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ABSTRACT

The purpose of the current study was to test the sibégiarticipation ina
treatment grief choivs. standard care grief groufverbal) onbereaved persofs
perceived grief, copinghergy, social support and health and to examine the experiences
of those participatingn both groups.In this mixedmethods studyheresults from the
gualitative phenomenologicidcus groupsvere used foexplairing and interpreng the
findings of the RandomizedControl Trial (RCT). Within the RCT, five people completed
thetreatment grief choiand four completed thetandard care grief groufN=9). A
repeatd-measurs ANOVA was employed taletect anystatistical significancamong
the adult grieversA significantwithin-subjects effect was found in both groups for the
NumericRating Scale (NRS3tartof-session grief, NRS eraf- session grief, Hgan
Grief ReactionChecklist (HGRC)andNRS endof-session coping measures. These
results indicatéhatboth groups showed significant improvement duee in these
areas. A betweesubjecs effect was foundor the NRS enaf-session grief and for the
Multidimensional Scale of Perceived Social Sup@i$PSS) with thestandard care
grief groupscoing significantly better over time than theeatment grief choirFinally,
one interaction effect was fouior the NRS endbf-session health scorasweek
sixteen with a significant gain for thetandard caregrief group

For the qualitative portion of thetudy,five members of theeatment grief choir
andthree of the four members from te@andard care grief grouparticipated irseparate
focus group interviews. A seventestep analysisf the interview data was employtx
discover meaningful descripts and experiences while maintaining visicand

integrity of the processThe followingcategorieemerged from the analysis of the



treatment grief choimterview: The Grief Choir Did Help; Songserelmportant in

Grief; Making Musical Connectiortdelped Interactions with GrievensereValued; The

Music Therapists Influenced the Experience; and Gained Insights about Grief. The
following categorieemerged from thetandardcare grief group Standard Care Did

Help; Timing and Composition of Group Mate; Standard Care vgaa Complex

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

choirs and standard care grief groups are discussed.

Keywords:music therapy, grief, grief chiadults
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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, br the purposes of thiesearch, the definition of grief limited to the
experiences associated with the death of someone important to an individual &isook
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 pastigged. Other
categories of grief are related to apect of the grief experience such as disenfranchised
grief and complicated grief.

Disenfranchised Grief

Within the past several years, much attention has been given liadalaious
types of griefDoka (1989, 2002has brought the term disenfranchised giadight with
his writings, describing itsaa grief not acknowledged by society with the griever not
being given a OrightO toay®. This definition encompassedationships that are tei
not publicly recognized, such as sasex relationships, affairs outside of partnerships,
and elationships between caregivers, such as hospice woaketsheir clients.

Therefore, disenfranchised grievers are a uniquegsolp within the various tagories

of those who grieve.



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, & Myef011). These three types of death represent
early pregnancy, late pregnancy, and gsgnancy 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 grievery and (c
chronic grievers. Common grievers experieghsevere symptoms of grief and depression
soon afte the death occsr The intensity and intrusiveness of their symptoms deatease
naturallyover time with no interventions. Their mental health score also improved over
time with no interventions.

Resiliencegrieversnitial grief and depression scoresre the lowest of all three
types. Their mental health scoresreabove average when comparedhenormal
population, and they improdever time. Resilience grievevgereunique in their
perceptions of themselves; when compared to common and chronergyigheywere
more prepared for the death and consider the death to be more pgatefuleger,

Kelber, & Prigerson, 2007).

Chronic grievers experiendd@igher levels of grief and depression than the other
two types, and their griefasnoted to cotinuelong after the death occurred. Their
mental health scoragerewell below those of the other two types of grievers. Chronic

grievers experienced more sudden deaths of their spouses, and pehesealeaths as



less peaceful. Chronic grievers regaitonsiderably lower selésteem andvererated as
having more dependent marriagehencompared to other two types of grievEnit,
Lueger, Kelber, & Prigerson, 2007)

Physical Responses to Grief

Most definitions of grief center only on a personOshusocial responses to the
death of a significant person; however, grievers respond to death physically as well. The
bereaved are more likely to develop physical ilinesses, such as fatigue, heart palpitations
and backaches (Stroebe, Schut, & Stroebe, 20033tofsky, Maclure, Sherwood,

Tofler, Muller, & Mittleman (2012) concluded that an individualOs risk wihbaa heart
attack increases twengnefold during thefirst twenty-four hours following a significant
death. Thee physical responses weansideredd be typical grief experiences, not
necessarily underlying physical diseases (Worden, 2009). Additioaklgrlywidowed
persondadaneleven percerttigher risk for mortality when compared witkher elderly
mariied persons (Manzoli, VillarRirone, & Boccia, 2007)

Utz, Caserta & Lund (2011), studied 328 bereaved widows and found
considerable somatic symptoms among them. Sixtye percent of the widows reported
sleep disturbances, fiftipur percent reported general fatigue, fifkyee percent reported
problens concentrating, and fortyaree percent reported loss of appetite. These
symptoms decreased over time; however, some symptoms increased. At the beginning of
study, thirtythree 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 twerttyo percent of the widows. The authors also fountl tha



people with poor health at the time of widowhood were at a significantly higher risk for
complicated griefln a related studyRrigerson, Vanderwerker & Maciejewski (2008)
found that experiencing complicated grief six months after a death correlabeswit
increased risk for heart disease, high blood pressure, cancer, and altered eating habits.
Complicated Grief

When consideng the many definitions associated with grief, no classification of
grief creates more confusion than that which describes alahorminusual grief.
Scholars continue to debate the language used to describe grief thag¢gmedvhat is
considered normal or expected, and use labels, such as complicated grief, chronic grief,
or prolonged grief disorder (PGD) somewhat interchangeabl

Boelen & Bout (2008) found that the following experienseseassociated with
complicatedyrief: (g strong yearnings for theeceased person, (b) trouble accepting the
death, (c) inability to trust others,)(ditterness or anger relatemlthe death(e)
numbness/detachment) {éeling thatife was empty or meaningless) gelingthat the
future was bleak, and (lagitation.However,Rando (1993)who first wrote about
complicated mourningstated three reasons fmymplicated grieftheseincluded
following a death that may have been preverttesideath of a child and in a griever
diagnosedvith amental illness. Recently, indications of complicated grief have been
described as intense sorrow, guilt, or deep yearning for the deceased; prémtoufat
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).



Grief versus Depression

Grief and depression have a unique relationskipch is often associated with
complicated griefA person can be grieving and not clinically depressed, yet sometimes
the manifestations of this grief appear to be quite similar to ggipre(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 expetietease grief
reactions that ouwdap with depressive symptomseircriteria for a distinct mental
disorder: Prolonged Grief Disorder (PGD) (Maercker, 2007, Prigerson, Horowitz, Jacobs,
Parkes, Aslan, Goodkin, & Maciejewski, 2009). Prolonged Grief Disdraebeen
descriled as

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

such as avoidance of menew of the deceased person amabtional numbing, as

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

trusting others. (RosngPfoh, Kotou'ovt, & Hagl, 2014, p.56)

Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (B$M

During the development of the Diagnostic and Statistical Manual of Mental
Disorders, Fifth Edition, there was controversy concerning gnarétical underpinnings
of complicated grief, as well as, the relationship between grief and depression among
scholars Much of this debate occurred int&ipation of changem the upcoming
Diagnostic and Statistical Manual of Mental Disorders, Fifthi&d{DSM-V). On one

side of the debate, advocates beltetiet complicated grief should be a distinct,



diagnosable disordgire., Prolonged Grief Disorder. Those on the opposite side of the
debate argukthat grief is not a disorder, but a natural resgoto death (Stephen, 2012).

The DSMYV was published in May 2013, and some changaemade with
regard to the classification of grief. One such change was the removal of the major
depression Obereavement exclusion.O This change was the resultaf tesesinowed
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 pomnit, 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 yibnat bereavement does
not always lead to major depressive disorder, ailscisciation 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 OVO code; this
implied that private counselors couldtrodll insurance for grief counseling. The fourth
edition also contained axclusion for grief, labeled the Obereavement exclusidrigh
statal that people could not be diagnosed with depression or an adjustment disorder
during the immediate aftermatii @ significant death. However, the removal of the
bereavement exclusion in the DSWafforded people who are grieviagnew
opportunity. Grievers may now useliagnosis of depression or an adjustment disorder,

if warranted, and the ability to seek pregenal help more readifgr their griet



Theories of Grief
Development of Grief Theories

Grief has been viewed through different lenses throughout hifaring the
19" century, gief was considered an ailment of the human s{Wilter, 20052006).
Freud (191Y published his influential essay on umning and melancholia.dHis credited
with developing grief as a topic of psychological interest in the eaflyc@dtury
(Archer, 1999). Lindemann (1944) was the first to submit an empirical stughjebfHe
interviewed one hundred and one people who had recently been bereaved. Aftdravards
claimed to have produced a systematic, objective, and accurate representation of what the
grieving process entails. His paper is noted for being among theofadvocateéhat
psychiatristsarequalified to treat grievers (Granek, 2010). Since LindemannOs influential
study, many others have followed.

In more recent timeRando (1993), in her grousimteaking book about
complicated mourning, described her theof grief. Her OSix ORfdcesses of
MourningO proposetiat grieving individuals must complete specific processes in order
to reorient successiylto the deceased, to the saifd to the external world. The
processes includel) recognizing the loss, 2@acting to the separation, 3) recollecting
and reexperiencing 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 forgettirfietold, and) reinvesting energy. é
theory of griefcan apply to all types of grief.h8also discusseldow people who are

complicated grievers may become stuck in a phase. As stated earlier, heotheor



complicated grief pertains todeath being @rceived as preventablas well aghe death
of a child and acknowledgete role of preexisting mental iliness in the grief process.

At the timeherbook was written in 1993, Rando identified several challenges
experienced by practitioners working wghevers. She highlighted the need for
assessment, because at the time of her research, no standardized assessment tools existec
there are still no wektandardized assessments available in the field. There are research
tools available for measuringigf, but none for clinical use. Rando advocated for the
inclusion of formal therapeutic approaches, such as behavioral, cognitiv®eaial
approachesestalt, dynamic psychothergger ownapproaches useterapeutic
bereavement rituals. Yeidaptingtraditional 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 sfe techniques one might use when working with
complicated griefThese techniquesrrelate with her cognitivebehavioral Six ORO
Processedl he following is an incomplete list aiterventions she discussed in detail in
her chapter titlednterveningin the Six ORO Processes of Mourfng393450):

¥ Discusing the absence of the deceased

¥ Going to a cemetery

¥ Assisting the griever in gatheringanmation surrounding the death

¥ Assisting the griever in coping with frustration or anxiety regarding
missing pieces of information, such as when an autmysyt comes back
inconclusive

¥ Assisting the griever in ¢gtimizing his or her suffering



¥ Exploring meaning in pain

¥ Exploring the reasons for avoiding pain

¥ ldentifying, labeling, and differgiating various aspects of pain

¥ Encouraging expression of feelings

¥ Facilitating therapeutic rituals

¥ Assisting with stress management

¥ Holding the griever accountabfor his or her own welbeing

¥ Assisting the griever in recognizing various dttaents withinthe grief
process

¥ Examining existentiebeliefs associated with death

¥ Assisting the griever in developing a plan to keep memories of the
deceased alive

¥ Helping the griever discover agpe of the self since the death

Rando (1993) offered consideratidos therapists who work with all types of
grievers. She emphasized the necessity of witnessing and tolerating a personOs suffering
and the harm of discountirigs or hemain. She stressed the significance of issues
manifested through countertransfereribe,power of resonance, the need for boundaries
and the importance of hope.

Six years after RandoOs begs publishedStroebe and Schut (1999) introduced
their Dual Process Madl of Grief (DPM) which reflected systematic application within
a cognitiwe stress perspective. Tiisrspective emphasizéuhat, at the core of grief work,
thereis a cognitive restructuring between a losentation and restoratiefiocused

coping.This model suggestdtatgrieving is a dynamic and oscillatory process in \whic



! R(

a grieving individual at timesonfronts and at other timeadapts the different tasks of
grieving. Periods of respite from both the stresses of coping with the loss and the stresses
of restoring oneself and oneQs life are necessary and benefitialDIRM framework,
healthy grieving oscillates between experiencing the pain of grief and théoresapt to
the death. Similar to Rando (199S}roebe and Sch(t999)discusedhow grievers can
become stuck on either side of this proc&ando (1993and 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, cognitivehavioral therapies appear to be
the most commonly published, and they emphasize cognitive processing instead of an
emotional adaptation to the death (Humph&809). In the literature, cognitive tlagry
includesrational 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 erephasi
the stories of peopleOs 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, existehBaky has also found
its place within approaches to treatingdsvement. Wong (2008) discusdkd need for
an existential model for grief process. His MeanGentered Process Model was

developed: (a) frorfranklOs (1984)dgotherapy, which emphasizepersonOs need for
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purpose and meaning; (BPm WongOg1989) theory, reflecting the role of meaning in
successful aging; and (c) from Middleton & RaphaelOs (1987) evidence of a grieverOs
need for purpose and meaning during the grief process. In 1996 ded 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 oneOs mortality, and (g) reconstructiag Bince then, he revised his

model to include four major processes: mourning the loss, accepting the loss, adjusting to
the loss, and transforming thesk (Wong, 2002). Wong discussbd need for the

griever to use a variety of coping strategiesstiessedhe need for focus upon the
grieverOs personal experiences and beliefs regarding identity, core values, and meaning
and purpose.

Recently, scholars recognized thathere is no single process through which all
bereaved people must necessarilyrgorder to resolve their griefO (Archer, 2008, p.58).
Instead, attentiowasgiven to the sources of individual variations within the grief
process. Researchers continue to explore individual influences upon the grief process,
such as depression, Posatlimatic Stress Disorder (PTSD), anxiety, and resiliency
(Bonanno, Boerner, and Wortman, 2008)so, Fraley and Bonanno (2004ave
examined the influences of attachment styles within grief.

The role of culture has also been explored, as one schatied,sDno knowledge
of grief is culture freeO (Rosenblatt, 2008, p.207). The meaning of the death, an
individualOs beliefs about how he or she is connected to the deceased, and how grief is
expressed may greatly influence a personOs grief experienceb(Ribs208).

Incorporating a grieverOs culture into grief work acknowledges the role of rituals and the
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potential helpfulness of spirituality (Pagkel997). Doka (2002) emphasizautial class,
gender and spirituality as critical domains to be exploreenwunderstanding a personOs
grief. Equal in importance to focusing on the client was WalterOs (2010) discugsien of
importance of the grief counselorOs knowledge of his or her own cultural assumptions
about grief in the therapeutic processdthe impprtance of observing and respecting
manifestations of the clientOs 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 (Altmdié), 20
Altmaier (2011) reviewed grief assessment scales that met the following critevieeréa)
widely used, (bjocusedon grief and not broad psychiatric symptoms a&3essed
normal grief and not complicated grief, and (d) finalygrebased on all fyes of grief,
not a specific relationshjguch 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 (Sandegekla
& 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 captusddmanifestations of grielnstead, 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 anagyizgrief assessments to determine if there

was a consensus among the measurtéeeigrief domains studied. The following
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domains emerged: physical symptoms, cognitive difficulties, uncertainty over future,
denial, interpersonal interaction, emotional mesge, injustice of loss, symbolic rituals,
continuing bonds, and benefit finding$hey recommend including these domains into
assessment practices.

Important questicstto be answered gnassessmerre OWho benefits from
grief counseling?@Nho needsin intervention to help cope with gri€f8ome
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, Bant Terheggen (2001) reported that
the majority of grievers have no pathological indicators and do not usually require the
help of professional counselors or therapistsesponseiamino and Ritter (2009)
proposedlinical and ethical reasons for mahhealth 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. &amterventions are designed
for group work and others for individual sessions. Interventions are highly influenced by
the theoretical framework of the professional facilitating the sup@ortrier, Neimeyer,

& Berman, 2008).
Effectiveness of Grief Cougigg

It is important to understartie most effectivevaysto care for a grieving person
In 2004, Forte, Hill, Pazder, and Feudtner were unable to provide any rigorous
evidenceebased recommendations. After completing a systematic review of 74 studies,

they found five factors that influenced theanclusion



Excessive theoretical heterogeneity.
Stultifying betweerstudy variation.
Inadequate reporting of intervention procedures.

Few published replication studies.

Methodological flaws of study desig

Currier, Neimeyer, and Berm#&R008)published a metanalysis of 61 controlled
guantitative studies regarding the effectiveness of therapeutic interventions with adult
grievers. Moderator variablesuch as the duration of treatment, the level of

prectitionersO 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 eff@osttreatment

but not a statistically significant benefit at follayp. Differences between group and
individual interventions were examined. Results foundtti@tnodaliies of intervention

did not differ significantly from one another at posatmentOther variablessuch as

age, gender, proportion of violent deaths, and number of deatlselably related to
outcome. The authors poattout that their findings differ from metnalytic reviews of
general psychotherapy, which demonstidtew treaments decrease distress symptoms

and improve functioning. Interestingly, when the authors examinedepeift

instruments or directly measured grief symptotingy anticipaedthat findings would

indicate bereavement interventions as having the strobgestt. However, they found
thatthe effect sizes were still consistently weak in magnitude. The authors speculated
how, Oresults for outcome measurement could at least partially reflect an overreliance on

generic measures of psychopathology or genarationing that are insensitive to the
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manifestsions of bereavement adaptai®iip. 656). The authors also highlighted how
there was an absence of data tools that could measure the potentially relevant non
pathologizing outcomes, such as constructinglgestive 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 elents of the restoration process may have limited
chances to detect improvement across many of the st(oli€b6)

Much of Currier, Neimeyer, and BermanOs (2008) article focused on interpretation
of findings and recommendation for future research. $Dich interpretation was that
Ouncomplicated grief is probably naturally4ietitingO (p.772), which means that most
longitudinal studies captured the natural decline of grief symptoms. This consideration is
unique when comparing treatment groups withtaa groups. Analysis also indicated the
authorsO giving careful consideration to studies that revealed worsgnipipms with
participants othat appeared to cause harm. The authors of theanatgsis concluded
that some people seeking grief supmanb have more Oavoidant coping styles are more
likely to respond poorly to traditional bereavement interventions that emphasize emotion
focused, rathethan problerffocused, coping stylesO (p. 773).

Currier, Neimeyer, and BermanOs (2008)aanalysis initated the most
common dosage to be betwesght to twelvewveekly sessions, but the authors sugegest
that this range reflects a low dosage for grievers. The authors also sdggeaistlifferent
interventions are needed at different periods of time #feedeath. The metnalysis

revealed positive findings regarding grief support. When extra time was taken to more



thoroughly assess the griever and when interventions focusgiewarsdisplaying

marked difficulties adapting to the death, such as dstrating symptoms that could be
classified as complicated grief, outcomes compared favorably with psychotherapies for
other mental health issues. This discovery means there is Oapparent relation between the
level of bereavementlated distress and thediihood of achieving successful

therapeutic outcomes with bereaved clientsO (p. 656).

According to this metanalysis, 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 growthss iasayht
understanding from grief counseling and to increase dosage.

Nine publications spanning 20 years met criteria set by Nseir & Larkey (2013) for
their metaanalysis. The authors examined the effectiveness of interventions with
grieving spouses. Threategories of interventions were seen in the literature: emotional
expression/psychosocial, education/information, and fhoa. Expression and
psychosocial interventions revolved around sharing grief emotions, discussing coping
styles, and reviewing skil. 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-ifgle 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 stressmis as adjusting to new

roles. The minébody catgory included only one articlwhich examined the effects of a
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prectice called Dayeon (a series of exercises which employ breathing and stretching).
Results indicated, Othere 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 studiesO (p. 507).
Forms of Grief Counseling

Grief counseling is facilitated either ingaoup setting or in individuaessions
with the counselor. Within grief group treatment, theeetato main categories:
Psychoeducational grief groups or Proeassnted grief groups.

Psychoeducational Grief Groups

Psychoeducational grief groups focus on educating grievers abounth@oo
stages or tasks of griahdgrief symptomsl(und, CasertaJtz, & 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 tifimited process (Maruyaa & Atencio, 2008).
These groups emphasize building skalil utilize distraction techniques, stress
management and general wellness approaches (Maruyama & Atencio, 2008).

ProcessOriented Grief Groups

Some processriented grief groups are specifictyge of death, for example, a
perinatal grief group or survivors of suicide grief group (Davies, 200dng, Iglewicz,
Glorioso, Lanouette, Seay, llapakué&i,Zisook, 2012). Other processiented grief
groups are more inclusive, meaning a varietyr@\grs participate in one group (Foliart,
Clausen, & Siljestrom, 2001). Opended processriented groups are difficult to define

(Schopler& Galinsky, 2005). For examplene group mae collaboratiororiented. In



the collaboratiororiented processhé counseling facilitator consults with clieaisd
recognizsclients as expert on themselves and their own expergt@nphrey, 2009).
Collaboration groups are more interested in the clientOs perspectives than any
preconceived notions about grief. Ifeailitator-oriented grief group, the grief counselor
consistently focuses and directs the clientOs attention towards potentiallgistful
material forprocessingsuch as loss adaption. Here the group focuses on strategibs
as having the clientset goals for themselves (Humphrey, 2009).

It is difficult to describe how the clinicians and group membedresgproblems
that emerge (Schoplér Galinsky, 2005). As seen in the two examples in the previous
paragraphs, the collaboratieniented gref grougs trust the clients to direct or not direct
the course of the groupvhereas the facilitatasriented group uses the knowledge and
expertise of the grief counselor to recognize various issues that may impact the grievers,
and leadnterventions arond these topics. Two factors influence proeassnted
groups: group composition and group leadership (Johnsen, Dyr&gfwregrov, 2011).
These influences further exemplify the need for assessing grievers and for trained
professionals to lead thesegps.

Processriented grief groups rely on the grief counselorOs psychological
framework and theory to guide the group process (Sch&p&alinsky, 2005). These
choices from the grief counselor include foundational theory, such as existential theory,
as well as theories related to grisfich as Rando@Bix ORO Processes of Mourding
Predetermined themes or topics are generally not used. Iftsteaplief counselor works
with whatever issues are presented within each group session (Dyregrov, Dy&egrov

Johnsen, 2013). Common techniques used in a prociesded model may include:



! Rc

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 Hou& van den Bout, 2007; Neimeyer & Currj@009; Wagner, Kaevelsrud,
& Maercker, 2006).
Training of Grief Counselors

The Conditions of Participatiof2008) from Medicarelefined bereavement
counseling agDemotional, psychosocial, and spiritual support and services provided
before and after the death of the patito assist with issues related to grief, loss, and
adjustingOpara. 4) The National Hospice and Palliative Care Organization (26128d
grief counselors are social workers, chaplains or other mental health professiomal
have anOeducational biground and experience necesgarfor bereavement work (p.
22). Many colleges and universities offeasterOs programs ihahatology as well as
courses related to dying and bereavement (2002). The Association for Death Education
and Counseling has a técation program fofThanatologyput it is not specifi¢o grief
counseling. This certification gaires a BachelorOs degree, sixtytact hours of
educationone college course is forfive contact hours), letters of suppartd passing
test scoresProfessional grief counselors can be found in private pracgsecial
workers, counselors and other mental health workers who advertise specializing in grief,

or withinalocal hospice bereavement program.



Description ofHospiceBereavemenPrograms

Peoplecan choose tenter 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
swch 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. Hospicesertified by Medicargare required to provide bereavement
savices 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
theirdoors 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 tlméted groups or ong¢ime educational
workshops, while others facilitate ongoing groups. The availability of resources for
individual grief counseling may benited. Hospice administrators determine types of
bereavement programs offered. They have the abilipjaie differentonetaryalues
on their bereavement programs, which reguolteerange of resources providethe
range of services also influences éxpectations of services a®ll as number of people
served(Foliart, Clausen, & Siljestrom, 2001).

The Medicare Conditions of Participati2008)provided nonspecific standards
that reflect expectations of services. These standet=sbroad and alloedfor a variety

of interpretationskoliart, Clausen, & Siljestron2001) surveyed hospices acrabe
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state of California to understand Othe 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 sizeO (p. 462). Findirajedekiat

a greater percentage of larger hospices anepnaiit hospices offer support groups and
workshops than do smaller hospices anepfafit hospices (Foliart, Clausen, &

Siljestrom, 2001). The same survey also found that the educational trdining o
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) surveye2b60 American hospices concerning their bereagst
programs Results from this survey indicated that bereavement programs faced many
obstacles in providing adequate bereavement care, including lack ofesuftaff 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 efiding bereavement
servicesThe 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 bereavemenvwisitsigorovided they
had additional resources (Demmer, 2003).

In spite oN or perhaps becausefbthe many challenges hospice bereavement
programs face, bereavement managers and administrators have become creative in

finding and using resources, includinglunteers 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-tnaditional professionals as music therapists
(DiMaio, 2015.

Music Therapy in Hospice Bereavement Programs

Music therapists have been employed by hospicesvienthirty years (Munro,

1984). While much of their work has been with clients who are dying, some music
therapists are required to participate in their hosploe@®avement program as well
(DiMaio, 2015. Other music therapists advocate for their participation in bereavement
follow-up due to their strong pexisting connections with the families of dying clients
(DiMaio, 2015.

The range of bereavement servipesvided 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 reqaétedend of
his or her life. Other responsihkiés may include making followp bereavement phone
calls, providing ondo-one home visits, facilitating timkmited groups, facilitating
ongoing groups, providing individual grief sessions, designing workshogsigning
and facilitating grief campand facilitating psychoeducational groups (DiM&615.

The topic of music therapy, grief and bereavement programs will beredptwore

thoroughly in the next chapter



CHAPTER2
NEED FOR EVIDENCE
Systematic Review

As discussed in Chapté&rdetemining the effectiveness of verbal grief
counseling is a complex and interestingic. 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? Theyof literature concerning the effectiveness
of music therapy with bereaved individuaisludesa limited, but important, amount of
research on the subject.

Many of the studies conducted by music therapists with grievers have been
limited by the variaces in their research designs and the lack of statistical significance in
their data. Therefore, the first part of this literature analysis comprisgstematic
review initiated to provide an understanding of the effects of music therapy interventions
ongrievers

Objectives of the Review

The purpose of this review was to answer the following questions: (a) what is the
guality of the existing research regarding music therapy on the grief processes of both
youth and adults? (b) what is the effectivenddb® 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 revietive following criteria were met: 1)

Research idicles 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 out@)r@aslified
music therapists must have administered the intervent@raifications for music
thergy differ throughout the world. For the purpose of this systematic review, music
therapy professionals have completed clinical training requirements according to their
countryOs professional standards. For example, for articles from the UnitechiBtates,
references to music therapsflectedthe work of a qualified, credentialed music
therapistwho holdsa minimum of a bachelorOs degree in music therapy from an
accredited university or collegand whohas completed the required 1200 hours of
clinical sugervision and successfully passed the bammdification examinatior3) All
music interventionseeded to bepecific to the field of music therapy. Other disciplibes
use of music as a form of intervention was beyond the scope of this redjéwr the
purposes of this review, grief was defireslexperiences associated with the death of
someone important to an individual (Zisook & Shear, 2009).
Search Strategy Methods

A search of quantitative research articles publistetaiden the dates of January
1984 andJanuary 201Was performed using the following databases: Medline,
PsychINFO, CINAHL, Dissertation and Thesis (ProQuest), Ovid, and Academic OneFile.
Handsearching was used for the Journal of Music Therapy, British Journal of Music
Therapy and Ausalian 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



¥ Loss
¥ Mourning
¥ Anticipatory grief

Quality Assessment

This author used a thrgmint scale to assess five domains of research, viaish
been adapted from NilssonOs (2008) criteria. Domains assessed included research design,
concealment of allocation, blindingtention to treat and description of interventions.
The following rating scale was used:
Research Design:

2 = Randomized Control Trial

1 = QuastexperimentalPre/posttest with control

0 = Other type
Concealment of Allocation:

2 = Truly randomized ajlcation

1 = Semisecure randomization

0 = Nonsecure randomization or unclear demonstrated randomization
Blinding:

2 = Doubleblind studies

1 = Singleblind studies

0 = No blinding/unclear
Intention to Treat

2 = Numbers of drop out are reported alavith 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 aseggsarticipants for appropriateness



of intervention. For example, this score could include studying the effect of an
intervention designed for Persistent Complex BereaveRelatted Disorder.

1= Vague description of intervention. No mention of theorktamandations or
how intervention relates to grief process. Assessment of participantsO appropriateness for
intervention is not mentioned.

