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ARTICLE

The grief and communication family support intervention: Intervention
fidelity, participant experiences, and potential outcomes

Megan Weber Falka , Anette Alvarizaa,b, Ulrika Kreicbergsa,c, and Josefin Sveena,d

aDepartment of Caring Sciences, Palliative Research Centre, Ersta Sk€ondal Br€acke University College, Stockholm, Sweden;
bCapio Palliative Care, Dalen Hospital, Stockholm, Sweden; cDepartment of Women and Child’s Health, Karolinska Institute,
Stockholm, Sweden; dDepartment of Neuroscience, Psychiatry, Uppsala University, Uppsala, Sweden

ABSTRACT
This study aimed to evaluate intervention fidelity and explore participants’ experiences and
potential outcomes after participating in the intervention. Using a pretest post-test pilot study,
10 parentally bereaved families completed the three-session manual-based intervention with
a family therapist. Sessions were audio-recorded. Therapists completed an adherence checklist
to assess fidelity. Assessments via questionnaires and interviews occurred at one month post-
intervention and via questionnaires at baseline and six months post-intervention. This study
showed a high level of fidelity. The study shows preliminary evidence of the intervention’s
capacity to improve communication and relationships in parentally bereaved families.

Family communication has been shown to be a pro-
tective factor for children following a parent’s death.
Families who communicate openly about the illness
and death and express their emotions have been found
to have lower levels of anxiety, depression, and post-
traumatic stress (Howell et al., 2016; Pettle & Britten,
1995; Sedney, Baker, & Gross, 1994; Shapiro, Howell,
& Kaplow, 2014). Furthermore, higher quality commu-
nication characterized by the open sharing of thoughts,
feelings, and information, as well as limited conflict,
has been associated with fewer conduct or behavioral
problems in parentally bereaved children and adoles-
cents (Weber, Alvariza, Kreicbergs, & Sveen, 2019a).

Some bereaved children and families may need pro-
fessional support to cope with their grief because the
death of a parent is one of the most traumatic events a
child or adolescent can experience. Parentally bereaved
children often experience more psychiatric problems,
prolonged grief, higher levels of drug and alcohol use,
increased anxiety, lower self-confidence, and more self-
harm behaviors than non-bereaved peers (Ayers et al.,
2014; Bergman, Axberg, & Hanson, 2017; Bylund
Grenklo et al., 2013; Ellis, Dowrick, & Lloyd-Williams,
2013; Pfeffer, Karus, Siegel, & Jiang, 2000; Sandler
et al., 1992; Spuij, van Londen-Huiberts, & Boelen,
2013; Worden, 1996; Worden & Silverman, 1996).

Interventions for parentally bereaved children,
include group, family, and individual therapy, as well
as support groups. Currier, Holland, and Neimeyer
(2007) noted a lack of consensus regarding what
should be included in interventions for parentally
bereaved children, but found that relatively brief inter-
ventions might prevent psychological health problems
in children and adolescents. These findings were sup-
ported in a review by Bergman et al. (2017); these
authors further suggested that supportive programs
where the parent and children meet with a therapist
together are important, as it is often the first time
they talk about the loss and their emotions with other
family members. Chen and Panebianco (2018) con-
ducted a review of interventions for preschool aged
children who had experienced the death of a parent,
sibling, or other family member. All of the 17 studies
reviewed had a small sample size and the majority of
interventions, regardless of theoretical orientation,
included some type of psychoeducation. Interventions
included play therapy, expressive arts therapy, cogni-
tive behavioral therapy, and family therapy, with the
goal of helping parents and children normalize grief
experiences, express grief, develop coping skills,
improve parent-child communication, and improve
family relationships. Quantitative results from these
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studies were usually inconclusive with qualitative data
providing a positive narrative from participating
parents, which tended to support intervention effect-
iveness and meaningfulness.

Bergman, Axberg, and Hanson (2017) reviewed
interventions focused on parentally bereaved children
who were school aged up to 18 years. Group interven-
tions, family interventions, parental guidance, and
camp activities of varying theoretical orientations
tended to result in small effect sizes, possibly due to
the preventive nature of the interventions. Despite the
small effect size in most of these studies, the partici-
pating children reported that the interventions had
been meaningful for them. Of the 17 studies included
in this review, 15 were randomized controlled studies.
The most well studied intervention was the Family
Bereavement Program (FBP), which is a group based
intervention where parent and child groups meet in
parallel for 12 sessions. The FBP has been followed-up
longitudinally for 15 years. Randomized controlled
studies of the FBP have resulted in moderate-large
effects on children’s grief symptoms, health, behavior,
and self-esteem as well as improved caregiver mental
health (Sandler et al., 2003; Sandler et al., 2018).

