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ABSTRACT 

This project proposes the combination of two professional roles into one position in 

the hospice field. The proposed position would be a music therapist/pastoral care 

position. In today’s health care environment, hospice companies must seek to 

reduce expenses without cutting needed services for their patients. One way this 

could be achieved is to combine positions when feasible. This project explores the 

combination of music therapy and pastoral care as part of a holistic treatment for a 

person in the last stages of life. A thorough review of current academic literature 

was conducted in the areas of music therapy, pastoral care, spirituality, end of life 

issues, and the hospice establishment. The project demonstrates the many similar 

hospice goals addressed by the two professions and how the attainment of these 

goals could be achieved by one qualified professional with a cost savings to the 

hospice employer. A job description and a job proposal were created for the 

consideration of potential hospice employers. The proposal has been evaluated by a 

hospice administrator in the southeastern United States. 

 



Introduction 

All human beings have one event in common; all will face the destiny of 

death. Across different cultural and religious traditions is the notion of a good death. 

The qualities of effective palliation, and holistic and family centered care, are the 

hallmarks of a desired passing (Doka, Jennings, & Corr, 2005). The greatest fears 

expressed by Americans concerning death include: being a burden to family, 

physical pain, losing one’s dignity, and losing control over one’s care (Doka et al., 

2005). The hospice movement exists to alleviate, as much as possible, these end of 

life concerns. 

Hospice agencies employ an interdisciplinary team approach to meet the 

psychological, physical, spiritual, social, emotional, cultural, legal, and medical 

needs of the dying person (Hilliard, 2005). In addition, it is not unusual for hospice 

staff to do more than one type of task for patients. Ms. Cassandra Hall, volunteer 

coordinator for Hospice Compassus, McComb, Mississippi, explained the existing 

tradition of sharing professional duties. She elaborated on this by stating, “It is not 

unusual for staff to multi-task in order to get the job done” (C. Hall, personal 

communication, August 15, 2010). 

Music therapy has been utilized in hospices for many years and has proven to 

be effective in meeting many of the goals of hospice care. Patients report that music 

therapy is successful in the treatment of symptoms accompanying pain, anxiety, 

agitation, fear, and lack of social stimulation (Groen, 2007). While music therapy is 

viewed as a valuable therapeutic tool, pastoral care helps hospice patients’ deal with  



spiritual and religious issues. Many times the goals of these professions overlap. In light 

of the current economy, one might wonder if there is a way to combine hospice services 

to improve efficiency and cost effectiveness. 

With cost efficiency in mind, it is good to remember that the entire quality of life 

issue is paramount in hospice care. Studies clearly support the use of music therapy in 

hospice and palliative care for improving the quality of life of people diagnosed with 

terminal cancer (Hilliard, 2003). One study has shown that females receiving music 

therapy lived significantly longer than test groups not receiving the intervention (Hilliard, 

2004). It is speculated that music therapists meet patient needs not treated by other 

hospice professionals. A music therapist meets a broad range of competencies that 

include the use of music through singing, arranging, playing instruments, improvising, 

composing, listening, etc., while also using skills of assessment, treatment planning, and 

building therapeutic relations. Music is helpful for those who have become nonverbal, 

confused, disoriented, and comatose (Hilliard, 2004). 

Hospice care literature is abundant with studies which reveal the importance of 

proper spiritual care for those at the end of life. Persons facing death find increased 

needs for that which uplifts, contemplates meaning, emphasizes spiritual qualities, and 

provides hope (Tan, Braunack-Mayer, & Beilby, 2005). Hilliard (2005) found that 

people in the final stages of life often seek hope, forgiveness, and final meaning or 

purpose in life. The hospice professional must assess each individual’s needs according 

to spiritual and/or religious beliefs. Tan et al. (2005) found that chaplains have 

traditionally accommodated this need although many nurses have also accepted a role in 

spiritual care. Moreover, a music therapist can offer an avenue for a person to have even  



greater capacity for self-expression and self-exploration, thus allowing the dying to 

expand participation in shaping final experiences in life (Hilliard, 2005). 

In today’s stressed economic environment, hospice agencies struggle to keep pace 

with the challenge of a graying population, limited Medicare funding, and the 

commitment to avoid reducing services (Romo & Gifford, 2007). The seriousness of the 

needed financial relief for hospice care has been emphasized by Dave Daucher, co- 

founder of the National Alliance for Hospice Access, (NAHA) who stated: 

...we support the concept of landmark health care reform that actually reduces 

costs and we believe that the quality of health care does not have to be 

compromised in order to increase access to that care and do it more efficiently 

than we are doing now. (NAHA, 2009, p. 1) 

Although there is limited research in the area of combining the roles of music 

therapist and pastoral care coordinator/chaplain, it would be cost efficient for one person 

to be able to streamline duties of two professionals who address similar goals. A review 

of literature indicates that the possibility of one professional role encompassing the goals 

and objectives of two professions has not been considered when studying the effects of 

music therapy and its influence on the spirituality of hospice patients. It is hoped that this 

study will be helpful to hospice administrators as they attempt to provide the best 

possible services to clients and function within confined budgetary restrictions. 

The purpose of this clinical project is to propose a new professional position in 

the hospice field. The project will answer the question: How can a music therapist, also 

trained in pastoral care, address the therapeutic and spiritual needs of hospice patients?  



Literature Review 

History of Hospice 

Hilliard (2005) stated that the concept of hospice care has existed for centuries. 

During the time of the crusades in England there were as many as 700 hospices primarily 

administered by religious caregivers. With the coming of the Reformation, healthcare 

moved toward physicians with a curative approach, and hospice care faded out of favor. 

A major leader in the creation of the modern day hospice movement was Cicely 

Saunders. Her training was in medicine and social work. She grew interested in the 

plight of the dying during her work at St. Joseph’s hospice in England in the 1950s and 

1960s. In 1963 she gave a lecture at the Yale-New Haven Medical Center in 

Connecticut presenting her ideas on care for the dying. 

