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Abstract 

The introduction of music thanatology practices in hospice care has brought a number 

of concerns to the hospice music therapy community, particularly in those settings that 

employ both a music therapist and a music thanatologist. There is no literature that describes 

the relationships between the philosophies, training and clinical practices of hospice music 

therapy and music thanatwoiogy. The lack of research on the field of music thanatology has 

led to strong opinions, perhaps not based upon facts, about the practice of music thanatology 

and the potential impact on the practice of music therapy in the care of the dying. Hospice 

care workers, families and physicians appear to have difficulty distinguishing between the 

modalities of music therapy and music thanatology. This lack of distinction impacts the 

accuracy of referrals and effective symptom management for terminally ill patients and 

potentially contributes to the relationships between the two fields. 

The purpose of this study was to investigate the training, philosophy and clinical 

practices of music therapy and music thanatology in hospice and provide useful information 

to make comparisons between the two fields. This study implemented a literature review and 

survey of music therapists and music thanatologists working with the terminally ill. Data 

was collected on the opinions and experiences of one hundred and twenty-six music 

therapists and thirteen music thanatologists related to their philosophies of practice, 

educational experiences, competencies, and clinical interventions. Current and future 

relationships between music therapists and music thanatologists and their respective 

professional organizations were also addressed in this study. Findings demonstrate 

commonalities and distinctions between the two fields and indicate areas for future 

collaboration including research and co-education. Results also suggest implications tor 

hospice care such as co-treatment and collaborative referral relationshizs. 
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Introduction 

Problem Statement 

Recent trends in hospice care have demonstrated an increase in the application of 

music in the care of the dying. The use of music therapy in the treatment of terminally 1ll 

patients and the effectiveness of music therapy in hospice settings has been demonstrated 

through a growing body of research during the last thirty years (Krout, 2000). Over the last 

two decades, a practice known as music thanatology has developed as a profession 

(Schroeder-Sheker, 1992, 1993, 1994). Music thanatologists, who are trained in this specific 

discipline from the Chalice of Repose (Schroeder-Sheker, 2004c), have recently begun to 

practice music thanatology in hospice settings (Black, 2004; Clarridge, 2000; Davis, 2002; 

Gran, 2003; McCarthy, 1993; McCowan, 1998; Potempa, 2003; Simon, 1998; Tallmadge, 

2001). 

The introduction of music thanatology practices in hospice care, particularly in those 

hospice settings that employ music therapists, has brought a number of issues and concerns 

to the hospice music therapy community. Concerns over the efficacy and validity of music 

thanatology practices have surfaced due the apparent lack of research in that field. Limited 

information about the training requirements, qualifications and certification process of music 

thanatologists also seems to have contributed to misperceptions of the practice of music 

thanatology. Hospice care workers, families and physicians appear to have difficulty 

distinguishing between modalities of music therapy and music thanatology. This lack of 

distinction may have detrimental effects on referral processes and accurate symptom 

management for terminally 1ll patients. There 1s no literature that offers an in-depth 

description of both fields from which to draw comparisons and conclusions for future 

. collaborations between music thanatologists and music therapists in hospice care.  



Research Question 

In order to provide an accurate knowledge base for collegial discussions, there are 

several important research questions that require further investigation: (1) What 1s music 

thanatology, its philosophy, practitioner training and clinical practices, and how do they 

compare to the training, philosophies and clinical practices of music therapy in hospice? and 

(2) What are the future implications and impact of music thanatology on the field of music 

therapy in hospice care? 

Rationale/Basic Assumptions 

The research questions arose from several basic assumptions. These assumptions are 

based on personal experience working as a music therapist for hospice that also employs a 

music thanatologist. Several of the assumptions are also based on the researcher’s informal 

observation of collegial relationships between hospice music therapists and music 

thanatologists. 

1. The presence of music thanatologists appears to be on the rise in hospice care. 

2. The recent increase in music thanatology practices and their acceptance seem 

to be threatening the job security of music therapists working in hospice. 

Differences in terminology and language have led to miscommunications and 

a lack of collegial relationships among music therapists and music 

thanatologists. 

Music thanatology is increasingly misrepresented as music therapy in press 

and media publications. This misrepresentation possibly contributes to 

professional tensions between music thanatologists and music therapists. 

Educating hospice care workers on the benefits of music therapy and music 

thanatology in joint in-services, causes confusion between the modalities. It is  



difficult to educate interdisciplinary team members about the distinguishing 

factors of the two modalities because there is no literature available that 

makes such comparisons. 

Music therapists can provide comparable interventions as those offered by 

music thanatologists, and perhaps address additional client needs. 

Music thanatology practitioners have limited training and research backing 

their field, however their work is perceived as more valuable than music 

therapy among hospice administrators. 

Music thanatology has received notable media and social acceptance without 

compelling research, which appears to devalue and threaten the validity of 

music therapy research in end of life care. 

Professional tensions between music therapists and music thanatologists 

contribute to bias and non-collegial relationships between the two professions, 

which hinder professional collaboration and effective co-treatment models. 

. Providing music therapists with accurate information will provide a 

foundation for future dialogues between music therapists and music 

thanatologists. 

Purpose 

The purpose of this study is to educate music therapists and other health care 

practitioners about the philosophies, training and clinical practices of music thanatology, so 

that meaningful conversations and interactions can take place within the field of hospice care. 

This study will also examine the current state of relationships between the two professions 

and explore future implications for collaboration. This research will add to the limited  
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amount of literature about music thanatology and provide a new resource that describes the 

field in relation to the practices of music therapy in hospice. 

Hypotheses 

It is hypothesized that a review of literature and a written survey of both music 

thanatologists and music therapists in hospice will provide sufficient information needed to 

understand the similarities and differences in philosophy, training and clinical practices of 

“both fields. It is further hypothesized that a survey of music thanatologists and music 

therapists working in hospice will identify some of the underlying factors that contribute to 

the current relationships between the two fields and address future implications of the impact 

of music thanatology on the field of music therapy in hospice. 

Definitions 

For the purpose of this study, the following terms will operate on the definitions listed 

below: 

Thantos 1s a Greek word for death and throughout this paper, the term 

Thanatology will be referenced as the study of death and dying. 

2. Philosophies are a set of beliefs, ethical norms, standards of practice and professional 

aspirations that govern and guide the practices of each field. Efforts will be made to 

respect the terminology related to each field of practice including the reference to 

professional practitioners. 

Music Therapists are trained practitioners governed by the American Music Therapy 

Association and certified as MT-BC, by the Certification Board for Music Therapists. 

Therefore, the abbreviation MT-BC is used throughout this research to represent the 

music therapy subject field.  



4. Music Thanatologists will reference those who are trained to provide prescriptive 

music to the dying patient using media of harp and voice. The designation of Music 

thanatologist does not imply certification or association with a governing 

organization. However, standards of certification and credentials are further explored 

throughout this research. 

Clinical Practices are the interventions, treatment methods and applications of music 

therapy and music thanatology techniques aimed at specific patient needs. 

Hospice 1s medically based care for terminally ill patients that neither hastens death 

nor prolongs life while honoring the dying patient, their family and their quality of 

life through symptom management and a variety of psychosocial supports. Hospice 

1s not physician-assisted suicide; however aggressive or life-sustaining treatments are 

typically avoided. Hospice Settings can be individual patient and family homes, 

nursing homes, assisted living facilities, long term care centers, and hospitals. 

According to the National Hospice and Palliative Care Organization (2000), hospice 

care supports patients in the last phase of an incurable disease in order to promote the 

inherent potential for growth and quality of life during the final stages of life, the 

dying process and throughout periods of bereavement for both the patient and their 

family members by providing physical, social, spiritual and emotional care through a 

clinically-directed interdisciplinary team in home and facility-based settings. 

Palliative Care 1s based also on the premise that the patient’s disease process is 

incurable and the main focus of care is on the palliation of symptoms, which is 

sometimes done through aggressive treatment methods. However, most palliative 

care models do not focus on curing the patient or sustaining life, but rather 

maintaining comfort and quality of life.  
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9. 

Terminally ill and the Dying refer to those individuals diagnosed with incurable 

diseases that generally have a prognosis of six months or less. The terms are used 

interchangeably throughout this study to reference adult and geriatric populations 

only and do not imply ability or level of functioning. The exclusion of pediatric 

populations is based on the understanding that pediatrics is a field of specialization 

that involves rare diagnoses and complex patient and family needs, which exceed the 

scope of this study. 

Imminent describes a patient who is actively dying and, based on the observations and 

professional opinions of the hospice caregivers or medical staff, has only hours of life 

remaining. 

. Entrainment defines a phenomenon in which one rhythmic pulse begins to match, or 

“phase lock”, with the pulse or rhythm of a stronger external stimuli when in close 

proximity, causing synchronicity between the two vibrating sources (Crowe & 

Scovel, 1996; Moreno, 1988). 

 



Review of Literature 

Hospice and Palliative Care 

Over the past twenty years, alternative approaches to caring for terminally ill patients 

have received considerable attention (Marwit, 1997). According to a press release from the 

National Hospice and Palliative Care Organization, over one million (1,060,000) patients 

sought hospice care services in 2004, which is an increase of more than 100,000 from the 

previous year (PRNewswire, November 11, 2005). It has been reported elsewhere that there 

are between 2,800 and 3,600 freestanding hospice programs in the United States and hospice 

care programs service nearly 400,000 people annually in hospitals, nursing homes, and home 

health settings (Harrison, Ford and Wilson, 2005; Miller & Mor, 2001; Marwit, 1997; 

NHPCO, 2005). Despite the large number of terminally ill people receiving hospice care, it 

has been reported that only 43% of patients eligible for hospice services actually receive this 

end-of-life care and the major impediment is lack of information which leads families and 

physicians to equate hospice care with imminent death (Duggleby & Berry, 2005; Harrison et 

al., 2005; Robb-Nicholson, 2005). Therefore, further explorations of end-of-life care models 

are needed to increase the medical community and public awareness of how hospice care 

comprehensively addresses the needs of the dying. 

The terms hospice and palliative care were used to gather literature on the care of 

terminally ill patients and the dying. It has been summarized that palliative care focuses on 

lessening physical pain and severity of illness while hospice care is designed to improve the 

quality of life remaining and improve the quality of dying (Harrison et al., 2005). In general, 

modern palliative care models apply hospice principles to a broad spectrum of patients 

diagnosed with terminal illnesses (Dobratz, 2005). According to Harrison et al. (2005)  



hospice is a concept of end-of-life care. Therefore, it was useful to search both terms 

throughout the literature. 

End-of-life care models such as hospice and palliative care promote shared decision 

making by informing and emotionally supporting family members through patient/family 

value-directed models of care (Egan & Abbott, 2002). Clinically directed interdisciplinary 

teams treat the dying person with respect and dignity, and coordinate medical, psychological 

and spiritual care services (Harrison et al., 2005). In hospice and palliative care the 

aforementioned services are implemented without attempting to medically cure the terminal 

disease (Egan & Abbott, 2002; Harrison et al., 2005; Robb-Nicholson, 2005). 

A primary goal of hospice care is to control physical symptoms and psychological 

distress of dying by easing patients and families through confusing and traumatic transitions 

that make the end of life a painful and frightening time (Duggleby & Berry, 2005). Robb- 

Nicholson (2005) stated that both hospice and palliative care concepts ensure the most pain 

free death possible through comfort-giving measures that treat pain, nausea, mental 

confusion and breathing difficulties. According to Duggleby and Berry (2005), terminally ill 

patients and their families benefit from the community of medical, nursing, psychosocial and 

spiritual resources available to them through hospice and palliative care models. Such 

models have been shown to allow the dying patient and the family to focus more on the 

spiritual, emotional and existential aspects of finding meaning at the end of life and lesson 

the complications in grief and mourning processes (Duggleby & Berry, 2005; Egan & 

Abbott, 2002; Mount, 2003; Neale, 1996; Robb-Nicholson, 2005; Wyden, 2000). When a 

cure 1s no longer possible for such terminal diseases as cancer, pulmonary disease, heart 

disease, Alzheimer’s, AIDS and Neurologic disorders, hospice care concepts promote  



comfort and dignity with the ultimate goal being the highest quality of life for the dying 

patient (Harrison et al., 2005; Robb-Nicholson, 2005). 

Hospice and palliative care models recognize that the goals of physical care and 

psychological needs of the patients and families shift throughout the dying process, 

especially as death approaches (Duggleby & Berry, 2005). Therefore, psychosocial and 

spiritual care aspects assume equal roles with medical care in the collaborative 

interdisciplinary team models (Dobratz, 2005; Duggleby & Berry, 2005; Egan & Abbott, 

2002; Marwit, 1997). In fact, the Joint Commission on Accreditation of Hospitals and the 

National Hospice Organization have set the standard that hospice care includes 

interdisciplinary team services, symptom management services and bereavement support 

(Marwit, 1997). Through this type of relief of suffering and supportive psychosocial care, 

hospice and palliative care models enhance personal control and autonomy, improve quality 

of life and assist the patient in their movement toward integration, wholeness and healing at 

the end of life (Dobratz, 2005; Mount, 2003; Wyden, 2000). 

Music Therapy in Hospice 

The profession of music therapy began with the use of music for treatment of the 

physical and emotional trauma endured by hospitalized veterans of World War I and World 

War II (American Music Therapy Association, 2005). As early as 1919, educators, 

musicians and health care professionals recognized the need for education and curriculum 

standards in music therapy and began early course offerings in music, psychology, anatomy 

and physiology (I’Etoile, 2000). By 1944, Michigan State University had established the 

first Bachelor’s degree curriculum in music therapy (American Music Therapy Association, 

2005; I’Etoile, 2000). The National Association for Music Therapy later formed in 1950 as a  



10 

result of the Music Teacher’s National Association efforts to promote educational standards 

among the rapidly developing music therapy degree programs (I’Etoile, 2000). 

Beginning in the 1970’s leaders in music therapy also developed the American 

Association for Music Therapy (AAMT), which later joined with the National Association to 

become the American Music Therapy Association, or AMTA, founded in 1998. Also 

beginning in the 1970’s leaders in the field of music therapy began to push for national 

certification requirements for music therapists. In 1983 the National Commission for 

Certifying Agencies and the National Organization for Competency Assurance joined with 

music therapists and created the Certification Board for Music Therapists (CBMT), which 

oversees the only objective and nationally recognized certification process for music 

therapists (CBMT, 2005). As of 2004, there were over 4,000 board certified music therapists 

working in a variety of settings including private practice, community mental health centers, 

hospitals, outpatient clinics, correctional facilities, schools and hospitals (AMTA, 2004, 

2005; CBMT, 2005). 

In the late 1970’s, Janet Perkins Gilbert (1977) of the University of Kansas described 

the unique experiences of the dying patient and discussed the role of individualized music 

therapy treatments in assisting the dying patient and their family through the five stages of 

the dying process as defined by Kubler-Ross (1969). One year later, Munro and Mount 

(1978) illustrated the role of music therapy in palliative care and its impact on the physical, 

psychological, social and spiritual wellbeing of terminally 1ll patients through music therapy 

case study observations. The authors defined music therapy in palliative care as, “the 

controlled use of music, its elements and their influences on the human being to aid in the 

physiologic, psychological and emotional integration of the individual during the treatment 

of an illness” (Munro & Mount, 1978, p. 1029). Since the seminal works of Gilbert (1977)  
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and Munro and Mount (1978), the body of literature describing the role of music therapy in 

hospice and palliative care has been consistently growing (Aldridge, 1999; Forrest, 2000; 

Hilliard, 2005; Mandel, 1991; Martin, 1991; Munro, 1984; O’Callaghan, 1996a, Whittall, 

1989). A bibliography for music therapists in palliative care was compiled and made 

available by Rykov and Salmon (1998). By the year 2000, there were eighty-eight clinical 

case studies and twenty-three experimental studies that used quantitative and qualitative 

measures to report the effects of music therapy on the unique and multifaceted needs of 

terminally ill patients (Krout, 2000). Dileo and Loewy (2005) recently edited a text entitled 

Music Therapy at the End of Life, which comprehensively addressed clinical issues in music 

therapy with specialized terminally ill populations, music therapy methods in end-of-life care 

and professional issues for music therapists working with the dying. 

Interventions in hospice music therapy are reportedly designed to meet the complex 

medical, psychological, and spiritual needs of terminally ill patients and their families 

(Hilliard, 2001, 2005; Gilbert, 1977; Munro & Mount, 1978; O’Callaghan, 1984; West, 

1994). A number of case studies and experimental studies illustrated applications of a wide 

variety of music therapy interventions including singing, songwriting, patient preferred 

music, music and relaxation, progressive muscle relaxation, guided imagery, improvisation, 

lyric-analysis and musical reminiscence (Ashida, 2000; Bailey, 1983, 1984; Beggs, 1991; 

Bruscia, 1991; Bruscia, 2001; Butler & Lewis, 1982; Curtis, 1986; Hilliard, 2003; 

O’Callaghan, 1996a, 1996b, 1997; O’Callaghan & McDermott, 2004; West, 1994; Whittall, 

1989, 1991). It is also reported that the role of music in therapy shifts in response to ongoing 

assessment of the ever-changing experiences and psychological tasks of the dying patient, 

especially as the patient’s level of engagement and tolerance to sound decrease (Ashida, 

2000; Hilliard, 2003; West, 1994). Krout (2000) found that music therapists combined active  
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and passive music-based interventions throughout the course of treatment of terminally ill 

patients depending on the patient need and treatment approach. Combinations of music 

listening and sound vibration, music playing and improvisation, the use of songs, song 

choice, singing, lyric analysis, songwriting, improvisation, music-based relaxation, and 

music and imagery have also been shown to be successful at meeting the multiple needs and 

goals of terminally ill patients (Bailey, 1984; Burns, 2001; Hilliard, 2003; Krout, 2000; Marr, 

1998; O’Callaghan, 1997; West, 1994; Whittall, 1991; Wylie & Blom, 1986). 