The present study tested the manual-based Grief
and Communication Family Support Intervention,
which aims to reinforce open family communication,
provide psychoeducation on grief, and promote healthy
adaptation to bereavement. This intervention was
developed to fill the gap in services for parentally
bereaved children in Sweden. Bereavement support
services for children and adolescents are underprovided
in Sweden, likely due to a lack of clear divisions of
responsibilities and lack of clear routines regarding the
implementation of bereavement support interventions.

Approximately half of bereaved children and ado-
lescents in a Swedish report felt they were in need of
some type of help or support (Bergh Johannesson
et al., 2014; Bergman & Hanson, 2014). In some parts
of Sweden, the Swedish Church and other nonprofit
organizations offer bereavement support (Hansson,
2012). These efforts are often poorly structured, have
strict rules regarding who can participate (e.g., child’s
age, time since death) and are not evidence based
bereavement support interventions. As is the case in
many countries, when the parent has been cared for
in a palliative care setting, children are more likely to
have access to bereavement support than in other
health care settings due to palliative care’s emphasis
on caring for the whole family (Breen, Aoun,
O’Connor, & Rumbold, 2014; Payne, 2010; Radbruch
& Payne, 2010). Furthermore, mental health care for

children and adolescents in Sweden is divided into
specialized and primary care with each level of service
prioritizing the most severe cases with which they are
presented. This causes children and adolescents in
need of preventive care and those exhibiting mild-
moderate concerns, such as grief, often fall through
the cracks and not receive the care they need (Siren,
Wicks, Lindberg, & Dalman, 2018).

In a previous study (Weber, Alvariza, Kreicbergs, &
Sveen, 2019b), we described how the Grief and
Communication Family Support intervention was
adapted from the group based FBP (Ayers et al., 2014;
Sandler, Ayers, & Romer, 2002; Sandler et al., 2003)
to a family setting. In short, modules related to grief
and family communication were taken from the
group-based FBP intervention manual and modified
by combining complementary parent and child exer-
cises into one family oriented module. Like the FBP,
the Grief and Communication Family Support
Intervention aims to reinforce open family communi-
cation, provide psychoeducation on grief, and pro-
mote healthy adaptation to bereavement. The aims of
the current study were to evaluate intervention fidelity
and to explore family members’ experiences and
potential outcomes after participating in the Grief and
Communication Family Support Intervention.

Methods

Grief and communication family support
intervention

The Grief and Communication Family Support
Intervention comprises three 90min sessions with a
family therapist to talk about the family’s current situ-
ation, learn about grief and communication, and prac-
tice communication strategies. Family therapy
methods which focus on family relationships and
emotional processing through family discussion are
used together with cognitive behavioral methods such
as skills training and roleplay. The contents of each
session are shown in Table 1 and are described in
more detail in a previous study (Weber et al., 2019b).
Session one focuses on establishing a therapeutic alli-
ance and providing the family with psychoeducation
on grief and communication. Session two comprises
skills training modules including “I” messages, sharing
feelings, and active listening. In session three, the fam-
ily members learn a strategy for problem-solving and
use the other skills they have practiced in an exercise
where each family member shares a memento from
the deceased parent with the rest of the family and
the therapist. The sessions are manual-based and
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include the surviving parent and at least one child age
three years or older. The adaptation of the interven-
tion is described in Weber et al. (2019b) and was per-
formed by the research group and two therapists who
acted as intervention providers in this study.

Design

We used a pretest post-test pilot study in which all
participants were offered three sessions with a family
therapist. Due to the small sample size, a mixed meth-
ods design was chosen where the use of quantitative
and qualitative methods was predetermined and
planned prior to the start of data collection.
Quantitative data were collected via questionnaires and
followed up with qualitative interview data. These were
interpreted and analyzed systematically, leading to a
more complete understanding and increased credibility
of the results (Creswell & Plano Clark, 2011).

Participants

Participants were recruited from a questionnaire study
among surviving partners and children of individuals
who died of cancer in 2013, 2014 or 2015. Deceased per-
sons aged 25–65 years were identified using the Swedish
National Causes of Death Register and were then linked

to surviving children using the Multi-Generational
Register at Statistics Sweden. Children were between the
ages of 1 and 18 years at the time of their parent’s death.
If the deceased had been living in Stockholm county
with a partner, the surviving partner and children were
eligible for the study. Participating families were
required to reside in Stockholm county at the time of
data collection and speak and read/write in Swedish.

