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Background: The palliative care people present needs that can be partially met by complementary intervention. Approaches based on the use of hypnosis and music are increasingly being studied and have shown potential benefits on pain, anxiety, and wellbeing for many populations including those in palliative care.

Objective: This study aims to present the initial process of creating and refining a hypnosis and music intervention program intended for persons in palliative care, with a panel of experts of diverse relevant backgrounds. It also aims to evaluate its feasibility, preliminary acceptability, and content.

Methods: To achieve the objectives, we followed ORBIT recommendations for the development and redesign of behavioral interventions (phase I a-b). Based on a meta-analysis, reference interventions were identified and then adapted to the target population. Twenty-two experts from different backgrounds were consulted to obtain their evaluation on the acceptability, feasibility, and content of the interventions.

Result: The various components of the program were deemed appropriate or very appropriate by over 80% of the experts. However, possible risks were raised related to some uncertainty about the reactions of individuals to the intervention. Several experts (32%) indicated potential adverse effects consisting of negative emotional experiences during the sessions. Modifications were proposed specifically to reduce or mitigate this risk. Over 90% of the experts considered that the revised program provides a safer and more appropriate intervention for palliative care persons.

Conclusion: A mixed intervention program with hypnosis and music has been developed and attained a high level of consensus by the experts. The proposed intervention is ready to be assessed for clinical efficacy in a pilot study (ORBIT Phase II).
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INTRODUCTION

The quality of life of patients in end-of-life palliative care is a fundamental issue for them and their families. It is at the heart of the comfort care provided at this stage of life (1). Fifty to seventy percent of cancer patients in England wish to die at home (2). Their choice to live these last moments in their residence meets an important need. However, this approach is demanding and refers to issues that people in palliative home care face on a daily basis. Palliative care mobile teams may be confronted with patient anxiety, pain and suffering as well as the presence of medication-related side effects (1, 3, 4). Other organizational challenges refer to difficulties in accessing resources and services at all times of the day (5).

To address the challenges related to the quality of end-of-life care, there is a variety of complementary non-pharmacological interventions (6). A complementary approach refers to “a non-mainstream approach used together with conventional medicine” (7). Among these proposals, interventions based on music and hypnosis are relevant.

Music intervention is an umbrella term referring to an intervention using music. Music medicine intervention is defined as “listening to pre-recorded music, offered by medical staff” (8). Music medicine differs from music therapy in that it does not focus on the therapeutic relationship between a provider and a patient (9). Several disciplines, including music therapy, community music, music education, daily use of music, and music medicine, may involve interrelationships between music, health, and wellbeing (10). The musical intervention developed here is part of the conceptual framework of music medicine and belongs to the category of complementary approaches, contrary to music therapy which is considered as a discipline. The musical approach we chose is based on previous studies demonstrating the superiority of self-selected or preferred music over standard selected music in improving pain and anxiety outcomes in a variety of settings (11–14). It also takes into consideration musical features to better accompany pre-recorded text (15).

Hypnotherapy is defined by The American Psychological Association Executive Committee, Division 30, as “the use of hypnosis in the treatment of a medical or psychological disorder or concern“ and hypnosis as “a state of consciousness involving focused attention and reduced peripheral awareness characterized by an enhanced capacity for response to suggestion” (16). Music and hypnosis present little risk of side effects and can be self-administered at different times of the day and at different stages of the disease. They enhance the quality of life of different populations, acting on pain, anxiety, and wellbeing (8, 17–24).

A meta-analysis on hypnosis and music in a palliative care context observed a significant decrease in pain with an effect size of d = −0.42, p = 0.003 for randomized controlled trial studies (k = 4) (25). Analyses of the results of pre-post changes in hypnosis (k = 3), preferred music (k = 3), and music/hypnosis (k = 2) report an improvement in pain, anxiety, and wellbeing. Their acceptability and feasibility achieved a high level of satisfaction. These positive results should be interpreted with caution given the limited number of available studies testing music and hypnosis interventions developed with a rigorous protocol for people in palliative care. This justifies further development and testing of such interventions in various settings.

The Obesity-Related Behavioral Intervention Trials (ORBIT) model proposes four phases to develop a rigorous behavioral intervention program: design (phase Ia: define; phase Ib: refine); preliminary tests (phase II); test effectiveness (phase III); overall effectiveness (phase IV) (26).

The purpose of this study was to complete the design of a mixed hypnosis and music intervention program (ORBIT Phases Ia and Ib). Specifically, it aimed to assess the feasibility, preliminary acceptability, and content of the program for home-based palliative care patients, and to gather expert recommendations for improving the program for pilot testing.



METHODS


Development and Design of the First Version of the Mixed Intervention Program in Hypnosis and Music (ORBIT-Phase Ia)

The first stage of this project was to carry out the ORBIT-Phase Ia. It consists in defining the intervention program from the data of the literature and in developing the first version of a program.


Intervention Milestones

To establish the milestones of the intervention, we conducted a meta-analysis (25), we consulted papers on the effect of specific musical components and clinical reference literature on hypnosis.

We analyzed the strengths and weaknesses of selected interventions and identified flagship ones by assessing their feasibility and effect size. We retained three studies (20, 21, 23). Coelho and Gutgsell's interventions included, respectively, one and two intervention sessions; they had good feasibility and fidelity, and effect sizes for pain reduction are large (d = −1.58 and d = −0.76). Each session ranged in length from 13 to 20 min, with a high recruitment and low attrition rates. Both contain musical and hypnotic components. Coelho's intervention was accompanied by “relaxing music” and included an introduction, exercises of breathing and muscle relaxation, images of a comfortable place, and suggestions for wellbeing. This intervention was built according to the recommendations of the UK Medical Research Council (27). Gutgsell's intervention included preparation for the intervention, autogenic relaxation (breathing, relaxation), music at the same time as the patient explored a safe place, and a conclusion. The musical part contained various slow soft pieces and included improvisation in G myxolydian. Peng's music intervention consisted, first, of identifying the patient's musical preferences and, second, of playing the selected preferences. The acceptability and effect sizes of this intervention on pain (d = −3.81, p < 0.001) and anxiety (d = −3.31, p < 0.001) were very large (25).

To identify preferred musical characteristics in background music, we found a study that evaluated different musical components of musical frames accompanying pre-recorded spoken text. The results reported that musical accompaniments with a high degree of harmonic and melodic simplicity enabled a greater state of mindful state to be achieved during guided meditation with music (15).

To determine the content of the suggestions and metaphors, we consulted a clinical manual, frequently cited in scientific articles (28), as well as a script written and used in clinical practice by one of the authors (HYlaDO©, DO, psychologist and hypnotherapist)1.



Intervention Development and Description

Based on the results of a meta-analysis (25), based on a clinical script (28)1, and on studies on musical components (11–15), we developed the first version of a mixed intervention program that integrates hypnosis and music. In keeping with the principles of pragmatic studies and to foster respect for the individuality of patients according to the principles of person-centered care (29, 30), we offer three choices of interventions, which they can select according to their preferences: Hypnosis (H), Music (M), and Hypnosis with Music (HM). Inspired by Coelho et al.'s (20) and Gutgsell et al.'s (21) interventions, we determined that each intervention would consist of two sessions ranging from 15 to 30 min in length.

During the intervention setup, a health care provider is responsible for preparing the patient to receive the intervention in the best environmental and physical conditions possible. He/she may suggest taking a comfortable position, dim the lights, close or open the curtains, create a pleasant atmosphere, and try to reduce surrounding noise as much as possible. Then, he/she ensures that the patient is comfortable listening to the pre-recorded session.