A variety of theoretical articles and research studies have considered the role of music 

therapy in addressing a patient’s mood and quality of life (Aldridge, 1999; Beggs, 1991; 

Burns, 2001; Bruscia, 1991; Hilliard, 2003; Hogan, 1996; O’Callaghan, 1997; Salmon, 1993, 

2001; Skaggs, 1997, Whittall, 1991). Krout (2000) summarized the impact of music therapy 

interventions in meeting spiritual and emotional needs, relaxation, expression of feelings, and 

addressing the need to improve communication and gain insight at the end of life. Musically 

supported individual counseling has been shown to successfully treat a patient’s psycho- 

physiological well being by addressing issues of worry, loneliness, anger, and anxiety 

(Forinash, 1989; Hilliard, 2003; Munro, 1984; Whittall, 1991). Hilliard (2003) also found 

that terminal patients who received individualized music therapy interventions such as song 

choice, music-prompted reminiscence, singing, live music listening, and lyric analysis 

reported an increase in their quality of relationships, physical, psychological and spiritual 

wellbeing despite their continued physical deterioration. Music therapy interventions such as 

improvisation and songwriting have also been shown to reduce patient isolation, assist in the 

expression of adverse experiences of terminal illness, provide opportunities for spiritual and 

creative expression and enable feelings of autonomy, achievement and self-fulfillment during  
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the last days of life (Aldridge, 1999; Bruscia, 2001; Hogan, 1996; O’Callaghan, 1996b, 

Salmon, 2001). 

As a component of the interdisciplinary team model of end of life care, music therapy 

has been shown to complement and broaden the scope of hospice services, provide continuity 

of care, and address complex symptom management (Gilbert, 1977; Hilliard, 2003, 2005). 

“Music therapists are in the unique position to provide music-based services to patients and 

families from the time of admission through death and into the bereavement cycle” (Hilliard, 

2005, p. 14). Through a phenomenological examination of the role of music therapists 

working with terminally ill, Forinash (1989) found that music therapists reflect, question, 

direct or simply listen throughout the therapeutic process. The live musicality of the music 

therapist, paired with verbal and non-verbal communication have also been found to reduce 

patient isolation and heighten the patient’s creative self-experience to a multi-dimensional 

level by providing opportunities for the patient to connect with and express feelings at an 

individualized pace (Bailey, 1983; O’Callaghan, 1996a, 1996b). 

It is reported that live music interspersed with quiet contemplative moments and 

counseling opportunities allowed terminally ill patients to increase supportive interactions 

and communication of psychosocial issues with family members including anticipatory grief 

and bereavement processes, depression, family dynamics, spiritual needs and expanded self- 

awareness (Ashida, 2000; Bailey, 1984; Bruscia, 1991; Butler & Lewis, 1982; Curtis, 1986; 

Hilliard, 2003; O’Callaghan, 1997; West, 1994; Whittall, 1989). A number of music therapy 

studies have illustrated that music therapy for life review and reminiscence prepared 

terminally ill patients and their families for death by giving meaning to the dying person’s 

life, honoring individuality, promoting positive communication between the dying patient 

and their loved ones, and facilitating bereavement processes (Ashida, 2000; Bailey, 1984;  



Beggs, 1991; Butler & Lewis, 1982; Hilliard, 2003; O’Callaghan, 1996; West, 1994). 

Finally, music therapy researchers have also found music therapy to be effective in the 

management of physical symptoms of distress such as pain, anxiety, hypertension, heart rate, 

nausea and respiratory rates (Bailey, 1983; Brown, Chen & Dworkin, 1989; Bruscia, 1991; 

Burns, 2001; Curtis, 1986; Hilliard, 2003; Krout, 2000; O’Callaghan, 1996a; Skaggs, 1997; 

Trauger-Querry & Haghighi, 1999; Whittall, 1989). 

According to Hilliard (2005), music therapists need to be aware of non-music 

therapists who also support the use of music in hospice settings or in the treatment of 

terminally ill. Over the last two decades, a practice known as music thanatology that 

employs live vocal and harp music in the care of the dying has developed as a profession and 

has been introduced into hospice and palliative care centers (Black, 2004; Gran, 2003; 

Schroeder-Sheker, 1992, 1993, 1994). Therefore, a review of music thanatology literature is 

required to gain a greater understanding of the field. 

Music Thanatology in Hospice 

Despite the volume of works on music thanatology, the variance of authorship is 

minimal because the current literature contains mostly interviews and writings of the founder 

of music thanatology. The history and foundations of the practice of music thanatology were 

found 1n articles, interviews and personal narratives written by the pioneer of the field, 

Therese Schroeder-Sheker (1992, 1993, 1994, 1998a, 1998b). Music thanatology’s 

development and maturation paralleled the renewal of hospice movements in the United 

States, and Schroeder-Sheker (1998a) reported that the practice was pioneered from personal 

experience to re-establish the palliative art and science of the monastic infirmary using music 

as a gateway to a conscious death. Schroeder-Sheker (1992) also explained that the field of 

music thanatology was founded as a contemplative practice targeted at increasing community  
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awareness of death by inviting new meaning to the inevitable experience of mortality through 

music (Schroeder-Sheker, 1993, 1994). However, as Hilliard (2005) noted, quantitative 

research in the field of music thanatology is lacking. 

The earliest descriptions of music thanatology were in terms of musical-sacramental- 

midwifery including the premise that music is a potent, all pervading force that unites the 

integrity of the body, soul and spirit, and assists in the transition to death (Schroeder-Sheker, 

1992). In Schroeder-Sheker’s chapter from Music and Miracles (Campbell, 1992), the 

medical-scientific research model of music thanatology reportedly developed from extended 

archival research in natural sciences and anthropological methods (Schroeder-Sheker, 1992). 

Over the course of twenty-five years, Schroeder-Sheker pioneered the field of music 

thanatology, developed a curriculum and certification process and founded the Chalice of 

Repose Project in 1992 (Schroeder-Sheker, 1993, 1994, 1998a). 

The Chalice of Repose developed as a multi-institutional program and served as the 

only national model for certification of music thanatologists and the only official training 

program for the field of music thanatology (Schroeder-Sheker, 1992, 1993, 1994, 1998a, 

1998b, 2004). By 1998, music thanatology services were reportedly provided as a standard 

component of supportive care at the end of life in various care centers throughout Montana 

(Schroeder-Sheker, 1998a). The current practices of music thanatologists have been featured 

in numerous press releases (Clarridge, 2000; McCarthy, 1993; McCowan, 1998; Tallmadge, 

2001). = The Chalice of Repose website (www.chaliceofrepose.org) summarized that music 

thanatology training unites medicine, spirituality, theology and music in a contemplative 

curriculum that involves classroom didactic, clinical internship, a thesis or professional paper 

and successful completion of comprehensive exams (Schroeder-Sheker, 2004c¢).  
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Specific competencies and curriculum components of The Chalice of Repose training 

program and certification processes were not found throughout the literature. However, the 

six assumptions upon which the training program was founded are discussed throughout the 

personal writings of Schroeder-Sheker (1992, 1994, 1998a) and include: 1) dying is a 

spiritual process, not in a religious sense but as part of the human experience (McCowan, 

1998), 2) music thanatology is a contemplative practice with clinical applications, 3) music 

thanatology 1s based on theories of monastic infirmary medicine that view death as part of 

the life cycle, 4) beauty, reverence, dignity and intimacy are central to humanity, especially 

in death, 5) music thanatology is a vocation or a deep inner calling, and 6) the education of 

communities and individuals about death and dying processes promotes a return to 

humanness and the acceptance of death. 

Music thanatology is also described throughout the literature as a sub-specialty of 

~ palliative care, a service of gerontology, and a medical modality that employs prescriptive 

music with clinical applications for the complex physical symptoms and spiritual needs of 

the dying (Bahuguna, 2002; Clarridge, 2000; Hilliard, 2005; Schroeder-Sheker, 1993, 1994, 

1998a). Music thanatology treatment is discussed throughout the literature as the 

prescriptive use of live harp and voice during a vigil at the bedside of the dying patient in 

order to systematically assist and alleviate physical, spiritual and emotional symptoms such 

as respiratory distress, pain, unbinding processes, letting go, and fear of dying (Davis, 2002; 

Hilliard, 2005; Lipe, 2002; Benson, 1999; Potempa, 2003; Music Thanatology Association 

International, 2004a, 2004b; Schroeder-Sheker, 1992, 1993, 1994, 1998, 2004a; St. Patrick 

Hospital, 1998). 

The concept of prescriptive music in music thanatology assumes that each dying 

person uniquely receives music on a variety of physical, emotional and spiritual levels  
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(Schroeder-Sheker, 1993, 1994, 1998a). It has been reported that music thanatologists do not 

use recognizable songs or performance-based material (Davis, 2002). Rather, music 

thanatologists reportedly mix major and minor tones, employ scales, modes, octaves, and 

minor interval inversions in prescriptive plainchant, or non-harmonized music that is free 

from rhythmic pulse or accent in attempts to elicit emotional responses, create suspension, 

and synchronize the music to resonate with the dying person’s needs (Davis, 2002; Potempa, 

2003; Schroeder-Sheker, 1992, 1994, 1998a, 2004b). Through live prescriptive music, music 

thanatologists reportedly respond to the constantly changing internal physiological condition 

of the dying patient by uniquely designing the melodic content and harmonic sequencing for 

each patient (Davis, 2002; Schroeder-Sheker, 1993, 1994, 1998a). The Chalice of Repose 

website outlined four distinct goals of prescriptive music including: 1) the relief of acute and 

chronic physiological pain and spiritual suffering, 2) the creation of supportive conditions to 

facilitate reconciliation and meaning in the presence of death, 3) the facilitation of peaceful, 

conscious death, and finally 4) the transformation of community, family and personal 

experiences of death (Schroeder-Sheker, 2004c¢). 

Numerous music thanatologists have stated that the use of prescriptive music during a 

music thanatology vigil can decrease pulse rates, heart rates, stabilize breathing patterns, 

reduce tension, promote profound relaxation and deep sleep, provide relief of physiological 

pain, and promote a peaceful conscious death (Davis, 2002; Schroeder-Sheker, 2004b; 

Simon, 1998). Referrals for music thanatology vigils have reportedly been made by 

physicians, nurses, chaplains, and family members to help manage symptoms of anxiety, 

fear, and sleeplessness, and alleviation of physiological and emotional pain of dying 

(Potempa, 2003; Schroeder-Sheker, 1994, 1998a). However, publications of experimental 

research studies validating such benefits could not be located in the body of music  
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thanatology literature. In 2003, it was reported that efforts to quantify and scientifically 

study the results of music thanatology were underway using computerized journaling to 

chronicle patients’ breathing patterns, pulse rates and emotional responses (Potempa, 2003). 

Again, results of this study could not be located in the published literature. 

Music Therapy and Music Thanatology Relationships 

It is clear that music therapy and music thanatology both employ the use of music to 

address various needs of terminally ill patients at the end of life and each are becoming more 

common in hospice settings. However, there is a limited body of literature available that 

offers in-depth descriptions of both fields and how they relate to one another. A review of 

literature revealed that each field has respectively acknowledged the existence of and 

attempted to define the other field but not in direct or detailed comparison to one another 

(Benson, 1999; Hilliard, 2005; Lipe, 2000; Schroeder-Sheker, 1993, 1994, 1998a). 

The writings of Stella Benson (1999) offered some clarifications amongst the fields of 

healing harps, harp therapy, music thanatology and music therapy through a flow chart that 

illustrated common aspects of music for healing in end-of-life care within the three major 

principles of music: rhythm, harmony and melody. Lipe (2000) briefly made mention of 

music thanatology in her review of the role of spirituality in music therapy practice. Hilliard 

(2005) acknowledged music thanatology as a practice of music and healing used by non- 

music therapists in hospice care. Schroeder-Sheker supposed that applications of music 

therapy for deep relaxation and the alleviation of symptoms are close allies to music 

thanatology practices differing only in clinical focus and application (Schroeder-Sheker, 

1993, 1994, 1998a). However, there were no comparisons made between the philosophies, 

training and current practices of music therapy in hospice and music thanatology found 

throughout the literature.  
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Very little information is available about the potential for collaborative efforts or co- 

treatment of terminally ill patients using music therapy and music thanatology. A 

questionnaire published in The Harp Therapy Journal (Riley, 2000), addressed the desire for 

collaborative relationships between the American Music Therapy Association and 

practitioners who use harp in a therapeutic manner. The results indicated that one quarter of 

the harpists who responded, including several who reported training from the Chalice of 

Repose, stated a desire to become part of a larger umbrella organization like the American 

Music Therapy Association (Riley, 2000). According to a website from University Hospitals 

Health Systems (www.heatherhill.com/musicresearch02.html), one study reportedly blended 

theories of music therapy and music thanatology in the relaxation treatments for late stage 

Alzheimer’s disease patients (University Hospitals Health Systems, 1994). However, a 

~ personal communication with one of the investigators of the study revealed that the design 

used recorded music and results were not published and were no longer available for review 

(Karen Hatfield, October 23, 2004). 

In general, a review of literature revealed that there may in fact be some confusion 

between music therapy and music thanatology applications and terminology. A health report 

entitled Music Therapy for Dignified Death, actually discussed the practice of music 

thanatology (Bahuguna, 2002). WellSounds Media (2002) and the Chicago Tribune (Black, 

2004) reported that music thanatology is a branch of music therapy. A feature on music 

thanatology from Life Magazine (Simon, 1998) mentioned the history of music therapy 

practices in the United States, and immediately went on to state that music thanatology is 

concerned with the care of the dying, but did not offer clear distinctions between the two 

practices or recognize that music therapy is also used in the care of the dying.  
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In 2003, a joint interview featured the hospice work of a music thanatologist and a 

music therapist. It was entitled, 4 Sound Approach: Music therapy makes things smoother 

for hospice patients, but did not clearly distinguish the two modalities (Gran, 2003). An 

internet search through Yahoo! revealed a definition of music therapy in which the author 

cited the effects of music therapy on physiological symptoms, but in fact the author 

referenced a source on music thanatology (Bryson, 2004). To an uneducated reader, the two 

terms therapy and thanatology appear to be used interchangeably throughout a number of 

references on the use of music in end of life care (Black, 2004; Bryson, 2004; Gran, 2003; 

Simon, 1998). 

Music therapy in hospice and music thanatology have not been compared or 

contrasted in the literature of either field, which has apparently created confusion or 

generalizations of the two practices. According to Hilliard, “it is important to differentiate 

between the professional training of a music therapist versus that of other professionals 

simply utilizing music in their work” (p. 13). Therefore, a survey of the training, 

philosophies and current practices of music therapists and music thanatologists is needed in 

order to draw effective comparisons and understand the current state of relationships between 

the two professions. 

 



Methodology 

Design 

This 1s a descriptive study designed to survey music therapists and music 

thanatologists working in hospice settings to gather useful comparative information regarding 

their qualifications, philosophies and clinical practices. 

Subjects 

Music therapists were recruited from information provided in the American Music 

Therapy Association (2004) Sourcebook. The criteria for participation in this study 

considered only those music therapists identified as working in hospice/bereavement settings 

or with terminally ill populations. Music thanatology participants were recruited from a list 

of available associates on the Music Thanatology Association International (MTAI) website 

(http://www.music-thanatologyassociation.com). Additional music thanatologists and music 

therapists were recruited through personal communications and referrals for participation in 

this study. It 1s important to acknowledge that there may be a large number of music 

therapists and music thanatologists who do not belong to either of the respective 

organizations who may be working in hospice settings or treating terminally ill patients. For 

the purposes of this study it was not feasible to locate all of those non-member practitioners. 

Therefore, this study used a limited, but proportionally representative subject field from each 

respective professional organization. 

Development of Survey 

Survey items were developed based on the research questions, trends found 

throughout the literature and the researcher’s personal experience. Objective response 

methods included yes/no, Likert scale responses ranging from strongly disagree to strongly  
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agree, checklists and numerical ratings. Opportunities for subjective or narrative responses 

were provided for each question in categories labeled “other.” 

Survey demographics included: age, total years in practice and the number of years 

caring for the dying. Demographic information such as subjects’ credentials, professional 

affiliations, level of education and training were also surveyed. Those subjects who were not 

currently working with terminally ill populations were asked to indicate so and return the 

survey to help determine the accuracy of the responses. Survey items asked music therapists 

and music thanatologists to indicate their opinions of their respective training programs, 

competencies and philosophies of practice. Participants were also asked to rate their 

experiences with the most frequently seen terminal diagnoses, symptoms, experiences of the 

dying and related interventions found throughout the literature from both fields. A series of 

survey items also asked participants to rate their understanding of the opposite modality, i.e. 

music therapists’ understanding of music thanatology, and the future implications for co- 

treatment and collegial relationships. For the most part the surveys sent to each subject field 

were identical. Attempts were made to preserve the use of terminology as seen throughout 

the literature from each respective field. Therefore, there are slight differences in language 

throughout the surveys sent to each field. See Appendix B and Appendix C for a sample of 

each survey. 

Distribution of Survey 

This survey was not piloted prior to distribution due to two factors. First, the small 

subject population of music thanatologists required that as many responses as possible be 

used for research data. Therefore, piloting 10% of the music thanatology population would 

have significantly reduced the music thanatology subject population. Secondly, it was 

decided that the proposed pilot sample of music therapists was not representative of the entire  
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subject field. The researcher originally proposed to pilot the survey to a local group of music 

therapists whose field experience with music thanatologists was closely related to many of 

the assumptions and reactions that initially fueled this research. After much consideration, it 

was determined that a pilot with the identified music therapy subjects may have only resulted 

in a biased view of the survey items. 

A forty-item survey was distributed to each participant in print through the mail. 

Contact information was coded and entered into a database of subjects and merged into 

mailing labels for ground mail. Labels were also created for the self addressed stamped 

envelopes for subjects to return surveys to the researcher by mail. Three weeks following the 

initial survey distribution, a follow-up reminder was mailed to those subjects who had not yet 

returned a survey. All surveys were coded for confidentiality. 

Data Collection and Analysis 

Subject contact information, including name, credentials, address, email address, 

telephone numbers and fax number were pulled from original sources and entered into a 

Microsoft Access database along with an assigned three digit code. Surveys were coded 

prior to distribution so that returned surveys had no identifying demographics. The 

researcher tracked the return of each survey to ensure that each three-digit code was used 

only once to avoid duplicate surveys from a single participant. Data was stored on computer 

hard drive, USB digital storage drive, and in hard copy in two separate secure locations. 