Florence Wald, Dean of the Yale school of nursing, became interested in the 

holistic approach to the treatment of the dying and worked toward launching new 

hospices in the United States. In 1974 Senators Frank Church and Frank E. Moss 

introduced the first legislation to provide federal funds for hospice programs. In 1978 a 

United States Department of Health, Education, and Welfare task force reported that 

hospice care is a proper subject of federal support. In 1982 Congress included a 

provision to create a Medicare hospice benefit in the Tax Equity and Fiscal 

Responsibility Act of 1982 and in 1986 the Medicare Hospice Benefit was made 

permanent by Congress making hospice care available to nursing home residents 

(National Hospice and Palliative Care Organization, 2001).  



Current Hospice Care 

The National Hospice and Palliative Care Organization provides a report entitled 

NHPCO Facts and Figures: Hospice Care in America, an overview of trends in the 

provision of hospice care in the United States. NHPCO estimates that approximately 

38.5% of all deaths in the U.S. were under the care of a hospice program in 2008. From 

the first program that opened in 1974, to approximately 4,850 programs in 2008, trends 

indicate that the number of hospice programs nationwide continue to increase in number. 

There are hospices located in all 50 states and in the District of Columbia, Puerto Rico, 

Guam and the U.S. Virgin Islands (NHPCO, 2009). 

NHPCO analyzes data from both primary and secondary data sources. Primary 

sources include the NHPCO National Data Set survey and NHPCO Membership 

Database while secondary sources include Medicare providers, Medicare hospice cost 

report data, state mandated data submission, state hospice association membership 

surveys, and applicable studies published in peer-reviewed journals (NHPCO, 2009). An 

individual qualifies for hospice care upon receiving a medical prognosis of six months or 

less to live (Romo & Gifford, 2007). 

Hospice services provided to patients and families include: management of patient’s 

pain and symptoms; assisting with emotion, psychosocial, and spiritual aspects of dying; 

providing needed drugs, medical supplies, and equipment; instructing the family on care of 

the patient; delivering special services such as music, speech, and physical therapy as 

needed; providing short-term inpatient care when symptoms are too difficult to manage at 

home; and assisting with bereavement care and counseling to family and friends (NHPCO, 

2009).  



Spiritual Needs 

Hermann (2001) surmised that death is an inevitable part of human development 

which has the potential for both growth and distress. To increase the quality of life of a 

dying person the dimensions of mind, body, and spirit must be addressed. Although 

clinical opinion supports the notion that spirituality is helpful to the individual who is 

dying, few attempts have been made to identify spiritual needs. In the last 30 years the 

term spirituality has been diverging from its earlier identification with religiosity. 

Kennedy and Cheston (2003) theorized that religion is seen as the communal and 

ritualized experience of one’s beliefs demonstrated through creeds and dogmas of a 

particular faith. Spirituality is conceived as one’s intimate and personal interaction with 

the transcendent. This interaction may include a notion of a Higher Power and the 

perception of the divine in one’s ordinary activities and personal relationships. 

Spirituality encompasses one’s need for meaning in life. 

A person receiving hospice care is offered spiritual support. Hilliard (2005) 

stated that these spiritual needs consist of hope, forgiveness, and defining meaning or 

purpose in life. Hospice patients vary as to the method of meeting this religious or 

spiritual need. Some persons define spirituality through religious beliefs and dogmas. 

This type person seeks support or validation through participation in a church or 

synagogue. Other patients may prefer a broad sense of spirituality which is separate from 

organized religion. This may consist of an appreciation of nature, the worth of the self, 

and the sacredness of all life. The hospice patient’s spiritual and/or religious beliefs must 

be carefully regarded by the hospice team. Some patients will have specific procedures 

for the end of life which are identified by organized religion. There may be specific  



guidelines for funerals or memorial services. The music therapist has many opportunities 

to enhance the patient’s sense of spiritual support as music is an important component of 

many spiritual and religious practices. 

Tan et al. (2005) explored the impact of the hospice experience on patient 

spiritual expression. The researchers developed a qualitative study using semi-structured 

interviews with persons in a hospice environment. Needs which were stated to be of a 

spiritual nature were themes of forgiveness and reconciliation with significant others. 

There was a need for transcendental experiences, hope, and a renewed interest and need 

to bond with nature. Spiritual expression may include religion for some persons. Finding 

meaning and purpose was the uniting concept in the participants’ responses. Some 

participants viewed a relationship with the hospice nurse as spiritual. There were quotes 

such as, “I have often told him that he is more like an angel” (p. 1051). 

Rutland-Wallis (1996) discussed the role of the hospice pastoral counselor as one 

who confirms the patient. The pastoral counselor is required to have an empathetic 

understanding of the patient and confirm and support the individual’s attempt to hold on 

to a uniquely personal way of being. The pastoral counselor in the hospice field must 

confirm the spiritual resources of the people being served. 

Lord (2004) reported that the hospice care experience leads patients to find 

_ increased importance in relationships among people. Some patients will have an 

abundance of friends and family but others will need the hospice staff to fill this void. 

The patient has to come to terms with the current health encounter and integrate the 

present with past experiences. Massage and relaxation exercises are helpful as the patient 

goes through the working things through stage. Words may never be needed; however,  



the experienced hospice staff person will understand the importance of honoring the 

patient’s religious and cultural traditions. 

Religious and Cultural Traditions 

Religious and cultural traditions give patients a language with which to 

communicate their experience. After reviewing survey findings, Doka et al. (2005) 

speculated that religious and cultural symbols assist individuals to organize their 

experiences and make them adhere to a sense of completion. Although humans come 

from many faith or cultural traditions, there appear to be basic “core values.” The pain, 

suffering, care, dignity, and peace at the end of life may be an area where diversity 

recedes and our common humanity comes together. 

There can be spiritual as well as physical distress at the end of life. Burton (2003) 

suggests that palliative caregivers have defined spiritual pain as, “when the patient’s view 

of their spiritual life and their experience of life are in a state of mismatch or conflict” (p. 

