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Abstract
Purpose Evidence shows that music therapy aids in symptom
management and improves quality of life for palliative medi-
cine and hospice patients. The majority of previous studies
have addressed patient needs, while only a few addressed
the needs of family members. The primary purpose of this
study was to understand family members’ perceptions of mu-
sic therapy experienced by a relative in palliative medicine or
hospice. Patient self-reported scales and music therapist as-
sessment of change were also investigated.
Methods Patients scored their symptoms (pain, anxiety, de-
pression, shortness of breath, and mood) before and after mu-
sic therapy sessions. One family member present during the
session assessed perceived effect on the patient’s pain, anxiety,
depression, shortness of breath, stress level, restlessness, com-
fort level, mood, and quality of life. The effect on family
member’s stress level, quality of life, and mood and helpful-
ness of the music therapy session for the patient and self were
studied. Recommendations about future patient participation
in music therapy and qualitative comments were also
solicited.
Results Fifty family member/patient dyads participated in the
study. Family member perceptions were positive, with 82% of
responders indicating improvement for self and patient in

stress, mood, and quality of life; 80% rating the session as
extremely helpful; and 100% of 49 recommending further
music therapy sessions for the patient. Patients reported statis-
tically significant improvement in pain, depression, distress,
and mood scores.
Conclusions Family members of patients in palliative medi-
cine and hospice settings reported an immediate positive im-
pact of music therapy on the patient and on themselves. More
research needs to be conducted to better understand the bene-
fits of music therapy for family members.
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Introduction

Over the last 25 years, there has been an increase in research
regarding the effectiveness of music therapy with palliative
medicine and hospice patients. Sites have included cancer
centers [1–3], palliative medicine programs [4–15], and hos-
pices [2, 3, 6, 7, 10, 12, 14–20]. Of primary interest to many
researchers is the effect of music therapy on symptom man-
agement and addressing patients’ physical, emotional, cogni-
tive, psychological, spiritual, and social needs. According to
the literature, music therapy has positively affected physical
symptoms such as pain [1–13, 15–18, 20], fatigue [3, 5,
10–13, 20], shortness of breath [6, 8, 10, 11, 16, 20], and
discomfort/tension [1–6, 9–15, 20]. It also has been beneficial
in treating emotional symptoms such as anxiety [1, 3–12, 16,
17, 19, 20], anger [5], depression/sadness [2, 3, 5, 6, 8, 10–13,
19], fear [5, 11], quality of life [3, 5, 8, 9, 12, 13, 15, 16, 20],
mood [1–6, 8, 12, 13, 15, 20], and stress/distress [1, 3–5, 7,
11–13, 16, 19, 20].
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End-of-life themes often emerge around unfinished busi-
ness [4–7, 12]; life review [2, 4–6, 12–18]; guilt/remorse/re-
gret [3–5, 7, 10, 12, 13]; memories/reminiscence [1–6, 11, 12,
16–20]; grief/loss/bereavement [2–7, 10–12, 14, 17–21]; suf-
fering [5–7, 11]; spirituality [2–7, 10–12, 15, 20]; and identi-
fying the meaning and purpose of one’s life, suffering, and
death [2–4, 6, 7, 10–15, 17, 20, 21]. These themes are com-
monly addressed in music therapy through the music, the in-
terventions, and the relationship. Interventions include such
things as music listening, singing, song choices, musical life
review, memory sharing, instrument playing, improvisation,
lyric analysis, song discussion, music-assisted relaxation, and
songwriting [2–5, 8, 11, 13, 15–19, 22]. Patients may also
address coping [1, 3, 5, 6, 11–13, 15–17, 20, 21], courage
[4], healing [7], hope [2–4, 6, 10–12, 14, 15, 17, 20, 21],
hopelessness/helplessness [11], isolation [5], support [3], and
resilience [3]. Music therapy is also effective in helping pa-
tients express feelings [2–7, 9–16, 18, 20, 21] and in improv-
ing communication with friends and family [1–6, 9–15, 20].
According to Byock [22], there are four phrases that may need
to be said at the end of life in order to mend relationships and
provide well-being. These include Bplease forgive me,^ BI
forgive you,^ Bthank you,^ and BI love you^ [22, p. 3].
They can be addressed in music therapy by focusing on for-
giveness, reconciliation, and peace [6, 7, 12]; the completion
and closure of relationships [2–7, 10–13, 15, 19, 20]; and
expressing thanks, gratitude, and love [4, 7].

