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ABSTRACT 

 
 As the need for multicultural awareness continues to grow, it becomes imperative in a 

music therapist's career to incorporate music interventions that address diverse, culturally based 

populations. This study investigates music therapy with Hispanic immigrants within the United 

States. Participants for this study were family members who met the following criteria: first, they 

had a living relative who had immigrated from a Spanish-speaking country, who was currently 

under hospice care and receiving music therapy; second, they were at least 18 years of age.  

 This survey included N=50 family members of hospice patients. Results demonstrated 

that 64% of study participants perceived family participation within the music therapist’s session 

to be very important; furthermore, 60% of participants perceived music therapy as very 

beneficial for their loved one's hospice care. Having a  music therapist who acknowledged 

culutural customs of the patient and his/her family members, was perceived by 54% of 

participants as very important, while 22% perceived it as important. 

  A logistic regression test was performed to determine whether any of the given 

categories on the survey (e.g. prior knowldge of music therapy before initial sessions; 

participation in music therapy interventions between music therapist, family member and patient) 

had an effect on the participant’s perception of music therapy. Significance of the predictor was 

determined by the significance of the coefficient of the predictor in the final model. Significance 

was established as p ≤ .05. Participants perceived it as very important for the therapist to utilize 

music from the patient's home country, if they originated from the Caribbean. It also showed that 

neither gender nor region of origin affected participants' perceptions of value of music therapy. 

Family members indicating that their family member had a hospice diagnosis of end-stage 

neurological disease had increased perception of the importance of being involved in their family 

member's music therapy sesison. For participants who had previously taken part in the music 

therapy sessions, there was an increase in the individual's perception of the importance of that 

participation. Finally, results showed that neither gender nor region of origin had an effect on 

participants' perceived importance of the use of cultural customs by the music therapist. 
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CHAPTER 1 

 

INTRODUCTION 

 
 As ethnic diversity in the United States continues to increase, it becomes more important 

to incorporate multicultural approaches into the nation’s practice of music therapy (Chase, 2003). 

The more information and research available regarding different cultural backgrounds, the more 

effective a music therapist may be in his or her work (Chase, 2003).  

While the literature for multicultural approaches to music therapy is continuously 

growing, it is still limited in its current state. It is even more limited as it relates to focusing on a 

specific culture or various sects within a specific culture, for purposes of a more in-depth 

understanding of the clients with which a music therapist may work. Since patient-preferred 

music is widely used within the field of music therapy, the onus is on the therapist to educate 

themselves, not only about the music of a given population, but also about the culture from 

which the music originates (Silverman, 2015). Such cultural awareness could potentially increase 

a music therapist’s probability of success when working with clients. Disregarding this approach, 

according to many studies, may be detrimental to the client’s overall therapeutic progression 

(Goelst, 2016). 

For centuries, the foundation of American teaching has been based in Euro-centric 

philosophy; many educated professionals are therefore unaware of their own cultural biases and 

limitations, especially regarding others who do not identify with Euro-centric culture (Hidalgo, 

1993). According to Comas-Dias, “If one approaches culture from a reductionist perspective, he 

or she may reenact the fable of the blind men touching different parts of the elephant and 

misidentifying the animal. In other words, the clinician ends up misinterpreting the effects of 

culture on clinical practice. Instead, when one recognizes the role of culture, he or she develops 

an approach to clinical care that examines the impact of context on clients, ourselves, and the 

world.” (Comas-Dias, 2016). This emphasizes the importance of those in the professional 

world— in this case, music therapists—across the entire spectrum of student to senior 

practitioners, to continuously increase their multicultural competencies. To promote further 

research on specified groups with which a music therapist may have the opportunity to work, this 

paper focuses on music therapists working with foreign-born Hispanics under hospice care and 
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their family members. Here, the term Hispanic or Latino does not specify race, but instead refers 

to an individual originating from a Spanish-speaking country (Juckett, 2013). 

 

Demographics of Hispanics in the United States 

Although there are many places around the world with Spanish-speaking populations, 

only 21 countries that claim Spanish as the official language of the land. These nations include 

Spain, Argentina, Bolivia, Chile, Colombia, Costa Rica, Cuba, Dominican Republic, Ecuador, El 

Salvador, Equatorial Guinea, Guatemala, Honduras, Mexico, Nicaragua, Panama, Paraguay, 

Peru, Uruguay, and Venezuela (World Atlas, 2015). The United States has immigrants 

representing every one of these countries, with the largest groups coming from Puerto Rico, 

Mexico, Cuba, and Dominican Republic (Stepler & Lopez, 2016). 

The United States is now home to over 55 million Hispanics, who now comprise the 

nation’s largest non-Caucasian group (U.S. Census Bureau, 2015). According to the Pew 

Research Center, the Hispanic population is growing throughout the U.S., but is most heavily 

concentrated in California, Texas, Florida, New York, Illinois, Arizona, New Jersey and 

Colorado (Stepler et al., 2016). In 2014, Latino populations numbered at least one million in 

California, Texas, and Florida (Stepler et al., 2016). Although relatively low in total population 

in 2014 New Mexico’s overall population was 48% Hispanic (Stepler et al., 2016).  

Latino populations in the U.S. are closely divided among those who are foreign born 

(44%) and native born (66%) (Stepler et al., 2016). As many as 66% of all foreign born 

Hispanics in the U.S. report not speaking English proficiently (Krogstad, 2016). The following 

states have a foreign-born Hispanic population of 40% or more: District of Columbia, Maryland, 

Florida (with Miami-Fort Lauderdale-West Palm Beach having over 66% foreign born Hispanic 

inhabitants), Virginia, North Carolina, Georgia, Tennessee, Arkansas, New Jersey, and Kentucky 

(Stepler et al., 2016).  
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CHAPTER 2 

 

 HOSPICE CARE 
 

History of Hospice 

 For all of human history, there have always been rituals and protocol for bringing babies 

into the world, and for caring for dying individuals. For both birth and dying, cultural approaches 

have varied and changed significantly over time. In parts of the world, such as India and Egypt, 

the medical approaches to the sick and dying has had lasting impressions on modern day 

hospitals (Forman et al., 2003).   

 

It is important to remember that both ancient India and Egypt had 

institutions that had some of the attributes of modern day hospitals. Egypt, as early 

as 2500 B.C., had a highly organized system of medical education and health care 

as is seen in such documents as the Smith Papyrus. According to Indian literature 

in the sixth century B.C., Buddha appointed a physician for every ten villages and 

built hospitals for the crippled and the poor; his son built shelters for diseased and 

pregnant women. Hospitals existed in Ceylon as early as 437 B.C. The most 

outstanding of the early hospitals in India were the eighteen built by King Asoka 

(273-232 B.C.). These are historically significant because of characteristics similar 

to those of the modern hospital (or hospice). The attendants were ordered to give 

gentle care to the sick, furnish them with fresh fruits and vegetables, prepare 

medicines, give massages, and keep their own persons clean. Hindu physicians . . . 

were required to take daily baths, keep their hair and nails short, wear white clothes, 

and promise to respect the confidence of their patients. (Forman et al., 2003 p. 2-

3). 

 

 During the Middle Ages in Europe, facilities were built to house orphans, the old, the 

sick, and the dying (Forman et al., 2003). In many cases, these institutions were improperly 

staffed or lacked a holistic view of care; many people in need were neglected, contracted 

diseases, and died alone (Forman et al., 2003). At this time, the Catholic church had total 

dominion over decisions made in the field of medicine, and so the lack of proper care for 

individuals dying, were due to physicians not wanting to face punishment for interfering with the 

will of God (Forman et al., 2003). 

 

Modern Day Hospice Care  

In 1967 Cicely Saunders, a renowned hospice care professional who is credited for 

implementing innovations within hospice care, opened St. Christopher’s Hospice in London, 
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England (Sender & O’Connor, 1997). This institution bore great influence on the many hospice 

facilities that followed, beginning with Hospice, Inc. in New Haven, Connecticut, which openly 

modeled itself on Saunders’ philosophy (Sender et al., 1997).  

