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Abstract 

Persons with Alzheimer’s disease have short and long-term memory loss, and 

difficulty with abstract thinking. This decreased cognitive function is something that 

affects everyone diagnosed with Alzheimer’s disease. Currently, there is no cure for 

Alzheimer’s disease and treatment is focused on increasing quality of life and 

maintaining functional abilities as long as possible. Music therapy is sometimes part of 

the treatment process and one of the goals of music therapy with persons with 

Alzheimer’s disease is to stimulate short and long-term memory, thereby stabilizing 

cognitive function. 

While there is a body of research available on music therapy and Alzheimer’s 

disease, little exists on the effects of different types of music utilized in therapy. A more 

thorough understanding of the effects of different types of music used in therapy would 

be beneficial to the people receiving therapy and the music therapy professionals 

providing treatment. The purpose of this pilot study was to investigate the feasibility of 

hymn singing to enhance the cognitive function of persons with Alzheimer’s disease. 
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Section I 

Introduction 

Background and Significance 

Alzheimer’s disease 

Alzheimer’s disease is a devastating illness that affects more than 5.5 million 

people in the United States alone (Blankenheim, 2001) and is the fourth leading cause of 

death among adults (Lipe, 1995). Alzheimer’s is a degenerative organic mental disease 

(Stone, 1988) that causes a progressive decline in a person’s intellectual abilities 

(Cordrey, 1997; Simpson, 1996; Stone, 1988). The decline of intellectual ability caused 

by the disease leads to cognitive and functional deterioration (U.S. Department of Health 

and Human Services, 1996), impaired social and occupational functioning (American 

Psychiatric Association, 2000; Bellenir, 1999), and eventually death (Gwyther, 1985). 

Currently there is no cure for Alzheimer’s disease, it cannot be prevented or reversed 

(Bellenir, 1999; Cordrey, 1997; Gwyther, 1985; Lipe, 1995; Simpson, 1996). 

Dr. Alois Alzheimer first officially documented Alzheimer’s disease in 1906 but 

it was not until early in the 1980’s that research was conducted to verify that it was a 

disease and not a normal part of aging. Although it is not a normal part of aging it is 

estimated that at least fifty percent of all nursing home residents have Alzheimer’s 

disease or a related disorder (Albisu, 1999) and it is the most frequent cause of 

progressive dementia in adults (American Psychiatric Association, 2000; Lipe, 1995; 

Mace & Robins, 1991; Gwyther, 1985). More than half of all persons with dementia 

have Alzheimer’s disease (Maxmen & Ward, 1995).  



The diagnosis of Alzheimer’s disease is a diagnosis of exclusion (American 

Psychiatric Association, 2000). A physician rules out other types of dementia first 

because it is difficult to obtain pathological evidence of the presence of Alzheimer’s 

disease (American Psychiatric Association, 2000). Diagnosis of the disease typically 

involves a physical exam, neurological testing, and psychiatric testing. 

The defining symptom of Alzheimer’s disease is memory loss (Stone, 1988). 

Alzheimer’s disease affects both long-term and short-term memory (Maxmen & Ward, 

1995) so persons with the disease have difficulty learning new material and remembering 

what they learned in the past (American Psychiatric Association, 2000). This memory 

impairment can affect all aspects of the person’s life and make it difficult for them to care 

for themselves or for others to care for them in their own homes. Care of persons with 

Alzheimer’s disease is often provided in a nursing home facility (Maxmen & Ward, 

1995). In two-thirds of the cases of people admitted to nursing home facilities 

Alzheimer’s disease is the cause of institutionalization (Beers & Berkow, 2000). 

The number of people with Alzheimer’s disease is expected to grow as baby 

boomers age (Simpson, 1996) because simply getting older is a risk factor for developing 

the disease (National Institute on Aging, 2000). Development of the disease is 

unpredictable and anyone could be at risk (Lipe, 1995; Simpson, 1996). Researchers 

have not yet found a cause (Bellenir, 1999) or cure (Bellenir, 1999; Mace & Robins, 

1991) for Alzheimer’s disease. 

