Treating Chronic Pain: Therapeutic Music in Adult Palliative Care
by
Julie P. Goode
Under Supervision of
Gina Rowe, PhD, DNP, MPH, FNP-BC, PHCNS-BC, CNE
Second Reader
Deborah Ariosto, PhD, RN-BC, FAMIA
A DNP Project Manuscript

Submitted in Partial Fulfillment of the Requirements for the
Doctor of Nursing Practice Degree

University of Maryland School of Nursing
May 2020



Abstract

Problem and Purpose

Palliative care aims to provide maximum comfort to individuals suffering from life threatening
illness. The chronic pain often seen in this population is multifocal, with physical, emotional, and
psychosocial symptoms. Pain management in palliative care is often challenging due to
medication side effects and frequently affects those with primary cancers as well as non-
malignant terminal illness. Therapeutic music (TM) has been shown to reduce chronic pain in
palliative care patients. Multiple studies and systematic reviews have demonstrated use of TM
leads to significant reductions in chronic pain. The purpose of this doctoral project is to improve
the quality of pain management for palliative care residents suffering from chronic pain by
adding TM to the list of activities available to residents on the palliative care unit.

Methods

This quality improvement project introduced nonpharmacologic pain management by initiating a
TM program in the adult palliative care unit of an 88-bed rehabilitation and nursing home.
Nursing and ancillary staff attended a 20-minute education session on the benefits and efficacy
of TM in the reduction of chronic pain, and four members of the Activities Department were
trained to conduct the TM sessions. The palliative care nurse practitioner identified 10 residents
most likely to benefit from TM and enrolled them in the program. TM sessions were held for 30-
60 minutes twice a week for seven weeks. Residents’ chronic pain scores were assessed before
and after each TM session. Residents were also asked to rank their enjoyment of the intervention
on a 4-point Likert scale after each session. During week four of the program residents requested
an extension of TM sessions and all future sessions were scheduled for 60 minutes. However, all
post session assessments were completed after 30-minutes.

Results

While resident participation increased from 33% to 69% over the seven-week implementation
period, the average weekly participation rate was 50% (n=5). All residents reported a significant
decrease in chronic pain levels (mean 44.3%; p<0.01) after TM sessions and resident enjoyment
scores averaged 3.5 on a 4-point Likert scale.

Conclusion
The implementation of a therapeutic music program improved the quality of pain management
for palliative care residents suffering from chronic pain.



Treating Chronic Pain: Therapeutic Music in Adult Palliative Care

Music effects the way people feel and interact with the world. The earliest known
reference to music in healthcare appeared in 1789 in an article titled Music Physically
Considered in Columbian Magazine (American Music Therapy Association, 2020). Since then
scientist have discovered music induced analgesia is caused by one of two primary mechanisms:
increased dopamine release (Salimpoor et al., 2013) or due to distraction from pain, by pleasant
memory evoked emotions (Garza-Villarreal et al., 2014). Over the last few decades use of music
has been widely studied in relation to chronic pain management. By utilizing the natural effects
of music, chronic pain can be diminished (Garza-Villarrea et al., 2014; Salimpoor, et al., 2013;
Xu, et al., 2018).

Individuals suffering from life-limiting illnesses are vulnerable and often need an array of
specialized services. Palliative care (PC) offers a patient-centered, multidisciplinary approach to
provide physical, emotional, social, and spiritual support. Chronic pain is a significant problem
in palliative care, affecting 85% of patients with primary cancer diagnosis, and 50% of patients
with non-malignant terminal illness (van den Beuken-van Everdingen et al., 2007). Due to the
adverse effects associated with prolonged use of opioids, the Center for Disease Control and
Prevention (CDC) endorsed the use of nonpharmacologic therapy for the treatment of chronic
pain in 2016 (CDC, 2016). In a similar publication, The Joint Commission (TJC) recommended
use of nonpharmacologic treatment modalities to serve as a complementary approach for pain
management and stated these treatments should be offered to patients suffering from acute and
chronic pain (TJC, 2017).

These national initiatives motivated a low income, urban rehabilitation, and long-term

care facility to review its spending on narcotic and non-opioid analgesics. They noted a 12%



increase in pharmaceutical spending for pain relief among their palliative care residents from
September 2017 to September 2018 (S. Hanel, personal communication, October 31, 2018). As a
result, the administration formally identified chronic pain as a treatment focus area for their
palliative care residents. The purpose of this doctoral project is to improve the quality of pain
management for palliative care residents suffering from chronic pain by implementing a
therapeutic music (TM) program in a low income, urban based long-term care facility.
Literature Review

This literature review focused on the evaluation of three areas associated with the
implementation of therapeutic music between 2012-2019: (1) current evidence regarding the
effectiveness of TM to decrease chronic pain in palliative care patients; (2) staff training
requirements and the use of a board-certified music therapist (BC-MT); and (3) use of other non-
pharmacologic interventions in conjunction with TM. The evidence was graded using the 2018
Dang & Dearhold evidence level and quality rating (Dang & Dearhold, 2018). A comprehensive
review of each study can be found in Table 1.

