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ABSTRACT 

The Relationship Between Music Therapists’ Spiritual Beliefs and Clinical Practice 

Roberta Stewart Kagin 

Doctor of Philosophy 

Temple University, 2010 

Doctoral Advisory Committee Chair: Cheryl Dileo 

This study examined the relationship between music therapists‟ spiritual beliefs 

and their clinical practices.  A survey was sent to 4243 members of the Certification 

Board for Music Therapy, using an electronic program, SurveyMonkey.  There was a 

return rate of 32%.  The survey contained two parts; Part I was the Music Therapy 

Questionnaire, and Part II was the Spiritual Involvement and Beliefs Scale (SIBS).  Data 

were analyzed using a combination of Kruskal-Wallis Anova, Mann-Whitney U, and 

Spearman Rho correlation tests to analyze both the relationships as well as significant 

variations in responses between the survey questions and the SIBS scores.  Research 

questions focused on the relationships between the music therapists‟ spirituality scores 

(SIBS) and their demographics, their reported spiritual beliefs and practices, and their 

clinical practices. 

Statistical analyses revealed significant differences in the relationship between 

SIBS scores and gender, age, and years of professional experience; however, there were 

no significant differences between SIBS scores and education level, regions of AMTA, or 

client populations served.  Significant correlations were found between SIBS scores and 

music therapists‟ personal appraisal of their own spirituality, their use of music as a 
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spiritual experience, the use of music in their own personal practice, and their belief in 

the importance of some type of contemplative experience in their own personal lives. 

Further statistical analyses also revealed significant correlations between music 

therapists‟ SIBS scores and the following clinical practices: 1) the role of spirituality as a 

sustaining force in their music therapy career, 2) their spiritual ideals as exemplified in 

their work, 3) attention to their own spirituality in their role as a music therapist, 4) their 

spiritual growth as a music therapist, 5) the classifying of their work as a spiritual 

endeavor, 6) their choice of music therapy as a profession.  Additional positive 

correlations were found between music therapists‟ SIBS scores and the reported influence 

of spirituality on their choice of population, their comfort in addressing clients‟ spiritual 

needs when they are similar to their own, and their comfort in addressing clients‟ spiritual 

needs when they are different from their own. 
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CHAPTER ONE 

INTRODUCTION 

The field of music therapy has its origin in the foundation that “music is human 

behavior” (Gaston, 1968, p.7).  Over the past four decades, however, music therapy 

research, both quantitative and qualitative, has embraced more diverse psychological 

schools of thought and music therapy practices (Sears, 2007), including behavior 

modification, Gestalt Therapy, Reality Therapy, Guided Imagery and Music, Creative 

Music Therapy, and others. 

At the same time, however, the topic of spirituality in music therapy has lagged 

behind other clinical and research topics.  Issues such as spirituality and related topics of 

quality of life and meaning, largely due to their subjective nature, have not received 

adequate attention within the music therapy community (Kenny, 1996). 

This study explores the topic of spirituality as it relates to music therapists and 

their clinical practice, with the implicit knowledge that music therapy and music 

therapists are uniquely dependent on the medium of music as the cornerstone of their 

endeavors. 

Research that examines the spiritual beliefs of music therapists and how these 

relate to their clinical practices must be mindful of the obvious, that the medium used in 

music therapy is music.  Music itself may be viewed as spiritual, as it expresses beauty 

and has been called the voice of the divine (Warja, 1994). 
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There are limitations in attempting to scientifically compartmentalize both 

spirituality, a term which often is inclusive of religious beliefs, and music.  The focus of 

the current study is not on the limitations inherent in institutionalized religions, but on a 

broader, more comprehensive concept of spirituality.  Furthermore, this study will focus 

not on the music itself, but rather on the reported spiritual beliefs of music therapists and 

ways they consciously include or exclude spirituality in their clinical practice. 

The complexities involved in this research need to be addressed.  Of all human 

experiences, the phenomenon variously defined as “spirit,” “spirituality,” “soul,” etc. 

(depending on the cultures and religions of the persons defining the phenomenon), is 

among the most ambiguous and difficult to define.  Some would consider a spiritual 

experience to be viewing a sunset or the Grand Canyon or a rush of excitement 

experienced from watching a Super Bowl win; whereas, others refer to it as inner peace, 

connectedness, meaning in life, transcendence, higher power, karma, or God (Koenig, 

2007).  Still others may equate the practice of religion with spirituality.  For some, 

spirituality may be present without religion, or religion may exist without spirituality, 

although this is a topic of disagreement even among nonbelievers. 

Fundamentalists, for example Christian creationists, assume a literal interpretation 

of the Bible and believe that all of the human species have descended from Adam and 

Eve, that humans co-existed with the dinosaurs, and that the world is a mere 6,000 years 

old.  Accepting these beliefs is a condition necessary to their spirituality. 

On the other extreme of fundamentalism are the emerging quantum physics 

theories of superstrings, hidden dimensions, and other esoteric discoveries (Greene, 
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2003).  In the quest for the “Ultimate Theory” of the universe, these scientists look for 

laws that govern the universe from the farthest reaches of the cosmos down to the 

smallest speck of matter, and also seek unifying laws based on the central discoveries in 

physics. 

The bulk of the population may be somewhere in the middle of the extremes of 

fundamentalism and quantum physics.  In a recent study of young people ages 12-25, 

representing 17 different countries, it was found that 93% of youth think there is a 

spiritual dimension to life (Roehikepartain, Benson, Scales, Kimball, & King, 2008).  The 

three most commonly expressed ways in which this is understood among young people 

surveyed were through a belief that there is a purpose to life, belief in God, or being true 

to one‟s inner self. 

The percentage of Americans who profess a belief in God or a higher power is 

95%, and this percentage has not dropped below 90% over the past 50 years (Miller & 

Thoresen, 2003).  Based on the high degree of religious involvement in the United States, 

it is understandable that there would be a great interest in this topic (Musick, Traphagen, 

Koenig, & Larson, 2000).  Books, periodicals, newspapers and magazines articles have 

brought an awareness of the relationship between health and religion/spirituality to the 

general public (Chatters, 2000). 

This research study begins with the a priori assumption that there is a spiritual 

component to life and that beliefs and practices, whether literally true or not necessarily 

true but believed to be true, can be studied through quantitative measurements. 
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Religion and Spirituality in Healthcare 

The link between religion, spirituality, and health care has been of interest for 

over 100 years in the health, social, and behavioral sciences.  Current scientific research 

has focused on understanding this relationship, especially in areas in which the health of 

the individual or population is compromised by illness.  

During the past 15 years, there has been an explosion in research related to 

religion/spirituality and health (Hall, Koenig, & Meador, 2004), with over 1,200 

scientific publications, as well as articles in the popular press.  A current article on the 

biology of belief (Kluger, 2009) is represented on the cover of a special Mind and Body 

issue of Time entitled “How Faith Can Heal.”  In spite of the continuing disagreements 

between science and religion, the two are basically in agreement: spirituality may be 

good for one‟s health.  Additionally, positive impacts of religion and spirituality on 

health, including permanent changes in the brain, are being identified through scientific 

research. 

Definitions of Spirituality 

Terms used in Healthcare 

There is a lack of conceptual clarity and no general consensus regarding a precise 

definition for spirituality in the literature, and this factor makes it difficult to research 

spirituality in a scientific manner. 

In order to understand the relationship between religion, spirituality and health, it 

is necessary both to define these terms and also to recognize that there are many terms 

that seem to be related or complementary, but also may be in opposition to each other.  
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These terms include, but are not limited to, “spirituality,” “religion,”  “faith,”  “meaning,” 

and “hope.”  In definitions of spirituality in the healthcare literature, words such as 

“supernatural,” “sacred,” “divine,” “moral codes,” “transcendence,” “search for 

meaning,” “purpose,” “worth,” “connectedness,” and “ritual” frequently appear. 

In healthcare settings, when physicians use the term, spirituality, they are almost 

always associating this with beliefs and practices as they relate to communities and 

traditions (Curlin, Roach, Gorawara-Bhat, Lantos, & Chin, 2005). 

Transcendence.  Spirituality may be referred to as a transcendent meaning in life; 

this may be interpreted as a relationship with God but can also refer to “nature, art, 

music, family, or community, whatever beliefs and values give a person a sense of 

meaning and purpose in life” (Puchalski & Romer, 2000, p. 129). 

Spiritual transcendence may represent an individual‟s ability to step outside of 

him or herself so as to see life from a larger perspective rather than limiting life to an 

immediate sense of time and space.  Through this transcendent perspective, the person is 

able to see the fundamental unity which underlies the various strivings of nature.  This 

spiritual transcendence provides persons with a larger plan and meaning to life, which 

goes beyond mortal existence (Piedmont, 2004a). 

Human Nature.  Spirituality may also be understood as a reflection of human 

nature.  For example, through his personal journey of documenting his dreams and 

dreams of his patients, Jung studied and validated archetypes in comparative religion and 

mythology, and focused on demonstrating that the spiritual dimension was the essence of 

human nature (Brome, 1978). 
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Religion versus Spirituality.  Although often used interchangeably, there is a 

distinction that is generally made between religion and spirituality.  It is estimated that 

there are 4,200 world religions.  The Concise Oxford Dictionary defines religion as “the 

belief in a superhuman controlling power, especially in a personal God or gods entitled to 

obedience and worship.”  This broad definition encompasses many beliefs and traditions 

(Pollock, 2008).  At the end of the 20
th

 century, spirituality, which had long been 

considered an integral part of religion, was seen as a separate quest (Jones, 2005). 

The terms “religion” and “spirituality” may frequently overlap in the medical 

literature (Curlin, Chin, Sellergren, Roach, & Lantos, 2006), and thus some researchers 

have chosen to not define the terms as distinct concepts, but rather present them together 

as one variable, allowing individuals to apply their own working definitions.  

In other literature, distinctions are made between spirituality and religion.  For 

example, the Hospice and Palliative Nursing Association (HPNA) defines religion as “a 

group of beliefs, a belief system, or a faith tradition concerning the supernatural, sacred, 

or divine and the moral codes, practices, values, institutions, and rituals associated with 

such belief.”  Spirituality is defined as “that which gives a person meaning, value, 

purpose, and worth in life” (HPNA, 2007, p. 16). 

Multidimensional Definitions.  A definition of spirituality that is holistic in 

nature is as follows: “spirituality is the essence of one‟s inner being and refers to the life 

within heart, mind and soul.  It is through these internal, invisible lenses that one gains 

perspective of one‟s true nature and one‟s ultimate reasons for living” (Magill, 2005, p. 

4).  Other definitions include the words “process” and “search for significance” related to 

the sacred.  These definitions are reflective of both themes of beliefs directed toward God 
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and also more functional themes which focus on the process of ultimate meaning and 

concern (Chatters, 2000). 

Other holistic definitions of spirituality (Magill, 2005) include the following: “a 

belief system focusing on intangible elements that impart vitality and meaning to life 

events” (Joseph, 1998, p. 220); “a dynamic, personal and experiential process whose 

features include a quest for meaning and purpose, transcendence…, connectedness…and 

values” (Good, 2003, p. S45); and “a quality beyond religious affiliation that is used to 

inspire or harmonize answers to questions regarding infinite subjects, e.g., meaning and 

purpose of life and one‟s relation to the universe” (Emblen, 1992, p. 43). 

A broad-based definition is the preference of some researchers, one that is 

complex, multidimensional, and includes aspects that are cognitive, experiential, and 

behavioral, and takes into consideration both religious and non-religious perspectives 

(Anandarajah & Hight, 2001).  This viewpoint includes ways in which one finds 

connections through nature, music, arts, and incorporates the quest for scientific truth, 

values and principles.  Having a recognizable effect on how the individual relates to self, 

nature, others, and an ultimate power is also a part of this concept (Carroll, 1997; 

Sermabeikian, 1994; & Spero, 1990). 

Another multidimensional approach to defining the term and one that is often 

preferred by professionals, incorporates issues of transcendence, meaning in life, concern 

and compassion for others, while also avoiding the use of the word God, a term which 

may not be acceptable to some (Underwood & Teresi, 2002). 
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Complications may arise among disciplines such as psychiatry, social 

epidemiology, and clinical medicine, when certain characteristics of spirituality, 

including church attendance or religious affiliation, are emphasized in definitions, while 

ignoring the multidimensional characteristics of religious involvement (Chatters, 2000).  

A definition of spirituality needs to be inclusive enough to be accepted by not only the 

dominant cultural traditions, but also by the greatest representation of persons involved in 

healthcare. 

Definitions for This Study. 

Spirituality.  The definition that will be used for this study, based primarily on 

Magill‟s definition (Magill, 2005, p. 4) cited above, is as follows: “Spirituality is a human 

dimension which represents an integration of body, mind, and spirit and includes a search 

for ultimate meaning, purpose, and value in life, often expressed through a belief in a 

higher power or the Divine.”  This working definition will allow for individual 

interpretations and is inclusive of cultural differences beyond the more narrow confines 

of religious institutions and dogmas. 

Religion.  The definition of religion that is used in this study is a slight 

modification of the definition given by the HPNA (2007, p. 16) and will be stated as 

follows: “A group of beliefs or a faith tradition concerning the supernatural, sacred, or 

divine, and the moral codes, practices, values, institutions, and rituals associated with this 

belief.” 

The following section explores the relationship between spirituality and health, 

with a focus on the needs of patients for spiritual care and the attention to these needs 
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provided by healthcare personnel.  The impact of spirituality on the health of patients is 

also addressed. 

The Relationship between Spirituality and Healthcare 

Spiritual Care of Patients by their Healthcare Providers 

There are different viewpoints among physicians regarding the topic of 

spirituality in medicine.  Some physicians believe that spirituality is a part of the human 

condition, therefore, a part of the healing art of medicine, and that addressing spiritual 

issues may be in the interest of both patient and physician.  The opposite view is held as 

well; because medicine is rational, and spirituality is non-rational, some physicians 

believe that the two cannot be connected (Fosarelli, 2008). 

Centers for the study of spirituality and healing are indicative of the current 

interest among physicians regarding this topic.  Some of these include: Duke University‟s 

Center for the Study of Religion/Spirituality and Health (directed by Harold Koenig), the 

Center for Holistic Medicine in New York City (created and directed by Rudolph 

Ballentine), and The Center for Spirituality and Healing at the University of Minnesota.  

“Spirituality and Medicine,” a course taught at the University of Washington‟s School of 

Medicine by three medical doctors, is an example of the current integration of this topic 

into the training of physicians, graduate social work students, and advanced- practice 

nurses.  Some topics covered in the syllabus of this course include: “Why is it important 

to attend to spirituality in medicine?”  “What role should my personal beliefs play in the 

physician-patient relationship?” and “How should I take a spiritual history?” 
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In spite of the increase of interest in the topic of spirituality in medicine on the 

whole, physicians appear to be less religious than their patients.  Many of those who do 

express a belief in God do not participate in religious activities.  Some physicians do 

believe, though, that they have a right and a responsibility in their medical practice to 

inquire about a patient‟s spirituality (Astrow, Puchalski, & Sulmasy, 2001; Maugans & 

Wadland, 1991).  Another study, however, indicated that the religious and spiritual 

beliefs of physicians are comparable to the population in general.  In contrast, other 

studies have reported stronger spirituality as opposed to religiosity among physicians 

(Daaleman & Frey, 1999; Ellis, Vinson, & Ewigman, 1999). 

There is an historic tension between religion and psychiatry, with psychiatrists 

being less religious than physicians.  Although this tension is lessening, physicians who 

express stronger religious beliefs are more likely to refer patients to a clergy member or a 

religious counselor, rather than a psychiatrist.  Psychiatrists, however, appear to be open 

to discussions about religion within the clinical setting.  In comparison to other 

physicians, psychiatrists are more likely to encounter religion/spiritual issues (92% 

versus 74%) and are generally more willing to address spiritual concerns in the clinical 

setting (93% versus 53%).  Psychiatrists often encounter religious feelings associated 

with guilt, anxiety, and other negative emotions, which can lead to increased patient 

suffering, but they are also more inclined to endorse positive aspects of spirituality on 

health (Curlin et al., 2007).  In spite of the fact that counselors report that spirituality is 

important in their own lives, they appear to be neutral about introducing the topic of 

spirituality into counseling sessions (Smith, 2006). 
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Patients who are ill are concerned about how their illness will impact upon and 

change their lives.  Depending on their particular illness, and especially in cases of 

terminal illness, they are often concerned about why this is happening to them and worry 

about such concerns as whether they will be in pain.  They search for the meaning and 

purpose of life, and question what will happen when they die.  These questions form the 

foundation of spiritual inquiry, and generally come as direct questions asked by the 

patients.  Patients are looking not only for medical care, but also for a listening ear, 

someone to pay attention to their deepest needs for living life to the fullest, in spite of 

their illness (Dull & Skokan, 1995; Holmes, Rabow, & Dibble, 2006; Langer, 2004; 

Levin, Larson, & Puchalski, 1997; Lipsman, Skanda, Kimmelman, & Bernstein, 2007; 

Puchalski & Romer, 2000). 

According to various authors, many patients would welcome the ability to talk 

with their healthcare providers about spiritual matters.  Patients think this is an important 

part of the physician‟s responsibility to the patients; they want to be treated as whole 

persons, including discussion of spiritual issues (Ehman, Ott, Short, Ciampa, & Hansen-

Flaschen, 1999; Holmes, Rabow, & Dibble, 2006).  Although most primary care 

physicians would not initiate conversation regarding spirituality, a survey (Monroe et al., 

2003) found that most physicians would comply with their patients‟ wishes to be 

involved, even if it included praying with them. 

Primary care physicians are generally in agreement with patients, i.e., that they 

should be involved in their spiritual care, but this is seldom done in their practice 

(Holmes, Rabow, & Dibble, 2006; Levin, Larson & Puchalski, 1997).  In spite of the 

need of patients for their primary care physician to address spiritual needs, and 
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physicians‟ willingness to discuss spirituality, these concerns are generally not 

recognized.  Although patients have a desire for spiritual care, many do not ask for it.  

Reasons for not asking for spiritual care include the patients‟ belief that the physicians do 

not have time to address these issues and have more important medical concerns to deal 

with.  Although many patients, as stated above, think this is an important role for 

physicians, others believe that physicians are not the proper ones to talk with regarding 

spiritual care (Holmes, Rabow & Dibble, 2006; Maugans & Wadland, 1991). 

Questions also arise as to who should be involved in incorporating 

spirituality/religion into healthcare, and what form it should take.  Patients generally are 

in agreement that the physician is not trained in these matters, and that they would rather 

have their physician make a referral to a clergy member or someone trained in spiritual 

guidance.  The overwhelming majority of patients think that clergy should be involved, 

especially in bereavement and terminal illness (Daaleman & Nease, 1994). 

In terminal illness, 70% of physicians report that their patients want some 

spiritual guidance, and patients who have serious and life-threatening health concerns are 

those who are most likely to welcome spiritual inquiry by their physicians (Levin, Larson 

& Puchalski, 1997; Maugans & Wadland, 1991).  In 1997, a Gallup Poll (Puchalski, 

2001) showed that people overwhelmingly want to address their spiritual needs when 

they are close to dying.  A survey of pulmonary outpatients (Ehman, Ott, Short, Ciampa, 

& Hansen-Flaschen, 1999) found that 94% request spiritual care in situations in which 

they are critically ill.  The clinical situation in which a patient is dying is the time when 

the primary care physician would be most likely to be involved with the patient‟s 

spirituality.  End-of-life questions are existential in nature, such as “what is my purpose 
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in life, why is this happening to me, and what will happen to me after life ends?” 

(Holmes, Rabow, & Dibble, 2006).  Although patients may want some spiritual 

discussion with their physicians, the responses of physicians, however, are markedly 

different.  A survey (Levin, Larson, & Puchalski, 1997; Puchalski, 2001) showed that 

only 10% of physicians ever report asking patients about their spiritual beliefs or 

practices.  One study (King & Bushwick, 1994, cited in Anandarajah & Hight, 2001) 

found that 94% percent of patients admitted to hospitals believe that spiritual health is as 

important as physical health, and 77% of these patients believe that physicians should 

consider their spiritual needs as part of their medical care.  However, 80% say that their 

physicians rarely if ever discuss spiritual matters with them.  Also, despite the consensus 

that clergy could be helpful in spiritual concerns, questionnaires for patients (Daaleman 

& Nease, 1994; Ellis, Vinson, & Ewigman, 1999) revealed that physicians rarely refer 

their patients to spiritual professionals.  Another patient questionnaire (Holmes, Rabow, 

& Dibble, 2006) indicated that patients want their doctors to listen to their spiritual 

concerns, which may be more important than having their doctors talk to them about their 

medical concerns. 

Primary care residents are divided about whether they should play a role in their 

patients‟ spiritual or religious lives (Luckhaupt, Yi, Mueller, Mrus, Peterman, Puchalski, 

& Tsevat, 2005), with decisions resting on the patient‟s medical condition and also on the 

residents‟ personal characteristics.  Almost all physicians, 91% according to a survey of 

2,000 various specialty practices (Curlin, Chin, Sellergren, Roach, & Lantos, 2006), say 

that it is appropriate to discuss issues of religion/spirituality if the patient brings it up, and 

73% encourage a patient‟s own religious/spiritual practices.  They are however divided 
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about inquiring about religious/spiritual beliefs, with 45% reporting that it is usually or 

always inappropriate, and 53% stating that they will only pray with the patient if the 

patient requests it. 

Attention to the spiritual needs of patients, while empirically difficult to research, 

is gaining interest among healthcare providers, as the research points to the positive 

benefits associated with this.  A survey of spiritual beliefs and barriers among managed 

care practitioners (McCauley, Jenckes, Tarpley, Koenig, Yanek, & Becker, 2005) showed 

that 95% felt that the spiritual outlook of a patient was important in addressing his/her 

health care difficulties, and 68% thought that this was part of the physician‟s role.  

Barriers to addressing spiritual issues relate to lack of time and training, as well as fear of 

imposing their own beliefs onto the patient.  However, according to a recent report 

(Craigie & Hobbs, 1999), family practitioners encourage their patients in their spiritual 

practice, view their own spirituality as very relevant to their practice of family medicine, 

and believe in taking a key role in mentoring medical students and engaging in dialogues 

regarding spirituality. 

Effects of Spirituality on Health 

Meta-analyses of quantitative studies (Levin, Larson, & Puchalski, 1997) confirm 

the importance of spirituality in promoting health, through encouraging healthy life-

styles, creating support systems, reducing stress, and developing positive attitudes. 

Physical Effects.  There are protective effects of religion on a broad range of 

health outcomes in the elderly (Benjamins, 2004; Strawbridge, Cohen, Shema, & Kaplan, 

1997), including mortality, cerebrovascular disease, blood pressure, hip fractures, and 
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immune system functioning.  More frequent religious attendance is related to fewer 

functional limitations and lower mortality rates. 

Coping/Quality of Life.  Quality of life is viewed as more important than length 

or quantity of life, and religious strategies for coping with illness may have an important 

role, both positively and negatively, in the quality of life of persons with advanced 

cancer, and their ability to deal with mental and physical illness and disability (Good, 

2003; Lipsman, Skanda, Kimmelman, & Bernstein, 2007; Tarakeshwar, Vanderwerker, 

Paulk, Pearce, Kasl, & Prigerson, 2006).  Coping with illness, stress reduction, and 

meaning ascribed to life situations represent positive mental and physical outcomes for a 

variety of life circumstances.  The ability to cope with adversities through religious 

avenues appears to reduce depression and anxiety, especially in cases of bereavement and 

other losses (Chatters, 2000). 

The importance of addressing the spiritual dimension for the well-being and 

overall quality of life for patients is viewed as an important role for nurses.  Research on 

the patient‟s perspective regarding spiritual need and care showed that patients have 

needs for: meaning; belief in God; relief from fear, doubt, loneliness; and relatedness to 

others (Ross, 1995). 

Social Support.  Clinical studies of 7,000 persons representing an age span of 18 

to 90 found that positive statements measuring subjective or intrinsic religiosity was 

related to better physical health, mental health, and social support (Koenig, Parkerson, & 

Meador, 1997).  Having community support and providing an avenue in which to cope 
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with suffering and the illness has been shown to be beneficial (Curlin, Roach, Gorawara-

Bhat, Lantos, & Chin, 2005). 

Mental Health.  Family caregivers who deal with issues of dementia and mental 

illness have improved mental health and psychosocial adjustment associated with 

religious beliefs and practices.  Stress reduction, coping, and improved social support 

help to boost self-esteem and lessen depression (Herbert, Dang, & Schulz, 2007; Murray-

Swank, Lucksted, Medoff, YeYang, Wohlheiter, & Dixon, 2006).  There may be 

important correlations between adolescent health attitudes and beliefs and 

religion/spirituality (Rew & Wong, 2006).  Religious belief is associated with less 

depression and better ambulation in elderly patients who suffer from broken hips 

(Pressman, Lyons, Larson, & Strain, 1990). 

In spite of the current research that points to the many benefits of one‟s faith on 

health and wellness, there is still reluctance on the part of many in the medical 

community to take an active role in addressing the spiritual needs of patients.  Part of the 

reason for this is the lack of a clear method of assessing spirituality.  The following 

section gives a description of some ways in which researchers are addressing this. 

How Spirituality is Assessed 

Due to the increased interest in spirituality and medicine in recent years, 

researchers are attempting to find ways to assess the role of spirituality in the well- being 

of patients.  Both quantitative and qualitative assessments of spirituality are currently 

being developed. 
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Religion and spirituality may be the most human of all phenomena, but at the 

same time are highly difficult to quantify.  As subjective as the topic may be, there is a 

need for research on the relationship between religion/ spirituality, and health.  To that 

end, quantitative studies on the topic have been supported by research grants from noted 

foundations, and there is an expansion of educational programs and opportunities 

examining the religion-health care connection (Koenig, 2007). 

Funding from the National Institutes of Health as well as from private 

organizations such as the Templeton Foundation and the Fetzer Institute has supported 

the development of spirituality assessment tools to further the understanding of the 

multifaceted ways in which religion intersects with health.  Measurement tools have 

addressed relationships between physical health, mental health and well-being, health and 

lifestyle behaviors and health care, and ability to cope with health problems through 

religious strategies (Chatters, 2000). 

