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Abstract 

Music therapists working in hospice encounter deep emotional experiences due to 

the many aspects of the music-therapist-patient relationship, affecting the ability to 

maintain self-care strategies. Quality self-care, as well as the self-awareness of self- 

care needs, is essential to provide effective services to patients, however limited 

research exists about hospice music therapists’ perceptions of their experiences of 

self-care and their self-care needs. Four hospice music therapists took part in 

phenomenological interviewing exploring a high quality self-care experience and a 

poor quality self-care experience within the patient care setting. Interviews were 

transcribed and analyzed using phenomenological analysis methods. Results show 

fourteen high quality experience themes and nine poor quality experience themes. 

Participants’ experiences are presented in reconstructed narratives based on the 

themes found. The lived experiences of self-care, perceptions of self-care needs, and 

perceptions of self-care for music therapists in hospice care provide further 

knowledge about the implications and needs for research, education, training, and 

self-assessment for music therapists working in end of life care. 
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Introduction 

Music therapists working in end of life care can experience deep, emotional 

connections with the patients, stemming from the intimate space music provides in 

the death process. End of life care, or hospice care, is a growing field for all 

healthcare professionals, including music therapists. Music therapy literature has 

discussed how influential music therapy can be in treating hospice patients, families, 

and staff (Brooks, Bradt, Eyre, Hunt, & Dileo, 2010; Curtis, 1989; Groen, 2007; 

Hilliard, 2003, 2006; Horne-Thompson & Grocke, 2008; Kwekkeboom, 2003; Munk- 

Madsen, 2001). Hospice care has been shown to be a difficult field of practice for 

many health professionals, who risk burnout and/or compassion fatigue if self-care 

strategies are not implemented (Alkema, Linton, & Davies, 2008; Brooks et al., 2010; 

Jones, 2005; Keidel, 2002; Kutner et al., 2009; Mulder & Gregory, 2000; Patrick, 

1987; Schneider, 1987; Showalter, 2010; Strada, 2011). 

Self-care has been a researched in hospice for many years due to the 

importance of maintaining balance, support, and coping resources for the health 

professionals working in end of life care. Challenges of hospice work, including 

personal, emotional, social, and environmental challenges, have been documented in 

hospice literature (Ablett & Jones, 2007; Jones, 2005; Keidel, 2002; Mulder & 

Gregory, 2000; Schneider, 1987; Strada, 2011; Wenzel, Shaha, Klimmek, & Krumm, 

2011). Strategies of self-care for nurses, social workers, volunteers, and caregivers 

have been researched and discussed in order to reduce risk of burnout and 

emotional stresses (Ablett & Jones, 2007; Brooks et al,, 2010; Jones, 2005; Keidel,  



2002; Maltzman, 2011; Mulder & Gregory, 2000; Patrick, 1987; Schneider, 1987; 

Showalter, 2010; Strada, 2011). 

Challenges of working as a music therapist in hospice have been documented 

(Dileo & Loewy, 2005; Hartley, 2001; Rykov, 2001; Salmon, 1993; Stewart et al., 

2005; Zabin, 2005), and the need for increased research regarding self-care 

programs, strategies, and implementation for music therapists has been discussed 

(Dileo & Loewy, 2005; Stewart et al., 2005; Stewart, 2002). This is due in part to the 

strong emotional connection music can bring into the patient-therapist relationship. 

However, limited research exists about strategies of self-care for hospice music 

therapists and their own needs for self-care, self-awareness, and self-assessment 

(Dileo & Loewy, 2005; Stewart et al., 2005; Stewart, 2002). 

Self-assessment is discussed as a vital factor in determining self-care 

strategies for working in hospice (Dileo & Loewy, 2005; Patrick, 1987; Rykov, 2001; 

Strada, 2011). Advanced training in areas such as self-care and self-awareness is 

presented as an essential need but its effectiveness is not fully known (Dileo & 

Loewy, 2005). Models and approaches to self-care are reviewed and utilized within 

training programs, but long-term effects and outcomes of self-guided efforts are not 

documented (Stewart, 2002). 

Self-reported information from music therapists about their experiences of 

self-care and the emotional challenges of working in hospice would help provide 

documentation of the music therapists’ perspective on what is needed and helpful 

for future work in this area. Exploration of the topic of self-care for hospice music 

therapists will enhance the practice by examining the concepts of advanced training  



in self-assessment and awareness, as well as help to strengthen the music 

therapists’ therapeutic self in order to better serve patients. Better understanding 

the experiences of hospice music therapists will also provide the opportunity for 

future research, interventions, projects, and plans for advancement of self-care, 

assessment, and awareness. Therefore, the purpose of this study is to explore the 

self-care practices of hospice music therapists. 

Definitions 

A hospice music therapist is defined as any board-certified music therapist 

who is 1) currently working with hospice patients at least five hours per week or 2) 

has worked with hospice patients in the past for a minimum of five hours per week. 

In addition, the MT-BC must be working, or must have worked, with this population 

for at least one year. Self-care is defined as the attitudes, perceptions, and practices 

the music therapist uses to manage personal and professional stresses and 

experiences in order to create a balanced emotional, physical, and spiritual life. 

Research Questions 

The primary research question for this study: 

* What are the experiences of self-care for the hospice music therapist? 

Further research questions include: 

What is the experience of high quality self-care in the moment of patient 

care? 

What is the experience of poor quality self-care in the moment of patient 

care? 

What are the similarities, differences, and meanings of both experiences?  



Literature Review 

Hospice 

The Hospice Foundation of America (HFA, 2011) defines hospice as “a 

concept of care designed to provide comfort and support to patients and their 

families when a life threatening illness no longer responds to cure-oriented 

treatments” (para 1). Hospice agencies focus on quality versus quantity of life and 

symptom management throughout the patient’s last days. Hospice care involves a 

team-oriented approach to expert medical care, pain management, and emotional 

and spiritual support specifically tailored to the patient's needs and wishes 

(National Hospice and Palliative Care Organization [NHPCO], 2011). This team 

approach implements the use of doctors, registered nurses, home health aides, 

social workers, bereavement counselors, music therapists, chaplains, and 

volunteers. 

In 2007, nearly 5,000 hospice programs cared for 1.4 million people in the 

United States (NHPCO, 2011). People of all ages can be admitted to hospice care if 

their diagnoses are life limiting. Common diagnoses of patients in hospice care 

include cancer of all types, dementia disorders including Alzheimer’s Disease, 

Congestive Heart Failure and other organ failures, Chronic Obstructive Pulmonary 

Disease, and Adult Failure to Thrive. Problems and symptoms of patients in hospice 

care can include anxiety, depression, isolation, ineffective coping, restlessness, 

impaired spiritual belief, impaired communication, grief, confusion, memory loss, 

pain, and a variety of medical issues including shortness of breath, nausea, vomiting,  



constipation, wound care, and edema (Centers for Medicare and Medicaid Services 

[CMS] Survey, 2009; Groen, 2007). 

Due to the variety of needs hospice patients have, hospice agencies are 

required by the Centers for Medicare and Medicaid Services (CMS) to offer certain 

treatments and therapies. CMS requires a team to implement care, which includes a 

doctor, registered nurse, hospice aide, licensed social worker, chaplain, and 

bereavement specialist to care for the patient and his or her family system. The 

registered nurse oversees the entire plan of care and recommends treatments and 

therapies for the doctor to order. The doctor helps coordinate medical care and uses 

his knowledge to assist in pain and symptom management. Registered nurses, as 

well as hospice aides, care for the multiple physical issues and educate patients and 

families about the end of life process. Social workers assist the patient and family 

with financial issues, advanced directives education, and psychosocial support. 

Chaplains aid in spiritual and emotional support, and bereavement specialists follow 

up with families for grief support after the patient dies (NHPCO, 2011). Many 

hospice agencies employ extra support for patients and families such as: 

psychologists, physical therapists, occupational therapists, music therapists, art 

therapists, and massage therapists. Music therapists are unique in their ability to 

assist in treating physical, emotional, and spiritual issues. Music therapy can 

contribute to the growth and development by using a creative support for patients 

and families in hospice and “is an integral component of some hospice or institution 

based programs” (Portenoy, 2005, p. xii).  



Music Therapy in Hospice 

Music therapy is the “clinical and evidence-based use of music interventions 

to accomplish individualized goals within a therapeutic relationship by a 

credentialed professional who has completed an approved music therapy program” 

(American Music Therapy Association [AMTA], 2011, para 1). The music therapist 

has many roles working in the hospice field. The music therapist is involved in 

patient care, family /caregiver care, and many times, provides support for the 

hospice staff (Curtis, 1989; Dileo & Dneaster, 2005; Hilliard, 2006; Stewart et al,, 

2005). The music therapist is part of the interdisciplinary team, documenting and 

communicating patient care plans with other team members. Treatment plans in 

music therapy are also implemented for family and caregivers, as music therapy can 

assist with coping and bereavement, provide emotional /spiritual support, and 

enhance relationships within the family (Curtis, 1989; Dileo & Dneaster, 2005; 

Stewart et al, 2005). Music therapists are also utilized for providing staff support 

groups. These groups teach coping strategies, provide insight and awareness, and 

provide bereavement support (Brooks et al., 2010; Curtis, 1989; Hilliard, 2006; 

Murrant, Rykov, Amonite, & Loynd, 2000). 

Music's ability to elicit unique and varied responses allows the music 

therapist to address physiological, psychosocial, cognitive, and spiritual /existential 

goals with patients (Dileo & Dneaster, 2005; Portenoy, 2005). Kwekkeboom (2003) 

found the application of music to be equally effective as distraction for procedural 

pain and anxiety in patients with cancer. Groen (2007) stated that music therapy 

techniques can alter affective, cognitive, and sensory processes to reduce pain  



perception and suffering, elevate mood, and increase a sense of control and 

relaxation. Munk-Madsen (2001) offered the idea that musical experiences can 

evoke emotions in clients that seem emotionally lifeless, showing that despite 

illness, sharing and integrating emotional experiences is possible. Music therapy can 

also have a stimulating effect on the client's attention and a balancing effect on the 

client's energy level (Munk-Madsen, 2001). In Horne-Thompson and Grocke’s 

(2008) study on the effect of music therapy on anxiety in patients who are 

terminally ill, anxiety and pain were significantly reduced, and patient's mood 

improved with the music therapy interventions. Wlodarczyk (2007) found that 

music therapy sessions stimulated more subject-initiated discussions of spiritual 

issues than non-music visits. Hilliard (2003) found that quality of life measurements 

read significantly higher after a music therapy session than a non-music therapy 

session. 

Music therapists provide many different interventions to help patients and 

families through the difficult time at the end of life. During this time, the music 

therapist—as well as the entire hospice staff—assists the patients and families with 

their many needs. All staff members have many challenging roles in caring for the 

patients and families, maintaining organizational requirements, and completing 

required tasks to maintain business standards (Mulder & Gregory, 2000; Sardiwalla, 

VandenBerg, & Esterhuyse, 2007; Strada, 2011). 

Stress of Hospice Work 

Working in hospice has many challenges, causing high levels of stress in the 

healthcare professionals of hospice care. Work environment, personal  



characteristics of staff members, constant exposure to death and dying, and the 

balance between these external and internal stressors create unique challenges for 

hospice care professionals (Keidel, 2002; Sardiwalla et al., 2007; Schneider, 1987). 

Hospice staff constantly encounter changing healthcare regulations/standards, 

changing structure of programs, time restraints, staff turnover, role ambiguity, 

communication problems with higher authority, and less than preferred work 

conditions (Keidel, 2002; Sardiwalla et al., 2007; Schneider, 1987). External 

stressors such as these have led to decreased job satisfaction, increased burnout, 

stress, and emotional needs (Ablett & Jones, 2007; Mulder & Gregory, 2000). 

Sardiwalla, VandenBerg, and Esterhuyse (2007) described how burnout is mainly 

the result of work related stressors, showing the need for “more funding so 

caregivers can derive benefits from options such as more pay, decrease in workload, 

better equipment, and better support systems” (p. 496). 

Hospice care professionals also encounter multiple internal challenges 

depending on their self-identity and personality (Sardiwalla et al., 2007; Schneider, 

1987). Strada (2011) explained how constant exposure to suffering, grief, and death 

can lead to more grief symptoms. Mulder and Gregory (2000) described the 

emotional labor of hospice work including “feeling overloaded, organizational 

responsibilities /conflicts, encountering patient’s suffering, and treatment toxicity 

and errors” (p. 25). When constantly being around suffering and death, staff can 

journey into a “social relation of suffering”, (Mulder & Gregory, 2000, p. 27), 

meaning that staff suffer along with the patient and family. Other internal factors 

that challenge the individual working in hospice are previous experiences with  



death, feelings of guilt, perceptions of personal inadequacy, inability to control all 

patient and family symptoms, issues with boundaries, unrealistic expectations, 

unprocessed grief, personal meaning of life and death, working through 

bereavement, and managing countertransference (Keidel, 2002; Mulder & Gregory, 

2000; Strada, 2011; Wenzel, et al,, 2011). Lack of organizational support, lack of 

time for counseling and/or grieving, lack of education for coping methods, conflicts 

of working on an interdisciplinary team, and the difficulty of balancing professional 

and personal life are also challenges for hospice professionals (Curtis, 1989; 

Hilliard, 2006; Jones, 2005; Sardiwalla et al., 2007; Schneider, 1987; Strada, 2011; 

Wenzel et al, 2011). 