Alzheimer’s disease can be difficult to diagnose in the early stages as symptoms 

often go undetected (U.S. Department of Health and Human Services, 1996). In the early 

stages of the disease process a person may appear fine physically. In the later stages of  



the disease change in physical appearance may not have occurred and testing of cognitive 

status cannot be completed if the person does not speak (Spitzer, Gibbon, Skodol, et. al, 

1994). Results of many tests do not determine that a person has Alzheimer’s disease. 

The need for accurate assessment exists almost one hundred years from the time it was 

first identified. 

In almost seventy-five percent of persons with mild dementia their impairment is 

unrecognized by their primary care provider (Lee, 2001). Family members often 

compensate for the person in the early stages, blaming symptoms on aging. Typical 

symptoms in the early stages are personality changes, loss of recent memory, inability to 

learn new information, and language deficits. These symptoms are common but affect 

different people in different ways; everyone does not experience the same symptoms. 

Persons with Alzheimer’s disease generally fall into three stages, early dementia, 

middle dementia, or late stage dementia, which is based on the level of decline in mental 

function (Reisberg, Ferris, Leon, & Crook, 1982). In the early stages of Alzheimer’s 

disease a person may experience a change in personality (Stone, 1988), have trouble 

finding the right words during conversations (Kuhn, 1999), and might get lost in a 

familiar place. In this stage the person needs some assistance in their activities of daily 

living, i.e., picking out appropriate clothing for the season and setting up items for 

grooming (Reisberg, Ferris, Leon, & Crook, 1982). The person in the early stage may 

display some anxiety related to short-term memory loss. Typically the person in the early 

stage is oriented to person, but has some disorientation to place and time. 

As the disease progresses into the mid stages the person with Alzheimer’s disease 

now experiences an increase in difficulty with communication. Sort term memory loss is  



more apparent and there may be some long-term memory loss as well. Disorientation to 

place and time is more common and the person requires more assistance with activities of 

daily living (Reisberg, Ferris, Leon, & Crook, 1982). The person in the mid-stage may 

become incontinent of bladder. Nonverbal communication becomes dominant, as the 

person with Alzheimer’s disease may not be able to comprehend what is being said to 

them and may not be able to express their thoughts verbally. 

In the later stages of the disease persons become disoriented to time and place and 

judgment is further impaired, there is a loss of intellectual ability as memory loss 

increases (Maxmen & Ward, 1995; Stone, 1988). In the late stages hallucinations and 

delusions are common as well as difficulty completing any activity of daily living 

(Reisberg, Ferris, Leon, & Crook, 1982). The person in the late stages of Alzheimer’s 

disease may be nonverbal and may require total assistance with activities of daily living. 

These symptoms are caused by changes in the nerve endings in the brain. The cause of 

these changes may be genetic coding, biochemical imbalances, and/or defective proteins 

that normally maintain nerve cells (National Institute on Aging, 2000). 

Persons categorized as being in the mid-stage of Alzheimer’s disease were the 

primary focus of this study. 

Mental Status Examinations 

Mental status examinations are used in diagnosing dementia. The same mental 

status examinations are often used to determine admission into special care units and to 

determine progression of the disease. A person with Alzheimer’s disease typically loses 

three to four points per year on the Mini-Mental-State Examination (MMSE). When  



giving the MMSE the examiner should give consideration to the persons’ educational 

background and the fact that they may be nervous (Mace & Robins, 1991). The MMSE 

is frequently used because it is brief and takes a short time to administer. The affective 

state of mind of the person is not recorded as part of the exam (Silber, 1999). 

These mental status examinations focus on the things that a person with 

Alzheimer’s disease would have difficulty doing, such as finding the right words, 

repeating what they have heard, and solving problems (Kuhn, 1999). When the test is 

completed in an area that is unfamiliar or an area that requires the person to filter out 

sights and sounds around them it becomes even more challenging (Kuhn, 1999). It is 

also possible that the person being examined may become angry or frustrated because the 

questions that are being asked were at one time simple but are now too difficult to answer 

(Gwyther, 1985). Low scores can be related to depression, inability to concentrate, or 

feeling threatened by the examiner (Silber, 1999). 