All three interventions follow the same structure, with some variations (see Table 1). Intervention setup, introduction, induction, deepening, and emergence are similar for all the interventions. The main distinction between them (H, M and HM) lies in the transformation section. Instead of listening to metaphors, participants who chose an intervention with music (M or HM), listen to a piece of music that they enjoy. Background music also accompanies the music interventions.


Table 1. Structure of the MuzHyp© intervention program (version 1.0).
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The introduction presents the sequence of the session. The induction first involves the direction of the patient's attention on a fixed point, then for a moment, directs the attention toward respiration, “As you focus, you begin to direct your attention to your breathing, inhale and exhale at your own pace…”. This is followed by suggestions of relaxation of the body “(…) as if the relaxation, in fact, goes down from the face to the lower body, a bit like a wave of relaxation (…) and maybe you can feel the heaviness of the body as well (…).” This section continues toward a 10-0 count where the patient is invited to deepen his/her state of wellbeing, and physical and psychological relaxation. In the interventions containing hypnosis (H, HM), patients are invited to experience and live a moment of wellbeing in a pleasant place.

The hypnosis intervention without music then narrates metaphors that are not present in the other two interventions. The “horse metaphor” tells the story of a child who rides a horse to his grandfather's house. One day, he gets completely lost and leaves the reins of his horse to return home. In this metaphor, it is suggested to trust one's body as the child trusts the horse. The metaphor of the island tells of a person's journey through different places to get to an island. He can choose a fast, but more laborious path or a slower path, and take his time. For its part, the reflection section of the second hypnosis session is designed to describe a moment when the individual looks at a reflection in the water and then realizes that it is their own. Finally, the “positive hand metaphor” consists of putting comfort, beautiful moments of his life, wellbeing, and a balm in a hand chosen by the patient. This positive hand is then placed on a less comfortable area of the patient and the feeling of wellbeing is transferred to the uncomfortable area and to the whole body.

The metaphors/techniques (safe place, positive hand, pain modulation) were selected from textbooks on clinical hypnosis according to the purpose of this program (to decrease pain, anxiety and improve wellbeing) (28). Other metaphors (horse and reflection) were defined by the hypnotherapist authors (JB, DO) for this project, taking into account the recommendations of hypnosis manuals (28)1.

The two interventions with music (M and HM) involved a selection of preferred music by the patient and was inspired by Peng's study (23). The interventions with music also incorporate a soft musical background. Taking into consideration the results of Dvorak's study and some musical elements of Coelho's and Gutgsell's interventions, we created a musical framework in myxolydian with a simple melodic structure, taking care not to overload the listener (15, 20, 21). The tempo was undefined and very slow (fewer than 60 beats per minute), and the harmonic changes were relatively infrequent.

The recording of the text and music of each session was done by the first author (JB) and served as a prototype for the evaluation process. An intervention manual was created and includes the procedure to follow by health care providers for implementing the intervention. It also included the verbatim of each intervention session.




Evaluation Process of the Intervention Program (ORBIT Phase 1b)/Objective

Phase 1b involves evaluating the first version of the intervention described above and making the appropriate modifications to ensure acceptability, feasibility, and content validity from a diversity of perspectives.


Evaluators/Experts

We invited a group of experts from Quebec, also identified here as “evaluators,” to critically review the first version of the intervention program. Experts are defined as “someone who possessed the relevant knowledge and experience and whose opinions are respected by fellow workers in the field” (31). To ensure a portrait of all the parties involved, we opted for a stratified voluntary sampling panel (32). The team of evaluators was composed of 22 individuals (questionnaire 1) and 20 individuals (questionnaire 2). It was composed of health service managers, hypnotherapists, nurses, physicians, music therapists, beneficiary attendant, family caregivers, social workers, speech therapist and psychologists. In the results section, participants' verbatim are identified by a code corresponding to them (see Table 2). They came from five different regions in the province of Quebec, Canada.


Table 2. Profile of evaluators.
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Two experts did not respond to the invitation to answer the second questionnaire. One expert mentioned that he had a busy schedule and did not have time to complete it. The evaluators included various age groups, with a majority (59%) between the ages of 34–49.



Ethics Committee Approval

The research project was approved by the Ethics Committee of the University of Montreal (# 2021-1243) and CISSS-Chaudière-Appalaches (CISSS-CA; # 2022-896). Each expert evaluator signed a consent form to participate in the project. No monetary compensation was provided.



Procedure

A validation process of the intervention protocol was conducted with the evaluators using the principles underlying the Delphi method.

Delphi method is a classical gold-standard approach for systematically collecting and aggregating the judgment of a group of experts on specific issues and problems to obtain a consensus of opinions (33, 34). It uses a series of questionnaires, each containing a summary of the responses and feedback from previous questionnaires. Delphi thereby offers experts the opportunity to modify or refine their responses at each stage. This method has the advantage of preserving the anonymity of the evaluators from each other, reducing potential biases associated with social acceptability, group dynamics and hierarchical status (social, professional or organizational), while allowing every evaluator to react to others' comments in the second iteration of the consultation. Finally, it allows individuals from different backgrounds to participate in the process, regardless of their respective availability.

The objective of the expert consultation was to validate and obtain consensus on (1) the feasibility and acceptability of the program and (2) the content of the intervention program.



Data Collection

The evaluators were asked to read the protocol and to listen to the recordings of the interventions. Considering the scope of the intervention program and to keep as many evaluators as possible by not overloading them, evaluators could choose one or more intervention(s) to evaluate between the following: hypnosis intervention (n = 19), music intervention (n = 13), and hypnosis and music intervention (n = 14). Those who wished to listen to the interventions with music could select the piece of their choice from a list or request a version containing their specific musical preference. Two rounds of questions were conducted to reach a consensus before making any changes to the interventions. The questionnaires were constructed by the first three authors (JB, SP, AD). After obtaining the responses to the first questionnaire, the results were summarized and presented to the experts in the second questionnaire. They were then asked to give their opinion on new suggestions and to re-evaluate their position on some of the non-consensual items from the first questionnaire. The steps in the evaluation process are summarized in Table 3.


Table 3. Steps for conducting the evaluation process.
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Measures

We first designed a customized questionnaire with a total of 27 questions: 5 questions about socio-demographic information (gender, age range, region, occupation), 8 questions on feasibility and preliminary acceptability of the interventions, 14 questions assessing the three interventions and their components. Each question was rated on an agreement likert scale (strongly agree, somewhat agree, somewhat disagree, strongly disagree, and “don't know”). One question was rated on a yes/no scale. We invited evaluators to provide comments for each question (see Table 4).


Table 4. Questionnaire 1.
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Based on the results of this first questionnaire, we developed a second questionnaire with 40 questions. Fifteen questions were addressed to all evaluators: six questions focused on the potential negative effects of interventions, two on the interpretation of the text, three on the language used, and four on the modalities of the intervention. Twenty-five questions focused on specific content and were primarily intended for hypnotherapists, although other reviewers could provide input if they wished. Evaluators could add their comments after each section.



Analyses

Questionnaire responses were analyzed quantitatively to assess program acceptability and feasibility. Unanswered and non-applicable (“I did not evaluate this intervention”) questions were not counted to calculate response rates. In the literature, there is currently no consensus as to what percentage to use. Some authors interpret a percentage of 80–100% as a strong consensus (35). Based on this range of recommendations, the level of consensus for the first questionnaire was set at 80% agreement (strongly/somewhat agree or strongly/somewhat disagree). As a conservative measure, we considered in the calculations the answers “I don't know,” as “strongly/somewhat disagree.”