Five mothers and five fathers with a mean age of
48.5 years (Table 2) and a mean time since loss of
3.1 years at baseline elected to participate in the current
study along with their children, who had a mean age
of 11.42 years (n¼ 14; Table 3). There were no inclu-
sion or exclusion criteria with regard to mental or
physical illness, or having previously sought counseling,
therapy, or any other type of psycho-social support
and, as a result, participating families had sought prior
professional help to varying degrees (Tables 2 and 3).

Procedure

The study was registered at clinicaltrials.gov under the
Unique Protocol ID DRN 2016/1192/31/1 and
approved by the Regional Ethics Committee of
Stockholm. Parents completed a baseline questionnaire
for themselves and for each of their children. At the

Table 1. Session modules.
Session 1
The family’s new circumstances: The therapist learns about the family’s situation, what the family would like to improve, what the family is happy or

unhappy with as regards their daily life, relationships, and communication, and establishes a therapeutic alliance.
Psychoeducation about grief: The therapist provides the family with information about common grief reactions using a brochure.
Psychoeducation�what is “good” communication: The therapist presents a clear overview of strategies which can contribute to good communication,

such as using "I" messages and active listening.
Psychoeducation�what can make communication more or less difficult: The parents and children identify barriers to good communication and to identify

strategies which can ease communication in their family.
Summary of session 1: The therapist and family members summarize what was discussed and what the family members learned in the first session.

Session 2
Reflection from session 1: The therapist summarizes what was talked about in the previous session and families can ask questions or give feedback.
Hiding feelings: The family is asked to provide examples of feelings which people generally may try to hide, using feeling cards provided by the therapist.
Sharing positive feelings: Parents and children are asked to identify feelings, talk about feelings, and identify positive effects of sharing feelings with

each other.
"I" messages and active listening: Family members practice clearly and concisely expressing their thoughts and feelings using "I" messages and active

listening skills.
Family time: The therapist explains why spending time together as a family doing mutually enjoyable activities is important for bereaved families. The

family then discusses their thoughts and feelings on spending time together and brainstorm fun activities that they can do together.
Summary of session 2: The therapist and family members summarize what was discussed and what the family members learned in the second session.

Session 3
Reflection from session 2: The therapist summarizes what was talked about in the previous session and families can ask questions or give feedback.

Families tell the therapist about how family time worked for them during the previous week.
Problem-solving: The therapist introduces a method for problem-solving which the parent and children then practice.
Memento: Each person shares a memento with the other family members and therapist. Parents are asked to summarize what their children said about

their mementos, thereby showing their children that they have listened. Family members practice combining all the strategies they have learned by
sharing their thoughts and feelings and using "I" messages and active listening.

Family discussion: The family talks about their grief, including positive and negative changes that have occurred in the family since the parent’s death.
The therapist normalizes these changes and helps the family members see that they have the necessary coping skills to handle these changes. The
family should identify how their grief and/or communication may have changed during the intervention. The therapist should point out similarities
and differences from the grief discussion in session 1.

Conclusion and summary of the intervention: Family members are asked to summarize what they have learned as well as what communication strategies
they found to be helpful or useful. The family discusses which strategies they would like to continue using. The therapist gives the family feedback
regarding their progress and thanks them for participating.

DEATH STUDIES 3



end of the parent questionnaire, a brief description of
the intervention study was given and parents could
respond that they would like to participate, would like
more information, or declined participation. Parents
who indicated that they were interested in participat-
ing or would like more information regarding the
intervention were sent an information letter via e-
mail. The research team contacted these families via
telephone a few days later to answer any questions
about the study and to ask for verbal consent. If the
family wanted to participate, their contact information
was given to one of two therapists who would be con-
ducting the intervention, based on where the family
lived. The therapist contacted the family to schedule
the three sessions, which were held at the therapist’s
private practice.