Raw data was inputted into Microsoft Excel and analyzed using simple percentages 

and ratios based on the frequency of each response and distribution return rate. Objective 

responses were inputted numerically in table format and subjective responses were 

summarized, counted and coded as “other” responses. New categories resulted from the 

most frequently reported subjective responses for each survey item.  
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Ethical Implications 

The return of a completed survey, the accompanying letter that contained permission 

to incorporate the sought data into the study for a period of 5 years, and the subject’s 

signature designated the participants’ willingness to consent to the study. Participants who 

chose to return a survey without a signed consent letter attached, were allowed to do so, 

recognizing that the return of a completed survey also indicated consent. The cover letter 

ensured participants that results would be reported confidentially and only the researcher 

would know the subject’s identity in relation to their responses. 

 



Results 

Summary of Raw Data 

Demographics. A total of two hundred and seventy-seven (277) surveys were 

distributed to twenty-nine (29) music thanatologists and two hundred and forty eight (248) 

music therapists. Thirteen (13) music thanatologists returned completed surveys resulting in 

a forty-five percent (45%) return rate. One hundred and twenty six (126) music therapists 

returned the survey resulting in a fifty-one percent (51%) return rate. Eleven percent of the 

total music therapy subject return or, twenty-seven (27) subjects, indicated they were not 

currently working in a hospice setting or with terminally ill patients and were therefore 

ineligible. Therefore ninety-nine (99) eligible subjects comprised the forty percent (40% 

usable return of music therapy surveys. Results are discussed in percentage (%) format 

based on the total number of eligible returned surveys from each of the identified fields. 

Sixty-nine percent (69%) of the music thanatologists indicated having a credential of 

C-Mth or Certified Music Thanatologist. Twenty-three percent (23%) of music 

thanatologists reportedly use the credential MTH or Music Thanatologist. Two music 

~ thanatologists or fifteen percent (15%) indicated having “other” credentials including 

Registered Nurse (1) and Bachelor’s degree in Music Education (1), the later not being a 

credential but designated here by the survey respondent. Figure 1.1 represents the 

~ distribution of credentials among the music thanatology subjects. 

 



Figure 1.1 

Credentials of Music Thanatology Subjects 

    
Figure 1.2 demonstrates the representation of credentials among the music therapy 

subjects. Ninety-eight (98%) of music therapy subjects described their current credential as 

MT-BC or Music Therapist Board Certified. A small percentage (2%) of the music therapy 

subjects indicated a RMT or Registered Music Therapist credential. Ten percent (10%) of 

the music therapist surveyed listed “other” credentials including: Masters in Music 

Education or MME (3), Neurologic Music Therapy designation of NMT (2), Licensed 

Clinical Social Worker or LCSW (2), Master of Social Work, MSW (2), WMTR or 

‘Wisconsin Music Therapist Registered (2), Fellow of the Association of Music and Imagery 

or FAMI (2), Licensed Practical Counselor (1) and Registered Nurse (1). 

Figure 1.2 

Credentials of Music Therapy Subjects 
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Subjects were asked to identify the number of years they have been working in each 

respective field and the number of years spent working specifically in hospice settings or 

with terminally ill populations. Twenty three percent (23%) of music thanatologists reported  
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having ten or more (10+) years experience and thirty one percent (31%) reported seven to 

nine (7-9) years of experience. Nearly the majority of music thanatologists (46%) indicated 

they have been working in the field of music thanatology for four to six (4-6) years. None of 

the music thanatology subjects reported having fewer than four years experience (0-3 years). 

Thirty-five percent (35%) of the music therapy subjects reporting having ten or more (10+) 

years of experience in the field of music therapy. Sixteen percent (16%) of the music therapy 

subjects indicated they had seven to nine years (7-9) of experience in the field. Twenty two 

percent (22%) and twenty one percent (21%) of the music therapy population surveyed 

reported four to six (4-6) years and zero to three (0-3) years of music therapy field experience 

respectively. Five percent (5%) of the music therapists chose “other” to indicate having 

twenty or more (20+) years experience (4) and thirty or more (30+) years of experience (1). 

Figure 1.3 compares the experience of music thanatologists and music therapists in each of 

their respective fields. 

Figure 1.3 

Years of Practice in Respective Field 
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Figure 1.4 

Experience specific to hospice or Terminally Ill 
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Figure 1.4 visually represents the number of years of experience specific to hospice 

or terminally 1ll populations reported by each profession. An equal percentage of music 

thanatologists (31%) reported in categories of ten or more (10+) years and seven to nine (7-9) 

years of hospice or terminally ill population specific experience. Thirty-eight (38%) of 

music thanatologists reported four to six (4-6) years experience specifically working with 

terminally ill populations or in hospice settings. Again, no subjects indicated fewer than four 

years (0-3) experience working with this population or setting. For the music therapy 

subjects, twenty six percent (26%) reported ten plus (10+) years of hospice experience. 

Fifteen percent (15%) of music therapists indicated seven to nine (7-9) years of experience 

treating the dying and another twenty six percent (26%) of music therapy subjects specified 

having four to six (4-6) years experience specific to this population. Thirty-one percent 

(31%) of music therapists reported having zero to three (0-3) years of experience specific to 

hospice or the terminally ill. Three percent (3%) subjectively reporting having twenty or 

more years of experience in the category listed as “other.” 

Survey participants were asked to identify the level of their involvement with each of 

their respective professional organizations. One hundred percent (100%) of the music 

thanatologists surveyed indicated they are members of the Music Thanatology Association  
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International (MTAI) and eight percent (8%) also specified being a member of a nurse’s 

association under “other”. Twenty-three percent (23%) of music thanatologists indicated 

they are also members of a regional association for music thanatology and one subject (8%) 

reported that no other association exists. Ninety-six percent (96%) of the music therapy 

subjects confirmed their membership with the American Music Therapy Association 

(AMTA) and another eight percent (8%) also listed having active memberships with “other” 

professional organizations including: the Ohio Association for Music Therapy (3), Certified 

Arts Therapy Network (1), National Pastoral Musician (1) and Society for Arts in Health 

Care (1). A large percentage of the music therapists reported being involved in one or more 

additional professional organization for music therapy on the following levels: regional 

(67%), state (54%) and local (20%). Figure 1.4a represents the distribution of membership 

among the levels of professional organizations. 

Figure 1.4a 
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Forty six (46%) of the music thanatologists surveyed stated there are music services 

other than music thanatology being offered in their current hospice or work setting with 

terminally ill populations. Fifty-four (54%) of the music thanatologists reported that no other 

music services are offered. Of those forty-six percent (46%) responding “yes”, twenty-three 

percent (23%) specified that there is music therapy present at their facilities and the same  
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percentage (23%) indicated that recreational music is offered in their work setting by non- 

music thanatologists. Eight percent (8%) reported pastoral music as an additional music 

service offered to their terminally ill or hospice patients. Fifteen percent (15%) of the music 

thanatologists indicated “other” and listed: occasional funerals (1), and relaxation/imagery 

TV station in patient’s room (1) as additional services. Figure 1.5 demonstrates the 

proportion of additional music services reported by music thanatologists. 

Figure 1.5 

Additional Music Services as reported by Music 

Thanatology Subjects 
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Music therapists were also asked to specify any additional music services offered in 

their work environment by non-music therapists. Fifty-nine percent (59%) of the music 

therapy subjects reportedly practice in an environment where there are no other music 

services provided. However, forty-one percent (41%) of the music therapy subjects 

confirmed that there are additional music services available to the terminally ill patients they 

treat or in their hospice setting. Those music therapists specified the following types of 

additional music services: recreational music (29%), Pastoral music (16%), and music 

thanatology (8%). Twenty percent (20%) also indicated “other” and specified that volunteer 

musicians (12), harp therapists (4), entertaining musicians (2), and a certified music 

practitioner (1) provide music services to the terminally ill in their work environment. See  



Figure 1.6 for a visual representation of the types and proportion of additional music 

services offered. 

Figure 1.6 
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Education and training. Subjects from both fields were asked to identify their highest 

level of education pertaining to music therapy or music thanatology. Fifty-four percent 

(54%) of music thanatologists indicated they earned a certificate from a two-year training 

program. However, an additional thirty-eight percent (38%) of music thanatologists opted to 

chose “other” and specified their level of education as a two and a half (2.5) year master’s 

level certificate from a non-accredited university known as the Chalice of Repose. Finally, 

eight percent (8%) reported having a master’s degree. Figure 2.1 shows the percentage of 

music thanatology respondents for each level of education reported. Forty-seven (47%) of 

the music therapists surveyed listed their highest level of education as a Bachelor’s degree 

from a four year institution. Twenty-four percent (24%) of the music therapists received 

their music therapy training through an equivalency program. Nearly an equal percentage of 

music therapists (23%) practice with a Master’s degree level of education. Seven percent 

indicated “other” and detailed they have completed or are in the process of taking graduate 

master’s level coursework and five percent (5%) of the music therapists surveyed have  
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completed their Doctoral degree. Figure 2.2 demonstrates the level of education reported by 

the music therapy subjects. 

Figure 21 
Level of Education Reported from Music 

Thanatology Subjects 
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Figure 2.2 

Level of Education Reported by Music Therapists 
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The survey generated data on the training of music thanatologists and music 

therapists by asking subjects to identify those subject areas they studied as part of their pre- 

certification professional training. Table 1.1 represents areas of training as indicated by each 

field. One hundred percent (100%) of music thanatologists indicated the following subject 

areas as part of their music thanatology certificate training: cultural death rituals, ancient  
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sacred music, hospice philosophies, musicianship, physiological effects of music, human 

anatomy, ancient infirmary practices, and vocal techniques. Ninety-two percent (92%) of the 

music thanatology subjects stated they had also received training in the stages of death and 

dying, terminal disease processes, religious death rituals, and repertoire-based interventions. 

Human psychology was studied by eighty-five percent (85%) of the music thanatologists and 

musical improvisation was reportedly studied by seventy-seven percent (77%) of the subjects 

as well. Also, an equal percentage of music thanatologists indicated having studied theology 

(69%) and medication management (69%) as part of their training. The subject areas 

reported the least often by music thanatologists included psychotherapeutic processes (38%) 

and counseling techniques (31%). Forty-six percent (46%) of music thanatology subjects 

indicated “other” areas of study as part of their educational training including the following 

categories and number of respondents for each category: spiritual psychology (3), 

anthropology (3), applied harp (3), history (2), music theory composition (2), ethics (2) and 

research methodology (2). Additional areas of study that were detailed by one music 

thanatology subject under the “other” category included: epistemology and philosophy of 

science, ontology, phenomenology, hermeneutics, communication theory, physiology, pain 

and symptom management, inner development, schola, history of music in medicine and 

clinical deportment. Finally, a second music thanatologist returned their survey with a copy 

of the two year course curriculum from the Chalice of Repose training program (Appendix 

D). 

Over ninety percent of the music therapists surveyed indicated having received 

training in areas of human psychology (96%), musicianship (94%) and the physiological 

effects of music (94%) as part of their music therapy training program. Eighty-eight percent 

(88%) of the music therapy subjects designated training in human anatomy and eighty-six g B ty  
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percent (86%) reported training in both psychotherapeutic processes and vocal techniques 

respectively. Music therapists also reported training in musical improvisation with eighty- 

five percent (85%) frequency, counseling techniques with seventy-eight percent (78%) 

frequency and stages of death and dying with seventy-five percent (75%) frequency. The 

next highest reported subject area experienced as part of music therapy training programs 

was repertoire-based interventions with sixty-five percent (65%) of subjects reporting. Less 

than half of the music therapists surveyed indicated having received training in areas of 

terminal disease processes (41%), hospice philosophies (36%), cultural death rituals (28%), 

and medication management (25%) as part of their music therapy training. The least 

reported areas of study from music therapy training programs include: religious death rituals 

(20%), theology (19%), ancient sacred music (15%) and ancient infirmary practices (7%). 

Finally, fifteen percent (15%) of the music therapy subjects listed “other” areas of study 

including the following subject areas and corresponding number of subjects: 

bereavement/grief models (3), research methods (2), physiology (2), practicum (2), music 

theory (1), self-care (1), introduction to creative art therapies (1), neuro-anatomy (1), music 

and movement (1), Neurologic music therapy theory and practice (1), medical charting (1) 

and clinical writing (1), cognitive-behavior therapy (1), biomedical moral issues (1), 

meditation and creativity (1), human development (1), performance (1), native American 

traditions (1), Orff techniques (1), music and imagery (1) with specific mention of the Bonny 

method of Guided Imagery and music (1), relaxation techniques (1) and finally, 

ethnomusicology (1). For visual reporting purposes, the subject areas have been categorized 

into three different tables, each of which compares the music thanatology training to music 

therapy training reported in that same subject area. Again, Table 1.1 represents areas of 

training experienced as part of the respective training programs for each field.  



Table 1.1 

Educational Training 

  

Area of Training Received % of 

C-Mth 
  

MUSICAL 
Ancient Sacred Music 100 

Musicianship 100 

Musical improvisation 77 

Vocal techniques 100 

Repertoire based interventions 46 
MEDICAL 

Stages of death/dying 92 

Terminal disease processes 92 

Physiological effects of music 100 

Human anatomy 100 

Medication management 69 

Ancient infirmary practices 100 

SPIRITUAL/PSYCHOLOGICAL/ 
PHILOSOPHICAL 

Cultural death rituals 

Theology 

Human psychology 

Psychotherapeutic processes 

Hospice philosophies 

Religious death rituals 

Counseling techniques 

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

          
  

Subjects were also asked to report their opinions of their respective training programs 

by indicating the degree to which they felt the training program prepared them to work in a 

hospice setting or with terminally ill patients. Given a likert scale of degrees to which they 

felt prepared, one hundred percent (100%) of music thanatologists felt that their music 

thanatology training program prepared them “a great deal.” Twenty-three percent (23%) of 

music therapists felt as though their training program prepared them “a great deal”, with the 

highest percentage of music therapists reporting feeling “somewhat” prepared (51%) to work 

in hospice or with terminally ill patients following their music therapy training programs. 

Another twenty-one percent (21%) of music therapists circled “not too much” in response to 

how much they felt their music therapy training program prepared them and five percent 

(5%) of music therapy respondents felt their training program did not prepare them at all and 

indicated “not at all” on the likert scale. Four percent (4%) of music therapy subjects added a 

response that indicated “hospice internship prepared me a great deal.” Figure 2.3 compares  
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the percentage of subjects from each field and the degree to which they felt prepared by their 

respective educational training programs. 

Figure 2.3 

Degree to which Training Prepared Practioners 

for Hospice 
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Given the same categories of subject areas, all survey participants were asked to 

indicate those areas in which they received post-certification training or experience. Survey 

responses to post-certification training areas are represented in Table 1.2. The highest 

percentage of music thanatology subjects indicated post-certification experience in area of 

musicianship (92%). Sixty-nine percent (69%) of music thanatologists reported post- 

certificate training in each of the following categories: musical improvisation, hospice 

philosophies and theology. Sixty-two percent (62%) of music thanatology subjects reported 

experience in terminal disease processes post-certification as well. The following categories 

were chosen by fifty-four (54%) of the music thanatologists as areas of post-certificate 

experience: stages of death and dying, cultural death rituals, human psychology, ancient 

sacred music, and medication management. Psychotherapeutic processes, physiological 

effects of music, and human anatomy were also equally represented as post-certificate 

training areas with a forty-six percent (46%) frequency reported by the music thanatologists. 

The least frequently reported post-certification experience was reported in areas of religious 

death rituals (38%), vocal techniques (38%), repertoire-based interventions (38%),  
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counseling techniques (31%) and ancient infirmary practices (15%). Forty-six percent (46%) 

of the music thanatology subjects reported in the category “other” and subjectively listed 

post-certification training in: principles of palliative care (2), ethics (2), HIPPA compliance 

(1), end of life research methods (1), cultural competencies (1), legalities of consent (1), 

advanced directives (1), infection control (1), advanced pain management (1), media 

relations (1), music therapy (1), medicare/medicad reimbursement (1), nursing certification 

(1), bereavement (1), referral mechanisms (1), massage therapy (1), Asian studies (1), self- 

care (1), interdisciplinary team procedures (1), fund-raising and development (1), and 

business practices (1). 

Seventy-eight (78%) of the music therapy subjects reported having post-certification 

experience in hospice philosophies and seventy-one (71%) reported training in terminal 

disease processes post-certification as well. Another sixty-eight percent (68%) of music 

therapists indicated post-certificate training in the stages of death and dying. Cultural death 

rituals (55%) and medication management (52%) were also indicated by over half of the 

music therapy subjects reporting training after certification and forty-four percent (44%) 

checked both subjects of religious death rituals and counseling techniques. Less than half of 

the music therapists specified receiving post-certificate training in areas of musical 

improvisation (38%), theology (30%), and physiological effects of music (30%), human 

psychology (29%), vocal techniques (28%), and repertoire-based interventions (27%). An 

equal percentage (26%) of music therapy subjects reported post-certification experience in 

areas of both musicianship and psychotherapeutic processes with another twenty-one percent 

(21%) reporting human anatomy training after their music therapy certification program. A 

small percentage of music therapists reported post-certificate experience in ancient sacred 

music (15%) and ancient infirmary practices (6%). Eleven percent (11%) of the music  
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therapy subjects indicated “other” areas of post-certificate training including: bereavement 

(3), guided imagery and music (3), interdisciplinary team procedures (2), media relations (1), 

spiritual practices (1), family therapy (1), medical terminology (1), anthroposophical 

medicine (1) and anthroposophical music therapy (1), neurology (1), community music 

therapy (1) and meditation (1). Again, Table 1.2 represents survey responses of music 

therapists for areas of post-certification training. 

