that appeared to cause harm. The authors of the meta-analysis concluded 

that some people seeking grief support who have more “avoidant coping styles are more 

likely to respond poorly to traditional bereavement interventions that emphasize emotion-

focused, rather than problem-focused, coping styles” (p. 773).  

Currier, Neimeyer, and Berman’s (2008) meta-analysis indicated the most 

common dosage to be between eight to twelve weekly sessions, but the authors suggested 

that this range reflects a low dosage for grievers. The authors also suggested that different 

interventions are needed at different periods of time after the death. The meta-analysis 

revealed positive findings regarding grief support. When extra time was taken to more 
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thoroughly assess the griever and when interventions focused on grievers displaying 

marked difficulties adapting to the death, such as demonstrating symptoms that could be 

classified as complicated grief, outcomes compared favorably with psychotherapies for 

other mental health issues. This discovery means there is “apparent relation between the 

level of bereavement-related distress and the likelihood of achieving successful 

therapeutic outcomes with bereaved clients” (p. 656).  

 According to this meta-analysis, no other influences were shown to relate to the 

outcomes, aside from the targeted population and method of recruitment. Results also 

failed to demonstrate support for the timing of the intervention as a crucial agent of 

outcome. The authors strongly encouraged future research to focus on complicated grief, 

on creating measurement tools to more accurately capture potential growths, insights and 

understanding from grief counseling and to increase dosage.  

 Nine publications spanning 20 years met criteria set by Nseir & Larkey (2013) for 

their meta-analysis. The authors examined the effectiveness of interventions with 

grieving spouses. Three categories of interventions were seen in the literature: emotional 

expression/psychosocial, education/information, and mind-body. Expression and 

psychosocial interventions revolved around sharing grief emotions, discussing coping 

styles, and reviewing skills.  Education interventions explored topics that the therapists 

leading the groups deemed important to the grief process, such as finances, nutrition, the 

grief process, physical exercise, and life-style issues. Other educational groups focused 

on informing, processing and coping with the emotions surrounding the death while also 

using educational forums to work through secondary stressors, such as adjusting to new 

roles.  The mind-body category included only one article which examined the effects of a 
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practice called Dan-jeon (a series of exercises which employ breathing and stretching). 

Results indicated, “there was an improvement noted in the outcome measured for each 

intervention compared to baseline, significant statistical difference between the 

intervention and the control groups did not exist in the majority of the studies” (p. 507). 

Forms of Grief Counseling 

 Grief counseling is facilitated either in a group setting or in individual sessions 

with the counselor. Within grief group treatment, there are two main categories: 

Psychoeducational grief groups or Process-oriented grief groups.  

Psychoeducational Grief Groups 

 Psychoeducational grief groups focus on educating grievers about the common 

stages or tasks of grief and grief symptoms (Lund, Caserta, Utz, & de Vries, 2010; 

Maruyama & Atencio, 2008; Tudiver, Hilditch, Permaul, & McKendree, 1992).  While 

the focus is on educating the griever, there is usually a structured sharing of emotions and 

memories woven throughout the time-limited process (Maruyama & Atencio, 2008). 

These groups emphasize building skills and utilize distraction techniques, stress 

management and general wellness approaches (Maruyama & Atencio, 2008).  

Process-Oriented Grief Groups 

 Some process-oriented grief groups are specific to type of death, for example, a 

perinatal grief group or survivors of suicide grief group (Davies, 2004; Young, Iglewicz, 

Glorioso, Lanouette, Seay, Ilapakurti, & Zisook, 2012).  Other process-oriented grief 

groups are more inclusive, meaning a variety of grievers participate in one group (Foliart, 

Clausen, & Siljestrom, 2001).  Open-ended process-oriented groups are difficult to define 

(Schopler & Galinsky, 2005). For example, one group may be collaboration-oriented. In 
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the collaboration-oriented process, the counseling facilitator consults with clients and 

recognizes clients as expert on themselves and their own experiences (Humphrey, 2009). 

Collaboration groups are more interested in the client’s perspectives than any 

preconceived notions about grief. In a facilitator-oriented grief group, the grief counselor 

consistently focuses and directs the client’s attention towards potentially useful grief 

material for processing, such as loss adaption.  Here the group focuses on strategies, such 

as having the clients set goals for themselves (Humphrey, 2009).  

 It is difficult to describe how the clinicians and group members address problems 

that emerge (Schopler & Galinsky, 2005). As seen in the two examples in the previous 

paragraphs, the collaboration-oriented grief groups trust the clients to direct or not direct 

the course of the group, whereas the facilitator-oriented group uses the knowledge and 

expertise of the grief counselor to recognize various issues that may impact the grievers, 

and lead interventions around these topics. Two factors influence process-oriented 

groups: group composition and group leadership (Johnsen, Dyregrov, & Dyregrov, 2011). 

These influences further exemplify the need for assessing grievers and for trained 

professionals to lead these groups.  

 Process-oriented grief groups rely on the grief counselor’s psychological 

framework and theory to guide the group process (Schopler & Galinsky, 2005). These 

choices from the grief counselor include foundational theory, such as existential theory, 

as well as theories related to grief, such as Rando’s “Six ‘R’ Processes of Mourning.” 

Predetermined themes or topics are generally not used. Instead, the grief counselor works 

with whatever issues are presented within each group session (Dyregrov, Dyregrov, & 

Johnsen, 2013). Common techniques used in a process-oriented model may include: 
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retelling the story of the death using prompts to promote different perspectives; 

facilitating conversations with the image of the deceased either in written forms, such as 

letter writing, or through verbal dialogues; and creating opportunities to reorganize future 

goals, such as attending to current relationships and responsibilities (Boelen, de Keijser, 

van den Hout & van den Bout, 2007; Neimeyer & Currier, 2009; Wagner, Knaevelsrud, 

& Maercker, 2006). 

Training of Grief Counselors 

The Conditions of Participation (2008) from Medicare defined bereavement 

counseling as, “emotional, psychosocial, and spiritual support and services provided 

before and after the death of the patient to assist with issues related to grief, loss, and 

adjusting” (para. 4). The National Hospice and Palliative Care Organization (2008) stated 

grief counselors are social workers, chaplains or other mental health professionals who 

have an, “educational background and experience necessary,” for bereavement work (p. 

22). Many colleges and universities offer master’s programs in Thanatology as well as 

courses related to dying and bereavement (2002). The Association for Death Education 

and Counseling has a certification program for Thanatology, but it is not specific to grief 

counseling. This certification requires a Bachelor’s degree, sixty contact hours of 

education (one college course is forty-five contact hours), letters of support and passing 

test scores. Professional grief counselors can be found in private practices as social 

workers, counselors and other mental health workers who advertise specializing in grief, 

or within a local hospice bereavement program.  
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Description of Hospice Bereavement Programs 

 People can choose to enter hospice care when a physician makes a prognosis they 

have six months or less to live.  In response, patients and their loved ones are often 

vulnerable and fearful. Hospices are known for being experts at alleviating symptoms 

such as pain and for surrounding the dying and their families with compassionate staff 

who can address all aspects of dying. Yet the hospice experience does not end when the 

person dies. Hospices, certified by Medicare, are required to provide bereavement 

services for thirteen months after the death, as indicated by the Conditions of 

Participation (2008). The cost of these services is not reimbursable, and hospices vary in 

how they choose to define these services. Some hospice bereavement programs open 

their doors to anyone in their community, and some do not. People who are grieving look 

for ways to find relief, and often they will turn to their local hospice bereavement 

program for some type of grief support. 

  Some bereavement programs provide time-limited groups or one-time educational 

workshops, while others facilitate ongoing groups. The availability of resources for 

individual grief counseling may be limited. Hospice administrators determine types of 

bereavement programs offered. They have the ability to place different monetary values 

on their bereavement programs, which results in the range of resources provided. The 

range of services also influences the expectations of services as well as number of people 

served (Foliart, Clausen, & Siljestrom, 2001). 

 The Medicare Conditions of Participation (2008) provided non-specific standards 

that reflect expectations of services. These standards were broad and allowed for a variety 

of interpretations. Foliart, Clausen, & Siljestrom (2001) surveyed hospices across the 
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state of California to understand “the current practice of bereavement support among 

California hospices and to provide hospices with a benchmark with which to compare 

their services to those offered by hospices of similar size” (p. 462). Findings revealed that 

a greater percentage of larger hospices and non-profit hospices offer support groups and 

workshops than do smaller hospices and for-profit hospices (Foliart, Clausen, & 

Siljestrom, 2001). The same survey also found that the educational training of 

bereavement staff varied. Eight different educational backgrounds were reported, 

including Master of Social Work (29%), Clergy (19%), High School (11%), Bachelor of 

Science (11%), Master of Science (10%), Master of Family Counseling (9%), Registered 

Nurse (7%) and Intern (3%).   

 Demmer (2003) surveyed 260 American hospices concerning their bereavement 

programs. Results from this survey indicated that bereavement programs faced many 

obstacles in providing adequate bereavement care, including lack of sufficient staff time, 

funding pressures, lack of personnel and training, lack of client interest, lack of 

organizational support for bereavement services, staff or volunteer stress or burnout, 

difficulty reaching clients at home, and complexity/difficulty in defining bereavement 

services. The respondents reported that their major obstacles were lack of time and too 

few bereavement staff. Respondents also expressed a desire to provide more group and 

educational programs, as well as to make more bereavement home visits, provided they 

had additional resources (Demmer, 2003).  

 In spite of—or perhaps because of—the many challenges hospice bereavement 

programs face, bereavement managers and administrators have become creative in 

finding and using resources, including volunteers and dying team staff. While this use of 
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staff traditionally means the social workers and chaplains, who are required members of a 

hospice team, it also has included such non-traditional professionals as music therapists 

(DiMaio, 2015).  

Music Therapy in Hospice Bereavement Programs  

 Music therapists have been employed by hospices for over thirty years (Munro, 

1984). While much of their work has been with clients who are dying, some music 

therapists are required to participate in their hospice’s bereavement program as well 

(DiMaio, 2015).  Other music therapists advocate for their participation in bereavement 

follow-up due to their strong pre-existing connections with the families of dying clients 

(DiMaio, 2015). 

The range of bereavement services provided by these music therapists varies 

greatly. Often music therapists are called upon to provide music for funeral or memorial 

services, which generally includes music that the hospice client requested at the end of 

his or her life. Other responsibilities may include making follow-up bereavement phone 

calls, providing one-to-one home visits, facilitating time-limited groups, facilitating 

ongoing groups, providing individual grief sessions, designing workshops, co-designing 

and facilitating grief camps and facilitating psychoeducational groups (DiMaio, 2015). 

The topic of music therapy, grief and bereavement programs will be explored more 

thoroughly in the next chapter.  
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CHAPTER 2 

NEED FOR EVIDENCE 

Systematic Review 

 As discussed in Chapter 1, determining the effectiveness of verbal grief 

counseling is a complex and interesting topic. When pondering the use of music therapy 

with grievers, one may logically begin with the question of effectiveness. Can music 

therapy help people who are grieving? The body of literature concerning the effectiveness 

of music therapy with bereaved individuals includes a limited, but important, amount of 

research on the subject.  

Many of the studies conducted by music therapists with grievers have been 

limited by the variances in their research designs and the lack of statistical significance in 

their data. Therefore, the first part of this literature analysis comprises a systematic 

review initiated to provide an understanding of the effects of music therapy interventions 

on grievers.  

Objectives of the Review 

The purpose of this review was to answer the following questions: (a) what is the 

quality of the existing research regarding music therapy on the grief processes of both 

youth and adults? (b) what is the effectiveness of the music therapy interventions? (c) is 

there information that could shed light on current treatment issues within grief 

counseling? 

Inclusion and Exclusion Criteria 

To be included in this systematic review, the following criteria were met: 1) 

Research articles must have been quantitative in nature, that is, they must have studied 
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the effect of interventions on grief and demonstrated measurable outcomes. 2) Qualified 

music therapists must have administered the interventions. Qualifications for music 

therapy differ throughout the world. For the purpose of this systematic review, music 

therapy professionals have completed clinical training requirements according to their 

country’s professional standards. For example, for articles from the United States, all 

references to music therapy reflected the work of a qualified, credentialed music 

therapist, who holds a minimum of a bachelor’s degree in music therapy from an 

accredited university or college, and who has completed the required 1200 hours of 

clinical supervision and successfully passed the board-certification examination. 3) All 

music interventions needed to be specific to the field of music therapy. Other disciplines’ 

use of music as a form of intervention was beyond the scope of this review. 4) For the 

purposes of this review, grief was defined as experiences associated with the death of 

someone important to an individual (Zisook & Shear, 2009).  

Search Strategy Methods 

A search of quantitative research articles published between the dates of January 

1984 and January 2017 was performed using the following databases: Medline, 

PsychINFO, CINAHL, Dissertation and Thesis (ProQuest), Ovid, and Academic OneFile.  

Hand-searching was used for the Journal of Music Therapy, British Journal of Music 

Therapy and Australian Journal of Music Therapy. Articles must have been available in 

English. Search terms were used both separately and in conjunction with one another. 

Articles containing the following terms were included:   

• Music therapy 
• Music 
• Grief 
• Bereavement 
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• Loss 
• Mourning 
• Anticipatory grief 

 
Quality Assessment 

 
This author used a three-point scale to assess five domains of research, which has 

been adapted from Nilsson’s (2008) criteria. Domains assessed included research design, 

concealment of allocation, blinding, intention to treat and description of interventions. 

The following rating scale was used: 

Research Design: 

 2 = Randomized Control Trial 
 1 = Quasi-experimental: Pre/posttest with control 

0 = Other type 
 

Concealment of Allocation: 
 

2 = Truly randomized allocation 
1 = Semi-secure randomization 
0 = Non-secure randomization or unclear demonstrated randomization 
 

Blinding: 
 

2 = Double-blind studies 
1 = Single-blind studies 
0 = No blinding/unclear 
 

Intention to Treat 
 
 2 = Numbers of drop out are reported along with reasons 
 1 = Drop outs reported but with no reasons given 
 0 = Unclear/not reported 
 
Description of Interventions 
 
 2 = Clear description of intervention, including theoretical foundations and how 

intervention relates to grief. Some mention of assessing participants for appropriateness 
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of intervention. For example, this score could include studying the effect of an 

intervention designed for Persistent Complex Bereavement-Related Disorder.  

 1= Vague description of intervention. No mention of theoretical foundations or 

how intervention relates to grief process. Assessment of participants’ appropriateness for 

intervention is not mentioned.  

 0= Minimal description of intervention and/or if intervention was secondary to 

other intervention. 

Using this assessment scale, a total score was given to each article. The highest score 

possible was ten, representing a greater level of quality research, while the lowest score 

possible, reflecting the worst quality, was zero.  

Results 

 Fourteen articles, including thesis and dissertations, were identified in the search 

process. Differences were discovered among the studies, which included type of death 

(sudden death versus terminal illness), the participant’s relationship to the deceased, type 

of intervention (group or individual), length of treatment, age of participants (adults or 

youth), intervention used, and outcome measurements used. Two of the fourteen articles 

found were available only as abstracts. 

Characteristics of Studies 

There were a total of 350 participants across the fourteen studies. The number of 

participants in each study ranged from six to sixty-eight. Nine studies reported male and 

female participants, three studies did not report gender, and two studies reported only 

female participants. No attention was given to cultural issues beyond gender. Five of the 

music therapy studies utilized individual treatment; nine used group interventions.  
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Four articles researched music therapy and grief with youth. Combined, the 

studies included 80 youth. Table one describes the articles that met the criteria of this 

systematic review and represent youth participants.  

Table 1 

Music Therapy Articles That Met Inclusion Criteria with Youth 
  
Study Quality 

Score 
N Age Range or 

Mean Age 
Category of 
Grief 

Dalton & Krout, 2005 3 20 
Female: 13 
Male: 7 

12-18 Through 
sudden death 
or terminal 
illness 

Hilliard, 2001 4 18 
Gender 
unknown 

6-11 Through 
sudden death 
or terminal 
illness 

 Hilliard, 2007 3 26 
Female: 12 
Male: 14  

5-11 Through 
sudden death 
or terminal 
illness 

McFerran, Roberts,  
& O’Grady, 2010 

2 16 
Female: 9 
Male: 7 

Mean =14 By relationship 
with deceased  

 
Two articles researched music therapy and grief with families. Combined, the 

studies included 66 participants.  Only the abstract for Okamoto (2005) was available and 

included anticipatory grief. Table two describes the articles that met the criteria of this 

systematic review and represents work with families.  
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Table 2 

Music Therapy Articles That Met Inclusion Criteria with Families 
 
Study Quality 

Score 
N Age Range or 

Mean Age 
Category of 

Grief 
Strickland, 2006 2 6 

Female: 5 
Male: 1 

8-42 By relationship 
with deceased 

Okamoto, 2005 1 60 
Gender 

Unknown 

Unknown By 
relationship 
with deceased 

 
 

Eight articles researched music therapy and grief with adults. Only the abstract for 

Creagh (2004) was available. Combined, the articles studied 204 adult grievers. Table 

three describes the articles that met the criteria of this systematic review and represents 

work with adults.  
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Table 3 

Music Therapy Articles That Met Inclusion Criteria with Adults 
Study Quality 

Score 
N Age Range or 

Mean Age 
Category of 

Grief 
Creagh, 2004 5 45 

Female: 45 
Not reported Widows 

Hudgins, 2007 3 13 
Female: 10 

Male: 3 

31-84 By relationship 
with deceased 

Hoyle & 
McKinney, 2015 

2 3 
Female: 2 
Male: 1 

Not reported Adults with 
Developmental 
Disabilities 

Iliya, 2015a 9 10 
Female: 7 
Male: 3 

39.8 MT  
52.4 Control 

Complicated 
grief with 
mental illness 

Popkin, et al., 
2011 

1 30 
Gender 

unknown 

Not reported Professional 
Grief 

Short, 2007 2 14 
Female: 10 

Male: 4 

51-98 Not reported 

Wlodarczyk, 
2010 

4 68 
Female: 57 
Male: 11 

Not reported Professional 
Grief 

Yu & Gallant, 
2010 

1 21 
Female:  21 

28-64 
 

By relationship 
with deceased 

 

Interventions 

Several patterns emerged regarding the types of interventions used in the research 

(see Table 2). Interventions were grouped into six categories: Bonny Method of Guided 

Imagery and Music, Improvisation, Songwriting, Receptive music experience, Pre-

composed music experiences, and Imaginal dialogue with Vocal Psychotherapy. These 

interventions were facilitated in both individual sessions and in groups.  As seen in 

Tables 1, 2 and 3, the number of treatment sessions and duration of the music therapy 

interventions varied greatly. Wlodarczyk (2010) and Popkin, Levin, Lichtenthal, Redl, 

Rothstein, Siegel, & Coyle, (2011) designed treatments based on one-time rituals for staff 
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who had experienced professional grief. Iliya (2015a) discussed the rationale for 

individual treatment and for the number of sessions, which was related to Worden’s 

(2009) model of grief. Similarly, Hoyle & McKinney (2015) modeled their treatment 

following the recommendations of Hilliard (2001).   

The remaining studies did not include a rationale for the specific duration of 

treatment.  The number of treatment sessions ranged from six to fourteen. Three music 

therapy studies used more than one active music-making intervention during a session.  

As seen in Table 4, several different interventions were used in treatment, even for 

single-session treatments.  

Table 4 

Music Therapy Interventions      
                                                        

Study Duration Intervention Type 
Creagh, 2004 No report of session length 

6 sessions over 12 weeks BMGIM* Individual 

Short, 2007 1 hour session 
Average 6-12 sessions BMGIM* Individual 

Yu & Gallant, 
2010 1 hour 

12 biweekly sessions 

Receptive Music 
therapy 

Experiences 
Individual 

Okamoto, 2005 No report of session length 
One time session 

“Music Therapy 
Interventions” Individual 

Iliya, 2015a 45 minutes session 
8-10 sessions 

Imaginal dialogue 
with vocal 

psychotherapy 
Individual 

Hoyle & 
McKinney, 2015 Length of each session is 

unknown 
9 sessions over 5 weeks 

Music 
improvisation, 

songwriting and 
Pre-composed 

music 

Group 

Dalton & Krout, 
2005 

60-90 Minute session 
7 weekly sessions Songwriting Group 

Hilliard, 2001 1 hour 
8 sessions Songwriting Group 

Hilliard, 2007 
 

1 hour 
8 weekly sessions 

Songwriting 
 Group 
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Study Duration Intervention Type 
Hudgins, 2007 
 

No report of session length 
6 weekly sessions 

Songwriting 
 Group 

McFerran, 
Roberts, & 
O’Grady, 2010 

90 minutes 
12/14 weekly sessions 

Songwriting 
 Group 

Wlodarczyk, 2010 
 

1 hour 
One-time session 

Songwriting 
 Group 

Hilliard, 2001 
 

1 hour 
8 sessions Improvisation Group 

Hilliard, 2007 
 

1 hour 
8 weekly sessions Improvisation Group 

McFerran, 
Roberts, & 
O’Grady, 2010 

90 minutes 
12/14 weekly sessions Improvisation Group 

Hudgins, 2007 
 

No report on session length 
6 weekly sessions 

Receptive Music 
therapy Group 

Popkin, et al., 2011 
 45 minutes 

One-time session 

Receptive Music 
therapy 

Experiences 
Group 

Strickland, 2006 No report of session time 
6 weekly sessions 

Receptive Music 
therapy 

Experiences 
Group 

Wlodarczyk, 2010 1 hour 
One-time session 

Active Music 
therapy 

Experiences 
Group 

 
*Bonny Method of Guided Imagery and Music  
Bold represents more than one intervention was used in study. 
 

Quality 

Only one study, Iliya (2015a), was assessed to have a low risk of bias (see Table 

3). Iliya (2015a) used a mixed methods design using a RCT with deductive qualitative 

analysis. This study was truly randomized, single-blinded, with clear descriptions of the 

interventions and reported dropouts. Only two other music therapy studies were RCTs 

(Creagh, 2004 and Wlodarczyk, 2010). Five studies involved quasi-experimental 

procedures that incorporated a control group or condition (Dalton & Krout, 2005; 

Hudgins, K. D. 2007; Hilliard, 2001; Hilliard, 2007; Okamoto, 2005). The remaining six 
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music therapy articles involved other research designs. Four designs integrated outcome 

measures from a pre- and post-test with no control group. One study used a retrospective 

survey with no control group. Another study used a researcher-designed post-survey with 

no control group.  

Outcome Measures 

Various outcome measures were used in the music therapy studies reviewed. 

These studies included both music therapy and non-music therapy instruments for 

evaluating grief (see Table 5), and they included non-grief measurements for adults (see 

Table 6) and youth (see Table 7).  Only Dalton & Krout’s 2005 study used an author-

designed music therapy instrument to evaluate the grief process.  

The variety of instruments used in the research is shown in Tables 4 and 5. For 

example, Wlodarczyk (2010), when treating hospice staff members experiencing 

professional grief, studied their work environment and their levels of compassion fatigue, 

and she utilized an inventory that quantified hospice clinicians’ professional grief. 

Hilliard (2001) and (2007) did not measure the young participants’ grief directly, but 

measured depression and other general behaviors potentially associated with grief. In 

contrast, Iliya (2015a) used the Inventory of Complicated Grief- Revised which directly 

relates to grief and the participants complicated grief.  
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Table 5 

Non-Music Therapy Instruments Used to Assess Grief 
    

Hogan Grief 
Reaction Checklist 

Inventory of 
Complicated 
Grief-Revised 

Hospice Clinical 
Grief Inventory 

Grief 
Experience 
Inventory 

Self-Report  
Tools Designed  
by Researcher 

  
Dalton & Krout, 
2005  
 
Hudgins, 2007 

Iliya, 2015a Wlodarczyk, 2010 Creagh, 2004 Grief:  
Popkin, et al., 2011  
 
Forgiveness and 
Grief Perceptions: 
 Yu & Gallant, 
2010 
 

 
 
 
Table 6 
 
Non-Grief Measurements Used for Adults  
     
Hoyle & 
McKinney, 
2015 

Wlodarczyk, 
2010 

Yu & 
Gallant, 
2010 

Hudgins, 
2007 

Short, 
2007 

Strickland, 
2006 

Creagh, 
2004 
 

Brief 
Psychiatric 
Rating 
Scale- 
Developme
ntal 
Disabilities 
Version 
(BPRS-
DD) 

Compassionate 
Satisfaction 
and Fatigue 
Test;  
Work 
Environment 
Scale; 
Self-Report 
Tools 
Designed by 
Researcher 

Beck 
Depression 
Inventory 

Self-Report 
Tools 
Designed 
by 
Researcher 
 

Self-Report 
Tools 
Designed 
by 
Researcher 
 

Family 
Assessment  
Device 
(FAD) for 
Adults  

Profile of 
Mood 
States; 
Scale of 
Cohesion 
MARI Card 
Test   
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Table 7 
  
Non-Grief Measurements Used for Youth  
     
Hilliard, 2001 Hilliard, 2007 McFerran, 

Roberts, & 
O’Grady, 2010 

Strickland, 2006 
  

The Behavior 
Rating Index for 
Children 
home/school 

The Behavior 
Rating Index for 
Children 
home/school; 
Bereavement Group 
Questionnaire for 
Parents/Guardians 

Harter Self 
Perception Profile 
for Adolescents; 
Adolescent Coping 
Scale   

Children's 
Assessment for 
Family Functioning 
(CAFF) 

Depression Self-
Rating Scale 

 

Bereavement Group 
Questionnaire for 
Parents/Guardians 

  

 
 
 Results of the studies are presented in Table 8. To assist with understanding the 

results, each study is reported individually below. The reports begin with the most 

recently published and is the same order found in Table 8 starting on page 38.   

 Hoyle & McKinney (2015) explored music therapy with three adults with 

developmental disabilities who were grieving. Nine group sessions occurred over five 

weeks. The sessions were adapted from Hilliard’s (2001) research. The Brief Psychiatric 

Rating Scale-Developmental Disabilities Version (BPRS-DD) was used to capture 

behaviors that might indicate the participant’s experience of grief. Measurements were 

taken throughout the treatment. Results did not demonstrate statistical significance. One 

participant’s negative behaviors decreased over time whereas the other two participants 

showed no change in behavior.  

 Iliya (2015a) studied the effects of Imaginal Dialogue with vocal psychotherapy 

on adults experiencing complicated grief and mental illness using a mixed methods 

design. The research was anchored in Worden’s (2009) theory of grief task, as well as, 
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Austin’s (2008) vocal psychotherapy. Results from the RCT indicated statistical 

significance and showed greater change when compared to the standard care participants. 

The measurement tool specifically related to complicated grief; however, only a small 

number of participants completed the treatment (N=10). 

Popkin, et al., (2011) studied the effect of a one-time music therapy and 

interdisciplinary ritual on professional caregivers grieving the death of clients. The 

intervention consisted of live, reflective music, readings, a platform for expressing loss 

and emotion, and a ceremony to bless the participants’ hands. Results indicated that the 

staff ritual was “very” to “extremely effective” in helping participants’ process their grief 

over patient deaths, according to post-ritual evaluations (N=30).  

McFerran, Roberts, & O’Grady (2010) studied the use of humanistic music 

therapy on grieving teenagers (N=16). Interventions included free play improvisation, 

songwriting, or listening to songs followed by a discussion from the music. Participants 

chose the interventions for each session. Practical significance was found for the 

participants’ coping, but not for changes in self-perception.  

 Wlodarczyk (2010) reported a significant difference between pretest and posttest 

scores for the experimental group using the subscale of Personal Sacrifice Burden within 

the Compassion Satisfaction and Fatigue Test (CSF) and with Feelings of Burden 

reported lower after participation in the music therapy group (N=68). Analysis of data 

regarding the secondary dependent variables (risk for burnout, compassion fatigue and 

perception of work environment) revealed no significant differences between 

experimental and control groups 30 days after the initial data collection. There were no 

statistically significant findings. 
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Yu & Gallant (2010) provided twelve bi-weekly individual sessions for one hour 

using receptive music experiences. Results showed that respondents’ pretest scores from 

the Forgiveness Grief Perspective Scale (FGPS) had significantly decreased at posttest 

(N=21). This change in the mean score indicated that the respondents’ levels of concern 

regarding forgiveness and grief were reduced from pretest to posttest. Also, the treatment 

positively impacted the participants’ depression symptoms. 

Hilliard (2007) provided a one-hour group music therapy session using Orff-based 

music experiences weekly for eight weeks. Results showed a significant improvement in 

the grief symptoms from participants in the music therapy groups (N=26). Results were 

compared to social work groups and control groups. Music therapy interventions included 

Orff-based improvisation, prewritten grief-themed chants and songs, and songs used to 

accompany bereavement story telling.  

Hudgins (2007) facilitated six weekly sessions using songwriting with adults in a 

group format.  She investigated the effects of music therapy interventions on grief 

process and group cohesion (N=13). Interventions included recorded background music, 

group drumming, lyric analysis, and songwriting. The study yielded no significant 

results.   

 Short (2007) researched the effects of six to twelve individual BMGIM sessions. 

Results indicated that a BMGIM-based program could address clinical issues such as 

grief. The measurements focused on relaxation and feelings of well-being; the 

participants who were grieving reported positive experiences with this intervention. 

Strickland (2006) studied the use of six weeks (N=14) of music therapy and 

family narrative (FNMT) sessions with two families who were grieving. FNMT involved 
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the use of music listening, drumming exercises, and drawing to enhance emotional 

expression and to facilitate discussion of loss issues, and the writing of a story about each 

family’s experience of the death. Results found that the mean scores from the Family 

Assessment Device for parents and adolescents showed a trend towards improvement in 

overall family functioning from pretest to posttest. 

 Dalton & Krout’s (2005) study showed significant effects of seven weekly 

sessions of group songwriting with young people.  It also tested the authors’ newly 

developed Grief Process Scale (GPS) (N=20). Findings indicated that songwriting 

contributed to improvements within the grief process, specifically within the five 

domains measured within the GPS: understanding, feeling, remembering, integrating and 

growing. The control group did not show any noticeable improvement. Results of both 

the GPS and the Hogan Grief Reaction Checklist were similar.   

Creagh (2004) studied the effect of individual BMGIM sessions with widows 

(N=5). The six sessions occurred over twelve weeks. The quantitative data did not reflect 

noteworthy findings. Conversely, the qualitative data verified that BMGIM could assist 

with the emotional content of grief and with the healing process. 

Hilliard (2001) researched eight group music therapy sessions with eighteen youth 

primarily using music improvisation and songwriting. The study reported significant 

findings regarding grief as determined pre or post music therapy treatment on the 

Behavioral Rating Index for Children in the home environment and the Bereavement 

Questionnaire for parents/guardians. However, Hilliard did not find significant pre-post 

differences in scores on the Depression Self-Rating Index or the Behavioral Rating Index 

in the school environment.  
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Table 8 
 
Music Therapy Outcomes 
 
Study Intervention Measurement 

Tool 
Results 

Hoyle & 
McKinney 
(2015). 

Music 
Improvisation, 
Songwriting and 
Pre-composed 
music 
experiences to 
reinforce themes 

Brief Psychiatric 
Rating Scale, 
Developmental 
Disabilities 
Version (BPRS-
DD) 

One participant’s score 
decreased during the 
treatment, whereas the other 
two participants showed no 
changes in behavior.  

Iliya, 2015a 
* 

Imaginal 
Dialogue 
interventions 
with Vocal 
Psychotherapy 

Inventory of 
Complicated 
Grief-Revised 

The experimental group 
demonstrated a greater and 
statistically significant change 
when compared with the 
control group. 

Popkin, et 
al. 2011 * 

Remembrance 
Ceremony  

Researcher 
Created 
Questionnaire: 
Grief 

Retrospectively administered. 
Programmatic evaluations 
indicate ritual was helpful. 

McFerran, 
Roberts, & 
O’Grady 
2010 

Humanistic 
Model: writing 
original songs; 
free play 
(improvisation), 
listening to 
known songs 
followed by 
discussion of 
meaning making. 

Harter Self 
Perception Profile 
for 
Adolescents, 
Adolescent Coping 
Scale  

Significance was found for the 
participants coping, but not for 
changes in self-perception.  
  

Wlodarczyk 
2010 

Active music 
making, 
songwriting 
activity and 
discussion, and 
participation in a 
grief ritual 

Hospice Clinical 
Grief Inventory 
(HCGI), 
Compassionate 
Satisfaction and 
Fatigue Test 
(CSF), Work 
Environment Scale 
(WES), and Self-
report 
questionnaire 

No significant difference 
shown for HCGI. No 
significant difference found 
for CSF- for risk of burnout or 
risk of compassion fatigue, 
however in subscale of 
personal sacrifice burden, a 
significant decline was found. 
WES findings did not differ.  
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Study Intervention Measurement 
Tool 

Results 

Yu & 
Gallant 
2010 * 

Receptive Music 
Experiences 

Forgiveness Grief 
Perspectives 
(FGPS -
Researcher 
created); Beck 
Depression 
Inventory 
 (BDI) 

Participants FGPS  and BDI 
scores were statistically 
significant. 
  

