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ABSTRACT 

 The purpose of the current study was to evaluate the effects of single-session music 

therapy on pain, discomfort, and anxiety in in-patient hospice patients. Participants were adults 

(N=24) receiving hospice care at an in-patient hospice unit. Participants were randomly assigned 

to one of two groups: experimental (single-session music therapy) and no contact control. Music 

therapy sessions consisted of Iso principle or music-based life review. The control group 

received standard care, with no additional services provided. Physiological measures of heart 

rate, respiration rate, and oxygen saturation level were taken pre- and post-intervention in the 

music therapy group, and before and after 20 minutes in the control group. Objective nonverbal 

indicators of pain were also taken during the study-related sessions. Three repeated-measures 

ANOVAs found no significant differences between groups on physiological measures. 

Behavioral observations were examined graphically, with trend lines added. While not 

statistically significant, the music therapy group tended to have more positive responses than the 

control group. Limitations, implications, and need for future research are discussed.
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CHAPTER ONE  

INTRODUCTION 

 The modern hospice movement was begun in the early 1960s by Dame Cicely Saunders 

at St. Luke’s Hospital. Saunders recognized the unique needs of terminally ill patients and 

promoted the idea that these needs are best addressed with an interdisciplinary team (Forman et 

al., 2003). Hospice care in the United States was championed by Dr. Elisabeth Kübler-Ross who 

published On Death and Dying, a 1969 book based on interviews with 500 dying patients. 

Kübler-Ross identified five stages of grief in the dying process: denial, anger, bargaining, 

depression, and acceptance (Kübler-Ross, 1969). The work of these women led to the modern 

hospice movement in the Unites States which began in 1979 in New Haven, Connecticut and has 

grown to now be covered by Medicare and serve over 1.6 million patients annually. 

 There is great variation in the needs of hospice patients and families, and these needs 

have the potential to change quickly (Krout, 2000). Some of these are physical, psychosocial, 

spiritual, and bereavement needs. Physical needs often include pain management, and although 

not every hospice patient may require pain management, it is the most common symptom 

experienced by hospice patients (Miller et al., 2002). Other physical needs addressed include 

symptom management, dyspnea (exacerbated shortness of breath), agitation, sleep difficulties, 

and restlessness (Walker & Adamek, 2008). Psychosocial needs are also present in hospice 

patients and include anxiety, emotional needs related to loss and spirituality, autonomy and 

control, isolation, and family cohesion (Walker & Adamek, 2008). 

 Music therapy can be used to address all of these needs in hospice care. Depending upon 

the specific needs of the patient, a music therapist would determine the most urgent needs, which 

is often pain and/or symptom management. If/once a patient is stable, a music therapist may 
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address the psychosocial needs of the patient and/or family. Many interventions may be used 

during treatment or even within a single session to address the changing and varied needs of 

patients. Techniques most used in a hospice setting are: 

• Improvisation 

• Iso principle 

• Lyric analysis/discussion 

• Music listening 

• Music/instrument playing 

• Music-based life review or reminiscence 

• Music/imagery for relaxation 

• Songwriting (Walker & Adamek, 2008) 

Operational Definitions 

For the purpose of this study, the following terms have been defined: 

Anxiety An abnormal and overwhelming sense of apprehension and fear often 

marked by physical signs (such as tension, sweating, and increased heart 

rate), by doubt concerning the reality and nature of the threat, and by self-

doubt about one’s capacity to cope with it (Merriam-Webster, 2017). 

Hospice A program designed to provide palliative care and emotional support for 

the terminally ill in a home or homelike setting so that quality of life is 

maintained and family members may be active participants in care 

(Merriam-Webster, 2017). 

In-patient Medical treatment that is provided in a hospital or other facility and 

requires at least one overnight stay (Merriam-Webster, 2017). 
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Music Therapy The clinical and evidence-based use of music interventions to accomplish 

individualized goals within a therapeutic relationship by a credentialed 

professional who has completed an approved music therapy program 

(AMTA, 2017). 

Pain An unpleasant sensation that can range from mild, localized discomfort to 

agony and has both physical and emotional components (Merriam-

Webster, 2017). 

Quality of Life The standard of health, comfort, and happiness experienced by an 

individual or group (Merriam-Webster, 2017). 

Purpose 

 The purpose of the current study was to investigate the effects of single-session music 

therapy hospice services on pain, discomfort, and anxiety among in-patient hospice patients. 

Specifically, the researcher was interested in the impact of music therapy techniques on the 

patients’ symptoms during periods in which medication would not be effective. 

Research Questions 

1. What are the effects of single-session music therapy on anxiety as measured by heart rate, 

respiration rate, and oxygen saturation level? 

2. What are the effects of single-session music therapy on pain as measured by nonverbal 

indicators of pain? 

3. Is music therapy an effective therapy for reducing pain, discomfort, and anxiety in an in-

patient hospice unit? 
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CHAPTER TWO 

REVIEW OF LITERATURE 

History and Development of Hospice & Palliative Care 

 The modern hospice movement was pioneered by Cicely Saunders, a British nurse and 

social worker who had a particular interest in the care of terminally ill patients. After 

volunteering at a facility for the dying poor, Saunders obtained a medical degree in 1957, giving 

her the opportunity and ability to pursue her palliative care goals (Clark, 2007). Saunders played 

a leading role in developing the three common pillars of hospice care today: (a) the concept of 

total pain which includes physical, psychological, and spiritual discomfort, (b) a more accurate 

use of opioids for pain management, and (c) the attention to and caring of the needs of family 

members, friends, and caregivers of the dying (Lutz, 2011). 

 In 1963, Saunders brought her model of hospice to the United States via a lecture at Yale 

University (Lutz, 2011). During this lecture, she outlined the holistic care of patients and the 

potential for successful symptom management at end-of-life. This lecture helped to begin the 

development of hospice care in the United States. Additional attention was brought to the 

development of hospice care in 1969 with the publishing of On Death and Dying by Elisabeth 

Kübler-Ross. In this work, Dr. Kübler-Ross presented the idea that there are five stages of grief 

experienced by terminally ill patients: denial, anger, bargaining, depression, and acceptance 

(Kübler-Ross, 1969). Throughout her career Kübler-Ross maintained advocacy for the original 

idea of five stages, but later posited that the stages are not experienced in any particular order 

and patients may experience multiple stages at once. Kübler-Ross and others in the United States 

helped to give the worldwide hospice movement momentum during the 1970s and helped 

develop the discipline from mainly volunteer-led to a medical specialty (Lutz, 2011).  
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 In 1974, the first hospice care bill was introduced in the United States Congress calling 

for hospice services to be paid for by Medicare (Lutz, 2011). Though this first bill was rejected, 

by 1978 a government task force determined hospice was a viable mean to improve end-of-life 

care and decrease overall Medicare expenses (Clark, 2007). Unlike the hospice care movement 

in the United Kingdom, the movement in the United States placed focus on providing care in the 

home. This ultimately led to the Medicare Hospice Benefit (MHB) in 1982, which was created 

via amendments to the Social Security Act and was included in the Tax Equity and Fiscal 

Responsibility Act (TEFRA) (Connor, 2008). This was the only benefit added to Medicare 

during the Reagan administration, and the benefit became permanent after a three-year period to 

assess and report to Congress the impact and reauthorization of hospice (Connor, 2008). The 

MHB became a permanent benefit in 1985.  