Table 1.2 

Post-Certification Training 

  

Area of Training % of 

C-Mth 
  

MUSICAL 
Ancient Sacred Music 54 

Musicianship 92 

Musical improvisation 69 

Vocal techniques 38 

Repertoire based interventions 38 
MEDICAL 

Stages of death/dying 54 

Terminal disease processes 62 

Physiological effects of music 46 

Human anatomy 46 

Medication management 54 

Ancient infirmary practices 15 

SPIRITUAL/PSYCHOLOGICAL/ 
PHILOSOPHICAL 

Cultural death rituals 

Theology 

Human psychology 

Psychotherapeutic processes 

Hospice philosophies 

Religious death rituals 

Counseling techniques 

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

            

Survey participants from each field were also asked to identify areas in which they 

felt they required more training to competently serve terminally ill patients and their families. 

Subjects were once again, given a list of subject areas and Table 1.3 outlines the responses 

with regard to the areas for continuing education reported by each field. Twenty-three 

percent (23%) of music thanatology subjects felt as though they require more training in 

psychotherapeutic processes, followed by fifteen percent (15%) requiring further training in 

each of the following areas: counseling techniques, musicianship, medication management,  



and vocal techniques. Eight percent (8%) or one music thanatologist, desired more 

competencies in areas of theology, human psychology, hospice philosophies, musical 

improvisation, physiological effects of music, and repertoire-based interventions. No music 

thanatologists felt further training would be required in the stages of death and dying, cultural 

death rituals, ancient sacred music, terminal disease processes, religious death rituals, human 

anatomy, or ancient infirmary practices. Furthermore, thirty-one percent (31%) of the music 

thanatologists chose the category of “other” and specifically stated they already felt 

competent (2) or stated they are always developing in all areas (2). 

Nearly half (46%) of the music therapists felt they require further training in cultural 

death rituals to competently serve terminally ill patients and their families. Thirty-seven 

percent (37%) indicated they would benefit from further training in counseling techniques 

and thirty-five percent (35%) of music therapists indicated religious death rituals as a topic of 

further training they feel is required to competently serve this population. Another thirty-one 

percent (31%) of the music therapy respondents indicated terminal disease processes as an 

area of additional training required and twenty-five (25%) of the music therapy subjects 

identified musical improvisation as well. Nearly one quarter (23%) of the music therapists 

listed psychotherapeutic processes, ancient sacred music (22%), medication management 

(22%) and physiological effects of music (20%) as areas for additional training in order to 

more competently serve dying patients. Additional training areas that were also identified by 

the music therapy subject population include: hospice philosophies (19%), theology (18%), 

repertoire-based interventions (18%), ancient infirmary practices (16%), and the stages of 

death and dying (12%). Finally, a small percentage of music therapists require additional 

training in vocal techniques (9%), musicianship (8%), human anatomy (7%), and human 

psychology (4%). Ten percent (10%) of the music therapy subjects chose “other” and  
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indicated none (4) or already competent (2) while some music therapists expounded to 

included topics of further education including: grief and bereavement (2), multi-cultural 

considerations such as world religions (2) and multi-cultural views of death and dying (2), 

Spanish language (1), other spiritual practices (1), transpersonal theories (1), repertoire 

expansion (1), harp (1), interventions specific to hospice music therapy (1), anthroposophical 

nature of human being and the effects of music (1), and community music therapy models 

(1). 

Table 1.3 

Additional Training Required 

  

Area of desired training % of % of 

C-Mth MTBC 
  

MUSICAL 
Ancient Sacred Music 

Musicianship 

Musical improvisation 

Vocal techniques 

Repertoire based interventions 

MEDICAL 
Stages of death/dying 

Terminal disease processes 

Physiological effects of music 

Human anatomy 

Medication management 

Ancient infirmary practices 
SPIRITUAL/PSYCHOLOGICAL/ 

PHILOSOPHICAL 
Cultural death rituals 

Theology 

Human psychology 

Psychotherapeutic processes 

Hospice philosophies 

Religious death rituals 

Counseling techniques 

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

          
  

Philosophies. Data was gathered on the opinions and experiences of music 

thanatologists and music therapists regarding spiritual, medical, psychotherapeutic and 

contemplative philosophies and how they influence their hospice care practices. Using a 

scaled degree of response for frequency of influence less than one quarter (23%) of music 

thanatologists selected that hospice philosophies “always” influence their practice. The 

majority of the music thanatologists’ opinion fell between “usually” (38%) and “often”  
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(31%). One music thanatologist replied that hospice philosophies “sometimes” (8%) 

influence their music thanatology practice. Among the music therapy subjects, the frequency 

was almost equally divided between “usually” (21%), “often” (21%) and sometimes (20%) 

with thirty-three percent (33%) reporting hospice philosophies “always” influence their 

music therapy practice. Two percent (2%) of music therapists reported their practice is 

“rarely” influenced by hospice philosophies, one percent (1%), or one music therapist, 

replied that hospice philosophies “never” influence their practice and an additional two 

percent (2%) of the music therapy population did not respond to this survey item. Figure 3.0 

graphs the frequency of influence of hospice philosophies. 

  

Figure 3.0 

Influence of Hospice Philosphies on Practice 
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More than half (54%) of the music thanatologists specified that their practice is 

“usually” influenced by spiritual philosophies. An additional twenty-three percent (23%) 

indicated that spiritual philosophies “always” influence their practice. “Often” (15%) and 

“Sometimes” (8%) were also reported by music thanatologists in regard to spiritual 

S philosophies, while zero chose “rarely” and “never.” According to the music therapists 

surveyed, music therapy practices are influenced by spiritual philosophies in the following 

frequency: “always” (20%), “usually” (21%), “often” (33%), and “sometimes” (22%). 

“Rarely” and “never” each represented one percent (1%) of the music therapy population’s 

opinion to the degree of influence of spiritual philosophies and two percent (2%) did not  
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respond. Figure 3.1 represents the findings related to the influence of spiritual philosophies 

on music thanatology and music therapy practices as reported by subjects. 

  

Figure 3.1 

Influence of Spiritual Philosophies on Practice 
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Forty-six percent (46%) of music thanatologists reported that medical philosophies 

“often” influence their practice in hospice or with terminally ill populations. The remaining 

distribution for the influence of medical philosophies among music thanatologists, minus the 

one percent (1%) who did not respond, was distributed in the following manner: “always” 

fifteen percent (15%), “usually” twenty-three percent (23%), and “sometimes” fifteen 

percent (15%). Again, “rarely” and “never” were not indicated by music thanatology 

subjects with regard to the influence of medical philosophies. Thirty-five percent (35%) of 

music therapists reported medical philosophies “often” influences their practice and another 

twenty-eight percent (28%) reported their practice is “sometimes” influenced by medical 

philosophies. Twelve percent (12%) of the music therapy subjects indicated “always”, 

nineteen percent (19%) “usually” and five percent (5%) reported medical philosophies 

“rarely” influence their music therapy practice in hospice or with terminally ill patients. One 

music therapist (1%) did not respond with regard to medical philosophies. See Figure 3.2 

for the frequency of influence for medical philosophies.  



  

Figure 3.2 

Influence of Medical Philosophies on Practice 

C-Mth a MTBC 

  

  

% 
of
 
re

sp
on

da
nt

s 

  
Always Usually often sometimes rarely   Degree of influence on practice     

A large percentage (46%) of music thanatologists reported that psychotherapeutic 

philosophies “sometimes” influence their practice. Equal proportions (15%) of the music 

thanatology population responded to frequencies of “usually”, “often” and “rarely” when 

reporting how often their practice 1s influenced by psychotherapeutic philosophies. Eight 

percent (8%) reported “always” and one music thanatologist did not respond. Nearly equal 

percentages of music therapists reported that psychotherapeutic philosophies “usually” (30%) 

and “often” (29%) influence their practice with terminally ill or hospice patients. Seventeen 

percent (17%) of music therapists indicated their practice is “always” influenced by 

psychotherapeutic philosophies while fourteen percent (14%) reported “sometimes” and nine 

percent (9%) reported “rarely.” One music therapist did not respond to this topic. Figure 

3.3 graphically represents the frequency of influence for psychotherapeutic philosophies on 

music thanatology and music therapy practices with the dying. 

  
Figure 3.3 
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More than half (54%) of the music thanatologists reporting stated that contemplative 

philosophies “always” influence their practice, another thirty-eight percent (38%) stated 

“usually” and the remaining eight percent (8%) reported “often”. Twenty-five percent (25%) 

of music therapists indicated their practice is “sometimes” influenced by contemplative 

philosophies. Nineteen percent (19%) reported “often”, eleven percent (11%) reported 

usually and three percent (3%) of music therapists reported their practice is “always” 

influenced by contemplative philosophies. Sixteen percent (16%) of music therapy practices 

are “rarely” influenced by contemplative philosophies and eleven percent (11%) is never 

influenced by contemplative philosophies. Seven percent (7%) of music therapists added a 

subjective response indicating they were unfamiliar with the term “contemplative” and 

therefore unable to answer the question and another eight percent (8%) did not respond. 

Figure 3.4 represents contemplative philosophies and the frequency of which they influence 

music thanatology and music therapy practices as reported. 

  

Figure 3.4 

Influence of Contemplative Philosophies on 

Practice 
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Survey subjects also had the opportunity to subjectively list any other philosophies 

that influence their respective practice. Fifteen percent (15%) of the music thanatologists 

indicated that other philosophies including, aesthetics (1), holism (1), pluralism (1) and 

palliative care (1) are influential on their practice with the terminally ill. Twenty-eight 

percent (28%) of the music therapy subjects listed other philosophies of influence and  
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specified theoretical frameworks such as cognitive/behavioral (10), humanistic (4), eclectic 

(3), transpersonal (3), existential (2), person-centered (2). Healing energy therapies (3), 

specifically Reiki (2) and biofeedback (1), and multi-cultural philosophies such as eastern 

Buddhist philosophies (2) and multi-generational concepts (2) were also specified by music 

therapists as being influential on music therapy practices in hospice. Finally, each of the 

following philosophical topics was listed by one percent (1%) of the music therapy 

population surveyed: iso-principle, systems theory, social work philosophies of care, holistic 

and wellness models, Rudolf Steiner’s principles, logic, analytical psychology and Jungian 

concepts. 

Current practices. Using a range of duration in minutes and frequency of visits, 

subjects reported on how often and how long they provide music thanatology or music 

therapy to terminally ill patients or in a hospice setting. Figure 4.0 represents the 

distribution of frequency of visit as reported by both subjects. Thirty-one percent (31%) of 

music thanatologists reported daily visits as the average frequency of vigils. Fifteen percent 

(15%) of music thanatologists indicated they make either weekly (15%) or occasional visits 

as needed for symptom management (15%). Twenty-three percent (23%) of music 

thanatologists indicated “other” to describe the frequency of vigils as irregular (1) and 

depending on length of patient stay in the hospital (1). One music thanatologist reported the 

primary professional role as being an RN; therefore only occasional visits are made as a 

music thanatologist (1).  



Figure 4.0 

Frequency of Visit 
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Only four percent (4%) of music therapists indicated they make daily visits with the 

terminally ill patients they treat. The majority of the music therapists reporting, or fifty-four 

percent (54%), indicated that music therapy sessions with terminally ill patients occur with a 

weekly frequency. Twenty-four percent (24%) of music therapists described the frequency 

of music therapy sessions as bi-weekly, eight percent (8%) make monthly visits, and eight 

percent (8%) make occasional visits as needed for symptom management. Of the “other” 

responses given by ten percent (10%) of the music therapists, “no average/varies greatly” 

was reported by three (3) participants, “one to three (1-3) visits per month” was reported by 

three (3) subjects and one (1) music therapist listed “PRN” or as needed. 

Figure 4.1 displays the frequency of visit and the average duration of visits as 

reported by music thanatologists and music therapists. An average vigil lasts between forty 

to sixty minutes (40-60) in sixty-nine (69%) of respondents. Fifteen percent (15%) of music 

thanatologists reported twenty to thirty minute (20-30) duration of vigils and fifteen percent 

(15%) listed “other” time frames including: thirty to sixty minutes (30-60) and forty to 

ninety minutes (40-90). Sixty-five percent (65%) of music therapy subjects reported that the 

average music therapy session with terminally ill patients or in a hospice setting lasts 

between forty to sixty minutes (40-60). Thirty-four percent (34%) of music therapy sessions 

reportedly last twenty to thirty minutes (20-30), with four percent (4%) lasting seventy to  
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ninety minutes (70-90) and one percent (1) for one hundred to one hundred and twenty 

minute (100-120) duration. An additional three percent (3%) of music therapists added 

“other” categories of duration and specified: thirty to forty minute (30-40) duration (1), and 

“one to five hours if patient is actively dying” (1). Another music therapist stated that “no 

average duration 1s available” (1) and seven percent (7%) indicated more than one category, 

citing that the duration depends on the clinical situation. 

Figure 4.1 

Average duration of visit 
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Subjects also reported on the frequency of visits over time, specifically the average 

number of visits made prior to a patients death. Forty-six percent (46%) of music 

thanatologists reported seeing patients for an average of a single vigil, or one (1) time, prior 

to the patient’s death. One music thanatologist (8%) gave an actual average based on their 

census history as 1.66 vigils per patient prior to death. Another thirty-one percent of music 

thanatologists report several (3-5) vigils prior to patient death, and eight percent (8%) 

indicated multiple vigils (7-10) are made prior to patient death. Music therapists reported the 

average number of music therapy sessions over time as several sessions (3-5) with forty-eight 

percent (48%) frequency. Thirty-two percent (32%) of music therapists reported multiple 

music therapy sessions (7-10) prior to patient death and fourteen percent (14%) indicated 

they see patients for long term (6 months or longer). Eight percent (8%) of music therapy 

subjects indicated that a single session (1) usually occurs prior to a patient’s death and four  
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percent (4%) of music therapists subjectively answered that the frequency of visits over time 

depends on the patient and family needs. Figure 4.2 is a graphic representation of the 

average number of music thanatology vigils and music therapy sessions made prior to a 

terminally ill patient’s death. 

  

Figure 4.2 

Average number of Visits Prior to Death 
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Subjects had the opportunity to choose from a list of terminal diagnoses to indicate 

the most commonly treated diagnoses of the patients they treat using music thanatology and 

music therapy. One hundred percent (100%) of music thanatologists specified cancer, 

respiratory diseases, and stroke (CVA) diagnoses. Ninety-two percent (92%) of music 

thanatologists also indicated they treat cardiac diseases and end stage Alzheimer’s diagnoses. 

AIDS was chosen by seventy-seven percent (77%) of music thanatologists and sixty-nine 

percent (69%) of respondents checked “other” and listed: failure to thrive (4), depression (2), 

ALS or Lou Gerhig’s Disease (2), renal failure (2), trauma (2), end stage disease processes 

(1), neurological disorders (1), multiple sclerosis (1), end stage dementias, non-Alzheimer’s 

type (1), cirrhosis of the liver (1), sepsis (1), suicide attempts (1), traumatic brain injury (1), 

and alcoholism (1). One music thanatologist (8%) reported that the terminal diagnoses seen 

in music thanatology practice were “too numerous to list.” The most commonly treated 

diagnosis reported by music therapy subjects was cancer at ninety-eight percent (98%).  
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Cardiac diseases (91%) and end state Alzheimer’s (91%) were also both reported by over 

ninety percent of music therapists. Eighty-nine percent (89%) of music therapists indicated 

stroke (CVA) and eighty-six percent (86%) chose respiratory diseases as a common 

diagnosis seen in their terminally ill clientele. Just over half of the music therapists (56%) 

reported AIDS as a common diagnosis as well. Finally, forty-four (44%) of music therapists 

chose “other” and listed: ALS or Lou Gerhig’s Disease (16), end stage Parkinson’s (15), 

Huntington’s (9), multiple sclerosis (9), failure to thrive (10), other dementias, non 

Alzheimer’s type (7), renal failure (4), and multiple systems atrophy (3). Debility 

unspecified (3), head trauma (3), general trauma (2), suicide attempts (1), cystic fibrosis (1), 

blood disorders (1) and diabetes related diseases (1) were also reported in “other” by the 

music therapy population. A graph of the most commonly treated terminal diagnoses by both 

professions is represented in Figure 4.3. 

Figure 4.3 

Figure Most commonly treated Diagnoses 
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Music therapists and music thanatologists also reported on the most frequently 

managed symptoms and most often targeted goals of treatment with the terminally ill patients 

they treat. The symptoms managed most often by music thanatology and music therapy are 

represented in Figure 4.4. Ninety-two percent (92%) of music thanatologists reported 

symptoms of respiratory distress and pain are the most often symptoms managed using their  
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modality. Symptoms of anticipatory grief and agitation were specified by eighty-five percent 

(85%) of music thanatologists. Seventy-seven percent (77%) of music thanatology subjects 

indicated that symptoms of anxiety and spiritual concerns are often addressed using music 

thanatology and sixty-nine (69%) report working on symptoms of isolation and breakdown in 

family dynamics. An equal percentage of music thanatologists (62%) also reported their 

modality helps manage symptoms of depression and sadness and is used during extubations 

(62%). Fifty-four percent (54%) of subjects chose communication deficits as a symptom 

managed using music thanatology and fifteen percent (15%) added “other” and mentioned 

music thanatology is used to create a “scared space” (2) for terminally ill patients. 

| Figure 4.4 

| Symptoms Managed Most Often 
| 
| 'mC-Mth @MTBC | 
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The symptoms most often reported by the music therapy subjects include: anxiety 

(91%), 1solation (83%), depression (81%) and pain (78%). Over half of the music therapists 

surveyed indicated that symptoms of anticipatory grief (68%), sadness (63%), 

communication deficits (62%), spiritual concerns (57%), and respiratory distress (54%). 

Agitation was chosen by twenty-eight percent (28%) of music therapists and seven percent 

(7%) indicated that music therapy is used in extubation of terminally ill patients. Three  
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percent (3%) of music therapists also listed “other” symptoms including: boredom (1), 

frustration with disease process (1) and medical issues (1). 

