
 
DEVELOPING A SELF-RATED INSTRUMENT OF WORK-RELATED 

WELL-BEING FOR MUSIC THERAPY PROFESSIONALS 
 
 
 
 

A DISSERTATION 
SUBMITTED TO THE FACULTY OF THE GRADUATE SCHOOL 

OF THE UNIVERSITY OF MINNESOTA 
BY 

 
 
 
 

Nai-Wen Chang 
 
 
 
 

IN PARTIAL FULFILLMENT OF THE REQUIREMENTS 
FOR THE DEGREE OF 

DOCTOR OF PHILOSOPHY 
 
 
 
 

Dr. Keitha Lucas Hamann, adviser 
 
 
 
 

October, 2008 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

© Nai-Wen Chang 2008 



 

i 

ACKNOWLEDGEMENTS 

I am grateful to many individuals who supported and believed in me in the process of 

pursuing my Ph.D. 

First, my foremost appreciation goes to my adviser, Dr. Keitha Hamann, for her 

guidance and care during my Ph.D. study. I am especially in debt to her warm and kind 

support when my former advisor was unable to supervise me before my preliminary oral 

exam. Her patience, time, resilience and encouragement assisted me in making wise 

choices in each crossroad during my dissertation writing process. Also, her outstanding 

advising skills and knowledge greatly assisted me to clean my research thinking and to 

obtain exactly what I wanted to know, to learn, and to accomplish. Without her 

understanding and confidence in me, I could not have reached my goals.   

A sincere thanks goes to Dr. Akosua. Addo who has opened my eyes and heart to 

appreciate how a strict and well-designed qualitative method will help a researcher know 

deeply about human behavior or event phenomenon in different domains. Her trust in me 

motivated me to aim high, as well as to work hard. Without her guidance in qualitative 

method at the initial stages, I would not have been able to step on the right track for the 

subsequent stages of my research.  

I would also like to express my thanks to Dr. Sarah. Angerman who has always been 

enthusiastic about helping me with my questions in her expertise of audiology in the 

Department of Speech-Language Hearing Sciences especially while I was puzzling to 

choose between a dissertation topic on designing an Assessment for Cochlear Implant 

recipients and a topic on work-related well-being for music therapy professionals.  



 

ii 

My thanks go to Dr. Scott Lipscomb who spent time to confirm and ensure the 

correctness of my factor analysis that I used in my dissertation work. I also thank Dr. 

Michael J. Silverman’s important input about revising questions of the survey in his field 

of Music Therapy.  

There is a speechless thanks to my former advisor, Dr. Charles E. Furman, who had 

shared his experiences and suggestions with me about how to develop the music therapy 

profession in Taiwan before his soul was rested.  

I would also like to express my thanks to a very patient technician of the survey 

service of the College of Liberal Arts, University of Minnesota, Kriston Huilton, who 

communicated closely with me about launching my survey on-line, the manager of 

CLA-OIT survey service at the University of Minnesota, Tomas Lindsay, who answered 

my questions in detail, and the two statistics counselors, Mayuko Kanada and Johoo Ryoo, 

who helped me understand more about statistics.  

The seven music therapy professionals who served as volunteer interviewees and 

shared their experiences, concerns and love in music therapy played a very critical role in 

this study that I appreciate very much. I was inspired when I was listening to them talking 

and felt their passion and endless devotion to the music therapy field. Their input in 

interview portion of this study was of high value to my survey. Also, many thanks go to Dr. 

Deforia Lane and Dr. Feilin Hsiao, who assisted me to find the volunteers for pilot testing 

my survey. 

Friends’ support also played prominent roles in this process. The warm friendships 

and helpfulness of Mr. and Mrs. Dick Burton, my host parents, nurtured me a lot. I see and 



 

iii 

feel the Love of God from them. Also, I deeply thank my friend, Tzing-Ming Wang, who 

helped me to take care of my children every time I asked.  

I thank my parents, Jen-Yi Chang and Su-Chu Chen, and mother-in-law, Own-Yun 

Hwang, who always supported me in their best ways, and my two brothers, Zin-Wen 

Chang and Juie-Wen Chang, and two sisters-in-law, Zen-Fan Hua and Kai-Yi Wei, who 

took more responsibility to take care of my parents when I must be absent for my Ph.D. 

study. 

Finally, I greatly appreciate the support of my husband, Dr. San-Yih Hwang, who 

understands and knows me deeply. Without his love, trust, support, and sharing of family 

duties, I could hardly make my dreams come true alone in this continent far away from him. 

His insights and challenges also inspired me to become an academic researcher based on 

my previous experiences in clinical work. Last but not least, a tremendous thanks goes to 

my three lovely children, Cliff, Cindy and Phoebe. They have been arranged to stay with a 

single parent and to pair with different siblings between Taiwan and the US each year for 

the past four years. Their sweet smiles and the precious cards/notes which I surprisingly 

found on the refrigerator, my computer, and my books, comforted me and helped me to 

regain the strength to continue. Without them, I could not have enjoyed my hectic study 

schedule and balanced between my study and my life.  

 
 
 
 
 
 
 
 
 



 

iv 

DEDICATION 

To 

My homeland―Taiwan 

The victims and survivors of 921 Earthquake in 1999 and SARS in 2003, Taiwan 

The clients and students whom I have served 

People with sincere spirits who have inspired me in this journey 

 
 

 



 

v 

ABSTRACT  

The purpose of this study was to design an assessment instrument of work-related 

well-being for music therapy professionals. An interview method was applied to construct 

a conceptual theory based on the data collected from seven music therapy professionals 

with diverse backgrounds. An on-line survey of work-related well-being, which contained 

54 five points Likert-type items, was derived through analyzing the contents of the 

interviews. Four hundred ninety-three music therapy professionals in the US were 

randomly selected to participate in the survey, and 157 responded (respond rate 32 %). 

Among them, 117 samples were determined to be valid for use in the factor analysis. 

Factor analysis revealed five factors of work-related well-being for music therapy 

professionals, including work satisfaction, stressors, self-awareness, work demands, and 

self-care skills. Statistical techniques, namely Pearson correlation, independent t-test and 

one-way ANOVA, were used to determine the impact of work years, education levels, 

and salaries on perception of work-related well-being. The results showed that music 

therapy professionals reported satisfaction both in their overall feeling of work-related 

well-being and combined factor scores. Also, the combined factor scores positively 

correlated to overall scale of work-related well-being. The experienced music therapy 

professionals have significantly higher combined factor scores of work-related well-being 

than do novice music therapy professionals. In addition, education levels do not show 

statistically significant differences on the combined factor scores of work-related 

well-being. Finally, salary levels do not exhibit statistically significant impact on factor 

scores of work-related well-being, though the p-value is much smaller (p = .105).  
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Analysis of seven interviews and psychometric methods were applied to verify the 

validity and reliability of the resultant assessment instrument. Suggestions for future use 

of the instrument are also provided. 
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CHAPTER 1  INTRODUCTION 

1. Background 

The need to provide music therapy service in health care environments has gradually 

increased in recent years. The principle of providing non-invasive treatment in a stress free, 

client-centered environment and, especially, the positive and creative way in which music 

relieves physical and psychological pain caused by illness are considered the main reasons 

for this trend. While music therapy professionals are committed to providing good quality 

of service for their clients, they also need to interact and compete with their music therapy 

colleagues and other health care professionals.   

According to the descriptive statistical profile of the American Music Therapy 

Association (AMTA) membership, each music therapist in average provided services to 

294 clients in 2007, covering clients of all ages and with more than forty types of physical, 

emotional, neurological, and developmental deficits or disorders. In addition, music 

therapists worked in a wide range of settings, including nurseries, child/adolescent 

treatment centers, drug/alcohol programs, hospices, general hospitals, inpatient psychiatric 

units, schools, and wellness program/centers (American Music Therapy Association, 

2007).  

Music therapy professionals often have to work under constantly high demands on 

their physical, emotional, and cognitive well-being. The stress comes from routine work 

responsibility for continually providing advanced treatment for different types of clients, 

improving their service and teaching for the needs of clients and/or students, engaging in 

multidisciplinary team work in clinics and educational meetings, and involvement in 

research study and attendance of workshops/conferences for professional growth.  
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However, when music therapy professionals focus on achieving work goals, they 

tend to pay much less attention to their own work-related well-being. It remains unclear 

whether unbalanced psychological and emotional states, less knowledge of work-related 

well-being, and lack of coping skills for work-related well-being will impact the 

performance of music therapists as few studies have been devoted to the work-related 

well-being of music therapy professionals.  

2. Statement of the Problem  

There is an abundant amount of literature on applying treatment methods to clients 

in the music therapy field (Bruer, Spitanagel, & Cloninger, 2007; Cevasco, & Grant, 

2006; Kwak, 2007) but only few of studies directly investigating issues concerning music 

therapists’ work related conditions. For example, Braswell, Maranto, & Decuir (1979) 

reported that nearly three of four music therapists felt “very well” about enjoyment in 

their jobs with a median salary as $10,248 among eight regions. Oppenheim (1987) found 

low correlations of six predicator variables, such as age, and burnout. And Fowler (2006) 

found only a modest correlation (r =.53, p < .001) between age and personal achievement 

scale of the Maslach Burnout Inventory when demographic information (work-year, 

income, age, and education) was compared with three burnout subscales (emotional 

exhaustion, depersonalization and personal accomplishment).  

Also, in practice there are music therapists’ work codes that are supposed to be 

followed by music therapy professionals. However, codes of ethics provided in the music 

therapy Members Sources book give only short and general guidance for professionals 

regarding potential difficulties, problems, performance concerns, and well-being 

(American Music Therapy Association, 2007). For example, No. 1.5 in the code of ethics 
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of the AMTA reminds music therapy professionals of their obligation to monitor their 

well-being as follows: 

“The MT [music therapist] is aware of personal limitations, problems, and values 
that might interfere with his/her professional work and, at an early stage, will take 
whatever action is necessary (i.e. seeking professional help, limiting or 
discontinuing work with clients, etc.) to ensure that services to clients are not 
affected by these limitations and problems (AMTA, 2007, p. 24).” 

According to the code, two important things need to be noted: (1) the AMTA only 

gives the code as a guide, not a specific instrument for assistance, for music therapy 

professionals to be aware of, to notice, or to examine their work-related well-being, and 

(2) the code is the only formal document information to which music therapy 

professionals may refer when they need advanced information about dealing with 

personal limitation, problems and values. Unfortunately, music therapy professionals 

need to detect the effects of job stress and identify burnout signs on their own, or rely on 

other sensitive colleagues, supervisors or program/department directors if they have 

trouble or concerns about the well-being of their students, peers, or self. 

The lack of better understanding and the need for an examination of the 

work-related well-being for music therapy professionals, as evident from both academic 

literature and practice, is clear. Therefore, to more thoroughly comprehend this crucial 

matter, a study of work-related well-being for music therapy professionals is proposed. 

3. Purpose of the Study 

The purpose of this study is to design a self-rated assessment instrument and to 

develop the explanation of an assessment tool for identifying the specific work-related 

well-being needs of music therapy professionals in the US. Interviews with veteran music 
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therapists and a survey of practicing music therapists were used to develop the assessment 

instrument. The value of such an instrument of work-related well-being is also discussed.  

4. Theoretical Framework 

The term, well-being, originated from the two Greek words: hedonic and eudaimonia, 

enjoyment and happiness (or subjective and psychological well-being), which represent 

individual well-being (Ryan & Deci, 2001; Waterman, 1993). In addition, work-related 

well-being plays a major and prominent role in an individual’s life, which drives people’s 

performance in many aspects of their work, such as teaching and therapy (Lent, 2004).  

Therefore, the theoretical framework for work-related well-being is based on the 

comparisons and integrations of seven theories/models of well-being in different 

disciplines, including Subjective Well-Being (SWB, Diener, 1984), Psychological 

Well-Being (PWB, Ryff, 1989), and Normative and Restorative Well-Being (Lent, 2004) - 

an integrated theory of PWB and SWB - in the psychological field; Multiple Discrepancies 

Theory (Michalso, 1985) and the Job Demands-Resources Model (Bakker, Demerouti, & 

Verbeke, 2004) in the social sciences field; the Neuman Systems Model (Neuman, 1995) 

in the nursing field; and the Holistic Model (Amir, 1996) in the music therapy field. 

Through analysis of these theories/models, the researcher expects to obtain a clearer view 

of the elements of (work-related) well-being which expands beyond the boundaries of each 

single field and integrates the theories across the varied disciplines.   

5. Scope of the Study 

To satisfy the research purpose, this study is divided into the following four stages:  

Stage I. The formation of the study 
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The goal of this stage is to identify the research topics and more precisely define the 

research questions raised by this study. The research questions will be listed in the 

latter part of Chapter 1. 

Stage II. Formulating a theory of well-being for music therapists 

This stage starts by reviewing the various definitions and models about well-being in 

the literature, followed by the design of interview questions based on literature review 

and the researcher’s nine-years of work experience in music therapy. In this stage, 

interviews with seven experienced music therapists were set up and completed, and 

the transcripts were confirmed by the interviewees. Finally, a tentative model of 

work-related well-being was conceptualized through the analysis and triangulation of 

qualitative data from the interviews.  

Stage III. Confirmation and revision of the proposed theory 

In this stage, a questionnaire was designed, based on the proposed conceptual theory 

conducted in Stage II. The questionnaire was revised through a pilot testing 

involving 15 volunteers. The revised questionnaire was then submitted to 493 

randomly selected music therapy professionals, and the survey data were analyzed. 

This stage closed by presenting the findings after applying statistical techniques to 

the survey data. 

Stage IV. The assessment instrument of work-related well-being 

In the last stage, a comprehensive assessment instrument of work-related well-being 

designed specifically for music therapy professionals was proposed and discussed. 

Also, suggestions were given for applying the instrument in clinical use.  
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6. Research Questions  

As a guide for acquisition of data to fulfill the statement of the problem, the research 

questions are listed below. These research questions were refined and one research 

question was added after consent forms were obtained.  

1. What are the perceptions of work-related well-being among music therapy 

professionals in the US?  

2. What are factors of work-related well-being for music therapy professionals? 

3. How are combined factor scores on the final assessment related to overall feeling of 

work-related well-being?  

4. How do various work experiences affect combined factor scores on the final 

assessment of work-related well-being among music therapy professionals? 

5. How do various education levels affect combined factor scores on the assessment of 

work-related well-being among music therapy professionals? 

6. How do various salary levels impact combined factor scores of the assessment of 

work-related well-being among music therapy professionals? 

7. How well does the created assessment tool measure work-related well-being for 

music therapy professionals? 

7. Definition of Terms  

The main terms of this study are operationally defined as follows: 

• Assessment: “A process of collecting data for the purpose of making decisions about 

individuals and groups” (Salvia & Ysseldyke, 2004, p.4) and showing “the status of a 

phenomenon at a particular time” (Best & Kahn, 2006). 
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• Music Therapy Professionals: People who are credentialed through Music Therapy 

Board Certification, (MT-BC) or who are certified music therapists (CMT) or 

registered music therapists (RMT), and who work in either clinical or academic 

music therapy facilities.  

• Work-related well-being: A concept which represents satisfaction, happiness, and 

manageability as well as awareness of one’s function emotionally, physically, 

socially, cognitively and spiritually in a working environment in daily life. 

Limitations of the Study  

The researcher recognizes several factors that are beyond her control, and they are 

listed below. 

1. The cultural limitation exists. The result of this study only describes the 

perception and indicators of work-related well-being in the US. It may not be 

applicable to music therapy professionals with different cultural background or 

living in different continents. 

2. The interview data are inherently limited by the willingness of the respondents to 

share their thoughts and feelings openly. Likewise, survey responses are 

self-reports and can be limited by the willingness of subjects to answer openly 

and completely. 

3. There is a potential of bias in survey response due to the lower response rates 

(32%) and scores may not adequately represent the breadth of settings in which 

music therapists work at different working places (e.g., forensic site versus 

school), with different types of clients (e.g., stroke vs. mental illness), etc.  
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4. Due to non native language and different culture background of the researcher, 

the potential problems, such as transcribing and interpreting transcripts of 

interviews and the wording of the survey, could affect the results of the study. 

However, to reduce this limitation, two senior native English speakers who are 

not in the music therapy field were involved to assist the researcher to confirm 

the texts between audiotape and written transcript. One was a medical doctor 

and the other a teacher of children with special needs.  

5. The perceptions of two groups of music therapy professionals were not included 

in this study. They are music therapy professionals who were not registered as 

the members of AMTA in 2007, and who did not have email addresses listed on 

the AMTA Member Source Book in 2007. 

8. Significance of the Study 

This study will provide critical information and an assessment instrument about 

work-related well-being of music therapy professionals to researchers, academic educators, 

clinical practitioners, program directors, music therapy organizations, as well as other 

related health care professionals, such as art therapists and occupational therapists. 

As a member of health care professions, each music therapist has the obligation and 

responsibility to be concerned for colleagues’ well-being, identify the potential problems, 

prevent the possible harms and risks caused by therapists, and maintain therapists’ 

reputation and credibility (Baldisseri, 2007). Furthermore, in view of the insufficient 

number of studies about work-related well-being for music therapy professionals and the 

lack of an assessment instrument to evaluate work-related well-being, this study provides a 
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useful assessment instrument based on psychometric examination with evidence of validity 

and reliability. 

Therefore, this study will directly contribute to increase attention on the study of 

work-related well-being of music therapy professionals in academic and clinical settings. 

This study also provides valid research results that allow music therapy practitioners to 

gain more and better understanding of their perceptions of work-related well-being. 

Specifically, music therapy professionals can be aware and realize the factors which do 

exist and do impact their work performance, satisfaction in work, and work-related 

well-being. Second, the concept of self-care, as identified by the research, will lead them 

to rethink and refocus about caring for their own work-related well-being, which is no less 

important than the service they provide to their clients.  

In addition, the research results and the resultant assessment instrument of 

work-related well-being provide a hybrid method and a useful tool to assist music therapy 

educators, supervisors, and program directors to guide their students, interns, and novice 

professionals to better understand their work-related well-being, to identify the work 

problems related to well-being, to find a self-care skills to maintain work-related 

well-being, and to ensure the quality of music therapy services delivered by the therapists.  

The results of the study also reveal critical information for music therapy 

organizations when they need to establish more courses about work-related well-being in 

continuing education programs, or even to build up evaluation or support 

programs/systems, as have been done in other professions such as physicians and nurses. 

Such courses and support programs may improve the quality of music therapist training 

and meet the organization’s goals of serving music therapy professionals. 
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Finally, through the thorough investigation of the work-related well-being of music 

therapy professionals, this study helps increase attention on the importance of 

work-related well-being for music therapy professionals, which has long been neglected 

by music therapy community as compared to other professional disciplines.
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CHAPTER 2  LITERATURE REVIEW  

1. Overview of Well-being 

1.1. Definition of Health, Mental health, Occupational Health, Wellness, and 
Well-being 

Clarifying the meaning of health, mental health, wellness, and well-being is 

imperative in this study due to the fact that these terms have been widely used in various 

professional fields, such as medicine, nursing, public health, and education, with 

overlapping, yet differing meanings. In general, health implies positive emotional and 

physical fitness with little or no sickness and illness (Vaillant, 2003). The World Health 

Organization (WHO, 1948) first defined health as “a state of complete physical, mental, 

and social well-being.” This definition was later revised to refer to health as “a state of 

complete physical, mental and social well-being, and not merely the absence of disease” 

(WHO, 2007a). Recently, Ryff and Singer (2000) indicated that health includes “diverse 

aspects of flourishing, …, instantiated in neural circuitry, downstream endocrinological 

and immunological systems, and ultimately culminates in vitality and longevity.”  

Mental health refers to the ability of a person to emotionally and physically negotiate 

daily stresses and difficulties and to keep a positive relationship within oneself and with 

others. The World Health Organization (2007b) defines mental health as “a broad array of 

activities directly or indirectly related to the mental well-being component” which also 

needs to conform to the definition of health (see the above definition of health). 

