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ABSTRACT  
Delirium and agitation are highly prevalent in the last days of life for cancer 
patients and can be distressing for patient, family and staff. Although 
guidelines recommend meticulous assessment of spiritual and psychological 
factors and a holistic response, in practice sedation is commonly used 
(particularly in hospital settings) in spite of ethical, professional and family 
ambivalence and mis-communication around this practice. A Compassion-
Focused Relational Music Therapy (CRMT) approach proposes that the “thin 
place” between life and death can be explored and held within music, 
potentially reducing patient, family and staff distress (a ’triangular model of 
suffering’) and provide an important bridge between care-giving and 
bereavement. A mindful approach (breath, body-awareness, compassion) 
integrates with the use of ‘vocal holding’ and ‘lullament’ in order to support the 
elements of a ‘good death’; safety, peace, love, forgiveness and letting go. This 
article describes a case study of a CRMT intervention with a hospice patient 
dying from mesothelioma. It also presents a mixed-methods feasibility study 
research protocol. 
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INTRODUCTION 
How people die remains in the memory of those who live on  

Dame Cicely Saunders  
 

As a hospice-based music therapist, I have often been called to the bedside of an agitated or 
delirious cancer patient in the last days or hours of their life. Usually the most pressing need is to 
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offer support to anxious family members, distressed by their loved one’s agitation. Staff may have 
had this anxiety directed towards them, which can create a stressful atmosphere on the ward.  

We know that communication between families, patients and staff in the last days and hours is 
crucial (Neuberger, 2013).  Compassion-Focused Relational Music Therapy (CRMT) aims to support 
a delicate and potentially fraught relational triangle, which includes patient, family and hospice staff. 
This music therapy intervention aims to “steady the ship” and provide patient and family with a ‘held’ 
space within which meaningful last words and acts can occur.  

Staff have told me that music therapy can relieve agitation for the patient, soothes and 
supports the family and thus relieves their stress. Families have said that they observed a change in, 
or made an important connection with, their loved one. At post-bereavement meetings, families 
reported feeling that the intervention helped them to feel calm and less fearful, and that it left them 
with a lasting positive memory of the death. 

Music therapists have been evaluating their work in palliative care for over 40 years (Munro & 
Mount, 1978), and in 2007 over 60% of US hospices offered music therapy (Bercovitz, Sengupta, 
Jones & Harris-Kojetin, 2007). Despite evidence of acceptability to other professionals, patients and 
families (Demmer & Sauer, 2002; O’Kelly & Koffman, 2007), there is limited high-quality evidence 
reporting effectiveness for palliative care outcomes including pain (Gutsgell, 2013; McConnell, 2016) 
anxiety (Palmer, Lane, Mayo, Schluchter & Leeming, 2015), quality of life, (Hilliard 2003) and self-
reported spirituality (Wlodarczyk, 2007). To date, no evidence of effectiveness exists for music 
therapy for terminal agitation; although one small, uncontrolled study shows reduction of agitation 
with prescriptive harp music during the dying process (Freeman, 2006). Another study reports that 
music therapy and progressive muscle relaxation reduced anxiety and fatigue and increased quality 
of life in family caregivers of hospice patients, although again the strength of evidence is weak (Choi, 
2010). 

A review of the qualitative evidence for music therapy in palliative care and oncology describes 
the meaningfulness and importance of music therapy for patients, their families and staff. 
(O’Callaghan, 2009) A recent systematic review reported evidence of effectiveness for music therapy 
and behaviour disorders, anxiety and agitation in advanced dementia. (Gómez-Romero et al., 2017) 
This may provide enough of a signal to warrant investigation in an advanced cancer population who 
may share neuro-psychological characteristics at the end-stage, including delirium, agitation, anxiety 
and cognitive dysfunction (Macleod, 2007). 

What is Compassion-Focused Relational Music Therapy (CRMT)? 