 The MHB provided a per diem payment for the total care of patients who had been 

certified by two physicians to have a prognosis of less than six months if their illness followed its 

natural progression. While there have been refinements and minor amendments over the years, 

the initial benefits of the MHB outlined the care requirements of patients (Table 1). In 1974 the 

first hospice facility opened, and hospice facilities grew to serve over 1.65 million patients in 

2015 (NHPCO, 2016).  

A key element of hospice care is the specialty of palliative care. The term originates from 

the Latin word palliaire, meaning “to cloak,” and was first coined in 1974 by the Canadian 

doctor Balfour Mound (Lutz, 2011). According to the World Health Organization, palliative care 
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Table 1 

Services covered under the Medicare Hospice Benefit (MHB). 

*(Coverage, 2015). 

 

Service* Brief Description* 

Nursing Care Provides intermittent assessment, support, skilled 
services, treatments, and case management services 
for clinical needs. Typically 1-3 times/week. 

Social Work Provides supportive counseling for psychosocial 
needs, practical aspects of care, and planning (i.e. 
advance directives, Do Not Resuscitate Orders, and 
funeral planning). 

Counseling & Bereavement This includes counselors and chaplains to address 
grief and spiritual needs of patient and family during 
and after patient’s death. 

Therapies 
Speech Therapy, Nutrition, Physical Therapy, and 
Occupational Therapy. 

Home Services 
Home health aide and general homemaker services. 

Hospice Medical Director Provides Plan of Care (POC) oversight, orders 
medication and therapy services, and certifies 
eligibility for hospice care. Focused on medical needs 
of patients. 

Medications 
Provided for the management and palliation of 
advanced illness symptoms. 

Durable Medical Equipment & 
Supplies 

Provides durable items such as wheelchair, hospital 
bed, and commode. Supplies include nondurable 
items such as bandages, adult briefs, and catheters. 

Short-term General Inpatient 
Care (GIP) 

Provides ability for patient to receive care for 
symptoms that cannot be managed in the home. 
Common symptoms include exacerbated pain, 
dyspnea, delirium. This can be provided in an in-
patient unit of a hospice agency or in a medical 
facility. 

Short-term Respite Care Allows caregivers and family members a break. Lasts 
up to 5 days and only on occasional basis. 
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is “an approach that improves the quality of life of patients and their families facing the problems 

associated with life-threatening illness, through the prevention and relief of suffering by means 

of early identification and impeccable assessment and treatment of pain and other problems, 

physical, psychosocial, and spiritual” (WHO, 2011, p. 1). While there are other services provided 

through hospice, palliative care is a key and encompassing element and philosophy within 

hospice care. 

Pain & Discomfort 

 The International Association for the Study of Pain (IASP) identifies 29 terms relating to 

pain and pain experiences, updated from the original 1994 list (IASP, 2012). The IASP defines 

pain as “an unpleasant sensory and emotional experience associated with actual or potential 

tissue damage, or described in terms of such damage” (IASP, 2012, p. 211). Other relevant terms 

include: 

• Analgesia: absence of pain in response to stimulation which would normally be painful 

(IASP, 2012, p. 213). 

• Noxious Stimulus: a stimulus that is damaging or threatens damage to normal tissues (IASP. 

2012, p. 216). 

• Pain Threshold: the minimum intensity of a stimulus that is perceived as painful (IASP, 

2012, p. 216). 

• Pain Tolerance Level: The maximum intensity of a pain-producing stimulus that a subject is 

willing to accept in a given situation (IASP, 2012, p. 217). 

 These terms are commonly used in professional medical and clinical settings by 

physicians, nurses, and other healthcare professionals. Noxious stimulation is only one aspect of 

pain experiences, and the perceived levels of pain are unique to each individual. Traditionally, 
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opioid analgesics are prescribed for higher levels of pain experiences, especially when there is 

evidence of noxious stimulation, but there is growing research on the use of non-opioid and non-

pharmacological analgesic treatment options (Bernatzky et al., 2011; Shinde et al., 2015) 

 When receiving palliative or aggressive medical care, pain often accompanies the 

patient’s experience at some point during the process. Symptoms may also occur simultaneously 

with pain related to many diagnoses and conditions. These include patients with heart failure and 

cancer, patients in hospice care, nursing homes, and community-dwelling patients (Downey et 

al., 2009; Goebel et al., 2009; Hanson et al., 2008; & McCarthy et al., 2008). This is at odds with 

the value Americans put on pain control and receiving adequate pain management (McCarthy et 

al., 2008; Valente, 2010).  

 Pain can either be present acutely, for less than six months, or chronically, persistent for 

longer than six months (Wilkie & Ezenwa, 2012). From a physiological view, pain is perceived 

via stimulation from noxious input in the brain (Wiech, Ploner, & Tracey, 2008). However, pain 

is also influenced by various mental perceptions and processes and pain, therefore, is not 

exclusively determined by noxious input. While the medical community has mixed views on the 

cortical pain matrix, researchers have suggested that patients in minimally conscious states 

(MCS) still experience pain, unlike patients in a persistent vegetative state (PVS) (Boly et al., 

2008). This has implications for patients whom are unable to self-report levels of pain.  

 There is also evidence to support differences in pain perception between genders. 

Females have been shown to report more negative responses to pain, prefer emotion-focused 

coping, and report greater numbers of pain experiences (Keogh & Herdenfeldt, 2002). Males 

prefer sensory-focused coping, report fewer pain experiences, and fewer negative responses 

(Unruh, 1996). Females also consistently report and exhibit lower thresholds of and tolerance to 
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noxious stimuli than do males (Riley et al., 1998; Rollman et al., 2000). There is not sufficient 

evidence to credit only a biological mechanism difference to this difference to pain perception, 

and emotional and psychosocial factors (e.g. developmental and cognitive) may serve a role in 

these differences (Keogh & Herdenfeldt, 2002).  

 Wander et al. (2012) suggested that perceived pain in others can be influenced by a 

variety of factors including gender, race/ethnicity, and age. Older white women were found to be 

perceived as most sensitive to pain (Wander et al., 2012). In fact, based on race/ethnicity alone, 

white persons are viewed as most sensitive to pain, followed by Asian persons, Hispanic persons, 

and black persons. This is due in part to the perceived willingness to report levels of pain. For 

this, white persons were viewed as most likely to report pain, followed by Asian persons, and 

black persons. These race/ethnicity-based perception of pain levels in others may have 

implications for medication/services dosages and overall treatment of patients.  