Saunders’ multi-faceted approach to hospice care is the foundation for many hospices 

around the world. Her initial approach included an “…emphasis on the need for effective 

symptom control, care of the patient and family as a unit, an interdisciplinary approach, the use 

of volunteers, a continuum of care including home care, continuity of care across different 

settings, and follow-up of the family members after the patients’ death” (Sender et al., 1997). As 

hospice organizations grew across the country, several additions to services were made to 

improve the quality of care; these varied from one hospice organization to the next and were 

determined by the needs of the patients and their families. They included music therapy, social 

work, spiritual care; and an emphasis on culturally-appropriate care for patients of different 

regional, demographic, and economic backgrounds (Sender et al., 1997).  

Since the mid-20th century, diversity among patient populations in hospice care has 

continued to grow. In 2015, the National Hospice and Palliative Care Organization released the 

following information regarding the demographics of those within hospice care: over half of the 

hospice patients were female (53.7%); 84% of hospice patients were over the age of 65, with 

almost half being over 85; meanwhile, the pediatric and young adult population represented less 

than 1% of hospice patients. 76% of hospice patients were of Caucasian background, 13% 

multiracial, 7.6% Black/African American, 7% Hispanic, 3.1% Asian/Hawaiian, Other Pacific 

Islander, and .3% for American Indian or Alaskan Native; 36.6 % of the hospice patients' 

primary diagnoses were cancer related, while 63.4% were due to dementia (14.8%), heart disease 

(14.7%), lung disease (9.3%), stroke (6.4%), kidney disease (3%), liver disease (2.3%), Non-

ALS Motor Neuron (2.1%), debility unspecified (1.9%), Amyotrophic Lateral Sclerosis(.4%), 

HIV/AIDS (.02%), and other unspecified illness (8.3%) (NHPCO, 2016).  

 

Multicultural Approaches within Hospice Care 

 Around the world, many countries feature fairly homogenous populations in which the 

majority of the people residing within its borders share a cultural background. The same cannot 

be said for the United States. Rather, the United States is a continuously growing population of 

various kinds of people from all parts of the world, with many different categories within which 
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individuals may identify themselves. Although this diversification has occurred over decades, a 

plethora of research has demonstrated that U.S. healthcare providers continue to maintain 

individual biases, which impair the quality of care provided to people of non-European descent 

(Blevins, Toussaint, & Durnham, 2002). Due to prejudices developed within the system of 

America, instances such as the "Tuskegee syphilis experiment, an infamous clinical study 

conducted between 1932 and 1972 by the U.S. Public Health Service to study the natural 

progression of untreated syphilis in rural African-American men in Alabama" were permissible 

(Gil & Bob, 1999). This experiment as well as many others like it, have caused people of non-

European backgrounds to be apprehensive of receiving healthcare, due to a fear of being 

medically mistreated (Belvins et al., 2002).  

While location may play a major factor on how much cultural awareness is needed, 

hospice is a profession where taking into consideration the cultural beliefs of the patients and his 

or her family members is pertinent. Most hospice organizations promote the philosophy that each 

patient should be treated as a whole; this includes practitioner awareness of their own 

preconceived cultural beliefs, so that one may not engage in certain interactions that may be 

deemed irrelevant or inapplicable to the patient (Belvins et al., 2002). Research shows diverse 

ethnic groups respond differently to terminal illness and end-of-life decisions (Searight & 

Gafford 2005).  

 One study focusing on the differences and similarities of approaches to end-of-life care 

among four ethnic groups (European-American, African-American, Mexican American and 

Korean-American) found that European Americans were more likely than any of the other 

groups, to decline advance directives, and were also more accepting of withholding or 

withdrawal of care (Belvins et al., 2002). Korean and Mexican-American groups placed great 

emphasis on a family-centered, medical decision-making process; African-American and 

European-American groups were more likely to favor autonomy in their medical decisions 

(Belvins et al., 2002).  Both the Korean-American and Mexican-American groups maintained the 

ideologies of “role obligation or filial responsibility,” which emphasizes fulfillment of group 

obligations; and if not fulfilled, one may be perceived as a “failure or disgrace” to their culture 

(Belvins et al., 2002).  

  Multicultural approaches to clinical work have increased success rates for therapeutic 

processes, but many challenges still exist. It is difficult to provide accurate information on 
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particular groups since there are always diverse variables. With this in mind, healthcare 

professionals utilizing multicultural approaches to hospice care should keep in mind that their 

patients are individuals to whom every generalization may not apply; further assessment should 

always be pursued (Belvins et al., 2002). 

   

Hospice Care with Hispanic Patients and their Families in the United States 

 For most people, death is a taboo topic that can be difficult to accept and understand. 

Therefore, hospice physicians face considerable challenges when communicating terminal 

diagnoses to their patients and or family members (Carrion, 2010). The efficacy of this 

conversation varies among different ethnic backgrounds; for Hispanic people, particularly those 

who do not speak English, language barriers may create even more of an obstacle (Carrion, 

2010). A study of ten physicians from different backgrounds, some with English language 

preference and others with Spanish, showed that the majority of physicians interacting with 

Hispanic patients felt under-equipped to properly communicate due to lack of knowledge of 

cultural beliefs; they also experienced language barriers, and uncertainty regarding the patient’s 

family’s role in end-of-life care (Carrion, 2010). The study focused on four areas: “physicians' 

knowledge about cultural beliefs when addressing terminal diagnosis and hospice referral,” 

“hospice services’ discussion with the Hispanic patient and their family members,” “barriers 

regarding healthcare providers with limited Spanish language proficiency,” and “gaps in training 

and education for physicians” (Carrion, 2010). Below are some excerpts from Carrion’s (2010) 

interview with these physicians, who discussed their experiences interacting with terminally ill 

Hispanic patients and their family members:  

 

I noticed with the Hispanics there is a lot of family interplay, and giving them as 

much information as I can and giving them my take on it helps. Let’s say for 

example I would say, ‘If they were my mom or my dad this is what I would want’. 

They appreciate that and they get a better sense as to where they are and where they 

want to be. It works well this way most of the time. (p.120)  

 

The culture is different. I believe this is a cultural problem. In Cuba, the family is 

not only the spouse, children, mother and father. Cubans include the grandmother, 

the aunt, and the cousin; the concept is that they will take care of the patient until 

he closes his eyes. Mostly the female who is still single will be in charge of the 

patient. The patients prefer the family to be in charge, the patient wants to know as 

little as possible. The family will request that you tell the patient as little as possible. 
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In the United States, your commitment is to the patient. The family counts only if 

the patient agrees. That’s why I try to tell them, ‘You are sick. Do you want me to 

talk to your children?’ and if he or she wants, I continue. (p.120) 

 

Patients respond to the referrals by listening to my insight. It is difficult when you 

deal with patients from Mexico; when they are in this country they believe there 

are indeed a lot of medical opportunities in the United States. The biggest thing is 

breaching the privacy of the family dynamics. They don’t want to let people know 

anything that is going on in their family. In my experience, Hispanics want to do as 

much among the family as they can. (p.120) 

 

The biggest problem that I found is that the family does not want strangers in their 

home. But when they realize that they need help, the situation is more 

understandable for them. Latin families are very close; At least the families that I 

deal with are extremely tight. I have found very few cases where the family is not 

involved. There is always a family member living in the same place. (p.120) 

 

I recommend having Spanish-speaking workers. I have a lot of patients that do not 

speak English. They are like my mother; they are never going to learn English. The 

only way that I could engage my mother in any part of this program is if they have 

people that speak her language and people whom she can identify with. This is the 

most important part. It is a compassionate type of care. (p.121) 

 

It would be helpful if hospices would give training on working with the 

Hispanic/Latino people; if I had a book or some information that I could look at 

about the different aspects of health care and experiences of what really is important 

to Hispanic patients and family members. If only I had facts that I do not have now. 

I have different experiences; I need help not to fumble in the really difficult areas. 

(p.122). 