Compassion-Focused Relational Music Therapy (CRMT) is described in the following case study of a 
hospice patient in the last days of life. Compassion-focused refers to a mindfulness-based approach 
to care, grounded in a mindfulness training and in an embodied, daily practice. There is some 
evidence that introducing mindfulness to hospice teams reduces distress, improves compassion and 
the ability to be with uncertainty (Bruce & Davies, 2005). Compassion can be described simply as the 
Buddhist philosophy of “metta” (loving-kindness), generated by practice of self-awareness and self-
compassion (Gilbert, 2005). Relational refers to the focus on relationships in the therapy. My thinking 
about and response to the agitated patient, family in the room and staff dynamics is informed by 
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attachment theory (Bowlby, 1999) relational psychotherapy (Slochower, 2013) and family systems 
therapy (Broderick, 1993). The integration of these theoretical and practical techniques – although 
not necessarily unique – is descried here as CRMT and represents the bringing together of Western 
psychodynamic and Eastern philosophical and practical approaches that I have found helpful in 
working at “the thin place”.   

This paper goes on to describe a clinical encounter with a patient experiencing terminal 
agitation and his attending family, and a music therapy intervention (CRMT) in a hospice setting.  I 
then present a review of evidence highlighting the complexity of terminal agitation and ethical issues 
around sedation, and a research protocol which –if funding were secured– could add to a growing 
evidence base to support the need for creative psycho-social-spiritual interventions such as music 
therapy to support patients and families at the end of life. 

CASE STUDY1 
Richard was an engineer in his 60s with pleural mesothelioma (an aggressive 
malignant lung disease, usually caused by exposure to asbestos). Richard had 
been admitted to the hospice in-patient unit for symptom relief and end-of-life 
care due to refractory breathlessness and anxiety that could not be managed at 
home. Doctors were prescribing low-dose morphine for the breathlessness and 
midazolam for the anxiety, and he was on continuous oxygen. I met with 
Richard soon after his admission and he had enjoyed my singing with a Tibetan 
bowl, precipitating a conversation about Eastern spirituality and a short, shared 
mindfulness practice (sitting together, relaxing the body and allowing the 
breathing to down-regulate). He was not interested in chaplaincy. The session 
had reduced his anxiety and breathlessness and he had been able to sleep 
post-session without the aid of anxiolytics.  

The day before Richard’s death, the staff requested another music therapy 
session. The team were concerned about the dynamic in Richard’s room where 
his current partner and daughter from his first marriage were in attendance. 
Tensions between the two women were running high; each wanting to be at the 
forefront, competing for Richard’s attention and to be the most useful, the most 
loved and loving. Richard was agitated and delirious, attempting to get out of 
bed, take off his oxygen mask and crying out, exacerbating both family and 
staff anxiety. The doctor on duty was concerned; Richard was on the maximum 
dose of sedatives/opioids without being deeply sedated and the situation with 
the family was becoming hard to manage. Could I come and “do something”? 

Before entering Richard’s room – feeling anxious myself at what felt like a 
huge responsibility – I paused for a moment at the door to use specific 
mindfulness techniques (watching and steadying my breath, becoming aware 
of bodily sensations of anxiety and grounding through my feet) in order to 
arrive in the best possible state, ‘tuned-in’ and ‘tuned up’. Once in the room and 
after introductions, I suggested these techniques to support the distressed 
family members (an invitation to sit, to breathe, to relax and steady the body). 

 
1 People’s names are disguised. 
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This “held” the situation, alleviating immediate high-octane distress in the 
caregivers, so that I could then turn my attention to Richard. Being directive in 
this way afforded a grounding focus for Richard’s family who were feeling 
helpless and frightened. Once seated close to Richard, and including the by-
now settled partner and daughter in the tableau by the bed, I used simple 
musical tools – voice and guitar tuned to DADGAD (an open chord) – directed 
towards Richard. The music was initially a non-verbal “vocal holding” (Austin, 
2004) which has been described as “lullament” (O’Callaghan, 2008). This 
combines elements of lullaby (a spacious, three-time simple melody, timed in 
response to the patient’s breathing, vocalisations and movements) and lament: 
an expression of sadness and grief (tapping into the emotions of the partner 
and daughter). This then became sung words and phrases, similar to those 
described by Kehl (2006) and Byock (1998) as the psycho-spiritual tasks or 
components of a “good death” (peace, letting go, love, forgiveness, safety). The 
session lasted about 30 minutes in total and consisted of active music for 
about 15 minutes (holding the “thin place” for the patient) and verbal support 
and guidance (steadying the breath, grounding the body) for the partner and 
daughter. Once Richard was settled and the atmosphere in the room was 
steady again with both women sitting beside him holding his hands, crying but 
calm – I left. 