The majority of studies have focused on the effectiveness
of music therapy for the patient. However, hospice and palli-
ative medicine focus on patient- and family-centered care. For
the purposes of this study, family is defined as whomever the
patient identifies as family, including friends, caregivers, and
spiritual care personnel [1–8, 10–21, 23]. Studies have illus-
trated the beneficial effects of music therapy in addressing
patients’ and families’ needs related to anxiety, [11, 13, 14,
17, 21]; meaning, hope/hopelessness, and coping [17]; confu-
sion and dementia [17]; and anticipatory grief, saying
goodbye, letting go, and pre-loss bereavement [3, 4, 7, 17].
Further studies have investigated family members’
depression/sadness [2, 3, 7, 10, 13, 17, 20, 21], fatigue [3,
11, 13], mood/emotions [2, 3, 5, 7, 10, 11, 21], quality of life
[2, 11, 21], stress [2, 6, 7, 11–14, 19–21], satisfaction [3, 16],
and relaxation/comfort [2, 3, 5, 10–13, 17, 21]. It is also im-
portant to provide opportunities for families to express caring
to their dying relative [3, 7, 10–12, 20]; to provide calm for the
family before and after the death [12]; and to note family
members’ facial expression [8, 20], body movement [8, 20],
and verbalizations [8, 13, 20].

Along the patient’s trajectory of illness, there are many
changes in roles, self-esteem, identity, and dignity [11, 23].
These may additionally be impacted by the stage of the cancer
and the family’s current developmental stage [23]. Newly
forming and young families may have more difficulties

coping than aging families [23]. Families at all stages need
to be educated on the stages of illness, as well as what to
expect at the end of life [6, 7].

Music [1–3, 5, 12] and specifically music therapy [1–15,
17–19, 21] have been effectively used to address the needs of
patients in palliativemedicine and their families. The literature
describes these experiences, the importance of the music uti-
lized, the role of the music therapist, and goals and interven-
tions [1–16, 18–21]. Interventions include the creation of mu-
sical autobiographies [5], song legacies [3, 5], and recordings
for patients and families [2, 3, 5, 6, 10–12]. The music thera-
pist can use music to create a comforting, peaceful space as the
patient transitions from life to death [3, 4]. Families are invited
to participate in the session and to use music to express things
to the patient [2–5, 7, 8, 10–15, 17–21]. It is interesting to
compare family members’ perceptions of the music therapy
experience with that of the patient [2, 16, 18, 20, 21]. While
several studies have been published regarding the use ofmusic
and/or music therapy with families, the outcomes have not
included quantified and detailed family members’ perceptions
of the effect of music therapy on the patient.

The main goal of this study was to identify the benefits of
music therapy in palliative care and hospice settings, through
the collection of data from patients and their families. In our
setting, we use the term hospice to represent someone that has
a prognosis of 6 months or less to live and is receiving end-of-
life services at home, in a nursing home, or in an inpatient
hospice care facility. Palliative medicine, on the other hand,
may include hospice patients, but this service focusing on
symptom management can be utilized from diagnosis through
end of life. In our case, palliative medicine patients were seen
on an inpatient, 23-bed palliative medicine unit. It was hy-
pothesized that music therapy would have a positive effect
on patients’ self-reported scores of mood, pain, anxiety, de-
pression, and shortness of breath. It was also hypothesized that
family members would perceive music therapy as effective for
treating the patient’s symptoms, stress, restlessness, comfort,
and quality of life. Finally, it was hypothesized that families
would identify music therapy as having a positive effect on
their stress, quality of life, and mood.