438). It may be characterized by isolation, anxiety, depression, despair, hopelessness, 

and dread. Palliative caregivers may be helpful in assisting the patient to move toward 

reconciliation and envisioning a meaningful connection with their neighbors and society. 

Music Therapy and Hospice Goals 

Music therapy addresses the goals of the hospice movement. Hilliard (2003) 

studied the effects of music therapy on the quality and length of life of people diagnosed 

with terminal cancer. All of the adult subjects who participated in the study were 

receiving hospice care and were living in their homes. Participants were placed in two 

controlled groups: one group received regular hospice visits that did not include music 

therapy, and the other group received visits including music therapy. Significant  



differences were revealed between the two offerings with music therapy receiving higher 

positive scores. 

Pain assessment and management is frequently required in palliative care. Groen 

(2007) reviewed the most common tools for assessment of pain level used by nurses and 

music therapists. Music therapists responded to the pain assessments with a variety of 

music interventions. Music listening was the most frequent intervention utilized. Also 

listed were guided imagery and music, deep breathing, autogenics, and massage. 

Assessments indicated that music can lessen perceived pain levels and work to ensure a 

peaceful departure. 

Quality and length of life can be enhanced by music therapy. Hilliard (2004) 

conducted an analysis of music therapy services for residents in nursing homes who were 

receiving hospice care. Females who were receiving music therapy services were found 

to live longer. It was speculated that music therapists are able to meet needs which may 

go unmet by other members of the hospice interdisciplinary team. Many persons 

receiving hospice care have become nonverbal, confused, disoriented, and/or comatose. 

Hospice nurses have observed the improvement in the quality of life for these persons 

who have received ongoing music therapy. 

In addition, Tan et al. (2005) stated that music was the most common modality 

described to be a means of being spiritually lifted up. One participant in the qualitative 

study remarked, “Music is the key to souls. It is calming” (p. 1051). Half of the 

participants referred to God as important in their ability to transcend the negative. 

The reduction of anxiety for the terminally ill is a common goal for hospice 

workers. Horne-Thompson and Grocke (2007) found that music therapy can have a  
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significant role in the reduction of anxiety with this population. A study was conducted 

with twenty-five participants with end-stage terminal disease who were receiving hospice 

services. They were divided into a therapy (experimental) group and a control group. 

Music therapy interventions consisted of playing live familiar music, singing, music and 

imagery, improvisation, music assisted counseling and reminiscence. The Edmonton 

Symptom Assessment System (ESAS), a commonly used tool for a palliative care 

population was used along with a pulse oximeter. The patients reported their symptoms 

on the ESAS before and after the sessions. Independent staff members collected heart 

rate measurements before and after the sessions. There was a statistically significant 

reduction in anxiety reported by the music therapy group which was not present in the 

control group. 

Music Therapists and Team Building 

Music therapists work closely with other health care professionals. Groen (2009) 

stated that music therapists involved in hospice care are members of an interdisciplinary 

team which consists of nurses, social workers, spiritual care professionals and volunteers. 

Music therapists assist in coordinating an individualized treatment plan for each patient. 

The team care plan goals are enhanced by the following music therapy interventions: 

enhancing memory, facilitating life review, offering spiritual comfort and validation, 

promoting relaxation, and encouraging emotional expression. 

O’Kelly (2007) explored the role of music therapy within multidisciplinary 

palliative care teams. The researcher conducted 20 in-depth qualitative interviews with 

colleagues of music therapists located in five United Kingdom hospices. The study 

revealed that music therapy was positively perceived by most respondents. Music  



therapy was credited for improving patient emotional, physical, social, creative, and 

spiritual wellbeing. There still remains some misunderstanding of the role of music 

therapy, particularly among nurses. Interviewees found that witnessing a music therapy 

intervention was effective in developing an understanding of the profession. 

Music Therapy and Spiritual Care 

Chaplains and music therapists represent two disciplines that are used in the care 

of hospice patients. During the past 20 years, hospice literature has placed great 

emphasis on the importance of spiritual care for palliative patients (Tan, et al., 2005). 

Hospice chaplains attend to the spiritual and religious needs of patients and, when 

appropriate, facilitate relationships between the patient and his or her own congregation 

(Rutland-Wallis, 1996). 

Practitioners are finding in music a way to access clients’ resources for the 

purpose of movement toward wholeness. Lipe (2002) reviewed 52 published articles on 

the topic of music, spirituality, and health. Based on the findings, several conclusions 

concerning the future role of music in spirituality and health were drawn. Abstract 

concepts such as hope, meaning, and purpose are made concrete in the person’s lived 

experiences when they engage in music. Through music one may access the deeper, 

inner nature of being and enable intentional integration of dimensions into one’s 

conscious experience in the world. 

Groen (2009) found music therapy to be an effective spiritual intervention with 

hospice care. Music therapy offered spiritual comfort and validation reflective of 

individual belief systems. Ledogar (1968) surmised that music plays an essential role in  



bringing about an integration of faith and feeling. Music provides the “emotional 

coloring” (p. 19) to faith experiences. 

Through music, spiritual experiences are integrated and shared. Wlodarczyk 

(2007) asserted that there is an integral entwining between spirituality and music that 

goes back to the beginning of history. It can serve as a symbolic or spiritual language to 

create a feeling of the sacred and to express feelings when words are not adequate. 

A statistically significant increase in spiritual well-being scores for hospice 

patients who received music therapy has been found (Wlodarczyk et al., 2007). The 

study was conducted in an in-patient hospice facility. Hospice patients received a regular 

hospice visit which included a greeting, inquiring about how the patient was feeling, and 

conversations about patient-preferred topics. Patient-preferred topics usually contained 

current events, weather, family, spirituality and/or life review. A music therapy group 

was also offered to patients. During the music group the researcher played the guitar, 

sang patient-preferred songs, and facilitated patient instrument playing. Additional music 

therapy interventions included song writing, music life review, singing with family and 

friends, and music for prayer and worship. This study revealed an increase in subject- 

initiated discussions of spiritual issues. It was evident that music provided spiritual 

support for the participants. The author noted that spirituality in pediatric palliative care 

has been virtually neglected and research is needed examining the relationship between 

spirituality and music therapy with pediatric patients (Wlodarczyk et al., 2007). 