Written informed consent was collected at the
beginning of the first session, at which time the thera-
pists also asked each family if their sessions could be
audio-recorded so that the research team could assess
intervention fidelity. Adolescents aged 15 years or
older were required to consent to participation and all
children were required to assent to participation in
accordance with Swedish law. Families could partici-
pate even if they declined to have their sessions
recorded. The therapists filled in a self-report checklist
for each session, indicating which modules from the
manual they had completed during that session. They
could add notes about each session, for example what
had worked well, what prevented them from complet-
ing a specific module, or specific issues that arose
which needed to be addressed before proceeding with

Table 2. Parent demographic characteristics (n¼ 10).
Item/Question n

Gender
Female 5
Male 5

Educational level
Primary school 1
High school 1
College/university 8

Employment status
Working 8
Studying 1
Disability leave 1

Current marital status
Married 0
Living with partner 1
In a relationship 2
Single 7

Have you been on sick leave or disability leave due to your partner’s illness or death?
No 3
Yes, during my partner’s illness 5
Yes, after my partner died 5

Have you been home with your child (parental leave) due to your partner’s illness or death?
No 3
Yes, during my partner’s illness 5
Yes, after my partner died 7

Have you ever sought treatment for anxiety?
Yes, before my partner was sick 1
Yes, during my partner’s illness 3
Yes, after my partner died 4
No, never 6

Have you ever sought treatment for depression?
Yes, before my partner was sick 2
Yes, during my partner’s illness 2
Yes, after my partner died 3
No, never 6

Have you ever been on sick leave for psychological health problems such as anxiety, depression, or stress?
Yes, before my partner was sick 1
Yes, during my partner’s illness 5
Yes, after my partner died 5
No, never 4

My partner had:
Skin cancer 1
Stomach/colon cancer 3
Pancreatic cancer 1
Sarcoma 2
Lymphoma 1
Ventricular cancer 1
Acute leukemia 1
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the manual-based modules. The first author listened
to each recorded session and completed an independ-
ent adherence checklist which was then compared
with the therapist’s self-report checklist.

Parents completed one-month follow-up question-
naires for themselves and each of their children and
were also invited to an interview in which their chil-
dren were welcome to participate. Nine of the ten
families participated in the one month follow-up, with
four families completing the one-month follow-up
questionnaire, one family participating in an inter-
view, and four families completing the questionnaire
and participating in an interview.

Parents were again asked to complete a follow-up
questionnaire for themselves and each of their chil-
dren six months post intervention at which time
responses were collected for 7 parents and
10 children.

Measures

Adherence checklist
To evaluate intervention fidelity, an adherence check-
list was created and distributed to the two therapists
to be used as a self-report regarding which modules
were completed during each session. Therapists were
asked to fill in a checklist for each family immediately
after each session.

Baseline questionnaire
The online baseline questionnaire was comprised of
demographics, questions about care, and family-
related factors during the ill parent’s last month of life
(i.e., what support they had received, communication,
symptom management, awareness of impending
death, their experiences of the legal requirements on

healthcare staff to give age-adapted information to
children), and questions about the participating
parent’s and children’s grief and psychological symp-
toms following the other parent’s death. Participating
parents completed a parent questionnaire about their
own experiences, as well as a parent-proxy question-
naire for each of their children.

Follow-up questionnaires
A short online questionnaire regarding the three ses-
sions with the therapist was created and distributed to
participating families. Parents completed a question-
naire for themselves and one for each child. Post-
intervention assessment via online questionnaire
occurred twice: 1 month and 6 months post-
intervention.

Follow-up interviews
Parents could elect to participate in a follow-up inter-
view one month post-intervention, with or without
their children. Questions were based on the follow-up
questionnaire. Specifically, families were asked to
answer questions related to the intervention, including
the number of sessions in which they participated;
which family members were present for which sessions;
how they experienced the design, content, and length of
each session; what aspects of the intervention were par-
ticularly good; and if they had any recommendations
for improvement. Family members were also asked
about their relationship with the therapist and if they
had experienced any changes with regard to communi-
cation, support, understanding, or relationships within
their family after the intervention. Interviews were con-
ducted in the family’s home or at the research center
and were between 45 and 120min long. When children
or adolescents were included in the interview, the family

Table 3. Child demographic characteristics (n¼ 14).
Item/Question n

Gender
Female 5
Male 9

School/employment
Preschool 2
School 11
Working 1

Missed school/work due to parent’s illness or death
During the parent’s illness 4
After the parent’s death 4
Never 10

Does your child typically share their thoughts and feelings with someone?
No, I do not believe they do 4
Yes, I believe they do 10

Has your child ever been to a counselor, therapist, psychologist, or participated in a support group?
Yes, before my partner was sick 0
Yes, during my partner’s illness 1
Yes, after my partner died 10
No, never 4
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was interviewed together, with the final 15–20min
being reserved for the interviewers to speak with the
child or children individually. The interviews were con-
ducted by the first author who strived for openness in
eliciting each family’s unique experience. The questions
were formulated based on participating children’s ages
and were followed up with probing questions to clarify
and gain a deeper understanding. Participants could
skip questions if they did not want to answer or if the
questions were upsetting.