Effects of Stress 

The challenges hospice care professionals face can lead to high levels of 

stress over time, and these high stress levels may lead to burnout and/or 

compassion fatigue (Alkema et al., 2008; Jones, 2005; Keidel, 2002; Maltzman, 2011; 

Mulder & Gregory, 2000; Showalter, 2010; Strada, 2011). Burnout and compassion 

fatigue are similar responses to stress, but different in their level of effect on a 

person. Strada (2011) defined burnout as “a connection of intense physical, 

emotional, and mental exhaustion, which may develop from poorly managed or 

long-term involvement in emotionally demanding situations” (p. 302). Burnout is 

described as having three components influencing the impact on the individual. 

These include emotional exhaustion, depersonalization, and reduced sense of 

personal accomplishment, or inefficacy (Maltzman, 2011; Mulder & Gregory, 2000; 

Strada, 2011). Compassion fatigue has been defined as a “deep sense or quality of  



knowing or an awareness of the suffering of another coupled with the wish to 

relieve it” (Radley & Figley, 2007, as cited in Alkema et al., 2008, p. 103). Showalter 

(2010) described compassion fatigue as an individual experiencing psychological 

pain vicariously through the traumatized or suffering person. Both burnout and 

compassion fatigue typically develop after long-term exposure to stress, little 

support, and poor self-care (Alkema et al., 2008; Strada, 2011), and are prevalent 

and flourishing in all helping professions (Showalter, 2010). 

The negative effects of burnout and compassion fatigue have an impact on 

both the individual and the organization in which the individual works. Physically, 

some symptoms of burnout and compassion fatigue are headaches, fatigue, illness, 

difficulty sleeping, anxiety, and jaw tightness (Jones, 2005; Schneider, 1987; Stewart 

etal, 2005). Long-term effects can include an increased potential for cancer, heart 

disease, and other threatening illnesses (Schneider, 1987). Emotional symptoms 

include uncontrolled crying, anxiety, anger, grief, carrying work home, harsh self- 

talk and/or judgment, feelings of inadequacy, sadness, avoidance of work/patients, 

depression, and emotional withdrawal (Jones, 2005; Keidel, 2002; Showalter, 2010; 

Strada, 2011). Along with the disturbed physical, psychological, and social 

symptoms of an individual, the organization also suffers. Showalter (2010) 

described compassion fatigue as having a “negative effect on the professional’s 

ability to provide services and maintain personal and professional relationships, 

thus leading to higher turnover rates, loss of productivity, and the diminished 

capacity to enjoy life” (p. 240). Burnout and compassion fatigue are serious issues 

for hospice care professionals, and have been shown to affect a wide variety of  



hospice care professionals; including nurses, social workers, doctors, volunteers, 

and music therapists. 

Self-Care of Hospice Professionals 

Experiencing symptoms of burnout and/or compassion fatigue can have 

profound effects on coping abilities. With burnout, the hospice professional is 

affected by the workplace environment and may feel like he/she has no impact on 

patient care and his/her relationship with the workplace (Strada, 2011). In hospice 

care specifically, burnout can result from the fact that the patient will die no matter 

what the professional does. A hospice professional experiencing compassion fatigue 

takes on the trauma, pain, and/or emotions of the patient and cannot leave that 

experience at work. The experience is lived through the professional, depleting the 

self and ability /willingness to continue to work (Showalter, 2010). 

Both burnout and compassion fatigue show the profound need for coping 

with the difficulties of working in hospice. The effects of burnout and compassion 

fatigue evidence the need for self-care. Alkema, Linton, and Davies (2008) showed 

results that with self-care strategies, burnout and compassion fatigue levels 

decrease. Schneider (1987) also stressed the importance of self-care for hospice 

professionals in helping to manage stress, enhance wellness, and alter self-neglect 

patterns. Jones (2005) discussed the awareness of the individual's motivation and 

self-care strategies to reduce the risk of burnout while working in hospice care. 

Strada (2011) also stated the importance of self-assessment and meaningful self- 

care for the maintenance of well-being.  



Over the years many hospice professionals have developed approaches to 

self-care; including behavioral, existential-humanistic, and educational approaches 

(Stewart, 2002). Recommendations for self-care strategies are provided for 

social/interpersonal, physical, emotional, and spiritual needs of the hospice care 

professional throughout the literature. Having a personal support system, 

supervision, counseling and the effective use of a team are recommended to 

enhance social/interpersonal self-care. Attending a support group, maintaining 

close relationships, and asking for help are also recommended (Jones, 2005; Keidel, 

2002; Patrick, 1987; Richman & Rosenfeld, 1987; Schneider, 1987; Showalter, 2010; 

Strada, 2011). Physical self-care can be enhanced through exercise, relaxation 

techniques, proper nutrition, habit control, adequate rest/sleep, and regular medical 

check-ups (Jones, 2005; Keidel, 2002; Maltzman, 2011; Mulder & Gregory, 2000; 

Patrick, 1987; Schneider, 1987; Showalter, 2010; Strada, 2011). Emotional 

strategies for proper self-care include acceptance and acknowledgement of grief, 

sadness, pain, and mistakes, as well as the acknowledgement of limits and/or the 

need for change. Taking time off from work, developing a routine, having 

healthy /professional boundaries with patients, having a transition time between 

work and home, and setting goals are also recommended. Participating in recreation 

activities and creative expression are useful, as well as having a good sense of 

humor (Jones, 2005; Keidel, 2002; Maltzman, 2011; Patrick, 1987; Schneider, 1987; 

Showalter, 2010; Strada, 2011). A strong spiritual connection and time for spiritual 

nourishment are also recommended (Jones, 2005; Keidel, 2002; Maltzman, 2011; 

Patrick, 1987; Showalter, 2010).  



These approaches and strategies offer ideas for self-care, but limited 

research is available on the effectiveness of recommendations for self-care 

strategies. Murrant, Rykov, Amonite, and Loynd (2000) found that through 

journaling, music therapy, and art therapy, nurses felt a nurturing, supportive, and 

non-judgmental environment, helping them gain insight into the need for self-care. 

The use of music imagery demonstrated increased feelings of relaxation, 

rejuvenation, and re-focusing in medical personnel, providing renewed energy for 

work (Brooks et al,, 2010). Kutner et al. (2009) found that telephone counseling was 

an effective cognitive-behavioral stress management program for hospice staff. The 

effectiveness of self-care strategies also depends on “one’s values, beliefs, and life 

philosophies and experiences, including one’s experience of being cared for in early 

life” (Britt, 1997, as cited in Stewart, 2002, p. 14). 

Research shows a strong sense of self-awareness and self-assessment is 

critical in the development of self-care (Ablett & Jones, 2007; Kearney & 

Weineinger, 2011; Keidel, 2002; Patrick, 1987; Maltzman, 2011; Mulder & Gregory, 

2000; Murrant et al., 2000; Rykov, 2001; Showalter, 2010; Strada, 2011). Self- 

awareness is defined as the knowledge of one’s thoughts, emotions, and behaviors 

(Richards, Campenni, & Muse-Burke, 2010) and the willingness to attempt self- 

growth and introspection (Camilleri, 2001). Patrick (1987) listed factors included in 

self-assessment as being aware of personal burnout risk factors, current stress- 

coping styles, self-care needs, and potential self-care resources. Camilleri (2001) 

discussed gaining knowledge about one’s authenticity, availability, presence, 

empathy, and connection to achieve growth in self-care. Kearney and Weininger  
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(2011) presented a model for whole person self-care, discussing that self-awareness 

is key for self-knowledge, self-empathy, preparing the mind, and contemplative 

awareness. Assessing one’s internal risk factors, work setting, recognition of 

countertransference, meaning and perception of life and death, and ability to 

develop protective strategies are also vital in self-awareness for working in hospice 

(Mulder & Gregory, 2000; Strada, 2011). 

Self-Care Needs of the Hospice Music Therapist 

The role of the music therapist in end of life care can be deeply personal 

(Zabin, 2005). The music therapist in hospice is used to provide therapeutic care for 

physical and emotional symptom management, spiritual and emotional crisis, 

imminent death support, and bereavement support for both the patient and family 

(Dileo & Dneaster, 2005). The music therapist uses a variety of techniques and 

interventions to reduce pain, anxiety, nausea, and shortness of breath, reduce 

emotional /spiritual stress, and support terminal restlessness. Techniques and 

interventions can also be used to help process the emotions of death and dying, 

resolve family conflicts, and help say goodbye (Dileo & Dneaster, 2005). 

Interventions such as music assisted relaxation, music sedation, entrainment, music 

for breath support, music prompted reminiscence, Guided Imagery in Music, music 

for unconscious expression, and song discussion are used to provide the care 

needed to address the physiological, psychosocial, spiritual, and cognitive goals in 

end of life care (Dileo & Dneaster, 2005; Hanser, 2009; Salmon, 1993). 

In order for the music therapist to use music to create therapeutic changes 

for the patients and families encountering a terminal illness, the individual must  
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participate fully and authentically in the moment, intimately connecting to the self, 

space, music, and patient (Aldridge, 2002; Rykov, 2001). The music therapist utilizes 

the self to give to the music and the patients. The timbre of voice, the use of breath, 

body language, presence, and the intuitive way of moving, sounding, and being from 

the self are all used to enhance the healing and musicing (Aigen, 2005, pp. 77-90) 

experience. The music therapist is using the self as a healer, to bring the patient 

from a place of suffering to a place of understanding, to move into a transcendental 

state of awareness (Aldridge, 2002). Lucanne Magill (2002) stated, “So much of 

what we do is beyond words and it is really because of this transcendental nature of 

music that important healing in music therapy can and does occur” (p. 2). This 

movement into transcendental states and new awareness for the patient requires 

the music therapist to increase self-reflection and attention of the self (Rykov, 2001; 

Salmon, 2005). 

Music itself creates an emotional context in its experience, speaking directly 

to the limbic system—the emotional plexus—of the brain (Rykov, 2001). Music has 

the power to tap into emotions and communicate feelings, which are not verbally 

communicated easily (Salmon, 1993). With the knowledge of the deep connection of 

music and emotions, research has shown the unique emotional context at play as 

the music therapist experiences, feels, and shares emotions along with the patient 

(Hartley, 2001; Rykov, 2001; Salmon, 1993). Loewy (1999) stated “because the 

activity of music making involves the therapist's connecting with another person’s 

energy while they are experiencing pain, the pain can be physically and dynamically 

transferred through the music” (p. 203). Rykov (2001) discussed the implication  
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that “the music becomes us and we become the music” (p. 190). The musical space 

becomes intimate and intense because of how the patient and music therapist are 

together in sound, falling together into the music (Hartley, 2001; Rykov, 2001). The 

reality, Rykov (2001) stated, is that “our work hurts...feel we must” (p. 190), 

however, we risk being overwhelmed by these intense and intimate feelings. The 

creation of a music relationship with the patient often arouses the music therapist's 

own emotions, fears, grief, suffering, and spiritual questions (Salmon, 1993; Salmon, 

2005). The music therapist can frequently experience associations with music, 

connecting them to patient experiences, and must be aware of the risk these 

associations can pose on the self and the patient. Dileo and Bradt (1999) discussed 

the importance of the awareness of boundaries within the music and how the music 

is or will potentially affect the therapist. The “skill of entering into the patient’s pain 

to achieve resonance and then consciously leaving and returning to his or her own 

boundaries” (Dileo & Bradt, 1999, p. 186) is a crucial skill to have as a music 

therapist. 

The unique relationship of the hospice music therapist with his/her patients 

constitutes awareness for self-care needs (Dileo & Loewy, 2005; Rykov, 2001; 

Salmon, 2005). Hartley (2001) asked, “where is the inspiration and motivation 

found to continue working with the dying?” (p. 135). Others have inquired about 

the knowledge of one’s desire to work in hospice as being important for self-care 

awareness (Dileo & Loewy, 2005; Rykov, 2001; Zabin, 2005). Along with this 

awareness comes the ability and personality to cope with the many stressors that 

the unique musical relationship brings. Rykov (2001) stated, “we must acknowledge  
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that the music does invade us, and must allow it to do so in conscious awareness” (p. 

191). Music therapists must manage the suffering, and although emotional pain and 

suffering is a part of hospice work, actual suffering is optional (Rykov, 2001). Amir 

(2001) discussed the implication of nurturing the self to be able to give to others. 

Having a conscious awareness of the needs to nurture one’s self are foundational to 

continue to bring deeply meaningful therapy to patients (Amir, 2001; Camilleri, 

2001; Dileo & Loewy, 2005; Rykov, 2001). 

The need for improved self-care for hospice music therapists is exceedingly 

clear when reviewing the many roles of the hospice music therapist, the emotional 

context at play within the self and the therapeutic relationship, and the continued 

need for knowledge of how to care for the self in this unique relationship. In a 

survey researching the general population of music therapists’ self-care needs, 

Stewart et al. (2005) found that music therapists rated stress levels from 5-8 and 

self-care skills from 5-8 on a scale from 0 (not at all) to 10 (fully supported), 

showing that perceived stress levels and perceived self-care skills are equal. Fifty- 

five percent of music therapists from this survey reported no supportive services 

from their employer (Stewart et al., 2005). In another study surveying hospice 

music therapists, Stewart et al. (2005) found that the most cited source of stress was 

the continuous exposure to grief and death. The highest incidence of this stress 

correlated with the amount of time worked in hospice, suggesting a cumulative 

effect of the stress of exposure to grief and death (Stewart et al, 2005). The effects 

of the stress of working in hospice were cited to be fatigue, feelings of inadequacy, 

sadness, illness, and avoidance of patients (Stewart et al., 2005).  
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Dileo and Loewy (2005) describe the importance of advanced training for the 

music therapist working in end of life care to include professional and personal 

growth, self-awareness, and self-care. Competencies in the advanced training 

include “the ability to identify personal needs for self-care and to develop and 

implement self-care plans” (Dileo & Loewy, 2005, p. 268). Fowler's (2006) study of 

music therapist’s well-being showed that professional longevity stems from positive 

coping strategies and positive attitudes. She also found that simple lifestyle changes, 

such as proper nutrition and sleep, increase the number of years in employment 

(Fowler, 2006). 