Aldridge (2002) pointed to the emerging interest in spirituality in the field of 

music therapy, particularly for those working in palliative care. Spiritual considerations 

were evident in the palliative care pioneering work of Helen Bonny and Susan Munro.  



There is a confluence between music therapy and several other integrative medical 

approaches particularly in the use of the breath and how this is used in altering 

consciousness. Spiritual meanings are linked to actions and these actions can initiate 

prayer, meditation, worship and music. 

The Imagery program, as its name suggests, encourages visual and other sensory 

responses in the creative imagination. It is useful in initial group sessions and 

with persons who need to stimulate visual ability. In therapy, it is non- 

threatening, open-ended, and useful for a general exploration of the inner 

personality. (Bonny, as cited in Bruscia et al., 2005, p. 15) 

Marr (2001) explored the use of the Bonny Method of Guided Imagery and Music 

(BMGIM) in spiritual growth. The Bonny Method involves listening to classical music 

in a relaxed state, allowing images to surface. Bonny discovered that there are many 

higher and deeper levels of consciousness which include self-realization, transpersonal, 

and religious experiences. These important spiritual or peak experiences can give an 

individual fewer feelings of isolation and a greater sense of connectedness. Our 

humanity is based on a body of myth, symbols, and archetypes. The Bonny Method of 

Guided Imagery and Music process explores the richness of this spiritual heritage. 

Hospice Financial Concerns 

The rising cost of providing hospice care affects all hospice providers. Romo and 

Gifford (2007) found that Medicare’s fixed daily rates create an absolute cost constraint 

on hospices. The present growth in hospice population brings financial pressures. Other 

cost issues are wages and travel expenses. Medicare rates do not account for the 

difficulty rural hospices face in recruiting and retaining staff.  
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Romo and Gifford (2007) conducted a cost-benefit analysis of music therapy in a 

home hospice. Results indicated that the total cost of patients receiving music therapy 

was $10,659 as compared to $13,643 for standard care (no music therapy). Savings were 

found in the use and waste of medications and the reduction of patient anxiety. Music 

therapy had a positive effect on such hospice goals as quality of life, patient satisfaction, 

and communication. In addition, Walworth (2005) found that music therapy-assisted 

procedures indicated successful reduction in procedural time, patient sedation, and 

number of staff required for procedures. The researcher’s study showed a 100% success 

rate of eliminating the need for sedation for pediatric patients receiving echocardiograms. 

Music therapy had an 80.7% success rate for pediatric CT scan and a 94.1% success rate 

for all other procedures. Music therapy was found to be cost-effective in a pediatric 

setting. 

Summary and Purpose 

At this stage of life, hospice patients have many needs, and these needs require 

psychological, physical, and spiritual care. These persons appear to respond positively to 

music which can enhance spiritual support. Music therapy can play a major role in the 

delivery of spiritual care to those in their last days. Due to the rising costs of providing 

hospice care, there is a need for combining professional roles wherever possible in order 

to save on expenditures. 

Music therapy has been shown to assist in meeting spiritual goals of persons in 

hospice care and to be cost-effective. The blending of pastoral and spiritual care with 

music therapy could provide an integral relationship in meeting the complete spiritual 

needs of persons receiving hospice care. This would also make available an additional  



avenue for music therapy to be a source for exceptional care with hospice patients. At 

this time there is no literature to be found on the actual creation of a position combining 

pastoral care facilitator and music therapist. 

In summary, the purpose of this clinical project is to propose the combination of 

music therapy and pastoral care into one position. If implemented, it is hoped that such a 

position could: (a) enhance quality of life for hospice patients; (b) save money for 

hospice organizations; (¢) create new and innovative marketing opportunities; and 

(d) address emotional, psychological, and spiritual needs for hospice patients. The author 

will explore the current lack of music in the pastoral care of persons in hospice and the 

possible future role of music therapy in filling this void. 

 



Design/Procedures 

Author/Developer 

The author of this project is an adult male board certified music therapist who is 

sixty-four years of age. The author practices music therapy with hospice patients, 

nursing home residents, and persons who are incarcerated. Along with this, the author is 

pastor of a United Methodist Church in the state of Mississippi. It has been the personal 

experience of this author to observe the beneficial nature of combining pastoral care and 

music therapy in the hospice care environment. 

Job Proposal 

The purpose of this clinical project is to propose a new professional position in 

the hospice field. The position will combine the roles of music therapist and pastoral care 

facilitator. It is possible that hospice patients, hospice organizations, spiritual care 

facilitators, and the music therapy profession will benefit considerably from the creation 

of this position. 

Procedures 

Explore current literature 

An exploration of music therapy journals will be made in order to find currently 

effective interventions being used to address hospice needs. Each hospice goal will be 

matched with the appropriate music therapy intervention. Pastoral care interventions and 

skills that address the needs of hospice patients will also be examined in current pastoral 

care journals and appropriate hospice literature.  



Explore Medicare restrictions 

Hospice organizations receive approximately 80% of their budget from Medicare 

funds and 20% from Medicaid funds (C. Hall, personal communication, August 15, 

2010). Medicare restrictions placed on hospice organizations are associated with daily 

rates, cost constraints, a prognosis of six-months, wage and travel expenses, recruiting, 

and retraining. 

Review cost savings to hospice organizations 

The cost savings to hospice will be analyzed as it relates to music therapy being 

used in pain management and the improved quality of life for hospice patients. In 

addition, the cost effectiveness of combining the positions of music therapist and spiritual 

care/chaplain into one position will be shown. The music therapist as part of the 

marketing team could be a valuable consideration. 

Propose combined position 

A composite of job qualifications from several hospices will be used to formulate 

the appropriate abilities and standards for the new combined position, for example, 

education, 

skills, 

personal abilities, and 

certifications. 

This proposal will include a job description which will address the 

responsibilities, educational requirements, and personal qualifications of a music 

therapist and chaplain.  