Specifically, mental health is not just the absence of mental disorder, but “a state of 

well-being in which every individual realizes his or her own potential, can cope with the 

normal stress of life, can work productively and fruitfully, and is able to make a 

contribution to her or his community (WHO, 2007b).”  
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Also, Vaillant (2003) performed a prominent academic study on mental health that 

systemically reviewed and compared the definitions of mental health made by different 

experts. He pinpointed the problems in previous studies on mental health that fail to 

discriminate between trait and state of mental health and to consider issues related to 

culture, geographical background and historical moment. In addition, some studies 

measure mental health using assessments of physical status or intelligence, such as tests of 

weight or IQ. These indicators do not comprise a complete set of aspects for measuring the 

mental health of a person.  

Wellness is considered as synonym for health but is often perceived as an abstract 

concept. Cowen (1991) used the term, wellness, to verify the presence of two groups of 

indicators: matter-of-fact well in eating, sleeping and doing and feelings of control, 

belongingness and satisfaction. It defines wellness as including physical and 

psychological health, “food, job status, and life opportunity (p.404).” Cowen (1991) 

pursued the concept of psychological wellness from four perspectives: competence, 

resilience, social system modification, and empowerment. 

Ghetti, Hana, and Woolrich (2004) described a holistic view of wellness that stresses 

the interaction of various health components in which wellness was regarded as the 

soundness of the body, mind and spirit of an individual. Wellness also means “one’s whole 

being— physical, emotional, mental, and spiritual—all of which are vital components 

(Touhy, 2008, p.45).” Touhy (2008) also indicated that wellness involves “behaviors 

fundamental to healthy adaptation, such as self-responsibility, physical fitness, stress 

management, nutritional awareness, and environmental sensitivity (p.62).”  
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Compared to wellness, well-being has been more precisely defined and widely 

discussed in the psychological field for decades. It is a multi-dimensional concept which 

can hardly be determined from a single aspect (Diener, Suh, Lucas, & Smith, 1999), and is 

regarded as a complex construct that concerns optimal experience and functioning (Ryan 

& Deci, 2001). In addition, from the view of social and behavioral science, well-being can 

also be referred to as job-related well-being (Smelser & Baltes, 2001), which coincides 

with the definition of occupational health (Muchinsky, 2003). 

Traditionally, well-being has been divided into two categories, namely Subjective 

Well-Being (SWB) and Psychological Well-Being (PWB) (Christopher, 1999; Keyes, 

Shmotkin, & Ryff, 2002; Ryan & Deci, 2001; Ryff, 1989; Waterman, 1993). The SWB 

and PWB concepts originated from the early two concepts respectively, hedonic and 

eudaimonia enjoyment, proposed by the ancient Greek philosopher Aristotle (Ryan & Deci, 

2001; Waterman, 1993). While SWB generally refers to the individual’s perception of 

quality of life, life satisfaction, positive and negative feelings, and personality (Diener, 

1984) PWB focuses on personal achievement and growth (Ryff, 1989). However, some 

researchers contended that SWB and PWB should be treated as a whole unit since both of 

them are so strongly connected and overlap on many key components (Christopher, 1999; 

Keyes, Shmotkin, & Ryff, 2002; Lent, 2004; Ryan & Deci, 2001). 

1.2. The Mixed Use of the Terms 

There are no standard definitions for the terms, health, mental health, occupational 

health, wellness, and well-being, as used by various researchers. Some researchers vaguely 

define the terms or do not define them at all (Hsu, 2005; Le Blanc, 2001; Stone, Du & 

Gershon, 2007), some create their own definitions (Fritschi, Stultz, & Rössler, 2005; 
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Lauber, Ajdacic-Gross, Saunders & Kashubeck-West, 2006), and others present advanced 

discussions on how they defined these terms (Diener, et al., 1999; Ryan & Deci, 2001; 

Ryff & Singer, 2000; Vaillant, 2003).  

For example, the most updated code of ethics for medical doctors’ notes that it is the 

physicians’ obligation to maintain their health and wellness, which includes preventing or 

treating certain diseases. Here, health and wellness could be referred to as the avoidance of 

mental illness, disabilities, and occupational stress (Physician Health and Wellness, 2006, 

p.273), the emotional and behavioral disorder caused by alcohol and drug dependence for 

releasing the stress (Femino & Nirenberg, 1994), substance abuse problems (Rakatansky & 

Moclair, 1994) or anything that results in the impaired performance of their work 

(Baldisseri, 2007).  

In the nursing field, no significant effort has been applied to distinguish the term 

well-being from the other related terms, such as mental health and wellness. Le Blanc, de 

Jonge, de Rijk, & Schaufeli (2001) attributed the deterioration of well-being to stressful 

work environment, health complaints, and job burnout and designed an assessment tool 

called Well-being of Intensive care nurses (WEBIC). Also, Stone et al. (2007) applied 

“health and well-being” when measured the physical symptoms of well-being (e.g., 

musculoskeletal injury, and blood and body fluid exposures), the psychological signs (e.g., 

burnout), and lost workdays for nurses. 

In the public health field, the definition of mental health is directed toward mental 

disorders. Lauber, et al. (2005) defined mental health literacy as the ability to receive 

knowledge and recognize mental disorders, such as depression or schizophrenia.  
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1.3. Definition of Well-being in this Study 

After reviewing the definitions of these closely related terms in the literature, the 

researcher decided to use the term, well-being, for measuring the perceptions of music 

therapy professionals about their work. Here well-being measures the multidimensional 

aspects of individuals, which include the perception of satisfaction, manageability, and 

awareness of one’s function in his or her work environment, including emotional, physical, 

social, cognitive, and spiritual facets. 

2. The Frameworks of Well-being  

Although many theories/models about well-being have been proposed in various 

fields, they are based on heterogeneous definitions of health, mental health, occupational 

health, wellness and well-being. This means these theories may not be consistent and 

comparable. Although these models may not be applicable to the establishment of a model 

in this study, they do provide profound insight into the various factors impacting 

well-being. There are factors of genetic traits (e.g., personality) versus environment (e.g., 

economic and work places), internal factors (e.g., cognition, motivation) versus exterior 

factors (e.g., goals, experiences, and events), and short-term factors (e.g., the current 

feeling and emotion about well-being while assessing) versus long-term factors (affect 

over a certain period of time).  

In the following paragraphs, the researcher will describe theories/models in different 

disciplines, including (1) Subjective Well-Being Theory (SWB, Diener, 1984), 

Psychological Well-Being Theory (PWB, Ryff, 1989; Ryff & Keyes, 1995, revised), and 

Normative and Restorative Well-Being (Lent, 2004)—an integrated theory of PWB and 

SWB in the psychology field, (2) Multiple Discrepancies Theory (Michalso, 1985) and the 
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Job Demands-Resources Model (Bakker et al., 2004) in social sciences field, (3) the 

Neuman Systems Model (Neuman, 1995) in the nursing field, and (4) the Holistic Model 

(Amir, 1996) in the music therapy field. 

2.1. The Theories of Well-being in Psychology Field 

Subjective Well-Being (Diener, 1984, 1999) 

Individual happiness and satisfaction are two subjective components of well-being 

upon which many researchers have focused. Diener (1984) reviewed and analyzed the 

previous literature of SWB, discussed the measurement and components of SWB, and 

compared the related theories. Diener (1984) first pointed out that the definition of 

happiness was much clearer than ever before after Warner Wilson presented what a happy 

person is: “[A] happy person emerges as a young, healthy, well-educated, well-paid, 

extroverted, optimistic, worry-free, religious, married person with high self-esteem, high 

job morale, modest aspirations, of either sex and of a wide range of intelligence (p.294).”  

Then, Diener (1984) defined the meaning of SWB from the viewpoint of happiness, 

life satisfaction, and positive affect. He further interpreted SWB as a self-observer having 

the happiness that is a desirable state judged from a particular value framework, an 

individual life satisfaction decided by the individual as to what are a good life, and a 

person’s pleasant emotional experience. Diener (1984) emphasized the importance of 

measuring happiness and satisfaction towards SWB. 

Diener (1984) criticized the existing studies on SWB for drawing too much attention 

to negative affect or feeling. He strongly suggested the need to focus on positive affect, as 

well as observing SWB from a multi-faceted viewpoint in that the more domains of life 

satisfaction people possess, the higher SWB they have. Finally, Diener (1984) investigated 
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the factors affecting SWB from the previous studies, and proposed the following factors of 

SWB: health, income, age, gender, race, employment, education, marriage and family, 

social interaction, activity, personality and life events.   

Diener, et al. (1999) discussed the limitations of research on SWB over the previous 

30 years. They suggested the following directions for future studies of SWB: (1) provide 

separate measurement of positive affect, negative affects, life satisfaction, and global 

happiness, (2) use cross-sectional surveys (e.g., experienced sampling and experimental 

approaches) when designing research methods, (3) investigate the correlation between 

personality and environment factors, and (4) notice the processes that subjects employ to 

adapt to their unique situations. 

Psychological Well-Being (Ryff, 1989; Ryff & Keyes, 1995, revised) 

Theoretical groundwork regarding PWB was established by Ryff (1989) who 

proposed a multi-faceted model. Ryff made a significant contribution that adopts six more 

effective measures of PWB: self-acceptance, positive relations with others, autonomy, 

environment mastery, purpose in life, and personal growth.  

Ryff and Keyes (1995) used a new set of items to test the happiness of three adult 

groups of different age ranks from six perspectives: affected balance, life satisfaction, 

self-esteem, morale, locus of control, and depression. Ryff and Keyes explained the new 

six components of PWB (positive self-regard, mastery of the surrounding environment, 

quality relations with others, continued growth and development, purposeful living, and 

the capacity for self-determination) in detail and presented their characteristics in a scale 

of low to high scores. For example, in the personal growth component, feelings of 
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increasing knowledge and experiences would be scored as high while feelings of lost 

learning motivation or drive would be scored as low.  

Furthermore, Ryff (1989) argued that two obstacles had hindered the development of 

theoretical foundation of PWB: the blurred structure of PWB and the mistranslated Greek 

word, eudaimonia, into happiness. As happiness merely means the balance between 

positive and negative affect, Ryff (1989) thus advocated the inclusion of one prominent 

additional aspect, namely positive psychological functioning, into the basic elements of 

PWB. The claim of the positive psychological functioning also echoes the positive affect in 

SWB as proposed by Diener (1984). Ryff (1995) contended that mental health should not 

be measured solely on sickness or psychological symptoms but also on positive 

psychological functioning, which is an important indicator of mental health as well.  

Overall, Ryff’s (1995) six factors of PWB were based on analysis of the pitfalls of 

previous studies in PWB and provide a sound theoretical foundation through thoughtful 

considerations that take into account the difference of age, gender, and culture variables. 

Ryff’s (1995) mutildimensional model has been applied to many different domains 

through experimental study. Examples include comparing SWB and PWB in successful 

midlife development by sampling 3,032 nation-wide people (Keyes, Shmotkin, & Ryff, 

2002) and feminist identity development by sampling 244 women of different ages and 

ethnic background (Saunders & Kashubeck-West, 2006). 

Theory of Normative and Restorative Well-Being (Lent, 2004) 

Lent (2004) investigated the definition, conception, and the causes of well-being 

from the perspective of applied psychology. He proposed models of normative and 

restorative well-being to fill out the gap between research studies and practice needs. Lent 
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(2004) believed that well-being is a multifaceted conception of mental health and positive 

feeling. 

According to Lent (2004), SWB focuses more on personal affect and, controversially, 

PWB is directed toward individual purpose. After considering the many ways to form and 

assess well-being, Lent gave priority to personal traits, as well as contextual and cultural 

environment. As a result, Lent (2004) categorized well-being into two facets, normative 

and restorative well-being, as opposed to the previous categorization, hedonic and 

eudaimonic well-being (or subjective and psychological well-being). Lent (2004) 

contended that the process of individual motivation would connect to personal feelings of 

pleasure which is normative (hedonic, or subjective) well-being, and personal thoughts and 

actions of pleasure which is restorative (eudaimonic or psychological) well-being.  

The model of normative well-being is a goal-directed approach that starts from an 

individual’s traits (i.e., personality or motivation), which creates some expectations and 

drives for the individual to pursue improved well-being. Then, the individual seeks 

resources and support to fulfill goals and obtain the feeling of domain-specific satisfaction, 

even overall life satisfaction. On the other hand, restorative well-being begins with the 

dispositions of an individual who is pressed by stressful events and willing to find a 

resolution or coping methods. Environmental support (e.g., treatment) becomes a main key 

to resolve the individual problems and is attributed to the individual’s domain-specific 

satisfactions, even recovered life satisfaction.  

Lent (2004) also emphasized the importance of contextual information when 

measuring well-being. Example contextual information includes period of time (e.g., 

recent, intermediate, or life span), work domain or roles, and culture. Asking a subject 
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“How do you feel now?” reflecting the “recent” period of time could more accurately 

reflect the current state and feeling of the subjects than asking “How have you felt in the 

last week?” (intermediate) or “How have you felt over your life span?” In addition, 

questions raised for particular contexts, such as life domains (e.g., work) or certain roles 

(e.g., music therapists), may highly reflect the subject’s general life satisfaction, resulting 

in improved understanding of the individuals’ well-being.  

Finally, Lent (2004) cited Christopher’s (1999) study about the importance of 

cultural background in assessing well-being because the definitions of well-being in 

psychological literature are generally rooted in Western culture, which is more 

individualistic. It may not be equally applicable to subjects from Eastern cultures, which 

are more collectivistic in that a person’s well-being is closely tied to the success and 

well-being of family or friends. 

2.2. The Theories of Well-being in Social Science 

Multiple Discrepancies Theory (MDT, Michalso, 1985) 

The Multiple Discrepancies Theory (MDT) of Satisfaction is an advanced 

theoretically conceptual framework of well-being in social science that has been around for 

decades. Michalso (1985) proposed the theory based on an overview of historical 

literatures that studied happiness and satisfaction and tested it through an empirical 

examination. It was a study to find out what factors produce an individual’s net satisfaction 

which refers to “a function of the perceived discrepancy or gap between what one has and 

what one wants (Michalso, 1985, p. 348).”  

In Michalso (1985), the main purpose was to examine the difference between what 

an individual has and other types of discrepancies. And these other types of discrepancies, 
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according to Michalso (1985) include (1) what an individual wants (self-wants), (2) what 

an individual’s relevant “others” have (self-others), (3) what an individual deserves 

(self-deserved), (4) what an individual needs (self-needs), (5) what an individual expected 

to have three years ago (self-progress), (6) what an individual expects to have in the next 

five years (self-future), and (7) The best an individual has ever had (self-best). Twelve 

predictors of satisfaction were listed, including health, financial security, family relations, 

paid employment, friendships, housing, area lived in, recreation, religion, self-esteem, 

transportation, and education; these are applied to test out personal happiness, as well as 

personal judgments about one’s environment. Also, six demographic variables (i.e., gender, 

age, marital status, work status, education level, and course of study) were included. This 

theory was tested using 700 undergraduate students as the sample. Three interesting 

findings of Michalso’s study (1985) are listed below: 

1. Six out of twelve predictors of satisfaction have an impact on happiness while 

demographic variables have no impact on happiness. These six predictors from 

highest to lowest degrees of impact are self-esteem, friendships, paid employment, 

health, family relations, and education. However, as opposed to females, males were 

not influenced by family relations and education predictors. 

2. One predictor of satisfaction, self-esteem, showed the biggest influence on three types 

of discrepancies, self-others, self-deserved, and self best, while another predictor, 

education, had the biggest impact on another three types of discrepancies which are 

self-needs, self-progress and self-future. 

3. Only 3 out of 12 predictors showed significant influence on all seven types of 

discrepancies. They are financial security, self-esteem, and education.   
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This model showed that one’s satisfaction and happiness are influenced by multiple 

factors which depend on the perception of self, resources in one’s environment, and 

self-drive for the future. Therefore, when obtaining information of well-being, which is 

indicated by satisfaction and happiness, of a group of people, a researcher needs to 

understand more about these particular people before designing the measurement 

instrument.    

The Job Demands-Resources Model (Bakker, Demerouti, & Verbeke, 2004) 

In the Job Demands-Resources Model (JD-R), Bakker et al. (2004) examined two 

main characteristics, job demands and job resources, and their relationships with burnout 

and personal job performance. Job demands were defined as the physical and/or 

psychological (cognitive and emotional) effort required performing jobs. Job demands 

were related to certain physiological and/or psychological costs. On the other hand, job 

resources were referred to as the resources that assist an individual to reach job goals, 

decrease work demands and costs, and help individual growth. Job resources appear in 

many places, such as organization, work content, and work tasks. In their study, job 

demands were measured by workload, emotional demands, and work-home conflict, while 

job resources were examined using three items: autonomy, possibilities for professional 

development, and social support from colleagues. Burnout included two major components: 

exhaustion and disengagement. In addition, in-role performance and extra-role 

performance, which measure worker’s productivity directly and indirectly fulfills the 

demands of work unit respectively, were also examined.  

Four hypotheses were made: (1) in-role performance is predicted by job demands 

through exhaustion as a mediator, (2) extra-role performance is predicted by job resources 
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through disengagement as a mediator, (3) job resources serve as a buffer between job 

demands and exhaustion, and (4) exhaustion is strongly related to disengagement. Their 

experimental results showed strong support of all hypotheses except for hypothesis three, 

by which it was found that job resources makes no significant difference between job 

demands and exhaustion. This means job resources did not play a buffer role to loosen the 

tension between job demands and exhaustion. In addition, the two major components of 

burnout, exhaustion and disengagement, were strongly related to in-role performance and 

extra-role performance, respectively. Also, job performance was excluded from the 

components of burnout because literature evidence showed that job performance does not 

have a direct impact on burnout. While burnout could possibly increase job performance 

for some workers, it decreases job performance for others. 

The model of the study showed that both job demands (workload, emotional 

demands, and work-home conflict) and job resources (autonomy, possibilities 

development and social support) have different impacts on work performance. It 

suggested future studies need to pay more attention to other potential factors, except for 

burnout, which may also have great influences on work-related well-being even among 

people who have more job resources. 

2.3. The Neuman Systems Model in Nursing Field 

The Neuman Systems Model (NSM), originally proposed by Betty Neuman in 1972, 

takes a holistic view of the healthcare systems model. It was subsequently revised several 

times in the nursing field (Nieswiadomy, 2008) and has been conceptualized as holistic 

health (Neuman & Reed, 2007). This model, referred to as wellness model by Neuman 
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(1995), was used to describe positive wellness, which includes the maintenance of stable 

innate function, appropriate reaction to stress, and the prevention of illness.  

In the NSM, three main lines are proposed to circle around basic structure energy 

resources, and they interact with each other (DeWan & Lowry, 2006). The first line is the 

line of resistance (LOR), which is referred to as one’s protection system around and closely 

near the subject (i.e., psychological defenses, emotional support or the physical immune 

system) to detect discomfort or invasive illness. The second line is the normal line of 

defense (NLD), which demonstrates the normal level of a subject’s wellness as formed by 

his/her social and cultural background. The third line, most outward from the subject, is the 

flexible line of defense (FLD), which functions like a buffer to block the invaders (i.e., 

stressors). All of the three lines are centered on the individual’s physical signs, such as 

heart beats. 

According to Neuman (1995), either health or illness is a pattern of 

person-environment interaction, and it is inappropriate to view disease as a separate entity. 

Thus, one should pay attention to the interaction between individuals and environment 

(Yamashita, 1999). To assess the condition of an individual or to identify problem(s), five 

aspects would be examined: physiological, psychological, sociocultural, developmental, 

and spiritual variables (Nieswiadomy, 2008). 

The NSM is a conceptual framework that assesses five aspects mentioned above. The 

model has been supported by various descriptive studies only, such as cases analysis 

(Ume-Nwagbo, DeWan, & Lowry, 2006), integration of leadership-scholarship (Neuman, 

Newman, & Holder, 2000), and women’s multiple role stress (Gigliotti, 1999).    
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2.4. The Holistic Model in Music Therapy Field 

Amir (1996) presented the Holistic Model for music therapy based on two 

observations. First, music therapy, as a discipline, failed to nurture and to develop its own 

theories. As a result, to explain why and how music therapy would affect a client, 

researchers often needed to borrow theories developed in other disciplines (e.g., 

psychotherapy). Second, according to the study done by Nicholas and Gilbert (1980), 

many music therapists did not agree that the research literature in the music therapy field 

was related to their clinical practice.  