Hilliard 
2007 

Orff-based music 
therapy 
interventions 

Behavior Rating 
Index for Children 
(BRIC) and the 
Bereavement 
Group 
Questionnaire for 
Parents and 
Guardians (BP)  

Group comparisons showed no 
significant differences on the 
posttest BRIC. BP scores were 
significantly different between 
the control and music therapy 
groups 

Hudgins 
2007 

Group 
drumming, lyric 
analysis, and 
song-writing 

HGRC and  
Support Group 
Questionnaire 
(researcher-
developed) 

No significant differences 
found for grief or group 
cohesion among treatment and 
control groups. 

Short, 2007 
* 

BMGIM Self-report survey 
by author and 
Mini-mental add 
rest of title 

Participants reported that 
interventions helped them 
notice when they were relaxed 
or not; that they could relax 
when choose to even in 
stressful situation and that the 
images and memories stayed 
with them outside the therapy 
session. 

Strickland 
2006 

Family narrative 
music therapy 
intervention 
(FNMT) 

Family 
Assessment 
Device for adults 
and Children's 
assessment for 
Family 
Functioning 
(CAFF) for 
children under 12 

Trend among family members 
for improvement within family 
functioning.   
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Study Intervention Measurement 
Tool 

Results 

Dalton & 
Krout 2005 
* 

Songwriting Grief Song-
Writing Process 
Scale and HGRC 

Significant difference 
among subjects in the 
experimental group for the 
GPS and HGRC 

Okamoto 
2005 * 

"Music Therapy 
Interventions" 

Self-report tool 
designed from 
several documents. 

There was a significant 
difference in mean scores of 
quality of life between the 
control and experimental 
groups. No other significant 
results were found.  

Creagh 
2004 

BMGIM Grief Experience 
Inventory; Profile 
of Mood States; 
Scale of Cohesion; 
MARI Card Test 

No significant findings for 
quantitative data.  

Hilliard 
2001 

Cognitive-
Behavioral music 
therapy: 
Singing, song-
writing, rap-
writing, rhythmic 
structured 
improvisation, 
structured 
drumming, lyric 
analysis, and 
music listening. 

The Behavior 
Rating Index for 
Children 
(BRIC) used in 
home and school; 
Depression Self-
Rating Scale 
(DSRS); The 
Bereavement 
Group 
Questionnaire 
for 
Parents/Guardians 
(BP)  

Significant difference 
among subjects in the 
experimental group for the 
BRIC in the home 
environment and the BP. 
No statistically significant 
differences with mean scores 
for the DSRS.  

* Indicates significant findings    HGRC = Hogan Grief Reaction Checklist 
 
  

Of the fourteen studies reviewed, five reported statistically significant findings, 

and one reported no significant changes. Eight studies reported both significant and non-

significant findings. These results are displayed in Table 9. 
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Table 9 
 
Music Therapy Data Results  
      
Significant Findings No Significant Findings Mixed Findings 
Iliya, 2015a 
Short, 2007 

Hudgins, 2007 Hoyle & McKinney, 2015 
Wlodarczyk, 2010 

Dalton, & Krout, 2005  Strickland, 2006 
Popkin, et al., 2011  Hilliard, 2001 
Yu & Gallant, 2010  Hilliard, 2007 
  McFerran, Roberts, & 

O’Grady, 2010 
  Creagh, 2004 
   
   

 

Discussion 

This systematic review indicated that music therapy may be an effective 

intervention with adults and youth who are grieving. Thirteen studies reported positive 

findings suggesting that music therapy may positively influence a person’s grief journey.  

Music therapy studies demonstrated an increase in quality of life, the ability to practice 

forgiveness, a decrease in intensity of grief, a change in perceived sadness and an 

increase in perceived relaxation. When considering these positive findings, it is important 

to remember that the quality of the studies reviewed was found to be low and the risk of 

bias relatively high.  

When reviewing the articles, this author noted several interesting details, one of 

which was related to disenfranchised grief. Two music therapy studies acknowledged a 

group of people whose grief is usually ignored or disenfranchised: hospice workers and 

professionals caring for people with cancer. Wlodarczyk, (2010) and Popkin, et al., 

(2011) suggested that music therapy may help not only people in the general public who 

grieve, but also professionals who grieve their clients.   
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 A wide variety of interventions based on various theories were used in the 

fourteen studies, thus reflecting diversity in approaches. Results suggest that active music 

engagement (through songwriting and improvisation) is a treatment of choice with 

persons who are grieving. Perhaps this trend is representative of the prevalent theories 

and approaches to grief, which suggest an increased engagement in the grievers’ new life.  

Regarding group versus individual treatment, there was no evidence to support any 

difference in effectiveness between the two treatment modalities.  

Since only one study did not report any positive findings, it demands closer 

examination. Hudgins (2007) was unable to find statistically significant differences in 

outcomes among the three groups that were studied. There were many notable factors in 

the study that may have affected the outcomes. For example, seven people dropped out of 

the study, and no reason is given for these occurrences. However, Hudgins concluded that 

the lack of statistically significant results might be attributed to the effects her 

interventions had on participants’ emotional states. Her study also lacked statistical 

power, and so a closer examination of a grief group’s process needs to occur. 

Future Research 

 Although this systematic review sheds light on the use of music therapy with 

grievers, many topics in this area require further exploration, specifically the 

phenomenon of adult grief. Most bereavement departments associated with hospices 

serve mainly adults, yet only six of the fourteen studies examined adult grievers 

(excluding the two studies focusing on professional grief). Additional research should be 

conducted with larger samples of adults regarding their unique needs for support as they 

grieve.  
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Although two studies acknowledged disenfranchised grief, there is still much to 

be learned from this population of grievers, and there are several unique sub-populations 

of grievers who have not been studied at all. For example, this researcher found no 

studies about grief involving children under the age of five or with individuals with 

mental health issues such as schizophrenia. Music therapists often work with people with 

dementia, and certainly people with dementia grieve; yet no data exist to represent how 

music therapy could treat this unique type of grief. Other populations of grievers who 

could be considered disenfranchised and whose needs require further investigation 

include members of the Gay/Lesbian/Transgender/Bisexual/Questioning community and 

people who are grieving due to a suicide.  

There continues to be a need for foundational research regarding grief and music 

therapy.  How do grievers naturally use music to cope with grief? How does the act of 

being musical influence grievers’ perceptions of their grief? Researchers and clinicians 

alike need to understand what factors may influence a person’s grief. For example, 

currently, there are no quantitative music therapy studies examining the relationship of 

culture or spirituality to grief, both of which may heavily influence an individual’s grief 

process. 

Similarly, little attention has been given to determining what types of treatment 

are indicated for various members of this large and diverse population. What factors 

influence the choice of intervention? What factors determine whether individual 

intervention or group intervention is indicated? Likewise, it is important to understand 

where a person is in the grieving process. Therefore, when designing research, it is 

important to accurately time the outcome assessments, as there can be periods of deep 
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distress during the healing process. Finally, there is a need for reliable, valid and widely 

used assessment instruments both within and outside of music therapy.  

 More rigorous research with high-quality design and low risk of bias needs to be 

conducted in all areas within music therapy. Even though the music therapy research 

included three RCTs, increased use of this design would contribute substantially to the 

current body of literature and allow for better understanding of the outcomes of music 

therapy on grief. More comparison studies of different types of grief interventions, 

formalizing music therapy protocols, specialized music therapy methods, timing (within 

the grief process) and dosage of interventions are also needed.  Studies are needed that 

allow for reexaminations of the various sub-groups of grievers such as disenfranchised 

grievers who could possibly benefit from music therapy and other creative arts therapies.  

Qualitative and Clinical Review 

Need for Qualitative Research 

 The first part of this chapter, a systematic review of the quantitative literature, 

focused on interventions, outcomes and the effectiveness of music therapy with grievers. 

Equally important are qualitative and clinical aspects of music therapy with persons who 

are grieving. Thus, the second half of this literature review will explore clinical 

descriptions, ideas and qualitative research related to music therapy and grief.  

Music Therapy with Grieving Youth and Professional Caregivers 

 Music therapists have contributed significantly to the knowledge and 

understanding associated with grieving children both within and outside of hospice 

bereavement programs.  Much of this literature is based upon work with groups. One of 

the first articles published about grieving children and the use of music therapy was 
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written by Ryan (1994), who described her six weekly music therapy and expressive 

therapy children’s grief group sessions. She shares her group structure, her beliefs about 

the role of music in transforming grief and “general guidelines for music intervention 

planning” (p. 46).  

Other guidelines were published by Register & Hilliard (2008) in an article that 

described music therapy interventions and cognitive-behavioral foundations of the music 

therapy approach used in Hilliard’s quantitative studies (Hilliard, 2001, 2007).  In 

contrast, Roberts (2006) described a more psychodynamic music therapy approach that 

enabled bereaved children “to explore and express grief by singing their stories” (p.18). 

She described four styles of songwriting that she found to be useful in her work with 

children and adolescents. 

McFerran (2011) described the many benefits of music therapy for grieving 

children. Uses of music therapy included music as a resource outside of a music therapy 

session, formal music therapy sessions, music therapy workshops, and the role of the 

music therapist in consulting with other professionals. She also stated that music therapy 

may “provide direct support with a preventive or treatment orientation” (p. 20) when 

considering complicated grief issues.  Additionally, she stressed the relevance of using 

many different music experiences, such as songwriting, improvisation, listening and 

playing. These beliefs were further elaborated upon in the McFerran & Roberts’ (2013) 

article that analyzed lyrics written by grieving children and how they could express their 

world in songs.  

In the McFerran & Roberts (2013) study, a seven-step songwriting procedure was 

developed and implemented. This music experience enabled participants to be directly 
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involved in creating all aspects of their songs. Inductive and deductive content analysis 

strategies were used to analyze the data from the songs. Patterns relating to participants’ 

ages emerged within the songwriting process. Eighteen of the forty-nine songs directly 

addressed grief. Analysis of song lyrics demonstrated that participants wrote lyrics in 

thirteen different categories. These are listed in order from most prevalent to least: 

people, actions, linking words, time, feelings, death, animals, other things, questions, 

wishes and wants, places, events and sensory. Further analysis revealed that the 

participants wrote lyrics using ego-centric language and concrete concepts. The results 

also demonstrated developmental differences in how youth write songs. 

While group music therapy is a more common method of working with grieving 

children, there are examples in the literature of individual music therapy. Burke (1991) 

described a case study that portrays creative music therapy with a grieving four-year-old 

boy after the sudden death of his father. Along with improvisation, Burke used 

songwriting and drawing as a way to help the child connect, reflect and heal. In a less 

detailed description, Mondanaro (2005) describes assessment, treatment, and 

developmental stages of pediatric bereavement in relationship to his work as a child life 

specialist and music therapist. 

There are several articles in the literature concerning music therapy with grieving 

adolescents. Most of the studies, again, involve the use of group music therapy. The 

primary music method used, in all of these studies, was songwriting. Dalton and Krout 

(2006) described an intervention named “the Grief Song-Writing Process” with bereaved 

adolescents. They analyzed songs written by bereaved adolescents and processed them in 

individual sessions. The authors recommend using their approach with groups and within 



	 47	

a seven-session time limit.  Their descriptive analysis of lyrics yielded five themes: 

understanding, feeling, remembering, integrating, and growing. The results demonstrated 

the participants’ ability to find support creatively in songwriting.  

McFerran, Roberts & O’Grady (2010), and McFerran (2010) used qualitative 

research methods to describe how music therapy groups may be helpful for bereaved 

teenagers. They built upon existing music relationships to help the adolescents find 

connectedness and emotional expression within a support group. During the focus group 

interviews, the participants discussed differences between the ways their friends, family 

and the school system responded to their grief, in contrast to their experiences within the 

group. Participants shared the results they perceived as coming from the music 

experiences. 

Adding a unique element to grief, McFerran & Hunt (2008) described three 

research projects that employed a range of research approaches to investigate the benefits 

of music therapy as support for youth experiencing both bereavement and migration. 

From each project, “a greater understanding was achieved regarding the ways that 

students and teachers were interested in using music therapy to address grief issues in the 

school community” (p. 51). The first project demonstrated how the youth wanted to 

experience a sense of control within the research as a response to their grief and loss of 

control. The second project showed how the youth could only experience control if the 

school staff supports them. Finally, the third project revealed that even within a 

supportive school, the youth’s first priority was to work through their own grief, with the 

concept of improving community understanding of grief and loss holding much less 

importance. 
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Schwantes, Wigram, McKinney, Lipscomb & Richards (2011) described the use 

of a culture-centered approach to working with Mexican migrant farmworkers who were 

grieving the sudden deaths of two coworkers. The clinical example demonstrated a 

specific form of song writing that incorporated participants’ culture and resulted in a 

recording of their music. Recommendations of incorporating a culture-centered approach 

to song writing with grievers were shared. 

Most recently, Fiore (2016) examined the lyrics of songs written by youth during 

a bereavement camp. Five themes emerged over the groups of child, tweens (ages 10-12) 

and teens. The content analysis revealed two themes that were present in all three groups: 

memories and emotional connections. The tween group also had themes including 

adaption to loss and questions. Similarly, the teen group had a theme of adaption to loss 

and a theme of value of relationships.  

Sekeles’ (2007) book is dedicated to the topics of grief and death. When focusing 

on grief, she wrote about the cultural relationship of music to grief in Israel, aspects of 

professional grief experienced by music therapists, and complicated grief in music 

therapy practice. Three chapters described complicated case examples of children’s 

mourning, three chapters addressed complicated cases of grieving adults, and one chapter 

described professional grief, including her own grief associated with clients’ deaths. Her 

book demonstrated the need for incorporating clients’ relationships to music and to 

individualize treatment as much as possible to reflect each person’s grieving needs. 

Bruscia (2012) compiled previously published clinical and research case studies 

associated with bereavement work. Sekeles contributed four chapters from her 2007 

book. In the compilation, three of the case studies concerned children and adolescents, 
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while the other five related to adults. Only one case study was associated with a hospice 

organization.  

Music Therapy with Grieving Adults in a Hospice Program 

Music therapists have been providing grief counseling to adults through hospice 

bereavement programs since the 1980s (Loyst, 1989). Although these services have 

existed for over thirty years, there is very little literature about adult grief and music 

therapy within a hospice organization. The earliest writing regarding music therapy and 

adult grievers in a bereavement program is from the 1989 book The Next Step Forward: 

Music Therapy with the Terminally Ill edited by J. Martin; this book documented the 

early uses of music therapy in adult bereavement work. There are two chapters in this 

book, those by Curtis (1989) and Loyst (1989), that demonstrate how grief was viewed at 

that time and how music therapy was used within bereavement programs. Curtis (1989) 

described seven areas to assess when considering the griever’s risk for what was labeled 

as “maladaptive coping” (p. 27). She categorized the maladaptive coping as high, 

questionable, or low. The term, maladaptive, comes from the Fleming Model of Grief 

Responses, an outdated theory that labels the griever as adaptive or maladaptive with the 

goal of “emancipation from the deceased and reintegration into society” (p. 27).   

However, since the time that this book was published, the body of literature regarding the 

domains of grief has grown. While many of the areas of assessment Fleming (1986) listed 

are still considered important factors, some are not. For example, the relationship 

between the griever and the deceased is still considered an important factor in the grief 

journey, whereas the “occupation of the principal wage earner” (p. 28) is not. Curtis 

(1989) h shared her views concerning the role of the music therapist in grief work. She 
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stated music therapists should have contact with the griever prior to the death in order to 

complete a risk assessment, to participate in memorial services, and to facilitate stress 

management for hospice staff.  

In his chapter, Loyst (1989) described the bereavement support program on the 

Palliative Care Unit of The Riverdale Hospital, which began in 1983 and was made up of 

volunteers, including a music therapist. The entire program consisted of a “condolence 

letter, memorial service, telephone calls (sometimes visits) and a card on the anniversary 

of the patient’s death” (p. 56).  He discussed the needs of bereaved clients and based 

those needs on Worden’s four categories of grief: feelings, physical sensations, 

cognitions, and behaviors. These four categories are also a reflection of the concepts 

current at the time of publication. Loyst (1989) addressed aspects of grief, such as grief 

due to a sudden death, the type of relationship between the griever and the deceased, and 

the griever’s mental health. He provided a detailed description of songs used in memorial 

services and how they facilitated the grief process. He also discussed other music therapy 

techniques that might address a grieving person’s needs, including lyric analysis, music 

listening, encouraging clients to attend concerts, and songwriting to express emotions 

associated with grief. Loyst stressed the necessity of tailoring interventions to meet the 

griever’s needs while acknowledging the client’s musical preference and background.    

More recently, Krout (2005) described ways in which hospice music therapy 

programs may support bereavement programs by providing one-time music therapy grief 

groups. He stated that his one-time music therapy groups could be beneficial whether the 

griever is adapting healthily to the death or adapting in complicated ways. He also 

acknowledged that some grievers seek help from bereavement programs to gain 
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reassurance that their grief is normal. He stated that since his groups were designed for 

any griever to attend, they may be used to assess the griever’s need for in-depth grief 

counseling. Krout also described an interdisciplinary approach between the music therapy 

program and the bereavement programs based on a one-time structured grief group using 

the V.I.N.E principle: Validate, Identify, Normalize and Express. Here, he discussed four 

composed songs that he used as metaphors for grief.  He emphasized the intended 

meaning of the lyrics of the composed songs, and described how each song was used in 

welcoming the group members, in rituals throughout the program and as receptive music 

experiences. 

 In her doctoral dissertation, Wlodarczyk (2010) studied a single-session music 

therapy group intervention addressing feelings of disenfranchised grief as experienced by 

hospice workers. The music therapy group consisted of three sequential parts: active 

music making, a songwriting activity and discussion, and a grief ritual. Results of a 

thematic analysis of participant-written songs for the experimental group revealed eleven 

themes that reflected negative and positive aspects of hospice work. Those themes 

included:  

• Reflections on patients’ deaths  

• Participants’ sadness/loneliness  

• Participants’ weariness/tiredness  

• Participants’ positive coping strategies  

• Participants’ pain/suffering  

• Participants’ shock/disbelief that patient is gone  

• Participants’ gratitude  
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• Participants’ work as fulfilling/meaningful  

• Participants’ anger  

• Participants’ displays of love  

• Reflection on participants’ personal losses    

 Results of the thematic analysis of participant-written messages to patients 

following three message prompts during the grief ritual component of the music therapy 

group revealed many themes: dying with dignity, appreciation of life, patients’ 

compassionate traits, participants’ appreciation of getting to share their patients’ hospice 

journey with them, patients’ positive attitudes, inherent rewards of hospice work, 

patients’ positive traits, patient stories, displays of love between patients and their 

families, quality time shared with patients and observations of patients dying with 

dignity.  Similar to the Krout (2005) article, this study focused on one-time sessions. 

Unique to the study is the attention given to a group of grievers that often are ignored and 

therefore are considered disenfranchised grievers.  

A study conducted by O’Callaghan, McDermott, Hudson, & Zalcberg (2013) 

examined the role of music in the grieving processes of eight bereaved caregivers of 

people who died from cancer. This study included grievers from hospice deaths as well as 

grievers from hospital deaths. Researchers examined the role of music in participants’ 

grief. Music therapy did emerge as an important experience for the participants. Six 

themes emerged: (a) participants recommend music for other people who are grieving; 

(b) music therapy during the dying process may help during bereavement and may help 

promote continuing bonds with the deceased, as some participants’ deceased had received 

music therapy during their dying process; (c) participants experienced positive feelings 
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when musical efforts, such as a concert to benefit a worthy cause, continued the deceased 

person’s legacy; (d) interacting with music or avoiding music can reflect the mourners’ 

process of avoiding or confronting grief as needed by the griever; (e) participants 

discussed how musical connections with the deceased can be purposeful or unexpected 

and supportive and/or confronting; and (f) remembering how music enhanced the lives of 

those mourned became a supportive cognitive process.  The authors concluded that music 

was a medium, “to continue their bond and forge new connections with the deceased 

through ongoing memory, image, and sound engagement” (p. 38). They also found that 

the grievers’ relationships with music organically reflected the dual process model 

identified by Stroebe & Schut (1999). This study is helpful as it shows a foundational 

relationship that exists between grievers and music.  

While not working directly with a hospice, Broad (2014) researched the feasibility 

of using music therapy, with mothers who experienced a stillbirth or a miscarriage, with 

an organization that supported bereaved parents. The results from her semi-structured 

interviews suggest that newly bereaved parents would be open to using music therapy as 

a support system.  The participants expressed interest in using music therapy if 

undergoing another pregnancy, for coping with long-ago grief and to interact with current 

grief support services.  

Iliya (2015a) used a mixed-method approach to examine the effectiveness and 

experiences of music therapy with adults who have complicated grief and mental illness. 

The treatment music therapy group used imaginal dialogue, where the participant would 

sing improvised imaginal dialogues with the deceased. Music therapy was compared to 

standard care. Qualitatively, she examined categories and themes found in music therapy 
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with this population and how their experience fits into Worden’s model of grief therapy. 

The following themes emerged from transcripts of the session and music experiences she 

facilitated: (a) accepting the reality of the loss (Task I of mourning); (b) emotional 

expression (Task II of mourning); (c) adjusting to a world without the deceased (Task III 

of mourning); (d) finding an enduring connection with the deceased (Task IV); (e) 

symptoms of mental illness and substance abuse; and (f) the therapeutic relationship. She 

discovered that symptoms of the participants’ mental health manifested in their grief, that 

talking was important, that feeling connected to the deceased was dependent on their 

sobriety, that the participants felt that they continued to disappoint their loved one and 

that the therapeutic relationship was important in helping the participants grieve. 

Participants also felt interpersonally connected to the music and never refused to 

participate in any of the music experiences or the improvised imaginal dialogue. They 

also identified singing as more helpful and beneficial than talking about their feelings.  

In 2015, the book, Using Creative Therapies to Cope with Grief and Loss was 

published. Three chapters explore the use of music therapy with grievers. Heiderscheit 

(2015) shared a case study on the use of Bonny Method of Guided Imagery and Music 

(BMGIM) with a thirty-two-year-old client named Paul. Ten BMGIM sessions were used 

to assist Paul in addressing his unresolved grief associated with his father’s sudden death 

from a car accident that also injured Paul and another sibling. Images of his father aided 

in Paul confronting his fears and in discovering a sense of empowerment. After his 

BMGIM sessions he shared his process and grief with his spouse and eventually he was 

able to incorporate his new-found meaning of grief work into his own job as a pastor.  
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Demaine (2015) explored the use of group music therapy with children who are 

grieving. She discussed the unique needs of children, related literature and then shares 

interventions and considerations from her own practice. She described the bereavement 

program and structures used in alignment with the local school system. Sessions occurred 

once a week for ninety minutes. Half of the meetings used a closed group model and the 

other half used a drop in/open model. She highlighted the use of music rituals, such as 

starting the session with the sound of a Tibetan singing bowl. She discussed the role of 

music in the group and goals for the group. She explored the following interventions: 

songwriting, lyric analysis, shouting grief feelings, musical journey, drawing and 

drumming, music games, music and relaxations, stories with musical instruments and 

musical heartbeats.  

Iliya (2015b) discussed her recently developed intervention of vocally improvised 

imaginal dialogue. This intervention was based from Austin’s (2008) vocal 

psychotherapy model, other psychodynamic techniques and Gestalt psychotherapy’s 

empty-chair technique.  In this intervention, clients vocally warm up, find two chords to 

vamp between on the piano and then are encouraged to create music that sings directly to 

the deceased, to imagine what the deceased would hear and to then switch chairs and 

respond vocally as the deceased. Moving between the two roles continues until the music 

ends organically. Verbal processing then occurs as the client attempts to make sense of 

the experience and uncover emotional material and insights. Iliya (2015b) also discussed 

how this intervention could be adapted to a group model. The chapter ends with a review 

of her pilot study and a case study. 
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Most recently, Clements-Cortes and Klinck (2016) wrote a book about music 

therapy during the dying process and music therapy with grieving adults associated with 

a Canadian hospice program. The first half of the book focuses on the dying process and 

the various roles of music therapy. The second half of the book focuses on bereavement 

issues within music therapy and is compiled over five chapters. The second half of the 

book includes a review of the literature, which focused on group work, described creative 

techniques and research. Three chapters described three case studies of participants 

whose husbands died, and their journey attending a music therapy bereavement research 

grief group. The case studies shared insights centering on projective methods, on 

identifying and expressing grief, on finding meaningful reconstructions, on the 

techniques of clinical improvisation, song discussions, lyric analysis and music-listening 

experiences. 

The last chapter in the book discussed a music therapy bereavement group model 

for adults. The theoretical bases of Creative Music Therapy, Group Analytic Music 

Therapy and Aesthetic Music Therapy were incorporated into the foundation of this 

model. The chapter included a description of how the group incorporated these beliefs 

into the group model and how they related to bereavement issues. Special attention was 

given to music therapy strategies such as opening music rituals, clinical improvisation, 

musical and verbal check-ins, songwriting, lyric analysis, music and imagery, group 

singing, song-sharing, music-listening/listening journal, intentional playlist and weekly 

themes (Clements-Cortes & Klinck, 2016). 

The chapter concluded with a description of a qualitative research study that 

described the experiences of adult grievers participating in the music therapy 
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bereavement group model for adults. Three people participated in the research, which 

were the case studies described earlier. Results gave insights into the effect of music on 

expressing grief, increasing coping skills and informing future uses of bereavement music 

therapy. A holistic view of the phenomena of the group emerged in the data supported by 

three themes: (a) “Honoring the relationship” through musical memories and relationship 

continuation; (b) “Similarly unique journeys” navigating the rollercoaster of grief; and (c) 

“Validation” through projection onto music and honest self-expression.  The study 

concluded that group music therapy is beneficial for grieving adults, that “a mixed 

methods approach is appropriate and valuable for providing a variety of creative 

opportunities” (p. 186) and that a topic-based program provides structure that is 

comforting and safe (Clements-Cortes & Klinck, 2016).  

Grief Choir 

One other article was published regarding bereavement music therapy for adult 

grievers within a hospice program. Wilkerson & DiMaio (2013) described a grief group 

intervention, referred to as the grief choir, they designed and facilitated for three years. 

The grief choir was a performance-based, newly created music therapy intervention. The 

article described the structure and theoretical emphasis of the choir, as well as a case 

study examining the process of one individual.  

This researcher co-wrote the article describing the grief choir and co-founded the 

grief choir. The theoretical foundation and structure of the grief choir will be examined 

in-depth. To better explain the process of the grief choir and for the sake of clarity, the 

voice of the writer will move from third person to first person. Also, people who joined 

the grief choir are referred to as members instead of clients to recognize the choral 
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connection. The section describing the grief choir begins with a poem that helped inspire 

the group. 

There is a Brokenness  
 

by Rashani Réa 
 

There is a brokenness out of which comes the unbroken. 
A shattered-ness out of which blooms the unshatterable. 

There is a sorrow beyond all grief 
Which leads to joy. 

And a fragility out of which depth emerges strength. 
There is a hollow space 

Too vast for words 
Through which we pass with each loss, 

Out of whose darkness 
We are sanctified into being. 

There is a cry deeper than all sound 
Whose serrated edges cut the heart 

As we break open to the place 
Which is unbreakable and whole, 

While learning to sing. 
 

Grief Choir Foundations 

Four and a half years ago a music therapy co-worker, Anne Wilkerson and I 

designed and facilitated a grief choir. The grief choir met weekly for one hour and for a 

duration of three years. In co-designing and co-facilitating the grief choir, Anne and I 

drew from several theoretical approaches and models regarding grief and the clinical 

practice of music therapy. Our music therapy practices were grounded in humanistic and 

existential theory and we allowed these principles to guide our development of the grief 

choir. We created opportunities that allowed each member to explore the meaning of his 

or her grief, and we facilitated music experiences that potentially enhanced each person’s 

ability to grow.  
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Anne and I worked with a member’s resources (Rolvsjord, 2004), music entity 

(Nordoff & Robbins, 2007), community (Stige, 2002), and ability to engage his or her 

musical capacity (Aigen, 2005). We viewed each griever as a person with strengths 

(Rolvsjord, 2004). We operated from the principle that a person’s inner self was able to 

find meaning in music (Robbins & Robbins, 1991). We also believed that grievers, like 

most people, need to belong somewhere to someone (Ruud, 1998). While we worked 

with people who were viewed as grieving, in truth, we worked with people who were 

engaged in a normal part of life.  

In the grief choir, part of the healing and power was in the community experience 

of aesthetics. For example, the choir performed at a day facility for adults with dementia, 

where members demonstrated their musicality, hard work, and aesthetic values. Staff 

members at the facility and some of the residents gave many positive comments and 

feedback concerning that performance. 

In the grief choir, members became a part of their own grief community and the 

greater community in which they lived. They connected to fundamental realities that 

existed outside of their individual world and took part in something larger (Aigen, 2007). 

These connections were especially true in grief as members moved from centering on 

their own grief, pain, and needs to experiencing a life beyond themselves. In other words, 

they became more involved in their new lives.  

In the grief process, transformation is unavoidable, because it occurs due to 

someone else’s death. Yet the potential for change, for development, and for growth can 

be profound. We believed that all of these changes occurred within the music experiences 

of the grief choir. 
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Broad appreciations of aesthetic values were incorporated into the grief choir. 

Aesthetic music properties included the artistic process, which was concerned with 

“appreciation of beauty either in the music itself or any realm of life to which the music 

refers” (Bruscia, 1998, p. 134). Anne and I believed that aesthetics were a part of every 

griever’s life. 

At the beginning of the planning period of the grief choir, we had to name the 

group. By naming the group simply the “grief choir,” Anne and I were communicating 

that we believe a choir can help heal broken hearts, saddened bodies, and lost minds.  

In selecting and adapting music and music interventions for the choir, we 

considered two models of grief processing. The first was Rando’s (1993) “Six ‘R’ 

Processes of Mourning,” which proposes that grieving individuals must complete specific 

processes in order to re-orient successfully to the deceased, to the self, and to the external 

world. We also drew from Stroebe and Schut’s (2010) Dual Process Model of Grief 

(DPM), which suggests that grieving is a dynamic and oscillatory process in which a 

grieving individual at times confronts and at other times adapts the different tasks of 

grieving.  

Goals of the Grief Choir 

The primary goal of the grief choir was to create and perform music related to 

grief. Secondary goals included helping members learn how to sing, which included 

understanding technical aspects of using the voice as an instrument, learning how to 

express emotions through singing and learning the various tones within one’s voice. 

Another secondary goal was using the voice in a choir setting. The ability to sing in a 

choir included listening to other members’ voices, integrating aesthetic properties of 
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music through the voice, and finding the motivation to sing within a section and during 

solos. Members of the choir learned how to cope with grief while singing their grief.  

Another goal entailed honoring their loved ones who have died, through music. 

Anne, a music therapy intern and I wrote a song for the choir. In this song, each choir 

member would sing the name of the person for whom they were grieving. Other means of 

meeting this goal included encouraging members to bring in a song for the grief choir to 

listen to or sing that would honor the person who died. Many members responded to this 

invitation and several songs that members brought in were arranged for the choir.  

Performing music was an important aspect and goal of the choir.  Yet this goal 

needed listeners. The goal was directly related to community music therapy and spoke to 

how the choir could help the community in which we all lived. The choir performed at 

various places throughout our community, including concerts with other musicians, a 

low-cost housing complex, memorial services, an adult day facility, and most importantly 

to the choir, our hospice’s inpatient unit. These performances became agents of change 

for the choir and for the community. 

Community Performance as an Agent of Change 

Because society does not always view grief through a realistic and understanding 

lens, the grief choir had the opportunity to educate its community. For example, the grief 

choir was invited to perform for a local, low-income apartment complex. While the 

director of the complex was discussing details, she asked me, “What name should I put 

on the flyer?” When I responded, “The Grief Choir,” the director asked for a different 

name, saying, “That is too sad, and no one will show up.” This created an opportunity for 

me to educate the director about the scope of grief and to share with her our belief that 
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grief should not be ignored or disguised. I was confident that most of the residents had 

experienced grief and perhaps could find comfort from the grief choir. I discussed how 

grief is sad, but how it can also be beautiful, peaceful and joyous. I explained how the 

music could normalize the grief journey for her residents, and the director was accepting. 

The director used the name of our choir and people did show up for the performance.  

Grief Choir Interventions 

Individuals who desired to join the grief choir completed a comprehensive grief 

assessment with a qualified grief counselor to demonstrate his or her appropriateness for 

group membership. The assessment also determined if the participants were utilizing 

appropriate resources to address any external (i.e., non-grief-related) needs, for example, 

the use of a community therapist if there were other mental health issues. Upon referral to 

the grief choir, the individual was contacted by Anne or myself. We gathered additional 

information regarding the person’s musical background (e.g., whether or not he or she 

could read music). We also took the opportunity to build rapport with the person and 

provide information about the nature of the choir, as it was an unfamiliar group setting 

for many people. 

Most sessions began with a “check-in,” at which time members verbally shared 

recent events, thoughts, feelings, and experiences related to their grief processes. 

Following the check-in, the music therapist at the piano led the group in vocal-warm up 

exercises, which served to transition from speech to musical expression, to warm up the 

body and the voice, to provide practice in taking care of one’s body, and to explore the 

many sounds of grief.  The group continued with music experiences designed to address 

the immediate needs and goals of the group. 
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One type of music experience used in the choir was the introduction and rehearsal 

of songs arranged by the music therapists for the choir.  Some songs are chosen because 

they reflect one or more of Rando’s (1993) stages of grief; other songs were requested by 

a group member. A song was specifically chosen by Anne or I to address the therapeutic 

needs identified within a particular stage of grief.  Through learning and rehearsing the 

song, members explore the meaning of the music, the song lyrics, and how the experience 

could apply to their own grief processes, and they may have identified and expressed 

emotions elicited by the song.  While learning and rehearsing music, the members were 

learning about aesthetics and how to create something beautiful. 