0= Minimal description of intervention and/or if intervention was secondary to
other intervention.
Using this assesnent scale, a total score was given to each article. The highest score
possible wasen representing a greater level of quality research, while the lowest score
possible, reflecting the worst quality, was zero.

Results

Fourteerarticles, includinghesisand dissertations, were identified in the search
process. Differencesere discoveredmongthe studies whichincluded type of death
(sudden death versus terminal illness), the participantOs relationship to the deceased, type
of intervention (group oindividual), length of treatment, age of participants (adults or
youth), intervention use@nd outcome measurements udetio ofthe fourteerarticles
found were available only as abstracts.

Characteristics of Studies

There were total of 35(articipans across théourteenstudies. The number of
participants in each study ranged from six to seityht.Nine studies reported male and
female participants, three studies did not report gender, and two studies reported only
female participants. No attentiovas given to cultural issues beyond genéere 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 onechibes the articles that met the criteria of this
systematic review and represent youth participants.

Table 1

Musc Therapy Articles fat Met Inclusion Criteriawith Youth

Study Quality N Age Range or Category of
Score Mean Age Grief
Dalton & Krout, 205 3 20 12-18 Through
Female: 13 sudden death
Male: 7 or terminal
illness
Hilliard, 2001 4 18 6-11 Through
Gender sudden death
unknown or terminal
illness
Hilliard, 2007 3 26 5-11 Through
Female: 12 sudden death
Male: 14 or terminal
illness
McFerran,Roberts, 2 16 Mean =14 By relationship
& OOGrady, 2010 Female: 9 with deceased
Male: 7

Two articles researched music therapy and grief with families. Combined, the
studies included 66 participants. Only the abstract for Okamoto (2005) was avaithble a
included anticipatory grief. Table two describes the articles that met the criteria of this

systematic review and represents work with families.



Table 2

Music Therapy Articles That Met Inclusion Critemdth Families

Study Quality N Age Range or  Category of
Score Mean Age Grief
Strickland, 2006 2 6 8-42 By relationship
Female: 5 with deceased
Male: 1
Okamoto, 2005 1 60 Unknown By
Gender relationship
Unknown with deceasec

Eight articles researched music therapy and grief with adults. Ondp#teact for

Creagh (2004) was available. Combinte articles studied 204 adult grievers. Table

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

work with adults.



Table 3

Music Therapy Articles ThaMet Inclusion Criteriawith Adults

Pc

Study Quality N Age Range or  Category of
Score Mean Age Grief
Creagh, 2004 5 45 Not reported Widows
Female: 45
Hudgins, 2007 3 13 31-84 By relationship
Female: 10 with deceased
Male: 3
Hoyle & 2 3 Not reported Adults with
McKinney, 2015 Femde: 2 Developmental
Male: 1 Disabilities
lliya, 2015a 9 10 39.8 MT Complicated
Female: 7 52.4 Control grief with
Male: 3 mental illness
Popkin, et al., 1 30 Not reported Professional
2011 Gender Grief
unknown
Short, 2007 2 14 51-98 Not reported
Female: 10
Male: 4
Wlodarczyk, 4 68 Not reported Professional
2010 Female: 57 Grief
Male: 11
Yu & Gallant, 1 21 28-64 By relationship
2010 Female: 21 with deceased

Interventions

Several patterns emerged regarding the types of arigons useth the research

(see Table 2). Interventionseve grouped into six categoriéonny Method of Guided

Imagery and Musicimprovisation, Songwriting, Receptive music experience, Pre

composed music experiences, and Imaginal dialogue with VegahBtherapy. These

interventions were facilitated in both individual sessions and in groApseen in

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

interventions varied greatly. Wlodarczyk (2010) and Popkin,n,envchtenthal, Redl,

Rothstein, Siegel, & Coyle, (2011) designed treatments based dimanetuals for staff
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who had experienced professional griya (2015a) discussed the rationale for

individual treatment and for the number of sessions, whichrelated to WordenOs

(2009) model of grief. SimilarlyHoyle & McKinney (2015 modeled their treatment

following the recommendations of Hilliard (2001).

The remaining studies did nioiclude a rationaléor the specific duration of

treatment. The numbef treatment sessions ranged from six to fourteen. Three music

therapy studies used more than one active mmaking intervention durgna session.

As seen in Table,&everal different interventions were used in treatment, even for

singlesession tréanents.

Table 4

Music Therapy Interventions

Study Duration Intervention Type
Creagh, 2004 No report of session length BMGIM* Individual
6 sessions over 12 weeks
Short, 2007 1 hour session BMGIM* Individual
Average 612 sessions
Yu & Gallant, 1 hour Receptive Music
2010 . . therapy Individual
12 biweekly sessions E .
xperiences
Okamoto, 2005 No report of session length  OMusic Therapy -
. . : X Individual
One time session InterventionsO
lliya, 2015a 45 minutesession Imag!nal dialogue N
: with vocal Individual
8-10 sessions
psychotherapy
Hoyle & Music
McKinney, 2015 Length of each sessionis  improvisation,
unknown songwriting and Group
9 sessions over 5 weeks Precomposed
music
Dalton & Krout, 60-90 Minutesession Sonawritin Grou
2005 7 weekly sessions g 9 P
Hilliard, 2001 1 hour Sonawritin Grou
8 sessions g 9 P
Hilliard, 2007 1 hour Songwriting Group

8 weekly sessions
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Study Duration Intervention Type
Hudgins, 2007 No report of session length Songwriting
. Group
6 weekly sessions
McFerran, . .
Roberts, & 12/149\(/)vergll?luftsessions Songwring Group
00Grady, 2010 y
WIlodarczyk, 2010 1 hour Songwriting
. . Group
Onetime session
Hilliard, 2001 1 hour .
. Improvisation Group
8 sessions
Hilliard, 2007 1 hour o
. Improvisation Group
8 weekly sessions
McFerran, 90 minutes
Roberts, & 12/14 weekly Sessions Improvisation Group
00Grady, 2010 y
Hudgins, 2007 No report on session lengtk  Receptive Music G
. roup
6 weekly sessions therapy
Popkin, et al., 201 45 minutes Receptive Music
. . therapy Group
Onetime session .
Experiences
Strickland, 2006 L Receptive Music
No report of session time
. therapy Group
6 weekly sessions .
Experiences
Wlodarczyk, 2010 Active Music
1 hour
therapy Group

Onetime session

Experiences

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

Quality

Only one study, lliya (2015ajyas assessed kavea low risk of bias (see Table

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

analysis. This study was trulyndomized, singkdlinded, with clear descriptigrof the

interventions and reported dropou@nly two othermusic therapy studies were RCTs

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

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

Hudgins, K. D. 2007; Hilliard, 2001; Hilliard, 2007; Okamoto, 2005). The remasiing
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music therapy articles involved other research deskms.designs integrated outcome
measures from a prand posttest wih no control group. One study used a retrospective
survey with no control grougAnotherstudy used a researckagsigned possurvey with
no control group.

Outcome Measures

Various outcome measures were used in the music therapy studies reviewed.
These tidies included both music therapy and-mamsic therapy instrumenterf
evaluating grief (see Tablg,5and they included negrief measrements for adults (see
Table § and yaith (see Table)7 Only Dalton & KroutOs 2005 studgedan author
designed msic therapyinstrumento evaluate the grief process.

The variety of instruments usédthe researcts shown in Tables 4 and Bor
example, Wlodarczyk (2010), when treating hospice staff members experiencing
professional grief, studied their work eronment and their levels of compassion fatigue,
and she utilized an inventory that quantified hospice cliniciansO professional grief.
Hilliard (2001) and2007) did not measure the young participantsO grief directly, but
measured depression and other gdrimrhaviors potentially associated with grief.
contrastlliya (2015a) used the Inventory of Complicated Grieévised which directly

relatesto grief and the participants complicated grief.



Table 5

NonMusic Therapy Instruments Used to Assess Grief

7

Hogan Grief Inventory of Hospice Clinical Grief SeltReport

Reaction Checklist ~ Complicated Grief Inventory Experience Tools Designed
Grief-Revised Inventory by Researcher

Dalton & Krout, lliya, 2015a Wlodarczyk, 2010 Creagh2004 Grief:

2005 Popkin, et al., 2011

Hudgins, 2007

Forgiveness and
Grief Perceptions

Yu & Gallant,
2010
Table 6
Non-Grief Measurementdsed for Adults
Hoyle & Wlodarczyk, Yu & Hudgins,  Short, Strickland, Creagh,
McKinney, 2010 Gallant, 2007 2007 2006 2004
2015 2010
Brief Compassionate Beck SeltReport SelfReport Family Profile of
Psychiatric Satisfaction Depression Tools Tools Assessmen Mood
Rating and Fatigue Inventory  Designed Designed  Device States;
Scale Test; by by (FAD) for  Scale of
Developme Work Researcher Researcher Adults Cohesion
ntal Environment MARI Card
Disabilities Scale; Test
Version SeltReport
(BPRS Tools
DD) Designed by

Researcher




Table 7

Non-Grief Measurementdsedfor Youth

Hilliard, 2001 Hilliard, 2007 McFerran, Strickland, 2006
Roberts, &
OOGrady, 2010
The Behavior The Behavior Harter Self Children's
Rating Index for Rating Index for Perception Profile  Assessment for
Children Children for Adolescers; Family Functioning
home/school home/schogl Adolescent Coping (CAFF)
Depression Self Bereavement Grouf Scale
Rating Scale Questionnaire for

Bereavement Grouf Parents/Guardians
Questionnaire for
Parents/Guardians

Results of the studies are presentetldhle 8 To assist with understandingeth
results, each study is reported individually below. The repegs: with the most
recently published and the same order found in Tables@rtingon page 38

Hoyle & McKinney (2015) explored music therapy with three adults with
developmental didalities who were grieving. Nine group sessions occurred over five
weeks. The sessions were adapted from HilliardOs (2001) research. The Brief Psychiatric
Rating ScaledDevelopmental Disabilities Version (BPHRED) was used to capture
behaviors that might d@licate the participantOs experience of grief. Measurements were
taken throughout the treatment. Results did not demonstrate statistical significance. One
participantOs negative behaviors decreased over time whereas the other two participants
showed no chage in behavior.

lliya (2015a) studied the effeatd Imaginal Dialoguevith vocal psychotherapy
on adults experiencing complicated grief and mental illness using a mixed methods

design. The research was anchored in WordenOs (2009) theory of grief weakaa,
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AustinOs (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; howevera aniall

number of participants completed the treatmbiatlQ).

Popkin, et al., (2011) studied the effect of a-tne music therapy and
interdisciplinary ritual on professional caregivers grieving the death of clients. The
intervention consisted of liveeflective music, readings, a platform for expressing loss
and emotion, and a ceremony to bless the participantsO hands. Results indicated that the
staff ritual was OveryO to Oextremely effectiveO in helping participantsO process their grief
over patientdeathsaccording to postitual evaluationgN=30).

McFerran, Roberts, & O@s@ly (2010) studied the use afrhanistic music
therapy on grieving teenagef\N=16). Interventions included free play improvisation,
songwriting, or listening to songs followeg a discussionrdm the music. Participants
chose the interventions for each session. Practical significance was found for the
participant€coping, but not for changes in sekrception.

Wilodarczyk (2010) reported a significant difference betweemgirand posttest
scores for the experimental group using the subscale of Personal Sacrifice Burden within
the Compassion Sat#ction and Fatigue Test (CSF) and with FeelingswilBn
reported lower after participation in the music therapy g{dx®%8). Analysis of data
regarding the secondary depentvariables (risk for burnoutpmpassion fatigue and
perception of work environment) revealed no significant differences between
experimental and control groups 30 days after the initial data colleTtiere were 1

statisticallysignificant findings.



Yu & Gallant (2010)provided twelve biweekly individual sessions for one hour
using receptive music experiences. Results shaemaidespondentsO pretest scores from
the Forgiveness Grief Perspective ScalBRS)hadsignificantly decreased at posttest
(N=21). This change in the mean score indicated that the respondentsO levels of concern
regarding forgiveness and grief were reduced from pretest to poAtsestthe treatment
positively impacted the particintsO depression symptoms.

Hilliard (2007)provided a ondnour group music therapy session using Dd$ed
music experiences weekly for eight weeks. Results shavegghificant improvement in
the grief symptoms from participants in the music therapypgr@=26). Results were
compared to social work groups and control groups. Music therapy interventions included
Orff-based improvisation, prewritten grtffemed chants and songsd songs used to
accompany bereavement story telling.

Hudgins (2007Jjacilitated six weekly sessions using songwriting with adults in a
group format.Sheinvestigated the effegbf music therapy interventions on grief
process and group cohesit=13). Interventions included recorded background music,
group drumming, lyric angsis, and songwriting. The study yielded no significant
results.

Short(2007)researched the effects of six to twelve individual BMGIM sessions.
Results indicated tha&BMGIM-based program could address clinical issues such as
grief. The measuremeniiscused on relaxation and feelings of wadling; the
participants who were grieving reported positive experiences with this intervention.

Strickland (2006) studied the usesi¥ weeks KN=14) of music therapy and

family narrative (FNMT )sessionsvith 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 issarebthe writing of a story about each
familyOs experience of the death. Redolind 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 & KroutOs (2005) studiowedsignificanteffects ofseven weekly
sessions of grougongwritingwith young peoplelt also testedhe authorénewly
developed Grief Process Scale (GR$)20). Findings indicated that songwriting
contributed to improveents within the grief procesgexifically within the five
domainsmeasured within the GPS: understanding, feeling, remembering, integrating and
growing. The control group did not show any noticeable improverResultsof both
the GPS and the Hogan Grief Reaction Checklist were similar.

Creagh (2004) studied the effex individual BMGIM sessionsvith widows
(N=5). The six sessions occurred over twelve we&ke quantitative data did not reflect
noteworthy findings. Conversely, the qualitative data verified that BMGIM could assist
with the emotional content of griahd with the healing process.

Hilliard (2001)researched eight group music therapy sessions with eighteen youth
primarily using music improvisatioand songwritingThe studyeported significant
findingsregarding grief as determined pmepost music therapy treatmeott the
Behavioral Rating Index for Children in the home environment and the Bereavement
Questionnaire for parents/guardsafrlowever Hilliard did not find significanpre-post
differences in saes onthe Depression SeRating Index or the Behavioral Ratingdiex

in the school environment.



Table 8

Music Therapy Outcomes

Zb

Study Intervention Measurement Results
Tool
Hoyle & Music Brief Psychiatric  One participantOs score
McKinney  Improvisation, Rating Scale, decreased during the
(2015). Songwriting and Developmental treatment, whereas the other
Precomposed  Disabilities two participants showed no
musktc Version (BPRS changes in behavior.
experiencesto  DD)
reinforce themes
lliya, 2015a Imaginal Inventory of The experimental group
* Dialogue Complicated demonstrated a greater and
interventions Grief-Revised statistically significant change
with Vocal when compared with the
Psychotherapy control group.
Popkin, et Remembrance Researcher Retrospectively administered
al. 2011 *  Ceremony Created Programmatic evaluations
Questionnaire: indicate ritual was helpful.
Grief
McFerran, Humanistic Harter Self Significance was found for th
Roberts, & Model: writing Perception Profile participants coping, but not fc
OOGrady original songs; for changes in selperception.
2010 free play Adolescents,
(improvisation), Adolescent Copinc
listening to Scale
known songs
followed by
discussion of
meaning making.
Wlodarczyk Active music Hospice Clinical  No significant difference
2010 making, Grief Inventory shown for HCGINo
songwriting (HCaGI), significant difference found
activity and Compassionate  for CSF for risk of burnout or

discussion, and
participation in a
grief ritual

Satisfaction and
Fatigue Test
(CSF), Work

risk of compassion fatigue,
however in subscale of
personal sacrifice burden, a

Environment Scale significant decline was found.

(WES), and Seif
report
guestionnaire

WES findings did not differ.
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Study Intervention Measurement Results
Tool
Yu & Receptive Music Forgiveness Grief Participants FGPS and BDI
Gallant Experiences Perspectives scores were statistically
2010 * (FGPS- significant.
Researcher
created); Beck
Depression
Inventory
(BDI)
Hilliard Orff-based music Behavior Rating  Group comparisons showed t
2007 therapy Index for Children significant differences on the
interventions (BRIC) ard the posttest BRIC. BP scores wel
Bereavement significantly different betweer
Group the control and music therapy
Questionnaire for groups
Parents and
Guardians (BP)
Hudgins Group HGRC and No significant differences
2007 drumming lyric ~ Support Group found for grief or group
analysis, and Questionnaire cohesion among treatment ar
songwriting (researcher control groups.
developed)
BMGIM Selfreport survey Participants reported that

Short, 2007
*

by author and
Mini-mentl add
rest of title

interventions helped them
notice when they were relaxe
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
Devicefor adults
and Children's
assessment for
Family
Functioning
(CAFF) for
children under 12

Trend among family member:
for improvement within family
functioning.
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Study Intervention Measurement Results
Tool
Dalton & Songwriting Grief Song Significant difference

Krout 2005
*

Writing Process  among subjects in the
Scale andHGRC  experimental group for the
GPS and HGRC

Okamoto "Music Therapy
2005 * Interventions™

Self-report tool There was a significant

designed from difference in mean scores of

several documents quality of life between the
control and experimental
groups. No other significant
results were found.

Creagh BMGIM

Grief Experience No significant findings for

2004 Inventory; Profile quantitative data.
of Mood States;
Scale of Cohesion
MARI Card Test
Hilliard Cognitive The Behavior Significant difference
2001 Behavioral music Rating Inax for among subjects in the
therapy: Children experimental group for the
Singing, song (BRIC) used in BRIC in the home
writing, rap home and school; environment and thBP.
writing, rhythmic Depression Self ~ No statistically significant
structured Rating Scale differences with mean scores
improvisation, (DSRS); The for the DSRS.
structured Bereavement
drumming, lyric  Group
analysis, and Questionnaire
music listening. for
Parents/Guardians
(BP)

* Indicates significant findings

HGRC = Hogan Grief Reaction Checklist

Of the fourteenstudies reviewedive reported statistically significant findings,

and one reporteno significant changekight studies reported both significant and non

significant findings.These results amisplayed in Table 9



Table 9

Music Therapy Data Results

Significant Findings No Significant Findings Mixed Findings

lliya, 2015a Hudgins, 2007 Hoyle & McKinney, 2015
Shat, 2007 Wlodarczyk, 2010
Dalton, & Krout, 2005 Strickland, 2006

Popkin, et al., 2011 Hilliard, 2001

Yu & Gallant, 2010 Hilliard, 2007

MgFerran, Roberts, &
OOGrady, 2010
Creagh, 2004

Discussion

This systematic review indicatéldat music therapy may be an effective
intervention with adults and youth who are grievihgirteenstudies reported positive
findings suggesting that music therapy may positively influence a personOs grief journey.
Music therapy studies demonstrated an increase in quality pfHiéeability 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 mhporta
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 musiagestudies acknowledged a
group of people whose grief is usually ignored or disenfranchised: hospice workers and
professionals caring for people with can&¥todarczyk, (2010) and Popkin, et al.,
(2011) suggested that music therapy may help not onlyigpeofhe general publiwho

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
fourteenstudies, thus reflecting diversity in approach®ssults suggest that active nwsi
engagement (through songwriting and improvisation) is a treatment of choice with
persons who are grievingerhaps this trend is representative of the prevalent theories
and approaches to grief, which suggest an increased engagement in the@nmeue.
Regarding group versuisdividual treatment, there was no evidence to support any
difference in effectiveness between the two treatment modalities.

Since only one study did not reparty positive findings, it demands closer
examination. Hudgins (7) 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 neeason is given for these occurrend¢éswever,Hudgins concluded that
the lack of statistically significant results might be attributed to the effects her
interventions had on participantsO emotional states. Her study also lacked statistical
power, and @ a closer examination of a grief groupOs 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 ofdult grief. Most bereavement departments associated with hospices
serve mainly adults, yet ongix of thefourteenstudies examined adult grievers
(excluding the two studies focusing on professi grief).Additional researclshould be
conducted with lager 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 unigpeuations
of grievers who have not been studied at all. For example, this researcher found no
studies about grief involving childneunder the age of fiver with individuals with
mental health issues such as schizophrenia. Music therapists often work with people with
denrentia, 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 ineestigati
include members of th@ay/Lesbian/Transgender/Bisext@@iestioningcommunity 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 tcecefh grief? How does the act of
being musical influence grieversO perceptions of their grief? Researchers and clinicians
alike need to understand what factors may influence a personQOs grief. For example,
currently, there are no quantitative music therstpyglies examining the relationship of
culture or spirituality to grief, both of which may heavily influence an individualOs grief
process.

Similarly, little attention has been given to determining what types of treatment
are indicated for various membarfsthis 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 grievingppess. Therefore, when designing research, it is

important to accurately time the outcome assessments, as there can be periods of deep



distress during the healing procesmally, there is a need for reliable, valid and widely
used assessment instrumdmdgh within and outside of music therapy.

More rigorous research with higfuality design and low risk of bias needs to be
conducted in all areas within music therapy. Even though the music therapy research
includedthreeRCTs, increased use of this agsiwould 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, spéized 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 sgitmups of grieversuch aslisenfranchised
grievers who could possibly bendfibm 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 effectssafenusic therapy with grievers.
Equallyimportant are qualitative and clinical aspects of music thesgijpypersons who
are grievingThus, the second half of this literature review will explore clinical
descriptions, ideas and qualitatresearch relted tomusic 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
bereavenent 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



written by Ryan (1994), who describleer six weekly music therapy and expressive

therapy bildrenOs grief group sessions. She shares her group structure, her beliefs about
the role of music in transforming grief and Ogeneral guidelines for music intervention
planningO® (p46).

Other guidelines were published Bggister & Hilliard (2008)n anarticle that
described music therapy interventions and cognltigeavioral foundations of the music
therapy approach used in HilliardOs quantitative studies (Hilliard, 2001, 2007). In
contrast, Roberts (2006) described a more psychodynamic music thp@apgch that
enabled bereaved children Oto explore and express grief by singing their storiesO (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 bas@f music therapy fogrieving
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 professils. She also stated that music therapy
may Oprovide direct support with a preventive or treatment orientationO (p. 20) when
considering complicated grief issues. Additionally, she stressed the relevance of using
many different music experiences, sashsongwriting, improvisation, listening and
playing. These beliefs were further elaborated upon in the McFerran & RobertsO (2013)
article that analyzed lyrics written by grieving children and how they could express their
world in songs.

In the McFerran &Robertg2013) study, a sevestep 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 uddo analyze the data from the songs. Pattesiasing to participantsO
agesemerged within the songwriting praseEighteen of théorty-ninesongs directly
addressed grief. Analysis of song lyrics demonstrated that participants wroténlyrics
thirteendifferent categories. These are listed in order from most prevalent to least:
people, actions, linking words, timegiings, death, animals, othbmgs, questions,

wishes and wants, places, events and sensory. Further analysis rehashed

participants wrote lyrics using egmentric language and concrete concepie results
alsodemonstrated developmental differences in how youth write songs.

While group music therapy is a more common method of working with grieving
children, there are examplasthe literature of individual music therapy. Burke (1991)
describé@ a case study that portrays creative music therapy with a grievingdasold
boy after the sudden death of his father. Along with improvisation, Burke used
songwriting and drawing asveay 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 studiagain involve the use of group music therapy. The
primary music method useih all of these studigsvas songwriting. Dadin and Krout
(2006) describedn interventiomamedOthe Grief SoryVriting ProcessO with bereaved
adolescents. They analyzed songs written by bereaved adolescents and processed them in

individual sessions. The authaecommendisng their approach with groups andthin



a seversession time limit.Their descriptive analysis of lyricyieldedfive themes
understanding, feeling, remembering, integrating, and growing. The results demonstrated
the participantsO ability to find support creatively in songwriting.

McFerran, Roberts & OOGrady (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
connectednesand emotional expression within a support group. During the focus group
interviews, the participants discussed differences betimeways their friends, family
and the school system responded to their griefontrast to their experiences within the
group. Participants shared the results they perceived as coming from the music
experiences.

Adding a unique element to grief, McFer&rHunt (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 projecOa greater understanding was achieved regarding the ways that
students and teachers were interested in using music therapy to address grief issues in the
school communityO (p. 51). The first project demonstrated how the youth wanted to
experience aenseof control within the research as a response to their grief and loss of
control. The second project showed how the yaotiidonly experience control if the
school staff supports therfinally, the third project revealed that even within a
supportive school, the youthOs first priority was to work through their ownvgtiethe
concept of improving community understanding of grief and loss holding much less

importance.
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SchwantesWigram, McKinney, Lipscoml& Richards(2011) described the use
of a culturecentered approach to working with Mexican migrant farmworkers who were
grieving the sudden deaths of two coworkers. The clinical example demonstrated a
spedfic form of song writing that incorporated participantsO culture and resulted in a
recording of their music. Recommendations of incorporating a ctdamtered approach
to song writing with grievers were shared.

Most recently, Fiore (2016) examined tlgads of songs written by youth during
a bereavement camp. Five themes emerged over the groups of child; (Egssn1612)
and teen. The content analysis revealed two themes that were present in all three groups:
memoriesand emotional @nnectionsThe tween group also had themes including
adaption todss andjuestions Similarly, the teen group had a theme of adaptiongs |
anda theme of/alue of elationships

Sekeles(007) book is dedicated to thepicsof grief and deathhen focusing
on grief she wrotebout 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 childrenOs
mourning, three chapters addressed complicated cases of grieving adults, and one chapter
described professional grief, including her own grief associated with clientsO ideaths.
book demonstrateithe need for incorporating clientsO relationships to musioand t
individualize treatment as much as possible to reflect each personOs grieving needs.

Bruscia (2012) compiled previously published clinical and research case studies
associated with bereavement work. Sekeles contributed four chapters from her 2007

book. ih the compilation, threef the case studies concerned children and adolescents,



! [c

while the other fiverelatedto adults. Only one case study was associated with a hospice
organization.
Music Therapy with Grieving Adults in a Hospice Program

Music therapits have been providing grief counseling to adults through hospice
bereavement programs sirtbe 1980s (Loyst]1989). Although these services have
existed for ovethirty years, there is very little literature about adult grief and music
therapy within a bspice organization. The earliest writing regarding music therapy and
adult grievers in a bereavement program is from the 1989 Hoelext Step Forward:
Music Therapy with the Terminally Bidited by J. Martinthis bookdocumentedhe
early uses of mus therapy in adult bereavement work. There are two chapters in this
book, those by Curtis (1989) and Loyst (1988at demonstrate how grief was viewed at
that time and how music therapy was used withindxenment programs. Curii$989)
described seven aremsassess when considering the grieverOs risk for what was labeled
asOnaladaptive coping(p. 27). She categorized the maladaptive coping as high,
guestionable, or low. The teymaladaptivecomes from the Fleming Model Girief
Responsesan outdated theory that labels the griever as adaptive or maladaptive with the
goal of Oemancipation from the deceased and reintegration into soci@®)O (p.
However, since the time that this book was published, the body of literagaenghe
domains ofgrief has grown. While many of the areas of assesskienting (L1986 listed
are still considered important factors, some are not. For example, the relationship
between the griever and the deceased is still considered an impactanin the grief
journey, whereas the Ooccupation of the principal wage earnerO (p. 28) is not. Curtis

(1989) hshared her views concerning the role of the music therapist in grief work. She
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stated music therapists should have contact withriegeg 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 Uniof The Riverdale Hospital, which began in 1983 and was made up of
volunteers, including a music therapist. The entire program consisted of a Ocondolence
letter, memorial service, telephone calls (sometimes visits) and a card on the anniversary
of the paientOs deathO (p. 56). He discussed the needs of bereaved clients and based
those needs on WordenOs four categories of grief: feelings, physical sensations,
cognitions, and behaviors. These four categories are also a reflection of the concepts
current athe time of publication. Loyst (1989) addressed aspects of guiei as grief
due to a sudden death, the type of relationship between the griever and the deceased, and
the grieverOs mental health. He provided a detailed description of songs used ialmemor
services and how they facilitated the grief process. He also discussed other music therapy
techniques that might address a grieving personOs needs, including lyric analysis, music
listening, encouraging clients to attend concerts, and songwritingptessxemotions
associated with grief. Loyst stressed the necessity of tailoring interventions to meet the
grieverOs needs while acknowledging the clientOs musical preference and background.