 

 As previously discussed, the majority of hospice patients are over the age of 65. Among 

Hispanics in the United States, there is about a 44% chance that the patient is an immigrant and 

speaks limited English or no English at all (Smith, Sudore, & Perez-Stable, 2009). In the past, 

Hispanic immigrants have faced hospital deportation, and although the law has changed, it still 

sometimes instills fear within them, causing a delay in seeking medical treatment (Smith et al., 

2009). Those over 65 may also be more likely to have left their home country as a refugee from 

war; such experiences may directly affect patients’ responses to the dying process (Carrion, 

2007).  
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 It is common for hospice patients to travel down “memory lane," reflecting back on their 

experiences throughout their life. While this process is not unique to Hispanic immigrants, many 

also experience layers of grief due to extensive loss (Carrion, 2007). From those who have 

experienced war, as well as those who came to the United States seeking refuge from political, 

economic, or religious oppression; these past events may begin to create psychological despair 

and pose challenges, for some, when coping with grief at the end-of-life (Carrion, 2007). 

 Another circumstance that may add to their grief is the possibility of “limited and 

fragmented family support system due to geographic distances and immigration laws” (Carrion, 

2007). Due to financial constraints, immigrations laws, and difficulties obtaining a visa, many 

Hispanic immigrants who develop a terminal illness face the prospect of passing away without 

seeing some of their family members abroad. This can further their grief, not only for them, but 

also for their family members (Houben, 2011). Many Hispanic immigrants may also reflect back 

on the social status that they lost due to having to leave their country. For example, an individual 

could have had a prestigious profession in their home country, such as being a doctor. After 

coming to the United States and facing the inability to transfer over licensure due to language 

barriers and differences in education, they may no longer have been able to work in their 

previous profession (Houben, 2011). For those working in music therapy, social work, and 

chaplaincy, this is pertinent information, as they are responsible for the psychosocial aspects of 

the hospice patient's care.  

Depending on the nation of origin, reasons for migration vary from country to country. 

Much of the research on Hispanic populations focuses primarily on Mexican people, as they 

make up the largest Hispanic group within the United States (Torres, 2004). In this study, the 

majority of participants’ report that their family member originated from the Caribbean. Spanish-

speaking countries within the Caribbean include Puerto Rico, Cuba, and the Dominican 

Republic. Since Puerto Rico is a U.S. territory, those who migrate from this country are 

considered "commuters" (Torres, 2004).  Since World War II there has been a significant 

increase in Puerto Rican migration to the United States. By the 1980s, 40 percent of all Puerto 

Ricans were inhabitants of the United States (Torres, 2004). Economic status is one of the 

leading reasons Puerto Ricans have made the decision to reside in the United States, mostly in 

New York City (Torres, 2004).  Free to move between their home country and the United States, 
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Puerto Ricans are often spared the experiences of grief and loss that are so common among other 

Spanish-speaking immigrants (Torres, 2004).  

Immigrants of Cuban descent, on the other hand, have had quite a different experience. 

Cubans have come to the United States in three waves of immigration, beginning in 1959 with 

Fidel Castro's overthrow of the Cuban government (Torres, 2004).  During this first wave, 

migration to the United States was unrestricted, and mostly comprised of so-called "golden 

exiles;" the well-educated, the wealthy, and those of the professional, managerial, and middle 

classes (Torres, 2004).  After this first wave, emigration was restricted from 1962 to1965, due to 

Cuba's missile crisis (Torres, 2004).  At the end of the crisis, the Cuban government allowed a 

second wave of emigration comprised of people whose family members had previously migrated 

to the U.S. (Torres, 2004).  

The third wave of emigration from Cuba was on the Mariel boatlift, bringing about 

125,000 people, including many who sought to reunite with family abroad. The Mariel brought 

people of various socioeconomic statuses, and various levels of education (Torres, 2004). Unlike 

other Spanish-speaking immigrants, the United States government considered Cubans to be 

political exiles; this special status came with privileges and advantages that other Spanish-

speaking immigrants did not have (Torres, 2004). This policy has caused friction between 

Cubans and people from other Spanish-speaking countries, many of whom believe the 

government is engaging in favoritism (Torres, 2004).   

The third and final Spanish speaking country in the Caribbean is the Dominican 

Republic. Prior to the 1930's there were minimal individuals who left the Dominican Republic to 

live in the U.S. (Torres, 2004). Although many still attempted to escape, during the years of 

1930-1961, under the brutal dictatorship of Rafael Trujillo, emigration was strictly forbidden 

(Torres, 2004).  Trujillo was an infamous pro-nationalist ruler that was responsible for over 

50,000 inland and international deaths (Sellers, 2004). Trujillo maintained strict government 

control and was perceived by many of the country's residents as an oppressor (Sellers, 2004). 

After his assassination, a substantial number of Dominicans left their home country due to 

political turbulences and need for economic relief (Torres, 2004). Many of those individuals 

migrated to New York City (Torres, 2004). 

People from Central and South American countries have had various reasons for 

migration. Due to aggregated data, there is not sufficient detailed informative research exploring 
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the reasons for migration from each Latin American country (Torres, 2004).  However, on the 

whole, immigrants from Central and South America have left their home countries due to 

military actions, war, and economic crises (Torres, 2004). 

Each Spanish-speaking country has their own unique cultural differences, as well as 

many similarities. As a whole, the term “familismo,” is a popular belief system within Hispanic 

cultures (Sabogal, Otero-Sabogal, & Perez-Stable, 1987). "Familismo" describes a strong, 

collective set of family values, which includes the nuclear family, extended family, and friends 

who become like family (Sabogal et al., 1987).  Most Hispanic immigrants observe this 

traditional way of life, prioritizing family above other facets of their lives (Sabogal et al., 1987). 

Hispanics born in the United States may be fully assimilated in the American culture, while 

others may be more traditional; however, many maintain a variation of both cultures (Paniagua, 

2014).   

Hispanic family members do their best to support one another during times of hardship 

and celebrations alike, and even depend on each other to be present when receiving medical 

treatment (Paniagua, 2014). For example, a counselor working with a Hispanic individual who 

holds these values could expect to work with not only their client, but the client’s extended 

family; they may also need to observe and respect family hierarchy and structure (Paniagua, 

2014). Although the family as a whole may be the first priority for Hispanic patients, 

"individualismo" is also encouraged and praised (Paniagua, 2014). This term means that each 

individual within the family structure is still unique, and is expected to contribute their particular 

gifts and talents for the betterment of the family (Paniagua, 2014). Within this belief system, 

certain roles are generally observed. "Machismo" is a phrase applied to the male head of 

household, representing certain masculine roles such as aggressor, provider, and decision-maker; 

while "marianismo," is a phrase for the female who takes care of the children, is docile, a 

nurturer and homemaker (Paniagua, 2014). When working with a Hispanic family in hospice 

care that follows these guidelines, it is a great possibility that a man would have the final say in 

the medical decision- making, while the woman would have the responsibility of providing care 

for the terminally ill family member (Paniagua, 2014).  

Hispanic immigrants who follow these traditional customs, may also prefer 

“personalismo”, an attitude that emphasizes closeness and friendliness rather than professional 

distance, when interacting with clinicians (Paniagua, 2014). Many people of Hispanic origin also 
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wish to give small gifts of gratitude to their medical caregivers. (Paniagua, 2014). Many base the 

level of amiable characteristics that the health care professional uses as having a direct effect on 

their perception of quality care that they receive (Paniagua, 2014).  

During the aging process, it is common for individuals of all backgrounds to seek a closer 

connection to their religious beliefs. Building a stronger and more intimate relationship with God 

brings comfort and meaning in life for many people (Hilton & Child, 2014). When receiving a 

terminal diagnosis from a physician, patients’ need for a relationship with the divine may 

increase even further (Hilton & Child, 2014). Many Hispanic immigrants hold their religious and 

spiritual beliefs dear to them, viewing faith as their primary source of sustenance and well-being 

(Hilton et al., 2014).  