Therefore, Amir (1996) proposed her theory based on her clinical experiences and 

inspired by other theories, such as Kenny’s web relations of an individual whole-systems 

view, Eagles’s quantum physics of quantum therapy, and Bonny’s connected 

consciousness of the Guided Imagery of Music (GIM, recently named The Bonny Method 

of Guided Imagery and Music, BMGIM, Bruscia & Grocke, 2002). Amir’s Holistic Model 

formed a whole system composed by three entities: a therapist, a client, and music (Amir, 

1996) and appeared to change from physiological, cognitive, emotional, intuitive, and 

spiritual views due to interaction among the three entities.  

From the longitudinal view, according to Amir (1996), the model is divided into 

reality (external and internal), realms (active and receptive), and levels (interpersonal and 

intrapersonal), which drive the perceptions and responses in behavior, feeling, and thinking 

during the process of music therapy treatment. Furthermore, Amir (1996) suggested using 

the model for making a diagnosis of the client’s problems and designing a treatment plan 

for the client.  



 

27 

Amir (1996) gave two sample cases for interpreting the model in her study. For 

example, the client in a music therapy room with all instruments and facilities is called 

external reality. The feelings, perceptions, and images of the client or therapist are called 

internal reality. If the clients either decide to play instruments or only listen to music 

(active realm) and listen to client’s inner voice (receptive realm), the influence would flow 

between client and therapist, causing interpersonal and intrapersonal interactions.  

Although the model was intended to promote a powerful therapeutic process and 

suggested to reach treatment goals (e.g., improved health and increased creative ability), it 

was proposed without support from further empirical studies. Therefore, the model was 

considered more of a philosophy of music therapy rather than an empirically-based theory. 

2.5. The Comparisons among Different Components of Well-being among the 
Studies 

The seven theories reviewed above are summarized in Table 2-1 for better 

understanding and comparison. The research field for which each theory was proposed, the 

content, and the core elements of each theory are listed. In addition, the experimental 

studies supporting each theory, if any, are also listed.  

In general, the theories of well-being proposed in psychology and social science 

fields tend to include more identical factors compared to those in the nursing and music 

therapy fields viewed well-being in a general picture. Secondly, some of them were 

supported by experimental or descriptive studies. Thirdly, two theories adopt a holistic 

view for well-being, albeit these holistic views tend to be more ideal thoughts than 

practical applications.  
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To further compare these theories, a chart that classifies well-being proposed in the 

literature from three perspectives—internal elements, external elements, and 

mediator/buffer elements—is presented in Table 2.2. The internal elements represent 

individual traits or conditions that play an active/passive personal function in work or life. 

Examples of internal elements include physical and emotional health, self-esteem, and 

self-acceptance. The external elements cover positive/negative influences, which come 

from the environment around individuals. Possible external elements include occupation, 

income, family and social life, and culture. The mediator/buffer elements control 

individuals’ motivations and executive ability to obtain more knowledge and strength to 

overcome the frustrations, to relieve the stress, and to keep a balance for maintaining one’s 

well-being. Example mediator/buffer elements include education, personal growth and 

development, and spirit.  

3. Study of Well-being in Various Health Care professions 

To develop an assessment of well-being for music therapy professionals, it is 

imperative to review studies of well-being among other health care professionals. The 

following section is to review studies of well-being in medical, nursing, as well as other 

health care fields. 

3.1. The Medical Field 

Because a physician’s work content and mental health directly affect clients’ rights 

and safety, over the decades many researchers have examined their work performance, as 

well as their well-being to ensure that physicians deliver the positive quality services to 

their clients (Baldisseri, 2007; Bergman, Ahmad, & Stewart, 2003; Wold & Karlin, 1994). 
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In general, the studies of physician’s well-being involve three steps: (1) identifying factors 

of well-being from individuals and their work environment, (2) designing assessment 

instruments of well-being, and (3) building up prevention/therapy/support programs. In 

this section, only factors of well-being will be discussed. Assessment instrument parts will 

be presented later in the Assessment section of this chapter, and the supporting programs 

will be discussed in Chapter 5.  

Table 2-1  The comparison of different theories and models of well-being 
Theory/Model Field Content Core elements Empirical 

study 

SWB 
(Diener, 1984) 

Psychology Desirable state judged 
from a particular value 
framework 

Positive affect No 

PWB (Ryff, 
1989)  

Psychology The balance between 
positive and negative 
affect 

Positive 
psychological 
functioning 

Three 
different ages 
adult-groups 

Normative & 
Restorative WB 
(Lent, 2004) 

Applied 
psychology 

A multifaceted 
conception of mental 
health and positive 
adoption 

Personal traits, 
contextual, and 
cultural 
environment 

No 

MDT 
(Michalso, 
1985) 

Social 
science 

Individual satisfaction Net satisfaction 700 
undergrad. 
students 

JD-R Model 
(Bakker et al., 
2004) 

Social 
science 

Physical, cognitive and 
Emotional aspects 

Demands vs. 
Resources 

+100 
organizations

NSM, (Neuman, 
1995) 

Nursing Lines of resistance; 
flexible line of defense; 
normal line of defense 

Holistic health No 

Holistic M. 
(Amir, 1996) 

Music 
therapy 

The power among  
therapist, client & music 

Holistic view No; but 
descriptive in 
2 cases 

 

Most factors concerning individual’s well-being are applicable to physicians, 

including behavior, physical, psychological/emotional/mental, social, and cognitive 

well-being problems. In a study conducted by Voltmer, Kieschke, and Spabn (2007), 

physicians’ work-related behavior and experience patterns were examined and compared 
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to those of four other professional groups (i.e., teachers, prison officers, policemen, and 

business starters). The 66-item questionnaire resulted in four types of behavior patterns: 

Healthy-Ambitious, Unambitious, Excessively Ambitious, and Resigned types. The results 

showed that healthy behavior and experience patterns only account for 58 out of 344 

physician subjects (17%). In addition, nearly half of the physicians lack working 

motivation. Also, burnout and less social support are high risk factors for physicians. The 

authors suggested personal coping methods and organizational interventions as the means 

for improvement. 

Table 2-2  The comparison of different theories and models related to well-being                   
Model Internal 

elements 
External elements Mediator/Buff

er elements 
SWB 
(Diener, 
1984 

Health  Employment; Income; Marriage & family 
Age; Gender; Race;  
Social Interaction; Activity 

Personal & life 
events 
Education 

PWB  
(Ryff, 1989) 

Self-Acceptance
 

Purpose in life; Environmental mastery; 
Autonomy; Positive relations w/ others 

Personal 
growth 

Integrated 
WB (Lent, 
2004) 

Personal traits Contextual environment 
Cultural Environment 

— 
 

MDT 
(Michalso, 
1985)  

Self-Esteem 
Health 

Financial security; Employment  
Transportation; Recreation 
Area lived in; Housing 
Family relations; Friendship 

Education 
Religion 

JD-R 
(Bakker et al. 
2004) 

Job supports: 
Autonomy 

 

Job demands: Work pressure & Work- 
Home interference; Emotional demands 

Job supports: 
Possibilities 
development Job supports: Social support 

NSM 
(Neuman, 
1972) 

Physical &  
psychological 
view 

Socio-cultural view Developmenta
l view 
Spiritual view 

Holistic M. 
(Amir, 1996) 

Intuition 
physical & 
emotional view 

— Cognition 
Spirit 

 

Bergman et al. (2003) examined personal variables (e.g., mood and support) and 

work-related variables (e.g., workload, stress, work satisfaction, balance between work and 

family, abuse at work) of well-being for different genders. The 161 physicians took a 
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self-report questionnaire, which was designed by integrating published items of related 

assessment tools as independent variables (e.g., work environment and mood) to predict 

the dependent variable of somatic symptoms (e.g., sweating and stomach ache). The results 

showed that six major indicators, namely mental health, workload, coping, 

support-in-stress, work satisfaction and healthy lifestyle, impact physicians’ health and 

had a significant impact on the level of somatic symptoms for all physicians. Also, the 

major influences on female doctor’s somatic symptoms are support from colleagues and 

workload, while healthy lifestyle, mental health, workload and support from colleagues are 

the primary influences on male doctor’s somatic symptoms. 

Burnout, a research topic commonly investigated on various types of professionals, 

remains an important health problem for physicians. In a study by Goebring, Gallacchi, 

Künzi, and Bovier (2005), the researchers sought the indicators of two types of burnout 

from 1,784 male physicians by a mail survey. The results showed the indictors of moderate 

degrees of burnout are more related to the health system (e.g., health-insurance-related 

work and changes in the health care system) while high degrees of burnout are more 

relevant to relationship concerns (e.g., feeling alone when working in rural areas and 

having trouble communicating with staff who have non-medical backgrounds). And both 

moderate and high degrees of burnout share the same predictors such as overall workload, 

imbalance between work and personal life, and medical care uncertainty.  

In a study of burnout on physicians of child neurology, Horiguchi, Kaga, Inagaki, 

Uno, Lasky, and Hecox (2003) found that physicians felt more social support from their 

family, patients and communities than from their co-workers or other professionals in the 
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work place. They suggested installing a mentoring system and providing knowledge of 

coping skills for reducing psychological burnout of physicians.   

Turnbull, Carbotte, Norman, Cunnington, Ferguson, and Kaigas (2000) examined 

27 physicians enrolled in the Physician Review Program, a program conducted by trained 

physician assessors who assess deficient physicians in six-levels of competency, to 

investigate their cognitive functions of well-being. It was found that working in isolated 

settings or being older tends to be related to a decline in the comprehension, verbal fluency, 

and problem-solving abilities of physicians, as well as be a cause memory and mood 

problems. The results also indicated that using English as a second language would not be 

a necessary concern. The identification of physicians with deficiently cognitive 

functioning was conducted through a neuropsychological test, and the researchers claimed 

that examining physician cognitive functions would help physicians identify unknown but 

treatable problems, thereby improving the continuing education program. 

In the studies about physicians’ well-being, researchers have increased to apply 

qualitative method. Ratanawongsa, Wright, and Carrese (2007) applied a semi-structured 

interview to understand the maintenance of well-being among 26 residents from 10 

different units and proposed a model of residence well-being, which consists of five 

components: balance among many domains, professional development, satisfaction and 

accomplishment, a sense of self, stressors and coping skills, and the role of residency 

programs.     

Overall, physicians’ well-being has been extensively studied, and these 

investigations have provided good sources for studying work-related well-being of music 

therapy professionals. Also, the studies of physicians’ well-being draw a clear picture 



 

33 

about work-related well-being of health care professionals, which is often multi-faceted. 

Cohen et al. (2006) emphasized that doctors, as well as other health care professionals, are 

just like their patients, and their work-related well-being needs to be assessed in a holistic 

way. 

3.2. The Nursing Field 

Well-being of nurses has also been thoroughly explored, resulting in a set of 

literature covering many aspects using various types of methodologies such as qualitative, 

quantitative, and mixed methods. The studies of well-being in the nursing field can be 

generally classified into the following four categories: (1) examining potential factors of 

well-being in different work settings (Bégat, Ellefsen & Severinsson, 2005; Cox, Teasley, 

Lacey, Carroll, & Sexton, 2007), (2) forming theories of well-being, such as the Neuman 

Systems Model (Neuman, 1995), (3) comparing nurses’ well-being at different levels of 

organizations (e.g., local, nation-wide, and international levels) and various work settings 

(Stone, et al., 2007), and (4) designing remedy/continuing education programs for 

improving well-being (Bellack, 1995).  

Many factors of well-being for nurses have been examined, including job/work 

environment satisfaction (Bégat, et al., 2005; Cortese, 2007; Cox, et al., 2007), work stress 

(Espeland, 2006; Felton 1998), work health (Stone, et al., 2007), job analytic approach (Le 

Blanc, de Jonge, de Rijk, & Shaufeli, 2001), coping skills and support system (Bellack, 

1995; Cole, Slocumb, & Mastey, 2001), and professional ego on the job (Hart & Freeman, 

2005). In the study by Cortese (2007), the factors of job satisfaction and dissatisfaction 

were identified through interviewing 64 nurses in three different hospitals. It was found 

that the relations with colleagues and patients played a critical role in determining the 
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nurses’ both positive and negative feelings about their work. In the study, five satisfaction 

factors (job content, responsibility, growth, relationships with colleagues, relationship with 

patients and their families, and relationships with coordinators) and four dissatisfied 

factors (coordinator management style, activity planning and organization, relationship 

with doctors, and relationship with patients and their families) were identified for the 

nurses’ well-being. 

Bégat et al. (2005) examined factors of job satisfaction and nurses’ well-being. Three 

instruments related to work environment, job satisfaction, and moral sensitivity were 

applied to examine 71 nurses in two hospitals. The results showed that six factors, namely 

job stress and anxiety, relationship with colleagues, collaboration and good 

communication, job motivation, work demands, and professional development, contribute 

to nurses’ psychosocial work environment. In addition, four factors affecting nurse’ 

well-being include physical symptoms and anxiety, feelings of not being in control, 

engagement and motivation, and eye- and sleep problems. They concluded that more 

supervision would help nurses gain better perceptions of well-being.    

Stone et al. (2007) examined the connection between factors of organizational 

climate (i.e., management structure and opportunity for advancement) and occupational 

health (i.e. illness, physical injury, and burnout) for nurses. The 2,047 subjects from 13 

hospitals near urban areas took a self-report questionnaire with 90 items. The result 

showed that organizational climate had a significant influence on nurses’ well-being.  

Le Blanc et al. (2001) designed a questionnaire instrument to analyze nurses’ jobs in 

intensive care units spread over 13 countries in Europe. They sorted the assessing 

instrument into four parts: operational, organizing, preparatory and supportive tasks, to test 
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job demands and performance satisfaction. Each of the 2,090 subjects filled out two 

instruments to test their well-being, including burnout, emotional exhaustion, 

depersonalization, and job satisfaction. The authors found that while central tasks for 

nurses pose more demands, they turn out to contribute more to their satisfaction.   

In summary, the studies of well-being in the nursing field found that physical 

fatigue/injuries and emotional demands/disturbances are major factors affecting 

well-being of nurses. This could be due to nurses’ work content and environment, in which 

they have more interaction with doctors, patients and their families. In addition, their time 

shift schedules and the need to assist patients for physical activities might cause sleeping 

problems, less energy, and physical fatigue/injuries. 

3.3. Other Health Professional Fields 

Well-being in other health care professions has also been explored, and factors of 

well-being or the relationships between variables of well-being for their members were 

identified. Layne et al. (2004) addressed psychological strain among rehabilitation 

counselors. They examined the correlation between three variables, namely occupational 

stress, psychological strain and coping resources, and the turnover intentions for 

counselors in rehabilitation settings. The results showed that job stress, rather than 

personal coping resources, was strongly related to the job function.   

Harris, Cumming, and Campbell (2006) investigated the psychological well-being of 

139 multi-disciplinary health care professionals including physical therapists, occupational 

therapists, speech pathologists, psychologists, and social workers. The researchers 

conducted an online survey and examined the relationship between stress and 

psychological well-being using the Work Stress Scale with four main factors (i.e., 
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workload, colleagues, clients, and schedule) and other positive and negative well-being 

scales. The results showed that these health care professionals all faced and shared similar 

level of work stress. Among the different types of professionals under investigation, social 

workers had the lowest workload but did not necessarily have the highest job satisfaction 

and experienced extreme depression and anxiety. In addition, increased years of working 

experiences would cause lower perception of stress which might be caused by more 

experiences. The researchers thereby stressed the importance of practicing stress 

management. 

Work-related well-being is also related to work years and age. Rugg (1999) 

inspected the reasons that contribute to the success of novice occupational therapists in 

their early stages of their careers by seeking individual and environmental factors. The 

study was conducted in two parts. The first part involved 206 junior participants, who 

answered two questionnaires for measuring their degree of anxiety and the stress level in 

two different time frames. Thirty-nine subjects were randomly selected from the 

participants who completed the first part to join the second part of study. Among the 39 

subjects, 25 subjects were still in the field, while the other 14 subjects had left or were 

disqualified. Authors and subjects engaged in a deep interview about the reasons for 

retention in or withdrawal from the field. The empirical study indicated that support and 

resources, success with patients, job satisfaction and work content matching individual 

values tended to increase rates of success in practice while lack of support and autonomy, 

and disappointment in actual practice inhibited occupational therapists from having a 

successful career.      
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4. Study of Well-being in Music Therapy Field 

4.1. Background 

Music therapy is considered as one member of the health care professionals, and the 

profession has existed for more than five decades. A large number of clinical music 

therapists and academic researchers have devoted tremendous effort to this growing 

profession. Many researchers evaluated different clinical skills, examined their effects, and 

reported experiences of music therapy treatment on different populations and in various 

work settings.  

However, few studies have addressed issues related to music therapists’ themselves. 

For instance, the needs for clarifying music therapy’s professional requirements and 

proposing solid assessment tools have been raised (Bruscia, 1986; Nicholas & Gilbert, 

1980; Sabbatella, 2004). Maranto (1987) discussed why it is difficult to monitor 

incompetent music therapy students or colleagues and gave suggestions on how to screen 

them. Maranto and Wheeler (1986) also voiced the need of adding ethics into music 

therapy curricula.  

Bruscia (1986) addressed the specific competencies for music therapists including 

professional roles and responsibilities and proposed five approaches with ten categories of 

requirements that professional music therapists need to fulfill. He also stressed that the 

community of music therapists, as a member of the broader health care professions, should 

work on professional identification, education of the profession, standardization of the 

professional training program, evaluation of qualifications of the professionals, and 

protection of client’s rights.  
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In addition, Bruscia (1986) mentioned that some of these advanced competencies 

were related to psychological well-being and ethical issues of music therapists. He further 

contended that music therapists should have the ability to advise and counsel students with 

regard to academic and professional matters and should understand ethical issues, 

problems, and procedures involved in music therapy education and training.  

To promote advanced music therapy requirements, Bruscia (1986) advocated that 

music therapy professionals should note one’s own well-being, in order to protect the 

clients from inappropriate treatment by an unhealthy music therapist. That is to say, clients 

are already vulnerable; therapist needs to be responsible for protecting the well-being and 

health of the client by monitoring his or her own well-being. Indeed, he pointed out this 

very important duty and professional work content in music therapy field. However, the 

ethical issues and, especially, ensuring client’s rights were only addressed as a level of 

knowing and understanding without being further explored in Bruscia’s (1986) study.  

In the wake of the experts’ opinions about fulfilling the professional requirements in 

the music therapy field, a few research studying on various aspects of professional 

requirements of music therapy have followed. These include the study of supervision 

(Adamek, 1994), clinical therapists behavior (Darrow, Johnson, Ghetti, & Achey, 2001), 

and qualitative methods and music therapist’s intervention skills with musical, verbal, and 

non-verbal challenges (Amir, 1999 & 2004). However, in spite of the many studies that 

centered on improving the skills of music therapy professionals, the study of well-being of 

music therapists remains relatively unexplored.  

In the next subsection, the researcher will discuss the studies that are relevant to the 

well-being of music therapists and appeared in prominent journals in the field, including 
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Music Therapy, Music Therapy Perspectives, Journal of Music Therapy, and The Journal 

of British Music Therapy from 1980 to 2007. 

4.2. Previous Studies on Well-being in the Music Therapy Field 

Before 2000, there were only a small number of studies targeting the issues focusing 

on the needs of music therapists as professionals. These studies included job satisfaction 

(Braswell, et al., 1979), burnout (Oppenheim, 1987), the need of preparing music therapy 

profession for the new health care environment (Clark & Ficken, 1988), and the concerns 

of lacking appropriate medical research and education in music therapy communities 

(Taylor, 1988). 

Braswell et al. (1979) cross-questioned 484 registered music therapists about job 

related examinations. The content of questionnaires included the types of working units 

(i.e., state, Federal, county, community settings), earnings, job satisfaction and security, 

preferred types of clients to work with (e.g., children and young adults), and work years. 

While job satisfaction was only represented in a very minor portion of the overall study, 

results showed unusually high work enjoyment: 98.08% of the respondents reported 

positive job satisfaction. Specifically, there were 72.13% of music therapists who felt high 

job satisfaction, and another 25.95% of respondents who felt moderate job satisfaction. 

The average number of work years was 3.98. However, it remained unclear what caused 

the high percentage of work enjoyment in the study. 