More recentlyKrout (2005) described ways in which hospice imtserapy
programs may support bereavement programs by providingjraeenusic therapy grief
groups. He stated that his etie music therapy groups could be beneficial whether the
griever is adapting healthily to the death or adapting in complicatgsl WM& 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 grieverOs negepthrgrief
counseling. Krout also described an interdisciplinary approach between the music therapy
program and the bereavement programs based ontamanestructured grief group using
the V.I.N.E principle: Validate, Identify, Normalize and Express. Hegajiscussed 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 andegsive music
experiences.
In her doctoral dissertation, Wlodarczyk (2010) studied a sswgsion music

therapy group intervention addressing feelings of disenfranchised grief as experienced by
hospice workers. The music therapy group consisted of skepeential parts: active
music making, a songwriting activity and discussion, and a grief ritual. Results of a
thematic analysis of participantritten songs for the experimental group revealed eleven
themes that reflected negative and positive aspetigspice work. Those themes
included:

¥ Reflections on patientsO deaths

¥ ParticipantsO sadness/loneliness

¥ ParticipantsO weariness/tiredness

¥ ParticipantsO positive coping strategies

¥ ParticipantsO pain/suffering

¥ Participant€shock/disbelief that patieig gone

¥ ParticipantsO gratitude



¥ ParticipantsO work as fulfilling/meaningful

¥ ParticipantsO anger

¥ ParticipantsO displays of love

¥ Reflection on participantsO personal losses

Results of the thematic analysis of participamitten messages to patients
following three message prompts during the grief ritual component of the musipythe
group revealed many themelying with dignity, appreciation of life, patientsO
compassionate traits, participantsO appreciation of getting to share their patipiusO hos
journey with them, patientsO positive attitudes, inherent rewards of hospice work,
patientsO positive traits, patient stories, displays of love between patients and their
families, quality time shared with patients and observations of patients dyging w
dignity. Similar to the Krout (2005) article, this study focused ontone 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 conductedypOOCallaghamcDermott, Hudson, & Zalcber@013)

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 deatHResearcherexamined the role of music in participantsO
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/ithg process may help during bereavement and may help
promote continuing bonds with the deceased, as some participantsO deceased had receive

music therapy during their dying process; (c) participants experienced positive feelings
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when musical efforts, shicas a concert to benefit a worthy cause, continued the deceased
personOs legacy) (dteracting with music or avoiding music can reflect the mournersO
process of avoiding or confronting grief as needed by the griever; (e) participants
discussed how musitconnections with the deceased can be purposeful or unexpected
and supprtive and/or confrontinggnd (f) remembering how music enhanced the lives of
those mourned became a supportive cognitive proddss authas concluded that music
was a mediunOtocontinue their bond and forge new connections with the deceased
through ongoing memory, image, and sound engagemer&g).(fhey also found that
the grieversO relationships with music organically reflected the dual process model
identified ky Stroebe & Schuf1999) 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 wh@erenced a stillbirth or a miscarriage, with
an organization that supported bereaved parents. The results from hetreetared
interviews suggest that newly bereaved parents would be open to using music therapy as
a support system. The participampressed interest in using music therapy if
undergoing another pregnancy, for coping with lagg grief and to interact with current
grief support services.

lliya (2015a) used a mixeohethod approach to examine the effectiveness and
experiences of mustberapy with adults who have complicated grief and mental iliness.
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. Qutdtively, she examined categories and themes found in music therapy
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with this population and how their experience fits into WordenOs 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 | of mourpitig) emotional
expression (Task Il of mournijg(c) adjusting to a world without trdeceased (Task I
of mourning; (d) finding an enduring connien with the deceased (Task)i\e)
symptomsof mental illness and substance abuse; and (f) the therapeutic relati@tship.
discovered that symptoms of the participants® mental health manifested in their grief, that
talking was important, that feeling connected to the deceased was dependeint on the
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 nevedr&fuse
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 bookUsingCreative Therapies to Cope with Grief and Loss
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-yearold client named Paul. Ten BMGIM sessions were used
to assist Paul in addressing his unresolved grief associated with his fatherOs 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 empowermiemthi&f
BMGIM sessions he shared his process and grief with his spouse and eventually he was

able to incorporate his nefsund meaning of grief work into his own job as a pastor.



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. Sessiomned
once a week for ninetyinutes. Halfof 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
startingthe session with the sound of a Tibetan singing bowl. She disctissedle 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 iesiisiend
musical heartbeats.

lliya (2015b) discussed her recently developed intervention of vocally improvised
imaginal dialogue. This intervention was based from AustinOs (2008) vocal
psychotherapy model, other psychodynamic techniques and GestaltthsyappOs
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 twitbkrtlsairs 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 insiglyts (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, Clemert€ortes and Klinck (2016) wrote a book about music
therapy during the dying proceandmusic 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 thapy 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 desd¢histase studies gfarticipants
whose husbands dieand 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 impvisation, song discussions, lyric analysis and mlissiening
experiences.

The last chapter in the book discussed a music therapy bereavement group model
for adults. The theoretichlsef Creative Music Therapy, Group Analytic Music
Therapy and Aesttic Music Therapy were incorporated into the foundation of this
model. The chaptencluded a description dfow the group incorporated these beliefs
into the group model and how they related to bereavement issues. Special attention was
given to music thepy strategies such as opening music rituals, clinical improvisation,
musical and verbal cheghks, songwriting, lyric analysis, music and imagery, group
singing, songsharing, muskdistening/listening journal, intentional playlist and weekly
themes (ClmentsCortes & 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 participatedrestsach, 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 getem the data supported by
three themes: (a) OHonoring the relationshipO through musical memories and relationship
continuation; (b) OSimilarly unique journeysO navigating the rollercoaster of grief; and (c)
OValidationO through projection onto musiclaomkst selexpression. The study
concluded that group music therapy is beneficial for grieving adults, that Oa mixed
methods approach is appropriate and valuable for providing a variety of creative
opportunitiesO (p. 186) and that a tdpased programrovides structure that is
comforting and safe (Clemen®ortes & Klinck, 2016).
Grief Choir

One other article was published regarding bereavement music therapy for adult
grievers within a hospice program. Wilkerson & DiM§a®13) described a grief group
intervention, referred to as the grief choir, they designed and facilitated for three years.
The grief choir was a performanbased, newly created music therapy intervention. The
article described the structure and theoretical emphasis of the choel| as & case
study examining the process of one individual.

This researcher earote the article describing the grief choir anefeonded the
grief choir. The theoretical foundation and structure of the grief choir will be examined
in-depth. To bettenglain 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 isa Brokenness
by Rashani RZa
There is a brokenness out of which comes the unbroken.
A shattereehess out of which blooms the unshatterable.
There is a soow 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 thah sdund
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 therapwotker, Anne Wilkerson and |

designed and facilitated aigf choir. The grief choir met weekly for one handfor a
duration of three yeartn co-designing and céacilitating the grief choir, Anne and |
drew from several theoretical approaches and models regarding grief and the clinical
practice of music #rapy. Qir music therapy practicegeregrounded in humastic and
existential theory andie allowedthese principles to guideur development of the grief
choir. Wecreate& opportunities that alloedeachmemberto explore the maning of his

or her griefand wefacilitated music experiences that potentially enhaheach personOs

ability to grow.
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Anne and Workedwith amemberQ®sources (Rolvsjord, 2004), music entity
(Nordoff & Robbins, 2007), community (Stige, 2002), and ability to engage his or her
musical capacity (Aigen, 2008)Ve viewed achgriever as gersonwith strengths
(Rolvsjord, 2004)We operated from the principle that a personOs inner seifblato
find meaning in music (Robbins & Robbins, 1994/ also believed that grievers, like
most people need to belong somewhere to someone (Ruud, 19@d)e weworked
with people whavere viewed as grieving, in truth, werkedwith people whavere
engaged in a normal part of life

In the grief choirpart of the healing and power svan tte community experience
of aesthetics. For example, the choir performed at a day facility for adults with dementia,
wherememberglemonstrated their musicality, hard work, and aesthetic vebuef$.
members at the facility and some of the residents gave puaityve comments and
feedback concerning that performance.

In the grief choirmemberdecane a part of their own grief community and the
greater community in which they lideThey connetedto fundamental realities that
exisiedoutside ottheir individual world and tookart in ®mething larger (Aigen, 200.7
These connectionsereespecially true in grief amembersmovel from centering on
their own grief, pain, and needsexperiencig a life beyond themselves other words,
they becene more involved in their new lives.

In thegrief processtransformation is unavoidable, because it occurs due to
someone elseOs death. Yet the potential for change, for development, ematfocan
be profoundWe believed thadll of these changesccuredwithin the music experiences

of thegrief choir.
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Broad appreciations of aesthetic values were incorporated into the grief choir.
Aesthetic music properties includiéhe artistic process, which swaoncerned with
Oappreciation ofdauty either in the music itself or any realm of life to which the music
refersO (Bruscia, 1998,184).Anne and believed thabestheticsvere apart of every
grievel3 life.

At the beginning of the planning periofithegrief choir, we had tcnamethe
group By naming the groupimply the Ogrief choir,®nne and | wereommunicating
that we believe ahoir canhelpheal broken hearts, saddened bodies, and lost minds.

In selecting and adapting music and musterventions for the choir, we
consideedtwo modelsof grief processing. The first waRandoOs (1993) OSix ORO
Processes of Mourning,® which proposes that grieving individuals must complete specific
processes in order to-ogient successfully to the deceased, to the self, and to timaix
world. Wealso drev from Stroebe and SchutOs (2010) Dual Process Model of Grief
(DPM), which suggests thgtieving is a dynamic and oscillatory process in which a
grieving individual at times confronts and at other times adapts the differenbtasks
grieving

Goals of the Grief Choir

The primary goal of the grief choir wao create and perform music related to
grief. Secondary goals includéelping memberselarn how to sing, which included
understanding technical aspects of using the voice esmoment, learning how to
express emotions through singing and learning the various tones within oiceOs vo
Another secondary goal waising the voice in a choir setting. Theligbto sing in a

choir includedistening to other membersO voices griting aesthetic properties of



music through the voice, and finding the motivation to sing within a section and during
solos. Members of the choir leadthow to cope with grief while singing tinegrief.

Another goal entaileionoing ther loved onesvho havedied through music
Anne, a music therapy intern and | 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 t@hbnim 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 waan important aspeahd goabf the choir Yet this goal
neededisteners The goal was directly related to community music therapy and spoke to
how the choir could helfhe community in which we all livce The choir performed at
various places throughout our community, including eotscwith other musicians, a
low-cost housing complex, memorial services, an adult day facility, and most importantly
to the choir, our hospiceOs inpatient unit. These performaecase agents of change
for the choir and for the community.

Community Pedrmance as an Agent of Change

Becausesociety does not always view grief through a realistic and understanding
lens, the grief choinadthe opportunity to educate its community. For example, the grief
choir was invited to perform for a logéw-incomeapartment complex. While the
director of the complex was discussing detaitee askedhe, OWhat name shld | put
on the flyer?0 Wherrésponded, OThe Grief Choir,0 the director asked for a different
name, saying, OThat is too sad, and no one will sh@Thjs created an opportunitgr

meto educate the director about the scope of grief and to share wihrieslief that



grief shoutl not be ignored or disguisedwvas confident that most tfieresidents had
experienced grief and perhaps could foodnfort from the grief choir. discussed how
grief is sad, bubhow it canalsobebeautiful, peaceful and joyous. | explained how the
music could normalize the grief journey for her residents, and the director was accepting.
The director used the name afra&hoir and people did show up for the performance.

Grief Choir Interventions

Individuals who desimrtto join the grief choir completed a comprehensive grief
assessmentith a qualified grief counselor iemonstratéis or herappropriateness for
groupmembership. The assessment also determined if the partiopenetstilizing
appropriate resources to addrasgexternal (i.e., nowrief-related) needs, for example
the use of @ommunity therapist if tire were other mental health issudpon referal to
the grief choir, the individual vgacontacted byAnne or myselfWe gathezd additional
information regarding the personOs musical background (e.g., whether ormsiidie o
could read music). We also took thyportunity to build rapport with the on and
provide information about the nature of the chag jt wa an unfamiliar group setting
for many people.

Most sessionbegan with a Ocheek,O at which time membersrbally sharel
recent events, thoughts, feelings, and experiences relatedr tgrikieprocesses.
Following the checkn, the music therapist at the pialed the group in vocalarm up
exercises, which serdeo transition from speech to musical expression, to warm up the
body and the voice, to provide practice in taking care eQsnbody, and to explore the
many sounds of grief. Thea@up continuedvith music experiences designed to address

the immediate needs and goals of the group.



One type of music experience used in the clvas the introduction and rehearsal
of songs arrargd by the music therapists for the choir. Some songs are chosen because
they reflect one or more of RdoOs (1993) stages of grighes songsvere requested by
a group member. Aongwasspecifically chosen bpnne orl to address the therapeutic
needddentified within a particular stage of grief. Through learning and rehearsing the
song, members explore the meaning of the music, the socs), lgnd how the experience
couldapply to their own grief processes, and they imaye identifiedand expressl
emotions elicited by the song. While learning and rehearsing music, the mevabers
learning about aesthetics and how to create something beautiful.

A second type of music experiencged in the choir weagroup vocal
improvisation. Some improvisatiomgerestructured, focused around a particular theme,
while other experiencaserevocal nonreferential improvisations (Bruscia, 1998here
the members spontaneously createcal pieces both with and without lyrics, ugin
whatever sounds (and wordsy@ato them in tle moment. Improvisation providesh
avenue of musical expression for the wide range of emotions experienced in grief, such
as sadness, loneliness, anger, regret]@mying. This music wsa drastic change from
the structured learning andhesarsing of composlemusic. Improvisation also aided
identity formation, as membewgereboth reconnecting with themselves and
incorporating new roles and realities into their identities. Developing (or rediscovering)
the capaday for interpersonal iminacy wasalso an important task for members, as there
might have beean lingering fear of or resistance to forming close bonds with others and
risking once again a loss of that intimacy. Improvisation naturally encourageskiisg

and forms bonds amgrthose @king part, as it requires sharing sounds (aemnthaps



emotions) with others that are unique and pers@malit encourages listening and

receiving othersO expressions of themselves. The dynamptayt@mong group

members revealettheir selfexpression, aesthetic listening to each other, supporting each
other, adjusting and adapting to the group Osound,O and the capacity for compassion and
empathy, all of whichvereessential social and group skillsastly, improvisation
encouragedreativity, 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. Whiteany precomposed 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. Trgrief choir wrote the following words to a beautiful
and familiar melody.

The Grief Choir Anthem
When | speak out, | know 1(3m heard.
When | cry out, | know IOm safe.
In our choir, we all can share.
When | share, | know they care.
When | breathe in, | bréae in peace.
When | breathe out, | breathe out love.
The last two lines of this song are from the original stiigen | Breathe by Sarah
Dan Jones © 2001. The original piece was introduced to the choir by one of its members

who found the song throudter religious organization. Whithe 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 aotedtheir needs. The choir asked for their song
to becalledThe Gief Choir Anthem
Summary othe Grief Choir

Towards the end of the thrgear run of the grief choiy they performedor a
community class on death adyging. The choibegan by warming ugheir bodies and
voices. Through an improvisatiotine choirwamed uptheir musical connections to each
other andheir ability to be heard. As a grougheychose the musitheywanted to share,
whichwere the piece@eet CanOt Fail Me Na@{Anam Car&(which means OSoul
FriendO)Memories of YouQandMorning (Mourning) has Broke@The acoustics
werelive, 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 eyég choirmnembersvereproud 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 meh@red with
the people attending the clag§d had nevesung in a choir beforéut now | find that
singing in a choir is an important part of my life.O

This example demonstratélie healing power of the grief choir. A group of
people, who wer®uibrokenOfound each other and themselves in music. Their bodie
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 offeredinique challenges and opportunities tanismbers
and its community. vas a placen the grief journey where aesthetand healing

mergedandcreated a pattAs the members leagdabout their grieving voices, they



learredabout music and perfarance. They realized that theresmdrokennesérom the
grief and arun-brokennessvithin them!Their voices cried, cries thatere deeper than
all sound, but thossame 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 studegen when considered as a whole
suggest that more rigorous research is needed, as the risk iof dtiadies wa high.
Although songwriting has been used often, a variety of music therapy interveméons
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 interverstionss the
grief choir, to be developed and testedt 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 experi¢mreafed children
and adolesents in music therapy treatment. Ye¢re ardew qualitative studies that
have examined the experience of adult grievers in music therapy.

Measurement tools are needed in resegetihese tools may not completely
measurall aspects of a griefxperienceTherefore, it is important to gathieput
directly from the clientsHowever, severairticles are written from the cliniciansO point
of view. The OOCallaghan et al., (2013) stsplgcifically focuses on participants@=o
of view. Similarly, McFerran and Hunt (2008), aMid¢Ferran, Robert& OOGrady
(2010)incorporated focus groups into their research to give voice to the participantOs

perspective. McFerran and Campbell (204i8@ssedhe need to interview adolescents,



and they descrilekeight topics for shaping such interview@nly one articleefleciedthe
perspectives addult participants who experience group music therfapyheir grief
(ClementsCortes & Klinck, 2016)

An examination of the effectiveness ofief choir needs to occur, and a more
holistic view of the grief experience needs to be explored as Wedlpurpose of ta
current study wato test the effectiveness ofraatment grief choias compared to
standard care grief groujmterventions omparticipantsO perceived grief, copiegergy,
social supportand 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, BY9Coping 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, Othe strength and vitality
required for sustained physiaal mental activityO (Oxford Living Dictionaries, n.d:he
World Health Organization (1946) states, OHealth is a state of complete physical, mental
and social welbeing and not merely the absence of disease or infirthity.O

Quantitative Research Questions

Research Question What are the effects of participation itreatment grief choir
versusstandard caregrief groupon participants' grief scores?
Research Question ®/hat are the effects of participation itreatment grief choir
versusstandard cae grief groupon participants' coping scofes
Research Question B/hat are the effects of participation itreatment grief choir

versusstandard caregrief groupon participants' energy scores?



Research Question What are the effects of participationatreatment grief choir
versusstandard caregrief groupon participantgperception of social suppastores?
Research Question B/hat are the effects of participation itreatment grief choir
versusstandard caregrief groupon participantshealthscores?

Qualitative Research Questions
Research Question 6: What was the meaning and experience of beinggitmeent grief
choir?
Research Question 7: What was the meaning and experience of bestgndardcare
grief groug®?

Integrated Questions

Resarch Queson 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?



CHAPTER 3
METHODS

This chapter is presented in two sections. The first sebgns with a rationale
for a sequential explanatory mixedethods 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 quantitativeetsp In the second sectj@n
explanation for the qualitative component is gieerlining existentialphenomenology, a
rationale for use dbcus groupsrecruitment, ethical approval, procedure anddes
group questionare shared

Research DesigRationale

Mixed Method Research (MMRyas defined as research wherrésearcher or
team of researchers combines elements of qualitative and quantitative research
approaches (e.guse of qualitative and quantitative viewpoints, data collection, asalysi
inference techniques) for the broad purposes of breadth and depth of understanding and
corroboration® (Johnson, Onwuegbu&i&urner, 2007, p. 123). Whezompared with
single method approacheswidsargued that MMR pnddes a more complete and deep
understanding of the subject under exploratddanGriensven, Moorg& Hall, 2014).
After completing a content analysis of MMR studies, Colliswuegbuzie, & Sutton
(2006) found four types of rationdier using MMR:(a) the engagement and recruitment
of participants(b) the assessment and/or creation of an instrument (for example a
guestionnaire)c) the investigation of an intervention, aft) the enhancement of

significance.
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Bereavement issues are comphany elements influence a personOs 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 experfence of t
intervention.Utilizing a MMR design wa a means of examining two aspedfts grief
choirin order to do justice to the breadth and depth that this research topicdequire

Study Design

This research study required a mixed methods approachtaephase
sequential explanatory desigias chosen, where the timing svsuccessive (Guest,
2013) The purmse of the qualitative results svto assist in explaining and interpreting
the findings of a quantitative studyeaning, the researchesal the two diferent
methodsof researcho interpret theeffectivenes®f a grief choir Creswell, 2003;
Greene, Caracelli, & Graham, 1989)

The study involveé randomized control trial desigmith qualitativeexistential
phenomenologyocus group interviewsntended to understand the participantsO
experience oassigned conditian

Purpose of Study

Theprimary purpose of this study w#o compare the effects and experiences of a
16-weektreatment grief choiand a 16wveekstandard care grief groupn the
experienes of adult grievers. To accomplish this objective, a mixed methodghase
sequential explanatodesignwas implementedThe first phase consestof a
randomized comolled trial (RCT) that utilize@treatment grief choiandstandard care

grief growy, which represents the bereavement standard of care. The second phase
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explora the participantsO experiences of the grief choir and the verbal processing group
through existential phenomenologifatus group interviews
Method: Phase One
Setting

Thisresearch study took place in the bereavement department of CarePartners
Hospice in Asheville, NC from Fall 20E5pring 2016. Asheville is the major city in
Buncombe County, with a population of about 84,000. Approximately (7,500) people die
each year ilBuncombe County. A total of 238,318 residents live in Buncombe County
(2015).

Participants

Inclusion criteriawvereas follows: (a) participanisereadults over the age of 18
who hadexperienced a significant death within the last two years, (b) partisigacke
English, (c) participantdid not receivagrief counseling for the current death tivesre
grieving, (d) there were no limitations ghysical or musicability, (e) participants
must be screened during an individual intake session with a gtiaeselor for group
appropriateness.

Materials and Equipment

Treatment ocauedat CarePartners Hospice in the group room. Adizié
keyboardwasprovided for théreatment grief choirEach grief choir participant was
given a threging binder with mui for the choir and other choir materials, such as a
grief choir vocabulary list that defines common used music language in diaers.
researcher used Finale, a music manuscript writing software, to arrange music for the

choir. Voice and keyboard wereetlprimary instruments used in the grief chbutsmall
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percussive instruments were also includ@ther supplies such as tissues, writing utensils
and papewereavailable to both groups.
Ethics Approval

Both quantitative and qualitative parts of tkeearchwereapproved through
Mission HealtlD$RB process. CarePartners Hospistere the researcher worked for
ten yearsis affiliated with Mission Halth Services. Once approval vgagen from
Mission HealthService approval was requested and granteQuaeens University of
Charlotte, where the researcher currently works.prbposalwas therapprovedoy
Temple UniversityOs IRB/here the researcher is seeking her PhD in Music Therapy

Procedure
Recruitment

Advertisement for the research oamdtin two ways. One type of advertisement
occuredthrough flyers at local shops and resource centers within the community (see
Appendix A). The second means of advertisenmturredthrough a postcar(see
Appendix B, sent to people grieving within the CareiRars bereavement database.
Thesegrieverswere adults who hadbeen grieving for a minimum of one monthtoa
maximum of two yearsA research assistant, who was an administrative assistant where
the research was conducted, aided with gathering infametr recruitment and mailing
flyers to potential participants.

Potential partiggants called the CarePartadrereavement center and schedlule
an intake appointment witmgresearch assistant who was a grief counséloese grief
counselorsveretrained to screen grievers for appropriateness for grief gr@uyring

the intake session, the grief counselor agsdss intruding mental health issues and



determind if the potential participant would be appropriate for groeeptment.
Participantsot meeting criteria for the studyeregiven community referrals and
resources thatould better meet their needsSrief counselors were trained by this
researcheto thoroughly explain the research and gaformed consenfrom appropriate
potential paticipants(see Appendix L

The recruitment and intake procéssk placeduringone month. At the end of
the month, participantsereassigned to their group akdew thedates and timeshen
groupswould begin. All groups startedtthe sameweek and etied n the same week.

Ethical Considerations

Participant anonymityvasmaintained throughout the research process.
Recruiting sources and research assistants@bida confidentiality agreement with
regard to participantsO identities. All handwrittetes, computer files, audio recordings,
and researcher journalgerekept in a secure location throughout the research study.
Identifying information, including participantsO recorded voices on the interview
recordingswill be destroyed within three yeaafier the completion of the study.

At the conclusion of the studgll participantshadthe ogportunity to continue
with grief support services. Unfortunately, due to administrative issues, no grief choir
was available, as was originally hoped. Howesl¢participantshadthe option to
continue to receive grief support through the Cartelees bereavement department.

Randomization

Once participantaere screened argigned conseng blindedresearch assistant

enteedthe participantsO names intmenputergenerated randomization program.

Assignment occuedthrough the website randomizer.com, which is a site designed to
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randomize participants into condition groups. Themitggram uses a JavaScript random
number generator to produce customized gietandom numbers. Each participavas
assigned a numberhis program determimkewhether participantaereassigned to the
grief choir or tostandard care grief growsing the numbers assigned to them.
Participants receivka phone call from a researassistaninforming them of their
randomized assignmeRarticipantandgroup facilitatorsallocatedo the intervention
groups wereaware of the allocated artmowever,outcome assessors and data analysts
werekept blinded tdhe allocation by the helpf another research assistant who was a
volunteer at the hospice.

Outcome Measures
Theoutcomesneasuredveregrief, coping, energy, social support arghlth
Independent variablegere thetreatment grief choir and the standard care grief group.

Measurenent Instruments and Reliability
Datawasgatheredisingthe following measurement tools:
¥ Numerical Rating Scale (N forcoping,energy grief and healtlisee Appendix

D)

The NRS was a research@eated tool for participants to quickly sedfport thei
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 copiranaell
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 gfitfeat
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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 greathdatiiease 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 Reactio@hecklist (HGRC) (see Appendiy E

TheHogan Grief Reaction Chklist (HGRC) is a 6ditem instrument designed to
measure a variety of reactions within adult grievers (HoGaeenfield, &Schmidt
2001) While designed to measure grief associated with the death of a child, it has been
used with a variety of relationgs to a deceased, suabdeath of a spouse or sibling
(Altimaier, 2011). It is a common measurement tool within the grief literaAltien@ier,
2011). The six subscales, with Cronbach's alpha coefficienDemseair, alpha = .89,
Panic Behavior, alpha .90,PersonbGrowth, alpha = .82Blame ad Anger, alpha =
.79,Detachment, alpha = .8a@nd Disoganization, alpha = .84 with anternal
consistency for the total instrumenft.90. Participants use a fiygoint scale to rate the
validity of each st&ment associated with his or her grief reaction during the last two
weeks.Scoring is completed by suming the items in each subscale and a decrease in
score indicates improvement.

¥ Short Form Health @vey-36 (SF36) (see Appendix)F

The SF36is a36-Item Short Form Health Survey. SB is a set of generic,
coherenguality-of-life measuredlt consists of items tharesenparticipantswith
choices about perception of their heafhese measures rely upon patient-sgforting

and are now widely Uized by managed care organizations and/leglicarefor routine



monitoring and assessment of care outcomes in adult patatser, Roberts, &
Deverill, 2002). The SB6 is reputed for describirte health differences between
different patient groupandfor detecing health changes in populations following
interventiors (Garratt, Ruta, Abdalla, Buckingham, & Russell, 1993).
The SF 36 usesight health scaleg® measure three aspects of hedlihctional
status, wellbeing, and "overall evaluatiorheflth"(Garratt, Ruta, Abdalla,
Buckingham, & Russell, 1993For all eight scalesnternal consistencgneasured by
Cronbach'exceeded.80(Garratt, Ruta, Abdalla, Buckingham, & Russell, 19%3|).
items are scored such that high scores indicate afanaveable health state.
¥ Multidimensional Scale of Perceived Social Support (MSPSS) (see Appgehdix
The Multidimensional Scale of Perceived Social Support (MSPSS) is a twelve
item assessment tool for three sources of support: family, friends and signifines
(Zimet, Dahlem, Zimet& Farley, 1988) Statements are rated on-@@int Likertscale
ranging from 1 (very strongly disagree) to 7 (very strongly agi@ejet, Dahlem, Zimet
& Farley, 1988)The MSPSS has a toiakernal consistencies of QibachOs alphas
.85 to .91. In addition, the scales have demonstrated strofrgtiestt reliability over a-2
to 3month interval (= .72 to .85). Validity has been established through the negative
association of scores on the MSPSS with scores on nesasudepression (Zimet,
Dahlem, Zimet& Farley, 1988)A decrease in score indicates a more favorable health

State.



Denvographic Questionnaire

Demographic informatiowas gatheredt baselindsee Appendix M This

information includedhge, marital sttus, ethnicity, spirituality, relationship to deceased,

current involvement with other choiasd perception of death (peaceful death or not).