Summary 

Self-care is shown in the hospice literature to be an important factor in 

diminishing burnout and compassion fatigue. Little research exists in assisting 

hospice professionals in self-awareness and implementation of self-care strategies; 

additionally, self-care is not consistently taught in healthcare training programs 

(Alkema, et al., 2008; Murrant et al., 2000; Strada, 2011; Stewart, 2002). Even more, 

there is a lack of research of self-care strategies specifically directed toward the 

hospice music therapist (Stewart, 2002). The needs of the music therapist are not 

well addressed in research and the support and resources available for self-care of 

the music therapist are minimal (Chang, 2009, Cowan, 1996; Fowler, 2006; Stewart, 

2002). The literature expresses the need for self-awareness and self-assessment of 

the hospice music therapist for self-care strategies due to the emotional and 

intimate encounters he or she frequently experiences (Dileo & Lowey, 2005). 

Therefore, the purpose of this study is to examine the self-care practices of hospice  



music therapists. As a hospice music therapist myself, I frequently have difficulty 

managing my own self-care. The emotional toll I've experienced from working in 

hospice care, and the need for more knowledge about the needs of the music 

therapist, have provided the motivation to undertake this study. 

 



Epoché 

I wanted to do this research to discover what other music therapists working 

in hospice feel like. Are they overwhelmed with death? Is it hard to leave work at 

work? How do they take care of themselves during the day at work and when 

getting home to real life? I feel overwhelmed with death and have a difficult time 

leaving work at work and taking care of myself, and although it has gotten better 

(with more supervision, therapy, self-time), I still struggle with it. And I am not sure 

I can work in hospice much longer. 

There are so many reasons why I believe self-care to be important. First, 

there is the importance of reducing burnout and major health issues. Second, 

fostering the love and desire of being a music therapist. For me this includes having 

a sense of self beyond the career, family, and other relationships, knowing and 

understanding what you need and why and when, and maintaining wellness to be 

able to grow into a deeper journey within the self. Understanding all of this may tell 

us what we should be doing in life, what populations we can work with and when 

and what we may need from others to help us do the work we do. 

In my interviews I want to discover other music therapist's experiences of 

self-care, both high and poor quality, while providing services. I myself feel I have so 

many poor quality examples in which my own self-care was non-existent or not 

effective in implementing services. I remember all the times I was so close to death, 

and all the times it was so hard, so draining, exhausting, to be with that patient. I 

gave my entire self to the music and patient, and left nothing for me.  



My interviews will focus on the experience of self-care in the moment of 

patient care. I hope to discover from the music therapists what they feel, experience, 

and do in the moments that help them feel taken care of, but also what they do when 

they notice that they are not caring for the self. | am hoping that the music 

therapists express how the experience of music within the patient care setting 

affects their self-care, as [ am interested in the emotional connection music creates, 

which really makes our self-care as music therapists different from other healthcare 

professionals. I also hope that they expand to post and pre session, and what they do 

outside of sessions for self-care that may carry into the session. I am interested in 

knowing the length of hospice work as it relates to the experience of high quality 

self care. The reason I would like to interview about a high quality and poor quality 

experience is to see the differences in the experience and feelings about self-care. In 

my own experience, there are days where I really feel like I can do hospice work, 

and days that I really do not feel like I could ever continue. 

It is hard for me to be there for myself and for the patient at the same time. I 

struggle with this balance. Sometimes it is good—I can ground myself and protect 

myself—but if [ am tired, or have a migraine, it is more difficult to do. I feel like I'm 

leaking energy and feel like patient energy is leaking in on me. It is very unsettling. It 

seems to stick with me—I can remember visually, aurally, kinesthetically—how it 

felt to be with those patients who I feel are hanging on to me. Even if I didn’t have a 

long strong relationship with them, they still find a way into me. It wears me out. 

Dying wears me out.  



Design 

Due to the complexity of self-care and unique, individualized implementation 

of self-care practices, a qualitative, phenomenological approach is well-suited for 

this study. Phenomenology allows the human experience as a whole to be studied, 

examining the lived experience of the human, and acknowledges that each human 

experience is different, not right or wrong (Forinash & Grocke, 2005). The purpose 

of this study is to explore the self-care practices of hospice music therapists. 

Participants 

AMTA (2010) found that 12% of music therapists are self- 

employed /working in private practice and 9.7% of music therapists work in the 

medical setting. Private practice and the medical setting can include hospice work; 

therefore participants were recruited from both categories. After receiving 

permission from the St. Mary-of-the-Woods College Institutional Review Board, 

participants were selected from my geographical area (western Ohio) through the 

Association of Ohio Music Therapy (AOMT)’s “Find a Therapist” web link, as well as 

through snowball sampling, or asking participants for recommendations of other 

music therapists who qualify for the study. Participants were board certified 

through the Certification Board for Music Therapists. Participants included current 

and/or previous part- to full-time music therapists employed by a hospice agency, 

and current and/or past music therapists contracted within a hospice setting for a 

minimum of five hours per week. All participants had at least one year of 

experience working in hospice. Qualifying hospice music therapists were emailed  



the informed consent form for review, and once agreeing to participate, the 

interview date and time was scheduled. Four hospice music therapists participated 

in the study. 

Data Collection 

Data collection took place through qualitative interviewing. The purpose of 

qualitative interviewing is to allow the participants to respond in their own 

terminology. This allows the interviewer to learn how participants view the world 

and to understand perceptions of their own experiences (Patton, 2002). The 

interview took place face-to-face in a setting agreed upon by the interviewee. 

Interviews lasted between 30-60 minutes. Standardized open-ended questions were 

used as the framework of the interview. Open-ended questions allow the 

participants to respond thoroughly and in a way where they can share deeply about 

their viewpoints of their experience (Patton, 2002). Participants were asked to 

share an experience of high quality self-care in the moment of patient care, as well 

as an experience of poor quality self-care in the moment of patient care. Questions 

such as “Can you tell me more about your experience” and “What was the meaning 

of that for you” were used to assist participants on expanding the meaning of their 

experience. 

Self-Inquiry 

To help increase self-awareness of personal bias and perspectives, I wrote 

about my own experiences while working in hospice, and the meaning of self-care 

and self-awareness as it relates to my work. In phenomenological analysis, this is 

called the epoché (Patton, 2002). Bruscia (2005) believed that self-inquiry is  
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essential in the process of qualitative research. My epoché is essential as it informs 

my interpretation of the data. Along with my initial epoché, journaling was 

completed before interviewing participants, and continued throughout the 

interview and data analysis. This helped me to reflect on my own perspective and 

feelings about each interviewee’s experience, and the themes and relationships I 

noticed between my perspective and the participant's experience. Some excerpts 

from my research field notes and journal entries that portray this: 

I feel like I got a lot of great information in my interviews. I noticed common 

themes from all participants during the process and feel like they all really 

shared a deep, personal experience on their feelings, struggles, strengths, and 

thoughts. Many of them shared that they have never thought about self-care 

in the moment, which I was grateful for because | was hoping the interview 

process would bring them more self-awareness as well. 

At times it was difficult for me to hear their struggles and being able 

to relate just from my own experiences in hospice care. It also felt validating 

to hear that other music therapists, despite the time and experience of 

working in hospice, still have periods of struggle. To me, it empowered me to 

keep going in my own self-work and know that it will be a continuous way of 

life to work in this area of profession. I felt like the participants felt 

comfortable sharing with me, and all were very thankful for the time to share 

their experience, stating that it is even helpful to hear them discuss what they 

do for themselves.  



High quality: I am hearing things like feeling grounded, connected, 

and self-aware, having positive self-talk, feeling honored, protection of the 

self and self-energy, having time to plan/prepare, feeling like they can help, 

music therapy helps, and that they are doing something right/doing what 

they are supposed to be doing, feeling in-tune with the self, breathing, 

creating a protective force, feeling happy, energized. 

Poor quality: I am hearing things like experiencing 

countertransference, transference, feeling unprepared, feeling drained, 

frustrated, angry, overwhelmed, sad, uncertain of what to do/say, uncertain 

that they can help, not having the ability to help, negative self-talk, worry 

about their own mortality, keeping proper/safe boundaries, identity issues, 

uncertainty of the efficacy of music therapy, and experiencing music/patients 

in dreams or at home. 

This seems like a lot of themes to me, so I am interested to really 

develop the data into the true experience of self-care in these situations. I am 

also excited because most of the literature I have included in my literature 

review has ideas for self-care, but not a lot about what actually goes on in the 

minds of professionals needing the self-care. Having this knowledge of the 

experience might help develop better awareness for self-care plans, 

individualized or generalized (Scheer, personal journal, 2012). 

Data Analysis 

Data analysis was completed through a phenomenological qualitative 

analysis based on methods of Giorgi (1975), Colaizzi (1978), and Bruscia, (2005),  



with specific steps followed from Guerrero (2009). Through these analyses I 

attempted to interpret and recognize the meaning and essence of the participant’s 

lived experiences, and create themes in terms of the purpose of the study (Colaizzi, 

1978; Giorgi, 1975, Patton, 2002). Data analysis included these steps: 

1. Interviews were audio recorded, transcribed, and numerically coded to help 

ensure confidentiality. Names and places were changed for confidentiality 

purposes as well. 

Each transcription was reviewed as a whole to get a sense of the overall 

experience, and case notes were made about what seemed to be most 

important in the overall experience. 

Transcriptions were culled to extract any redundancies or information not 

essential to the research questions; as well as to eliminate any information 

not pertaining to the participant's experience of self-care. This left a one to 

three page transcription of each high quality self-care experience and poor 

quality self-care experience. 

Transcriptions were sent to participants via email to receive their approval 

to continue into the data analysis phase. All participants agreed to continue 

and denied the need for a phone conversation about the data. 

Meaning units were derived from significant statements in the culled 

transcriptions, from both the high quality experience and the poor quality 

experience. Meaning units were statements about the participant’s 

experience and/or meaning of self-care according to the research questions. 

This yielded a total of 162 meaning units, 85 high quality meaning units and  
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77 poor quality meaning units. Participant’s original words were not altered, 

however statements to clarify meaning and context were added in brackets 

when necessary. 

The high quality meaning units and the poor quality meaning units were 

examined across all four cases for common themes and/or ideas, resulting in 

14 categories, or groupings, in the high quality experience and 9 categories, 

or groupings, in the poor quality experience. A label was created for each 

meaning unit grouping, which captured the essence of the grouping. 

A summary description of each grouping was created with cited examples 

from participant's experiences about the phenomenon. These, along with the 

labels of each grouping, served as codes by which the meaning units were 

later re-assembled to capture the essence of the cross-case analysis of 

participant’s experiences concerning the phenomenon (experience of self- 

care in the moment of patient care). 

Groupings and their meanings underwent peer debriefing to provide the 

researcher with further context and meaning of the themes concerning the 

phenomenon. 

The codes (14 high quality and 9 poor quality) were ordered according to a 

logical sequence based on the cross-case analysis of the participant's 

experiences that captured the overall experience of high and poor quality 

self-care. 

. Each participant’s experience was then reassembled according to the logical 

sequence of the codes by pasting the coded meaning units together. This  
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yielded the reconstructive narratives. The code markers provided a reference 

system for the sources of each meaning unit. 

11. Categories were derived from the codes and presented with excerpts and 

descriptions of the participant’s experiences. 

12. An essential description (meaning) was formed for both high quality and 

poor quality self-care to summarize the meaning of the experiences across all 

participants. 

Ethical Considerations 

After being approved by the Saint Mary-of-the-Woods Institutional Review 

Board, each music therapist participating in the study received and signed an 

informed consent form prior to the interview. Questions were encouraged at any 

time during the research process. Participants had the option to drop out of the 

study at any time until after they reviewed the culled transcription and agreed to 

remain a participant. After data analysis, participants received and signed an 

informed consent addendum, agreeing to include their reconstructed narratives in 

the final publication of the thesis. Participants were notified that only I would have 

access to their names, and names would be changed on all data to ensure 

confidentiality. 

There was a relatively low risk for participating in the interview process, 

however risks included emotional stress due to the nature of discussing the 

experiences of strong emotional connection within the relationship with terminal 

patients. Uncomfortable memories, feelings, and/or flashbacks could be 

experienced, which could induce emotional and/or physical stress. If participants  



became inconsolable during the interview process, the protocol allowed the 

interview to stop. This allowed for a personal break and the interview would only 

resume if the participant agreed to go on. Interview data up until that point would 

be used for analysis depending on the choice of the participant. A list of counselors 

was also available, and a counselor was on call during the interview time to assist by 

telephone if needed. Benefits of the study include understanding more about the 

experiences of hospice music therapists. This will help to further the knowledge 

needed to enhance training in self-care and self-awareness. 