The comments collected from the evaluators were then compiled to extract their opinions. We performed an initial global reading of all answers in the first questionnaire to capture the full diversity of themes covered in the comments. We then divided the content into categories. To ensure that all comments were grouped according to the established themes, a content analysis was performed on these data using the QDA miner lite software (36). Two authors (SP and ATJD) validated the categories and content associated with each category. For the last step, we reread the content of each category several times to extract the overall meaning, before summarizing it. We also illustrated the content of the category by selecting one or a few comments representative of the opinions expressed.

For the second round, we first examined whether the non-consensual items in the first questionnaire received a sufficient level of agreement. We then analyzed the comments following the same procedure as for the first questionnaire.





RESULTS

Quantitative data with their qualitative content are presented in the following section for each of the questions asked. Results related to the preliminary feasibility and acceptability are presented first, followed by results related to the content of the interventions.


Preliminary Feasibility and Acceptability of the Intervention Program

The evaluators consensually rated the preliminary feasibility and acceptability of the program as adequate. Agreement was over 85% for all items except one concerning the risk that the intervention might cause negative effects among palliative care patients. Particular attention was paid to this aspect.


Relevance of the Program

According to experts, managing pain and anxiety and increasing the wellbeing of people in palliative care justifies the presence of a non-pharmacological intervention program. Indeed, several evaluators commented (n = 6) that pharmacological interventions alone are not effective in controlling pain and anxiety in people with palliative care. All physicians commented that polypharmacy issues warranted additional interventions.



Expected Effects of the Program

Almost all evaluators (95%) believed that the program would produce positive effects on pain, anxiety, and wellbeing. The interventions can bring help “to relieve the body, to relax morally, to take a break to regain strength or to better control certain pains”. (C2) (Alphanumeric codes after the citations refer to the profession-competency of the evaluator, as described in Table 2).



Potential Interest of Patients

The evaluators (95%) believe that palliative care patients will be interested in taking part in the intervention. We received several suggestions for increasing patient interest and engagement: taking the time to clearly explain the project and demystify the intervention, clarifying the patients' expectations and reassuring them about their fears, involving the professionals who care for the patient in the process, and helping them with the process and application. Evaluators also reported that providing examples of positive experiences to patients could positively impact their interest in the program. Besides, they mentioned that adherence to the intervention may depend on the way the practitioner and family members present it, and their motivation to improve the care and quality of life of people in palliative care.

(…) I believe that if the staff adheres to the project, they become facilitators, since they are the ones who will “sell” the project to the patient. If the staff is convinced of the merits of the project, the patient will quickly be convinced. In a vulnerable situation, we quickly defer to the opinion of the person who is helping us. (N3)

The attitude of staff and caregivers can actually help or hinder interest in the program.

In my opinion, the accompanying person must be empathetic, calm, and patient, in order to comfortably accompany people on their journey. (N2)

However, the patients' condition is a factor that may work in favor or against the realization of the program. In the context of end-of-life, it was mentioned that some persons may change their minds due to a multitude of factors beyond their control. Attention and concentration skills may also be reduced and some patients with severe physical and cognitive impairments may not be able to participate in the interventions. An emergency or intense uncontrolled physical pain could prevent the person from being physically and mentally available for the content of the experience. These imponderables are part of the reality of people at the end of life.



Ease of Implementation of the Program

All evaluators agreed that the intervention program will be well-integrated into the daily lives of patients and that it will be easy to use. They emphasized the facility of implementing the intervention its flexibility, and the fact it could potentially be used independently by patients with no severe physical or cognitive impairments.

The technology aspects were also discussed. One evaluator mentioned that some patients may have hesitations to using technology to listen to interventions. Being forced to use headphones could also interfere with the intervention. As such, it was suggested that a small speaker could be used if necessary. Other evaluators (27%) gave positive comments about the ease and the flexibility in the use of the material. One mentioned that “the pre-recorded treatment can be easily adapted to the beneficiary's schedule and will facilitate its implementation and the adherence of the palliative care patients” (N2). Others mentioned “It requires little equipment and preparation time ++” (BA), and “I can see it fitting in very well when patients feel they need a rest and quiet time” (N1).

Some evaluators (22%) noted that the intervention length was considered too long, while others considered it was adequate. In response to our second questionnaire, experts indicated that the ideal length of the intervention would be 20 min (61% of respondents) and 25 min (72%).



Training

Most evaluators (95%) considered the short training offered to health care providers (nurses, social workers and beneficiary attendants) to be sufficient to facilitate the implementation of the intervention “The process is quite simple, so it is easy to implement for the health care providers” (SW2).

Conversely, other evaluators had a different opinion. On the one hand, one evaluator (4%) indicated that this training was not necessary for program implementation. On the other hand, two of them (9%) emphasized the need for more training to be able to respond to patients' hesitations and to develop interpersonal intervention and listening skills to support the potential emotions generated by the music and imagery.

How can we ensure that the workers on the site will have the training to accompany the person who expresses the emotions evoked by the music or imagery? (MT1)



Cooperation of Staff and Caregivers in Implementing the Intervention

Most evaluators (89%) felt that the cooperation of staff and caregivers would be good. Adherence to the intervention, the quality of the caregivers' training (clear explanations, relevance), the support offered, and the time required of the caregivers are aspects that were raised as potentially influencing the cooperation of the staff.

The cooperation of the personnel always depends slightly on the time it takes and the adherence of a person in this type of intervention. Time can sometimes work against the professionals. For family caregivers, I believe that it will be easy to support the implementation of the intervention, except for the type of personality that is hesitant or does not believe in the approach. (N2)

According to another evaluator, the most significant barrier may be overworked staff and their flexibility to change an already established routine. On the administrative side, one evaluator mentioned that strong commitment is important to facilitate the program implementation. They also note that limited financial issues could be a hurdle to program integration by delaying or preventing its completion.

The simplicity of program implementation may act as a facilitator for the program. Indeed, it was considered “very clear, well described and easy to apply and pleasant to apply with a patient” (P2). This implies possible benefits for health care providers (e.g., satisfaction) that may reinforce their engagement in the program.



Potential Negative Effects

Evaluators were asked if the intervention program could have negative effects on patients. One third of evaluators (32%) answered in the affirmative. Potential risks mentioned included:

• the pain could be increased when a feeling of heaviness is evoked in the induction part;

• the patient could have difficulty choosing a pleasant place, leading to a feeling of incompetence, a sense of failure or unhappiness;

• the music may evoke strong emotions;

• the images perceived could be different from those suggested which could create distress.

To reduce the risk of negative effects, we addressed these points in the second questionnaire.

Most of the evaluators (65%) agreed, in this second questionnaire, that adding alternative sensations, in addition to “heaviness” (e.g., the body could feel like it was floating), could decrease the risk that there would be an increase in pain associated with the word “heaviness.” They also agreed (91%) that asking the patient to choose a pleasant place before the session and adding statements normalizing experiences in which they might not have visual, auditory, or other sensations might lower the risk of the patient experiencing a sense of failure.