Analytical framework

Intervention fidelity
Fidelity was assessed using the National Institutes of
Health’s Behavioral Change Consortium (NIH BCC)
guidelines for measuring treatment fidelity (Borrelli
et al, 2005; Borrelli, 2011; Robb, Burns, Docherty, &
Haase, 2011). The Grief and Communication Family
Support Intervention is not considered a treatment in
the sense that it is thought to cure or correct a dis-
order that has already developed. Therefore, we modi-
fied the domains of the NIH BCC guidelines. Fidelity
was assessed across five domains: study design, pro-
vider training, delivery, receipt, and enactment. Study
design is concerned with ensuring that the study
adequately tests the study hypothesis and is in line
with the underlying theoretical orientation and clinical
processes. In our study, the number of sessions and
their respective lengths and contents were predeter-
mined and checked for consistency using audio
recordings of treatment sessions. The audio recordings
and adherence checklists were used to record protocol
deviations or deviations from the manual. A user-
friendly manual, developed together with the interven-
tion providers, was used for all sessions.

Therapist training examines the standardization of
training for all therapists providing the intervention,
ensuring that they are trained using certain criteria
and recruited based on specific characteristics such as
education, experience, and cultural knowledge. We
hired providers with similar credentials and experi-
ence to help create and provide the intervention. Both
providers were present for all development and train-
ing sessions. During training, providers were able to
roleplay the modules, ask questions, discuss various
ways of executing each module, and give each other
feedback. Provider skills and confidence were moni-
tored throughout the study in coaching sessions with
the first author. The first author listened to the audio
recordings of completed sessions and provided feed-
back and coaching to the providers, both individually

and together. The providers engaged in peer-to-peer
supervision as well.

The delivery domains encompass intervention dif-
ferentiation, breaches in protocol (e.g., therapist devia-
tions from the intervention manual or study
protocol), and adherence. We assessed fidelity of treat-
ment delivery using the adherence checklists and
audio recordings. Adherence was coded as achieved or
not achieved for each module and high fidelity is
achieved when 80–100% of components are adhered
to correctly. The number of modules completed dur-
ing each session (according to the therapists’ self-
report adherence checklists) was compared with the
data in the adherence checklists completed by the first
author. An average score for number of modules com-
pleted during each session was calculated based on
the data from all 10 families. Three sessions were not
recorded or were inaudible and were therefore not
included in the average score calculation. Participant
follow-up questionnaires and interviews were used to
assess treatment delivery with regard to content and
lengths of sessions, and participant feedback.
Participants’ responses during the interviews to the
questions “What did you think about the structure,
content, and length of the sessions?” and “Is there
anything about any of the sessions that you would
change?” were used to assess treatment delivery.

Treatment receipt and treatment enactment were
monitored using participant self-reports from the fol-
low-up interviews and questionnaires. Receipt assesses
each study participant’s ability and level of under-
standing, demonstration of knowledge, and ability to
use skills taught during the intervention sessions.
Enactment measures each participant’s ability to apply
what they learned during the sessions to their daily
life and real-world situations upon completion of the
intervention (Borrelli, 2011; Robb, Burns, Docherty, &
Haase, 2011).

Data analysis
Descriptive statistics were used to describe the partici-
pants and results from the follow-up questionnaires.
The follow-up interviews were conducted, transcribed,
and combined with the responses to the open questions
from the one-month follow-up questionnaires.
Inductive content analysis (Elo & Kyng€as, 2008) was
used to explore family members’ experiences of partici-
pating in the intervention, including satisfaction with
the intervention and suggestions for improvement, as
well as potential outcomes of the intervention, which
were assessed via follow-up questionnaires and inter-
views. Open coding was conducted by the first author
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while reading each interview and each response to the
open questions several times. Codes were recorded on
a coding sheet and grouped into subcategories.
Subcategories which were similar or dissimilar were
collapsed into broader categories. Main categories were
formed by interpreting which subcategories belonged
together. Abstraction was used throughout the analysis
process to form the categories.

Results

Fidelity

Study design
The audio recordings and therapists’ notes showed
that session two took longer than the allotted 90min
for all families and that session three was shorter than
90min for all families. These were the only deviations
from the study protocol.

Provider training
Provider confidence increased as the therapists com-
pleted the intervention with more families. They
requested less immediate feedback and were more
self-assured in their choices to modify modules based
on participant age or family circumstances.