Audio recordings, transcriptions, journal entries, and results were locked in a 

filing cabinet at my home and will be destroyed after five years. Only I will have a 

key to the information. My thesis committee and I had access to the data and 

analysis information until completion of the thesis. Participants were aware that 

this study was being conducted as a requirement for the completion of the Master of 

Arts in Music Therapy at Saint Mary-of-the-Woods College. Participants understand 

the final thesis will be published in the college library, possibly used for presenting 

at conferences, and possibly used for future publication. My contact information was 

readily available, as well as the contact information of my advisor and the 

Institutional Review Board, throughout the research process. 

 



Results 

Analysis of data exhibited several common themes across participants in 

both the high quality experience and poor quality experience of self-care. The 

experiences of the participants in both circumstances revealed fourteen themes in a 

high quality experience of self-care, and nine themes in a poor quality experience of 

self-care. Four of the themes surfaced in both high and poor quality experiences. 

Most themes were experienced by more than one participant, which may portray 

similarities across participants in self-care experiences. Although the focus of the 

interview was on the experience of self-care in the moment of patient care, the 

emerging themes suggest that the participants perceive self-care to be implemented 

before, during, and after the moments of patient care. Data also portrays the 

emotional, physical, mental, and spiritual aspects of self-care. Participants’ 

experiences of self-care were reconstructed with the emerging themes to fit this 

sequence of the continuance of self-care, as well as to portray the effects on the 

emotional /physical /mental /spiritual self. 

Participant Narratives: High Quality Self-Care Experience 

Participant One. 

I think a lot of self care has to do with the way we look at things. It’s just part 

of who I am—absolutely, absolutely innate for me. I think a lot of my ideas for self- 

care is how I see life, not necessarily something I'm only practicing in music therapy, 

but in my development of myself, and taking care of myself in all relationships, 

whether it be a therapeutic relationship or a relationship with family. I've never 

really thought about it in terms of what you do in the moment. I think it’s something  
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that is continued, that you can’t turn it off and on. You are preparing for the session, 

being in that experience, and honoring your own feelings after the session. 

Itis a skill [centering] I have worked to develop so that I could cultivate that 

presence. I don’t think I was ready for hospice work until I developed my self, to find 

those things. I think I knew that. I don’t know that I didn’t intentionally develop 

these practices so I could go for hospice work; I just knew that it wasn’t for me. 

[ have to set up my intention before I enter and think about where I am as I 

begin my day, begin my work, and before I do in a see the client. I have practices that 

[ feel help me to be present to another. One of the things I do in preparation for my 

sessions is warm up and get in tune with myself. I take time to take a deep breath 

and walk into the room feeling grounded and connected. I feel like I have to have 

music skills clearly developed, and a repertoire, to feel confident. There may not be 

a lot of time to develop rapport, so you've got to be ready. 

[ think that’s why I don’t think about self-care, because if you go in and put 

your own things aside, then you're probably taking care of things. I don’t think it’s 

something [putting self aside] that you choose to do every once in a while; it’s 

something that you have to do everyday. Completely setting that [self] aside because 

I'm there for the client. It takes finishing your own business or realizing that you're 

not going to be able to finish it but coming back to it later. If there is something 

that’s going on in my own life, I need to either address it before I go so I can go and 

be present, or [know] that I'm not going to be able to fix that right now. When you 

suspend all of that [self] and recognize that you're there for the moment and the 

client and intention, let go of everything else, it can open us up to a little more. If we  
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don’t stop and center ourselves and we aren’t grounded and recognizing who we are 

and what all of our life experiences have brought us to this moment, we could still 

go in and be open, but we would be a very open book. So thinking about our 

intention, that you're bringing them, is important. 

Recognizing that connection with everything in that room, and recognizing 

that what I do and what I say can have an impact. Connecting to that moment and to 

that person with my initial step into the room. I don’t think in any of my hospice 

work that I've felt like I could rush into the session, it just doesn’t seem right. It’s 

centering myself before. For me [experiencing centering] is setting in, focusing on 

breathing deeply to center yourself. Pausing before I go to see someone. It’s not so 

much about my sensation, but I feel like I'm able to connect more, or more aware in 

what's happening for that family or the patient. In being grounded and feeling some 

sense, recognizing some sense of connection to everything and one, then there is 

more of an openness when you come into contact with the family and the caregivers 

and the patient. I think it’s more of an awareness of what they're experiencing, that 

is the self. Being open and accepting to anything and everything that they're 

experiencing. [Connection as the self] 

You have to come back to it [self-care] in a way, if you come in and you're 

centered and grounded and open, and you take in what they're experiencing and 

share by witnessing, then I've taken something on that I've got to take care of when I 

leave, to take care of myself, otherwise I'll carry it with me.  



Participant Two. 

Self-care is-you're not even thinking about it, it’s like pure joy almost-you’re 

sad a little bit, you know you are there for a reason, but you are there to share an 

experience together. That's what my force field is-knowing that there’s a possibility 

that even though this is completely terrible, that not only we would get through this, 

we’ll get through this moment, we’ll get through this hour, we'll get through this 

day. Together right now and after I leave, you are going to feel like we can get 

through the rest of the day. 

I have been practicing a long time to be in this place where there is a force 

field around me, that no matter how difficult the situation is, I feel like I can be an 

instrument myself. The high points I feel are most of the time. From the last seven- 

eight years of doing end of life things I feel practiced. 

There’s not even time to really think that I'm not taking care of myself-this is 

supposed to be happening right now—that’s the way it feels. The work that I'm 

actually doing is all high points, I feel like I'm supposed to be there and doing the 

stuff that I'm doing. I feel prepared when I go. I do a ritual with washing my hands to 

get ready; it’s almost like a prayer. “I'm here for a reason, and I'm here to improve 

their quality of life”. 

[I feel] that I have a duty to do right now and I don’t need to connect all of my 

heartstrings to it, [ don’t need to remember past experiences, I do my best to be in 

the moment, just with them. Like the whole world is not there. Self-care has helped 

me to be strong in those moments. The force field is what allows us to keep doing 

what we do everyday. I feel like if you're completely open in a way where you are  
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almost experiencing what they are experiencing, that sounds completely unsafe and 

detrimental, not only to the therapist but to the patient. I think it's completely 

unsafe. I think if there is any way straight to burnout it is feeling what our patients 

are feeling. There is a difference between that and understanding and bringing the 

humanity into the situation by acknowledging that they are a human being 

experiencing this and you are there with them sharing this experience. [When] you 

become emotional, it impedes not only what you are doing in the exact moment but 

really impedes your whole day if you let yourself. It certainly doesn’t bleed into my 

life, but I do my best to keep it in a safe place, not only for me but for my family, to 

where I'm not a mess when I get home. I still have to be who I am. So you can be in 

that field and keep that boundary but also completely be in love with them the 

whole time and really take care of them the best that we can in that situation. 

[ spent half my time at the homes and half of my time back here at [facility], 

so if any of those patients came back [to facility], I was there. It was a unique 

experience for me to walk into a room and see the pt and family that I’ve seen at 

their home-I had this whole different picture of their life than a lot of other 

healthcare workers. It really made a seamless therapeutic relationship, like wow, 

you know everything about me. I felt like there was almost an immediate ease with 

what we were doing, which is different if you haven't worked with them before. 

Anytime we were at the home it was completely more relaxed than being here at 

[facility]. [Helps me] to see the whole piece. Being at home and experiencing the 

tremendous ability to be who you are [patient] which is lost when you're in 

[facility]. I feel like it’s a lot harder here at [facility] then at home, because at home  



everyone gets it. At [facility] there is still a little hope that you're going to pull 

through some how. That there is going to be a miracle. They have to hold on to this 

hope, and that’s what I'm trying to facilitate rather than the doom and gloom. 

[For my self care] it’s easier at home. You're already in this place like you are one of 

them, and they're so excited that what we're about to do is going to be fun, a good 

moment, a good afternoon, a good day today. Much more of an uphill battle in 

[facility]. 

It doesn’t mean you have to be completely open, [that’s when] poor quality 

self-care can happen. I feel like it’s fine to cry when something terribly sad is going 

on if there is a purpose for the whole things that’s going on. But if it breaks down 

what it is you are there for, or you find yourself doing things that are out of your 

boundaries or scope of practice, that is poor quality. Countertransference can’t lead 

the whole thing. 

[I bring/enter] the starting point already [up high], and I do my best to keep 

it going up. And even thought it’s terrible what is going on, the domino effect of that 

immediate joy we share just by walking into the room, and then going up as each of 

those interactions keep on building to the next good thing, they're all good things 

going. [Honored] that is what I feel like most of the time here. It is an honor to even 

be invited into the situations. You're supposed to be there. I feel like that carries me 

everyday. I feel like all of those positive things that happen allow me to keep doing it 

everyday. In any situation that feels good, it’s hard not to gain strength from that. To 

know that that is possible, you can carry that to each situation. I'm taking as much of 

that in from them that I'm giving them—the joy, the laughter, the stories, and the  
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music that can be provided. Seeing the family laugh and smiling, and understanding, 

and feeling that the love they have for whoever they're there with and focusing on 

that. I get some of that love. It feels great to get paid to feel like you get to fall in love 

with families and patients all day long. It propels a way of existing that you have 

seen so many terrible things that are possible with families with illnesses, and I do 

my best to feel so grateful for my own health and the health of my whole family. It 

[love gained] feels good and I feel like that energy does charge me to keep on going. 

Also being surprised by the [strength, power] of different families. It is an honor 

taking care of families—the potency that an experience could not only change the 

rest of your day but could change your life. 

The force field isn’t a guard that I'm holding up to pretend this isn’t 

happening, but it’s a tool for me to keep going on to the next patient after that. 

[ don’t think I'm in denial, but I have a feeling of as soon as I get out of that hallway I 

do my best to let that out, to let it go. 

Participant Three. 

[When I engage my patient, that’s when I feel like I'm doing what I'm 

supposed to do], then I'm encouraging myself, saying, “This is good”, what I'm doing. 

[It’s like gratification of what I do]. It’s very nice. I feel like I'm getting somewhere, 

this is working. I can keep going from here; I've made a little footwork, a little 

milestone, where I know this works with this person, so very nice. I [tend to feel 

better when my music therapy is working.] It solidifies what you're doing for 

yourself. It's the moments of “I'm making a difference, this is working, I'm actually 

doing this right”. It’s very solidifying. Makes you feel like you have this experience  



under your belt-“I'm a therapist, this is working, I'm doing this!” And then 

remembering it, and going back to it in the next session if something goes wrong. 

Thinking, you've gotten there once, you can get through to this person, you can do it 

again. A reminder that something has gone right and you can keep trying and you'll 

probably get there again. It’s a positive light, a good experience. They [good 

sessions] can become a fall back. Having the light that you've gotten to them before, 

maybe you can do something else and do it different. Hold on to it, go off of it, use it 

again. Encouraged. Declaring yourself as a professional. When [music therapy is 

working], it's saying I'm making a difference too. Showing that music therapy really 

does make a difference. 

And that helps me by knowing that I'm adding to their quality of life, and to 

my job, and to my professional work. I'm not beating myself down for doing the 

wrong thing, or feeling like this isn’t working, [saying] “What were you thinking?” So 

instead of negative talk to yourself. [l am] positive to myself. Feels much better, less 

of a downward spiral. Sometimes I will pick a song I like that I know I'll do well with, 

and if they don’t know I'll teach them, and then it’s gratifying for me, and I can give 

to them and they also enjoy that. I think that’s self-care because it makes me feel 

better, makes me feel good. The experience will work if I'm enjoying it. I guess I try 

harder if I like what I'm doing, and I want them to like it too. Then I probably try 

harder. Boosting yourself, to get you to the next step so you can keep going with 

them. [Giving myself] something to keep you going positively. 

I perk up and get really excited. I perform better than when I'm really 

struggling trying to get somewhere. My mind works a little faster. I do a lot better;  



feel a lot better when they're more engaged. Confidence comes into play, but it’s 

more of excitement, I've gotten there, let's keep going. 

Participant Four. 

I don’t know what I'm doing [to allow me to be separated, not emotionally 

attached, wholly there for the person]. You know you felt you were caring for 

yourself while you were caring for them, but how did you do that? I don’t know. I'm 

realizing it was the first visit of the day, I was well rested, I was more prepared, and 

not having the transference. | was there serving the purpose I was supposed to be 

serving. I felt fulfilled that I did my purpose, I felt fulfilled with what I was doing. It’s 

who I am and what I'm supposed to be doing. I did a good [job], did what I was 

supposed to be doing. 

It was the first visit of the day; [ went into the visit fully rested. Felt I'm ready 

to go, I didn’t have all the baggage from the previous visits of the day. [Being the first 

visit] I have more energy, more creative processes and my brain isn’t fried. I don’t 

feel like I can’t think, I feel fresh. I can do this, I can try this. I'm not very creative at 

the end of the day. I was just there for them today. Sometimes I feel scattered and 

incomplete with being tugged in all different directions. I had office time where | 

was planning. Things checked off my to-do list. I felt accomplished and ready to go. I 

wasn't [completely] prepared, [but] ready after a quick visual assessment. I try to 

before I go into a visit take a breath, say a prayer. “Let me be there for this person, 

let me say the right words, sing the right songs, do what I need to do”. I try to 

prepare mentally before I go in. I felt refreshed. If I'm feeling totally scattered and 

fried-“let me focus, let me be there for this person, let me be wholly there”.  



[ didn’t feel emotionally attached; I didn’t get wrapped up in my own 

emotions, in my own stuff with her. I felt like it was a good separation, not getting 

too involved. I didn’t feel real wrapped up in it today, I felt like I could be there 

solely for them. I've seen it before-it didn’t phase me that it looks like she’s dying. 