Procedure for Grief Choir Intervention

Thetreatment grief choiwas a sixteemveek onehour weekly program. A

variety of interventionsvereusedduring thetreatment grief choirThese interventions

were primarily recreativehowever, improvisation and compositiverea part of the

program. The emphasis on the grief choir progreaagrounded in humanistic and

existential theory. It also includghe principles mentioned earlier in the literature

review. The format of the sessionsas similar in structure and begavith:

1!

2.

3.

Completing thenumeric ratingscale, prior to entering sessianth

assistance of a resear@sstanivho volunteered at hospice

Session begawith a Ocheckn,O at which time participants briefly stdhre
recent events, thoughts, feelings, and experiences related to their grief
processes.

Following the checkn, one facilitator leadhe group invocalwarm up
exercises, which serdeo 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.

I The group continuedith music experiencesedigned to address the

immediate needs and goals of the group. Group memlezeasked their

opinion concerning what they wish to do in the grief chHeach
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participant was encouraged to bring in a song that honored the person who
died. One or moref the following interventionsnay 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 choiladh song chosen reflectede or

more of RandoQOs (1993) stages of gfieé 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 thationored 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
appliedto their own grief processes, and thegntified and expresd
emotions elicited by the song.

Group vocal improvisation. Some improvisationay bestructured,

focused around a particular theme, while other experiemeessocal
nonreferential improvisationBfuscig 1998) in which the clients
spontaneously createrocal pieces both with and without words, using
whatever sounds (and wordlpat cane to them in the momentocal
improvisation also reflected theories of grief Rando (1993) and Stroebe
and Schut (1999).

Songwritingwasa part of thegroupprocess, as participants desitedind

their own wordA4yrics to describe their griefith a specific songwhile
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many precomposed songgpresentedarious aspects of grief to which
the participantgelatal, none completely signified their unigmeeds and
their personal grief processes.

5. As each session cart®ea close, the facilitator let participants know that
therewerefive minutes remaining in the group. The last five minutes
serval as a means to close the group session for the day and give
opportunity for participants to do or say anything they addd before
the session ended

6.! At the end of each session the participaviisld complete anothedliRS,
outside of the groupom with the assistance of the same research
assistant

Procedure foStandard Care Grief Group Intervention
Thestandard caregrief groupintervention wa also aigteenweek onehour
weekly program facilitated by a research assistdnat was a licensed professional
counselor and grief counselor with the hospice whereetbearch occurred. She has been
a grief counselor at this hospice for over fifteen yeangariety of verbal iterventions
wereusedand theoreticaloundationwasalso humanisti@xistential. The format of the
sessionsveresimilar in structure and bag with:

1.! Completing the visual analogue scale, prior to entes@sgion and with
assistance of the research assistant who worked with the grief choir

2.1 Session begawith a Ochecin,O at which time participants briefly stdre
recent events, thoughts, fiegs, and experiences related to their grief

processes.
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3.! Following the checkin, the facilitator ledhe group in discussions of
universal themes from the information shared during the eime&everal
interventionswvere used during discussions. Thesameuesmay 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 thgbwerbal dialogues;
and creating opportunities to reorgangzel find meaning ifuture goals,
such as attending to current relationships and responsibiliieslist 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 wetifgarticipants know
that theraverefive minutes remaining in the group. The last five minutes
serval as a means to close the group session for the day and give
opportunity for participats to do or say anything they needo before
the session ended

5.I At the end of each sessidhe participantsvould complete anothedRS,
outside of the group room with the assistancéefstame research
assistant

Blindedresearch ssistang gatheedall data.Each participantompletel the
measirement tools as a pted one week before treatment to gather a baseline.same
measuresvereadministered to partigants after sessions on weeks four, eight, twelve

and sixteen
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Thetreatment grief chio and thestandard care grief groupach had sixteen
weekly onehour sessions. The participants compleéteeNRSreflecting their
perception®f their copingenergy grief and healtlbefore and after each session. The
research ssistantwho wasnotafacilitating therapist or researchewasresponsible for
administrating the weekIMRSbefore and after each session. At the end o$itlieen
week treatment, both groups compteteposttest, gain administrated by the research
assistant.

Data were gdtered for both groups during the same weeks. The following
diagram shows the timing of the data points for each group. The HGRES, Si"d
MSPSS were gathered before week one, week four, week eight, week twelve and after

week sixteen. The NRS scores wgathered before each session and after each session.

HGRC X | X X X | X
session # 1 4 8 12 16
SF36 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
Datawereentered into a statistical analysis computer prodrgrtne research
assstants Dropouts weranticipated. Any data gather&dm the dropouts were not

used.



RCT Method of Analysis

The design used for the RCT research was a repeat measurespustest
design with randomization and a standard care grief gidppa level for this studyvas
set at " <.05. The primary data analysis approach for this stadya series of twway
repeateemeasures ANOVA tests. The betwesubjects variablevastype of care (grief
choir versis standard care) and the wittsnbjects / rpeated measures varialaseach
of the grief, copingenergy, social suppaahd health scales measured across fivetpoi
in time (one week before, week four, week eight, week twelve and week }ixiden
grief scae for this studywas theHogan GriefReaction Checklist (HGRGnd the NRS
startof-session and enof-session grief The coping scales for this studgre NRS
startof-session and enof-session copingThe Multidimensional Scale of Perceived
Social Support (MSPS$yas used for gatheringerception of social support. The health
scalefor this studywasSF36 and NRS starbf-session and erdf-session health
Energy levels were measured with the NRS stadgession and erdf-session scores.
Participans whomissdthe specific week wherthe tsting was intended to be done (one
week before, week four, week eight, week twelve and week s)xtearkt up testing as
close as feasibly possible to the originally proposed date

Method: Phase Two
Existential Phenomenological

Existential phenommlogy aims to understan@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 itO (ColligBegt, 2008,

p. 393). It is basedn two intertwining philosophies, that of existentialism and
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phenomenology (Carmen, 2008). Existential phenomenddeggme popular during the
1950s and 19&0(Wrathall, 2006). It is based on the thoughts of Heidegger, Sartre,
MerleauPonty, and other phlisophers influenced by them (Wrathall, 2006). OEXxistential
phenomenologies have included descriptions of the meaning of being (Heidegger), the
role of the livedbody in perception (MerleaBonty), and skillful coping (Hubert
Dreyfus)O (Wrathall, 2006, 18 This view of qualitative research examines existence
of a personOs 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, @8).
Existential phenomenological description aims, by contrast, at staying with the
phenomenon itself, in order to produce in the reader an understandeg of
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 Oguide the reader to the practical
orientation for the world in which the phenomenon can show itselfO @\y&B06, p.
44).
Existential phenomenology research was chosen for its emphases on descriptions
and meaningThese descriptions all@dfor an understanding of the participadtsr in
the language of existential phenomenology, theesearchef@ expeaience of being in
grief while also being in treatmen®Without first uncovering the experiential foundations
of human phenomena, our ability to effect positive change may be limitedO (Collingridge

& Gantt, 2008, p. 393).



Rationale for Focus Group Intelews
! Kitzinger & Barbour (1999) define focus groups @group discussions éapng
a specific set of issudlatare focusedbecause the process involves some kind of
collective activityO (p. 4). The role of the facilitator is to Oencourage pantscipaalk
to one another: asking questions, exchanging anecdotes, and commenting on each otherOs
experiences and points of viewO (KitzingeBarbour, 1999, p. 4). The key feature of
focus groups is the active encouragement of group interaction amaiegppats (Vebb
& Kevern, 2001)
Webb& Kevern, (2001) uncovered how benefits from participant interactions
wererarely reported or discussed in the articles. These fisdnugcateal the need for
rigorous research methods and reports from the focugpg&imilarly, other sholars
arguel for the use bfocus groups. Kitzinger (1995) wrotieat:
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 access#le i
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 besearchers (Stevens,

1996; Wimpenny & Gass, 2000).



Setting, Materials and Equipment

Interviewsoccuredat CareParters Hospice in the group room. A Zoom
H1special edition hanteld recorder was used to record all interviews. MAXQDA11
was used to assist in coding the qualitative transcripts. It is software designed for
gualitative and mixedanethods research.is designed to help organize and analyze text.
This software was especially known for its abilityptocesdargescale interviews.

Participants

All participants from the first phase Randomized Control Trial (RCT) were
invited to participate itheresearch fous group. lve participantsn thetreatment grief
choir attended a twdnour group interview led bg research assistafithree of the four
standard care grief grouparticipantsattended a similar intervieled by the same
research assistant.

The research assant who conducted all of thaterviews is a masterOs 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 assistatitl not have any prior relationship to tiheatment grief
choir participants or thetandard care grief grouparticipants Both groups knew that
she was an employee at the hospice where the research occurred and thatshe was
experienced grief counselor. In her grief counsetiragtice, she uses eesourceoriented
framework, focusing on strengths, individual needsawh person and helping them

discover their own unique resources within themselves and their community.



Validation of Qualitative Research

Validation and integrity within qualitative research is important (Aigen, 1996;
Aldridge & Aldridge, 1996). This resarcher followed the Consolidated criteria for
Reporting Qualitative research (COREQ) as a means of maintaining integrity with the
gualitative phase of this researblt it is not without limitations. Therefore, a deeper
look at validation and integrity ithin 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 theé@stigatorOs bias (Aldridge & Aldridge, 1996).
The entire experience is described as an Oemergent processO insteachgistesiep
process, as a Opersonal processO and as an Qinextricably interpersonal processO (Bruscia
2005, p. 129). A strength of gitakive research is how it concerns itself with process
(Aldridge & Aldridge, 1996). Whenstablishing QGeredibility and trustworthiness as
researchers, we need to makglicit our understandings of the world in some fam
otheO (Aldridge & Aldridge, 996, p. 227)Thereforejn 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 tiseaecher, there is a need for transactional
validity, which involves participants validating themes, interpretations, and/or findings
(Cho & Trent, 2006; Marshall & Rossman, 201Memberchecking is a common
proceduraused for achieving transactional iditly and requires participants to review
transcripts and summaries of their intervielusangulationinvolves using multiple

sources to collect data and to corroborate the findi@gsswell & Miller, 2000).
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Triangulation ensures validity as the partiigs could have corrected the researcherOs
representation of their words. The goal here was to provide accurate, objective and
neutral representations of the topic being studied (Marshall & Rossman, 2011).
Thereforejn this study, member checking occurrédéso, a member of the dissertation
committee reviewed the data and findinlgsing the analysis processensure validity.

Since this study used focus groups as a method for gathering data, there were
several issues that needed attention. First amaniost 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). nTétisod required a highityained
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 ethid¢ss concern, again,
was related to the dynamics that may occur within the grifeoiexample, is one
participant dominating the conversation (Marshall & Rossman, 2011)? How does the
facilitator answer that question? The answer was again found in thiy gh#he
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 & RossntHr,)2Again, 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.



Stance of the Resecher

It is important to disclose thaty position in this research was as both researcher
and clinicianl wasone of the two music therapists facilitating theatment grief choir
Theresearch assistant who helped facilitatettbatment grief choirs aBoard Certified
graduatdevel 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.

| approachedhe studyfrom a less objectiveiewpoint | was vestedh the
experience of the grief choir for many reasons, one of which wakdbauthored the
article describing the grief choir music experience. | arasactive participant in both
designing a grief choir and conductinggrief choirsessionsl was gually aware of the
need to remove, as much as possible, any bias | had in the reBesainse of these
overlaps, trustworthinesgasof utmost importanceand steps were taken to maintain
validationandhonesty ando lessen biasegictions within thise@search

While | designed the grief choir and compiled the theories behind it, | 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 ipecapt
correct. My mantra during this research was Ono expectations.O

Trustworthinessvasestablished and maintained througi intensive sek
reflexive journaling as well as active participation in research supervisiomyith
adviser.The selfreflexive journaling wa intended to document underlying motivations
for conducting the study, including biases and preconceived notions. Bégasse
facilitating the grief choir, the journaerval as a means for treatment plannarmgl

recordng of my reflections on grief in music therapy. These reflections inclypeéesonal
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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 reseasthrass| had
limited contact with participants. Research assistants were responsible for recruitment,
screening, administering of measurement tools, facilitatingtdredard care grief group
and interviewing the participants during the focus groups.

As a clinician, | deeply appreciate the efficacy of procesnted groups. This
clinical belief of group process transfers to my beliefs as a researcher. Therefore, | found
it easy to justify using focus groups instead of individual interviews. My strehef
might be perceived as a bias as well.

Procedure of Qualitative Part of Study

Two weeks &er the final treatment sessiparticipantsattendeda small focus
group interview lasting approximately two hours this existential phenomenology
study, the dscriptive experience of thieeatment grief choiandthe standard care grief
groupwere documented. The research assistaningasictedn facilitating the semi
structured interviews by this researcher assisédthe participants in describing the
meaning behind their treatment experiences. The perpbthe interview waito gather
the richest possible description of the experiearm meaningf treatment.

Focus Group Questions

The following questions were asked to treatment grief choipartiapants:
¥l Can anyone describe what it was like attending the grief choir group?

¥ Was there anything anyone didnOt like about the sessions? If so can you

describe it?
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¥l Can anyone describe anything specific, which stood out as being

significant or meaningful tgou?

¥ Can anyone describe how the group impacted getaeption of grigfif

at al?
¥ Can anyone describe the experience of making music in the choir?

The research assistant was instructed to provide prompts to further the
understanding and description§i€Be prompts includedtsQhere anything else you
would like to add® or OCan you say more about (insert answer from participant)O or
OHow do others respond to that description?O Again, the intention was to encourage a

group process with the answers.
The following questions were asked of #tandard care grief grouparticipants:
¥ Can anyone describe what it was like attending the verbal grief group?

¥ Was there anything anyone didnOt like about the sessions? If so can you

describe it?

¥ Can anyone descrilaything specific, which stood out as being

significant or meaningful to you?

¥ Can anyone describe how the group impacted getaeption of grigfif

at alr?

Similar to the interviews of thigeatment grief choirthe research assistant was
instructed to pvide prompts to further the understanding and descriptions. These

prompts included:I®there anything else you would like to a@d@ OCan you say more
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about (insert answer from participant)O or OHow do others respond to that description?O

The last promt demonstrates the intention for the interviews to be a group process.

Qualitative Method of Analysis

Data Analysis

The data collection and analysisorporated elements frothe common

structure within existential phenomenology (Collingridg&antt,2008)and music

therapy phenomenological research by Grocke (1999), and Forinash and Grocke (2005).

The following analysis occurred:

1!

2.

3.

4.

5.

6.

9.

Facilitated and audierecordednterpersonal interviews

Transcribe the interview data.

Readthrough transcriptions sevétanes to become familiar with the

tenor ancexperience of it.

Readtranscripts again and key phrases/statements were highlighted.
Coupledkey phrases/statements together into units of meaning (meaning
units) andgiven a title.

Rereadranscripts and mearg units and amended to ensure they reflected

theessence of the meaning units.

I Interpretedhe meaningontained in each statement.

I Formedmeaning units into a distilled essence reflecting each groupOs

experience
Sentan email or postal letter and enweé (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 changeslentified by participants on receipt of the verification.

11! Rereadranscripts 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 c@mposit
categories.

12! Distilled composite themes from composite categories and then distilled
into a composite essence for each group.

13!Synthesizedomposite categories tbemes across interviews to create a
general description of what it wdike to experiencthe treatment group.

14} Rereackach 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
researcherOs dissertatiommittee, for verification.

16.!Changes were madam receipt of the verification.

17!Rereadall composite essences and then conducting another horizontal
distillation process, identifying similar meaning units that were common
across both groups, resulting ionaposite 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

resultssectiondrom thequalitativeand quantitativestudyarepresented individuallyThe
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discussion sectioattempted t@nswer the integrated questimf, GCan the qualitative
data be used to explain the quantitative datafdAre these two types of data similar?
If not, what are the notable differenc€d® answer thesguestiors, 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 bth 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,
socid 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.



CHAPTER 4
QUANTITATIVE RESULTS
Demographidata

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,%h@yeas a smaller
number (822) were contacted \@mailaddress. 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, sevenpegticipated in the scregmy session,
and three did not e¢oe to the appointment. Of the seventeen that were screened, fourteen
met inclusion criteria.

Fourteen participants were randomly assigned to eithérghgnentgrief choir
or thestandard care grief grougOf the sevenssigned to th&reatmentgrief choir, five
completed the treatment protocol, and were included in the data analysis. One person
decided not to participateefore treatment begaandanother dropped ot week eibt.
Sheleft the research stating that hygref had shifted and no longer needed to attend the
treatment sessions.

Seven patrticipants were randomized tostaandard care grief groupand four
completed the required number of treatment sessions; data from these participants were
included in thedata analysisTwo 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.



Thefollowing figureillustrates participamumbers duringecruitment andhe study

period The CONSORT 2010 flow chart template was usedhis purpose.
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Data Analysis

Data were collected for sixteen gatutive weeksrom November 2015 through
April 2016, with exception of the week of Christmas and New Yd2a{)<One
participantidentified as malen= 1) and was randomly assigned to stendard verbal
grief group All other participantsr(= 8) idenified as women. Three women were
randomly assigned to ttstandard care grief groy@nd all participants in thieeatment
grief choiridentified as women. Participants in ttandard care grief groupvere
between the ages 34 and 78 with a mean age 0% 57articipants in thigeatmentgrief
choir were between the ages 56 and 78 with a mean age of 64.33. All participants self

identified as Caucasian. See Taldddr detailed information about participants in each

group.



Table10
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
Sisterin-Law 1 0
Friend 0 1

Was the death viewed
as peaceful or not
peaceful?
Peaceful
Not Peaceful 1

= Ol

* Some participants were grieving more than one death

During the intake and screening procgagential 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

guestion asked if the potential recruit had beea choir in the past. Table 11 reflects the



results from these questions. During the first session dafeéaement grief choirthe

music therapists assessed who could read music and who played other instruments.

Table 11

Relationship to Choirs AmongaRicipants

Group In another Has beenina Reads Plays other
choir at time choir Music Instruments
of recruitment previously
Treatment 0 1 3 Piano= 2
Grief Choir Guitar= 1
Standard Care 2 2 Not Not Assessed
Grief Group Assessed

Outcome Meagement Schedule
The following figure illustrates when measurements were gathered. Data for the
treatmenigrief choirand thestandard care grief groupvere taken at the same time.
HGRC, SF36 and MSPSS were measured before the first session, fossthrgesighth
session, twelfth session and after the last session. The NRS measuringpgmej,
energy,and healtlwere takerbefore and after every sessi@ee Figure 2 for schedule of

measurements.



HGRC X | X X X | X
session # 1 4 8 12 16

SF36 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 Kasuremerst
HGRC= Hogan Grief Reaction Checklist
SF-36= Short Form Health Surve36
MSPSS=Multidimensional Scale of Perceived Social Support

Quantitative results from the data analysis are presented in this chapter according
to resarch questiondData were analyzed using a repeateshsures ANOVA for the
Numeric Rating Scales, HGRC, MSPSS aneBSF Three effects were examined for
each ANOVA: (a) The betweegroup effects, i.e., thetandard care grief groupersus
thetreatmenigrief choirover 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
behave differently over time; if the group membership affected how the scores changed

over time. Each repeatadeasures ANOVA was examined individually to answer the

research questions. Descriptive results are provided before each ANOVA analysis.
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Research @Qestion 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 NRSaftaession grief and
NRS endof-session grief scales were used as well astéamelardized Hogan Grief
Reaction Checklist (HGRC).
Numeric Rating Scale (NRS)ief

Table 12displays the means and standard deviations for weeks one, eight and
sixteen for the NRS according to participantsQpsetfeived grief. These pre and
posttests wre completed before the treatment session began and immediately after the
session ended for all sessions. A decr@aseore indicatal that participants perceived
the intensity of griefo beless These data provide an overview of the participantsO

perception of grief at the beginning, middle and end of the treatment.

Table 12

Descriptive Statistic foNRSGrief Scores (N= 9)

NRS Grief Week 1 Week8 Week 16
Start of Session Choir M=4 SD=1.67 M=3.58 SD=1.69 M=2.83 SD=1.17
End of Session Choir M=5 SD= .89 M= 3.42 SD=1.36 M=3.75 SD=1.08
Start of Session Standard M=4 SD= .82 M= 2 SD=0.00 M=1.75 SD= .50
End of Session Standard M=5 SD=1.41 M=2 SD=0.00 M=15 SD=.58
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NRS Starbf-Session Gef ANOVA

Table 13displays the results of the repeategasures ANOVAonducted to
compare the means of the NRS stdrsession grief scosefor weeks one, eight and
sixteen A decreasén score indicated that participants peroesd the intensity of their
grief to belessenedNo significant betweegroup effect | = .18) or interaction effecp(
= .25) was noted. However, a significant witlsubjects effect was founahdicating that
participantsO scores for both groups changedtime(p = .006) Mean scores decreased
over time from week one with a mean score of 4 for btahdard care grief groupnd
treatmenigrief choir, to week sixteen where tiséandard care grief groupad a mean
score of 1.75 and theeatmenftgrief choir a mean score of 2.83 he decrease of NRS
startof-session grief scores indicates that, over time from session one to session sixteen,
participants began the sessions having less intense gragfould be noted that due to

the small sample size ftiis study N = 9), interpretative caution should be exercised

Table 13

RepeateeMeasures Analysis for NR&artof-Session Grief Score Based on Type of
Participation (N =9

Saurce SS df MS F o p

Group 569 1 5.69 2.13 .18

Time 1481 2 741 7.19 .006
Time X Group 3.14 2 157 1.53 25

Error (Time) 16.47 16 1.03

Error (Group) 21.32 8 2.66
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Figure 3displays the noignificant p = .25) repeatetheasures interéion

effect graphdr NRS starbf-session grief scores based on group
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Figure 3.RepeateeMeasures Interamn Effect Graph foNRS Starof-Session Grief
Scores Based a@roup (N =9



NRS Enebf-Session @ef ANOVA

Table 14displays the results of the repeatadasures ANOVAonducted to
compare the Means of the NR8d of-session grief scosefor weeks one, eight and
sixtean. A decreasén score indicatethat participants perceived the intensity of gteef
beless A significantbetweengroup effec{p = .02) was foundbetweerthe grief scores
of thestandard care grief groupnd thetreatmenirief choir. Thestandard cae grief
groupreported a mean score of 2\ 8Bich wasower thanthetreatment grief choir
scoreqa mean score of 4.06Yhis means that the perceived grief of skendard care
grief groupwas significantly lower than that of theatmenigrief choir. A within-
subjects effecivas also significanfp = .001) there was a significant decrease in mean
scores from week one to week sixteen for bothrigtmentgrief choirand also for the
standard care grief groupNo significant interaction was noteal£ .07) at thgp =.05
level. It should be noted that due to the small sample size for this StiueQ)(
interpretative caution should be exercised
Table 14

RepeateeMeasures Analysis for NREEhd-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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Figure4 displays the nosignificant = .07) repeatetheasures intaction

effect graph for NRS endf-session grief scores based on group.
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Figure 4 RepeateeMeasures Inteaction Efect Graph for NRS ERdf-Session Grief
Scores Based on GroyN = 9)



Hogan Grief Reaction Checklist (HGRC)

Table 15displays the means and stiard deviations for weeks one, four, eight,
twelve and sixteefor theHogan Grief Reaction Checklist for IogroupsA decreasén
score indicatethat the participantsO perception of grief is improving. These data provide
an overview of the participantsO experience of grief throughout the treatment. For the
treatmenigrief choir, HGRC scores declined at eadtalpoint from week one to week
sixteen. For thetandard care grief groypscores declined and then increased slightly
over the study period.
Table 15

Descriptive Statistiefor Hogan Grief Reaction Checklist Scores (N)= 9

HGRC Week 1 Week 4 Week 8 Week 12 Week 16

Choir M= 2.18 M= 2.02 M=1.91 M= 1.87 M=1.78
SD= .39 SD= .37 SD= .38 SD= .47 SD=.12

M= 1.90 M= 1.76 M= 1.49 M= 1.63 M=1.61

Standard SD= 24 SD= 45 SD= 19 SD= .14 SD= .22

HGRC ANOVA

Table 16displays the results of the repeatadasures ANOVAonducted to
compare the means for the Hogan Grief Reaction Checklist (HGE@& for weeks
one, four, eight, twelve and sixteeA decreasén score indicatethe participantsO
intensity of grief was decreasingo significant betweegroup effect |y = .13) or
interaction effect p = .86) was noted. However, a significant witlsurbjects 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 grigfould be na&d that
due to the small sample size for this study=(9), interpretative caution should be

exercised

Table 16

RepeateeMeasures Analysis for Hogan Griegeaction Checklisscore Basedn Type of
Participation (N =9

Source SS df MS F p
Group 088 1 0.88 2.84 A3
Time 085 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) 249 8 0.31

Research QuestiaZt What are the effects of paripation in a grief choir versus

standard care on participants' coping scs?e

In this study, th&NRS startof-session copingndNRS endof-session copingias
used to answer this research question.
NRS Coping

Table 17displays the means drstandard deviens for week one, eight and
sixteenfor the Numeric Rating Scal¢SlRS)in the area otoping. Thesgre and
posttest were completed before the treatment session began and immediately after the

session ended\n increasen score indicatesthat the paicipant perceived him/herself
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as coping betteiThese data provide an overview of the participants@eseéption of
coping at the beginning, middle and end of the treatment.
Table 17

Descriptive Resultkor NRSCoping Scores (N =)9

NRS Coping Week 1 Week 8 Week 16
Startof-Session Choir M=5.17 SD=.98 M=4.83 SD=1.33 M=550 SD=1.14
End-of-Session Choir M= 450 SD=1.05 M=4.92 SD=1.80 M=5.67 SD=1.37

Startof-Session Standard M=5.25 SD=.96 M=5.75 SD=.50 M=6.25 SD= .50
Endof-Session $tndard M=5.25 SD=.96 M=6.25 SD=.96 M=6.75 SD=.50

NRS Starbf-Session Coping ANOVA

Tablel18displays the results of the repeatadasures ANOVAonducted to
compare the means of the NBt&rtof-sessiorcopingscore for weeks one, eight and
sixteen An increasen score indicatethat participants perceived themselves as coping
better.No significant betweegroup effectsg = .11), withinsubjects effectg(= .37), or
interaction effectsg= .69) were foundit should be noted that due to the small glam

size for this studyN = 9), interpretative caution should be exercised
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Table 18

RepeateeMeasures Analysis for NRS StaftSession Coping Score Based on Type of
Participation (N =9

Source SS df MS F p
Group 245 1 2.45 3.22 A1
Time 253 2 1.27 1.05 37
Time X Group 093 2 0.47 0.39 .69
Error (Time) 19.33 16 1.21

Error (Group) 6.08 8 0.76

Figure 5displays the noignificant = .69) repeatetheasures iieradion

effect graph for NRS stadf-session coping scores based on group.
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Figure5. RepeateeMeasures Interawn Effect Graph for NRS Stanf-Session Coping
Scores Based on GroyN = 9)

NRS mBd-of-Session Gping ANOVA

Table 19displays the results of the repeatadasures ANOVAonducted to
compare the means of the NB&d-of-sesgn copingscore for weeks one, eight and
sixteen An increasen score indicatad that participants perceived themselves as coping
better No significant betweegroup effect = .13) or interaction effecp(= .81) was
noted. However, a significantitin-subjects effestwas foundor both groupgp =

.03). The increase of NRS erad-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 wh their grief (figure 6)It should be noted that due to the small

sample size for this studiNE 9), interpretative cautioshould be exercised

Table 19

Repeatd-Measures Analysis for NRS EnfiSession Coping Score Based on Type of
Participation (N=9)

Source SS df MS F p
Group 8.02 1 8.02 292 A3
Time 854 2 4.27 4.47 .03
Time X Group 041 2 0.21 0.21 .81
Error (Time) 15.31 16 0.96
Error (Group) 2199 8 2.75

Figure 6displays the noignificant = .81) repeatetheasures intaction

effectgraph for NRS enaf-session coping scores based on group.
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Figure 6.RepeateeMeasures Inteaction Effect Graph for NRS Eraof-Session Coping
Scores Basedn Group (N =9
Research QuestiaBt What are the effects of participation in a grief choir versus
standard care on participants' energy scores?