The MMSE is a commonly used standard assessment or screening tool for the 

presence of dementia (American Psychiatric Association, 2000; Kuhn, 1999; Maxmen & 

Ward, 1995) and was the assessment tool used for this study. It is a brief exam that is 

widely used throughout the United States (Bellenir, 1999) and is also translated for use 

around the world (Silber, 1999). The MMSE has been used for a long period of time and 

has been tested to ensure reliability and validity (Bright, 1988; Silber, 1999). 

Through a series of questions and requests to follow step-by-step directions the 

MMSE measures memory, language, and organizational abilities (Kuhn, 1999) as well as 

orientation, attention and recall (Maxmen & Ward, 1995; Silber, 1999). A score of 24 or  



below out of a possible 30 on the MMSE indicates probable dementia (Maxmen & Ward, 

1995). 

Treatment concerns 

Alzheimer’s disease is not limited to any one culture, gender, intelligence level or 

age. Cases of early onset have been documented as beginning in the patient’s forties 

(Maxmen & Ward, 1995). Late onset, occurring after the age of 65, is more common in 

females (American Psychiatric Association, 2000). Chances of developing Alzheimer’s 

disease increase with age (American Psychiatric Association, 2000; Maxmen & Ward, 

1995). From onset of symptoms, on average, a person may live eight to ten years 

(American Psychiatric Association, 2000). 

Nursing homes that provide care to persons with Alzheimer’s disease focus on 

maintaining and improving mental and physical well being (Wilson & Scovel, 1992). 

Treatment includes improving quality of life (Maxmen & Ward, 1995) by alleviating 

symptoms and suffering (Bellenir, 1999). To increase quality of life, slow progression of 

the disease process, and encourage the maintenance of functional abilities, behavioral and 

emotional symptoms need to be diminished (Mace & Robins, 1991). 

Enhancing spirituality is important for the well being of persons affected by 

Alzheimer’s disease (Post, 1995). Despite having memory loss and confusion those 

affected by Alzheimer’s disease still need to find meaning and purpose in life (Beers & 

Berkow, 2000). Focusing on the strengths that are still present is central to the ethical 

treatment of those with Alzheimer’s disease (Post, 1995). Finding ways to increase 

quality of life and reduce behavioral and emotional symptoms is important to those  



affected by Alzheimer’s disease today and should be important to those that could be at 

risk in the future. 

Music Therapy and dementia 

Music is used as therapy or in therapy with persons with dementia to improve 

orientation and self-esteem as well as give opportunities for expression, reminiscing, and 

to make decisions (Bright, 1988). Music programs in institutions for the elderly have 

been shown to enhance alertness and stimulate intellectual abilities (Hylton, 1983) such 

as short-term memory and retention of information (Davis, Gfeller, & Thaut 1999). An 

experiment with a group of geriatric patients affected by dementia conducted by Riegler 

(1980) supports the idea that music can stimulate mental functioning and facilitate recall. 

Music therapy research has been related to musical preference (Moore, Straum, & 

Brotons, 1992), language functioning (Brotons & Koger, 2000) and the influence of 

background music on performance of the MMSE (Silber, 1999). Lipe (1995) concluded 

that music tasks can be used in the assessment of cognitive functioning in older adults 

with dementia and Clair (1996) found that those in late stage dementia are capable of 

responding to singing or other stimuli in their environment. 

Music therapy has been shown to have significant ra on the language 

functioning of persons with dementia (Brotons & Koger, 2000). Brotons and Koger 

(2000) used the Western Aphasia Battery test before and after music therapy sessions 

with persons with dementia and found that speech content and fluency of speech 

improved. Ashida (2000) found that following reminiscence music therapy sessions 

persons with dementia showed a decrease in depressive symptoms. Ashida also noted 

that nursing home staff reported that interaction skills of participants improved. Hanser  



(1996) has shown that the use of music therapy in nursing homes can lead to a decrease 

in anxiety, agitation, and depression. 

Music therapy can provide reality orientation (Bright, 1988; Hanser 1987), assist 

in rehabilitation, and in remotivation (Davis, Gfeller, & Thaut, 1999). The use of 

structured activities such as music therapy provides a focus of attention (Lipe, 1991). 