Hispanic immigrants are often open, depending on a strong social network for support in 

their religious and spiritual beliefs, and thus find consolation in sharing that with their family 

members and close friends (Hilton et al., 2014).  In a descriptive study conducted by Hilton and 

Child (2014) on Hispanic expressions of religion, spirituality, and associated well-being, a 

significant number of participants believed that their connections to faith directly impacted their 

overall well-being; citing faith as the primary source of positive attributions. Although many 

Hispanic immigrants claim to be Catholic (55%) or Christian (21%), there are some who have 

maintained traditionally folk based belief systems (Krogstad, 2016). According to Talamantes, 

Lawler, & Espino (1995): 

 

Hispanic folk healing systems are as diverse as the ethnic group. Espiritismo 

is practiced in Puerto Rico, Mexico, and other countries and consists of 

communication by espiritistas (spiritual healers) "spirits" for purposes of purifying 

an ill person's soul. The belief in Santeros (Cuban faith healers) and the practice of 

Santeria (the healing of evil spirits) for spiritual guidance and healing has its origins 

in the Cuba/Dominican communities and is based on African traditions. The 

equivalent of this healer in Mexico is the curandero (general practitioner of 

Mexican folk healing). Other folk healers may include yerbistas (herbalists), 

sobadores (massage therapists), and others based on various Latin American 

countries and ethnic groups. Often Hispanic elderly are stereotyped as preferring 

these folk healers to Western medical providers. A recognition that these forms of 

healers exist is important, but to what extent each Hispanic elder group and their 

families utilize them is not known. (p.41-42) 
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Included in Carrion's book (2007) was an interview of 20 family members or caregivers, 

of terminally ill Hispanic patients. Interview responses showed that overall usage of hospice 

services was minimal for patients of Hispanic backgrounds (Carrion, 2007). Possible reasons for 

this include the need for more representation of Hispanic individuals within the field; more 

advocacy and education about what hospice services provide, in Spanish as well as in English; 

and information regarding financing and insurance, as 1/3 (30.7%) of all Hispanics lacked 

comprehensive health coverage (Juckett, 2013). Other studies have shown increased quality of 

care ratings when Hispanic patients were treated by Hispanic professionals, indicating the 

importance of greater staff diversity (Smith et al., 2009).  

Hospice care also provides bereavement services for the patient’s family for up to one 

year after the patient has died (Sender, 1997). While grief is experienced on a universal level, it 

may also be colored in many different variations across many different spectrums (Houben, 

2011). Bereavement after a loved one has died in hospice care looks different for many people, 

not only due to ethnic differences, but also due to age, gender, religious background, and the 

circumstances surrounding the loved one's death (Peveto, 2004). For some cultures, public and 

expressive mourning is a normal part of the grieving process, while other cultures tend to 

encourage privacy and limiting displays of emotional responses to loss (Peveto, 2004). 

 Overall, Hispanics tend to be expressive about grief and loss, but men observing 

machismo may be less likely to express their feelings of grief outwardly (Peveto, 2004). Hispanic 

persons viewed the following as equally tragic when experienced and did not differ in 

bereavement perception: death of either gender, sudden or slow death, and the death of a spouse 

or child (Peveto, 2004). Displaying symbols of affection, such as hugging, kissing, and crying, is 

also a part of the support and coping process among Hispanic people (Houben, 2011). Religious 

Hispanics may also come together to pray for the alma del difunto (soul of the dead) (Houben, 

2011). If the family is more traditional in their cultural practices, they may also hardly discuss 

anything about the deceased as well as hide any belongings or pictures of them (Houben, 2011). 

Many also may choose to refrain from any celebrations for a period of time (Houben, 2011). 

Houben (2011) explains that after her father passed away her mother wore black for three years, 

and at twelve years old, she was also required to wear black and white for a period of one year, 

and to abstain from extracurricular activities in order to pay homage to her deceased father (p. 

154).  
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As some regions in Spanish-speaking countries become more modernized, such displays 

of mourning have begun to decrease; depending on how long an immigrant lives in the U.S. they 

may also acclimate to more American styles of mourning (Houben, 2011). Counselors working 

with bereaved Hispanic immigrants may see various perspectives within the same family, and 

should respectfully address these differences; behaviors seen as unusual in the United States may 

represent normal facets of mourning for bereaved Hispanics (Houben, 2011).  

 

Music Therapy in Hospice Care 

 Music therapy is a clinical and evidence-based healthcare profession that has proven to be 

effective for various populations across a wide spectrum of needs (Werth & Walworth, 2007). It 

uses music as the foundational tool to address a non-musical goal, such as pain management, 

coping with grief, providing spiritual support, addressing psychological issues, reality orientation 

and reducing anxiety (Choi, 2010). Music therapy has made significant strides in the hospice 

populations, and the body of clinical and evidence-based research continues to grow (Hilliard, 

2001).  

 Music therapy in hospice care is used to increase quality of life, decrease perceived pain, 

reduce anxiety, and alleviate isolation; while also offering opportunities for life review, 

facilitating legacy projects, and improving interpersonal relationships (Hilliard, 2003).  Of the 

complementary therapies offered by hospice organizations, a survey of 300 participants showed 

that music therapy was one of the top two services most desired by hospice patients (Hilliard, 

2005). A pilot study selected random medical records from 80 subjects (40 who received music 

therapy and 40 who did not) within nursing homes who were under hospice care, and showed a 

significant difference in the length of time an individual lived who received music therapy 

services, as opposed to those who did not (Hilliard, 2004).  

 Using culturally specific music within a music therapist’s practice is one of the most 

important foundational tools for a successful therapeutic process (Darrow & Molloy 1998). For 

this reason, many music therapists are required to have an extensive repertoire, ranging from rap 

to classical music. As the diversity of the American population increases, the language of the 

music may also be different, such as singing in Kreyol for Haitians and their descendants, in 

Hebrew for some Jewish individuals, Spanish for Hispanic immigrants, and so on. Many hospice 

patients who are 65 years or older, prefer music from when the patient was between the ages of 
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18-25 years old (Pierce, 2016). To meet this fulfillment, a repertoire of music ranging from the 

patient’s young adult years, to their later life, is a fundamental starting point for a music therapist 

working in a hospice setting (Vazquez & Dinelia 2011).  

 Music therapy has been shown to be beneficial not only to the hospice patient, but for 

bereaved caregivers, as well. Magill (2009) collected descriptive data that described caregivers' 

perspectives of music therapy with their loved ones under hospice care. A number of the 

participants said that they felt that “music is a conduit,” that “music gets inside us,” that “live 

music makes a difference,” and that “music is love” (Magill, 2009).  

  In Standley & Jones’ (2007) Music Techniques: In Therapy Counseling, and Special 

Education, there is a surplus of many different music interventions for music therapists to use in 

their hospice practices. Standley & Jones’ (2007) book also comprises lists of repertoire, by 

decade, that have been most requested by hospice patients. For music therapist working with 

English speaking hospice patients, Standley & Jones book, and books like it, are very beneficial.  

However, for the purposes of this study, those working with Spanish speaking patients may have 

to do further research on repertoire to accommodate their patients.  
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CHAPTER 3 

 

MUSIC 

 

Music Therapy with Hispanics  

 “Intercultural understanding through music is worth striving for!” (Tavis, 1996). Hispanic 

people appear to be most receptive and to benefit more when the music reflects the culture from 

which they came (Cartledge & Milburn, 1996). Vazquez & Dinelia (2001) further state that is it 

essential to include Hispanic customs within a healthcare professional’s frame of work so that 

Hispanic individuals' holistic needs are addressed.  

 Schewantes & McKinney’s (2010) pilot study investigated the effects of music therapy 

interventions on depression, anxiety, and perceived wellness in Mexican farmers. Researchers 

used Spanish music, a Spanish-speaking interpreter, and utilized the Spanish language edition of 

the Center for Epidemiological Studies Depression Scale(CES-D) and Brief Symptom Inventory-

18 (BSI 18) for pre and post-test assessment (Schwantes & Mckinney, 2010).  Results from the 

CES-D denoted that music therapy significantly reduced the mean level of depression while the 

BSI-8 showed no significant changes (Schwantes et al., 2010). A descriptive qualitative data 

report was also collected through an interview with the Mexican farmers. After the completion of 

the music therapy sessions, the farmers reported that they would listen to music with more 

intention; were all interested in learning how to play more songs; did not identify any differences 

in communicating with an interpreter and the music therapist; and felt that the music therapy 

sessions helped to reduce their perceived stress (Schwantes et al., 2010).  

 In the United States, certain cities such as New Orleans and New York City feature street 

performers from all over the world; similarly, in many Spanish-speaking countries, 

instrumentalists, dancers, and singers frequently perform live music in public places, for anyone 

within hearing distance to enjoy (Vail, 2016). Due to the popularity of live music within many 

Spanish-speaking countries, live music in music therapy could provide a more effective music 

therapy session. This aligns with a previously conducted study’s conclusion, that patients 

preferred live music and found it more effective than recorded music (Silverman, Letwin & 

Nuehring, 2016). 