That's what we [hospice music therapists] do. Brings up your own mortality and 

your own vulnerability, but [today I could] put it in a box and categorize it. I can 

empathize with them and know that it’s difficult, but I wasn’t [emotionally 

connected]. I'm just not feeling-my heart wasn’t bleeding for her. 

I felt fulfilled. Felt like I was there for the patient and family. Patient, closer 

to death, responsive. Family needed lots of support. I was able to be there for the 

patient, and able to be there for the family. It was the first time that I saw her today. 

[ haven’t spent a lot of time with this patient or family, so I guess there’s not going to 

be a lot of attachment there, but I just felt like I was really able to serve them well 

today. I didn’t come away from there feeling drained, like I wanted to cry or feeling 

like 1 did a bad job. Some patients and some families drain all the energy out of you 

and they didn’t, so that felt good. There’s always those transferences you can make, 

just today there were none of those transferences for me. Felt fulfilling that I had 

been there, been a bright spot for that day. 

Participant Narratives: Poor Quality Self-Care Experience 

Participant One. 

[When] they weren't receptive to anybody or anything coming in-it didn’t 

matter how open, how grounded I was. It didn’t matter what I played, how open, 

how accepting-they didn’t want me there. It doesn’t always do the trick. It may for  
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me in helping me to take care of myself and protect myself, and I think it does have 

an impact on a relationship, but if someone is not interested in a relationship, then it 

doesn’t really matter how open you are. Recognizing what you're leaving with and 

the impact that it has on you. 

Poor self care [is] where I'm acutely aware of my own feelings, what's 

happening behind that sparks a memory for me from my own life experience and 

trying to suspend that, because I know my own stuff is coming up, in those moments 

where something happens, someone says something a certain way, or a particular 

song can just take you back. There have been times where there have been sessions, 

that for whatever reason you've had a really big impact and really been too open 

[where there] is something that sticks with you and it’s hard not to think about 

after. I felt bad for the mom. I can honestly say that I felt a little bit angry at the 

daughter for being so snippy back at mom. I also felt bad for the daughter, because 

you could see several months down the road, or later in her life, that she won't have 

her mom. It was hard for me to let go of that. It was something I could relate to from 

my own personal experience. In the moment I was shocked. And so disappointed in 

the response she was getting from the daughter, when she was trying to engage the 

daughter and trying to honor her daughter’s [feelings]. She was not kind in the way 

she spoke to her mother, she was so disrespectful. I was so disappointed to see that, 

and I think I would be if I any child spoke to their parents that way. I still feel bad for 

her, because that’s how it ended. 

I was trying to engage the [mother] and daughter, and her daughter just was 

not nice, not open, not in that moment at all, and that was really hard to witness  
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because you could see how much pain, how much more pain that caused her mom 

and just [me] anticipating what pain that young girl was going to go through, when 

she realized that it was too late, that mom's gone, and she can’t have those moments 

back. That was one of those moments that just stuck with me. 

[ felt frustrated because there was very little I could do in the moment to help 

them find some healing. In our experience with our clients there are often things 

that we are really committed to, so I think that was a big part of it. [Relating to 

something in personal life] was a part of it, but it was hard to let go because I didn’t 

think there would be anyway to [engage the daughter to be open to participating 

and sharing], and that’s what the patient wanted. I wasn’t going to be able to bring 

that. That was hard because you could see this family dynamic there, and I wanted 

to be able to make an impact, but she wasn’t going to have it. There was little I could 

do to help her. And you couldn’t even talk about how awful that must be [with 

patient], because the daughter was present. I think I was still present. I was trying to 

be open to both of them. There were certain places you couldn’t go. What was 

frustrating to me was that I couldn’t go there. I can be open, but if they're not, then 

[it may not be helpful]. I think that it’s a lesson in self-care to be able to step back 

and admit that there are some things we can’t do anything about. Being able to see 

what was coming next, and knowing that this young lady [daughter] didn’t. 

Participant Two. 

As much of an awareness I have, having to wrestle these emotions, I fall off 

quite a bit I'm sure. [Doing things out of boundary/scope]-if I was smart enough or 

strong enough, I would say that’s not what I do. There's a part of me that—I hate  
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this family, I hate this kid that’s dead, and the fact that I'm ruining my quality of life 

at home, and my [spouse] asking what I am doing and who I am. I think I bite off 

more than I can chew quite a bit. It’s when I do feel like I bite off way too much and 

find myself working into the wee hours of the night that I feel my boundary has been 

opened and that I'm doing just because I do too much all the time. I'm in sort of no 

man land of why am I doing this right now, should I be doing this right now? Is this 

me feeling like I need to be doing this as opposed to doing it completely for the 

family? I feel low in taking care of myself when it’s so after hours and I'm still 

thinking and working and doing things that I could get of doing. It’s about doing 

what's right and what's best for the family as well, and everyone else that’s 

experiencing the loss. It does bleed into the rest of it, which is horror for me and the 

rest of my family. If I don’t shake off that exhausted feeling before I get home, I just 

want to lay on the floor. And I can’t tell you [family] that, or explain or express it to 

where it would make sense. 

I do feel like it does take its toll being around so much intense energy all day 

long, and so many tears, and not even really imagining what these people are 

feeling. It [music therapy at facility/home] works exactly the same way, we have the 

same outcomes, but for me leaving some of these rooms, it is exhausting. I feel 

completely stunned and upset about the way the world is, that accidents can 

happen, that anyone can get cancer, that kids can get cancer, that a lot of people that 

are here are not going to make it out of here. Exhausting if you think of it this way. 

Even though it’s an honor to be in these situations it’s still disgusting most of the 

time. That does take a toll to where it could begin to impact dreams at night,  
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thinking about things too much—will this ever end? And it won't. So if you're going 

to continue to do this work you're going to have to think of a way to get through it. 

The hardest times are when there’s an isolation involved. They're alone and very 

sick, in a lot of pain; it can be excruciating to be with someone while all of that is 

happening. It's a perfect storm of knowing that no one’s been here, no one’s going to 

be here when you leave, you can’t imagine what they are feeling, they're writhing in 

pain, and even though you're doing something in the moment that’s helping and 

even thinking of creative ways for it to help when you leave, to be with them, to be 

with someone’s pain, is the hardest. That is certainly when I've felt like I want to get 

out of here now. After an hour or so of being in it with them in their trench of 

despair and possibly exclaiming I want to die, just absorbing that, even with the 

force field, shrapnel gets in, and hopefully it doesn’t rip out a chunk of your heart. 

In those moments you just want to throw your heart in the garbage can and 

be like I wish I didn’t have a heart to experience this with you. It’s difficult to stay 

strong and really be the role that you are supposed to be, which is improving their 

quality of life and doing whatever is in your creative mind and therapeutic, clinical, 

and objective eye to transform the situation. And when you know that it’s [to help] 

impossible, I think that’s when I take a step back and that’s when I leave. It’s 

terrible, feeling like there’s always more I could do. Keeping that in check is difficult 

for me. Leaving this place, leaving someone’s home-is there one more thing I should 

have done? Is it possible that I've missed something-did I do everything? That's a 

low point as well, having that outlook. That I didn’t do enough.  
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It [low points] bleeds into the car ride home. I'm already two hours late, and I 

also have this feeling that I may not have done everything I wanted to do with the 

time constraints of the day. And I still have five more things to do. The boundary 

issue. 

Participant Three. 

[ might be really bad at it [self-care]. I'm never really thinking. I never really 

get into that situation of difficulty. My self-care would really just be stopping 

negative talk, especially with my patients who don’t know what they're saying. They 

really don’t hate me, they are just saying that. I can usually shake it off. One bad 

session I might be mad about, but it’s not going to ruin the rest of my personal day. I 

can usually rebound, get myself out of it and think, “You're clearly not an awful 

therapist, a bad session happens to everybody”. Just talk myself back up. Think 

“Okay you just have to try again, have to try something different”. It might be me; at 

that point I might be so frustrated that I'm not thinking creatively. I'm not thinking 

of all the possibilities of reaching this person, all I'm doing is just beating on myself, 

like you've tried this and it’s not working and it’s so frustrating. That probably limits 

my own thinking and I'm not thinking as best as I could. I shut down more in that 

moment of frustration. 

[Then] acknowledging it and [saying] “Okay, you need to put that aside right 

now”. When it’s not going well, acknowledge it, put it away, and finally think to 

myself [when] it was really good, “What did you do then?” and that comes back 

eventually, after you beat yourself up first.  



Frustrating sessions when everything is brand new, patient doesn’t know 

who [ am. We can’t do anything to go along with last time, which is really frustrating. 

In the back of your head you know you are helping, you are helping her everyday- 

you are giving her something she wouldn’t of had, you are holding her attention, 

keeping her engaged for this hour, but it’s still can be so frustrating. I guess as a 

therapist I want to do so much more, there was so much I was limited to because 

she couldn’t remember or understand-there were so many things you couldn’t do 

and it was really frustrating. It’s hard when you go there time after time and you 

aren’t going to be doing anything extremely therapeutic right now except having 

them engaged for an hour. That was really frustrating to me. Very limited as a 

therapist in what techniques or experiences I could use. I felt very limited in what I 

could do with that person with experiences and techniques. When you're not using 

techniques and doing those things, I feel like I'm just playing for this person. It’s not 

like you even have that relationship, which is a third of the huge dynamic of therapy, 

so you're missing half of that relationship and it’s really difficult when you can’t be 

in a therapeutic relationship with that client. Just makes the whole situation 

frustrating. 

The toughest part for me is [knowing] they don’t mean what they say when 

they tell you that they're tired of hearing you sing and they don’t want to do 

anything. Telling myself “You don’t suck, they just really don’t know what they’re 

saying”. The hardest part for me is not getting really frustrated or beating myself up 

because what I'm doing isn’t working and they're not responding. When I hit a bad 

spot, and think now I'm not going to get this next thing, you start beating yourself  
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up. [Negative self talk] is very discouraging. You question what you're doing. Some 

days you have a bad session-“Why am I even trying with this patient?” And you get 

that really bad talk-“What are you trying to do?” [ am a bad, bad therapist. It keeps 

going down. Very frustrating and degrading. Takes you down a notch-as a therapist. 

As a person it might be frustrating thinking you picked this job and now you're not 

doing it well. [When] I feel like an entertainer instead of a therapist. I'm not going to 

be as positive towards myself. Questioning and getting uneasy feelings about what 

am I doing. Tears down this idea of what you're doing, it tears it down a little in your 

head. [In negative self talk] I know when I'm doing poorly, I feel myself doing an eye 

roll or something and [say] “You are being a therapist right now, you cannot be 

doing that”. It is at myself, like “What are you doing?” It’s usually not towards the 

client; it's usually towards myself. Sometimes I'll just sit there and think and talk to 

myself, and I know you can’t take time from them [patient] to sit there and be mean 

to yourself. 

Frustration. Frustration on so many levels. That it didn’t work, what you 

were doing wasn’t working, maybe you got a negative vibe from them, even if you 

know it wasn’t a lucid thought they were having, it was still negative. You're 

frustrated about the session, frustrated it doesn’t work right. It keeps going until 

you know you're frustrated, feeling “Why am I even doing this it's not working, why 

am | even a therapist?” [I am] new to hospice- I started questioning [what I do] in 

hospice work. I feel like I'm not doing any hospice work, I feel like all I'm doing is 

engaging this person for an hour. There’s no verbal processing, there’s not anything 

going on. The negative self-talk really makes me question it [being a therapist], it  
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brings me back to that word you're never supposed to say, but sometimes I feel like 

an entertainer. It brings me all the way back to what am I doing as a music therapist. 

Participant Four. 

[Why it happened], it was partly her personality and the family’s personality, 

and then the family taking lots of my time and energy to work with them, and the 

similarities to my mom and my life; I'm aware that you have to keep those 

boundaries, keep boxes of my stuff, your stuff, and “I can be here for you but you 

can’t come home with me”. 

I would mentally prepare-I'm not going to get involved this time; I'm going to 

put up a shield. I tried to prepare before going. Maybe I was there too long, [should 

have] had more boundaries, maybe my boundaries were fuzzy. Hard to get out of 

your mind. She kinda lived with me when she was a patient. It’s bad; because I 

would dream about a song that she asked for, dream about that music would play in 

my mind. I would just wake up in the middle of the night and that music would just 

play in my mind. I tried to get my mind on anything else, but she, it wouldn't go 

away. It was always there. I let her in to my inner world where she shouldn’t be, 

because that’s work. 

I connected with her [patient] right away. There was times when I broke 

down and cried too, probably more than I should have cried. I was so connected 

with her and the whole situation. She’s early 60’s, that’s the same age as my mother, 

I was the same age as the daughter, so I could really see that she’s losing her mom. I 

cried, I became too emotionally attached, I empathized too much, I was too caring. 

There’s just certain people that are draining. I don’t know how to be around a  



certain person and not feel drained; they were a draining family. I know you're 

supposed to have professional boundaries, but there's times that you have to reveal. 

[Because of] similarities [ages], I felt like boundaries definitely weren’t there as 

probably they should be. I could mentally stop and think, I shouldn’t be getting this 

close, I shouldn’t be having these feelings, but it’s hard to stop caring or stop talking 

with the [family]. 