Evaluation 

An evaluation of this clinical project will be made by a local hospice 

administrator in the state of Mississippi. 

 



Proposal for Combination of Hospice Positions 

Executive Summary 

Efficiently streamlining duties of two employees into duties addressed by one 

employee could assist in facing today’s economic realities for hospice organizations. If a 

person meets the education, training, and experience requirements of a music therapist 

and a hospice chaplain, these two positions could be combined into one position with 

cost-effective results. More specifically, this proposal has been written to resolve firmly 

that the best possible services can be provided to hospice patients while reducing 

budgetary spending when the role of music therapist and pastoral care facilitator are 

combined into one role, hereafter referred to as MT/Chaplain. 

This proposal includes the following information: 

1. Brief review of current literature 

2. Exploration of Medicare 

. Review of cost-effectiveness of a combined position 

. Job description of a combined position 

. Resources and Evaluation 

6. Implementation 

Brief Review of Current Literature 

Two professional disciplines which have proven to be vital in the service of 

hospice patients are pastoral care and music therapy. Groen (2009) found that quality of 

life is strongly linked to social, emotional, and spiritual well-being as well as physical 

comfort.  



Music Therapy 

Music therapy is a clinical and evidence-based musical intervention used to 

accomplish goals that are individualized to be therapeutic. These goals are addressed by 

a professional who has earned credentials through completion of an approved music 

therapy program. Maue-Johnson and Tanguay (2006) found that music therapy was able 

to address treatment goals in hospice care. These include: decreasing anxiety and 

perception of pain, developing coping skills, gaining spiritual support, identifying and 

expressing emotions, engaging in life review, improving communication skills, 

improving relaxation skills, decreasing restlessness and agitation, and orienting to reality. 

Music therapy has been utilized in hospices for many years and has proven to be 

effective in meeting many of the goals of hospice care. Patients report that music therapy 

is successful in the treatment of symptoms accompanying pain, anxiety, agitation, fear, 

and lack of social stimulation (Groen, 2007). 

Hilliard (2004) discovered that music therapy is an essential component of the 

scope of services offered to persons who are terminally ill receiving hospice care. With 

music therapy, participants’ clinical needs were better met as music therapists treated the 

whole person and spent more time with patients in direct care than did other hospice 

professionals. Wlodarczyk (2007) found that music therapy can combine with the 

pastoral care department to offer patients a wider range of spiritual support interventions 

including music and prayer or music and worship. 

Spiritual Care 

A competent, trained pastoral care facilitator is needed for persons in end of life 

circumstances. Rutland-Wallis (1996) stated that the hospice chaplain offers empathetic  
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listening. Pastoral care in hospice addresses religious needs and involves confirming the 

spiritual resources of the people being served. 

While music therapy is viewed as a valuable therapeutic tool, goals for a chaplain 

or spiritual care provider address hospice patient needs in the spiritual and religious 

realm. Many persons find comfort in spiritual and/or religious dialogue in the last days 

of life. Walodarczyk et al (2007) stated that spirituality is gaining attention in all areas of 

healthcare. Spiritual care is especially pertinent to hospice care and the extent to which it 

contributes to, or undermines, a patient’s overall well-being and quality of life. Lipe 

(2002) found a growing openness among many health care practitioners to the importance 

of spirituality in the lives of their clients. This represents an aspect of complementary 

and alternative medicine which has a growing constituency among the United States 

population. 

Combined Position 

The two professions can be important to hospice providers. Persons facing death 

find increased needs for that which uplifts, provides meaning, emphasizes spiritual 

qualities, and provides hope (Tan, Braunack-Mayer, & Beilby, 2005). People in the final 

stages of life often seek hope, forgiveness, and final meaning or purpose in life (Hilliard, 

2005). Spiritual and/or religious beliefs and needs are generally assessed by hospice 

chaplains; however, Tan et al (2005) found that sometimes other professionals have 

accepted a role in spiritual care. 

The purpose of this proposal is to create a position in the hospice field which will 

combine the roles of music therapist and chaplain into one position. This role will  
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require proven competence in both fields and provide a reduction in costs for the hospice 

provider. 

Exploration of Medicare 

Romo and Gifford (2007) revealed that 72 percent of hospice patients are 

Medicare recipients and that Medicare pays for 86 percent of all patient days. Medicare’s 

fixed daily rates create an absolute cost constraint on hospices; consequently, the growth 

in hospice brings financial pressures. Expenses related to medication costs have 

increased faster than Medicare’s routine care per diem rate. Though Medicare 

reimbursements are adjusted regionally for salary, the rates do not account for the 

difficulty rural hospices face in retaining staff (Romo et al., 2007). 

Cost Effectiveness 

It is the author’s opinion that combining the roles of pastoral care facilitator and 

music therapist could provide an effective cost reduction for a hospice provider. Both 

professions are trained to provide interventions that attempt to treat the whole person, 

validate the life and values of the person, explore the ventilation of feelings, and 

encourage and affirm existing strengths. 

Romo et al. (2007) conducted one of the few studies on cost effectiveness for 

patients receiving music therapy as compared to patients who receive no music therapy. 

During their nine-month study it was found that patients receiving music therapy cost 

$2,984 less for care than those who received no music therapy. This amounted to a 

savings of $3.14 per day.  



Job Description 

The purpose of this proposal is to create a position in the hospice field which will 

combine the roles of music therapist and chaplain into one position (MT/Chaplain). This 

role requires proven competence in both fields and provides a reduction in costs for the 

hospice provider. 

Job Responsibilities of the MT/Chaplain 

Assist patient and/or family in completing spiritual care assessment ( Appendix 

B) and music therapy assessment (Appendix D) 

Develop plan addressing patient needs 

Provide spiritual/religious support to patient and family 

Exhibit efficient, written communication and reports regarding patient 

Practice availability of spiritual and religious counseling support 

Act as liaison to patient’s religious community 

Decrease pain; potentially decrease the need for pain medications 

Enhance memory and life review 

Validate patient and family through music 

Promote music relaxation 

Encourage emotional expression via music 

Document music therapy interventions and outcomes 

(see Appendix A)  



Hospice Needs and Goals 

How can a music therapist, also trained in pastoral care, provide the needed 

assistance for addressing the spiritual, psychological, and physical goals as required by 

hospice? 