 For pain management and perception in palliative care and hospice, breakthrough pain is 

a major contributor to the frequency and intensity of pain experiences in patients. Pain is present 

in approximately 60% of people four months prior to death (Smith et al., 2010). A source of this 

pain can come in increased muscle tension and sympathetic excitation from others present, both 

of which are heavily influenced by psychological factors (Chapman & Turner, 1986). This 

complicates pain management for medical and nursing staff, and pain management continues to 

be highly unique to individual patient needs with no standardized treatment method for end-of-

life (Dwyer, Lau, & Shega, 2015). This is true even within specific primary diagnoses, and there 

is no standard treatment optionfor a patient’s primary diagnosis being widely used by medical 

professionals (Lum et al., 2016). 
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Anxiety 

 Researchers have suggested that anxiety has a direct relationship with perceived pain 

experiences. Specifically, anxiety related to the source of pain serves to exacerbate this pain (Al 

Absi & Rokke, 1991). While there is no evidence to support a relationship between noxious 

input and anxiety, there remains an influence of anxiety on perceived pain. However, there is 

insufficient evidence to support a relationship between feelings of depression and perceived pain 

(Bishop, 2007). Both anxiety and depression are common among patients in hospice care 

(Anderson, Watson, & Davidson, 2008). 

 There is insufficient evidence to support a major influence from trait anxiety, depression, 

state anger, or trait anger on self-reported levels of pain; however, state anxiety is accountable 

for approximately 27% of the variance in pain (Feeney, 2004). This suggests that state anxiety 

may be a viable and reliable predictor of pain in older adults. State anxiety is the temporary 

arousal of an unpleasant emotion due to threatening demands or dangers (Lazarus, 1991). Given 

that negative affect is a common non-verbal indicator of anxiety, it may be a viable indicator of 

pain due to this relationship between state anxiety and pain (Feeney, 2004). 

Researchers have shown that distraction away from the source of pain is effective in 

reducing self-reported levels of pain (Arntz & de Jong, 1993). Distraction away from the source 

of pain combined with reducing levels of anxiety has also been shown to reduce perceived levels 

of pain (Arntz, Dreessen, & de Jong, 1994). While researchers have discussed the effectiveness 

of volitional regulation of anxiety emotions (Kalisch et al., 2005; Kalisch et al., 2006), there is 

more substantial and significant evidence to support the use of cognitive behavioral therapy to 

reduce both state and trait anxiety (Gonçlaves & Byrne, 2012).  
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Anxiety, in itself, is not necessarily a cause of pain, though it can produce nausea and 

emesis when exacerbated. However, anxiety has an influence on the intensity of pain 

experienced by patients and is therefore a related concern and goal for healthcare professionals 

(Al Absi & Rokke, 1991). Commonly used physiological indicators of reduced anxiety are 

decreased heartrate, deepened respirations, decreased respiration rate (if dyspnea present), and 

increased oxygen saturation levels. These measures generally indicate there has been a reduction 

in anxiety, both state and trait. 

As we age, there are changes in the body which result in changes in sensory input and 

interpretation. While there is little evidence to support age-related changes in taste and smell 

(Fisk et al., 2009), there are more extensive and common changes in visual, haptic (touch), and 

hearing. In addition to sensory input changes, there are also perceptual changes that change the 

way the brain interprets and processes sensory information (Hooyman & Kiyak, 2008). There are 

also changes in cognitive functioning and physical changes including frailty and failure to thrive 

(Yinger & Cevasco-Trotter, 2014).  

With older adults, the culmination of acute pain experiences can lead to chronic pain 

overtime (National Institutes of Health, 2013). The expectation of increased pain and discomfort, 

compounded with the anticipation and belief that this pain will be difficult to manage can 

produce or amplify existing anxiety and stress (Nichols, 2003). Since increased anxiety about 

pain can exacerbate the pain experience, a cyclical relationship between pain and anxiety may 

develop in older adults.  

Music & Pain 

Clinical trials focusing on music and pain began in the early 1970s, and the differences in 

findings between existing and new literature may lead to difficulty for clinicians to make 
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evidence-based decisions (Lee, 2015; Sauerland & Seiler, 2005). A recent meta-analysis by Lee 

(2016) on the effects of music on pain highlighted the high variation in reported effect sizes and 

music techniques within the literature. In patients undergoing cancer treatment, there is evidence 

to support the use of music techniques to reduce pain experiences in acute and chronic pain 

(Bardia et al., 2006; Bradt et al., 2011; Tsai et al., 2014; Zhang et al., 2012; & Zimmerman et al., 

1989). This is also true of pain in patients undergoing surgery, with music techniques having 

effects pre-, peri-, and postoperative. (Engwall & Duppils, 2009; Hartling et al., 2009; Nilsson, 

2008). Researchers have discussed limitations in these types of scientific inquiries, and 

commonly site small sample size as a main limitation.  

Adults and older adults are typically more likely to experience such illnesses as heart 

disease and cancer than pediatric patients, though these illnesses are still present in pediatric 

populations. Music interventions addressing patients with heart disease have been developed and 

researchers have suggested that music is a viable and effective type of intervention to reduce 

stress and anxiety related to this diagnosis (Bradt, Dileo, & Potvin, 2013).  

Music Therapy at End-of-Life 

There are two major types of music intervention practices that can address pain: “music 

medicine” and “music therapy.” According to Dileo & Bradt (2005, p. 5), music medicine (MM) 

uses pre-recorded music listening experiences which are administered by medical personnel. 

This contrasts with music therapy (MT), which uses interventions that involve a relationship and 

rapport between the patient and the music therapist. Music therapy relies on a therapeutic process 

and music experiences to address specific goals (Dileo & Bradt, 2005, p. 9). Music therapy 

offers a non-pharmacological approach to pain management, and several interventions and 

techniques may be used to reduce pain perception. Using music research in medical treatment, 
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Standley (2000) generalized that music has the greatest effect on pain when the pain is mild to 

moderate, the music is live, and the music is patient preferred. Music therapy interventions can 

assist in pain management by providing a stimulus for active focus or distraction, facilitate 

relaxation, providing a masking agent, providing an information agent, and providing a positive 

environmental stimulus (Walker & Adamek, 2008). 

The use of music therapy interventions such as music assisted relaxation (MAR) at end-

of-life can be effective in reducing pain perception, reducing anxiety, and providing relaxation to 

the patient and environment (Walker & Adamek, 2008). Patients who have progressed into the 

later stages of illness may not be able to engage for extended periods of time, and shorter session 

lengths may be most effective (O’Callaghan, 1996). Gallagher, Lagman, & Rybicki (2017) found 

that music therapy resulted in significant improvement in pain, anxiety, depression, dyspnea, 

mood, facial expression, and vocalization scores in palliative medicine patients. Vocal 

intervention, such as singing and humming, helped to improve symptoms related to respiratory 

and cardiopulmonary complications. Verbal/emotional interventions, such as verbal processing, 

music-based life review, and lyric analysis, were found to have the most impact on improving 

symptoms (Gallagher, Lagman, & Rybicki, 2017).  