TheNRS startof-session energgndNRS endof-sessbn energywere used to

answer this research question.
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NRS Energy

Table 20displays the means and standard deviations for sveeé, eight and
sixteenfor the Numeric Rating Scal¢SlRS)in the area oénergy. Thee pre and
posttest were completed befotbe treatment session began and immediately after the
session ended\n increasen score indicatesthat participants perceived themselves to
have more energyfrhese data provide an overview of the participantsO perception of their
energy at the beginningiddle and end of the treatment.
Table 20

DescriptiveResultdor NRSEnergyScores (N = 9)

NRS Energy Week 1 Week 8 Week 16

Startof-Session Choir M=4.17 SD=1.47 M=4.08 SD=1.20 M=5.17 SD=.75
End-of-Session Choir M=4.50 SD=1.38 M=4.58 SD=1.74 M=5.17 SD=1.33

Startof-Session Standard M=5.25 SD=1.71 M=5.25 SD=1.71 M=5.75 SD=1.50
Endof-Session Standard M=4.50 SD=.58 M=5.00 SD=1.83 M=5.75 SD=1.26

NRS Starbf-Session Energy ANOVA

Table 21displays the results of the repeatadasures ANOVAonducted to
compare the means of the NBt&rtof-sessiorenergyscore for weeks one, eight and
sixteen An increasen score indicatad that participants perceived themselves to have
more energyNo significant betweegroup effectsgf = .17), withinsubjects effectspg=
.28), or interaction effectp & .84) were found It should be noted that due to the small

sample size for this studiNE 9), interpretative caution should be exercised
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Table 21

RepeateeMeasures Analysis for NRS StaftSessiorEnergy Score Based on Type of
Participation (N =9

Source SS df MS F p
Group 6.42 1 6.42 2.24 A7
Time 381 2 191 1.38 .28
Time X Group 048 2 0.24 0.17 .84
Error (Time) 22.14 16 1.38
Error (Group) 2299 8 2.87

Figure 7displays the noignificant = .84) repeatedneasures interéion

effect graph for NRS stadf-session energy scores based on group.
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Figure 7.RepeateeMeasures Interawn Effect Graph for NRS Stanf-Session Energy
Scores Basedn Group (N =9
NRS Enebf-Session Energy ANOVA

Table 22displays the rsults of the repeatemheasures ANOVAonducted to
compare the means of the NB&d-of-sessiorenergyscore for weeks one, eight and
sixteen An increase in score indicatétk participants perceived themselves as having
more energyNo significant betwergroup effecs (p = .70) or interaction effecp(= .71)
was noted. However, a significant witksabjects effecivas found |§ = .05). The

increase of NRS endf-session grief scores indicates that over time, participants of both
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groups left the sessiohsving more energyt should be noted that due to the small
sample size for this studiNE 9), interpretative caution should be exercised
Table 22

Repeatd-Measures Analysis for NRS EnfiSession Energy Score Based on Type of
Participation (N =9

Source SS df MS F p
Group 080 1 0.80 0.16 .70
Time 463 2 2.32 3.68 .05
Time X Group 043 2 0.22 0.34 71
Error (Time) 10.08 16 0.63
Error (Group) 39.21 8 4.90

Figure 8displays the nossignificant = .71) repeatetheasures intaction

effect graph for NRS endf-session energy scores based on group
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Figure 8.RepeateeMeasures Inteaction Efect Graph for NRS ERdf-Session Energy
Scores Based on GroyN = 9)

Research Questioft What are the effects of participation in a grief choir versus
standard care on participants' socislipportscores?
Social support was measurey TheMultidimensional Scale of Perceived Social Support
(MSPSS)
Multidimensional Scale of Perceived Social Support (MSPSS)

Table 23displays the means and stiard deviations for weeks one, four, eight,

twelve and sixteefor theMultidimensional Scale of Perceived Salcbupportfor both
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treatment groupsAn increasen score indicate thatthe participantsO perception of social
support was improvingrhese data provide an overview of the participantsO experience of
social support throughout treatment.

Table 23

Descrigive Resultdor MSPSSScores (N =9

MSPSS Week 1 Week 4 Week 8 Week 1®¥/eek 16

Choir M= 4.48 M= 4.67 M= 4.07 M= 4.56 M= 4.49
SD=.90 SD= .97 SD=1.10 SD= .81 SD=1.12

M= 5.48 M= 6.04 M= 4.56 M= 6.02 M= 5.38

Standard SpD= 72 SD= .60 SD=2.04 SD=.81 Sb=1.11

MSPSS ANOVA

Table 24displays the results of the repeatadasures ANOVAonducted to
compare the means for tMultidimensional Scale of Perceived Social Supg@ISPSS)
scores for weeks one, four, eight, twelve and sixteAn increasen score indicatal that
participantsO perception of their social support was improMogignificant within
subjects effest(p = .12) or interaction effes{p = .77) was noted. However, a
significant betweemgroupeffect was foundg = .05) The difference in means between
the goups indicated that tretandard care grief grouparticipants perceived better
social support than theeatment grief choirlt should be noted that due to the small

sample size for this studiNE 9), interpretative caution should be exercised
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Table 24

RepeateeMeasures Analysis foMSPSSScore Based on Type of Paipiation (N = 9

Source SS df ® F p
Group 1313 1 13.13 5.50 .05
Time 6.52 4 1.63 2.00 A2
Time X Group 147 4 0.37 0.45 g7
Error (Time) 26.05 32 0.81
Error (Group) 19.08 8 2.38

Figure 9displays the noignificant = .77) repeatetheasures interaction

effects graph for the social soes based on group
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Figure 9.RepeateeMeasures Interaction EffecGraph for Social Scores Based on
Group(N =9)
Research Questidst What are the effds of participation in a grief choir versus
standard care on participants' health scores?

In this study, health was measured using the NRSaftagssion health score, the

NRS endof-session health score and the RAND HealtF88FSurvey.
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NRS Health

Table 25displays the means drstandard deviations for week one, eight and
sixteenfor the Numeric Rating Scales in the are&@dlth Thesepre and posttestvere
completed before the treatment session began and immediately after the session ended.
An increasén scora indicated that participants perceive themselves as having improved
health These data provide an overview of the participantsO perception of their health at
the beginning, middle and end of the treatment.
Table 25

DescriptiveResultdor NRSHealth Scores (N =9

NRS Health Week 1 Week 8 Week 16
Startof-Session Choir M= 450 SD=1.64 M=4.33 SD=1.37 M=4.17 SD=1.17
End-of-Session Chir M=4.67 SD=1.75 M=4.50 SD=1.38 M=4.17 SD=1.17

Startof-Session Standard M=4.00 SD= .82 M=4.25 SD=1.71 M=5.00 SD= 216
Endof-Session Standard M= 4.25 SD= .50 M=4.25 SD=1.71 M=5.50 SD=1.29

NRS Starbf-Session Health ANOVA

Table 26displays the results of the repeatadasures ANOVAonducted to
compare the means of the NBt&rtof-sessiorhealt scores for weeks one, eight and
sixteen An increase in scores indicatéee participants perceived themselves as having
better healthNo significant betweegroup effec{p = .93), withinsubjects effecfp =
.65), or interaction effe¢p = .24) werdound It should be noted that due to the small

sample size for this studiNE 9), interpretative caution should be exercised
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Table 26

RepeateeMeasures Analysis for NRRartof-Session Health Score Based on Type of
Participation (N =9

Source SS df MS F p
Group 005 1 0.05 0.01 .93
Time 063 2 0.32 0.44 .65
Time X Group 223 2 1.12 1.55 24
Error (Time) 11.50 16 0.72
Error (Group) 4292 8 5.36

Figure 10displays the n-significant = .24) repeatedheasures interéion

effect graph for NRS stadf-session health scores based on group.
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Figure 10 RepeatedMeasures Interawn Effect Graph for NRS Staof-Session Health
Scores Basedn Group (N =9
NRS Enebf-Session Health ANOVA

Table 27displays the results of the repeatadasures ANOVAonducted to
comparghe means of the NR&hd-of-sessiorhealthscores for weeks one, eight and
sixteen An increase in scores indicatttht participants perceived themselves as having
better healthNo significant betweegroup effect | = .79) or withinsubjects effecty=
.36) werenoted. However, a significant interaction effect was foyrl .05) indicating

that the two groups behaved differently over time. Jlaedard care grief group
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improved, whereas thteeatment grief choideclined.It should be noted that diue the

small sample size for this study € 9), interpretative caution should be exercised

Table 27

RepeateeMeasures Analysis for NFEEhd-of-Session Health Score Based on Type of

Participation (N =9)

Source SS df MS F p
Group 036 1 0.36 0.08 79
Time 1.14 2 0.57 1.09 .36
Time X Group 448 2 2.24 4.27 .03
Error (Time) 8.39 16 0.52
Error (Group) 37.78 8 4.72

Figure 11displays the significanp(= .03) repeatedneasures teraction effect

graph for NRS enaf-session health scores based on group
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Figure 11 RepeatedMeasures Interaction Effe@raph for NREnd-of-Session Health
ScoresBased on GrougN = 9)

RAND Health Survey

Table 28displays the means and stkard deviations for weeks one, four, eight,
twelve and sixteefor theRAND Health Survey for both group&n increasen score
indicatesthe participantsO perception of their health was improVirese data provide

an overview of the participantsO perception of health throughout the study
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Table 28

DescriptiveResultdor RAND Health Survegcores (N =9

Health Survey Week 1 Week 4 Week 8 Week 12 Week 16

Choir M=51.11 M=5122 M=43.43 M=44.65 M=52.74
SD=18.19 SD=11.55 SD=10.86 SD=24.51 SD=13.28

M=59.29 M=6847 M=63.0/ M=76.16 M=72.38

Standard o755 Sp=4.38 SD=15.19 SD=7.02 SD= 2545

RAND Health Survey ANOVA

Table 29displays theesults of the repeatedeasures ANOVAonducted to
compare the means for the RAND Health Surveyd8Bcores for weeks one, four, eight,
twelve and sixteenAn increasén score indicatéthat participantsO perception of their
health was improvingNo sgnificant betweesgroup effects were found. Neithin-
subjects effectp = .19), or interaction effe¢p = .18) were found It should be noted
that due to the small sample size for this stidy ©), interpretative caution should be

exercised



Table 29

RepeateeMeasures Analysis for RAND Health Survey Score Basdg/pe 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 12displays the noignificant p = .18) repeatetheasures interaction

effect graph foRAND health scores based on group.
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Summary of Data
Table 30summarizes the significant effects found in this RCT. A summary of the
results relating to grief, coping, energgcial support, and health are discussed in
Chapter 6.
Table 30

Summary Data

Measurement Tool Type of Effect Time p-value

NRSstartof-session grief ~ Within-Subjects  Week 1,8, and 16  p=.006
NRS endof-session grief ~ Within-Subjects  Week 1,8, and 16  p=.001
NRS endof-session grief BetweenGroup Week 1, 8,and 16  p=.02

HGRC Within-Subjects  Week 14,8,12 and p=.02
16

NRS endof-session coping  Within-Subjects  Week 1,8, and 16 p=.03
NRS endof-session energ' Within-Subjects  Week 1,8, and 16 p=.05

MSPSS Within-Subjects Week 1,4,8,12and  p=.05
16

NRS endof-session health Interaction Week 1,8 ad 16 p=.05
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CHAPTER 5
QUALITATIVE RESULTS
All participants from the Randomized Control Trial (RCT) were invited to
participate intheresearch focus groupll five participants of thereatmentgrief choir
attended a twahour group intervievandthree of the foustandard caregrief group

participants attended a similar interviéad by the same research assistant.
The following research questions guided this study.

Research Question 6: What was the meaning and experience of betngatmenigrief
choir?

Research Question 7: What was the meaning and experience of bestgndardcare
grief group®?
Analysis

Each interview followed the same schedilee interview scedule can be found
in Appendix | A sample of the interview transcript aamhlysisfor thetreatment grief
choir is Appendix JA sample of the interview transcript and analysis foistaadard

care grief grougs Appendix K

All seventeen stepdescribed in the Methods Chapter 3 were followed@th
group interviews. Dung step ninewhere transcripts were sent to participants for
member checking, clarification and additioasg person had additions to make for the
standard care grief groumterview,andtwo people from théreatment grief choihad
additions. All addibns wereincluded The second verification process was accomplished

with the help of a member from this researcherOs dissertation committee.
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In this chapter, which contains the qualitative study respésgtcipants will be
referred to a€inember®Labeling them aB@nember®instead ofparticipantOreflects
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 Choi€ategories

Six major caggories were derived from the data of tileatment grief choimterview:
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Figure 13:Six categories from the Treatment Grief ChoirOs experiences:\Bemgys
Important in Grief, Making Musical ConnectioHielped, Interactions with Grievers
wereValued, The Music Therapists Influenced Experience, The Grief Choiid
Help, and Gained Insights about Grief

The categorysongsverelmportant in Griefwasdivided further into three sub

categories: 1) songs have a relationship with grief, 2) not teathly mistakes and 3)
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being each otherOs audience. The cateliaiing Musical Connectiortdelped was

further divided into six susategories: 1) expanding personal relationship to music, 2)
encouraged to bring in songs to choir, 3) listening toienmasre 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. G&egorynteractions with Grievers/ere
Valued,was further divided into seven sghtegories: 1) discovering new people who
support them, 2) concerned what choir would be like prior to beginnirfigel®)glike

they belonged, 4) feeling cared about bysio 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 dbongsverelmportant in Grief, Making Musical Connections
Helped, Interactions with GrieversvereValuedand their sukcategories.
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Songswverelmportant in Grief

At the beginning of th&reatmenigrief choirexperience, members stated they
were hesitant about singingnddescribed themselves as Otentative.(a¥ ¢e choir
developed, members reported being able to Olet goO and noticed, Othere was more

feelingO when they sang.

Members reported appreciating permission to be loud in the music or to
experience silence if they didnOt want to sing or couldnOt sing. The follalégoe
reflects one member@siqueexperience of not singing with the chdisring a song
This member was not silent during the whole treatment, just dagpgcific moments of

asong This membestated:

This group is about music, but fore what changed is | got maaeceptance
about just being quiet. Becaushen, when you guys sahgealized that itOs
redly okay to just be silent. Andosfor the group to allow me tme private was
really important and everybody was fitiat | wasnOt singin§o ironically when

| didnOt sing, | got a really big gift.

Songs used in the grief choir were very significantnfiembers. 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 Otaught (heBtsimgO and helped her move through
her grief. She stated that the songs were OrealihneateningO and that they reminded

her of the person who died in a OgoodO way and at a Odeeper level.O

Three songs seemed to have the most significance for menithexg wereAngel

by Sarah McLachlanWashing of the Watdyy Peter GabriehkndWhen | Breath&y
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Sarah Dan Jones. Members stated that each of these songs was important in aiding them
through their grief.When | Breath&vas one of the songs that memheferred to as

their Omeditation song.O Members also added their own verse to this song.
Making Musical Connectionsielped

From their time in théreatment grief choirmembers reported experiencing
music in Oa new wayO and were able to expand thsinpérelationsipi to music and to
each other Members weralsoencouraged to bring in music. One member played piano
music for the choiin honorof her deceased husbarhother membemade this

comment about listening the other membaeplay the piao.
Oh yeah, like (name of member)sbdE she played music a couple [difnes
for us. So | think that that grew out of you feeling accepted to just playvias
more like music was amifering to all of us that we could share and be together.

This statement lethe 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, Oin
memory of (her) husband.O Other choir members responded that her piano playing was a
OgitO to the choir. Members reported being able to feel the playerOs emotions at the time,

and that they appreciated her sharing this music and enjoyed being an audience.

Membersalsospoke about building a persomaid positivarelationship to music
both during the group and after the choir experiefitey reported finding a
Ocommunity in the musicO and that they were listening to music more. Members stated

that listening to music on their own was Ohelping (them) work through the grief.O
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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 anglerefound to be helpfulOne member talked about the experience of

having the recoiidg on a special trip. Stetated:

| took it with me to lalia. So that was a really higloint for me becauddike to

use music tdnelp melt was just like having that community comwh you to
what you needed in the time that you needed it.

Three nembers acknowledged how as the bonding occurred between them, the music
Ogot better,@nd as the music Ogot better, the bonding got betterO too. The members
recognized a relationship between the cohesion of the group and the experience of the

music.
Interactions with GrieverswereValued

Thetreatment grief choiwas a new experience for members. They reported
feeling like they Odiscovered people who could journey together, companion together.O
The members stated they felt like they had a place wheyeQbelonged.O During the

interview, members reported missing the support found in the grief afteirit ended

Before attending the first choir meetings, members reported being concerned
about what would occur during the grief chd®ne member ackiwledged feeling
Onhesitant at firstO but reported that slwaild do it agairbecause | think just taught me

something.O
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Hearing other peopleOs experiences helpetigubersat ease and helped them
feel like they belonged in this group. There wasaiting Ospecial and unique about

being with other people who are grieving.O

The categoryrhe MusicTherapists Influenced the Experieneas divided into
four subcategories: 1) appreciated music therapistsO professional skills, 2) songs brought
in by music therapists viewed as Ojust right,0 3) feeling a camaraderie with music
therapists, and 4) appreciating music therapistsO ability to set boundaries. The category
The Grief Choir did Helpvas divided into five suoategories: 1) theeatmenirief
choir did help, 2) safe environment, 3) understanding of grief expectations, 4) sharing
verbally, and 5) having a cohesive group. The cateGaipedinsights About @ef was
divided into three subategories: 1) poignant metaphors about grief, 2) persongiias

about their mood, and 3) past deaths connected to current grief.



=:(&24%/58&

=:().,/%-%&
*#164(H#5(9&-(&

>2,0/(#5(&

AB&S, )(5/.-(98&+4%/5&
=20).,/%-%J&,)"1(%%]"#.6&
%3/66%

FB&I"#$%&@)"4$:-&/#&@D&
+49%/58-:().,1%-%&;/((9&
%&E[4%-&)/$:-E

HB&L((6/4&85.+.).90)/(&
'-:8+A%/5&:().,/%-%

PB&S,,)(5/.-(&+4%/5&
-0).,/%-%J&.@/6/-D&"&%(-&
@"4#9.)/(%

=:(&0)/(1&7:")&Z/9&
8(6,

AB&S66&.3)((9&-:(&$)/(185:"/)&
9/9&:(6,

QA%/5.685"##(5-I"H#%&
)Gl A%BD&+(#H-"#(9& () (&
%o((#&.%8&:(6,146

FB&!.1(&®H:)) #+(#-

QG #TA9$(+(#-.68)(.5-/"#%
A(/#$8.66"(9&"&$)/(;(
Q(/#$8:(69

HB&VHI()%- #OHS&"18$)/(1&
(2,(5--I"#%

PB&!:.)/#$&;()@.66D&:(6,(9

QU (#&, )+ %Y/ "#8H"-&-"&
-.63\%:.)(&

UB&S.;/#$&.85"(%/;(&

$)"4,&:(6,(9

CY#(&, () %" #8;/('(98.%&
“0@()#H$

RZ<

0./#(9&*#%I/$:-%&
.@"4-80)/(1

AB&O"/$H# H#-8+(-., ") %&
.@"4-&3$)/(1

FB&O()%"#.6&/#%/$:-%&

.@"4-&-:()&+"™9

A ((6/#3$&@(--()&":(#&
-(D&6(1-&.&%6(%%/"#

AL ((6/#$8&%.9&.1-()&.&
%(%%/"#
C/('(9&.%&5"#-1#4(9&

$)/(1&,)"5(%%/#$

C/('(9&.%& #&.%%0(-

HB&O.%-&9(.-:%&5"##(5-(9&
-"&54))(#-&3$)/(1

Figure 15: Categories of The Music Therapistfuenced the Experienc&he Grief
Choir Did Help and Gainednsights about Grief and their stdategories.
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The Music Therapistinfluenced the Experience

The members agreed that there was a difference in using music on their own
versus being in theeatmentgrief choirwith board certified music therapistdo used
their professional skillsThey discussed the relationship beemethe songs that were

brought into the choiand ledby the music therapist& member stated:
They kind of intutively knew which one to picklThey gave us the option of
doing it, so it was ars, but often times they camp with something that waast
right for me orfor the group as a whole, whetee group was.

The members stated they found meaning in the music that the music tisdvequight

into the choir and appreciatbdw the music therapists adapted the sohlgsy reported

being OtoucliepersonallyO by the songs and being OhelpedO by the music. One member
discussed how there was a part of her that didnOt want to hear one specific song, and
would cry during that song, yet she acknowledged that singing the song helped her work

through somef her grief. She described the experience as Oweird.O

One member discussed a particularly meaningful interaction with a music

therapist that occurred during the music. She: said

(music therapi©s name) would always look at me when ittimae for us
to start. Not that | would always start rightESo it was kind ofEl got a feeling of

camaraderie there too becausatl somebody to help me.

Regarding having board certified music tgists facilitate the choimembers discussed

how the music therapist@kills went beyond the music. They discussed the importance
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of the leaders setting boundari€@ne membediscussd the effect of one of the music

therapists setting boundaries with the member who left the research&tedsaid:

So | think not everydcilitator could do thatout she did. And sthat really helped

to set the tone for mand 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 E havig a facilitator, a music therapist, makes a

difference.
The Grief Choir DidHelp

Members reported that the chdid help their grief and shared many insights
about what helped them during the grief chBaveral issues aroskiring the discussion
One sich issue was the environmenhe safety that occurred through Rradgments

and Obeing allowed to be a grieva@ih® member said:

NobodyOs trying to solve it for us. WeOre holdingEItOsdikething |

remember about holding a bird in your hand jusd letting it have its timdtOs

just holdingsomebody and allowing them to feel through it but knowing that itOs
safe.And thatOs really helped mauimderstanding each time you have someone
that you love die, itOs not garine the same, itOs gobrasadifferent.

Other members validated this sentiment. They felt that the metaphor and sentiment also

reflected their experience.

In thetreatmentgrief choir, members reported finding meaning in talking,
processing and sharing verballjney reportedhat 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 importaviembers also stated that having permission to
not talk or share was important. éttexibility to talk or not was mentioned as being

helpful. A memberstated, OIf you wanted to talk, fine. If you didnOt feel like it, itOs fine.O

Having a cohesive group was also seen as limngficial There was a member
who didnOt grieve likegtothers 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 aboef gnd their process of
grieving. Several metaphors were shaetdng with insights about their mood after the

grief choir sessions.

When considering their mosdmembers talked about feeling better when they
left the sessiorandfeeling connected totlers when they left. The experience of feeling
sad after the session also was discussed. Accordomgetmembersadness at the end of
the session helped her to continue to process her grief and was seen as @heafdet.
that crying released somelwdr grief. She said) ®ad notreally grieved properly so it

helped me to gaiver that hum®

The membersharechow past deaths were connected to the current one and how
their views on grief changed substantially after a significant death. In tHis, the

member shareler expelence and insights.

But when it happens to you itOs like that taste of the strawberry. If | try to tell you:

hereOs a strawberry, this is what it tastes likattd, itOs gonna be totally
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different when you eat that youlgouOre gonngo, OThatOs nothing like what
you told me it was like.O And thatOs what ggitke, itOs nothing like what
anyone can tell you abo®o you think youOve progressed or maybe hit some
milestones in terms of movirfgrward in your life nowand all of a sudden, you
know, this body memory jusiaps you sideways and you have to stop again and
deal with it because the gri@f the beginning is so physical. The emotions hurt.
And so | guess | knew that from the other giefl experienced, biutad never
experienced grief at tHevel where | couldn®teathe, which | have nowhhdto

think about takingny next breath. It wajust so utterly shocking améralyzing.

The members also reportéklingthat the other members and music therapiated
about themand offered support as they processed their.gketling 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©tie
membersaid,Orou cantalk but you can alsoEyou feét. And that to me is a blessing to

have, glacewhere you can feel that carimgthout anybody saying anythir@.

Interestingly onememberOs key element in interactions was the ability to have
hope for the othersHer belief in hope allowed her own grief to Olighten up.O It also

allowed her to tolerate other peopleOs pain.

Humor was one specific phenomenon that occurred between the members and the
interviewer. During the interviewpuns werdold and inside jokes about the grief choir
were retold. The physical environment also influenced humor, as described by the re

telling of the session that occurred in the childrenOs grief counseling room, where the tiny
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stuffed flogs were thrown arouné. memberacknowledged the role of humor in grief

when she said:

We came in and the first few weeks we were readlglly 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,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 analyastbad answers were
organized as a means of communicating the membersO 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 thgpg&extend number of
sessions, 5) perform for others, 6) desire for personal therapy and 7) when group should

meet during the holiday time.

The membersf thetreatmentgrief choirdid agree that every bereavement
program would benefit from having a drehoir and they advocated for their grief choir
to continueOne membesaid, OWell | think that music choir should be a part of any,
what is this calledE bereavement program. Yes, seriously 100%e@ talked about a
desire to include more instruments kieep opportunitefor playfulness, tpossibly
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 becauskbeing 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 #qasts at the hospice where the research occurred was
meaningful to one member in particulak.different member talkedbout how the grief

choir helped her realize she would like to seek out personal therapy.

Standard Care Grief Groupategories
Fou major categories were derived from the data fronsthedard care grief
group 1) Standard Care Did Help, 2) Timing and Composition @u@mMattered, 3)
Standard Care vgaa Complex Experience, and 4) The Experience of Being in Research

(Figure 16).
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Figure 16: Four categories from the Standard Care Grief GroupOs experiences.
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Standard Care Did Help and Timing and Composition of Group Mattered

The categonystandard Care Did Helgvas divided into three sutategories: 1)
group did help, 2) what #dy reported as helping and 3) grief counselor. The category
Timingand Composition of Group Matteradhs divided into four subategories: 1)
having group during winter holiday was important, 2) connections between a memberOs
deceased son and another memBgexperience of a person who did not fit it, and 4)

members saw themselves as Otenelarted.O See Figure 17.
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Figure 17: Categories Standard Care Did Help and Timing and Composition of the

Group Mattered and their sutategories.

StandardCare Did Help

Members reported that tiséandard care grief groupad helped them. They had

many thoughts about what had been helpful during the group experience. All members

agreed that discussing triggers of their grief process was an important aspectief the g

group.A member stated Ve get to share the feelings that weOve had since the last
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meeting- the triggers that have come alonglOmembers shared an example of a trigger
with their grief. Two other memberdiscussed the triggers of anniversary gate

different membeshared how flowers blooming in the spring were a trigger.

When asked what was helpful about $i@ndard care grief groyghe members
all answered with the grief counselorOs name. The members perceived the leader to have
Ogreat ski.OA memberstated the Ogroup would not have been the same without her
abilities.O 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 drectly asked about triggers.

The members also reported that Obeing able to share (our) feelings with other
grievers helpedO as well. Specific experiences related to emotions occurred during the
sessions that we seen as supportive. One mengpoke aout addressin@hould
statementsCBhouldstatements were associated with guilt and related to the gevers
expectations of the grief process. Another member talked about finding permission
related to her grief process expectations. She discussethé@roup helped her realize
an important concept related to grief. Sla@,Ot was relieving when | was like, oh wait,

| didnOt mess up, IOm not a bad person.O

Finally, the members stated that the weekly closing ritual was helpful. They
reported notemembering how it began or who started it, only that it became a
meaningful way to end their grief group each wédiey stated that the closing ritual

reflected their Otendéearted, tendemandedO way of interacting with each other.
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Timing and Compsition of the Group Mattered

Members reported that several unique incidents occurred while attending the
standard care grief grouprhe groupmetduring the winter holiday period, which was
perceived as helpfuDne member reported that the holidays veseecially 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 camection was discovered between omemberOs deceased son
and another member. Botkgple found the coincidence and relationship to be special.

Each membedescribedliscovering this connecticasmeaningful.