A second type of music experience used in the choir was group vocal 

improvisation.  Some improvisations were structured, focused around a particular theme, 

while other experiences were vocal non-referential improvisations (Bruscia, 1998) where 

the members spontaneously created vocal pieces both with and without lyrics, using 

whatever sounds (and words) came to them in the moment. Improvisation provided an 

avenue of musical expression for the wide range of emotions experienced in grief, such 

as sadness, loneliness, anger, regret, and longing. This music was a drastic change from 

the structured learning and rehearsing of composed music. Improvisation also aided in 

identity formation, as members were both reconnecting with themselves and 

incorporating new roles and realities into their identities.  Developing (or rediscovering) 

the capacity for interpersonal intimacy was also an important task for members, as there 

might have been a lingering fear of or resistance to forming close bonds with others and 

risking once again a loss of that intimacy.  Improvisation naturally encourages risk-taking 

and forms bonds among those taking part, as it requires sharing sounds (and perhaps 
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emotions) with others that are unique and personal, and it encourages listening and 

receiving others’ expressions of themselves.  The dynamic interplay among group 

members revealed their self-expression, aesthetic listening to each other, supporting each 

other, adjusting and adapting to the group “sound,” and the capacity for compassion and 

empathy, all of which were essential social and group skills. Lastly, improvisation 

encouraged creativity, expressive freedom, spontaneity, and playfulness, characteristics 

that many grievers desire to rediscover and nurture in themselves. 

Songwriting became a part of the group process as members desired to find their 

own lyrics to describe their grief. While many pre-composed songs represented various 

aspects of grief to which the members could relate, none completely signified their 

unique needs and their personal grief processes. Just as each grief journey is unique, so 

too is the grief choir journey.  The grief choir wrote the following words to a beautiful 

and familiar melody. 

The Grief Choir Anthem 
 

When I speak out, I know I’m heard. 
When I cry out, I know I’m safe. 

In our choir, we all can share. 
When I share, I know they care. 

When I breathe in, I breathe in peace. 
When I breathe out, I breathe out love. 

 

The last two lines of this song are from the original song, When I Breathe In, by Sarah 

Dan Jones © 2001. The original piece was introduced to the choir by one of its members 

who found the song through her religious organization. While the original piece of music 

was used often by the local Unitarian Universalist organization, the group decided the 
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melody, harmony and round style also suited their needs. The choir asked for their song 

to be called The Grief Choir Anthem. 

Summary of the Grief Choir 

 Towards the end of the three-year run of the grief choir, they performed for a 

community class on death and dying. The choir began by warming up their bodies and 

voices. Through an improvisation, the choir warmed up their musical connections to each 

other and their ability to be heard. As a group, they chose the music they wanted to share, 

which were the pieces “Feet Can’t Fail Me Now,” “Anam Cara” (which means “Soul 

Friend”), “Memories of You,” and “Morning (Mourning) has Broken.” The acoustics 

were live, and the room was intimate. As the choir progressed through the music, there 

were experiences of joy, longing, sadness and hope. The audience listened intently, 

tapped their feet and wiped tears from their eyes. The choir members were proud of the 

music they created and shared. The audience learned from the choir through the music 

and through the stories shared by the grief choir. As one grief choir member shared with 

the people attending the class, “I had never sung in a choir before, but now I find that 

singing in a choir is an important part of my life.” 

 This example demonstrated the healing power of the grief choir. A group of 

people, who were “unbroken,” found each other and themselves in music. Their bodies 

and voices connected through the music of their hearts. Not only did they discover new 

parts of themselves in the music, but they also found the courage to share their beauty 

with others. The grief choir offered unique challenges and opportunities to its members 

and its community. It was a place in the grief journey where aesthetics and healing 

merged and created a path. As the members learned about their grieving voices, they 
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learned about music and performance. They realized that there was a brokenness from the 

grief and an un-brokenness within them.	Their voices cried, cries that were deeper than 

all sound, but those same voices learned to sing.   

Discussion of Literature 

 The literature thus far on music therapy gives some support for the effectiveness 

of music therapy in grief work, but these studies, even when considered as a whole, 

suggest that more rigorous research is needed, as the risk of bias in studies was high. 

Although songwriting has been used often, a variety of music therapy interventions were 

typically used in the previous studies. Also, the number of sessions provided varies 

widely. There is no consensus on how much music therapy is needed to help those who 

are grieving.  There is also a need for additional music therapy interventions, such as the 

grief choir, to be developed and tested.  At the same time, individual authors have made 

recommendations for music therapy and grief work with children and adults, and there 

have been some qualitative studies that have included the experience of bereaved children 

and adolescents in music therapy treatment. Yet there are few qualitative studies that 

have examined the experience of adult grievers in music therapy. 

 Measurement tools are needed in research, yet these tools may not completely 

measure all aspects of a grief experience. Therefore, it is important to gather input 

directly from the clients. However, several articles are written from the clinicians’ point 

of view. The O’Callaghan et al., (2013) study specifically focuses on participants’ points 

of view. Similarly, McFerran and Hunt (2008), and McFerran, Roberts & O’Grady 

(2010) incorporated focus groups into their research to give voice to the participant’s 

perspective. McFerran and Campbell (2013) stressed the need to interview adolescents, 
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and they described eight topics for shaping such interviews. Only one article reflected the 

perspectives of adult participants who experience group music therapy for their grief 

(Clements-Cortes & Klinck, 2016).  

 An examination of the effectiveness of a grief choir needs to occur, and a more 

holistic view of the grief experience needs to be explored as well.  The purpose of the 

current study was to test the effectiveness of a treatment grief choir as compared to 

standard care grief group interventions on participants’ perceived grief, coping, energy, 

social support, and health and to examine the experiences of those participating in the 

grief choir. For the purpose of this study, grief is defined as the experience caused by the 

death of someone (Rando, 1993). Coping refers to an effort to solve personal and 

interpersonal problems in order to try to master, minimize or tolerate stress and conflict 

(Weiten, Dunn & Hammer, 2015). Energy is defined as, “the strength and vitality 

required for sustained physical or mental activity” (Oxford Living Dictionaries, n.d.). The 

World Health Organization (1946) states, “Health is a state of complete physical, mental 

and social well-being and not merely the absence of disease or infirmity.”		

Quantitative Research Questions 

Research Question 1: What are the effects of participation in a treatment grief choir 

versus standard care grief group on participants' grief scores? 

Research Question 2: What are the effects of participation in a treatment grief choir 

versus standard care grief group on participants' coping scores? 

Research Question 3: What are the effects of participation in a treatment grief choir 

versus standard care grief group on participants' energy scores? 
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Research Question 4: What are the effects of participation in a treatment grief choir 

versus standard care grief group on participants' perception of social support scores? 

Research Question 5: What are the effects of participation in a treatment grief choir 

versus standard care grief group on participants' health scores? 

Qualitative Research Questions 

Research Question 6: What was the meaning and experience of being in a treatment grief 

choir? 

Research Question 7: What was the meaning and experience of being in a standard care 

grief group? 

Integrated Questions 

Research Question 8: Can the qualitative data be used to explain the quantitative data? 

Are these two types of data similar? If not, what are the notable differences?  
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CHAPTER 3 

METHODS 

  This chapter is presented in two sections. The first section begins with a rationale 

for a sequential explanatory mixed-methods design, followed by a description of the first 

phase of the research. The first phase includes ethical approval, participants, measures, 

recruitment and procedures for the quantitative aspects. In the second section, an 

explanation for the qualitative component is given outlining existential phenomenology, a 

rationale for use of focus groups, recruitment, ethical approval, procedure and the focus 

group questions are shared. 

Research Design Rationale 

 Mixed Method Research (MMR) was defined as research where, “a researcher or 

team of researchers combines elements of qualitative and quantitative research 

approaches (e.g., use of qualitative and quantitative viewpoints, data collection, analysis, 

inference techniques) for the broad purposes of breadth and depth of understanding and 

corroboration” (Johnson, Onwuegbuzie, & Turner, 2007, p. 123). When compared with 

single method approaches, it was argued that MMR provides a more complete and deep 

understanding of the subject under exploration (Van Griensven, Moore, & Hall, 2014). 

After completing a content analysis of MMR studies, Collins, Onwuegbuzie, & Sutton 

(2006) found four types of rationale for using MMR: (a) the engagement and recruitment 

of participants, (b) the assessment and/or creation of an instrument (for example a 

questionnaire), (c) the investigation of an intervention, and (d) the enhancement of 

significance.  
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Bereavement issues are complex. Many elements influence a person’s grief 

experience, and what helps one person may not help another. Because the grief choir was 

a new intervention, having both qualitative and quantitative aspects in the design of this 

research was needed to better understand the effectiveness and experience of the 

intervention. Utilizing a MMR design was a means of examining two aspects of a grief 

choir in order to do justice to the breadth and depth that this research topic required. 

Study Design 

 This research study required a mixed methods approach and a two-phase 

sequential explanatory design was chosen, where the timing was successive (Guest, 

2013). The purpose of the qualitative results was to assist in explaining and interpreting 

the findings of a quantitative study. Meaning, the researcher used the two different 

methods of research to interpret the effectiveness of a grief choir (Creswell, 2003; 

Greene, Caracelli, & Graham, 1989).  

 The study involved a randomized control trial design with qualitative existential 

phenomenology focus group interviews, intended to understand the participants’ 

experience of assigned condition.  

Purpose of Study 

 The primary purpose of this study was to compare the effects and experiences of a 

16-week treatment grief choir and a 16-week standard care grief group on the 

experiences of adult grievers. To accomplish this objective, a mixed methods two-phase 

sequential explanatory design was implemented. The first phase consisted of a 

randomized controlled trial (RCT) that utilized a treatment grief choir and standard care 

grief group, which represents the bereavement standard of care. The second phase 
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explored the participants’ experiences of the grief choir and the verbal processing group 

through existential phenomenological focus group interviews.   

Method: Phase One 

Setting 

 This research study took place in the bereavement department of CarePartners 

Hospice in Asheville, NC from Fall 2015 –Spring 2016.  Asheville is the major city in 

Buncombe County, with a population of about 84,000. Approximately (7,500) people die 

each year in Buncombe County. A total of 238,318 residents live in Buncombe County 

(2015). 

Participants 

Inclusion criteria were as follows: (a) participants were adults over the age of 18 

who had experienced a significant death within the last two years, (b) participants spoke 

English, (c) participants did not receive grief counseling for the current death they were 

grieving, (d) there were no limitations on physical or musical ability, (e) participants 

must be screened during an individual intake session with a grief counselor for group 

appropriateness.  

Materials and Equipment 

 Treatment occurred at CarePartners Hospice in the group room. A full-size 

keyboard was provided for the treatment grief choir. Each grief choir participant was 

given a three-ring binder with music for the choir and other choir materials, such as a 

grief choir vocabulary list that defines common used music language in choirs. The 

researcher used Finale, a music manuscript writing software, to arrange music for the 

choir. Voice and keyboard were the primary instruments used in the grief choir, but small 
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percussive instruments were also included. Other supplies such as tissues, writing utensils 

and paper were available to both groups. 

Ethics Approval 

Both quantitative and qualitative parts of the research were approved through 

Mission Health’s IRB process. CarePartners Hospice, where the researcher worked for 

ten years, is affiliated with Mission Health Services. Once approval was given from 

Mission Health Service, approval was requested and granted at Queens University of 

Charlotte, where the researcher currently works. The proposal was then approved by 

Temple University’s IRB, where the researcher is seeking her PhD in Music Therapy.  

Procedure 

Recruitment 

 Advertisement for the research occurred in two ways. One type of advertisement 

occurred through flyers at local shops and resource centers within the community (see 

Appendix A). The second means of advertisement occurred through a postcard (see 

Appendix B), sent to people grieving within the CarePartners bereavement database. 

These grievers were adults who had been grieving for a minimum of one month up to a 

maximum of two years. A research assistant, who was an administrative assistant where 

the research was conducted, aided with gathering information for recruitment and mailing 

flyers to potential participants. 

Potential participants called the CarePartners bereavement center and scheduled 

an intake appointment with any research assistant who was a grief counselor. These grief 

counselors were trained to screen grievers for appropriateness for grief groups. During 

the intake session, the grief counselor assessed for intruding mental health issues and 
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determined if the potential participant would be appropriate for group treatment. 

Participants not meeting criteria for the study were given community referrals and 

resources that would better meet their needs. Grief counselors were trained by this 

researcher to thoroughly explain the research and gain informed consent from appropriate 

potential participants (see Appendix C).  

The recruitment and intake process took place during one month. At the end of 

the month, participants were assigned to their group and knew the dates and times when 

groups would begin. All groups started at the same week and ended in the same week.  

Ethical Considerations 

Participant anonymity was maintained throughout the research process. 

Recruiting sources and research assistants abided by a confidentiality agreement with 

regard to participants’ identities.  All handwritten notes, computer files, audio recordings, 

and researcher journals were kept in a secure location throughout the research study. 

Identifying information, including participants’ recorded voices on the interview 

recordings, will be destroyed within three years after the completion of the study. 

At the conclusion of the study, all participants had the opportunity to continue 

with grief support services.  Unfortunately, due to administrative issues, no grief choir 

was available, as was originally hoped. However, all participants had the option to 

continue to receive grief support through the CarePartners bereavement department.   

Randomization 

 Once participants were screened and signed consent, a blinded research assistant 

entered the participants’ names into a computer-generated randomization program. 

Assignment occurred through the website randomizer.com, which is a site designed to 



	 74	

randomize participants into condition groups. The site program uses a JavaScript random 

number generator to produce customized sets of random numbers. Each participant was 

assigned a number. This program determined whether participants were assigned to the 

grief choir or to standard care grief group using the numbers assigned to them. 

Participants received a phone call from a research assistant informing them of their 

randomized assignment. Participants and group facilitators allocated to the intervention 

groups were aware of the allocated arm, however, outcome assessors and data analysts 

were kept blinded to the allocation by the help of another research assistant who was a 

volunteer at the hospice. 

Outcome Measures 

The outcomes measured were grief, coping, energy, social support and health. 

Independent variables were the treatment grief choir and the standard care grief group. 

Measurement Instruments and Reliability 

Data was gathered using the following measurement tools: 

• Numerical Rating Scale (NRS) for coping, energy, grief and health (see Appendix 

D) 

 The NRS was a researcher-created tool for participants to quickly self-report their 

perception of their coping, energy, grief and health. Participants would circle a number 

from one to seven for each question. Participants were asked to rate how they were 

coping with their grief in this moment. The number one represented not coping well and 

the number seven represented coping extremely well. Participants were asked to rate their 

energy at this moment. The number one represented no energy and the number seven 

represented full of energy. Participants were asked to rate the intensity of their grief at 
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this moment. The number one represented not intense and the number seven represented 

most intense. Participants were asked to rate their health in that moment. The number one 

represented poor health and the number seven represented great health. A decrease in 

scores related to intensity of grief indicates an improvement whereas an increase in 

scores related to coping, energy and health indicates an improvement.  

• Hogan Grief Reaction Checklist (HGRC) (see Appendix E) 

 The Hogan Grief Reaction Checklist (HGRC) is a 61-item instrument designed to 

measure a variety of reactions within adult grievers (Hogan, Greenfield, & Schmidt, 

2001). While designed to measure grief associated with the death of a child, it has been 

used with a variety of relationships to a deceased, such as death of a spouse or sibling 

(Altimaier, 2011). It is a common measurement tool within the grief literature (Altimaier, 

2011). The six subscales, with Cronbach's alpha coefficient, are Despair, alpha = .89, 

Panic Behavior, alpha = .90, Personal Growth, alpha = .82, Blame and Anger, alpha = 

.79, Detachment, alpha = .87, and Disorganization, alpha = .84 with an internal 

consistency for the total instrument of .90. Participants use a five-point scale to rate the 

validity of each statement associated with his or her grief reaction during the last two 

weeks. Scoring is completed by summing the items in each subscale and a decrease in 

score indicates improvement.  

• Short Form Health Survey-36 (SF-36) (see Appendix F) 

  The SF-36 is a 36-Item Short Form Health Survey. SF-36 is a set of generic, 

coherent quality-of-life measures. It consists of items that present participants with 

choices about perception of their health. These measures rely upon patient self-reporting 

and are now widely utilized by managed care organizations and by Medicare for routine 
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monitoring and assessment of care outcomes in adult patients (Brazier, Roberts, & 

Deverill, 2002).  The SF-36 is reputed for describing the health differences between 

different patient groups and for detecting health changes in populations following 

interventions (Garratt, Ruta, Abdalla, Buckingham, & Russell, 1993). 

 The SF 36 uses eight health scales to measure three aspects of health: functional 

status, wellbeing, and "overall evaluation of health" (Garratt, Ruta, Abdalla, 

Buckingham, & Russell, 1993). For all eight scales, internal consistency measured by 

Cronbach's exceeded 0.80 (Garratt, Ruta, Abdalla, Buckingham, & Russell, 1993). All 

items are scored such that high scores indicate a more favorable health state. 

• Multidimensional Scale of Perceived Social Support (MSPSS) (see Appendix G) 

 The Multidimensional Scale of Perceived Social Support (MSPSS) is a twelve-

item assessment tool for three sources of support: family, friends and significant others 

(Zimet, Dahlem, Zimet, & Farley, 1988). Statements are rated on a 7-point Likert-scale 

ranging from 1 (very strongly disagree) to 7 (very strongly agree) (Zimet, Dahlem, Zimet, 

& Farley, 1988). The MSPSS has a total internal consistencies of Cronbach’s alphas = 

.85 to .91. In addition, the scales have demonstrated strong test-retest reliability over a 2- 

to 3-month interval (r= .72 to .85). Validity has been established through the negative 

association of scores on the MSPSS with scores on measures of depression (Zimet, 

Dahlem, Zimet, & Farley, 1988). A decrease in score indicates a more favorable health 

state.  
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Demographic Questionnaire 

Demographic information was gathered at baseline (see Appendix H). This 

information included age, marital status, ethnicity, spirituality, relationship to deceased, 

current involvement with other choirs and perception of death (peaceful death or not).  

Procedure for Grief Choir Intervention 

The treatment grief choir was a sixteen-week one-hour weekly program. A 

variety of interventions were used during the treatment grief choir. These interventions 

were primarily recreative; however, improvisation and composition were a part of the 

program. The emphasis on the grief choir program was grounded in humanistic and 

existential theory. It also included the principles mentioned earlier in the literature 

review. The format of the sessions was similar in structure and began with: 

1. Completing the numeric rating scale, prior to entering session with 

assistance of a research assistant who volunteered at hospice.  

2. Session began with a “check-in,” at which time participants briefly shared 

recent events, thoughts, feelings, and experiences related to their grief 

processes. 

3. Following the check-in, one facilitator lead the group in vocal-warm up 

exercises, which served to transition from speech to musical expression, to 

warm up the body and the voice, to provide practice in taking care of 

oneself, and to explore the many sounds of grief.   

4. The group continued with music experiences designed to address the 

immediate needs and goals of the group. Group members were asked their 

opinion concerning what they wish to do in the grief choir. Each 
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participant was encouraged to bring in a song that honored the person who 

died. One or more of the following interventions may have occurred 

within each session.  

• Introduction and rehearsal of songs arranged by the music therapists for 

the choir.  The music therapists arranged songs in a manner that reflected 

the range and skills of the grief choir. Each song chosen reflected one or 

more of Rando’s (1993) stages of grief. The music therapists chose songs 

as themes emerged during the group or as a means of introducing a grief 

theme.  A group member may have requested specific songs, such as a 

song that honored the person who died or a song that brought them great 

comfort.  Through learning and rehearsing the song, group members 

explored the meaning of the song lyrics, the music and how the experience 

applied to their own grief processes, and they identified and expressed 

emotions elicited by the song.  

• Group vocal improvisation.  Some improvisations may be structured, 

focused around a particular theme, while other experiences were vocal 

non-referential improvisations (Bruscia, 1998) in which the clients 

spontaneously created vocal pieces both with and without words, using 

whatever sounds (and words) that came to them in the moment. Vocal 

improvisation also reflected theories of grief Rando (1993) and Stroebe 

and Schut (1999).  

• Songwriting was a part of the group process, as participants desired to find 

their own words/lyrics to describe their grief with a specific song. While 
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many pre-composed songs represented various aspects of grief to which 

the participants related, none completely signified their unique needs and 

their personal grief processes. 

5. As each session came to a close, the facilitator let participants know that 

there were five minutes remaining in the group. The last five minutes 

served as a means to close the group session for the day and give 

opportunity for participants to do or say anything they needed to before 

the session ended.  

6. At the end of each session the participants would complete another NRS, 

outside of the group room with the assistance of the same research 

assistant.  

Procedure for Standard Care Grief Group Intervention 

The standard care grief group intervention was also a sixteen-week one-hour 

weekly program facilitated by a research assistant who was a licensed professional 

counselor and grief counselor with the hospice where the research occurred. She has been 

a grief counselor at this hospice for over fifteen years. A variety of verbal interventions 

were used and theoretical foundation was also humanistic-existential.  The format of the 

sessions were similar in structure and began with: 

1. Completing the visual analogue scale, prior to entering session and with 

assistance of the research assistant who worked with the grief choir.  

2. Session began with a “check-in,” at which time participants briefly shared 

recent events, thoughts, feelings, and experiences related to their grief 

processes. 
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3. Following the check-in, the facilitator led the group in discussions of 

universal themes from the information shared during the check-in. Several 

interventions were used during discussions. These techniques may have 

included one or more of the following: 

• Retelling the story of the death using prompts to promote a meaningful 

perspectives; facilitating conversations with the image of the deceased 

either in written forms, such as letter writing, or through verbal dialogues; 

and creating opportunities to reorganize and find meaning in future goals, 

such as attending to current relationships and responsibilities. This list is 

not exclusive, as the facilitator may have had other interventions she was 

comfortable using. 

4. As each session came to a close, the facilitator would let participants know 

that there were five minutes remaining in the group. The last five minutes 

served as a means to close the group session for the day and give 

opportunity for participants to do or say anything they needed to before 

the session ended.  

5. At the end of each session, the participants would complete another NRS, 

outside of the group room with the assistance of the same research 

assistant.  

 Blinded research assistants gathered all data. Each participant completed the 

measurement tools as a pre-test one week before treatment to gather a baseline. The same 

measures were administered to participants after sessions on weeks four, eight, twelve 

and sixteen.   
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The treatment grief choir and the standard care grief group each had sixteen 

weekly one-hour sessions. The participants completed the NRS reflecting their 

perceptions of their coping, energy, grief and health before and after each session. The 

research assistant, who was not a facilitating therapists or researcher, was responsible for 

administrating the weekly NRS before and after each session. At the end of the sixteen-

week treatment, both groups completed a posttest, again administrated by the research 

assistant.  

Data were gathered for both groups during the same weeks. The following 

diagram shows the timing of the data points for each group. The HGRC, SF-36, and 

MSPSS were gathered before week one, week four, week eight, week twelve and after 

week sixteen. The NRS scores were gathered before each session and after each session.  

HGRC       X   |____________X___________X__________X____________| X 
session # 1   4    8  12  16 
 
SF-36       X   |____________X___________X__________X____________| X 
session # 1   4    8  12  16 
 
MSPSS      X   |____________X___________X__________X____________| X 
session # 1   4    8  12  16 
 
 
Figure 1. Data Points for Measurement Tool in Both Groups 
 

Statistical Analyses 

Data were entered into a statistical analysis computer program by the research 

assistants. Dropouts were anticipated. Any data gathered from the dropouts were not 

used.  
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RCT Method of Analysis 

 The design used for the RCT research was a repeat measures pretest-posttest 

design with randomization and a standard care grief group. Alpha level for this study was 

set at α < .05. The primary data analysis approach for this study was a series of two-way 

repeated-measures ANOVA tests.  The between-subjects variable was type of care (grief 

choir versus standard care) and the within-subjects / repeated measures variable was each 

of the grief, coping, energy, social support and health scales measured across five points 

in time (one week before, week four, week eight, week twelve and week sixteen).  The 

grief scale for this study was the Hogan Grief Reaction Checklist (HGRC) and the NRS 

start-of-session and end-of-session grief.  The coping scales for this study were NRS 

start-of-session and end-of-session coping.  The Multidimensional Scale of Perceived 

Social Support (MSPSS) was used for gathering perception of social support. The health 

scale for this study was SF-36 and NRS start-of-session and end-of-session health.  

Energy levels were measured with the NRS start-of-session and end-of-session scores. 

Participants who missed the specific week where the testing was intended to be done (one 

week before, week four, week eight, week twelve and week sixteen), made up testing as 

close as feasibly possible to the originally proposed date. 

Method: Phase Two 

Existential Phenomenological 

 Existential phenomenology aims to understand, “an experience the way that the 

participants know it, to understand the meaning they attach to their experiences, and to 

capture the essence of a phenomenon as they experience it” (Collingridge & Gantt, 2008, 

p. 393). It is based on two intertwining philosophies, that of existentialism and 
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phenomenology (Carmen, 2008). Existential phenomenology became popular during the 

1950s and 1960s (Wrathall, 2006). It is based on the thoughts of Heidegger, Sartre, 

Merleau-Ponty, and other philosophers influenced by them (Wrathall, 2006). “Existential 

phenomenologies have included descriptions of the meaning of being (Heidegger), the 

role of the lived-body in perception (Merleau-Ponty), and skillful coping (Hubert 

Dreyfus)” (Wrathall, 2006, p.31).  This view of qualitative research examines existence 

of a person’s experience within the world (von Eckartsberg, 1998). The focus of 

existential phenomenology is descriptive, so that it leads to an apprehension of the 

objects of research (Wrathall, 2006).  

 Existential phenomenological description aims, by contrast, at staying with the 

phenomenon itself, in order to produce in the reader an understanding of the 

circumstances under which the thing shows itself as it is in itself, rather than an 

ability to recognize the thing from a certain view of or perspective on the thing. 

(Wrathall, 2006, p. 43)  

The end goal of existential phenomenology is to “guide the reader to the practical 

orientation for the world in which the phenomenon can show itself” (Wrathall, 2006, p. 

44).  

 Existential phenomenology research was chosen for its emphases on descriptions 

and meaning. These descriptions allowed for an understanding of the participants’, or in 

the language of existential phenomenology, the co-researchers’, experience of being in 

grief while also being in treatment. “Without first uncovering the experiential foundations 

of human phenomena, our ability to effect positive change may be limited” (Collingridge 

& Gantt, 2008, p. 393). 
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Rationale for Focus Group Interviews 

	 Kitzinger & Barbour (1999) define focus groups as, “group discussions exploring 

a specific set of issues that are focused because the process involves some kind of 

collective activity” (p. 4). The role of the facilitator is to “encourage participants to talk 

to one another: asking questions, exchanging anecdotes, and commenting on each other’s 

experiences and points of view” (Kitzinger & Barbour, 1999, p. 4). The key feature of 

focus groups is the active encouragement of group interaction among participants (Webb 

& Kevern, 2001). 

 Webb & Kevern, (2001) uncovered how benefits from participant interactions 

were rarely reported or discussed in the articles. These findings indicated the need for 

rigorous research methods and reports from the focus group.  Similarly, other scholars 

argued for the use of focus groups. Kitzinger (1995) wrote that: 

The idea behind the focus group method is that group processes can help people 

to explore and clarify their views in ways that would be less easily accessible in a 

one to one interview ... When group dynamics work well the participants work 

alongside the researcher, taking the research in new and often unexpected 

directions. (p. 299) 

 Interactions and conversations between focus group participants can generate 

important data that cannot be found in any other method. Data from focus groups are 

meaningful, and in a direct manner, allow participants to be co-researchers (Stevens, 

1996; Wimpenny & Gass, 2000).   
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Setting, Materials and Equipment 

Interviews occurred at CarePartners Hospice in the group room. A Zoom 

H1special edition hand-held recorder was used to record all interviews. MAXQDA11 

was used to assist in coding the qualitative transcripts. It is software designed for 

qualitative and mixed-methods research. It is designed to help organize and analyze text. 

This software was especially known for its ability to process large-scale interviews.  

Participants 

 All participants from the first phase Randomized Control Trial (RCT) were 

invited to participate in the research focus group. Five participants in the treatment grief 

choir attended a two-hour group interview led by a research assistant. Three of the four 

standard care grief group participants attended a similar interview led by the same 

research assistant.   

 The research assistant who conducted all of the interviews is a master’s level 

licensed social worker. She is also a grief counselor at the hospice where the research was 

conducted. She has been a grief counselor for over twenty years. She has previous 

experience as a group facilitator/interviewer for another research project, not associated 

with this researcher.  

 The research assistant did not have any prior relationship to the treatment grief 

choir participants or the standard care grief group participants. Both groups knew that 

she was an employee at the hospice where the research occurred and that she was an 

experienced grief counselor. In her grief counseling practice, she uses a resource-oriented 

framework, focusing on strengths, individual needs of each person and helping them 

discover their own unique resources within themselves and their community. 
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Validation of Qualitative Research 

 Validation and integrity within qualitative research is important (Aigen, 1996; 

Aldridge & Aldridge, 1996). This researcher followed the Consolidated criteria for 

Reporting Qualitative research (COREQ) as a means of maintaining integrity with the 

qualitative phase of this research, but it is not without limitations. Therefore, a deeper 

look at validation and integrity within qualitative research was necessary.    

 Qualitative research needs concepts such as trustworthiness and ethics (Marshall 

& Rossman, 2011) to be valid. However, it can be those same values that can make it 

difficult to separate out results from the investigator’s bias (Aldridge & Aldridge, 1996). 

The entire experience is described as an “emergent process” instead of a step-by-step 

process, as a “personal process” and as an “inextricably interpersonal process” (Bruscia, 

2005, p. 129). A strength of qualitative research is how it concerns itself with process 

(Aldridge & Aldridge, 1996).  When establishing “credibility and trustworthiness as 

researchers, we need to make explicit our understandings of the world in some form or 

other” (Aldridge & Aldridge, 1996, p. 227). Therefore, in this study, the stance of the 

research was given much consideration. Also, the process of analyzing the data was 

researched extensively and documented in an effort to establish credibility. 

 Beyond processes experienced by the researcher, there is a need for transactional 

validity, which involves participants validating themes, interpretations, and/or findings 

(Cho & Trent, 2006; Marshall & Rossman, 2011). Member checking is a common 

procedure used for achieving transactional validity and requires participants to review 

transcripts and summaries of their interviews. Triangulation involves using multiple 

sources to collect data and to corroborate the findings (Creswell & Miller, 2000). 
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Triangulation ensures validity as the participants could have corrected the researcher’s 

representation of their words. The goal here was to provide accurate, objective and 

neutral representations of the topic being studied (Marshall & Rossman, 2011). 

Therefore, in this study, member checking occurred. Also, a member of the dissertation 

committee reviewed the data and findings during the analysis process to ensure validity.  

 Since this study used focus groups as a method for gathering data, there were 

several issues that needed attention. First and foremost was the issue of power dynamics 

(Marshall & Rossman, 2011). Power dynamics refers to interactions between 

participants. One issue associated with power dynamics is the loss of time if irrelevant 

issues are discussed (Marshall & Rossman, 2011).  This method required a highly-trained 

facilitator to manage the conversation to obtain good quality data (Marshall & Rossman, 

2011). The research assistant who led the interviews met this requirement. 

 Another concern for validity with a focus group was ethics. This concern, again, 

was related to the dynamics that may occur within the group. For example, is one 

participant dominating the conversation (Marshall & Rossman, 2011)? How does the 

facilitator answer that question? The answer was again found in the quality of the 

facilitator. It was paramount to have a facilitator that was skilled at managing these types 

of conversations, was aware of her own bias and created an environment that encouraged 

all participants to engage in the dialogue (Marshall & Rossman, 2011). Again, the 

research assistant demonstrated high ethical thinking in facilitating previous research and 

clinical experiences. As was evidenced in the transcripts, no one person in any of the 

focus groups dominated the conversation. 
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Stance of the Researcher 

It is important to disclose that my position in this research was as both researcher 

and clinician. I was one of the two music therapists facilitating the treatment grief choir. 

The research assistant who helped facilitate the treatment grief choir is a Board Certified 

graduate-level music therapist, who has been a clinician for eight years in hospice work. 

She is head of the bereavement department where the research was conducted. 

 I approached the study from a less objective viewpoint. I was vested in the 

experience of the grief choir for many reasons, one of which was that I co-authored the 

article describing the grief choir music experience. I was an active participant in both 

designing a grief choir and in conducting grief choir sessions. I was equally aware of the 

need to remove, as much as possible, any bias I had in the research. Because of these 

overlaps, trustworthiness was of utmost importance, and steps were taken to maintain 

validation and honesty and to lessen biased actions within this research.   

While I designed the grief choir and compiled the theories behind it, I found 

myself approaching this study with thoughts of the unknown. Creating the grief choir was 

based on my perceptions. It would be highly arrogant to assume that my perceptions are 

correct. My mantra during this research was “no expectations.”  