 Some music therapists may feel intimidated when working with Hispanic immigrants due to 

language barriers, but that is the beauty of music; it is a universal language. When learning songs 
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in Spanish, a music therapist can also review translations of lyrics, becoming familiar with each 

song’s meaning, vocabulary, and correct pronunciation (Uhlig, 2006).  For the therapist, this can 

represent an opportunity for continued learning. For music therapists seeking to improve the 

quality of interpersonal relationships with their hospice patients, it is also possible to use music 

to teach English words to those patients who are interested. In one study conducted by a music 

educator, it was found that even when the teacher had limited Spanish proficiency, children 

learning English as a second language were able to identify with music and have a successful, 

high-quality experience with learning English (Abril, 2003). These same interventions could 

theoretically be used by music therapists to increase their therapeutic interactions with their 

foreign-born Hispanic hospice patients. 

 

Hispanic Music  

 Spanish-speaking countries have produced a multitude of musical genres and traditions. 

Many of these have crossed airwaves, while many remain predominantly within the country from 

which they came. As more Hispanic people begin to advocate for increased incorporation of their 

traditions within mainstream culture, the more other countries around the world benefit from its 

contributions (Travis, 1996). Due to historical biases and prejudices against those of Hispanic 

origins, gaining recognition in the U.S. music industry has been a struggle, but with persistence, 

it continues to grow (Flores, 2012). For many people around the world, music is the outlet for 

those needing to express their inner happiness, sorrows, and life experiences, and this is as true 

in Spanish-speaking countries as it is anywhere else (Vail, 2016 p. 64).  

 Spain, Mexico, Cuba, Puerto Rico, and the Dominican Republic are some of the most 

prolific contributors to the music industry worldwide, through genres such as salsa, merengue, 

reggaeton, plena, Latin jazz, flamenco and the boleros (Moore, 2010). Tango has also made great 

headway, as it has influenced many people around the world to engage in its rhythms via sensual 

partner dancing (Luker, 2009). Credited for popularizing tango music is artist Carlos Gardel, a 

world renowned Tango singer, who is revered in Argentina as the “Father of Tango” 

(Santamaría, 2006).  

 Historically, in many parts of the world, the government or church had a direct hand in 

what types of music could be listened to and what types of music could be created by the artists 

of the time. In the Dominican Republic, under the dictatorship of Rafael Trujillo (1930-1961), 
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there was no separation of merengue music and its governing state (Sellers, 2004). Merengue 

music was developed from a fusion of African, French and Spanish influences (Sellers, 2004). 

Prior to the reign of Trujillo, merengue music was considered a pan-Caribbean genre and was 

performed not only in the Dominican Republic, but also in Cuba, Puerto Rico, and Venezuela 

(Sellers, 2004). When Trujillo, considered the most authoritarian dictator ever in Latin America, 

was elected presidency in 1930, he took complete control of the country and did not tolerate any 

opposition to his governance (Sellers, 2004). Trujillo admired other dictators such as Hitler, and 

believed in the powerful effects of the arts and decided to use merengue music to further 

facilitate his governing agenda (Sellers, 2004). Under his jurisdiction, he decided that the 

Dominican Republics' national music would be merengue and used it as a political and social 

tool; mandating that all merengue artist write songs in admiration of him and to exalt the 

integrities of his regime in their music (Sellers, 2004). Though the music remained popular even 

after his assassination in 1961, the style, wording, expressions and production changed from the 

population’s newfound freedom and release from his dictatorship (Sellers, 2004). There was also 

an emergence of bachata music, which was similar to American blues, and depicted topics such 

as jealousy, poverty, rivalry, and hardships that the people could not previously express (Tijana, 

2014).  Bachata music remained an outlet for blues until about the 1990s where it transitioned 

from sorrowful expressions of the Trujillo era into a genre of romance (Tijana, 2014). 

 Prior to 1959, before Fidel Castro's leadership, Cuban music had a significant impact on the 

world at large (Hernandez, 1998). The American government had dissent towards Fidel Castro's 

leadership, which led to a discourse between the two countries (Hernandez, 1998). Following 

that discourse, Cuba was then placed on the Trading with Enemies Act which essentially states 

that the U.S. government would not have any type of trading with any country that it considers 

hostile (Hernandez, 1998). Due to America's strong influence on the global music industry, 

Cuba's presence on the international airwaves suffered greatly from this act (Hernandez, 1998). 

Fidel Castro's establishment of a communist government in Cuba caused many Cubans to flee 

their country to find refuge in America (Hernandez, 1998). Among those refugees were artist like 

Celia Cruz, who after arriving to America, reintroduced Cuban music into the mainstream 

airwaves (Hernandez, 1998).  
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CHAPTER 4 

 

METHOD 

 

The purpose of this study was to conduct a survey on the perspectives and general 

experiences of music therapy from Hispanic families with loved ones under hospice care. 

Hospice patients were immigrants from Spanish-speaking countries. The survey questions were 

designed to explore new possibilities for future music therapy interventions with this population, 

as well as to ascertain what music, by region, this population collectively prefers.  

 

Participant Description 

 

Participants in this study met the following criteria: had a living loved one under hospice 

care, receiving music therapy and who was an immigrant from a Spanish speaking country. 

Survey respondents were at least 18 years of age. This study included N=50 family members of 

patients from a South Florida hospice organization. Participants received an information sheet, 

available in both English and Spanish, containing details of the study and approval of the 

university’s Institutional Review Board (IRB) to conduct this study. Participants for this study 

were located in a city in which at least 70% of the patients receiving hospice care were from 

Spanish-speaking countries. The study’s purpose was explained to participants prior to 

administering the survey. If they chose to participate in the survey, they were provided with the 

questions and instructions to return the survey to investigators. After completion of the survey, 

participants folded the survey, inserted it into the envelope provided, sealed it and returned it to 

the investigator.   

 

Dependent Variable 

 The dependent variable was a typed survey comprised of 12 questions (Appendix B). 

Three demographic questions were included; namely, gender, region of origin, and category of 

loved one’s hospice diagnosis. Particpants also answered questions regarding their experiences 

with music therapy interventions, such as whether they were included in the music therapy 

sessions, how effective they perceived music therapy to be as a service for their family member, 

how important it was for the music therapist to observe some of the customs of the Hispanic 

culture, and general musical prefereces based on region of origin. Eight of the survey questions 
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were worded in a Likert-scale design with answers such as: 1. Very important 2. Important 3. 

Neutral 4. Somewhat important 5.Not important.  

 

Procedure 

 In order to conduct this study, the initial step was to recive approval from the Florida 

State University’s Institiual Review Board (IRB). A copy of the approval letter is included 

(Appendix A). Next, a request for approval was submitted to the the Seasons Hospice National 

Research Committee; see Appendix A for this approval. The principal researcher and co-

investigators, all of whom were employees of this organization, were then instructed to refer to 

their own individual caseload (patients) to obtain permission from participants (family members) 

to participate in a one-time survey. Participants were given initial verbal information on the 

study, and those willing to participate received an information sheet stapled to the survey 

questions.  

 

Music Therapy Interventions 

 Patients of the participants received any one, or a combination of some or all of the 

following music therapy interventions: music therapy to decrease pain perception, anxiety, 

isolation; increase acceptance of the loss of independence, interpersonal relationships, validation; 

legacy projects; and music therapy to facilitate movement and/or self expression through singing 

and instrument playing. Music therapist’s used patient preferred music, as well as, popular 

mainstream music from various Spanish speaking countries from the young adult years of the 

patient. 

 

 

 
 

 

 

. 
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CHAPTER 5 

 

RESULTS AND DISCUSSION 

 

 
Results 

 A total of 53 participants took part in this study; of the 53 surveys received, 50 were used 

within the data analysis. Surveys with multiple blanks and multiple answers for one question 

were excluded. A total of 3 surveys were exempted from data analysis. 14 of the participants 

identified as male (28%), while 36 identified as female (72%). In regard to geographic origin of 

region, 24% of participants were family members of patients from South America; 8% from 

Central America, and 68% from somewhere in the Caribbean. Other demographic questions 

concerning the patients’ hospice diagnoses revealed that 48% suffered from with end-stage 

neurological disease, 8% from end-stage heart disease, 16% from end-stage Cancer, 14% had 

had CVA (stroke), and 14% identified with another or with no specific explanation (see Table 1).  