When she became impending, the family was very needy, especially the 

daughter. Difficult to get her pain under control and when the patient became 

impending, they requested the music therapist quite a bit. When they called I felt 

terrible-1 didn’t want to go because I knew what it would be like. Visits were 

lengthy, draining. I would do music for long periods of time-it took physically a lot 

out of me-playing and singing for 45 minutes to an hour. It was startling to see that 

change [patient decline]. After you get out of there, you're drained-you can’t really 

see anyone else. There is no more to give, there is no more energy, there's no more 

whatever left that you need to keep going. The first time I met her I wasn’t aware 

that she’d be such a draining personality, but having the awareness that I know 

what she’s going to do before I go in, so after meeting her the first time I knew what 

to expect, but still get sucked in. [Feeling] zapped, like you don’t have any spark left. 

To go to another visit would be difficult. Dark. Crappy afterwards. Less energy. 

Daughter was tearful. Daughter was very needy also. Husband didn’t deal 

with her loss well at all-sobbing and crying, kind of prompted by the music-so you 

feel like you're bringing those things up and then he didn’t want to talk about it so 

you couldn’t really process it. And initially she didn’t even want me, so I felt I proved  



myself to them. [At the end] I was in their circle; [first] she didn’t want me there, 

and at the end they didn’t want me to leave. 

Themes 

The emerging themes in the high quality self-care experiences range from 

participants’ beliefs about self-care and being a hospice music therapist to how they 

recover after a session. The themes that emerged from the poor quality self-care 

experiences range from the awareness of self-care difficulties to the effect that poor 

self-care has on the self and the patient. The sequence of themes may indicate the 

meaning of self-care, and how self-care is either effective or ineffective for a hospice 

music therapist. Table 1 demonstrates this sequential order. The high quality 

sequence of themes is: Perception of Self-Care, Experience/Development, Purpose, 

Preparation, Separation of Self, Self-Efficacy, Familiarity, Connection/Being There, 

Boundary, Transference/Countertransference, Giving to Patient, Giving to Self, Gain, 

and Recuperation. The poor quality sequence of themes is: Self-Awareness, 

Boundary, Transference/Countertransference, Recognition of Difficulty of Hospice 

Work, Inability to Provide, Self-Efficacy, Awareness of Patient Need, (Not) Being 

There, and Identity. 

 



Table 1 

Sequential Order of Data Themes 

  

HIGH QUALITY GROUPINGS POOR QUALITY GROUPINGS 

1. Perception of Self-Care 1. Self-Awareness 

2. Experience/Development 2. Boundary 

3. Purpose 3. Transference/Countertransference 

4. Preparation 4. Recognition of Difficulty of Hospice Work 

5. Separation of Self 5. Inability to Provide 

6. Self-Efficacy 6. Self-Efficacy 

7. Familiarity : 7. Awareness of Patient Need 

8. Connection/Being There 8. (Not) Being There 

9. Boundary 9. Identity 

10. Transference /Countertransference 

11. Giving to Patient 

12. Giving to Self 

13. Gain 

14. Post-Recuperation 

  

  

High Quality Self-Care Experiences 

Perception of Self-Care. 

Perceptions and meanings of self-care in general were shared. Participants 

felt that their awareness of self-care helped them in the moment of patient care. 

Perceptions of self-care ranged from the development of relationships and shared 

experiences with the patient, the feeling of self-care as a continuum, and also the 

feeling of uncertainty as to the exact reason they felt the self-care. Much of the 

meaning was centered upon the feeling that self-care is part of who they are; an 

automatic experience that happens in the moments with patients. Examples: 

Participant one- 

I think a lot of my ideas for self-care is how I see life, not necessarily 

something I'm only practicing in music therapy, but in my development of  



myself, and taking care of myself in all relationships, whether it be a 

therapeutic relationship or a relationship with family; 

Participant two-“Self-care is-you’re not even thinking about it, it’s like pure joy 

almost-you’re sad a little bit, you know you are there for a reason, but you are there 

to share an experience together”; Participant four- 

You know you felt you were caring for yourself while you were caring for 

them, but how did you do that? I don’t know. I'm realizing it was the first visit 

of the day, [ was well rested, I was more prepared, and not having the 

transference. 

Experience/Development. 

When thinking about high quality self-care in the moment of patient care, 

some participants felt as if their experience and development had contributed to 

their ability to practice in hospice care. The experience of developing a presence to 

work in difficult situations is discussed. Examples: Participant two- 

I have been practicing a long time to be in this place where there is a force 

field around me, that no matter how difficult the situation is, I feel like I can 

be an instrument myself...From the last seven-eight years of doing end of life 

things I feel practiced; 

Participant one- 

I don’t think I was ready for hospice work until [ developed myself, to find 

those things. I think [ knew that. I don’t know that I didn’t intentionally 

develop these practices so I could go for hospice work; I just knew that it 

wasn’t for me.  



Purpose. 

The experience of the participants feeling as if they were doing what they 

were supposed to be doing and fulfilling a perceived purpose was prominent in 

participants’ experiences of high quality self-care. Examples: Participant two- 

The work that I'm actually doing is all high points, I feel like I'm supposed to 

be there and doing the stuff that I'm doing...there’s not even time to really 

think that I'm not taking care of myself—this is supposed to be happening 

right now—that’s the way it feels; 

Participant four-“I felt fulfilled that I did my purpose, I felt fulfilled with what [ was 

doing...It’s who I am and what I'm supposed to be doing”. 

Preparation. 

Although the focus of the interview was on self-care in the moment of patient 

care, participants felt as if their preparation before the session contributed to their 

self-care in the moment of patient care. Preparation consisted of preparing the self 

and preparing professional obligations. Self-preparation consisted of breathing, 

saying prayers, and mentally focusing on the situation. Professional preparation 

consisted of completing tasks in the office and feeling confident in music skills. 

Examples: Participant one-“One of the things I do in preparation for my sessions is 

warm up and get in tune with myself. I take time to take a deep breath and walk into 

the room feeling grounded and connected”; Participant two-“I feel prepared when I 

go. I do a ritual with washing my hands to get ready; it’s almost like a prayer. I'm 

here for a reason, and I'm here to improve their quality of life”; Participant four-  
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I try to before I go into a visit take a breath, say a prayer. Let me be there for 

this person, let me say the right words, sing the right songs, do what I need to 

do. I try to prepare mentally before I go in. I felt refreshed. If I'm feeling 

totally scattered and fried, let me focus, let me be there for this person, let me 

be wholly there. 

Separation of Self. 

Participants discussed feeling present in the moment with patients and 

families while putting self aside. Focus on sharing the experience with the patient 

and/or family was thought to be helpful in separating the self from the experience. 

Participants felt that the care for the patient/family was of a higher quality when 

they could keep a strong emotional boundary, thus feeling like their self-care was 

higher in these moments. Examples: Participant four- 

I didn’t get wrapped up in my own emotions, in my own stuff with her. I felt 

like it was a good separation, not getting too involved. I didn’t feel real 

wrapped up in it today, I felt like I could be there solely for them; 

Participant two- 

That I have a duty to do right now and I don’t need to connect all of my 

heartstrings to it, I don’t need to remember past experiences, | do my best to 

be in the moment, just with them. Like the whole world is not there. Self-care 

has helped me to be strong in those moments; 

Participant one- 

It takes finishing your own business or realizing that you're not going to be 

able to finish it but coming back to it later. If there is something that’s going  



on in my own life, I need to either address it before I go so I can go and be 

present, or [know] that I'm not going to be able to fix that right now. 

Self-Efficacy. 

The feeling of strong self-efficacy helped create the experience of high quality 

self-care. Examples: Participant three- 

[I tend to feel better when my music therapy is working]. It solidifies what 

you're doing for yourself. It’s the moments of “I'm making a difference, this is 

working, I'm actually doing this right”. It’s very solidifying. Makes you feel 

like you have this experience under your belt-I'm a therapist, this is working, 

I'm doing this; 

Participant three-“It’s very nice. I'm getting somewhere, this is working. I can keep 

going from here, I've made a little footwork, a little milestone, where I know this 

works with this person, so very nice”; Participant three-“Encouraged. Declaring 

yourself as a professional. When [music therapy is working], it’s saying I'm making a 

difference too. Showing that music therapy really does make a difference”. 

Familiarity. 

A strong sense of high quality self-care was expressed when experiencing 

familiarity and comfort with the patient and family. Participant two- 

Anytime we were at the home it was completely more relaxed than being 

here at [facility]...[For my self-care] it’s easier at home. You're already in this 

place like you are one of them, and they’re so excited that what we're about 

to do is going to fun, a good moment, a good afternoon, a good day today...It  



really made a seamless therapeutic relationship, like wow, you know 

everything about me. 

Connection/Being There. 

Some participants described the experience of being there for the patient and 

family. The experience of openness and connection to the patient and family, as well 

as the simple knowledge or feeling of being there, was expressed as important in 

self-care. Examples: Participant one- 

It’s not so much about my sensation, but I feel like I'm able to connect more, 

or more aware in what’s happening for that family or the patient. In being 

grounded and feeling some sense, recognizing some sense of connection to 

everything and one, then there is more of an openness when you come into 

contact with the family and the caregivers and the patient. I think it’s more of 

an awareness of what they're experiencing, that is the self; 

Participant four-“I felt fulfilled. Felt like I was there for the patient and family. I was 

able to be there for the patient, and able to be there for the family”. 

Boundary. 

Participants felt as if their boundaries with the patient and family prompted 

high quality self-care. These were not experiences of separating themselves from 

the experience, but having the awareness that there were boundaries present; 

emotional and professional. Examples: Participant four-“I didn’t come away from 

there feeling drained, like I wanted to cry or feeling like I did a bad job. Some 

patients and families drain all the energy out of you and they didn’t, so that felt 

good”; Participant two-  
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I feel like it’s fine to cry when something terribly sad is going on if there is a 

purpose for the whole thing that's going on. But if it breaks down what it is 

you are there for, or you find yourself doing things that are out of your 

boundaries or scope of practice, that is poor quality. 

Transference /Countertransference. 

Transference and countertransference, unlike the experience of boundaries 

and separation of self, were briefly described as important to high quality self-care. 

The high quality experience was described as not having transferences or 

countertransferences. Examples: Participant two-“Countertransference can’t lead 

the whole thing”; Participant four-“There’s always those transferences you can 

make, just today there were none of those transferences for me”. 

Giving to Patient. 

Having the feeling that they were giving something back to the 

patient/family, participants felt as if this contributed to their feeling of high quality 

self-care. Participant four felt fulfilled that he/she had been there and been a bright 

spot for that day. Participant three felt it helped her/him to know that being there 

added to the patient's quality of life, as well as to her/his job and professional work. 

Participant two stated: 

I [enter with] the starting point already [high], and I do my best to keep it 

going up. And even though it’s terrible what is going on, the domino effect of 

that immediate joy we share just by walking into the room, and then going up 

as each of those interactions keep on building to the next good thing, they're 

all good things going...;  



feeling as if he/she was bringing “good” and keeping it going. 

Giving to Self. 

The experience of boosting the self, or giving something back to the self 

during the session, was expressed to help create an experience of high quality self- 

care. Example: Participant three-“Boosting yourself, to get you to the next step so 

you can keep going with them. Giving myself something to keep going positively...I 

am positive to myself. Feels much better, less of a downward spiral”. 

Gain. 

The experience of gaining feelings like honor, love, strength, gratitude, 

confidence, and excitement while providing services to the patients and families 

contributed to the overall feeling of high quality self-care. Examples: Participant 

two- 

I'm taking as much of that in from them that I'm giving them. The joy, the 

laughter, the stories, and the music that can be provided. Seeing the family 

laugh and smiling, and understanding, and feeling that the love they have for 

whoever they're there with and focusing on that. I get some of that love. It 

feels great to get paid to feel like you get to fall in love with families and 

patients all day long. It propels a way of existing that you have seen so many 

terrible things that are possible with families with illnesses, and I do my best 

to feel so grateful for my own health and the health of my whole family; 

Participant three- 

I perk up and get really excited. I perform better than when I'm really 

struggling trying to get somewhere. My mind works a little faster; I do a lot  



better, feel a lot better when they're more engaged. Confidence comes into 

play but it’s more of excitement. 

Post-Recuperation. 

Participants expressed the importance of letting things go after the moment 

of patient care, in order to be able to experience high quality self-care with the next 

patient. Again, like the expansion to pre-session, the experience of high quality self- 

care in the moment of patient care was expanded to post-session. Examples: 

Participant two- 

[ don’t think I'm in denial, but I have a feeling of as soon as I get out of that 

hallway I do my best to let that out, to let it go...The force field isn’t a guard 

that I'm holding up to pretend this isn’t happening, but it’s a tool for me to 

keep going on to the next patient after that; 

Participant one- 

You have to come back to it in a way, if you come in and you're centered and 

grounded and open, and you take in what they're experiencing and share by 

witnessing, then I've taken something on that I've got to take care of when I 

leave, to take care of myself, otherwise I'll carry it with me. 

Poor Quality Self-Care Experiences 

Self-Awareness. 

All participants expressed some awareness of having poor quality self-care 

while in the moment with a patient. They expressed knowing they were not caring 

for themselves, but may or may not have been able to deal with it in the moment. 

Participants also expressed the knowledge of why they considered it to be poor  



quality. Examples: Participant one-“Recognizing what you're leaving with and the 

impact that it has on you”; Participant two-“As much of an awareness I have, having 

to wrestle these emotions, I fall off quite a bit I'm sure”; Participant three-“My self- 

care would really just be stopping negative talk, especially with my patients who 

don’t know what they're saying. They really don’t hate me, they are just saying that”; 

Participant four-“[Why poor quality happened], it was partly her personality and the 

family’s personality, and then the family taking lots of my time and energy to work 

with them, and the similarities to my mom and my life”. 