While undertaking steps toward providing cost savings to hospice organizations, 

the combination MT/Chaplain must address the vital patient needs and goals required 

during hospice care for both a music therapist and a chaplain/spiritual care provider. 

Separation of these needs and goals provides analysis for culminating the two positions 

into one. 

Chaplain Duties of MT/Chaplain Role 

Techniques for performing the spiritual care duties of the newly created 

MT/Chaplain position will be accomplished through the following: 

i, Implementing a spiritual/religious assessment of patient’s needs 

A spiritual/religious assessment will be made with assistance from the 

patient and/or family in order to determine the spiritual/religious background, the 

current needs and relationships to church and clergy, and personal requests made 

by patient and family (see Appendix B). 

2 Maintaining a supportive relationship with patient and family 

A supportive relationship with patient and family will be developed 

through regular visits with patient and family and will include specific 

spiritual/religious traditions, personal requests, and spoken needs. 

Spiritual/religious support will also extend into the religious community of the 

patient and family by providing inclusion of other clergy and religious associates 

as the patient and family indicate their desire for having others involved.  



Submitting timely, written reports regarding patient and family 

Reporting will define action taken towards specific, ongoing hospice goals 

as per care plan for each patient. Reporting will be an important tool for tracking 

the patient’s development and staying abreast of patient and family needs. 

4. Providing grief counseling for families by addressing stages of grief 

Frequent stages of grief, as explained by Elizabeth Kubler-Ross (1969), 

include denial, anger, bargaining, depression, and acceptance. These five stages 

will be addressed by the MT/Chaplain, either formally or informally, as 

determined by the needs of the patient and family, as well as in response to 

insights shared by other staff during staff planning meetings, etc. The 

MT/Chaplain will be available and knowledgeable of the possibility of exploring 

and resolving feelings associated with these stages (see Appendix C). 

3: Acting as liaison to patient’s community minister 

The MT/Chaplain will establish ongoing contact with patient’s pastor, 

priest, or rabbi to provide continuity of spiritual care for the patient and thus show 

respect for patient’s family and belief systems. The MT/Chaplain will be willing 

to meet with the patient, family, and religious leader to show cohesiveness in 

spiritual support. 

6. Functioning as a team member for Plan of Care Implementation 

The MT/Chaplain will attend interdisciplinary team meetings and work as 

a group member in developing and addressing care plan goals. The meetings will 

provide the opportunity for communication and input from other staff members  



regarding spiritual/religious sharing that the patient, family, or community 

religious leaders might have provided to staff as well as to the MT/Chaplain. 

Music therapy duties of MT/Chaplain role 

The music therapy duties of the newly created MT/Chaplain position are equally 

important for enhancing the development of team cohesiveness with the interdisciplinary 

hospice team: nurses, social workers, volunteers, and chaplain/spiritual care providers, 

etc. The music therapist will follow the guidelines as set forth for those in the role of 

music therapist. These duties will include: 

iE Developing and implementing a music therapy plan of intervention 

A music therapy assessment will be administered to determine each 

patient’s needs and abilities. Cultural traditions and backgrounds will be 

incorporated into this intervention (see Appendix D). 

2 Providing interventions which enhance memory and facilitate life review 

Interventions that improve memory and facilitate life review include: 

music and guided imagery, song and poetry writing, facilitating church choir 

visits, music listening, and reminiscence in music. Certified music therapists are 

trained in implementing these and other music enhancements through music 

provided to patients. 

3. Offering spiritual comfort and validation through music 

Providing patient-preferred music of a spiritual or uplifting nature will 

lead the way for comfort and validation. Pre-recorded music or live music 

performed by the music therapist, patient, family or all three combined as a group 

will be the avenues through which this pathway is traveled. The patient’s  



participation in live music can empower a connection to the spiritual through 

music. 

4. Promoting relaxation 

This will be accomplished through instrument playing, music therapy 

relaxation techniques, and/or music combined with art activities. Planned 

memory journeys with live music can also provide a spiritual connection to the 

past. 

5. Encouraging emotional expression 

Some interventions to address this goal would be lyrical analysis, song 

dedications, improvisation (vocal and instrumental), song writing and musical life 

review. 

6. Documenting and sharing music therapy progress 

Documentation showing what goals have been accomplished is vital in 

determining whether or not the planned goals have been addressed. This means 

of communication will serve as a measurement for the past and an indication of 

future needs that will be planned for the hospice patient. It also serves as a means 

of sharing information with other staff when working as a team member. 

Summary of Additional Benefits —- MT/Chaplain 

In addition to combining the roles of chaplain/spiritual care provider and music 

therapist into one position (MT/Chaplain), a person in this role could be of assistance 

with community events and marketing. Skills required in becoming a certified music 

therapist can be of great assistance in the areas of marketing and community functions.  



These competences come as a by-product of training received when earning the 

credentials as a music therapy professional. 

The MT/Chaplain could provide support and de-stressing groups for other hospice 

employees, maybe on a weekly or monthly basis. Also, the MT/Chaplain could be 

available for pastoral counseling and prayer with employees who are experiencing 

difficult personal or professional situations. 

In the same manner that church, synagogue, or temple services provide spiritual 

experience through song and meditational thought, the combined role of MT/Chaplain 

could allow the hospice patient to be able to experience this same blending through the 

avenues of music and spiritual expression available during hospice care. Spiritual 

comfort and validation, relaxation, and the encouragement of emotional expression would 

be well attended through the combined role. 

The ideal candidate for this role will be willing to attend local ministerial 

meetings and become a member of at least one community service organization, i.e., 

Chamber of Commerce, Lions Club, or Kiwanis Club in order to be involved with the 

local community through service. Local church and community organizations will be 

visited with the purpose of presenting informative programs regarding the hospice story. 