Many studies utilized an experimental or quasi-experimental pre- and posttest design to
depict the effects of therapeutic music as an adjunctive treatment of chronic pain in the palliative
care population. Of the research reviewed, five studies identified a statistically significant
reduction in pain after TM (Arruda et al., 2016; Gallagher et al., 2018; Gutgsell et al., 2013;
Peng et al., 2018; Wood et al., 2019). A systematic review which evaluated three RCTs also
found a significant decrease in pain scores during post meta-analysis after participation in a TM
program (McConnell et al., 2016). The RCTs by Domingo et al. (2015) and Warth et al. (2016)
both revealed a decrease in pain levels, but small sample sizes and insufficient statistical power

led to results that were not statistically significant. Another study utilized a qualitative design



where patients reported feelings of comfort and ease of suffering after listening to music (Peng et
al., 2018). Finally, Coelho and colleagues (2017) performed a systematic review of 10
nonpharmacologic interventions and found the use of TM produced a significant reduction of
pain in three of six quantitative studies where it was utilized.

When assessing staff training requirements, it is important to identify the differences
between music therapy and therapeutic music. Music therapy is a scientific evidence-based tool
by which a board-certified music therapist (MT-BC) establishes a therapeutic relationship with
an individual to accomplish pre-identified goals through music intervention (American Music
Therapy Association, 2020). Therapeutic music on the other hand can be utilized on an
individual or group basis and is intended to alleviate physical, emotional or mental stress through
the use of either live or recorded music (Music for Healing and Transition Program [MHTP],
2018). Five studies utilized a MT-BC during their research (Arruda et al., 2016; Domingo et al.,
2015; Gallagher et al., 2018; Gutgsel et al., 2013; Wood et al., 2019). Additionally, three studies
evaluated by a systematic review used MT-BC (Coelho et al., 2019; McConnell et al., 2016). The
RCT by Peng and colleagues (2018) used live music, and another study (Warth et al., 2015)
utilized a portable music player. Overall, 86% of interventions lead by trained music therapist
yielded statistically significant decreases in chronic pain, while 67% of therapeutic music
sessions led by untrained individuals revealed significant reductions. Thus, while evidence
shows a greater efficacy from an evidence-based, personalized treatment plan developed and
implemented by a board certified music therapist, there remains a high degree of effectiveness
when TM is led by unlicensed personnel or when music is simply enjoyed through passive
listening. There is no identified risk of harm from TM when led by either a MT-BC or a lay

person (Schmid et al., 2018).



A variety of activities including guided imagery, relaxation techniques, singing, or
dancing are often incorporated as supplemental tools used to encourage patient engagement in
therapeutic music (Gallagher et al., 2018; Wood et al., 2019). Three studies used a combination
of guided imagery and TM (Warth et al., 2015; Gutgsell et al., 2013; Wood et al., 2019). Studies
by Peng et al. (2018), Arruda et al. (2016), and five studies in the systematic review by Coelho et
al. (2019) used therapeutic music with no additional interventions. Of these six found a
significant reduction in pain during post intervention analysis (p<0.001).

Overall, evidence suggest therapeutic music is an appropriate adjunct to traditional
pharmacologic pain management for palliative care patients. Therapeutic music can be provided
by either a trained MT-BC or by a layperson, both of which have been shown to significantly
decrease chronic pain levels. In the palliative care population, providing a high quality of life
relies upon adequate management of both physical and psychological pain (McConnell et al.,
2016; Coelho et al., 2019). The use of therapeutic music in palliative care has increased over the
last decade and serves as a successful adjunctive therapy to manage physical and emotional pain
as well as the spiritual needs of this vulnerable population.

Theoretical Framework

The Theory of Chronic Sorrow guided the implementation of this project (Figure 1). This
middle range theory was originally developed to characterize the loss of normality experienced
by parents of mentally disabled children (Olshansky, 1962). However, research conducted by the
Nursing Consortium for Research on Chronic Sorrow in 1991 expanded the theory to include all
individuals who experience sadness or sorrow over an extended period with no predictable end
(Eakes et al., 1991). The three major concepts in this theory include: a significant loss, a feeling

of despair, and triggering or intensifying events (Eakes et al., 1998).



During this project, The Theory of Chronic Sorrow guided the understanding of chronic
pain. Pain in the palliative care community can take the form of physical or emotional despair
(Bauer et al., 2016). The significant loss described by this theory is often realized as a rapid
culmination of multiple losses in this population. Within a relatively short span of time an
individual may suffer an adverse medical event, be diagnosed with chronic or life limiting
illness, placed in a long-term care facility, and face with a total loss of freedom. While any of
these circumstances qualify as a significant loss, the combination of these events over a short
timeframe can lead to a deep and unrelenting despair. This sadness or sorrow often becomes
cyclical, with common triggers surrounding the loss of control derived from the structure of
communal living. Palliative care residents of long-term facilities lose their independence in many
ways; they lose the ability to make daily decisions regarding mealtimes, food choices, and the
freedom to participate in pleasurable activities at their leisure. The insistence of various rules and
strict timetables acts as an external trigger leading to sadness and sorrow, thus causing pain and
despair. Memories of their life serve as a common internal trigger, reminding residents of their
loss of independence, unrealized ambitions or disappointments. Chronic sorrow is characterized
as pain and despair that is pervasive, permanent, sometimes periodic, and progressive in nature
(Peng, Baxter & Lally, 2018). Therapeutic music has been shown to improve quality of life by
decreasing pain, anxiety and despair associated with chronic sorrow (Peng, Baxter & Lally,

2018).