Figure 4.5 represents the goals most often addressed in treatment of the terminally ill 

as reported by music thanatology and music therapy subjects. The goals most often 

addressed using music thanatology include relaxation (92%), spiritual reflection (92%), pain 

abatement (92%) and spiritual/physical unbinding (92%) according the music thanatologists 

surveyed. Eighty-five percent (85%) of music thanatologists reported using their modality to 

promote goals of respiratory entrainment and seventy-seven percent (77%) promote 

expression of grief using music thanatology. Just over half of the music thanatology subjects 

indicated that non-verbal expression (54%) and emotional expression (54%) are goals 

addressed through music thanatology and forty-six percent (46%) reported “increase quality 

of life” as a goal of treatment. Another goal indicated by music thanatologists was “restore 

family dynamics” with thirty-eight percent (38%) frequency and both communication and 

reminiscence goals were chosen by thirty-one percent (31%) of music thanatologists. A 

small percentage (15%) of music thanatologists reported goals of life review and verbal 

processing through music thanatology and twenty- three percent (23%) listed “other”. The 

following symptoms and goals were listed by music thanatologists under “other” goals 

addressed using their modality: imminence of death(1), sleep disturbances (1), temperature 

(1), tension (1), touch sensitivity (1), hyper-mentation (racing thoughts) (1), 

delirtum/confusion (1), cardiac/pulmonary dysrhtymias (1), increase inward peace (1), 

resolution of difficult issues for patient and family (1), and provide safe container to 

experience emotions (1). Goals of ‘creative expression’ and ‘memorial planning’ were not 

indicated by any music thanatologists.  
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Goals Addressed 
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Ninety percent (90%) of the music therapists reporting indicated goals of relaxation, 

and quality of life and nearly the same percentage (89%) reported emotional expression as a 

goal of music therapy treatment with terminally ill patients. Other frequently reported goals 

of music therapy treatment with terminally ill patients included: reminiscences (81%), life 

review (76%), and creative expression (71%). An equal percentage (67%) of the music 

therapy population indicated goals of non-verbal expression, and pain abatement and sixty- 

six percent (66%) chose “communication”. Sixty-one percent (61%) reported verbal 

processing; spiritual reflection and expression of grief as goals for music therapy treatment 

and another forty-three percent (43%) reported using music therapy as means of restoring 

family dynamics. Respiratory entrainment goals were reported by thirty-nine percent (39%) 

of music therapists working with terminally ill patients, thirty percent (30%) reported 

memorial planning goals and nineteen percent (19%) indicated music therapy is used for 

spiritual/physical unbinding with their clientele. Another five percent (5%) of music 

therapists offered “other” goals of treatment including: legacy work (2), distraction from 

pain (1), music for patient memorials (1), increase coping skills (1) and decrease agitation 

and anxiety (1).   
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Survey participants were given a list of nineteen possible interventions used in their 

music thanatology or music therapy practice with terminally ill patients. For reporting 

purposes, this list has been divided into types of music used and interventions used. Figure 

4.6 demonstrates the types of music used in the treatment of the terminally ill as reported by 

each field. First, the most frequently reported types of music used by music thanatology 

participants include prescriptive music (92%), chant (85%), vocal music (85%), sacred music 

(77%), secular music (69%) and repertoire-based music (69%). Other types of music 

indicated by music thanatologists were, religious music (38%), culturally based music (38%), 

patient preferred music (31%), and familiar music (23%). Eight percent (8%) of the music 

thanatology population also indicated “other” types of music and listed musical thematic 

material (1) is used in the treatment of terminally ill patients. 

Figure 4.6 

Types of Music used in Treatment 
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Music therapy subjects also indicated which types of music are used on regular basis 

in the treatment of the terminally ill and ninety-five percent (95%) of subjects reportedly use 

patient preferred music in their music therapy practice. Familiar music (89%), religious 

music (88%), vocal music (81%), sacred music (77%) secular music (73%) and culturally 

based music (59%) were also reported to a high degree from music therapy subjects. Thirty-  
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six percent (36%) of music therapists indicated they use repertoire-based music in their 

music therapy practice with terminally ill patients and small percentages reported the use of 

prescriptive music (18%) and chant (12%) as well. Two music therapists listed the use of 

vibro-acoustical instruments (1), specifically Tibetan bells and bowls (1). 

Next, Figure 4.7 details the types of interventions reportedly used by music 

thanatologists and music therapists in the treatment of the terminally ill. The most common 

interventions reported in music thanatology treatment of terminally ill patients include: 

entrainment (92%), music assisted relaxation (77%), and improvisation (69%). Progressive 

muscle relaxation (15%), lyric analysis (15%), guided imagery and music (15%), song 

writing (8%), sing-a-long (8%), and iso-principle techniques (8%) were also reported as 

interventions used in music thanatology treatments. Music therapists reported the use 

interventions of sing-a-long (82%) and music assisted relaxation (77%) with the highest 

degree of frequency. Song writing (69%), lyric analysis (64%), iso-principle techniques 

(65%), improvisation (58%), and entrainment (51%) interventions were reported by over half 

of the music therapy population. Other interventions indicated by music therapists include: 

progressive muscle relaxation (42%) and guided imagery and music (29%). Another six 

percent (6%) of music therapists chose the “other” category and detailed interventions of 

touch specifically massage and music (2), and Rekei therapy (1), aromatherapy (1) and 

drawing to music (1), specifically mandalas (1). Receptive song choice (1), autogenic 

relaxation (1), and prayer (1) were also listed under “other” interventions used by music 

therapists in their treatment of terminally ill patients.  
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Subjects were also asked to indicate how often they use more than one intervention in 

a music thanatology visit using a likert scale of frequency. Twenty-three percent (23%) of 

music thanatologists “always” used more than one intervention, thirty-one percent (31%) 

“usually” use more than one intervention, fifteen percent (15%) responded “often” and eight 

percent (8%) responded they “sometimes” use more than one intervention in a music 

thanatology vigil. The remaining fifteen percent (15%) of music thanatology subjects 

indicated that they were unsure of the meaning of the word “intervention” and were unable to 

respond. Music therapists reported that they “often” (30%) and “usually” (29%) use of more 

than one intervention in a music therapy session. Ten percent (10%) responded they 

“always” use more than one intervention, twenty-one percent (21%) “sometimes,” and eight 

percent (8%) “rarely” report more than one intervention is used in the music therapy sessions 

with terminally ill patients. Figure 4.7a addresses these results. 
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Only the music therapy subjects were asked to report on whether or not and how 

often they use harp in their practice because a review of literature demonstrated that all music 

thanatologists use harp as the musical medium for their work. Therefore, Figure 4.7b 

displays the percentage of music therapists who use harp when treating terminally ill patients 

and Figure 4.7¢ displays the frequency of use by those music therapists who reported using 

harp in their treatment of terminally ill patients. Ten percent (10%) of the music therapists 

reported using harp and the frequency of use was distributed as follows “sometimes” (5%), 

“often” (2%), “usually” (1%) and “always” (1%). Eighty percent of music therapists (80%) 

do not use harp in their music therapy treatment of the terminally ill. However, three percent 

(3%) of the music therapists who indicated they do not use harp reported they use recorded 

harp music and reported the frequency of such use as “rarely” (3%). Another four percent 

(4%) of music therapists added they use certain instruments in a”’harp-like” fashion 

including: Q-chord (1), auto-harp (1), fretted dulcimer (1) and kalimba (1).  



  

Figure 4.7b 

Percentage of Music Therapists who use Harp 
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Figure 4.7c 

Frequency that Harp is used in Music Therapy treatment of 

terminally ill 
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Again, using a likert scale of frequency, both fields of subjects were asked to indicate 

how often family members are present during their music thanatology vigils or music therapy 

sessions. Figure 4.8 is a graph of subjects’ response from both fields with regard to how 

often family members are present. Family members are reportedly present during most 

music thanatology vigils either “usually” (38%), “often” (31%) or “sometimes” (23%). The 

majority of music therapists (77%) reported the presence of family members in music 

therapy treatment is divided between “sometimes” (47%) and “often” (30%). Another nine 

percent (9%) indicated family is “usually” present and a few music therapists reported family 

1s “always” (2%) during sessions with their terminally ill loved one. Ten percent of music 

therapists report that family is “rarely” present at music therapy sessions.  



Figure 4.8 

Family Prescence in Treatment 
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Data was also gathered on how practitioners from both fields document the effects of 

music thanatology or music therapy treatment. Subjects were asked to check all those 

documentation methods that applied to their practice. The most frequently reported way to 

document music thanatology vigils was narrative notes (77%) followed by qualitative 

observation (69%), and quantitative measures of physical response (62%). Another thirty- 

one percent (31%) of music thanatologists indicated they use personal journal reflections and 

case studies to document the effects of music thanatology techniques. Fifteen percent (15%) 

listed “other” including medical records charting (2) and personal statistic lists (1). Music 

therapists most frequently reported using qualitative observation notes (75%), followed by 

narrative notes (53%), and quantitative observation of physical responses (44%). Nine 

percent (9%) reported using personal journal reflection and seven percent (7%) reported 

using case studies to document the effects of their music therapy techniques. A total of eight 

percent (8%) of music therapists listed “other” documentations including: portfolio (1), 

compositions (1), photos (1), database of patient personal and treatment statistics (1), agency 

designed assessment tool (1), quantitative pre/post test of patient reported pain (1), SOAP or 

subjective, objective, assessment, plan notes (1), and progress notes (1). Figure 4.9 shows 

the distribution of documentation techniques across both fields of practice.  



  

Figure 4.9 

Documentation Techniques 
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The role of music therapy and music thanatology in hospice care teams was examined 

~ through data of the most common referral relationships and with whom practitioners most 

often coordinate patient care. Sixty-two percent (62%) of the music thanatology respondents 

and forty-eight percent (48%) of the music therapy respondents were unable to indicate just 

one hospice care professional with whom they most often coordinate care. Specifically, 

music thanatologists reported that they most often coordinate patient care with the registered 

nurse (62%) and the Chaplain/Clergy (46%) most often, followed by social worker (31%) 

and hospice physician (8%). Fifteen percent (15%) reported “other” and identified family 

members (2) and palliative care coordinators (1) as hospice care professionals they 

coordinate patient care with for music thanatology services. Music therapists reportedly 

coordinate care most often with the registered nurse (53%) and the social worker (47%). 

Additionally, music therapists reported care coordination with the chaplain/clergy (23%), 

certified nurse’s aid (7%), administrator (6%), and marketing personnel (1%). Nine percent 

(9%) of the music therapists also indicated “other” and specified they coordinate care with 

the interdisciplinary team (2), volunteer coordinator (2), bereavement coordinator (1), social 

service designee (1), palliative nurse practitioner (1), activity director (1), occupational 

therapist (1), physical therapist (1), recreational therapist (1) and other board certified music  
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therapists (1). Figure 4.10 shows the breakdown of care coordination among hospice care 

professionals. 

Figure 4.10 
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Person with whom care is coordinated most often   
When asked about referral relationships, subjects from both fields again indicated 

more than one hospice care professional. The top three reported referral sources for music 

thanatology as reported by subjects were: registered nurse (46%), social worker (38%) and 

chaplain/clergy (31%). Other hospice care professional indicated by music thanatologists as 

referral sources included the hospice physician (8%) and the patient’s family (8%). The top 

two referral sources for music therapy were reported as social worker (53%) and registered 

nurse (45%). A small percentage of music therapists also responded that chaplain/clergy 

(5%) and administrators (4%) also make music therapy referrals. The five percent of music 

therapists who indicated “other” specified the following referral sources: hospice 

coordinator (2), social service designee (2), interdisciplinary team (1), activity therapist (1), 

physical therapist (1), occupational therapist (1) and volunteer coordinator (1). Results of 

referral sources for both music thanatology and music therapy are shown in Figure 4.11.  



Figure 4.11 
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Person making referral   
  

Collegial Relationships and Professional Collaboration. Using a likert scale of 

responses ranging from not at all familiar to a great deal, subjects were asked to identify 

their degree of knowledge about the opposite modality. Sixty-nine percent (69%) of music 

thanatologists felt they know a little about the field of music therapy. Fifteen percent (15% 

felt as though they know a great deal, while eight percent (8%) felt as though not too much 

was the best ranking to describe their knowledge of music therapy. One subject (8%) added 

quite a bit and zero (0) music thanatologists reported they were not at all familiar with music 

therapy. Music therapists also ranked their knowledge of music thanatology and reported 

knowing a little (52%), not too much (17%), a great deal (16%), and not at all familiar 

(15%). Figure 5.0 represents the degree of knowledge of the other field as reported by 

subjects. 
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The current state of collegial relationships was explored by surveying the number of 

subjects from each field that have had direct involvement with a member of the opposite 

modality. Sixty-nine percent (69%) of music thanatologists reported “no” direct 

involvement with a board certified music therapist, while thirty-one percent (31%) indicated 

“yes” they have had direct involvement with a board certified music therapist. According to 

the music therapists surveyed, seventy-nine percent (79%) have had “no” direct involvement 

with a music thanatologist and twenty percent (20%) reported “yes” to direct involvement 

with a music thanatologist. One percent (1%) of music therapists did not respond. 

The desirability of collaborative relationships between fields of music therapy and 

music thanatology was assessed by asking participants to identify whether or not they were 

willing to collaborate with a member of the opposite profession. Seventy-seven percent 

(77%) of music thanatologists and sixty-eight percent (68%) of music therapists indicated g 

“yes” they are willing to collaborate. Figures 5.1 and 5.2 represent the percentage of each 

population willing to collaborate with a member of the other profession.  



  

Figure 5.1 

Music Thanatologists' willingness to Collaborate 

with Music Therapists 
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Figure 5.2 

Music Therapists’ willingness to Collaborate with Music 

Thanatologists 
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Of those percentages desiring collaboration, nearly an equal percentage of music 

thanatologists (46%) and music therapists (43%) listed co-treatment as an area for future 

collaborations. Fifty-four percent (54%) of music thanatologists willing to collaborate with 

music therapists indicated their opinion that staff education, community relations and music 

for memorial services would be beneficial collaborations. Music therapists indicated those 

same areas in the following proportions: staff education (31%), music for memorial services 

(29%) and community relations (16%). Patient symptom management was an area of 

collaboration chosen by sixty-two percent (62%) of music thanatologists and thirty-two 

(32%) of music therapists indicated their desire to collaborate for the management of patient 

symptoms. A large percentage (77%) of music thanatologists felt that collaboration tor  
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referral relationships would be beneficial and thirty percent (30%) of the music therapists 

agreed. An additional six percent of the music therapy population identified “other” and 

suggested: the need to know more about music thanatology in order to indicate areas of 

collaboration (4), co-education for professional development (3), and an adjunctive/ancillary 

model in which the music therapist would supervise and refer to the music thanatologist only 

when appropriate (3). Figure 5.3 indicates areas of collaboration and the frequency of 

response from both fields. 

Figure 5.3 

Areas for Collaboration 
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Potential Collaboration   
When asked if willing to collaborate with a member of the opposite profession, 

twenty-three percent (23%) of music thanatologists and twenty-seven percent (27%) of music 

therapists indicated “no” they are not willing to collaborate. For music thanatologists the top 

deterrent to collaboration was reported as conflicting treatment goals (15%). Another eight 

percent (8%) of music thanatologists replied in each of the following categories as reasons 

that deter them from working with a music therapist: variance of interventions, job territory, 

blurring of job descriptions and other, specifically that there are no music therapists available 

in that subject’s area. Music therapists were reportedly most often deterred from working 

~ with a music thanatologist for reasons of blurring of job descriptions (19%), lack of training  
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(14%) and philosophical differences (12%). A small percentage of music therapy subjects 

indicated they are not willing to collaborate because of conflicting treatment goals (9%), 

variance of interventions (9%), job territory (7%) and personal beliefs (6%). Additionally, 

four percent of music therapists also indicated “other” and specified the following deterrents 

to collaboration with a music thanatologist: unclear beliefs (4), no accountability (1), no 

scope of practice (1), no quality assurances (1), and ethical issues (1). Figure 5.4 illustrates 

the identified deterrents to collaboration and the percentage of respondents from each field. 

Figure 5.4 
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Area of concern     

The final five survey questions asked music thanatologists and music therapists to 

rank their opinion ranging from strongly agree to strongly disagree with regard to the written 

statements of similarities, differences and proposed collaboration between the two fields of 

practice. Eight (8%) to fifteen percent (15%) of the music thanatology population and 

fourteen percent (14%) of the music therapists replied that they could not answer all or some 

of questions 36 through 40 due to their limited knowledge of the opposite modality. Over 

half of the music thanatologists (54%) “agree” that music therapy and music thanatology 

interventions are distinctly different applications for the care of the dying with an additional 

twenty-three percent (23%) indicating “strongly agree” and fifteen percent (15%) stating they  



66 
“disagree” with that statement. The opinion of the music therapists with regard to the 

interventions being distinctly different applications was distributed in the following fashion: 

twenty three percent (23%) strongly agree, thirty percent (30%) agree, twenty-seven percent 

(27%) disagree, three percent (3%) strongly disagree and one percent (1%) don’t know. 

These results are illustrated in Figure 5. 5. 

  

Figure 5.5 
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Seventy-seven percent (77%) of music thanatologists and sixty-three percent (63%) 

of music therapists agree that there are some similarities between music therapy and music 

thanatology interventions. Eight percent (8%) of music therapists strongly agree to that 

statement. The remaining music therapists disagree (12%) or strongly disagree (1%) that 

there are similarities between music therapy and music thanatology. Another eight percent 

(8%) of music thanatologists also disagree with that statement. Figure 5.6 is a graphic 

representation of opinions from both fields as to the similarities between music therapy and 

music thanatology interventions.  



  

Figure 5.6 

Similarities exsist between MT and MTH 
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Forty-six percent (46%) of music thanatologists and thirty-six percent (36%) of music 

therapists disagree with the statement that music therapy and music thanatology interventions 

are comparable in meeting the needs of the dying patient and their family. Another eight 

percent (8%) of music thanatologists and twenty percent (20%) of music therapists strongly 

disagree with that statement. Still, thirty-one percent (31%) of music thanatologists and 

twenty three percent (23%) of music therapists agree that the modalities are comparable in 

meeting the needs of the dying patient and their family and two percent (2%) of music 

therapists strongly agree to that statement. See Figure 5.7 for a display of the opinions as 

reported by subjects. 