There was one member who attended one session then left the group and did not
continue in the research. Other members discuss&dhe had changed the dynamic and
that they were relieved when she didnOt refumemberstated, Ddid throw the
dynamic off that day and then she didnOt come back, and | hate to say that | was relieved,

but | wasO

Throughout the interview, the méers often referred to themselves as, Otender
hearted.O Being tendeearted 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 ExipaceandThe Experience of Being in Research

The Experience of Being in Reseaveds divided into four subategories: 1)
being in a research project, 2) concern about attending a grief group, 3) not missing the

paperwork, and 4) desire to know outcoofieesearch. The categodRgcommendations
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was divided into two subategories: 1) shared ideas about time length of a grief
group and 2) discussed designing a closed group versus an open. The c8tagdeyd
Care is a Complex Experienacgas diviced into four sulrategories: 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.
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Figure 18:Standard Care waa Conplex Experience ant@ihe Experience of Being in
Researcland their subcategories



Standard Care waa Complex Experience

The members discussaarpriseshey encountered with grieDne such
revelation was thphenomenomwf leaving the group session fewjisad. One member, in
particular, discussed how he wowaldive feeling Opeppy and goodO only to leave feeling
O a little more sadTde concept of leaving a support group feeling sad led some
members to question if the group was helping or making tleé experience worse.
Those members decided the group was helping instead of haandrtbat the pain of

grief does not easily disappeak membersaid:

| had the idea, well is this helping the grief or is it dragging it out? But | think
IOve more conatied that itOs helped than actually dragging it out because itOs

gonna be there anyway

Members discussed specific issues related to grief. Some members talked about
gaining personal insight related to gri€hese insights included understanding their
feelings and gaining knowledge about how to cope with grief. Another mesaioler
QThe group) really helped to see why | feel the way | feel and how to work through it

and make it a part of my life in a way thatOs more paghtive

Members also developedwider understanding about different experiences of
grief. All members agreed they were Oshockgddhat their unique grief experiences
were like for this particular death. Some members had experienced multiple deaths, yet
were surprised by some of tegperiences within their grief. They shared specific issues
with grief that were resolvedfor example, what to do about the expectation to write

thank you cards.
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The Experience of Being in Research

Members of thestandard care grief groupxpressed amterest in the outcomes
of the research. Theall 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 discussetie idea and process of being in seegch project and
reasons for participatinglembers had different reasons for volunteering to be a part of
this research. Two members reported being in a Obad head spaceO when the recruitment
mailer arrived.While not assigned to theeatment grief choj both of these members
thought being in a choir would be less intimidating than talking about their ghnief.
members acknowledged they would benefit from help, but had not reached out to the
bereavement program until the postcard arrived in the malidea of singing instead of

talking was less QintimidatingO to one member and motivated this person to volunteer.

Two of the members reported hoping to be in the grief cAadifferent member
had hoped to be in tretandard care grief groupnd statd she had partially paralyzed
vocal fold and thatDsinging through an hour session wasnOt gonna be pOssiee
though the members had mixed feelings about being assignedstartdard care grief

group, they dl reportedthey wereeventuallyhappywith thestandard care grief group

Membes discussed their thoughts about the grief group prior to attendirmy. T
members expressed having no expectations before the group comn@measember
expressed concerns about attending a grief group beforesisrch began. This member

said:



I RIR

| was hoping that it would just help me feel better and | was soperidated
because | was afraid | would just come here and weOd all jusirggisia

circle bawling our eyes out, you know? | didnOt know whexpect.
ReportedRecommendations

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 membersO 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 againg group that was open to new
peoplejoining. Members had different viewpoints on time of day for a group. The
members also recommendealving a facilitator that encouraged an open prosbss
creating another grief grouph@ encouraged thgroup leadeto have(ho expectations

of what tre group would look like, no ruled

Finally, the members discussed other means of support within the bereavement
department where the research occuranemberalso talked about a previous group
associated with a church and how the research group wias follow up from that

service. No other recommendations were given.
Overlapping Experiences of Meaning

The compositeategories obothgroupinterviews were compared. From that
comparison, several similarities were fouRdst, each group stated &l 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 @eélgvVhen the various members
discussedvhathelped, each group acknowledged the positive impaceadribup
leadersThe othemverlapping 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 whoddifit into their group.
Additionally, bothgroups wanted to have access to the results of the research. Another
ovellapping category was the concern owdrat their group would be like before
attending the first session. The two groups discussedibect 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 obviousdiamitierd
care griefgroup, both groups found meaningtaking to each otheFinally, each group
discussed insights they gained about their grief experience.
Unigue Themes Within Each Interview
Standard Care Grief Group
While there were overlaps in the meaning discussed in the interviews, there were
also unigue and meaningful experiences for each group. Uniquedtatitard care
grief groupinterview was the idea of being a part of a research study, and the
acknowledgement af memberOs desire to be in a specific group (two people wanting to
be in thegrief choir and another hoping for the standard care group)stahdard care
grief groupalso 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 discussedt 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 inttbatment grief choirMembers of the
treatment grief choidiscussed the role of audio recordings of their choir within and
outside of theéreatmenirief 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 recommendationsagalso unique and included the need of humor,

playfulness, more struments, extra sessions and a desire to perform.
Summary

Each group interview revealed valuable data relating to their individual grief
group experience. Both groups had unigue experiences and overlaps among the
experiences were discovered. These tesull be discussed in the next chapter as they
relate to the study itself and to the eikmethod approach and the integrated questions

of the research.
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CHAPTERG
DISCUSSION

The purpose of the current study was to test the sibégiarticipdion ina
treatment grief choivs. standard care grief groufverbal) onbereaved persofs
perceived grief, coping, energy, social support and health and to examine the experiences
of those participatingn both groups.In this mixedmethods studyheresults from the
gualitative phenomenologicedcus groupsvere intended tbe used foexplairing and
interpreing the findings of the RCT. Within the RCT, five people completed the
treatment grief choiand four completed thetandard care grief groufN=9). A
repeatd-measurs ANOVA was employed taletect anystatistical significanceA
significantwithin-subjects effect was found in both groups for thendricRating Scale
(NRS)startof-session grief, NRS eraf- session grief, HganGrief ReactionChedlist
(HGRC), andNRS endof-session coping. Thesesults indicat¢hat both groups showed
significant improvement ovdime in these areas. A betwesubjecs effect was found
for the NRS enabf-session grief and for tidultidimensional Scale of Perced Social
Support(MSPSS) with thestandard care grief groupcoiing significantly better over
time than the treatment grief choir. Finally, one interaction effect was foutite NRS
endof-session health scorasweek sixteenwith a significant gairfor thestandard care
grief group

For the qualitative portion of this studiye members of thedeatment grief choir
andthree of the four members from te@ndard care grief grouparticipated irseparate
focus group interviews. A seventestep ankysis of the interview data was employtx

discover meaningful descriptions and experiences while maintainingtyalic!
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integrity of the processThe followingthemesmerged from the analysis of ttieatment
grief choirinterview: The Grief Choir DidHelp; Songsverelmportant in Grief; Making
Musical Connectionslelped Interactions with GrieversereValued; The Music

Therapists Influenced the Experience; Gained Insights about Grief. Recommendations
for future grief choirs from participants wereadonentedThe followingthemes

emerged from thetandardcare grief group Standard Care Did Help; Timing and
Composition ofGroup Mattered; Standard CaresnaaComplex Experience; and The
Experience of Being in Research. Recommendations for future staradargrief 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 thentegratedesearclyuestionds included in Chapter.7
Implicationsof this studyandrecommendations fduture researchompriseChapter 8.

Discussiorof Resultsfrom the Randomized Contralrial
Research Questialt What are the effects of participation in a grief choirsuss
standard care on participants' grief scores?

TheNRS startof-sessiorgrief, NRS endof-sessiorgrief and the Hogan Grief
Reaction Checklist (HGRC) measurement tools were used to answer this research
guestionParticipants rated their grief using anneric rating scale at the beginning and
end of each of the sixteen sessiortsee HGRCdata were gathered at week one, week
four, week eight, week twelve and week sixteen. The repeadedures ANOVA,
applied to the three measurement tools, revesatguficant withinsubject resultsAn

analysis of participantsO scores for both the NRS and HGRC showed significant



improvements for both groups, indicating thath groups improvedver time.A
significant betweersubjects effest(p = .02) was found betwed¢he NRS endof-session
grief scores of thetandard care grief groupnd thereatment grief choigroup in favor
of thestandard care grief group

The findings of this research question are based upon a small sample size.
Therefore, the results must iokerpreted very carefullyt 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 stendard care grief grouperformed
better on the NRS eraf-sesion measure.

The results from the NRS emd-session measures conflicted with those of the
HGRC and NRS staxif-session scores. It is possible that the NRS scores captured more
shortterm perceptions of grief, because it asked participants to ratgtieéiOat this
moment.O It is possible that there were many variables associated with the phrase Oat this
momentO for the grievers that influenced their perception of grief. For example, grievers
could have been affected by events not related to the @htiiestandard care grief
group.

Results may further be explained by differences in the processing of grief. Is the
grief process of atandard care grief groufhe same astaeatment grief chol? Being in
touch with oneOs grief may vary greatly fesmwthese two groups, thus impacting the
participantsO perception of their gri€urrier, Neimeyer, and Berm&2008) stated that
several factors influence a personQOs grief, for example, age, number of deaths, and the
violence of the deatiNseir & Larkey (2013)reported finances, lifstyles, nutrition and

physical exercises also impacted gr@drrier, Neimeyer, and Berm#&R008) 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 pref a more problersolving approachWith this knowledge in
mind, the results may indicate that individuals had varying expectations for their assigned
grief group.

Both thetreatment grief choiand thestandard care grief grouprere meant to be
processoriented groupsJohnsen, Dyregro& Dyregrov 2011) stated that group
composition is a major influence on procesgented groups. Obviously, the people in
both thetreatment grief choiand thestandard care grief groupvere unique individuals
with theirown histories, their own needs, their own personality characteristics and their
own reasons for joining the research. Each person in the group impacted that groupOs
process and subsequently the individualOs perception of grief at the end of eachtsession. |
was unclear what the process of tteatment grief choiwas, as this was the first
research to study the treatment grief choir.

Finally, the conflicting results indicated that the NRS-efidession grief
measurement was more sensitive to the praaigsersons in atandard care grief group
and perhaps this tool was not the best outcome measure fordtment grief choirlt
was also possible that the sedting of people who know they were in a specific type of
treatment influenced results. Reigants were not blinded to their treatment.

It was difficult to compare this study with other researcthe literatureThere
was little, if any, evidence that indicated that the outcome measures of grief consistently
measured the same phenomena

Samestudies found significant findingslated to adults grieving and music

therapy Yu & Gallant (2010) an&hort (2007 foundsignificanteffects of music therapy
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in their studiesand 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 stutthe results cannot be compared directly.

lliya@® (2015a)tudy resulted isignificant 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), ssions 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 tedgsults are not
comparable.

Participants inPopkin, et aDs study2011)reported that the music theragtual
was OveryO to Oextremely effectiveO in helping particjpacess their grief. However,
thePopkin, et al., (20119tudy had many differences when compared to thigourr
study. They used a sing#ession 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 sthéyresults canndite 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 experieara$acilitated
only six sessions. Due to the differences in this study and the currentletuggults

werenot comparable.
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When examining the use of music therapy to affect griddarczyk (2010)
found no significant difference between the controug 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 tHespiceClinical Grief Inventory, the Compassionate
Saisfaction and Fatigue Teshe Work Environment Scale, andedfgeport
guestionnaire. Due to the differences in this study and the current tedgsults
cannot be compared directly.

The findings of the current study denstrated that theeatment grief choir
resulted in similar effects on grief as #tandard care grief groupret, these findings
can only be considerenith great caution because of the small number of participants,

and valid conclusions cannot be drawn.

Research Questia?Zt What are the effects of participation in a grief choir versus
standard care on participants' coping scs?e

Data from theNRS startof-session copingndNRS endof-session coping
measures were used to answer this research qudsétanfrom these measurement tools
were gathered before and after every session for both treatment groups. A repeated
measures ANOVA applied to tiNRS endof-session coping scorelowed a significant
within-subjects effest(p = .03).No significance wagound for the NRS statf-session
coping resultsOverall, both groups improved over tinmetheir perceived coping
abilities According tothis measurement tocdsults thetreatment grief choiwas

similarly effective as an interventionth 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 difflerent. There may be a

variety of reasons why both groups improved over time at the end of each session.

The NRS scores captured more shierin perceptions of coping. It asked
participants to rate their coping Oat this moment.O It is possiblestigafite many
variables associated with the phrase Oat this momentO 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 persaygtmoping. 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 atationuvas
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 fe&tbatter sessions.

The results may also be explained by the coping processing differences of the
standard care grief groupersus théreatment grief choirlt is possible thetandard
caregrief groupprocessed coping strategies differently tharttdéetment grief choir
For example, thetandard care grief groumight havedirectly addressed the issue of
how to cope with grief, whereas ttreatment grief choimight have taken a subtler

approach that relied on an organic process that occurred withmusic.



! R F

Also within grief, there is the phenomenon that perceiving oneself as coping well
is dishonoring the person who died, the grieverOs relationship to the deceased and the
impact the deceased had on the griever (Rando, 1993). Some grievers cam siackm
in their experience of the pain of grief (Rando, 1%XBpebe & Schut, 1999\t is
possible then, that perceiving oneself as coping well is a difficult perception to admit or

document.

The findings for this research question intiéchthat both groups improved over
time; however, one group did not improve significantly more than the @henier,
Neimeyer, and Bermaf2008 found that grievers naturally cope with grief and that most
grievers will heal on their own. They cautiomths it possible that research captures a
natural decline of grief, which may influence how participants perceive themselves as
coping. Currier, Neimeyer, and Berm@008 argue that most grievers will improve
over time and that they will naturally dmeer ways to cope with grief. It is possible then,
that the NRS endf-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 asaents used coping as an
outcome measure (McFerran, Roberts, & OOGPadW) While adolescents and adults
grieve differently, some associations can be mid&erran, Roberts, & OOGrady (2010)
studied the use of Humanistic music therapingfree playimprovisation, songwriting,
or listening to songwith grieving teenager Thereweresignificant differences between
that study and this current stydgost importantly in the interventipthe participants
and the dosag&hese authors found a signifitamprovement in coping for these

adolescents on th&dolescent Coping Scalbowever, no control or standard care group
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was usedDue to the differences in the two studies, the results cannot be compared

directly.

Overall, thesample size of this currestudy wa too low to derive anirue
conclusionsabout the participantsO perception of coping. Both groups improved
significantly over time. These findings demonstrate thatrdregment grief choimay
have been as effective as gtandard care grief grup. 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 findtagsonly be considered

with great caution because of the dmamber of participants.

Research Questiadt What are the effects of participation in a grief choir versus
standard care on participants' energy scores?

Data from theNRS startof-session energgcores antNRS endof-session energy
scores were used &mswer this research questi@atawere gathered before and after
every session for both treatment groups. A repeateasures ANOVA applied to the
two measurement tools showed a significant witubjects effect for thRRS endof-
session energy scorgs= .05, but no significant results for the NRS staftsession
energy resultverall, the effects of participation in tireatment grief choiandthe
standard care grief grougemonstrated that both groups improgeghificantly over
timein their perceived energyAccording to the results of thanalysisthere were no

significant differences between the groupsO scores on this measure.

As with the other research questions, it is important to remember that the findings

of this research are based n@osmall 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 session&rief may have accumulated in between sessions, thus affecting
participantsO 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, e can assume that both types of interventions were effective in
making participants feel better after sessions.

The NRS scores possibly captured more stesrh perceptions of the
participantsO energy. It asked participants to rate their energy Oattieisti® It is
possible that there were many variables associated with the phrase Oat this momentO for
the grievers when considering their perception of endrggyyunknown how the
participants defined energy when they were answering this questionigaatsacould
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 quesbn 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 norgrievers Humphrey 2009;Rando, 1993; Wong, 2008; Worden,

2009). It is easy to imagine that pretendingab be grievingvould 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. Extrovertare 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 othermusic therapygtudyhasdiredly measured participantsO percejstiain
their energy during treatment for their grief. However, previous literature on the effects
of grief have demonstrated that grief daffect a personOs physieald emotionastate
which can relate to their perged energyManzoli, Villari, Pirone, & Boccia, 2007;
Mostofsky, Maclure, Sherwood, Tofler, Muller, & Mittleman, 2012; Stroebe, Schut, &
Stroebe, 2007; Utz, Caserta & Lund, 201tljvas reasonable to be curiofisndhowthe
grieving adulsO perceptiorf their energy would banpacted by treatmen®erhaps it is

important to first understand a grieverOs experience of energy.

Boelen & Prigerson (2007) studied the unique variances of prolonged grief
disorder, depression, and anxiety on the quality efdffadult grievers. Energy was
included as a quality of life factor on the RAND-3€ 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 cauleian that the perception of a grieving
personOs 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 impoittwhen 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 grieverOs experience of energy.
Therefore, this current study mbg 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 grieverOs perception of energy? Could events prior to the group have
influenced their perception of energy@uld 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\ebeen dreading it.

Overall, thesample size of this study w#oo low to derive angrue conclusions
about the participantsO perception of energy. These findings demonstrate that the
treatment grief choimay have been as effective as skendard care gef groupin
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 Questioft What are the effectd participation in a grief choir versus
standard care on participantperception osocialsupportscores?

Data from theMultidimensional Scale of Perceived Social Support (MSR&S)
used to answer this research question. Data were gathered at weskalnimur, week
eight, week twelve and week sixtednrepeateemeasures ANOVA applied to the data
showed a significant betweenibjects effest(p = .05) in favor of thestandard caregrief
group. The difference in means between the groups indicatethihstindard care grief

group participants perceived better social support thatrdsment grief choir



When interpretindghe findings of this research question it is important to
remember the results are based upon a small sample size, and teemasulie
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 kmibjeets
effects in favor of thetandard care grief group

It is possilte that the verbal nature of teandard care grief groupreated 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. Couldt be that most grievers experience social support when talking with
other grievers? Was the experience of participation itrdament grief choidifferent
than the experience of participation in gtandard care grief grouplt is also possible
thatthe selfrating of people who know they are in a specific type of treatment can
influence results.

ParticipantsO support systems change. Perhaps one or more participants in the
standard care grief groufound other support systems not related to thisaredh during
the treatment period. It is equally possible that outside interactions could have influenced
the choir membersO scores in a negative way.

One other music therapy study examined effects of treatment on perceived social
support with grievers. Wdarczyk(2010 foundno significant difference between the
music therapyand control groupen felt isolationby the participantsAs stated in the
discussion ofesearch questioone,there are many differences in the Wlodarc@®10
study and thiswrrent researctDue 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, Kotou!ovi, & Hagl, 2014t is generally agreed thgtievers
can feel isolated, that their support systems may change and their social identity may
become disrupte(Rosnergt al, 2014. However, based on the findings of this current
study and th&Vlodarczyk(2010 study,any implications associated wiperception of
social support and music therapy for grievers would be difficult to niiakeuld be that
thestandard care grief groupvas better than thieeatment grief choiparticipation to

achieve perceived feelings of social support.

Overall, thesanple size of this study veatoo low to derive angrue conclusions
about the participantsO perception of social suppbere were no significant findings
for thetreatment grief choijrand a betweesubjects effect was found in favor of the
standard careyrief group These findings demonstrated that stendardcare grief
groupmay have been more effective than titeatment grief choim facilitating feelings
of social support. But it is important to note this study examined an aspect of mourning,
speifically perceived social support, that is not often written about in music therapy

literature.

Research Questidst What are the effects of participation in a grief choir versus
standard care on participants' health scores?

Data from the NRS stadf-session healthNRS enebf-session healtand the
RAND Health SF36 scores were used to answer this research question. The NRS start
of-session healthnd NRS enaf-session healtdata were collected before and after

every session for both theeatment gref choirand thestandard care grief groughe
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RAND Health SF36 data was gathered at week one, week four, week eight, week twelve
and week sixtee.he repeatedneasures ANOVA for the RAND SB6resultedn no
significantfindings. The repeatetheasureANOVA for the NRS starbf-session health
resulted in no significant findings. However, the repeatedsures ANOVA for the NRS
endof-session health result@dasignificant interaction effect§ = .05).According to
the results of the analysisiet NRSendof-session health scores demonstrated that the
standard care grief groupnproved significantly from week eight to week sixteen
whereas thé&reatment grief choidid not.

As with the other research questions, the findings of this question areupased
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 thstandard care grief grouperformed better, oé NRS enbf-
session health scores from week eight to week sixteen, th&edlment grief choir

The NRS scores possibly captured more stesrh perceptions of health. It asked
each participant to rate his or her health Oat this moment.O It isepibsgithere were
many variables associated with the phrase Oat this momentO 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 havetfiieking about
their physical health or their emotional health. Health could have been viewed holistically
or narrowlyor in some other way. It is impossible to determine how the participants

defined health for themselves.

Since the question was aslkadhe 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 thetandard care grief grougvere 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 thetandard cae grief groupto be outside more and thus the perception

of their health increased.

It is also conceivable that participants of st@ndard care grief groupere
taking new medications that influenced their health, thereby affecting the outcomes of
thisresearch question. Perhaps, as participants ctainelard care grief group
experienced less grief and more energy, they felt healthier at the end of treatment
sessions. It is also possible that other he@ltted issues were occurring during this
time, for example spring allergies. It is conceivable there were other unknown physical

issues that influenced results.

No othermusic therapytudy directly measured participantsO perception of their
overall healthduring treatment for their grief. Howeverevious literature on the
physicaland emotionagffectsof grief hasdemonstrated that grief doaffect a personOs
holistic healthstate(Manzoli, Villari, Pirone, & Boccia, 2007; Mostofsky, Maclure,
Sherwood, Tofler, Muller, & Mittleman, 2012; Stroelsshut, & Stroebe, 2007; Utz,
Caserta & Lund, 2011).

Overall, thesample size of this study w#oo low to derive angrue conclusions
about the participantsO perception of heditiere were no significant findings for the
treatment grief choir In fad, the interaction effects found in the NRS -@iesession

health results demonstrated that skendard care grief groupras more effective than
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thetreatment grief choifrom week eight to week sixteen. Yet, these findicgs only be
consideredvith 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 thisalission related solely to the RCT. Since this
study used aequential explanatomixed method design, the information from the
Existential Phenomenological study is explored next.

Existential Phenomenological Focus Group Discussion

To answer the quaditive research questiorig;o separate focus group interviews
occurred with participants from theeatment grief choiandthe standard care grief
grouprespectively. Data analysis was outlined in Chapter 3 followed, and results were
presented in Chaptér In this section of Chapter 6, qualitative data for each of the
research questions are discussed for each ofvthgroups: théreatment grief choiand
thestandard caragrief group To reflect a qualitative stance, participants inttkatment
grief choirare referred to as OmembersO 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 th&reatment Grief Choir
The experience of being inteeatment grief choibegan with feeling hesitant and

tentative according to its memberfieywere not sure what to expect. Yitey reported
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that they were able to easily Olet goO of their hesitation because the environment was
nonthreateningand theytookedforward to coming to the choir.
Hesitation

As seen in the literature, participants of McFerran, Roberts & OOGrady (2010) had
similar experiences. In the McFerran, Roberts & OOGradyOs study (2010) of grieving
teenagers, participants reported beirgyad 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 hgettenent grief choiwere
related to their previouslynknown experiences ofteeatment grief choiand of being
with unfamiliar people. In some ways, both the adults inrdegment grief choiand the
teenagers of the McFerran, Roberts & OOGrady (2010) study were concerned with what
others might think ofttem and of the possibility of being uncomfortable. The members
of thetreatment grief choiand the teenagers found that their fear of the group evolved
into feeling that the group was positive and supportive.

The teenagers and the members ofttbatent grief choirwere able to
experience a transformation. Ttneatment grief choimembers stated that this change
occurred because of the safe environment. The concept of being safe did not directly
emerge in McFerran, Roberts & OOGrady (2010). Howseeeral 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, Clem@uattes & 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
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instruments and that her aversion transformed as she baonome creative, comfortable
and thoughtful. After considering what is documented in other articles and from what was
mentioned by thé&reatment grief choiit appears that being hesitant, scared and unsure
might be a normal response at the start of bemawnt music therapy.
Expression of Voices

Oncememberof thetreatment grief choibecame more cofortable they
noticed more expression in their voicli® other article discussed this process from the
point of view of the participants. For example, thenagers in McFerran, Roberts &
00OGradyOs (2010) study stated that music helped them express themselves, but they did
not talk about the process of becoming expressive. Similarly, participants in the
OOcCallaghan, et al., (2013) study described how gsieaturally 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 treatment grief choinoticed and acknowledged
how the experience of the music becameerexpressive 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

Membersof thetreatment grief choirecognized tat the music therapists
impacted the experience greatBther literature discussed the role of the facilitator when
working with grievers (ClemeniSortes & Klinck, 2016; Demaine, 2015; lliya, 2015b;
Sekeles, 2007). However, the context from these astwées from the perspective of the
music therapy researchers. In this current study, the memberstiadatmeent grief choir

were specific in what was perceived as helpful. ffeatment grief choimembers
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singled outhe music therapists®ility to chose significant songs, set boundaries that
helped the group feel safe, and dlsbond 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 Watdyy Peter Gabriel was performed for a community memorial service
by the music therapy program and was offered tardament grief choibecause iwas
already arranged and in the clinical opinion of the music therapists reflected much of
what thetreatment grief choimembers were experiencing. Sarah Dan JonesD |
Breathewas used extensivelyith theoriginal grief choir the choir that was aginally
created and ran for three yeand became known &se grief choir anthem
Additionally, the therapists brought in music that would possibly be meaningful for the
treatment grief choirFor exampleAngelby Sarah McLachlahad not been used be¢o
Group Bonding

Thetreatment grief choimembers spoke of the strong bond that was éarm
among themResearch supports this experience of group cohesion and bonding
(ClementsCortes & Klinck, 2016; McFerran, Roberts & OOGrady, 2010). The members
of the treatment grief choispecifically stated that they missed tupportof the
treatment grief choim the interview. Unfortunatelydue 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, | 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
ard 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
thetreatment grief choiwas both different and familiar and perhaps spoke to thapgr
bonding that occurred. Theeatment grief choimembers 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 wheretitenent griethoir
ended.
Grievers Ring with Grievers

Members of théreatment grief choifelt a special connectionith each other,
which they had only found with other grievef$ie idea of grievers needing to be with
other grievers was found often in the literatuespecially outside of music therapy
(Davies, 2004Humphrey, 2009Schopler& Galinsky, 2005Young, Iglewicz, Glorioso,
Lanouette, Seay, llapakurti, and Zisook, 20B&ing with other people who have had
similar experiences can be helpfigruyama &Atencio, 2008. Members of the
treatment grief choireported finding relief as they discover@droupwhere they
belongedThe concept of belonging has been written about within music therapy
(Ansdell, 2014Ruud, 1998Stige, 2002. It is believed thiabelonging is an important
aspect of health. Theeatment grief choifelt 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 musiperience®r outside of music
experiences, in thieeatment grief choithis feeling occurred in both areas. In relation to

thetreatment grief choirmembers felt like they belonged when they were with other
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grievers talking but also when they were makimgsic together. The experience of
belonging also related to feelirgred 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 intermeral relationships (Cohefottlieb, &
Underwood, 2000; Wong, Wu, Gregorich, & PZ8table, 2014). These functions
include tangible support, financial support, informational support,
emotional/companionship, and validation (Wong et al., 2014). Tangipposurefers 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, belorgclgacceptance 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, &
PZrezStable, 2010). All comments made by treatment gref choirrelated to

emotional/companionship and validation support.

Humor

Humor was an importamtxperience for membeds thetreatment grief choir
Similarly, the teenagers from the McFerran, Roberts & OOGrady (2010) study also
reported having had fukor thetreatment grief choimembershumor eventually
becamean integral part of the group. In ttreatment grief choirlaughter occurred
during the sessions but aldaoring their interviewas members tol@nsidedjokes and
reminisced about playful nmeentsin thetreatment grief choirBeing in thereatment

grief choirwas experienced dsn at timesand perhaps fun is not so unusual in music
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therapy grief groupslay therapy is often used with grieving children, and playfulness is
also seen in musitherapy interventions for grieving children (Demaine, 2015; Webb,
2011). Additionally, the comments made by tteatment grief choimdicate that
playfulness was helpful for them as well.

Amir (2005) studied the concept of musical humor in imprdidsal music
therapy and found the following experiencearious kinds, types, geses and shapes of
musical humor; huntan improvised songs; interpretation of musical gestures as
humorous; conditions for understanding humorous musicalmgss meaning of musical
huma in improvisational music therapy; constructive functions of humorous musical
interventions, and destructive usehuma. While improvisational music therapy was
not the main intervention for this study, the Amir (2005) research prozigkese to
reflect upon the intersection of music therapy and humor. None tEttenent grief
choir members referred to any destructive uses of humor in their experiences, only
positive experiences.

Only thetreatment grief choishared a moment thegflected 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 choimembers and the music thestpilaughed about this technique and
it became a reoccurring joke during the research.