Delivery
The adherence scores for each session indicate a high
rate of fidelity for sessions one and three and an over-
all high level of fidelity for the study. There was a
high level of agreement between the therapists’ com-
pleted checklists and the first author’s independent
rating of adherence based on the session recordings
(Table 4).

Based on the audio recordings and follow-up inter-
views, we observed the therapists successfully adapting
the modules to children’s age or developmental level.
While some younger children struggled to concentrate
for the entire 90min, family members for the most

part appeared actively engaged and participated
throughout all the modules. These issues were con-
firmed by family members at the one-month follow-
up interviews. A father explained:

I think two hours goes very fast but sitting and
listening as a child, I understand that they thought it
was long but the therapist could take us through the
various topics and made sure I didn’t talk too much
so the children could take more space.

Similarly, a 14-year-old girl explained: “I think it
was a good amount of time but some days when it’s
not great at school or something, then two hours or
90min feels a little long.” Children, adolescents and
their parents all stated that they found the sessions to
be age-appropriate, with none of the modules being
too difficult or too easy. One mother said, “Maybe the
therapist was able to modify it just for us!” indicating
that the families felt the therapists could adapt the
material included in the manual based on the child-
ren’s developmental abilities.

Receipt
Two questions from the one-month follow-up ques-
tionnaire were used to check for receipt and showed
that most parents believed they and their children had
received “some” or “a lot of” information regarding
each topic and that they had practiced most of the
strategies during the sessions (Tables 5 and 6). During
the interviews at the one-month follow-up, family
members shared anecdotes of their favorite or most
memorable modules from the intervention sessions.
A mother of a 10-year-old boy recalled:

One thing that I especially remember was that she
(the therapist) took out cards with pictures of teddy
bears expressing different emotions and we could lay
them out on the floor and talk about specific
situations and how my son felt in that situation and
he picked out some feelings and then I was asked the
same question and picked completely different
feelings for how I would feel in that situation.

Table 4. Treatment adherence – number of modules completed.

Family

Session 1: 5 Modules Session 2: 6 Modules Session 3: 5 Modules

Therapist
report Audio recording Therapist report Audio recording Therapist report Audio recording

1 5 4 Not completed 6 5 4
2 4 4 2 2 4 4
3 5 Not recorded 6 6 3 5
4 5 5 5 4 4 4
5 5 3 6 6 5 4
6 5 4 4 4 4 4
7 5 5 5 4 5 5
8 4 Not recorded Only participated in session 1 Only participated in session 1
9 5 5 Only participated in session 1 Only participated in session 1
10 5 Not recorded 5 Not recorded 5 Not recorded
Average score 4.8/5 4.2/5 4.7/6 4.5/6 4.3/5 4.3/5
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Enactment
During the interviews at the one-month follow-up,
family members expressed an appreciation at learning
more about grief and talked about how they were
using the communication strategies they had learned.
Strategies that family members stated they were using
in their daily communication included sharing
thoughts and feelings more openly and frequently,
showing appreciation for one another, “I” messages,
and active listening strategies. Responses to a question
in the six-month follow-up questionnaire measuring
enactment indicated that “I” messages and active lis-
tening were still the two strategies most frequently
used by parents and children (Table 7).

Family members’ experiences of the intervention

Parents and children stated that they would recom-
mend the support intervention to other bereaved fam-
ilies. A 10-year-old girl said other children should
participate because “you don’t really talk about the
same thing the whole time, you talk about different
things so it isn’t so hard, and you maybe feel a little
better after too, I think.” All participants thought the
intervention would be meaningful or beneficial to
their own family or other bereaved families with chil-
dren. When asked what they thought was especially
good, parents and children mentioned the following:
having a therapist lead the discussion; having the
opportunity to listen to each other and hear each
other’s experiences; giving the child/children the
opportunity to learn more about grief, ask questions,
and talk about their own feelings; the exercises to
practice communication strategies; having someone
outside the situation listen; and receiving practical
examples related to grief and communication for
adults, children, and adolescents. One point that
parents kept bringing up was the value of being able
to participate in the intervention after work or on the
weekends, which is not common practice in the
Swedish health care system.

Participants reported improved relationships, hav-
ing new knowledge, and an opportunity to talk
together during the one-month and six-month follow-

up assessments. One parent reported that their rela-
tionship to their child was significantly improved and
five reported that their relationship to their child was
better. A father wrote in his questionnaire “It feels
like we have become stronger together and know that
we can talk to each other when we need to.” Children
and adolescents also stated in the interviews that they
felt more comfortable or confident coming to their
parent with a problem or expressing negative emo-
tions such as sadness or worry.