Reasons for music therapy referral in hospice may be related to a variety of psychosocial 

and emotional issues. These may include anxiety, depression, confusion, control, disorientation, 

grief, impaired communication, ineffective coping, isolation, normalization, self-esteem, and 

relationship/family issues (Dileo & Dneaster, 2004; Mills-Groen, 2007; Krout, 2000; Maue-

Johnson & Tanguay, 2006). Songwriting, lyric discussion, singing, and music-based life 

review/discussion can assist patients and/or family to identify and/or express concerns and fears 

(Walker & Adamek, 2008). 
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Terminal illness and end-of-life can be a source of major stress for the caregivers and 

family of patients. Within the hospice setting, “the health state, developmental tasks, and the 

limitations of primary caregivers is often an important factor in patient care” (Patrosino, 1985, p. 

15). Music therapy has positive influence on caregivers and effects loneliness, self-esteem, 

anxiety, and the relationship with the patient (Brotons & Marti, 2003; Clair & Ebberts, 1997; 

Clair, Tebb, & Bernstein, 1993). For example, music and progressive muscle relaxation has been 

shown to be effective in controlling muscle tension, anxiety, sleep quality, and reducing stress – 

all of which are concerns for primary caregivers (Choi, 2010; Fiore, 2004; Hanser, 1985; 

Hernandez-Ruiz, 2005; Kibler & Rider, 1983; Robb, 2000; Robb, Nichols, Rutan, Bishop, & 

Parker, 1995). 

Music therapy has increasingly gained acceptance as a complementary and alternative 

therapy (Gallagher, Hutson, Nelson, Walsh, & Steele, 2001). The cost-benefits of music therapy 

can come in direct means, like decreasing use of analgesics (Ikonomidou, Rehnstrom, & Naesh, 

2004; Lukas, 2004; Pellino et al., 2005), and in indirect means, like increasing the efficiency and 

effectiveness of staff interventions (Ashida, 2000; Gerdner, 2005; Madan, 2005; Sung & Chang, 

2005). A cost-benefit analysis by Romo and Gifford (2007) indicated that a music therapy 

program yielded fewer hours of RN nursing care needed and lower overall costs for caring for 

the patients. These researchers found that while the length-of-stay increased with music therapy 

services, there were fewer hours of RN care but increased hours of licensed vocational nurse 

(LVN) and home health aide (HHA) care. For the small sample size of N = 16, the music therapy 

group (n = 8) cost $2,984 less than the standard care group (n = 8) (Romo & Gifford, 2007). This 

is consistent with the findings of Hilliard (2003) with longer length-of-stay seen, and with the 

findings of Walworth (2005) who found similar cost benefits in a pediatric setting. 
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Within the nursing literature relating to hospice, palliative care, and terminal illness, there 

is an existing body of research to support and promote the inclusion of music therapy services as 

a complementary service to traditional end-of-life care (Black & Penrose-Thompson, 2012; 

Bowers & Wetsel, 2014; Demmer & Sauer, 2002; Krout, 2001; Krout, 2003; Magill, 2009; 

O’Callaghan, 1996; Starr, 1999). However, these researchers recognized the need for further 

research on the effects of music therapy within hospice. Meta-analyses found in the music 

therapy literature corroborate the use of music therapy within a hospice setting. Music 

interventions can be used to address many goals similar to those seen in medical settings. 

Standley (1986) presented and discussed the many clinical uses of music interventions within a 

medical setting, and additional support for music interventions for patients with dementia has 

long-standing evidence (Brotons, Koger, & Pickett-Cooper, 1997; Koger, Chapin, & Brotons, 

1999).  

Purpose 

Bowers and Wetsel (2014) noted the current rising trend of the use of music therapy in 

hospice care and the efficacy and value of music therapy to improve symptom management and 

enhance patient quality of life. While there is a body of qualitative studies supporting the use of 

music therapy in in-patient hospice care, there is a general lack of quantitative evidence-based 

studies within this setting (Hilliard, 2005b). The purpose of the current study was to investigate 

the effects of single-session music therapy hospice services on pain, discomfort, and anxiety 

among in-patient hospice patients. Specifically, the researcher was interested in the impact of 

music therapy techniques on the patients’ symptoms during periods in which medication would 

not be effective. 

 The following research questions were addressed: 
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1. What are the effects of single-session music therapy on anxiety as measured by heart rate, 

respiration rate, and oxygen saturation level? 

2. What are the effects of single-session music therapy on pain as measured by nonverbal 

indicators of pain? 

3. Is music therapy an effective therapy for reducing pain, discomfort, and anxiety in an in-

patient hospice unit? 
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CHAPTER THREE 

METHOD 

Participants 

Participants for this study (N = 24) were adults newly admitted to a 12-bed, in-patient 

palliative care facility. Upon admission to the facility, the hospice staff music therapist or 

medical social worker informed patients or their proxy on the researched benefits of music 

therapy and asked if they are willing to participate in the study. If participants or their proxy 

elected to participate in this study, they were asked to sign a consent form approved by the IRB 

of the researcher’s academic institution and the ethics committee of the hosting hospice agency. 

A subject could elect to be removed from the study at any time without fear of loss of any 

existing services. If a potential subject refused to participate, he or she would still be eligible for 

standard existing music therapy and hospice services and would not be further solicited 

regarding the study.  

Any patient admitted to the in-patient hospice unit, regardless of primary diagnosis or 

previous experience with music therapy could be included in the study. Non-English speaking 

patients were excluded from this study. Participants who were in minimally conscious states or 

persistent vegetative states were included in this study, but patients who were typically conscious 

and were sleeping during the time of the study were not.  

Setting 

 This study was conducted in an in-patient hospice facility in the southeastern United 

States. The most common reason for admission to the in-patient unit is for general in-patient 

status (GIP) for symptom management. Other reasons for admission include respite care, where 

caregivers and family members are given a break from the physical and emotional stress of 
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caring for end-of-life individuals, and routine status, with these patients typically having no need 

for symptom management but are awaiting logistics and/or placement back in the home or in a 

long-term care facility. All patients in the in-patient unit receive 24-hour pain and symptom 

management and acute care; in addition, patients receive standard services provided by the 

hospice agency including social work, chaplain, music therapy, and volunteer services. 

 For patients who had previously received music therapy services in the home, hospital, or 

nursing home, the staff music therapist at the in-patient facility explained the differences 

between standard music therapy services and interventions and the limited interventions of this 

study. Patients and/or their proxies were also informed of the availability of standard music 

therapy services within the in-patient unit and were encouraged to seek out these services if the 

patient’s needs were greater than the study interventions could address. 

Design 

This study used a two-group randomized controlled trial design, and was approved by the 

researcher’s academic institution’s full committee Institutional Review Board. Participants (or 

proxies) who consented to participate in this study were randomly assigned to either an 

experimental condition (n = 12) or a no contact control condition (n = 14). The experimental 

condition included 20 minutes of music therapy services using music-based Iso Principle and/or 

music-based life review. Session goals varied depending on the patient or loved-ones present, but 

common goals included facilitating relaxation, decreasing pain and discomfort, increasing 

overall quality of life, decreasing anxiety, increasing comfort, and elevating mood. The no 

contact control condition also lasted 20 minutes.  
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Measures 

 Physiological measures of heart rate, respiration rate, and oxygen saturation levels were 

taken pre- and posttest. A finger pulse oximeter spot-monitor, Oxi-Go: The Elite, was used to 

collect oxygen saturation level and, when appropriate, heart rate. All measures were taken within 

five minutes of the beginning and end of each condition by a member of the facility nursing staff. 