 

Table 1. Participant Demographics  

 

  Neurological Heart Cancer Stroke Other Total 

Caribbean Male 5 0 2 1 1 9 

 Female 15 2 2 3 3 25 

Central 

Am. 

Male 0 0 1 0 0 1 

 Female 1 0 0 2 0 3 

South Am. Male 1 1 1 0 2 5 

 Female 2 1 2 1 1 7 

Total       50 

 

 

The survey asked whether or not the participant had previous knowledge of music 

therapy, prior to their loved one’s entrance into hospice care. Thirteen participants (26%) 

indicated that they did have prior knowledge of music therapy, while 37 (74%) of participants 

had no prior knowledge of the field. When asked if the participants had observed a music therapy 
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session with their loved one and a music therapist at any given point, 46 (92%) participants 

stated that they had, while 4 (8%) reported that they did had not. For those who had observed 

such a music therapy session, a follow-up question asked about participants’ opinions of the 

services provided to their family member.  A total of 46 participants stated that they observed a 

music therapy session and of those 46, 64% of them reported that they perceived music therapy 

to be very beneficial for their loved one (see Figure 1). 

 

 

 

 Questions 6 asked participants if they had ever participated in a music therapy session 

with their loved one. Thirty-five (70%) participants reported having participated in at least one  

music therapy session, while a total of 15 (30%) participants stated that they had not. 

Respondents who answered in the affirmative also responded to a follow-up question regarding 

whether the session had affected their relationship with their loved one. Of the 35 participants 

who answered, 21 (60%) stated that interpersonal relationships were strongly increased (see 

Figure 2).  
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 Question 7 asked all participants, whether or not they had previously participated in a 

music therapy session, to indicate whether they believed it was important for them to be involved 

in the music therapy session.  Out of 50 participants, 26 (52%) stated that they perceived it to be 

very important to participate (see Figure 3). 

 

 

 Questions 8-10 asked about the geographical region of music preference utilized by their 

loved ones’ music therapist (music from their home country, other Spanish-speaking countries, 
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and American music).  The majority of participants (42%) indicated that they did not find it 

important for the music therapist to utilize American music. Seventy-eight percent felt it was 

very important for the music therapist to utilize music from the patient’s homeland (see Table 2.)  

 

Table 2. Participants' Perceptions of Importance of Music from Home Country % 

 

 

Geographic 

Region for 

Music 

Not 

Important 

Somewhat 

Important 

Neutral Important Very 

Important 

Home 

Country 

0 2% 2% 18% 78% 

Other 

Spanish 

Speaking 

Countries 

 

2% 

 

0 

 

14% 

 

26% 

 

58% 

American 42% 6% 22% 18% 12% 

 

 

 

 Question 11 asked participants how important it was for a music therapist to 

acknowledge some of the cultural customs utilized by their family members home country (e.g. 

cheek-to-cheek kissing).  27 (54%) of the participants indicated that it was very important for the 

music therapist to acknowledge cultural customs; none of the participants indicated that it was 

not important at all (see Figure 4).  

 

 Participants universally agreed they would recommend music therapy to someone else.  
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Research Questions 

All data were grouped into two possible outcomes for each variable: gender (male or 

female), region (Caribbean or other), diagnosis (neurological or other), participated in music 

therapy session (yes or no), and type of music. Once data were grouped, logistic regression was 

conducted. Logistic regression creates a model that can be used to predict a binary outcome (e.g. 

Yes or No, 5 or not 5). Significance of the predictor is determined by the significance of the 

coefficient of the predictor in the final model. Significance is determined as p ≤ .05. 

The first test determined whether the participant’s gender (G=.664) or region of origin 

(R=.696) affected the perception of the importance (I) of being involved with the family 

member’s music therapy session. The logistic regression test showed that neither the 

participant’s gender nor Caribbean origin had any effect on the degree of importance the 

participant attached to involvement with their family member’s music therapy session. 

The second test determined whether the family member’s general diagnosis (D=.0493) 

had any effect on the participant’s perception of importance (I) of being involved in the family 

member’s music therapy session. The logistic regression analysis determined that having a 

family member diagnosed with end-stage neurological disease increased participants’ perceived 

importance of being involved with their family member’s music therapy session. 

The third test investigated whether a participant's participation (P=.00164) in the music 

therapy session affected their perception of the importance (I) of being involved (In) with their 

family member’s music therapy session. The logistic regression test determined that the 

participant's involvement in the music therapy session increased the perception of the importance 

of being involved with their family member’s music therapy session. 

The fourth test investigated whether the participant’s gender (G) or the family member’s 

region of origin (R) affected the participant’s perception of the importance (I) of the type of 

music (from the country of origin/ Hispanic music in general) used in the music therapist’s 

repertoire (Country Specific Music: (G =.839), (R = .232), Hispanic Music: (G=.839), (R=.579). 

The logistic regression analysis revealed that if the family member originated from the 

Caribbean, then participants were more likely to state that using music from the patient’s home 

country was “very important.”  

The final test investigated whether the participant’s gender (G=.550) or the family 

member’s region of origin (R=.653) had any effect on the participant’s perception of the 
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importance (I) of the use of cultural customs by the music therapist. The logistic regression 

analysis determined that neither the participant’s gender nor the family member originating from 

the Caribbean has any effect on the participant’s perceived importance of the use of cultural 

customs by the therapist.  

  

Discussion 

 The purpose of this research was to determine the perceived value and importance of 

music therapy for hospice patients originating from Spanish- speaking countries, as indicated by 

their family members. It also sought to determine whether family members had any preferences 

regarding music therapy, such as inclusion of family members in music therapy sessions, using 

particular music according to region of origin, and acknowledging patient’s cultural customs. 

Whether a family member observed or participated in a music therapy session, all participants 

indicated that they would recommend music therapy to someone else, demonstrating that the 

majority of participants believed music therapy to have some value in their family member’s 

plan of care. The results also showed that neither gender nor country of origin had any 

significant effect on the participant’s perception of music therapy’s importance, and that 

participants whose family members had an end-stage neurological disease placed greater 

emphasis on the importance of music therapy in their loved one’s hospice care.  

 Furthermore, results revealed family members participating in a music therapy session 

alongside their loved one increased the perceived importance of music therapy. Of the 68% of 

participants who stated that their family member was from the Caribbean, the majority of these 

participants perceived it to be very important for the music therapist to use music from the 

patient’s home country and to acknowledge cultural customs. The utilization of American music 

in a music therapist's repertoire was perceived as not important at all by 42% of the participants. 

 The findings in this study appear to align with the research on health care provision 

within Hispanic culture. These issues include improved relationships with health care providers 

who are more personable and maintain a family-oriented approach, and who use familiar, 

culture-specific music in their practice.  

Many studies have shown that Hispanic immigrants often experience overwhelming 

feelings of loss when they have reached the point of end-of-life care, and could potentially 

benefit from one of Standley & Jones (2007) interventions that addresses emotional distress. For 
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Hispanic individuals who experience grief from geographic separation from family members, an 

intervention that involves creating a musical performance, to be recorded on video, can be sent to 

the patient’s family as a present (Standley et. al, 2007). Many hospice organizations have 

monetary foundations which collect money to help fulfill the dying wishes of patients or their 

family members. If applicable, making and sending such a video may provide some emotional 

relief for both patient and their family members receiving it. 

Since the majority of hospice patients are over the age of 65, a music therapist working 

with a Hispanic immigrant in hospice care could begin by finding music that was popular in their 

country when the patient was between the ages of 18-25. Given this time frame of a patient’s 

life, and the average age of all hospice patients, a music therapist will likely work with a patient 

who has experienced difficulties within their country; and the music created during that time may 

possibly bring up nostalgic feelings, ranging from sorrow to joy. When incorporating Hispanic 

music in his or her therapeutic interventions, having further knowledge of the events taking place 

during the release of the songs, could have some benefit to the success of the therapeutic process.   