Permission

Membersof thetreatment grief choialso spoke of the experience of having

permission to talk or not tallit the beginning of the study, the music therapist

informed thereatment grief choimembers 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
ClementsCortes & Klinck (2016) established similar guidelines for their benemnt
music therapy group: Oactive participation is encouraged in each session, but participants
will not be pressured to partake in experiencesO (p. 152). The Cl&oetats & Klinck
(2016) music therapy bereavement group, however, did not commerns particular
guideline when interviewed. Theeatment grief choimembers however, fourntis
aspect of the groupot only helpful. but also responsible for encouradimay feelings of
safdy and empowement
The Experience Impacted the Perceptiosaéf in theTreatment Grief Choir

Use of Metaphors

Thetreatment grief choimembers 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 acced in thereatment grief choirFor
example, when referring to thieeatment grief choiand her experience of grief, one
member stated, OltOs just like somebody comes alongside. So you still have to go through
the eye of the needle yourself, but ti@sesomeone alongside you.O Whereas another
member made the following statement when referring to the relationship among members
of thetreatment grief chojrOWeOre really all strangers in a way. But itOs like you open
that little inside door that says, ak you can come in there.O When describing her
experience of thereatment grief choir different member stated, OThe grief didnOt feel
so heavy. The cloud wasnOt quite as heavy as it was in the beginning.O

Nadeau(2006) wrote about the use of metaphargrief counseling. Some

grievers naturally use metaphors to assist in describing their experience toNiolea.
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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 haahdan come from metaphors.
Examples of potential harm within metaphors include imposing a metaphor on the
griever, minimizing their pain and reducitige impact of metaphors by using too many
words(Nadeat 2006). An argument can be made that music ietapmor for grief, and
in thetreatment grief choirthe 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 griewec®tmmunicate with music
therapists and among themselves.
Past Deaths

Membersof thetreatment grief choidiscovered a connection to past deaths and
that their views on grief changed. They reported feeling connected to the person or
persons who had diezhd 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, 1998/orden 2009).
Generalities

As mentioned earlier and in the other research questions, the meaningful moments
and the music interventions impactee treatment grief chold®xperience of grief, but
when they were discussing their overall perceptionsief,dhey spoke in generalities.

Specific examples were not given.
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Meanings Found in th&reatment Grief Choir
Experiences They Liked

Thetreatment grief choimembers spoke of several experiences they liked. Most
prominent was singing.his finding is elpful 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 othetreatment grief choiliked the songs the music therapists brought
in and they liked the flexible approaakedin all aspects of the group. They liked each
otherexceptfor the one persowho left, and they liked the music therapists. They liked
thehumor 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 OlikeO very few things. Sometimes, when
grieving, there is little meaning irféi (Wong, 2008). Thus, it was noteworthy that the
treatment grief choiwas able to list events and experiences that they liked.

Did Not Like

Members of théreatment grief choialso spoke ofhree experiences they did not
like. Most notably wasbout gperson and not an event. Members agreedtiat
member did not fit in with the groufhey reported being relieved when shepped out
at week eight. The members reported not liking the influence she had on the group.

Second, members didtreatment grief choidid not like that they did not have
opportunities to performrhis experience was more of a regret instead of something that

bothered themAs the research came to an end,ttkatment grief choiwvas sounding
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better and better.dPhaps 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 tkeir music was worthy of sharing with others. As a parting gift tardement

grief choir, the music therapists gave them a recording of their music. Perhaps after
hearing themselves they felt more confidence.

Finally, some of the membeo$ thetreatment grief choirdid not like thdimited
number of sessions and wanted a few more times togéthiersentiment tied into their
feelings of missing th#eatment grief choirlt also related to the dynamics of the person
who did not fit in.

Out of theseltree dislikes, two were viewed in a positive light. Wanting to
perform spoke to the meaning tineatment grief choihad for the members. It reflected
an increase in comfort among the members. Their desire to perform also mirrors what
Soshensky (2011) wte, 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 OlikingO
when the researa@nded 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. Howevenryds interesting that this phenomenon of a
person not fitting occurred in the all three groudsimaier(2011)wrote about the need
for assessment and how complicated assessments are with adult grievers. It was not

surprising that this issue arose irsthesearch.



! RDbF

Recordings of the Choir

Thetreatment grief choimemberspokeof different events as significant. One
member spoke of her international journey where she brought the recordieggoiet
choir with her. he journey wasssociated with a gf ritual andshe found the music
and support othe choir to be significant. Other music therapy groups have used
songwriting and recording as a means of processing grief. McFerran, Roberts & OOGrady
(2010) gave a recording tfeir participants@bmpose songs to the teenage participants
during the last session, but it is unknown how the teenagers used the red¢éogiagk
McKinney (2015 discussed how group members created a CD to use after the group
ended, but following up on that use was not a plttie research.

Yet, the research from OOCallaghan 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 midiriueto be helpful
after groups end.

Hearing Music Differently

Similarly, another membef thetreatment grief choispoke of her relationship
to music and her ability to hear music diffetgrats she traveled and in her daily routines.
Her experiencapplied to music in general, not a specific recording from the grief choir.
Similarly, ClementsCortes & Klinck (2016) discussed the role of intentional playlists/
CD compilations to assist adult grievers in their grief group process. Music used in the
ClementsCortes & Klinck (2016) study included recorded improvisations, which could
be added to their intentional playlist. In the model by Clem€ptses & Klinck (2016),

the music therapist encouraged participants to set aside time during the weelatb inter
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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 OOCallaghan et al., (2013) study reinforced the idea of a edntinu
relationship between music and grief. Two categories from the OOCallaghan et al., (2013)
study could apply to the member who heard music differently, in that, during their study,
they found that @rticipants recommeted music for other people wheeregrieving.
They also noted thateracting with music or avoiding music can reflect the mournersOQ
process of avoiding or confrontingief as needed by the grievers. Yet, tleatment
grief chorOsexperience of randomly hearing music and feeling connéctésk spouse
and grief appears to need its own category within the role of music in grief.
To Sing or Not

Onetreatment grief choimembeywho took the recording of the choir on her
international tripspoke ofa meaningful experience when she \stening to the choir
sing OThe Washing of the Wa@#s it was being recordeshe could only listen and
cry. She reported feeling bad that she couldnOt sing at the moment, but as she reflected on
the experience, she saw the whole experience as a gifsanday to respect her
privacy.Permission to sing or not sing was a valuable experience to this member.
Camaraderie with a Music Therapist

Several researchedsscuss the role of the music therapist in supporting grievers
and creating relationships (ClemtsCortes & Klinck, 2016; Hoyle & McKinney2015
lliya, 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 wasAunique.
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treatment grief choimember 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 connectedhe music therapist who was singing that part with
her. When the music thepést would look at her, to help her come in at the right place,
the member reportegkperiencinga OcamaraderieO 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 mudianother member. The
treatment grief choimember would play the piano in honor of her husband and the
group would listenA group member stated that listening to the piano was a OgiftO that
allowedherOto feel her emotion with higne pianist]Oin thetreatment grief choia lot
of meaning occurred from listening to someone else perform. It appeared that being a
listener to other grieversO® music was a valued experience figatmeent grief choir
Leaving the Session Sad

A differenttreatment grié choir member spoke of feeling sad when the session
were over, that she would leave the treatment grief choir feeling sadder than when she
arrived. Yet, be was able to find meaning in the sadness and saw the experience as
another means of processing peef. 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 dager,which became a release for her gridany others have
written about te Oroller coasterO effect of grief (Clem&usges & 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 tle example of theeatment grief choimember, 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

Thetreatment grief choitalked atength about the experience of making music
and listening to music. At the beginning of the sessions, members spgokiagf
tentative abousinging. They were worried what the others would think of their voice.
However,they were able to feel more cordiat during the process. As the group
processethe experiencehe members spoke of not worrying about OmistakesO and being
able to Olet gbdThey reported enjoying performing for each other.

Holistic experiences were also found in the Clem€uges ad 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 relationshifinz@tion. Another
main theme from the Clemen®ortes and Klinck (2016) study was the journey: with
subthemes of apprehension to discovery and normalizing the-oabester. The last
main theme was validation with stiblemes of projecting and relaxiagd honest self
expression. The Clemen®ortes and Klinck (2016) study used many diverse music
experiences when working with adult grievers.

lliyaOs (2015a) study related the individual music therapy grief work to a specific
grief theory and tested aepfic new intervention. Understanding the participantOs
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 changethe music experience. Similarly, ttreatment

grief choirwas proud of the lyrics they wrote for tgief Meditationsong. They talked
about the emotions that they were able to express in singing and in listening to music.
Thetreatment grief choialso talked about the changes they heard in their own music.
Connections

Membersof thetreatment grief choifound musical connections to one another as
they learned sorsgogether and as they expressed themselves more through the music.
The process oflarning songs together was unique totteatment grief choirOther
studies used songwriting and improvisation as the main music experiences (Glements
Cortes & Klinck, 2016Hoyle & McKinney, 2015; lliya, 2015a; Schwantes et al., 2011).
This current stdy took a more rereative approach and so the process of learning music
occurred.

Connections occurred while singing and also when listening to the recording of
thetreatment grief choirThese connections occurred both between members and within
each menber. This sentiment of connection is echoed in the case studies found in
ClementsCortes and Klinck (2016) and in lliya (2015a).

Several membersf thetreatment grief choispoke of feeling connected to the
choir when they listened to the recording #mat they intentionally listened to the
recording tacontinuethat supportAs stated earlier, the experience of listening to
themselves is unique to theatment grief choirbut listening to music outside of the

sessions is not.



Relationship to Music

Making music in the choir expanded their relationship to médienembers of
thetreatment grief choihad some relationship to music before they joined the research.
OOcCallaghan et al., (2013) documented the natural relationship betweeanausic
grievers. As me membepof thetreatment grief choireiterated, after being in trstudy,
she now haa deeper relationship to musicis deeper relationship helped her process
her grief in a way she did not experience before when she heard a song theé:demein
of her loved onevho died. Two of ClementsCortes & KlinckO€016) 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 outcolbegngfin a
music therapy grief group that oneOs relationship to music will expand and grow.

All of the music experiences discussed bytteatment grief choiwere positive.
The active and passive music experiences allowed musical connections t@abawed
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 Qustion 7: What was the meaning and experience of being in a standard care
grief group?
Experiences of thB8tandard Care Grief Group
Reasons to Volunteer
Thestandard care grief grouphared reasons why they volunteered for the

research. Alparticipants re&ed they needed help coping with their griefOne
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participantdescribed the need to join the resedrebause of bein@in a bad head space.O
Typically, individuals seek support groups for information and social support (Dageid,
2014) In this currenstudy, members of thr@andard care grief groupvere motivated to
join because of the intensity of their grief. Two of the participants stiatgdsawthe
grief choir as lessitimidatingthan a verbal group and had hoped to be inrdsgment
grief char. Similarly, two recruits dropped out of the study because they were assigned
to thestandard care grief groupnd not théreatment grief choirWhile the two
participants, who did complete the study and wanted to be ineifiienent grief choir
were andomly assigned to tistandard care grief groughey emphasized that they were
ultimately happy with their group.
Concerns Before Attending

Before attending a sessiame participanof thestandard care grief groupras
worried what the experience widwe like, and expressed conceaf®ut people crying
Oallof the timeOPerhaps this statement gives insight into the participantOs style of grief
or what this person experienced from other griewées.two other participants stated
they had no expedians and were not concerned about attending the sesditwes.
considering similar statements made fromtteatment grief choirit appears that some
people may have concerns about attending a grief support group no matter the type of
group. At the sameme, itOs not unexpected that individuals might have had some
reactions or hesitations about joining a research grief support group.
Interventions

When the rembers of thatandard care grief grougescribedheir group

experience, they focused the vaious interventions used during the sessions. These
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included talking about their feelingslking aboutriggers that occurred during the past
week, addressing OshouldO statements, experiencing permission associttedreith
journey and a closingtual that was developedll of the interventions described are
standard techniques within the grief counseling literatidtam(phrey 2009; Rando,
1993). The members of tiséandard care grief grouptated that these interventions were
helpful.
TenderHearted

Beyond interventions, the membe@fsthe standard care grief grouppoke of
how everyone in their group was Oteruearted.O They described OteheartedO as a
compassionate way of interacting with each other. It also represented the empathy that
came from everyone experiencing the death of someone signifgiaoé everyone in
the group was Otendeearted)dgroup cohesion followed easily. While a generalization,
it might be a fair assumption that this means of interacting with each other gled hel
members of the group feel welcomed and safe, which are concepts discussed in the
literature Humphrey, 2009
Surprises

When talkingabout experiences of tis¢andard care grief groughe participants
reported some surprises. They were surpriseceansights they gained about their own
grief and about their larger understanding of giidk literature concerning grief
counseling is filled with these topicddimphrey, 20090tt, Lueger, Kelber, & Prigerson,
2007 Rando, 1993). Often goals of griefunseling include clients gaining knowledge

about their own grief, learning about grief and what can be expected (Humphrey, 2009).
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Facilitator

Thestandard care grief groufelt that the facilitator was important to their
positive experienceln the liteature surrounding grief work, it is recognized that the
grief counselor is indeed influential (Worden, 2009). Friedrichsen, Hajradinovic,
Jakobsson, Sunberg, Jonsson and MilbergOs (2014) participantsO discussed how the
facilitator helped them take risks tliscover 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 currentdly, participants of thetandard care grief groupighlighted
the facilitatorOs professional skills and a specific poem she brought in to share with the
group. Perhaps there is an overlap in whasthedard care grief grouparticipants refer
to as proéssional skills and what the participants from the Friedrichsen et al., (2014)
study viewed as respectfulness and ability to guide a presbdwing process.

The Experience Impacted the Perception of Grief irBtiamdard Care Grief Group

Beneficial

Thestandard care grief groupriefly 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

personalmsight about their grieving process.
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Meaning Found in th&tandard Care Grief Group
Experiences Theyiked

Thestandard care grief groupeported several elements that they liked about
their group. Members reported feeling connected to one anotheyr.aigo liked their
group facilitator.

The iming of the group was anothssue that was liked:hey appreciated that
the research occurred during the holidays. They felt that they needed the support of the
group during that difficult time. This appration 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 ngi 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 werghreemain 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 whéattperson did not return.

The othedislike was with the struggle of leaviregsession feeling sadder than
when they arrived. This experience led some mendfdhe standard care grief group
to question if the group was helping or making the grief e&pee worse. They

eventually did decide that the group was helping, not harming.
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Struggling with feelings that arise from grief, like leaving a session feeling sad, is
a common experiencélmphrey, 2009Rando, 1993; Wong, 2008). What was striking
aboutthis 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.

Findly, members of thetandard care grief grouptated 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 eght page
long, totaling 111 questionthese tools required a lot of energy and attenfdtimaier
(2011)has similarly criticized such assessment practices.

As noted in the previous group, a person not fitting in was a negative experience.
Again, each partipant was screened for appropriateness but clearly with these two
people, something happened or was missed in the assessment process.

Poetry

Thestandard care grief groupeported three events that stood out as significant.
One was gpoem that the facilittor brought in. However, they could not remember the
title. Bringing in poems or other works of art are somewhat common practices of grief
counselorsflumphrey, 2009Rando, 1993, Worden, 2009). This significant event could
parallel the music therapistsitiging in songs for the grief choir that were seen as Ojust
right.O
Interactions with the Facilitator

Another significant event was how well the group and the facilitator worked

together. Members of tretandard care grief groupingled out several charteristics 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 OtetmartedO connections with each o#iret that

the facilitator responded well to their tendrarted wag. Rando (1993), Worden (2009)
and Wong (2008) particularly stressed the theraghisht relationship. They recognized

that having a good working relationship was crucial to success. It appestaritiard

care grief groupechoed this element of grief wo
A Chance Meeting

Finally, two members of thetandard care grief groudiscovered a unique
connection to each other. Oparticipanthad known anothararticipantOdeceased son.
This chance meeting was striking to both participants involved, andmgéario the
entire group. Unfortunately, any deeper meaning of this coincidental encounter was not

discussed further in the interview.



CHAPTER 7
INTEGRATED QUESTIONS
In this section, | will examine how the phenomenological results of thily st
relate to the quantitative resulthdresults from each phase are elaborated and

interpreted in sequence and relativéhiintegrated research question.

Research Question 8: Can the qualitative data be used to explain the quantitative data?
Arethese two types of data similar? If not, what are the notable differences?

The domains of grief, coping, energpcial supporand health will be examined

individually to better understand the rédaiships between the two types of data.
Grief
Both Graups Improved

Overall, thesample size of this study was too low to deawgtrue conclusions
about the participantsO perception of giiébst significant findings for thereatment
grief choirrelated to gef were withinsubjects effect These findigs demonstrated that
thetreatment grief choimay have been as effective as skendard care grie§roup
when impacting the participantsO experience of grief.

Thestartof-session anéndof-sessiorNRS scores of perceived grighd the
Hogan Grief Inentory ChecklistHGRC)used during the RCT indicat¢hat both the
treatment grief choiand thestandard care grief grouperceived their amount of grief to
be lessThis result is supported in the data from the qualitative phase. Results of the

treatmen grief choirand thestandard care grief chointerviews 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 cetesit results, the question then becomes, how did
each group impact the participantsO 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 piaipantsO 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 cabe compared easily in Figure.IBhese elements relate to
participantsO discusss of how the research influenced their experiences of grief. Each

of these areas was discussed@pth in the qualitative discussion section of this chapter.
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Figure 19 Datafrom Interviews that may have InfluenceartitipantsO #erierce 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 whave difficulty expressing their emotions
verbally or who are intimidated by talk support groups. As one member stiataard
care grief groupstated,

| knew | would probably benefit from something like talkingEbut it sounded

really intimidating. Therthe singing thing came in the mail and | was like, well

then | donOt have to talk to anyone and | can sing and see what happens.



! Rc_

This person was randomized to #tendard care grief groymnd not thereatment grief
choir as hoped.

A grief choir may apeal 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 théreatment grief choistated, Ol was very adamant | wanted to be in the
music group. And itOetause music has always been myagthroughout life and IOve
used it for years and years as my therapy.O It is also possible that a grief choir will not
benefit people with vocal cord issues. As one member cftémelard care grief group
remarked, OFane, | knew that with my partially paralyzed vocal fold that singing
though an hour session wasnOt gonna be possible.O
BetweerSubjects Effestn Grief

A significant betweersubjects effest(p = .02) was found between NRS eold
session grief scores tife standard care grief groupnd thereatment grief choigroup
in favor of thestandard care grief groupAfter looking at the data from the qualitative
interviews to explain this finding, many possible explanations may be offered.

From week one to wéeeight, both treatment groupsO scores improved. However,
from week eight to week sixteen, ttieatment grief choir@gief scores slightly
intensified, whereathe standard care grief group@ssened in intensitf.here are many
possibilities for this lsange at week eight for theeatment grief choias these results are
only cautiously interpreted because of the low number of participants. The most
significant change was the dropout of one member afélagment grief choir

During the interview, alinembers of thé&reatment grief choispoke 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 afsére left. A member stated, OAfter she left we felt freer

to speak up.O It is possible thattieatment grief choir@gief scores reflected an

increase because they felt safe to access more of their grief and their grieving process was
not confounded bg group member who did not fit in. If members froratreatment

grief choirfelt uncomfortable around this person, that discomfort may have occurred

from the beginning of the RCT.

Thetreatment grief choirQerbal interviews reflected a positive expege of
processing their grief after week eight. A member stated, Ol could feel the room change.
The dynamics changed, you could feel it.0 Another member stated, OThe experience
became better.O A third member stated, OThe mood was better, feelingheettdeft.O
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 thiasinging puts people in greater contact with their gOefe
finding from the focus groups was that songs trigger griegfeAtment grief choir
member stated, OMusic hits you at a level that nothing elsetdamp@ssible that music
elicitedemotionsmore readily than verbal discusssmf grief issuesAs a different
treatment grief choimember stated, Ol really didnOt want to hear that (song) because it
would make me cry. But it helped me work through it, it was really weifth®
combination of misic and lyrics may serve to intensify grief. The members of the

treatment grief choispoke of being aware of their emotions more when they were
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singing and as the study progresséhis awareness of emotions occurred talsdahe
latter part of the study

It is also possible that ttetandard care grief grouprasmore effectiveas an
interventionthan thetreatment grief choirVerbal bereavement support groups comprise
an approach to grief that has been developed and used clinically over time. Althsugh i
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, imeovati
method that will need to be refined with further testing.

Because the betweeubjects effects occurred in the esfesession NRS grief
scores and not staof-session NRS grief scores, perhaps there was an experience that
happened during theandardcare grief groupthat was not replicated within the
treatment grief choirwhich allowed thestandard care grief grouo feel better at the
end of the session. There were many differences in the interventions that were used
between the two groups. Asttd earlier, thereatment grief choiwas more
psychosocially focuseavhereas thetandard care grief groumcorporated some
problemsolvinginterventions. Perhaps the different focus of each group created the
betweenrsubjects effects.

It is possiblesome unknown issues occurred around week eight of the choir group
that influenced thé&reatment grief choirGsores. It is also important to note that grief is
not a linear experience. When talking about the grief experiencéreatment grief

choir menber made the following observation:
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You think youOve 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 personOs grief
experience. No two grievers are alike, and there is not one correct way of coping with
grief (Rando, 1993; Worden, 2009).0i8e unknown experieneeay haveoccurred that
was not discovered during the interview.

Coping
Both Groups Improved

Overall, thesample size of this study w#oo low to derive angrue conclusions
about the participantsO peatien of coping, although the statistical analysis revealed that
both groups improved significantly over time, and that both groups were equivalent in
effectiveness for improving participantsO perceived coping.

Measureselated to coping from the staot-session and endf-session NRS
coping used during the RCT indicate that both treatment groups left sessions perceiving
themselves as coping bett€his result is supported in the data from the qualitative
phase. Participants of both group interviewsadatid 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 groupat impacted the participantsO 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 peroegtigrief.
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 personOs
experience of grief was unique. Coping, however, refers to how the person magnga
their grief. Similar to the experience of grief, coping is also an individual experience.
This section reflects how the participants thought they wepengwith grief.

Helpful Aspects of Both Groups

As mentioned throughout the other discussiartises, 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, gaininggrel insights about their grief,
gaining universal insights about grief, and the timing of the group.

Coping Through Music
Deciding to Sing

Thetreatment grief choiused the music to help them cope with grief. Duting
treatment grief choimterview,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 thaoment, 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, Ol couldnOt sing. And | kefihtebad that | couldnOt sing, you know?
Like 10m supposed to sing the song. And then | thought, Ol canOt sing right now.O |
realized that itOs okay to just be silent.O This member went on to report that the group was
accepting of her way of coping withigf in that moment. She stated that the acceptance,
that being understood and being cared for in that moment was a gift. The other membersO
reactions and support validated her form of musically coping. Other members agreed and
found this musical way of gang with grief during théreatment grief choito be helpful
as well.
Musical Mistakes

The atmosphere of the group was relaxed, and musical mistakes were not a
concern. As ongreatment grief choimember stated when discussing playing the piano
for thegroup, Olt didnOt bother me as bad that | was making mistakes, | was playing in
memory of my husband.O 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 dtedyment
grief choirmembers would even laugh at their own musical mistakes.
Sharing Music

Sharing music was another technique used to cope with grief. There were two
components athis 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:
O(Name ofmusic therapist) was really open to us bringing in things or sharing things and

that was really good.O 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 othdds audience was mentioned as a helpful experience. A memberestthent
grief choirstated, Ol could feel that too with her. She was just really, really there sharing,
and | thought that was really great.O Listening to other grievers sing or pldyhappkn
in the session, or if recordings were available, outside of the session as well. A member
of thetreatment grief choistated,

IOve really been thankful that sheOs made music copies of stuff for us so we can

listen to that outside, all of us. $bstened to it last week and 1 just...it was just a

great moment of listening and hearing all the voices together.
As mentioned early, a member of tineatment grief choitook her recording with her to
another county as she participated in a grightithere. The recording helped her cope
with her grief when she was far away from tteatment grief choiand other supportive
people.
Expression in Music

The act of singing music is not enough when coping with grief. Expressing the
experience of griefusically requires an ability to share emotions through music. As the
research progressed, members oftteatment grief choinoticed their ability to be more
expressive in their music. Being musically expressive may also be related to the songs the
char 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 staveat Ol
surprised how it made me appreciate music that much more.O 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, O(music therapists) brought different music for us to tyldlguess
based on things happening in group, which really touched me personally.O In response to
this statement another member said, OYeah, there were some (songs) that felt significant.O
Experiencing Music Differently
Members of théreatment grief choistated they heard and experienced music
differently as a result of being in the choir. A member stated,
| sort of thought, Ooh maybe I10Il get back to my music,O and | have, at home,
personally, privately. | turned on the synthesizer and the organ ayetgt a
little bit and sungEl was surprised how it made me appreciate music that much
more.
Whereas another person stated, Olt was many of the same songs, itOs justE for me it was
my feelings, you know? Just how the grief had changedEyou know, | faié tilee my
old self.O Another member stated,
| had not been using musicESo as this has gone, IOve been able to find a
community and bring the music back into my life so now IOm listening to the
music a lot and itOs helping me work through the grief.
Heaing music can occur intentionally, as mentioned in the above quote or randomly as
mentioned by another who said,
| would do it again because | think it just taught me something, or helped me
through to make a shift through my grief El just got back frorexito, and
when | was there, | found different songs that were played or sang reminded me

of (spouseOs name) once again, and itOs good. [tOs good to have that experience,
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whereas before they would remind me of her, but | donOt know, itOs at a deeper, |
think a deeper level now.
Energy

Both Groups Improved

The significant finding for th&reatment grief choiwas awithin-subjects effect
(p = .05 for the NRS enabf-session scores. However, because of the sample size, this
result needs to be interpreted wéxtreme caution. This finding demonstrates that the
effects of thdreatment grief choimay have been comparable to st@ndard care grief
groupas influences on the participantsO perception of energy, i.e., the energy of both
groups improved signifemtly over timeNo 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 qualitativeDdesteriptions,
codes andu-codes from the phenomenology phase that addressed energy were not
present in anyf three interviewsThe subject of energy did not appear during the
interviews, and this was not a direct question posed to participants during the focus
groups.

SocialSypport

Standard Care Grief Group Improved

Overall, thesample size of this study w#oo low to derive angrue conclusions
about the participantsO perception of social suppbere were no significant findings
for thetreatment grief choirand a betweaesubjects effects was found in favor of the

standard care grief groughat isthe standard care grief grouperceived greater social
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support than theeatment grief choirThis result wa not supported in the data from the
gualitative phaselhereforeyesults from the RCT and the phenomenology stifigr;

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 thetreatrrent grief choirand thestandard care grief grougdiscussed
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 gnountervention, and both groups identified the same social element

of being with one another as helpful.
Treatment Grief Choir

Several statements from ttreatment grief choimterview revealed that thedid
feel socially supported by their treatmdntfact, 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 ttreatment grief choimterview. Within the category of
Songs, two suoategories emerged moected to social support: members discussed how
sharing songs was viewed as a means of supporting one another, and how members were
each otherOs audience. Both-satlegories spoke to their desire to support one another
and to receive support from anoth€hese sutategories also reflected the ways they

interacted with one another through music.

Under the category of Musical Connections, the followingsatiegories related

to perceived social support. Members spoke of finding a community in theathoir,
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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 InteracticaisdRehips,
thetreatment grief choimembers 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 catéddrg Music

Therapist, members spoke of feeling a camaraderie with the music therapists.

These subcategories indicate thattteatment grief choimembers 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 statediréatradnt grief
choir) is building a community of people who understand.O Another member stated, Ol
had support and thatOs what | think | really am gonna- thigsand the music.O A
different member stated, OIOm gonna miss it 100%. | was really looking forward to being
able to talk about what had happened during the past week and listening to others.O A
fourth member stated, OlOve gotten to know people and make some friends @, and
really special.O The last member stated, Ojust having the group here and seeing other
peopleEwnhat they say about itEhas changed, has given me some more insight.O
Members of théreatment grief choidirectly spoke about the social support they
received. When reviewing all of the stdategories of theeatment grief choirmany 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 thatatment griethoir

positively impacted their experience of social support.
Standard Care Grief Group

Thestandard care grief grouplso discussed social support. Four-sategories
emerged as relevant to social support. Twecatbgories were from the code Timing of
Group. First, connections between a memberOs 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 GraadedO is applicable. As
mentoned 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 subategory, sharing feelings with other grievers, also speake &otial
support that developed. Finally, the Closing Ritual had a social element as participants
held each otherOs hands while they said goodbye for the week. No other themes emerged

that could give insights to tretandard care grief group@erceptiorof social support.