  

Figure 5.7 

MT and MTH are Comparable in Meeting Needs of 
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A large percentage of subjects from each field, sixty-nine percent (69%) of music 

thanatologists and fifty-four percent (54%) of music therapists, strongly disagree with the 

statement that music therapy and music thanatology interventions are exactly the same and 

interchangeable. Another thirty-one percent (31%) of music thanatologists and twenty-eight 

percent (28%) of music therapists indicated they disagree with this statement as well. Only 

one percent (1%) of the music therapy population was in agreement with the statement that 

the modalities are exactly the same and interchangeable. Figure 5.8 shows the music 

thanatologists’ and music therapists’ reaction to this statement. 

Figure 5.8 
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Finally, respondents were asked to rank their opinion of whether or not their 

respective professional associations, Music Thanatology Association International (MTAI) or 

American Music Therapy Association (AMTA), should promote collaboration between the 

two fields of practice. One hundred percent (100%) of the music thanatology population 

indicated some degree of agreement, including twenty-three percent (23%) strongly agreeing 

and seventy-seven percent (77%) agreeing to such collaboration. Over half of the music 

therapy population also indicated they either agreed (43%) or strongly agreed (6%). Another 

twenty-three percent (23%) of music therapists disagreed or strongly disagreed (5%) and four 

percent (4%) stated unsure. One music therapist specifically stated they would agree to  
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promote collaboration so long as the standards of the MTALI association were not in conflict 

with the AMTA standards. Figure 5.9 represents the opinions of both professions with 

regard to their association promoting collaboration between music therapy and music 

thanatology. 

  

Figure 5.9 
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Conclusions 

There 1s support for the hypothesis that a literature review and survey of music 

therapists and music thanatologists were useful methods to obtain information on topics of 

philosophies, training and clinical practices of music thanatology and music therapy in 

hospice. A review of literature provided a basis of information used in defining music 

thanatology and formulating the survey that further explored the opinions and experiences of 

music therapists and music thanatologists. Survey results indicated that there are a number 

of similarities, as well as distinctions, between music therapy and music thanatology. Finally 

based on survey responses, inferences can be drawn with regard to the future of collaborative 

relationships between the two professions. 

While the majority of subject in both fields indicated they practice under a 

professional designation of either Certified Music Thanatologist (C-Mth) or Board Certified 

Music Therapist (MT-BC), results indicate there is a larger discrepancy within the music 

thanatology population with regard to use of certification or professional designation. 

Considering that twenty-three percent (23%) of music thanatologists reported a designation 

of music thanatologist (M-Th), rather than certified music thanatologist (C-Mth) as reported 

by the other sixty-nine percent of subjects (Figure 1.1), it can be concluded that nearly one 

quarter of the music thanatologists who are providing care to the dying are doing so without a 

certification . Given the large percentage (98%) of music therapists who practice as Board 

Certified Music Therapists, or MT-BC (Figure 1.2), it can be concluded that the certification 

credential is used more consistently within the field of music therapy than music thanatology. 

Therefore it can also be inferred that music therapy in hospice is more often provided by a 

credentialed professional than music thanatology.  
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A slightly higher percentage (10%) of music thanatologists reported ten or more years 

experience specific to hospice or terminally ill populations (Figure 1.4) than those reporting 

ten or more years experience in the field of music thanatology (Figure 1.3). Therefore, it can 

be concluded that ten percent (10%) of the music thanatology population treated terminally 

ill patients or worked in a hospice setting, either in a different professional capacity or 

without formal music thanatology training, before entering the field of music thanatology. In 

comparison, the music therapists who reported ten or more years of experience specific to 

hospice or terminally 1ll settings (Figure 1.4) is nine percent (9%) lower than those music 

therapists reporting ten or more years experience in the field of music therapy (Figure 1.4), 

leading to the conclusion that a portion of the music therapy subjects reporting the most 

experience in the field have worked as music therapists outside of hospice settings before 

entering hospice music therapy. 

None (0%) of the music thanatologists surveyed reported fewer than three years 

experience in the field of music thanatology (Figure 1.3) or fewer than three years experience 

specific to hospice (Figure 1.4), which leads to the conclusion that perhaps no new music 

thanatologists have been trained or entered the field of hospice over the last three years. In 

contrast, twenty-one percent (21%) of the music therapy subjects indicated they have fewer 

than three years of experience in the field of music therapy (Figure 1.3). Therefore it can be 

concluded that new music therapists have been trained and entered the field of music therapy 

in the last three years. Furthermore, thirty-one percent (31%) of music therapists reported 

having zero to three years of experience specific to hospice (Figure 1.4), which leads to the 

conclusion that more music therapists are entering into work with hospice clientele over the 

last three years than music thanatologists. Another inference is that perhaps while the field  
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of hospice music therapy has continued to grow, the field of music thanatology has ceased to 

expand during the last three years. 

A survey of music thanatologists and music therapists working in hospice gathered 

useful data about the current and future relationships between the two fields of practice. The 

percentage of subjects who had direct involvement with a professional of the other modality 

(C-Mth, 31%; MT-BC, 20%) are higher than those reporting the other modality is offered in 

their hospice or work environment (C-Mth, 23%; MTBC, 8%). Therefore, it can be 

concluded that members of each field have had exposure to the other modality outside of 

their work setting. Given that fifteen percent (15%) of the music therapy subjects and zero 

(0) music thanatologists reported being “not at all familiar” with the opposite modality 

(Figure 5.0), it can be concluded that music thanatologists are more aware of the field of 

music therapy than the number of music therapists reporting knowledge of music 

thanatology. However, it can also be concluded that the majority of subjects in each field (C- 

Mth, 69%; MT-BC 52%) has at least “a little” knowledge about the other treatment modality. 

Based on the large percentage of subjects from each field (C-Mth, 76%; MT-BC, 

68%) who responded “yes” to being willing to collaborate with professionals from the other 

modality (Figures 5.1 and 5.2), it can be concluded that collaborative relationships between 

music thanatologists and music therapists in hospice care should be explored, especially in 

areas of co-treatment, staff education and music for memorial services (Figure 5.3). There is 

only a three percent (3%) discrepancy between the two fields of practice with regards to their 

willingness for co-treatment (Figure 5.3). Therefore, both fields are nearly equal in 

willingness to collaborate in areas of co-treatment. However, based on the data gathered it 

.can be concluded that music thanatologists are forty-seven (47%) more likely to develop 

referral relationships with music therapists than vice versa (Figure5.3). Similarly, it was  
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found that music thanatologists indicated they were thirty-percent (30%) more likely to 

collaborate for patient symptom management than music therapists reporting an interest for 

collaboration in that same area (Figure 5.3). 

Nearly equal percentages of professionals from both fields (C-Mth 23%; MT-BC 

27%) reported they were not willing to collaborate with a professional from the other 

modality (Figures 5.1 and 5.2). The highest reported deterrent for collaboration from the 

music thanatology population was conflicting treatment goals (15%). Interestingly, no (0) 

music thanatologists listed lack of training, personal beliefs or philosophical differences as 

deterrents for collaboration with a music therapist. However, the music therapy subjects 

listed blurring of job descriptions (19%), followed by lack of training (14%) and 

philosophical differences (12%) as the top three deterrents (Figure 5.4). Since the figures 

demonstrating variance of interventions and job territory are closely distributed between the 

two subject fields (Figure 5.4), it can be inferred that these two deterrents for collaboration 

may somehow be related. This study raised more questions about the future of such 

collaborative relationships rather than defining the future impact of music thanatology on the 

field of music therapy in hospice as hypothesized. 

It can be concluded that a survey of music thanatologists and music therapists 

working in hospice was a useful method to obtain information about the perceptions of each 

field with regard to the degree of similarities and differences between the two modalities. 

The greatest percentages of music thanatologists and music therapists reportedly 1) agree that 

similarities exist between music thanatology and music therapy (C-Mth 77%, MT-BC 63%) 

(Figure 5.6) and 2) agree that there should be some type of professional collaboration 

between the American Music Therapy Association and the Music Thanatology Association 

International (C-Mth 77%, MT-BC 43%) (Figure 5.9). However, a large percentage from  
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each field (C-Mth 69%, MT-BC 54%) strongly disagree that music therapy and music 

thanatology interventions are exactly the same and interchangeable (Figure 5.8). Therefore it 

1s logical that greatest percentage of subjects from both fields disagree that music therapy and 

music thanatology are comparable in meeting the needs of the dying (C-Mth 46%, MT-BC 

36%) (Figure 5.7). 

Given the data regarding training as reported by the music thanatology subjects 

(Figure 2.1), music thanatology training is equivalent to master’s level courses and is not 

offered at a baccalaureate or doctoral level degrees. It is important to note that only eight 

percent (8%) of the music thanatology population reported having a master’s degree whereas; 

the majority (54%) reported “master’s level certificate from a non-accredited university” 

(Figure 2.1). Therefore, it can be concluded that an accredited degree program in music 

thanatology does not exist. The responses indicate that the practice of music thanatology 

requires only a master’s level certificate rather than a degree from an accredited university. 

Based on the data provided by the music therapy subjects, it can be concluded that 

music therapy degree programs exist on baccalaureate, masters and doctoral levels (Figure 

2.2). Music therapy equivalency degree programs also exist however, the data is 

inconclusive as to the number music therapy subjects who complete this equivalency as a 

post-baccalaureate, non-degree program or as part of a master’s degree. However, it can be 

concluded that music therapists practice with a degree specific to music therapy more often 

than music thanatologists practice with a degree in music thanatology. 

The survey was useful for drawing comparisons and distinctions between the training 

and experience of music therapists and music thanatologists in musical, medical, spiritual, 

psychological, and philosophical realms. During educational training specific to their fields 

subjects reported receiving comparable exposure to musical training in areas of musicianship,  
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vocal technique and musical improvisation (Table 1.1) However, the format of the survey 

was inconclusive in providing data that determine whether or not the subjects from each field 

are interpreting the definition of terms such as ‘improvisation’ and ‘musicianship’ with the 

same operational definition. The largest variance between the two fields in regard to musical 

education is the reported exposure to ancient sacred music(C-Mth 100%, MT-BC 15%). 

Therefore, it can be concluded that music thanatologists are more educated in ancient sacred 

music than music therapists. 

Both subjects reported high percentages of training in medical areas including 

physiological effects of music (C-Mth 100%, MT-BC 94%), human anatomy (C-Mth 100%, 

~ MT-BC 88%) and stages of death (C-Mth 92%, MT-BC 75%). However, there were far 

fewer music therapists who reported training in areas of terminal disease processes (C-Mth 

92%, MT-BC 41%), medication management (C-Mth 69%, MT-BC 25%) and ancient 

infirmary practices (C-Mth 100%, MT-BC 7%) than music thanatologists. Therefore, music 

thanatologists reported having more training than music therapists in such medical issues as 

terminal disease processes, medication management and ancient infirmary practices (Table 

1.1). In spiritual, psychological and philosophical training realms, both music thanatologists 

and music therapists reported training in human psychology (C-Mth 85%, MT-BC 96%) as a 

component to their discipline specific training. However music therapists indicated having 

“more training in human psychology than music thanatologists (Table 1.1). Other areas that 

demonstrate significantly higher percentages of training among music therapists as compared 

to music thanatologists include psychotherapeutic processes (C-Mth 38%, MT-BC 86%) and 

counseling techniques (C-Mth 31%, MT-BC 78%). Music thanatologists significantly out 

numbered the music therapists reporting training in areas of cultural death rituals (C-Mth 

100%, MT-BC 28%), theology (C-Mth 69%, MT-BC 19%), religious death rituals (C-Mth  
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92%, MT-BC 20% and hospice philosophies (C-Mth 100%, MT-BC 36%). Therefore, it can 

be concluded that music therapists receive more training in psychological realms and music 

thanatologists receive more training in spiritual and philosophical realms (Table 1.1). 

According to the data presented, music thanatologists express complete satisfaction (100%) 

with their training program with regard to feeling prepared to work with terminally ill 

patients or in hospice settings (Figure 2.6). Therefore, it can be inferred that all the music 

thanatologists reporting received the same education. On the contrary, the varying 

satisfaction levels as reported by the music therapy subjects (Figure 2.3) leads to the 

conclusion that the training of those music therapists reporting is less consistent in preparing 

them to work with dying populations than music thanatology training. 

Both music thanatologists and music therapists reported nearly equal post- 

certification training (Table 1.2) in medication management (C-Mth 54%, MT-BC 52%) and 

cultural death rituals (C-Mth 54%, MT-BC 55%). The same percentage of subjects from 

both fields expressed they require additional training in psychotherapeutic processes (C-Mth 

23%, MT-BC 23% to competently serve the dying (Table 1.2). The data also indicates a 

significant percentage of music thanatologists sought or were provided post-certificate 

~ training in musicianship (92%). Also, the majority of music thanatology subjects reportedly 

studied musical improvisation (69%) and ancient sacred music (54%) post certification. On 

the contrary less than forty percent (40%) of music therapists reported any type of musical 

training post-certification (Table 1.2). Therefore, music therapists reported they felt 

additional training was needed in realms of musical improvisation (25%) and ancient sacred 

music (22%) more often than music thanatologists (Table 1.3). 

Similarly, high percentages of music therapists reported post-certification training in 

medical realms including stages of death (68%) and terminal disease processes (71%) (Table  
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1.2). However, the data presented in Table 1.3, indicate that music therapists still feel they 

require additional training in terminal disease processes (31%), to better serve the dying 

patient. The music therapy subjects also indicated they would require additional training in 

cultural death rituals (46%), religious death rituals (35%) and counseling techniques (37%) to 

more competently treat the terminally ill. Given that music thanatologists reported high 

degrees of educational experience in areas of cultural (100%) and religious death rituals 

(92% %) (Table 1.1), it can be inferred that music thanatologists are more experienced in 

those arenas and music therapists might therefore benefit from collaborative and educational 

relationships with music thanatologists. 

The survey data indicate that hospice philosophies, spiritual philosophies, medical 

philosophies and psychotherapeutic philosophies impact both practices to some degree. 

Under spiritual philosophies (Figure. 3.1), it is significant to note that fifty-four percent 

(54%) of music thanatologists reported the same degree of influence, indicating that spiritual 

philosophies are more consistently influential on music thanatology practices than on hospice 

music therapy practices. Additionally, a similar trend of consistent influence is seen among 

psychotherapeutic philosophies on the practice of music thanatology (Figure 3.3). However, 

since this trend 1s seen more toward the degree of non-influence, it can be concluded that 

-psychotherapeutic philosophies are consistently less influential on music thanatology 

practices than on the practice of music therapy in hospice. 

The greatest percentage of each subject field (C-Mth 46%, MT-BC 35%) reported 

that their practice is ‘often’ influenced by medical philosophies (Figure. 3.2). However five 

percent (5%) of the music therapy subjects indicated their practice is ‘rarely’ influenced by 

medical philosophies, leading the conclusion that music thanatology practice is more often 

influenced by medical philosophies than music therapy in hospice. Finally, it is significant to  
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contemplative philosophies in their hospice practice than do music therapists (Figure 3.4). 

The music therapists’ responses were more equally distributed among the degrees of 

influence (Figure 3.4), indicating contemplative philosophies are less consistently influential 

on the practice of music therapy in hospice than music thanatology. Although some music 

therapy subjects (7%) indicated they were not familiar with the term ‘contemplative’ and this 

concern will be addressed further in the Discussions section. 

A number of similarities and distinctions can be concluded from the data gathered on 

the practices of music thanatology and music therapy in hospice. Given the data on the 

frequency of visits among both modalities (Fig. 4.0), it can be concluded that the majority of 

music therapists (54%) make weekly visits with hospice patients, while the largest 

percentage of music thanatologists (31%) reported daily music thanatology vigils are 

provided. Even with a difference in frequency of visits, Figure 4.1 demonstrates the average 

duration of treatment for both modalities is forty-sixty (40-60) minutes. Finally, Figure 4.2 

demonstrates that music therapists reported higher averages of visits made prior to death than 

did the music thanatology subjects who reported they most often make single visits prior to 

death. Therefore, it can be concluded that music therapists make more treatment visits prior 

to death than do music thanatologists. 

Figure 4.3 indicates that music thanatology and music therapy modalities are used to 

treat a number of the same terminal diagnoses including cancer, cardiac diseases, and end 

stage Alzheimer’s Disease. Music thanatologists report they more often treat terminal 

patients with respiratory distress, AIDS and stroke than do music therapists working in 

hospice (Figure 4.3). Symptoms of respiratory distress, pain, agitation, and extubations are 

managed by using music thanatology more often than by music therapy (Figure. 4.4). Music  
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therapy subjects reported helping patients to manage symptoms of depression, anxiety, 

communication deficits, and isolation more often than music thanatologists (Figure 4.4). 

While music therapy and music thanatology are both used to manage symptoms of sadness, 

other needs, such as anticipatory grief, breakdown in family dynamics and spiritual concerns, 

are more often addressed by music thanatologists in hospice care according to the data 

(Figure 4.4). 

The survey data indicate that music thanatologists address goals of spiritual and 

physical unbinding, spiritual reflection, pain abatement, and respiratory entrainment more 

frequently than do music therapists (Fig. 4.5). Music therapists in hospice report addressing 

such goals as improving quality of life, life review, reminiscence, increasing creative and 

emotional expression, non-verbal and verbal processing, communication, memorial planning, 

and restoring family dynamics more often than music thanatology subjects report addressing 

those same goals (Figure 4.5). Data does show however that relaxation is a goal addressed 

by both music thanatology and music therapy treatment modalities (Figure 4.5). 

The definition of music thanatology implies that 100% of the music thanatology 

subjects use harp in their treatment of the dying patient. In contrast, only twenty percent 

(20%) of music therapists reported they use harp in the treatment of terminally ill patients. 

Given standards of practice outlined by the Certification Board for Music Therapists (2005), 

the definition of board certified music therapist implies competency on a variety of 

instruments. Therefore, data on the variety of instruments used by music therapists in 

hospice was not gathered because such an exploration would have exceeded the scope of the 

current study. However, data was gathered on the types of music and interventions used in 

each practice, leading to the following similarities: 1) both music thanatology and music 

therapy use vocal music, and 2) both modalities use sacred music in their treatment of  
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terminally ill patients (Fig. 4.6). Data indicate that the types of music used most often in 

music thanatology are: prescriptive music, chant and repertoire based music. The types of 

music used most often in music therapy in hospice include: secular music, patient preferred 

music, culturally based music, familiar music, and religious music (Fig. 4.6). 