Measurement Tools for Patients and Healthcare Professionals 

One such measurement tool is the HOPE questionnaire, developed by researchers 

at Brown University School of Medicine.  The questions relate to H – sources of hope, 

strength, comfort, meaning, peace, love and connection; O – the role of organized 

religion for the patient; P – personal spirituality and practices; E – effects of medical care 

and end-of-life decisions.  In defining the terms for their study on the assessment of 

spirituality, the authors “advocate a universal, broad-based definition of spirituality that 

encompasses religious and nonreligious perspectives” (Anandarajah & Hight, 2001, p. 

83). 
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A more limited, objective assessment is religious attendance, which is used to 

determine who may be receptive to physician inquiry of spiritual issues (Daaleman & 

Nease, 1994).  Another method includes 3-dimensional scales that include both organized 

and non-organized religious activities and intrinsic religiosity (Daaleman & Frey, 1999). 

In a similar manner, an assessment that was used to measure the importance of 

Spiritual Transcendence in the lives of rehabilitation counselors and also their willingness 

to address spiritual issues with their clients is Piedmont‟s Spiritual Transcendence Scale-

Revised (STS-R) short form.  This was renamed Assessment of Spirituality and Religious 

Sentiments (ASPIRES) in 2004 (Piedmont, 2004a). 

Samples of scales that are used to measure spiritual beliefs and barriers among 

health-care practitioners as well as patients include: The Duke University Religious Index 

scale (DUREL), the Spirituality in Patient Care (SPC) scale, and the Spiritual Barriers 

Scale (BAR).  The SPC and the BAR use standard 5-point Likert response scales 

(McCauley, Jenckes, Tarpley, Koenig, Yanek, & Becker, 2005).  The Duke Religion 

Index was designed to measure relationships between mental health and religion and 

covers the areas of organizational, non-organizational, and subjective or intrinsic 

religiosity dimensions (Koenig, Parkerson, & Meador, 1997).  Strategies patients use for 

religious coping are assessed by the Brief Measure of Religious Coping (RCOPE) and the 

Multidimensional Measure of Religion/Spirituality (MMRS) (Tarakeshwar, 

Vanderwerker, Paulk, Pearce, Kasl, Prigerson, 2006). 

Recognizing the need to develop a multi-dimensional measurement for religious 

and spiritual variables that could be used in health studies, professionals developed the 
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Daily Spiritual Experience Scale (DSES).  This scale measures everyday life experiences, 

including feelings of awe, joy, and overall well-being.  Positive situations in life, such as 

reduced alcohol consumption, improved quality of life, and positive psychosocial 

involvement are associated with daily spiritual experiences (Underwood & Teresi, 2002). 

Another multidimensional scale, the National Institute on Aging (NIA)/Fetzer 

Short Form for the Measurement of Religiousness and Spirituality, is recommended 

especially for elderly populations for whom religious involvement is generally higher.  

This measurement tool has the advantages of being brief for clinical or epidemiological 

surveys, including both traditional religiousness and non-institutionally based spirituality, 

and allowing for the diversity found in Judeo-Christian traditions (Idler et al., 2003). 

The Spiritual Involvement and Beliefs Scale (SIBS) has a broad scope.  It uses 

terms that avoid cultural and religious bias, and assesses both religious beliefs and 

actions.  It also includes measures for reliability and validity (Hatch, Burg, Naberhaus, & 

Hellmich, 1998). 

The Functional Assessment of Chronic Illness Therapy – Spiritual Well-Being 

Scale (FACIT-Sp) is a psychometrically sound measure of spiritual well-being for people 

with cancer and other chronic illnesses (Canada, Murphy, Fitchett, Peterman, & Schover, 

2008; Peterman, Fitchett, Brady, Hernandez, & Cella, 2002).  This popular measurement 

is a 12-item functional assessment of the religious/spiritual components of quality of life 

in persons with chronic illnesses.  The FACIT-Sp measures three factors: meaning, 

peace, and faith. 
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Complexities Involved in Assessments 

Culture is a factor that must be considered in assessing spirituality.  In addition, 

measurements that have been successful in the social science fields are often not utilized 

by healthcare professionals, and for ease in administrative practice, there is often only a 

focus on objective reporting, which does not allow for more subjective reports that 

describe individual health outcomes.  Also, in using these instruments, caution is required 

to understand that not all religious denominations and categories are homogeneous 

regarding their beliefs and practices (Chatters, 2000). 

Given the complexities involved in spiritual assessment, qualitative methods may 

be helpful.  These methods involve the use of spiritual history, narrative approach, and a 

combination of narrative with an interpretive anthropological framework, in order to find 

strengths and spiritual themes, and highlight individual as well as population-specific 

factors (Chatters, 2000; Hodge, 2001; Puchalski & Romer, 2000). 

A spiritual life story similar to a family history and an interpretive framework 

may be helpful to practitioners in eliciting the strengths of clients‟ spiritual lives (Hodge, 

2001).  A spiritual history taken by an internist or geriatrician, for example, may allow 

clinicians to more fully understand their patients (Puchalski & Romer, 2000). 

Given the prominence of spirituality in healthcare it is important to understand 

ways in which healthcare professionals report their own spiritual beliefs.  The next 

section will discuss personal spiritual beliefs among selected healthcare professionals, 

specifically physicians, psychiatrists, nurses, counselors, and psychologists. 
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The following section includes a discussion of the ethical issues involved in 

addressing spirituality within medicine. 

Ethical Issues Regarding Spirituality in Medicine 

As healthcare moves more in a holistic direction, the ethical issues surrounding 

the addressing of spiritual issues by medical professionals become even more significant 

in the clinical setting.  The domain of religious and spiritual issues, when outside of a 

healthcare professional‟s own area of professional training and expertise, creates 

potential problems for incorporating spirituality into clinical practice (Curlin et al., 2007).  

Although the literature justifies the inclusion of religious activities in medical treatments, 

this trend has inherent problems and is criticized by chaplains and biomedical researchers 

as being too simplistic, narrowly focused, and based on methodologically flawed studies 

(Sloan, Bagiella, VandeCreek, & Poulos, 2000). 

There are several other factors which contribute to skepticism among healthcare 

professionals regarding the integration of spirituality into healthcare.  These include a 

lack of clear ethical standards and policies as well as reluctance on the part of the medical 

community to engage in thoughtful discussions regarding this topic.  This has limited the 

research and made healthcare wary of becoming involved in religious/spiritual concerns 

with their patients.  Scientific and professional standards have fostered misconceptions 

and stereotypes regarding religion, and in many cases have been antagonistic regarding 

inclusion of religion/spirituality in healthcare (Chatters, 2000). 

Ethical questions regarding professional boundaries arise, such as how much a 

physician may become involved in the patient‟s spiritual life, the impact of the 
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physician‟s spiritual life on the patient, whether or not to pray with the patients if they 

request it, and where the boundaries are between the physician and the chaplain.  

Discussions regarding ethics have been mostly in the areas of mental health and holistic 

nursing, and are only slowly finding their way into mainstream discussions within other 

health professions (Chatters, 2000; Post, Puchalski, & Larson, 2000). 

Ethical concerns surface for the physician when his or her own medical judgments 

are challenged by patients due to their faith.  An example of this is Jehovah‟s Witness 

patients who refuse blood transfusions.  Another example is Muslim women who affirm 

gender roles which limit physical contact or discussion of medical care with the physician 

(Curlin, Roach, Gorawara-Bhat, Lantos, & Chin, 2005; Smith, 1999, as cited in Hodge, 

2001).  Legitimate medical practice would certainly discourage any form of proselytizing 

or coercion, especially in light of the balance of power between the physician and the 

patient.  Issues such as whether to pray with a patient, even if the patient requests it, are 

generally based on the comfort level of the physician (Astrow, Puchalski, & Sulmasy, 

2001).  The culture and religious beliefs expressed by physicians may play a major role in 

decisions regarding end-of-life care, and it is important for the patient and physician to be 

consistent in their preferences of treatment.  Religious beliefs of physicians may be in 

conflict with their patients‟ wishes.  Jewish law, for example, specifies immense value for 

human life, and although it allows for withholding care, it discourages withdrawing care 

(Wenger & Carmel, 2004). 

Other ethical concerns in medicine relate to prenatal and end-of-life issues.  When 

the physician perceives that the patient has faith in God more than in the medical 

treatment, a moral decision arises; most physicians are able to handle this decision 
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intuitively, by remaining open-minded and seeking the good of the patient (Curlin, 

Roach, Gorawara-Bhat, Lantos, & Chin, 2005).  Only a few physicians, however, report 

that patients‟ religion causes them to avoid seeking treatment, medication, or therapies 

(Curlin et al., 2007). 

Barriers to addressing spiritual issues relate to lack of time and training for the 

healthcare provider (Curlin et al., 2007; Holmes, Rabow, & Dibble, 2006).  Religious 

beliefs are seen by some physicians to be highly personal and fundamentally opposed to 

the science of medicine; they are not seen as a consideration in choosing a physician or in 

maintaining the professional relationship (Astrow, Puchalski, & Sulmasy, 2001; Maugans 

& Wadland, 1991).  The religious characteristics of physicians may differ in many ways 

from the general population, and this may impact their clinical engagements with 

patients.  The perspective of the health care profession regarding religion and health 

could either help or hinder the patient (Chatters, 2000; Curlin, Lantos, Roach, Sellergren, 

& Chin, 2005; Ellis, Vinson, & Ewigman, 1999). 

In response to this growing interest regarding spirituality and healthcare, the 

Hospice and Palliative Nursing Association has developed a position statement focusing 

on ways to acknowledge a patient‟s and family‟s spiritual beliefs without imposing one‟s 

own values.  Recognizing that spirituality is by nature very individual and personal, 

guidelines are set down which include: active listening, empathy, helping patients 

discover meaning in their suffering, responding to unmet spiritual needs, ethical issues, 

and creation of therapeutic and healing spaces (HPNA, 2007). 
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This chapter has provided an overview of the complexities involved in a research 

study related to spiritual beliefs in healthcare.  Definitions of spirituality and religion 

have been given, distinctions between spirituality and religion have been suggested, and 

the definitions chosen for this study have been stated.  The relationship between 

spirituality and health has been explored, including the needs of patients for spiritual care 

and the response of healthcare professionals toward the patients‟ requests.  Ways in 

which patient spirituality is assessed have been explored through brief descriptions of 

various spiritual assessments.  Ethical concerns of incorporating spirituality into medical 

practice were addressed. 

Music therapy, as a specialized field of healthcare, is faced with similar issues 

regarding personal beliefs, appropriateness, assessment, education and ethical issues 

when addressing spirituality in clinical practice.  The following chapter will focus on the 

related literature, first from an historical perspective of music and spirituality, followed 

by a discussion of research specific to music therapy and spirituality.  Pioneering 

approaches to music therapy and spirituality will include clinical methods relevant to 

spirituality, with examples from its uses with populations served by music therapists.  A 

section on spiritual beliefs of music therapists will further explore these relationships.  

Education/training in spirituality for music therapists, ethical issues, and the music 

therapist‟s spiritual beliefs and how they influence music therapy practice will also be 

addressed in the following chapter. 

 



 25 

CHAPTER TWO 

RELATED LITERATURE 

Music and Spirituality 

An Historical Perspective 

Music, the obvious medium that is employed by music therapists, has over the 

centuries been a popular topic in literature, scriptures, poetry, and the media, yet has for 

the most part eluded precise definitions.  Questions, theories, and scientific studies 

relating to “what is music” have been a focus of speculation, philosophical discourse, 

esoteric writings, physics, quantum physics, and popular literature throughout the history 

of human development.  In Greek society, music was understood as an embodiment of 

emotion, and the present day field of music therapy is often viewed as an outgrowth of 

that belief.  Well before Pythagoras discovered the numerical and mathematical ratios of 

music that formed the basis for understanding the entire universe, the ancient wisdom of 

China (around 3,000 B.C.) held that music shaped and molded the civilization.  The 

Indian traditions believed that the Primal Sound, OM, although inaudible, was present 

everywhere as a divine Vibration (Tame, 1984). 

Throughout history, there has been a tradition of using music, chants, and tones to 

enhance or bring about healing, and these, along with praying, faith, hope, and 

meditating, are considered spiritual activities (Engebretson, 1996).  Bypassing the 

mundane aspects of life and reaching toward what may be considered transcendence is 

one of the functions of artistic expression found in music, movement, and painting 

(Underwood, 1999).  The aesthetic of music may be used as metaphor to describe the 
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diseased body as being out of tune.  Healing of the spiritual life may take place even in 

the process of sickness and dying.  Viewing the body as music is not only an aesthetic 

phenomenon but also a physiological one, with neurological processes responding to 

perceived sound (Clynes, 1982; Dossey, 1982; Updike, 1994).  Connecting this with the 

human experience of living in the universe, life itself may be interpreted as a work of art 

(Updike, 1994). 

Understanding the nature of music itself has the potential to foster a worldview of 

music therapy.  Ritual and shamanic healing practices may hold the key for connecting 

with the transformative power of music.  Wisdom which comes through listening to the 

sounds of music found in nature, and an exploration of the intersection of modern science 

and the rhythmic flow of life are viewed as fundamental to the understanding of music as 

a transformative healing agent (Aigen, 1991; Rider, 1997).  A complementary viewpoint 

(Aigen, 2008) is that there is a strong relationship between rhythmically-based popular 

music in the West and religious experiences, and that this has implications for 

contemporary music therapy clinical practice.  Rhythmically-based popular music 

historically originated in religious practices, with parallels between shamanism and ritual.  

Due in part to the decline of formal religious practices in Western civilization, the music 

may be an avenue for connecting with psychosocial needs that overlap with unfulfilled 

religious/spiritual needs. 

Spirituality and Music Therapy 

Given the linkages between music and spirituality, it is surprising that there has 

been little published research on this topic in music therapy.  For example, in 
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documenting the research and clinical practice on the effectiveness of music therapy 

procedures in the literature published through 1996 (Furman, 1996), no mention is made 

of spirituality in any of the research studies.  Included in this documentation is a meta-

analysis of music therapy in medical/dental treatment, an analysis of the literature from 

1950-1993 for physical rehabilitation, acute mental health care, older persons, disabled 

children, the deaf and hard of hearing, traumatic brain-injured patients, and the 

developmentally disabled.  Aside from a casual mention of music for funerals and 

remembrances, words such as “quality of life,” “spirituality,” “religion,” 

“transcendence,” “meaningful moments,” or “holistic” do not appear in the literature. 

In a review of the music therapy in healthcare literature from 1973-2000, Lipe 

(2002) found only 52 published research articles incorporating the terms “music,” 

“spirituality,” and “health.”  The reports were predominately case studies and narratives, 

and 52% of the authors were credentialed music therapists, indicating that some music 

therapists were addressing spirituality in their clinical practice.  The terms “spirituality” 

and “health” were often used interchangeably, which supports the idea that the two are 

frequently viewed as inseparable.  Of the 52 studies reviewed, 38% (20 studies) were in 

the area of Guided Imagery and Music.  The beginning of a theoretical model was found 

in only two articles:  Aigen described the personal transformative power of music 

explored through ritual and shamanic healing practices and Broucek created a model 

based on Maslow‟s hierarchy of needs and suggested music therapy as a way to revive, 

sustain, and nurture the life spirit (Aigen, 1991; Broucek, 1987, as cited in Lipe, 2002).  

In spite of the dearth of research in music therapy as it relates to spirituality, the primary 
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reason cited for referral to music therapy in a survey of  nurses (76%) was for spiritual 

support for pain at the end of life (Groen, 2007). 

The term spirituality has been preferred over religion as a term in the music 

therapy literature in recent years (Aigen, 2008), due in part to the secular identity of 

music therapy as a profession.  Spiritual concerns may be approached without the 

restraints of religious institutions, are more acceptable avenues for investigation, and 

refer more to the quality of the experience itself.  Aigen cautions that religious states may 

be activated when certain rhythmically based music is used with clients.  Through “music 

groove” humans may experience similar aspects associated with religion, such as 

“ecstasy, release, connection to others, and a broadened sense of self” (Aigen, 2008, p. 

33). 

Although there is limited literature on music and spirituality, there are certain 

words and terms that are beginning to appear more frequently in the literature.  A sample 

of words and phrases that are used by music therapists and researchers that represent the 

spiritual nature of music therapy include: spiritual moments (Marom, 2004), 

transpersonal, intuition, (Bonny, 2001), self-actualization ( Robbins, 2005), 

transcendence (Beck, 1996-97; Bonny, 2001; Magill, 2005), meaning (Aldridge, 1996; 

Aldridge, 1998; Amir, 1992); existential, life enhancement, transformation (Aigen, 

1991), presence (Borczon, 1997), God’s gift (Borczon, 1997; Lane, 1992); religious-like 

experience (Aigen, 2008), and holistic (Cadesky, 2005). 

Music and spirituality may be viewed as inherently related, and the medium of 

music can lead to a spiritual renewal and improved quality of life (Magill, 2005).  In spite 
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of the limited research in this area, there appears to be a foundation for 

religion/spirituality in music therapy. 

Through an understanding of the spirituality embodied in the making and sharing 

of music, it may be a logical assumption that music therapists have a spiritual basis for 

their work, even though it may not be specifically expressed, verbalized, or otherwise 

made obvious.  Not only is a spiritual dimension in the work of music therapists a 

reasonable assumption, but it is also possible to speculate that music therapists who are 

giving care to another person would have a need in their own lives for inner strength, 

often found through spiritual avenues.  The use of the arts in healing provides a “sensory 

spirituality” for both caregivers and the persons for whom they care.  Professionals such 

as therapists, clergy, and medical technicians, who witness trauma in their work 

environment every day, are in need of spiritual revitalization to avoid depression, 

burnout, suffering, and psychic numbness (Chandler, 1999). 

Some music therapy clinicians/theorists have publically stated their own spiritual 

grounding.  Deforia Lane‟s case studies are punctuated with descriptions of faith, as 

related to suffering, hope, acceptance, and love (Lane, 1994).  Lane also speaks 

publically to nurses and other healthcare professionals regarding her innate, personal, 

God-given gift of music that has enabled her to work with cancer patients (Lane, 1992).  

Some clinical examples of Lane‟s stories are given in a subsequent section of this chapter 

on populations, specifically with reference to the music therapy method of lyric 

analysis/song writing. 
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The following section describes some of the early approaches to music therapy as 

they relate specifically to spirituality. 

Pioneering Approaches to Music, Therapy, and Spirituality 

The philosophical and clinical practices of many music therapists would view 

spirituality as inseparable from music therapy.  One of the original eight foundational 

considerations in the field of music therapy is “Music and religion are integrally related” 

(Gaston, 1968. p.22).  Although this assumption has not been addressed in the literature, 

and the term “religion” is viewed from Gaston‟s perspective as cultural in nature, there 

have been significant contributions to the field from a spiritual perspective that are 

represented by the pioneering efforts of music therapists, such as Paul Nordoff and Clive 

Robbins in 1971 and Helen Bonny in 1973, and in the creation of their respective 

methods: Nordoff-Robbins‟ Creative Music Therapy (Nordoff & Robbins, 2006) and 

Bonny‟s Guided Imagery and Music (Bonny & Savary, 1973). 

In the subsequent sections of this paper, several methods of music therapy 

relevant to spirituality are examined, first through a brief description of the method, then 

by selected qualitative and quantitative studies, with attention given to the relevant 

populations with whom these methods are used.  Specifically, the methods described in 

this section are Guided Imagery and Music, Nordoff-Robbins Creative Music Therapy, 

and Lyrical Analysis/Song Writing.  Each of these methods has a spiritual dimension and 

embodies the potential for religious/spiritual expression. 
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Guided Imagery and Music 

The Bonny Method of Guided Imagery and Music (GIM), is based on Helen 

Bonny‟s intuitive knowledge of the power of classical music to elicit a spiritual 

experience, and to reach into the inner world of clients to allow them to hear the music in 

a mystical way.  Classical music, rich in the emotions and passions of the composer, 

allows the client to be „one‟ with the music.  Transpersonal dimensions in the Bonny 

Method are often associated with related terms such as mystical, religious, spiritual, 

transcendent, peak experience, collective unconscious, archetypes, and paranormal.  The 

Bonny Method of Guided Imagery and Music has as its foundation the theories of Carl 

Jung, Abraham Maslow, Roberto Assagioli, Stanislav Grof, and Ken Wilber (Abrams, 

2002). 

In describing Guided Imagery and Music, Bonny uses the language of spirituality 

but distinguishes between religious and peak experiences.  This allows the individual to 

bring his or her own personal ideas regarding God, religion, and transcendence to the 

music listening experience.  The music evokes the spiritual, and the individual is 

encouraged to be open to higher realms of transcendence, joy, gratitude, and higher 

vibrations (Kasayka, 2002). 

Case studies in GIM are often used to illustrate each individual‟s unique journey 

toward wholeness in body and spirit, and this may be reflected through anything that 

happens in response to the music.  The connection between music and imagery often 

includes archetypal symbols, which Carl Jung refers to as the “collective unconscious” 

(Jung, 1953-1979).  Healing takes place as spiritual and emotional insights are gained 

during Guided Imagery and Music (Marr, 2001; Warja, 1994). 
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There are similarities between the ancient practice of shamanism and Guided 

Imagery and Music.  Both use music to explore the inner world in order to heal.  They are 

both based on concepts of transformation of consciousness through the music (Kovach, 

1985).  In shamanistic practice, the function of the drum is to connect the shaman with 

the spirit world.  In GIM, listening with open ears to the music through the spiral-like 

physical structure of the ear creates a transcendent experience, opening the individual to 

the mystery of life in being and becoming who he or she is called to be (Beck, 1996-97).  

Through GIM, deep aesthetic experiences open the way to beauty, which may be 

understood through transpersonal psychology as finding the true nature of the cosmos 

(Clark, 1998-99).  The aesthetic expression and experience is not just a luxury, but a 

biological imperative for growth and development of the human, representing a 

dimension of life that separates man from other forms of life (Gaston, 1964). 

Bonny‟s own spiritual journey became the impetus for her work with spirituality 

in the therapeutic process.  She believed that there was a need to go deep inside oneself, 

using the music and imagery to explore one‟s belief system (Bonny, 2001).  Through this 

therapeutic process of Guided Imagery and Music, the client is enabled to be connected 

with the natural world, the universe, and the spiritual realm, rather than with external 

objects.  A study of the types of experiences common during GIM sessions revealed 

archetypal and spiritual images as the most frequent, with 62% of the clients responding 

with words or phrases represented by this category (Lewis, 1998-99). 

Approximately the same time as the genesis of Guided Imagery and Music in the 

United States, another spiritually-based practice was evolving in the United Kingdom.  
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That method, Creative Music Therapy, served a very different population than GIM, but 

was similar in its search for intuitive understanding and inner meaning. 

Nordoff-Robbins Creative Music Therapy  

Clive Robbins was a special education teacher, working with developmentally 

delayed and multiply disabled children at Sunfield Children‟s Homes in the 

Worchestershire countryside in England.  In 1957 Dr. Herbert Geuter, a physician, 

became the Director of Research.  Dr. Geuter (“Hep”) wished to expand the direction of 

the home toward a more complete integration of the anthroposophical (“wisdom of man”) 

spiritual teachings of Rudolf Steiner (1861-1925).  A year later, Clive Robbins met an 

American professor of music at Sunfield, Paul Nordoff, and that was the beginning of a 

spiritual journey into what was later to become Creative Music Therapy (Robbins, 2005). 

At the heart of the Nordoff-Robbins‟ philosophy of Creative Music Therapy is the 

belief that within every human being, even disabled children, there is an inner being 

represented by a musical self that responds to music.  This resonates with emotions and 

mirrors other parts of the personality, and is referred to as the “music child” (Nordoff & 

Robbins, 1977).  The practice of Creative Music Therapy has at its core the 

anthroposophical theory of Rudolph Steiner, who believed that the soul of an individual 

could be expressed in musical terms through musical intervals and musical archetypes, in 

the process of musical improvisation (Aigen, Miller, Kim, Pasiali, Kwak, & Tague, 

2004).  Improvisatory expressions, both in Creative Music Therapy and in other methods, 

have many ways in which they enfold spirituality. 
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The third music therapy method to be considered is Lyric Analysis/Song Writing, 

which is described in the following section. 

Lyric Analysis/Song Writing 

Specific themes relating to spirituality are expressed during music therapy 

sessions, through song content, the clients‟ verbal and emotional expressions, and 

communications with the therapist.  Historically, from antiquity to present day practice, 

songs, chants, and laments, have been improvised vocally and instrumentally to express 

grief, mourning, and transitions to another world, or in the case of Native Americans to 

the “Great Spirit” (O‟Callaghan, 1996).  The history of song writing in music therapy has 

its roots in the treatment of psychiatric and emotional issues, and is referred to in the 

literature as “music composition” by pioneer therapists Crocker in 1952, Rupenthal in 

1965, and Castellano in 1969 (cited in O‟Callaghan, 1997, p. 33).  Ficken (1976) later 

referred to these compositions as song writing and described his work with psychiatric 

and alcoholic patients.  Other terms that are used interchangeably and inconsistently in 

the literature are “lyrics” and “poetry.”  Although there are similarities between lyrics and 

poetry, lyrics are most often considered poetry set to music (O‟Callaghan, 1997). 

A distinction is made in the music therapy literature between “song writing” and 

“lyric analysis.”  “Song writing” is a process of creating songs within the therapeutic 

relationship that are focused on enhancing the patient‟s well-being.  Musical expressions 

and lyrics may be written by the patient, therapist, and/or family members, to express 

important feelings and messages, and to tell stories.  “Lyric analysis” is a process in 

which the words of songs, chosen by the therapist and/or client, may be used to validate 

patient experiences or provide alternative coping strategies, and thus provide a focal point 
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for discussion within a therapeutic relationship (Dileo & Dneaster, 2005; O‟Callaghan, 

1997).  The rationale for this method is that the client is able to use the words of the song 

to project his or her feelings or emotions onto the song lyrics.  Other terms frequently 

found in the literature for this method are “song analysis,” “song (music) 

communication,” “lyric discussion,” and “song reminiscence” (Grocke & Wigram, 2007). 

Researchers who study the process of lyric analysis/song writing do so through an 

examination of the themes of the songs.  Popular songs such as Eric Clapton‟s “Tears in 

Heaven” composed for the death of his five year old son are ways in which persons reach 

beyond their own mortality to embrace a spiritual dimension (O‟Callaghan, 1996).  