Methods

This quality improvement (QI) project improved pain management by introducing
therapeutic music into the adult palliative care environment. The project was conducted in an 88-
bed long-term care facility located in a low-income urban community. Inclusion criteria for this
project included an active palliative care consult, the ability to verbally respond to the numeric
rating scale (NRS) pain assessment and participation in at least two 30-minute therapeutic music
sessions per week. All palliative care resident charts were reviewed by the PC nurse practitioner
(NP) for complaints of chronic pain, anxiety, grief, depression, psychosocial deficits or need for
cognitive stimulation. After identifying residents with the greatest need for intervention, the PC
NP offered participation in the TM pilot program to residents and their families. If residents or
families were agreeable, a referral was placed in the resident’s chart for the TM program. During
the seven-week pilot phase, therapeutic music sessions were offered on a biweekly basis to ten
PC residents. While other residents and families were allowed to join, data collection was only
completed for patients with an active palliative care consult who met inclusion criteria and had a
referral from the PC NP.

To prepare for implementation of the TM program it was important to educate staff
members on the power of music and the mechanisms associated with its efficacy in decreasing
chronic pain. This process began in mid-September 2019 with the first training sessions for
nursing and support staff (Appendix A, Appendix B). Staff from the Activities Department who
served as project champions received the same training but were also trained to conduct
therapeutic music sessions (Appendix C, Appendix D). A small activity room within the facility

was decorated to create a fun and inviting space to conduct TM sessions. Finally, resident’s



weekly activities schedules were altered to incorporate 30-minute TM sessions every Monday
and Wednesday.

Data collection began after approval from the University of Maryland Institutional
Review Board. The Regional Clinical Services Manager calculated a baseline pain score of 5 on
a 0-10 numeric scale. The calculation was based upon individual assessment of each PC resident
in the facility over the last six months. Individual data was then calculated to establish an
average chronic pain level for palliative care residents in the facility. Individual resident reports
were not shared with the project manager to protect resident privacy and ensure compliance with
the Health Insurance Portability and Accountability Act (HIPAA). Therapeutic music sessions
officially began on October 14, 2019. Individual residents were assigned a number one through
10 by the PC NP, and this number was used to correlate pre and post pain assessments for each
TM session. A resident TM log sheet (Appendix E) was created to document pre and post
session pain scores, activity level during TM sessions and a post session evaluation of resident
enjoyment based on a four-point Likert scale. Chart audits (Appendix F) were conducted weekly
by the project manager with data analysis shared with the facility care team each week. Starting
October 21, 2019 biweekly team meetings were conducted to discuss residents’ response to TM
and address any suggestions or modifications to the program (Figure 2).

Descriptive statistics were used to showcase biweekly resident participation, resident
enjoyment and participation levels based on a variety of behaviors observed by project
champions during each TM session. Pre and post session pain levels were analyzed with a paired

t-test to measure effectiveness of the program.
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Results

Therapeutic music sessions were added to the list of site activities available to residents
on the palliative care unit with a space identified for biweekly session. The majority of residents
participating in the therapeutic music pilot program were female (n = 7 [70%]) with ages ranging
from 53-101 (mean age 77). Sixty percent of participants were African American and 60% were
high school graduates (Table 2). Therapeutic music sessions were held every Monday and
Wednesday for seven weeks. During weeks one through four, sessions lasted an average of 35
minutes. After multiple request from program participants the duration of the sessions was
extended to 60 minutes during weeks four through seven. However, to ensure continuity of
program data, observations of activity level, pain scores and enjoyment levels were assessed
after the first thirty minutes of each extended sessions. After the seven-week pilot phase, data
analysis revealed only 50% of participants (n=5) attended biweekly sessions (range from 33%-
69%). Resident were only counted if they attended both Monday and Wednesday sessions. While
participation results were disappointing in the beginning (33%) they showed a progressive
upward trend from 30% to 69% during weeks four to seven, after sessions were extended from
30 to 60 minutes (Figure 3). Resident engagement varied, with the greatest number of residents
actively listening (average 98.6%). Project champions qualified active listening by expressions
of head nodding, tapping their foot, swaying to the music or other expressions of attention
witnessed during TM sessions. Many residents also engaged in singing (47.4%), seated dancing
(24%), clapping their hands to the rthythm (24%), smiling (58.6%), and laughing (34.7%). No
patients were noted to cry during any TM session.

Levels of chronic pain were assessed using the 0-10 NRS before and after each TM

session. Analysis of pre and post session pain scores showed continual improvement with an
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average weekly decrease of 44.3% (range 33.6% - 51.2%) from baseline. These numbers indicate
a statistically significant reduction in chronic pain (p<0.01) over the seven-week period with a
total pain reduction of 50.3% during the pilot phase of this program (Table 3; Figure 4). In
addition to these beneficial results, residents also reported a high level of enjoyment after
participating in TM sessions. Weekly reports based on a 4-point Likert scale show an average
weekly enjoyment rating of 3.5, with a score of 3 indicating “very much enjoyed” and a rating of
4 indicating “extremely enjoyed” (Figure 5).
Discussion