There are many different types of music that have been developed in the world by 

Spanish-speaking countries. The website “About Latin Music” (n.d) includes a few genres of 

music from each Spanish speaking country:  

1. Colombia—has European and Spanish influences merged with African rhythms and 

styles such as cumbia and vallenato. Some of the songs produced within these genres 

depict life during and after enslavement in this country.  

2. Dominican Republic—As previously stated, this country is most known for its 

merengue and bachata, as well as its Latin jazz.  Bachata and merengue are also 

well-known Hispanic musical genres within the United States. 

3. Argentina—Tango is the most celebrated genre of music within this country and has 

heavily influenced the world of dance. Other music produced in this country includes 

classical music and folk music.  

4. Bolivia—Saya music, a genre featuring drumming and flute playing, and Morenada, 

which incorporates drumming as well but uses rattles instead of the flute, are two of 

the most popular genres within this country.  

5. Costa Rica—This country's music is heavily influenced by African rhythms of sinkit 

and is more popular for its folk music, which features the marimba instrument.  
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6. Cuba—Son is a very popular genre of music within this country. It is categorized with 

Afro-Son, Son-Montuno, and Guajira-Son. This music is a collaboration of African 

vocals and percussive instruments. Cubans have also created their own variations of 

Salsa music, African-Cuban Jazz, Baobab, Africando, and flamenco in their folk 

music.  

7. Chile—Since the 1800’s, zamacueca has been the most popular folk music produced 

in this country, and is also the name of the country’s national dance.  

8. Ecuador—Pasillo, pasacalled, and yarbi are folk genres that are much celebrated by 

the people of this country. These styles of music include guitar and a latter which is 

similar to a flute.  

9. El Salvador—Gourds are prominently featured in multiple musical genres, and native 

Mesoamerican indigenous music is the primary foundation for most of the music 

produced by the people of this country. El Salvador also has its own versions of 

cumbia, hip hop and rock.  

10. Guatemala—Musicians here blend many styles of music from around the world, such 

as cumbia, rock, bachata, punta, tropical salsa, merengue, and mariachi bands.  

11. Equatorial Guinea— Famous for its use of the instrument mvet,within their traditional 

folk music. Makossa music, an African-derived genre, is also a heavy influence on 

the music created here. 

12. Honduras – Punta is the most widely created music in this country.  

13. Mexico – This country is notable for its prominent role in making Hispanic music 

mainstream around the world. There are many genres of music that were born within 

this country including corrido, canción ranchera, yucatecan, Mexican danzón, 

Mexican bolero, son istmeño, son jaliscience, chilena, son calentano, son planeco, 

and canto cardenche. 

14. Nicaragua—The most popular style of music is called Palo de Mayo, a lively, Afro-

Carribbean style accompanied with a dance that requires very sensual movements.   

15. Panama—Saloma and mejorana are the most uniquely noted style of music from this 

country, but cumbia, tamborito, congo, tipico, salsa, jazz and calypso are also 

common.  
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16. Paraguay—Paraguayan polka, which was created in 1925, is a combination of binary 

rhythms and ternary rhythms.  

17. Peru—Many folk songs are colored with Peruvian flutes and rely on many different 

styles from other countries. Marinera is also a very popular in Panama; it is similar to 

tango.  

18. Spain—Although this country produces different styles of music, it is most noted for 

its classical guitar music and the flamenco. Basque is also a very well know genre 

within this country.  

19. Uruguay—Tango is both produced and appreciated in Uruguay, as are the folk genres 

murga and milonga.  

20. Venezuela is another Latin country with an appreciation for many international stylesl 

most notably salsa and merengue. It is also known for its native musical genre, jorpo. 

21. Puerto Rico—Traditional styles of music from this country uses guacharo or guiro 

instruments and maintains a mixture of Spanish and African influence. Some genres 

produced includes folk music such as jibaro, bomba, and plena. Others are danza, 

reggaton, bolero, merengues, guaracha, salsa and classical music.  

 

As seen above, many musical genres are popular in multiple nations, revealing a heavy 

cross-cultural music exchange. A music therapist wanting to add to his/her repertoire could begin 

by choosing songs from the most popular genres described above. Music therapists could also 

obtain, if possible, percussive instruments from these countries to use music making to promote: 

movement, familiarity, and an increase in self-expression. 

 One limitation of this study was that it was conducted in one hospice organization, within 

one city, in which the majority of immigrants were born in the Caribbean. Other limitations of 

this study were the small sample size; lack of variation among hospice diagnoses; and a lack of 

information concerning the length of time in which the patient had lived in America. These 

limitations may or may not have affected the answers participants provided.  

 Future studies could seek to increase multicultural competencies by focusing on other 

target groups, as well as investigating further into music therapy sessions with Hispanic 

immigrants exclusively.  
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APPENDIX B 

 

INSTRUMENT ENGLISH & SPANISH 
 

Families of Hispanic Immigrants Perspective and experiences of Music Therapy Interventions 

with their Loved Ones in Hospice Care 

 

Please give us some background information. All your information will be kept confidential. 

 

1. What is your gender? 

�  Male  

�  Female 

�  Would not like to specify 

 

2. What Hispanic region is your hospice family member from? 

�  South America 

�  Central America 

�  Caribbean 

�  Other __________ 

 

3. What category of hospice diagnosis is your family member in? 

�  End Stage Neurological Disease (Parkinson’s, Alzheimer’s, degenerative etc.) 

�  End Stage Heart Disease 

�  End Stage Cancer 

�  Other ________ 

 

4. Have you ever been given information about music therapy before your family member 

was admitted into hospice care? 

�  Yes 

�  No 

 

5. Have you ever observed a music therapy session with your family member and their 

Music therapist? 

�  Yes 

�  No 

If yes, please choose a response that most accurately reflects your observation of the 

music therapy session with your family member: 

�  It appeared very beneficial 

�  It appeared beneficial 

�  It appeared neither beneficial or unbeneficial  
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�  It appeared not that beneficial 

�  It appeared not beneficial at all 

If no, what is your opinion of music therapy’s treatment in hospice care for your loved 

one? 

�  Highly valuable 

�  Valuable 

�  Neutral 

�  Somewhat valuable 

�  Not valuable  

 

6. Have you ever participated in a music therapy session with your family member and their 

Music therapist? 

�  Yes 

�  No 

If yes, please choose a response that most accurately reflects your experience of the 

music therapy session: 

�  It strongly increased my interpersonal relationship with my loved one 

�  It increased my interpersonal relationship with my loved one 

�  Neither increased or decreased my interpersonal relationship with my loved one 

�  It did not increase my interpersonal relationship with my loved one that much 

�  It did not increase my interpersonal relationship with my loved one at all 

 

7. How important is it to you to be involved in your family members Music therapy 

session? 

�  Very important 

�  Important 

�  Neutral 

�  Somewhat important 

�  Not important 

 

8. How important is it to you that the music therapist utilize music from their home 

country? 

�  Very important 

�  Important 

�  Neutral 

�  Somewhat important 

�  Not important 

 

 

9. How important is it to you the music therapist utilize popular Hispanic music from other 

countries? 

�  Very important 
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�  Important 

�  Neutral 

�  Somewhat important 

�  Not important 

 

10. How important is it to you that the music therapist utilize American music with your 

family member? 

�  Very important 

�  Important 

�  Neutral 

�  Somewhat important 

�  Not important 

11. How important is it to you that the therapist utilizes cultural customs with your family 

member? Such as cheek to cheek kiss greetings/departures, hand holding to show 

compassion, hugs etc. 

�  Very important 

�  Important 

�  Neutral 

�  Somewhat important 

�  Not important 

 

12. Would you recommend music therapy to others whose family members are in hospice 

care? 

�  Yes 

�  No 
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Instrumento 

Encuesta 

 

Perspectiva  Y Experiencia De Los Familiares De Inmigrantes Hispanos Con Musicoterapia 

Utilizada Con Sus Seres Queridos En Hospicio 

 

Por favor, provea alguna información de fondo. Toda su información se mantendrá confidencial. 

 

1 ¿Cuál es su género? 