Alternative strategies of coping or validation of the patient‟s experiences may be found 

through a verbal discussion between the therapist and client related to an analysis of the 

lyrics of the song (Dileo & Dneaster, 2005).  The populations for whom lyric analysis 

and song writing are relevant music therapy methods cover the entire spectrum of life, 

from infancy (lullabies) through end of life, as well as all forms of disabilities. 

The following section gives some examples of the populations and how each of 

the above methods, Guided Imagery and Music, Creative Music Therapy, and Lyric 

Analysis/Song Writing are related to spiritual care in the field of music therapy.  They are 

exemplified through case studies, anecdotal stories and qualitative and quantitative 

research. 

Music Therapy Methods used to Address Spiritual Issues in Clinical Populations 

In this section, the literature on music therapy and spirituality focuses on music 

therapy methods used with specific populations.  These populations include end of life, 
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dementia, normal (typical) adults, and AIDS.  For each population, the use of various 

music therapy methods, including Guided Imagery and Music, Creative Music Therapy, 

Improvisation, and Lyric Analysis/Song Writing are discussed.  It is noted that not all 

methods are used with all populations.  The majority of the literature is qualitative in 

nature, although quantitative studies are presented whenever possible. 

Clients at the End of Life 

Spiritual outcomes for music therapy clients at the end of life may include the 

following: meaning, hope and purpose (Aldridge, 1993; Aldridge, 1996; Bailey, 1984; 

Gallant & Holosko, 2001; Houck, 2007; Magill, 2005; O‟Kelly & Koffman, 2007; 

Salmon, 2001), transcendent images (Skaggs, 1997), spiritual journey (Hilliard, 2005), 

relaxation and healing (Nakkach, 2005), spiritual intimacy (Nakkach, 2005), creation of a 

relaxed and spiritual atmosphere (Nakkach, 2005), spiritual healing and reconciliation 

(Dileo & Parker, 2005), peace and acceptance of dying (Gallant & Holosko, 2001; 

Hartley, 2005; Magill, 2005), strength and comfort (Houck, 2007; Martin, 1991; 

O‟Callaghan, 2001), connection to religious faith (Froman, 2009; Houck, 2007), release 

(Houck, 2007), pride in lifetime achievements (Houck, 2007), coping with change 

(Houck, 2007), resolutions of family relationships (Houck, 2007), dealing with spiritual 

pain (Houck, 2007), fulfillment (Magill, 2005), care of others (Magill, 2005), spiritual 

awareness, belief in a Higher Power, sense of the Divine (Magill, 2005; Salmon, 2001); 

relief (Magill, 2005), remembrance (Magill, 2005), life-review (Magill, 2005), self-

identify (Magill, 2005), fellowship (Magill, 2005), freedom (O‟Callaghan, 1996), 

important messages (O‟Callaghan, 1996), spiritual reflection (O‟Callaghan, 1996), 

improvement of spiritual well-being (Magill & Luzzatto, 2002), celebration of life 
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(Gallant & Holosko, 2001), processing of spiritual issues (Wlodarczyk, 2007), creation of 

a sacred place (Munro, 1984), and identification of songs for the funeral (Gallant & 

Holosko, 2001; Lane, 1992; Martin, 1991). 

The following case studies are examples of these spiritual outcomes.  Because of 

the close relationship between death and spiritual concerns, it is understandable that the 

preponderance of literature relating to the use of spirituality in music therapy practice is 

found in the hospice and palliative care literature which focuses on the benefits of 

addressing the spiritual needs of clients through music.  These reports are predominantly 

narratives and case studies (Hilliard, 2001). 

The population “end of life” embraces the areas in the literature referred to as 

terminal illness, hospice, and palliative care.  Areas of coping related to end of life deal 

with spiritual changes, and music therapy has a significant role to play in helping the 

terminally ill deal with these changes, focusing on the importance of hope and meaning 

(Aldridge, 1996; O‟Kelly & Koffman, 2007). 

The above literature in the field of music therapy at the end of life is qualitative in 

nature.  Quantitative research in this area is made difficult by a number of factors, 

including the lack of relevance of measures, such as standardized social/spiritual well-

being scales for outcomes in music therapy practice.  There are phrases used that are 

different from the way music therapists view the treatment of spiritual needs.  Standard 

scales do not include the spiritual practices such as singing of hymns, and are not 

designed to test the spiritual concerns that are evident in music therapy settings.  

Although in Hilliard‟s 2003 quantitative study, the quality of life improved for those in 
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music therapy sessions, this was not reflected in the social/spiritual well-being scales 

used in the study.  The dearth of quantitative studies is perhaps in part related to the 

limitations of these scales to music therapy practice. 

A case study (Nakkach, 2005) of a terminally ill client demonstrated how the pre-

Gregorian chant music combined with the therapist‟s improvised vocalizations over the 

melody created a spiritual atmosphere until the time of passing.  The client was a music 

lover, and loved toning and chanting early music, representative of early temple music, 

with melodic passages repeated like a mantra in the style of a Gregorian chant.  The 

therapist would play on a gong, and the client would often express her frustrations and 

sadness through accompanying the therapist in chanting.  The client requested chant 

melodies, and these helped her to relax and to create the quiet and spiritual atmosphere 

the client and therapist shared during the moment of her passing.  In her use of this means 

of chanting vocal improvisations, the therapist explained how she incorporated practices 

of Yoga and Eastern Spirituality, which emphasize “being” rather than “doing.”  The 

Buddhist tradition for relaxation and healing gives attention to the breath, tone quality, 

and chanting, and at times uses pulsing rhythmic accompaniment to create a spiritual 

intimacy.  A term used by Nakkach (2005) for the mindful use of music to be in perfect 

synergy with spiritual realms is spiritual melodicism. 

Themes of the client‟s spirituality (Houck, 2007) may be used to develop a 

protocol for music therapists to assess the spiritual needs of hospice patients.  The 

following are examples of how themes were expressed during music therapy sessions.  

Themes of comfort, peace, and connection to her religious faith through hymns chosen 

for her funeral were defining aspects of two clients, Mrs. J and Mr. W; Mrs. S confirmed 
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the music therapist‟s thought that music imaging contributed to meaning, hope, and 

purpose in lives of the dying, and religious rituals of anointing the body and prayer, 

accompanied by religious music, played important roles of providing comfort and release 

for the family members. 

Strong religious themes (Houck, 2007) and connection to Mrs. E‟s church were 

evident in coping with life‟s changes and family relationships during music therapy 

sessions.  Mr. M, an elderly widowed client, found emotional support through some 

standard gospel tunes, but these also caused him “spiritual pain” as he was concerned that 

he would not get to heaven to be with his wife.  His religious beliefs were tied into his 

love of gardening, and he saw God‟s handiwork in all of nature.  Mrs. G, a widowed 

woman, found emotional support from a life review during music therapy, which 

supported her religious beliefs through songs of her faith.  Mrs. G was able to recreate 

happier times with her husband and children, and appreciated the songs of her faith, 

which she shared with her son.  In music therapy Mr. P found emotional support, humor, 

family relationships, and memories that represented themes of meaning, hope and 

purpose, and his religious faith provided hope and comfort. 

With all of the above clients, there were clear indications of the related themes of 

meaning, hope and purpose to each client‟s spirituality.  Family relationships were 

evident in almost all of the cases, as were religious beliefs.  Through identification of the 

themes, the music therapist was able to gain insights into the spiritual needs of the client.  

Music therapy interventions used included lyric analysis, choice-making, musical 

performance, life review, music assisted relaxation, and musical improvisation. 
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Details of five case studies (Krout, 2003) with hospice music therapy clients 

related similar themes.  Music therapy enhanced communication, the sharing of stories, 

and is a means of release for both patients and their family members.  Rather than setting 

a specific agenda or plan for the session, each session unfolded according to the needs of 

the family and patient. 

Magill (2005) has described similar, recurring spirituality-centered themes in her 

music therapy work with cancer and end-of-life patients, including hope, faith, meaning 

and purpose, prayer, remembrance, fellowship, and peace.  At the end of life, hope for a 

cure changes to hope for comfort, fulfillment, and care for others.  Through creativity in 

music, an avenue may be found to change feelings of helplessness to hope and spiritual 

awareness.  Faith offers meaning and transcendence, which may be obtained through the 

use of music to enhance awareness of the world beyond physical existence.  Meaning and 

purpose in life may be enhanced through a life review facilitated by music, allowing for 

control and fostering self-affirmation and a sense of personal value.  Prayer gives an 

avenue to call out to a higher power to help provide relief; music gives a voice to these 

feelings.  Remembrance is enhanced through the life-review process in music; recall of 

the past is a way to strengthen and understand one‟s purpose in life and self-identity.  

Fellowship, which is often diminished at the end of life, may be restored by music 

through connecting to self, others, and the eternal.  Peace is brought about by the 

aesthetic beauty, calmness, structure and order of music, helping to restore inner peace 

and facilitate acceptance. 

The pain of cancer (Magill, 2001; Magill & Luzzato, 2002) interferes with 

functioning, mood, and communication, and one of the areas affected is the spiritual 
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dimension.  Chanting and toning have been used to promote spiritual as well as physical 

well-being.  Techniques used to address suffering in cancer patients include: vocal, 

instrumental, and listening techniques.  The spiritual needs of the patients are described 

in music therapy case studies, with the following themes from the voices of the clients: 

“music lifts me,” “music transports me,” and “music brings me peace.”  One of the major 

themes identified in song choice with cancer patients (Bailey, 1984) and their families is 

hope, including songs that focus on God and at the same time try to reawaken their own 

strength. 

Magill (2007) also interviewed caregivers of cancer patients.  Following the death 

of the patients, the caregivers reported their reactions from the witnessing of music 

therapy sessions with their loved ones.  They experienced joy, both in the way they were 

directly affected as well as empathic joy in seeing the way in which their loved ones were 

happy in music therapy.  They reflected on spiritual themes related to the present 

(connection), the past (remembrance), and the future (hope).  Music therapy helped them 

to connect with themselves and others, through bringing their loved ones “back to life” 

and connecting with the beyond.  Transcendence into meaning was a significant trend 

found in these interviews, giving the caregivers a sense of meaning through the 

experience of joy and fulfillment.  In a later study with caregivers, Magill (2009) 

described the themes of the meaning of music as “music is a conduit, “music gets inside 

us,” “live music makes a difference,” and “music is love.” 

Still other lyrical themes and messages (O‟Callaghan, 1996) were included in 

songs written by palliative care patients.  Prayer was one of the themes expressed.  

Important messages were expressed by 87% of the songs written by palliative care 



 42 

patients; these messages were related to positive feelings and gratitude, existing in the 

future, prayers to God, freedom which can be claimed through God, messages about 

Christ, and gratitude to God. 

By opening one‟s soul to another through the power of song (Gallant & Holosko, 

2001), there can be a celebration of life in the grieving process.  Using music creatively 

to write about positive and negative parts of life, personalizing lyrics for favorite songs, 

meeting clients where they are in the grieving process, and reaching out to others can 

provide meaning in the life cycle, giving a sense of peace and meaning.  The music 

therapist may also be involved in writing songs for the funeral, helping the patient choose 

the music, using existing songs and lyrics, assisting the client with a lyric analysis of 

songs, or engaging in a song parody in which new words are written for existing words. 

In terminal illness, songs are frequently used to complete the relationship with 

God.  The musical intimacy experienced in song may provide a space in which the client 

believes he or she is in touch with the divine; this may be experienced through 

acceptance of death, or healing and reconciliation.  The following stories (Dileo & 

Parker, 2005) illustrate this.  A woman with advanced cancer associated Amazing Grace 

with the Lord, and said that she was eager to go home.  A young woman with breast 

cancer requested The Impossible Dream and as the words “that my heart will be peaceful 

and calm when I‟m laid to my rest” were sung, there was a dramatic shift in her 

countenance, as if she were looking beyond this world.  She passed away soon after this 

occurred.  Another client with colon cancer wanted to “get it right” with God, and after 

hearing the therapist sing Precious Lord, he asked to meet with the chaplain for spiritual 

healing and reconciliation.  A description of a sacred place (Munro, 1984) describes the 
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spiritual dimension of music for a dying patient following the singing of hymns, during 

which she squeezed the hand of the therapist and moved her lips to the music.  The client 

died the following day. 

Song choice may be a powerful assessment tool (Bailey, 1984; Martin, 1991) with 

which to better understand the desires of dying patients and what they are experiencing.  

The choice of religious songs is an indication of religious beliefs that are a source of 

strength and comfort both for the patient and the family.  Songs chosen by a woman 

dying from cancer (Martin, 1991) including Amazing Grace, Morning Has Broken, and 

His Eye is on the Sparrow.  These songs include words of comfort and discourage 

feelings of being alone or hopelessness.  The woman had been a member of her church 

choir, so she had a relationship with religious music.  Let There be Peace on Earth, 

signifying her spirit, and Amazing Grace were songs requested for her funeral.  The song 

choice “Day by Day” (Bailey, 1984) expressed prayers for closeness with God.  The use 

of religious songs (O‟Callaghan, 2001) was helpful for a client, giving her a relaxed mind 

and strength.  Ending a session with a spiritual song (Salmon, 1993), Let it Be, was the 

choice of another client.  Insight into clients from diverse cultural and religious groups 

(Froman, 2009) is essential in music therapy settings in which musical selections and 

song choices may be used therapeutically.  A brain injured client in palliative care 

(O‟Callaghan, 1993) cried when he was with his family and songs of his faith tradition 

were played. 

A distinction between “religious” music and “spiritual” music in song choice is 

found in the case study (Hilliard, 2005) of a dying woman who wanted to sing “Home on 

the Range.”  Although she identified herself as an atheist, she believed that when she died 
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her spirit, or soul, would return to her home on the range in Oklahoma.  This is an 

example of a spiritual sense expressed in the words of the song.  Another way in which 

spirituality is expressed through music is found in gospel hymns and praise, encouraging 

active participation in live music.  Gospel music, when it is the preferred music of the 

client, has the potential to create a spontaneous exuberance that lifts the spirits of the 

dying person and gives rise to elevated energy levels. 

Music has the ability to stimulate conversation regarding spirituality 

(Wlodarczyk, 2007).  However, requests for spiritual music do not always lead to 

discussions regarding spirituality, and the request for spiritual music is not necessarily 

related to spiritual beliefs or awareness.  Patients may be comforted by the familiarity of 

spiritual music without necessarily reflecting on what it means or represents.  When 

music is offered though, patients are more likely to initiate conversations regarding 

spirituality. 

Dementia 

Spiritual outcomes for dementia clients may include: meaning and meaningful 

moments (Kirkland & McIlveen, 1999; Magill, 2005), connection with others (Kirkland 

& McIlveen, 1999), love (Kirkland & McIlveen, 1999), inner sense of peace (Bright, 

1991 & 1997), comfort (Bright, 1991 & 1997), spiritual transformation and connection 

(Patrick & Avins, 2005), the addressing of spiritual issues (Magill, 2005), closure 

(Magill, 2005), and selection of hymns for a funeral (Patrick & Avins, 2005). 

The following are examples of how these spiritual outcomes are experienced.  

Spiritual issues may be addressed in therapy (Kirkland & McIlveen, 1999) for persons 
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with dementia, as music is an avenue to access memories, making meaning out of their 

situation, connect with others, feel or give love, and have a sense of inner peace.  The 

elderly may see illness or disability as punishment for sins (Bright, 1991 & 1997), or 

believe that they have not been healed because they haven‟t prayed hard enough.  Guilt 

may be associated with the illness.  For many elderly, the singing of hymns brings great 

comfort, and these should be in the repertoire of all music therapists.  Spiritual 

transformation (Patrick & Avins, 2005) for dementia clients, even those in the later 

stages, is considered to be an important goal for music therapists, in addition to 

enhancing sensory experience, life review, and providing for meaningful experiences. 

Being able to play an instrument, sing along with the therapist, or conduct pre-

composed music (Patrick & Alvins, 2005) are ways in which recreational music can be 

used to address a dementia patient‟s spiritual need.  Spiritual hymns are often requested, 

and through accompaniment on an instrument such as a drum that may be held by another 

therapist or the client, there is a personal contact as well as a spiritual connection through 

the hymn. 

Meaning and purpose in life (Magill, 2005; Patrick & Alvins, 2005) have been 

discussed as themes related to spirituality.  Memories associated with songs provide 

meaningful moments in the life of the person with dementia, and these give clues for 

understanding the life history of a client.  Creating songs representing the life of the 

person suffering from dementia can address spiritual issues and provide closure.  “Song 

cycles” (Dileo), in which different chapters in a person‟s life are represented in a life 

review, is a way to nurture and meet spiritual needs. 
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Adults 

Spiritual outcomes for normal persons as well as those with psychological issues, 

may include: spiritual growth (Holligan,1994; Maack & Nolan, 1999), experience of 

death and rebirth (Clark, 1991; Schulberg,1999), connection with persons who have died 

(Rinker, 1991), release of wounds of the past (Rinker, 1991), access of inner resources 

and ascribing meaning to life (Moffitt, 1991), pivotal moments (Grocke, 1999), search for 

spiritual connections or strength including spiritual centering, spiritual transformation, 

finding a spiritual guide, being open to spiritual energy (Borczon,1997; Buell,1999; 

McKinney,1990; Newel,1999; Nielsen & Moe, 1999; Sekeles, 2007; T & Caughman, 

1999), interaction with and image of a higher power (Abbott, 2004; Logis & Turry,1999), 

praying through song (Logis & Turry, 1999), regaining trust in God (Logis & 

Turry,1999), creating a spiritual dimension (Sekeles, 2007), enhancing meditation 

(Chestnut, Duncan, Gagnon, & Schreck, 2005), and sustaining hope and belief (Sekeles, 

2007).  The following are examples of these spiritual outcomes. 

Guided Imagery and Music.  Research into Guided Imagery and Music with 

normal adults shows that one of the main gains described by former clients is spiritual 

growth.  As reported through a survey (Maack & Nolan, 1999), former clients indicated 

that they were also able to gain insights into some of their problems, increase their 

relaxation, and discover new parts of the self.  Continued improvement following GIM 

sessions was related to finding a spiritual path for growth and a clearer self-awareness. 

A spiritual retreat (Holligan, 1994), in which a young man preparing for the 

priesthood withdrew from normal activities to spend time in prayer and silence, was 

combined with GIM as the primary modality to foster spiritual growth.  During the 
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retreat, using GIM he gained access to deeper parts of himself, entered into his inner 

world to face painful issues from his childhood and moved from self-hate to self-

nurturance. 

A young woman with an eating disorder (Clark, 1991) entered into GIM sessions 

and through the images, was able to experience death and rebirth through developing 

trust in her inner world.  Her images of new life, the death of her mother and her own 

rebirth, were keys to her growth and recovery.  She took her struggle with Father God to 

an archetypal level, in which she felt she was pushed out of heaven.  A case study 

(Rinker, 1991) involving a wounded healer describes the way in which a therapist who 

received GIM treatment was able to release the wounds from her past and emerge as a 

strong, self-confident person.  In the process, the client was able to spiritually connect 

with her grandmother who had been her one source of love and acceptance when she was 

a child. 

Using a Gestalt approach which included GIM and improvisation (Moffitt, 1991), 

a competent pianist who had been traumatized at an early age through failed surgeries to 

correct her physical handicap, was able to accept her physical limitations, release her pent 

up frustrations from the past, and become more fully alive in body, mind, and spirit.  She 

was able to access her inner resources and give meaning to her life. 

Pivotal moments (Grocke, 1999), often felt physically, emotionally, and 

spiritually are associated with GIM.  These are not always positive moments, as for 

example when a client had a negative imagery of God as a pillar turning into a rock.  

Whatever the pivotal moment, it is remembered in detail over time, and has a powerful 



 48 

influence for the participant.  The music sustains the moment and allows it to flow along.  

The therapist is often viewed as a kindred spirit who is allowed into the client‟s space. 

Other spiritual connections or searches for spiritual strength in typical adults are 

found in GIM accounts, illustrated by the following reports.  A young adult who received 

a diagnosis of cancer needed to take care of her body and at the same time find spiritual 

centering in her head (Newel, 1999).  In another case, a new spirituality was found by a 

young man who had been sexually abused.  Through GIM he was able to connect with 

the past, present, and future, relive moments of joy, sorry, loss, and anger, and arrive at 

an inner peace (T & Caughman, 1999).  In another, a music therapist who experienced 

GIM reflected on her insights that represented a spiritual perspective.  Inner knowledge 

became accessible through the imagery (Buell, 1999).  Transformation from drug 

addiction to chaos to crisis finally led to a spiritual transformation for a young male in 

GIM.  Through personal growth in GIM he was able to return to music and create a new, 

responsible, drug-free self (Nielsen & Moe, 1999).  Images of a spiritual guide during 

GIM helped to sustain a woman in dealing with the death of her unborn child.  Another 

client spoke of being open to the spiritual energy that was coming through her and the 

beauty of life reflected in more than what could be seen or heard (McKinney, 1990).  

Finally, a client in GIM (Abbott, 2004) related to the therapist that she saw an image of 

God and had a transcendent moment of sitting and nestling in his robes. 

Improvisation.  Through creative interactive music-making (Logis & Turry, 

1999), a woman who was diagnosed with non-Hodgkin‟s lymphoma was able to address 

her cancer and expose the pain and anguish she was feeling.  She found herself praying 

through song, supported by the improvised music of the music therapist.  The words of 
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the Magnificat, Mary‟s prayer in Luke‟s gospel, gave her strength to tell the truth about 

her illness and sadness.  She relayed that through God‟s grace she found music, which 

was a balm that let her address the crushing silence that had been with her since her 

sickness was diagnosed.  Through creative music-making, she was able to regain her trust 

in God.  She sang out the words she heard from God, “Believe you are precious,” and she 

responded with a sung prayer asking God to give her strength and guidance.  During her 

remission, in which she no longer needed chemotherapy, she realized that God gave her 

the gift of music to see her through the darkness, fear, and anguish she felt when she first 

learned she had cancer. 

Another example of the use of improvisation with grief is a case study (Sekeles, 

2007) of a young Israeli woman who lost her eldest son during military action due to 

friendly fire.  Shortly afterwards, her husband died following a short illness.  Verbal 

therapy was not effective in treating her depression, indifference, and self-negligence.  

Because of her love for music, she was referred to music therapy.  Her expectations for 

music therapy were that it would energize her body and soul and purify her being.  

Through improvisations, rhythmic accompaniments to classical music, and finally 

working in a musically improvisatory way with her surviving son, she was able to 

confront the grief, anger, and loss from the deaths of her first son and husband, and 

rebuild a relationship with her remaining son in a reassuring atmosphere.  Words of a 

poem that she wrote in Hebrew, and the accompanying music composed by her son, attest 

to her search to create a spiritual dimension that had been missing in her life.  An 

example of the translation of the poem into English is “Bless God for purifying my heart 

to feel the pain and to accept the joy” (Sekeles, 2007, p. 57).  Being able to deal with both 
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personal and collective grief through songs is evidenced in the new Israeli community 

and the renewal of the Hebrew language.  Tensions, anxiety, anger, grief, loss of life in 

terrorist attacks and war, all call for spiritual strength.  Through songs, both private and 

collective, hope and belief can be sustained. 

AIDS 

Spiritual outcomes for AIDS clients may include the following: a release that is 

spiritual and liberating (Aldridge, 1996), a bridge between the natural forces of life and 

the spiritual realm of dying (Lee, 1996), images of the divine (Bruscia, 1991), discussions 

about heaven (Lee, 1999), an expression of the soul (Lee, 1996), transcendence 

(Aldridge, 1995; Aldridge, 1996), integrating the spiritual dimensions of their being 

(Aldridge, 1993), creating improvisations to be used at funerals (Hartley, 1999), and 

transporting to another realm of consciousness (Aldridge, 1996).  The following are 

examples of these spiritual outcomes.  

Music therapy is beneficial in addressing spiritual needs of AIDS patients as they 

learn to cope.  In this disease, there is existential anxiety from both patients and therapists 

regarding confronting death, possible contagion, concern over sexual orientation, and a 

realization that there is very little chance of recovery.  Music therapy creates an inner 

world in which there is no illness, and offers a release that is spiritual and liberating, and 

enhances the quality of life through the inner power of hope (Aldridge, 1993; Aldridge, 

1996 & Lee, 1996). 

During a GIM session (Bruscia, 1991), a client with AIDS had powerful healing 

images of the death and resurrection of Christ, providing him with the ability to forgive 
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his father for abandoning him as a child.  The images were of a cross, a harpoon piecing 

his side, washing it clean with water, and Easter lilies in a cemetery blooming over each 

grave.  These images represented a turning point in which the client decided to live while 

he was still in his body. 

A man with AIDS (Lee, 1999) was given the opportunity to search inside himself 

through improvisational piano duets with a music therapist.  He expressed that the music 

was a part of him, helping him to explore his fears for the future.  The music spoke to 

him of heaven, or the music of the spheres. 

Another case (Lee, 1996) described clinical work with a musician dying of AIDS.  

The music therapist created a relationship that was defined by the therapist as spiritual, an 

expression of the soul, which is perceived as liberating for both the client and the 

therapist. 

A person who is struggling with AIDS (Aldridge, 1996) may use improvised 

music creatively with a therapist.  No verbal expression is required, and ways of being in 

the world are able to be expressed through the improvisation, through the melody, 

rhythm, and musical structure.  The “composed self” is released through an improvised 

order, or what may be called patterned frequencies in time (Aldridge, p. 31). 

Music therapy may be used with AIDS patients in situations which seem 

hopeless, creating a valuable human response which serves as a means for transcendence 

(Aldridge, 1993).  Music can be inspiring and uplifting; it creates an experience of time 

which is not chronologically determined, and can transport a patient to another realm of 

consciousness.  Spiritual issues brought about by the disease may include feelings of loss, 
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alienation and abandonment; understanding suffering; accepting dependency; handling 

anger and frustration; forgiving others; discovering peace; discussing death; grieving; 

planning the funeral; and discovering hope and the value of living (Aldridge, 1996, p. 

231). 

Spiritual Beliefs of Musicians/Music Therapists 

Music Therapists and Spirituality 

In choosing a vocation, it is generally acknowledged that one gravitates toward an 

area which is representative of his or her personality or sense of self.  Thus, persons who 

are spiritually inclined may select a career that is consistent with his or her spiritual 

beliefs.  Persons who are spiritual in nature may be drawn to the field of music therapy, 

in which music therapists inevitably deal with spiritual issues.  However, little is known 

about the spiritual beliefs and practices of music therapists and whether they were drawn 

to the field because of their own spirituality.  There is, however, some clinical literature 

describing music therapists‟ spirituality. 