Trustworthiness was established and maintained through my intensive self-

reflexive journaling as well as active participation in research supervision with my 

adviser. The self-reflexive journaling was intended to document underlying motivations 

for conducting the study, including biases and preconceived notions. Because I was 

facilitating the grief choir, the journal served as a means for treatment planning and 

recording of my reflections on grief in music therapy. These reflections included personal 
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and professional experiences in facilitating a grief choir and/or experiences related to the 

research process. 

Other steps towards trustworthiness include the use of research assistants. I had 

limited contact with participants. Research assistants were responsible for recruitment, 

screening, administering of measurement tools, facilitating the standard care grief group 

and interviewing the participants during the focus groups.  

 As a clinician, I deeply appreciate the efficacy of process-oriented groups. This 

clinical belief of group process transfers to my beliefs as a researcher. Therefore, I found 

it easy to justify using focus groups instead of individual interviews. My strong belief 

might be perceived as a bias as well. 

Procedure of Qualitative Part of Study 

Two weeks after the final treatment session participants attended a small focus 

group interview, lasting approximately two hours. In this existential phenomenology 

study, the descriptive experience of the treatment grief choir and the standard care grief 

group were documented. The research assistant was instructed in facilitating the semi-

structured interviews by this researcher and assisted the participants in describing the 

meaning behind their treatment experiences. The purpose of the interview was to gather 

the richest possible description of the experience and meaning of treatment.   

Focus Group Questions 

The following questions were asked to the treatment grief choir participants: 

• Can anyone describe what it was like attending the grief choir group? 

• Was there anything anyone didn’t like about the sessions? If so can you 

describe it? 
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• Can anyone describe anything specific, which stood out as being 

significant or meaningful to you? 

• Can anyone describe how the group impacted your perception of grief, if 

at all? 

• Can anyone describe the experience of making music in the choir? 

 The research assistant was instructed to provide prompts to further the 

understanding and descriptions. These prompts included: “Is there anything else you 

would like to add?” or “Can you say more about (insert answer from participant)” or 

“How do others respond to that description?” Again, the intention was to encourage a 

group process with the answers.  

 The following questions were asked of the standard care grief group participants: 

• Can anyone describe what it was like attending the verbal grief group? 

• Was there anything anyone didn’t like about the sessions? If so can you 

describe it? 

• Can anyone describe anything specific, which stood out as being 

significant or meaningful to you? 

• Can anyone describe how the group impacted your perception of grief, if 

at all? 

Similar to the interviews of the treatment grief choir, the research assistant was 

instructed to provide prompts to further the understanding and descriptions. These 

prompts included: “Is there anything else you would like to add?” or “Can you say more 
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about (insert answer from participant)” or “How do others respond to that description?” 

The last prompt demonstrates the intention for the interviews to be a group process.  

Qualitative Method of Analysis 

Data Analysis 

 The data collection and analysis incorporated elements from the common 

structure within existential phenomenology (Collingridge & Gantt, 2008) and music 

therapy phenomenological research by Grocke (1999), and Forinash and Grocke (2005). 

The following analysis occurred: 

1. Facilitated and audio-recorded interpersonal interviews. 

2. Transcribed the interview data. 

3. Read through transcriptions several times to become familiar with the 

tenor and experience of it. 

4. Read transcripts again and key phrases/statements were highlighted. 

5. Coupled key phrases/statements together into units of meaning (meaning 

units) and given a title. 

6. Reread transcripts and meaning units and amended to ensure they reflected 

the essence of the meaning units. 

7. Interpreted the meaning contained in each statement. 

8. Formed meaning units into a distilled essence reflecting each group’s 

experience. 

9. Sent an email or postal letter and envelope (with stamped return envelope) 

to each participant with a cover letter, transcript, meaning units and 
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distilled essence. Participants were encouraged to member check data, 

giving feedback and clarification to this researcher. 

10.  Made changes identified by participants on receipt of the verification. 

11.   Reread transcripts for each group and a horizontal distillation process 

occurred for each group. This process involved identifying similar 

meaning units that were common across the groups and formed composite 

categories.  

12.  Distilled composite themes from composite categories and then distilled 

into a composite essence for each group. 

13. Synthesized composite categories to themes across interviews to create a 

general description of what it was like to experience the treatment group. 

14.  Reread each distilled essence to ensure the essence was captured. 

15. A second verification process took place where the transcripts, meaning 

units and distilled essence were sent to another researcher, on this 

researcher’s dissertation committee, for verification.  

16. Changes were made on receipt of the verification.  

17. Reread all composite essences and then conducting another horizontal 

distillation process, identifying similar meaning units that were common 

across both groups, resulting in composite categories that described the 

meaning of the group. 

Integrated Method of Analysis 

 Mixed-methods research allows for results to be presented in many forms. The 

results sections from the qualitative and quantitative study are presented individually. The 
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discussion section attempted to answer the integrated questions of, “Can the qualitative 

data be used to explain the quantitative data?” and “Are these two types of data similar? 

If not, what are the notable differences?” To answer these questions, both study results 

were needed and the following analysis occurred.  

 After the qualitative study was completed, several steps were taken to answer the 

integrated questions. First, the integrated questions were reviewed several times. Then, 

the results of both studies were reviewed extensively. Next, the qualitative themes were 

then grouped according the subjects of grief, coping, energy, social support and health. 

Results from each study were then grouped into the five themes of grief, coping, energy, 

social support and health. Then the combined results in the areas of grief, coping, energy, 

social support and health were examined extensively and compared before writing of the 

discussion section occurred. 
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CHAPTER 4 

QUANTITATIVE RESULTS 

Demographic Data 

 Participants were recruited from a bereavement department at a local hospice in 

October 2015. A total of 4,392 grievers were invited to participate and schedule a 

screening time. Most grievers were invited via a postcard (3,570), whereas a smaller 

number (822) were contacted via email address. Of the 4,392 eligible participants, twenty 

(.46%) were interested in participating in the research and scheduled a screening session. 

Of the twenty scheduled to be screened, seventeen participated in the screening session, 

and three did not come to the appointment. Of the seventeen that were screened, fourteen 

met inclusion criteria.  

Fourteen participants were randomly assigned to either the treatment grief choir 

or the standard care grief group. Of the seven assigned to the treatment grief choir, five 

completed the treatment protocol, and were included in the data analysis. One person 

decided not to participate before treatment began, and another dropped out at week eight. 

She left the research stating that her grief had shifted and no longer needed to attend the 

treatment sessions.  

Seven participants were randomized to the standard care grief group, and four 

completed the required number of treatment sessions; data from these participants were 

included in the data analysis. Two decided not to participate before treatment began 

stating that they were no longer interested in the research since they were not assigned to 

the grief choir. One participant dropped out after the first session; no reason was given. 
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The following figure illustrates participant numbers during recruitment and the study 

period. The CONSORT 2010 flow chart template was used for this purpose. 

Flow Chart 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Assessed for eligibility (n= 4,392) 

Excluded  (n= 4,278) 
¨			Not meeting inclusion criteria (n= 

3 ) 
¨			Declined to participate (n= 4,272) 
¨			Scheduling screening but did not 

attend the screening (n= 3  ) 

Analysed  (n= 4) 
¨	Excluded from analysis (n= 0)	

Lost to follow-up  (n= 0) 
Discontinued intervention (dropped out after 1st 
session, no reason given) (n= 1) 

Allocated to standard care (n= 7) 
¨	Received allocated intervention (n= 5 )	
¨	Did not receive allocated intervention 

(dropped out due to assignment, wanted to 
be in grief choir) (n= 2)	

Lost to follow-up (n= 0) 
Discontinued intervention (dropped out 
at week 8 stating she no longer needed 
support for grief) (n= 1) 

Allocated to treatment grief choir (n= 7) 
¨	Received allocated intervention (n= 

5)	
¨	Did not receive allocated intervention 

(decided not to participate for 
unknown reasons) (n= 1 )	

Analysed  (n= 5) 
¨	Excluded from analysis (n= 0)	
	

Allocation 

Analysis 

Follow-Up 

Randomized (n= 14) 

Enrollment 
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Data Analysis 

Data were collected for sixteen consecutive weeks, from November 2015 through 

April 2016, with exception of the week of Christmas and New Year’s Day. One 

participant identified as male (n = 1) and was randomly assigned to the standard verbal 

grief group. All other participants (n = 8) identified as women. Three women were 

randomly assigned to the standard care grief group, and all participants in the treatment 

grief choir identified as women. Participants in the standard care grief group were 

between the ages 34 and 78 with a mean age of 57.75. Participants in the treatment grief 

choir were between the ages 56 and 78 with a mean age of 64.33. All participants self-

identified as Caucasian.  See Table 10 for detailed information about participants in each 

group. 
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Table 10 
 
Demographic Information 
Variable         Standard Care Group                Grief 
Choir 

Gender      
   Male      1     0 
   Female     3     5 
Age 
   Mean     57.75     64.33  
   Standard Deviation    18.45     9.18 
Race 
   Caucasian     4     5 
Spirituality 
   Christian     1     2 
   Non-Denominational   1     2 
   Judaism     1     0 
   Unitarian Universalist   1     0 
   None      0     1 
*Relationship to deceased 
   Spouse     1     3 
   Mother     3     1 
   Father     1     1 
   Aunt      0     1 
   Sister-in-Law    1     0 
   Friend     0     1   
Was the death viewed 
as peaceful or not 
peaceful? 
   Peaceful     3     5 
   Not Peaceful     1     1 
 

* Some participants were grieving more than one death. 
 
 
 

During the intake and screening process, potential recruits completed a 

demographic form. Two questions on this form asked about their relationship to choirs. 

The first question asked if the potential recruit was currently in a choir. The second 

question asked if the potential recruit had been in a choir in the past. Table 11 reflects the 



	 98	

results from these questions. During the first session of the treatment grief choir, the 

music therapists assessed who could read music and who played other instruments. 

 
Table 11 
 
Relationship to Choirs Among Participants 
 

Group In another 
choir at time 

of recruitment  

Has been in a 
choir 

previously 

Reads 
Music 

Plays other 
Instruments 

Treatment 
Grief Choir 

0 1 3 Piano = 2 
Guitar= 1 

Standard Care 
Grief Group 

2 2 Not 
Assessed 

Not Assessed 

 
 

Outcome Measurement Schedule 
 
 The following figure illustrates when measurements were gathered. Data for the  
 
treatment grief choir and the standard care grief group were taken at the same time. 

HGRC, SF-36 and MSPSS were measured before the first session, fourth session, eighth 

session, twelfth session and after the last session. The NRS measuring grief, coping, 

energy, and health were taken before and after every session. See Figure 2 for schedule of 

measurements.  
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HGRC       X   |____________X___________X__________X____________| X 
session # 1   4    8  12  16 
 
SF-36       X   |____________X___________X__________X____________| X 
session # 1   4    8  12  16 
 
MSPSS      X   |____________X___________X__________X____________| X 
session # 1   4    8  12  16 
 
 
 
Figure 2. Schedule of Measurements 
HGRC= Hogan Grief Reaction Checklist 
SF-36= Short Form Health Survey-36 
MSPSS= Multidimensional Scale of Perceived Social Support 

 

Quantitative results from the data analysis are presented in this chapter according 

to research questions. Data were analyzed using a repeated-measures ANOVA for the 

Numeric Rating Scales, HGRC, MSPSS and SF-36.  Three effects were examined for 

each ANOVA: (a) The between-group effects, i.e., the standard care grief group versus 

the treatment grief choir over time were examined for significance; (b) The within-

subjects effects, i.e., all of the participants for both groups over time, were examined for 

significance; (c) Finally, the interaction effect was used to determine if the two groups 

behaved differently over time; if the group membership affected how the scores changed 

over time. Each repeated-measures ANOVA was examined individually to answer the 

research questions. Descriptive results are provided before each ANOVA analysis. 
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Research Question 1: What are the effects of participation in a grief choir versus 

standard care on participants' grief scores? 

 To answer this research question, data from the NRS start-of-session grief and 

NRS end-of-session grief scales were used as well as the standardized Hogan Grief 

Reaction Checklist (HGRC).  

Numeric Rating Scale (NRS) Grief 

Table 12 displays the means and standard deviations for weeks one, eight and 

sixteen for the NRS according to participants’ self-perceived grief. These pre and 

posttests were completed before the treatment session began and immediately after the 

session ended for all sessions. A decrease in scores indicated that participants perceived 

the intensity of grief to be less. These data provide an overview of the participants’ 

perception of grief at the beginning, middle and end of the treatment. 

 
Table 12 
 
Descriptive Statistic for NRS Grief Scores (N = 9) 
________________________________________________________________________ 
 
NRS Grief                               Week 1                 Week 8                  Week 16            
________________________________________________________________________ 

 
Start of Session Choir 
End of Session Choir 
 
Start of Session Standard 
End of Session Standard 
 

M= 4  SD= 1.67 
M= 5  SD= .89 
 
M= 4  SD= .82 
M= 5  SD= 1.41 
 

M= 3.58  SD= 1.69 
M= 3.42  SD= 1.36 
 
M= 2       SD= 0.00 
M= 2       SD= 0.00 

 

M= 2.83  SD= 1.17 
M= 3.75  SD= 1.08 
 
M= 1.75  SD= .50 
M= 1.5    SD= .58 

 
_______________________________________________________________________ 
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NRS Start-of-Session Grief ANOVA 

Table 13 displays the results of the repeated-measures ANOVA conducted to 

compare the means of the NRS start-of-session grief scores for weeks one, eight and 

sixteen.  A decrease in scores indicated that participants perceived the intensity of their 

grief to be lessened. No significant between-group effect (p = .18) or interaction effect (p 

= .25) was noted. However, a significant within-subjects effect was found, indicating that 

participants’ scores for both groups changed over time (p = .006). Mean scores decreased 

over time from week one with a mean score of 4 for both standard care grief group and 

treatment grief choir, to week sixteen where the standard care grief group had a mean 

score of 1.75 and the treatment grief choir a mean score of 2.83.  The decrease of NRS 

start-of-session grief scores indicates that, over time from session one to session sixteen, 

participants began the sessions having less intense grief.  It should be noted that due to 

the small sample size for this study (N = 9), interpretative caution should be exercised. 

 
Table 13 
 
Repeated-Measures Analysis for NRS Start-of-Session Grief Score Based on Type of  
Participation (N = 9) 
________________________________________________________________________ 
 
Source                                                              SS        df           MS        F            p 
________________________________________________________________________ 
 
Group 5.69 1 5.69 2.13  .18 
Time 14.81 2 7.41 7.19  .006 
Time X Group 3.14 2 1.57 1.53  .25 
Error (Time) 16.47 16 1.03    
Error (Group) 21.32 8 2.66    

________________________________________________________________________ 
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Figure 3 displays the non-significant (p = .25) repeated-measures interaction 

effect graph for NRS start-of-session grief scores based on group. 

________________________________________________________________________ 

 

________________________________________________________________________ 

Figure 3. Repeated-Measures Interaction Effect Graph for NRS Start-of-Session Grief 
Scores Based on Group (N = 9) 
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NRS End-of-Session Grief ANOVA 

Table 14 displays the results of the repeated-measures ANOVA conducted to 

compare the Means of the NRS end-of-session grief scores for weeks one, eight and 

sixteen.  A decrease in score indicates that participants perceived the intensity of grief to 

be less. A significant between-group effect (p = .02) was found between the grief scores 

of the standard care grief group and the treatment grief choir. The standard care grief 

group reported a mean score of 2.83 which was lower than the treatment grief choir 

scores (a mean score of 4.06).  This means that the perceived grief of the standard care 

grief group was significantly lower than that of the treatment grief choir. A within-

subjects effect was also significant (p = .001); there was a significant decrease in mean 

scores from week one to week sixteen for both the treatment grief choir and also for the 

standard care grief group. No significant interaction was noted (p = .07) at the p =.05 

level. It should be noted that due to the small sample size for this study (N = 9), 

interpretative caution should be exercised. 

Table 14 
 
Repeated-Measures Analysis for NRS End-of-Session Grief Score Based on Type of  
Participation (N = 9) 
_______________________________________________________________________ 
 
Source                                                            SS        df          MS           F             p 
________________________________________________________________________ 
 
Group 10.76 1 10.76 8.24  .02 
Time 34.88 2 17.44 17.84  .001 
Time X Group 6.21 2 3.11 3.18  .07 
Error (Time) 15.64 16 0.98    
Error (Group) 10.44 8 1.31    

________________________________________________________________________ 
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Figure 4 displays the non-significant (p = .07) repeated-measures interaction 

effect graph for NRS end-of-session grief scores based on group.   

 

________________________________________________________________________ 

 

Figure 4. Repeated-Measures Interaction Effect Graph for NRS End-of-Session Grief 
Scores Based on Group (N = 9) 
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Hogan Grief Reaction Checklist (HGRC) 

Table 15 displays the means and standard deviations for weeks one, four, eight, 

twelve and sixteen for the Hogan Grief Reaction Checklist for both groups. A decrease in 

score indicates that the participants’ perception of grief is improving. These data provide 

an overview of the participants’ experience of grief throughout the treatment. For the 

treatment grief choir, HGRC scores declined at each data point from week one to week 

sixteen. For the standard care grief group, scores declined and then increased slightly 

over the study period.  

Table 15 
 
Descriptive Statistics for Hogan Grief Reaction Checklist Scores (N = 9) 
 
HGRC                Week 1            Week 4              Week 8          Week 12        Week 16            
________________________________________________________________________ 

 
Choir M= 2.18  

SD= .39 
M= 2.02  
SD= .37 

M= 1.91   
SD= .38 

M= 1.87   
SD= .47 

M= 1.78  
SD= .12 

      

Standard M= 1.90  
SD= .24 

M= 1.76   
SD= .45 

M= 1.49   
SD= .19 

M= 1.63   
SD= .14 

M= 1.61  
SD= .22 

________________________________________________________________________ 

 

HGRC ANOVA 

Table 16 displays the results of the repeated-measures ANOVA conducted to 

compare the means for the Hogan Grief Reaction Checklist (HGRC) scores for weeks 

one, four, eight, twelve and sixteen.  A decrease in score indicates the participants’ 

intensity of grief was decreasing. No significant between-group effect (p = .13) or 

interaction effect (p = .86) was noted.  However, a significant within-subjects effect was 

found (p = .02). The decrease of HGRC scores for both groups indicates that, over time, 
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participants in both groups experienced fewer symptoms of grief. It should be noted that 

due to the small sample size for this study (N = 9), interpretative caution should be 

exercised. 

 
Table 16 
 
Repeated-Measures Analysis for Hogan Grief Reaction Checklist Score Based on Type of 
Participation (N = 9) 
________________________________________________________________________ 
 
Source                                                              SS         df          MS          F            p 
________________________________________________________________________ 
 
Group 0.88 1 0.88 2.84  .13 
Time 0.85 4 0.21 3.46  .02 
Time X Group 0.08 4 0.02 0.32  .86 
Error (Time) 1.97 32 0.06    
Error (Group) 2.49 8 0.31    

________________________________________________________________________ 

   

Research Question 2: What are the effects of participation in a grief choir versus 

standard care on participants' coping scores? 

In this study, the NRS start-of-session coping and NRS end-of-session coping was 

used to answer this research question. 

NRS Coping 

Table 17 displays the means and standard deviations for week one, eight and 

sixteen for the Numeric Rating Scales (NRS) in the area of coping. These pre and 

posttests were completed before the treatment session began and immediately after the 

session ended. An increase in scores indicates that the participant perceived him/herself 
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as coping better. These data provide an overview of the participants’ self-perception of 

coping at the beginning, middle and end of the treatment. 

Table 17 

Descriptive Results for NRS Coping Scores (N = 9) 
 
 
NRS Coping                               Week 1                 Week 8                      Week 16            
________________________________________________________________________ 

 
Start-of-Session Choir 
End-of-Session Choir 
 
Start-of-Session Standard 
End-of-Session Standard 
 
 

M= 5.17  SD= .98 
M= 4.50  SD=1.05 
 
M= 5.25  SD= .96 
M= 5.25  SD= .96 
 
 

M= 4.83  SD= 1.33 
M= 4.92  SD= 1.80 
 
M= 5.75  SD= .50 
M= 6.25   SD= .96 
 

 

M= 5.50   SD= 1.14 
M= 5.67   SD= 1.37 
 
M= 6.25   SD= .50 
M= 6.75   SD= .50 
 

 
________________________________________________________________________ 

 

NRS Start-of-Session Coping ANOVA 

Table 18 displays the results of the repeated-measures ANOVA conducted to 

compare the means of the NRS start-of-session coping scores for weeks one, eight and 

sixteen.  An increase in score indicates that participants perceived themselves as coping 

better. No significant between-group effects (p = .11), within-subjects effects (p = .37), or 

interaction effects (p = .69) were found. It should be noted that due to the small sample 

size for this study (N = 9), interpretative caution should be exercised.  
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Table 18 
 
Repeated-Measures Analysis for NRS Start-of-Session Coping Score Based on Type of  
Participation (N =9) 
________________________________________________________________________ 
 
Source                                                             SS        df          MS          F             p 
________________________________________________________________________ 
 
Group 2.45 1 2.45 3.22  .11 
Time 2.53 2 1.27 1.05  .37 
Time X Group 0.93 2 0.47 0.39  .69 
Error (Time) 19.33 16 1.21    
Error (Group) 6.08 8 0.76    

________________________________________________________________________ 

 

Figure 5 displays the non-significant (p = .69) repeated-measures interaction 

effect graph for NRS start-of-session coping scores based on group.  
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________________________________________________________________________ 

 
________________________________________________________________________ 

Figure 5. Repeated-Measures Interaction Effect Graph for NRS Start-of-Session Coping 
Scores Based on Group (N = 9) 
 
NRS End-of-Session Coping ANOVA 

Table 19 displays the results of the repeated-measures ANOVA conducted to 

compare the means of the NRS end-of-session coping scores for weeks one, eight and 

sixteen.  An increase in scores indicated that participants perceived themselves as coping 

better. No significant between-group effect (p = .13) or interaction effect (p = .81) was 

noted.  However, a significant within-subjects effects was found for both groups (p = 

.03). The increase of NRS end-of-session coping scores indicated that, over time, i.e., at 
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the end of the study compared with the beginning, participants from both groups felt they 

were coping better with their grief (figure 6). It should be noted that due to the small 

sample size for this study (N = 9), interpretative caution should be exercised. 

 
Table 19 
 
Repeated-Measures Analysis for NRS End-of-Session Coping Score Based on Type of  
Participation (N =9) 
_______________________________________________________________________ 
 
Source                                                               SS         df           MS        F             p 
________________________________________________________________________ 
Group 8.02 1 8.02 2.92  .13 
Time 8.54 2 4.27 4.47  .03 
Time X Group 0.41 2 0.21 0.21  .81 
Error (Time) 15.31 16 0.96    
Error (Group) 21.99 8 2.75    

 

 

Figure 6 displays the non-significant (p = .81) repeated-measures interaction 

effect graph for NRS end-of-session coping scores based on group.   
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________________________________________________________________________ 

 

________________________________________________________________________ 

Figure 6. Repeated-Measures Interaction Effect Graph for NRS End-of-Session Coping 
Scores Based on Group (N = 9) 
 

Research Question 3: What are the effects of participation in a grief choir versus 

standard care on participants' energy scores? 

The NRS start-of-session energy and NRS end-of-session energy were used to 

answer this research question. 
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NRS Energy 

Table 20 displays the means and standard deviations for weeks one, eight and 

sixteen for the Numeric Rating Scales (NRS) in the area of energy. These pre and 

posttests were completed before the treatment session began and immediately after the 

session ended. An increase in scores indicates that participants perceived themselves to 

have more energy. These data provide an overview of the participants’ perception of their 

energy at the beginning, middle and end of the treatment.  

Table 20 

Descriptive Results for NRS Energy Scores (N = 9) 
 
NRS Energy                           Week 1                      Week 8                    Week 16            
________________________________________________________________________ 

 
Start-of-Session Choir 
End-of-Session Choir 
 
Start-of-Session Standard 
End-of-Session Standard 
 

M= 4.17  SD=1.47 
M= 4.50  SD= 1.38 
 
M= 5.25  SD= 1.71 
M= 4.50  SD= .58 
 

M= 4.08  SD= 1.20 
M= 4.58  SD= 1.74 
 
M= 5.25   SD= 1.71 
M= 5.00   SD= 1.83 

 

M= 5.17  SD= .75 
M= 5.17  SD= 1.33 
 
M= 5.75  SD= 1.50 
M= 5.75  SD= 1.26 

 
________________________________________________________________________ 

  

NRS Start-of-Session Energy ANOVA 

Table 21 displays the results of the repeated-measures ANOVA conducted to 

compare the means of the NRS start-of-session energy scores for weeks one, eight and 

sixteen.  An increase in scores indicated that participants perceived themselves to have 

more energy. No significant between-group effects (p = .17), within-subjects effects (p = 

.28), or interaction effects (p = .84) were found.  It should be noted that due to the small 

sample size for this study (N = 9), interpretative caution should be exercised 
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Table 21 
 
Repeated-Measures Analysis for NRS Start-of-Session Energy Score Based on Type of  
Participation (N = 9) 
________________________________________________________________________ 
 
Source                                                               SS         df          MS        F             p 
________________________________________________________________________ 
 
Group 6.42 1 6.42 2.24  .17 
Time 3.81 2 1.91 1.38  .28 
Time X Group 0.48 2 0.24 0.17  .84 
Error (Time) 22.14 16 1.38    
Error (Group) 22.99 8 2.87    

________________________________________________________________________ 

  

 

Figure 7 displays the non-significant (p = .84) repeated-measures interaction 

effect graph for NRS start-of-session energy scores based on group.   

 

 

 

 

 

 

 

 

 

 

 
 



	 114	

_________________________________________________________________ 

 
________________________________________________________________________ 
Figure 7. Repeated-Measures Interaction Effect Graph for NRS Start-of-Session Energy 
Scores Based on Group (N = 9) 
 

NRS End-of-Session Energy ANOVA 

Table 22 displays the results of the repeated-measures ANOVA conducted to 

compare the means of the NRS end-of-session energy scores for weeks one, eight and 

sixteen.  An increase in score indicated the participants perceived themselves as having 

more energy. No significant between-group effects (p = .70) or interaction effect (p = .71) 

was noted.  However, a significant within-subjects effect was found (p = .05). The 

increase of NRS end-of-session grief scores indicates that over time, participants of both 
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groups left the sessions having more energy. It should be noted that due to the small 

sample size for this study (N = 9), interpretative caution should be exercised. 

Table 22 
 
Repeated-Measures Analysis for NRS End-of-Session Energy Score Based on Type of  
Participation (N = 9) 
________________________________________________________________________ 
 
Source                                                               SS         df          MS          F            p 
________________________________________________________________________ 
 
Group 0.80 1 0.80 0.16  .70 
Time 4.63 2 2.32 3.68  .05 
Time X Group 0.43 2 0.22 0.34  .71 
Error (Time) 10.08 16 0.63    
Error (Group) 39.21 8 4.90    

________________________________________________________________________ 

 

 

Figure 8 displays the non-significant (p = .71) repeated-measures interaction 

effect graph for NRS end-of-session energy scores based on group. 
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________________________________________________________________________ 
Figure 8. Repeated-Measures Interaction Effect Graph for NRS End-of-Session Energy 
Scores Based on Group (N = 9) 
 
 
 
Research Question 4: What are the effects of participation in a grief choir versus 

standard care on participants' social support scores? 

Social support was measured by The Multidimensional Scale of Perceived Social Support 

(MSPSS). 

Multidimensional Scale of Perceived Social Support (MSPSS) 

Table 23 displays the means and standard deviations for weeks one, four, eight, 

twelve and sixteen for the Multidimensional Scale of Perceived Social Support for both 
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treatment groups. An increase in score indicated that the participants’ perception of social 

support was improving. These data provide an overview of the participants’ experience of 

social support throughout treatment.  

Table 23 

Descriptive Results for MSPSS Scores (N = 9) 
 
MSPSS               Week 1            Week 4           Week 8            Week 12          Week 16            
________________________________________________________________________ 

 
Choir M= 4.48  

SD= .90 
M= 4.67  
SD= .97 

M= 4.07   
SD= 1.10 

M= 4.56   
SD= .81 

M= 4.49  
SD= 1.12 

      

Standard M= 5.48  
SD= .72 

M= 6.04   
SD= .60 

M= 4.56   
SD= 2.04 

M= 6.02   
SD= .81 

M= 5.38  
SD= 1.11 

________________________________________________________________________ 

 

MSPSS ANOVA 

Table 24 displays the results of the repeated-measures ANOVA conducted to 

compare the means for the Multidimensional Scale of Perceived Social Support (MSPSS) 

scores for weeks one, four, eight, twelve and sixteen.  An increase in scores indicated that 

participants’ perception of their social support was improving. No significant within-

subjects effects (p = .12) or interaction effects (p = .77) was noted.  However, a 

significant between-group effect was found (p = .05). The difference in means between 

the groups indicated that the standard care grief group participants perceived better 

social support than the treatment grief choir. It should be noted that due to the small 

sample size for this study (N = 9), interpretative caution should be exercised.  
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Table 24 
 
Repeated-Measures Analysis for MSPSS Score Based on Type of Participation (N = 9) 
________________________________________________________________________ 
 
Source                                                                SS        df           MS         F             p 
________________________________________________________________________ 
 
Group 13.13 1 13.13 5.50  .05 
Time 6.52 4 1.63 2.00  .12 
Time X Group 1.47 4 0.37 0.45  .77 
Error (Time) 26.05 32 0.81    
Error (Group) 19.08 8 2.38    

________________________________________________________________________ 

 

 

Figure 9 displays the non-significant (p = .77) repeated-measures interaction 

effects graph for the social scores based on group. 
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________________________________________________________________________ 

 
________________________________________________________________________ 

Figure 9. Repeated-Measures Interaction Effects Graph for Social Scores Based on 
Group (N = 9) 
  

Research Question 5: What are the effects of participation in a grief choir versus 

standard care on participants' health scores? 

In this study, health was measured using the NRS start-of-session health score, the 

NRS end-of-session health score and the RAND Health SF-36 Survey.  
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NRS Health 

Table 25 displays the means and standard deviations for week one, eight and 

sixteen for the Numeric Rating Scales in the area of health. These pre and posttests were 

completed before the treatment session began and immediately after the session ended. 

An increase in scores indicated that participants perceive themselves as having improved 

health. These data provide an overview of the participants’ perception of their health at 

the beginning, middle and end of the treatment.  

Table 25 

Descriptive Results for NRS Health Scores (N = 9) 
 
NRS Health                                 Week 1                   Week 8                      Week 16            
________________________________________________________________________ 

 
Start-of-Session Choir 
End-of-Session Choir 
 
Start-of-Session Standard 
End-of-Session Standard 
 

M= 4.50  SD= 1.64 
M= 4.67  SD= 1.75 
 
M= 4.00  SD= .82 
M= 4.25  SD= .50 
 

M= 4.33  SD= 1.37 
M= 4.50  SD= 1.38 
 
M= 4.25   SD= 1.71 
M= 4.25   SD= 1.71 

 

M= 4.17  SD= 1.17 
M= 4.17  SD= 1.17 
 
M= 5.00  SD= 2.16 
M= 5.50  SD= 1.29 

 
________________________________________________________________________ 

 

NRS Start-of-Session Health ANOVA 

Table 26 displays the results of the repeated-measures ANOVA conducted to 

compare the means of the NRS start-of-session health scores for weeks one, eight and 

sixteen.  An increase in scores indicated the participants perceived themselves as having 

better health. No significant between-group effect (p = .93), within-subjects effect (p = 

.65), or interaction effect (p = .24) were found.  It should be noted that due to the small 

sample size for this study (N = 9), interpretative caution should be exercised.  
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Table 26 
 
Repeated-Measures Analysis for NRS Start-of-Session Health Score Based on Type of  
Participation (N = 9) 
_______________________________________________________________________ 
 
Source                                                              SS         df           MS         F            p 
_______________________________________________________________________ 
 
Group 0.05 1 0.05 0.01  .93 
Time 0.63 2 0.32 0.44  .65 
Time X Group 2.23 2 1.12 1.55  .24 
Error (Time) 11.50 16 0.72    
Error (Group) 42.92 8 5.36    

_______________________________________________________________________ 

 

 

Figure 10 displays the non-significant (p = .24) repeated-measures interaction 

effect graph for NRS start-of-session health scores based on group.   
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________________________________________________________________________ 

________________________________________________________________________ 
Figure 10. Repeated-Measures Interaction Effect Graph for NRS Start-of-Session Health 
Scores Based on Group (N = 9) 
 

NRS End-of-Session Health ANOVA 

Table 27 displays the results of the repeated-measures ANOVA conducted to 

compare the means of the NRS end-of-session health scores for weeks one, eight and 

sixteen.  An increase in scores indicated that participants perceived themselves as having 

better health. No significant between-group effect (p = .79) or within-subjects effect (p = 

.36) were noted.  However, a significant interaction effect was found (p = .05) indicating 

that the two groups behaved differently over time. The standard care grief group 
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improved, whereas the treatment grief choir declined. It should be noted that due to the 

small sample size for this study (N = 9), interpretative caution should be exercised. 