Oppenheim (1987) investigated factors of burnout for music therapy professionals. 

A total of 239 out of 500 randomly selected music therapists filled out the empirical-based 

assessment instrument—the Maslach Burout Inventory—and recorded their individual 

demographic data, such as age, gender, and whether they were full- or part-time music 
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therapists. Oppenheim (1987) applied multiple regression to determine the correlation 

between burnout and the length of work and the years of work experience. The results 

showed no relationship between burnout signs and the predictor variables. Oppenheim 

(1987) postulated that the reason no correlations were found was that 77% of the sample 

had less than five years of work experience in music therapy and might need to work a few 

more years before experiencing burnout. In addition, an investigation into the sample 

group with moderate degree burnout (i.e., 5 out 6 of the MBI subscales) revealed that 

burnout was most impacted by three factors: unsatisfactory salary, lack of respect and 

support from administrators, and overload of non-related music therapy duties. Finally, 

Oppenheim (1987) suggested that preventative evaluation instruments (e.g., support 

system and daily activities) could be useful tools for reducing the potential for burnout. 

However, this suggestion focuses on emotional issues, which are only one aspect of 

work-related well-being. 

Clark & Ficken (1988) saw the need of preparing music therapy professionals for the 

new health care environment. They listed recent trends in health care environment, such as 

increased health care costs but decreased budget, and increasing use of alternative care 

settings but declining use of hospitals. Counteracting the changing health care situation, 

they pointed out the influence on music therapists and proposed some helpful strategies, 

such as developing management skills and learning time planning, recording the treatment, 

and covering more types of consumers (e.g., including not only traditional clients but also 

working members, such as physicians and insurance companies).  

Taylor (1988) pinpointed the lack of medical research and training in the music 

therapy profession, which may hinder the participation of music therapy professionals in 
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future integrated medical procedures. He compared the number and frequency of studies 

on the application of music and effects of music therapy in medical conditions between 

medical and music therapy publications. He reviewed two conferences and five journals 

that published reports of music in medicine and concluded that three improvements for 

music therapy were needed: (1) more advanced music therapy medical research and 

education, (2) construction of a theoretical basis for music therapy in medicine, and (3) 

participation in the related professional societies as a music therapist. In particular, Taylor 

(1988) specifically identified a need for more research into well-being of music therapy 

professionals as compared to studies of well-being of physicians which are already 

available in the medical field. 

4.3. Recent Studies of Well-being in Music Therapy  

After 2000, there was only one study directly addressing the well-being of music 

therapy professionals. Fowler (2006) investigated music therapists’ mental health by 

examining the relationships among personality, work environment, and the professional 

well-being of music therapists. A total of 49 professional music therapists in the Midwest 

region with one to thirty-six years of working experience filled out three instruments: a 

self-reported questionnaire of demographic information and perception of work, the 

empirically-based burnout survey—The Maslach Burnout Inventory and Nowack’s stress 

profile.  

Fowler (2006) designed a questionnaire, which was reviewed by one academic and 

two clinical music therapy professionals. The questionnaire included item questions, 

personal information (e.g., age, gender, and work years), work situation (e.g., salary, 

categories and ages of clients, and workplace) and four additional work perceptions (e.g., 
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work autonomy and feeling of feedback about governing policies), each of which was 

rated using  a four-point Likert-type scale, as well as open-ended questions about 

personal stress management methods. Fowler applied Nowack’s Stress Profile, which is a 

combination of three assessment instruments that measure burnout and stress using six 

categories. The six categories included health, work, personal finances, family, social 

obligations, and environmental and world concerns.  

The study showed that more working experience and greater coping skills resulted in 

higher personal achievement. The findings also identified the many factors that contributed 

to professional well-being, which included burnout, stress, nutrition, and daily habits. Also, 

the results showed that novices tend to have more work fatigue. However, this study was 

not without problems. For one thing, there is no clear definition of well-being in the study 

and the sample included volunteers who lived in the same region as the author, which may 

not be representative of the entire population of music therapy professionals. 

Obviously, in contrast to the abundant studies of well-being among physicians, 

nurses, and other health professionals, the studies of well-being for music therapy 

professionals tend to be insufficient. Identifying the factors of well-being and developing 

an assessment instrument for music therapy professionals are imperative and need to be 

extensively and intensively explored. 

5. Reviewing Assessment Instruments of Work-related Well-being 

Assessment is defined as “the status of a phenomenon at a particular time (Best & 

Kahn, 2006, p118).” Assessment also refers to “a process of collecting data for the purpose 

of making decisions about individuals and groups (Salvia & Ysseldyke, 2004, p.4).” In the 
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following section, different well-being assessment methods and published assessment 

instruments of well-being will be reviewed. 

5.1. Work-related Well-being Assessment Methods 

Qualitative methods-Interview 

The most common way of using qualitative methods for assessing perceptions or 

satisfaction of well-being is through interview. The open atmosphere of an interview 

allows the interviewee to expressly him or herself more freely, thereby providing the 

chance to deeply probe the problem and assisting the researcher to better understand the 

content and core of the topics addressed. Nilsson, Hertting, Petterson, and Theorell (2005) 

mentioned that the background of interviewees - such as age, the length of work years, 

work places - and a verbatim transcription need to be recorded. In addition, more than one 

expert is needed to analyze the written transcript. The main themes of research are revealed 

after different levels of coding from the original raw data transcripts. Researchers may 

obtain deeper information through the qualitative method.  

However, the criteria for evaluation of qualitative methods, such as sample sizes and 

evaluation methods, are not consistently agreed upon by researchers (Mackey, 2007). 

There were a wide range of sample sizes adopted by the previous research using qualitative 

methods for assessing well-being. For example, four interviewees were employed in the 

study of testing stress related to work for music teachers (Scheib, 2003), 14 occupational 

therapists were involved in a study examining their work relationships with their managers 

(Moore, et al., 2006), 26 resident doctors participated in a study to identify the factors of 

work-related well-being (Ratanawongsa et al., 2007), and 381 nurses were interviewed in a 
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study investigating the relationship between job satisfaction and well-being (Le Blanc et al., 

2001).  

In addition, evaluation methods in qualitative research tend to be less clear and 

non-standardized although there exist checklists that serve as guidelines to demonstrate 

credibility, applicability, dependability and confirmability (Johnson & Waterfield, 2004). 

Mackey (2007) advocated the need to provide evaluation of qualitative studies, which can 

be approached from theoretical, methodological, logical, meaningful, and developmental 

perspectives.  

Johnson and Waterfield (2004) proposed five ways to examine qualitative data, 

including purposive sampling, respondent validation, triangulation, adult trail, and 

reflexivity. Purposive sampling is performed by the researcher who needs to define what 

kind, what type, how deep, and how broad the information that is needed. Respondent 

validation requires the respondents to confirm, remedy, or change the information they are 

provided as recorded on the transcript of an interview. Triangulation is a way to ensure the 

credibility of data from various angles (e.g., methods, researchers, and theories). Audit trail 

is the clarity of procedures that allow other researchers to follow and conduct the study in 

the same way. Reflexivity is to clearly explain the background and role of the researcher 

who stands on a particular position or holds certain biases while conducting the study. 

Quantitative methods-Questionnaire/survey 

A self-report questionnaire or survey is most widely used when applying a 

quantitative method. It is based on gaining factual information but with indirect contact 

with the sample when dealing with a large numbers of potential respondents (Best & Kahn, 

2006). In general, researchers would design a questionnaire by adopting from previous 
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theories/models relevant to one’s study, or combine a few instruments to form the desired 

questionnaire or survey.  

There are a number of assessment instruments of work-related well-being that have 

existed in different fields. For example, Bégat et al. (2005) used three existing instruments 

(i.e., work environment, job satisfaction, and moral sensitivity) to find four factors of 

well-being (i.e., physical symptoms and anxiety, feelings of not being in control, 

engagement and motivation, and eye- and sleep problems) for nurses.  

Fowler (2006) conducted a study to examine the relationships between personality 

traits, work environment, and professional well-being of music therapists by using a 

questionnaire that consists of three parts: a researcher-designed questionnaire for gathering 

demographic and attitudinal information, the Maslach’s Burnout Inventory, and Nowack’s 

Stress Profile.  

Horiguchi et al. (2003) combined a 10-category health related questionnaire (i.e. 

stressful life events), 20-item “Pines” burnout Index, and 30-item the General health 

question (GHQ) to seek the mental health of physicians in child neurology. Also, Harris et 

al. (2006) identified 16 stressors from the literature to form their own assessment tool (the 

Work Stress Scale) and combined this with three more assessment instruments: (1) the 

Perceived Stress Scale with 14 items, (2) the satisfaction with Life Scale with five items, 

and (3) the Depression, Anxiety, and Stress Scale with 21 items, to examine stress and 

PWB among health professionals in five different disciplines (social workers, 

psychologists, occupational therapists, physiotherapists, speech pathologists, and other 

allied health professionals).  
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Overall, it is a common practice to combine existing assessment tools and 

measurement instruments developed by other researchers, plus questions about 

demographic data of the respondents, to form a new questionnaire. The advantage of this 

approach is to quickly develop a questionnaire that has been verified for internal and 

external validity, reliability, and neutrality of data (Johnson & Waterfield, 2004). However, 

it remains a question as to whether practice of adopting others’ measuring instruments is 

appropriate in different situations. In addition, Onwuegbuzie and Teddlie (2003) pointed 

out common errors in quantitative research, which may include no check on the 

assumption of statistics, no control for Type I error rate, no report on effective size, and no 

judgments on the ways in which instruments are used in other studies. 

Hybrid methods 

The idea of mixing qualitative and quantitative research methods started around 

1960. Hybrid methods intend to combine the traditionally quantitative method and the 

more recent qualitative methods of observation and interview, so as to reduce the 

limitations of both types of methods. Hybrid methods involve two or more ways of data 

collection: textual information drawn from interview or observation and numeric 

information obtained from conducted instruments (Creswell, 2003). 

Stathopulou et al. (2006) studied exercise interventions for mental health using a 

hybrid method. They operated a meta-analysis of clinical studies by methods of 

quantitative and qualitative review. First, they performed PsycINFO and MEDLINE 

searches within certain periods of time to find their target papers - 17 papers about 

affective disorders. After removing papers that did not meet certain criteria, e.g., papers 
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without reporting the statistical results, they conducted a meta-analysis on the content of 

the remaining papers.  

The content included treatment effect size, exercise characteristics, sample size, and 

publication year and bias followed by descriptive analysis on physical activity associated 

with alcohol abuse, eating and anxiety disorders. They concluded that the exercise 

intervention did have a significant impact on affected disorders and it would be a useful 

intervention applied in clinical settings. 

Rugg (1999) used both questionnaire and interview to examine the factors of success 

in the careers of young occupational therapists. Rugg questioned 206 novice occupational 

therapists by using the first measurement instrument of the State/Trait Anxiety Inventory. 

Then, in the following year, a second instrument of work-related stress was issued. Finally, 

Rugg arranged a semi-structured interview with 39 subjects who completed both 

questionnaires. The results of the two methods revealed different findings. The results of 

the quantitative method indicated that personal and environment factors, and divergence 

between expected and actual practice impact the early success of novice occupational 

therapists. On the other hand, the results of the qualitative method identified five factors, 

namely lack of support from colleagues and supervisor, opportunities for continual 

professional growth, less autonomy, ability to help clients, and level of post-qualification 

requirements, as the main factors that influence the career success of novice occupational 

therapists.  

In conclusion, a typical hybrid method involves collecting vivid data from a small 

group of people and using an assessment instrument. For example, Locke (1983) argued 

that job satisfaction should integrate all relevant knowledge about the individual and the 
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phenomenon being measured. Clearly, a survey study provided the most valid results if 

the measurement instrument is designed based on the interviews of relevant individuals. 

Therefore, the results of the hybrid methods can be compared to obtain more meaningful 

and useful findings that provide strong and deep insights.  

5.2. Published Assessments of Well-being 

There are numerous published assessment instruments that can be used to investigate 

well-being in different disciplines. Each instrument was developed with a specific purpose. 

The assessment instruments of (psychological) well-being are well documented in the 

book, Measure Health (McDowell, 2006). These instruments are divided into categorized 

into four categories according to their purposes: (1) screening mental or affective disorders, 

such as the General Health Questionnaire (GHQ) and the Mental Health Inventory (MHI), 

(2) testing the balance of affect, such as the Affect Balance Scale and the Positive and 

Negative Affect Scale (PANAS), (3) seeking the state of internal affective reflection, such 

as the General Well-Being Schedule with six aspects (i.e. positive well-being and 

depression), and (4) examining individual beliefs and physical illnesses in three different 

time periods (past, present, and future), such as the Health Perceptions Questionnaire 

(HPQ). 

However, although these well-being related instruments have been well developed 

and tested, none of them were designed specially for music therapy professionals and 

based on a holistic view which meet the needs of this study. For instance, the GHQ was 

designed to screen the early symptoms of psychiatric disorder, which comprises only a 

small portion of well-being for music therapy professionals. Also, both ABS and the 

PANAS focus only on the emotional state, not the physical state, which is also important to 
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the well-being of music therapy professionals. MHI covers six domains including anxiety, 

depression, behavioral/emotional control, general positive affect and emotion, which give 

more priority to emotional and behavioral states with less focus on social and physical 

domains. Moreover, HPQ addressed personal beliefs and attitude without covering 

physical conditions. Although many researchers have designed their own assessment 

methods for different professions, an assessment of work-related well-being in the music 

therapy remains missing.  

Sabbatella (2004) reviewed the previous studies on music therapy measurement 

published before 2000 in English and identified the major pitfalls of these assessments. 

One major pitfall is that an overwhelming majority of assessment instruments center on 

clients and clinical evaluations. Another pitfall is that inadequate techniques were used, 

such as unclear explanations regarding data collection and result findings. Furthermore, 

Sabbatella (2004) analyzed music therapy assessments published between 1985 and 2001 

in three languages: Spanish, English and Portuguese. The result showed that only one out 

of 41 assessments was related to the MT profession. The need for a well-being assessment 

of music therapy professionals is clear. 

6. Summary 

In this chapter, several related topics have been discussed, including the definitions 

and mixed uses of the terms related to well-being, the theories/models of well-being in 

different fields, the studies of well-being in varied professions, the methods of assessing 

well-being, and the assessment instruments of well-being. These reviews pave the way for 

the study of well-being of the music therapy professionals. In addition, there is strong 
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evidence that supports the need for study of well-being and the development of assessment 

instruments in the field of music therapy. They are summarized as follows: 

• There are an insufficient number of studies about well-being in the music therapy 

field, 

• There are few solid scientific, empirical studies of measuring instruments, especially 

for music therapy professionals.  

• There has been incomplete consideration of all factors of work-related well-being 

for music therapy professionals in the literature. 

• There is lack of the use of hybrid methods to investigate all dimensions of 

work-related well-being in music therapy. 

Therefore, this study is intended to meet the needs mentioned above and focus 

attention on the work-related well-being of music therapy professionals.    
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CHAPTER 3  RESEARCH METHOD 

1. Assumptions 

There are several assumptions made in this study. The first assumption is the seven 

theories/models incorporated into the framework of this study from different fields, 

namely subjective well-being, psychological well-being, normative and restorative 

well-being, the Multiple Discrepancies Theory, the Job Demands-Resources Model, the 

Neuman Systems Model, and the Holistic Model, explain phenomenon of worked-related 

well-being for music therapy professionals. The second assumption is that relationships 

among concepts in seven theories/models are necessary, sufficient, connected and clear. 

The third assumption is the researcher designed assessment instrument of work-related 

well-being is congruent with this study’s conceptual framework which preserved the main 

concept of work-related well-being for music therapy professionals. The fourth 

assumption is the methods of interviews and survey serving as evidences would be 

sufficient to confirm the theory of work-related well-being for music therapy 

professionals. And the last assumption is the findings of this study would have worth to 

the music therapy professionals, would-be music therapy professionals, and other related 

health care professions. 

2. Research Questions 

The research design is intended to answer the following seven research questions 

using descriptive data (i.e., research question 1 and 7) and results of statistic analysis (i.e., 

research question 2, 3, 4, 5, and 6).  

1. What are the perceptions of work-related well-being among music therapy 

professionals in the US?  



 

52 

2. What are factors related to work-related well-being for music therapy professionals? 

3.  How are combined factor scores on the final assessment related to overall feeling of 

work-related well-being?  

4. How do various work experiences affect combined factor scores on the final 

assessment of work-related well-being among music therapy professionals? 

5. How do various education levels affect combined factor scores on the assessment of 

work-related well-being among music therapy professionals? 

6. How do various salary levels impact combined factor scores of the assessment of 

work-related well-being among music therapy professionals? 

7. How well does the created assessment tool measure work-related well-being for music 

therapy professionals 

3. The Research Design 

The first phase was conducted to develop a theory of work-related well-being 

through interviewing seven music therapy professionals, analyzing interview contents, and 

formulating a concept map. The second phase started with the design of a survey for 

work-related well-being based on the findings of interview content analysis and the 

literature. The researcher then investigated the independent variables, including music 

therapy professionals’ education level, work year, and salary, to determine any significant 

difference on the factors of work-related well-being assessment. External variables, such 

as age, gender, full- /part-time job, the working facility, main work titles, and the times of 

attending conferences and workshops in both music therapy and non-music therapy field 

were also explored. The experimental procedure involved the invitation of 493 randomly 

selected music therapy professionals to participate in the survey, followed by applying 
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statistical methods, such as factor analysis, independent t-test, and one-way ANOVA, to 

seek the differences among factors of work-related well-being and influence of the 

selected independent variables. This research ended with the formulation of an assessment 

instrument of work-related well-being based on the experimental results. 

4. Interviews 

Many researchers (Hallin & Danielson, 2006; Miles & Huberman, 1994; Moore, 

Cruickshank, & Hass, 2006) have contended that qualitative methods are an in-depth and 

holistic research approach suitable for obtaining internal perceptions about events through 

many techniques, including unstructured and semi-constructed interviews, and field 

observations. Also, Bruscia (1995) described the usage of qualitative techniques in the 

music therapy field and described four different applications: (1) selecting the topic (e.g., 

“The study of work-related well-being of music therapy professionals,” (2) targeting the 

phenomena (e.g., “What are the personal perceptions or experiences of work-related 

well-being among music therapy professionals?” (3) limiting the scope (e.g., “What are the 

major factors of work-related well-being that music therapy professionals are concerned 

about?” and (4) formulating the purpose (e.g., “What kind of assessment could easily and 

effectively assist the professionals to better understand their work-related well-being?”). 

4.1. The Paradigm 

Four main interpretive paradigms of qualitative research have been described in the 

literature: positivist-postpositivist, constructivist-interpretive, critical, and 

feminist-poststructural (Denzin & Lincoln, 2003). Of these paradigm structures, 

constructivist-interpretive is most suitable for this study due to its multi-faceted method. 

Subjectivist epistemology starts with understanding the topic by interviewing people who 
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have already known the subject, and ends with the development of a conceptual theory as a 

final integration. The validity and reliability of this method rely on its credibility and 

confirmability. Furthermore, the process of this constructivist-interpretive paradigm can be 

executed through five phrases: collecting initial data (i.e. interview content), recognizing 

major key words or sentences, grouping semantic patterns or phrases, connecting related 

networks, and finally showing a mental map as a result of analysis (Ryan & Bernard, 

2003). 

4.2. Interview 

As discussed in Chapter 2, there are no sufficient studies of work-related well-being 

in the music therapy field. Thus, the researcher resorted to literature in other fields for 

designing the interview procedure. 

Best and Kahn (2006) revealed that “the interview is in a sense an oral questionnaire 

(p.335)” and researchers can benefit from interviewees by obtaining live and first-hand 

information from a few representative individuals, gaining information in detail, and 

exploring important issues which have not been discovered by or known to researchers 

before the interviews. Also, Schostak (2006) supports interviewing as a qualitative method 

in that a researcher gains the attitude, compassion, feelings, interests, and understanding of 

the interviewees through direct contact with individuals rather than drawing vague, 

unconnected or unnecessary information only from the literature pool. Furthermore, Gray 

(2005) agrees with other researchers’ viewpoints, stating: “Interview is a powerful way of 

helping people to make explicit things that have hitherto been implicit –to articulate their 

tacit perception, feelings and understandings (Arksey & Knight, 1999).” 
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Furthermore, the procedure of interviewing consists of the following steps (Creswell, 

2008):  

1. Recognizing interviewees: The selected representative samples must possess different 

number of music therapy work years in different work settings. In the current study, 

the work years of interviewees ranged from at least three years to more than 30 years, 

and they worked in different settings (e.g., nursing home, public school, hospital, and 

college/university) and with different clients (e.g., children, teens, psychiatry patients, 

elders, music therapy students and/or interns).  