Music therapists frequently speak of their work in terms of “intuition” or a way of 

knowing that is not based on the logical or rational process.  One of the ways in which 

intuition is experienced is in the spiritual realm, outside of the person, coming from a 

greater consciousness.  In explaining this phenomenon (Brescia, 2005), music therapists 

have used phrases such as “the music came through me, I felt like a total vehicle” or “it 

feels like it is other than me at times.” 

Some music therapy clinicians/theorists have publically described their own 

spiritual grounding.  Lane‟s poignant account of her own life story (Lane, 1994) of 
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searching is founded on her strong faith, which she freely shares in writing and speaking, 

and that she combines in her clinical work with music as medicine.  Aldridge (1995) does 

not separate clinicians from patients, but states that we will all face death and that we are 

all asking the same great questions relating to the meaning of life.  As a clinician, Kenny 

(1989) describes her concept of a “musical space” as a sacred space between the client 

and therapist. 

Two other notable examples are the clinical methods of Guided Imagery and 

Music, which is an outgrowth of Helen Bonny‟s own spiritual searching, and Creative 

Music Therapy, founded on the anthroposophical spiritual beliefs of Paul Nordoff and 

Clive Robbins. 

The perspectives of music therapists regarding the experience of spirituality in 

their work with clients has been described through an analysis of interview transcripts by 

Marom (2004).  Using a methodology of phenomenology, the nature and significance of 

a wide array of spiritual moments (Marom, 2004), as described by music therapists, was 

documented.  These spiritual moments included some major transformations in the 

clients‟ lives, in which they were connected transpersonally, that is, beyond themselves.  

Others were moments in which the clients demonstrated a fighting spirit to overcome 

their challenges.  Soul-to-soul bonding and synchrony between the therapist and client, 

demonstration of the spiritual value of community, and close encounters with death or 

afterlife characterized other moments.  The music therapists interviewed derived an 

expanded knowledge, stronger spiritual beliefs, and a perception of their own personal 

growth as professionals and as human beings from their clients‟ spiritual moments. 
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Education/Training in Spirituality and Music Therapy 

In music therapy education, one of the first theoretical models was Sears‟ (1965) 

Processes in Music Therapy.  His re-vision makes clear that music therapists have 

unlimited directions for exploration, including the sparsely examined domain of 

spirituality.  Originally presented in linear form, Sears described the therapeutic 

processes of music in three classifications: within structure, within self-organization, and 

within social relations.  His re-vision and expansion of these Processes in 1979 provided 

the field of music therapy with an inclusive, expansive, and comprehensive model for 

conceptualizing the therapeutic processes inherent in music.  His three classifications, 

which he correlated with Guilford‟s theory of intelligence, the Structure-of-Intellect, 

allow for an infinite number of relationships; the re-vision generates 21,600 specific 

thinking units (Sears, 2007).  This re-vision is encouraging for researchers wishing to 

pursue spirituality/religion in music therapy. 

There is little in the literature regarding how music therapists receive training in 

spiritual issues.  However, Dileo & Loewy (2005) describe the advanced competencies 

needed for music therapists working in hospice settings.  A recommended component of 

this advanced specialization would include music therapy and spirituality.  Competencies 

related to spirituality would include: in-depth clinical skills that would address the 

spiritual needs of patients and their families in preparation for and following death; 

assessment and evaluation of client‟s spiritual needs; multicultural knowledge of spiritual 

beliefs and practices; personal competence in addressing own spiritual beliefs and 

personal values related to death and dying. 
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Important considerations in all therapeutic relationships require adherence to 

ethical standards (Dileo, 2000), and this is especially true in the extremely personal and 

culturally sensitive domain of spirituality/religion.  With this in mind, the field of music 

therapy has proved clear, ethical guidelines; nevertheless, there are still ethical issues that 

may emerge in working with spiritual concerns.  Some of the major ethical issues that are 

implied in dealing with clients‟ spiritual concerns within the therapy relationship and 

ways to ethically handle these situations are as follows (Dileo, 2000). 

1) Expression of religious/spiritual beliefs and practices by the client: there 

should be no coercion on the part of the therapist to impose his or her beliefs 

on the client.  The therapist should be able to listen with sensitivity to what the 

client has to say, without imposing any judgment on the client if the beliefs 

are different from the therapist‟s own. 

2) Religious/spiritual beliefs or nonbeliefs of music therapists: music therapists 

need to be very aware of their own religious/spiritual beliefs or nonbeliefs, 

their religious biases, events in their life that have shaped their values, their 

ability to empathize with clients and to tolerate differences. 

3) Professional competence in dealing with spiritual matters: music therapists 

need to be aware of their own level of competence, and seek guidance from 

other professionals when necessary. 

4) Spiritual Assessment: certain areas of clinical practice such as AIDS, 

terminally ill, and the elderly may involve the client in religious/spiritual 
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beliefs as a source of coping and strength.  An important part of the 

assessment process would be information regarding religious/spiritual values. 

Recommendations for a “model for ethical practice” (Dileo, 2000) that has 

relevance for day to day situations in which music therapists are confronted with ethical 

choices encourages music therapists to: 

 be knowledgeable about the AMTA code of ethics 

 seek out continuing education opportunities in ethics through graduate 

courses, workshops and seminars as well as self-study 

 enhance self-awareness 

 develop a peer support network 

 consult with professionals for expert advice 

 identify situations which may pose ethical problems 

There are no specifics regarding client‟s spirituality issues in the AMTA Code of 

Ethics except the need to refrain from discrimination because of religion (AMTA, 2008). 

Music Therapists’ Spiritual Beliefs and How They Influence Music Therapy 

Practice 

Spiritual beliefs are by their very nature personal, but at the same time have an 

impact on clinical practice for music therapists, as exemplified in the literature.  In the 

1960s, when the field of music therapy was in its infancy, mysticism, including 

discussions of spirituality, was out of the purview of scientific discourse (Bonny, 2001).  

Music therapy needed to be objective in its scientific approach.  With increased 
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acceptance in the public and among researchers for both music therapy and spiritual 

questions, there is now greater potential for researching music therapy and spirituality. 

Through the above discussion of the various clinical methods, clinical studies and 

research representing the populations served by music therapy, it is clear that music 

therapists are addressing clients‟ spiritual needs.  The increasing focus on spirituality in 

music therapy clinical practice, as reported in the literature, has likely resulted from a 

greater awareness of the possibilities of music as a therapeutic medium as well as a more 

frequently identified clinical need.  For example, as the field has expanded to hospice 

care, music therapists have acknowledged and addressed these specific needs of their 

patients. 

Rationale 

Through an understanding of the spirituality embodied in the making and sharing 

of music, it may be a logical assumption that music therapists have a spiritual basis for 

their work.  Not only is a spiritual dimension in the work of music therapists a reasonable 

assumption, but it is also possible to speculate that those who are giving care to another 

person would have a need in their own lives for inner strength, often found through 

spiritual avenues.  The use of the arts in healing (Chandler, 1999) provides a “sensory 

spirituality” for both caregivers and the persons for whom they care.  Professionals such 

as therapists, clergy, and medical technicians, who witness trauma in their work 

environment every day, are in need of spiritual revitalization to avoid depression, 

burnout, suffering, and psychic numbness.  There has been a close relationship between 

music and spirituality as a form of healing throughout the ages.  Because there is little 
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published research on the topic of music therapists‟ spiritual beliefs as they relate to their 

clinical practice, there is a need to investigate this important topic. 

There have been pioneering approaches in music therapy that are grounded in 

spiritual beliefs.  Music therapy methods, such as Guided Imagery and Music, Nordoff-

Robbins Creative Music Therapy, and Lyric Analysis/Song Writing, all use language 

related to spirituality in their philosophies and clinical examples.  There is a need, 

therefore, to better understand the ways in which music therapists approach spirituality in 

their clinical work.  Music therapy methods address spiritual issues that are very common 

with specific populations, including end of life, dementia, normal adults, and AIDS, and 

spiritual outcomes are frequently expressed in the literature with the above populations.  

Therefore, questions emerge regarding the spiritual beliefs of the therapists who address 

these clinical needs, and the relationship between their personal spiritual beliefs and the 

ways that they address these needs in their clients. 

Therefore, the purpose of this study is to explore issues that relate to the spiritual 

beliefs of music therapists and the relationship between these beliefs and their clinical 

practice in music therapy.  The research questions for this study are as follows: 

1. Is there a relationship between music therapists‟ spirituality scores and their 

personal information (i.e., gender, age, years of professional experience, 

degrees, region of residence, and clinical population)? 

2. Is there a relationship between music therapists‟ spirituality scores and their 

reported spiritual beliefs and practices?  
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3. Is there a relationship between music therapists‟ spirituality scores and their 

clinical practices regarding spirituality? 
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CHAPTER THREE 

RESEARCH METHOD 

Participants 

Participants for this study were board certified professional music therapists.  A 

list of e-mail addresses of 4243 members of The Certification Board for Music Therapy 

(CBMT) was purchased for use.  This included retired and honorary members of CBMT. 

Materials 

Two questionnaires were used in this study: the Spiritual Involvement and Beliefs 

Scale (SIBS) (Hatch, Burg, Naberhaus, & Hellmich, 1998) and a questionnaire designed 

by the researcher for soliciting information regarding the participants‟ spiritual beliefs 

and how these influence their clinical practice.  Copies of these surveys are included in 

Appendix A. 

The SIBS 

The SIBS asks questions about both spiritual involvement and beliefs (Hatch, 

Burg, Naberhaus, & Hellmich, 1998).  It includes questions regarding science, meaning, 

fulfillment, thankfulness, closeness with others, activities, spiritual force, purpose, 

prayers, evolution of beliefs, identity, meditation, relationship with a power greater than 

self, and actions related to situations encountered in life. 

An updated copy and written permission to use the Spiritual Involvement and 

Beliefs Scales was obtained on February 2, 2009, via e-mail from Dr. Robert Hatch, the 

author of the SIBS. 
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The SIBS is presently in the process of revision, and substantial changes have 

been made since research on the scale was first published in 1998.  These changes are 

primarily in the wording of some questions.  The revised version has been used both for 

published and unpublished studies.  However, none of the data that reflect the revised 

survey have been published, so the original published study with high internal 

consistency and reliability is being used in the present study, rather than the revised, 

unpublished version. 

The Spiritual Involvement and Beliefs Scale was chosen for this study based on 

its reliability and validity, its broad scope, its avoidance of cultural-religious bias, and its 

assessment of both beliefs and actions (Hatch, Burg, Naberhaus, & Hellmich, 1998). 

A total of 83 participants representing a rural family practice and family practice 

professions, were administered the finalized SIBS, with a 60% overall response rate, and 

only approximately 5% of the participants refusing to participate (Hatch, Burg, 

Naberhaus, & Hellmich, 1998).  The outcome of the SIBS, compared with the Spiritual 

Well-Being Scale, showed high internal consistency (Cronbach‟s alpha = .92), strong 

test-retest reliability (r- .92), a clear four-factor structure, and a high-correlation (r = .80).  

These outcomes were additional reasons for the choice of this scale for the current study. 

Other reasons for choosing the SIBS scale over other published surveys, such as 

the Duke University Religious Index scale (DUREL), included its avoidance of questions 

that refer to words such as “Divine,” “God,” “Bible,” “Chaplains,” “Rabbis,” 

“Ministers,” or “church attendance,” all words that may be interpreted in a context that 

may be more religious in nature than spiritual. 
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The Music Therapy Questionnaire 

The Music Therapy Questionnaire was designed by the researcher in consultation 

with her adviser, and consisted of three parts: (1) demographic information: gender, age, 

years of professional practice, level of education, region of the American Music Therapy 

Association, and client populations served (2) therapist‟s spiritual beliefs and practices, 

and (3) relationship of therapist‟s spirituality to music therapy clinical work. 

In Part II, a working definition for both spirituality and religion was provided.  A 

Likert-type scale with ratings from “strongly agree” to “strongly disagree” and including 

“not applicable” was provided to allow participants to assess aspects of their spiritual 

beliefs.  Opportunities for participants to include comments were provided in an open text 

box. 

Procedure  

IRB approval was obtained from Temple University prior to the implementation 

of this study.  As described previously, an e-mail list from The Certification Board for 

Music Therapy was purchased for use. 

An electronic program, SurveyMonkey (www.SurveyMonkey.com), was used to 

administer both the SIBS and the Questionnaire for Music Therapists.  The SIBS and 

questionnaire were uploaded into this website along with an informed consent agreement 

approved by Temple University‟s IRB.  The informed consent agreement (Appendix B) 

specified that consent to participate is implied in the completion of all or parts of the 

survey. 
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A total of 4243 music therapists were sent an e-mail inviting them to participate in 

this study.  All members from the CBMT e-mail list received an invitation to participate.  

Based on previous surveys of professional music therapists, a response rate ranging from 

41% to 52% was anticipated (Jackson, 2008; Groen, 2007; Silverman, 2007; Chase, 

2004). 

A link to the SurveyMonkey website was contained in this e-mail message.  

Individuals who chose to participate in the survey clicked on the link in the e-mail 

message, and were re-directed to the SurveyMonkey website.  Participants responded to 

the survey and questionnaire anonymously, i.e., the SurveyMonkey website does not 

record or track individual e-mail addresses.  In addition, the researcher had no access to 

or knowledge of which participants completed or did not complete the survey and 

questionnaire. 

Once the survey and questionnaire was sent to the participants, they were given 

two weeks in which to complete them.  An e-mail reminder notice and a link to the 

survey website were sent to all individuals on the list after two weeks.  Again, the 

researcher sent the reminder to the entire list of potential participants as she did not know 

which participants had already responded. 

A record was kept of the number of e-mails that were returned due to an invalid 

address, so that the number of individuals who received the survey could be calculated 

accurately. 
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Analysis of Data 

The SurveyMonkey company aggregated survey and questionnaire data 

automatically, and these data were sent to the researcher for analysis.  These data were 

then imported into SPSS by the researcher.  All variables were recoded into numeric 

values for analysis.  Data were analyzed using descriptive statistics and correlations.  A 

combination of Kruskal-Wallis Anova, Mann-Whitney two sample tests, and Spearman 

correlation tests were used to analyze the relationship between the questions from the 

Spiritual Involvement and Beliefs Scale and the Music Therapy Questionnaire.  

Summaries were provided for the open ended comments.  Data are reported through 

appropriate graphs and tables. 
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CHAPTER FOUR 

RESULTS  

In this chapter, the results of the survey are presented in tabular form and are also 

described in the text.  Results are organized according to the three primary research 

questions; 1) Is there a relationship between music therapists‟ spirituality scores (SIBS) 

and their personal and work information?  2) Is there a relationship between music 

therapists‟ spirituality scores and their reported spiritual beliefs and practices? and 3) Is 

there a relationship between music therapists‟ spirituality scores and their clinical 

practices regarding spirituality? 

A total of 4243 surveys were sent out to potential participants through 

SurveyMonkey.  A number of surveys were returned due to incorrect e-mail addresses 

(N=48) and 25 recipients “opted out” of participating in the survey.  Of the original 4243 

surveys sent, 1373 were returned to the researcher, reflecting a return rate of 32%.  Of the 

surveys that were returned however, only those that had complete answers to all of the 

SIBS scoring questions were used; thus,1216 (89%) completed surveys were used in the 

final analysis of the results. 

Demographics of respondents 

Females comprised 89.4% of the population, compared with 10.3% males (Table 

1).  The largest group of respondents was in the 21-31 age range (Table 2).  Similarly, the 

majority of respondents reported having worked as a music therapist for 1-5 years, and 

63% of the respondents reported having worked in the profession for ten years or less.  

Only 35% of respondents reported having worked for eleven or more years (Table 3). 
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Table 1 - Gender of Respondents 

Response 
Number (%) of 

Responses 

Male 142 (10.3%) 

Female 1227 (89.4%) 

(blank) 4 (0.3%) 

 

Table 2 - Age of Respondents 

Response 
Number (%) of 

Responses 

21 – 31 yrs 554 (40.4%) 

32 – 42 yrs 384 (28.0%) 

43- 53 yrs 244 (17.8%) 

54 – 64 yrs 156 (11.4%) 

65 yrs or older 23 (1.7%) 

No Response 2 (0.2%) 

 

Table 3 - Years of Service for Respondents 

Response 
Number (%) of 

Responses 

Less than 1 year 120 (8.7%) 

1 – 5 years 482 (35.1%) 

6 – 10 years 267 (19.5%) 

11 – 20 years 253 (18.4%) 

20+ years 230 (16.8%) 

(blank) 21 (1.5%) 
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The majority of respondents reported holding a bachelor‟s degree (59%), whereas 

32% held a master‟s degree, and 5% had earned a doctorate or PhD (Table 4). 

Table 4 - Education Level for Respondents 

Response 
Number (%) of 

Responses 

Bachelor‟s music therapy 776 (56.5%) 

Bachelor‟s music education 15 (1.1%) 

Bachelor‟s other 25 (1.8%) 

Master‟s music therapy 367 (26.7%) 

Master‟s music education 67 (4.9%) 

PhD music therapy 25 (1.8%) 

PhD music education 17 (1.2%) 

PhD Psychology or other 17 (1.2%) 

Other Doctorate 16 (1.2%) 

(blank) 48 (3.5%) 
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Members from the Mid-Atlantic Region of AMTA comprised the largest number 

of respondents; members from the New England region of AMTA comprised the smallest 

number of respondents (Table 5). 

Table 5 - Region of AMTA for Respondents 

Response 
Number (%) of 

Responses 

Great Lakes 314 (22.9%) 

Mid-Atlantic 331 (24.1%) 

Midwestern 124 (9.0%) 

New England 54 (3.9%) 

Southeastern 208 (15.2%) 

Southwestern 133 (9.7%) 

Western 173 (12.6%) 

(blank) 36 (2.6%) 
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The primary populations served by respondents were developmentally delayed 

children (15%) and mental health-adults (12%); the lowest percentages of populations 

served were adolescents undergoing medical treatment or surgery and children in hospice 

care (Table 6). 

Table 6 - Primary Population Currently Served by Respondents 

Response 
Number (%) of 

Responses 

Medical / Surgical – Children 47 (3.4%) 

Medical / Surgical – Adolescent 2 (0.2%) 

Medical / Surgical – Adults 42 (3.1%) 

Mental Health – Children 18 (1.3%) 

Mental Health – Adolescent 39 (2.8%) 

Mental Health – Adults 166 (12.1%) 

End of Life – Children 3 (0.2%) 

End of Life – Adults 135 (9.8%) 

Dev. Disabilities – Children 203 (14.8%) 

Dev. Disabilities – Adolescent 31 (2.3%) 

Dev. Disabilities – Adult 67 (4.9%) 

Schools – Children 133 (9.7%) 

Schools – Adolescents 27 (2.0%) 

Long-term Care 118 (8.6%) 

College / University Students 63 (4.6%) 

Private Practice 144 (10.5%) 

Other 106 (7.7%) 

(blank) 29 (2.1%) 
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In the following sections of this chapter, data will be presented that provides 

responses to the research questions posed in this study. 

Research Question #1: The Relationship between Music Therapists’ Spirituality 

Scores and their Personal and Work Information 

The first research question asked if there was a relationship between music 

therapists‟ spirituality scores and their personal and work information (i.e., gender, age, 

years of professional experience, degrees, region of residence, and clinical population 

served). 

Figure 1 shows the distribution of spirituality scores for the respondents to this 

survey.  To calculate respondents‟ spirituality scores, the results from Hatch‟s SIBS score 

questions were summarized.  Each question was awarded points based on the response 

with reverse scoring used when appropriate with question wording.  Scores could 

hypothetically range from 0 to 125. 

Figure 1 - Histogram of Spirituality Scores 
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As shown in Figure 1, the distribution of spirituality scores of all 1216 survey 

participants was negatively skewed with a median score of 97.0.  The mean spirituality 

score was 95.12 with a standard deviation of 13.19.  Overall, the scores ranged from a 

low of 41 to a maximum of 125. 

In response to research question 1, a Kruskal-Wallis test was performed to 

determine if respondents‟ SIBS scores varied according to gender.  Significant 

differences were found between spirituality scores of men and women [χ
2
 (2, N=1215) = 

13.41, p<.01], with females showing a significantly higher spirituality score than males 

(Table 7). 

Table 7 - Spirituality Scores according to Gender of Respondents 

Response 
Average of 

Spirituality Score 

Standard Deviation 

of Spirituality Score 

Number (%) of 

Responses 

Male 90.64 14.54 115 (9.5%) 

Female 95.64 12.97 1100 (90.5%) 

No Response 83.00 -- 1 (0.1%) 

 

An analysis was also conducted on respondents‟ spirituality scores and their age 

group (Table 8).  A Kruskal-Wallis test was conducted to evaluate the respondents‟ 

spirituality scores according to age group.  The result was significant [χ
2
 (4, N=1216) = 

6.92, p <.01].  Additional Mann-Whitney tests were conducted to evaluate pair-wise 

differences and revealed a statistically significant difference (p<.02) between the 

youngest age group (21-31) and all of the groups 43 years and older. 
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Table 8 - Spirituality Scores according to Age of Respondents 

Response 
Average of 

Spirituality Score 

Standard Deviation 

of Spirituality Score 

Number (%) of 

Responses 

21 – 31 yrs   93.07 13.81 510 (41.9%) 

32 – 42 yrs   94.62 12.81 347 (28.5%) 

43- 53 yrs   98.63 12.28 211 (17.4%) 

54 – 64 yrs   98.05 11.92 131 (10.8%) 

65 yrs or older 100.71  8.32 17 (1.4%) 

 

Consistent with the finding that the spirituality scores are related to increases in 

age, data also showed that higher spirituality scores were associated with greater numbers 

of years in the music therapy profession (Table 9).  The results of a Kruskal-Wallis test 

were statistically significant [χ2 (4, N=1216) = 33.29, p < .01].  Further evaluation on a 

pair-wise basis by age group using Mann-Whitney tests showed that respondents who had 

been in the profession for eleven or more years had significantly higher spirituality scores 

than those who had been in the field ten years or less (p<.01). 

Table 9 - Spirituality Scores according to Years in the Music Therapy Profession 

Response 
Average of religious 

studies Score 

Standard Deviation 

of Spirituality Score 

Number (%) of 

Responses 

Less than 1 year   91.19 14.07 108 (8.9%) 

1 – 5 years   94.12 13.65 436 (35.9%) 

6 – 10 years   93.85 12.35 246 (20.2%) 

11 – 20 years   97.88 12.79 225 (18.5%) 

20+ years   97.83 12.20 199 (16.4%) 

(blank) 101.50  7.78 2 (0.2%) 
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An analysis of data using the Kruskal-Wallis one way Analysis of Variance test 

revealed that the average SIBS scores did not vary significantly according to respondents‟ 

education levels [χ
2
 (8, N = 1191) = 13.43, p = .098] (Table 10).  Additional Kruskal-

Wallis tests also showed that SIBS scores did not vary significantly according to 

respondents‟ AMTA region of residence [χ
2
 (6, N=1206) = 12.60, p = .050] (Table 11) or 

the clinical populations with whom respondents worked [χ
2
 (15, N=1116) = 24.74, p = 

.054] (Table 12). 

Table 10 - Spirituality Scores according to Education Level of Respondents 

Response 
Average of 

Spirituality Score 

Standard Deviation 

of Spirituality Score 

Number (%) of 

Responses 

Bachelor‟s music 

therapy 
95.94 13.38 701 (57.7%) 

Bachelor‟s music 

education 
95.15 14.88 13 (1.1%) 

Bachelor‟s other 96.36 10.54 22 (1.8%) 

Master‟s music 

therapy 
92.89 13.09 332 (27.3%) 

Master‟s music 

education 
95.90 13.60 58 (4.8%) 

PhD music  

therapy 
93.64 14.96 22 (1.8%) 

PhD music 

education 
97.42 10.59 12 (1.0%) 

PhD Psychology or 

other 
95.24 11.34 17 (1.4%) 

Other Doctorate 95.71 11.48 14 (1.2%) 

(blank) 98.44  8.46 25 (2.1%) 
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Table 11 - Spirituality Scores according to AMTA Region of Respondents 

Response 
Average of 

Spirituality Score 

Standard Deviation 

of Spirituality Score 

Number (%) of 

Responses 

Great Lakes 96.33 13.02 282 (23.2%) 

Mid-Atlantic 94.90 12.37 301 (24.8%) 

Midwestern 94.06 12.95 109 (9.0%) 

New England 90.95 12.49 44 (3.6%) 

Southeastern 96.56 12.77 189 (15.5%) 

Southwestern 95.02 14.43 122 (10.0%) 

Western 94.28 14.32 159 (13.1%) 

(blank) 84.60 15.09 10 (0.8%) 
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Table 12 - Spirituality Scores according to Primary Population Currently Served by 

Respondents 

Response 
Average of 

Spirituality Score 

Standard Deviation 

of Spirituality 

Score 

Number (%) of 

Responses 

Medical / Surgical – 

Children 
  94.35 10.24 43 (3.5%) 

Medical / Surgical – 

Adolescent 
  66.00 25.46 2 (0.2%) 

Medical / Surgical – 

Adults 
  95.05 10.51 39 (3.2%) 

Mental Health – Children   92.80 13.48 15 (1.2%) 

Mental Health – 

Adolescent 
  93.84 13.55 38 (3.1%) 

Mental Health – Adults   94.43 13.34 148 (12.2%) 

End of Life – Children 105.67   8.74 3 (0.3%) 

End of Life – Adults   95.32 12.22 123 (10.1%) 

Dev. Disabilities – 

Children 
  93.76 14.70 180 (14.8%) 

Dev. Disabilities – 

Adolescent 
  93.63 14.71 24 (2.0%) 

Dev. Disabilities – Adult   94.58 12.40 64 (5.3%) 

Schools – Children   97.29 13.34 120 (9.9%) 

Schools – Adolescents   91.42 15.89 26 (2.1%) 

Long-term Care   98.18 11.46 108 (8.9%) 

College / University 

Students 
  92.55 14.76 51 (4.2%) 

Private Practice   97.11 11.88 132 (10.9%) 

Other   94.17 13.97 94 (7.7%) 

(blank)   95.33   9.73 6 (0.5%) 
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Research Question #2: The Relationship between Music Therapists’ Spirituality 

Scores and their reported Spiritual Beliefs and Practices 

The second research question asked if there was a relationship between music 

therapists‟ spirituality scores and their reported spiritual beliefs and practices.  There 

were four survey questions related to this research question.  These questions asked the 

following: 1) whether participants considered themselves spiritual persons, 2) whether 

participants considered engaging in music as a spiritual endeavor, 3) whether participants 

used music in their own spiritual practices, and 4) whether participants believed that 

meditation, prayer, reflection, or some other type of contemplative experience was an 

important daily activity. 