�  Masculino 

�  Femenino 

�  No me gustaría especificar 

 

2 ¿De qué región hispana proviene su familiar en hospicio? 

�  Sudamerica 

�  Centroamérica 

�  El Caribe 

�  otro __________ 

 

3 ¿En qué categoría de diagnóstico de cuidados paliativos su familiar se encuentra? 

�  Etapa terminal de desorden neurológico (Parkinson 's, Alzheimer' s, etc. degenerativa) 

�  Etapa terminal de enfermedad cardíaca 

�  Etapa terminal de Cáncer 

�  otro ________ 

 

4 ¿Alguna vez ha recibido información sobre musicoterapia antes de que su familiar fuese 

admitido a cuidados paliativos? 

�  Sí 

�  No 

 

5 ¿Alguna vez ha observado una sesión de musicoterapia con su familiar en cuidado paliativo y 

su músico terapauta? 

�  Sí 

�  No 

En caso afirmativo, por favor eleja una respuesta que refleje con mayor precisión su opinión de 

la sesión de musicoterapia familiar en cuidado paliativo: 

�  Me pareció muy beneficioso 

�  Me pareció beneficioso 
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�  Ni me pareció beneficioso o no beneficioso 

�  No me pareció beneficioso 

�  No me pareció beneficioso en lo absoluto 

Si nunca ha estado presente en una sesión de musicoterapia, ¿cuál es su opinión sobre el 

tratamiento de musicoterapia en cuidados paliativos para su ser querido? 

�  Me parece que es de gran valor 

�  Me parece valioso 

�  Neutral 

�  Me parece algo valioso 

�  No me parece valioso 

 

6 ¿Alguna vez ha participado en una sesión de musicoterapia con su familiar y su músico 

terapeuta? 

�  Sí 

�  No 

En caso afirmativo, por favor elija una respuesta que refleje con mayor precisión su experiencia 

luego de la sesión de musicoterapia: 

�  Se incrementó fuertemente mi relación interpersonal con mi ser querido 

�  Incrementó mi relación interpersonal con mi ser querido 

�  Ni incrementó o disminuyó mi relación interpersonal con mi ser querido 

�  No incrementó mucho mi relación interpersonal con mi ser querido  

�  No aumentó mi relación interpersonal con mi ser querido en lo absoluto 

 

7 ¿Qué tan importante es para usted estar involucrado en la sesión de musicoterapia de su 

familiar? 

�  Muy importante 

�  Importante 

�  Neutral 

�  Algo importante 

�  Nada importante 

 

8 ¿Qué tan importante es para usted que el músico terapeuta utilice la música de su país o cultura 

de origen? 

�  Muy importante 

�  Importante 

�  Neutral 

�  Algo importante 

�  Nada importante 
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9 ¿Qué tan importante es para usted que el músico terapeuta utilice música Hispana popular de 

otros países? 

�  Muy importante 

�  Importante 

�  Neutral 

�  Algo importante 

�  Nada importante 

 

10 ¿Qué tan importante es para usted que el músico terapeuta utilice música proveniente de 

los Estados Unidos con su familiar? 

�  Muy importante 

�  Importante 

�  Neutral 

�  Algo importante 

�  Nada importante 

11 ¿Qué tan importante es para usted que el músico terapeuta utilice costumbres culturales 

con el miembro de su familia? Tales como saludarse y despedirse con un beso en la 

mejilla, agarrarse de las manos para mostrar compasión, abrazos, etc. 

�  Muy importante 

�  Importante 

�  Neutral 

�  Algo importante 

�  Nada importante 

 

12 ¿Le recomendaría la musicoterapia a otros cuyos familiares se encuentran en cuidados 

paliativos? 

�  Sí 

�  No 
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APPENDIX C 

 

INFORMATION SHEET ENGLISH & SPANISH 
 

Information Sheet 

 

Greetings, 

You have been invited to participate in a research study. The purpose of this research 

project is to increase cultural knowledge and awareness of the Hispanic population from various 

Spanish speaking backgrounds, in order to better equip those working in the Music Therapy 

profession. This research project is being conducted by Akiyla Mc Queen, a graduate student 

from Florida State University.  

Your participation in this research study is voluntary. You may choose not to participate. 

If you decide to participate in this research survey, and then change your mind, you have the 

option to withdraw at any time. If you decide not to participate in this study or if you decide to 

withdraw from participating at any time, you will not be penalized. 

The procedure involves filling out a survey that will take approximately 5 minutes. Your 

responses will be confidential and no identifying information such as your name, address, social 

security number will be asked of you. This is to reduce the risk of anyone having accessibility to 

your identity. The survey questions will ask: Brief questions on your Hispanic geographic 

region, questions regarding your perception and experience of music therapy interventions, and 

music origin preferences.   

We will do our best to keep your information anonymous and confidential. You will be 

given the survey and an envelope. We ask that you fill out the survey, fold the survey, insert into 

the envelope, seal it and give to the survey administrator. All envelopes will remain sealed until 

all willing participants have completed the survey; this will be done to ensure confidentiality of 

your responses. 

The results of this study will be used for scholarly purposes only and will be shared with 

University representatives. 

If you have any questions, comments or concerns about this research study, please 

contact Akiyla Mc Queen at am11w@my.fsu.edu, or Dr. Jayne Standley at (850) 644-4565. If 

you have any questions or concerns regarding this study and would like to speak with someone 
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other than the researcher(s), you are encouraged to contact the FSU IRB at 2010 Levy St., 

Research Building B, Suite 276, Tallahassee, FL 32306-2742, by phone at (850) 644-8633, or by 

email at humansubjects@fsu.edu.  

 

Thank you  
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Hoja De Información Sobre Participación En La Encuesta 

Saludos, 

Por este medio, se le invita a participar en un estudio de investigación. El propósito de 

este proyecto de investigación es incrementar el conocimiento y conciencia cultural sobre la 

población de diversos orígenes de habla Hispana, con el fin de equipar mejor a las personas que 

trabajan en la profesión de musicoterapia. Este proyecto de investigación está siendo realizado 

por Akiyla McQueen, estudiante graduado de Florida State University. 

Su participación en este estudio de investigación es voluntaria. Usted puede optar por no 

participar. Si decide participar en este estudio de investigación, y luego cambia de opinión, usted 

tiene la opción de retirar su participación en cualquier momento. Si decide no participar en este 

estudio o si decide retirar su participación en cualquier momento, usted no será penalizado. 

El procedimiento consiste en completar una encuesta que tomará aproximadamente 5 

minutos en terminar. Sus respuestas serán confidenciales y ninguna información de 

identificación tal como su nombre, dirección, número de seguro social se pedirá. Esto es para 

reducir el riesgo de cualquier persona que tenga acceso a su identidad. Las preguntas de la 

encuesta le preguntará: preguntas breves sobre su origen Hispano, preguntas acerca de su 

percepción y experiencia con la musicoterapia y preferencias musicales. 

Haremos nuestro mejor esfuerzo para mantener su información anónima y confidencial. 

Se le proveerá la encuesta y un sobre. Le pedimos que complete la encuesta, doble la encuesta, 

guarde la encuesta en el sobre, sellarlo y regresar al administrador de la encuesta. Todos los 

sobres permanecerán sellados hasta que todos los participantes voluntarios hayan completado la 

encuesta; esto se hará para asegurar la confidencialidad de sus respuestas. Los resultados de este 

estudio se utilizarán únicamente con fines académicos y serán compartidos con los 

representantes de Florida State University. 

Si tiene alguna pregunta, comentario o inquietud acerca de este estudio de investigación, 

por favor, póngase en contacto con Akiyla Mc Queen en am11w@my.fsu.edu  o con Dr. Jayne 

Standley al (850) 644-4565. Si tiene alguna pregunta o duda sobre este estudio y le gustaría 

hablar con alguien que no sea el investigador, puede contactar FSU IRB localizado en 2010 IRB 

Levy St., Building Research B, Suite 276, Tallahassee, FL 32306 -2742, con el teléfono (850) 

644-8633, o por correo electrónico a humansubjects@fsu.edu . Esta investigación ha sido 

revisada de acuerdo con los procedimientos de Florida State University IRB para la investigación 
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con seres humanos. 

 

Gracias 
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