To reduce the risk of unmanageable emotions related to listening to music, evaluators recommended that certain precautions be taken when selecting pieces. They suggested asking the patients to consciously choose a piece that generates a positive, pleasant, and wellbeing emotion in them and to make sure that this music does not refer to traumatic memories or too high negative emotional charges. Evaluators also proposed to verifying the musical content (lyrics, harmonic and melodic structure, mode, tempo, emotional content) of the chosen pieces. In the second questionnaire, the majority of evaluators (75%) indicated that these measures would significantly reduce the risk of uncontrollable negative emotions related to the chosen piece occurring during the intervention. Several evaluators (40%), however, expressed doubt that the intense emotions that could be generated by the music could be a negative element for the palliative care patients, as illustrated in the following remarks.

I agree that letting the client choose the music can only be helpful. However, I believe that grieving is also experiencing negative emotions at times, and experiencing this anger and sadness is actually helpful for the person. I don't think we should try to protect them from their own emotions, quite the contrary. We must be careful that our own fear of suffering does not taint this intervention. (N-H)

I also believe that the so-called'negative' emotions that may surface are sometimes a necessary part of the process and can help release and reduce anxiety. These “negative” emotions are often more disturbing for those around them than for the person. (BA)

Finally, one evaluator mentioned the possibility that images perceived by patients may be different from those suggested and that a patient may experience images of their death that could cause distress. This question was addressed and commented on by the evaluators in the second questionnaire:

(…) if a person is imagining their own death and it's causing them strong emotions, I think it's a good thing to release that. As long as the helper is comfortable with the emotions and just being present. (HT5)

Despite the different opinions about the risks that music or images can generate strong emotion and distress, 70% of the evaluators agreed that a procedure for managing emotions would significantly decrease the likelihood that significant distress would persist beyond the session. One evaluator suggested that follow-up with an outside provider be offered, if necessary.

In summary, several suggestions were made and evaluated to decrease the risk of negative effects. When applying all the above measures, 90% of the evaluators disagreed that the intervention could have negative effects.



Other Considerations

Two evaluators (caregivers) noted that they fell asleep while listening to the intervention. In the second questionnaire, we asked what the best strategy would be to manage this type of situation. Ninety percent of the evaluators agreed that the time of naps should be checked so that the intervention would not take place at that time.




Evaluation of the Interventions

Program and content evaluations of each of the three interventions (H, M, and HM) showed that they were appropriately conceived and coherent. However, evaluators proposed several points of improvement for each of the components.


Setting Up the Intervention

In the first part of the protocol, we proposed a procedure for the intervener who will be on the site during the intervention sessions (i.e., at the home of the patient). It includes three steps: introduction to the intervention, preparation of the patient, and listening to the intervention. At the end of the intervention, the intervener concludes the session.

This protocol for the implementation of the intervention was evaluated as adequate and favorable to the patient's adherence to the intervention. It was considered “simple and easy to carry out” (C1) and the steps “are well explained and clear” (FC1).



Hypnosis Intervention

Evaluators positively rated the hypnosis intervention. A nurse hypnotherapist noted, “Very nice script, very well structured and clear path. Lots of interesting material to experiment with it.” Another evaluator noted it was “easy and pleasant to listen to and led to greater relaxation. It is easy to follow the voice and see yourself in peaceful places where there is great well-being.” (N1)

A third nurse, however, indicated that she “found it difficult not to have music in the hypnosis sessions, it brought me less into a deep relaxation” (N2).

Suggestions related to language were offered. A speech therapist evaluator indicated that hypnosis interventions could be cognitively demanding for people in palliative care because of the number of verbal utterances. This person suggested limiting the number of utterances and encouraging simple sentences and silences. We addressed this point in the second round, and 92% of the evaluators agreed with his suggestion.

At last, more than 80% of evaluators rated all but one section of the script as appropriate for palliative care patients. The emergence section received <80% agreement. This was carefully considered. Comments to improve the content of interventions were given as detailed below.


Introduction

The introduction proposed that “curiosity and openness allow you to discover new things, to be fascinated by what is going on, to keep a certain sparkle about life.” An evaluator suggested avoiding the term “sparkle about life,” as well as the term “deep joy,” “which might bring a mixed or complex feeling” (P3). Evaluators (73%) agreed with removing this phrase.



Induction and Deepening

In the induction phase, it was indicated to look at a fixed point without closing the eyes. Four evaluators (two family caregivers, a social worker and a nurse) indicated that this sentence generated a feeling of frustration in them. Not being able to keep their eyes open made them doubt their ability to fully experience the intervention. “You wonder, for several minutes, if the experiment will be valid, if you miss this condition” (FC1). It was therefore suggested that patients should not be asked to keep their eyes open. This suggestion was accepted by 75% of the evaluators in the second round.

In the induction, which contains elements of relaxation and release, a hypnotherapist indicated that it was important “that the person can give himself/herself the right to be in pain.” It was suggested that “there is dissociation between two parts of the self, one that has pain and one that does not, and that the first part be allowed to have pain in its own way while another can relax.” The evaluators (70%) agreed with this sentence.

The original deepening included a 0–10 count. One evaluator indicated that it had too many words and that it was better to use a count to five only. This proposal was accepted by 91% of the evaluators.



Pleasant Place

In the intervention, patients are asked to imagine a pleasant place. The script took care to bring this pleasant place to live by directing attention experiences therapist to the different sensory modalities. It was mentioned that it would be appropriate to introduce different sensory modalities earlier on, to ensure that each individual feels concerned quickly, regardless of which sensory mode they prefer.

Using different sensory modes is fine. However, it's important to introduce the different modes at the beginning so that you don't lose too many people along the way (…) Doing smaller loops for each sensory mode could be helpful (instead of long loops). (HT4)

Evaluators, including four hypnotherapists, agreed (64%) with this proposal.



Horse Metaphor

Nearly all evaluators (92%) indicated that the horse metaphor was appropriate for patients (vocabulary, content). In addition, evaluators indicated that the metaphor allowed for letting go and was beautiful.

It allows the patient to move towards letting go, to understand that sometimes letting go of the reins and letting go of your body, your intuition, letting go of life allows you to get to the right path…to let go of resistance and move towards trust. (N2)

However, it was noted by a speech therapist and family caregiver, that the metaphor was a bit long and that it could be demanding for a person with cognitive limitations.



Island Metaphor

This metaphor was deemed appropriate for patients (vocabulary, content) by 87% of evaluators. However, the aim of the metaphor was rated as more or less clear.

I understand this metaphor less well. Either one chooses the quicker, but the more painful path (and at the same time, the person would be proud of himself), or one takes his time, and it is gentler to get to the Island. (HT5)



Duration and Density of Interventions

In the first questionnaire, four evaluators, two physicians, and two hypnotherapists, indicated that the duration and density of the hypnosis intervention might be too high.

For the first session, it would be good not to put too many elements. Currently, the session is very busy, too dense. I suggest removing the island metaphor or removing the island metaphor and the horse metaphor. Maybe a little long, not much room for silence and pauses. (HT2)

To reduce the length of a session, 44% agreed with removing the horse metaphor, and 63% agreed with removing the island metaphor.



Reflection

All evaluators indicated that the “reflection” section of the second-guided imagery session is appropriate (vocabulary, content). It was felt that this metaphor allowed the subjects to make sense of what they were experiencing and to see them taming their experience allowed them to “regain confidence in their ability to be well and to regain the memory of a state of comfort and well-being (…) to appreciate themselves” (HT2), “to make sense of what the subject is experiencing” (HT5), “to appropriate peace and serenity for themselves” (SW2), and “to find them interesting and positive” (FC1).

It was suggested that some kinesthetic elements be added to the “reflection” section so that it could be experienced more deeply.