Survey participants were asked to indicate their degree of agreement with the 

statement, “I consider myself a spiritual person.”  Approximately 90% either agreed or 

strongly agreed that they are spiritual persons.  Responses to this question were correlated 

with participants‟ SIBS scores using the Spearman‟s Rho Correlation.  Results showed 

that respondents‟ ratings of themselves as spiritual persons were significantly correlated 

with their SIBS scores [(rs(1214) =.698, p<.01)] (Table 13). 
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Table 13 - SIBS Scores related to Participants‟ Ratings of Themselves as Spiritual 

Response 
Average of 

Spirituality Score 

Standard Deviation 

of Spirituality Score 

Number (%) of 

Responses 

N/A   72.00 -- 1 (0.1%) 

Strongly Disagree   58.86 11.07 14 (1.2%) 

Disagree   69.00  9.80 27 (2.2%) 

Neutral   77.00  8.79 74 (6.1%) 

Agree   88.84  9.33 411 (33.8%) 

Strongly Agree 102.60  8.50 689 (56.7%) 

 

Participants were asked to indicate whether engaging in music was a spiritual 

experience for them.  There was a strong positive correlation found for the question of the 

relationship between the SIBS scores and engaging in music as a spiritual experience 

(Table 14).  A calculation of Spearman‟s Rho Correlation with Spirituality Score 

[rs(1214) = .479, p < .01] showed that over 80% either agree or strongly agree that 

engaging in music is a spiritual experience for them. 
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Table 14 - SIBS Scores related to Participants‟ Belief that Engaging in Music is a 

Spiritual Experience for Them 

Response 
Average of 

Spirituality Score 

Standard Deviation 

of Spirituality Score 

Number (%) of 

Responses 

N/A   82.17 26.29 6 (0.5%) 

Strongly Disagree   63.83 15.09 12 (1.0%) 

Disagree   75.91 13.18 53 (4.4%) 

Neutral   88.16 11.49 166 (13.7%) 

Agree   93.79 11.27 467 (38.4%) 

Strongly Agree 101.48 10.14 510 (41.9%) 

(blank)   96.50 37.48 2 (0.2%) 

 

Participants were asked to indicate whether they used music in their own spiritual 

practices and if there was a relationship between this practice and their SIBS scores.  A 

significant correlation was found between participants‟ spirituality scores and the 

frequency of use of music in their own spiritual practices, Spearman‟s Rho Correlation 

[(rs (1214) = .619, p < .01)].  Approximately 84% stated that they use music in their own 

spiritual practice (Table 15).  Over half also strongly agreed with this question. 
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Table 15 - SIBS Scores related to Participants‟ Use of Music in Their Own Spiritual 

Practices 

Response 
Average of 

Spirituality Score 

Standard Deviation 

of Spirituality Score 

Number (%) of 

Responses 

N/A   69.79 11.11 19 (1.6%) 

Strongly Disagree   60.78 11.03 18 (1.5%) 

Disagree   78.55 12.21 53 (4.4%) 

Neutral   85.11 11.36 103 (8.5%) 

Agree   91.56   9.96 409 (33.6%) 

Strongly Agree 102.46   8.94 612 (50.3%) 

(blank)   78.50   6.36 2 (0.2%) 

 

Participants were asked to indicate if they believed that meditation, prayer, 

reflection, or some other type of contemplative experience is an important daily activity 

for music therapists.  Results showed a significant correlation between SIBS and the 

participants‟ beliefs in some type of daily contemplative experience, Spearman‟s Rho 

Correlation, [(rs (1214) = .571, p < .01] (Table 16).  Approximately 70% believed that 

some spiritual reflection is an important daily activity for music therapists. 
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Table 16 - SIBS Scores related to Participants‟ Belief that Meditation, Prayer, Reflection, 

or some other type of Contemplative Experience is an Important Daily Activity for Them 

Response 
Average of 

Spirituality Score 

Standard Deviation 

of Spirituality Score 

Number (%) of 

Responses 

N/A   84.00 11.03 7 (0.6%) 

Strongly Disagree   68.75 18.17 24 (2.0%) 

Disagree   81.09 11.72 58 (4.8%) 

Neutral   88.27 12.02 278 (22.9%) 

Agree   94.42 10.78 433 (35.6%) 

Strongly Agree 104.08  8.42 414 (34.1%) 

(blank) 106.50 13.44 2 (0.2%) 

 

Research Question #3: The Relationship between Music Therapists’ Spirituality 

Scores and their Clinical Practice regarding Spirituality 

The third research question asked if there was a relationship between music 

therapists‟ spirituality scores and their clinical practices regarding spirituality.  An 

analysis of data showed a strong relationship between individual spirituality scores and 

clinical practices. 

In response to the statement asking whether spirituality has helped to sustain them 

in their career as a music therapist, 72% of respondents agreed or strongly agreed.  In 

addition, the correlation between the responses to this question and respondents‟ SIBS 

scores was significant [(rs (1214) = .635, p<.01)] (Table 17). 
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Table 17 - Responses regarding Personal Spirituality as a Help for Sustaining One‟s 

Career as a Music Therapist 

Response 
Average of 

Spirituality Score 

Standard Deviation 

of Spirituality Score 

Number (%) of 

Responses 

N/A   90.08 14.41 13 (11%) 

Strongly Disagree   66.76 13.09 37 (3.1%) 

Disagree   78.70 11.86 71 (5.8%) 

Neutral   86.46 10.20 167 (13.7%) 

Agree   93.42  9.57 389 (32.0%) 

Strongly Agree 103.33  8.66 537 (44.2%) 

(blank)   84.50 27.58 2 (0.2%) 

 

The percentage of respondents who agreed or strongly agreed with the statement 

that work in the field of music therapy is consistent with their spiritual ideals was 78%.  

The responses to this question were also positively correlated with respondents‟ SIBS 

scores [(rs (1215) = .475, p<.01)] (Table 18). 

Table 18 - The Consistency between One‟s Professional Work and Spiritual Ideals 

Response 
Average of 

Spirituality Score 

Standard Deviation 

of Spirituality Score 

Number (%) of 

Responses 

N/A   82.62 18.54 21 (1.7%) 

Strongly Disagree   70.85 20.19 13 (1.1%) 

Disagree   83.38 14.96 60 (4.9%) 

Neutral   87.57 12.76 183 (15.1%) 

Agree   93.69 11.24 461 (37.9%) 

Strongly Agree 102.06  9.75 477 (39.2%) 

(blank) 103.00 --- 1 (0.1%) 
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There was a 76% agreement among respondents that attention to their own 

spirituality was important to their role as a music therapist.  Responses to this question 

correlated positively with respondents‟ SIBS scores [(rs (1213) = .638, p<.01)] (Table 

19). 

Table 19 - The Importance of Attention to One‟s Spirituality to Role as a Music Therapist 

Response 
Average of 

Spirituality Score 

Standard Deviation 

of Spirituality Score 

Number (%) of 

Responses 

N/A   86.57 15.52 7 (0.6%) 

Strongly Disagree   61.50 11.78 24 (2.0%) 

Disagree   81.29 12.15 79 (6.5%) 

Neutral   85.38  9.73 175 (14.4%) 

Agree   93.79 10.16 437 (35.9%) 

Strongly Agree 103.78  8.67 491 (40.4%) 

(blank)   92.67  8.08 3 (0.3%) 

 

Approximately 73% of respondents stated that their work as a music therapist has 

helped them to grow spiritually (Table 20).  These responses were positively correlated 

with respondents‟ SIBS scores [(rs (1212) = .423, p<.01)]. 
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Table 20 - Work as a Music Therapist has Helped Spiritual Growth 

Response 
Average of 

Spirituality Score 

Standard Deviation 

of Spirituality Score 

Number (%) of 

Responses 

N/A   77.00 21.42 9 (0.7%) 

Strongly Disagree   72.74 20.28 23 (1.9%) 

Disagree   82.97 13.85 77 (6.3%) 

Neutral   90.12 12.94 218 (17.9%) 

Agree   95.08 11.19 463 (38.1%) 

Strongly Agree 101.61  9.84 422 (34.7%) 

(blank)   90.50  7.51 4 (0.3%) 

 

For the next question, 52% of respondents agreed they would classify their work 

as a music therapist as a spiritual endeavor, although only 20% strongly agreed with this 

statement.  The Spearman‟s Rho Correlation also positively correlated work as a music 

therapist as a spiritual endeavor with respondents‟ SIBS scores [(rs (1214) = .490, p<.01)] 

(Table 21). 

Table 21 - You Would Classify Your Work as a Music Therapist as a Spiritual Endeavor 

Response 
Average of 

Spirituality Score 

Standard Deviation 

of Spirituality Score 

Number (%) of 

Responses 

N/A   92.14 14.05 7 (0.6%) 

Strongly Disagree   74.88 16.29 64 (5.3%) 

Disagree   86.44 12.67 200 (16.5%) 

Neutral   93.95 10.98 315 (25.9%) 

Agree   98.72 10.11 386 (31.7%) 

Strongly Agree 103.50  9.25 242 (19.9%) 

(blank)   94.50  9.19 2 (0.2%) 
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A weaker relationship was found between respondents‟ spirituality scores and 

their choice of music therapy as a profession, although positive correlation was found to 

exist [(rs (1211) = .490, p<.01)] (Table 22). 

Table 22 - Spirituality was a Significant Factor in Choice of Music Therapy as a 

Profession 

Response 
Average of 

Spirituality Score 

Standard Deviation 

of Spirituality Score 

Number (%) of 

Responses 

N/A   88.50 18.99 4 (0.3%) 

Strongly Disagree   79.45 14.50 118 (9.7%) 

Disagree   90.56 11.91 309 (25.4%) 

Neutral   95.56 11.06 261 (21.5%) 

Agree   99.28 10.72 308 (25.3%) 

Strongly Agree 104.03  8.94 211 (17.4%) 

(blank)   96.20 11.94 5 (0.4%) 

 

There was a significant correlation between respondents‟ SIBS scores and their 

choice of clinical population [(rs (1207) = .460, p<.01)] (Table 23).  However, only 29% 

agreed and less than 11% strongly agreed with the statement that their spirituality 

influenced their choice of population. 
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Table 23 - One‟s Spirituality was a Significant Factor in the Choice of Population in 

Clinical Practice 

Response 
Average of 

Spirituality Score 

Standard Deviation 

of Spirituality Score 

Number (%) of 

Responses 

N/A   92.80 12.38 10 (0.8%) 

Strongly Disagree   81.71 15.88 122 (10.0%) 

Disagree   90.58 12.34 373 (30.7%) 

Neutral   97.68 10.32 348 (28.6%) 

Agree 100.37 10.21 222 (18.3%) 

Strongly Agree 105.11   8.93 132 (10.9%) 

(blank)   92.11 11.97 9 (0.7%) 

 

In a question related to music therapy clinical work, over 58% agreed or strongly 

agreed that their own sense of spirituality significantly influenced their music therapy 

clinical work.  Analysis of the data using Spearman‟s Rho Correlation with SIBS scores 

[(rs (1213) = .551, p<.01)] (Table 24) revealed a significant correlation. 
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Table 24 - One‟s Sense of Spirituality Significantly Influences Music Therapy Clinical 

Work 

Response 
Average of 

Spirituality Score 

Standard Deviation 

of Spirituality Score 

Number (%) of 

Responses 

N/A   91.60 15.23 10 (0.8%) 

Strongly Disagree   75.64 15.42 72 (5.9%) 

Disagree   85.13 12.30 150 (12.3%) 

Neutral   92.02 10.77 272 (22.4%) 

Agree   97.76   9.90 437 (35.9%) 

Strongly Agree 104.77   8.98 272 (22.4%) 

(blank)   94.00 17.69 3 (0.3%) 

 

A question related to the therapists‟ comfort in addressing clients‟ spiritual needs 

showed that approximately 80% of music therapists are comfortable doing this when the 

clients‟ spiritual needs are similar to their own.  These responses positively correlated 

with their SIBS, using Spearman‟s Rho Correlation [(rs (1212) = .310, p<.01)] (Table 25). 

Table 25 - Comfort in Addressing Clients‟ Spiritual Needs Similar to Own 

Response 
Average of 

Spirituality Score 

Standard Deviation 

of Spirituality Score 

Number (%) of 

Responses 

N/A   92.23 16.03 57 (4.7%) 

Strongly Disagree   84.67 13.57 6 (0.5%) 

Disagree   91.44 13.13 43 (3.5%) 

Neutral   88.93 13.09 138 (11.4%) 

Agree   93.83 11.69 613 (50.4%) 

Strongly Agree 100.90 13.10 355 (29.2%) 

(blank)   88.75 19.62 4 (0.3%) 
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The results showed that 70% of respondents are also comfortable addressing 

clients‟ spiritual needs when these are different than their own (Table 26).  However, less 

than 15% strongly agreed that they were comfortable in doing so.  A significant positive, 

although weak, correlation was found between the therapists‟ spirituality scores with 

comfort in addressing spiritual needs when different than their own [rs (1212) = .061 

p<.01]. 

Table 26 - Comfort in Addressing Clients‟ Spiritual Needs Different than Own 

Response 
Average of 

Spirituality Score 

Standard Deviation 

of Spirituality Score 

Number (%) of 

Responses 

N/A 96.08 13.51 52 (4.3%) 

Strongly Disagree 82.86 17.53 7 (0.6%) 

Disagree 96.09 13.02 92 (7.2%) 

Neutral 93.27 13.19 215 (17.7%) 

Agree 95.03 12.38 670 (55.1%) 

Strongly Agree 97.43 15.42 176 (14.5%) 

(blank) 93.50 15.42 4 (0.3%) 

 

A question related to respondents‟ initiating of discussions and/or music 

experiences related to spiritual issues with their clients showed that approximately 35% 

agreed that they initiated these conversations, but less than 10% strongly agreed with 

their initiation of these conversations.  Their responses were positively correlated with 

their SIBS scores, using Spearman‟s Rho Correlation [(rs (1211) = .214, p<.01)] (Table 

27). 
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Table 27 - Therapists‟ Initiation of Discussions and/or Music Experiences related to 

Spiritual Issues with Clients 

Response 
Average of 

Spirituality Score 

Standard Deviation 

of Spirituality Score 

Number (%) of 

Responses 

N/A   96.00 11.64 68 (5.6%) 

Strongly Disagree   88.23 17.53 106 (8.7%) 

Disagree   92.54 12.91 295 (24.3%) 

Neutral   94.88 12.16 318 (26.2%) 

Agree   97.10 11.81 313 (25.7%) 

Strongly Agree 103.18 11.41 111 (9.1%) 

(blank)   93.60 14.84 5 (0.4%) 

 

Survey Comments 

The survey had an option for open-ended comments, and 273 participants 

submitted comments.  Comments were reviewed for content and assigned to one or more 

categories, resulting in 338 categorized responses.  Of this number, 83 responses were not 

related to the research questions and therefore were excluded.  The remaining 255 were 

placed into six categories.  The number and percentage of responses were as follows 

(Table 28).  As can be seen, the highest number (103) and percentage of comments 

(40.4%) related to the perceived need of the client‟s taking the initiative for discussion 

regarding spirituality. 
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Table 28 - Comments by Category 

Category # Category 
Number (%) of 

Responses 

 

1 
 

The client takes the initiative for discussion regarding 

spirituality 

 

103 

 

(40.4%) 

 
 

 

2 

 

Individual beliefs and practices that are observed by 

the music therapists, i.e., religious affiliations or non-

beliefs 

 

46 
 

(18%) 

 

 

3 

 

The music therapist takes a multi-

spiritual/religious/holistic approach to music therapy 

 

34 

 

(13.3%) 

 

 

4 

 

The music therapist is not allowed to discuss 

spirituality, or it is not appropriate to discuss this in 

the facility 

 

29 

 

(11.4%) 

 

 

5 

 

The music therapist is encouraged within the facility 

to include spirituality as an important part of 

assessment/treatment goals 

 

29 

 

(11.4%) 

 

 

6 

 

Issues, discussions related to spirituality are not 

viewed as within the domain of music therapy 

practice, and all such issues should be referred to the 

chaplain or other spiritual leader 

 

 

14 
 

(5.5%) 

 

A discussion of some of the comments from this table is presented in the following chapter. 
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CHAPTER FIVE 

DISCUSSION 

This study examined the relationship between music therapists‟ spiritual beliefs 

and their clinical practices.  A survey was sent to 4243 members of the Certification 

Board for Music Therapy, using an electronic program, SurveyMonkey.  There was a 

return rate of 32%.  The survey contained two parts; Part I was the Music Therapy 

Questionnaire, and Part II was the Spiritual Involvement and Beliefs Scale (SIBS).  Data 

were analyzed using a combination of Kruskal-Wallis Anova, Mann-Whitney U, and 

Spearman Rho correlation tests to analyze both the relationships as well as significant 

variations in responses between the survey questions and the SIBS scores.  Research 

questions focused on the relationships between the music therapists‟ spirituality scores 

(SIBS) and their demographics, their reported spiritual beliefs and practices, and their 

clinical practices. 

Statistical analyses revealed significant differences in the relationship between 

SIBS scores and gender, age, and years of professional experience, but there were no 

significant differences between SIBS scores and education level, regions of AMTA, or 

populations served.  Significant correlations were found between SIBS scores and music 

therapists‟ personal appraisal of their own spirituality, their use of music as a spiritual 

experience, the use of music in their own personal practice, and their belief in the 

importance of some type of contemplative experience in their own personal lives. 

Further statistical analyses also revealed significant correlations between music 

therapists‟ SIBS scores and the following clinical practices: 1) the role of spirituality as a 
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sustaining force in their music therapy career, 2) their spiritual ideals as exemplified in 

their work, 3) attention to their own spirituality in their role as a music therapist, 4) their 

spiritual growth as a music therapist, 5) the classifying of their work as a spiritual 

endeavor, 6) their choice of music therapy as a profession.  Additional positive 

correlations were found between SIBS scores and the reported influence of spirituality on 

their choice of population, their comfort in addressing clients‟ spiritual needs when they 

are similar to their own, and their comfort in addressing clients‟ spiritual needs when they 

are different from their own.  Each of these findings is discussed in more detail below. 

The Relationship between Spirituality Scores and Demographic Data  

Gender.  Results revealed that female music therapists scored significantly higher 

than male music therapists on the SIBS (p<.01).  These data need to be interpreted with 

caution, as male participants represented only 9.5% of the total number of respondents to 

this survey.  However, this proportion of males to females is consistent with the 

demographics in the field, with females representing 87% of the music therapy 

population and males 13% (AMTA Member Sourcebook, 2009). 

The above results are also consistent with a national study of 3,680 college 

students from 46 diverse colleges and universities.  Women reported significantly higher 

levels of spirituality and religiosity than men.  Another interesting finding from this study 

was that the college students‟ spirituality scores varied significantly according to college 

majors, with the highest level of commitment to spiritual ideals occurring among students 

in the fine arts (62%), education (59%), and the humanities (57%) (Astin and Astin, 

2001). 
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Age.  Respondents to this study were representative of age demographics in the 

profession of music therapy.  The predominance of responses (n=510) were from those 

31 years of age or younger, whereas the highest age category, 65 years or older, was the 

smallest (n=17).  According to existing data, the age groups under 39 years represent 

almost half of the therapists (approximately 42%), whereas those 60 years of age and 

older represent only 9% (AMTA Member Sourcebook, 2009).  The responses related to 

age showed that there is a significant difference in SIBS scores between the youngest 

groups (ages 21-31) and each of the three highest age groups (ages 43 and older).  It may 

be postulated that spiritual beliefs increase as a person matures and enters middle and 

later years of life or that spirituality varies according to generation, with older generations 

having pre-existing higher levels of spirituality.  Also, spirituality scores in this survey 

were significantly higher with each successive age category, with those 65 years or older 

showing the highest average spirituality scores compared to those 29 years or younger.  

However, because of the small number of respondents in the 65 and older category, these 

data should be interpreted with caution. 

Years of professional experience.  Those who have been in the music therapy 

profession eleven or more years showed a significantly higher level of spirituality, 

according to their SIBS scores, than those who have been in the profession less than ten 

years.  The explanation for this may be the same as for age, i.e., that spiritual 

involvement and beliefs are related to stages of life, with a higher degree of spirituality 

evidenced in the middle to later years of life.  It is possible that those who stay in the field 

may be sustained by a spiritual resonance, i.e., the work that they do resonates with their 

spiritual ideals, thus the longer they works in the field, the more spirituality is enhanced.  
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It may also be postulated that clinical experience in music therapy may serve to increase 

one‟s spirituality.  However, this cannot be determined from the current study, and 

additional research would need to determine if this were the case. 

There were no other significant relationships between demographic variable and 

participants‟ spirituality scores.  These included education level, region of AMTA, and 

populations served. 

Education level.  Spirituality scores were not related to music therapists‟ levels 

of formal education.  Membership in AMTA is comprised largely of persons with a 

baccalaureate degree (43%).  Graduate degrees in music therapy are less common, i.e., 

22% hold master‟s degrees or advanced certification, and 6% hold doctoral degrees 

(AMTA Member Sourcebook, 2009).  This is fairly consistent with the percentages in the 

current study; over 60% of the respondents held bachelor‟s degrees, 32% held master‟s 

degrees, and 5.4% held doctoral degrees.  It may be speculated that levels of spirituality 

exist apart from educational pursuits among music therapists. 

Regions of AMTA.  In this survey, participants‟ spirituality scores were not 

related to the regions of AMTA where they lived.  One might expect higher scores from 

music therapists in those regions that are more frequently associated with stronger 

religious or spiritual beliefs.  However, this was not the case in this survey. 

Populations served.  Because of the wide range of populations served by 

respondents, and the small number of respondents in the various categories of 

populations, there were insufficient data for purposes of analysis in the area of population 

served to draw any meaningful conclusions from this demographic.  Music therapists 
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working with populations that may be considered to have greater spiritual needs than 

others (e.g., those at end of life) were not well represented in this survey (10.4%).  This 

percentage included both children (.3%) and adults (10.1%) at the end of life; the 

population of long-term care was 8.9%.  Music therapists‟ levels of spirituality may well 

be unrelated to the populations they serve. 

The Relationship between Music Therapists’ Spirituality Scores and Their Reported 

Spiritual Beliefs and Practices 

In the current survey, respondents were asked to rate the degree to which they 

considered themselves to be spiritual persons, whether engaging in music was seen as a 

spiritual practice, whether they used music in their own spiritual practice, and whether 

some type of contemplative experience was important in their personal daily activities.  

In addition, possible relationships between these data and music therapists‟ spirituality 

scores were assessed.  Three out of four of these variables achieved strong positive 

correlations with SIBS scores.  In all of the questions where there were high correlations 

with SIBS scores, the more respondents agreed with the statement, the higher their SIBS 

scores, and the less the respondents agreed with the statement, the lower their SIBS 

scores. 

Personal appraisal of spirituality.  More than 90% of music therapists rated 

themselves as “spiritual persons” in this survey.  A strong correlation between data from 

this question and SIBS scores was noted (.698, p<.01).  A large percentage of self-reports 

of spirituality is consistent with high scores on the SIBS.  These data suggest that the 

music therapy profession is comprised of individuals with a reported high level of 
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spirituality.  This finding also suggests that music therapists are in touch with their 

spiritual ideals. 

Music as a spiritual experience.  Over 80% of respondents agreed or strongly 

agreed with the statement that engaging in music is a spiritual experience for them.  The 

response to this question correlated positively and significantly with their SIBS scores 

(.479, p <.01).  It may be postulated that musicians are by nature spiritual, or that there 

are qualities in music that are life-affirming and serve to elevate humans beyond 

materialism (Tame, 1984).  This finding is consistent with the clinical literature in music 

therapy; both clients and therapists report experiences within music that they would 

broadly identify as spiritual in nature (Aigen, 1991; Aigen, 2008; Aldridge, 1996; 

Aldridge, 1998; Amir, 1992; Beck, 1996-97; Bonny, 2001; Borczon, 1997; Cadesky, 

2005; Lane, 1992; Magill, 2005; Marom, 2004; and Robbins, 2005). 

Music in personal spiritual practice.  Respondents to this survey stated that they 

use music in their own spiritual practice (84%).  These data correlated positively with 

respondents‟ SIBS scores (.619, p<.01).  These results are not surprising, and it is 

understandable that music could be a part of a personal spiritual practice for individuals 

whose primary career focus has involved music.  This finding suggests that music 

therapists are aware of the power of music to meet their own spiritual needs. 

Contemplative experience in personal daily activities.  Approximately 70% of 

survey respondents reported that meditation, prayer, reflection, or some other type of 

contemplative experience is an important part of their daily activity.  Music therapists‟ 

use of contemplative experience in personal daily activities correlated positively with 
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their SIBS scores (.571, p<.01).  It would be interesting to know if this is any different 

from the general population that uses some form of introspection to maintain a healthy 

balance.  It may be speculated that this is a way to restore energy levels that have been 

expended during the therapeutic relationship.  Spiritual practices could also play an 

important role in helping to avoid burnout. 

Self-awareness is often enhanced through contemplative experiences.  The music 

therapist, like other members of the healthcare profession, is vulnerable to emotional and 

spiritual exhaustion, which may lead to compassion fatigue and/or burnout (Fowler, 

2006).  Dealing with these issues outside of the therapeutic relationship is essential in 

maintaining emotional health and serving as a model for others.  It could be that spiritual 

practices are employed by music therapists to avert compassion fatigue and burnout. 

The Relationship between Music Therapists’ Spirituality Scores and 

Their Clinical Practice 

The career-sustaining role of spirituality.  The survey participants were asked if 

they thought that spirituality had helped to sustain them in their careers as music 

therapists.  Responses from 72% of the respondents affirmed the role of spirituality in 

helping to sustain their careers as music therapists.  There was also a significant positive 

correlation between these responses and participants‟ SIBS scores (.635, p<.01).  