While therapeutic music has been used as an adjunctive therapy in a variety of settings, it
has been found to be especially effective in decreasing chronic pain within the palliative care
population (Coelho et al., 2017; Gallagher et al., 2018; Peng et al., 2018; Wood et al., 2019).
This quality improvement project adds to the current literature on TM by demonstrating its
effectiveness to decrease chronic pain levels in this population while improving their mood and
adding to their degree of active engagement in life. Though participation in the program was
slow to start, over the course of seven weeks almost 70% of study residents participated in TM
sessions resulting in an average 44.3% reduction in chronic pain based on pre and post
intervention pain assessments. While there is no data regarding the length of time pain levels
remained low, there is no doubt TM decreases chronic pain. These finding mimic current
literature where multiple studies (Gutsell et al., 2013; Peng et al., 2018; McConnell, Scott &
Porter, 2016; Wood et al., 2018), including a systematic review of 10 nonpharmacologic
interventions targeted at decreasing chronic pain and providing comfort in palliative care
identified therapeutic music to be the most widely used and most efficacious form of

nonpharmacologic therapy (Coelho et al., 2017).
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This project was developed with a well thought out design based on previous academic
research. However, several limitations were observed during implementation and should be
considered. First, participants were selected by the palliative care nurse practitioner, which
possess a risk for personal bias threating the validity of the findings. Second, the small sample
size (n=10), as well as the internal bias associated with self-reported pain level, and the limited
seven-week assessment period poses additional threats to the internal validity. To limit the
internal bias of self-reported pain, a poster of the numeric rating scale for pain was displayed in
the room during TM sessions and each resident was reminded of the scale parameters during
their pre and post session pain assessment. Finally, it is possible that frequent visits by the
project leader and increased interaction with peers gathered for the TM sessions may have had a
positive effect on the mood of participants, therefore changing their perception of pain.
Conclusion

The results of this quality improvement project add to the body of existing knowledge
and provided further evidence of the efficacy of therapeutic music for the treatment of chronic
pain. This project set out to implement a therapeutic music program to decrease chronic pain
levels of palliative care residents in one specific long-term care facility. While encouraging
residents to participate in therapeutic music twice a week was initially challenging, over the last
three weeks of the implementation period, participation rose consistently, increasing the
likelihood of program sustainability. The effectiveness of therapeutic music was exemplified by
the stark decrease in chronic pain reported by residents participating in this program (range
36.6%-51.2%). While the overall goal of decreasing chronic pain in the palliative care population
of this facility was accomplished, a more thorough assessment should be conducted. To fully

investigate the long-term effectiveness of therapeutic music, the frequency, type, and dosage of
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pharmacologic pain interventions should be monitored with trends calculated and compared to
routine participation in the TM program. Sustainability and growth of this program would be
further enhanced by the purchase of individual music players, allowing residents to individually
download their favorite songs or background music depending on preference of genera and style.
While group sessions can still be conducted, the acquisition of individual music players would
allow residents to listen to music at their leisure and increase the frequency of music listening
and overall enjoyment of the intervention. Future projects should include a more thorough
assessment of the effects of therapeutic music and the exploration of other types of
nonpharmacologic interventions. Growth of the elderly population in the United States and
around the world mixed with the ever-increasing devastation created by the opioid crisis create
an urgent need for nonpharmacologic pain interventions. Continued research should center
around low-cost interventions including music, exercise, meditation, and aroma therapy. The
isolation of research in these low-cost intervention areas will ensure availability of pain relief to

people of all socioeconomic levels.
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Tables
Table 1
Evidence Review
Author, Study Design Sample (N) Outcomes studied | Results Level®
year objective/intervention (how measured) and
or exposures Quality
compared Rating
Study1 To evaluate the effect | Randomized N=75 Primary outcome: Wilcoxon test used for bivariate IA
Arruda, of passive listening to | Controlled Trial Convenience Sample Pain evaluation analysis (p<0.5 = significant with
Garcia & music and poetry on conducted using 95% confidence level)
Garcia the variation in pain, A series of five Random assignment VAS of zero — ten
(2016) depression and hope three-day studies into intervention groups MT significantly decreased pain
scores in palliative were conducted of Secondary (p<.001) between pre and post
care patients over period of three outcome: analysis of music intervention
months depression group
evaluated on BDI
scale of 0-3 and Music significantly decreased pain
HHS using values compared to control group (p<.001)
of 0-4 on twelve
items
Study 2 To evaluate the Prospective non- N=68 Symptoms Chi-Square or Fisher exact test was | 1IB
Domingo, et | effective of music randomized control Convenience Sample including pain, used for data analysis with
al. (2015) therapy on physical trial (Quasi- asthenia, SOB, significance level set at 0.5
and emotional experimental) Non-randomized dysphagia, nausea,
symptoms, as well as assignment of constipation, MT led to a significant
overall well-being in A series of four consecutive patients anxiety, depression | improvement in overall well-being
advanced cancer seven-day trials admitted to a single and insomnia were | (P=.001), anxiety and depression
patients admitted to a conducted due to palliative care unit from | measured on a 0-3 (P=.001) as well as a decrease in
palliative care unit frequency of patient | 2011-2012 non-standardized total pain and asthenia (P=.011)
discharge and death Likert scale
Although not significant, decreased
levels of pain were noted (p=.191)
Study 3 To understand the Non-Experimental N=293 Patients reported Paired #-test was used for data I11B
Gallagher, impact of MT sessions; | Retrospective Convenience Sample pre and post analysis
Lagman, & | identify common MT Analysis assessments of
Rybicki goals and interventions Data gathered from a pain, depression, Music therapy significantly
(2018) as assess their effects retrospective chart anxiety and SOB on | decreased pain (p<.001)
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Author, Study Design Sample (N) Outcomes studied | Results Level®
year objective/intervention (how measured) and
or exposures Quality
compared Rating
on pain, depression, review over a 12-year a 0-10 point scale; with a further significant reduction
anxiety, SOB, mood period from September | mood was rated on | if pain was identified as a goal of
and behavior in 2000 to May 2012 a 0-4 point RHSFA | therapy (p<.05)
palliative care patients tool and behavioral
variables were
scored on a 0-3
point scale by the
music therapist
Study 4 To determine the Randomized N=200 Outcomes included | Independent sample ¢-fest was used | A
Gutgsell et efficacy of a single Controlled Trial Group assignments Primary: Pre and for data analysis
al. (2013) music therapy session completed by post assessment
to reduce pain in randomization software | patient reported There was a significant decrease in
palliative care patients pain scale using NRS pain scores seen in the MT
NRS group with difference in means -1.4
(95% CI); p<.001
Secondary: Pre and
post assessment Mean changes in FLACC did not
based on FLACC differ between study groups with
and FPS performed | difference in means -0.3 (95%CI);
by a CNS p>0.5
Mean change in FPS was
significantly greater in the MT
group with difference in means -0.5
(95% CI); p<.001
Study 5 To evaluation the Mixed quantitative N=46 Outcomes included | Paired t-test was used for data 1B
Peng, effect of adding music | and qualitative pre- Convenience Sample pre and post analysis
Baxter, & to standard care for experimental assessment using a
Lally (2018) | patients receiving Patient volunteers were | modified ESAS There was a significant difference