Positive Hand

The evaluators (84%) rated the positive hand technique as adequate for patients. They indicated that the technique helped calm anxiety, feeling comfort and relief, and taking care of oneself. However, one evaluator noted that “this technique is a bit longer and the description seems a bit more abstract, possibly more difficult to access for some patients in more concrete thinking (…)” (P1).

To improve the technique, evaluators suggested giving more guidance when the light hand is placed on the part of the body that needs it, to better accompany this effect. It was proposed to connect the two parts, to create even more lightness so that the hand would start to float and then be strongly drawn to the part of the body that needs comfort. These suggestions were accepted by 78% of the evaluators (including 3 hypnotherapists).



Post-hypnotic Suggestions

Most of the evaluators (63%) felt that the post-hypnotic suggestions and emergence section were relevant. This percentage is lower than the 80% established for the first round. Therefore, we looked at this point conscientiously in the second round.

One of the post-hypnotic suggestions was to use a dimmer switch to manage pain levels. One evaluator suggested letting the person choose the part of the body where they wanted to put their switch and 70% agreed with this suggestion.

In the text, it was also written: “The heart returns to a beat of normalcy.” This sentence alluding to normality was considered tricky by a family caregiver. The evaluators (91%) agreed that it would be better not use terms referring to normality.

In addition, two evaluators objected to the use of the word emergence in the subheadings of the scenario, thinking that patients would read it. This partly explains the low agreement rate in this section.




Music Intervention

Most evaluators (92%) felt that the music intervention was appropriate and consistent. They noted that the music intervention was “easy to follow” (P2) “focused, relaxing, and easy to perform” (P1). “It allows for even more well-being” (SW2) and is an “important contribution and helps to relax” (N1). It “evokes positive emotions, gives energy, adds ideas” (FC4). “I love what the music brings to the experience!” (HT5).

One evaluator (N-H), however, raised the possibility of a break between the rhythm of the spoken text and the music. The calm tone and script that leads to deep relaxation juxtapose with the “jovial, inspiring” music of pieces that may be chosen.

In the comments, it was suggested to remove the emergent section after the music. “We don't need feedback after listening to a piece. Therefore, I propose that the intervention ends with the preferred music, without feedback from the voice” (HT4); Thirty-nine percent agreed with the proposal and 39% disagreed.


Contribution of Selected Music

More specifically, 93% of the evaluators judged positively the integration of music chosen by the patient him/herself. It allows the patient to be a stakeholder in his or her intervention, which “will be a way of ensuring the patient's collaboration in this intervention” (FC1).

Some evaluators also mentioned that hearing a song they knew was reassuring, that it “brought back good memories” (BA).

I'm all for favorite music, making the overall intervention more acceptable and enjoyable. I think it would help the patient do the procedure again more often. (P1)

If the person does not have music in mind, it was suggested to “add music choices that take them into a zone of memories and tenderness (e.g., Brahms's Lullaby, Goodnight) (…) that many grandmothers sang fondly to their children and grandchildren or other tunes from that time” (N1).



Contribution of Background Music

In both the Music and the Hypnosis/Music interventions, background music was included during the phase of induction, deepening, post-hypnotic suggestions and emergence phases. We asked evaluators to comment on the following sentence: “Background music detracts from the effect of interventions with music.” Most of them (65%) disagreed with this sentence. This percentage is smaller than the targeted 80% agreement. Nevertheless, 10 evaluators gave comments, and these comments were positive about the musical background. The background music was rated as “pleasant, relaxing and soothing” (P2), “It helps to wrap the person in softness” (FC4), “for me the music adds to the effect, the music carries me!” (HT5), “I like the background music. I wouldn't take it off” (P1).




Hypnosis and Music Intervention

All the evaluators agreed with the following statement: “The imagery and music intervention as a whole is coherent and appropriate for the patients.” Background music and hypnosis “complement each other well I think” (SW2). “I really like the combination of the two” (N-H), it “continues the effect of hypnosis. “The imagery and the music form an ensemble of great peace and well-being, that's how I experienced it” (N1).

On the other hand, 88% of them disagreed with the statement “The text in the music intervention (induction, deepening, emergence, etc.) diminishes the effect of the preferred music,” as indicated by this comment:

I find that the text allows us to better appreciate the music afterward (P1).

Finally, given that the hypnosis and music intervention integrate components of the hypnosis intervention and of the music intervention, we consider that the suggestions made for each intervention separately may also apply to the combined intervention.



Interpretation of the Text

The way the text is delivered can influence how it is received. For this reason, we asked some questions related to the interpretation of the text, to make the necessary modifications. Most evaluators (90%) considered adequate the voice rate, timbre, pauses and other sound parameters. Nevertheless, some of them suggested more pauses and slower speech. This opinion was shared by 68% of them regarding the number of pauses and by 42% for the flow of the voice.





DISCUSSION

Program development research emphasizes the importance of the early stages of development prior to evaluation studies (37). As such, we defined the design of the MuzHyp© program and conducted a mixed-method study to refine the Program according to ORBIT-Phase Ia and Ib, respectively (26).

To meet those objectives, we conducted a consultation process that demonstrates the relevance, feasibility, and acceptability of the program and highlights the evaluators' recommendations for improvements.


Design

In accordance with ORBIT-phase 1a, we searched the literature for evidence-based procedures using hypnosis and/or music in the management of pain, anxiety, and wellbeing in palliative care patients. This design definition is an essential phase in the development of new programs, as behavioral science recommends improving existing procedures rather than creating new ones (37). Now that this protocol has been defined based on the identified studies, it was also important to define a program appropriate for a Quebec palliative care patient population. For this reason, in accordance with the ORBIT phase 1b model, we conducted a redesign study (26).

The evaluators consider that the intervention program meets a need in the palliative care population. They believe the implementation of the intervention to be simple, accessible, and requiring limited material, human and time resources. They assessed the content of each intervention as adequate, consistent, and appropriate for palliative care patients.

The expected effects of the interventions are positive and the need for non-pharmacological methods to manage pain, anxiety, and wellbeing was emphasized by the evaluators. These data are consistent with the issues raised about medication in palliative care (4).

According to the evaluators, participant interest is a key factor that may play a role in the effectiveness of interventions. In this regard, they raised several avenues to enhance their interest in participating in the intervention. This interest can also be promoted by the possibility of adapting the program according to the choice of intervention the patient wishes to experience (hypnosis, music, or music with hypnosis), their musical preferences, and the pleasant place they wish to explore. This flexibility respects the principles of person-centered medicine interventions (29). Besides, the ease of implementing a program was found to be a factor that could play a role in the acceptability of the intervention. The evaluators considered both the technology and the intervention program to be simple and flexible. The positive consensus reached on these issues by diverse actors, including caregivers, health care professionals and health service managers coordinating at-home palliative care setting is encouraging.



Redesign

In program development studies, it is essential to validate the design with patients or health professionals (38). In this project, we refined the intervention program considering the quantitative results of the consultation process as well as the comments of 22 evaluators from different professional fields with distinct socio-demographic characteristics.


Preliminary Feasibility and Acceptability
 
Training Manual and Cooperation of Health Care Providers

The evaluators identified several elements to support the cooperation of health care providers and family caregivers. The intervention should fit easily into their routine. The quality of training and the time required are also among the factors that can influence cooperation and the preliminary feasibility and acceptability of the intervention. Besides, caregivers are often faced with limited time resources and high levels of professional stress (39). It is therefore important not to overburden them with complex and time-consuming training and interventions.