2. Deciding the type of interview: There are five types of interview (Gray, 2005), 

including structured, semi-structured, non-directive, focused, and informal 

conversational interviews, subject to the researcher’s preference and purpose. Of 

these types, the semi-structured interview was chosen for this study, and it exhibits the 

following characteristics: (a) to list all questions covering the related issues without 

necessarily asking them all and/or in order, (b) to allow asking additional questions, 

and (c) to explore a new pathway when the researcher makes a judgment based on 

interviewees’ input during the interview. In addition, a semi-structured interview 

with open-ended questions could elicit unknown work-related well-being issues 

which are previously by other sources. 

3. Preparing a list of interview questions: A list of prepared interview questions allows a 

researcher to elicit useful information from interviewees. Of these prepared questions, 

some questions are considered main questions that must be raised and will keep 

interviewees focused on the main theme of the interview. Other questions are 

regarded as subquestions which are raised only when the researcher needs more 
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detailed information from interviewees. The subquestions serve as a way to ensure 

complete coverage of thoughts from interviewees.    

4. Applying appropriate recording methods. The interview contents are audio-recorded.  

5. Choosing a suitable place and time for the interview according to the interviewees’ 

convenience. Interviewees select their convenient time and suggest a quiet place 

without any interruptions to ensure a smooth and successful interview.  

In addition, signatures on a consent form before the interview and confirmation of 

interview content afterwards are needed to complete the entire interview process. 

4.3. The Researcher’s Role 

The researcher’s role plays a crucial part in qualitative studies. It involves openly 

recognizing oneself in a subjective role in a study and considering the implications of that 

role to the subsequent investigation and interpretation of the interview contents (Speziale 

& Carpenter, 2007). Also, Creswell (2003) provided a guideline for describing the content 

of a researcher’s role by describing the: (1) background that made researcher determine the 

research topic, (2) reasons of choosing research participants or places, (3) procedure of 

gaining approval from the Institutional Review Board (IRB) and protections for 

participants, (4) steps needed to gain entrance to the setting and the permission to perform 

the study, and (5) discussion of ethical issues. 

Therefore, the researcher’s role in this study is described as follows. The motivation 

and inspiration for applying qualitative method in this study originated in 1994 when the 

researcher received a master degree in the U.S. and started a music therapy career in her 

homeland, Taiwan. After eight years of working experience in both clinical and teaching 

settings, work related well-being of health care professionals attracted the interest of the 
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researcher due to the following two reasons. The first reason came from the researcher’s 

personal observations and experiences about physical injuries/fatigue and emotional 

disturbances that most health care professionals have experienced. During the eight years 

of clinical work in a non-profit foundation and a hospital, the researcher had found that 

health care professionals, including physicians, nurses, physical therapists, occupational 

therapists and speech therapists, took less care of their own work-related well-being while 

devoting so much energy, intelligence, passion, skills, and time to their work and clients. 

Meanwhile, they often felt stressed because of the large numbers of clients who were on 

the schedule and waiting list, the competition among peers, emotional drains, physical 

injuries, dissatisfaction with work rewards, frustrations about management and polices, 

and a lack of balance between personal and work life.  

Among these stressors, emotional drains and physical injuries were most common. 

Some health care professionals, such as nurses, experienced emotional drains from their 

clients and/or clients’ family members who had the need to share negative emotions and 

to demand emotional support. Other professionals, such as physical, occupational, and 

music therapists, may have higher chance of experiencing physical injuries caused by 

transporting their clients, assisting clients doing physical activities, providing massage for 

clients’ injury extremities, carrying many big-sized and heavy musical instruments, and 

playing instruments with inappropriate hand positions, which are too often ignored by 

these professionals. How to prevent emotional drains as well as physical injuries became 

big challenges.  

The second reason was the researcher’s observation of the health care professionals 

in the two serious disasters that hit Taiwan in the last decade: the Earthquake that measured 
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7.3 on the Richter scale on September 21st, 1999 and the outbreak of severe acute 

respiratory syndrome (SARS) in 2003. The seismic event took 20,000 lives and was the 

second biggest earthquake in Taiwan history. Many health care professionals, as well as 

foreign experts, rushed to the disaster areas to help victims. Unfortunately, some of them 

later became victims of posttraumatic stress disorder (PTSD). They had a difficult time 

dealing with their frustration, depression, and psychological trauma.  

Another tragedy, SARS, hit Taiwan badly in 2003, claiming the lives of 73 people 

included doctors, nurses and clients, and becoming the worst outbreak of influenza to 

happen in Taiwan since World War II (Centers for Disease Control, R.O.C (Taiwan), 

2007). The hospital where the researcher used to work was shut down for one week. A 

number of health care professionals died from infection of SARS due to the lack of 

protection in the contaminated environment in hospitals. As a member of health care 

professions, the researcher felt heartbroken and was in deeply emotional pain at the time. 

Therefore, when it came to selecting the research topic, the work-related well-being 

of music therapy professionals, as well as other professionals, became the first priority. 

The researcher realized that these concerns and observations and the sorrow experienced in 

the past working years would turn into research motivation and drive the researcher during 

the years of Ph.D. study. At this point, the researcher’s role was, based on the previous 

work experience, to find the way to identify factors and explain all the concerns. Indeed, 

the researcher strongly believes that health care professionals, especially music therapy 

professionals, who have positive work-related well-being, will contribute good quality 

music therapy services to their clients. 
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4.4. Data Sources 

Sampling 

For the purpose of discovering the perceptions of work-related well-being among 

music therapy professionals in the US, seven interviewees were selected as a purposeful 

sample to attain the needed information (Miles & Huberman, 1994). This sampling met the 

following requirements. First, all selected interviewees had at least one-year of work 

experiences. They worked in either clinical or academic settings, on a full- or part-time 

basis, in the music therapy field. Second, all the interviewees were required to be board 

certified in music therapy. In particular, six of the seven interviewees have music therapy 

board certification (MT-BC) and the other one is a registered music therapist (RMT). Third, 

the seven interviewees form a good purposeful sample because the seven interviewees 

were scattered into four different ranges of work years: two interviewees with 1-5 work 

years, two interviewees with 6-15 work years, two interviewees with 16- 25 work years, 

and one interviewee with 26-35 work years. Fourth, the interviewees were selected from 

the same culture in which they were raised, the same culture that is the focus of this study, 

the upper Midwest of the United States. Fifth, the gender ratio of the interviewees, five 

females to two males was appropriate because it resembles the ratio of female to male 

population of music therapy professionals—85% female to 15% male (AMTA, 2007). 

Finally, the interviewees represent a representative distribution of work settings, including 

one full-time interviewee and one part-time interviewee in public school (K-12), one 

interviewee who worked full-time in hospital and part-time in a colleague/university, one 

in a nursing home, two in psychiatry/mental health units, and one who worked part-time in 

a treatment center, college/university and was also self-employed (see Appendix A). 
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4.5. Ethical Considerations 

Before the researcher approached interviewees, the study had been approved by the 

Institutional Review Board at the University of Minnesota (see Appendix B). For 

appropriate protection of invitation letter and the consent form for interviewees were sent 

to interviewees before setting up the interview time (see Appendix C). 

The following information was expressed clearly: interviews were voluntary, no 

payment was to be received, no relationships between them and their employers were to be 

affected, and each should feel free to stop, withdraw or refuse to any interview questions. 

Also, the information provided by interviewees was completely confidential and their 

names remained anonymous in any document. In addition, any records, such as interview 

content, audio recording tapes, transcripts, related data and disks, of this study would be 

kept private; only the researcher would have access to them via a password-protected 

computer hard drive.  

4.6. Data Generation 

Purpose 

The purpose of data generation was to collect the information from interviews, which 

would be subsequently integrated with work-related well-being concepts from literature to 

form the conceptual theory.  

Process 

After approval of the study by the University of Minnesota Institutional Review 

Board, seven interviewees were initially invited to participate in the study by phone or 

email contact. The formal invitation letter, the approved letter from the IRB, consent form, 

and a brief research description were sent to seven interviewees who accepted the 
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invitation. The researcher worked with each interviewee to set up an interview at a 

convenient time and places. Each interview took 45-60 minutes and was recorded on 

audiotape. The interview was semi-structured based on the 13 interview questions prepared 

beforehand (see Appendix D). The researcher contacted the interviewees by phone and/or 

email if she needed to clarify the content or to gain more complete information.  

Transcription 

Transcribing the content of interviews is an attempt to create an exact written record 

of language within the interview (Schostak, 2006). Each interview was translated into a 

written transcript. To get the exact content of interviews, the researcher listened to each 

interview audiotape repeatedly and transcribed them into written texts, which were then 

read by two senior native English speakers, one retired doctor and one teacher in special 

education, for further clarification. Finally, the transcripts were sent to the respective 

interviewees for the final confirmation. However, the completed seven transcriptions are 

not included in this dissertation because of confidentiality considerations in that some 

interviewees mentioned personal or other individual episodes of well-being issues that 

could enable readers to identify them. 

4.7. Data Analysis 

Analysis Software 

The software, HyperRESEARCH 2.5, was employed in this study because it is a 

solid code-and-retrieve data analysis program and has multimedia capabilities, which 

allows data to be recorded in various forms including graphic files, digital audio, and video. 

It enables the users to code, retrieve, analyze data, and subsequently build theories. In 

addition, it is equipped with a report builder and a hypothesis tester, and the “themes” can 



 

62 

be displayed in a more visually understandable way. Overall, HyperRESEARCH 2.5 

provides a fairly complete set of functions for qualitative research and high user 

friendliness, which meets the needs of the researcher in the study. 

Definition of terms 

To better understand the content of interview responses and to enable comparisons of 

different viewpoints expressed by previous researchers and the interviewees, factor terms 

were defined based on peer research literature before content analysis of the interviews 

took place (see Appendix D). These definitions served to make more consistent 

understanding of the meanings of terms before applying coding techniques. 

4.8. Concept Formation 

Coding techniques 

To better extract information about work-related well-being from the interviews, 

several key issues were considered for determining interview coding patterns and creating 

categories for data analysis. These issues included overall perceptions of well-being, 

internal and external factors of well-being, the individual’s work role, personally varied 

concerns about well-being, similarity, and diversity.  

Pre-coding is the coding technique applied before the interview. The researcher 

made a list of pre-codes before the interview (see Appendix D), which would be 

subsequently used to detect the possible words, phrases, or sentences on the transcripts 

after translating the audio data into written documents.  

After the transcripts were confirmed, the researcher started to code the data. There 

are three levels of coding (Gray, 2005; Speziale & Carpenter, 2007). Level I coding, also 

referred to as open coding, examines the transcripts line by line and identifies sentences 
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that the researcher thought presented a certain meaning based on the judgment of important 

phrases related to work-related well-being and comparison with the pre-code list. In open 

coding, the phrases or sentences were coded into units. For instance, the sentence, “A lot of 

music therapists who work with stress,” would be coded as a substantive code, “therapist’s 

stress.” Also, in this level of coding, the substantive codes need to be precise and easily 

recognized. Level II coding is used to assign substantive codes to particular categories. 

Gray (2005) called the level II coding axial coding in that the particular subcategories 

could be assigned as different clusters of substantive codes. Also, axial coding assists the 

researcher in making a connection between subcategories and categories. For example, one 

substantive code, “therapist’s stress” and another substantive code, “burnout” were 

categorized into a category labeled “emotional disturbances.” Level III coding, also called 

selecting coding, identifies categories that are closely related to form a theme. The 

researcher also needed to name the themes. For example, “emotional disturbances” is part 

of the theme, “emotional variables.” 

Concept development 

After more than 100 code variables were named (see Appendix D), the researcher 

performed a category reduction that groups together core variables that were considered to 

belong to the same category. For instance, music skill and therapeutic skill would be 

reduced into a category of work skills. Then, a broad view about the main themes would 

clearly appear by considering the frequencies of the core variables.  

In addition, the researcher compared the theories of work-related well-being in the 

previous literature (e.g., the factors of the JD-R model as described in Chapter 2) and 

decided whether the core variables (e.g., job resources) that were found in qualitative data 
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analysis of work-related well-being were important variables when developing the ground 

theory. In addition, some core variables with low frequencies might be selected by the 

researcher based on the researcher’s judgment. For example, the core variable, 

“reimbursement” appeared only a small number of times but was selected and treated as an 

important variable because it is often a concern for young therapists, though it may not 

necessarily be as important for experienced therapists. 

Core variables 

The main goal of conceptual theory is to find core variables that are the building 

blocks for a theory (Speziale & Carpenter, 2007). The remaining core variables after 

category reduction that have the highest frequencies and are connected to other data or 

categories are identified, in addition to some low-frequency, yet important core variables. 

Table 3-1 shows the identified core variables. For example, the core variable “resources” 

collectively represents “equipment,” “work skills,” and “therapeutic skills.” 

Table 3-1  Core variables of work-related well-being for music therapy professionals 
External Variables Internal Variables 
1. Resources (equipment, music skills 
& therapeutic skills) 

1. Beliefs (motivation, helping clients) 

2. Relationships with external objects 
(supervisor, team members, family 
or/and friends) 

2. Relationship with inner sources (music 
& self) 

3. Physical concerns 3. Psychological/emotional concerns 
4. Rewards (salary & reimbursement) 

Self-care skills 
 

4.9. Formulating Theory 

Thomas et al. (2005) adopted the explanation from other researchers to explain the 

difference between “theorizing” in a qualitative study and “theory” in general usage. 

Thomas et al. defined theorizing as a “cognitive process of discovering abstract 



 

65 

categories and the relationships among those categories (p.357)”, which is the process 

that researchers use while doing data analysis when using a qualitative method. On the 

other hand, a theory is “an explanation of some aspect of practice that permits the 

researcher to draw inferences about future events (p.357).” 

In this study, the conceptual theory of work-related well-being of music therapy 

professionals (see Figure 3-1) was finalized after core variables were identified and named 

as themes. The conceptual theory from the results of interview states that work-related 

well-being of music therapy professionals mainly relies on a balance which is supported 

by self-care skills. Self-care skills include to sense, to identify well-being related 

problems in work, and to take some self-care action for maintaining positive well-being. 

Other variables also impact the work-related well-being of music therapy professionals. 

These variables are divided into internal and external variables. The internal variables 

include beliefs/motivation, the relation with self and music, and emotional concerns, while 

the external variables involve physical concerns, relationships with supervisor, team 

members, and family or/and friends, and rewards (i.e., salary and reimbursement). 

The Concept of Work-Related Well-Being in Balance 

In this section, the excerpts from interviews will be provided to explain the 

conceptual theory of work-related well-being, which was shown in Figure 3-1. The 

identities of interviewees are coded with numbers; for example, “No.1” represented the 

first interviewee.  

According to the results of conceptual theory in this study, balance plays the role of a 

detector of the work-related well-being for music therapy professionals. Also, balance is a 
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state in which all aspects and forces are equally spread and results in a condition of 

steadiness.  

…it is important for me to take a time to reflect. I need a balance… It’s kind of 
everything, if you don’t feel the balance, how do you deal with that? [Frustrations 
from work](No.5) 

 

Figure 3-1  Model of work-related well-being for music therapy professionals  

Furthermore, self-care is a buffer to regulate individual well-being, as well as an 

agent to engage in managing conflicts resulting from either external or internal factors. The 

self-care skills, which include sensing problems, identifying problem, and taking action, 

have the power to regulate or remedy work-related well-being. These findings coincide 

with Orem’s theory of self-care agency, which was supported by Leddy (2006) who stated 

that human beings need certain self-care skills, such as cognitive thinking, to maintain an 

Self-Care skills 
 Sense 
 Identify 
 Act 

 Belief 
 Relationships with 

self and music 
 Emotional concerns 

 Resources 
 Relationships with 

external objects  
 Physical concerns 
 Rewards 

Internal variables External variables

Work-Related Well-Being 

Balance 
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individual’s well-being. Also, to observe and perceive one’s own well-being is the basic 

ability required before taking a self-care action and decision.   

I do a lot of meditation….I am also an introvert. …I do the music for my church…. 
I have pretty strong network of friends…I’m able to walk away when things are 
really stressed and crazy…realize I can do only what I can do. …I happen to have a 
personality where I am calm centered…. talk lots jokes,… keeping in a good mood. 
So, it’s a combination of really good self-care techniques (No.2). 

If I want to be a good music therapist, I want to make sure that I take myself 
emotionally away from work (No.5). 

Reading is a great way for me to relax and recharge. Meditation! Yoga! Just 
making my own music, you know the music that I don’t make for work but for 
myself (No.7). 

External variables of well-being 

1. Resources (equipment and skills) 
 

Resources include equipment, music skills and therapeutic skills for music therapists. 

Equipment here refers to music instruments and other tools, such as CD players. They are 

very important devices for conducting a session during music therapy treatment. The lack 

of sufficient music equipment may result in lower quality of music therapy services for the 

clients, and insufficient music equipment usually happens to therapists who are novices or 

who hold part-time jobs.   

I have a copier [copy machine] in both buildings that I work. I can laminate the 
materials. I got color paper. Those things could be frustrating to someone in some 
places. And, I’m really fortunate. I don’t have a big budget, any more. But it is not 
frustration because [if] you look around my room, I have lots of stuff. I mean I 
have drums, xylophone…. , LCD projector. …I have a pretty high level of 
satisfaction of work-related well-being in my job (No.3). 

….getting the equipment, and, um, resources and time have been issues. If you are 
in the position where you have no one to talk to, and you don’t have any good 
equipment, and maybe your hours are horrible or something, it’s hard to get up in a 
morning and go to a job when you know that people don’t believe in what you are 
doing. …I know a lot of music therapists can’t get equipment that they need (No.4). 
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Work skills have been found to be important in the study by Hallin and Danielson 

(2006). In the interviews, therapeutic skills and music skills are both considered very 

important work skills, especially among novice music therapists.  

If you supposed to lead a drum circles, uh, [and] you don’t know how to play the 
drum, how are you going to do that?... if you lead some stuff in guitar, and you 
only know five chords, how do you make that interesting? And,…a lot of people 
had a lot of issues with well-being for music therapists as well, and lack skills….. 
A lot of music therapists are really good musicians, but they are not a good drum 
setters or guitar players, but they are great singers. So they know they can rely on 
the voice carrying, [and they] try to avoid their drumming. So you can get by with, 
not playing as cool as a drumming player. If you can sing really well, you [are] just 
aware where and the strength or limitation is. That’s part of wellness things: being 
right sizes, being a well of strength (No.1). 

There is no place for them to grow their skills (No.2). 

2. Physical Concerns 

Physical concerns include physical injuries and exercises for music therapists.  

Physical injuries (e.g., vocal nodules) were the primary concerns of the young 

professionals while exercises (e.g. medication, biking, and yoga) were mentioned by 

experienced professionals. 

…frying your voice. …you are getting nodules,…not have proper guitar playing 
skills (No.1). 

I had two or three colleagues that had different types of wrist and hand injuries due 
to playing guitar and piano repetitively for so long. …And they all had surgery and 
they all had to go back and learn how to re-hold the guitar because they didn’t 
really know how to play guitar, and they didn’t get adequate lessons, and they were 
playing them with weird positions. And they all have the same injury (No.4). 

I ride my bicycle to my work and back [home] again which is a really good stress 
reliever to let go of the day (No.2). 

…physical types of activities would greatly help to improve my resilience and my 
ability to do my job….. I do a little dancing. That’s pretty much it…. I am not at 
the gym or anything like that (No.5). 

I don’t exercise at all (No.6). 
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3. Relations with others (e.g., supervisor, manager, co-workers, family, and clients) 

Relations with supervisors, interns/practicum students, team members, other 

professionals, staffs and clients all matter to music therapists. In addition, support from 

family and/or friends were all very important and resulted in positive feelings for all seven 

interviewees.  