Families not only learned new communication
skills, but reported gaining new knowledge regarding
other family members’ individual experiences. As they
discussed everything they had experienced surround-
ing the parent’s illness and death, family members
were able to share their unique experiences and
important information came up that other family
members had not been aware of previously. A 14-
year-old girl described:

It was good that we could talk about how it was
when she died and after. For example, Dad thought I
was angry with Mom, which I wasn’t, and I’ve tried
to explain to him many times, but during the sessions
he still thought that and those types of things I got
to explain.

Family members gave many examples of individual
experiences which were shared during the sessions,
such as anxiety or guilt, of which the rest of the fam-
ily had not been aware previously. These types of rev-
elations helped in opening up communication within
the family.

Family members also stated that the three sessions
allowed the family to sit and talk together to create a
shared family memory. A father to a 14-year-old
daughter and 12-year-old son said: “I think it was
good because we could sit down together, we had
never sat together and discussed what actually hap-
pened. I think that was the biggest effect, that we cre-
ated a shared memory around it.” Having the
opportunity to talk in a safe and structured environ-
ment was the first time that most of the participating
families openly discussed the intimate details of the
deceased parent’s illness and death and the family’s
experiences in the years following the death.

Table 5. Responses to the question “During the session did you/your child receive information regarding…”.
Parents (n¼ 7) Children (n¼ 9)

Not at all Some A lot Yes enough Not at all Some A lot Yes, enough

What grief is 0 2 5 0 0 5 4 0
Common grief reactions for yourself 0 3 4 0 0 4 5 0
Common grief reactions for your children 0 3 4 0 N/A N/A N/A N/A
Feelings 0 2 4 1 0 2 5 2
Problem-solving 0 2 4 1 1 4 3 1
Communication strategies 0 1 4 2 1 2 4 2

8 M. WEBER FALK ET AL.



Family members also offered suggestions for
improvement. One parent thought an introductory
session with just the parent would have been helpful.
Several parents wished they had received written
information about the communication strategies cov-
ered during the sessions so that they could review the
exercises at home. A main topic of discussion for all
the families was how long after the death the sessions
should be offered, with most participants agreeing
that two years after the parent’s death would be the
best time. A 21-year-old daughter stated “I would
have wanted to have these sessions earlier. Three years
is a little too long to hold in all of your feelings and
not talk with a professional.” Several participants also
stated that one year after the parent’s death would
have been too soon, as they had experienced the first
year of bereavement as chaotic and overwhelming.

Discussion

This pilot study showed evidence that the Grief and
Communication Family Support Intervention had
high levels of fidelity, which enhances the internal val-
idity of the intervention (Borrelli, 2011).
Communication is considered to be a protective factor
for parentally bereaved children’s psychological health
(Howell et al., 2016; Shapiro, Howell, & Kaplow,
2014). The length of the intervention, three sessions,
appeared to be adequate and acceptable to partici-
pants. Furthermore, these three sessions led to
reported improvements in communication and family
relationships, which supports previous findings that
brief interventions may be effective with parentally
bereaved families (Bergman et al., 2017). Participants
reported that they learned new communications skills
such as “I” messages, active listening, and openness in
talking about feelings. In providing preliminary evi-
dence for improving family communication and rela-
tionships in parentally bereaved families, the Grief
and Communication Family Support Intervention
may be a possible solution to the lack of bereavement
and grief support interventions in Sweden.

We assessed the fidelity of the intervention using
several strategies, which we categorized and reported
according to the NIH BCC guidelines.
These guidelines provided a useful structure to ensure
that fidelity was being assessed as thoroughly as pos-
sible. Robb et al. (2011) also used the NIH BCC
guidelines to categorize strategies for assessing fidelity
in their study and reported that the guidelines were
easy to use, although some of the five domains were
more ambiguous than others. According to RobbTa
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et al. (2011), enactment was the most ambiguous of
the five domains. In our study, we found enactment
to be very clear and easy to measure. Resnick et al.
(2005) also stated that enactment was the most diffi-
cult aspect of fidelity to measure, as the focus of
enactment when assessing fidelity should be on partic-
ipants’ ability to implement the skills needed for them
to achieve study outcomes rather than simply measur-
ing study outcomes. In our study, communication
skills were taught during the intervention and partici-
pants reported using these skills after the intervention,
rather than their sense of improved communication.
It is possible that the NIH BCC guidelines may be
interpreted or applied differently based on the type of
intervention being conducted or that enactment, spe-
cifically, may be more or less difficult to assess
depending on the type of intervention studied.