Based on this feedback, we wrote an intervention manual, paying particular attention to the length of the training, the simplicity and the clarity of the intervention program description and the procedures to be followed. Considering the evaluators' recommendations, we also included the expected benefits and some positive testimonials, as well as recommendations to counter any hesitation and address patient concerns. Finally, in the intervention manual, we have added some basic recommendations on how to interact with palliative care patients in this program.



Duration/Density of the Sessions

The length of each session and its density were identified factors that can affect the feasibility of the program. The evaluators were sensitive to the importance of not tiring patients. For this reason, the maximum duration of the intervention was set at 25 min and the content of the interventions was reduced.

To reduce the density of the sessions, we removed the island metaphor. We also trimmed the text by reducing the number of words and favoring simple sentences.



Risk Reduction

The evaluators identified some potential risks of the interventions, including the risk of experiencing negative emotions. However, there was no consensus on this topic. Some of them considered that negative emotions, and images of one's own death are a normal process at this stage of life and that it would even be beneficial to experience them. Therefore, measures to minimize them would not necessarily be the most helpful for these individuals. Other evaluators, however, consider that too much negative emotion can lead to unwarranted distress. Considering that no negative effects have been found in studies of music or hypnosis in palliative care (25), we put some measures in place, while trusting the choices of palliative care people regarding the pleasant place and the musical pieces they wish to experience. As a preventive measure, during a preliminary meeting, we will ask the patients to identify a pleasant place and choose musical pieces that generate in them pleasant, positive emotions in addition to bringing them wellbeing. We will then verify that the pieces are not associated with painful or negative events, by asking them what it reminds them of and by checking if these pieces can generate a negative emotion in them. After the meeting, the first author will verify their content. If certain risks are identified, we will warn the interveners who will be on-site to be attentive to the participant's reactions, and plan additional meetings with qualified staff, to help him/her, if necessary. In order to work on risk reduction upstream, we have integrated some listening techniques to the care worker's manual that will be explained during the training.

Among the potentially negative effects identified, the evaluators noted the possibility of increasing the sensation of pain through the use of the word “heaviness.” To reduce this risk, we added to the “heaviness” sensation, alternative sensations to be felt (e.g., lightness, looseness). It has been evaluated that this way of doing would allow the patient to choose the sensation he prefers and thus reduce the risk of increasing the pain.

To prevent participants from falling asleep, we take care not to give the intervention during their usual nap time. To encourage waking up if drowsy, we added three bell sounds at the end of the intervention. In case of falling asleep, it was decided to gently wake up the person 10 min after the end of the intervention.




Content

Following the various suggestions, we have removed the sentences referring to sparkles about life and normality. We also removed the sentence mentioning that patients should not close their eyes while staring at the dot. This was done to avoid showing doubt about their ability to experience the sessions properly.

Considering the probability that pain may persist despite the induction of a state of relaxation, we have added a sentence indicating that it is possible to feel less pleasant sensations while other areas of the body relax at their own pace. Then, to deepen the state of relaxation and letting go, we counted down to 5, instead of 10.

In response to the various suggestions related to the transformation section, we addressed the different sensory modes more quickly at the beginning of the “pleasant place” section. We slightly reduced the length of the horse metaphor, added kinesthetic elements to the reflection metaphor, and added guidelines to the positive hand metaphor to better accompany the hand as it lands on the body part that needs it. Finally, for the switch metaphor, we leave it up to the patient to place it where they wish.

In the comments, it was suggested that the emergence section be removed after the presentation of the chosen music. Since opinions were divergent on this point, we finally adopted the recommendations of music therapists who advocate keeping the emergence after the musical piece.

Finally, the contribution of background music reached a mixed level of consensus. Considering that all comments were contrary to the quantitative results, we suspect that the negative wording of the question might have misled some respondents. It is also possible to explain this result by the potential preference of some people to listen to the text alone, without musical background.




Internal and External Validity

We believe that the careful process of developing the intervention according to the ORBIT recommendations, the development of a manual to be used in the next phases of experimentation, and the presence of pre-recorded sessions will promote a good level of internal validity and reliability. The development of the study in collaboration with the host community, ensuring that the intervention is feasible and applicable “in the real world” will, in turn, promote the achievement of a certain level of external validity for future studies (ORBIT-Phase II). We think that the balance between external and internal validity in the development of the intervention program is an advantage both for future clinical implementation and for research.



Expected Outcome

This intervention program took care to consider some important issues related to the pain, anxiety, and wellbeing of patients in palliative care. It was inspired by those of Gutgsell et al. (21), Peng et al. (23), and Coelho et al. (40), which revealed positive effect sizes on pain, anxiety, and wellbeing. Given that the baseline interventions have been shown to be effective, we believe that MuzHyp© Program refined in this study also has the potential to achieve the desired effects on the palliative care population.



Limits and Strengths

We noted some limitations to consider in our study. First, a limitation could be the representativeness of the evaluators recruited. They are mostly 35–49 years old, female, and all come from the province of Quebec.

Second, the pre-recorded format of the intervention program can be both a limitation and a strength of the program. Unlike interventions where a therapist is present and can adapt in real time to the patient, the pre-recorded intervention is less flexible in terms of its content and possible variations. We may expect that face-to-face intervention with a therapist could potentially yield more important results and that in clinical terms, in-person interventions are recommended. Nevertheless, in a palliative care context where resources are limited and where individuals may have needs at different times of the day, having an accessible, easy-to-use tool can also contribute to its implementation, and increase member buy-in while complementing other services offered.

Finally, the development of a program, according to validated and well-defined standards as the ORBIT model, makes it possible to offer more targeted interventions. It also makes it possible to respect the time and material resources of both the receiving environments and the palliative care patients.




CONCLUSION

In conclusion, this program was assessed as feasible and acceptable, and its content was found to be adequate. The proposed amendments have contributed to increased feasibility and preliminary acceptability, including reducing the perception of potential adverse effects. We are confident that this standardized process has helped to improve the quality of the content offered. The next step will be to evaluate the feasibility, acceptability, and effectiveness of this program with patients in palliative care at home, in a pilot efficacy study. This research provides essential milestones for the successful development and integration of music and hypnosis as complementary approaches to personalized comfort care delivered at home.



DATA AVAILABILITY STATEMENT

The raw data supporting the conclusions of this article will be made available by the authors, without undue reservation. Those interested in the details of the intervention protocol may contact the first author directly.



ETHICS STATEMENT

The studies involving human participants were reviewed and approved by Ethics Committee of University of Montreal -CERSE (# 2021-1243) and CISSS-Chaudières-Appalaches (# 2022-896). The patients/participants provided their written informed consent to participate in this study.



AUTHOR CONTRIBUTIONS

JB, PR, and DO designed the protocol and secured funding to conduct the study. JB, SP, AD, and DO were involved in the design of the questionnaires. SP and AD participated in the validation of the categories and their content and A-MP, DO, and JB participated in the recruitment of evaluators. JB conducted the assessment process and the quantitative and qualitative analyses. JB wrote the report with PR and DO and all authors commented on or approved the final version of the manuscript.



FUNDING

This work was supported by Mitacs no. IT25481 in partnership with Recherche-Interventions Cétosia.



ACKNOWLEDGMENTS

We thank all expert evaluators who participated generously to the study and Melissa Leclerc and Stéphanie Roy who helped assemble a team of health professionals involved in palliative care to make this project possible. We would like to thank Dr. Huu Trâm Anh Nguyen for her financial contribution to the publication cost of this paper.