He (Supervisor) can’t give us a pay raise, but he gives us warm praise and supports 
what we are doing and being very much in tune and trying to help you develop 
your potential (No.1) 

I have a very supportive staff here. I don’t necessarily feel like the administration 
supports every place I have been, but the staff is so cooperative and willing to help. 
I think that is a big factor (No.3). 

Being a manager is a difficult job. Being a manager of people requires you to 
discipline staff…. It’s not enjoyable while I am being a manager (No.5) 

The most frustrating thing, I think, again, is dealing with staffs who don’t 
understand, who might blow me off or in our profession with difficult staff…. 

I think support from your co-workers will benefit well-being and I enjoy working 
with fellow employees. Like my department. They are wonderful. I consider they 
are my friends and just having that support from your co-workers (No.6). 

…when I get home. I might vent. [ventilate] a little bit with my husband (No.6). 

spending time with my family. It’s a great way for me to recharge…I have so many 
great moments working with clients. Those to me [are] some of great highlights, 
whether is through the research, whether is just through the clinical work (No.7). 

4. Rewards (reimbursement and payment) 
 

Reimbursement is the most common topic among music therapists, who would like 

to be reimbursed for their work, but not all music therapy services are covered by insurance 

in current health policy in the US, and so this concern was mentioned by all seven 

interviewees. This issue was not found in other health care professions, which do not have 

such concerns. A slightly similar situation—lack of resources due to budget limitations 
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was found in Moore, Cruickshank, and Haas’s study (2006), in which 14 occupational 

therapists were interviewed and one of the main factors that affected job satisfaction was 

limited resources, resulting in insufficient budgets, delayed replacement of staff and heavy 

workloads. 

The whole thing about reimbursement is a real problem…in terms of how people 
are going to get paid. Sometimes, people don’t get music therapy because it is not 
reimbursed by insurance…. it’s harder to refer somebody to music therapy that 
insurance doesn’t cover, or they don’t have funding. …there are some of us who 
are well reimbursed, and there are a lot in the middle and some not at all. …, so 
there is a wide disparity and discrepancy in the field. (No.2) 

I find [it] the most challenging; it is that we are still struggling to get 
reimbursement for our services. I keep telling myself it’s going to happen in my life 
time….And I have been able to get the reimbursement through insurance 
companies or services at the times, but not consistently. So, I think that is to me, 
one of my biggest frustrating things that I have as a professional is that, you know, 
we don’t have licensure as music therapists, so insurance companies typically don’t 
cover our services. Now, they have at times, but we don’t get consistent coverage. I 
think that might be my biggest challenge that I encounter with music therapy is that 
insurance piece, the third party payment (No.7). 

Payment is one of the external rewards that are related to workers’ attitude towards 

their work (O’Driscoll & Randall, 1999) and job satisfaction (Bokemeier & Lacy, 1986).  

It [salary] is an important domain (No.1).  

I wished it [salary] were better…. Salary could be better, could be a lot better (No. 
5). 

I think salary and insurance packages … certainly have an effect on what you like 
about your job or not [Laughing]. If you’re going to a job that they do not give you 
any insurance, and they’re only giving you five bucks [dollars] an hour. [Laughing] 
I think most music therapists would say I have a four-year degree. I am not staying 
here…. I definitely think money is an issue for a lot of people. Salary, a good salary, 
and good benefit are certainly, a plus (No.4). 

I am satisfied [Laughing]. Um, I could be more satisfied. I don’t think I am quite 
paid what I am worth, but I can live off of it. And I think salary is so important to 
feel appreciated and feel like, you know, being reimbursed for the work you have 
done (No. 6). 
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Internal Variables 

1. Belief/Motivation/Enjoyment 

Belief is a feeling or thought of something that exists, which is related to an 

individual’s well-being (Ciarrochi, 2004). Each interviewee has their own belief system to 

support and nurture their inner strength to deal with daily work. 

With the wellness where people [music therapists] stay there, people actually are 
making a contribution to the clients’ life. …I turned down a job that pays [me] 
more because I like this [current] job. It pays me enough to live. And I enjoy the 
work (No.1) 

I don’t usually bring my religious or spiritual thing to work. Other than that it is 
very important that people are kind and nice. And I talk to kids about Karma 
[Hinduism concept]. You know, you come in with a smile and it will spread around. 
And if you came in grumpy, it is also spread around. So, I do believe that a part of 
my job is to send them out of here and have a good positive time and positive 
feeling about it (No.3).  

I love the [music therapy] work I do…I like to work on a case that “there is no 
simple answer.” That’s when I really have to a kind of roll up my sleeves and I 
really have to think and tap into all my skills to figure out what’s going to help this 
individual…I love being outdoors. Hiking, then back to canoeing. You know, just 
being in outdoor spaces is also relaxing for me. And my faith is also a large part of 
that (No.7) 

2. Taking time to be alone or listen to music 

Taking time to be alone tends to be a way to draw a line between personal and work 

life, a way to take care of oneself, and a way to restore or regain strength.  

…So after lunch time, instead of going to visit my colleagues for lunch as some 
people do, I go to my office and eat my lunch quietly and check email and kind of 
spend that time for myself (No.2). 

I have my own quiet time (No.5). 

Listening to music seemed to preserve a space and a time that an individual can relax, 

switch focus temporally, be free to be oneself, and spend time with something music 

therapists really love.    
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I notice that there are some music therapists who are not interested in music (No.1). 

There are a lot of music therapists [who] use music for meditation (No.2). 

I play music. I listen to the music. I, um, um, um, I guess I want to say meditate to 
music (No.5). 

3. Emotional concerns 

Emotional concerns were addressed by all interviewees. These concerns include 

burnout, stress, isolation, emotion resistance, and emotional demands resulting from, for 

example, clients’ own emotions, taking care of new family member, pursuing a new degree 

in another field, intense work schedule, less work recognition, less peer support, and less 

music skills. Particularly, one music therapy supervisor found it’s a serious problem for 

their interns or practicum students. 

I have a friend that who works in a very small of town and she calls me a lot 
because there is no one in the town she can really talk to. And she gets very 
frustrated with her job because it is a small town. And she doesn’t think that they 
[people in the town] appreciate what she does or believe what she does. Then, she 
starts to question herself. Maybe it isn’t very effective which means I am not doing 
a good job (No.4). 

I guess I don’t like most [of my job], two things come to me immediately is just 
being in the role of therapist, and giving, giving and giving of my self, and 
consciously thinking how I can make things work or help this person can be really 
tiring. It takes a lot out of me. Being the only music therapist on staff and I don’t 
have anyone to turn to for support who really understands what I am going through. 
I have a great department. My co-worker is wonderful. My supervisor is really 
easily to talk to. But I just don’t have any music therapist who knows where I 
coming from. So, that part can be really hard….I am in graduate school right now. 
Have a two-year old son who is fun. So, when I’m home, you know, I’m playing 
with him. When he is going to sleep, I’m doing my school work and play. It’s crazy. 
I’m also doing the Bonny Method Guide Imagery in Music training. So that’s takes 
a lot of my time (No. 6). 

4.10. Verification 

The process of verification requires the validation of data in different ways which 

means data from different individuals or sources, collecting procedures, and research 
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papers or documents (Best & Kahn, 2006; Creswell, 2008). In the qualitative method, 

triangulation which means “the use of multiple data collection techniques (Best et al., 2006, 

p.269)”, is the way to provide a verification of data and increase internal validity, an 

extremely important metric for credibility in a qualitative study (Best & Kahn, 2006; Gray, 

2005; Richardson, 2000). 

To ensure that the collected data are indeed credible, the following factors were 

considered for this study. First, the seven interviewees have diverse backgrounds. For 

instance, they have a wide range of work experiences (i.e., 3.5 to over 30 years), cover a 

variety of work places (e.g., nursing homes, public schools, psychiatry unit, and others), 

and encompass a good gender ratio (5/2 for female to male ratio, which matches the gender 

percentages in the field as 85% vs. 15%). Second, the data collecting procedure was 

performed by the researcher who has 9-years of working experience in music therapy, 

which allowed her to provide her insight in understanding the situations that music 

therapists may experience and ensured the valid conduction of interviews. Third, due to 

the lack of studies on the work-related well-being in the music therapy field, literature 

about well-being perceptions mainly came from the studies in other fields. Fourth, the 

written transcriptions were read and compared with audiotapes of interviews by a retired 

doctor and a teacher in special education, and finally confirmed by each interviewee 

before doing data analysis. Finally, the resultant theory indicates that the main perception 

of work-related well-being among music therapy professionals is balance regulated by the 

self-care skills to overcome the influences of internal and external variables for 

maintaining positive work-related welling. Similar concepts could be found in some 

studies of other health care professions.  
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Compared to the study of registered nurses (Hallin & Danielson, 2006), the 

researcher has identified similar findings for the perceptions of work-related well-being in 

music therapy professionals. First, Hallin et al. (2006) indicated that the main theme of 

registered nurses’ work experiences is a balance between strain and stimulation while 

music therapists thought a sense of balance is the core for their work-related well-being. 

Hallin et al. (2006) also identified insufficient skills as the cause of stress in nurses, 

whereas in this study resources, which cover music and therapeutic skills, are considered as 

a core variable. Finally, Hallin et al. considered personal and/or professional growth as an 

important factor for nurses’ sense of well-being, while music therapists felt professional 

growth was an important variable.  

In addition, anxious feelings in work were identified by both nurses and music 

therapists. However, nurses’ anxiety was caused by not being able to complete their tasks 

in a day while music therapists’ anxiety mainly came from the concerns of reimbursement 

and lack of music skills. Another difference lies in the explanation of rewards, for which 

the nurses expressed the lack of rewards because they had fewer chances to be in contact 

with patients, while music therapists considered salary as an important part of rewards. 

Also, the nurses felt not they were not having enough contact with their patients while 

music therapists thought they had experienced too many emotional demands from their 

clients. 

4.11. Trustworthiness 

Trustworthiness is the criterion for counting dependability, credibility and 

transferability of qualitative methods (Hallin, et al., 2006; Linclon & Guba, 1985). In the 

interviews, the interviewees expressed their work experiences from their actual daily work 
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in the music therapy field which provided live, true, and valuable grounds for the 

interviews’ content.  

Each interviewee was asked the following three questions during the course of interview. 

(A) What’s your definition of work-related well-being? 

(B) Do you think this is an important issue?  

(C) Do you think this issue has been well enough addressed? 

For question A, their answers are follows: 

Job satisfaction (No.1) 

…to feel like I still have something left,… haven’t completely spent myself. Be 
able be maintain the positive mood. I can monitor my own feelings, reactions, and 
thoughts in the afternoon. If I need, I can take a break…. Being able to take care of 
myself and patients, and to have energy left over at the end of days. Be able be 
maintain the positive mood and monitor own feeling and thoughts (No.2). 

Not feeling overwhelmed; feeling capable, confident; having time and resources to 
do a good job (No.3). 

Looking forward to going to work, not getting injured either mentally or physically; 
coming home & feeling invigorated by what you have done; feeling 
accomplishment & purpose (No.4). 

To have a balance of a time doing my job & away from doing my job; a variety of 
involvements (No.5). 

Balance & boundaries; having a separate home life and work life (No.6) 

For interview question B, the seven interviewees all agree that the issue of 

work-related well-being is important for the therapists in the field. And for interview 

question C, there were four interviewees who answered “No,” one that answered “trying,” 

and the other two who answered “not sure” and “not enough.” 
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As all interviewees’ responded by expressing this topic is an important issue, and 

most of them did not think this topic has been addressed enough in the field, it provided 

evidence that this topic needed to be explored. One interviewee said: 

I don’t think we [music therapists] address it [the issue of work-related well-being] 
at all in the music therapy profession. It’s just now beginning to be addressed in the 
professional therapy world in general (No.2). 

The trustworthiness of this qualitative method can be justified by two strengths 

pertaining to the research. One is that the researcher recruited seven interviewees who 

worked in a wide variety of work settings, which tended to cover major workplaces of 

music therapists. The other is that the researcher is knowledgeable about the concepts and 

contexts because the researcher had worked as a music therapist in non-profit foundation 

for two years and in the rehabilitation department of a teaching hospital for six years, and 

has been a part-time educator in music and special education department for three years. 

However, a cultural bias might exist in the interpretation of the data due to the researcher’s 

Eastern cultural background, as well as her background as a non-native English speaker.  

4.12. Summary- Interview Part  

The semi-structured interviews of seven volunteer music therapy professionals 

elicited particular issues and valuable information relevant to work-related well-being for 

music therapy professionals. The qualitative method allowed the researcher to better 

understand how music therapy professionals perceive work-related well-being based on 

their work experiences in the field. 

Two limitations of the qualitative method-interviews have been identified in this 

study. The first is related to the number of the interviewees. Gray (2005) suggests that a 

sample size of eight interviewees could be enough if they represented varied perspectives 
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while Denscombe (2003) suggested keeping “a small size.” However, Munhall (2007) 

wrote that the sample size is decided by data saturation. In this study, the seven 

interviewees served as a purposive sample that represented most music therapists through 

different work-year and work settings resembled in the music therapist population. 

Another limitation is the homogeneous living area of the interviewees. All seven 

interviewees live in the same metro area of the same state. As a result, these interviewees 

may have similar perceptions of particular objects or factors of work-related well-being 

due to being in close proximity. Their perceptions may not represent music therapists who 

live in other areas (i.e., rural music therapists, therapists from other parts of the country). 

Overall, the conceptual theory which the researcher applied was intended to probe 

deep questions and operate in a systematic way so as to identify core variables for 

constructing an understandable and reasonable theory on work-related well-being for 

music therapy professionals. This theory provides a conceptual framework of work-related 

well-being of music therapy professionals, which paves the way for the design of a survey 

of work-related well-being conducted in the next stage. 

5. The Survey 

5.1. Random Sample 

A letter was sent to AMTA to request permission to use members’ email addresses 

which are listed in the 2007 Member Sourcebook (see Appendix E). After the request was 

granted by AMTA, the researcher randomly selected 493 potential survey respondents. 

The invitation letter, consent form, and a survey were sent to these potential subjects, 

followed by a reminder letter that was sent out two weeks later (see Appendix F).  
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After the initial contact with potential survey respondents, fifty-seven email 

addresses failed to receive the invitation letter electronically. Therefore, another 57 

respondents were randomly chosen and the invitation letters were sent out again. This 

procedure was iteratively performed until the invitation letters successfully reached 493 

email addresses.  

The potential survey respondents in this study were volunteers and were informed 

that no payment would be received. They were allowed to skip questions or feel free to 

withdraw at any time if they felt uncomfortable answering. No relationship between the 

potential respondents and their employers as well as with the University and Minnesota 

would be affected. Due to the fact that the survey was conducted on the internet, there was 

no way to identify those who responded and submitted the survey. 

5.2. Instrumentation 

The survey was designed as a norm-referenced and self-rated instrument (Pett, 

Lackey, & Sullivan, 2003), which was based on the interview content. It was intended to 

reflect each individual’s own perception, feeling, and thinking about issues relevant to 

work-related well-being. Validity and reliability of the content of this survey was 

evaluated to avoid errors caused by unreliable data (Best & Kahn, 2006). 

The self-rated instrument is made up of three parts (see Appendix G): the 

questionnaire, demographic information, and work information. The first part, the 

questionnaire, consisted of 54 items, one item in which to rate the overall feeling of 

work-related well-being, and one open-ended questions for listing three self-care 

strategies. Example items included, “I have necessary music therapy related equipment (i.e. 
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instruments) for doing my work” and “My work is appreciated by my team members or 

colleagues”. 

To ensure confidentiality each participant was given a personal code number that 

they needed to type in when accessing the survey within 20 days. Then the survey 

participants were asked to read the consent form and choose to accept or reject the terms 

before starting the survey. The survey took approximately 15-20 minutes to finish. The 

first 54 items were evaluated using a five-point Likert-type scale (1 = strongly disagree to 5 

= strongly agree) plus one additional, optional choice: “not applicable.” Also, the next 

question asked participants to rate their overall feeling of work-related well-being on a 

scale from 1 (“being very unsatisfied”) to 10 (“being very satisfied”). These items were 

followed by one open-ended question that asked the respondents to list three strategies they 

used to maintain their work-related well-being.  

The second part of the survey inquired as to the demographic information of the 

respondents, including gender, age, the highest level of education, and current employment 

status. The third part asked about work information which included the length of work 

years as a music therapist, certification/registration currently held, the type of work 

place(s), full-/part-time, primary work title, the number of times one attending 

conferences/workshops in music therapy and non-music therapy fields between September 

1, 2007 and April 30, 2008, and salary in music therapy work. 

5.3. Pilot Testing 

Fifteen volunteers (14 female and one male) who worked in music therapy served as 

evaluators for a pilot test. None of them lived in the same state as the interviewees. Among 

the 15 pilot evaluators, 14 were currently employed, while the other one was previously 
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employed. The 15 pilot testers who have worked in different places are as follows: 

facilities (3), hospital (4), college/university (1), and others (5), as well as two samples 

without indication (2). Six respondents held an undergraduate degree, four earned a 

master’s degree, three had earned a PhD, and two did not indicate any education. 

Respondents were asked to select the range that represented their ages: one was between 

20 and 25, six were between 26 and 30, no one was between 31 and 35, two were between 

36 and 40, three were between 41 and 45 and three were between 46 and 50. Also, 10 

people worked in full-time positions, four in part-time, and one did not give this 

information. Of the 15 pilot subjects, 14 hold music therapy related certifications. The 15 

pilot tester in the different levels of salary were as follows: less than $26,000 (1), $26,001 

to $30,000 (1), $30,001 to $34,000 (2), $34,001 to $38,000 (2), $ 38,001 to $42,000 (5), 

$42,001 to $46,000 (0), $ 46,001 to $50,000 (1), $50,001 to $54,000 (0), $54,001 to 

$58,000 (0), $58,001 to $62,000 (0), and $62,001 or more (1). Two people did not indicate 

their salary levels. 

The wording of items in assessment instrument was revised to improve readability 

according to the feedback from pilot participants. In addition, three major changes were 

made to the survey based on the suggestions from two external reviewers (who are 

experienced music therapy professionals) and one statistics counselor. First, the five-point 

plus “Not Applicable” of the Likert-type scales previously applied to all items was then 

applied to only six items and the other items had “Not applicable” removed. Also, the 

wording of four items was dramatically changed because 15 pilot participants rated them 

all in the highest scale as “5.” Second, the indication of age was changed from the ranges 

of age to a blank input field allowing subjects to put in their exact age rather than selecting 



 

81 

from an age range. Third, the question about salary was changed to include the inquiry of 

both music therapy and non-music therapy income because some music therapists held a 

part-time job in music therapy and might have another source of income. 

6. Summary 

In this chapter, the researcher presented five assumptions, and seven research 

questions, followed by the research design. In addition, the interview section provided 

detail and adequate information for constructing a conceptual theory of work-related 

well-being for music therapy professionals. A survey was designed based on the results 

of analyzing interview data, and the questionnaire was revised after pilot testing. The 

survey results and the answers to seven research questions will be reported in the next 

chapter.
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CHAPTER 4  RESEARCH RESULTS  

This chapter presents the results of the interviews and survey portion in this study. 

The first section describes the demographic characteristics of the survey respondents. The 

second section presents the work related information about the survey respondents. Finally 

the third section analyzes the survey results and answers the seven research questions.  

1. Demographic Information 

Out of the 493 music therapy professionals randomly selected from the members of 

the American Music Therapy Association (AMTA) in 2007, 157 responded to the survey, 

achieving a 32% response rate. Some of the 157 samples were further excluded because 

they met at least one of the following characteristics: (1) did not agree to participate in the 

survey, (2) agreed to participate in the survey but did not respond to any questions, (3) were 

currently unemployed or retired, (4) did not indicate any certification, (5) did not indicate 

any music therapy professional certification, such as Music Therapist-Board Certification 

(MT-BC), the certificated Music Therapist (CMT) or the Registered Music Therapist 

(RMT), and (6) had worked less than six months. The number of final qualified 

respondents was 117.   