Throughout both conditions, objective signs of pain, anxiety, and discomfort were recorded by 

trained hospice volunteers or trained staff music therapists. Recordings were taken using an 

adapted Checklist of Nonverbal Pain Indicators (A-CNPI), provided in Appendix A (Feldt, 

2000). Feldt (2000) suggested this checklist as an efficient and reliable method to assess 

nonverbal signs of pain in older adults with dementia, and the assessment was adapted to be 

repeated for each five-minute interval.  

This checklist was chosen due to its support of reliability and efficiency within the 

nursing literature (Herr, Bjoro, & Decker, 2006; Horgas, 2003; Kovach et al., 2002). There are 

no determined cut offs for gradations in pain experiences, but rather the form is to be used to 

compare relative perceived pain experiences within patients (Feldt, 2000). The checklist assesses 

the presence of nonverbal vocal complaints, facial grimaces/winces, bracing, restlessness, 

rubbing, and dyspnea. The minimum score is a zero, indicating so signs of pain, and the 

maximum score is six, indicating higher levels of pain.  

Procedure 

 For the purposes of this study, music therapy single-session interventions were limited to 

music-based Iso Principle and music-based life review, were provided by the researcher, a board-

certified music therapist (MT-BC). Music-based Iso principle involved matching patient 

presentation (mood or behavior) with live patient-preferred music and gradually altering levels of 
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stimulation (Heiderscheit & Madson, 2015). There was only one session where the researcher 

gradually increased the level of stimulation (to address mood), and for all other instances of this 

intervention, the researcher decreased levels of stimulation (to address physiological).  Music-

based life review followed the model presented by Sato (2011) and outcomes seen included 

positive changes in mood, emotional intimacy between patients and their families, and working 

through emotions. These are common interventions used within hospice music therapy services, 

and they are used to address common reasons for referral: decreased perception of pain, 

decreased discomfort, and increased relaxation (DiMaio, 2010; Mills-Groen, 2007; Hilliard, 

2001, 2005a, 2005b; O’Callaghan, 1996).  

 This study occurred over the course of eight weeks, between the hours of 10:00 AM and 

1:00 PM on Mondays, Wednesdays, and Fridays. These days were selected to allow for patient 

turn-over on the in-patient unit. Medication dosage timing was monitored to determine the 

timing of study-related services but no alteration in the standard medication dosage schedule 

occurred. All sessions began 30 minutes prior to participants next scheduled medication dosage. 

Patients could receive medication after the start of the sessions, but this occurred only three times 

and all were given after 10 minutes into the sessions, where medications effects would not 

generally be seen within 10 minutes of being administered. 

 Nonverbal signs of pain were recorded at the start of each condition and at every five-

minute interval throughout the 20-minute conditions (i.e. start, 5 minute, 10 minute, 15 minute, 

and end). These included nonverbal vocal complaints, facial grimaces, bracing, restlessness, 

rubbing, and dyspnea. A trained hospice volunteer or staff music therapist not involved in 

providing music interventions recorded the presence of these signs during both conditions. If the 
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nonverbal sign was not present, a 0 was recorded, and if the nonverbal sign was present, a 1 was 

recorded. Then, total scores were summed per interval, to give a pain score for each interval. 

For both conditions, a member of the facility nursing staff entered the room with the 

trained observer to take the physiological measures of heart rate, respiration rate, and oxygen 

saturation. Immediately after these measures were taken, the trained observer recorded the initial 

interval for nonverbal signs of pain. If a patient was randomized into the no contact control 

condition, then the researcher did not enter the patient’s room at any point. The trained observers 

were instructed to inform the patient or others present that there would be no music therapy or 

music intervention, if asked. The trained observers had the option to engage with the patient 

and/or others present, but this was not required. If the patient was randomized into the 

experimental condition, then the researcher entered the room at the same time the nursing staff 

and trained observer entered. As the physiological measures were being taken, the researcher 

assessed the patient’s presentation for signs of pain, discomfort, anxiety, or general distress. If it 

had been acquired previously, the researcher was informed of the patient’s preferred music 

immediately before entering the room.  

The most common music intervention provided was an Iso Principle. The most common 

use of a music-based life review intervention was when others were present in the patient’s 

room, family or otherwise. However, if the patient was alert and oriented enough to engage, then 

music-based life review was used. During these interventions, the researcher used patient 

preferred music to prompt and facilitated discussion and/or reminiscence about the patient’s life.  
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CHAPTER FOUR 

RESULTS 

 Raw data were analyzed using SPSS (IBM SPSS Statistics, Version 22.0.0). Three two-

factor analysis of variance (ANOVA) for repeated measures on one factor were conducted; one 

for each of the three physiological measures of heart rate, respiration rate, and oxygen saturation 

level. The repeated measures factor (A) was testing condition (pre- or posttest) and the between-

subjects factor (B) was group (control or experimental). An alpha level of .05 was set a priori. 

There was no significant difference in any of the physiological measures, for either factor (p > 

.05). 

Physiological Measures 

 The mean and standard deviations for the physiological measures pre- and posttest are 

provided in Table 2. For heart rate, the control group (n = 14) experienced increased heart rate 

and had noticeably larger standard deviations for both pre- and posttest. The experimental group 

(n = 11), who received music therapy, saw a decrease in mean heart rate and had a standard 

deviation smaller than the control group. These are illustrated in Figure 1.  

For respiration rate, the mean rate for the control group (n = 14) increased, with larger 

standard deviations, whereas the experimental group (n = 11) saw a mean decrease in respiration 

rate with lower variance as illustrated in Figure 2. There was less of an overall mean change for 

oxygen saturation level, but again the control group showed a negative trend and the 

experimental group showed a positive trend within the context of oxygen saturation. See Figure 

3 for more information. There was also less variance for the experimental group (n = 10) than in 

the control group (n = 14) for oxygen saturation. For oxygen saturation data collection, one 

patient in the experimental condition had an infection control precaution due to a clostridium 
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difficile infection (c. diff.). Heart rate and respiration rate could still be taken by the nursing 

staff; however, the pulse oximeter could not make contact with the patient. 

 

Table 2 

Mean and standard deviation for physiological measures 

Measure Condition Pre-/Posttest M SD 

Heart Rate 
(beats/minute) 

Control Pre- 98.86 25.14 
Post- 106.93 26.55 

Experimental Pre- 104.00 18.17 
Post- 91.82 18.39 

Respiration Rate 
(breaths/minute) 

Control Pre- 23.79 21.73 

Post- 24.00 10.64 
Experimental Pre- 19.36 5.41 

Post- 17.73 5.83 
Oxygen Saturation (%) Control Pre- 85.29 22.17 
 Post- 84.50 20.53 
 Experimental Pre- 92.70 6.73 
 Post- 94.60 4.25 

 

 

Figure 1. Mean heart rate pre- and posttest for control and experimental conditions. 
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Figure 2. Mean respiration rate pre- and posttest for control and experimental conditions. 