 
Table 27 
 
Repeated-Measures Analysis for NRS End-of-Session Health Score Based on Type of  
Participation (N = 9) 
_______________________________________________________________________ 
 
Source                                                               SS         df           MS        F             p 
_______________________________________________________________________ 
 
Group 0.36 1 0.36 0.08  .79 
Time 1.14 2 0.57 1.09  .36 
Time X Group 4.48 2 2.24 4.27  .03 
Error (Time) 8.39 16 0.52    
Error (Group) 37.78 8 4.72    

________________________________________________________________________ 

  

 

Figure 11 displays the significant (p = .03) repeated-measures interaction effect 

graph for NRS end-of-session health scores based on group. 
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________________________________________________________________________ 

 
 
________________________________________________________________________ 

Figure 11. Repeated-Measures Interaction Effect Graph for NRS End-of-Session Health 
Scores Based on Group (N = 9)  
 
RAND Health Survey 

Table 28 displays the means and standard deviations for weeks one, four, eight, 

twelve and sixteen for the RAND Health Survey for both groups. An increase in score 

indicates the participants’ perception of their health was improving. These data provide 

an overview of the participants’ perception of health throughout the study  
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Table 28 

Descriptive Results for RAND Health Survey Scores (N = 9) 
 
Health Survey     Week 1            Week 4           Week 8            Week 12          Week 16            
________________________________________________________________________ 

 
Choir M= 51.11  

SD= 18.19 
M= 51.22  
SD= 11.55 

M= 43.43   
SD= 10.86 

M= 44.65   
SD= 24.51 

M= 52.74  
SD= 13.28 

      

Standard M= 59.29  
SD= 7.52 

M= 68.47  
SD= 4.38 

M= 63.07   
SD= 15.19 

M= 76.16   
SD= 7.02 

M= 72.38  
SD= 25.45 

________________________________________________________________________ 

 

RAND Health Survey ANOVA 

Table 29 displays the results of the repeated-measures ANOVA conducted to 

compare the means for the RAND Health Survey SF-36 scores for weeks one, four, eight, 

twelve and sixteen.  An increase in score indicated that participants’ perception of their 

health was improving. No significant between-group effects were found. No within-

subjects effect (p = .19), or interaction effect (p = .18) were found.  It should be noted 

that due to the small sample size for this study (N = 9), interpretative caution should be 

exercised. 
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Table 29 
 
Repeated-Measures Analysis for RAND Health Survey Score Based on Type of 
Participation (N = 9) 
________________________________________________________________________ 
 
Source                                                            SS          df           MS          F            p 
________________________________________________________________________ 
 
Group 4,350.23 1 4,350.23 5.04  .06 
Time 598.17 4 149.54 1.65  .19 
Time X Group 608.57 4 152.14 1.68  .18 
Error (Time) 2,893.64 32 90.43    
Error (Group) 6,911.95 8 863.99    

________________________________________________________________________ 

  

 

Figure 12 displays the non-significant (p = .18) repeated-measures interaction 

effect graph for RAND health scores based on group.   
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________________________________________________________________________ 

 
_______________________________________________________________________ 

Figure 12. Repeated-Measures Interaction Effects Graph for Rand Health Scores Based 
on Group (N = 9) 
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Summary of Data 

Table 30 summarizes the significant effects found in this RCT. A summary of the 

results relating to grief, coping, energy, social support, and health are discussed in 

Chapter 6.  

Table 30 

Summary Data 

Measurement Tool Type of Effect Time p-value 

NRS start-of-session grief Within-Subjects Week 1,8, and 16 p= .006 

NRS end-of-session grief Within-Subjects Week 1,8, and 16 p= .001 

NRS end-of-session grief Between-Group Week 1, 8, and 16 p= .02 

HGRC Within-Subjects Week 1,4,8,12 and 

16 

p= .02 

NRS end-of-session coping Within-Subjects Week 1,8, and 16 p= .03 

NRS end-of-session energy Within-Subjects Week 1,8, and 16 p=.05 

MSPSS Within-Subjects Week 1,4,8,12 and 

16 

p= .05 

NRS end-of-session health Interaction Week 1,8 and 16 p= .05 
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CHAPTER 5 

QUALITATIVE RESULTS 

 All participants from the Randomized Control Trial (RCT) were invited to 

participate in the research focus group. All five participants of the treatment grief choir 

attended a two-hour group interview and three of the four standard care grief group 

participants attended a similar interview led by the same research assistant.   

The following research questions guided this study. 

Research Question 6: What was the meaning and experience of being in a treatment grief 

choir? 

Research Question 7: What was the meaning and experience of being in a standard care 

grief group? 

Analysis 

 Each interview followed the same schedule. The interview schedule can be found 

in Appendix I. A sample of the interview transcript and analysis for the treatment grief 

choir is Appendix J. A sample of the interview transcript and analysis for the standard 

care grief group is Appendix K.  

 All seventeen steps described in the Methods Chapter 3 were followed for both 

group interviews.  During step nine, where transcripts were sent to participants for 

member checking, clarification and additions, one person had additions to make for the 

standard care grief group interview, and two people from the treatment grief choir had 

additions. All additions were included. The second verification process was accomplished 

with the help of a member from this researcher’s dissertation committee.   
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 In this chapter, which contains the qualitative study results, participants will be 

referred to as “members.” Labeling them as “members” instead of “participants” reflects 

the emphasis on the group process that occurred during the treatment groups, as well as, 

the process that occurred during the group interviews.  

 
Treatment Grief Choir Categories 

 
Six major categories were derived from the data of the treatment grief choir interview:  
 
 
 

 
 
 
Figure 13: Six categories from the Treatment Grief Choir’s experiences: Songs were 
Important in Grief, Making Musical Connections Helped, Interactions with Grievers 
were Valued, The Music Therapists Influenced the Experience, The Grief Choir Did 
Help, and Gained Insights about Grief 
 
 

 The category Songs were Important in Grief was divided further into three sub-

categories: 1) songs have a relationship with grief, 2) not bothered by mistakes and 3) 

Songs	were	Important	in	
Grief

Making	Musical	
Connections		Helped

Interactions	with	
Grievers	were	Valued

The	Music	Therapists	
Influenced	the	
Experience

The	Grief	Choir	did	
Help

Gained	Insights	about	
Grief

Treatment	
Grief	Choir
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being each other’s audience. The category, Making Musical Connections Helped, was 

further divided into six sub-categories: 1) expanding personal relationship to music, 2) 

encouraged to bring in songs to choir, 3) listening to music more which was equated with 

helping members work through grief, 4) recognized that a bond occurred in choir and in 

the music, 5) use of recordings made during choir, hesitant about singing at beginning of 

research and 6) option to sing or not sing. The category, Interactions with Grievers were 

Valued, was further divided into seven sub-categories: 1) discovering new people who 

support them, 2) concerned what choir would be like prior to beginning, 3) feeling like 

they belonged, 4) feeling cared about by music therapist and other members, 5) 

experience of empathy helped create community, 6) have hope for another, and 7) ability 

to engage in humor (Figure 14). 
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Figure 14: Categories of Songs were Important in Grief, Making Musical Connections 
Helped, Interactions with Grievers were Valued and their sub-categories.  

Songs	were	Important	in	
Grief

1.	Songs	have	a	
relationship	with	grief
•Songs	triggering	grief
•Experiencing	deeper	
meaning	in	songs
•Hearing	music	in	a	
different	way
•Sharing	songs	with	choir	
viewed	as	an	"offering"	
to	the	choir

2.	Not	bothered	by	
mistakes

3.	Being	each	other's	
audience

Making	Musical	Connections	
Helped

1.	Expanding	personal	
relationship	to	music
•Not	able	to	connect	to	
music	prior	to	choir
•Wanting	to	find	a	
community	in	choir
•Wanting	choir	to	bring	
music	"back"

2.	Encouraged	to	bring	in	
songs	to	choir
•Experience	of	member	
who	shared	piano	music	
with	the	choir
•Feeling	accepted	enough	
to	bring	in	music
3.	Listening	to	music	more	
which	was	equated	with	
helping	work	through	grief
•Perceived	grief	choir	as	a	
positive	experience

4.	Recognized	that	a	bond	
occurred	in	choir	and	in	
the	music
•As	music	got	better-the	
bonding	increased	too
5.	Use	of	recordings	made	
during	choir
•Took	on	international	
trip	associated	with	grief	
ritual
•Feeling	of	having	the	
communuity	outside	of	
sessions

6.	Hesitant	about	singing	at	
beginning	of	research
•Process	of	'letting	go'
•Notice	more	'feeling'	
when	singing
•Permission	to	be	loud
7.	Option	to	sing	or	not	sing
•Gift	of	experiencing	
silence

Interactions	with	Grievers	
were	Valued

1.	Discovering	new	people	
who	support	them
•Missing	the	choir	already

2.	Concerned	what	choir	
would	be	like	prior	to	
beginning
•Transitioned	into	looking	
forward	to	choir
•Viewed	as	non-
threatening

3.	Feeling	like	they	
belonged

4.	Feeling	cared	about	by	
music	therapists	and	other	
members

5.	Experience	of	empathy	
helped	create	community

6.	Have	hope	for	another

7.	Ability	to	engage	in	
humor
•Occurred	during	choir	
session
•Re-telling	of	specific	
session	where	humor	was	
prominent
•Occurred	during	
interview
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Songs were Important in Grief 

At the beginning of the treatment grief choir experience, members stated they 

were hesitant about singing, and described themselves as “tentative.” Yet, as the choir 

developed, members reported being able to “let go” and noticed, “there was more 

feeling” when they sang. 

 Members reported appreciating permission to be loud in the music or to 

experience silence if they didn’t want to sing or couldn’t sing. The following dialogue 

reflects one member’s unique experience of not singing with the choir during a song. 

This member was not silent during the whole treatment, just during a specific moments of 

a song. This member stated: 

This group is about music, but for me what changed is I got more acceptance 

about just being quiet. Because when, when you guys sang I realized that it’s 

really okay to just be silent. And so for the group to allow me to be private was 

really important and everybody was fine that I wasn’t singing. So ironically when 

I didn’t sing, I got a really big gift. 

Songs used in the grief choir were very significant for members. They served as a means 

of connection to others who were also grieving.  Songs not only held the memory of the 

deceased family member, but they also helped members experience their grief in deeper 

ways.  For one member, the songs “taught (her) something” and helped her move through 

her grief. She stated that the songs were “really non-threatening” and that they reminded 

her of the person who died in a “good” way and at a “deeper level.” 

 Three songs seemed to have the most significance for members.  They were Angel 

by Sarah McLachlan, Washing of the Water by Peter Gabriel and When I Breathe by 
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Sarah Dan Jones.  Members stated that each of these songs was important in aiding them 

through their grief.  When I Breathe was one of the songs that members referred to as 

their “meditation song.” Members also added their own verse to this song.  

Making Musical Connections Helped 

 From their time in the treatment grief choir, members reported experiencing 

music in “a new way” and were able to expand their personal relationship to music and to 

each other.  Members were also encouraged to bring in music. One member played piano 

music for the choir in honor of her deceased husband. Another member made this 

comment about listening to the other member play the piano. 

 Oh yeah, like (name of member) shared… she played music a couple [of] times  

 for us. So I think that that grew out of you feeling accepted to just play it. It was 

more like music was an offering to all of us that we could share and be together. 

This statement led the piano playing member to state that performing for the choir did not 

bother her, even when she was making mistakes because her intent was to play, “in 

memory of (her) husband.” Other choir members responded that her piano playing was a 

“gift” to the choir. Members reported being able to feel the player’s emotions at the time, 

and that they appreciated her sharing this music and enjoyed being an audience.   

  Members also spoke about building a personal and positive relationship to music 

both during the group and after the choir experience. They reported finding a 

“community in the music” and that they were listening to music more. Members stated 

that listening to music on their own was “helping (them) work through the grief.”  
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 Additionally, members reported experiencing a relationship between themselves, 

the music and the choir.  Recordings of the choir singing together were used outside of 

the sessions and were found to be helpful. One member talked about the experience of 

having the recording on a special trip.  She stated: 

 I took it with me to India. So that was a really high point for me because I like to 

 use music to help me. It was just like having that community come with you to 

what you needed in the time that you needed it. 

Three members acknowledged how as the bonding occurred between them, the music 

“got better,” and as the music “got better, the bonding got better” too.  The members 

recognized a relationship between the cohesion of the group and the experience of the 

music.  

Interactions with Grievers were Valued 

 The treatment grief choir was a new experience for members. They reported 

feeling like they, “discovered people who could journey together, companion together.”  

The members stated they felt like they had a place where they “belonged.” During the 

interview, members reported missing the support found in the grief choir after it ended.  

 Before attending the first choir meetings, members reported being concerned 

about what would occur during the grief choir.  One member acknowledged feeling 

“hesitant at first” but reported that she “would do it again because I think it just taught me 

something.”  
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 Hearing other people’s experiences helped put members at ease and helped them 

feel like they belonged in this group. There was something, “special and unique about 

being with other people who are grieving.”   

 The category The Music Therapists Influenced the Experience was divided into 

four sub-categories: 1) appreciated music therapists’ professional skills, 2) songs brought 

in by music therapists viewed as ‘just right,’ 3) feeling a camaraderie with music 

therapists, and 4) appreciating music therapists’ ability to set boundaries. The category 

The Grief Choir did Help was divided into five sub-categories: 1) the treatment grief 

choir did help, 2) safe environment, 3) understanding of grief expectations, 4) sharing 

verbally, and 5) having a cohesive group. The category Gained Insights About Grief was 

divided into three sub-categories: 1) poignant metaphors about grief, 2) personal insights 

about their mood, and 3) past deaths connected to current grief. 
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Figure 15: Categories of The Music Therapists Influenced the Experience, The Grief 
Choir Did Help, and Gained Insights about Grief and their sub-categories.  
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The Music Therapists Influenced the Experience 

The members agreed that there was a difference in using music on their own 

versus being in the treatment grief choir with board certified music therapists who used 

their professional skills. They discussed the relationship between the songs that were 

brought into the choir and led by the music therapists. A member stated:  

 They kind of intuitively knew which one to pick. They gave us the option of  

 doing it, so it was ours, but often times they came up with something that was just 

 right for me or for the group as a whole, where the group was.  

The members stated they found meaning in the music that the music therapists brought 

into the choir and appreciated how the music therapists adapted the songs. They reported 

being “touched personally” by the songs and being “helped” by the music. One member 

discussed how there was a part of her that didn’t want to hear one specific song, and 

would cry during that song, yet she acknowledged that singing the song helped her work 

through some of her grief.  She described the experience as “weird.” 

 One member discussed a particularly meaningful interaction with a music 

therapist that occurred during the music. She said: 

 (music therapist’s name) would always look at me when it was time for us 

 to start. Not that I would always start right…So it was kind of…I got a feeling of  

camaraderie there too because I had somebody to help me. 

Regarding having board certified music therapists facilitate the choir, members discussed 

how the music therapist’s skills went beyond the music. They discussed the importance 
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of the leaders setting boundaries. One member discussed the effect of one of the music 

therapists setting boundaries with the member who left the research study. She said: 

So I think not every facilitator could do that, but she did. And so that really helped 

to set the tone for me, and probably just everybody watching that, that we all 

needed to respect each other, there were sound ground rules here, and that was 

really helpful for me. So … having a facilitator, a music therapist, makes a 

difference. 

The Grief Choir Did Help  

Members reported that the choir did help their grief and shared many insights 

about what helped them during the grief choir. Several issues arose during the discussion. 

One such issue was the environment - the safety that occurred through non-judgments 

and “being allowed to be a griever.” The member said:  

 Nobody’s trying to solve it for us. We’re holding…It’s like  something I 

 remember about holding a bird in your hand and just letting it have its time. It’s 

 just holding somebody and allowing them to feel through it but knowing that it’s  

safe. And that’s really helped me in understanding each time you have someone 

 that you love die, it’s not gonna be the same, it’s gonna be so different. 

Other members validated this sentiment. They felt that the metaphor and sentiment also 

reflected their experience. 

  In the treatment grief choir, members reported finding meaning in talking, 

processing and sharing verbally. They reported that talking to each other helped them to 

not feel so alone. They also stated that the talking helped them get to know each other. 
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Being able to sing and talk was important. Members also stated that having permission to 

not talk or share was important.  The flexibility to talk, or not, was mentioned as being 

helpful.  A member stated, “If you wanted to talk, fine. If you didn’t feel like it, it’s fine.”  

 Having a cohesive group was also seen as being beneficial. There was a member 

who didn’t grieve like the others and was seen as overbearing. When this member left the 

research, the group reported a positive shift in the choir and felt more connected to the 

group as a whole.  

Gained Insights About Grief 

During the interview, members shared insights about grief and their process of 

grieving. Several metaphors were shared, along with insights about their mood after the 

grief choir sessions.  

 When considering their moods, members talked about feeling better when they 

left the session, and feeling connected to others when they left. The experience of feeling 

sad after the session also was discussed. According to one member, sadness at the end of 

the session helped her to continue to process her grief and was seen as an asset. She felt 

that crying released some of her grief. She said, “I had not really grieved properly so it 

helped me to get over that hump.” 

 The members shared how past deaths were connected to the current one and how 

their views on grief changed substantially after a significant death. In this quote, the 

member shared her experience and insights. 

But when it happens to you it’s like that taste of the strawberry. If I try to tell you: 

here’s a strawberry, this is what it tastes like to eat it, it’s gonna be totally 
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different when you eat that yourself you’re gonna go, “That’s nothing like what 

you told me it was like.” And that’s what grief is like, it’s nothing like what 

anyone can tell you about. So you think you’ve progressed or maybe hit some 

milestones in terms of moving forward in your life now and all of a sudden, you 

know, this body memory just slaps you sideways and you have to stop again and 

deal with it, because the grief in the beginning is so physical. The emotions hurt. 

And so I guess I knew that from the other grief I’d experienced, but I had never 

experienced grief at the level where I couldn’t breathe, which I have now. I had to 

think about taking my next breath. It was just so utterly shocking and paralyzing. 

The members also reported feeling that the other members and music therapists cared 

about them, and offered support as they processed their grief.  Feeling cared for was 

reported as a healing element. Members stated that this feeling of care and empathy 

helped lead the grief choir into a community of people who understood each other.  One 

member said, “You can talk but you can also…you feel it. And that to me is a blessing to 

have, a place where you can feel that caring without anybody saying anything.” 

Interestingly, one member’s key element in interactions was the ability to have 

hope for the others.  Her belief in hope allowed her own grief to “lighten up.” It also 

allowed her to tolerate other people’s pain.  

 Humor was one specific phenomenon that occurred between the members and the 

interviewer. During the interview, puns were told and inside jokes about the grief choir 

were re-told. The physical environment also influenced humor, as described by the re-

telling of the session that occurred in the children’s grief counseling room, where the tiny 
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stuffed frogs were thrown around. A member acknowledged the role of humor in grief 

when she said: 

 We came in and the first few weeks we were really, really sad, you know. And 

 then to watch the change in the group and adding a little more humor and more 

 laughing for us and, you know, if we messed up with the music we just laughed at 

 ourselves and just did it again. So it was fun. 

Reported Recommendations 

 Members were asked for their recommendations on what they would want to 

occur in a future grief choir. These data were not analyzed. Instead answers were 

organized as a means of communicating the members’ opinions. Their answers have been 

organized into seven suggestions: 1) every bereavement program should have a grief 

choir, 2) include more instruments, 3) keep playfulness in the group, 4) extend number of 

sessions, 5) perform for others, 6) desire for personal therapy and 7) when group should 

meet during the holiday time. 

The members of the treatment grief choir did agree that every bereavement 

program would benefit from having a grief choir and they advocated for their grief choir 

to continue. One member said, “Well I think that music choir should be a part of any, 

what is this called… bereavement program. Yes, seriously 100%.” They talked about a 

desire to include more instruments, to keep opportunities for playfulness, to possibly 

extend the number of sessions, and to possibly perform for others.  They also discussed 

the role of the holidays on grief. Opposing views emerged on either not having group 

during the holiday period because of being out of town and other obligations versus 

wanting the grief choir during the holidays because it is a difficult time when grieving.   
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 Lastly, time was spent discussing other forms of grief support. A Coffee House 

event sponsored by the music therapists at the hospice where the research occurred was 

meaningful to one member in particular.  A different member talked about how the grief 

choir helped her realize she would like to seek out personal therapy.   

 
Standard Care Grief Group Categories 

 
 Four major categories were derived from the data from the standard care grief 

group: 1) Standard Care Did Help, 2) Timing and Composition of Group Mattered, 3) 

Standard Care was a Complex Experience, and 4) The Experience of Being in Research 

(Figure 16).  

 

 
 
 
Figure 16: Four categories from the Standard Care Grief Group’s experiences.  
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Standard Care Did Help and Timing and Composition of Group Mattered  

The category Standard Care Did Help was divided into three sub-categories: 1) 

group did help, 2) what they reported as helping and 3) grief counselor. The category 

Timing and Composition of Group Mattered was divided into four sub-categories: 1) 

having group during winter holiday was important, 2) connections between a member’s 

deceased son and another member, 3) experience of a person who did not fit it, and 4) 

members saw themselves as ‘tender-hearted.’ See Figure 17. 
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Figure 17: Categories Standard Care Did Help and Timing and Composition of the 
Group Mattered and their sub-categories.  
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meeting - the triggers that have come along.” All members shared an example of a trigger 

with their grief. Two other members discussed the triggers of anniversary dates. A 

different member shared how flowers blooming in the spring were a trigger. 

 When asked what was helpful about the standard care grief group, the members 

all answered with the grief counselor’s name. The members perceived the leader to have 

“great skills.” A member stated the “group would not have been the same without her 

abilities.”  All members agreed that the grief counselor helped the group stay on task; 

they appreciated a particular poem she brought in to share, and that they appreciated how 

she directly asked about triggers.  

 The members also reported that “being able to share (our) feelings with other 

grievers helped” as well.  Specific experiences related to emotions occurred during the 

sessions that were seen as supportive.  One member spoke about addressing “should” 

statements. “Should” statements were associated with guilt and related to the grievers’ 

expectations of the grief process. Another member talked about finding permission 

related to her grief process expectations. She discussed how the group helped her realize 

an important concept related to grief. She said, “It was relieving when I was like, oh wait, 

I didn’t mess up, I’m not a bad person.”   

 Finally, the members stated that the weekly closing ritual was helpful. They 

reported not remembering how it began or who started it, only that it became a 

meaningful way to end their grief group each week. They stated that the closing ritual 

reflected their “tender-hearted, tender-handed” way of interacting with each other.  
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Timing and Composition of the Group Mattered 

 Members reported that several unique incidents occurred while attending the 

standard care grief group. The group met during the winter holiday period, which was 

perceived as helpful. One member reported that the holidays were especially difficult, as 

it was the first holiday season without the deceased. Having the group support during this 

time was valuable for this member.  

  Also, a unique connection was discovered between one member’s deceased son 

and another member.  Both people found the coincidence and relationship to be special. 

Each member described discovering this connection as meaningful.  

 There was one member who attended one session then left the group and did not 

continue in the research. Other members discussed how she had changed the dynamic and 

that they were relieved when she didn’t return. A member stated, “It did throw the 

dynamic off that day and then she didn’t come back, and I hate to say that I was relieved, 

but I was.”  

 Throughout the interview, the members often referred to themselves as, “tender-

hearted.” Being tender-hearted meant showing each other empathy. It also was used to 

describe times a member became tearful. This quality was viewed as an asset by the 

members.   

Standard Care is a Complex Experience and The Experience of Being in Research  

The Experience of Being in Research was divided into four sub-categories: 1) 

being in a research project, 2) concern about attending a grief group, 3) not missing the 

paperwork, and 4) desire to know outcome of research.  The category Recommendations 
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was divided into two sub-categories: 1) shared ideas about time-line length of a grief 

group and 2) discussed designing a closed group versus an open. The category, Standard 

Care is a Complex Experience, was divided into four sub-categories: 1) surprises, 2) 

gaining personal insights about grief, 3) developing a wider understanding of grief 

experiences, and 4) coping with specific decisions associated with grief. See Figure 18.   

 

Figure 18: Standard Care was a Complex Experience and The Experience of Being in 
Research and their sub-categories 
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Standard Care was a Complex Experience 

The members discussed surprises they encountered with grief. One such 

revelation was the phenomenon of leaving the group session feeling sad. One member, in 

particular, discussed how he would arrive feeling “peppy and good” only to leave feeling 

“ a little more sad.” The concept of leaving a support group feeling sad led some 

members to question if the group was helping or making the grief experience worse. 

Those members decided the group was helping instead of harming and that the pain of 

grief does not easily disappear.  A member said: 

 I had the idea, well is this helping the grief or is it dragging it out? But I think 

 I’ve more concluded that it’s helped than actually dragging it out because it’s 

 gonna be there anyway.  

 Members discussed specific issues related to grief.  Some members talked about 

gaining personal insight related to grief. These insights included understanding their 

feelings and gaining knowledge about how to cope with grief. Another member said, 

“(The group) really helped to see why I feel the way I feel and how to work through it 

and make it a part of my life in a way that’s more positive.” 

  Members also developed a wider understanding about different experiences of 

grief. All members agreed they were “shocked” by what their unique grief experiences 

were like for this particular death. Some members had experienced multiple deaths, yet 

were surprised by some of the experiences within their grief. They shared specific issues 

with grief that were resolved, for example, what to do about the expectation to write 

thank you cards.    
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The Experience of Being in Research 

Members of the standard care grief group expressed an interest in the outcomes 

of the research. They all wished to be informed when analysis was complete. It was 

unanimously agreed that they would not miss the paperwork associated with the research. 

 They also discussed the idea and process of being in a research project and 

reasons for participating. Members had different reasons for volunteering to be a part of 

this research. Two members reported being in a “bad head space” when the recruitment 

mailer arrived.  While not assigned to the treatment grief choir, both of these members 

thought being in a choir would be less intimidating than talking about their grief. The 

members acknowledged they would benefit from help, but had not reached out to the 

bereavement program until the postcard arrived in the mail. The idea of singing instead of 

talking was less “intimidating” to one member and motivated this person to volunteer.  

 Two of the members reported hoping to be in the grief choir. A different member 

had hoped to be in the standard care grief group and stated she had a partially paralyzed 

vocal fold and that, “singing through an hour session wasn’t gonna be possible.”  Even 

though the members had mixed feelings about being assigned to the standard care grief 

group, they all reported they were eventually happy with the standard care grief group. 

 Members discussed their thoughts about the grief group prior to attending. Two 

members expressed having no expectations before the group commenced. One member 

expressed concerns about attending a grief group before the research began. This member 

said: 
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  I was hoping that it would just help me feel better and I was super  intimidated 

 because I was afraid I would just come here and we’d all just be sitting in a 

 circle bawling our eyes out, you know? I didn’t know what to expect. 

Reported Recommendations 

Members were asked for their recommendations on what they would want to 

occur in a future grief group. These data were not analyzed. Instead answers were 

organized as a means of communicating the members’ opinions.  

 Members shared ideas about the time line and length of a group.  Some liked the 

idea that it was a closed grief group, where people could not join once the group began. 

Others were interested in the idea of having an on-going group that was open to new 

people joining. Members had different viewpoints on time of day for a group. The 

members also recommended having a facilitator that encouraged an open process when 

creating another grief group. They encouraged the group leader to have “no expectations 

of what the group would look like, no rules.”  

 Finally, the members discussed other means of support within the bereavement 

department where the research occurred.  A member also talked about a previous group 

associated with a church and how the research group was a nice follow up from that 

service. No other recommendations were given.  

Overlapping Experiences of Meaning 

The composite categories of both group interviews were compared. From that 

comparison, several similarities were found. First, each group stated that their group 

helped. While each group discussed various means of how their group helped, it is 
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important to note that they did in fact state that it helped. When the various members 

discussed what helped, each group acknowledged the positive impact of the group 

leaders. The other overlapping experience that was reported as helping was the 

opportunity to be with other grievers.  

Beyond discussing what helped, each group at some point during the interview 

discussed the experience of having one member who did not fit into their group. 

Additionally, both groups wanted to have access to the results of the research. Another 

overlapping category was the concern over what their group would be like before 

attending the first session.  The two groups discussed the impact the holidays had on their 

grief and the experience of the group. Both groups reported the experience of leaving the 

sessions feeling sadder than when they arrived. While perhaps obvious for the standard 

care grief group, both groups found meaning in talking to each other. Finally, each group 

discussed insights they gained about their grief experience.        

Unique Themes Within Each Interview 

Standard Care Grief Group 

While there were overlaps in the meaning discussed in the interviews, there were 

also unique and meaningful experiences for each group. Unique to the standard care 

grief group interview was the idea of being a part of a research study, and the 

acknowledgement of a member’s desire to be in a specific group (two people wanting to 

be in the grief choir and another hoping for the standard care group).  The standard care 

grief group also discussed the helpfulness of processing triggers. They also reported 

finding meaning in the closing ritual that emerged.  Another unique experience in this 

group was the relationship between a deceased son of a member and another group 
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member.  Finally, during their discussion of recommendations, they were the only group 

that discussed, at length, the concepts of time, length of the group and whether or not the 

grief group should be opened or closed.  

Treatment Grief Choir 

Several themes were only discussed in the treatment grief choir. Members of the 

treatment grief choir discussed the role of audio recordings of their choir within and 

outside of the treatment grief choir.  They also discussed the idea of having permission to 

not sing during the session, to not talk and to be loud depending on their needs. Finally, 

their list of recommendations was also unique and included the need of humor, 

playfulness, more instruments, extra sessions and a desire to perform.  

Summary 

 Each group interview revealed valuable data relating to their individual grief 

group experience. Both groups had unique experiences and overlaps among the 

experiences were discovered. These results will be discussed in the next chapter as they 

relate to the study itself and to the mixed-method approach and the integrated questions 

of the research.  
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CHAPTER 6 

 DISCUSSION 

  The purpose of the current study was to test the effects of participation in a 

treatment grief choir vs. standard care grief group (verbal) on bereaved persons’ 

perceived grief, coping, energy, social support and health and to examine the experiences 

of those participating in both groups.  In this mixed-methods study, the results from the 

qualitative phenomenological focus groups were intended to be used for explaining and 

interpreting the findings of the RCT. Within the RCT, five people completed the 

treatment grief choir and four completed the standard care grief group (N=9). A 

repeated-measures ANOVA was employed to detect any statistical significance. A 

significant within-subjects effect was found in both groups for the Numeric Rating Scale 

(NRS) start-of-session grief, NRS end-of- session grief, Hogan Grief Reaction Checklist 

(HGRC), and NRS end-of-session coping. These results indicate that both groups showed 

significant improvement over time in these areas. A between-subjects effect was found 

for the NRS end-of-session grief and for the Multidimensional Scale of Perceived Social 

Support (MSPSS) with the standard care grief group scoring significantly better over 

time than the treatment grief choir. Finally, one interaction effect was found for the NRS 

end-of-session health scores at week sixteen, with a significant gain for the standard care 

grief group.  

 For the qualitative portion of this study, five members of the treatment grief choir 

and three of the four members from the standard care grief group participated in separate 

focus group interviews. A seventeen-step analysis of the interview data was employed to 

discover meaningful descriptions and experiences while maintaining validity and 
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integrity of the process. The following themes emerged from the analysis of the treatment 

grief choir interview: The Grief Choir Did Help; Songs were Important in Grief; Making 

Musical Connections Helped; Interactions with Grievers were Valued; The Music 

Therapists Influenced the Experience; Gained Insights about Grief.  Recommendations 

for future grief choirs from participants were documented. The following themes 

emerged from the standard care grief group: Standard Care Did Help; Timing and 

Composition of Group Mattered; Standard Care was a Complex Experience; and The 

Experience of Being in Research. Recommendations for future standard care grief groups 

were documented. 

 In the following sections of this chapter, the results of the RCT are discussed 

according to the research questions; this is followed by a discussion of the qualitative 

results. A discussion of the integrated research questions is included in Chapter 7. 

Implications of this study and recommendations for future research comprise Chapter 8. 

Discussion of Results from the Randomized Control Trial 

Research Question 1: What are the effects of participation in a grief choir versus 

standard care on participants' grief scores? 

 The NRS start-of-session grief, NRS end-of-session grief and the Hogan Grief 

Reaction Checklist (HGRC) measurement tools were used to answer this research 

question. Participants rated their grief using a numeric rating scale at the beginning and 

end of each of the sixteen sessions. The HGRC data were gathered at week one, week 

four, week eight, week twelve and week sixteen. The repeated-measures ANOVA, 

applied to the three measurement tools, revealed significant within-subject results.  An 

analysis of participants’ scores for both the NRS and HGRC showed significant 
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improvements for both groups, indicating that both groups improved over time. A 

significant between-subjects effects (p = .02) was found between the NRS end-of-session 

grief scores of the standard care grief group and the treatment grief choir group in favor 

of the standard care grief group.   

The findings of this research question are based upon a small sample size. 

Therefore, the results must be interpreted very carefully. It is possible, given more 

participants, these results might have been different. There may be a variety of reasons 

why both groups improved over time and why the standard care grief group performed 

better on the NRS end-of-session measure.  

 The results from the NRS end-of-session measures conflicted with those of the 

HGRC and NRS start-of-session scores. It is possible that the NRS scores captured more 

short-term perceptions of grief, because it asked participants to rate their grief “at this 

moment.” It is possible that there were many variables associated with the phrase “at this 

moment” for the grievers that influenced their perception of grief. For example, grievers 

could have been affected by events not related to the choir or the standard care grief 

group.  