Figure 4.7 demonstrates that most music thanatologists (92% and 69% respectively) 

use two interventions in the treatment of the terminally ill: entrainment and improvisation. 

Slightly fewer music therapists (58%) reported the use of improvisation. However the data 

was inconclusive as to how each field defines ‘improvisation.’ It can also be concluded that 

music therapists use a wider variety of interventions including sing-a-long, song writing, iso- 

principle techniques, lyric analysis, entrainment, progressive muscle relaxation and guided 

imagery (Figure. 4.7). Again, data was not gathered as to how each modality defined each 

intervention; therefore, it 1s difficult to make comparisons as to the nature of each 

intervention in terms of active verses passive type interventions. Finally, Figure 4.8 

indicates that family members are more often present for music thanatology vigils than they 

are for music therapy treatment sessions. 

Although the survey item on documentation techniques failed to distinguish the 

difference between ‘qualitative narrative notes’ and ‘narrative note’, the data indicate that 

both modalities most often use some type of narrative note to document the effects of 

treatment. A significant percentage of music thanatologists (62%) also reported the 

quantitative observation of physical responses as a frequently used documentation technique 

(Figure. 4.9). Over half of both subject fields (C-Mth 62%, MT-BC 53%) indicated they 

. perform patient care coordination with a Registered Nurse (Fig. 4.10). Music therapists also 

reported frequent coordination with social workers (47%), while music thanatologists 

reported more frequent coordination with members of clergy or chaplains (46%). Similar  
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percentages of music thanatologists (46%) and music therapists (45%) indicated that the 

registered nurse most often provides referrals. The same trend as seen in care coordination 

(Figure 4.10) was seen with regard to social workers referring to music therapy (53%) and 

clergy or chaplains referring to music thanatology (31%) (Fig. 4.11). Although this may be 

indicative of how hospice care workers perceive music thanatology and music therapy, 

perhaps classifying music therapy as a psychosocial modality and music thanatology as 

spiritual care modality, the data gathered were not conclusive of this.. 

Discussion 

Despite the large numerical variance between the two subject fields, a nearly equal 

percentage (C-Mth 45%, MT-BC 51%) of subjects responded from each modality, offering a 

representative population of each field. Several interesting results regarding the current and 

future relationships between music therapists and music thanatologists surfaced as a result of 

this study, all of which point to future questions for exploration. It was interesting to see that 

only a small percentage of music therapists working in hospice are aware of music 

thanatology and vice versa. The results clearly indicate that there are not clear 

understandings and relationships between the two fields. A number of music therapy 

subjects responded that they would need more information about the field of music 

thanatology before being able to express their willingness to collaborate but then indicated 

areas deterring them from collaboration. It must be inferred than that those responses were 

made under assumptions or pre-conceived ideas of music thanatology. Therefore, the results 

expressing the state of collaborative relationships between the two fields may have been 

skewed by such responses. 

There were strong reactions in both subject communities about the motivations of 

this study and narrative responses indicated hesitance with regard to collaboration as  
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assumed. It was also interesting to see that despite this researcher’s experience that music 

thanatology has a growing presence in the field of hospice care, that there was a significant 

absence of music thanatologists entering the field over the last three years (0%). 

It 1s difficult to determine relationships between music thanatologists’ and music 

therapists’ education and training because of the variance of training and degree types 

offered by both fields. Also there may be a number of subjects who hold higher degrees of 

education in areas other than music thanatology and music therapy, but the study did not 

explore such variables. Forty-six percent (46%) of music thanatologists listed “other” under 

subject areas for educational training, which indicates that the choices listed were not fully 

representative of the areas of study involved in music thanatology certificate training 

programs. After seeing that four percent (4%) of music therapy subjects added a response 

that indicated “hospice internship prepared me a great deal” it became clear that there was no 

way of distinguishing between the subjects’ experiences in the classroom, practicum or 

internship as part of their educational training. Furthermore, it may have been useful to ask 

subjects to specify at what level they received each training, i.e. bachelor’s, master’s etc. in 

order to offer more useful information about which level of degree program adequately 

prepared music therapists for working in hospice or with terminally ill populations. 

The survey also did not take into account that the music therapists reporting their 

opinion of preparedness may have been referencing various levels of degree and training 

programs, including internships specific to hospice. This factor may have contributed to the 

variance of opinion among the music therapy population with regard to how well their degree 

program prepared them for this specific population. This same consideration is true for the 

music therapists’ responses to post-certificate training questions because it was not clear 

whether or not the internship is part of the degree training or post-certificate training.  
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During the process of reviewing literature on music thanatology and music therapy, it 

was difficult for the researcher to set aside bias as a music therapist and the defenses rooted 

in field experience with music thanatologists. Therefore, a number of similarities and 

differences were found simply by reviewing the literature and may have been developed 

from a biased point of view, which may have led to biased language in the survey questions. 

For example, perhaps most music thanatologists reported the use of only two interventions 

and music therapists reported a greater variety of interventions because the list of 

interventions given was more heavily weighed with appropriate descriptors of music therapy 

interventions. 

There were a number of music thanatology subjects and music therapy subjects who 

reported confusion with regard to the use of certain terminology including the words 

‘intervention’ and ‘contemplative’. As the researcher, having completed a literature review 

and having knowledge of such terminology, it may have been assumed that the survey 

participants would understand the implied conceptual meaning of each term. However 

operational definitions of these terms and many others would have been useful for the survey 

participants and generated more accurate data. One research subject returned an article for 

suggested reading with the survey. This article illustrated that the survey may have used 

handicapping terminology such as ‘the terminally ill’ and ‘the dying’ to describe the 

population. Darrow and White (1998) have published suggestions for reducing such 

handicapping terminology, which should be reviewed prior to defining and developing 

population specific studies. 

Also, it was challenging to develop a concise yet comprehensive survey that would 

gather data on such general and multi-faceted issues of training, philosophies, and 

interventions used. For example, questions on frequency and duration of visit appeared  
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difficult for participants to categorize without giving consideration to individual clinical 

factors that result in a large variance in frequency and duration of visits. Participants offered 

their unsolicited insight regarding the format of the survey and their frustration with not 

finding the response that best matched their opinion or experience. This provided useful 

narrative feedback on a number of philosophical items however, this information was 

difficult to analyze. For a more accurate reflection and description of such topics, perhaps 

sending out multiple surveys would be more useful, having subsequent surveys develop from 

the philosophical viewpoints expressed by the first round of survey participants. Also, a 

number of the topics explored in this study including philosophies and interventions, may 

require a deeper understanding and closer examination of the respondent’s motivations and 

purpose and each clinical experience as a unique encounter. 

Recommendations 

The written summary of information obtained through this survey answered the 

research questions and could add to the limited amount of literature about music thanatology. 

Yet, more in-depth studies are needed in order to better illustrate comparisons. Each 

modality should be given equal opportunity to review and revise any material that draws 

comparisons between the two modalities prior to publication to ensure that both fields are 

accurately and ethically represented. Perhaps a narrative survey would provide a clearer 

picture of each clinician’s personality, values and beliefs in order to fully understand his/her 

philosophies and practical techniques. This would be a useful method if more time were 

available for careful and comprehensive analysis of the narrative data for common thematic 

material. 

An interview-based study may also be required to assimilate more information about 

the current practices of music thanatology in hospice. It has been suggested that the music  
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thanatology subject field for this research was only representative of the least experienced 

music thanatologists practicing in the field. It has also been suggested that the founder of the 

field of music thanatology, Therese Schroeder-Sheker, be contacted directly for an interview- 

based study about the foundation of the field and an examination of the profession from the 

most “seasoned music thanatologists in the field” (Personal communication, Therese 

Schroeder-Sheker, August 4, 2005). Considering this suggestion, it is clear that not every 

music thanatologist who works with terminally ill patients or in a hospice setting is a member 

of the Music Thanatology Association International. However, the same can be stated for 

members of the American Music Therapy Association: not every music therapist, some of 

which might also be among the most seasoned professionals in the field, are members of the 

American Music Therapy Association. 

The data indicated that members of each field have had exposure to one another 

outside of their work setting. Therefore, it would be interesting to discover where these 

interactions are taking place in order to target joint presentations or roundtable discussions at 

specific venues, conferences or other places of interactions between the two fields. Since 

music thanatologists and music therapists use different interventions and are targeting 

different goals, perhaps collaboration is possible and desirable. A closer examination of the 

reported deterrents for collaboration, especially blurring of job descriptions and job territory 

issues, may provide a better understanding of how to establish productive collegial 

relationships between music thanatologists and music therapists. It also seems worthwhile to 

examine the relationship between music therapy and other non-music therapy modalities in 

end of life care including harp therapy; certified music practitioners; and healing harps. 

Results of this study seem to indicate a need to explore the current state of hospice- 

related coursework in music therapy curriculums. Since the entire music thanatology subject  
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population expressed that their educational training prepared them a great deal for working in 

hospice, 1t would behoove those music therapists developing hospice specific music therapy 

curriculum to further examine the music thanatology curriculum. A survey of existing music 

therapy training programs would also provide useful information about how well the current 

curriculum integrates music therapy models that can meet the needs of the dying patient. A 

study that explores the qualifications of music therapists working in hospice or treating 

terminally 11] patients would greatly contribute to the field music therapy. 

A study of the role of music therapy and music thanatology as perceived by hospice 

care staff would contribute useful information to the field of hospice care by providing 

implications for staff education, referral processes and collaborative relationships. Since 

referrals for both fields tend to come from registered nurses, social workers and chaplains, 

these should be the first hospice care professionals targeted for education to help them better 

understand the different roles of each practitioner. Quantitative studies that compare the 

effectiveness of music thanatology and music therapy interventions individually and in co- 

treatment models could examine the impact of each modality on terminally ill patients and 

their families and provide useful empirical data for comparative research. 

Since a significant percentage of music thanatologists already report using 

quantitative observation of physical responses as a documentation technique, it would seem 

logical to encourage them to begin publishing research. Music therapists should also be 

encouraged to develop such quantitative measures of the physiological effects of music 

therapy in the treatment of dying, not only for comparison, but also so that collaborative data 

can be gathered using the same data collection formats. Finally, results suggest that a closer 

examination of the current relationship between the American Music Therapy Association 

and the Music Thanatology Association International may help clarify professional  
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misperceptions and misrepresentations. It would be worthwhile to report the standards of 

practice of each professional organization to help draw further comparisons and establish a 

framework for professional collaborations. 
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Appendix A 

November 29, 2004 

Dear prospective survey participant, 

It 1s with great excitement that I introduce myself and this research study to you and 
the many music therapists and music thanatologists working in the field of hospice. I hope 
you will sincerely consider participating in this brief survey to provide useful information 

about your training, philosophies and clinical practice in the care of the dying and their 
families. This is a unique opportunity to contribute your opinions and experiences to the 
fields of music therapy and music thanatology in hospice. This research project is in partial 
fulfillment of a Master’s of Arts in Music Therapy from Saint Mary of the Woods College 
and 1s motivated by personal experience in the field. 

The purpose of this study is to make information about the training, philosophies and 
clinical practices of music therapy and music thanatology in hospice readily available to both 
fields so that informed collegial relationships and discussions can develop. This study also 
aims to develop a useful brochure that provides an at-a-glance look at the similarities and 
distinguishing qualities of each modality so that laypeople, hospice care workers and media 
representatives can more clearly understand each field separately and in relation to one 
another. 

There 1s no risk or reward involved if you choose to participate in this survey. By 
returning this letter with your signature and a completed survey, you will be giving consent 
to participate in the study. You may withdraw your survey responses from this study at any 
time by contacting me by phone, fax, email or mail. There are no consequences if you 
decline to participate or withdraw your survey submission. Please note that your consent will 
also grant permission for the use of data retrieved for a period of five years for educational 
and publication purposes. Survey responses will be analyzed and presented in written form 
and will be made available to you upon request. All responses will be treated confidentially 
and reported anonymously. 

Comparisons and conclusions will be drawn based on your responses so please 
respond thoughtfully and honestly. If you feel as though the given choices for any given 

survey item do not accurately describe your opinion or experiences, you may comment and 
provide your narrative feedback at the end of the survey. I look forward to and value your 
insight and suggestions. Thank you for taking the time to participate in this survey. 

Sincerely, 
  

Participant Signature 

  

Kathryn Taylor, MT-BC Date 

30W022 Laurel Court, Warrenville, IL. 60555 

Home - 630-562-1454 Cell- 773-895-4811 

Fax 630-654-9031 

katebrosscau@aol.com  
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Appendix B 

Thank you for completing this survey and contributing your experiences and opinions of your 

training, philosophies and clinical practices of music thanatology in hospice care. There is a stamped, 

addressed envelope enclosed for your survey return. When you have completed the survey, please 

mail it to the investigator along with the attached signed consent letter. You will be mailed an 

Executive Summary of survey results upon completion of this study. Thanks again. 

Circle one response for each of the questions below. 

1. Which professional designation describes your current credentials? 

la. MT-BC (Board Certified Music Therapist) 

1b. RMT (Registered Music Therapist) 
lc. CMT (Certified Music Therapist) 

1d. C-MT (Certified Music Thanatologist) 
le. MTH (Music Thanatologist) 
1f. Other 
  

How many years have you been practicing in the field of music thanatology? 

2a. 0-3 years 2b. 4-6 years 2c. 7-9 years 2d. 10+ years 
2¢. Other 
  

Do you provide music thanatology for terminally ill patients OR provide music thanatology 
services through a hospice? 

3a. Yes 3b. No 

(If yes, continue with this survey. If no, please stop and return the survey to the investigator). 

How long have you been working in the field of hospice or with terminally ill patients. 

4a. 0-3 years 4b. 4-6 years 4c. 7-9 years 4d. 10+ years 
4e. Other 
  

What is your age?   

How much do you feel you know about the field of music therapy? 

6a.A great deal 6b.A little 6c.Not too much 6d.Not at all familiar 

Are there additional music services offered by non-music thanatologists through your hospice 

organization or to the terminally ill patients you treat? 
7a. Yes 7b. No 

Circle any additional music services available to the terminally ill patients you treat through your 
hospice organization or otherwise? 

8a. Music therapy 

8b. Pastoral music 

8c. Recreational music 

8d. Other 
  

Have you had direct involvement with a board certified music therapist? Circle one. 

9a. Yes 9b. No  



10. Are you a member of any of the professional organizations listed below? Please circle 
all that apply to you. 

10a. American Music Therapy Association (AMTA) 

10b. Music Thanatology Association International (MTAI) 

10c. Other 
  

11. Are you a member of any other level of professional organization for music thanatology? Circle 
all that apply to you. 

11a. Regional association 

11b. State association 

11c. Local organization. 

11d. Other 
  

12. Indicate the answer that best describes your level of education in music thanatology. 
12a. Associate’s degree from 2-year institution 

12b. Bachelor’s degree from 4-year institution 

12¢. Certificate from 2-year training program 
12d. Master’s degree 

12e Doctoral degree 
12f. Other 
  

13. Check those subject areas that you experienced as part of your music thanatology training. 
Check all that apply. 

13a. Stages of death and dying ____ 135. Terminal disease processes 
_____13b. Cultural death rituals 13k. Physiological effects of music 
sooo 136, Theology ______ 131. Religious death rituals 

13d. Human psychology 13m. Human anatomy 

____13e. Psychotherapeutic processes _13n. Counseling techniques 

____13f. Ancient sacred music 130. Ancient infirmary practices 
13g. Hospice philosophies : . Medication management 

13h. Musicianship 3g. Vocal techniques 

_- 131. Musical improvisation _13r. Repertoire-based interventions 
13s. Other (please list) 

  

14. In your opinion, to what degree did your music thanatology training program prepare you for 
working with terminally ill populations or in a hospice setting? Circle one. 

14a. A great deal 14b. Somewhat l4c. Not too much 14d. Not at all 

15. Check those areas in which you received training or experience post-certification. 

15a. Stages of death and dying _____15;. Terminal disease processes 
~~ 15b. Cultural death rituals _______ 15k. Physiological effects of music 

. Theology 151. Religious death rituals 

. Human psychology ______ 15m.Human anatomy 

. Psychotherapeutic processes _______15n. Counseling techniques 

. Ancient sacred music 150. Ancient infirmary practices 

. Hospice philosophies _______15p. Medication management 

. Musicianship _____15q. Vocal techniques 

. Musical improvisation 15r. Repertoire-based interventions 
. Other (please list) 
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16. Check those areas in which you feel you require more training to competently serve terminally ill 
patients and their families: 

16a. Stages of death and dying 16j. Terminal disease processes 
______16b. Cultural death rituals _______ 16k. Physiological effects of music 

__16c¢c. Theology 161. Religious death rituals 

16d. Human psychology 16m. Human anatomy 

______16e. Psychotherapeutic processes ____16n. Counseling techniques 

______l6f. Ancient sacred music 160. Ancient infirmary practices 

16g. Hospice philosophies ______l6p. Medication management 

16h. Musicianship _______16q. Vocal techniques 

161. Musical improvisation 16r. Repertoire-based interventions 
16s. Other (please list) 

  

  

Please circle one response for each of the questions below. 