Methods

Subjects

This study was approved by the Institutional Review Board
(IRB) at the Cleveland Clinic. All procedures followed were
in accordance with the Helsinki Declaration of 1964 and its
later amendments or comparable ethical standards [24].
Patients admitted to the Harry R. Horvitz Center for
Palliative Medicine; followed by its physicians; or served by
the Cleveland Clinic Center for Connected Care hospice in
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homes, nursing homes, or inpatient hospices were eligible to
participate.

We attempted to recruit 100 palliative medicine and/or hos-
pice patients’ family members using the following inclusion
criteria: present during the entire music therapy session; at
least 18 years old; and able to speak, read, and write
English. Patients were asked if they would participate in a
music therapy session; however, they were not asked whether
family members could be approached for study involvement.
Only one family member per patient was recruited. If several
met the criteria, one was identified by those present to com-
plete the survey. A participant information sheet was provided
and reviewed with the family member. His/her willingness to
complete the survey was deemed consent to participate. A
waiver of written informed consent was granted by our IRB.

Sessions/procedures

A board-certified music therapist (MT-BC) conducted music
therapy sessions with patients and families. These sessions
included patient-preferred music, as well as interventions such
as music listening, singing, choosing songs, playing instru-
ments, engaging in music-assisted relaxation techniques, ana-
lyzing song lyrics, and writing songs. Once the session was
completed, a copy of the music therapy family survey
(Appendix) was given to family members who were encour-
aged to complete and return it within 24–48 h. They sealed it
in an envelope and anonymously returned it to the unit secre-
tary, nurse, or music therapist via mail or in person. All enve-
lopes were opened during data analysis to further ensure ano-
nymity. Study data were collected and managed using
REDCap (Research Electronic Data Capture) electronic data
capture tools hosted at Cleveland Clinic’s Quantitative Health
Sciences Department [24].

Data collected

Family members

The music therapy family survey (Appendix) was developed
by our team specifically for this study from an initial pilot of
10 patients and family members. This pilot helped to establish
content validity while improving the format and questions;
and the recommendations from the participants were incorpo-
rated into the final instrument [25]. The identified family
member was asked to complete the survey in order to assess
the effect on nine variables as better, same, or worse; to pro-
vide recommendations regarding further music therapy ses-
sions; and to rate the helpfulness of the session for patient
and self on a 0–5 scales where 0 = not helpful at all and
5 = extremely helpful.

Patients

Data routinely collected according to the standard music ther-
apy protocol were extracted from the patient’s electronic med-
ical record, with the approval of the IRB. This included refer-
ral source, reason for referral, goals, interventions, self-
reported symptom severity, and observed behavior changes.
Six patient-reported variables were scored before and after the
session, five on a 0–10-point numeric rating scale (pain, anx-
iety, depression, shortness of breath, and distress) and mood
on a 0–4-point scale based on the Rogers’ Happy/Sad Face
Assessment Tool [26]. The music therapist scored five behav-
ior variables on a 0–3 scale before and after the session (facial,
body movement, sleep, vocal, and verbal). This scale was
based on the Nursing Assessment of Pain Intensity [27] and
the Riley Infant Pain Scale [27]. For all scales, higher scores
represented worse results. Some responses to the scales were
unable to be obtained due to patients being unresponsive, non-
verbal, or minimally responsive; not rating symptoms;
sleeping; giving a verbal response instead of a numeric re-
sponse; or having dementia and unable to give a valid
response.

Statistical analysis

Descriptive statistics were generated. Score changes from pre-
to post-session were analyzed using the paired t test. A p value
lower than 0.5 was considered statistically significant. No ad-
justments were made for multiple comparisons since this is an
exploratory study.

Results

Although we hoped to obtain data on 100 family members,
only 50 completed the survey before the end of the funding
period. Six patients/families were offered music therapy but
declined. Forty-six (46) family members identified their rela-
tionship to the patient. These relationships included children
(43%) and spouses (33%), as well as caregivers (13%), par-
ents (7%), siblings (2%), and friends (2%). For 54% of family
members, this was their first experience with music therapy.
Forty-three percent of the sessions were with palliative med-
icine patients, and 57%were with hospice. Forty-three percent
of the sessions were initial sessions and 41% were follow-up
(16% missing data).