Group singing in music therapy lessens behavioral disturbances associated with 

Alzheimer’s disease and gives support and a feeling of belonging which decreases 

anxiety (Schulberg, 1986). The structure of the musical experience itself provides 

stability for individuals who are disoriented (Lipe, 1995). Stability and familiarity 

encourage creativity and focus on strengths (Lipe, 1995). Overall, music therapy can 

enhance the quality of life of persons with Alzheimer’s disease or related dementias 

(Lipe, 1991; Davis, Gfeller, & Thaut, 1999). 

Importance of hymns 

The majority of the elderly population in the United States consider themselves to 

be religious (Beers & Berkow, 2000). More than fifty percent attend weekly religious 

services, which is more than any other age group (Beers & Berkow). Hymn singing is 

common in institutions for the elderly even when music therapy is not available (Hylton, 

1983). Moore, Straum, and Brotons (1992) surveyed five hundred and fourteen people 

ages 65 and older and results indicated that hymns were among the preferred types of 

music. It is documented that elderly people prefer music that they heard during their 

youth (Chavin, 1991) and among the elderly of today it is likely that hymns were  



commonly heard. The Senate Special Committee on Aging in 1991 included accounts of 

people responding to old hymns (Wilson & Scovel, 1992). 

Semantic memory, the memory of the meaning of words and symbols, is resilient. 

The religious symbols that we learn in our youth are examples of things that we may 

never forget. Repeated reassurance is important to the person with Alzheimer’s disease 

(Maxmen & Ward, 1995) and this reassurance may be found in hymns that are 

remembered well into the disease process. Long-term memory can stay in tact through 

the mid-stages of the disease and religious practices, such as hymn singing, can involve 

long-term memory (Kuhn, 1999), as religion is structured and traditional (Beers & 

Berkow, 2000). The structure and predictable nature of worship services can be a source 

of comfort and familiarity to those with Alzheimer’s type dementia (Kuhn, 1999). 

Rituals are long remembered and allow the person with Alzheimer’s disease to respond to 

their faith (Post, 1995). People that learned to sing or play hymns in church may 

demonstrate memory of that skill even with severe cognitive impairment (Hodges, 1996). 

Little or no prompting is required for a person with Alzheimer’s disease to recall 

lyrics and melodies to songs used in traditional religious practice (Kuhn, 1999). It is also 

documented that in order to enhance concentration it is important that the music is related 

to the person’s cultural, social, and historical experiences (Namazi & Johnson, 1992). 

Hymns are related to culture as well as social and historical experience, therefore 

incorporating hymns into music therapy practice with those diagnosed with Alzheimer’s 

disease should have a positive impact on the outcome of treatment as the person with 

Alzheimer’s disease experiences success in recalling lyrics and enhanced concentration.  



Section II 

Purposes and Aims of the Project 

Rationale 

As decreased cognitive function is something that affects everyone diagnosed 

with Alzheimer’s disease it is important to focus treatment on maintaining cognitive 

abilities. There is limited knowledge of how music may reduce cognitive decline. Music 

therapy is often used to address quality of life and maintaining functional abilities, but 

little exists on the effects of different types of music used in therapy. 

Research Problem 

Persons with Alzheimer’s disease have short and long-term memory loss, and 

difficulty with abstract thinking. One of the goals of music therapy with persons with 

Alzheimer’s disease is to stimulate short and long term memory, thereby stabilizing 

cognitive function. Hymns are frequently utilized in the nursing home setting, however 

no specific reference to the effects of hymns on cognitive function was found in review 

of literature. 

Statement of Purpose 

A more thorough understanding of the effects of different types of music used in 

therapy would be beneficial to the people receiving therapy and the music therapy 

professionals providing treatment. The purpose of this study was to investigate the 

feasibility of hymn singing on cognitive function of persons with Alzheimer’s disease 

and to determine how hymns can be incorporated into music therapy treatment to 

increase quality of life and quality of care for those with Alzheimer’s disease.  