Boundary. 

Participants felt like their boundaries were weak in the moment of poor 

quality self-care. Weak boundaries included working at home, doing work out of the 

scope of practice, carrying the emotions of work home, and acknowledging the fact 

of lack of focus on the patient during a session. Examples: Participant two- 

It’s when I do feel like I bite off way too much and find myself working into 

the wee hours of the night that I feel my boundary has been opened and that 

I'm doing just because I do too much all the time; 

Participant four-“I tried to get my mind on anything else, but she, it wouldn't go 

away. It was always there. I let her into my inner world where she shouldn't be, 

because that’s work”; Participant three-“Acknowledging [lack of focus on the 

patient/negative self-talk] and [saying] okay, you need to put that aside right now...” 

Transference /Countertransference. 

Some participants had experiences of transference and/or 

countertransference that they felt contributed to poor quality self-care. Being too  



open, too emotionally attached, and having difficulty letting go of the feelings 

emerging from the therapy session were reasons these participants felt the 

countertransference was a factor in poor self-care. Examples: Participant one- 

There have been times where there have been sessions, that for whatever 

reason you've had a really big impact and really been too open [where there] 

is something that sticks with you and it’s hard not to think about after; 

Participant four-“I could mentally stop and think, I shouldn’t be getting this close, I 

shouldn’t be having these feelings, but it’s hard to stop caring or stop talking with 

the [family]...I was so connected with her and the whole situation...” 

Recognition of Difficulty of Hospice Work. 

In moments of poor quality self-care, some participants recognized the 

difficulty of their work. Participants expressed emotions and feelings, and they 

seemed to be more aware of how the work, patients, and families affected them and 

their ability to care for themselves. Examples: Participant two- 

That is certainly when I've felt like I want to get out of here now. After an 

hour or so of being in it with them in their trench of despair and possibly 

exclaiming I want to die, just absorbing that, even with the force field, 

shrapnel gets in, and hopefully it doesn’t rip out a chunk of your heart...even 

though it’s an honor to be in these situations it’s still disgusting most of the 

time; 

Participant four- 

When they called I felt terrible-1 didn’t want to go because I knew what it 

would be like. Visits were lengthy, draining. [ would do music for long  
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periods of time-it took physically a lot out of me—playing and singing for 45 

minutes to an hour...After you get out of there, you're drained-you can’t 

really see anyone else. There is no more to give, there is no more energy, 

there’s no more whatever left that you need to keep going; 

Participant one- 

I was trying to engage the [mother] and daughter, and her daughter just was 

not nice, not open, not in that moment at all, and that was really hard to 

witness because you could see how much pain, how much more pain that 

caused her mom and just anticipating what pain that young girl was going to 

go through, when she realized that it was too late, that mom’s gone, and she 

can’t having those moments back. That was one of those moments that just 

stuck with me. 

Inability to Provide. 

In the experience of poor quality self-care, all four participants felt a moment 

of inability to provide what they thought was needed to the patient/family. The 

inability to provide experiences focused on questioning if enough had been done, 

not being able to bring the patient what was needed due to family dynamics, 

limitations in therapeutic techniques, recognizing the difficulty of the role of music 

therapist, and client resistance. Examples: Participant one- 

It was hard to let go because I didn’t think there would be anyway to [engage 

the daughter to be open to participating and sharing], and that’s what the 

patient wanted. [ wasn’t going to be able to bring that. That was hard because 

you could see this family dynamic there, and I wanted to be able to make an  
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impact, but she wasn’t going to have it. There was little I could do to help her. 

And you couldn’t even talk about how awful that must be [with the patient] 

because the daughter was present; 

Participant two- 

And when you know that it’s impossible [to help], I think that’s when I take a 

step back and that’s when I leave. It’s terrible, feeling like there's always 

more I could do. Keeping that in check is difficult for me. Leaving this place, 

leaving someone’s home-is there one more thing I should have done? It is 

possible that I've missed something-did I do everything? That's a low point as 

well, having that outlook. That I didn’t do enough; 

Participant three-“I guess as a therapist I want to do so much more, there was so 

much I was limited to because she couldn’t remember or understand-there were so 

many things you couldn’t do and it was really frustrating”; Participant four- 

The daughter was tearful; the daughter was very needy also. The husband 

didn’t deal with her loss well at all-sobbing and crying, kind of prompted by 

the music-so you feel like you're bringing those things up and then he didn’t 

want to talk about it so you couldn’t really process it. 

Self-Efficacy. 

The feeling of living up to the standards of being a music therapist were 

prominent in the participants’ experiences of poor quality self-care. The feeling of 

confidence was different across participants, and confidence seemed to be based on 

what it means to be an effective music therapist. Examples: Participant three-  



I am a bad, bad therapist...It keeps going down. Very frustrating and 

degrading. Takes you down a notch as a therapist. As a person it might be 

frustrating thinking you picked this job and now you’re not doing it well; 

Participant four-“and initially she didn’t even want me, so I felt I proved myself to 

them. [At the end] I was in their circle. [First] she didn’t want me there and at the 

end they didn’t want me to leave”; Participant two-“It [the low points] bleed into the 

car ride home. I'm already two hours late, and I also have this feeling that I may not 

have done everything I wanted to do with the time constraints of the day”. 

Awareness of Patient Need. 

Participant one described the experience of having an awareness of a patient 

need as affecting her self-care; “Being able to see what was coming next, and 

knowing that this young lady [daughter] didn’t". 

(Not) Being There. 

Participant three stated “Sometimes I'll just sit there and think and talk to 

myself, and I know you can’t take time from them [patient] to sit there and be mean 

to yourself”, sharing her experience of not fully being there for the patient and 

recognizing that as poor quality self-care. 

Identity. 

Participant three felt that in moments of poor quality self-care identity was 

questioned. Some examples stated were: 

The negative self-talk really makes me question it [being a therapist], it 

brings me back to that word you're never supposed to say, but sometimes I  
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feel like an entertainer. It brings me all the way back to what am [ doing as a 

music therapist; 

and asking “...why am I even doing this, why am I even a therapist?” 

Similarities and Differences of Experiences 

The high quality and poor quality experiences of self-care expressed by the 

participants reveal similarities and differences across participants’ experiences. 

High quality self-care experiences tended to happen when the participant felt 

confident, purposeful, and prepared in the session. A strong sense of self and 

separation from the experience was also described as helpful. In the high quality 

experience, participants had some knowledge of what made that patient encounter a 

high quality self-care experience, but also felt as if at times it just happened and was 

not thought about. Poor quality self-care experiences were described as happening 

when participants were too emotionally and/or physically attached to the situation, 

feeling as if they could not provide what was needed, and when the emotional toll of 

hospice work was recognized. Participants tended to be more self-aware of what 

made the patient encounter a poor quality self-care experience. Participants also 

described knowing they were caring poorly for themselves but not being able to 

change it; or working very hard to change their behavior to increase self-care. 

There were four themes that surfaced in both experiences: Self-efficacy, 

Boundary, Transference/Countertransference, and Being There. Not only does this 

show similarity between high and poor quality experiences, but also this may 

suggest these themes as most important to monitor in order to have high quality 

self-care and recognize poor quality self-care. Having strong self-efficacy, a strong  
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sense of boundaries, the ability to utilize transference and countertransference in 

productive ways, and being there for the self and the patient may help the music 

therapist recognize poor self-care and practice useful and meaningful self-care. 

 



Discussion 

Meaning 

Across participants, high quality self-care meant having a strong sense of the 

self and the boundaries needed to practice music therapy in hospice. The 

participants perceived their self-care being better with having experience in 

hospice, being able to separate their own feelings and emotions from the situation, 

and finding ways within the self to release difficult emotions and care for 

themselves before, during, and after music therapy sessions. Participants described 

an awareness and knowledge of their boundaries with patients; knowing when they 

were over-stepping and not fully taking care of themselves. Having a strong 

boundary was expressed as almost an innate experience, and usually happening 

naturally in the moment of patient care. Participants felt confident and prepared 

when experiencing high quality self-care. Participants also described a strong sense 

of purpose; feeling like they knew the work they were doing was what they were 

supposed to be doing. High quality self-care also took place when participants had 

altruistic experiences and were able to feel more positive towards themselves from 

those experiences. 

When looking at the literature about the self-care needs of the hospice music 

therapist, much of the high quality meaning and experiences the participants 

expressed correlates with other’s thoughts about music therapy in hospice care. 

Participants’ experience of an intimate connection, while still keeping a safe 

boundary by separating themselves from the therapeutic situation, is similar to 

Aldridge’s (2002) and Rykov’s (2001) discussion of participating fully and  



authentically in the moment; connecting to the self, space, music, and patient. 

Hartley (2001), Rykov (2001), and Salmon (1993) all discussed how the music 

therapist experiences, feels, and shares emotions along with the patient. During high 

quality self-care experiences, participants described feeling and sharing emotions 

along with the patient, but had the ability to keep strong boundaries. Hartley (2001) 

and Rykov (2001) also expressed the instance of the patient and music therapist 

falling together into the music, risking the intense and intimate emotions of being in 

that space together. This intense and intimate space may expose the music 

therapist's own emotions, fears, grief, suffering, and spiritual questions (Salmon, 

2005). In the moments of high quality self-care, participants had a strong awareness 

of the self, the boundaries they needed, and the ability to nurture themselves. Dileo 

and Loewy (2005), Rykov (2001), and Salmon (2005) implied that knowledge of the 

awareness for self-care needs is crucial, and managing the emotional pain hospice 

work can bring is important in order to continue to provide meaningful therapy to 

patients (Amir, 2001; Dileo & Loewy, 2005; Rykov, 2001). This is similar to 

participants’ experiences of feeling prepared and grounded before and during a 

session, as well as taking the time to care for themselves as needed in order to keep 

going through their day. Dileo & Loewy (2005), Rykov (2001), and Zabin (2005) 

discussed the importance of having the knowledge of one’s desire to work in 

hospice for self-care. Participants’ feelings of purpose were acknowledged and 

expressed during high quality self-care experiences. 

The experience of poor quality self-care across participants meant 

recognizing the difficulty of hospice work, having an awareness of poor self-  
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care/coping, and having poor boundaries. Participants were experiencing their own 

pain, grief, frustration, and other difficult emotions brought on by the nature of 

hospice care. Practicing poor self-care was known, but participants described not 

being able to stop it—feeling uncertain about how to deal with the emotions and 

transference/countertransference. Poor boundaries were present in times when the 

participants knew they were overstepping and getting too involved with the 

patient/family, or getting too involved with their own emotions. Participants also 

felt a lack of confidence, lack of experience, and uncertainty that music therapy was 

helping the patient during their poor self-care experiences. This progressed to the 

participants wondering and questioning their identity and self-efficacy as music 

therapists. 

The participants’ experience of poor quality self-care correlates with much of 

the literature about the needs of the hospice music therapist. Aldridge (2002), Aigen 

(2005), Magill (2002), and Rykov (2001) all discussed how the music therapist uses 

the self to enhance healing and the music. This intimate use of the self connects with 

the therapist's identity, self-awareness, and self-efficacy. The music therapist 

intimately connects to not only the self, but to the space, music, and the patient 

(Aldridge, 2002; Rykov, 2001), which requires the music therapist to increase self- 

reflection and attention of the self (Rykov, 2001; Salmon, 2005). This intricate 

connection invades boundaries and can make transference and countertransference 

more difficult to understand and cope with. Much of the participants’ experience of 

poor quality self-care was based on poor boundaries and the difficulty of coping 

with uncomfortable transferences and countertransferences.  



The participants expressed much about taking on the emotions of their 

patients and families in their sessions, which is a frequent topic in the literature. The 

music therapist can feel the pain and other emotions of their patients/families 

through the connection the musical space creates (Dileo & Bradt, 1999; Lowey 

1999; Rykov, 2001; Salmon, 1993; Salmon, 2005). The role of the music therapist in 

end of life care can be deeply personal, and it can be difficult for the music therapist 

to manage the suffering and grief that is experienced (Rykov, 2001; Zabin, 2005). 

Through the participants’ experiences of how emotions are transferred, it is clear 

that end of life care is difficult, stressful work, and that those boundaries of 

emotions are easily crossed. Some effects of stress cited in the literature were 

fatigue, feelings of inadequacy, sadness, illness, and avoidance of patients (Stewart 

et al., 2005). Participants shared these effects within their poor quality self-care 

experiences as well. Participants also expressed knowing that they were in a 

situation of poor quality self-care, but not always knowing how to stop it, change it, 

or recover from the experience. 

Significance 

The literature discusses the need for music therapists to have increased self- 

awareness of their desire and motivation to work in hospice (Dileo & Loewy, 2005; 

Rykov, 2001; Zabin, 2005). It is important to understand the self-care strategies for 

hospice music therapists, as well as the ability to identify one’s needs and 

implement a self-care plan (Dileo & Loewy, 2005). Participants were easily able to 

describe an experience of high quality self-care and understood what they were 

doing for self-care in order for the experience to qualify as high quality. On the  
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contrary, at times participants were unaware why they felt an experience was poor 

quality until they took a step back and really thought about that experience. Other 

times, participants knew they were in a situation of poor quality self-care and were 

unable to stop it or change the situation. The participants’ experiences expressed in 

the data provide a deeper meaning of the need for self-awareness about coping 

skills, the ability to keep safe boundaries, the perception of the difficulty of the 

situation, and personal experience/background. Many of the participants stated that 

they have never really thought about self-care in the moment of patient care, 

signifying the importance of developing the awareness of one’s needs to provide 

music therapy at the end of life. 