 Results may further be explained by differences in the processing of grief. Is the 

grief process of a standard care grief group the same as a treatment grief choir? Being in 

touch with one’s grief may vary greatly between these two groups, thus impacting the 

participants’ perception of their grief.  Currier, Neimeyer, and Berman (2008) stated that 

several factors influence a person’s grief, for example, age, number of deaths, and the 

violence of the death. Nseir & Larkey (2013) reported finances, life-styles, nutrition and 

physical exercises also impacted grief. Currier, Neimeyer, and Berman (2008) contended 
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that some people wanting grief support do not want the focus of the grief support to be on 

emotions and would prefer a more problem-solving approach. With this knowledge in 

mind, the results may indicate that individuals had varying expectations for their assigned 

grief group. 

Both the treatment grief choir and the standard care grief group were meant to be 

process-oriented groups. Johnsen, Dyregrov, & Dyregrov (2011) stated that group 

composition is a major influence on process-oriented groups. Obviously, the people in 

both the treatment grief choir and the standard care grief group were unique individuals 

with their own histories, their own needs, their own personality characteristics and their 

own reasons for joining the research. Each person in the group impacted that group’s 

process and subsequently the individual’s perception of grief at the end of each session. It 

was unclear what the process of the treatment grief choir was, as this was the first 

research to study the treatment grief choir.  

Finally, the conflicting results indicated that the NRS end-of-session grief 

measurement was more sensitive to the process of persons in a standard care grief group, 

and perhaps this tool was not the best outcome measure for the treatment grief choir. It 

was also possible that the self-rating of people who know they were in a specific type of 

treatment influenced results. Participants were not blinded to their treatment.  

It was difficult to compare this study with other research in the literature. There 

was little, if any, evidence that indicated that the outcome measures of grief consistently 

measured the same phenomena.  

 Some studies found significant findings related to adults grieving and music 

therapy. Yu & Gallant (2010) and Short (2007) found significant effects of music therapy 
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in their studies and thus were different from this current study. Other differences included 

that they facilitated music therapy individually, used receptive music experiences, had no 

control group and created their own measurement tools. Due to the differences in these 

studies and the current study the results cannot be compared directly. 

Iliya’s (2015a) study resulted in significant findings when using music therapy 

with adult grievers and they were different from this current study. Other differences 

between these studies include the intervention (a new technique within vocal 

psychotherapy), sessions were facilitated individually, that participants were diagnosed 

with complicated grief and that participants were also diagnosed with mental health 

issues. Due to the differences in this study and the current study, the results are not 

comparable. 

Participants in Popkin, et al.’s study, (2011) reported that the music therapy ritual 

was “very” to “extremely effective” in helping participants process their grief.  However, 

the Popkin, et al., (2011) study had many differences when compared to this current 

study. They used a single-session music therapy design, different interventions with adult 

professional grievers, different measurement tools, and different research designs. Due to 

the differences in this study and the current study the results cannot be compared directly. 

The results of the current study were similar to the findings of Hudgins (2007) 

who found no significant difference between the control group and the music therapy 

group. However, Hudgins (2007) used primarily songwriting experiences and facilitated 

only six sessions. Due to the differences in this study and the current study the results 

were not comparable. 
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When examining the use of music therapy to affect grief, Wlodarczyk (2010) 

found no significant difference between the control group and the music therapy group. 

These results were similar to this current study, except that Wlodarczyk used single-

session music therapy interventions with adult professional caregivers and hospice 

workers as measured by the Hospice Clinical Grief Inventory, the Compassionate 

Satisfaction and Fatigue Test, the Work Environment Scale, and a self-report 

questionnaire. Due to the differences in this study and the current study, the results 

cannot be compared directly. 

The findings of the current study demonstrated that the treatment grief choir 

resulted in similar effects on grief as the standard care grief group. Yet, these findings 

can only be considered with great caution because of the small number of participants, 

and valid conclusions cannot be drawn. 

 

Research Question 2: What are the effects of participation in a grief choir versus 

standard care on participants' coping scores? 

 Data from the NRS start-of-session coping and NRS end-of-session coping 

measures were used to answer this research question. Data from these measurement tools 

were gathered before and after every session for both treatment groups. A repeated-

measures ANOVA applied to the NRS end-of-session coping scores showed a significant 

within-subjects effects (p = .03). No significance was found for the NRS start-of-session 

coping results. Overall, both groups improved over time in their perceived coping 

abilities. According to this measurement tool results, the treatment grief choir was 

similarly effective as an intervention with the standard care grief group. 
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As with the grief results, the findings of this research question are based upon a 

small sample size. Therefore, the result must be interpreted very carefully. It is possible, 

given more participants, that these results might have been different. There may be a 

variety of reasons why both groups improved over time at the end of each session.  

The NRS scores captured more short-term perceptions of coping. It asked 

participants to rate their coping “at this moment.” It is possible that there are many 

variables associated with the phrase “at this moment” for the grievers when considering 

their perception of coping. Since the question was asked at the end of the session, what 

participants had planned next might have impacted their perception of coping. For 

example, a participant might have been going home to an empty house after the session 

and might have responded to the question differently than a person meeting someone for 

dinner.   

Grief may have accumulated between sessions. This accumulation was 

demonstrated as participants came to session with no apparent improvement in their grief 

or cumulative effect of either type of intervention. However, one can assume that both 

types of interventions were effective in making participants feel better after sessions.  

The results may also be explained by the coping processing differences of the 

standard care grief group versus the treatment grief choir. It is possible the standard 

care grief group processed coping strategies differently than the treatment grief choir. 

For example, the standard care grief group might have directly addressed the issue of 

how to cope with grief, whereas the treatment grief choir might have taken a subtler 

approach that relied on an organic process that occurred within the music. 
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Also within grief, there is the phenomenon that perceiving oneself as coping well 

is dishonoring the person who died, the griever’s relationship to the deceased and the 

impact the deceased had on the griever (Rando, 1993). Some grievers can become stuck 

in their experience of the pain of grief (Rando, 1993; Stroebe & Schut, 1999). It is 

possible then, that perceiving oneself as coping well is a difficult perception to admit or 

document.  

 The findings for this research question indicated that both groups improved over 

time; however, one group did not improve significantly more than the other. Currier, 

Neimeyer, and Berman (2008) found that grievers naturally cope with grief and that most 

grievers will heal on their own. They caution that is it possible that research captures a 

natural decline of grief, which may influence how participants perceive themselves as 

coping.  Currier, Neimeyer, and Berman (2008) argue that most grievers will improve 

over time and that they will naturally discover ways to cope with grief. It is possible then, 

that the NRS end-of-session coping results may have captured this natural process of 

learning how to adapt to and cope with the world without the deceased.  

 Only one music therapy study with grieving adolescents used coping as an 

outcome measure (McFerran, Roberts, & O’Grady, 2010). While adolescents and adults 

grieve differently, some associations can be made. McFerran, Roberts, & O’Grady (2010) 

studied the use of Humanistic music therapy using free play improvisation, songwriting, 

or listening to songs with grieving teenagers. There were significant differences between 

that study and this current study, most importantly in the intervention, the participants 

and the dosage. These authors found a significant improvement in coping for these 

adolescents on the Adolescent Coping Scale; however, no control or standard care group 
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was used. Due to the differences in the two studies, the results cannot be compared 

directly.  

Overall, the sample size of this current study was too low to derive any true 

conclusions about the participants’ perception of coping. Both groups improved 

significantly over time. These findings demonstrate that the treatment grief choir may 

have been as effective as the standard care grief group. It is important to note that this 

study examined an aspect of mourning, specifically the perception of coping that is not 

often written about in music therapy literature. Yet, these findings can only be considered 

with great caution because of the small number of participants. 

 

Research Question 3: What are the effects of participation in a grief choir versus 

standard care on participants' energy scores? 

Data from the NRS start-of-session energy scores and NRS end-of-session energy 

scores were used to answer this research question. Data were gathered before and after 

every session for both treatment groups. A repeated-measures ANOVA applied to the 

two measurement tools showed a significant within-subjects effect for the NRS end-of-

session energy scores (p = .05), but no significant results for the NRS start-of-session 

energy results. Overall, the effects of participation in the treatment grief choir and the 

standard care grief group demonstrated that both groups improved significantly over 

time in their perceived energy. According to the results of the analysis, there were no 

significant differences between the groups’ scores on this measure. 

As with the other research questions, it is important to remember that the findings 

of this research are based upon a small sample size. Therefore, the results must be 
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interpreted very carefully. It is possible, given more participants, these results might have 

been different. There may be a variety of reasons why the two improved over time at the 

end of sessions. Grief may have accumulated in between sessions, thus affecting 

participants’ energy. This accumulation was demonstrated as participants came to session 

with no apparent improvement in their grief or cumulative effect of either type of 

intervention. However, one can assume that both types of interventions were effective in 

making participants feel better after sessions. 

The NRS scores possibly captured more short-term perceptions of the 

participants’ energy. It asked participants to rate their energy “at this moment.” It is 

possible that there were many variables associated with the phrase “at this moment” for 

the grievers when considering their perception of energy. It is unknown how the 

participants defined energy when they were answering this question. Participants could 

have been thinking about their physical energy or their emotional energy. Energy could 

have been viewed holistically or narrowly or in some other way. It is impossible to 

determine how the participants defined energy for themselves. 

 The question was asked at the beginning and end of each session, and so the 

timing of the question is important in interpreting the results. It is possible that no matter 

the interventions, grievers would experience an increase in their energy level after being 

with other grievers. Many experts have written about how grievers feel pressure to hide 

their grief from non-grievers (Humphrey, 2009; Rando, 1993; Wong, 2008; Worden, 

2009). It is easy to imagine that pretending to not be grieving would be exhausting and 

draining. Therefore, it is possible that all the grievers in this research experienced an 

increase in energy simply because they were allowed to be themselves.  
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It is also possible that the individuals in this study were more extroverted in 

nature. Extroverts are thought to be energized when being around other people 

(Kahnweiler, 2015). If the participants were indeed extroverts, interacting with other 

grievers for an hour would naturally help them experience more energy. 

No other music therapy study has directly measured participants’ perceptions of 

their energy during treatment for their grief. However, previous literature on the effects 

of grief have demonstrated that grief does affect a person’s physical and emotional state, 

which can relate to their perceived energy (Manzoli, Villari, Pirone, & Boccia, 2007; 

Mostofsky, Maclure, Sherwood, Tofler, Muller, & Mittleman, 2012; Stroebe, Schut, & 

Stroebe, 2007; Utz, Caserta & Lund, 2011). It was reasonable to be curious if and how the 

grieving adults’ perception of their energy would be impacted by treatment. Perhaps it is 

important to first understand a griever’s experience of energy.   

Boelen & Prigerson (2007) studied the unique variances of prolonged grief 

disorder, depression, and anxiety on the quality of life of adult grievers. Energy was 

included as a quality of life factor on the RAND SF-36 Health Survey. The researchers 

found that people who met the criteria for prolonged grief disorder did not have a unique 

experience regarding energy. This finding could mean that the perception of a grieving 

person’s energy is similar to that of someone with depression and anxiety. This current 

study did not screen participants for depression or anxiety. Yet, the results from the 

Boelen & Prigerson (2007) study are important when considering reasons adult grievers 

may experience their energy and perhaps even the expectations for change in their energy 

level.  
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No other related study was found that examined a griever’s experience of energy. 

Therefore, this current study may be unique in that it singled out energy as a potential 

outcome of music therapy. However, questions arise such as, what else could have 

impacted a griever’s perception of energy? Could events prior to the group have 

influenced their perception of energy? Could their next activity influence their perception 

of energy at the end of a treatment session? For example, if there was an appointment or 

event that the griever had arranged after the session, that griever might be excited to 

attend that event or may have been dreading it. 

Overall, the sample size of this study was too low to derive any true conclusions 

about the participants’ perception of energy. These findings demonstrate that the 

treatment grief choir may have been as effective as the standard care grief group in 

enhancing perceived energy. But it is important to note that this study examined an aspect 

of mourning, specifically perceptions of energy, that are not often discussed in music 

therapy literature. 

 

Research Question 4: What are the effects of participation in a grief choir versus 

standard care on participants' perception of social support scores?  

Data from the Multidimensional Scale of Perceived Social Support (MSPSS) was 

used to answer this research question. Data were gathered at week one, week four, week 

eight, week twelve and week sixteen. A repeated-measures ANOVA applied to the data 

showed a significant between-subjects effects (p = .05) in favor of the standard care grief 

group. The difference in means between the groups indicates that the standard care grief 

group participants perceived better social support than the treatment grief choir.  



	 166	

When interpreting the findings of this research question it is important to 

remember the results are based upon a small sample size, and the results must be 

interpreted very carefully. It is possible, given more participants, that these results might 

have been different. There may be a variety of reasons why there was a between-subjects 

effects in favor of the standard care grief group.  

It is possible that the verbal nature of the standard care grief group created a 

greater feeling of social support. Perhaps it is normal in the American culture to perceive 

social support more through talking than any other means of communication or 

interaction. Could it be that most grievers experience social support when talking with 

other grievers? Was the experience of participation in the treatment grief choir different 

than the experience of participation in the standard care grief group? It is also possible 

that the self-rating of people who know they are in a specific type of treatment can 

influence results.  

Participants’ support systems change. Perhaps one or more participants in the 

standard care grief group found other support systems not related to this research during 

the treatment period. It is equally possible that outside interactions could have influenced 

the choir members’ scores in a negative way.  

One other music therapy study examined effects of treatment on perceived social 

support with grievers. Wlodarczyk (2010) found no significant difference between the 

music therapy and control groups on felt isolation by the participants.  As stated in the 

discussion of research question one, there are many differences in the Wlodarczyk (2010) 

study and this current research. Due to the differences in the two studies, the results are 

not directly comparable. 
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Issues associated with social support and grief have been discussed in the 

literature (Rosner, Pfoh, Kotoučová, & Hagl, 2014). It is generally agreed that grievers 

can feel isolated, that their support systems may change and their social identity may 

become disrupted (Rosner, et al., 2014). However, based on the findings of this current 

study and the Wlodarczyk (2010) study, any implications associated with perception of 

social support and music therapy for grievers would be difficult to make. It could be that 

the standard care grief group was better than the treatment grief choir participation to 

achieve perceived feelings of social support. 

Overall, the sample size of this study was too low to derive any true conclusions 

about the participants’ perception of social support.  There were no significant findings 

for the treatment grief choir, and a between-subjects effect was found in favor of the 

standard care grief group.  These findings demonstrated that the standard care grief 

group may have been more effective than the treatment grief choir in facilitating feelings 

of social support. But it is important to note this study examined an aspect of mourning, 

specifically perceived social support, that is not often written about in music therapy 

literature. 

 

Research Question 5: What are the effects of participation in a grief choir versus 

standard care on participants' health scores? 

Data from the NRS start-of-session health, NRS end-of-session health and the 

RAND Health SF-36 scores were used to answer this research question. The NRS start-

of-session health and NRS end-of-session health data were collected before and after 

every session for both the treatment grief choir and the standard care grief group. The 
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RAND Health SF-36 data was gathered at week one, week four, week eight, week twelve 

and week sixteen. The repeated-measures ANOVA for the RAND SF-36 resulted in no 

significant findings. The repeated-measures ANOVA for the NRS start-of-session health 

resulted in no significant findings. However, the repeated-measures ANOVA for the NRS 

end-of-session health resulted in a significant interaction effects (p = .05). According to 

the results of the analysis, the NRS end-of-session health scores demonstrated that the 

standard care grief group improved significantly from week eight to week sixteen 

whereas the treatment grief choir did not.   

As with the other research questions, the findings of this question are based upon 

a small sample size. Therefore, the result must be interpreted very carefully. It is possible, 

given more participants, these results might have been different. There may be a variety 

of reasons why the standard care grief group performed better, on the NRS end-of-

session health scores from week eight to week sixteen, than the treatment grief choir.  

The NRS scores possibly captured more short-term perceptions of health. It asked 

each participant to rate his or her health “at this moment.” It is possible that there were 

many variables associated with the phrase “at this moment” for the grievers when 

considering their perception of health. It is unknown how the participants defined health 

when they were answering this question. Participants could have been thinking about 

their physical health or their emotional health. Health could have been viewed holistically 

or narrowly or in some other way. It is impossible to determine how the participants 

defined health for themselves.  

Since the question was asked at the end of the session, what a participant had 

planned next might have impacted their perception of health. For example, a participant 
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might be going to a gym after the group or going for a walk in a park. It is also possible 

that participants in the standard care grief group were more physically active than the 

treatment grief choir. The treatment session concluded in the spring, so as treatments 

progressed, the weather was improving. Perhaps the better weather encouraged 

participants in the standard care grief group to be outside more and thus the perception 

of their health increased.  

It is also conceivable that participants of the standard care grief group were 

taking new medications that influenced their health, thereby affecting the outcomes of 

this research question. Perhaps, as participants of the standard care grief group 

experienced less grief and more energy, they felt healthier at the end of treatment 

sessions.  It is also possible that other health-related issues were occurring during this 

time, for example spring allergies. It is conceivable there were other unknown physical 

issues that influenced results. 

No other music therapy study directly measured participants’ perception of their 

overall health during treatment for their grief. However, previous literature on the 

physical and emotional effects of grief has demonstrated that grief does affect a person’s 

holistic health state (Manzoli, Villari, Pirone, & Boccia, 2007; Mostofsky, Maclure, 

Sherwood, Tofler, Muller, & Mittleman, 2012; Stroebe, Schut, & Stroebe, 2007; Utz, 

Caserta & Lund, 2011).  

Overall, the sample size of this study was too low to derive any true conclusions 

about the participants’ perception of health.  There were no significant findings for the 

treatment grief choir.  In fact, the interaction effects found in the NRS end-of-session 

health results demonstrated that the standard care grief group was more effective than 
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the treatment grief choir from week eight to week sixteen. Yet, these findings can only be 

considered with great caution because of the small number of participants. It is important 

to note, however, that this study examined an aspect of mourning, specifically health, that 

is not often written about in music therapy literature.  

This concludes the section of the discussion related solely to the RCT. Since this 

study used a sequential explanatory mixed method design, the information from the 

Existential Phenomenological study is explored next.  

Existential Phenomenological Focus Group Discussion 

To answer the qualitative research questions, two separate focus group interviews 

occurred with participants from the treatment grief choir and the standard care grief 

group respectively. Data analysis was outlined in Chapter 3 followed, and results were 

presented in Chapter 5.  In this section of Chapter 6, qualitative data for each of the 

research questions are discussed for each of the two groups: the treatment grief choir and 

the standard care grief group. To reflect a qualitative stance, participants in the treatment 

grief choir are referred to as “members” and first person language is used where 

appropriate.  

 

Research Question 6: What was the meaning and experience of being in a treatment grief 

choir? 

Experience of the Treatment Grief Choir 

The experience of being in a treatment grief choir began with feeling hesitant and 

tentative according to its members. They were not sure what to expect. Yet, they reported 
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that they were able to easily “let go” of their hesitation because the environment was 

nonthreatening, and they looked forward to coming to the choir. 

Hesitation 

As seen in the literature, participants of McFerran, Roberts & O’Grady (2010) had 

similar experiences. In the McFerran, Roberts & O’Grady’s study (2010) of grieving 

teenagers, participants reported being scared of their music therapy grief group at first. 

The teenagers reported being hyperaware of the pressure to contain themselves and to be 

seen only as normal. However, the hesitations reported by the treatment grief choir were 

related to their previously unknown experiences of a treatment grief choir and of being 

with unfamiliar people. In some ways, both the adults in the treatment grief choir and the 

teenagers of the McFerran, Roberts & O’Grady (2010) study were concerned with what 

others might think of them and of the possibility of being uncomfortable.  The members 

of the treatment grief choir and the teenagers found that their fear of the group evolved 

into feeling that the group was positive and supportive.   

The teenagers and the members of the treatment grief choir were able to 

experience a transformation. The treatment grief choir members stated that this change 

occurred because of the safe environment. The concept of being safe did not directly 

emerge in McFerran, Roberts & O’Grady (2010). However, several themes did arise that 

related to a safe environment. These themes included: feeling understood, group 

cohesion, being treated in a more accepting manner than how others treated them, and 

having permission to grieve. In a different study, Clements-Cortes & Klinck (2016) 

shared how a participant stated that being comfortable while making music as a form of 

expression takes time. The same participant went on to state that she had an aversion to 



	 172	

instruments and that her aversion transformed as she become more creative, comfortable 

and thoughtful. After considering what is documented in other articles and from what was 

mentioned by the treatment grief choir it appears that being hesitant, scared and unsure 

might be a normal response at the start of bereavement music therapy. 

Expression of Voices 

Once members of the treatment grief choir became more comfortable, they 

noticed more expression in their voices. No other article discussed this process from the 

point of view of the participants. For example, the teenagers in McFerran, Roberts & 

O’Grady’s (2010) study stated that music helped them express themselves, but they did 

not talk about the process of becoming expressive. Similarly, participants in the 

O’Callaghan, et al., (2013) study described how grievers naturally used music to reflect 

their grief process, but they did not describe the process of a music therapy grief group. It 

is noteworthy then, that members of the treatment grief choir noticed and acknowledged 

how the experience of the music became more expressive as they became more 

comfortable. It is reasonable for a music therapist to notice this shift, but this process has 

not been documented from the point of view of grieving adults.  

Facilitators 

Members of the treatment grief choir recognized that the music therapists 

impacted the experience greatly. Other literature discussed the role of the facilitator when 

working with grievers (Clements-Cortes & Klinck, 2016; Demaine, 2015; Iliya, 2015b; 

Sekeles, 2007). However, the context from these articles was from the perspective of the 

music therapy researchers. In this current study, the members of the treatment grief choir 

were specific in what was perceived as helpful. The treatment grief choir members 
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singled out the music therapists’ ability to choose significant songs, set boundaries that 

helped the group feel safe, and also to bond with them.  This information is unique and 

therefore requires a closer examination.  

Using their previous clinical experiences in selecting music, the music therapists 

in this current study also brought in music that had been successfully used previously. 

Washing of the Water by Peter Gabriel was performed for a community memorial service 

by the music therapy program and was offered to the treatment grief choir because it was 

already arranged and in the clinical opinion of the music therapists reflected much of 

what the treatment grief choir members were experiencing. Sarah Dan Jones’ When I 

Breathe was used extensively with the original grief choir, the choir that was originally 

created and ran for three years, and became known as the grief choir anthem. 

Additionally, the therapists brought in music that would possibly be meaningful for the 

treatment grief choir. For example, Angel by Sarah McLachlan had not been used before.  

Group Bonding 

The treatment grief choir members spoke of the strong bond that was formed 

among them. Research supports this experience of group cohesion and bonding 

(Clements-Cortes & Klinck, 2016; McFerran, Roberts & O’Grady, 2010). The members 

of the treatment grief choir specifically stated that they missed the support of the 

treatment grief choir in the interview. Unfortunately, due to administrative issues, 

creating another grief choir was not a possibility at the hospice where the research took 

place.  

As a music therapist who worked with people who were dying, I had heard 

similar statements from clients who were going to be discharged from hospice, usually 
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because they became too stable to qualify for continued hospice care. The hospice client 

and family would often view discharge as a negative experience and talked about missing 

the support of the team. Therefore, hearing a similar statement made from members of 

the treatment grief choir was both different and familiar and perhaps spoke to the group 

bonding that occurred. The treatment grief choir members knew the length of the 

research period and they experienced something profound or unique enough that nothing 

had filled that place after. They experienced a form of loss when the treatment grief choir 

ended.  

Grievers Being with Grievers 

Members of the treatment grief choir felt a special connection with each other, 

which they had only found with other grievers. The idea of grievers needing to be with 

other grievers was found often in the literature, especially outside of music therapy 

(Davies, 2004; Humphrey, 2009; Schopler & Galinsky, 2005; Young, Iglewicz, Glorioso, 

Lanouette, Seay, Ilapakurti, and Zisook, 2012). Being with other people who have had 

similar experiences can be helpful (Maruyama & Atencio, 2008).  Members of the 

treatment grief choir reported finding relief as they discovered a group where they 

belonged. The concept of belonging has been written about within music therapy 

(Ansdell, 2014; Ruud, 1998; Stige, 2002). It is believed that belonging is an important 

aspect of health. The treatment grief choir felt that they belonged in the group because 

they were with other grievers, but also because they made new connections to people in 

their community. Belonging can occur within music experiences or outside of music 

experiences, in the treatment grief choir this feeling occurred in both areas. In relation to 

the treatment grief choir, members felt like they belonged when they were with other 
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grievers talking but also when they were making music together. The experience of 

belonging also related to feeling cared for by the other members and by the music 

therapists.  

Social support functions in various ways. Often the definition of social support 

revolves around the function of the interpersonal relationships (Cohen, Gottlieb, & 

Underwood, 2000; Wong, Wu, Gregorich, & Pérez-Stable, 2014). These functions 

include tangible support, financial support, informational support, 

emotional/companionship, and validation (Wong et al., 2014). Tangible support refers to 

help with daily activities, like cleaning and transportation. Financial support is monetary 

assistance. Informational support refers to advice giving or information about a service.  

Emotional/companionship support is the empathy, belonging and acceptance a person 

feels from another. Validation is a specific form of emotional support that can relate to 

feelings of love and meaning from another person (Wong, Nordstokke, Gregorich, & 

Pérez-Stable, 2010).  All comments made by the treatment grief choir related to 

emotional/companionship and validation support.  

Humor 

Humor was an important experience for members of the treatment grief choir. 

Similarly, the teenagers from the McFerran, Roberts & O’Grady (2010) study also 

reported having had fun. For the treatment grief choir members, humor eventually 

became an integral part of the group. In the treatment grief choir, laughter occurred 

during the sessions but also during their interview as members told “inside” jokes and 

reminisced about playful moments in the treatment grief choir. Being in the treatment 

grief choir was experienced as fun at times, and perhaps fun is not so unusual in music 
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therapy grief groups. Play therapy is often used with grieving children, and playfulness is 

also seen in music therapy interventions for grieving children (Demaine, 2015; Webb, 

2011). Additionally, the comments made by the treatment grief choir indicate that 

playfulness was helpful for them as well.   

 Amir (2005) studied the concept of musical humor in improvisational music 

therapy and found the following experiences: various kinds, types, gestures and shapes of 

musical humor; humor in improvised songs; interpretation of musical gestures as 

humorous; conditions for understanding humorous musical gestures; meanings of musical 

humor in improvisational music therapy; constructive functions of humorous musical 

interventions, and destructive use of humor. While improvisational music therapy was 

not the main intervention for this study, the Amir (2005) research provides a place to 

reflect upon the intersection of music therapy and humor.  None of the treatment grief 

choir members referred to any destructive uses of humor in their experiences, only 

positive experiences. 

Only the treatment grief choir shared a moment that reflected humor inside the 

music. This experience occurred when they were learning how to sing higher notes. The 

music therapist shared a method where the singer tightens and lifts their pelvic floor. The 

treatment grief choir members and the music therapists laughed about this technique and 

it became a reoccurring joke during the research. 

Permission 

Members of the treatment grief choir also spoke of the experience of having 

permission to talk or not talk. At the beginning of the study, the music therapists 

informed the treatment grief choir members that talking and sharing verbally was not 
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required. From their interview, it appears that having this choice was important to them. 

Clements-Cortes & Klinck (2016) established similar guidelines for their bereavement 

music therapy group: “active participation is encouraged in each session, but participants 

will not be pressured to partake in experiences” (p. 152).  The Clements-Cortes & Klinck 

(2016) music therapy bereavement group, however, did not comment on this particular 

guideline when interviewed. The treatment grief choir members however, found this 

aspect of the group not only helpful. but also responsible for encouraging their feelings of 

safety and empowerment.  

The Experience Impacted the Perception of Grief in the Treatment Grief Choir 

Use of Metaphors 

The treatment grief choir members spoke of gaining insights into their grief 

journey and the journey of others. They used many metaphors to describe their grief 

journey. The use of metaphors primarily occurred in the treatment grief choir. For 

example, when referring to the treatment grief choir and her experience of grief, one 

member stated, “It’s just like somebody comes alongside. So you still have to go through 

the eye of the needle yourself, but there’s someone alongside you.” Whereas another 

member made the following statement when referring to the relationship among members 

of the treatment grief choir, “We’re really all strangers in a way. But it’s like you open 

that little inside door that says, okay, you can come in there.” When describing her 

experience of the treatment grief choir a different member stated, “The grief didn’t feel 

so heavy. The cloud wasn’t quite as heavy as it was in the beginning.”  

Nadeau (2006) wrote about the use of metaphors in grief counseling. Some 

grievers naturally use metaphors to assist in describing their experience to others. Nadeau 
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(2006) encourages grief counselors to actively listen for metaphors, to use them in 

processing grief and to be aware of potential harm that can come from metaphors. 

Examples of potential harm within metaphors include imposing a metaphor on the 

griever, minimizing their pain and reducing the impact of metaphors by using too many 

words (Nadeau, 2006). An argument can be made that music is a metaphor for grief, and 

in the treatment grief choir, the members were using traditional verbal metaphors to 

express themselves. This verbal technique has not been considered in the music therapy 

literature for grievers, yet is a natural means of grievers to communicate with music 

therapists and among themselves.  

Past Deaths 

Members of the treatment grief choir discovered a connection to past deaths and 

that their views on grief changed. They reported feeling connected to the person or 

persons who had died and they were able to acknowledge the different moods they 

experienced in their grief. They mentioned the ability to have hope for one another. 

Connecting current experiences of grief to past experiences is common practice in grief 

counseling (Rando, 1993; Worden 2009). 

Generalities 

As mentioned earlier and in the other research questions, the meaningful moments 

and the music interventions impacted the treatment grief choir’s experience of grief, but 

when they were discussing their overall perceptions of grief, they spoke in generalities. 

Specific examples were not given. 
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Meanings Found in the Treatment Grief Choir 

Experiences They Liked 

The treatment grief choir members spoke of several experiences they liked. Most 

prominent was singing. This finding is helpful since most of the time was spent singing. 

They liked having music in their grief group and they liked having recordings to use 

outside of the session. Similarly, they liked being able to bring in their own music to 

share with the group.  

 Members of the treatment grief choir liked the songs the music therapists brought 

in and they liked the flexible approach used in all aspects of the group. They liked each 

other except for the one person who left, and they liked the music therapists. They liked 

the humor that emerged as well as the insights they gained.  

Liking an experience can help lead that experience into becoming meaningful. In 

grief, it is not uncommon for people to “like” very few things. Sometimes, when 

grieving, there is little meaning in life (Wong, 2008). Thus, it was noteworthy that the 

treatment grief choir was able to list events and experiences that they liked.  

Did Not Like 

Members of the treatment grief choir also spoke of three experiences they did not 

like. Most notably was about a person and not an event. Members agreed that one 

member did not fit in with the group. They reported being relieved when she dropped out 

at week eight. The members reported not liking the influence she had on the group.      

           Second, members of the treatment grief choir did not like that they did not have 

opportunities to perform. This experience was more of a regret instead of something that 

bothered them. As the research came to an end, the treatment grief choir was sounding 
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better and better. Perhaps when the music therapists brought up the possibility of doing a 

performance, the members were not confident enough in the music and their skills to 

agree to such a concert. Yet as time passed and maybe after the research ended, they did 

feel that their music was worthy of sharing with others. As a parting gift to the treatment 

grief choir, the music therapists gave them a recording of their music. Perhaps after 

hearing themselves they felt more confidence.  

Finally, some of the members of the treatment grief choir did not like the limited 

number of sessions and wanted a few more times together. This sentiment tied into their 

feelings of missing the treatment grief choir. It also related to the dynamics of the person 

who did not fit in.  

Out of these three dislikes, two were viewed in a positive light. Wanting to 

perform spoke to the meaning the treatment grief choir had for the members. It reflected 

an increase in comfort among the members.  Their desire to perform also mirrors what 

Soshensky (2011) wrote, in that people were feeling competent, wanting to share their 

interest with others, wanting to express themselves to their community, and wanting to 

experience the joy of performing. Similarly, wanting more sessions and not “liking” 

when the research ended may well be a positive report.   

The issue of having a person in the group who did not fit in was indeed a serious 

concern. Members were screened by grief counselors for suitability for the group and the 

potential benefit for the member.  However, it was interesting that this phenomenon of a 

person not fitting occurred in the all three groups. Altimaier (2011) wrote about the need 

for assessment and how complicated assessments are with adult grievers. It was not 

surprising that this issue arose in this research.  
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Recordings of the Choir 

The treatment grief choir members spoke of different events as significant. One 

member spoke of her international journey where she brought the recording of the grief 

choir with her. The journey was associated with a grief ritual and she found the music 

and support of the choir to be significant. Other music therapy groups have used 

songwriting and recording as a means of processing grief. McFerran, Roberts & O’Grady 

(2010) gave a recording of their participants’ composed songs to the teenage participants 

during the last session, but it is unknown how the teenagers used the recording. Hoyle & 

McKinney (2015) discussed how group members created a CD to use after the group 

ended, but following up on that use was not a part of the research.  

Yet, the research from O’Callaghan et al., (2013) points out that grievers have a 

natural relationship with music and do use music on their own to help them. Thus, it is 

possible that any recorded music from music therapy groups might continue to be helpful 

after groups end.   

Hearing Music Differently 

Similarly, another member of the treatment grief choir spoke of her relationship 

to music and her ability to hear music differently as she traveled and in her daily routines. 