Participation in this community activity would allow the person to assist the hospice 

volunteer coordinator in recruiting qualified volunteers for the hospice community 

program. 

Special birthday and holiday celebrations in local nursing homes could be 

coordinated by the MT/Chaplain and the activity director of the nursing home. This 

draws positive attention to the name of the hospice organization while at the same time  



allowing time for the therapist to become acquainted with staff, patients, and other 

community volunteers at local nursing homes. These relationships and friendships can 

have lasting positive impact upon hospice community relations. 

This proposed position will be a full time (40 hours per week) position. The 

person in this role will be on call after regular hours and on weekends in an effort to be 

available for patient and family crisis situations. Reliable transportation and a current 

driver’s license would be required for the state where employed. 

In fulfilling the responsibilities of the newly created role, it is proposed that the 

music therapist will be a Board Certified Music Therapist and thus ensure the highest 

quality music therapy intervention. It is also proposed that the pastoral care division of 

the position will be administered by an individual holding a master’s of divinity degree 

who has acquired two or more units of clinical pastoral education and who has two years 

parish experience. 

Resources and Evaluation 

Program necessities 

1. Office to be used for documentation, planning, consultations, and counseling; 

. Storage area for instruments and equipment; 

. Portable CD player, iPod, and iPod player ($250.00), purchase songs for iPod 

($200.00), portable keyboard ($600.00), guitar ($350.00), fake books ($150); 

. Access to computer, copier, and fax machine; and 

. Paid leave for annual, regional music therapy conference and/or pastoral care 

conference.  



Evaluation of Program 

The program will be evaluated by each hospice patient or family member after 30 

days of hospice care. The patient/family member will be asked to mark a brief 

questionnaire (see Appendix E). 

Implementation 

Maximum quality care for persons receiving hospice services is the goal of 

hospice agencies and this author. An in-service presentation on the merits of music 

therapy for interested parties is available. A personal presentation discussing this 

proposal with administrators or other staff will be given upon request. 

 



JOB DESCRIPTION 

Job Title: Hospice Music Therapist/Chaplain 

Responsibilities: 

Develops and implements spiritual/religious assessment tool 

Provides spiritual/religious support to patient and family 

Practices availability of spiritual religious counseling support 

Acts as liaison to patient’s religious community 

Assesses patient’s music therapy needs 

Enhances memory and life review 

Validates patient and family through music 

Promotes music relaxation 

Encourages emotional expression via music 

Documents music therapy interventions 

Education Requirements: 

Master of Divinity Degree 

Two or more units of clinical pastoral education obtained 

Two years parish experience 
Board Certified Music Therapist 

Personal Qualifications: 

Possess a positive, compassionate, and empathetic attitude 

Demonstrate strong organizational and interpersonal skills 

Exhibit computer proficiency in Microsoft Office 

Must be of high integrity and maintain confidentiality with patient records 

Willing to work a flexible schedule, to include some evenings and weekends 

Have a valid driver’s license and auto liability insurance 
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Appendix A 

Exhibits efficient, written communication and reports regarding patient 
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Appendix B 

SPIRITUAL CARE ASSESSMENT 

Name Date: 
  

Information Obtained From: 

Age Date of Birth: 

Patient Family Member Other: 

  

Religious or denominational preference 

  

  

  

active moderately active 

Name: pastor, priest, rabbi 

not active 

  

Telephone Number: 
  

Name: church or synagogue 
  

Telephone number: 
  

Favorite religious or spiritual music styles: 
  

List favorite songs: 
  

  

  

List needed spiritual material (Bible, meditation books, etc.): 
  

  

Other personal information that you would like to share with the hospice 

chaplain/spiritual care coordinator? 
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Appendix C 

Five Stages of Grief 

(Kubler-Ross, 1969) 

  

Denial is a conscious or unconscious refusal to accept facts, 
information, reality, etc., relating to the situation 

concerned. It’s a defence mechanism and perfectly natural. 
Some people can become locked in this stage when dealing 
with a traumatic change that can be ignored. Death of 
course is not particularly easy to avoid or evade 
indefinitely. 
  

Anger can manifest in different ways. People dealing with 
emotional upset can be angry with themselves, and/or with 
others, especially those close to them. Knowing this helps 
keep detached and non-judgemental when experiencing the 

anger of someone who is very upset. 
  

3 — Bargaining 

Traditionally the bargaining stage for people facing death 
can involve attempting to bargain with whatever God the 
person believes in. People facing less serious trauma can 
bargain or seek to negotiate a compromise. For example 
“Can we still be friends?..” when facing a break-up. 
Bargaining rarely provides a sustainable solution, 
especially if it’s a matter of life or death. 
  

4 - Depression 

Also referred to as preparatory grieving. In a way it’s the 
dress rehearsal or the practice run for the ‘aftermath’ 
although this stage means different things depending on 
whom it involves. It’s a sort of acceptance with emotional 
attachment. It’s natural to feel sadness and regret, fear, 
uncertainty, etc. It shows that the person has at least begun 

to accept the reality. 
    S - Acceptance   Again this stage definitely varies according to the person’s 

situation, although broadly it is an indication that there is 
some emotional detachment and objectivity. People dying 

can enter this stage a long time before the people they leave 
behind, who must necessarily pass through their own 

individual stages of dealing with the grief. 
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Appendix D 
Page 1 

MUSIC THERAPY ASSESSMENT 

Name Date: 
  

  

Information Obtained From: Patient Family Member Other: 
  

Age Date of Birth: 
  

Physical Limitations: 
Ambulatory Non-ambulatory Ambulatory with assistance 

Communicative: Yes No How? 
  

Favorite Music: 
  

Previous Music Involvement: 
  

  

How has music been used by this patient/family? 
  