hospice or palliative
care consults

recruited for a two-
month period from June
to July 2017

Component of
interest from the
ESAS was pain
assessment

in pre and post intervention scores
for pain t (42) =5.33, P<.001

Of the 33 patients included in the
opioid analysis, only 19 had stays
significant to calculate 24-hour
periods pre and post intervention
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Author, Study Design Sample (N) Outcomes studied | Results Level®
year objective/intervention (how measured) and
or exposures Quality
compared Rating
Opioid use was
measured 24 hours | There was an overall decrease in the
before and after the | opioid use that was trending toward
intervention significance t (32) = 1.20, P=.10
Study 6 To provide an Randomized Control | N=84 Outcomes included | Data analysis of pain scores was IA
Warth, evidence-based Trial Convenience Sample Primary: self- calculated with ANCOVA using
KeBler, evaluation of music reported relaxation, | pre-intervention scores as the
Hillecke & therapy’s Group assignments well-being and pain | covariate and the post interventions
Bardenheuer | psychological and completed by scores based on scores as the dependent variable.
(2015) physiological effects computerized block VAS of 0-10
on palliative care randomization The post-intervention pain scores
patients Secondary: Heart decreased from the pre-intervention
rate variability levels the difference was not found
measured by to be significant (p=0.53)
NBVPS and health
related quality of
life score measured
by the EORTC
QLQ-C15-PAL
Study 7 To assess the Systematic Review Three randomized 1) Are music Data analysis was performed witha | IA
McConnell, | effectiveness of music control trials (total therapy and Z test for single variance
Scott & therapy verses n=243) were included standard care more
Porter standard care alone or in the analysis effective than The addition of music therapy was
(2016) standard care in standard care alone | found to have a significant decrease

combination with other
therapies for
improving
psychological,
physiological and
social outcomes
among adult palliative
care patients

or standard care
combined with
other therapies?

2) Are different
types of music
therapies
(improvisation,
music listening and
lyric writing) more
effective?

in self-reported pain scores
(SMD = -.42, 95% CI = -0.68,
p=.001)
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Author, Study Design Sample (N) Outcomes studied | Results Level®
year objective/intervention (how measured) and
or exposures Quality
compared Rating
Study 8 To evaluate the effect | Non- experimental N= 57 patients and 17 | 1) Reason for 1) 45% of referrals were made for a | I1IB
Wood etal. | of MT on symptom quality improvement | providers for provider referral — constellation of symptoms, 33% for
2019 management and project secondary analysis measured by post anxiety, 7% for grief, 7% for
coping skills of PC project provider psychosocial support and 7% for
patients with a Convenience sample surveys delirium or agitation.
secondary analysis to
evaluate provider 2) Patient pain and | 2) Mean patient pain levels
perceptions of patient anxiety levels — decreased from 5 to 2 on a 0-10
outcomes from MT measured before NRS. Mean patient anxiety levels
sessions and after each MT decreased from 7 to 3 on a 0-10
session NRS
3) Effectiveness of | 3) 100% of patients rated MT as
MT sessions — Post | either somewhat or very effective
session patient for stress and pain relief, relaxation,
surveys spiritual and emotional support, and
general feelings of wellbeing.
4) Percentage of
patient providers 4) 10 of 17 providers reported MT
believe might added value as a holistic service to
benefit from MT — | at least 50% of their patient
based on post population.
project Likert scale
Study 9 To examine and map Systematic Review N=18 1) Most frequently 1) The most frequently used non- IA
Coelho et al. | the non-pharmacologic 18 studies reviewed the | utilized non- pharmacologic intervention was
(2017) interventions use of 10 non- pharmacologic MT (60%), with message therapy
implemented pharmacological interventions to coming in second at 40%.

and evaluated to
provide comfort in
palliative care

interventions conducted
from 1998-2015

increase comfort in
the PC population.

2) Factors
influencing level of
comfort in the PC
population

2) The review identified five
primary factors that influence the
level of comfort for PC patients
(pain, suffering, fatigue, depression,
and anxiety)

3) Barriers to non-pharmacologic
interventions were identified as:
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Author, Study Design Sample (N) Outcomes studied | Results Level®
year objective/intervention (how measured) and
or exposures Quality
compared Rating

3) Barriers to
implementation of
non-pharmacologic
interventions to
increase comfort in
PC patients.