FOOTNOTES

1Ogez D, Aubin M. Pratiquer l'autohypnose dans la gestion de la douleur chronique. Hypnose et thérapies brèves.



REFERENCES

 1. Cohen SR, Mount BM. Quality of life in terminal illness: defining and measuring subjective well-being in the dying. J Palliat Care. (1992) 8:40–5. doi: 10.1177/082585979200800310

 2. Higginson IJ, Astin P, Imperial SD. Where do cancer patients die? Ten-year trends in the place of death of cancer patients in England. Palliat Med. (1998) 12:353–63. doi: 10.1191/026921698672530176

 3. Morris JN, Suissa S, Sherwood S, Wright SM, Greer D. Last days: a study of the quality of life of terminally ill cancer patients. J Chronic Dis. (1986) 39:47–62. doi: 10.1016/0021-9681(86)90106-2

 4. Kallel N, Yangui I, Feki W, Ayedi H, Kammoun S. Place des opiacés dans le traitement de la dyspnée en soins palliatifs. Méd Palliat. (2020) 19:114–20. doi: 10.1016/j.medpal.2019.10.003

 5. Hébert J, Ouellet N, Lessard L, Babineau L, Veillette A-M, Coutu M. Conditions favorisant et limitant le maintien à domicile en soins palliatifs et de fin de vie sur le territoire du CISSS de Chaudière-Appalaches. Québec: CISSS de Chaudière-Appalaches (2017).

 6. Mansky PJ, Wallerstedt DB. Complementary medicine in palliative care and cancer symptom management. Cancer J. (2006) 12:425–31. doi: 10.1097/00130404-200609000-00011

 7. NCCIH. Complementary, Alternative, or Integrative Health: What's In a Name? Available online at: https://www.nccih.nih.gov/health/complementary-alternativeor-integrative-health-whats-in-a-name (accessed May 28, 2022).

 8. Bradt J, Dileo C, Magill L, Teague A. Music interventions for improving psychological and physical outcomes in cancer patients. Cochrane Database Syst Rev. (2016) 8:CD006911. doi: 10.1002/14651858.CD006911.pub3

 9. Trondalen G, Bonde LO. Music therapy: models and interventions. In Raymond M, Gunter K, and Mitchell L. editors, Music Health Wellbeing. Oxford University Press (2012). pp. 40–62. Available online at: https://oxford-universitypressscholarship-com.acces.bibl.ulaval.ca/view/10.1093/acprof:oso/9780199586974.001.0001/acprof-9780199586974-chapter-004

 10. MacDonald RA. Music, health, and well-being: a review. Int J Qualit Stud Health Wellbeing. (2013) 8:20635. doi: 10.3402/qhw.v8i0.20635

 11. Lu G, Jia R, Liang D, Yu J, Wu Z, Chen C. Effects of music therapy on anxiety: a meta-analysis of randomized controlled trials. Psychiatry Res. (2021) 304:114137. doi: 10.1016/j.psychres.2021.114137

 12. Mitchell LA, MacDonald RA. An experimental investigation of the effects of preferred and relaxing music listening on pain perception. J Music Ther. (2006) 43:295–316. doi: 10.1093/jmt/43.4.295

 13. Bradt J, Dileo C, Potvin N. Music for stress and anxiety reduction in coronary heart disease patients. Cochrane Database Syst Rev. (2013) 2013:CD006577. doi: 10.1002/14651858.CD006577.pub3

 14. Jafari H, Zeydi AE, Khani S, Esmaeili R, Soleimani A. The effects of listening to preferred music on pain intensity after open heart surgery. Iran J Nurs Midwifery Res. (2012) 17:1.

 15. Dvorak AL, Hernandez-Ruiz E. Comparison of music stimuli to support mindfulness meditation. Psychol Music. (2021) 49:498–512. doi: 10.1177/0305735619878497

 16. Elkins GR, Barabasz AF, Council JR, Spiegel D. Advancing research and practice: the revised APA Division 30 definition of hypnosis. Am J Clin Hypnosis. (2015) 57:378–85. doi: 10.1080/00029157.2015.1011465

 17. Adachi T, Fujino H, Nakae A, Mashimo T, Sasaki1 J. A meta-analysis of hypnosis for chronic pain problems: a comparison between hypnosis, standard care, and other psychological interventions. Int J Clin Exp Hypnosis. (2014) 62:1–28. doi: 10.1080/00207144.2013.841471

 18. Chen PY, Liu YM, Chen ML. The effect of hypnosis on anxiety in patients with cancer: a meta-analysis. Worldviews Evid Based Nurs. (2017) 14:223–36. doi: 10.1111/wvn.12215

 19. Brugnoli MP, Pesce G, Pasin E, Basile MF, Tamburin S, Polati E. The role of clinical hypnosis and self-hypnosis to relief pain and anxiety in severe chronic diseases in palliative care: a 2-year long-term follow-up of treatment in a nonrandomized clinical trial. Ann Palliat Med. (2018) 7:17–31. doi: 10.21037/apm.2017.10.03

 20. Coelho A, Parola V, Sandgren A, Fernandes O, Kolcaba K, Apóstolo J. The effects of guided imagery on comfort in palliative care. J Hospice Palliat Nurs. (2018) 20:392–9. doi: 10.1097/NJH.0000000000000460

 21. Gutgsell KJ, Schluchter M, Margevicius S, Degolia PA, McLaughlin B, Harris M, et al. Music therapy reduces pain in palliative care patients: a randomized controlled trial. J Pain Sympt Manag. (2013) 45:822–31. doi: 10.1016/j.jpainsymman.2012.05.008

 22. Liossi C, White P. Efficacy of clinical hypnosis in the enhancement of quality of life of terminally ill cancer patients. Contemp Hypnosis. (2001) 18:145–60. doi: 10.1002/ch.228

 23. Peng CS, Baxter K, Lally KM. Music intervention as a tool in improving patient experience in palliative care. Am J Hospice Palliat Med. (2019) 36:45–9. doi: 10.1177/1049909118788643

 24. Nakayama H, Kikuta F, Takeda H. A pilot study on effectiveness of music therapy in hospice in Japan. J Music Ther. (2009) 46:160–72. doi: 10.1093/jmt/46.2.160

 25. Bissonnette J, Dumont E, Pinard A-M, Landry M, Rainville P, Ogez D. Hypnosis and music interventions for anxiety, pain, sleep and well-being in palliative care: systematic review and meta-analysis. BMJ Support Palliat Care. (2022) bmjspcare-2022–003551. doi: 10.1136/bmjspcare-2022-003551

 26. Czajkowski SM, Powell LH, Adler N, Naar-King S, Reynolds KD, Hunter CM, et al. From ideas to efficacy: the ORBIT model for developing behavioral treatments for chronic diseases. Health Psychol. (2015) 34:971–82. doi: 10.1037/hea0000161

 27. Craig P, Dieppe P, Macintyre S, Michie S, Nazareth I, Petticrew M, et al. Developing and evaluating complex interventions: the new Medical Research Council guidance. BMJ. (2008) 337:a1655. doi: 10.1136/bmj.a1655

 28. Hammond DC. Handbook of Hypnotic Suggestions and Metaphors. WW Norton & Company (1990).

 29. Mezzich JE, Kirisci L, Salloum I, Trivedi J, Kar SK, Adams N, et al. Systematic conceptualization of person centered medicine and development and validation of a person-centered care index. Int J Person Centered Med. (2016) 6:13–22. doi: 10.5750/ijpcm.v6i4.610