Richard died peacefully early the next morning. His partner spent some time 
outside the room during the intervening hours (relinquishing the space) and the 
daughter continued to sing and breathe with her father. Both women were with 
him when he died. 

Post-death the daughter and partner reported they found the session helpful 
for themselves, and perceived it had also facilitated a good death for Richard. 
At the staff debrief there was a sense of relief that “something happened to 
make things better” and it was subsequently reported that the relationship 
between daughter/step-mother had improved around the death and post-
bereavement. The intervention also changed staff perception of music therapy 
from primarily a scheduled therapy with the more well patients, to something 
that could be useful in acute situations on the ward for symptom management. 
This led to music therapy being requested routinely on the ward, and the 
generation of more staff training delivered by myself in how to use simple 
techniques from the traditions of yoga and mindfulness (breath and body 
awareness, grounding techniques, qualities of silence) for the support of 
patients and families during times of distress and agitation, and to manage 
staff’s own stress and sense of powerlessness.  

 
This case – and subsequent cases over a period of five years of hospice practice – suggests 

that CRMT can provide an important ‘bridge’ between caregiving and bereavement at the ‘thin place’ 
(the liminal space of dying) and promote a positive relational legacy for those left behind. In addition, 
it may support staff dealing with the moral distress of not being able to ‘fix’ a distressing situation, 
allowing a creative-spiritual space for ‘being’ held by music, rather than a medical space for ‘doing’ 
when there is really nothing to be done but allow the death to occur as peacefully as possible. The 
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suggestion is not that music therapy replaces pharmacological interventions, rather that it may be 
an integrative psycho-social-spiritual complement to best medical practice in the dying phase. 

Figure 1 describes the interrelatedness of distress caused by terminal agitation, and the way in 
which CRMT may support those experiencing it directly or indirectly. 

RESEARCH PROTOCOL2  
What follows is a research protocol for a mixed-methods feasibility study which aims to explore in 
some depth the experiences of family caregivers and staff, their perceptions of CRMT for themselves 
and for the dying patient. The study also aims to explore ethical concerns such as obtaining 
advanced consent from patients and families, and the feasibility of using quantitative observer-rated 
measures such as the Communication Capacity Scale and Agitation Distress Scale (Morita, 2001) to 
assess whether CRMT reduces terminal agitation in patients with advanced cancer.  
 

 

 

 

 

 

 

 

 

Figure 1: Compassion-Focused Relational Music Therapy (CRMT) and the triangular model of suffering 
(Cherny, 2010) adapted for terminal agitation in palliative care 

Background 

Terminal agitation: Definition, prevalence, etiology and risk factors 

Terminal agitation or restlessness, often characterised by symptoms of cognitive impairment or 
delirium, is common in cancer patients in the terminal phase (Macleod, 2007), which is defined in the 
literature as the “last days of life” (Head & Faul, 2005; Ellershaw & Ward, 2003). 

Defining ‘terminal agitation’ is complicated by the common use of interchangeable terms that 
together comprise a syndrome of symptoms that may include emotional disturbance, verbal or 
behavioural expressions of anxiety, distressed behaviours including physical irritability and erratic or 

 
2 The research protocol presented here is based on an assignment for my MSc in palliative care at the Cicely Saunders Institute, King’s 
College London (2016). 
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angry movements, confusion and hallucinations. These are described across the literature as 
terminal agitation, terminal restlessness and terminal delirium (Kehl, 2004; Kelly, 2006). 