1. Lack of scientific evident on
their effectiveness

2. Need to hire external
professionals with specific
training to conduct
intervention

3. Financial cost to the
institution

Note: PC= palliative care; MT = music therapy; ESAS=Edmonton Symptom assessment scale; RSFS= Rogers Happy/Sad Faces
assessment; VAS=visual acuity scale; NBVPS=Nexus blood volume pulse sensor; BDI=Beck Depression Inventory; HHS = Herth

Hope Scale; NRS=numeric rating scale; FLACC= Face, Legs, Activity, Cry, Consolability Scale; CNS= clinical nurse specialist.

aStudy evidence and quality level based on Dang, D., & Dearhold, S.L. (2018). Evidence Level and Quality Guide. In D. Dang & S.L.
Dearhold, John Hopkins nursing evidence-based practice: Model and guidelines (pp.277-279). Indianapolis: Sigma Theta Tau
International Honor Society of Nursing.




Table 2

Resident Demographics
n % Range Mean (SD)
Gender
Male 3 30%
Female 7 70%
Age 10 53-101 77 (14.2)
50-70 3
71-90 5
>91 2
Ethnicity
White 3 30%
African American 6 60%
Other 1 10%
Education Level
< High School 2 20%
High School Graduate 6 60%

>College 2 20%




Table 3

Pre and Post Therapeutic Music Chronic Pain Assessment

Week Average Pre-TM Pain Average Post-TM Pain % of Pain
Number Scores Scores Reduction
1 4.29 1.57 36.6%
2 3.36 1.72 51.2%
3 4.22 1.89 44.8%
4 3.89 1.90 48.7%
5 4.05 1.89 46.7%
6 4.11 1.82 44.3%

7 4.42 1.68 38.0%
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Figure 1. Theoretical Model of Chronic Sorrow taken from Eakes, G. G., Burke, M. L., &
Hainsworth, M. A. (1998, November 02). Middle-range theory of chronic sorrow. Journal of
Nursing Scholarship, 30(2), 179-184.



Implementation

26

IRB Approval
Music Room set up/ Bulletin Board created
Coordination with Activity's Director

*  Mursing and Ancillary Staff Education
Education * Activities Staff Training

Y. Week 1-7

Project +  Weekly data collection/ analysis
Implementation + Biweekly staff compliance audit
* Biweekly Team Huddles

S

Evaluation/Data |* Week8-10
p Analysis * Statistical Analysis and descriptive
statistics complete

+  Spring 2020
+ March 2020 Present findings to DNP
project site

Dissemination

PA- April 15, 2020

+ National Association of Activities
Professionals (NAAP) Conference,
Reno, NV- April 20-24, 2020

+  UMB SON Poster Presentations May
13, 2020

Figure 2. Diagram of Implementation Plan for Therapeutic Music in Adult Palliative Care an
adjunctive treatment for chronic pain.
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Figure 3. Summary of biweekly resident participation in TM Sessions with
trend line showing progressive increase in overall participation.
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Pain Assessments before and after TM
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Figure 4. Weekly Pre and Post Intervention Pain Assessment
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Figure 5. Weekly resident satisfaction scores with a goal of 3.5 out of 4.0 on a Likert scale
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Appendix A

Lesson Plan: Instructional Lesson Plan for Nursing and Administrative Staff Members

Course: Patient Enrichment through Therapeutic Music for Palliative Care Residents Date: August 27- September 15, 2019

Topic: Therapeutic Music

Instructor: Julie P. Goode, RN, BSN, CCRN

Goal: By the end of this class, facility nursing and administrative staff members will understand the origins of music therapy and how its use
can improve the overall health and wellbeing of their residents.

Total Time for Class: 30 minutes

Objectives Content Outline Instructional Time Spent Method of

Upon completion of this class, Method Evaluation

students will:

1. recognize various definitions [. Systematic process of interventions Lecture S minutes Group discussion

of music therapy; A. Music Therapist and question answer
B. Client session

C. Force of change
I1. Use of music
A. Individuals or groups
B. Enhancement of personal attributes
1. Communication
2. Learning or expression
3. Enjoyment

2. recall the history associated [. Ancient History Lecture 5 minutes Group discussion
with music therapy; A. Greeks and question answer
1. Healing session
a. flutes
b. lyres

c. zitters



3. recognize the power of

music;

2. Digestion aids
3. Sleep aids
B. Egyptians
1. healing incantations
2. enhance wellness
3. prevent disease
C. Columbian magazine article

II. Modern day music therapy

A. 1950 National Association of Music Therapist
B. 1998 American Music Therapy Association

1. Physiologic alterations Lecture

A. Increased heart rate

B. Increased respiratory depth

C. Increased muscle tension

D. Hormonal alterations
1. Adrenalin production increases
2. Cortisol production increases
3. Adrenocorticotropic hormone production

increases

E. Neurochemical release
1. Dopamine level increases
2. Oxytocin level increases

I1. Brain response

A. Auditory cortex
B. Visual cortex
C. Motor cortex
D. Sensory cortex
E. Parietal lobe

F. Frontal lobe

G. Cerebellum

I11. Total body response

A. Music and breathing

31

10 minutes

Group discussion
and question answer
session
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B. Music and blood pressure

C. Music and muscle coordination
4. apply the principles of music | D. Music and temperature
therapy to palliative care

patients within the facility; and [. Use in the clinical setting Lecture 10 minutes Group discussion
A. Promote wellness and question answer
B. Manage stress session