 30. Zhao J, Gao S, Wang J, Liu X, Hao Y. Differentiation between two healthcare concepts: person-centered and patient-centered care. J Nurs. (2016) 2352:0132. doi: 10.1016/j.ijnss.2016.08.009

 31. de Villiers MR, de Villiers PJT, Kent AP. The Delphi technique in health sciences education research. Med Teach. (2005) 27:639–43. doi: 10.1080/13611260500069947

 32. Patton M. Purposeful sampling. Qualit Eval Res Methods. (1990) 2:169–86.

 33. Hohmann E, Cote MP, Brand JC. Research pearls: expert consensus based evidence using the delphi method. Arthroscopy. (2018) 34:3278–82. doi: 10.1016/j.arthro.2018.10.004

 34. McPherson S, Reese C, Wendler MC. Methodology update: delphi studies. Nurs Res. (2018) 67:404–10. doi: 10.1097/NNR.0000000000000297

 35. Booto Ekionea J-P, Bernard P, Plaisent M. Consensus par la méthode Delphi sur les concepts clés des capacités organisationnelles spécifiques de la gestion des connaissances. Rech Qualit. (2022) 29:168–92. doi: 10.7202/1085878ar

 36. Provalis Research QDA Miner. Montréal, QC, Canada (2021).

 37. Ogez D, Péloquin K, Bertout L, Bourque C-J, Curnier D, Drouin S, et al. Psychosocial intervention programs for parents of children with cancer: a systematic review and critical comparison of programs' models and development. J Clin Psychol Med Settings. (2019) 26:550–74. doi: 10.1007/s10880-019-09612-8

 38. Ogez D, Bourque C-J, Péloquin K, Ribeiro R, Bertout L, Curnier D, et al. Definition and improvement of the concept and tools of a psychosocial intervention program for parents in pediatric oncology: a mixed-methods feasibility study conducted with parents and healthcare professionals. Pilot Feasib Stud. (2019) 5:20. doi: 10.1186/s40814-019-0407-8

 39. Wilkins K. Work stress among health care providers. Health Rep. (2007) 18:82–003. Available online at: http://greylit.pbworks.com/f/Work%20Stress%20Among%20Health%20Care%20Providers.pdf

 40. Coelho A, Parola V, Fernandes O, Querido A, Apóstolo J. Development of a guided imagery program for patients admitted to palliative care units. J Nurs Ref . (2018) 4:23–32. doi: 10.12707/RIV17082

Conflict of Interest: This article was completed as part of a Mitacs funded postdoctoral fellowship in partnership with Recherche-Interventions Cétosia, a company founded by JB. Conflict of interest controls are in place at the business incubator that supervises JB.

The remaining authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

The handling editor NK-M declared a shared affiliation with the author AD at the time of review.

Publisher's Note: All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.

Copyright © 2022 Bissonnette, Pierre, Duong, Pinard, Rainville and Ogez. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.



OPS/images/fpain-03-926584-t003.jpg
. Send out emails through associations, social networks, health
senice organization, and  professional contacts 1o recruit
potential evaluators.

o Interested evaluators are invited to respond to the
announcement and leave their contact information.

. Contact individually each potential evaluator to introduce the
project and describe their role.
. Send an email containing the intervention protocol and recordings.
tointerested evaluators.
 Askthe evaluator to get acquainted with the material before
taking the next step.
. Have evaluators complete the first questionnaire on Lime Survey
online (ink in an email with intervention protocol)
 Have them sign the consent form.
 Have them answer questions.
. Summarize the answers from the first round.
» Conduct quantitative descriptive analysis (using Excel file and
tables).
« Validate the categories of responses obtained with the QDA
miner software.
» Write the second questionnaire based on the responses
obtained (suggestions and non-consensual items).
. Have the evaluators complete the second questionnaire using
Lime Survey.

. Synthesize the quantitative and qualitative data.
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Preliminary program feasibility and acceptability
1. Managing pain, anxiety, and increasing
wellbeing in palliative home care patients are issues
that warrant non-pharmacological intervention.

2. The intervention will have the desired effect on
pain, anxiety, and wellbeing of patients.

3.1n your opinion, patients wil be interested in
participating in the intervention.

4. The intervention program wil fit well into the
daily fe of the consumers and will be easy to use.
5. With a short training session, the field workers

will have the necessary skills to enable the
implementation of the intervention.

6. There will be good cooperation from staff and

family caregivers in implementing the intervention. If
o, please indicate the elements that will ensure the
cooperation of the staff and caregivers.

7.What are the faciltators and bariers to
implementing this program? Explain.

8.The intervention program may result in negative
effects on patients.

General evaluation of interventions

1. The hypnosis intervention is well-constructed and
forms a coherent whole.

2. The music intervention is appropriate and
coherent for the patients.

3. The hypnosis and music intervention as a
whole is coherent and appropriate for the patients.
4. Voice rate, timbre, pauses, and other sound
parameters are appropriate.

Assessment of intervention components

1. The intervention's set-up by the on-site provider

and its introduction are adequate and will promote
the patient’s adherence to the intervention.

‘safe place” and

*deepening” sections are appropriate (vocabulary,
content, etc.) and will be appreciated by paliative
care patients aged 65 and over.

3. Metaphor 1 of the horse is adapted to patients
(vocabulary, content).

4. Metaphor of Island is appropriate for consumers
(vocabulary, content, etc.).

5. Metaphor of “reflection” section of the

2. The “introduction,” “induction,

second-guided imagery session is user-riendly
(vocabulary, content).

6. Metaphor of the positive hand technique is
user-friendly.
7. The sections “post-hypnotic suggestion” and

“emergence” are appropriate and adapted to the
patients.

Music intervention components

1. Background music detracts from the effect of
interventions with music

2. Inserting preferred music detracts from the effect
of the intervention

3. Text in the intervention "music” (incuction,

despening, emergence, etc.) decreases the effect of
the preferred music.

The color blue corresponds to responses in favor of the initial intervention, taking into account the positive or negative wording of the question.
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Categories Description of expertise n (%)
in palliative care

Gender (1= 22)

Male 4(18%)
Female 18 (82%)
Age(n=22)
18-34 3(14%)
35-49 13 (59%)
50-64 2(9%)
65 et + 4(18%)
Region (1 = 22)
Québec 6(27%)
Chaudiére-Appalaches 10 (45%)
Laval 1(6%)
Laurentides 1(6%)
Mauricie 1(6%)
Montréal 3(14%)
Professions/competency®
Health service manager Including coordination of 3
(©1-c3) at-home services
Hypnotherapist (HT1-HT6) General practice® 6
Nurse (N1-N4) N1-N4 Paliative care 5
practice
Physicians (P1-P3) Palliative care practice 3
(P1-P2); Psychiatrist (P3)
Music therapist Pallative care practice 2
(MT1-MT2) (MT1). General practice
(MT2)
Beneficiary attendant (BA) General practice 1
Family caregiver Family caregiver for a 4
(FC1-FC4) person who has been or is
currently in pallative care
Social worker (SW1-SW2) Pallative care practice 2
Speech therapist (ST) Other specialty 1
Psychologist (Psy1-Psy2) General practice 2

2Each evaluator may have more than one profession or skil,the percentages are therefore
not calculated for this category.

©The term “general practice” is used to refer to practice that is not directed exclusively
toward palliative care.
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