One member of thetandard care grief grouptated, OIOIl miss the group and the
support and the encouragement to do the things that | need to do.O No other direct
statements about social support were made. Looking atahdard caregrief group
interviewmaostof the categories and s@lategories 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

Thetreatment grief choihad el@en subcategories 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
guantitative datan contrastthestandard care grief groupad four sukcategories and
one direct quote that related to social support, yet, their results for the MSPSS were
higher than théreatment grief choirlf one was to look only at the qualitative data, it
might be easy tomaginethat thetreatment grief choiwould perceive more social

support than thetandard care grief group

After reviewing the relevant codes and sdules of théreatment grief choirit
appears that most of the codes relating to social support can bexteskadth the
emotional/companionship and validation forms of social support. Similar results can be
made for thestandard care grief grouBased on the interviews, it appears that both
groups received some form of emotional/companionship social sugmbvialidation
social support. Both groups perceived the same form of social support, fretheent

grief choirspoke of these forms of social support more often thastémelard care grief

group.

The results from the qualitative study do not explheresults from the
guantitative study. More questions arise. If tite@atment grief choidiscussed so many
social support aspects of the choir, why were their RCT results not lgitlesBmething
else influenced their RCT data? If thiandard care gef groupOdata 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, thesample size of this study w#oo low to derive to anyue
conclusionsabout the participantsO perception of heditirere were no significant
findings for thetreatment grief choir The analysis fromhe NRS endf-session health
scores dmonstrated that tretandard care grief groupnproved significantly from week
eight to week sixteewhereas thé&reatment grief choidid not.

Healthwas not directly discussed during any of the focus group interyiews
therefore itOs not possible to pame the two studie®escriptions, codes and sabdes
from the phenomenology phase that addrebsatthwere not present itheinterviews.

It is unknown why this domain did not occur during the interviews. It was also not a

guestion that was posed ditly to the focus groups.
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Limitations
Small Sample Size

There were many limitations to this research. First and foremost was the small
sample size for the RCT. While recruitment materialeeveent to 4,392 people only
fourteen people volunteered and nine completed the study. As stated throughout chapter
four, six and sevemuchcaution should be used when interpreting or generalizing the
results.

It is unknown why people did not participaRecruits 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 researchecause 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 groupl® it possible they were not interestedgmoupwork? It is also worth
noting that it was the expence 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 andollow
phone calls tended to reach mgsevers, who indicated that they did not need to come
in for bereavement service&riefis not a prescriptivenesizefits-all experience; it

would be important to have many options for grievers.
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Cultural Limitations

The participant demography weaslturally 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 fiftye years old or older. Three participants
reported being Christiamhree reported being natenominational, 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,
participantsO socioe@mic 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 supmarergy or health.

No Control Group

When designing the study, the decision was made to ste@dard care grief
groupinstead of a control no treatment group. This decision was made due to the
vulnerability of the population. Expecting grievers to naeree 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 distingsh 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 sometimesingled out in the research literature. No such delineations were

made in this research. However, by incorporating phenomenological interviews to help



! PRF

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, Othe results or conclusions of a trial are systematically distorted by
knowledge of which intervention each participant is receiving®O (Jadaki&, 2008, p.
33). In this study, thetandard care grief groufacilitator knew which participants were
receiving that intervention and teeandard care grief groufacilitator was aware of the
experimental treatment intervention. All participants wasare of the intervention they
were receiving. Similarly, the data collector was not blind as she was aware of which
participants were receiving which intervention.

ResearcherOs Dual Role

Likewise, this researcher was aware of the participants who we@irg 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
thatcould have beetherapists for the research. The mukerapist who cdacilitated
theoriginal grief choirhad 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. Luckélsetivas a second
music therapist cteading thereatment grief choirWhen 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 secuondic therapist was the

primary boundary setter because of this researcherOs 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 St Q)
interpretative caution should be exercigsdten considering clinical implications.
However, some insights attained from this research may be related to cliniti@eprac
The results from the RCT and the phenomenological study indicate that a grief
choirmaybe an effective and meaningful experience for adult grievers when considering
effects of grief. Most significant findings for theatment grief choirelated o grief
were withinsubjects effectbom the RCT, and verbal insights validated that the
treatment grief choiwas meaningful to participantsO grief experieficese findings
demonstrated that theeatment grief choimayhave been as effective as sti@ndard
care grief groupvhen impacting the participantsO experience of grief. As discussed
before, several aspects of theatment grief choimay have influenced the participantsO
experience of grief including the songs chosen, permission to sing, disterting 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 neegpising humor,
having permission to talk or not and gaining insight about the grief process. Results do

notindicate that théreatment grief choiwas more effective thanstandard care grief

group.
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The results from the RCT and the phenomenologitaly indicate that a grief
choirmaybe an effective and meaningful experience for adult grievers when considering
how participants perceived themselves coping. The significatibgs for thetreatment
grief choirwere primarilywithin-subjects effeg and interview insights validated that
thetreatment grief choiwas helpful to participantOs perception of copiffiese
findings demonstrated that ttreatment grief choimayhave been as effective as the
standard care grief groupsheninfluencing tte participantsO perception of coping with
grief. As discussed before, several aspects afélagment grief choimay have
impacted the participantsO perception of coping including the degiaking process
associated with when to actively participagzsus 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 othersO music inside the session
and then outside the session, expressimotion 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 danotindicate that théreatment grief choirwas more effective thanstandard
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 choimay notbe an effective and meaningful experience for adult
grievers when considering how participants perceive social support. There were no
significant findings for théreatment grief choiregarding social support and a between

subjects effect was found favor of the standard care grief group. Howevesuls from
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the qualitative phasappear taontradict this finding. As discussed before, several

aspects of theeatment grief choimay have impacted the participantsO perception of
social support icluding, use of sharing songs, ability to be each otherOs 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 choirmaybe 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 rédgtions

Length of Choir

How long should a grief chooperat® There are no quantitative data to answer
this question. However, limited suggestions can be made based on the qualitative results.
During interviews for théreatment grief choirthe question dength of time appeared.
Thetreatment grief choistated they desired a few more sessions and were already
missing it, one week later. Theatment grief choimet for sixteen consecutive weeks.
They recommended having a few more sessionstréaementrief choirwas 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 fortifleatment grief choiwere 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@esgéirthey 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 experienea®l 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 beforadding 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 ea¢ntient group over the
other. All participants of the#eatment grief choirecommended 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 intervidwese were issues with a member
needing boundaries set or realizing that the group wasnOt 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 composi



! PRS

Role of Therapist

Thetreatment grief choistated that having a boacértified music therapist
facilitate the group was important, and they recognized that the music therapistsO skills
went beyond the music. The participants recognized and@ai@e 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.

Participans 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 Olift people up,O not blaming members or
distancing the, an ability to bring in music that was viewed as Ojust right,O to provide
vocal coaching and create a camaraderie.

Empowerment

When reviewing the results from the qualitative interview tteatment grief
choir reportedthathaving been part of a praagewas 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 artrsing, to talk or not talk, and to have recordings to use on
their own. Therefore, it is recommended that opportunities for participantsO
empowerment be considered when designing a grief choir.

Beyond Singing
Thetreatment grief choisuggested includgmore 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

Thetreatment grief choirspoke 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 lumor. 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.

Recommendation®f Future Research
Replicate

Theprimary purpose of this study w# compare theutcomesf a 16week
treatmenigrief choirand a 16wveekstandard care grief groupnd to then compatee
experiences gbarticipation To accomplish this objective tao-phasesequential
explanatorymixed-methodslesignwas implementedrhis 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 musierétpy. While a mixeanethods design was
a large undertaking, it is recommended that a mimethods 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 healthcamades of evidenebased research. The
phenomenological design allows for participantsO 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 appraliémhis 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 th&gudy 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 undsanding 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 isotone of the more commonusic 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 scertainment biaadditional 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 totakow
researcher only to be the researcher. Having many research assistants to help with
allocation, implementing the interventions, and data collegtiond be ideal; it would
be necessary to blind them to the participantOs intervention. It is alsdepossiplicate
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 itingsapist needs further
research.
Beyond Replication

Thetreatment grief choiwas 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 howetgrief 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. Reseainf 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, | had assumed thatethiienent grief choiwould
participate in some forrof performing. Unfortunately, they did not feel comfortable
agreeing to this invitation during the studyen, after the treatment ended, they
regretted not performing.hus, a key component of tireatment grief choiprocess 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 otheatsgbries
of grief that ned further investigating, such as disenfranchised grief, grief due to suicide,
grief due to death of a child, grief of spouses, and complicated Aisef. 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 howraygrie
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personOs culture influences their experience of music therapy. This understanding may
also lead taecommends that need to be developed in the future to identify those who
may benefit more from grief choir or standard care. Also, cultural issuegiugy

insights about those who may have contraindications.

I 1 The interview from théreatment grief choigave insights about the use of music
outside of sessiorY.et more questions arose from these insights. Do people continue to
cope well with grief aftea 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
challengeslo 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 A

Lr1et and Music Study

|
« CarePartners

Rehabilitation | Home Health | Adult Care | Hospice

Grief and Music Therapy
Research: A Grief Choir

Who?

* Any person over the age of 18 years old
Grieving the death of another person within
the last 2 years

¢ Speaks English

* Has not been to grief counseling before

* I am researching the effects of a Grief Choir
People who participate in this research will either be assigned to a grief
choir or a verbal grief group
The groups meet once a week for one hour for 16 weeks
People will be invited to attend a focus group after the 16™ week,
where they can share their opinions about the grief choir or verbal
group.
There is no financial compensation for participating

Interested in participating?
Please call the CarePartners bereavement department to learn more about
this study. 251-0126

Apmig d1sny pue joran
Apnig d1Sn pue Jorin
Apnig d1sn pue jorin

Apnig d1snjy pue jorin
Apnig d1snjy pue jorin

Apnig dIsnjy pue jorin
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Permission to Take Part in a Human Research Study Page ! "#$%

Temple IRB App roved

06/03/2015

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.

Investigatorand DepartmentLauren DiMaio Music Therapy Department at Temple University

Why am |being invited to take part in this research?

We invite you to take part in a research study becgmseare an adult, over the age of 18, speak
English and are grieving due to the death of a loved one.

What should | know about this research?

X Someone wilkexplain this research to you.

Whether or not you take part is up to you.

You can choose not to take part.

You can agree to take part and later change your mind.
Your decision will not be held against you.

You can ask all the questions you want beforedecide.

X X X X X

Who canl talk to about this research

If you have questions, concerns, or complaints, or think the research has haodngaatthe research
team atdimaio@carepartners.org; 68 Sweeten Creek Rd Asheville, NC 288057828506 orDr.
Cheryl Dileo at cdileo@temple.edliemple University Boyer College of Music and Datgesser
Hall 2001 North 13th Street Philadelphia, PA 19122 -2058542.

This research has been reviewed approved by ainstitutional Review BoardYou may talk to
them at(215) 707-33900r e-mail them atirb@temple.eddor any of the following:

Your questions, concerns, or complaints are not being answered by the research team.
You cannot reach the research team.

You want to talk to someone besides the reseaash.te

You have questions about your rights as a reseagject

You want to get information or provide input about this research.

X X X X X

Why is this research being done?

P[P

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, fikesic therapy. The purpose of this study is to understand

how a music therapy grief choir influences the experience of grief for adults.

Document Revision DateJune 4, 2015



Permission to Take Part in a Human Research Study Page 2 of 4

How long will I be in this research?

We expect that you will be in this research for one hour a week for 16 week, then a one time focus
group that will last no more than 2 hours.

What happens if I agree to be in this research?

If you are interested in being in the research you will call the CarePartners bereavement department at
828-251-0126 and schedule an Intake time. You will then meet with a grief counselor individually
who will get to know you and your grief experience. Together, you and the grief counselor will decide
if participating in this research might be helpful. By the end of the intake time (about 30-45 minutes),
if you still want to be apart of the research you will either be assigned to the grief choir group or the
verbal grief group.

The grief choir is a like a choir and like a support group in one. There will be opportunities for the
participants the share their feelings and experiences associated with grief verbally. Along with talking,
participants will learn how to take care of their voice, how to breathe when singing, and they will learn
choral music designed for this special group of grieving people. No choir experience is needed nor an
ability to read music. There will be two board certified music therapist as facilitators. One will play the
piano and the other will sit with the participants and sing with them. Participants will be encouraged to
share verbally and to participate in the music experiences if they feel comfortable. The music
experiences are designed to honor the person who has died and allow the participants to express their
grief.

The verbal grief group is a group where participants can share their feelings and experiences associated
with grief through talking. The facilitator will encourage participants to be involved in discussions
around grief. The facilitator will use verbal techniques to help participants continue a relationship with
the deceased and to express the participants grief.

You will receive this information in the mail. One week before the groups begin, you will complete
three measurement tools. You will be asked to complete them again after sessions on weeks 4, 8, and
12. Then, the next week, the group begins. It is one hour every week for 16 weeks. There is a quick
measurement tool to do before and after each group session. Two weeks after the group ends, you will
be asked to join a small group of other participants and discuss what it was like. These small groups
will be lead by a research assistant and audio recorded. The conversations will be transcribed and used
to better understand the experience. Later, you will be sent a copy of the transcripts and a summary of
how the researcher understands the conversation and ideas. You can share your opinion and request
any changes at that time.

The treatment you get will be chosen by chance, like flipping a coin. Neither you nor the study
researcher will choose what treatment you get. You will have an equal chance of being given each
treatment.

When the study is over you have the opportunity to join the group you were not assigned to.

What other choices do I have besides taking part in this research?

Instead of being in this research, you can be apart of the routine bereavement services from
CarePartners Hospice. There are opportunities for individual sessions and other grief groups.

Document Revision Date: June 4, 2015
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What happens if I agree to be in this research, but I change my mind later?
You can decide to leave this research. Nothing happens other than you stop coming to the group
sessions. You can let the researcher know why you are leaving if you want to.

If you decide to leave this research, contact the research team so that the investigator can let the group
facilitator know you will not be coming back. The data that has already been collect to the point of
withdrawal will still be used.

Is there any way being in this research could be bad for me?

It is possible that you may decide that talking about your grief is harmful instead of helpful. You may
also feel that listening to other people’s grief experience is harmful. There are no known physical risks,
but the psychological ones mentioned above are possible. It is possible that your private information
some how becomes disclosed. There are no known legal risk, social risk or economic risk.

Will being in this research help me in any way?

We cannot promise any benefits to you or others from taking part in this research. However, possible
benefits include finding relief from intense and painful grief experiences. You may feel a decrease in
loneliness/isolation due to your grief. Your presence and compassion may be helpful to others in this
study.

What happens to the information collected for this research?

To the extent allowed by law, we limit the viewing of your personal information to people who have to
review it. We cannot promise complete secrecy. The IRB, Temple University, Temple University
Health System, Inc. and its affiliates, and Mission Health system may inspect and copy your
information.

We may publish the results of this research. However, we will keep your name and other identifying
information confidential.

Can I be removed from this research without my OK?

The person in charge of the group you attend can remove you from this research without your
approval. Possible reasons for removal include if a person becomes inappropriate and harmful for the
therapy process. For example, if the person consistently becomes belligerent towards other person.

What will I be paid for taking part in this research?
There is no payment for participating in this research.

What else do I need to know this research?

If you wish to know the results of this research, we are happy to share them with you. Please let us
know if you would prefer to have them through email or postal mail.

Document Revision Date: June 4, 2015
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Signature Block for Adult Subject Capable of Consent
Your signature documents your permission to take part in this research.

Signature of subject Date

Printed name of subject

Signature of person obtaining consent Date

Printed name of person obtaining consent

Document Revision Date: June 4, 2015



APPENDIXD
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 yoware coping with your grief at this moment.

Notatallcopingl 2 3 4 5 6 7 Coping extremely well

Please rate your energy at this moment.

Noenergy 1 2 3 4 5 6 7 Fullofenergy

Please ratethe intensity of your grief at this moment.

Notintense 1 2 3 4 5 6 7 Mostintense

Please rate yourhealth at this moment.

Poorhealth 1 2 3 4 5 6 7 Greathealth

Created by this researcher

PL



APPENDIXE

Hogan Grief Reaction Checkist

This questionnaire consists afist of thoughts and feelisghat you may have hathceyour
loved one has died. Please read each statement carefully, and choose the number that best
describes the way you have been feptiuring thepast two weeks, including today

P[S

Circle the number beside the statement that best describes you. Please do not skip any items.

Does not Does not Describes Describes Describes

describe  quite me fairly mewell mevery
me at all describe well well
me

My hopes are shattered 1 2 3 4 5
| have learned to cope better with life 1 2! 3! 4l 5!
| have little control over my sadness 1 2! 3! 4 5!
| worry excessively 1 2! 3! 4! 5!
| frequently feel bitter 1 2! 3! 4 5!
| feel like | am in shock 1 2! 3! 4! 5!
Sometimes my heart beats faster than it 1 2! 3! 4 5!
normally
does for no reason
| am resentful 1 2! 3! 4! 5!
| am preoccupied with feeling worthless 1 2! 3! 4 5!
| feel as though | am a better person 1 2! 3! 4l 5!
| believe | should have died and he or she 1 2! 3! 4 5!
should
have lived
| have a better outlook on life 1 2! 3! 4! 5!
| often have headaches 1 2! 3! 4 5!
| feel a heaviness in my heart 1 2! 3! 4! 5!
| feel revengeful 1 2! 3! 4 5!
I have burning in my stomach 1 2! 3! 4! 5!
| want to die to be with him or her 1 2! 3! 4 5!
| frequently have muscle tension 1 2! 3! 4! 5!
| have more compassion for others 1 2! 3! 4 5!
| forget things easily, e.g. names, telephone 1 2! 3! 41 5!
numbers
| feel shaky 1 2! 3! 4 5!
| am confused about who | am 1 2! 3! 4! 5!
| have lost my confidence 1 2! 3! 4 5l
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I am stronger because of the grief I have
experienced

I don’t believe I will ever be happy again
I have difficulty remembering things from
the past

I frequently feel frightened

I feel unable to cope

I agonize over his or her death

I am a more forgiving person

I have panic attacks over nothing

I have difficulty concentrating

I feel like I am walking in my sleep

I have shortness of breath

I avoid tenderness

I am more tolerant of myself

I have hostile feelings

I am experiencing periods of dizziness

I have difficulty learning new things

I have difficulty accepting the permanence
of the

death

I am more tolerant of others

I blame others

I feel like I don’t know myself

I am frequently fatigued

I have hope for the future

I have difficulty with abstract thinking

I feel hopeless

I want to harm others

I have difficulty remembering new
information

I feel sick more often

I reached a turning point where I began to
let go

of some of my grief

I often have back pain

Does not
describe
me at all

1
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I am afraid that I will lose control

I feel detached from others

I frequently cry

I startle easily

Tasks seem insurmountable

I get angry often

I ache with loneliness

I am having more good days than bad
I care more deeply for others

Does not
describe
me at all

P b e e e e e e

Does not Describes

quite
describe
me

(\SHLNSTN SRR SRS M ST S B S I S )

me fairly
well
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me well

L R A i

Describes
me very
well
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APPENDIXF

RAND

CORPORATION

RAND > RAND Health > Surveys > RAND Medical Outcomes Study > 36-ltem Short Form Survey (SF-36) >

36-Item Short Form Survey Instrument
(SF-36)

RAND 36-Item Health Survey 1.0 Questionnaire Items
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The following items are about activities you might do during a typical day. Does your
health now limit you in these activities? If so, how much?

Yes, Yes, No, not
limiteda limiteda limited at
lot little all

3. Vigorous activities, such as running, lifting heavy objects, 1 2 3

participating in strenuous sports

4. Moderate activities, such as moving a table, pushing a 1 2 3

vacuum cleaner, bowling, or playing golf

5. Lifting or carrying groceries BB 2 3

6. Climbing several flights of stairs 1 2 3

7. Climbing one flight of stairs BB! 2 3

8. Bending, kneeling, or stooping 1 2 3

9. Walking more than a mile BB! 2 3

10. Walking several blocks 1 2 3

11. Walking one block 1 2 3

12. Bathing or dressing yourself 1 2 3
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During the past 4 weeks, have you had any of the following problems with your work or
other regular daily activities as a result of your physical health?

Yes No
13. Cut down the amount of time you spent on work or other activities

1 2
14. Accomplished less than you would like

1 2
15. Were limited in the kind of work or other activities

1 2
16. Had difficulty performing the work or other activities (for example, it took extra
effort) 1 2

During the past 4 weeks, have you had any of the following problems with your work or
other regular daily activities as a result of any emotional problems (such as feeling
depressed or anxious)?

Yes No
17. Cut down the amount of time you spent on work or other activities BB! 2
18. Accomplished less than you would like 1 2
19. Didn't do work or other activities as carefully as usual 1 2

20. During the past 4 weeks, to what extent has your physical health or emotional
problems interfered with your normal social activities with family, friends, neighbors, or
groups?

1-Not at all

2 - Slightly

3 - Moderately
4 - Quite a bit

5- Extremely
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21. How much bodily pain have you had during the past 4 weeks?
1-None
2 - Very mild
3-Mild
4 - Moderate
5- Severe

6 - Very severe

22. During the past 4 weeks, how much did pain interfere with your normal work
(including both work outside the home and housework)?

1-Notatall

2 - Alittle bit
3 - Moderately
4 - Quite a bit

5- Extremely
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These questions are about how you feel and how things have been with you during the
past 4 weeks. For each question, please give the one answer that comes closest to the way
you have been feeling.

How much of the time during the past 4 weeks...

Allof Most A good Some Alittle None
the of the bitofthe  ofthe of the of the

time time time time time time
23. Did you feel full of pep? 1 2 3 4 5 6
24. Have you been a very nervous BB 2 3 4 5 6
person?
25. Have you felt so down in the B! 2 3 A 5 6
dumps that nothing could cheer you
up?
26. Have you felt calm and peaceful? BB 2 3 A 5 6
27. Did you have a lot of energy? 1 2 3 4 5 6
28. Have you felt downhearted and 1 2 3 4 5 6
blue?
29. Did you feel worn out? 1 2 3 4 5 6
30. Have you been a happy person? 1 2 3 4 5 6
31. Did you feel tired? 1 2 3 4 5 6

32. During the past 4 weeks, how much of the time has your physical health or emotional
problems interfered with your social activities (like visiting with friends, relatives, etc.)?

1- All of the time
2 - Most of the time

' 3-Some of the time
4- Alittle of the time

" 5- None of the time
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How TRUE or FALSE is each of the following statements for you.

Definitely = Mostly Don't Mostly Definitely

true true know false false
33.1seemto get sick a little easier than (' 1 2 3 4 5
other people
34.1am as healthy as anybody I know 1 2 3 4 5
35.1 expect my health to get worse BB 2 3 4 s
36. My health is excellent B! 2 3 4 s
ABOUT

The RAND Corporation is a research organization that develops solutions to public policy challenges to help make
communities throughout the world safer and more secure, healthier and more prosperous. RAND is nonprofit, nonpartisan,
and committed to the public interest.
1776 Main Street
Santa Monica, California 90401-3208
RAND? is a registered trademark. Copyright © 1994-2016 RAND Corporation.
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APPENDIXH

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) Yeslo
Marital Status: married single widowed

Spirituality

Relationship to theerson 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 irg&gons 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:

AY%#2B&@0(&401&$#B*2C&$*>"&$0&4A*33&0($&$%*+&401>&#+&D"33&#+&$%

To be filed out by Research Assistant
#
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¥ Can anyone describe what it wae attending the grief choir group?

¥ Was there anything anyone didnOt like about the sessions? If so can you

describe it?

¥l Can anyone describe anything specific, which stood out as being

significant or meaningful to you?

¥ Can anyone describe how the gramypacted youperception of grigfif

at al?
¥l 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 V/grled group?
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¥ Was there anything anyone didnOt like about the sessions? If so can you

describe it?

¥l Can anyone describe anything specific, which stood out as being

significant or meaningful to you?

¥ Can anyone describe how the group impacted getaeptiorof grief, if

at al?
Closing question:

¥ s there anything else you would want the researcher to know that hasnOt

been asked already?
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G: Well I think from myinterview to
begin with, yod know that was very
adamant | wanted to be in the music
group. And i® because music has alway
been my geo throughout life and®e
used it for years and years and years a
my therapy And | did not realize until |
actudly gotE | knew music would be
helpful, and | knew | wasbreaching out.
| had a network of a few people, but |
don®tend to, | tend to be and | was with
my mother and everybody, the strong o
|@n the one that has to do this and that
carry throughSo for the past yeafe
been doing that mostly. A

E: So id one of those things abagrief
choir is i® not just useful when y@e in
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the room for you, but® been helpful for
you after yo@e left, so you and K are
both, L also, okal .

G: And I®e really been thankful that SBe

very, very nice.

E: So recordings of this group of peoplg
singing together?

G: Right.
E: Okay.

L: | did the same with the recording€d
been listening to them quite and éitd
our group made a recording of Peter
Gabrield song@Vashing The Wat€kr
@Vashing Of The Wat€and | took it
with me to India. So that was a really hi
point for me with the group because, lik
G., | like to use music to help me. | ddn
consider mgelf a musical person at all,
butE and | didrdreally care how good of
bad we sounded on the recording, it wa
just like having that community come
with you to what you needed in the time
that you needed it.

E: Right.

J:1 was hoping to be in the musicogip
too becauseth interested in music and i
got me to singing again and humming
something | hadddone in years and

years y
You know, being able to think

of him andl found that when | would
leave here@ be rally crying and

ENEEEAIER N @:=

everything else, but | had not really
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| B: We always bring it back to the thagku cards

!
!
A: Which [ still havei®finished. !
!
|

B: In the very beginmg, that was one of my things | !
wasE it was November and my mom had passed in 'G<N:K:N!:::B<:IX:>FIM=:<K
May and so many people had helped me, and I®aq >F?2>IX<=<!=<;@HI<E

sent thankyou cards to themSo it just felt like such g !
weight on my shoulder$got here and | brought it ug ¥ "FLIG<=;@AIA<<E<I

one day and, Dnot here today, but D said she hédn >@!>GHBIN<! @KI>|

written her thankyou cards either, and then you héd >@=JI?M?!AU!

written your thankyou card& ¥ 'G<?0;>@!I>F<IG?:A
M=:<K7!MB:H>

A: And | still haver®finished them. @ at this point ¥ %<H>!;@N:?H!;BGG
ofE | dondeven know how to say it. So two weeks
ago, Marie wrote out kttle something for me to use.

E: Oh, great.

A: And here we are coming up on the for short side
and the unveiling, and | plan to write a note agsve
approaching thatl want to thank you for what you
did and let you know when e having the
unveiingE 1@ gonna try to make it into that.

B: All in one.

A: But | feel really badi®e lost other family member
since then, in the family, and people have gotten
married | still haver®even thanked thenand now
they@e getting married and | wantfo
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E: So there was some permission in the conversati| !
that you all had? !
|

A: That it was okay, it was okay to be where you w r:AE:AN

B: n |!

?AEX=@AM!X?J!I>@
C: Right. M=:4K

¥ 6<A<K:><E!K=@D!
A: |®e still been given thgiermissiorthat i@ still j<TG<=>kIMB:E:AM!
okay. M=:<KIV@BEA<J

¥ )<=D:;;: @A A@>1?!
B: Definitely. Something aboutbeing in the talk gro @A<!>:D<I<TG<=:<A

is that you were able to talk about some of the thin 2AEIM=:<|<=:IA<<E!
that were coming up for you and making connectio =<D:AE<=!
aroundE .otherwise, how do you know? You difido >F=@BMF@B>!V@E

thankyou notes, you did®do thankyou noteg |

dondknow if you did thankyou notes. :
C: 1 did mine. fame) did all of his. :
| did nearly 100. :
E: Oh gosh, okay. :
l

A: | think tha® wha® so overwhelming.

i AE:ANM
B: How many

C: But it® busywork and it was with nfyands, you ¥ "?HAMI?C@B>!>F:;
know? B<IX?;1?I1BA:LB<!
<TG<=:<AN<I>F?>IX
E: And tha® what you felt was helpful for you at tha F?=E!>@!E<;N=:C<U
time? ¥ <<E<E!>@!I?H:E?>5
<TG<=:<AN<IX:>F!
C: Yeah. @>F<=IG?=2NxAJ

B: It is good to give you a focus.
E: So it didbfeel as much a chore, it was

A: And | was having to go back to work and get my
life put back together aftepending two years caring
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for two aging parentd.finally had a little life back
and | actually got to go on a vacation and then |
stopped feeling guilty thatth enjoying life when |
should be home writing my thafjou notes.

E: So maybe what you learnees the@houldingd
wasrdhelpfuE that B. was saying, theBenot a
Bhoulddabout doing the notesvhen you did them is

when you did them.
!
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