Virtues 

The phenomenological approach of interviewing and analyzing data was very 

effective for the purpose of this study. Participants commented on the significance 

thinking about self-care had on them during the interview. They were surprised to 

find that they do not think about self-care as much as they felt they could, and found 

it to be interesting and cathartic to share their experiences. The face-to-face 

interviews proved to be helpful for this, as participants were comfortable sharing 

many feelings, emotions, and stories. After the interview, all participants mentioned 

that they plan to think about their own self-care more, and all felt as if they had 

learned something about themselves during the interview. Later in the analysis 

process, participants reported enjoying reading their transcriptions, some learning 

even more about themselves in this process. This simple process of talking about  



self-care seemed to help the participants’ awareness of themselves and their 

individual needs. 

The results of this research show that there are many areas of professional 

and personal development that play a role in one’s ability to care for the self. 

Furthermore, the themes that surfaced in both high and poor quality experiences— 

Self-Efficacy, Boundary, Transference/Countertransference, and Being There—give 

direction to the areas that possibly need to be more prominent in training and self- 

assessment for music therapists in hospice care. Overall, the themes in both 

categories help open up the conversation about strategies of self-care and the need 

for self-care, self-assessments, and stronger self-awareness. Many times the 

perspectives of the participants were based on their own feeling/knowledge that 

they knew they were caring for themselves, or they knew they were stepping over 

boundaries. They also provided a strong perspective about what is helpful and what 

is needed to enhance their own self-care. With this knowledge one can examine the 

concepts of advanced training in hospice care to include more self-awareness in 

these thematic areas. 

The data gathered here provides a stepping stone for further research about 

the self-care of hospice music therapists, especially the effectiveness of advanced 

training and long term effects of high and poor quality self-care. Data also may 

influence interventions, projects, and plans for the advancement of self-care, self- 

assessment, and self-awareness for hospice music therapists. Because burnout and 

compassion fatigue are reported in all healthcare disciplines, data may also 

influence the advancement of self-care for other healthcare professionals working in  



hospice, as well as professionals, including music therapists, working in all 

healthcare settings. 

Limitations and Assumptions 

Although the participants revealed a wide variety of experiences to 

contribute to the data, study data has its limitations. There were only four 

participants with similar backgrounds from the same geographical area. Snowball 

sampling also limited participants to only those of whom research participants 

knew, therefore, there could have been other hospice music therapists in the 

geographical area that were not contacted. All participants had different 

practice/educational backgrounds and a variety of years worked in hospice care, 

which may or may not have affected their means of self-care. 

Within the interview, I assumed that all participants felt hospice work was 

difficult for them, and that they were willing to talk about their experiences in 

hospice care. I also assumed they had had both a high quality self-care experience 

and a poor quality self-care experience. The four participants did all have an 

experience to share of both high and poor quality, and were very open and willing to 

discuss their feelings, meanings, and emotions of working in hospice. 

Reflection 

Self-care practices of hospice music therapists were explored and described 

through in-depth themes that emerged from an array of experiences of providing 

music therapy to hospice patients. The motivation for this research originated in 

wondering how hospice music therapists experience death, the workplace, the 

therapeutic relationship, and their own personal beliefs and qualities. Data strongly  



suggests that the hospice music therapist encounters unique difficulties and 

challenges, as well as unique feelings of purpose and love for the job. From my own 

self-inquiry, most of my questions were answered about how hospice music 

therapists feel within the work they do and how they care for themselves. 

Through the data I was able make sense of my own thoughts and feelings 

about the experience of a hospice music therapist related to the themes that 

emerged. I felt a connection with the participants on many levels. I felt universality 

that I appreciated. I learned about self-care from the participants, and I also learned 

that I have strategies to teach. It was a relief to hear that other music therapists, 

despite their advanced training and/or duration of working in hospice, still struggle 

with caring for themselves. It was also interesting to me that the same participants 

who had advanced training and/or more experience focused more on high quality 

self-care and did not have as much to share about poor quality experiences. I gained 

the awareness of what I need to focus on more in order to take better care of myself, 

as well as further my career as a hospice music therapist. 

An interesting concept that I thought would arise but did not was the notion 

of music associations. The experience of the emotional connection music creates 

was not prominently discussed in the experience of high or poor quality self-care. 

This made me wonder if participants automatically connected their experiences to 

music and did not feel the need to share the association, or if the participants did not 

feel the music/emotional connection influenced their self-care. This is one area that 

is troubling in my own self-care; for example, remembering a specific patient dying 

during a song, thinking of that every time the song is heard, and being taken back to  
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the uncomfortable and/or comfortable feeling of that death. Because of the strong 

research and knowledge of music associations related to boundaries and emotions, I 

expected this to be more prominent in the data. My research questions did not 

specify to include music in the experience, so this would be an interesting topic for 

further research. 

Conclusion 

Managing self-care is an ongoing struggle and need for many hospice 

professionals; especially for music therapists due to the unique therapeutic 

relationship music creates. Thoughts about how to enhance self-care in order to 

reduce burnout and compassion fatigue are important to continue to include in 

training and self-assessment for this area of practice. Understanding the experiences 

of hospice music therapists provides the knowledge of self-care practices and how 

the topic of self-care will continue to benefit from further research, awareness, and 

training. 
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Appendix A 

Informed Consent 

Dear board-certified music therapist, 

You are being asked to participate in a qualitative research study in requirements 

for completion of a Master of Arts in Music Therapy at Saint Mary-of-the-Woods 

College, Self-Care of Hospice Music Therapists: A Phenomenological Study, with 

primary researcher, Brittany Scheer, MT-BC, under supervision of Tracy Richardson, 
PhD, MT-BC. 

Purpose: 

The purpose of this study is to explore the self-care practices of hospice music 

therapists. A phenomenological inquiry will be done through interviews of hospice 

music therapists. Phenomenological research aims to study the lived human 

experience of being in the world (Forinash & Grocke, 2005). 

For the purpose of this study, a hospice music therapist will be defined as any 

board-certified music therapist currently working with the terminally ill or working 

with the terminally ill in the past for a minimum of five hours per week and for at 

least one year. Self-care will be defined as the attitudes, perceptions, and practices 

the music therapist uses to manage personal and professional stresses and 

experiences in order to create a balanced emotional, physical, and spiritual life. The 

primary research question of this study is: 

e What are the experiences of self-care for the hospice music therapist? 

Further research questions include: 

* What is the experience of high quality self-care? 

* What is the experience of poor quality self-care? 

* What are the similarities, differences, and meanings of both experiences? 

You are being asked to participate in this study because you are listed as a board- 

certified music therapist working in hospice for at least one year and at least five 

hours per week, and live in the geographic area of the researcher. 

Procedures: 

As a participant in this study you will be participating in an in-depth 

phenomenological interview process to discuss your experiences and meaning of 

self-care as a hospice music therapist. One interview approximately 90-120 minutes 

long will take place in a setting convenient for you. Scheduling will take place prior 

to the first interview and after informed consent. Interviews will be audio recorded 

and then transcribed for data analysis. Data analysis will be coded through 

recognition of themes from the information shared, and only the researcher and the 

thesis committee will have access to the analysis process. A culled transcription of 

the interview will be sent to you and a follow up telephone call will take place to 

discuss the transcription to verify accuracy of your experience. Up to and at this  
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point if you do not want your analysis to be included in the study you have the right 

to withdrawal from the study. After this the culled transcription will be used for 

analysis of themes and meaning for the phenomenological analysis. 

Risks/Benefits 

There is a relatively low risk for participating in the interview process, however 

risks include increased emotional stress due to the nature of discussing the 

experiences of strong emotional connection within the relationship with terminal 

patients. Uncomfortable memories, feelings, and/or flashbacks could be experienced 

that may affect emotional and/or physical stress. If increased emotional stress is 

experienced and you wish to stop the interview process, you may. Your interview 

questions up until that point may be used for data analysis upon your further 

discretion. A list of counselors in the area will be available if needed. Benefits of the 

study include understanding more about the experiences hospice music therapists 

have to further the knowledge needed to enhance training in self-care and self- 
awareness. 

Confidentiality 

Each interview will be coded numerically and names and places will be changed to 

ensure confidentiality. Data will be locked and stored for five years and then 

destroyed. Results will be published in the researcher’s Thesis and could potentially 

be used for future educational purposes and publishing. 

Freedom to Withdraw 

Participants may choose to opt out of the study at any time until after the follow-up 

telephone discussion of the culled transcription where the participant verifies the 

accuracy of their experience. [A culled transcription of the interview will be sent to 

you and a follow up telephone call will take place to discuss the transcription to 

verify accuracy of your experience. Up to and at this point if you do not want your 

analysis to be included in the study you have the right to withdrawal from the study. 

After this the culled transcription will be used for analysis of themes and meaning 
for the phenomenological analysis.] 

If you have any questions about the research study please contact the researcher or 

advisor. Participants are encouraged to ask questions or voice concerns at anytime 

during the research process. 

Signing below recognizes that you understand the above information and agree to 
participate in the study. 

  

Signed 

Contact Information:  



Brittany Scheer, MT-BC 

Primary Researcher, MAMT Student 
bscheer@smwc.edu 

937-638-8120 

Tracy Richardson, PhD., MT-BC 

Advisor, Director of Masters in Music Therapy, Department Chair 
trichardson@smwec.edu 

812-535-5154 

Dr Jennie L. Mitchell, CPA, CMA 

Chair, Human Subjects Institutional Review Board 
jmitchell@smwc.edu 

812-535-5279 

Thank you, 

Brittany Scheer, MT-BC 

 



Appendix B 

Interview Protocol 

Statement of purpose: 

This interview is being done to explore your experiences of self-care as a hospice 

music therapist. 

Phenomenological Inquiry 

Semi-Structured Interview Questions: Questions are open-ended and seek to obtain 

the fullest description of the experience; therefore exact phrasing and/or question 

order may change to suit the interviewee’s experience (Forinash & Grocke, 2005). 

Think back to an experience while providing services to a patient that you feel you 

implemented high-quality self-care. 

Describe this experience. 

What were you feeling as you implemented the self-care? 

What were you experiencing that you consider this high-quality self-care? 

What were the feelings after implementing this self-care? 

What was it that prompted the need for the self-care? 

Describe the experience that prompted the need for self-care. 

What were you feeling during this experience? 

What does this high-quality level of self-care mean to you? 

Think back to an experience while providing services to a patient that you feel you 

implemented poor-quality self-care. 

Describe this experience. 

What were you feeling as you implemented the self-care?  



What were you experiencing that you consider this poor-quality self-care? 

What were the feelings after implementing this self-care? 

What was it that prompted the need for the self-care? 

Describe the experience that prompted the need for self-care. 

What were you feeling during this experience? 

What does this poor-quality level of self-care mean to you? 

 



Appendix C 

Informed Consent: Addendum 

Dear Participant: 

I am requesting further consent for your participation in my thesis, Self-Care 

Hospice Music Therapists: A Phenomenological Study. Upon further review by my 

thesis committee, your confidentiality was questioned due to the inclusion of direct 

quoted narratives from your interview. 

Data Analysis 

Initially, you agreed to have your transcription included in phenomenological data 

analysis. Phenomenological data analysis includes several common practices in 

qualitative research, including reconstructed participant narratives. Reconstructed 

participant narratives are meaningful statements taken from participants’ interview 

transcriptions that represent the themes discovered in phenomenological data 

analysis. It is common to include these reconstructive narratives in the results of the 

publication of the research. 

Request 

[ am requesting to include reconstructed participant narratives in the final thesis. 

These narratives are taken word-for-word from your interview transcriptions with 

statements reconstructed to follow the sequence of meaningful themes that 

emerged from data analysis. 

Rationale 

a) The narratives give a complete perspective of participants’ experiences, and put 
the thematic material in context 

b) Including reconstructed participant narratives is a common practice in 

qualitative research, especially when the benefits often outweigh the risks (e.g. not 

including the narratives may reduce the value of the outcomes, and actually 

compromise the welfare of the participants, because the benefits would no longer 

outweigh the risks they underwent in participating) 

¢) The narratives are essential to the meaningfulness of the research 

Confidentiality 
All names, places, and any other information that I thought could be identifying was 

taken out and/or changed within the narrative to ensure your confidentiality. 

However, with including your narrative in the thesis, your language could possibly 

be recognized. You have the freedom to choose not to include your reconstructed 

narrative in the thesis due to this possibility. 

Please take the time to read your reconstructed narrative for your own awareness 
of what would be printed in the thesis. You will find one narrative for your high 

quality self-care experience and one narrative for your poor quality self-care  



experience. Please contact me with any questions or concerns you may have. 

Signing below recognizes that you understand the above information and consent to 

include your reconstructed narrative in the thesis. 

  
  

Signed 

Contact information 

Brittany Scheer, MT-BC 

Primary Researcher, MAMT Student 

bscheer@smwc.edu 

937-638-8120 

Tracy Richardson, PhD., MT-BC 

Advisor, Director of Masters in Music Therapy, Department Chair 

trichardson@smwc.edu 

812-535-5154 

Dr Jennie L. Mitchell, CPA, CMA 

Chair, Human Subjects Institutional Review Board 

jmitchell@smwc.edu 

812-535-5279 

Thank you, 

Brittany Scheer, MT-BC 

 