Referrals came from a variety of sources, such as social
workers (31%), nurse case managers (17%), physicians
(15%), nurses (9%), certified nurse practitioners (6%), music
therapists (6%), and other sources (16%). Top reasons for
referral, in order of frequency, were family requested, anxiety,
coping, family support/comfort, pain, and self-expression.
Session lengths averaged 51 min and ranged from 30 to
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90 min. In 56% of the sessions, the music was chosen by a
combination of the patient, family, and/or music therapist; in
18%, the patient alone chose the music; in 16% the music
therapist; and in 10% the family.

Change in patient scores (Table 1)

Patient scores, either self-reported or assessed by the music
therapist, are summarized in Table 1. Score changes from pre-
to post-session are described and were analyzed using the
pai red t tes t . There were s ignif icant reduct ions
(improvements) in pain, depression, distress, and mood.
Music therapist assessment of facial behavior and vocal be-
havior improved from pre- to post-session.

Categorical assessment of music therapy and its
helpfulness (Table 2)

In order to be more similar to family member assessments, pa-
tient difference and music therapist-rated difference scores were
categorized according to whether the score after the music ther-
apy was better (score decreased), same (score unchanged), or
worse (score increased) than the pre-session score. This data is
summarized alongwith family-rated data in Table 2. The number
of missing responses is noted as not rated, but they were not used
to calculate percentages. The helpfulness of music therapy is
shown as frequency counts and percentages and as mean and
standard deviation. None of the family members indicated that
any scale got worse. Family members perceived improvement in
the patient ranging from 71% for pain to 98% for anxiety and
considered the music therapy experience to be extremely helpful
to the patient in 82% (Fig. 1). Family members’ perceived self-
improvement of 83% for quality of life, 92% for mood, 94% for
stress/distress; and 84% considered the music therapy experience
to be extremely helpful (Fig. 2). Forty-nine family members
indicated that they would recommend another music therapy
session for the patient, and one did not respond. The exact
95% confidence interval (CI) for the recommendation is 100%
(49/49), 95% CI 92.8–100%. If one assumes non-response
means non-recommendation, then recommendation is 98% (49/
50), 95% CI 89.4–99.9%.

Qualitative results

The most common reasons patients and families chose the
music for the session were the meaning of the songs; enjoy-
ment for the patient; familiarity and memories; and the mu-
sic’s soothing, calming, and/or comforting effect. Participants
cited the music’s importance as something they and the patient
would like that would help them relax, cheer them, comfort/
soothe them, or decrease their stress and/or anxiety.

When asked to identify their expectations of music therapy,
19% of the family members identified no expectations; 17%

thought the patient would enjoy it and provide happiness;
15% thought it would be relaxing; 9% expected it to be
calming, peaceful, soothing, and comforting; 4% thought it

Table 1 Change in patient scores

Scale Number Mean SD p value

Pain (scored 0–10)

Before 26 2.6 2.7 –

After 24 1.7 2.1 –

Change 24 −0.9 1.9 0.024

Anxiety (scored 0–10)

Before 23 2.0 2.1 –

After 21 1.3 1.4 –

Change 21 −0.7 1.9 0.08

Depression (scored 0–10)

Before 19 2.4 3.0 –

After 18 0.9 1.4 –

Change 18 −1.4 2.1 0.010

Shortness of breath (scored 0–10)

Before 18 1.8 2.4 –

After 14 1.2 1.7 –

Change 14 −0.4 1.3 0.25

Distress (scored 0–10)

Before 20 3.1 2.6 –

After 21 1.3 1.5 –

Change 18 −1.9 1.9 <0.001

Mood (scored 0–4)

Before 27 1.3 1.3 –

After 27 0.7 0.8 –

Change 27 −0.7 1.2 0.007

Behavior: facial (scored 0–3)