Among these 117 respondents, the resulting gender ratio was weighted higher than 

is found in the overall music therapy population, and the mean age of the sample was 

40.57 years (see Table 4-1 and Table 4-2). In addition, more respondents held a master’s 

degree than any other education options (see Table 4-3 & Figure 4-1). Notice, 12% held 

education degree not included in options available, including post graduate certification, 

post-graduate training in music psychotherapy, certificate in music therapy beyond 

bachelor’s, equivalency, Doctoral of Musical Arts (DMA), second bachelors equivalency, 
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pursuing master’s, Graduate Certificate in Music Therapy, bachelor’s degree plus 

equivalency, Bachelor of Music (BM), post graduate work, Institute training, and 

Doctorate of Arts in Music Therapy. 

Comparing the highest education by gender, the data showed that all seven males 

hold a master’s degree or higher while nearly half of the 110 female hold a master’s degree 

(see Figure 4-1). 

Table 4-1  The distribution of gender in the sample 
 Frequency Percent 
Female 110 94.0
Male 7 6.0
Total 117 100.0

 
Table 4-2  The distribution of age and the length of work-year in the sample 

 Age 

The length of work 
year(s) as a music 

therapist 
Mean 40.57 12.826
Median 38.00 10.000
Std. Deviation 12.642 10.6391
Range 50 37.2
Minimum 23 .8
Maximum 73 38.0

 
Table 4-3  The distribution of highest education level in the sample 

 Frequency Percent 
 Undergraduate 38 32.5

47.0
8.5

12.0
100.0

  Master 55
  Ph.D. 10
  Others 14
  Total 117
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Figure 4-1  The histogram of the highest level of education for gender 

2. Work Information 

The number of years worked for the respondents ranged from eight months to 38 

years with the mean being 12.826 (also see Table 4-2). More detailed statistics about the 

work years of respondents all displayed in Appendix H. 

Among these 117 respondents, 107 had the certifications of MT-BC, three have the 

certifications of CMT, and seven have the certifications of RMT. In addition to the 

certifications of MT-BC, RMT, and CMT, 32 respondents (27%) indicated that they have 

held additional types of licenses or certifications, such as Licensed Clinical Social Worker, 
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Licensed Mental Health Counselor, teacher license, creative art therapist, vocal/music 

psychotherapist, etc. 

With respect to current employment, 20 out of 117 respondents worked in facilities 

(e.g. nursing home, treatment center, etc.), 12 in schools (preschool and K-12), 12 in 

hospitals, 9 in college/university, 19 in “other” and 17 were self-employed. Except for the 

previous five categories of employment, other working places, as indicated by more than 

20 respondents include Community Music Conservatory, State Forensic Hospital, state 

office, and music store. In summary, 89 out of 117 respondents (76%) worked in single 

setting, 21(20%) in two work settings, and seven (4 %) in three work settings (see 

Appendix H). 

Seventy-seven respondents reported that they held a full-time job as music 

therapists/educators while 40 respondents indicated holding part-time jobs (see Table 4-4). 

Also, the survey respondents who held part-time jobs in music therapy also held another 

part-time job (also see Appendix H). Some of the second part-time jobs are music related 

(e.g., private music teacher, music program director and church organist…etc.), and others 

are non-music related (e.g., special education teacher and social worker, counselor, yoga 

instructor…etc.)  

Table 4-4  The distribution of full-time and part-time jobs 

  Frequency Percent 
  Full time 77 65.8
  Part time 40 34.2
 Total 117 100.0

 
Regarding the main work titles of the 117 survey respondents, the most common 

titles were administer, director, coordinator, supervisor, and professor, as indicated by 32 
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respondents, followed by titles such as expressive activities and arts therapists. Overall, 

there were more than 30 differently primary work titles that the respondents held (see 

Appendix H).  

For the number of conferences and workshops attended within the period of time 

(September 1, 2007 - April 30, 2008), 31 out of 117 respondents (26.5%) did not go to any 

music therapy conferences, while 82 out of 117 respondents (72.7%) attended one to four 

music therapy-related conferences. Also, over one third of the survey respondents attended 

conferences in a non-music therapy field (see Table 4-5). The data indicated that 51 out of 

117 respondents (43.5%) attended music therapy workshops and 54 out of 117 

respondents (46.2%) attended non-music therapy workshops (see Table 4-6). 

Table 4-5  Numbers of conferences attended in the MT and non-MT field  

Conferences 
(Sep. 1, 2007 – 
Apr. 30, 2008) 

MT Field Non-MT Field 

Frequency Percent Frequency Percent 
0 
1 
2 
3 
4 

No reply 
Total 

31 26.5 69 59.0 
51 43.6 30 25.6 
29 24.8 5 4.3 

3 2.6 2 1.7 
2 1.7 2 1.7 
1 .9 9 7.7 

117 100.0 117 100.0 
 

Table 4-6  Numbers of workshops attended in the MT and non-MT field  
Workshops 

(Sep. 1, 2007 – 
Apr. 30, 2008) 

MT Field Non-MT Field 

Frequency Percent Frequency Percent 
 0 56 47.9 53 45.3 
 1 23 19.7 25 21.4 
 1.5 1 .9 1 .9 
 2 16 13.7 13 11.1 
 3 6 5.1 8 6.8 
 4 3 2.6 4 3.4 
 6 1 .9 1 .9 
 7 1 .9 2 1.7 
 No reply 10 8.5 10 8.5 
 Total 117 100.0 117 100.0 
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The annual incomes from various sources are divided into two categories: music 

therapy and non-music therapy work. The data of only music therapy work salary showed 

42 out of 117 respondents (35.9%) have their salary in the range of less than $30,000, 

followed by the range of $30,001 to $40,000 reported by 27 out of 117 respondents 

(23.1%). However, there were six percent of the respondents who reported a salary of over 

$70,001. However, up to 83 out of 117 respondents (71%) received additional non-music 

therapy incomes. For these respondents, 71 out of 117(61%) gained less than $10,000 for a 

non-music therapy work. Also, there were 2 out of 117 respondents (1.7%) who reported 

having non-music therapy income of over $50,001 (see Table 4-7).  

For the total salaries, 34 out of 117 respondents (29%) had total income between 

$30,001 and $40,000, followed by 27 out of 117 respondents (23%) who had total income 

between $40,001 and $50,000. Also, there were 40 out of 117 respondents (24%) who had 

total salary between $50,001 and $80,000. The percentages of the lowest income rank and 

the highest income rank are similar—7 out of 117 respondents (6%) in the lowest income 

rank and 8 out of 117 respondents (6.8%) in the highest income rank (see Table 4-8). 

Moreover, the detailed comparisons of different types of employment in obtained salary 

from music therapy and non-music therapy work are shown in Appendix H.  

3. Descriptive Statistics 

3.1. Research Question 1 

To answer research question one (What are the perceptions of work-related 

well-being among music therapy professionals in the US?), the results showed that five 

out of the seven interviewees agreed that the topic of work-related well-being is very 
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important, and it has not been addressed enough in the field. All interviewees considered 

that multi-dimensional variables in their work would impact their work-related well-being. 

These variables included physical, emotional, social, cognitive, and spiritual variables. In 

addition, reimbursement is the most important issue among the seven interviewees, 

followed by unsatisfactory salary. One experienced interviewee worried about the 

professional growth in the field which may fail to keep the mature therapists who are able 

to nurture novices in this profession because of the reimbursement issue, burnout rate, and 

the fewer chances for professional advancement. 

Table 4-7  Annual salary in MT and non-MT work 

 MT Work  Non-MT Work 

 Frequency Percent  Frequency Percent 
No reply 
Less than $30,000 
$30,001 to $40,000 
$40,001 to $50,000 
$50,001 to $60,000 
$60,001 to $70,000 
$70,001 or more 
Total 

1 .9 No reply 34 29.1
42 35.9 Less than $10,000 71 60.7
27 23.1 $10,001 to $20,000 5 4.3
18 15.4 $20,001 to $30,000 2 1.7
12 10.3 $30,001 to $40,000 2 1.7
10 8.5 $40,001 to $50,000 1 .9

7 6.0 $50,001 or more 2 1.7
117 100.0 Total 117 100.0

 
Table 4-8  Total annual salary 

Total salary Frequency Percent 
No reply 
Less than $30,000 
$30,001 to $40,000 
$40,001 to $50,000 
$50,001 to $60,000 
$60,001 to $70,000 
$70,001 to $80,000 
$80,001 to $90,000 
Total 

1 .9
7 6.0

34 29.1
27 23.1
20 17.1
10 8.5
10 8.5

8 6.8
117 100.0

 

Furthermore, positive feelings of work-related well-being came from good work 

skills (both music and therapeutic skills), exercise, beliefs, skills of self-care, a feeling of 
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balance, high motivation to learn, support from family/friends/supervisors, and adequate 

equipment. In contrast, negative feelings of work-related well-being were often caused by 

the reimbursement problem, less respect by other staffs/professionals, lack of time, 

insufficient music skills, physical fatigue, isolation, and psychological burnout and stress. 

In all, the interviewees demonstrated that positive thinking, high motivation, a sense 

of balance, and willingness to take action to resolve problems contribute to work-related 

well-being. The more experienced interviewees expressed confidence in their job 

performance and enjoyment, and were satisfied with their current work situation while the 

novices showed feelings of isolation in the work place and the desire of pursuing higher 

education either in music therapy or other professional fields.    

3.2. Research Question 2 

To answer research question two (What are the factors related to work-related 

well-being for music therapy professionals), the researcher performed factor analysis using 

SPSS 15.0 (Lewins & Silver, 2008), a statistical method designed “to identify the 

interrelationships among a large set of observed variables (Pett, Lackey, & Sullivan, 2003, 

p.2). These variables are represented by certain different factors which form a particular 

spread of constructs. In this study, exploratory factor analysis was used because it can find 

unknown numbers of factors, which may form a linear combination to explain the observed 

variables. Exploratory factor analysis assumes a smaller set of indicators under the 

observed variables derived from a larger collection of researcher designed items. Also, 

factor analysis techniques provide information about the interrelationships among the 

variables under investigation. In the current study, the items on the survey represented 
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observed variables, which were then grouped into the primary factors of work-related 

well-being for music therapy professionals. 

The 54 items of the survey (see Appendix G) were designed based on the results of 

analyzing the interview contents (see Chapter 3). The survey included 44 items that 

covered external factors (i.e., resources, physical conditions, relationship with others, and 

rewards) and internal factors (i.e., beliefs, emotional conditions, relationships with self and 

music, and self-care skills). The other 10 items were repeated questions, designed for the 

validation of reliability. Amid the 54 items, there were 36 positive and 18 negative 

questions. The scoring for answers obtained in the eighteen negative questions was 

reversed before conducting the factor analysis. In addition, six out of the 54 items included 

a “Not Applicable (N/A)” option, since the results of the pilot study showed that there were 

a certain number of respondents who wished to select this N/A option on the issues of 

reimbursement (Item 8 and 19), supervisor’s support (Item 26, 36 and 52), and equipment 

(Item 54).  

Checking sample size is a way to ensure the suitability of the data for doing factor 

analysis. In this study, 117 subjects were considered a small size for factor analysis, 

compared to a good sample size (300) and the ideal sample size (1,000) (Tabachnick & 

Fidell, 2001). However, some researchers (MacCallum, Widaman, Zhang, & Hong, 1999) 

argue that communalities of items are one of the criteria for determining a suitable sample 

size. They indicated a sample size of 100 to 200 could be appropriate to explain a few 

factors for a study if communalities are in the .5 range. In the current study, among the 19 

items that were used for the final factor analysis as will be described below, 18 items have 

communalities higher than .5 and the other one item (Item 42) has a communality near .5 
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(.496). This means that the results of 117 surveys are suitable for running factor analysis 

(see Appendix I). 

Pett et al. (2003) suggested that the primary examination of the applicability of factor 

analysis is evaluated by the eigenvalues (i.e., greater than 1), variance, scree plot, 

extraction, and loading of factors. Also, the number of selected factors would be made by 

comparing the results of principal component analysis (PCA). Furthermore, Field (2005) 

recommended another way to evaluate the variables, namely multicollinearity or 

singularity, which examines the value of the determinant of the correlation matrix. The 

survey data from the current study have a determinant value (D =.001, also see Appendix I) 

which is greater than .00001 (Field, 2005). This means the variables are highly 

intercorrelated.    

In order to conduct the factor analysis, the researcher first applied item deduction 

techniques to reduce the number of items from 54 to 19 items based on two situations: 

statistical calculations and the initial theoretical framework proposed in Chapter 3. In 

statistical calculations, the criteria of the reduced set of items were set as follows (Field, 

2005; Pett, et al, 2003): (1) Items that had a low correlation with any other items (＜.30) 

and items which had high correlation with some other items (＞.80) were excluded, (2) the 

determinant of the resultant correlation matrix was greater than .00001, (3) the 

Kaiser-Meyer-Olkin (KMO) test on the correlation matrix showed .776, which was at an in 

“acceptable” level (Kaiser, 1974) and Bartlett’s test of sphericity was significant (p <0.05, 

see Table 4-9). For instance, Item 26 and Item 36 are highly correlated (r = 0.814) because 

they have similar content but ask in a different ways (subjective and objective) about the 

support the supervisor. In addition, item 52 was also highly correlated with items 26 (r 
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=0.917) and items 36 (r = 0.908) because it was a duplicate item that had been included for 

calculating reliability). After considering the conceptual theory derived from the 

qualitative method, the researcher decided to keep item 26 as the indicator of support, and 

items 36 and 52 were excluded from the final analysis.   

Table 4-9  Total variance explained in Principal Component Analysis -KMO and 
Bartlett’s Test 
Kaiser-Meyer-Olkin Measure of Sampling Adequacy. .776 
Bartlett’s Test of 
Sphericity 

Approx. Chi-Square 719.028 

  Df 171 
  Sig. .000 

 Extraction Method: Principal Component Analysis. 
 

To extract the factors, the researcher applied Principal Component Analysis. Factors 

with eigenvalues greater than 1 were preserved, and together they explained 60.982 % of 

the variance of items (see Table 4-10). Also, Figure 4-2 shows an elbow cutting point after 

the fifth factor. 

The results of PCA identified five factors for the 19 items. The ranges of the means 

of the 19 items were between 2.51 and 4.68 and their ranges of standard deviation were 

between .519 and 1.248 (see Table 4-11 and Table 4-12). Also, the range of the item-total 

in the Cronbach’s Alpha was between .691 and .797 (see Table 4-17). 

Descriptions and interpretation of the factors 

The factor loadings of items in each of the five factors are listed in Table 4-13. Note 

that the researcher selected varimax for factor rotation because these components are 

orthogonal (see Table 4-14). Among these items, two items loaded above .80, six items 

loaded between .70 and .80, eight items loaded between .60 and .70, two items loaded 

between .50 and .60, and only one item loaded between .40 and .50. For most factor 
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analyses, loadings above .80 are considered ideal. However, when a survey uses a 

Likert-type scale, items are considered to have “high” loading in factor analysis when 

scores are >.60 (Garson, 2008). In here, the most items, 16 out of 19 items, are above .60 

which indicates high loading. 

 

Table 4-10  Total variance explained 
Com- 
ponen
t Initial Eigenvalues 

Extraction Sums of Squared 
Loadings 

Rotation Sums of Squared 
Loadings 

  Total 

% of 
Varianc

e 
Cumulativ

e % Total

% of 
Varianc

e 
Cumulativ

e % Total 

% of 
Varianc

e 
Cumulativ

e % 
1 5.039 26.523 26.523 5.039 26.523 26.523 2.641 13.898 13.898
2 2.404 12.654 39.177 2.404 12.654 39.177 2.432 12.801 26.699
3 1.523 8.017 47.194 1.523 8.017 47.194 2.288 12.044 38.744
4 1.391 7.322 54.516 1.391 7.322 54.516 2.140 11.261 50.005
5 1.228 6.465 60.982 1.228 6.465 60.982 2.086 10.977 60.982
6 .891 4.692 65.673   
7 .796 4.188 69.861   
8 .757 3.984 73.845   
9 .701 3.690 77.535   
10 .660 3.474 81.010   
11 .580 3.055 84.065   
12 .559 2.943 87.008   
13 .505 2.657 89.665   
14 .443 2.331 91.996   
15 .369 1.942 93.938   
16 .342 1.798 95.736   
17 .331 1.740 97.476   
18 .262 1.378 98.854   
19 .218 1.146 100.000   

Extraction Method: Principal Component Analysis. 
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Figure 4-2  Scree plot of the eigenvalues of different components 

Table 4-11  Descriptive statistics of 19 items 
  Mean Std. Deviation
Q1 4.68 .519
Q4 4.39 .656
Q6 4.25 .694
Q7 3.55 1.102
Q9 4.22 .543
Q13 4.43 .634
Q18 3.80 .931
Q20 4.17 .496
Q21 4.61 .556
Q24 3.91 .961
Q27 2.51 .970
Q29 2.57 1.248
Q30 4.05 .918
Q31 4.42 .633
Q33 2.52 1.031
Q34 3.10 1.177
Q42 3.43 1.199
Q43 4.26 .921
Q53 4.00 .938
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Table 4-12  Summary of item statistics 

  Mean Minimum Maximum Range
Maximum 
/ Minimum Variance 

N of 
Items 

Item Means 3.836 2.513 4.684 2.171 1.864 .492 19
Item 
Variances .779 .246 1.557 1.311 6.320 .180 19

Inter-Item 
Covariances .096 -.528 .543 1.072 -1.029 .029 19

Inter-Item 
Correlations .150 -.528 .625 1.154 -1.184 .043 19

  

Each item, except for item 4 and 13, loaded strongly (with loadings > 0.40) on a 

single factor. Item 4, however, had loadings higher than .40 on both Factor 1 and Factor 3, 

and item 13 had high loadings on Factor 1 and Factor 4. The researcher determined to 

place item 4 with Factor 1 after examining its correlations with items in Factor 1 and Factor 

3, and it was found that item 4 is conceptually closer to factor 1. The same consideration 

was applied to Item 13, which was placed in Factor 1. Finally, the researcher placed five 

items with Factor 1, four items with Factor 2, three items with Factor 3, four items with 

Factor 4, and three items with Factor 5. 

The interpretation of these five factors is as follows.  

Factor 1- Work Satisfaction  

In this study, five items were placed with Factor 1: 

(1) Item 31: “My work in the field helps me grow.” 

(2) Item 1: “I love what I do in my work.” 

(3) Item 21: “I believe my work is a great job to help people.” 

(4) Item 4: “I have much confidence in my therapeutic skills (not music skills) in 

my work.” 
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(5) Item 13: “My music skills easily allow me to have a relationship with clients 

and /or students.” 

Locke (1976) defined job satisfaction as “a pleasure or positive emotional state 

resulting from the appraisal of one’s job or job experiences.” Therefore, the researcher 

named Factor 1 as work satisfaction, which comprises three sub-factors: professional 

growth (Item 31), work values/beliefs (Item 1 and Item 21), and work skills (Item 4 and 

Item13). 

 Factor 2- Stressors  

Four items were placed with Factor 2: 

(1) Item 27: “I feel stress in my work.” 

(2) Item 29: “I feel I am paid less than what I deserve.” 

(3) Item 33: “I am drained by the continual care needs of my clients and/or 

students.” 

(4) Item 34: “I feel I am restricted by a busy work schedule.” 

The researcher named Factor 2 as stressors (or lack of support/resources), which was 

caused by unsatisfactory pay, challenges with clients and/or students, and a busy work 

schedule. Stressors would cause music therapy professionals to feel negative, worthless, or 

helpless about their work, possibly resulting in decreased work performance and over- 

consumption of their energy.  

Factor 3- Self-Awareness 

Three items were placed with Factor 3: 

(1) Item 6: “I quickly notice if something doesn’t go smoothly in my work.” 

(2) Item 9: “I identify problems well in my work.” 
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(3) Item 20: “It is easy for me to recognize the problems in my works.” 

The researcher named Factor 3 as self-awareness. Self-awareness is the ability to 

sense, to know, and to recognize the things that happen around oneself and people in work 

environment. It is the sense to detect a personal balance, and to find appropriate boundaries 

when interacting with other persons, resulting in smoother working conditions. 

Self-awareness is a “capacity to become aware of its own processes, products, and 

identities (Stern, 1985),” which can be considered part of the concept about self that is 

integrated and organized within the self system (Mascolo & Fischer, 1998). 