Her experience applied to music in general, not a specific recording from the grief choir. 

Similarly, Clements-Cortes & Klinck (2016) discussed the role of intentional playlists/ 

CD compilations to assist adult grievers in their grief group process. Music used in the 

Clements-Cortes & Klinck (2016) study included recorded improvisations, which could 

be added to their intentional playlist. In the model by Clements-Cortes & Klinck (2016), 

the music therapist encouraged participants to set aside time during the week to interact 
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with a listening journal and to reflect upon their responses to music. Through music-

listening, the participants continued to reminisce, find comfort and feel a means of 

expression.  

The O’Callaghan et al., (2013) study reinforced the idea of a continued 

relationship between music and grief. Two categories from the O’Callaghan et al., (2013) 

study could apply to the member who heard music differently, in that, during their study, 

they found that participants recommended music for other people who were grieving. 

They also noted that interacting with music or avoiding music can reflect the mourners’ 

process of avoiding or confronting grief as needed by the grievers. Yet, the treatment 

grief choir’s experience of randomly hearing music and feeling connected to the spouse 

and grief appears to need its own category within the role of music in grief.  

To Sing or Not 

One treatment grief choir member, who took the recording of the choir on her 

international trip, spoke of a meaningful experience when she was listening to the choir 

sing “The Washing of the Water.” As it was being recorded, she could only listen and 

cry. She reported feeling bad that she couldn’t sing at the moment, but as she reflected on 

the experience, she saw the whole experience as a gift and as a way to respect her 

privacy. Permission to sing or not sing was a valuable experience to this member.  

Camaraderie with a Music Therapist 

Several researchers discuss the role of the music therapist in supporting grievers 

and creating relationships (Clements-Cortes & Klinck, 2016; Hoyle & McKinney, 2015; 

Iliya, 2015a). Since the primary intervention used in this current study was a choir and no 

other research with adult grievers has used a choir model, this experience was unique. A 
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treatment grief choir member spoke of a time when she felt connected to one of the 

music therapists. The member and music therapist sang together in one song and the 

member reported feeling connected to the music therapist who was singing that part with 

her. When the music therapist would look at her, to help her come in at the right place, 

the member reported experiencing a “camaraderie” that left her feeling cared for and that 

someone was trying to help her.  

Listening to the Piano 

A member spoke of listening to the piano music of another member. The 

treatment grief choir member would play the piano in honor of her husband and the 

group would listen. A group member stated that listening to the piano was a “gift” that 

allowed her “to feel her emotion with her [the pianist].” In the treatment grief choir a lot 

of meaning occurred from listening to someone else perform. It appeared that being a 

listener to other grievers’ music was a valued experience for the treatment grief choir.  

Leaving the Session Sad 

A different treatment grief choir member spoke of feeling sad when the sessions 

were over, that she would leave the treatment grief choir feeling sadder than when she 

arrived. Yet, she was able to find meaning in the sadness and saw the experience as 

another means of processing her grief. She stated that the grief choir helped her access 

those feelings and cry. While she did not always cry during the grief choir, the grief choir 

sessions helped her to cry later, which became a release for her grief. Many others have 

written about the “roller coaster” effect of grief (Clements-Cortes & Klinck, 2016; 

Rando, 1993). This effect means that waves of emotions hit the griever, that sometimes 

there is a known cause for the trigger of emotions and sometimes there is not (Humphrey, 
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2009). In the example of the treatment grief choir member, she understood what was 

affecting her emotions and she found the experience helpful.  

The Experience of Making Music in the Treatment Grief Choir 

A Holistic Music Experience 

The treatment grief choir talked at length about the experience of making music 

and listening to music. At the beginning of the sessions, members spoke of being 

tentative about singing. They were worried what the others would think of their voice. 

However, they were able to feel more confident during the process. As the group 

processed the experience, the members spoke of not worrying about ‘mistakes’ and being 

able to ‘let go.’ They reported enjoying performing for each other.  

 Holistic experiences were also found in the Clements-Cortes and Klinck (2016) 

study. Those participants mentioned a musical search for connections as the big picture 

experience. Main themes included honoring the relationship with the deceased, with sub- 

themes of musical memories bringing comfort and relationship continuation.  Another 

main theme from the Clements-Cortes and Klinck (2016) study was the journey: with 

sub-themes of apprehension to discovery and normalizing the roller-coaster. The last 

main theme was validation with sub-themes of projecting and relaxing and honest self-

expression. The Clements-Cortes and Klinck (2016) study used many diverse music 

experiences when working with adult grievers.  

 Iliya’s (2015a) study related the individual music therapy grief work to a specific 

grief theory and tested a specific new intervention. Understanding the participant’s 

experience of making music was not the primary concern. However, she shared lyrics 

that were improvised, how participants were able to express emotions through their 
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music, and how there were changes in the music experience.  Similarly, the treatment 

grief choir was proud of the lyrics they wrote for the Grief Meditation song. They talked 

about the emotions that they were able to express in singing and in listening to music. 

The treatment grief choir also talked about the changes they heard in their own music.  

Connections 

Members of the treatment grief choir found musical connections to one another as 

they learned songs together and as they expressed themselves more through the music. 

The process of learning songs together was unique to the treatment grief choir. Other 

studies used songwriting and improvisation as the main music experiences (Clements-

Cortes & Klinck, 2016; Hoyle & McKinney, 2015; Iliya, 2015a; Schwantes et al., 2011).  

This current study took a more re-creative approach and so the process of learning music 

occurred.  

Connections occurred while singing and also when listening to the recording of 

the treatment grief choir. These connections occurred both between members and within 

each member. This sentiment of connection is echoed in the case studies found in 

Clements-Cortes and Klinck (2016) and in Iliya (2015a).  

Several members of the treatment grief choir spoke of feeling connected to the 

choir when they listened to the recording and that they intentionally listened to the 

recording to continue that support. As stated earlier, the experience of listening to 

themselves is unique to the treatment grief choir, but listening to music outside of the 

sessions is not.  
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Relationship to Music 

Making music in the choir expanded their relationship to music. All members of 

the treatment grief choir had some relationship to music before they joined the research.  

O’Callaghan et al., (2013) documented the natural relationship between music and 

grievers. As one member of the treatment grief choir reiterated, after being in the study, 

she now has a deeper relationship to music. This deeper relationship helped her process 

her grief in a way she did not experience before when she heard a song that reminded her 

of her loved one who died. Two of Clements-Cortes & Klinck’s (2016) participants also 

discussed their future relationship with music and a desire to continue the grief work 

from the group through music listening. Perhaps it is a natural outcome of being in a 

music therapy grief group that one’s relationship to music will expand and grow.  

 All of the music experiences discussed by the treatment grief choir were positive. 

The active and passive music experiences allowed musical connections to occur, allowed 

a process for letting go, allowed mistakes, allowed feelings of enjoyment, and created a 

place to express oneself. There was a shared process of learning music and an ability to 

experience support of the choir through the recordings.  

 

Research Question 7: What was the meaning and experience of being in a standard care 

grief group? 

Experiences of the Standard Care Grief Group 

Reasons to Volunteer 

The standard care grief group shared reasons why they volunteered for the 

research. All participants realized they needed help in coping with their grief. One 
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participant described the need to join the research because of being “in a bad head space.” 

Typically, individuals seek support groups for information and social support (Dageid, 

2014). In this current study, members of the standard care grief group were motivated to 

join because of the intensity of their grief. Two of the participants stated they saw the 

grief choir as less intimidating than a verbal group and had hoped to be in the treatment 

grief choir. Similarly, two recruits dropped out of the study because they were assigned 

to the standard care grief group and not the treatment grief choir. While the two 

participants, who did complete the study and wanted to be in the treatment grief choir, 

were randomly assigned to the standard care grief group, they emphasized that they were 

ultimately happy with their group.  

Concerns Before Attending 

Before attending a session, one participant of the standard care grief group was 

worried what the experience would be like, and expressed concerns about people crying 

“all of the time.” Perhaps this statement gives insight into the participant’s style of grief 

or what this person experienced from other grievers. Yet, two other participants stated 

they had no expectations and were not concerned about attending the sessions. When 

considering similar statements made from the treatment grief choir, it appears that some 

people may have concerns about attending a grief support group no matter the type of 

group. At the same time, it’s not unexpected that individuals might have had some 

reactions or hesitations about joining a research grief support group.  

Interventions 

When the members of the standard care grief group described their group 

experience, they focused on the various interventions used during the sessions. These 
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included talking about their feelings, talking about triggers that occurred during the past 

week, addressing “should” statements, experiencing permission associated with the grief 

journey and a closing ritual that was developed. All of the interventions described are 

standard techniques within the grief counseling literature (Humphrey, 2009; Rando, 

1993). The members of the standard care grief group stated that these interventions were 

helpful.  

Tender-Hearted 

Beyond interventions, the members of the standard care grief group spoke of 

how everyone in their group was “tender-hearted.” They described “tender-hearted” as a 

compassionate way of interacting with each other. It also represented the empathy that 

came from everyone experiencing the death of someone significant. Since everyone in 

the group was “tender-hearted,” group cohesion followed easily. While a generalization, 

it might be a fair assumption that this means of interacting with each other also helped 

members of the group feel welcomed and safe, which are concepts discussed in the 

literature (Humphrey, 2009). 

Surprises 

When talking about experiences of the standard care grief group, the participants 

reported some surprises. They were surprised at the insights they gained about their own 

grief and about their larger understanding of grief. The literature concerning grief 

counseling is filled with these topics (Humphrey, 2009; Ott, Lueger, Kelber, & Prigerson, 

2007; Rando, 1993). Often goals of grief counseling include clients gaining knowledge 

about their own grief, learning about grief and what can be expected (Humphrey, 2009). 
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Facilitator 

The standard care grief group felt that the facilitator was important to their 

positive experience.  In the literature surrounding grief work, it is recognized that the 

grief counselor is indeed influential (Worden, 2009). Friedrichsen, Hajradinovic, 

Jakobsson, Sunberg, Jonsson and Milberg’s (2014) participants’ discussed how the 

facilitator helped them take risks to discover solutions to their grief problems. They 

specifically pointed out how respectful the facilitator was, how the facilitator was able to 

guide them in recognizing specific problems, as well as, viewing various sides of the 

problem. In the current study, participants of the standard care grief group highlighted 

the facilitator’s professional skills and a specific poem she brought in to share with the 

group. Perhaps there is an overlap in what the standard care grief group participants refer 

to as professional skills and what the participants from the Friedrichsen et al., (2014) 

study viewed as respectfulness and ability to guide a problem-solving process.   

The Experience Impacted the Perception of Grief in the Standard Care Grief Group 

Beneficial 

The standard care grief group briefly discussed how the grief group impacted 

their grief. They viewed the grief group as beneficial and they also mentioned that the 

group helped them realize what was normal about grief. Members also reported gaining 

personal insight about their grieving process.  
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Meaning Found in the Standard Care Grief Group 

Experiences They Liked 

The standard care grief group reported several elements that they liked about 

their group. Members reported feeling connected to one another. They also liked their 

group facilitator.  

 The timing of the group was another issue that was liked. They appreciated that 

the research occurred during the holidays. They felt that they needed the support of the 

group during that difficult time. This appreciation was extended when other timing issues 

arose, such as anniversary dates.  

Having the research occur over the winter holiday was not planned and was 

related directly to when IRB approvals were given. However, this timing is something to 

consider and most hospice bereavement programs usually provide special support events 

around the holidays. The first point, that the participants liked each other, is important 

also. It was probably beneficial that the group had already formed and was cohesive by 

the time the holidays arrived.  

Did Not Like 

There were three main issues that members reported not liking. The first was the 

participant who came for one session and never returned. They felt that this person did 

not fit into their group and were relieved when that person did not return.  

 The other dislike was with the struggle of leaving a session feeling sadder than 

when they arrived. This experience led some members of the standard care grief group 

to question if the group was helping or making the grief experience worse. They 

eventually did decide that the group was helping, not harming.  



	 191	

Struggling with feelings that arise from grief, like leaving a session feeling sad, is 

a common experience (Humphrey, 2009; Rando, 1993; Wong, 2008). What was striking 

about this description was that it appeared to be internal and was not shared with the 

other members until the interview. Perhaps what can be learned from this description is to 

check in about this process instead of waiting for the client to bring it up. 

 Finally, members of the standard care grief group stated that they did not like the 

paperwork associated with the research. Indeed, this research did require a considerable 

amount of paperwork. In total, the three standardized measurement tools were eight pages 

long, totaling 111 questions; these tools required a lot of energy and attention. Altimaier 

(2011) has similarly criticized such assessment practices. 

  As noted in the previous group, a person not fitting in was a negative experience. 

Again, each participant was screened for appropriateness but clearly with these two 

people, something happened or was missed in the assessment process.  

Poetry 

The standard care grief group reported three events that stood out as significant. 

One was a poem that the facilitator brought in. However, they could not remember the 

title. Bringing in poems or other works of art are somewhat common practices of grief 

counselors (Humphrey, 2009; Rando, 1993, Worden, 2009). This significant event could 

parallel the music therapists bringing in songs for the grief choir that were seen as “just 

right.”  

Interactions with the Facilitator 

Another significant event was how well the group and the facilitator worked 

together. Members of the standard care grief group singled out several characteristics of 
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the facilitator such as her ability to ask direct questions and her ability to help them stay 

on task. They also reiterated their “tender-hearted” connections with each other and that 

the facilitator responded well to their tender-hearted ways. Rando (1993), Worden (2009) 

and Wong (2008) particularly stressed the therapist-client relationship. They recognized 

that having a good working relationship was crucial to success. It appears the standard 

care grief group echoed this element of grief work.  

A Chance Meeting 

Finally, two members of the standard care grief group discovered a unique 

connection to each other. One participant had known another participant’s deceased son. 

This chance meeting was striking to both participants involved, and meaningful to the 

entire group. Unfortunately, any deeper meaning of this coincidental encounter was not 

discussed further in the interview. 
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CHAPTER 7 

INTEGRATED QUESTIONS 

 In this section, I will examine how the phenomenological results of this study 

relate to the quantitative results. The results from each phase are elaborated and 

interpreted in sequence and relative to the integrated research question.   

 

Research Question 8: Can the qualitative data be used to explain the quantitative data? 

Are these two types of data similar? If not, what are the notable differences?  

  The domains of grief, coping, energy, social support and health will be examined 

individually to better understand the relationships between the two types of data. 

Grief 

Both Groups Improved 

 Overall, the sample size of this study was too low to derive any true conclusions 

about the participants’ perception of grief.  Most significant findings for the treatment 

grief choir related to grief were within-subjects effect.  These findings demonstrated that 

the treatment grief choir may have been as effective as the standard care grief group 

when impacting the participants’ experience of grief.  

The start-of-session and end-of-session NRS scores of perceived grief and the 

Hogan Grief Inventory Checklist (HGRC) used during the RCT indicated that both the 

treatment grief choir and the standard care grief group perceived their amount of grief to 

be less. This result is supported in the data from the qualitative phase. Results of the 

treatment grief choir and the standard care grief choir interviews indicated that their 
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respective group helped them with their grief. Therefore, results from the RCT and the 

phenomenology study are similar.  

Why Each Group Improved 

Because both phases found consistent results, the question then becomes, how did 

each group impact the participants’ grief? Insights to this question can be found in the 

interviews. The following table reflects various elements found in the qualitative data that 

may have impacted the participants’ experience of grief. Only topics related to grief are 

in the table; other aspects from the qualitative results were excluded. Elements in each of 

the two groups can be compared easily in Figure 19. These elements relate to 

participants’ discussions of how the research influenced their experiences of grief. Each 

of these areas was discussed in-depth in the qualitative discussion section of this chapter. 
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Figure 19. Data from Interviews that may have Influenced Participants’ Experience of 
Grief During Treatment.   
 
 

People grieve differently and have unique grief needs. Based on the results of this 

current study, it appears that a grief choir may be a good alternative to standard care. A 

grief choir may particularly benefit people who have difficulty expressing their emotions 

verbally or who are intimidated by talk support groups. As one member of the standard 

care grief group stated,  

I knew I would probably benefit from something like talking…but it sounded 

really intimidating. Then the singing thing came in the mail and I was like, well 

then I don’t have to talk to anyone and I can sing and see what happens.  

Within	Music
• Choice	to	sing	or	not	sing
• No	concern	for	musical	mistakes
• Listening	to	others	share	their	music
• Notice	experession	in	singing
• MTs	choice	of	songs
• Learning	songs	together	as	a	group
• Enjoyed	singing

Music	Outside	of	Session
• Having	recordings	of	choir	to	use	with	
other	grief	rituals

• Listening	to	recordings	to	feel	
connected	to	choir

• Hearing	music	in	a	different	way,	
random	occurences

Non-Musical	Influences
• Safe	environment
• MTs	set	boundaries	when	needed
• Bonding	with	other	grievers
• Use	of	metaphors
• Use	of	humor
• Choice	to	talk	or	not	talk
• Gained	insights	about	their	grief	process

Treatment	
Grief	
Choir

Intentional	Influences
• Specific	grief	counseling	interventions
• Facilitators	professional	skills
• Facilitator's	use	of	a	poem
• Gained	insights	about	grief

Unintentional	Influences
• Timing	of	group	over	holidays	and	other	
dates

• Everyone	being	tender-hearted
• Chance	meeting	between	member	and	
another	member's	deceased	son.

Standard	
Care	Grief	
Group
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This person was randomized to the standard care grief group, and not the treatment grief 

choir as hoped.  

A grief choir may appeal to people who have a relationship to music, who used 

music to cope with issues in the past, or who want to build a relationship to music. One 

member of the treatment grief choir stated, “I was very adamant I wanted to be in the 

music group. And it’s because music has always been my go-to throughout life and I’ve 

used it for years and years as my therapy.”  It is also possible that a grief choir will not 

benefit people with vocal cord issues. As one member of the standard care grief group 

remarked, “For me, I knew that with my partially paralyzed vocal fold that singing 

though an hour session wasn’t gonna be possible.”  

Between-Subjects Effects in Grief 

A significant between-subjects effects (p = .02) was found between NRS end-of-

session grief scores of the standard care grief group and the treatment grief choir group 

in favor of the standard care grief group. After looking at the data from the qualitative 

interviews to explain this finding, many possible explanations may be offered.  

From week one to week eight, both treatment groups’ scores improved. However, 

from week eight to week sixteen, the treatment grief choir’s grief scores slightly 

intensified, whereas the standard care grief group’s lessened in intensity. There are many 

possibilities for this change at week eight for the treatment grief choir as these results are 

only cautiously interpreted because of the low number of participants. The most 

significant change was the dropout of one member of the treatment grief choir.  

During the interview, all members of the treatment grief choir spoke about the 

person who dropped out as negatively influencing the experience. The person who 
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dropped out was perceived as not fitting in with the other members.  They also reported 

that the experience improved after she left. A member stated, “After she left we felt freer 

to speak up.” It is possible that the treatment grief choir’s grief scores reflected an 

increase because they felt safe to access more of their grief and their grieving process was 

not confounded by a group member who did not fit in. If members from the treatment 

grief choir felt uncomfortable around this person, that discomfort may have occurred 

from the beginning of the RCT.  

The treatment grief choir’s verbal interviews reflected a positive experience of 

processing their grief after week eight. A member stated, “I could feel the room change. 

The dynamics changed, you could feel it.”  Another member stated, “The experience 

became better.” A third member stated, “The mood was better, feeling better when I left.” 

Whereas the data from the RCT grief scores indicate that their grief intensified. When 

considering these two pieces of data deductions might indicate that an increase in grief 

intensity is not necessarily a negative result.  

It is possible that singing puts people in greater contact with their grief. One 

finding from the focus groups was that songs trigger grief. A treatment grief choir 

member stated, “Music hits you at a level that nothing else can.” It is possible that music 

elicited emotions more readily than verbal discussions of grief issues. As a different 

treatment grief choir member stated, “I really didn’t want to hear that (song) because it 

would make me cry. But it helped me work through it, it was really weird.”  The 

combination of music and lyrics may serve to intensify grief. The members of the 

treatment grief choir spoke of being aware of their emotions more when they were 
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singing and as the study progressed. This awareness of emotions occurred towards the 

latter part of the study.  

It is also possible that the standard care grief group was more effective as an 

intervention than the treatment grief choir. Verbal bereavement support groups comprise 

an approach to grief that has been developed and used clinically over time. Although it is 

impossible to know how many years this has been, it is a safe assumption that more 

research and refining have occurred in verbal therapy approaches for grievers than in 

music therapy for grievers. The grief choir, on the other hand, is a new, innovative 

method that will need to be refined with further testing.  

Because the between-subjects effects occurred in the end-of-session NRS grief 

scores and not start-of-session NRS grief scores, perhaps there was an experience that 

happened during the standard care grief group, that was not replicated within the 

treatment grief choir, which allowed the standard care grief group to feel better at the 

end of the session.  There were many differences in the interventions that were used 

between the two groups. As stated earlier, the treatment grief choir was more 

psychosocially focused, whereas the standard care grief group incorporated some 

problem-solving interventions. Perhaps the different focus of each group created the 

between-subjects effects.  

It is possible some unknown issues occurred around week eight of the choir group 

that influenced the treatment grief choir’s scores. It is also important to note that grief is 

not a linear experience. When talking about the grief experience, one treatment grief 

choir member made the following observation:  
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You think you’ve progressed or maybe hit some milestones in terms of moving 

forward in your life now and all of a sudden, you know this body memory just 

slaps you sideways and you have to stop again and deal with it. 

Another possible explanation of why the choir failed to show more significance 

may be found in the many elements and relationships that influence a person’s grief 

experience. No two grievers are alike, and there is not one correct way of coping with 

grief (Rando, 1993; Worden, 2009).  Some unknown experience may have occurred that 

was not discovered during the interview.  

Coping 

Both Groups Improved 

Overall, the sample size of this study was too low to derive any true conclusions 

about the participants’ perception of coping, although the statistical analysis revealed that 

both groups improved significantly over time, and that both groups were equivalent in 

effectiveness for improving participants’ perceived coping.  

Measures related to coping from the start-of-session and end-of-session NRS 

coping used during the RCT indicate that both treatment groups left sessions perceiving 

themselves as coping better. This result is supported in the data from the qualitative 

phase. Participants of both group interviews indicated that their perception of coping had 

changed. Therefore, results from the RCT and the phenomenology study were similar.  

Why Each Group Improved 

Because both phases found consistent results, the question then becomes, what 

occurred within each group that impacted the participants’ perception of how they were 
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coping? How did the different group experiences help the participants cope with their 

grief? Insights can be found in the interviews.  

There were many overlaps in perception of coping and perception of grief. 

Therefore, it is important to keep in mind the differences. Grief is the issue all 

participants were experiencing. Grief occurred because of a death. Each person’s 

experience of grief was unique. Coping, however, refers to how the person was managing 

their grief. Similar to the experience of grief, coping is also an individual experience. 

This section reflects how the participants thought they were coping with grief.  

Helpful Aspects of Both Groups 

As mentioned throughout the other discussion sections, several other elements 

impacted what both treatment groups found helpful for coping. These include: the 

facilitator of each group, having a safe environment, giving and receiving empathy, 

talking about issues, being with other grievers, gaining personal insights about their grief, 

gaining universal insights about grief, and the timing of the group.  

Coping Through Music 

Deciding to Sing 

The treatment grief choir used the music to help them cope with grief. During the 

treatment grief choir interview, several issues related to music emerged as insights into 

what influenced their perception of how they were coping with grief. Members 

appreciated having the choice to sing or not to sing. If singing in the moment could help 

them manage their grief in that moment, they sang. If listening was more helpful in 

managing their grief, then they were encouraged to listen. Having this freedom 

empowered them to make the decision that was best for them in the moment. One 
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member stated, “I couldn’t sing. And I kept feeling bad that I couldn’t sing, you know? 

Like I’m supposed to sing the song. And then I thought, ‘I can’t sing right now.’ I 

realized that it’s okay to just be silent.” This member went on to report that the group was 

accepting of her way of coping with grief in that moment. She stated that the acceptance, 

that being understood and being cared for in that moment was a gift. The other members’ 

reactions and support validated her form of musically coping. Other members agreed and 

found this musical way of coping with grief during the treatment grief choir to be helpful 

as well.  

Musical Mistakes 

The atmosphere of the group was relaxed, and musical mistakes were not a 

concern. As one treatment grief choir member stated when discussing playing the piano 

for the group, “It didn’t bother me as bad that I was making mistakes, I was playing in 

memory of my husband.” The insights gained from the interviews regarding the creating 

of music indicated that being musically perfect was not important. Permission to make 

mistakes was helpful when coping with grief.  Towards the end of the study, treatment 

grief choir members would even laugh at their own musical mistakes.  

Sharing Music 

Sharing music was another technique used to cope with grief. There were two 

components of this strategy. The first involved the ways participants shared music with 

the group, for example, through a recording of a meaningful piece of music or by actively 

playing the piano for the choir. A member reported that sharing music was helpful: 

“(Name of music therapist) was really open to us bringing in things or sharing things and 

that was really good.” Other members also indicated that sharing music was helpful. 
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The second component of this coping strategy was listening to one another. Being 

each other’s audience was mentioned as a helpful experience. A member of the treatment 

grief choir stated, “I could feel that too with her. She was just really, really there sharing, 

and I thought that was really great.” Listening to other grievers sing or play could happen 

in the session, or if recordings were available, outside of the session as well. A member 

of the treatment grief choir stated,   

I’ve really been thankful that she’s made music copies of stuff for us so we can 

listen to that outside, all of us. So I listened to it last week and I just...it was just a 

great moment of listening and hearing all the voices together. 

As mentioned early, a member of the treatment grief choir took her recording with her to 

another county as she participated in a grief ritual there. The recording helped her cope 

with her grief when she was far away from the treatment grief choir and other supportive 

people.  

Expression in Music 

The act of singing music is not enough when coping with grief. Expressing the 

experience of grief musically requires an ability to share emotions through music. As the 

research progressed, members of the treatment grief choir noticed their ability to be more 

expressive in their music. Being musically expressive may also be related to the songs the 

choir was singing. During the interview, members stated that they found great meaning in 

the songs the music therapists brought into the group. Having a meaningful connection to 

a song was important when trying to find release from grief. A member stated, “I was 

surprised how it made me appreciate music that much more.”  It was easier to express an 

emotion through music if the members felt the song resonated with that emotion. One 
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member reported, “(music therapists) brought different music for us to try, I would guess 

based on things happening in group, which really touched me personally.” In response to 

this statement another member said, “Yeah, there were some (songs) that felt significant.”  

Experiencing Music Differently 

Members of the treatment grief choir stated they heard and experienced music 

differently as a result of being in the choir. A member stated,  

I sort of thought, ‘oh maybe I’ll get back to my music,’ and I have, at home, 

personally, privately. I turned on the synthesizer and the organ and played it a 

little bit and sung…I was surprised how it made me appreciate music that much 

more.  

Whereas another person stated, “It was many of the same songs, it’s just… for me it was 

my feelings, you know? Just how the grief had changed…you know, I felt more like my 

old self.” Another member stated,  

I had not been using music…So as this has gone, I’ve been able to find a 

community and bring the music back into my life so now I’m listening to the 

music a lot and it’s helping me work through the grief.  

Hearing music can occur intentionally, as mentioned in the above quote or randomly as 

mentioned by another who said,  

I would do it again because I think it just taught me something, or helped me 

through to make a shift through my grief …I just got back from Mexico, and 

when I was there, I found different songs that were played or sang reminded me 

of (spouse’s name) once again, and it’s good. It’s good to have that experience, 
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whereas before they would remind me of her, but I don’t know, it’s at a deeper, I 

think a deeper level now.  

Energy 

Both Groups Improved 

The significant finding for the treatment grief choir was a within-subjects effect 

(p = .05) for the NRS end-of-session scores. However, because of the sample size, this 

result needs to be interpreted with extreme caution.  This finding demonstrates that the 

effects of the treatment grief choir may have been comparable to the standard care grief 

group as influences on the participants’ perception of energy, i.e., the energy of both 

groups improved significantly over time. No other significant findings regarding energy 

were found  

Energy was not directly discussed during any of the focus group interviews, 

therefore it is not possible to compare the quantitative and qualitative data. Descriptions, 

codes and sub-codes from the phenomenology phase that addressed energy were not 

present in any of three interviews. The subject of energy did not appear during the 

interviews, and this was not a direct question posed to participants during the focus 

groups. 

Social Support 

Standard Care Grief Group Improved 

Overall, the sample size of this study was too low to derive any true conclusions 

about the participants’ perception of social support.  There were no significant findings 

for the treatment grief choir, and a between-subjects effects was found in favor of the 

standard care grief group, that is the standard care grief group perceived greater social 
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support than the treatment grief choir. This result was not supported in the data from the 

qualitative phase. Therefore, results from the RCT and the phenomenology study differ; 

that is the qualitative data supported the fact that both groups perceived improved social 

support, and this is discussed in the following paragraphs. 

Being with Other Grievers 

First, both the treatment grief choir and the standard care grief group discussed 

that being with other grievers helped. They reported that something special occurred 

when they were together. This social interaction helped make each group beneficial. Both 

treatments used a group intervention, and both groups identified the same social element 

of being with one another as helpful.   

Treatment Grief Choir 

Several statements from the treatment grief choir interview revealed that they did 

feel socially supported by their treatment. In fact, there were many statements made that 

indicate they felt supported in a variety of ways. The following codes related to social 

support and emerged from the treatment grief choir interview. Within the category of 

Songs, two sub-categories emerged connected to social support: members discussed how 

sharing songs was viewed as a means of supporting one another, and how members were 

each other’s audience. Both sub-categories spoke to their desire to support one another 

and to receive support from another. These sub-categories also reflected the ways they 

interacted with one another through music.  

Under the category of Musical Connections, the following sub-categories related 

to perceived social support.  Members spoke of finding a community in the choir, of 
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recognizing that a bond occurred in the choir and in the music, that as the music got 

better the bonding increased, and how recordings facilitated the feeling of maintaining 

the community outside of the sessions. Within the category of Interactions/Relationships, 

the treatment grief choir members spoke of discovering new people who supported them, 

of missing the choir, feeling cared about by the music therapists and other members, and 

that experiencing empathy helped create community. Under the category of The Music 

Therapist, members spoke of feeling a camaraderie with the music therapists.  

These subcategories indicate that the treatment grief choir members did 

experience some form of social support from choir participation. The list appears robust 

with social support occurring within the music, outside of the music, inside the sessions, 

outside the sessions, with each other and with the music therapists. Each member, at 

some point during the interview, made direct statements concerning the support they 

experienced during the treatment grief choir. One member stated, “the (treatment grief 

choir) is building a community of people who understand.” Another member stated, “I 

had support and that’s what I think I really am gonna miss - that and the music.” A 

different member stated, “I’m gonna miss it 100%. I was really looking forward to being 

able to talk about what had happened during the past week and listening to others.” A 

fourth member stated, “I’ve gotten to know people and make some friends here, and it’s 

really special.” The last member stated, “just having the group here and seeing other 

people…what they say about it…has changed, has given me some more insight.”  

Members of the treatment grief choir directly spoke about the social support they 

received. When reviewing all of the sub-categories of the treatment grief choir, many of 

them related to interpersonal interactions and group connections. Because the statements 
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and discussions were positive, it is reasonable to imagine that the treatment grief choir 

positively impacted their experience of social support.  

Standard Care Grief Group 

The standard care grief group also discussed social support. Four sub-categories 

emerged as relevant to social support. Two sub-categories were from the code Timing of 

Group. First, connections between a member’s deceased son and another member felt 

relevant to the domain of social support as that special connection deepened their 

relationship. Also, that members saw themselves as ‘tender-hearted’ is applicable. As 

mentioned in the discussion and results section, this label represented how they treated 

each other and how they felt they belonged together. Within the category of Benefits of 

the Group, the sub-category, sharing feelings with other grievers, also speaks to the social 

support that developed. Finally, the Closing Ritual had a social element as participants 

held each other’s hands while they said goodbye for the week. No other themes emerged 

that could give insights to the standard care grief group’s perception of social support.  

One member of the standard care grief group stated, “I’ll miss the group and the 

support and the encouragement to do the things that I need to do.” No other direct 

statements about social support were made. Looking at the standard care grief group 

interview most of the categories and sub-categories related to participants on an 

intrapersonal and individual level instead of an interpersonal or group connection level. 
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Comparing the Two Groups 

The treatment grief choir had eleven sub-categories and many direct quotes that 

reflected elements of social support from their group. They reported a variety of 

experiences that related to social support, which is surprising given the results from the 

quantitative data. In contrast, the standard care grief group had four sub-categories and 

one direct quote that related to social support, yet, their results for the MSPSS were 

higher than the treatment grief choir. If one was to look only at the qualitative data, it 

might be easy to imagine that the treatment grief choir would perceive more social 

support than the standard care grief group.  

After reviewing the relevant codes and sub-codes of the treatment grief choir, it 

appears that most of the codes relating to social support can be associated with the 

emotional/companionship and validation forms of social support. Similar results can be 

made for the standard care grief group. Based on the interviews, it appears that both 

groups received some form of emotional/companionship social support and validation 

social support. Both groups perceived the same form of social support, yet the treatment 

grief choir spoke of these forms of social support more often than the standard care grief 

group.  