17. To what degree is your music thanatology practice influenced by hospice philosophies? 

17a. Always 17b. Usually 17c. Often 17d. Sometimes 17¢. Rarely 17f. Never 

18. To what degree is your music thanatology practice influenced by spiritual philosophies? 

18a. Always 18b. Usually 18c. Often 18d. Sometimes 18ec. Rarely 18f. Never 

19. To what degree is your music thanatology practice influenced by medical philosophies? 
19a. Always 19b. Usually 19c. Often 19d. Sometimes 19¢. Rarely 19f. Never 

20. To what degree is your music thanatology practice influenced by psychotherapeutic 
philosophies? 

20a. Always 20b. Usually 20c. Often 20d. Sometimes 20c¢. Rarely  20f. Never 

21. To what degree is your music thanatology practice influenced by contemplative philosophies? 

21a. Always 21b. Usually 2lc. Often 21d. Sometimes 2le. Rarely 21f. Never 

22. Please list any other philosophies that strongly influence your music thanatology practice. 

  

  

23. Check the diagnoses with which you have experience treating in your hospice or music 

thanatology practice with the terminally il1? Check all that apply. 

iy 23a, Concer 23d. Cardiac diseases 

___ 23b. Respiratory diseases _____ 23c. End stage Alzheimer’s 
= aa 3, AIDS en IE Stroke (CVA) 
so ale Other: 
  

24. What is the average length of music thanatology vigils in your experience? Circle one. 

24a. 20-30 minutes 

24b. 40-60 minutes 

24c. 70-90 minutes 

24d. 100-120 minutes 

24e. Other:    



25. What is the average frequency of vigils in your music thanatology practice? Circle one. 

25a. Daily visits 

25b. Weekly visits 
25c¢. Bi-weekly visits 

25d. Monthly visits 

25e. Occasional visits as needed for symptom management 
25f. Other: 
  

26. In your experience, what is the average number of music thanatology vigils provided to 
terminally ill patients prior to death? Circle one. 

26a. Single session (1) 

26b. Several sessions(3-5) 
26¢. Multiple sessions (7-10) 

26d. Long term (6 months or longer) 

27. Check the patient symptoms you manage most often using music thanatology with the terminally 
ill. Check all that apply in your experience. 

27a. Respiratory distress nes Fe Pain 

______27b. Anticipatory grief oh, Agitation 

27c. Breakdown in family dynamics 271. Spiritual concerns 
ooo 374. Depression Sle 1, Isolation 

oa ie ANKIClY 27k. Communication deficits 

27f. Sadness : 271. Extubation 
Cole 2m Other: 
  

28. Check the goals that you address most often using music thanatology with the terminally ill. 
Check all that apply. 

__ 28a. Increase quality of life wo as Life review 

28b. Reminiscence _____ 28j. Emotional expression 
28. Creative expression 28k. Communication 

28d. Relaxation 281 Spiritual reflection 
___ 28e. Respiratory entrainment 28m. Pain abatement 

_____28f. Non-verbal expression ____ 28n. Expression of grief 

28g. Verbal processing 280. Restore family dynamics 
28h. Memorial planning ____28p. Spiritual/Physical unbinding 

Lone a%q. Other: 
  

29. In your experience in hospice or working with terminally ill patients, to what degree are family 
members present during music thanatology vigils? Circle one. 

29a. Always 29b. Usually 29c. Often 29d. Sometimes 29¢c. Rarely 29f. Never 

30. How often do you use more than one intervention in a music thanatology vigil? Circle one. 

30a. Always 30b. Usually 30c. Often 30d. Sometimes 30c. Rarely 30f Never  
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31. Check the interventions you use on a regular basis in your music thanatology treatment of the 

terminally ill. Please check all that apply in your experience. 

31a Entreinment 31k. Lyric analysis 

31b. Prescriptive music 311. Improvisation 

3c. Song writing 31m. Sing-a-long 

31d. Vocal music 31n. Sacred music 

31e. Secular music 310. Familiar music 

31f. Patient preferred music 31p. Iso-principle techniques 

31g. Progressive muscle relaxation ______ 31g. Guided imagery and music 

31h. Music assisted relaxation 31r. Religious music 
31i. Chant 31s. Repertoire-based music 

31j. Culturally based music 

31. Other; 
  

32. How do you document the effects of music thanatology techniques? Check all that apply. 
: 32a. Qualitative observation 

___ 32b. Quantitative measure of physical responses 
. Personal journal reflections 

. Case studies 
. Narrative notes 

Other: 
  

33. Check the hospice care professional with whom you most often coordinate patient care. Check 
one. 

33a. Registered nurse, RN ____33e. Certified nurses aid, CNA 
i 33b. Hospice Physician 33f. Chaplin/Clergy 

. Social worker, LSW 33g. Marketing personnel 

. Administrator +5330. Other; 
  

34. In your experience, which hospice care professional most often provides music thanatology 
referrals? Check one. 

34a. Registered nurse, RN ____ 34e. Certified nurses aid, CNA 

34b. Hospice Physician 34f. Chaplin/Clergy 

: 34c. Social worker, LSW 34g. Marketing personnel 
34d. Administrator ____ 34h. Other: 

  

35. Are you willing to collaborate with a music therapist in the future? Circle one. 

35a. Yes 35b. No 

35.1. If not, please check the reasons that may deter you from working with a music therapist. 

Check all that apply. 

35.1a. Lack of training 35.1e. Philosophical differences 

35.1b. Variance of interventions 35.1f. Conflicting treatment goals 

___35.1c. Personal beliefs 35.1g. Blurring of job descriptions 

35.1d. Job territory 2.235 1h. Othes: : 

35.2. If yes, please check the areas in which you feel collaboration would be beneficial. Check all 
that apply. 

___35.2a. Staff education ____35.2d. Patient symptom management 

___35.2b. Community relations ______35.2e. Music for memorial services 

38 9s. Co-treatment 35.2. Referral relationships 

Tas 2s. Other: 
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Please circle one response for each of the following statements depending on the degree to which the 
Statement represents your opinion. 

36. Music therapy and music thanatology interventions are distinctly different applications for the 
care of the dying. 

36a. Strongly agree  36b. Agree 36c. Disagree 36d. Strongly disagree 

37. There are some similarities between music therapy and music thanatology interventions. 
37a. Strongly agree  36b. Agree 36¢. Disagree 36d. Strongly disagree 

38. Music therapy and music thanatology interventions are comparable in meeting the needs of the 
dying patient and the patient’s family. 

38a. Strongly agree  38b. Agree 38c. Disagree 38d. Strongly disagree 

39. Music therapy and music thanatology interventions are exactly the same and interchangeable. 

39a. Strongly agree  39b. Agree 39c. Disagree © 39d. Strongly disagree 

40. The American Music Therapy Association and the Music Thanatology Association International 

should promote professional collaboration between the two fields of practice. 
40a. Strongly agree  40b. Agree 40c. Disagree 40d. Strongly disagree 

Please offer any narrative feedback or responses. 

  

  

  

  

  

  

  

Thank you for your participation in this survey. 

Please enclose your completed survey and signed release in the envelope provided and mail it to the 
investigator. 

You will receive notification upon receipt of your survey and an Executive Summary of results when 
available. I appreciate your time and effort. 
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Appendix C 

Thank you for completing this survey and contributing your experiences and opinions of your 

training, philosophies and clinical practices of music therapy and music thanatology in hospice care. 

There 1s a stamped, addressed envelope enclosed for your survey return. When you have completed 

the survey, please mail it to the investigator along with the attached signed consent letter. You will 

be mailed an Executive Summary of survey results upon completion of this study. Thank you. 

Circle one response for each of the questions below. 

1. Which professional designation describes your current credentials? 

la. MT-BC (Board Certified Music Therapist) 
1b. RMT (Registered Music Therapist) 

lc. CMT (Certified Music Therapist) 

1d. CMTH (Certified Music Thanatologist) 
le. MTH (Music Thanatologist) 

11. Other   

. How many years have you been practicing in the field of music therapy? 
. 2a. 0-3 years 2b. 4-6 years 2c. 7-9 years 2d. 10+ years 

2¢. Other ;   

Do you treat terminally ill patients or provide music therapy services through a hospice? 
33. Yes 3b. No 

(If yes, continue with this survey. If no, please stop and return the survey to the investigator). 

4. How long have you been working in the field of hospice or with terminally ill patients. 

4a. 0-3 years 4b. 4-6 years 4c. 7-9 years 4d. 10+ years 
4e. Other : 
  

What is your age?   

How much do you feel you know about the field of music thanatology? 
6a. A great deal 

6b. Some information 
6¢. Not too much 

6d. Not at all familiar 

Are there additional music services offered by non-music therapists through your hospice 
organization or to the terminally patients you treat? 

7a. Yes 7b. No 

Circle any additional music services offered to the terminally ill patients you treat through a 

hospice organization or otherwise? 

8a. Music thanatology 

8b. Pastoral music 

8c. Recreational music 

8d. Other    



9. Have you had direct involvement with a music thanatologist? Circle one. 

9a. Yes 9b. No 

10. Are you a member of any of the professional organizations listed below? Please circle 

all that apply to you. 

10a. American Music Therapy Association (AMTA) 

10b. Music Thanatology Association International (MTAI) 
10c. Other 
  

11. Are you a member of any other level of professional organization for music therapy? Circle all 
that apply to you. 

11a. Regional association 
11b. State association 

11c. Local organization. 
11d. Other 
  

12. Indicate your level of education in music therapy. 

12a. Associate’s degree from 2-year institution 

12b. Bachelor’s degree from 4-year institution 
12¢. Equivalency program 
12d. Master’s degree 

12e Doctoral degree 

12f. Other 
  

13. Check those subject areas that you experienced as part of your music therapy training. Check all 
that apply. 

13a. Biological processes of death 13). Terminal disease processes 

____13b. Cultural death rituals __ 13k. Biological effects of music 

i 13e, Theology _ 131. Religious death rituals 
13d. Human psychology : 13m. Human anatomy 

_____13e. Psychotherapeutic processes hs 13n. Counseling techniques 

13f. Ancient sacred music 130. Ancient infirmary practices 
: 13g. Hospice philosophies __13p. Medication management 

: 13h. Musicianship x 13g. Vocal techniques 

3 131. Musical improvisation ______13r. Repertoire-based interventions 

13s. Other (please list) 

  

  

14. In your opinion, to what degree did your music therapy training program prepare you for working 

with terminally ill populations or in a hospice setting? Circle one. 

14a. A great deal 14b. Somewhat 14c. Not too much 14d. Not at all  
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15. Check those trainings that you have received post-certification as part of on the job training in 

hospice or your experiences treating the terminally ill. 

_______ 15a. Biological processes of death 15). Terminal disease processes 

15b. Cultural death rituals 15k. Biological effects of music 

=o 18e, Theology 151. Religious death rituals 

15d. Human psychology 15m. Human anatomy 

15e. Psychotherapeutic processes 15n. Counseling techniques 

15f. Ancient sacred music 150. Ancient infirmary practices 

15g. Hospice philosophies 15p. Medication management 
_______ 15h. Musicianship 15g. Vocal techniques 

151. Musical improvisation ______15r. Repertoire-based interventions 

15s. Other (please list) 

  

16. Check those areas in which you feel you require more training to competently serve terminally ill 
patients and their families: 

__ 16a. Biological processes of death 16). Terminal disease processes 

. Cultural death rituals _______ 16k. Biological effects of music 

. Theology 161. Religious death rituals 
. Human psychology 16m. Human anatomy 

. Psychotherapeutic processes . Counseling techniques 

. Ancient sacred music . Ancient infirmary practices 

. Hospice philosophies _______16p. Medication management 

. Musicianship . Vocal techniques 
1. Musical improvisation _______ ler. Repertoire-based interventions 

. Other (please list) 

  

  

  

Please circle one response for each of the questions below. 

17. To what degree is your music therapy practice influenced by hospice philosophies? 

17a. Always 17b. Usually 17c. Often 17d. Sometimes 17¢. Rarely 17f. Never 

18. To what degree is your music therapy practice influenced by spiritual philosophies? 

18a. Always 18b. Usually 18c. Often 18d. Sometimes 18¢. Rarely 18f. Never 

19. To what degree is your music therapy practice influenced by medical philosophies? 

19a. Always 19b. Usually 19c. Often 19d. Sometimes 19¢. Rarely 19f. Never 

20. To what degree is your music therapy practice influenced by psychotherapeutic philosophies? 

20a. Always 20b. Usually 20c. Often 20d. Sometimes 20c. Rarely  20f. Never 

21. To what degree is your music therapy practice influenced by contemplative philosophies? 

2la. Always 21b. Usually 2lc. Often 21d. Sometimes 2le. Rarely 2if. Never  



22. Please list any other philosophies that strongly influence your music therapy practice. 

  

  

  

23. Check the diagnoses with which you have experience in your hospice or music therapy practice 

with the terminally 111? Check all that apply. 

23a. Cancer oo 3d, Cardiac diseases 

23b. Respiratory diseases _____ 23e. End stage Alzheimer’s 

23c. AIDS 23 Stroke (CVA) 

23g. Other:   

  

24. What is the average length of music therapy sessions in your experience? Circle one. 

24a. 20-30 minutes 
24b. 40-60 minutes 

24c. 70-90 minutes 
24d. 100-120 minutes 

24e. Other:   

25. What is the average frequency of sessions in your music therapy practice? Circle one. 

25a. Daily visits 
25b. Weekly visits 

25c. Bi-weekly visits 
25d. Monthly visits 

25e. Occasional visits as needed for symptom management 

25f. Other:   

26. In your experience, what is the average number of music therapy sessions provided to terminally 
ill patients prior to death? Circle one. 

26a. Single session (1) 

26b. Several sessions(3-5) 
26¢. Multiple sessions (7-10) 

26d. Long term (6 months or longer) 

27. Check the patient symptoms you manage most often using music therapy with the terminally ill. 
Check all that apply in your experience. 

27a. Respiratory distress ob 27e. Pan 

__27b. Anticipatory grief 27h. Agitation 

______27c. Breakdown in family dynamics ______ 271. Spiritual concerns 

27d, Depression woo 9. 1solation 

is 27s, Anxiety 27k. Communication deficits 

27f. Sadness oem Bxtubation 

on 27m. Other:    



28. Check the goals that you address most often using music therapy with the terminally ill 
all that apply. 

28a. Increase quality of life Lui 28 Safe review 

= 2%b, Reminiscence ___ 28j. Emotional expression 

Le 9%, Creative expression 28k. Communication 

: 28d. Relaxation 281. Spiritual reflection 

28e. Respiratory entrainment 28m. Pain abatement 

28f. Non-verbal expression 28n. Expression of grief 

28g. Verbal processing 280. Restore family dynamics 
28h. Memorial planning 

28p. Other: 
  

29. In your experience in hospice or working with terminally ill patients, to what degree are family 

members present during music therapy sessions? Circle one. 
29a. Always 29b. Usually 29c. Often 29d. Sometimes 29¢. Rarely 29f. Never 

30. How often do you use more than one intervention in a music therapy session? Circle one. 
30a. Always 30b. Usually 30c. Often 20d. Sometimes 30c. Rarely 30f. Never 

31. Check the interventions you use on a regular basis in your treatment of the terminally ill. Please 
check all that apply in your experience. 

______3la. Entrainment 31k. Lyric analysis 
______31b. Prescriptive music 311 Improvisation 

3c. Song writing 31m. Sing-a-long 
31d. Vocal music __31n. Sacred music 

os Be. Secular music _____31lo. Familiar music 

31f. Patient preferred music _______3lp. Iso-principle techniques 
__ 31g. Progressive muscle relaxation 31g. Guided imagery and music 

31h. Music assisted relaxation ______ 31r. Religious music 

coma Chant 31s. Repertoire-based music 
______31j. Culturally based music 

31, Other; 
  

32. How do you document the effects of music therapy techniques. Check all that apply in your 
experience. 

_____ 32a. Qualitative narrative notes 

_____32b. Quantitative observation of physical responses 
: 32c. Personal journal reflections 

oo 30d Cane studies 
coo 3a Ofher: 
  

33. Check the hospice care professional with whom you most often coordinate patient care. Check 
one. 

33a. Registered nurse, RN _ 33e. Certified nurses aid, CNA 

______33b. Hospice Physician _____ 33f. Chaplin/Clergy 

___33¢c. Social worker 33g. Marketing personnel 

33d. Administration 5 33h. Other:    



109 

34. In your experience, which hospice care professional most often provides you with music therapy 
referrals? Check one. 

34a. Registered nurse, RN _____ 34e. Certified nurses aid, CNA 
34b. Hospice Physician _____34f. Chaplin/Clergy 

_ 3dc. Social worker 34g. Marketing personnel 
34d. Administration oo 2 34h Other: 

  

35. Are you willing to collaborate with a music thanatologist in the future? Circle one. 
35a. Yes 35b. No 

35.1. If not, please check the reasons that may deter you from working with a music thanatologist. 

Check all that apply. 

35.1a. Lack of training _______35.1e. Philosophical differences 
35.1b. Variance of interventions 35.1f. Conflicting treatment goals 

; 35.1c. Personal beliefs ______35.1g. Blurring of job descriptions 
wo 33.1d. Job icrtitory can 3S Th Other: 

  

  

35.2. If yes, please check the areas in which you feel collaboration would be beneficial. Check all 
that apply. 

= 35.2a. Staff education ____35.2d. Patient symptom management 

___35.2b. Community relations _____35.2e. Music for memorial services 
35.2¢. Co-treatment 35.21. Referral relationships 

i 35.2g. Other: 
  

Please circle one response for each of the following statements depending on the degree to which the 
statement represents your opinion. 

36. Music therapy and music thanatology interventions are distinctly different applications for the 
care of the dying. 

36a. Strongly agree  36b. Agree 36c. Disagree 36d. Strongly disagree 

37. There are some similarities between Music therapy and Music thanatology interventions. 

37a. Strongly agree  36b. Agree 36¢. Disagree 36d. Strongly disagree 

38. Music therapy and music thanatology interventions are comparable in meeting the needs of the 
dying patient and the patient’s family. 

38a. Strongly agree  38b. Agree 38c. Disagree 38d. Strongly disagree 

39. Music therapy and music thanatology interventions are exactly the same and interchangeable. 

39a. Strongly agree  39b. Agree 39¢c. Disagree 39d. Strongly disagree 

40. The American Music Therapy Association and the Music Thanatology Association International 

should promote professional collaboration between the two fields of practice. 

40a. Strongly agree  40b. Agree 40c. Disagree 40d. Strongly disagree  



41. Please offer any narrative feedback or responses. 

  

  

  

  

  

  

  

  

  

  

Thank you for your participation in this survey. Please enclose your completed survey and signed 

release in the stamped envelope provided and mail it to the investigator. You will receive notification 

upon receipt of your survey and an Executive Summary of results when available. 

Thanks again. 

 