Delirium as a specific symptom occurs in up to 88% of cancer patients in the last few days of 
life, (Agar, 2016; Pereira, 1997) and is characterised by acute onset and fluctuations in 
consciousness (Macleod, 2007).  Non-reversible delirium in palliative care settings is seen as a 
reliable indicator of impending death (Lawlor & Bush, 2014) and presents as hypoactive (reduction in 
wakefulness, low affect, often misdiagnosed as depression) or hyperactive (hyperalert, hypervigilant, 
physically agitated) (Breitbart, 1995). 

It is the latter, hyperactive form of delirium that is often described as terminal “agitation” or 
“restlessness”, yet these terms are not clinically specific. Terminal agitation/restlessness is, then, a 
pseudo-diagnostic term and appears to be a catch-all for distressing psychological symptoms and 
behaviours at the end of life. 

Prevalence figures for terminal agitation are lacking due to difficulties with definition and 
reliable tools for screening, but one 20-year-old report states 42% in the last days of life (Lichter & 
Hunt, 1990), with a more recent survey reporting a mean estimate of 40% (Head & Faul, 2005).This 
survey of hospice professionals cited perceived psychosocial and spiritual factors more than 
physical causes. These mirror those in the extant literature; fear, loss of control and dignity, 
existential anguish, unfinished business, the need for reconciliation (Hall, 2014). Managing these 
factors well has been identified by a literature review as the components of a “good death” (Kehl, 
2006). 

Risk factors for non-reversible terminal agitation include an older-aged cancer population, 
where dementia may be a factor, alcohol and drug withdrawal, history of a pre-existing psychiatric 
condition, and complex or dysfunctional family dynamics. (Agar, 2012; Bush, 2014) 

Treatments – evidence, guidelines and ethical issues 

Once the causes of agitation and/or delirium have been addressed by clinical assessment and 
reversible causes treated, non-pharmacological and environmental strategies are recommended 
(NHS Scotland, 2014). These may include adjustments to lighting, 1:1 nursing, recorded music, 
reassurance, touch and spiritual care where appropriate. Involving family caregivers (FCGs) in care 
has been shown to be helpful in the management of hyperactive delirium in a hospital setting 
(Meagher, 1996) and a recent review of non-pharmacological interventions for agitation in dementia 
showed efficacy for music therapy, person-centred care, and sensory intervention (touch) 
(Livingston, 2014). 

Where the agitation remains refractory – causing sustained distress – palliative sedation is 
recommended. (Claessens, 2008).  The European Association for Palliative Care (EAPC) has 
established a framework for the practice of sedation in Palliative care (Cherny, 2009). 

Best practice includes:  

• Communication with patient and family to ensure clarity about the goals, risks and benefits of 
sedation. 

• Assessment of social, psychological and spiritual factors for the patient’s distress. 
• Addressing family and staff emotional and spiritual distress.  
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The qualitative literature reveals themes of clinician ambivalence about sedation; causing the 
loss of a patient’s ability to communicate and fulfil the “dying role”(Gawande, 2014) conflicts with 
the wish to prevent suffering (Brajtman, 2006; Breitbart & Alici, 2008; Morita, 2007). Fears that 
sedation is hastening death cause moral suffering for families and staff (Morita, 2004); despite 
evidence to the contrary, including a Cochrane review (Beller, van Driel, McGregor, Truong, & Mitchell, 
2015).  

UK national guidance 

In 2004, NICE guidelines called for improvements in assessment of, and support for, psychological, 
social and spiritual needs of dying cancer patients (NICE guidance, 2004). Subsequently, and in the 
wake of the Liverpool Care Pathway’s demise (2013), “One chance to get it right” (2013)  states that 
the dying person’s spiritual, psychological, and emotional needs must be assessed and reviewed and 
these outcomes discussed with patient and family. The document also reflects on the findings from 
the More Care, Less Pathway report that sedation may have been routinely used without clear 
communication with patient/family, thus causing distress. 

Patient experience – what do we know? 