Section III 

Research Question and Design 

Theoretical Framework 

Existing literature supports the idea that music therapy can make a difference for 

those with Alzheimer’s disease (Ashida, 2000; Brotons & Koger, 2000; Clair, 1996; 

Namazi & Johnson, 1992; Chavin, 1991; Lipe, 1991; Bright, 1988). Studies completed 

show that alert responses in patients with Alzheimer’s disease are most frequent during 

singing (Clair, 1996). This study was designed to further investigate the effects of 

preferred music and the possibility that the structure and familiarity of religious hymns 

could affect cognitive function. The preferred hymns are familiar, offer structure in the 

music, and are also associated with the structure of religious services. 

  
  

  

Subject Hymns Cognitive Function 

-Gender -Structure Operationally 
-Age -Association defined by score on 
-Preference -Social Aspect MMSE 

-Diagnosis             
  

  
  

Research Question 

The following research question was addressed through this pilot study: 

1. Does the use of hymns during music therapy sessions enhance the cognitive function 

of persons with Alzheimer’s disease?  



Research Design 

A pretest and posttest repeated measures design was used to compare the test 

scores before and after intervention. The standardized Folstein’s Mini-Mental State 

Examination was used for pretest and posttest (see attachment # 1) assessment of 

cognitive function. The Mini-Mental State Examination is currently used by the nursing 

home prior to admission and during annual assessment of residents diagnosed with 
! 

Alzheimer’s disease. 

Subject Sampling Method 

The convenience sample was recruited from Bethany Lutheran Village in Dayton, 

Ohio. The principal investigator is currently employed full time as music therapist at this 

facility. She provides approximately 17 music therapy sessions per week to the residents. 

More specifically, she provides 4 weekly music therapy sessions on the special needs unit 

where the research was conducted. There are currently 12 residents who participate in 

the music therapy sessions on this unit, who qualified for participation in the study. The 

principal investigator anticipated some subject attrition because of decline in function and 

death. The principal investigator approached legal guardians for consent to participate in 

the study and approached residents for assent to participate in the study. 

Recruitment Procedures 

Subjects were recruited following approval from the nursing home’s IRB and the 

IRB of Saint Mary-of-the-Woods College (see attachment # 2). The recruitment process 

took place one month prior to intervention. Information regarding the research and  



consent forms were mailed to selected participants’ legal guardian (See attachments # 3 

& #4). The primary investigator followed up with phone calls to the legal guardians to 

answer any questions. Eligibility to participate was based on unit-specific admission 

criteria; diagnosis and score on Mini-Mental Status Examination. Resident charts were 

also reviewed to determine demographic variables. 

Setting 

The research study was conducted at an accredited continuing care retirement 

community. The community includes a 252 bed Nursing Home and a 56-bed unit for 

persons with Alzheimer’s disease or related disorders. Subjects recruited for the study 

are residents of the unit for persons with Alzheimer’s disease. The sessions were held in 

a distraction free environment on the unit. 

Measurement Procedures 

Research Question: Does the use of hymns during music therapy sessions enhance 

the cognitive function of persons with Alzheimer’s disease? 

Cognitive function is operationally defined as the total score on the Mini-mental 

Status Examination (MMSE). 

Pre-and posttest cognitive assessment or the MMSE were completed in a quiet 

distraction free environment by the primary investigator. 

Pre and posttest Mini Mental Status Scores were descriptively compared by 

graphically examining the trajectory of the means. Due to the small sample size,  



statistical analysis is not possible at this time. However, it is anticipated that the results 

from this study will inform a larger study more amenable to statistical analysis. 

Limitations 

The sample size is too small for generalization. This pilot study is designed to 

explore the feasibility of the intervention and to standardize the protocol for future 

research studies. 

Delimitations 

This study is limited to only one area of the problem and does not deal with other 

important aspects. Future studies will include additional variables believed to impact 

outcomes. However, a large sample size is needed for measurement purposes and is 

beyond the scope of this study. 