 

 

Figure 3. Oxygen saturation levels pre- and posttest for control and experimental conditions. 

 

Nonverbal Pain Indicators  

In addition to the physiological measures collected, trained observers collected data on 

nonverbal signs of pain using an adapted checklist from the checklist introduced by Feldt (2000). 

15

16

17

18

19

20

21

22

23

24

25

R
es

pi
ra

ti
on

 R
at

e 
(b

re
at

hs
/m

in
)

Pretest                                   Posttest

Control

Experimental

82

84

86

88

90

92

94

96

O
xy

ge
n 

S
at

ur
at

io
n 

(%
)

Pretest                                Posttest

Control

Experimental



	 25 

Means and standard deviations of these nonverbal indicators are presented in Table 3. The means 

are also illustrated in Figure 4, with trend lines added. From this, one can see that the control 

group had a gradual increase in nonverbal pain indicator scores across the 20-minute session (b = 

0.15). This differs from the experimental group, which had virtually no change across the same 

period of 20 minutes (b = 1.11 x 10-17). 

For the control group, the lowest average pain indicator score was seen at the first 

observation at the start of the sessions. The highest average score was then seen at the end of the 

session, with a general increase over the 20 minutes. The music therapy group saw the lowest 

average score during the second five-minute interval and the highest average scores during both 

the third and fourth intervals. With the music therapy group, the lowest standard deviation was 

seen during the last interval of the session and was the lowest standard deviation score overall. 

 Presented in Table 4 are the means and standard deviations for the six categories of 

nonverbal pain indicators outlined by Feldt (2000). The most present nonverbal indicator for 

both groups was dyspnea, and facial grimaces/wincing was the second most present indicator for 

each group. Whereas, for both groups, rubbing was not present at any time in the music therapy 

group, and was rarely present for the control group. Bracing was also a rare occurrence for both 

groups.  
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Table 3 

Mean and standard deviations for nonverbal pain indicator scores 

Condition Interval (minutes) M SD 

Control  0 0.64 0.745 

  5 1.07 0.998 

  10 1.21 0.975 

  15 0.86 1.167 

  20 1.50 1.092 

Experimental  0 1.18 1.079 

  5 0.73 0.905 

  10 1.27 1.191 

  15 1.27 1.191 

  20 0.91 0.701 

 

 

Figure 4. Mean nonverbal pain indicator scores across 20 minutes and trend lines. 

 

 

 

0

0.2

0.4

0.6

0.8

1

1.2

1.4

1.6

M
ea

n 
P

ai
n 

S
co

re
s

0            1            2            3            4
Interval (5 min)

Control

Experimental

Linear  (Control)

Linear  (Experimental)



	 27 

Table 4 

Mean and standard deviation for categorical nonverbal pain indicators by condition 

Condition Category M SD 

Control Nonverbal vocal complaints 0.24 0.432 

Facial grimaces/wincing 0.23 0.423 

Bracing 0.03 0.168 

Restlessness 0.17 0.380 

Rubbing 0.01 0.120 

Dyspnea 0.37 0.487 

Experimental Nonverbal vocal complaints 0.04 0.189 

Facial grimaces/wincing 0.31 0.466 

Bracing 0.05 0.229 

Restlessness 0.20 0.404 

Rubbing 0.00 0.000 

Dyspnea 0.47 0.504 

 

  



	 28 

CHAPTER FIVE 

DISCUSSION 

This study aimed to investigate the effects of single-session music therapy on pain, 

discomfort, and anxiety of patients in an in-patient hospice setting. For the control group, the 

highest average score was seen at the end of the session, indicating that nonverbal pain indicators 

may gradually increase the longer patients go without medication or another intervention. In the 

music therapy group, the lowest overall standard deviation for nonverbal pain indicators was 

seen during the last interval, suggesting that the longer a patient receives music therapy services, 

the more likely they are to display fewer nonverbal pain indicators. This study did not investigate 

effects on quality of life or psychosocial issues, as these are often done via self-report and there 

is already strong support of the use of music therapy to improve these aspects of patient care 

(Clements-Cotrés, 2004; Gross &Swartz, 1982; Hanser, 1985; Hilliard, 2003; Thaut & Davis, 

1993; Whittal, 1989; Wlodarczyk, 2007). 

Researchers have investigated the effects of patient-preferred music listening on 

perioperative anxiety and sedative dosages. Given that patient preferred live music was also used 

in this study, findings of the current study are consistent with these findings that music can 

maintain state anxiety and medication dosage needs when compared to control groups, which see 

increasing in anxiety and medication over time (Leardi, 2007; Lepage et al., 2001). It should be 

noted, however, that there has been limited investigation of the effects of music related to 

palliative medication dosage needs conducted by board certified music therapists. The previously 

mentioned researchers were of the medical community and do not have the musical training or 

knowledge of a music therapist. 
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Within the medical literature, there is evidence to support music therapy as a safe and 

cost-effective adjunct to standard care in preoperative, perioperative, and postoperative care 

(Gooding, Swezey, & Zwischenberger, 2012). The goals and outcomes of medical music therapy 

have many similarities to in-patient hospice music therapy, including enhancing emotional well-

being, regulating biological indicators, increasing comfort, and normalizing the environment 

(Gfeller, 2008). Therefore, the current study is consistent with similar medical music therapy 

literature in its clinical meaningfulness and significance, with music therapy being a viable and 

recommended adjunct to standard care (Palmer, Lane, & Mayo, 2015). 

Implications 

 Though statistical significance was not achieved for any physiological measure, there are 

notable trends which may have clinical meaningfulness for music therapy practice. With heart 

rate, a decrease in average heart rate was seen when patients received music therapy, whereas the 

control group showed a gradual increase in heart rate. With both respiration rate and oxygen 

saturation level, the music therapy group had more positive measures and trends. Being aware of 

these possible effects is clinically meaningful; that is, it is important for a clinically practicing 

music therapist to have knowledge of this, even though statistical significance was not achieved. 

This is consistent with the American Music Therapy Association’s Code of Ethics and Standards 

of Practice (AMTA, 2015). These results suggest that music therapy can lower respiration rate 

while increasing oxygen saturation levels, indicating that music therapy can help patients to take 

deeper and more efficient breaths. All of these physiological measures have implications for 

reducing pain, discomfort, and anxiety experienced by patients. This is consistent with previous 

research with music therapy and its effects on pain and anxiety (Alparslan et al., 2016; Guétin et 

al., 2012; Gutgsell, 2013; Krout, 2001; Lee, 2016; Marino, 2013). 
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 The trends in the nonverbal indicators of pain have implications for documentation and 

evidence of the effects of music therapy. Relating to pain, behavioral observations are the most 

conservative measure, especially when compared to physiological measures (Standley & 

Whipple, 2003). Given this, the gradual increase of average nonverbal pain indicators over time 

for the control group reflects an increase in all three physiological measures taken. As heart rate 

and respirations rate increase, with oxygen saturation decreasing, the nonverbal pain indicators 

increased, as well. This was virtually not seen in the music therapy group. This suggests that 

nonverbal measures may be good indicators of patients’ state, and that these indicators may be 

used by music therapists to gauge the effectiveness of music therapy interventions during clinical 

services.  