Understanding patient experience of terminal agitation is difficult for ethical and practical reasons. 
Hospital patients who recovered from an episode of hyperactive/agitated delirium was recalled by 
over half the respondents and found to be distressing by 75% (Breitbart, 2002). Bruera (2009) also 
found that over 81% of patients with advanced cancer experiencing delirium found it distressing. 
However, there is evidence that not all delirious episodes are negative, and that these liminal 
experiences may be comforting and spiritually symbolic (Morita 2019; Schofield ,1997; Wright, 2015). 

In Japan, Morita (2007) found that up to one third of family members (n = 242) perceived 
delirium as a normal part of the dying process, with hallucinations and incoherent speech as 
transcendent experiences connected with the patient entering the spirit world. The importance of 
cultural and spiritual sensitivity to terminal delirium is recognised as being part of a ‘good death’ 
(Callanan & Kelley, 1992). 

Family caregiver (FCG) distress and bereavement outcomes 

FCGs (here defined as those looking after and spending final days with their loved one, whatever 
their relationship) are profoundly affected by witnessing terminal agitation in the last few days of life, 
and which, when perceived as distressing, negatively affects bereavement outcomes (Brajtman, 
2003; Finucane, 2017). There has been a recent call in the literature for more research and support 
for FCGs in the patient’s dying phase, acknowledging the importance of linking pre-death caring and 
post-death bereavement (Stroebe & Boerner, 2015; Wee, 2017). 

The Textbook of Palliative Nursing (USA) (Ferrell & Coyle, 2005) suggests supporting patients 
and FCGs by entering into the subjective, symbolic world of the patient whose agitation and non-
reversible delirium may be seen as “nearing death awareness” (Callanan & Kelley, 1992). This 
normalising encourages completion of the “tasks of dying”; I forgive you, Forgive me, Thank you, I 
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love you, Goodbye, which may help in the achievement of a peaceful death, and FCGs in their 
bereavement (Byock, 1998). 

Staff perspectives  

Surveys and a focus group exploring terminal restlessness/agitation/delirium from the perspective 
of hospice professionals around the world, in Israel (Brajtman, 2006) America (Head & Faul, 2005) 
and Japan (Morita, 2004), found converging themes about its causes, meaning and treatment.   
These included a felt lack of understanding and knowledge about TA, which was agreed to be 
complex and mysterious: ‘It's a war, it’s a patient’s private war’ (Brajtman, 2003). There was also 
ambivalence about treating TA with sedation and reducing the patient’s ability to communicate with 
family (Morita 2004). 

Relational distress requires a relational response  

The World Health Organisation definition of palliative care embraces the family system, as does 
Cicely Saunders’ concept of the “unit of care”. Cherny’s “Triangular Model of Suffering” (2010) 
describes the interrelatedness of suffering in advanced cancer.  Wright’s 2014 review explored 
‘relational ethical’ dimensions of end-of-life delirium by looking at experiences of relational tension 
and perceived meanings in delirious agitation. The study found that it is vital for hospices to provide 
a safe place for dying and that the personhood and dignity of the dying person is of paramount 
importance. The dominance in current research on pathophysiology, prevalence, detection and 
management (i.e., a deficit model) has led to end-of-life delirium being conceptualised as a “problem 
to be managed” rather than a “lived experience” to be understood.  “Delirium as letting go” (Wright, 
2015) highlights the importance for families and staff to frame changes in the patient’s behaviour, 
consciousness, and personality as natural signs of normal dying. Carolan’s (2015) review assessed 
how distress is conceptualised in families receiving palliative care: research into dyads abound 
(Braun, 2012; Fleming, 2006; Traa, 2014) yet there is a paucity of research looking at distress as a 
relational construct. Smith and Carolan (2015) develop the theory for a systemic construct of 
distress in families receiving palliative care, describing the way that distress “reverberates within the 
family system” and highlights how poorer family functioning and communication leads to greater 
distress for patient and FCGs in the terminal phase, thus the need for interventions to address this.  

It is into this arena of uncertainty and potential conflict that music therapy may have utility as 
a non-pharmacological, holistic intervention to support patient, family caregivers and staff. 