 



Section IV 

Method 

Study Participants 

Subjects were selected form a population of 56 residents residing on a special 

needs unit for persons with Alzheimer’s disease and related disorders in a 252-bed 

nursing home facility. The special needs unit is further divided into sections or smaller 

units based on the stages of the disease process. The section selected to participate in the 

study is a 16-bed unit devoted to caring for those in the mid-stage of Alzheimer’s disease 

or related disorders. 

The unit is described as providing a living arrangement that integrates a homelike 

environment and services for persons needing twenty-four (24) hour supervision. 

Regular services for residents of the special needs unit include: Environmental security, 

Pastoral services, meals and snacks, Housekeeping/laundry services, medication 

administration, Assistance with activities of daily living, Social Services, Activities, 

Music Therapy, Scheduled transportation, Building and grounds maintenance, and Cable 

TV. Each resident on the unit is followed by an interdisciplinary team, which includes 

the Medical Director. 

 



Criteria 

In order to participate the residents had to meet the following criteria, which 

incorporates criteria identical to the facilities criteria for admission and residence on the 

unit: 

- Primary diagnosis of probable Alzheimer’s disease or a related disorder 

- Score of 24 or below on Folstein’s Mini-Mental Status Examination 

- Able to move about independently or with the help of an assistive device 

Twelve residents met the criteria for the study and were recruited as participants 

in this study. Only eight out of the twelve completed the intervention. Two of the 

residents that were recruited moved to other units due to decline in overall functioning 

and two others were unable to complete the intervention. 

Demographic variables 

The primary investigator completed initial screening of the participants’ medical 

records to determine the following demographic information: Currently all of the 

residents on the 16-bed unit are of the female sex. Chart review shows that the age range 

of the twelve residents recruited to participate is 82 years of age to 96 years of age, the 

average age being 89 years. One of the eight participants never married and seven are 

widowed. All of the participants identified themselves as being Christian and all stated 

that they attended church throughout their life. Four of the participants attended Lutheran 

churches, the others attended Presbyterian, Nazarene, Methodist, and Catholic churches.  



Materials Used 

The hymns (see attachment # 5) that were used during intervention were selected 

from the results of a resident survey conducted at the facility prior to this study. 

Procedure 

This study utilized a pretest—posttest design. All subjects were assessed prior to 

intervention using Folstein’s Mini Mental Status Examination (see attachment #1). All 

subjects received intervention of music therapy sessions following pretest. Sessions were 

held twice per week and occurred for a total of four consecutive weeks. Each session 

lasted for 20 minutes. Session time consisted of greeting individuals and group and 

singing resident preferred hymns (see attachment # 5). A total of eight sessions occurred. 

Sessions were held in the activity room on the unit. Residents were seated in a semi- 

circle and the therapist/principal investigator conducted the sessions from the head of the 

semi-circle. The titles of the hymns were introduced and the therapist then provided 

accompaniment on keyboard or guitar. All subjects were then given a posttest 

assessment, Folstein’s Mini-Mental Status Examination (see attachment # 1) following 

completion of the intervention. 

 



Section V 

Results 

Evaluation of Intervention 

Table I Repeated Test Scores 

  

Pretest Scores Posttest Scores 

  

Subject 1 13 14 

  

Subject 2 17 15 

  

Subject 3 

  

Subject 4 

  

Subject 5 

  

Subject 6 

  

Subject 7 

  

Subject 8         
  

Due to the small sample size statistical analysis is not possible at this time, 

however the pretest and posttest scores show that some of the subjects involved 

demonstrated an increase in cognitive function. Three of the eight subjects showed an 

increase in score, while two of the eight maintained pretest scores and only three subjects 

had a decrease in scores from pretest to posttest assessment.  
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Section VI 

Discussion 

The purpose of this study was to investigate the effects of hymns on cognitive 

function of persons with Alzheimer’s disease. The sample size for this study is too small 

for generalization. Since the study measured total change independent or extraneous 

variables may have effected change in the dependent variable. The time lapse between 

pretest and posttest also resulted in attrition in study participants as participants 

experienced a progressive decline in functional status and were transferred to other units 

within the facility. 