Music therapy services, if provided when medication is least likely to have an effect on 

the pain and anxiety experiences of patients, may be an effective method for maintaining and/or 

improving these pain and anxiety experiences. The music therapy group, on average, showed a 

negligible increase in nonverbal pain indicators, and showed a trend line slope of almost zero. 

This means that the music therapy group showed no increase or decrease in nonverbal pain 

indicators. Given that the control group demonstrated increases in nonverbal pain indicators over 

time, the minimal changes in nonverbal indicators combined with the improvements in 

physiological measures in the music therapy participants suggest that music therapy may be an 

effective non-pharmacological management for pain. This is consistent with existing evidence 

(Lee, 2016; Gallagher, Hutson, Nelson, Walsh, & Steele, 2001; Standley, 1986). 

 Within social science research and music therapy research, there are different ways to 

interpret results. With the growing emphasis on effect size, in addition to the traditional 

statistical significance, research is becoming more refined and focused. The larger a given 
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sample size, the more likely it is to find statistical significance. Gallagher, Lagman, Walsh, 

Davis, and LeGrand (2006) discussed how even though statistical significance was achieved in 

their study on music therapy in palliative medicine, the sample size and effect size were such that 

there was little clinical meaning to specific areas of the results. The opposite of this can also be 

found, where a small sample size results in not achieving statistical significance but can be 

clinically meaningful. This is an example of how results can be clinically meaningful and should 

be known by practicing music therapists, while not being statistically significant. 

Limitations 

 A primary limitation to the current study is the small sample size. A power analysis, 

conducted via the G Power application, indicated a sample size of approximately N = 80 

participants was needed to achieve significance. This was based on the results from previous 

research by Krout (2001), who also used single-session music therapy in a hospice setting. There 

are several possible factors that may have contributed to the small sample size. One of these 

factors is in recruiting participants and gaining consent to participate.  

Given the nature of in-patient hospice facilities, being admitted to the facility is often 

preceded by the inability for hospice staff to manage symptoms within the home environment, 

thus needing a greater level of hospice care. This can result in a higher level of emotional and 

physical stress on the patient and caregiver. As many patients within the in-patient unit are 

unable to consent to participate themselves, this often falls to a proxy to agree to the patient’s 

participation within the study. Proxies, be they family or otherwise, also experience increased 

stress (Choi, 2010). Therefore, they may have been unable to understand the nature of the study, 

or even what music therapy services are. For example, there were eight patients whose proxies 
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asked the consent form to be left with them, so that they may think about participation in the 

study. Of these eight, seven of them later declined to consent to allow the patient to participate.  

Another factor to the small sample size was patient deaths between the time consent had 

been given and the limited study-related periods. This often occurred when consent was given on 

a Tuesday or Thursday, and the patient died before the researcher arrived for a 10:00 AM start 

time on Wednesday or Friday, respectively. This occurred five times during the study. There 

were also two instances where the data collection for the physiological measures were not 

possible. For both of these patients, medication dosage was not initially reported accurately to 

the researcher. After both of these sessions, the patients’ nurse informed the researcher of the 

recent administering of medication to these patients, thus resulting in their being disqualified to 

participate in the study. 

An unexpected limitation to the study was the timing and daily logistics in conducting the 

study. With staff members being involved in data collection, their standard services and duties 

took priority over study-related assistance. With nursing staff especially, who have demanding 

duties as part of their standard services, there were times when no member of the nursing staff 

was available to take the physiological measures. This resulted in not being able to see as many 

participants on a small number of study days. However, this did not have as much influence on 

the sample size as previously mentioned factors. 

Music therapy interventions were also limited to only Iso principle and music-based life 

review. These two interventions are common with in-patient hospice music therapy services, but 

do not encompass the breadth of standard hospice music therapy services (Walker & Adamek, 

2008). The staff music therapist of the facility was available to provide full hospice music 
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therapy services, and the researcher referred patients and caregivers to these services if their 

acute needs were not met by the limited number of study-related interventions. 

Future Research 

 There is need for future research relating to music therapy services and medication 

dosage timing. There currently is not enough literature to determine the effect that music therapy 

has on the pain and anxiety experiences of in-patient hospice patients due to the higher dosages 

and more consistent administering of medication with this population (Hilliard, 2005b). There 

also needs to be an increased level of collaboration within the hospice music therapy field, with 

researchers and clinicians collaborating to yield larger sample sizes. The vast majority of music 

therapy research is done at one site, with minimal multisite studies. 

 Additional research is also needed with collaboration between music therapists and 

medical professionals within the field of hospice care and palliative care. While there is a 

growing body of literature dealing with music and its effects on brain activity, most of this is 

being conducted from the neuroscience community with no input from the music therapy 

community (Agustus et al., 2015; Downey et al., 2013; Fletcher, Clark, & Warren, 2014; Goll et 

al., 2012; Hornberger, & Piguet, 2012). 

Conclusion 

 The use of music therapy in an in-patient hospice facility may be an effective method for 

reducing the amount of medication dosage used to manage pain, discomfort, and anxiety. 

Findings from the current study suggest that music therapy may improve physiological measures 

relating to pain, discomfort, and anxiety. However, further research is needed to address the 

relationship of music therapy and medication within an in-patient hospice facility. 
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APPENDIX A 

ADAPTED CHECKLIST FOR NONVERBAL PAIN INDICATORS 
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APPENDIX B 

IRB APPROVAL LETTER 
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APPENDIX C 

LETTER OF COOPERATION 
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APPENDIX D 

PARTICIPANT CONSENT FORM 

 

FLORIDA STATE UNIVERSITY 

CONSENT FORM 

Study Title: The effect of single-session music therapy on pain, discomfort, quality of 

life, and anxiety for in-patient hospice patients. 

 

You are invited to participate in a research study of the effects of music therapy in in-

patient hospice settings. You were selected as a possible participant because you have 

recently been admitted into an in-patient hospice and palliative care unit. We ask that you 

read this form and ask any questions you may have before agreeing to be in the study. 

This study is being conducted by J. Payne Busé, MT-BC, as part of his master’s thesis in 

the FSU College of Music. 

 

Study Purpose 

The purpose of the study is to determine the efficacy of music therapy services in in-

patient hospice and palliative care settings. 

 

Study Procedures 

If you agree to participate in this study, we would ask you to do the following:  

 You will be randomly assigned to either an experimental group (music therapy) or 

a control group (no music therapy). If you are assigned to the music therapy group, you 

will receive an abbreviated music therapy session. If you are assigned to the control 

group, you will receive no music therapy. Both groups will last approximately 20 

minutes. For both groups, your heart rate, oxygen saturation, and respiration rate will be 

taken before and after the session. During both sessions, you will be observed by a 

trained observer. You will only be involved in one session for this research study. 

Standard music therapy, nursing, social work, and chaplain services will remain available 

to you before and after the study session. 