Aims, objectives and methods 

Following the Medical Research Council (Craig, 2008) and MORECare (Higginson, 2013) guidance for 
the evaluation and development of complex interventions, the proposed study uses Cherny’s 
“triangular model of suffering” (Hanks, 2011) and Smith and Carolan’s “Distress as a systemic 
construct” (2015) as the basis for a conceptual framework. These frameworks describe A) the 
interrelationship between patient, family and staff distress in advanced cancer, and B) the way 
distress reverberates throughout family systems in palliative care settings. This links with 
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attachment and relational theories, which have a long tradition in music therapy practice. To date, 
these concepts have not been applied to music therapy for terminal agitation in advanced cancer. 
This feasibility study will seek to develop the theory underpinning the intervention in order to direct 
future practice and research. The primary aim is to assess whether it is feasible and acceptable to 
carry out a mixed-methods study in a population of advanced-cancer hospice patients with terminal 
agitation, and to understand the experiences of the intervention on FCGs and staff. 

Objectives 

a) To assess whether it is feasible and ethical to apply the observer-rated Richmond Agitation 
Distress Scale (Bush, 2014)  during the period of the patient’s terminal agitation. This will 
inform issues of measurement validity, feasibility and acceptability. 

b) To understand families’ experiences of CRMT and their perceptions of its effect on their 
agitated relative, their own distress and subsequent bereavement.  

c) To explore staff perceptions and experiences of CRMT. 

d) To develop the theoretical basis for CRMT as a psycho-social-spiritual intervention to 
support patient, family and staff with terminal agitation. Developing a theory aids 
intervention fidelity and optimisation, which are important aspects of developing and 
implementing complex interventions in palliative care (Demiris, 2014). 

Methods: Data collection and analysis 

Stage A: The observer-rated Richmond Agitation Distress Scale will be applied pre-post the MT 
intervention by a trained research nurse over a period of six months to a convenience sample. All 
patients with advanced cancer and a nominated caregiver admitted to the hospice will be offered the 
opportunity to take part in the study and advanced consent sought. Stage B: Families’ experiences 
will be explored via semi-structured post-bereavement interviews with the nominated caregiver. 
Stage C: A focus group will capture staff perceptions at the end of the six-month study period. Data 
from stages B and C will be analysed, informed by interpretive phenomenological analysis (Chapman 
& Smith, 2002). 

Feasibility data and qualitative findings will be analysed separately, then interpreted and 
triangulated (Bryman, 2006) to present a multidimensional picture of the effects of CRMT for 
terminally agitated patients with advanced cancer, their families and hospice staff.  

It is hoped that if this study were to take place, integrated data from these mixed-methods 
approaches would ascertain whether the intervention and study methods are feasible and 
acceptable to patients, FCGs and staff from an ethical perspective. It would also help understand 
how CRMT affects agitated patients from the perspective of their FCGs at the time and into 
bereavement, the impressions of staff, and the interrelationship between all three. Furthermore, 
research data would offer a theoretical and methodological basis for future research in order to 
develop evidence-based holistic care for patients at the end of life as per recommendations, and 
support the provision of music therapy within palliative care settings.  



Approaches: An Interdisciplinary Journal of Music Therapy  Binnie 

84 

CONCLUSION 
Terminal agitation is common at the end of life in advanced cancer. Research into this symptom is 
highlighted as a priority in NICE guidance (2013) and in a National Survey of Service Users (2015). A 
recent systematic review of terminal agitation found that supporting caregivers and reducing their 
distress should be a goal of future intervention studies (Finucane, 2017). CRMT may offer a unique 
and direct mode of psycho-social-spiritual care for patient and family through the dying process 
alongside medical management. It is a holistic intervention that acknowledges and celebrates what 
Viktor Frankl (2011, p. 34) called “wholeness – the integration of spiritual, psychic, somatic and 
physical aspects” of a person, through lapses in cognitive function and consciousness, via the “thin 
place” and right to the end of life. Infusing music therapy in palliative care with aspects of 
mindfulness is an emerging field that warrants further exploration (Lesiuk, 2016). It is this therapist’s 
experience that integrating mindfulness with music therapy enhances authentic therapeutic 
relationship, and allows space for a non-religious spiritual aspect to the encounter which, towards 
the end of life, can be very important for both patient and family, whatever their religious/cultural 
affiliation. It also supports the therapist’s ability to work sustainably within situations of suffering 
and heightened distress, such as with agitated patients and families in hospice settings. This in turn 
has a subtle ripple effect on the multidisciplinary team (Bruce & Davies, 2005), who are often under-
supported and lacking in techniques to manage the hidden costs of day-to-day working with 
suffering. There is potential here for music therapists embedded within medical teams to offer 
everyone they come into contact with a model for a creative, self-aware and compassionate way of 
being. This may positively affect the working environment and encourage professionals’ confidence 
to rely on themselves and their humanity as a vital clinical tool alongside professional competencies. 
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Ελληνική περίληψη | Greek abstract 