This study was limited to only one area of the problem and does not deal with 

other important aspects. Future studies should include examination of additional 

variables believed to impact outcomes. Future studies may want to compare the effects 

of various types of music on cognitive function. A larger sample size should be included 

in future studies for measurement purposes and to better represent the population. 

 



Section VII 

Summary 

Although this study did not produce significant results to show the impact of 

music therapy treatment on improving cognitive function of persons with Alzheimer’s 

disease it provided a basis for future research. Music therapy interventions can be 

designed so that those with Alzheimer’s disease can have successful experiences, thus 

increasing self-esteem and quality of life. The music and music experiences provide 

structure and stability while encouraging creativity (Lipe, 1995). The music that is used 

in therapy is a tool to remind those with Alzheimer’s disease of past experiences 

(Cordrey, 1997). As music provides structure and stability and reminds those with 

Alzheimer’s disease of past experiences it is possible that it can have an impact on 

cognitive function. 

Treatment for persons with Alzheimer’s disease continues to improve and 

researchers learn more and more every day, still this is not enough. As clinicians 

working with those affected by Alzheimer’s disease, music therapists must be advocates 

for the people they serve and attempt to find ways to improve music therapy treatment 

and increase understanding of the effects of various types of music. In treating a patient 

with Alzheimer’s disease clinicians must remember that these patients are people still 

capable of growing. Research must continue to address cures and preventions but until 

these things are realized focus should remain on treatment. Understanding how music 

effects cognitive function can have an impact on emotional and spiritual needs and help 

to increase quality of care and quality of life.  
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FOLSTEIN MINLMENTAL STATE EXAMINATION 
  

Score 

  

ORIENTATION 

  

What is the: (year)... (season)... (date)... (day)... (month)? 

  

Where are we: (state)... (county)... (town)... Gorane home)(flaor)? 

  

REGISTRATION 

  

Name 3 objects taking 1 second to say each. Ask the person to repeat the set 

| after you have set after you have said them. Give 1 point for each correct 

answer. Then repeat them until he/she learns the sequence. Count mials and 

record: 
  

ATTENTION AND CALCULATION 

  

Sedal 7s: 93, 86, 79, 72, 63. Give one point for each correct answer. 

ALTERNATE: spell W Q R LD backwards. 

Ask for names of three objects learned in Queston 3. 

Give [ point for each correct answer 

LANGUAGE 

  

  

  

Point to a pen / pencil and a watch. Have the person name them as you 

point. | : 

Ask the person to repeat: "No ifs, ands or buts.”   

  

Ask the person to follow a three-stage command: "Take the paper m your 

deht hand. Fold the paper in half Put the pager on the floor.” 

Ask the person to read and obey the following: "CLOSE YOUR EYES.” 

(Written in large letters on the attached sheet). 3 

Ask the person to write a sentence or his/her choice on back of paper. (The 

sentence should contain a subject and an abject and make sense. Ignore 

spelling errors when according.) 

Ask the person to copy the design on the atrached sheet. (Give one pomt if 

all sides and angles are preserved and if the intersecting sides form a 

quadrangle). 

  

  

  

    
1 roTalL | po) 

INTERVIEWER 

  

  

        
  Name: Last First Anending Physician UnivRoom   a 

— 
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February 20, 2003 

Dear : 

As the Music Therapist at Bethany Lutheran Village I am privileged to bring music 

therapy to the residents of Arbor South on a weekly basis. Ihave seen the effect that 

music therapy can have on individuals and the group in this setting. With a desire to 

learn more about music therapy and the people that I serve, I have been pursuing a 

Master of Arts in Music Therapy at St. Mary of the Woods College. A part of the degree 

requirement is to complete a research project. 

I am writing you to request your permission to involve your family member in a pilot 

study that will examine the effects of hymns on cognitive function. The study will 

involve bi-weekly sessions of hymn singing and will take place on the unit. To measure 

the effects of the music I will administer the Mini-mental State Exam. 

Involvement in this study is voluntary and there are no consequences associated with a 

decision not to participate or if one chooses to withdraw from this study. There are no 

risks associated with this study and no guarantees that one will benefit from participation. 