 

Risks of Study Participation 

Potential risks include the possibility of over-stimulation. This is highly unlikely, as the 

research is trained in identifying any signs of over-stimulation and adjusting to achieve 

maximum comfort. 

 

Benefits of Study Participation 

Potential benefits include higher level of comfort and quality of life and lower levels of 

anxiety or discomfort. It is also possible that the sessions may promote sleep. 

 

Research Related Injury 

Though highly unlikely, in the event that injury occurs during the study, the hospice 

medical and nursing staff will provide the standard high level of service to all patients.  

 

Confidentiality 

The data of this study will be kept private and confidential, to the extent allowed by law.  

In any publications or presentations, no information will be included that will make it 

possible to identify you as a subject. Your data for the study may, however, by reviewed 

by departments at the University with appropriate regulatory oversight. A copy of this 

signed form will be placed into your electronic medical record. 
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FLORIDA STATE UNIVERSITY 

CONSENT FORM 

Protected Health Information (PHI):  

Your PHI created or received for the purposes of this study is protected under the federal 

regulation known as HIPAA.  Refer to the HIPAA authorization for details concerning 

the use of this information. 

 

Voluntary Nature of the Study 

Participation in this study is voluntary.  Your decision whether or not to participate in this 

study will not affect your current or future relations with Florida State University or Big 

Bend Hospice, Inc. 

Note: If you decide to participate, you are free to withdraw at any time without 

affecting those relationships. You may withdraw from participation in research at 

any time by notifying any BBH, Inc. staff member without fear of retribution or 

loss of hospice services. 

 

Contacts and Questions 

The researcher conducting this study is Payne Busé. You may ask any questions you have 

now, or if you have questions later, you are encouraged to contact them at (615) 522-

2512 or jpb16b@my.fsu.edu. The faculty advisor for this study is Lori Gooding, who 

may be contacted at (850) 644-4295 or lgooding@fsu.edu.  

 

If you have any questions or concerns regarding the study and would like to talk to 

someone other than the researcher(s), you are encouraged to contact the FSU IRB at 

telephone number (850) 644-8633. You may also contact this office by email at 

humansubjects@fsu.edu, or by writing or in person at 2010 Levy Street, Research 

Building B, Suite 276, FSU Human Subjects Committee, Tallahassee, FL 32306-2742. 

 

You will be given a copy of this form for your records. 

 

Statement of Consent 

I have read or been read the above information, and if I have asked questions, I have 

received answers. I consent to participate in this study. 

 

 

_________________________________                              ______________ 

Signature of Subject/Representative                                  Date 

 

_________________________________ 

Relation to Patient, if other 

 

 

_________________________________                              ______________ 

Signature of Research Staff                                 Date 

 

_____________ 

Patient MRN 
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APPENDIX E  

PROXY CONSENT FORM 

 

FLORIDA STATE UNIVERSITY 

PROXY CONSENT FORM 

Study Title: The effect of single-session music therapy on pain, discomfort, quality of 

life, and anxiety for in-patient hospice patients. 

 

Your loved one is invited to participate in a research study of the effects of music therapy 

in in-patient hospice settings. Your loved one was selected as a possible participant 

because you have recently been admitted into an in-patient hospice and palliative care 

unit. We ask that you read this form and ask any questions you may have before agreeing 

for your loved one to be in the study. This study is being conducted by J. Payne Busé, 

MT-BC, as part of his master’s thesis in the FSU College of Music. 

 

Study Purpose 

The purpose of the study is to determine the efficacy of music therapy services in in-

patient hospice and palliative care settings. 

 

Study Procedures 

If you agree to your loved one participating in this study, we would ask your loved one to 

do the following:  

 They will be randomly assigned to either an experimental group (music therapy) 

or a control group (no music therapy). If your loved one is assigned to the music therapy 

group, they will receive an abbreviated music therapy session. If they are assigned to the 

control group, they will receive no music therapy. Both groups will last approximately 20 

minutes. For both groups, your loved one’s heart rate, oxygen saturation, and respiration 

rate will be taken before and after the session. During both sessions, your loved one will 

be observed by a trained observer. Your loved one will only be involved in one session 

for this research study. Standard music therapy, nursing, social work, and chaplain 

services will remain available to you and your loved one before and after the study 

session. 

 

Risks of Study Participation 

Potential risks include the possibility of over-stimulation. This is highly unlikely, as the 

research is trained in identifying any signs of over-stimulation and adjusting to achieve 

maximum comfort. 

Benefits of Study Participation 

Potential benefits include higher level of comfort and quality of life and lower levels of 

anxiety or discomfort. It is also possible that the sessions may promote sleep. 

Research Related Injury 

Though highly unlikely, in the event that injury occurs during the study, the hospice 

medical and nursing staff will provide the standard high level of service to all patients.  

 

Confidentiality 

The data of this study will be kept private and confidential, to the extent allowed by law.  

In any publications or presentations, no information will be included that will make it 

possible to identify you as a subject. Your data for the study may, however, by reviewed 

by departments at the University with appropriate regulatory oversight. A copy of this 

signed form will be placed into your electronic medical record. 
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FLORIDA STATE UNIVERSITY 

PROXY CONSENT FORM 

Protected Health Information (PHI):  

Your loved one’s PHI created or received for the purposes of this study is protected under 

the federal regulation known as HIPAA.  Refer to the HIPAA authorization for details 

concerning the use of this information. 

 

Voluntary Nature of the Study 

Participation in this study is voluntary.  Your decision whether your loved one 

participates in this study will not affect their current or future relations with Florida State 

University or Big Bend Hospice, Inc. 

Note: If you decide for your loved one to participate, you and your loved one are 

free to withdraw at any time without affecting those relationships. You and your 

loved one may withdraw from participation in research at any time by notifying 

any BBH, Inc. staff member without fear of retribution or loss of hospice services. 

 

Contacts and Questions 

The researcher conducting this study is Payne Busé. You may ask any questions you have 

now, or if you have questions later, you are encouraged to contact them at (615) 522-

2512 or jpb16b@my.fsu.edu. The faculty advisor for this study is Lori Gooding, who 

may be contacted at (850) 644-4295 or lgooding@fsu.edu.  

 

If you have any questions or concerns regarding the study and would like to talk to 

someone other than the researcher(s), you are encouraged to contact the FSU IRB at 

telephone number (850) 644-8633. You may also contact this office by email at 

humansubjects@fsu.edu, or by writing or in person at 2010 Levy Street, Research 

Building B, Suite 276, FSU Human Subjects Committee, Tallahassee, FL 32306-2742. 

 

You will be given a copy of this form for your records. 

 

Statement of Consent 

I, ___________________________, have read or been read the above information, and if 

I have asked questions, I have received answers. I consent for my loved one, 

____________________________ to participate in this study. 

 

 

_________________________________                              ______________ 

Signature of Proxy                                 Date 

 

_________________________________ 

Relation to Patient 

 

_________________________________                              ______________ 

Signature of Research Staff                                 Date 

 

_____________ 

Patient MRN 
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