The therapists were able to adapt the modules
according to children’s ages, which may have affected
the number of modules they were able to complete.
Tailoring manualized interventions to the needs of an
individual client is crucial and therapists who use
manual based interventions need to maintain a bal-
ance of clinical flexibility (i.e., what is best for their
client) with fidelity to the intervention protocol
(Addis, Wade, & Hatgis, 1999). Similar to our study,
Scheeringa, Weems, Cohen, Amaya-Jackson, and
Guthrie (2011) found that young children needed
more time to complete certain tasks or modules, but
could complete them with extra time and guidance.
Furthermore, they were able to understand complex
concepts related to the intervention through the use
of cartoons, whereas older children were able to
understand the same concepts through discussion or
written information. This is similar to our use of
“feeling cards” to help children understand and
express emotions during the sessions. Furthermore,
families reported that the intervention improved rela-
tionships between family members and gave them an
opportunity to talk together as a family. This is simi-
lar to the results of Henoch, Berg, and Benkel (2016),
who found that participating in support groups

following the death of a parent facilitated family con-
versation and led to an improved family climate with
increased openness when talking about the deceased
parent and sharing painful emotions. Bereavement
support groups and other types of supportive bereave-
ment interventions often help to reestablish trust
within a family while opening lines of communica-
tion, which brings the parent and child together and
creates closeness (Werner-Lin & Biank, 2012).

This study has several strengths and limitations.
The use of audio recording and independent evalu-
ation of adherence by the first author was a strength,
enhancing fidelity with regard to study design and
delivery, although some might see this a weakness due
to bias. The first author did make a subjective assess-
ment of the quality of delivery which influenced the
first author’s rating of adherence. Still, having both
the therapists and the first author assess adherence
helped to ensure internal validity and will be useful in
replicating the study with a larger sample. Another
strength was the adaptability of the manual to chil-
dren of different ages. Furthermore, the use of two
therapists at separate private practice settings helped
to ensure that the results were not due to the specific
characteristics of a single therapist or setting. A less
subjective assessment of quality of delivery should be
included in future studies.

While parent-proxy questionnaires were used as
the main source of data collection, parents were asked
and encouraged to complete the proxy questionnaires
together with their child. However, there is no way to
know if this was done or not. For this reason, parents
were also asked to allow their children and adoles-
cents to participate in the one-month follow-up inter-
views which some did. While it is important to note
that we do not consider one family member to be an
adequate proxy for the entire family (Breen et al.,
2019; Handel, 1997), the parent’s judgement regarding
their child’s emotional readiness to participate in data
collection must also be respected. Adolescents were
also asked to complete a self-report questionnaire at
baseline, one-month, and six-month follow-up but

Table 7. Responses to the question “Do you use any of the strategies included in the three sessions in your family today?”.
Parents (n¼ 7) Children (n¼ 9)

Never Sometimes Often Very often Never Sometimes Often Very often

Identifying your own grief reactions 0 7 0 0 4 6 0 0
Identifying other family members’ grief reactions 1 5 1 0 3 6 1 0
Processing your emotions 0 4 3 0 2 6 2 0
Talking about the grief you feel 0 4 3 0 2 5 1 2
Sharing feelings 0 3 3 1 1 6 2 1
Problem-solving 1 4 2 0 2 6 2 0
Active listening 0 2 5 0 1 6 3 0
“I” messages 1 2 4 0 1 7 2 0

10 M. WEBER FALK ET AL.



very few completed the follow-up questionnaires.
While the use of parent-proxy is in several ways a
limitation, the usefulness of parent-proxy reports has
been shown with regards to younger children (Erhart,
Ellert, Kurth, & Ravens-Sieberer, 2009; Theunissen
et al., 1998); however, a multidimensional assessment
approach with multiple informants would have been
more valuable in this study.

Several validated instruments which assess various
aspects of psychological health and communication
were included in the questionnaires. A complete over-
view of these instruments is outside the scope of this
study. However, given the high response rate at base-
line, one-month and six-month follow-up for parent
and parent-proxy reports, we can assume that parents
were able and willing to complete these instruments.
Reasons for the adolescents not completing the fol-
low-up questionnaires are unknown. Finally, due to
the small and homogenous sample, our findings may
not be generalizable. Therefore, larger studies that
include a control group are needed to confirm the
results of this study before any conclusions about the
effects of the intervention can be made.
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