Any records related to this study will be kept confidential and statistics reported will not 

identify participants. If you do not wish to grant consent for participation in this research 

project your family member may still receive regularly scheduled music therapy sessions 

or involvement in an activity program. 

If you are willing to grant consent for participation in this study please complete the 

enclosed consent form and return it in the enclosed envelope. This study and consent 

form have been approved by the Institutional Review Boards of Bethany Lutheran 

Village and of St. Mary of the Woods College. I will be calling within the next week to 

address any questions that you may have. Please feel free to contact me at any time at 

(937) 433-2110 ext. 6274 or by email at Imchugh@lssma.org. Thank you for your time 

and consideration. 

Sincerely, 

Larisa McHugh, MT-BC 

Music Therapist, Board Certified 
Bethany Lutheran Village  



BETHANY LUTHERAN VILLAGE 

INFORMED CONSENT TO PARTICIPATE IN RESEARCH PROJECT OR STUDY 

Principal Investigator: Larisa McHugh, MT-BC 

Project title: The Effects of Hymns on Cognitive Function of Persons with Alzheimer’s 

Disease or Related Dementia. 

Purpose: You are being asked to participate, as a volunteer, in a research project in which 

the investigator hopes to determine the feasibility of hymns used during music therapy 

sessions. Only residents of the Special Needs Unit at Bethany Lutheran Village are being 

invited to participate. There will be approximately 12 participants involved in the study. 

Participation is voluntary and there are no consequences to you associated with a decision 

not to participate or if you choose to withdraw from this study. 

Procedure: Should you agree to participate, you will be asked to attend two music 

therapy session per week for four weeks. Prior to and following the session you will be 

asked to complete the Mini-Mental Status Examination. The Mini-Mental Status 

Examination is very brief and the music therapy session will last for twenty minutes. 

Benefits: There are no guarantees that you will benefit from participation in this study. 

Possible benefits include relaxation, increased socialization, reminiscence, and increased 

cognitive functioning. Information obtained in this research may benefit the profession 

of music therapy as well. 

Risks: There are no risks associated with this study. However, if during a session you 

should have an emotional reaction you will be provided with support by the therapist. 

You may request that the treatment stop at any time. 

Confidentiality: Should you agree to participate your participation and any records 

related to this study will be kept confidential. Information that identifies you as a 

participant will not be released without your written permission. Statistics that will be 

recorded and reported and may be reprinted will not identify you as a participant. No 

individual results of subjects will be identified in data presentation. All data will be kept 

in a locked cabinet, and only accessible to the principal investigator. If you are interested 

in reviewing the results of this study you may do so by contacting the principal 

investigator. 

Compensation: Your participation is completely voluntary. You will not be compensated 

for your time or involvement in this research study. In the event of an injury during 

participation medical services will be provided by Bethany Lutheran Village. 

Costs: There will be no additional cost to you or to the facility to participate in this study.  



Alternatives: If you do not wish to participate in this research project you may still 

receive regularly scheduled music therapy sessions or involvement in an activity 

program. 

Withdrawing from the study: If you wish to withdraw from the study at any time you 

may do so without consequence by submitting your request in writing or by contacting 

the investigator at 937-433-2110 ext. 6274. If you are unable to complete the pretest or 

posttest measures the researcher may choose to withdraw you from the study. 

Questions: 1f there are any questions about this research project at any time contact the 

principal investigator, Larisa McHugh, at Bethany Lutheran Village 6451 Far Hills 

Avenue, Dayton, Ohio 45459, phone # 937-433-2110 ext. 6274. 

You will be informed if any information is obtained during the study that may affect your 

willingness to participate. 

By signing this form you are stating that you have been informed of risks, benefits, and 

alternative treatment options. You are freely granting consent to participate and have 

been afforded time to ask questions. After signing, a copy of this consent form will be 

provided. This study and consent form have been approved by Institutional Review 

Boards at Bethany Lutheran Village and Saint Mary-of-the Woods College for a one year 

period. 

  
  

Subject (print name) Signature 

  

Legal guardian Signature Date 

To the best of my awareness the subject or the subject’s legal guardian comprehends the 

requirements, purpose, risks and benefits of the study. 

  

Investigator Signature  