Αναζητώντας το «λεπτό μέρος» μεταξύ ζωής και θανάτου:  
Η Σχεσιακή Μουσικοθεραπεία με Έμφαση στη Συμπόνια (CFRMT) 
και η εφαρμογή της στην τελική διέγερση σε προχωρημένο 
καρκίνο σε ένα πλαίσιο ανακουφιστικής φροντίδας 

Katie Binnie  

ΠΕΡΙΛΗΨΗ  

Το παραλήρημα [delirium] και η διέγερση [agitation] είναι ιδιαίτερα διαδεδομένα τις τελευταίες ημέρες της 
ζωής για τους ασθενείς με καρκίνο και μπορεί να είναι οδυνηρά για τον ασθενή, την οικογένεια και το 
προσωπικό. Παρόλο που οι κατευθυντήριες γραμμές συνιστούν τη σχολαστική αξιολόγηση των 
πνευματικών και ψυχολογικών παραγόντων και μια ολιστική αντιμετώπιση, στην πράξη (ιδίως σε 
νοσοκομειακά περιβάλλοντα) χρησιμοποιείται συνήθως η καταστολή, παρά τις ηθικές, επαγγελματικές και 
οικογενειακές αμφιβολίες και την κακή επικοινωνία γύρω από αυτήν την πρακτική. Μια προσέγγιση που 
βασίζεται στη Σχεσιακή Μουσικοθεραπεία με Έμφαση στη Συμπόνια [Compassion-Focused Relational Music 
Therapy (CRMT)] προτείνει ότι το «λεπτό μέρος» μεταξύ ζωής και θανάτου μπορεί να διερευνηθεί και να 
κρατηθεί εντός της μουσικής, μειώνοντας ενδεχομένως το άγχος του ασθενή, της οικογένειας και των 
επαγγελματιών (ένα «τριγωνικό μοντέλο πόνου»), και να προσφέρει μια σημαντική γέφυρα μεταξύ της 
παροχής φροντίδας και του πένθους. Μια ενσυνείδητη προσέγγιση (αναπνοή, συνείδηση του σώματος, 
συμπόνια) ενσωματώνεται με τη χρήση του «φωνητικού κρατήματος» και του «νανουρίσματος-μοιρολογιού» 
[lullament] προκειμένου να υποστηριχθούν τα στοιχεία ενός «καλού θανάτου»: η ασφάλεια, η γαλήνη, η 
αγάπη, η συγχώρεση και η αποχώρηση. Αυτό το άρθρο περιγράφει μια μελέτη περίπτωσης μιας παρέμβασης 
CRMT με έναν τερματικό ασθενή που πέθαινε από μεσοθηλίωμα. Παρουσιάζει επίσης το πρωτόκολλο 
έρευνας μιας μελέτης σκοπιμότητας μεικτής μεθοδολογίας. 

ΛΕΞΕΙΣ ΚΛΕΙΔΙΑ  
ανακουφιστική φροντίδα, προχωρημένος καρκίνος, τερματική διέγερση [terminal agitation], 
μουσικοθεραπεία, συνειδητότητα [mindfulness], συμπόνια [compassion], πνευματική φροντίδα,  
ψυχολογική φροντίδα 

 

 
 

 