However, the reader is cautioned regarding the longevity of the careers for the majority 

of the survey respondents, that is, 65% had been in the profession10 years or less.  This 

finding suggests that a vital vocational need is being met that is in line with their spiritual 

beliefs. 
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Consistency of music therapy work with one’s spiritual ideals.  A large 

majority (78% of respondents) strongly agree with the statement that their work in music 

therapy is consistent with their spiritual ideals.  The question relating to whether work in 

the field of music therapy was consistent with a music therapist‟s spiritual ideals showed 

that 78% agreed or strongly agreed that their work was consistent with their spiritual 

ideals, positively correlating this with their SIBS scores (.475, p<.01).  Responses to this 

question are predictable and the correlation between these responses and respondents‟ 

spirituality scores appears to be logical.  Although spiritual ideals of respondents were 

not identified in this survey, a reasonable assumption would be that the goals of music 

therapy, as a helping profession, are consistent with the spiritual aspirations of 

respondents.  One music therapist commented: “My professional work is definitely more 

of a calling than a business arrangement.”  This finding also suggests that spiritual ideals 

shape the music therapist‟s goals and methods when working with clients. 

Attention to personal spirituality.  Participants were asked to indicate if their 

attention to their own spirituality was important to their roles as music therapists.  The 

results showed that 76% indicated agreement with this statement.  These data were also 

positively correlated with participants‟ SIBS scores (.638, p<.01).  Although respondents 

were not asked to identify what their roles were as music therapists, the data indicated 

that the stronger their agreement with this statement, the higher their spirituality scores.  

Thus, the data suggest that nurturance of one‟s spirituality is considered helpful in music 

therapy work.  This can also mean that attention to one‟s spirituality within a music 

therapy session is helpful to the client.  For example, one respondent commented “if I‟m 
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connected to myself spiritually, I have better sessions!”  Another related comment was 

“my spirituality is at many points what helps me to get through tough sessions.” 

Spiritual growth related to work as a music therapist.  Participants were asked 

to indicate if their work as a music therapist had helped them to grow spiritually.  The 

results showed that 73% were in agreement with this statement.  These data were 

positively correlated as well with respondents‟ SIBS scores (.423, p<.01).  Again, these 

data need to be interpreted in light of the ages of respondents (the majority of whom were 

21-31) and the short length of their careers as music therapists.  This finding suggests that 

music therapists find meaning and purpose in their work, which enhances spiritual 

growth. 

Work in music therapy as a spiritual endeavor.  A majority of respondents 

(52%) indicated that they would classify their music therapy work as a spiritual endeavor, 

and 20% strongly agreed with this statement.  These data were also positively correlated 

with their SIBS scores (.490, p<.01).  Given the aforementioned results related to 

spirituality helping to sustain music therapists in their careers, music therapists‟ work as 

consistent with their spiritual ideals, the importance of attention to personal spirituality, 

and spiritual growth related to music therapy work, responses to the current survey item 

seem to be relatively low in comparison to other questions.  However, although 

spirituality appears to support a music therapist‟s work, and conversely, work as a music 

therapist might help one grow spiritually, there could be controversy surrounding whether 

music therapy as a profession should be considered a spiritual endeavor.  Is a major 

purpose of music therapy spiritual in nature?  Without a doubt, there are numerous 
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implications for the practice of music therapy if the field is considered a spiritual 

endeavor by its practitioners. 

Spirituality and choice of music therapy as a profession.  Less than half of the 

respondents (43%), agreed with the statement that their spirituality was a significant 

factor in their choice of music therapy as a profession.  These data were also positively 

correlated with the SIBS scores (.491, p<.01).  Although the majority number of 

respondents did not agree with this statement, it is important to note that a sizeable 

proportion of the respondents did indicate that their personal spirituality was influential in 

their choice of music therapy as a career.  This finding suggests that music therapists 

were not focused on spirituality when choosing this field, although it is clearly important 

to them, as shown by their answers to other questions.  In addition, the young age of 

music therapists when entering the field should also be considered when interpreting 

these results. 

Spirituality and choice of clinical population.  Music therapists‟ spirituality 

does not seem to be an important factor in their choice of clinical population.  Only 29% 

of respondents indicated that this was the case.  These data also positively correlated 

significantly with the participants‟ SIBS scores (.460, p<.01).  The survey administered 

to music therapists did not ask them if they had a choice of clinical population, or if their 

current population was a choice for them; it appears that the population with whom music 

therapists work often depends upon the availability of employment opportunities.  It may 

be the case also that one‟s choice of clinical population is of secondary importance, with 

the possible belief that work with all populations is important. 
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The influence of spirituality on one’s clinical work.  Over 58% of respondents 

to this survey agreed that their own sense of spirituality significantly influenced their 

music therapy clinical work.  Data from this question positively correlated with the 

participants‟ SIBS scores (.551, p<.01).  Although a majority of respondents indicated 

that their spirituality was influential in their work, the questionnaire did not ask what this 

influence was or what the outcome of this influence was for the therapist and the client.  

It is thus possible that music therapists‟ personal spirituality may positively or negatively 

affect their clinical practice, resulting for example, in enhanced effectiveness as a 

clinician, or conversely, in inappropriate imposition of spirituality on the client.  This is 

an important area for future research. 

Comfort in addressing clients’ spiritual needs when they are similar to 

therapists’ needs.  This question asked if the music therapists are comfortable 

addressing their clients‟ spiritual needs when they are similar to their own; 80% of 

respondents indicated comfort with this practice.  These results were also positively 

correlated with the SIBS scores (.310, p<.01).  Response to this question is somewhat 

predictable, i.e., it is easier or more comfortable for music therapists to address spiritual 

issues for which therapists have adequate knowledge.  Although levels of comfort with 

such clients may enhance music therapists‟ effectiveness, issues of countertransference 

and of therapists‟ meeting of their own spiritual needs through the clients may also arise. 

Comfort in addressing clients’ spiritual needs when they are different than 

therapists’ needs.  Music therapists are also comfortable in addressing clients‟ spiritual 

needs even when they are different from their own (as indicated by 70% of respondents).  

The results for this were positively correlated with the SIBS scores (.061, p<.05).  A 
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positive correlation exists between SIBS score and the participants‟ comfort addressing 

needs of those different from their own.  This percentage is lower than that reported for 

therapists‟ comfort levels in addressing similar spiritual needs; it is not surprising that 

this would be a lower percentage, although still a large majority of respondents.  The 

results indicate that music therapists are able to relate to spiritual needs for a variety of 

clients‟ beliefs.  One respondent commented: “with some very different spiritual beliefs 

of some clients it can be difficult to address them, especially when they are not the most 

productive for the client or others.”  According to ethical standards (Dileo, 2000), it is the 

client‟s right to bring his or her own religion/spirituality into the clinical setting.  

Whether the therapist agrees or disagrees with the beliefs and values of the client, the 

therapist is still obligated to remain open and sensitive to the clients‟ needs.  For the 

client, this may include expressing their beliefs or nonbeliefs within the therapeutic 

environment and being accepted for these by the therapist.  Music therapists who have 

not been trained to appreciate and understand spiritual needs when they are different than 

their own may have problems relating to a client therapeutically if they express divergent 

spiritual beliefs or needs.  This also points to the need to train music therapists more 

broadly in spirituality so that they can feel comfortable working with many different 

spiritual orientations.  As values and beliefs are important in many aspects of a client‟s 

life, it is important for the therapist to find a way to work with and understand the client 

within the therapeutic context, as these may be important in the healing process (Dileo, 

2000, p. 63). 
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Therapist initiates discussions and/or music experiences related to spiritual 

issues.  Only 35% of respondents to this survey indicated that they initiate discussions 

and/or music experiences related to spiritual issues with their clients.  These results were 

positively correlated with the SIBS scores (.214, p<.01).  Of all the open-ended 

comments, this is the one that received the preponderance of additional comments by 

respondents, comprising 39% of all the comments.  The primary comments related to the 

inappropriateness of addressing spiritual issues with clients in any setting, and especially 

in the public schools.  The following comments are typical of those provided: “While I 

am open to exploring spirituality with clients, through music therapy and other venues, I 

don‟t initiate this, but respond when clients do so.”  “I only respond to spiritual issues as 

identified by my clients in order to respect our facility‟s promise to respect all types of 

spiritual expression.”  “I do not initiate but if a client initiates I will support them in 

talking through.  If a client initiates that religious/spiritual music is a preference I may 

initiate using it in a session.”  “I only initiate the discussion during religious oriented 

groups such as with our choir that performs at chapel services.  We talk about the 

meaning of the words in the songs and it leads to other faith related topics.”  “Not 

allowed to initiate conversations/discussion with clients regarding religion.  Can respond 

if asked, but cannot initiate.” 

Evaluation of Current Study 

Any study that seeks to gain knowledge related to spirituality has an inherent 

weakness related to the respondents‟ understanding or lack of understanding of the 

definition of spirituality.  Another weakness in the current study related to specifics in the 

survey design. 
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Definition of terms.  There is a void in the music therapy literature on the topic 

of spirituality.  This is due in part to the ongoing struggle to operationally define the term 

“spirituality” in a way that gives it clarity for research purposes but at the same time is 

not limited to a narrow conceptualization that may be more “religious” or “dogmatic” in 

nature.  This study focused on spirituality and not religion or religious affiliation.  The 

definition given for the purpose of this study encompassed a broad range of beliefs.  

Also, the definition was in a place in the survey that was shaded, and many could easily 

have missed it. 

In spite of the fact that the definition of spirituality was provided in the survey, 

some respondents apparently did not read it or may have had different interpretations of 

it.  For some, it may have been too broad; for others too restrictive.  Sample comments 

illustrate these potentially differing perspectives: “I did respond to these questions with 

the „spirituality‟ definition.  They differ significantly than if I had responded to them with 

the „religious‟ definition.”  “To me the term „spirituality‟ is rather unclear.  Is it tied to 

traditional religious beliefs, or can it also mean a disposition towards life?”  “Some of my 

answers were influenced by the inclusion of higher power/divine in the definition of 

spirituality.  What about an experience of spirituality absent of a belief in a higher 

power?” 

Other comments reflect this ambiguity in understanding the definition: “All 

„spiritual needs‟ are common…how can you differentiate – unless you are in fact 

referring to „religion?‟”  “I consider myself spiritual, not religious.”  “There are many 

paths to spiritual consciousness, each depending upon the traveler.  As a clinician and 
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spiritual person, not a religious person, I honor the paths of others as we engage in 

therapeutic experience.” 

Evaluation of the survey design.  Several suggestions could be made for 

improvements in the survey design and administration.  In the survey, only two options 

were given for master‟s degrees.  There should have been an option for “other” master‟s 

degrees or advanced training or certification.  There should also have been an option for 

those who are not currently practicing music therapy.  Also, placement of the definitions 

of spirituality and religion could be in a more prominent place and included twice in the 

survey, at the beginning before the demographic information, and also before the 

questions related to their spiritual beliefs and practices.  In the wording of some 

questions, an example could have been given to make this clearer.  Some questions could 

have been worded to relate to the developmental or functioning levels of the client.  One 

comment reflected this: “You might be best suited to looking at goal areas within the 

populations as I see a variety of clients for a variety of goals, some that addressing 

spiritual needs are appropriate but others when it would be quite inappropriate.” 

There were 17 areas of clinical practice, but not a specific area for geriatrics 

(although long-term care may be interpreted to be geriatrics).  It would have been useful 

to separate the ages from the populations.  Also, as many music therapists work with 

multiple populations, this should also be included as a category.  As discussion of 

spirituality is not appropriate in some settings, it would also be helpful to have a question 

related to the type of setting (i.e. public school, private spiritually-based hospital) in 

which the music therapist is employed.  Another inclusion on the survey might be a 

statement seeking permission from the respondents for random interviews for 
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clarification of answers and/or additional ideas or information, which might then be 

evaluated using qualitative coding procedures. 

The administration of the survey through SurveyMonkey was not problematic.  

Some surveys were returned due to incorrect e-mail addresses, but this number was 

relatively small (N=48).  The overall return rate of 32% may be considered to reflect a 

strong interest among music therapists in addressing this topic. 

Suggestions for Future Research 

Clinical Practice.  Based on the results of this survey, music therapists rate 

themselves as spiritual persons, believe that engaging in music is a spiritual experience, 

use music in their own spiritual practices, and believe that some type of 

contemplative/meditation experience is an important daily activity for them.  Similarly, 

music therapists show a strong relationship between their individual spirituality scores 

and clinical practices.  A continuation of this research could focus on more specifics of 

the relationship between the individual spirituality scores and a more in-depth study of 

the clinical situation, and how spirituality is implemented within a clinical setting. 

An interesting area of research would be to investigate how spirituality has helped 

to sustain music therapists in their career over a span of time.  The largest age group 

responding to this survey comprised music therapists who had only been in the field 11 

years or less.  Research that would focus specifically on a more mature population that 

has been in the field for 11 years or more may give a different perspective on whether or 

not spirituality has helped to sustain them throughout their career. 
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There was a positive correlation between the SIBS scores and the question of 

whether work in the field of music therapy is consistent with spiritual ideals.  This 

question needs much further analysis and clarification.  What, for example, are the 

“spiritual ideals” that music therapists have?  How are these ideals consistent with their 

clinical work?  Are there certain populations with which this is more salient than with 

others?  Is music therapy viewed by clinicians as a vocation rather than a way to earn 

money?  Do personality traits of music therapists have similar characteristics to „spiritual 

ideals‟? 

Music therapists stated that attention to their own spirituality is important to their 

role as a music therapist.  In what ways does this manifest?  What are some ways in 

which they take care of their own spirituality?  What happens when they fail to attend to 

their own spiritual needs?  Does this have any effect on their clinical work? 

Music therapists reported that their work has helped them to grow spiritually.  

What exactly do they mean by this?  What are some ways in which this growth is 

identified?  Does this extend into other areas of their lives, perhaps through community 

service, engaging in humanitarian activities, donating to philanthropic causes, political 

involvement, or other forms of spiritual growth?  Are there specific ways in which they 

can directly link their music therapy clinical work to spiritual growth?  How similar are 

music therapists to other healthcare professions in spiritual growth? 

Music therapists responded that they would classify their clinical work as a 

spiritual endeavor.  Why is this?  What elements of the music therapy clinical practice are 

seen by music therapists as a spiritual endeavor?  Are there certain populations for whom 
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this is more salient than others, or are all populations served by music therapists similar 

in eliciting this response? 

Although still positively correlated with their SIBS scores, weaker relationships 

were found between the choice of music therapy as a profession and the choice of clinical 

population.  Is it possible that this is a result of choosing a career in music therapy at a 

young age, prior to any mature reflections related to spirituality, and the availability of 

choice of populations at the entry level?  Again, a comparison of the youngest age 

categories with those who enter the profession at a more mature level may be of interest.  

Also, it is possible that the concept of spirituality in the field of music therapy is not 

dependent upon population.  A more thorough study focusing on distinct age groups and 

specific populations served by music therapists may yield interesting outcomes. 

Ways in which the music therapists‟ own sense of spirituality influences their 

clinical work could be examined in more depth.  Music therapists answered affirmatively 

to this question, but there is a lack of specificity related to this, which leads to the 

question: how or in what ways is their clinical work influenced?  The relationship of this 

question to clinical populations and ages of clients would also be of interest.  For 

example, is their own sense of spirituality the same whether they have a clinical practice 

with developmentally delayed children or terminally ill children?  Is there any 

relationship to the age group or level of disability?  Research examining the relationship 

between therapists‟ own sense of spirituality and their choice of various philosophical 

orientations toward treatment and research modalities may also be of interest. 
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Questions related to therapists‟ addressing of clients‟ spiritual needs revealed their 

reported comfort when these needs were either similar to or different from their own.  

Very little is known in the field about the comfort level of therapists in addressing needs 

of the client, especially spiritual needs, when they are either similar to or different from 

their own.  This research would be important in determining the education and training 

needs of music therapists regarding spirituality. 

Music therapists generally do not initiate discussions and/or music experiences 

related to spiritual issues with their clients.  In many cases, this is inappropriate within 

the working environment, and may be considered unethical if imposed upon the client.  

“Those therapists who do feel comfortable may feel competent in addressing these issues 

from the perspective of their own religious beliefs, which is potentially problematic” 

(Dileo, 2000, p. 63).  Furthermore, music therapists are not trained as pastoral counselors 

and to address clients‟ spiritual issues may go beyond the boundaries of competence.  

According to Dileo, “competence in music therapy practice is both an ethical and legal 

imperative and involves knowledge, skills, judgment, self-awareness, and psychological 

competence” (Dileo, p. 38).  A common comment from respondents was that issues 

related to spiritual matters are referred to the chaplain for further discussion.  Future 

research may examine how music therapists are either going beyond or working within 

their boundaries of competence when addressing spiritual issues of clients. 

Education.  Two different types of educational initiatives are suggested for 

improving music therapy education.  The first relates to the education of music therapy 

students, and the other relates to education of professionals in the larger healthcare 

community, focusing on music therapy services that are reflections of spirituality. 
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The present standard music therapy curriculum does not include a specific 

required study of spirituality, and inclusion of this topic in coursework is presently at the 

discretion of each individual music therapy educator.  A survey of music therapy 

educators could potentially open this topic for reflection and discussion.  Educating 

college students to be attentive to issues of cultural diversity is a standard in the music 

education curriculum, and is also an important part of the music therapy competencies 

(AMTA Sourcebook, 2009).  Coursework that includes teaching units on 

ethnomusicology would need to be inclusive of diverse cultural beliefs and practices, 

including spirituality.  Topics related to spirituality should be included in the AMTA 

competencies and within the academic preparation of music therapy students.  How best 

to integrate this into the existing music therapy curricula would be a topic for continued 

research and dialogue. 

Education of professionals in the larger healthcare community may include 

collaborative approaches to learning, i.e., through shared learning experiences involving 

specialists from other branches of healthcare.  As discussed in the related literature, a few 

leading medical schools are including the topic of spirituality and healing in coursework.  

One example of this is The Center for Spirituality and Healing, a healthcare program at 

the University of Minnesota that offers integrative medicine courses within their 

curriculum to students in medicine, nursing, pharmacy, dentistry, veterinary medicine and 

public health.  The Center for Spirituality and Healing currently employs a Board 

Certified music therapist, who is also a Fellow in Guided Imagery and Music, on the 

teaching faculty.  Based on the success of this and similar programs such as integrative 

healthcare, the opportunities for music therapy professionals to expand in the direction of 
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spirituality and healing through music, and the potential for funding from grants, are very 

promising. 

Ethics.  Ethical principles need to continually be consulted in all areas of clinical 

intervention and treatment, and especially when there is a possibility of transference or 

countertransference.  The respondents to this survey gave comments related to ethical 

principles.  Selected comments reflect various viewpoints such as separating personal 

beliefs from spiritual needs of clients: “I believe that (spiritual elements) should deal with 

the client‟s spiritual needs and not your own,”  “It is very important to discern between 

what works for the clients and what is serving myself, as the practitioner.”  Comments 

also related to the need for cultural sensitivity: “I am very careful and mindful always to 

be culturally sensitive to my client,” respect for the principles of the facility: “I only 

respond to spiritual issues as identified by my clients in order to respect our facility‟s 

promise to respect all types of spiritual expression.”  Other comments related to a holistic 

approach to healing: “To „treat‟ the whole person, you must „treat‟ the mind, body and 

spirit,” and also work with special populations: “When I work with hospice patients, 

themes of spirituality are inherent in the work,”  “I feel it is important as a music therapist 

to be open to discussing/exploring the client‟s physical, emotional and spiritual issues in 

the session.”  Additional themes related to competency:  “I would say that while I feel 

comfortable addressing the needs of clients with a different belief system from my own, I 

do find a point of hesitancy, or perhaps a greater need for session preparation and 

education, before working with those clients.  I am also aware that I may not connect as 

deeply with intuitively understanding the client‟s perspective if, for instance, they are 

grounded in a belief system that I am not as familiar with.”  Based on these comments, 
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music therapists are acknowledging that they need to be sensitive to issues that may 

involve transference/countertransference, cultural sensitivity, guidelines of the facility, 

needs of populations at the end of life, treatment of the whole person, and 

educational/psychological competency. 

The above comments represented approximately 200 statements that represent 

ethical issues, pointing to the importance of ethical understanding and education in the 

training of music therapists.  These underscore the needs for continued and expanded 

ethics education for music therapists.  This study points to the need to establish a firm 

foundation of ethical practice regarding spiritual issues. 

Competency in addressing clients‟ spiritual needs is perhaps the most important 

ethical issue related to spirituality in clinical practice.  Even if music therapists receive 

some academic training in spirituality, this would still not be sufficient for the 

multicultural diversity of clinical populations, with age spans from infancy through the 

elderly.  In the same way as chaplains or spiritual counselors are not trained as music 

therapists, music therapists are not trained to take on the role of a spiritual guide or 

counselor.  Ethical problems arise when music interventions used by music therapists 

may be spiritual or religious in nature. 

Besides occurring in undergraduate and graduate music therapy academic 

instruction, continuing education workshops should be offered that are specific to the 

issue of spirituality in the clinical setting, and as it applies to the therapist personally.  

Music therapists and students need to understand the potential conflict of interest in a 

clinical setting with transference and countertransference, and ways to address the 
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client‟s spiritual values and beliefs within their comfort level, within the guidelines of the 

facility, and in ways that are ethical. 

This study allowed for open-ended comments, and these comments were often 

well stated and thoughtful, offering additional insight into the complexities of the 

relationship between music therapists‟ spiritual beliefs and clinical practice.  Several 

comments were very encouraging regarding the need for studies of this nature, while 

others questioned the value of such a study for the profession.  A more intensive 

qualitative analysis of the comments could add another dimension to the results of this 

study, and a continuation of this research topic might include a qualitative approach 

which would focus on data collected through narratives and personal interviews. 

Summary and Conclusions  

The field of healthcare in general has increasingly embraced research on 

spirituality and healing.  However, very little research is available on music therapy and 

spirituality.  This study addressed this void in the literature, and perhaps will be 

influential in opening up the topic of the relationship between music therapists‟ spiritual 

beliefs and clinical practice to discussion and future research. 

The profession of music therapy, from its formal inception in 1950, is often 

defined in scientific terminology, and the preponderance of the published research in the 

field is based on observable behaviors which are quantifiable (Lipe, 2002).  There has 

traditionally been reluctance on the part of researchers to study the spiritual domain, 

which by its very nature is non-observable.  However, from the perspective of the 

researcher, the spiritual beliefs of music therapists and how these may impact clinical 
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practice is worthy of investigation.  To this end, a survey of board certified music 

therapists was implemented to objectively study music therapists‟ personal spiritual 

beliefs and how they related to their clinical practice. 

This study showed that music therapists have high spirituality scores as measured 

by a standardized measure of spirituality.  Levels of spirituality among music therapists 

are higher with increasing age and years of experience.  Individual spirituality scores are 

higher for females than for males.  Educational level, region of AMTA, and populations 

served were not correlated with individual spirituality. 

This study also showed that there is a positive correlation between music 

therapists‟ spirituality scores and their reported spiritual beliefs and practices.  Music 

therapists consider themselves spiritual, engage in music as a spiritual experience, use 

music in their own spiritual practices, and believe that meditation, prayer, reflection, or 

some other type of contemplative experience is an important daily activity for music 

therapists. 

In addition, music therapists‟ spirituality scores and their clinical practices 

regarding spirituality showed that: spirituality has helped to sustain them in their career 

as a music therapist, their work is consistent with their spiritual ideals, attention to their 

own spirituality is important, their work  has helped them grow spiritually, work as a 

music therapist is seen as a spiritual endeavor, they are comfortable in addressing clients‟ 

spiritual needs when they are similar or different than their own, and their own sense of 

spirituality influences their music therapy clinical practice.  However, individual 

spirituality was generally not a conscious factor in choosing the profession of music 
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therapy or choice of clinical population, and music therapists do not usually initiate 

conversations regarding spirituality with their clients. 

Most of the responses to this survey were from clinicians who were under 31 

years of age and who had been in practice less than 11 years.  This factor should be taken 

into consideration in understanding the results of this study. 

In conclusion, music therapists have high spirituality scores, and there is a strong 

relationship between these beliefs and their clinical practices.  This study provides 

important implications for inclusion of topics related to spirituality into college curricula 

and continuing education, and points to ethical concerns related to music therapists‟ 

clinical practice and spirituality. 
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APPENDICES 

APPENDIX A 

Music Therapy Questionnaire 

Please mark the appropriate circle: 

Part I: Demographic information 

Male 

Female 

Age 

21-31 

32-42 

43-53 

54-64 

65 or older 

Years of professional practice 

Less than 1 year 

1-5 years 

6-10 years 

11-20 years 

20+ years 

Level of education 

Bachelor‟s degree – music therapy 

Bachelor‟s degree – music education 

Bachelor‟s degree – other 

Master‟s degree – music therapy 

Master‟s degree – music education 
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PhD – music therapy 

PhD – music education 

PhD – psychology or other 

Other Doctorate 

Region of American Music Therapy Association 

Great Lakes 

Mid-Atlantic 

Midwestern 

New England 

Southeastern 

Southwestern 

Western 

Population currently served (check one primary population served only) 

Medical/Surgical 

 Children (0-12) Adolescents (13-20) Adults (21 and over) 

Mental Health (Psychiatric) 

 Children Adolescents Adults 

End of Life 

 Children Adolescents Adults 

Developmental Disabilities 

 Children Adolescents Adults 

Schools 

 Children Adolescents 

Long-term Care 

College/University Students 

Private Practice 

Other 
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Part II: Therapist’s Spiritual Beliefs and Practices 

For the following questions, the term spirituality is defined as “a human dimension which 

represents an integration of body, mind, and spirit, and includes a search for ultimate meaning, 

purpose, and value in life, often expressed through a belief in a higher power or the Divine.”  

Religion is defined as “the moral codes, practices, values, institutions, and rituals associated with 

a group of beliefs, a belief system, or a faith tradition concerning the supernatural, sacred, or 

divine.”  This study focuses on spirituality, rather than on religion. 

Please use the following scale to rate the questions in this survey: 

Strongly Agree Agree Neutral Disagree Strongly Disagree N/A 

 5 4 3 2 1 0 

1. You consider yourself a spiritual person. 

Strongly Agree Agree Neutral Disagree Strongly Disagree N/A 

2. Engaging in music is a spiritual experience for you. 

Strongly Agree Agree Neutral Disagree Strongly Disagree N/A  

3. You use music in your own spiritual practices. 

Strongly Agree Agree Neutral Disagree Strongly Disagree N/A  

4. You believe that meditation, prayer, reflection or some other type of contemplative 

experience is an important daily activity for music therapists. 