The results from the qualitative study do not explain the results from the 

quantitative study. More questions arise. If the treatment grief choir discussed so many 

social support aspects of the choir, why were their RCT results not better? Did something 

else influenced their RCT data? If the standard care grief group’s data indicated 

significant findings, why was that domain not discussed more during the interview? Is 
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there a better measurement tool associated with emotional/companionship social support 

for grievers?  

Health 

Standard Care Grief Group Improved 

Overall, the sample size of this study was too low to derive to any true 

conclusions about the participants’ perception of health.  There were no significant 

findings for the treatment grief choir.  The analysis from the NRS end-of-session health 

scores demonstrated that the standard care grief group improved significantly from week 

eight to week sixteen whereas the treatment grief choir did not.  

Health was not directly discussed during any of the focus group interviews, 

therefore it’s not possible to compare the two studies. Descriptions, codes and sub-codes 

from the phenomenology phase that addressed health were not present in the interviews. 

It is unknown why this domain did not occur during the interviews. It was also not a 

question that was posed directly to the focus groups. 
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CHAPTER	8	

LIMITATIONS,	IMPLICATIONS	AND	RECOMMENDATIONS	

Limitations 

Small Sample Size 

There were many limitations to this research. First and foremost was the small 

sample size for the RCT. While recruitment materials were sent to 4,392 people only 

fourteen people volunteered and nine completed the study. As stated throughout chapter 

four, six and seven much caution should be used when interpreting or generalizing the 

results.  

 It is unknown why people did not participate. Recruits were a group of people 

who had hospice services, and they did not experience sudden death of their loved ones, 

so perhaps the process of hospice helped them deal with grief in advance. Was it because 

they did not want to be a part of research or because they were not interested in the 

possibility of being in a grief choir? Were the grievers getting their needs met and did not 

need a grief group? Is it possible they were not interested in group work? It is also worth 

noting that it was the experience of this researcher, who was the department manager for 

a bereavement program for several years, that most grievers do not use the grief-

counseling services of a bereavement department. Bereavement mailings and follow-up 

phone calls tended to reach most grievers, who indicated that they did not need to come 

in for bereavement services.  Grief is not a prescriptive one-size-fits-all experience; it 

would be important to have many options for grievers.  
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Cultural Limitations 

The participant demography was culturally limited. Eight of the nine participants 

identified as women and only one male participated. All participants identified as being 

Caucasian. Most of the participants were fifty-five years old or older. Three participants 

reported being Christian, three reported being non-denominational, one person reported 

being Jewish, one as Unitarian Universalist and one person did not identify with any 

religion.  Many other cultural domains were unknown about participants. For example, 

participants’ socioeconomic status was unknown.  

Culture influences grief (Walter, 2010). This research did not represent a diverse 

range of people or cultural considerations. Nor did it explore the relationship between 

culture and a grief choir on grief, coping, social support, energy or health.  

No Control Group 

When designing the study, the decision was made to use a standard care grief 

group instead of a control no treatment group. This decision was made due to the 

vulnerability of the population. Expecting grievers to not receive care for their grief 

seemed inhumane, and therefore the decision was made to use a traditional standard care 

group to compare with the grief choir. It is possible that some may question this design. 

Different Types of Grief 

This study did not distinguish among different types of grief.  While many issues 

and experiences are universal, there are some distinguishing issues within specific types 

of grief. For example, complicated grief, death due to suicide, and death of a spouse and 

child are sometimes singled out in the research literature. No such delineations were 

made in this research. However, by incorporating phenomenological interviews to help 
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explain results from the RCT, it was hoped that some of the unique needs of grievers 

could be captured.  

Ascertainment Bias 

It is possible that some form of ascertainment bias occurred. Ascertainment bias 

occurs when, “the results or conclusions of a trial are systematically distorted by 

knowledge of which intervention each participant is receiving” (Jadad & Enkin, 2008, p. 

33). In this study, the standard care grief group facilitator knew which participants were 

receiving that intervention and the standard care grief group facilitator was aware of the 

experimental treatment intervention. All participants were aware of the intervention they 

were receiving. Similarly, the data collector was not blind as she was aware of which 

participants were receiving which intervention. 

Researcher’s Dual Role 

Likewise, this researcher was aware of the participants who were receiving the 

experimental treatment. In other words, this researcher had a dual role. As the grief choir 

is a unique experience, there were no other music therapists experienced with grief choirs 

that could have been therapists for the research. The music therapist who co-facilitated 

the original grief choir had moved away and was unable to assist in the study.  

While this researcher was blind to the data that was being collected, both roles 

and the bias within both functions could not be removed. Luckily there was a second 

music therapist co-leading the treatment grief choir. When reflecting on the experience, it 

was discovered that it was often the second music therapist who set boundaries with the 

participant who did not fit in and dropped out. The second music therapist was the 

primary boundary setter because of this researcher’s bias. This dual role, of being the 
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researcher and clinician, may have influenced the RCT, as well as the phenomenological 

interviews in other unknown ways.  

Clinical Implications 

Effectiveness 

It should be noted that due to the small sample size for this study (N = 9), 

interpretative caution should be exercised when considering clinical implications. 

However, some insights attained from this research may be related to clinical practice.  

The results from the RCT and the phenomenological study indicate that a grief 

choir may be an effective and meaningful experience for adult grievers when considering 

effects of grief. Most significant findings for the treatment grief choir related to grief 

were within-subjects effects from the RCT, and verbal insights validated that the 

treatment grief choir was meaningful to participants’ grief experience. These findings 

demonstrated that the treatment grief choir may have been as effective as the standard 

care grief group when impacting the participants’ experience of grief. As discussed 

before, several aspects of the treatment grief choir may have influenced the participants’ 

experience of grief including the songs chosen, permission to sing or not, listening to 

others share their music, having expression of emotion when singing, having recordings 

of the choir to use outside of the group, expanding a personal relationship to music, 

having a safe environment, bonding with other grievers, using metaphors, using humor, 

having permission to talk or not and gaining insight about the grief process. Results do 

not indicate that the treatment grief choir was more effective than a standard care grief 

group.   
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 The results from the RCT and the phenomenological study indicate that a grief 

choir may be an effective and meaningful experience for adult grievers when considering 

how participants perceived themselves coping. The significant findings for the treatment 

grief choir were primarily within-subjects effects, and interview insights validated that 

the treatment grief choir was helpful to participant’s perception of coping.  These 

findings demonstrated that the treatment grief choir may have been as effective as the 

standard care grief group when influencing the participants’ perception of coping with 

grief. As discussed before, several aspects of the treatment grief choir may have 

impacted the participants’ perception of coping including the decision-making process 

associated with when to actively participate versus when to listen, participating in music 

sharing and music making despite any musical mistakes that might occur, actively 

sharing music with the grief choir, actively listening to others’ music inside the session 

and then outside the session, expressing emotion when singing, giving and receiving 

empathy, being with other grievers, encouragement to be loud, feeling cared about in the 

music, using metaphors to describe experiences, and using humor when appropriate. 

Results do not indicate that the treatment grief choir was more effective than a standard 

care grief group.   

 The results from the RCT and the phenomenological study on social support 

were mixed; therefore, even more caution should be used when considering clinical 

implications. A grief choir may not be an effective and meaningful experience for adult 

grievers when considering how participants perceive social support. There were no 

significant findings for the treatment grief choir regarding social support and a between-

subjects effect was found in favor of the standard care grief group. However, results from 
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the qualitative phase appear to contradict this finding. As discussed before, several 

aspects of the treatment grief choir may have impacted the participants’ perception of 

social support including, use of sharing songs, ability to be each other’s audience, ability 

to find a community in the choir, ability to recognize the bond that developed, ability to 

recognize the relationship between the quality of music and the quality of group bonding, 

use of recordings to facilitate feelings of community outside the session, ability to 

discover new people who support them, ability to give and receive empathy that helped to 

create a community, and ability to feel a camaraderie with the music therapists.  

Therefore, clinical implications associated with social support are difficult to state.  

A grief choir may be considered as a valuable intervention when planning 

treatment for adults who are grieving.  It is suggested that including a grief choir into 

bereavement services may meet some of the unique needs of grievers. As described 

earlier, some grievers might feel intimidated by verbal grief groups. Others already have 

a relationship to music and may find a grief choir to be an extension of that relationship.  

Length of Choir 

How long should a grief choir operate? There are no quantitative data to answer 

this question. However, limited suggestions can be made based on the qualitative results. 

During interviews for the treatment grief choir, the question of length of time appeared. 

The treatment grief choir stated they desired a few more sessions and were already 

missing it, one week later. The treatment grief choir met for sixteen consecutive weeks. 

They recommended having a few more sessions. The treatment grief choir was a closed 

group with a set amount of sessions and they recommended that model. The answer 

remains unclear and no real suggestions can be made, only tentative recommendations.   
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 The predetermined sixteen weeks for the treatment grief choir were not enough 

for them, but they did not state that they wanted or needed the group indefinitely. Would 

they have still felt that way if the one participant, who did not fit in, had not been a part 

of the research? What would have been the members’ experience if they had received a 

more cohesive experience for the full sixteen weeks?  Perhaps sixteen weeks would have 

been what was needed. Obviously similar research needs to occur and different group 

designs need to be explored.  

Based on these experiences and recommendation from the participants, it is 

tentatively suggested that a closed group grief choir model be used at first. It can always 

be extended and would allow for the music therapist to focus on building skills within the 

grief choir model before adding more complex issues like assessing and incorporating 

new members each week.  

Composition of Group 

It is important to state that a grief choir is not for everyone. As seen in the data 

from the qualitative interviews, some participants desired one treatment group over the 

other. All participants of the treatment grief choir recommended having a grief choir as a 

service within every bereavement department.  No one service or intervention will meet 

the needs of every griever. As was seen in interviews, there were issues with a member 

needing boundaries set or realizing that the group wasn’t a good fit for specific needs. 

Therefore, there is a need to determine client preferences and for clients and therapist 

understanding the logistics of a group composition.  
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Role of Therapist 

The treatment grief choir stated that having a board-certified music therapist 

facilitate the group was important, and they recognized that the music therapists’ skills 

went beyond the music. The participants recognized and appreciated how the music 

therapists set boundaries, used their group skills, used their leadership skills, and 

incorporated their musicianship skills. Therefore, it is recommended that only music 

therapists create and facilitate this intervention.  

Participants discussed elements of the grief choirs that came directly from the 

music therapists and were helpful. Professional qualities of the music therapists that were 

important included, a verbal ability to “lift people up,” not blaming members or 

distancing them, an ability to bring in music that was viewed as “just right,” to provide 

vocal coaching and create a camaraderie.  

Empowerment 

When reviewing the results from the qualitative interview, the treatment grief 

choir reported that having been part of a process was empowering. While they did not use 

that word, several of the significant experiences they discussed related to this rationale of 

both choirs. As discussed earlier, these experiences included being encouraged to bring in 

and share music, to sing or not sing, to talk or not talk, and to have recordings to use on 

their own. Therefore, it is recommended that opportunities for participants’ 

empowerment be considered when designing a grief choir.  

Beyond Singing 

The treatment grief choir suggested including more instruments in the sessions. 

During the interview, they spoke highly of the session when many percussive instruments 
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were incorporated. Not limiting the grief choir to the voice may be a consideration for 

future grief choirs. 

Playfulness 

The treatment grief choir spoke of the need to create and keep a playful side to 

the sessions. This playfulness does not replace, distract from or discount the pain of grief. 

However, there were moments when the groups could laugh together and release energy 

though humor. It appears that those moments were valuable and important to participants. 

While difficult to plan for humor, music therapists may see an opportunity to use 

playfulness and humor and perhaps should take advantage it when it arises.  

Recommendations for Future Research 

Replicate 

The primary purpose of this study was to compare the outcomes of a 16-week 

treatment grief choir and a 16-week standard care grief group and to then compare the 

experiences of participation. To accomplish this objective, a two-phase sequential 

explanatory mixed-methods design was implemented. This study is the first of its kind 

and needs to be replicated.  

  A mixed-methods design allowed for a more complete and deeper understanding 

of the relationship between grief and music therapy. While a mixed-methods design was 

a large undertaking, it is recommended that a mixed-methods design be used in future 

research. The RCT design improves the quality of research about grief and music therapy 

and also speaks to the modern healthcare demands of evidence-based research. The 

phenomenological design allows for participants’ experiences and perceptions to be 

understood more fully. Both designs are valid and complement each other. Grief is a 
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complex experience, and the mixed methods approach allows for a more holistic 

treatment of the experience. Using music therapy with grievers is relatively new, and the 

literature on the subject is small. A mixed methods design adds to the literature in a more 

comprehensive manner.  

 The sample size of this study was extremely small. More participants are needed 

to gain any type of substantial understanding of the effects of a grief choir on adult 

grievers. Caution must be used in interpreting the current results. A larger sample would 

assist in better understanding the outcomes of the RCT study.  

 The grief choir is a unique means of working with adults who are bereaved. 

However, using a choir framework as an intervention is not a new intervention within 

music therapy. Yet, it is not one of the more common music therapy experiences and thus 

needs to be explored more thoroughly. When researching a grief choir, it might be helpful 

to include recommendations from the participants of this study. These recommendations 

were discussed in the clinical implications. 

Improved Design 

To assist with ascertainment bias, additional music therapists can be trained to 

implement the grief choir. Training needs to be available through workshops and 

continuing education to assist with this process. It would be important to allow the 

researcher only to be the researcher. Having many research assistants to help with 

allocation, implementing the interventions, and data collection would be ideal; it would 

be necessary to blind them to the participant’s intervention. It is also possible to replicate 

the research using one music therapist with the grief choir instead of two. It was a luxury 

to have two music therapists facilitate a grief choir. Most music therapists facilitate 
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groups by themselves and so using this model with one music therapist needs further 

research.  

Beyond Replication 

The treatment grief choir was tied to specific theories. Does operating within a 

different theoretical foundation have different outcomes for this type of research? It 

would be interesting to see how the grief choir can be used by music therapists who adopt 

different theoretical frameworks. Not only would it be interesting to explore the effects of 

different theories in a grief choir, but also to understand the resulting participant 

experiences. Researching effects of different theoretical frameworks underlying a grief 

choir model may also help other music therapists who work within other frameworks.  

When designing this research, I had assumed that the treatment grief choir would 

participate in some form of performing. Unfortunately, they did not feel comfortable 

agreeing to this invitation during the study. Then, after the treatment ended, they 

regretted not performing. Thus, a key component of the treatment grief choir process did 

not occur.  

  While this current study was limited to personal grief, it may be helpful to 

examine the use of music therapy with professional grief. There are other sub-categories 

of grief that need further investigating, such as disenfranchised grief, grief due to suicide, 

grief due to death of a child, grief of spouses, and complicated grief. Also, grief occurs in 

other settings beyond hospices. A grief choir within a psychiatric hospital might be 

helpful to those grievers and provide and interesting contribution to the literature. 

  As mentioned earlier, this study was limited by culture. There is a need for people 

of various cultures to participate. There is a need to better understand how a grieving 
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person’s culture influences their experience of music therapy.  This understanding may 

also lead to recommends that need to be developed in the future to identify those who 

may benefit more from grief choir or standard care. Also, cultural issues may give 

insights about those who may have contraindications. 

	 	 The interview from the treatment grief choir gave insights about the use of music 

outside of session. Yet more questions arose from these insights. Do people continue to 

cope well with grief after a group or intervention ends? Do they incorporate these new 

coping skills into their life or not? Are there aspects of coping with grief that are unique 

for music?   

Finally, there is a need to understand the feasibility of a grief choir. What 

challenges do music therapists encounter when starting one? Are there specific skills that 

need to be developed? What difficulties arise when recruiting? What types of attrition 

rates occur? How much work occurs outside of the sessions for music therapists? Is the 

grief choir a realistic intervention for most music therapists? 	
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APPENDIX C 

 
 
 
 
 

 

Permission to Take Part in a Human Research Study   Page 1 of 4 

Temple IRB Approved 

06/03/2015 
 

  Document Revision Date: June 4, 2015 
 

Title of research:  The Effects of Participation in a Grief Choir on Perceived Grief, Coping, Energy 
and Health Among Bereaved Adults: A Mixed Method Study.  

Investigator and Department: Lauren DiMaio Music Therapy Department at Temple University 

Why am I being invited to take part in this research? 
We invite you to take part in a research study because you are an adult, over the age of 18, speak 
English and are grieving due to the death of a loved one.  

What should I know about this research? 
x Someone will explain this research to you. 
x Whether or not you take part is up to you. 
x You can choose not to take part. 
x You can agree to take part and later change your mind. 
x Your decision will not be held against you. 
x You can ask all the questions you want before you decide. 

Who can I talk to about this research? 
If you have questions, concerns, or complaints, or think the research has hurt you, contact the research 
team at ldimaio@carepartners.org; 68 Sweeten Creek Rd Asheville, NC 28805. 828-777-5606 or Dr. 
Cheryl Dileo at cdileo@temple.edu; Temple University Boyer College of Music and Dance Presser 
Hall 2001 North 13th Street Philadelphia, PA 19122  215-204-8542. 
  

This research has been reviewed and approved by an Institutional Review Board. You may talk to 
them at (215) 707-3390 or e-mail them at: irb@temple.edu for any of the following: 

x Your questions, concerns, or complaints are not being answered by the research team. 
x You cannot reach the research team. 
x You want to talk to someone besides the research team. 
x You have questions about your rights as a research subject. 
x You want to get information or provide input about this research. 

Why is this research being done? 

Grief is a complex experience. There is much to learn about ways to cope with it and how to heal from 
it. While most support groups for grief are centered around verbal interactions, there is some literature 
that supports the use of other modalities, like music therapy.  The purpose of this study is to understand 
how a music therapy grief choir influences the experience of grief for adults.  
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APPENDIX D 
 

NRS FOR GRIEF, COPING, ENERGY, AND HEALTH 

To be completed before and after each session by all participants 
 

 
Name: 
Date: 
Pre session   or    Post session 
 

 
 

Please rate how you are coping with your grief at this moment. 
 
 
Not at all coping   1    2    3    4    5    6    7    Coping extremely well 
 
 
 
 
Please rate your energy at this moment. 
 
No energy    1    2    3    4    5    6    7    Full of energy 
 
 
 
 
Please rate the intensity of your grief at this moment. 
 
Not intense     1    2    3    4    5    6    7    Most intense 
 
 
 
 
Please rate your health at this moment. 
 
Poor health    1    2    3    4    5    6    7    Great health 
 
 
 
 
 
 
 
Created by this researcher 
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APPENDIX E 

	
 
 
 
 

Hogan Grief Reaction Checklist 
 
 

This questionnaire consists of a list of thoughts and feelings that you may have had since your 
loved one has died. Please read each statement carefully, and choose the number that best 
describes the way you have been feeling during the past two weeks, including today.  
 
Circle the number beside the statement that best describes you. Please do not skip any items. 
 
 

 Does not 
describe 
me at all 

Does not 
quite 

describe 
me 

Describes 
me fairly 

well 

Describes 
me well 

Describes 
me very 

well 

My hopes are shattered 1 2 3 4 5 
I have learned to cope better with life 1 2	 3	 4	 5	
I have little control over my sadness 1 2	 3	 4	 5	
I worry excessively 1 2	 3	 4	 5	
I frequently feel bitter 1 2	 3	 4	 5	
I feel like I am in shock 1 2	 3	 4	 5	
Sometimes my heart beats faster than it 
normally 
does for no reason 

1 2	 3	 4	 5	

I am resentful 1 2	 3	 4	 5	
I am preoccupied with feeling worthless 1 2	 3	 4	 5	
I feel as though I am a better person 1 2	 3	 4	 5	
I believe I should have died and he or she 
should 
have lived 

1 2	 3	 4	 5	

I have a better outlook on life 1 2	 3	 4	 5	
I often have headaches 1 2	 3	 4	 5	
I feel a heaviness in my heart 1 2	 3	 4	 5	
I feel revengeful 1 2	 3	 4	 5	
I have burning in my stomach 1 2	 3	 4	 5	
I want to die to be with him or her 1 2	 3	 4	 5	
I frequently have muscle tension 1 2	 3	 4	 5	
I have more compassion for others 1 2	 3	 4	 5	
I forget things easily, e.g. names, telephone 
numbers 

1 2	 3	 4	 5	

I feel shaky 1 2	 3	 4	 5	
I am confused about who I am 1 2	 3	 4	 5	
I have lost my confidence 1 2	 3	 4	 5	
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APPENDIX F 

 
 

 

 

RAND > RAND Health > Surveys > RAND Medical Outcomes Study > 36-Item Short Form Survey (SF-36) >

Choose one option for each questionnaire item.

1. In general, would you say your health is:

 1 - Excellent

 2 - Very good

 3 - Good

 4 - Fair

 5 - Poor

2. Compared to one year ago, how would you rate your health in general now?

 1 - Much better now than one year ago

 2 - Somewhat better now than one year ago

 3 - About the same

 4 - Somewhat worse now than one year ago

 5 - Much worse now than one year ago

HEALTH
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APPENDIX G 

 
 

 

Multidimensional Scale of Perceived Social Support (Zimet, Dahlem, Zimet & Farley, 1988) 
 
Instructions:  We are interested in how you feel about the following statements.  Read each statement 
carefully.   Indicate how you feel about each statement. 
 
   Circle the “1” if you Very Strongly Disagree 
   Circle the “2” if you Strongly Disagree 
   Circle the “3” if you Mildly Disagree 
   Circle the “4” if you are Neutral 
   Circle the “5” if you Mildly Agree 
   Circle the “6” if you Strongly Agree 
   Circle the “7” if you Very Strongly Agree 
 
 
 1. There is a special person who is around when I 

am in need. 
1 2 3 4 5 6 7 SO 

 2. There is a special person with whom I can share 
my joys and sorrows. 

1 2 3 4 5 6 7 SO 

 3. My family really tries to help me. 1 2 3 4 5 6 7 Fam 
 4. I get the emotional help and support I need from 

my family. 
1 2 3 4 5 6 7 Fam 

 5.  I have a special person who is a real source of 
comfort to me. 

1 2 3 4 5 6 7 SO 

 6.  My friends really try to help me. 1 2 3 4 5 6 7 Fri 
 7. I can count on my friends when things go wrong. 1 2 3 4 5 6 7 Fri 
 8. I can talk about my problems with my family. 1 2 3 4 5 6 7 Fam 
 9. I have friends with whom I can share my joys 

and sorrows. 
1 2 3 4 5 6 7 Fri 

10. There is a special person in my life who cares 
about my feelings. 

1 2 3 4 5 6 7 SO 

11. My family is willing to help me make decisions. 1 2 3 4 5 6 7 Fam 
12. I can talk about my problems with my friends. 1 2 3 4 5 6 7 Fri 
 
 
The items tended to divide into factor groups relating to the source of the social support, namely family 
(Fam), friends (Fri) or significant other (SO). 
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APPENDIX H 
 

DEMOGRAPHIC INFORMATION FOR RESEARCH 
 
 
Name of Participant __________________________________________________ 
 
Age __________________________ 
 
Gender ________________________ 
 
Race __________________________ 
 
Are you currently in a choir: (Circle one)    Yes No 
 
Have you been in a choir before: (Circle one)    Yes      No 
 
Marital Status: married single  widowed 
 
Spirituality _____________________________________ 
 
Relationship to the person who died _______________________________ 
 
When did the person die? ________________________________________ 
 
Do you view that death as peaceful or not?   Peaceful    Not Peaceful 
 
You will be invited to read and check over transcriptions and interpretations from the 
focus group interview (2 weeks after the last group). Would you like those documents to 
be sent to you through email or the postal mail?  (please circle one) 
 
Email        Postal Mail 
 
If email, please share email address:  
 
______________________________________________________________________ 
 
If Postal Mail, please share your address: 
 
______________________________________________________________________ 
	
	

Thank	you	for	taking	time	to	fill	out	this	form,	as	well	as	the	others	
 
To be filled out by Research Assistant 
#________________ 
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APPENDIX	I	

INTERVIEW	SCHEDULE	

Before	interview:	

• Set	up	group	room,	i.e.	chairs	in	a	circle,	tissues	close	by,	sign	on	the	door	not	

to	disturb.	

• Greet	participants,	introduce	self,	escort	to	group	room	and	thank	them	for	

participating.	

• Make	sure	participants	are	comfortable.	

• Explain	purpose	of	interview,	give	time	to	ask	questions	about	research	and	

collect	consent	forms.	

Interview:	

Focus	group	questions	for	treatment	grief	choir	

• Can anyone describe what it was like attending the grief choir group? 

• Was there anything anyone didn’t like about the sessions? If so can you 

describe it? 

• Can anyone describe anything specific, which stood out as being 

significant or meaningful to you? 

• Can anyone describe how the group impacted your perception of grief, if 

at all? 

• Can anyone describe the experience of making music in the choir? 

The following questions were asked of the standard care verbal grief group participants: 

• Can anyone describe what it was like attending the verbal grief group? 
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• Was there anything anyone didn’t like about the sessions? If so can you 

describe it? 

• Can anyone describe anything specific, which stood out as being 

significant or meaningful to you? 

• Can anyone describe how the group impacted your perception of grief, if 

at all? 

Closing question: 

• Is there anything else you would want the researcher to know that hasn’t 

been asked already? 

 

After	interview:	

• Summarize	some	of	the	points	made	

• Check	in	and	make	sure	participants	are	ok	

• Thank	them	for	participating	
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APPENDIX	J		

								SAMPLE	TRANSCRIPT	AND	ANALYSIS	

TREATMENT	GRIEF	CHOIR	

Question:	Can	anyone	describe	what	it	was	like	attending	the	grief	choir	group?	
	
Categories	key:	
Being	in	grief	choir	versus	standard	care	group	
Building	personal	relationship	to	music	
Building	a	community	of	people	who	understand	
Grief	choir	not	just	helpful	in	room,	but	beyond	
Take	recordings	on	personal	trip.		
Recording	of	choir	
Perceived	grief	choir	as	helpful		
Experience	sadness	at	end	of	session	
	
G: Well I think from my interview to 
begin with, you’d know that I was very 
adamant I wanted to be in the music 
group. And it’s because music has always 
been my go-to throughout life and I’ve 
used it for years and years and years as 
my therapy. And I did not realize until I 
actually got…I knew music would be 
helpful, and I knew I wasn’t reaching out. 
I had a network of a few people, but I 
don’t tend to, I tend to be and I was with 
my mother and everybody, the strong one. 
I’m the one that has to do this and that and 
carry through. So for the past year I’ve 
been doing that mostly. And I had not 
been using music, and so when I got into 
the group I was hoping that it would give 
me a community too, and help me 
through that, and bring the music back. So 
as this has gone, I’ve been able to find a 
community and bring the music back into 
my life so now I’m listening to the music 
a lot and it’s helping me work through the 
grief.  
 
E: So it’s one of those things about grief 
choir is it’s not just useful when you’re in 

Being	in	grief	choir	versus	standard	
care	group	

• Relationship	prior	to	choir	was	
important	influence	in	her	desire	
to	be	in	grief	choir	instead	of	
standard	care	

• Similar	to	people	who	dropped	
out,	she	only	wanted	to	be	in	
grief	choir	

	

	

Building	personal	relationship	to	music	
Secondary	loss:	music	
and	
Building	a	community	of	people	who	
understand	
Goals	for	herself:	belonging,	regain	
something	about	relationship	to	music	
that	was	lost	from	grief/dying	process.	
	
Goals	were	met.	
	

Grief	choir	not	just	helpful	in	room,	but	
beyond	
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the room for you, but it’s been helpful for 
you after you’ve left, so you and K are 
both, L also, okay…. 
 
G: And I’ve really been thankful that she’s 
made music copies of stuff for us so we 
can listen to that outside, of all of us. So I 
listened to it last week and I just…it was 
just a great moment of listening and 
hearing all the voices together. It was 
very, very nice. 
 
E: So recordings of this group of people 
singing together? 
 
G: Right. 
 
E: Okay. 
 
L: I did the same with the recordings, I’ve 
been listening to them quite and bit and 
our group made a recording of Peter 
Gabriel’s song, “Washing The Water” - 
“Washing Of The Water” and I took it 
with me to India. So that was a really high 
point for me with the group because, like 
G., I like to use music to help me. I don’t 
consider myself a musical person at all, 
but…and I didn’t really care how good or 
bad we sounded on the recording, it was 
just like having that community come 
with you to what you needed in the time 
that you needed it. 
 
E: Right. 
 
J: I was hoping to be in the music group 
too because I’m interested in music and it 
got me to singing again and humming 
something I hadn’t done in years and 
years, and it really helped me with my 
husband. You know, being able to think 
of him and I found that when I would 
leave here I’d be really crying and 
everything else, but I had not really 

• music	is	not	confined	to	the	
group	session	and	is	accessible	
easily	

	

Recording	of	choir	

The	experience	of	actually	hearing	the	
other	members	voices	singing	together	

• Beyond	“nice”,	what	is	the	
experience	of	hearing	those	
voices	again?		

	

	

	

	

Take	recordings	on	personal	trip.		

• Beautiful	quote		
• Possible	peak	experience	of	her	

listening	to	recording	during	
grief	ritual	trip.		

• Relationship	to	music	affected	
the	aesthetics	

• Social	support	was	needed	and	
received	through	recordings.	

	

	

Being	in	grief	choir	versus	standard	
care	group	

• Previous	relationship	influenced	
desire	to	be	in	grief	choir	

	
Perceived	grief	choir	as	helpful		
	
Experience	sadness	at	end	of	session	

• Insight	about	grief	journey	
• Viewed	as	a	positive	experience	
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grieved properly so it helped me to get 
over that hump. 
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APPENDIX	K	

											SAMPLE	TRANSCRIPT	AND	ANALYSIS	

STANDARD	CARE	GRIEF	GROUP	

Question:	Can	anyone	describe	anything	specific,	which	stood	out	as	being	
significant	or	meaningful	to	you?	
	
Categories:	
Specific	issues	with	grief	that	were	resolved	
Importance	of	finding	permission	
‘Should’	statements	
	
B: We always bring it back to the thank-you cards 
 
A: Which I still haven’t finished. 
 
B: In the very beginning, that was one of my things 
was…it was November and my mom had passed in 
May and so many people had helped me, and I hadn’t 
sent thank-you cards to them.  So it just felt like such a 
weight on my shoulders. I got here and I brought it up 
one  day and, D. not here today, but D said she hadn’t 
written her thank-you cards either, and then you hadn’t 
written your thank-you cards… 
 
 A: And I still haven’t finished them. I’m at this point 
of… I don’t even know how to say it. So two weeks 
ago, Marie wrote out a little something for me to use.  
 
E: Oh, great. 
 
A: And here we are coming up on the for short side 
and the unveiling, and I plan to write a note as we’re 
approaching that - I want to thank you for what you 
did and let you know when we’re having the 
unveiling…I’m gonna try to make it into that.  
 
B: All in one.  
 
A: But I feel really bad. I’ve lost other family members 
since then, in the family, and people have gotten 
married. I still haven’t even thanked them, and now 
they’re getting married and I want to… 

	
	
	
	
	
Specific	issues	with	grief	
that	were	resolved	
	

• This	person	needed	
to	tell	a	piece	of	the	
story	again.		

• Speaks	to	the	pain	of	
grief:	guilt	

• Felt	social	support	
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E: So there was some permission in the conversation 
that you all had? 
 
A: That it was okay, it was okay to be where you were. 
 
B: It was relieving when I was like, oh wait, I didn’t 
mess up, I’m not a bad person. 
 
C: Right. 
 
A: I’ve still been given that permission that it’s still 
okay.  
 
B: Definitely. Something about being in the talk group 
is that you were able to talk about some of the things 
that were coming up for you and making connections 
around….otherwise, how do you know? You didn’t do 
thank-you notes, you didn’t do thank-you notes…I 
don’t know if you did thank-you notes. 
 
 C: I did mine. (name) did all of his.  
 
I did nearly 100. 
 
E: Oh gosh, okay.  
 
A: I think that’s what’s so overwhelming. 
 
B: How many… 
 
C: But it’s busywork and it was with my hands, you 
know? 
 
E: And that’s what you felt was helpful for you at that 
time? 
 
C: Yeah.  
 
B: It is good to give you a focus. 
 
E: So it didn’t feel as much a chore, it was… 
 
A: And I was having to go back to work and get my 
life put back together after spending two years caring 

	
	
	
	
Importance	of	finding	
permission	
	

• Myth	of	grief:	a	right	
and	wrong	way	to	
grief	

• Benefited	from	
“expert”	guiding	
grief	journey	

• Permission	is	not	a	
one	time	experience	
and	grievers	need	
reminders	
throughout	journey	

	
	
	
	
	
	
	
	
	
	
Importance	of	finding	
permission	
	

• Talking	about	this	
issue	was	a	unique	
experience	that	was	
hard	to	describe.	

• Needed	to	validate	
experience	with	
other	participants.	
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for two aging parents. I finally had a little life back 
and I actually got to go on a vacation and then I 
stopped feeling guilty that I’m enjoying life when I 
should be home writing my thank-you notes. 
 
E: So maybe what you learned was the “shoulding” 
wasn’t helpful…that B. was saying, there’s not a 
“should” about doing the notes - when you did them is 
when you did them. 
	

	
	
	
	
‘Should’	statements	

• Similar	to	needs	of	
permission	

• Person	is	still	
processing	this	
aspect	of	grief	

• “shoulding”	that	
grievers	do	is	
intense	and	
intrusive.		

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