C. Alleviate pain
D. Express feelings
E. Enhance memory
F. Improve communication
G. Promote physical rehabilitation
H. Enhance socialization

I1. Goals of music therapy
A. Decrease pain level
B. Maintain/develop physical skills
C. Enhance non-verbal communication
D. Improve mood
E. Release tension
F. Express feelings
G. Improve social interaction
H. Improve self esteem

I11. Intervention techniques
A. Singing
B. Playing instruments
C. Rhythm/ tempo
D. Composing/songwriting
E. Imagery
F. Passive listening

5. set up music therapy for I. Sign-up sheets Lecture 1 minute Group discussion
palliative care residents within [II. Location and question answer
the facility. session
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PowerPoint Presentation: Nursing and Administrative Staff Members

Therapeutic Music

MNursing StaffCnentaton

[Goskoral Frajeot By Jule & Goods|
JIJ'E-,I. >
FFPeap. o

Outline

= An intreduction to Therapeutic Music

= History of Music Therapy

= How is T used in the clinicalsetting?
= Intervention Technigues' Goals of Therapeutic Music E
= Therole of Therapeutic Mwsic: Emotion’ Palliative Care/

“  Dementia A
& = Why Therapeutic Music?

v

r -

| el i .

Introduction to Music Therapy(TM)

= MT is a systematic process of interventions were a therapist
aids the client in achieving health using musical experiencess 8
dynamicforce of change

= Musictherapy is the use of musicand its elements with &
patient or a group of pecple in a process designated to make
communication, learning or expression easierand also to
promote it.
v

= Music Therapyis the elinical and evidence-based use of o
music interventions fo accomplish individualized goals

B

History of Therapeutic Music

Egyptians
* Used musical
incantations for healing =

Greeks
Uszed flutes, yres and

zitters to heal patients e
* Vibration to aid in - ! the sick
. digestion —— * Used music to enhance
e
* Soothing soundste o~ . \WElnEssand prevent
+  treat mental diseases '
disturbances and
induce sleep - .
| FF¥esp. o

The earliest known reference
to musictherapy appeared in
1789: an article in Celumbian
Magazine titled Music

' Physically Considered. The
i / first recorded musictherapy
B/ intervention& systematic
= experiments inmusictherapy
were conducted in the 1800s.

-
- T - -

/--Il ' - — .
Concert at Blackwell's Island/Dr. Corning
Ll R B i - =l

-
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History of Modern Day Music Therapy

= 1850: The Mational
Association of Music
Therapist (NAMT ) was
founded

= 1998: The name was
changed to AmericanMusic
Therapy Association




The Power of Music

Biological Basis for experiencesassociated with music
= HR increases, bresthing despens and muscle tensions inoreases ¥ 1
= Human body falls intesynchronism with a rhythmic phenomenon ] -

. = Hormones

H + Advendine, oxsd avd ACTH produsiion incressse 1

. = Meurochemims| Relesse

» Depmrnine and Oxylocn levels inoresse

|

Fy P o

The Brains Response to Music

—

Hearing Music
= Stimulates the sudion coresx
= Core: Pilch amd wolume
- Sumounding: Timbne, malody and Fythm
Imagining Music
- Auditory cortex tos lesser sxient
- Inferior frontal gymus {retisving
. memories)

- Dorsolateral frontal cories (working
memeony

|

s e

F¥

34

The Bodies Response to Music

- MUSIC AND BREATHING: An average low, deep breathe
helps calm and control emotions and build a better body
metabolism

- MUSIC AND BLOOD PRESSURE: Freguency, time, volume
and slow rhythms oreate less tension and stress, keeping the
body calm and relaxed

i = MUSIC AND MUSCLE COORDINATION: the tone and the
flexibility of the muscular system are powerfully influenced by
. tone, sound and vibration of music
- MUSIC AND TEMPERATURE: High or noisy musiccan elevate
body temperature whilesoft musiccan decrease it

| il - iw. .

How is TM used in the clinical setting?

- Promote wellness
= Manage stress
= Alleviate pain
= Express feelings
.- * Enhance memony

" . Improve communication

* - Promote physical rehabilitation
= Enhance/improve socialization

|

Fr -

The Brains Response to Music

= Playing Music

= Auditory Cortex (feedbadk systemn)

= Wisual Cortex (reading a score of music)

= Parietal Lobe {computation of finger position)
.- = Motor Cortex
" . Sensory Cortex
* - Frontal lobe

= Cerebellum

Goals of Therapeutic Music

- Deorease pain

= Maintain/develop physical skills

= Enhance nen-verbal communi cation

= Bring about positive changes in mood
.. = Releasetension
" . Express feelings
* - Improve social interaction

- Improve self esteem

|

- & T —




= Coping mechanism
= Pain management
= Reduction of amdiety

= Enhancerelationships

= Provides a means of self-expression

- Enhances feeling of support and validation
= Provides interadtion in & non-patient way

= Feelings of choice:and control

= Environment becomes mare plessant

= Assist with grieving process.
-

Intervention Technigues

= Singing

= Playing

= Rhythmv Tempo

= Composing! Songwriting
» Imagery

= Passive Listening

Therapeutic Music and Palliative Care

Music and Emotion

\ Depression
= Musiclistening reduces the effects of
depressive symptoms

= The effects of musictherapy on

depression can be compared to the
effects of psychotherapy

=Dv. Lowitn

Drectony of o Deapartrrars of
I\hﬂdmaﬂ:ﬂl Wrivaskyin

- AL e 2 i T miatmtas WY 1015 M.