Strongly Agree Agree Neutral Disagree Strongly Disagree N/A  

 

Part III: Relationship of Therapist’s Spirituality to Music Therapy Clinical Work 

5. Your spirituality has helped to sustain you in your career as a music therapist. 

Strongly Agree Agree Neutral Disagree Strongly Disagree N/A  

6. Your work in the field of music therapy is consistent with your spiritual ideals. 

Strongly Agree Agree Neutral Disagree Strongly Disagree N/A 

7. Attention to your own spirituality is important to your role as a music therapist. 

Strongly Agree Agree Neutral Disagree Strongly Disagree N/A 

8. Your work as a music therapist has helped you to grow spiritually. 

Strongly Agree Agree Neutral Disagree Strongly Disagree N/A  

9. You would classify your work as a music therapist as a spiritual endeavor. 

Strongly Agree Agree Neutral Disagree Strongly Disagree N/A  

10. Your own spirituality was a significant factor in your choice of music therapy as a 

profession. 

Strongly Agree Agree Neutral Disagree Strongly Disagree N/A 
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11. Your own spirituality was a significant factor in your choice of population in clinical 

practice. 

Strongly Agree Agree Neutral Disagree Strongly Disagree N/A  

12. Your own personal sense of spirituality significantly influences your music therapy 

clinical work. 

Strongly Agree Agree Neutral Disagree Strongly Disagree N/A  

 

Ways Therapist Addresses Clients‟ Spiritual Issues 

13. You are comfortable in addressing clients‟ spiritual needs when they are similar to 

your own. 

Strongly Agree Agree Neutral Disagree Strongly Disagree N/A  

14. You are comfortable in addressing clients‟ spiritual needs when they are different 

than your own. 

Strongly Agree Agree Neutral Disagree Strongly Disagree N/A  

15. You initiate discussions and/or music experiences related to spiritual issues with your 

clients. 

Strongly Agree Agree Neutral Disagree Strongly Disagree N/A  

 

Additional Comments (optional) 
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The Spiritual Involvement and Beliefs Scale 

Please answer the following questions by checking your response. 

       

         Strongly      Agree       Neutral      Disagree        Strongly       

           Agree            Disagree 

 

l. In the future, science will be             _____         _____        _____     _____          ______ 

able to explain everything. 

 

2. I can find meaning in times              _____         _____        _____     _____          ______ 

of hardship.    

 

3. A person can be fulfilled without                            _____         _____        _____     _____          ______ 

pursuing an active spiritual life.  

 

4. I am thankful for all that has             _____         _____        _____     _____          ______ 

happened to me. 

 

5. Spiritual activities have not helped             _____         _____        _____     _____          ______ 

me become closer to other people. 

 

6. Some experiences can be understood             _____         _____        _____     _____          ______ 

only through one‟s spiritual beliefs. 

 

7. A spiritual force influences the              _____         _____        _____     _____          ______ 

events in my life. 

 

8. My life has a purpose.               _____         _____        _____     _____          ______ 
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9. Prayers do not really change             _____         _____        _____     _____          ______ 

what happens. 

 

10. Participating in spiritual activities             _____         _____        _____     _____          ______ 

helps me forgive other people. 

 

11. My spiritual beliefs continue              _____         _____        _____     _____          ______ 

to evolve. 

 

12. I believe there is a power greater              _____         _____        _____     _____          ______ 

than myself. 

 

13. I probably will not reexamine             _____         _____        _____     _____          ______ 

my spiritual beliefs. 

 

14. My spiritual life fulfills me in ways             _____         _____        _____     _____          ______ 

that material possessions do not. 

 

15. Spiritual activities have not                  _____         _____        _____     _____          ______ 

helped me develop my identity. 

 

16. Meditation does not help me            _____         _____        _____     _____          ______ 

feel more in touch with my inner spirit. 

 

17. I have a personal relationship            _____         _____        _____     _____          ______ 

with a power greater than myself. 

 

18. I have felt pressured to accept            _____         _____        _____     _____          ______ 

spiritual beliefs that I do not agree with. 
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19. Spiritual activities help me draw closer           _____         _____        _____     _____          ______ 

to a power greater than myself. 

 

Please indicate how often you do the following: 

      Always Usually Sometimes    Rarely     Never 

 

20. When I wrong someone,     _____       _____        _____       _____      _____  

I make an effort to apologize. 

 

21. When I am ashamed of something   _____       _____        _____       _____      _____  

I have done, I tell someone about it. 

 

22. I solve my problems without   _____       _____        _____       _____      _____  

using spiritual resources. 

 

23. I examine my actions to see   _____       _____        _____       _____      _____  

if they reflect my values. 

 

24. During the last WEEK, I prayed . . .(check one) 

 _________10 or more times. 

 _________7-9 times 

 _________1-3 times 

 _________4-6 times 

 _________0 times 

 

25. During the last WEEK, I meditate . . .(check one) 

 _________10 or more times. 

 _________7-9 times 

 _________1-3 times 

 _________4-6 times 

 _________0 times 
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26. Last MONTH, I participate in spiritual activities with at least one other person. . . (check one) 

 _________more than 15 times 

 _________11-15  times 

 _________6-10  times 

 _________1-5  times 

 _________0 times 

 

SCORING INSTRUCTIONS 

 

For positively worded items, i.e., items where answers indicating agreement seem more spiritual (item numbers 2, 4, 6, 

7, 8, 10, 11, 12, 14, 17, 19, 20, 21, 23); Strongly agree =5; Agree =4; Neutral =3; Disagree = 2; Strongly disagree =1. 

 

For negatively worded items, where agreement would seem less spiritual (item numbers 1, 3, 5, 9, 13, 15, 16, 18, 22): 

Strongly agree = 1; Agree = 2; Neutral = 3; Disagree = 4; Strongly disagree = 5. 

For items 24-26:  Highest frequency category = 5; Next highest category = 4; Middle frequency = 3;  Next to lowest 

frequency = 2; Lowest frequency =1. 
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APPENDIX B 

Informed Consent Agreement 

Dear Music Therapy Colleague:  

I would like to invite you to participate in a doctoral study on music therapists‟ 

spiritual beliefs and clinical practice.  The study is exploring the spiritual involvement 

and beliefs of music therapists and ways in which music therapists incorporate their 

concepts of spirituality into their clinical practice. 

I invite you to participate in this research study by using the link below to access 

and complete an online survey and a questionnaire.  The survey is related to your 

spiritual involvement and beliefs and the questionnaire is related to your practice as a 

music therapist in relationship to spirituality.  Completion of both the survey and 

questionnaire will take approximately 15 minutes of your time.  You may complete 

the questions at a time that is convenient to you, and you may complete part of the 

survey/questionnaire and return to finish it at a later time if this is more convenient 

for you.  In order to protect the confidentiality of your responses, all questionnaire 

data is stored by the online administrator, the researcher has no access to individual 

responses or participants‟ e-mail addresses or identities.  This survey will not result in 

any compensation for you and you may not necessarily benefit from it personally, 

however participation in the study may help you to understand yourself better in 

terms of your own approach to spirituality in your clinical practice, and may give you 

a perspective on how other music therapy professionals address issues related to 

spirituality in their work.  Results of the study will point to ways in which issues 

related to spirituality are addressed in the music therapy profession. 

Participation in this study is completely voluntary.  If you are willing to 

participate, please use the link below to access the online survey.  You will be asked 

to give your consent to participate in this research by reviewing the informed consent 

information on the initial page of the online survey/questionnaire and typing your 

electronic signature on that page.  Your typed consent will allow you to access the 

remainder of the survey and questionnaire.  You will be asked to use your mouse to 

click on your responses for all the questions.  You will also have an opportunity to 

respond in open-ended text boxes if you so choose.  You are encouraged to answer all 

of the questions to the best of your ability, but you may also skip questions if you 

choose to do this. 

If you have any questions regarding the survey or questionnaire or the study in 

general, please forward them to me or to my adviser, Dr. Cheryl Dileo, at the 
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addresses, phone numbers, or e-mail addresses provided above.  If you wish further 

information regarding your rights as a research subject, you may contact the 

Institutional Review Board at Temple University at the address, phone number, and e-

mail included below: 

 Institutional Review Board, Temple University 

 Address: 

 Phone: 

 e-mail: 

You may access the informed consent page and the survey and questionnaire 

using this link: 

 Thank you in advance for your time and consideration. 

 

Sincerely, 

 

Roberta S. Kagin, MT-BC 

Doctoral Student, Temple University 
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APPENDIX C 

Survey Comments 

 Additional Comments (optional) 

 Open-Ended Response 

 I do not impose my spiritual beliefs on patients.  I allow them to initiate 

discussion regarding spiritual issues. 

 I think that spiritual elements can be a part of the music therapy experience, but I 

believe that they should be initiated by the client and deal with the client's 

spiritual needs and not your own. 

 I'm not currently doing therapy even though I am maintaining my certification.  

I'm working as a music teacher in a Christian preschool setting. 

 I am currently not practicing music therapy but did work as a music therapist in a 

public school special ed. program, K-8.  Because of the strong tie between 

spirituality and religion and the young age of my clients, it was rarely appropriate 

to broach this subject with them in a public school setting.  Currently, I now work 

on staff with the Jr. high ministry at my church, so while I did my best to answer 

these questions as they related to my spirituality, it is hard for me to split them 

from my religious beliefs. 

 I work for the state and I am prohibited to bring up spiritual issues. 

 If the client brings it up, it's okay to address it briefly, but in my arena it's 

generally not okay to initiate spiritual discussions. 

 It is very important to discern between what works for the clients and what is 

serving myself, as the practitioner.  I am very careful and mindful, always to be 

culturally sensitive to my clients.  My clients are predominantly Jewish and some 

are agnostic.  I am a practicing Catholic and Christian, and although I do provide 

services for my Christian clients, Shabbat and non religious/secular activities are 

just as meaningful to someone who does not choose to believe in God.  I am 

referring to retrieval of the lost chord or lost sense of self, which may come 

through worship forms, but spiritual integrity is almost always tied to a sense of 

wholeness and the sense of self wholeness, which my population struggles with at 

end of life: making sense of it all, the existential. 
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 Prayer is sometimes mentioned and acknowledged as a coping mechanism.  

Patients with specific spiritual needs are referred to the chaplain or area churches.  

I am open to use of religious music familiar to the patient if requested, and will 

introduce some religious music known to be popular in the area as a choice. 

 I believe in working with the entire person, physical, mental and spiritual health 

needs are equally important and do not have to agree with my own personal 

views. 

 I would almost never initiate a spiritual discussion but am able and comfortable 

following the client if he/she brings up the topic. 

 It is difficult to know how these questions are being interpreted.  On the surface, 

answering "agree" to some of these could make a person sound very 

unprofessional and clinically inappropriate... as influencing clients from the 

perspective of our own beliefs would be unethical.  Some of the questions I am 

agreeing to I am answering from an internal perspective, my own inner spiritual 

life, which, of course, affects my attitude toward what I do and whom I work 

with. 

 I have a Masters in Counseling, which was not one of the options in the education 

list.  I am a licensed professional counselor along with being a MT-BC. 

 15. I assess each clinical situation to determine if this is beneficial and/or 

appropriate. 

 I did respond to these questions with the "spirituality" definition.  They differ 

significantly than if I had responded to them with the "religious" definition.  Also, 

re: education, I have a MA degree in Pastoral Care, there was no listing for an 

MA degree other than mus. education or music therapy. 

 I follow the client's initiation of discussions of this magnitude. 

 I work in a state facility where we are encouraged to direct the patients to the 

chaplain for spiritual discussions.  That definitely affected my answers to 

questions 13-15.  I would be comfortable discussing spiritual beliefs the same as 

mine or different if I was working somewhere else and with individual clients 

rather than groups. 

 I believe in helping the person as a whole, and if they are spiritual, I will include 

that in sessions.  However, I am not a religious or spiritual person, and do not mix 

my personal beliefs or ideas into the session.  The session is about the client, and 

the relationship between the client and therapist, not imposing views.  I am very 
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open minded, and like to keep it that way. 

 While I am open to exploring spirituality with clients, through music therapy and 

other venues, I don't initiate this, but respond when clients to do so.  It is difficult 

to ascertain the limits and borders of my spirituality, where its influence begins 

and ends related to music therapy or any other facet of my life, because my 

spirituality is so deeply rooted and integrated in me. 

 I was taught (at NYU's music therapy program) that it is not appropriate to bring 

up spiritual/religious themes; however, if the client brings up a spiritual/religious 

topic or requests a religious song, then, of course the music therapist can follow 

through on this.  This is because we work in secular institutions, so we must be 

careful that, as therapists, we are not leading the client in a direction that we can 

get into trouble with from the administration.  Of course, on patriotic days, I have 

no problem singing songs such as God Bless America, since this song was written 

by Irving Berlin, the great American songwriter, and became a huge radio hit for 

Kate Smith.  However, 2 teachers at the Lighthouse for the Blind's Early 

Childhood Center had issues with this song because it contained "God."  And this 

was a few weeks after Sept. 11, 2001!!!  I actually discussed this with the 

principal at the time, and he said it was up to the discretion of the teachers.  Very 

disappointing, but true.  I now work in a school and in a nursing home that 

welcomes any songs, secular or religious, that will create an atmosphere of joy, 

camaraderie, empowerment, empathy, etc. 

 My spirituality is a something that has matured and grown through the years.  

While I have had a fairly strong base from the beginning, it is definitely 

something that has developed along the journey.  It is something that shapes who 

you are as a person and can only add to your understanding as a music therapist.  

My professional work is definitely more of a calling than a business arrangement. 

 I rely on my faith to restore my desire to serve the end of life population 

following emotionally draining sessions.  Where there is life there is hope. 

 I have some issues with the wording of #13, #14 and #15. I think, as therapists, 

the way we address our clients' spirituality is the same way we'd address any 

issues that come up in therapy.  Spirituality takes many forms, and it can be 

indirect. I think it's important to consider context as well as the possible impact on 

the therapy relationship, the power differential (between therapist and client) 

when one is determining whether or not to bring up spirituality in a session.  I 

think therapists need to make darn good and sure they're not bringing up 

spirituality to meet their own needs in some way (which may need to be 
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addressed in the music therapist's own professional clinical supervision). 

 I don't initiate specific faith based discussions, but we discuss the importance of 

spirituality globally ('Whatever your orientation is...') and I regularly use guided 

relaxation/meditation and invite them to use their own points of reference.  I 

actively avoid introducing specific doctrine. 

 I could definitely use more continuing education opportunities in addressing the 

spiritual needs of clients not from my own faith tradition. 

 Prayer/meditation is important to me personally on a daily basis, but I can't judge 

that it's important for music therapists as a whole. 

 I'm not usually thinking of bringing "spiritual" things into my sessions with 

children.  That happened more when working with adult cancer patients.  

However, if I'm connected to myself spiritually, I have better sessions! 

 Related to 15: I initiate discussions rarely and only when I know that spiritual 

issues are important to my clients. 

 I am not permitted to address spirituality in my work setting. 

 With some very different spiritual beliefs of some clients it can be difficult to 

address them - esp. when they are not the most productive for the client or others.  

But it can still be done so that they feel respected but are challenged to consider 

what is best for them. 

 I do not presently work as a Music Therapist. 

 When I speak of prayer or a power greater than myself, I am not referring to any 

god, Christian or otherwise. 

 To me the term "spirituality" is rather unclear.  Is it tied to traditional religious 

beliefs, or can it also mean a disposition towards life.  I would suggest that you 

ask questions in the beginning that make this clear.  Not everyone considers 

themselves religious, but they do think of themselves as "spiritual".  Your 

questions do not make that distinction.  In analyzing this survey you could easily 

be misled to wrong conclusions about people‟s ideologies. 

 Some questions are not clear to answer.  For me, it is too quantitative when 

discussing such a qualitative factor. 

 I work in all populations listed-so I checked "other."  
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 I only respond to spiritual issues as identified by my clients in order to respect our 

facility's promise to respect all types of spiritual expression.  Our chaplaincy 

department is trained to initiate these types of discussion and are clearly 

identified.  If a client indicates a spiritual need, then I can respond therapeutically 

to this need. 

 I find it a struggle to honor all aspects of professional ethics because my spiritual 

beliefs are at odds with some ethical standards. 

 Spiritual needs is one of my clients' needs only when they feel they have that 

need.  I am open to whatever their spiritual needs are and whenever they are 

ready for it.  That is not necessarily directly related to what my spiritual belief is. 

 Although my spirituality/faith is important to me, it is not why I am a music 

therapist, nor do I let it overpower my work.  I work with my clients because I 

enjoy being with them, and I choose experiences to help them grow.  I do not 

enter a session with my own "spiritual agenda". 

 I find reminiscence through music (especially with clients with dementia) to be a 

wonderful tool in terms of stimulating expression of spirituality.  I enjoyed taking 

part in this survey, and think it an important topic to address.  It would have been 

interesting to see more "difficult to answer"/in depth questions about the 

influence of spirituality in our work, perhaps more questions with specific 

potential scenarios.  Great job!  Thank you.  Please send the completed paper (if 

possible) to the participants. 

 In response to Questions 15, it depends upon the client. 

 Education does not show Masters Degree – other. 

 My level of education is Master of Education-Special Education. The M.Ed was 

not an option in an earlier question. 

 My invitations to share are open to clients' sharing.  Sharing of my own 

experiences is rare and only when appropriate and therapeutic for the client. 

 Spiritual discussions with clients occur only when they wish to speak of such 

matters.  Also, I have two degrees: Bachelor's in Music Education and a Bachelor 

of Science in Music Therapy.  No such option in your survey. 

 Any spiritual issues that come up during sessions are reported to chaplain for 

further discussion.  I do not attempt to provide services outside of the realm of 

music therapy even if I share beliefs with a patient. 
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 The populations I currently work with are civilly committed sexual offenders. 

 To "treat" the whole person, you must "treat" the mind, body and spirit. 

 My degree option was not presented, which is master's degree, other (counseling).  

I have worked, in conjunction with chaplains, in using music in spirituality 

groups, and use spiritual music as options for patients, but my position does not 

allow me to initiate spiritual discussions or experiences unless the patient initiates 

it.  So, presenting the options is the way to go in my setting. 

 Unsure about these questions.  Spiritual issues/needs are explored when brought 

up by the client. 

 I do not initiate but if a client initiates I will support them in talking through.  If a 

client initiates that religious/spiritual music is a preference I may initiate using it 

in a session. 

 FYI: There was no option for a accurate reflection of my education level, which is 

MA in Counseling w/ post master training in GIM. 

 My spirituality is at many points what helps me to get through tough sessions. 

 Spirituality is very individual and personal.  If music is something that can only 

enhance one‟s own spirituality then it can also be very therapeutic.  But unless 

one is actually working in a spiritual or religious facility it is important to 

maintain and encourage any spirituality through music without invading ones 

personal beliefs. 

 I am no longer in practice but, I did work hospice as a MT and spirituality was 

very integral with that type of population. 

 Re: population served, I chose Adolescent psychiatric (barely more often than 

other populations served), but also use Music Therapy with hospitalized Seniors 

(psych) as often, Adults next, then Children (all in psych. hospital setting). 

 If a client's family is outwardly spiritual, I am comfortable talking about it.  

However, if I am not sure of the client's family views on spirituality, I do not 

deem in an appropriate to initiate the topic during sessions. 

 Some of my answers were influenced by the inclusion of higher power/ divine in 

the definition of spirituality.  What about an experience of spirituality absent of a 

belief in a higher power?  From an ethical point of view any discussion in regards 

to a belief in a divine power should only be client driven in my opinion! 
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 I work in a Catholic nursing facility and I am not Catholic.  It's important to be 

accepting of others' spiritual and religious values/needs. 

 The term spiritually should be defined.  It is such a board and subjective term, I'm 

not sure what YOU are meaning by it, and I cannot answer these questions in 

good conscience without knowing what you are meaning by spirituality.  Why are 

you asking these questions?  Will this really progress the MT field? 

 I only address spiritual issues if the client brings them up to me.  I understand that 

there are those who find it difficult to "live" in the spiritual brain such as those 

who are on the Autism Spectrum.  Therefore, I need to accept the client as God 

made them and honor/respect their spirit if spirituality doesn't make sense to them 

but morality does make sense and work within that realm. 

 My spirituality is directly tied into my relationship with Jesus Christ which 

overflows into all that I do, not just music therapy.  In how I relate to people and 

care for peoples' needs because that is the example of Christ.  Those dealings are 

an act of spiritual worship to my Lord. 

 I am not practicing music therapy and have not done so full time for 21 years; I 

have been in teacher education for over two decades at a small private college.  

That's why so many of my responses are N/A. 

 I allow my clients to initiate spiritual discussions and experiences.  I follow their 

lead. 

 Defining "spirituality" prior to asking these questions seems important. 

 In response to question 15:  I would initiate such a discussion only during an 

assessment, at which time I would ask the client if he/she wants to focus on 

spiritual matters in music therapy. 

 I don't lead my patients.  I'll follow where they lead. 

 GOOD LUCK! 

 I am religious, not spiritual. 

 My job does not encourage spiritual engagements by anyone other than the 

minister; they would prefer that you let him handle that. 

 I have a Bachelor in music therapy and a Master's degree in Social Work - there 

was no option for Master's degree (other).  I am also trained in the Bonny Method 
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of GIM.  Spirituality plays a huge role with this method. 

 Re. 15: As clinically appropriate. 

 My spiritual journey has taken several twists and turns which have influenced my 

practice.  I have become far more open-minded and now love working with 

people from different backgrounds to learn about their spiritual beliefs and other 

cultural differences.  I have found that in the end, we really aren't too different 

from each other. 

 I also have a masters in business admin w concentration in healthcare. 

 For 15, I chose neutral because it depends on the client and the client's cognitive 

functioning. 

 I only initiate the discussion during religious oriented groups such as with our 

choir that performs at chapel services.  We talk about the meaning of the words in 

the songs and it leads to other faith related topics. 

 If clients bring up an issue, I feel comfortable engaging in conversation.  

However, because I work in a school I do not initiate conversations that validate 

my own spiritual experience. 

 15: not allowed to initiate conversations/discussions w/clients re: religion.  Can 

respond if asked, but cannot initiate. 

 I am limited by school policies as to how much I can share. 

 When I use music for my own spiritual worship, it helps to use the music that I 

prefer, which is contemporary Christian such as Chris Tomlin, Fee, and Casting 

Crowns.  For my residents I mostly use the old hymns because that is what they 

are familiar with and often find comfort in. 

 In education level, I said bachelors-music therapy but my highest level is 

Masters-other field (speech therapy).  This was not an option. 

 Working in the public school setting, spirituality does not directly come up and 

we are discouraged from entering into such conversations with clients although 

amongst staff spiritual conversations frequently come up. 

 I seldom initiate discussions on spirituality, but engage often when the client 

raises the issue. 

 In re: #15, I will initiate discussions/music experiences r/t spiritual issues if I 



 146 

know spiritual concerns are a priority for the client and are significant to the 

client's process.  If the client doesn't bring up their spiritual life and I don't sense 

or observe that spirituality is implicated, then we don't get into spirituality. 

 Not all of the groups I provide are specifically "music therapy" groups.  I am 

actually about to start a non-denominational spirituality group exploring how 

spirituality is used as a coping mechanism, as well as areas of common belief 

between different religions. 

 Re: #15 - I initiate these things when the client expresses interest in spiritual 

topics or music. 

 I don't know if "addressing" is the right word for me, but "supporting" if it is 

initiated by patient or their family. 

 I work with non verbal adults. 

 When I work with hospice patients - themes of spirituality are inherent in the 

work, with other populations, less so. 

 Working with severely disabled, mostly non-verbal, student, I have never had the 

opportunity arise to discuss spiritual issues. 

 In general I don't think these sorts of surveys tell us much. 

 I think in terms of initiating discussions/music experiences related to spiritual 

issues I have let this come from the client, as I feel it is such a personal thing.  In 

terms of my own spirituality, this is something I am still figuring out. 

 The motto of my hospital is "Honoring God by Serving Humanity".  I fit right in. 

 I initiate #15 if that fits for the client based on the client's needs and wants. 

 I am not Christian. 

 All "spiritual needs" are common...how can you differentiate-unless you are in 

fact referring to religion? 

 Although I notice the need for spirituality in my work at a psych hospital - I am at 

this time uncomfortable talking about spirituality/religion/god as I am not exactly 

sure about the beliefs of the hospital at which I work!.... the only time I really talk 

about spirituality is when I do mandalas - I will talk about your higher self, or 

guiding symbols or the universe , or whatever your beliefs are, per se. 

 I worked as a full-time music therapist in hospice for nearly 5 years prior to my 
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current job, and I would strongly agree on nearly all of these questions if I were 

still working in that population. 

 I have a Masters in Counseling (there was no option for master/other).  I am not 

currently working as a music therapist. 

 A choice for education is missing.  I have a Masters in something other than MT 

(spec. ed.) 

 Discussions arise if it appears to be appropriate for either understanding or in 

context. 

 I don't initiate conversations, I allow my clients to initiate conversation, but I am 

comfortable engaging in conversations related to spiritual issues, whether my 

clients have similar of differing spiritual views. 

 I do not generally presume to initiate discussions on spiritual issues but have 

addressed them when clients have brought it up. 

 I'm not a fan of surveys.  They provide a cursory glimpse; results can be 

misleading.  Interviews, anecdotes, and long-hand answers yield more 

comprehensive and less misleading results.  Of course they take more effort... 

 I have a variety of beliefs in my groups and have to be careful not to "step on 

people's toes" when it comes to spirituality.  I do mention my beliefs and what 

comforts me in times of uncertainty and depression in generic terms so as to 

appeal to all. 

 I do not initiate discussions, however, patients often times bring up spiritual 

issues which we discuss or use music to express. 

 I cannot discuss spiritual issues with clients.  I can provide live or recorded 

Christian music if a client requests it. 

 Gender, socio economic, regional, and race/ethnicity weights my clients 

spirituality...plus in a school setting I am merely able to reflect not comment on 

clients' spirituality. 

 I feel it is important to let the clients initiate spiritual issues, to avoid imposing 

my own beliefs on them. 