Before 50 0.7 0.5 –

After 50 0.4 0.5 –

Change 50 −0.2 0.6 0.010

Behavior: movement (scored 0–3)

Before 50 0.1 0.4 –

After 50 0.1 0.2 –

Change 50 −0.1 0.4 0.26

Behavior: sleep (scored 0–3)

Before 4 1.3 1.0 –

After 8 0.9 1.0 –

Change 4 0.0 0.0 –

Behavior: vocal (scored 0–3)

Before 47 0.7 0.5 –

After 47 0.6 0.5 –

Change 47 −0.1 0.5 0.033

Behavior: verbal (scored 0–3)

Before 35 0.6 0.7 –

After 35 0.6 0.7 –

Change 33 0.0 0.2 0.32
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Table 2 Categorical assessment
of the effects of music therapy Scale Self-report or music therapist Family for patient Family for self

N % N % N %

Paina

Better 9 37.5 25 71.4 Not applicable
Same 13 54.2 10 28.6
Worse 2 8.3 0 0.0
Not rated 26 – 15 –

Anxietya

Better 9 42.9 43 97.7 Not applicable
Same 10 47.6 1 2.3
Worse 2 9.5 0 0.0
Not rated 29 – 6 –

Depressiona

Better 7 38.9 37 94.9 Not applicable
Same 11 61.1 2 5.1
Not rated 32 – 11 –

Shortness of breatha

Better 2 14.3 23 88.5 Not applicable
Same 10 71.4 3 11.5
Worse 2 14.3 0 0.0
Not rated 36 – 24 –

Stress/distressa

Better 11 61.1 37 92.5 45 93.8
Same 7 38.9 3 7.5 3 6.2
Not rated 32 – 10 – 2 –

Mooda

Better 13 48.1 42 93.3 44 91.7
Same 11 40.7 3 6.7 4 8.3
Worse 3 11.1 0 0.0 0 0.0
Not rated 23 – 5 – 2 –

Facialb

Better 13 26.0 Not applicable Not applicable
Same 34 68.0
Worse 3 6.0

Movementb

Better 3 6.0 Not applicable Not applicable
Same 46 92.0
Worse 1 2.0

Sleepb

Same 4 100.0 Not applicable Not applicable
Not rated 46 –

Vocalb

Better 9 19.1 Not applicable Not applicable
Same 36 76.6
Worse 2 4.3
Not rated 3 –

Verbalb

Better 1 3.0 Not applicable Not applicable
Same 32 97.0
Not rated 17 –

Comfort
Better Not applicable 44 93.6 Not applicable
Same 3 6.4
Not rated 3 –

Quality of Life
Better Not applicable 40 87.0 40 83.3
Same 6 13.0 8 16.7
Not rated 4 – 2 –

Music therapy experience: was it helpful?
0 = not at all Not applicable 0 0.0 0 0.0
1 0 0.0 1 2.0
2 1 2.0 0 0.0
3 0 0.0 2 4.0
3.5 1 2.0 0 0.0
4 7 14.0 5 10.0
5 = extremely 41 82.0 42 84.0

Mean (S.D.) 4.8 (0.6) 4.7 (0.7)

a Patient self-reported
bMusic therapist observed/reported
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would bring back pleasant memories; and the remaining 36%
stated a variety of other reasons. Sixty-three percent of pa-
tients had a positive verbal response, indicating they enjoyed
and/or benefited from the session; and the other 37% either
did not indicate how they felt or were unable to respond.
Although 13% of family members did not have a definitive
response, 87% had a positive response to music therapy.
Family members used a variety of words to describe the ex-
perience such as relaxing, soothing, peaceful, uplifting,
calming, beautiful, comforting, enjoyable, fun, pleasant, spir-
itual, exciting, good, hopeful, joyful, and wonderful. One fam-
ily member wrote, Bmy gratitude to those who search for ways
to improve end of life care in any possible manner; it is a
difficult period to find comfort^, and another wrote, BI think
that music therapy should be considered in every hospital.^
No negative comments were documented on the surveys.