Music Therapy: A New Perspective

https:/Aout. be'sPRolkeHj
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Appendix C

Lesson Plan: Activities Department Therapeutic Music Protocol

Course: Activities Department Therapeutic Music Protocol Date: September 4 and September 11, 2019
Topic: Therapeutic Music

Instructor: Julie P. Goode, RN, BSN, CCRN

Goal: By the end of this class, the activities staff will orchestrate the implementation of a music therapy program for their palliative care

patients.
Total Time for Class: 20 minutes
Objectives Content Outline Instructional Time Spent Method of
Upon completion of this class, Method Evaluation
students will:
1. describe the protocol for 1. Resident transport Lecture 10 minutes Group discussion
implementation of a therapeutic|  A. Wheelchair and question answer
music session; and B. Portable recliner session
II. Pre-MT Evaluation
A. NRS evaluation of pain
B. Documentation on resident log
III. Equipment
A. MT USB drive
1. File folder with MT session date
2. MPEG music files
2. analyze resident response to . During MT session Lecture 10 minutes Group discussion
therapeutic music session. A. Assess response and engagement with music and question answer
B. Encourage participation session
1. Sing
2. Dance

3. Clap hands
B. Document participation on resident log



II. After each MT session

A. Assess change in mood using Likert scale
B. Assess enjoyment using Likert scale
C. Assess current pain level using NRS

37
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Appendix D

PowerPoint Presentation: Activities Staff MT Protocol

Activities Staff
Therapeutic Music (TM)
Protocol

- . - -l
» o =
-~ - — -

Resident Movement

- -
/j Fre-identified pallistive care 4l

residents from 1 Southand2 5 , f f"

Morth will be moved by nursing

staff to the MusicRoom on > l{‘ *
Tuesdays and Thursdays at
3:00pm for Therapeutic Mwsic |
= H

/-- *“E.‘I@

e

Therapeutic Music Equipment

= Activities staff will utilize 'SB drive provided by project manager
; and play 30 minutes of pre-selected musicduring each session.
= USB Drive has file folders labeled to comespond with the dates | r 1
of each TM session. The comect play list will be selected and
played by activities staff

Activities Staff Assessment

= During TM Session:
- Azsess residents response and engagement with selecied music.
= Encourage residents o sing, dance, clap hands or otherwiseenjoy the |
therapeutic music session.
Down:nﬂzaglmﬁge‘n;ﬁ%mm by checking the appropriae
3, - After each TM session
- Asssss esch residents enjoymentof the TM s2ssion wsing the provided
. Likert scale.
. F{esl;s&seadl residents pain level using the 0-10 numenc rafing
scale.

| R

FF.ayp.

Pre-TM Evaluation

= Activities staff will evaluste and document pain levels using the
; numericrating scale {MRS) for each resident prior to beginning
T

= Pre-TM pain levelwillbe documented on residents individusl Fl
weekly TM log =
- = Resident TM Log will contsinno personal
identifiers.
- Residents will be identified by number
comesponding to the sign up sheet

| el - S iw

Following Therapeutic Music Sessions

= Eachresident will be returned to their reom or nursing floor by
; nursing staff from their assigned arga, .




Summary of Protocol
Therapeutic Music_ Sessions

F're-ldmtﬁedtg ligtive: careresidents from 1 South and 2 Morih will
Musicroomen Tuesdays and Thursdays at 3:00pm

for Therapeutic Music{ TV, Sessions

= Activities staff will evaluste eschresidents pﬂ_LTM pain level and
documenton theresidents weekly Thilogshest

- Ar:tlvrlE staff will play prerecorded musi c*fmmthETM USB drive
provided by the project orchestrator for 20 minutes.

o e e I P
¥ resident weekly Ing sh:
- spfgﬁdenfswillbemlmﬂ:lmﬂ'ﬂmmgred nursing unit by nursing

| il fe i e

IFI
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Appendix E

Resident Therapeutic Music Log

Patients Number: Week:

40

TASK MONDAY | TUESDAY | WEDNESDAY | THURSDAY | FRIDAY | SATURDAY | SUNDAY

PRE-TMFAIN
LEVEL {1-10}

ACTIVE
| LISTENING

CLAPPING
HANDS

SINGING
DAMCING
SMILING

LAUGHING

| cRYiNG
POST-TM PAIN
LEVEL {1-10}

| EMJOYMENT OF
B ACTIVITY

| W " T FF b - .

PATIENT EXPERIENCE SCORING SYSTEM

RESIDENT ENJOYMENT
' LIKERT SCALE , ’e
_ —
.‘. ‘ &~ #
0 =DID NOT ENJOY
1 = SLIGHTLY ENJOYED SESSION
7, 2=MODERATLY ENJOYED SESSION
_ 3=VERY MUCH ENJOYED SESSION
| 4=EXTREMELY ENJOYED THE SESSION

» .*t £= #. &

-—
;’;"-

=

: =

»

-

t._h_._-




Appendix F
Therapeutic Music Resident Chart Audit Tool
Therapeutic Music Chart Audit Tool

Week Number:

41

Number of patients signed up for TM

Number of patients who received two session of TM

Number of patients who received one session of TM

Number of patients actively listening

Number of patients clapping hands

Number of patients singing

Number of patients dancing

Number of patients smiling

Number of patients laughing

Number of patients crying

Average pain level Pre-TM

Average pain level Post-TM

Average resident enjoyment level

Note: TM= Therapeutic Music
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