 I feel it is very important as a music therapist to be open to discussing/exploring 

the client‟s physical, emotional and spiritual issues in the session. 
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 I would only initiate discussions or music experiences related to spiritual issues if 

requested by the client. 

 I use spiritually related experiences when and where appropriate and with parent 

consent first.  If I know a family to be of a certain faith I may incorporate it into 

sessions, but this is not always the case. 

 I am currently practicing as a Bereavement Coordinator and at times will utilize 

music.  I have not practiced MT for almost 8 years. 

 Spirituality is a major component in music therapy in end of life care.  It is not 

unusual for me to include spiritual concerns on a patient's plan of care goals. 

 I had students last year who wore "kufi" type caps to school where/when head 

coverings were specified as unacceptable unless approved by religious leaders.  

My administrators were unwilling to challenge students of African American 

descent who were wearing kufi-type head-dress, even when they had no history of 

being Muslim and even in the absence of written permission by a religious leader, 

and even in a school where marijuana was frequently moved between students 

when carried under the inside brim of a cap or hat.  Read between the lines. 

 My clients are extremely challenged and unable to speak (profound mental 

retardation). 

 Spiritual aspects of a clients life are just as important if not more important than 

Physical, Mental, Emotional, etc.  As a music therapist, it is our job to address 

these spiritual issues in our clients‟ lives. 

 I would say that while I feel comfortable addressing the needs of clients with a 

different belief system from my own, I do find a point of hesitancy, or perhaps a 

greater need for session preparation and education, before working with those 

clients.  I am also aware that I may not connect as deeply with intuitively 

understanding the client's perspective if, for instance, they are grounded in a 

belief system that I am not as familiar with. 

 I engage in discussions re: spirituality as issues present themselves during 

sessions, primarily through something the child/parent verbalizes. 

 I consider myself spiritual, not religious.  Spiritual pain of clients is a factor that 

can influence physical pain. 

 I do not initiate discussions about spiritual issues unless it is part of their 

vocabulary or searching for it. 
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 I only speak about spirituality when the client asks me a specific question, or I 

feel he or she needs to address that area, but in my population, that is pretty rare 

in that I typically work in the schools and with children who are primarily non-

verbal. 

 Our lead psychiatrist on the unit does not promote spirituality discussions, unless 

prompted by the patients themselves. 

 Because I work for a State institution, I may not initiate spiritual issues.  If the 

client wishes to explore that in the music therapy session, then I may do so in 

accordance with his/her musical preferences. 

 I am deeply involved in my faith and it influences every aspect of my life.  I do 

not however, view the practice of music therapy a spiritual experience.  Yes 

music therapy can be spiritual but is not primarily a spiritual experience as I 

practice it.  As I don't do anything without the Lord's consent faith did influence 

my career and venue decision, but I engage in many client preferred things that 

may not be something I would personally do based on my beliefs. 

 I only use contemporary Christian music and/or worship songs in sessions with 

kids who first establish they already listen to and enjoy that type of music. 

 Sometimes I engage in discussions related to spiritual issues, but only when the 

patient initiates them. 

 My job encourages attention to the spiritual needs of clients. 

 If the client initiates the conversation/music about spiritual issues then I will 

continue with caution about expanding the conversation. 

 I work in a public school district.  We do not spend any time discussing spiritual 

issues. 

 I do not feel it is appropriate to initiate spiritual discussions with clients.  If they 

lead that direction or ask questions or express desires in that area then it is more 

than appropriate to discuss spiritual issues.  I am not in an area of music therapy 

that would require me to engage in that discussion on a regular or non regular 

basis. 

 I would if I could, but it is not part of my job description. 

 As to N/A on question 6: Issue was "consistent with.” 

 The extent to which spirituality is implicated in the process of music therapy is 
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(and should be) completely dependent upon the needs and tendencies of the client 

(and not the therapist). 

 My students are very young.  My new boss finds no correlation between work and 

her spirituality.  This hurts the teachers. 

 You did not provide a box to check Master's degree - other - I would have 

checked that box if one had been provided - Master's degree in Counseling 

Psychology. 

 My faith profoundly affects how I see myself and my clients.  As a therapist, I 

don't introduce spiritual discussions or initiate use of faith-based music in 

sessions unless they are requested by the client.  In a group setting, I am very 

careful that everyone shows respect for differing beliefs. 

 I am a practicing Roman Catholic and I feel God's gifts to me in music are to be 

used for all of God's people and for his greater glory.  I do not feel music in of 

itself is the cause of healing or is music a religion unto itself. 

 "Spirituality" is a broad term and is undefined in this questionnaire.  This may 

have been your intention, but I find that many of these questions (and subsequent 

answers) are meaningless in the absence of a clearly defined term. 

 What is spirituality?  Something as simple as breathing is spiritual if it is done 

consciously and with gratitude.  For me being spiritual is doing the very best that 

you can at whatever you do. 

 I usually will not initiate conversations about spirituality, but definitely respond 

to patients & their families if they initiate it. I feel initiating it is more of a 

chaplain's duty & that by using spiritual music (when it is the preference) is my 

duty as a part of the interdisciplinary team. 

 It is interesting that you have not yet defined spiritual. 

 It is never okay to initiate the conversation of spiritual issues with a client. 

 I consider myself an agnostic.  I do not belong to any organized religion. 

 I did not choose my profession based on my spirituality neither the client 

population that I'm working with.  Now that I've been working in Hospice for 

over a year I've gained a new sense of the importance of my spirituality in my 

work.  It is very important to 'be in tune'.  When working with the dying.  But no, 

my spirituality had nothing to do with my decision to become a MT or to work 
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with the elderly. 

 I initiate spiritual discussions with my clients if it is appropriate or if I am 

following up on a previous discussion. 

 Discussions can only be brought up if the client brings it up. 

 Addressing client's spiritual needs and initiating discussions related to spiritual 

issues with clients depends on situation, client's level of spiritual belief. 

 I let the patients guide that portion.  I may ask the question, but will always 

follow their lead. 

 In hospice settings, where I work on a regular basis, there is a focus in the Care 

Plans on addressing spiritual needs of patients and families at the end of life. I am 

able to do this frequently in music therapy sessions.  In educational settings I do 

not see many opportunities for this - so depending on the setting the spiritual 

element is more prominent and relevant in therapy. 

 To qualify answer to #15: only when appropriate to address client's needs, and if 

client is receptive to this. 

 I would only address clients' spiritual needs if it was specifically requested by the 

family.  However, this is not an option as I work in public schools. 

 I only discuss spirituality when it is student/client initiated. 

 I do family based multicultural work and it is rarely appropriate clinically to 

discuss spirituality.  What is unspoken is often enough and powerful enough. 

 I believe spirituality is an important part of human life.  I also can say that my 

current work and my practice, while influenced by my spiritual beliefs, my 

current practice and place of employment are not closely related to my personal 

practice. 

 The population I work with is individuals with Physical Disabilities. 

 Working in end-of-life and within the "Bible Belt", I have found many challenges 

in using music therapy at address my client's spiritual issues.  For example: 

Different churches having different uses of music within their belief system and 

client's expecting me to know how their church views music.  I have had a client's 

father hold my arm while he "spoke in tongues" during a session.  I find my 

personal spirituality effecting my session when I know nothing about the client 

and they are actively dying.  I have to be careful.  Spirituality and music is a 
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special section on our assessment. 

 For question #15, only if the client is OK with discussing spiritual issues.  If the 

client does not respond in a healthy way, I steer the conversation elsewhere. 

 I believe that spirit is what gives breath to music.  So, spirit is an inherent part of 

the musical experience.  I do not bring up spirituality with children.  They have 

often brought it up and when they do, I feel it is my role to help them understand 

what they are expressing through reflective listening. 

 I work in a public school setting.  I must be very cautious about this issue for a 

wide variety of reasons. 

 The survey did not offer education level of Master's "Other" which I do have as 

well as a BMT. 

 In my training as a music therapist - we were taught to separate our own spiritual 

beliefs from the work we do in order not to influence or distance ourselves from 

our clients. 

 I believe it is very important to present a religiously neutral space as a therapist, 

especially being aware of the tendency for group members to assume others are 

Christian.  I use hymns in sessions, especially with elders, but I prefer ones with 

positive and non-doctrinal lyrics, as opposed to hymns that present a very specific 

and/or punitive religious perspective.  I usually don't introduce religious music 

unless it is specifically requested by the client(s).  However, I come from a 

transpersonal psychology background, and I believe that a person's spirituality is 

an important part of their psycho-emotional well-being.  A holistic approach to 

treatment must be open to spiritual issues. 

 I do not initiate spiritual discussions.  The clients initiate it and I engage them as 

it relates to their personal experiences.  I find it important to be present for them- 

to meet them where they are. 

 For the section about educational level, I have a Bachelor's degree in Music 

Therapy and a Master's Degree in Pastoral Studies, but there was not an "other" 

option for Master's Degrees, so I clicked "Master's of Music Education."  I work 

with Geriatric adults, yet most are not hospice patients.  There did not seem to be 

a choice for that.  Also I work in an Adult Day Health Center, a nursing home 

alternative, but similar to nursing home. 

 I have a BA in General Music, an equivalency in Music Therapy, and a MS in 

Social Agency Counseling. 
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 Question #9 is unclear - unclear what "spiritual endeavor" means.  

 I am not sure what "addressing clients' spiritual needs" means.  Prayer? Spiritual 

guidance? Listening? 

 Your definitions of spirituality and religion are quite ambiguous in my opinion. 

Although many people would consider me very "religious", in a very traditional 

sense, I still consider myself extremely "spiritual" at the same time, and would 

probably describe myself that way before I would use the word "religious". 

(Although your definitions might put me more in the religious category). 

 How are you defining spirituality? 

 A conversation related to spiritual issues may not be possible with the client but 

may be possible with the parent or other caregivers and team members.  I do not 

push my spiritual beliefs on others but remain present with my beliefs in my 

practice - if others are open to this aspect of the work and bring it up I am happy 

to enter into a conversation with them. 

 RELIGION/SPIRITUALITY DO NOT BELONG IN THE WORKPLACE!  This 

is an irrelevant issue!!! 

 I have only used my beliefs as an example when clients have brought up their 

own first. 

 #15- I believe that this truly depends on prior interactions with the clients.  I 

would never initiate a conversation dealing with spirituality if I was not aware of 

their beliefs. 

 Not allowed to discuss spiritual issues. 

 I enjoy listening and learning from my clients' faith journeys or quests for 

spiritual fulfillment. 

 #15 - only when the client initiates the discussion and if I have the parent's 

approval ahead of time. 

 The survey needs a "Master's degree-other" option. 

 Sometimes spiritual questions come up when teaching Christmas music to the 

children.  I don't necessarily initiate spiritual discussions, since the setting I work 

in doesn't include spiritual care.  (I teach adaptive music lessons in my home, to 

typical children and those with mild developmental disabilities.) 
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 I am also a certified spiritual director. 

 My own spiritual practices enable me to be more conscious of my own spiritual 

life and connectedness to the universe, yet, it also gives me strength to be 

unconditionally accepting of another person's belief system. 

 I do not initiate conversation about spirituality.  At my current job, we are not to 

initiate those discussions.  If a patient or family member opens the discussion 

then I can pursue.  Whereas when I worked for a hospice organization, spirituality 

was a treatment goal for all disciplines. 

 Re: #12 and 15 - I try not to let my spiritual beliefs shape the agenda or 

therapeutic goal of the treatment with clients.  I never initiate spiritual issues 

based only on my personal beliefs, however in my work with hospice patients, 

discussions of spiritual beliefs often arise.  Most often at the initiation of the 

client.  Excellent survey!  I feel this is an important discussion to have especially 

with regard to transference and counter transference when working with clients. 

 I have a Masters Degree in Social Work which was not listed.  My job description 

is clinical social worker, but I lead group therapy and do practice music therapy, 

especially in my weekly spirituality group. 

 Question 15 above depends upon the clientele I am working with.  I typically 

would not initiate discussion/music experiences related to spiritual issues with 

children (especially in the schools), but I would initiate discussion/music 

experiences related to spirituality with the elderly (the other main population I 

work with), especially if I am aware of their religious background. 

 In my job, I cannot initiate discussions on spirituality, however I am very 

comfortable discussing these needs with clients when they bring them up - 

regardless of whether or not they are similar to my own spirituality needs. 

 The questions could have left off the phrase "as a music therapist".  Is spirituality 

important to me as a person?  Yes.  Does it influence my work?  Yes.  Should 

music therapists pray daily?  People should pray daily.  I don't think of spirituality 

only in the corner of my life that is music therapy. 

 I do not initiate, but do welcome discussion.  I am a Bible-believing Christian. 

 I never lead with a conversation on spirituality.  I do try to assist with spirituality 

issues as they come up with the client. 

 I don't seek out discussions on spiritual issues, but I don't avoid client comments 
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when they arise. 

 Discussions of spirituality or music with a spiritual component only comes into 

play in my sessions if it is initiated by the client or the client's family.  My 

personal spirituality is very much a part of who I am and really can't be separated 

from how I do my work, even though it might not be expressed overtly. 

 If I initiate discussions related to spiritual issues with clients, it is in a guarded 

way and only if the subject was touched upon by them. 

 I am not allowed to impose any spiritual or religious beliefs on my clients, but 

can encourage them to use their own spirituality to cope. 

 I perceive myself as a spiritual person and I have spent a lot of years in formal 

and informal training in spirituality.  I currently see a spiritual director each 

month, which I have done for many years.  I also was a member of a religious 

community for a number of years.  I am comfortable discussing spiritual issues 

with clients if they arise and if it seems to be appropriate.  However, we do have 

hospital chaplains and I refer to them as needed.  I do not believe that music 

therapists should function as chaplains.  Many music therapists have neither the 

desire nor the training to do so.  I also know that many music therapists work in 

churches (on the side) as choir directors or instrumentalists.  On the other hand, 

one music therapist told me that she had to lead a church service (hymn sing) in 

her internship and felt uncomfortable in being required to do that.  I think that 

many music therapists are both very religious and very spiritual.  I also think 

music therapists often lack professional boundaries in this area and do not 

recognize when they might be working outside the scope of their practice.  In 

some settings (e.g. hospice), music therapists are directly addressing end of life 

and spiritual issues.  Many of them do know how to do this appropriately.  I also 

know chaplains who use music when they see patients in the hospital.  We have 

had discussions around scope of practice to help delineate our roles.  I think this 

can seem to be an easy topic for music therapists who see spirituality in the 

broadest sense (e.g. that all of us are spiritual beings, that music often touches us 

spiritually.  I think it may be a bigger issue than may seem on the surface. 

 You might be best suited to looking at goal areas within the populations as I see a 

variety of clients for a variety of goals, some that addressing spiritual needs are 

appropriate but others when it would be quite inappropriate. 

 Even if I had completely different spiritual beliefs than what I have now, I do not 

feel my music therapy practice would be affected.  It is my life morals/values that 

have ultimately shaped who I am and what I teach as a music therapist, not my 
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belief in a higher power. 

 Very interesting ideas to cover.  Definitely needs to be addressed more for 

professional music therapists and their work.  Thank you. 

 Bachelor's in Music Therapy,  Masters of Science in Mental Health Counseling 

 For the educational background there was not an option for other Master's.  I have 

a Master's degree in Counseling/Psychology. 

 I don't practice a religion, so I don't bring it into the sessions.  If a client needs to 

bring in religion to help themselves in therapy, I am willing to follow them.  I 

don't see a connection of music therapy and religion.  I do music therapy because 

it works!  :) 

 I also work with the Chaplains. 

 Q15: I only initiate discussions or experiences related to spirituality if I have 

already established the client's comfort in the topic. 

 My spiritual practice brought me to music therapy and to hospice work. 

 It is always good idea to understand your clients‟ beliefs and ideals in order to 

meet them where they are at in the spiritual walk. 

 Client takes the lead when it comes to their spiritual or personal issues. 

 Using traditional hymns for elderly population is very effective, most of the 

people I work with are 80-90s years old and many of them grew up with hymns.  

It brings comfort and meaning and assurance for them. 

 I have not had many opportunities to address spiritual needs that differ from my 

own.  I would hope I would be able to support my clients as they need. 

 I don't necessarily connect spirituality with religion, but my religious beliefs 

guide my spiritual life. 

 I think spirituality is a vague description of what you are studying.  I kind of feel 

that your questions thus far are not really getting the essence of the theology of 

my religion or other religions or non-religious spirituality.  It means different 

things to different people. 

 While I agree that I am comfortable in working with spiritual perspectives that 

differ from my own, it should be noted that this is more difficult for me and 
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requires consistent self-reflection and supervision.  

 There are a number of us who have a bachelor of music degree, and also a 

certificate of MT.  You need to have that option in any MT survey. 

 Would like to read your completed dissertation!  I would like to see if my 

assumptions about your topic are valid, great thought provoking questionnaire. 

 There are many paths to spiritual consciousness, each depending upon the 

traveler. Mine is mine and I recognize that another's is theirs.  As a clinician and 

spiritual person, not a religious person, I honor the paths of others as we engage 

in therapeutic experience. 

 I have worked and lived in many different countries that incorporate many 

different beliefs.  Staying away from topic of "religion" was a benefit not a plus.  

Belief systems are so varied that great care must be taken to not offend.  Religion 

is highly over rated.  Spiritualism does not need to incorporate a higher being.  

Your ideas are too locked into western Christian paradigms. 

 I never share my spiritual beliefs with the clients unless they specifically ask, and 

even then I keep it vague.  I do not want my thoughts or statements to influence 

their beliefs.  The session is about their spiritual journey and has nothing to do 

with what I am currently feeling or going through. 

 I would initiate discussions/musical experiences of a spiritual nature only if 

therapeutically applicable. 

 I initiate discussions related to spiritual issues only when I feel the client has a 

need to explore spiritual issues. 

 For me spiritual is a way of being not doing or "practicing" so I'm not sure how 

well I can answer your questions.  Also, no place for Master's degree in another 

field. 

 I have a master's degree in community mental health, but there was no "other" 

Master's degree to check on the survey.  I work in a County Psychiatric hospital 

that is beginning to embrace spirituality as a component in mental health 

recovery....which is WONDERFUL!  Yet, there is always a sensitivity to how this 

topic is addressed with patients, as we are governmental. 

 I struggled with this during my internship and have not had to deal with it as a 

professional.  My greatest struggle is that although I am a spiritual person, I do 

not affiliate with a religion and I had a client who literally stopped me while I was 
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singing because she felt like I didn't have God in my voice.  I don't feel 

comfortable with addressing spirituality yet, but most of my current clients have 

autism, so it does not come up so much. 

 It is easy to connect with clients spiritually even if they are of a different religion 

because the connection in its simplistic form is love.  Your love for others and 

music connects you to the clients and their need to feel love from friendship or 

love from the music connects them to you. 

 The public school system discourages initiating discussions on topics of a 

spiritual nature. 

 I am not allowed to address spiritual concerns in the schools. 

 I hesitate to answer any of these questions because spirituality has nothing to do 

with religion.  I have no idea what you are asking in question 14 in that I have no 

idea what a spiritual "need" is.  A spiritual person by definition sees all 

experiences as having a spiritual component. 

 I mean to say that I can address a preschoolers spirituality needs if they are 

feeling uncomfortable due to ethnic or cultural diversity and I am able to make 

them feel more accepted by playing music they may be familiar with.  I cannot do 

this with all cultures/children. 

 I will state my personal spiritual convictions being clear that they are my personal 

beliefs.  It depends on my relationship with the client whether I would address a 

client's spiritual needs when they are different that my own. 

 One of our standards of practice is that we individualize for our clients.  In my 

opinion, we cannot let our own spiritual beliefs interfere with clinical practice.  It 

should always be about the client and their interests, not ours.  Personally, we can 

reflect on our clinical experiences privately, which may tap into our own spiritual 

sense, but when it is time to treat a client, my own spirituality has to go out the 

window in order to fully treat that particular individual. 

 We need more research and practice in this area! 

 I am an atheist, so the word 'spiritual' is a bit tricky for me. 

 I don't need to share anything about spirituality with my clients unless they 

initiate this conversation 

 If spirituality is important to my clients (not in the public school, but in my work 

with Alzheimer's patients), then I will address those needs in practice.  Otherwise 
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I won't initiate a spiritual experience without understanding the clients' 

perspective, as well as tailoring the experience to meet his\her needs. 

 I am comfortable discussing spiritual issues directly with clients only when they 

bring up the subject.  I consider this different than allowing my own spirituality to 

influence the manner in which I practice music therapy. 

 Not allowed to discuss spirituality with children in the public schools. 

 i never bring up religion, though I have entire sessions that focus around religious 

beliefs if the client pulls it that way.  I do attend to the "spirit," but I think that all 

therapy and therapists do that. 

 #15: I initiate discussions if I think it is relevant to the client's therapeutic process. 

 I try to be as respectful as possible with my clientele.  Some choose to discuss 

spirituality and religion. Others do not. 

 I have personal difficulty broaching spirituality in  group sessions (most of my 

clinical practice) and often refer to it in very vague religion-neutral ways because 

I fear offending patients.  In individual work, I find it easier to allow spirituality 

to come to discussion 

 I don't discuss religion unless patient initiates. 

 I don't initiate discussions of spirituality but if the topic is brought up, I will listen 

and respect that individual's beliefs. 

 I work with clients of all ages and abilities and have come across MANY forms 

of spirituality/religion and have incorporated them into the sessions as the 

individual's own process and re-connection to a higher power: Christianity, 

Buddhism, Atheism, Agnosticism, Unitarian Universalism, Judaism, Wiccan, 

Hinduism, Islamic traditions, etc. 

 I usually let clients bring up spirituality first. 

 Caveat to #15: "when appropriate." 

 As a DBT Therapist in addition to my role as a MT, I tend to use the concept of 

Mindfulness a lot in my work, as well as some of the Eastern philosophies that 

are integrated into DBT.  Many of my clients are take part in the DBT program, 

and so the focus is on generalizing DBT skills into other areas. 

 I work with 1 - 6 year olds, so spirituality is very abstract for them. 
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 Though personal spirituality drives my work, I do not mix the two in the clinical 

or school setting (I am a music therapist and special educator) 

 As far as my education - I have a Masters Degree in Counseling (Masters - Other 

was not an option).  In relation to #15, I initiate music (if they indicate they want 

gospel music), but I let my clients initiate the discussion of spiritual issues. 

 My work with young children does not specifically address spiritual needs.  My 

work with adults is as a minister and music therapist and directly involves 

addressing spiritual needs through music, prayer, and counseling. 

 My problem with this survey is that "spiritual" is left to the participant to define. 

If this is by design, I'm OK with this for some questions, not for others.  If 

spiritual excludes "religious," then I am fine with it for the duration of the survey.  

Where it does not, I am not, for example the final 3 questions.  If I substitute any 

part of "religious" for "spiritual,"  I have to strongly disagree with the statements. 

It will be interesting to see the results of this study. 

 I initiate discussions and/or music experiences related to spiritual issues when 

they are clinically indicated or requested by the client 

 I will not initiate spiritual issues with a client but will support and discuss issues 

within my scope of practice that are initiated by my client. 

 Discussing spiritual needs in a public school is not allowed, however I am 

comfortable with addressing spiritual issues when allowed. 

 I do not initially bring up spiritual subjects but will certainly respond musically.  

At future sessions I will sometimes initiate the subjects if therapeutically 

indicated. 

 Frequently encounter challenges due to wording in HR policies regarding 

discussions of a spiritual nature (I work for a state agency which fears violations 

of separation of church/state). 

 I work in public school special education and have to be very careful discussing 

spirituality in the classroom - We do sing "holiday" songs but that is about all. 

 There was not an option in level of education for Masters degree - other, mine is 

actually in Sacred Music, not music ed. 

 My work in music therapy - especially previous clinical hospice practice - has 

inspired me to question and strengthen my personal spiritual beliefs.  These are 

consonant with my religious beliefs, but did not have to be so.  I am very 
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respectful of individual spiritual beliefs and therefore feel comfortable addressing 

spiritual needs.  I have no agenda for others in this regard and I think that is 

essential. 

 We are not allowed to bring up religion or spiritual issues during session. 

 Addressing spiritual needs is no longer permitted in the public school system. 

This includes the use of Christmas songs and other such music. 

 I have a master's degree in social work, but you did not include an "other" 

category for master's degree.  Also, I am not currently practicing because I was 

laid off and there was no option for this under the population section.  Finally in 

the future please consider adding a transgender, or write in option for a gender 

demographic as there are definitely transgender music therapists. 

 In reference to #15: I allow my clients to initiate the discussions and/or music 

experiences related to spirituality. 

 Great topic!  Very interesting.... 

 I have a master's degree other (not an option)  I work in a pediatric medical center 

with children ages 0-22 and with palliative care (dying) children ages 0-22, so I 

didn't know which to check on that item either. 

 I address spiritual issues as the clients bring them up in session.  I do not seek to 

initiate spiritual conversations. 

 I work with children, adolescents, AND adults with DD (could only pick one).  

Questions are loaded (intent seems obvious), making it difficult to complete 

survey with accuracy. 

 I have a Master's degree in "other" (counseling), which was not given as an option 

in the education question. 

 Initiate when it seems appropriate. 

 I think it is important for my clients to see themselves as whole beings, not 

separate parts: mind, body, spirit.  If one area is weak or hurting I believe it is 

important to exercise the other areas to facilitate healing. 

 The assessment really helps clear up spiritual needs.  It is however difficult if a 

family member is not a part of assessment, if only a client is non verbal.  Music 

selection then can be difficult to implement.  Difficult may not even really be the 
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right word.  'Tricky' would be more appropriate. 

 I find it very important to mention that my "spirituality" is not religion.  I do not 

believe in organized religion for myself, and am not a Christian.  Rather, I believe 

that my spirituality focuses more around being a good person and doing right in 

society.  I don't think it's necessary to be a religious person to be a good person. 

 How are you defining spirituality?  Can it be separate from religion? 

 Question #15 - it depends on the situation and/or client - at times it is appropriate 

- particularly if client directed. 

 I believe it is necessary to separate anything but the foundations of personal 

spirituality from work with clients. 

 It is important to separate "spiritual" needs vs. religious tradition that the client 

may bring to the therapy relationship. 

 When working with hospice clients (my previous primary population) we would 

engage in discussions/music centered experiences about spirituality ONLY if the 

client brought it up.  Now, the population I'm working with (children with special 

needs in a public school setting) I would consider it very inappropriate to bring up 

spirituality in a session. 

 