Discussion

To the best of our knowledge, this is the first study to assess in
a standardized manner family members’ perceptions of the
effects of music therapy on their relative in palliative medicine
or hospice settings. Positive changes in pain, depression, and
distress scores were statistically significant after the music
therapy intervention. Although improvements in anxiety and
shortness of breath were reported, they did not reach statistical
significance. Based on the literature, the effectiveness of mu-
sic therapy in addressing these symptoms has had mixed re-
sults. This study also demonstrated that music therapy had a
significant effect on patients’ mood, as well as benefit con-
firmed through facial expression and vocalizations, which is
consistent with our previous research [8].

The patient self-reported results are consistent with a pre-
vious study published by our group with palliative medicine
patients, which also showed statistically significant changes in
pain and depression and improvements in anxiety and short-
ness of breath after participating in a music therapy session
[8]. In the current study, the average length of sessions was
51 min, whereas in the previous study, it was 27 min. One
possible reason for this is the inclusion of hospice sessions
which may last longer than many palliative medicine sessions.
This may be due to the fact that most palliative medicine
patients are extremely ill when they are in the hospital and
have limited energy, whereas many hospice patients are not
acutely ill and may have more energy. However, the average
length of palliative medicine sessions was also higher. This
may be due to the needs of patients who participated in this
study, the presence of family members, and/or the different
approaches between music therapists. Many times after rap-
port is built with patients in the initial session, it is common for
the sessions to increase in length, which may be the case as
41% of the session were follow-ups.

The fact that 57% of the sessions were conducted in hos-
pice influenced results such as referral source, reason for re-
ferral, and possibly patient verbal response. Social workers
(31%) and nurse case managers (17%) were the largest
sources of referrals. Previous studies also noted high referrals
from social work, and since nurse case managers assess the
hospice patients, it is no surprise that they are also a frequent
referral source. The top reason for referral was family request
for the service. This was most frequently found in the data for
hospice patients. The high percentage (38%) of patients with
no verbal response is largely due to the fact that many patients
were unresponsive or had limited to no verbal communica-
tion. These instances occurred more frequently in the hospice
sessions. One reason may be that dementia can affect patients’
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verbal responses, and many of the hospice patients had some
form of dementia.

Amajority of familymembers rated the session as extremely
helpful for themselves, as well as for their patient. In addition, a
significant majority rated the patient’s as well as their stress/
distress level, mood, and quality of life as better after music
therapy. In the majority of sessions, the patient, family, and
music therapist chose the music together. As noted previously,
family members undergo a lot of stress, anxiety, fatigue, varied
emotions, depression, and sometimes poor quality of life when
they are caring for a relative who is receiving palliative medi-
cine or hospice care [3–6, 8–10, 13, 15–22, 24–26, 28–31].
They also experience anticipatory grief, as well as unfinished
business or things that they want to say to the patient before it is
too late [4, 6, 7, 10, 13, 18, 21, 25, 30]. All of these elements
underscore the importance of having family members present
and demonstrate the level of interaction and rapport that oc-
curred between the patient, family, and therapist.

The three most common words used to describe the music
therapy experience were Brelaxing,^ Bsoothing,^ and
Bpeaceful.^ These words were also reflected in why the partic-
ular music was chosen asmany stated their reasons as themusic
being relaxing, comforting, and peaceful. The most common
reason for choosing specific music was that it was the patient’s
favorite music, which supports reports that a patient’s preferred
music is what will be the most effective for him/her [28–30].

There are some limitations to this study. One is that the music
therapist collected the patient self-reported data pre- and post-
sessions; therefore, the findings could have been biased. It is
possible that patients could respond positively in order to please
the therapist, in spite of the therapist’s attempts to remain objec-
tive. Although the practice of having the music therapist collect
the pre- and post-session data is not the most objective for re-
search purposes, it is how clinical practice is conducted. The
family questionnaires, however, were sealed by the family mem-
ber and were not opened by, or shared with, the music therapist.