  

Observed response to music (family) 
  

Other information to report: 
  

  

Recommendations (Type and Frequency of Music Therapy) 
  

  

Music Therapist 
   



Assessment Checklist: Patient Goals 

Psychosocial Impairment 

O
D
D
O
 

0 Pt reports decreased anxiety 

Pt/family understand cause/management of depression 
Pt/family will identify fears 

Pt/family will identify aspects of life that are controllable 
Pt will make decisions relevant to care, treatment and factors 

Pt will identify ways to increase social interaction 

Pt/family will report increased satisfaction will social opportunities 

Other:   

Cognitive/Communicative 

Pt will be supported with maximum symptom reduction 

Family will be supported continuously 
Pt needs will be expressed in a way satisfactory to pt 

Family will verbalize ways to communicate with pt 

Pt/family will understand pt’s confusion 
Other:   

Social/Spiritual 

Pt needs met in safe and growth-promoting environment 
Caregiver will be given social support to prevent exhaustion 

Pt/family will engage in activities to increase quality of life 

Pt/family will continue with spiritual practices 
Pt/family report connection to spiritual beliefs 

Pt/family report spiritual suffering 

Other:   

Physiological 

Pt will receive music therapy interventions appropriate for physic functioning level 

Pt will report pain reduced to desired level 
Pt will report dyspnea as desired by pt 

Pt will exhibit reduced terminal restlessness 

Family members will verbalize understanding of treatment plan 

Pt quality of life will be at optimal level 

Other: 
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Appendix E 

HOSPICE CHAPLAIN/MUSIC THERAPIST 

EVALUATION 

1. What present MT/Chaplain services are most meaningful for you? 

  

  

2. What additions and changes might be made by the MT/Chaplain to better meet 

  

your needs? 

  

  

3. Are there special needs which you are encountering that you might like to 

share with the MT/Chaplain or other members of the Care Team? 

  

  

  

 



Reflection 

The greatest challenge in creating this job proposal that combines the positions of 

music therapist and chaplain into one position came in the development of new ideas 

from an area that had never before been explored. There is limited literature available 

which covers research in the area of music therapy and the spiritual dimension of life; 

however, this emerging theme seems to be growing in popularity with researchers. There 

is ample research data available concerning the benefits of music therapy with hospice 

patients. Many articles have been written concerning pastoral care with the dying, but 

there is a dearth of information concerning the combination of the two professional roles. 

The resulting scant information led the author to a broad literature search encompassing 

relevant topics from two fields not usually entwined. 

Trying to arrive at a salary proposal for this new position was difficult since there 

is a broad difference in reimbursement rates for different areas of the country and for 

rural vs. urban areas, etc. After extensive searching at the time of this writing, a full time 

music therapist employed by a hospice company in the author’s home state of Mississippi 

could not be found. Many chaplains are hired on a part time or contract basis. Some 

areas of the country offer more job opportunities and higher wages. This broad span of 

opportunity made establishing a particular financial demand difficult; however, according 

to research figures found in the American Music Therapy Association 2010 Sourcebook, 

the most commonly reported salary for a music therapist in the southeastern United States 

was $35,000.00 (mode) per year. The national average salary reported for a music 

therapist employed in the hospice field was $46,675.00. Therefore the author proposes a 

salary of $40,000.00 per year for the position of chaplain/music therapist.  



Along with salary demands, it was difficult to ask for more than basic job 

accommodations. For better or worse, it seems to be an employer’s market. Although 

this proposal offers a hospice organization a wonderful opportunity, it is difficult to 

approach an employer with great demands when they have never previously hired a 

music therapist. My hope would be that an employer will accept the idea of a combined 

position and witness the great benefits offered through this combination. 

The creation of this project was very rewarding as it became obvious that both 

music therapy and pastoral care share many humanistic goals in the hospice field. It was 

actually surprising that the two professions had not previously been recognized as having 

potential to merge. Both are concerned with the total person and move beyond the 

strictly medical approach in the treatment of the patient, and both view the personhood of 

each patient. Medical professionals are not always able to deliver this role in care giving. 

Moreover, recent music therapy research which demonstrating a music therapist’s ability 

to elicit spiritual experiences and dialogue is very exciting. The future for the use of 

music therapy in the pastoral care realm seems very promising. 

Another reward from this project was the volunteer work experienced with 

hospice during the year of writing the proposal. The author has made weekly visits with 

hospice patients in a nursing home setting while serving as a representative of the clergy 

and a music therapist. The patient responses have been very positive. Families of 

patients were completely delighted at the service offered their relatives. The facility 

activity director has requested music interventions for other patients and is always 

welcoming. The hospice organization presented the author with a certificate of 

appreciation for services to the hospice and palliative care community.  
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The most exciting knowledge gained from the introduction of this project was the 

overwhelming interest it received from professionals in the music therapy and hospice 

field. When the project was presented to music therapy graduate students at Saint Mary- 

of-the-Woods College, one excited student stated that she planned to go to seminary after 

the completion of her master’s in music therapy. Other students who were involved in 

religious denominations began to discuss the idea of music therapists working in church 

staff positions. Every hospice executive or hospice employee approached with the idea 

of this proposal has responded with great interest. Lay persons who are not involved in 

either profession have been able to see the practicality of the proposal and have been 

encouraging. 

This proposal for a music therapist/chapiain was presented to Glenda Sinclair, 

Executive Director of Hospice Compassus for observations and comments. Ms. Sinclair 

stated, “I found this to be a well thought out plan, presented in detailed and factual 

content. It was obvious that it has been well researched and documented and aspects of 

requirements were correctly stated.” Ms. Sinclair went on to say, “The idea of one person 

combining the requirements and availability of both music therapy and pastoral care is 

unique to me, but can easily be seen as something that would provide definite 

advantages.” (G. Sinclair, personal communication, June 9, 2011.) 

A marketing plan is in place for the dissemination of this proposal to hospice 

organizations. A list of hospice organizations will be made which will include the names 

and phone numbers of local directors. An appointment for a personal visit will be 

scheduled with each director, thus providing the opportunity to present and discuss the 

ideas proposed.  
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In summary, hospice patients deserve the very best of care during their final days. 

I hope this proposal helps hospice administrators consider how they can meet the needs 

of patients and families with efficiency and a reduction of costs for the agency. Quality 

of care can be maintained even with the challenges of today’s budgetary considerations. 
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