Given the exploratory nature of the study, p values were not
adjusted for multiple outcome comparisons with the under-
standing that this could increase the number of false-positive

results. Missing data is another limitation. Many of the patient
variables were only recorded on about half of the individuals.
The average length of stay on the palliative medicine unit is
approximately 2 weeks; therefore, the patient may only be
seen once or twice. However, those in hospice may receive
weekly music therapy sessions for months. Due to this higher
frequency, hospice patients often equate music therapy with
feeling better, and because they often report the same infor-
mation over many weeks or months, they often come to a
point in time where they do not want to complete the pre-
and post-scales. There are also times that it is not appropriate
to utilize the scales such as if there is difficulty developing
rapport, if the patient is reluctant to answer, if the patient is
confused, and if the patient indicates that he/she is not
exhibiting the symptoms.

Although designed based on widely used scales, our as-
sessment tools have not been validated, and what constitutes
a clinically significant change has not been established. We
are planning future validation studies against previously vali-
dated scales. While our findings are encouraging, further re-
search is needed to investigate the duration of the effect of
music therapy, as well as the effectiveness of specific inter-
ventions in addressing specific goals. Since the patient and
family are all highly affected by the patient’s illness, there
needs to be more research on the benefit of music therapy
for palliative medicine and hospice patients and their families.

Conclusion

The majority of patients and families who participated in this
study indicated that music therapy was helpful in addressing
their physical symptoms. In addition, mood, quality of life,
comfort, and stress were noted to improve. Family members
recognized the helpfulness of music therapy for the patient
and for their own experience; therefore, it is important to in-
clude family members in music therapy sessions. Since music
therapy had a significant effect on symptoms such as pain,
depression, and distress and since it was beneficial for both
patients and their family members, music therapy has the po-
tential to represent a valuable asset to hospice and palliative
medicine programs.
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1.  Relationship to Patient:

Spouse Significant Other Parent Sibling

Child                      Friend                               Caregiver Other: ______

2.  Were others present during this music therapy session?          Yes               No

3.  If yes, how many were there (other than the patient and the music therapist)? _______

4.  Was this your first exposure to music therapy?        

5. How did the music therapy affect your family member (the patient) during this music therapy session? 

Please check the appropriate response below:

Better Same               Worse Not Applicable

a. Pain

b. Anxiety

c. Depression

d. Shortness of Breath

e. Stress level

f. Restlessness

g. Comfort level

h. Mood

i. Quality of life

j.  Other

____________________(i.e. nausea, vomiting)

6. How did the music therapy affect you during this session? 

Please check the appropriate response below:

Better             Same              Worse      Not Applicable

a. Stress level                                

b. Quality of life                           

c.  Mood                                 

7.  Who chose the music? (Check all that apply)

Patient Family Music Therapist Other 

Yes           No

AppendixMusic therapy family survey
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Please complete the following sentences, if applicable:

8. My family member picked the music used in this session because: 

9. I picked the music used in this session because: 

10. Was the music important to you?          □   Yes               □  No

If yes, please tell us about the importance of the music: 

11. What were your expectations of music therapy (if any)?_____________________________

____________________________________________________________________________

____________________________________________________________________________

12. Did today’s music therapy session meet your expectations?    □ Yes     □No     □  NA

13. Please use up to 3 words to describe your experience with music therapy:

14.  On a scale of 0 to 5, where 0 = not helpful at all and 5 = extremely helpful, how would you rate the music 

therapy experience for yourself?

□ 0        □1        □ 2        □ 3        □ 4        □ 5

15.  On a scale of 0 to 5, where 0 = not helpful at all and 5 = extremely helpful, how would you rate the music 

therapy experience for family member?

□ 0        □1        □ 2        □ 3        □ 4        □ 5

16. Would you recommend that your family member receive music therapy again?  □Yes  □   No

17. What else would you like to share about this experience in music therapy?

Location:   □   Pall Med   □ Hospice – Home      Nursing Home   Session Type:      Initial        Follow Up

Support Care Cancer (2017) 25:1769–1778 1777
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