Factor 4- Work Demands 

Four items were placed with Factor 4: 

(1) Item 7: “I feel isolated in my work place.” 

(2) Item 42: “I feel bothered by my physical condition (i.e., low back pain, headache, 

carpal tunnel, vocal nodules, etc…).” 

(3) Item 43: “I have physical symptoms of anxiety (i.e., breathlessness, fast pulse, 

sweating, etc.) when I work.”  

(4)Item 53: “I have concerns about applying music skills in my work.” 

The researcher named Factor 4 as Work Demands, which results in physical injuries 

and/or emotional disturbance/ symptoms. Amid the four items, only one item concerns 

physical conditions, while the other three involve emotional concerns (i.e., isolation, 

anxiety, and applying music skills).   

Factor 5- Self-Care Skills  

Three items were placed with Factor 5: 
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(1) Item 30: “I do certain things (i.e., Yoga, Zen, biking, etc.) to take care of my 

well-being outside of work.“ 

(2) Item 18: “I still have energy to pursue my own interests after work.”  

(3) Item 24: “I make a regular time to pursue my own interests after work.” 

The researcher named Factor 5 as self-care skills, which includes self-care behavior 

(Item 30) and self-care strategies (Item 18 and 24). They obviously fall into the category 

of self-care skills.  

Five factors (work satisfaction, stressors, self-awareness, work demands, and self 

care skills) were identified by conducting factor analysis and represented 60.982% of the 

variances. It shows that the five factors moderately explained work-related well-being for 

music therapy professionals. Compared to previous work on satisfaction (Michalso, 1985), 

which explains 57% of variance, the five factors identified in this study have a higher 

ratio of explanation.  
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Table 4-13  Rotated Component Matrix of five factors (19 items) 
  
  

Component 
1 2 3 4 5 

 Q31: My work in the field helps me grow. .752 .117 .060 -.011 .333
 Q21: I believe my work is a great job to help people. .750 -.071 .226 .111 .183
 Q1: I love what I do in my work. .693 .276 -.088 .037 -.170
 Q4: I have much confidence in my therapeutic skills (not 
including music skills) in my work. .593 .006 .435 .186 -.027

 Q13: My music skills easily allow me to have a relationship 
with clients and/or students. .537 .068 .320 .423 .076

 Q27: I feel stress in my work. -.021 .738 .127 .245 .052
 Q33: I am drained by the continual care needs of my clients 
and/or students. -.176 -.719 -.146 -.261 -.073

 Q34: I feel I am restricted by a busy work schedule. .005 .685 .077 -.009 .139
 Q29: I feel I am paid less than what I deserve. .207 .670 -.181 -.060 .219
 Q9: I identify problems well in my work. .296 .072 .790 .024 .053
 Q20: It is easy for me to recognize the problems in my 
work. .114 .205 .737 .255 .066

 Q6: I quickly notice if something doesn’t go smoothly in 
my work. -.016 -.050 .677 -.230 .110

 Q7: I feel isolated in my work place. -.007 -.030 -.037 .682 .155
 Q53: I have concerns about applying music skills in my 
work. .225 .138 .231 .668 .185

 Q43: I have physical symptoms of anxiety (i.e., 
breathlessness, fast pulse, sweating, etc.) when I work. .311 .267 -.066 .619 .001

 Q42: I feel bothered by my physical condition (i.e. low 
back pain, headache, carpal tunnel, vocal nodules, etc.). -.171 .293 -.302 .472 .260

 Q24: I make a regular time to pursue my own interests after 
work. .011 .166 .200 .123 .805

 Q30: I do certain things (i.e. Yoga, Zen, biking, etc.) to take 
care of my well-being outside of work. .191 .092 -.081 .115 .802

 Q18: I still have energy to pursue my own interests after 
work. .059 .303 .187 .342 .628

Extraction Method: Principal Component Analysis.  
Rotation Method: Varimax with Kaiser Normalization. 



 

100 

Table 4-14  Component score covariance matrix 
Component 1 2 3 4 5 

1 1.000 .000 .000 .000 .000
2 .000 1.000 .000 .000 .000
3 .000 .000 1.000 .000 .000
4 .000 .000 .000 1.000 .000
5 .000 .000 .000 .000 1.000

Extraction Method: Principal Component Analysis.   
Rotation Method: Varimax with Kaiser Normalization. 

Table 4-15  19 Items reliability statistics 

Cronbach’s 
Alpha 

Cronbach’s Alpha Based on 
Standardized Items N of Items 

.728 .771 19 
 

Table 4-16  Summary item statistics 

  Mean Minimum Maximum Range 

Maximum 
/ 

Minimum Variance 
No. of 
Items 

Item Means 3.836 2.513 4.684 2.171 1.864 .492 19
Item Variances .779 .246 1.557 1.311 6.320 .180 19
Inter-Item 
Covariances .096 -.528 .543 1.072 -1.029 .029 19

Inter-Item 
Correlations .150 -.528 .625 1.154 -1.184 .043 19

 
Table 4-17  Statistics of item-total  

  

Scale 
Mean if 

Item 
Deleted 

Scale 
Variance 
if Item 
Deleted 

Corrected 
Item-Total 
Correlation

Squared 
Multiple 

Correlation 

Cronbach’s 
Alpha if 

Item 
Deleted 

 Q1: I love what I do in my work. 68.20 45.573 .264 .328 .721
 Q4: I have much confidence in my 

therapeutic skills (not including 
music skills) in my work. 

68.49 44.252 .345 .464 .715

 Q6: I quickly notice if something 
doesn’t go smoothly in my work. 68.63 46.734 .050 .255 .735

 Q7: I feel isolated in my work place 
(*neg.). 69.33 42.259 .294 .241 .719

 Q9: I identify problems well in my 
work. 68.66 44.986 .331 .546 .718

 Q13: My music skills easily allow 
me to have a relationship with 
clients and/or students. 

68.45 43.146 .498 .521 .706

 Q18: I still have energy to pursue 
my own interests after work. 69.08 40.037 .576 .558 .691

 Q20: It is easy for me to recognize 
the problems in my work. 68.71 44.570 .434 .487 .713
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 Q21: I believe my work is a great 
job to help people. 68.27 44.425 .399 .515 .714

 Q24: I make a regular time to pursue 
my own interests after work. 68.97 40.792 .487 .510 .699

 Q27: I feel stress in my work (*neg). 70.37 41.683 .404 .414 .707
 Q29: I feel I am paid less than what I 

deserve (*neg). 70.31 40.887 .329 .367 .716

 Q30: I do certain things (i.e. Yoga, 
Zen, biking, etc.) to take care of 
my well-being outside of work.

68.83 41.488 .454 .472 .703

 Q31: My work in the field helps me 
grow. 68.46 43.164 .496 .544 .706

 Q33: I am drained by the continual 
care needs of my clients and/or 
students (*neg). 

70.36 55.577 -.582 .472 .797

 Q34: I feel I am restricted by a busy 
work schedule (*neg). 69.78 41.692 .304 .248 .718

 Q42: I feel bothered by my physical 
condition (i.e. low back pain, 
headache, carpal tunnel, vocal 
nodules, etc. *neg). 

69.45 42.353 .250 .341 .725

 Q43: I have physical symptoms of 
anxiety (i.e., breathlessness, 
fast   pulse, sweating, etc.) 
when I work (*neg). 

68.62 41.771 .426 .393 .705

 Q53: I have concerns about applying 
music skills in my work. 
(*neg). 

68.88 40.175 .558 .471 .692

 
Table 4-18  Reliability statistics for each factor 
Numbers of Factors  Items Numbers Cronbach’s  Alpha Cronbach’s Alpha Based 

on Standardized Items 
1 1, 4, 13, 21 & 31 .771 .773 
2 27, 29, 33 & 34 .737 .746 
3 6, 9 & 20 .672 .698 
4 7, 42, 43 & 53 .616 .628 
5 18, 24 & 30 .772 .771 

 
Table 4-19  ANOVA for item means 

  
Sum of 
Squares df 

Mean 
Square F Sig 

Between People 291.175 116 2.510  
Within 
People 

Between 
Items 1037.138 18 57.619 84.441 .000

  Residual 1424.757 2088 .682  
  Total 2461.895 2106 1.169  
Total 2753.070 2222 1.239  

Grand Mean = 3.84 
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3.3. Research Question 3 

The third research question states, “How are combined factor scores on the final 

assessment related to overall feeling of work-related well being?” The corresponding null 

hypothesis (Hypothesis A) is: There is no significant correlation between combined 

factor scores of the final assessment and overall feeling of work-related well-being.  

To obtain the results, the Pearson product-moment correlation analysis was applied. 

The results showed that there is a strong positive correlation between combined factor 

scores of the final assessment and overall feeling of work-related well-being (r = .594, p 

= .000, see Appendix I). Therefore, we reject Hypothesis A.  

3.4. Research Question 4 

The fourth research question states “How do various work experiences affect 

combined factor scores on the final assessment of work-related well-being among music 

therapy professionals?” The corresponding null hypothesis (Hypothesis B) is: There is no 

significant difference between novice and experienced music therapists in terms of 

combined factor scores on the assessment of work-related well-being. The researcher 

conducted the independent t-test to test this hypothesis. 

Jacobs and Washington (2003) categorized workers into five types: novice, specialist, 

experienced specialist, expert and master. They defined a novice worker as one who is new, 

with minimal exposure, and has less knowledge and skills to perform tasks in one’s field 

while an experienced worker is the one who has knowledge and skills and performs tasks 

well in one’s field. To determine groups of novice and experienced music therapists, the 

117 participants were divided into quartiles (see Table 4-20).  
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Respondents in the first quartile of work years were considered as novices, and those 

in the last quartile of work years were regarded as experienced music therapists. The 

novice group was made up of 31 respondents who had worked no more than three years 

and the experienced group consisted of 31 respondents who had worked more than 24.5 

years plus the one who had worked for 23 years for the purpose of equal sample sizes (also 

see Appendix H).  

The researcher used an independent two sample t-test for comparing the two groups 

because they satisfied the following assumptions: normally distributed populations, 

homogeneity of variance, equal-scaled interval data, and independent sampling (see Table 

4-21 & Table 4-22). The results showed that the experienced group (M = 76.03, SD = 

6.129) had greater combined factor scores of the work-related well-being than did the 

novice group (M = 69.90, SD = 7.595, see Table 4-23). This difference is statistically 

significant (t (60) = -3.496, p=.001, see Table 4-24), and it did represent a small sized 

effect with r = .17. 

Table 4-20  Statistics of quartiles of work years 
N Valid 117
  Missing 0

Mean 12.826
Median 10.000
Std. Deviation 10.6391
Range 37.2
Minimum .8
Maximum 38.0
Percentiles 25 3.000
  50 10.000
  75 24.500
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Table 4-21  Statistics of test of normality for population  
  _groups Kolmogorov-Smirnov(a) Shapiro-Wilk 

    
Statisti

c df Sig. Statistic df Sig.
Assessment 1 (Novices) .125 31 .200(*) .962 31 .331
  2 .106 55 .185 .976 55 .347
  3 (Experienced) .115 31 .200(*) .983 31 .887

  

Table 4-22  Statistics of test of homogeneity of variance for populations  

    
Levene 
Statistic df1 df2 Sig. 

Assessment Based on Mean .711 2 114 .494 
  Based on Median .694 2 114 .502 
  Based on Median and 

with adjusted df .694 2 105.952 .502 

  Based on trimmed mean .709 2 114 .494 
 
Table 4-23  Statistics of the combined factor scores for novice and experienced groups 

  groups N Mean 
Std. 

Deviation Std. Error Mean 
Assessment 1 (Novices) 31 69.90 7.595 1.364 
  3 

(Experienced) 31 76.03 6.129 1.101 

 
There is a statistically significant difference between novice and experienced music 

therapy professionals on the combined factor scores of work-related well-being. That is, 

experienced music therapy professionals had higher factor scores of well-being than 

novice music therapy professionals. Thus, Hypothesis B is rejected.  

3.5. Research Question 5 

The fifth research question states, “How do various education levels affect combined 

factor scores on the final assessment of work-related well-being among music therapy 

professionals?” The corresponding hypothesis (Hypothesis C) is: There is no significant 

difference on the combined factor scores of the assessment of work-related well-being for 

music therapy professionals grouped by levels of education. 
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Table 4-24  Statistics table for the combined factor scores difference between novice 
and experienced groups 

    

Levene’s 
Test for 

Equality of 
Variances t-test for Equality of Means 

    

F Sig. t df 

Sig. 
(2- 

tailed)
Mean 

Difference

Std. 
Error 
Dif- 

ference 

95% Confidence 
Interval of the 

Difference 

    Upper Lower
Ass. Equal 

variance
s 
assumed 

1.144 .289 -3.496 60 .001 -6.129 1.753 -9.635 -2.623

  Equal 
variance
s not 
assumed 

  -3.496 57.436 .001 -6.129 1.753 -9.639 -2.619

 
To obtain the results and avoid the inflation of Type I error rate, the one-way 

ANOVA was applied instead of lots of t-tests. The assumptions behind ANOVA include 

normally distributed populations, homogeneous variance, equal-scaled interval data, and 

independent sampling, which were all satisfied by these data (see Figure 4-3 and Table 

4-25).  

The mean work-related well-being score of all respondents is 72.88 with the range 

of 52 to 90. Among the groups of different education levels, Master’s group showed the 

lowest mean score, while PhD group had the highest mean score (see Table 4-26 and 

Figure 4-5). Notice, the Master’s group exhibited the widest range of mean score while the 

PhD group showed the narrowest range of mean score. However, the one-way ANOVA 

results show that there is no significant difference among groups on the scores of 

work-related well-being (F [3,113] = .784, p =.505, see Table 4-27). It did represent a 

small-sized effect, r = .14.  
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Figure 4-3  The histogram of assessment scores of work-related well-being 

Table 4-25  Test of homogeneity of variances for well-being on education Levels  
Levene Statistic df1 df2 Sig. 

1.068 3 113 .366
 
Table 4-26  The summary statistics of mean scores among the levels of education 

  N Mean SD 
Std. 

Error 
95% Confidence 
Interval for Mean Minimum Maximum

Undergraduate 38 72.68 6.269 1.017 70.62 74.74 60 87
Master’s 55 72.27 7.714 1.040 70.19 74.36 52 90
Ph.D. 10 75.70 5.229 1.654 71.96 79.44 69 85
Others 14 73.79 6.241 1.668 70.18 77.39 64 85
Total 117 72.88 6.906 .638 71.62 74.14 52 90
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Figure 4-4  The mean score of work-related well-being with different highest level of 
education (M = 72.88) 

Table 4-27  Statistics of difference for well-being on education levels 

  
Sum of 
Squares df 

Mean 
Square F Sig. 

Between 
Groups 112.748 3 37.583 .784 .505 

Within 
Groups 5419.577 113 47.961  

Total 5532.325 116  
 

Due to the lack of statistically significant difference among music therapy 

professionals with different educational levels on the combined factor scores, we fail to 

reject Hypothesis C. That is, music therapy professionals with different education levels 

may not have significantly higher or lower work-related well-being in average. 
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3.6. Research Question 6 

The sixth research question states, “How do various salary levels affect combined 

factor scores on the final assessment of work-related well-being among music therapy 

professionals?” The corresponding null hypothesis (Hypothesis D) is: There is no 

significant difference on combined factor scores of the assessment of work-related 

well-being for music therapy professionals grouped by ranges of salary. 

The one-way ANOVA was again applied to answer this question. The assumptions 

behind ANOVA include normal distributed populations (also see Figure 4-3), 

homogeneous variance (see Table 4-28), equal-scaled interval data, and independent 

sampling, which were all satisfied by these data.  

In the results, of the groups of different salary ranges, the mean score increased 

when salary increased (see Table 4-29 and Figure 4-5). However, there is no significant 

difference among groups of different salary ranges on work-related well-being (F [7,109] 

= 1.751,  

p =.105, see Table 4-30). The effect size is at medium size since r = .32.  

Salary level did not result in a statistically significant difference on factor scores of 

work-related well-being in this study, so we fail to reject Hypothesis D. However, it had a 

lower p-value (.105), so experiments involving more subjects in the future are needed for 

further verification. In addition, a previous study using by Michalso’s Multiple 

Discrepancies Theory of Satisfaction on well-being (1985) showed that paid employment 

is a strong predictor of satisfaction related to well-being. Oppenheim’s (1987) study also 

indicated unsatifactory salary is one factor of burnout for music therapists. 
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Table 4-28  Test of homogeneity of variances for well-being on salary levels  
Levene Statistic df1 df2 Sig. 

1.026(a) 6 109 .412 
 
Table 4-29  Well-being score among the groups of varied ranges of salary 

 
 

Table 4-30  ANOVA table for well-being on salary levels 

  
Sum of 
Squares df 

Mean 
Square F Sig. 

Between 
Groups 559.156 7 79.879 1.751 .105 

Within 
Groups 4973.169 109 45.625  

Total 5532.325 116  
 

  N Mean SD 
Std. 

Error

95% 
Confidence 
Interval for 

Mean Minimum Maximum
Less than $30,000 7 71.43 7.850 2.967 64.17 78.69 56 78
$30,001- $40,000 34 70.88 5.804 .995 68.86 72.91 58 82
$40,001- $50,000 27 72.33 6.856 1.319 69.62 75.05 60 90
$50,001- $60,000 20 73.15 8.318 1.860 69.26 77.04 52 85
$60,001- $70,000 10 75.10 5.109 1.616 71.45 78.75 69 86
$70,001- $80,000 10 76.20 5.473 1.731 72.28 80.12 69 88
$80,001- $90,000 8 75.13 8.026 2.837 68.42 81.83 62 84
Total 117 72.88 6.906 .638 71.62 74.14 52 90
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Figure 4-5  The mean work-related well-being scores of different salary groups (mean 
score 72.88 and mean salary $34,359) 

3.7. Research Question 7 

The seventh research question states, “How well does the created assessment tool 

measure work-related well-being for music therapy professionals?”  

The 19 items were transformed into an assessment of work-related well-being for 

music therapy professionals by adding up the total scores. The mean score (72.88) was 

very close to the median score (73), and the minimum and maximum scores were 52 and 90 

respectively (see Table 4-31). The scattered scores among 117 survey respondents are 

shown in detail in Appendix I. Also, the factor score of work-related well-being of the 



 

111 

randomly selected survey respondents is close to normal distribution, as evidenced by the 

low skewness (-.122) and Kurtosis (.196) 

Table 4-31  Statistics of combined factor scores of work-related well-being assessment 
(19 items) 

  Valid 117
  Missing 0
Mean 72.88
Median 73.00
Std. Deviation 6.906
Variance 47.692
Skewness -.122
Std. Error of Skewness .224
Kurtosis .196
Std. Error of Kurtosis .444
Range 38
Minimum 52
Maximum 90
Percentiles 25 68.00
  50 73.00
  75 77.00

 

Overall, the assessment of work-related well-being showed strong validity and 

reliability of the instrument. Garson (2008) contended that factor analysis may explain two 

kinds of validity: convergent validity and discriminant validity. The results of the study 

show many high loadings on the predicted factors, which indicates convergent validity, 

while discriminant validity is demonstrated because the correlation between factors is not 

high (i.e., higher than .85). 

The 19-item assessment instrument showed an acceptable reliability (r = .728). Also, 

each factor also demonstrated its individual reliability at an acceptable level (r = .771 for 

Factor 1, r = .737 for Factor 2, r = .672 for Factor 3, r = .616 for Factor 4, and r = .772 for 

Factor 5).  

According to some researchers (Comrey & Lee, 1992; Field, 2005), 117 samples is 

considered a small size for factor analysis, compared to 300 for a good sample size and 
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even 1,000 for an ideal sample size. However, other researchers (MacCallum, Widaman, 

Zhang, & Hong, 1999) argued that communalities are one of the criteria for determining a 

suitable sample size. They indicate a sample size of 100 to 200 could be good enough to 

explain a few factors for a study if communalities are in the .50range.  

Amid the 19 items, 16 items have communalities above .50 except for three items 

(.494 for Item 34, “I feel I am restricted by a busy work schedule”, .491 for Item 7, “I feel 

isolated in my work place”, and .496 for Item 42, “I feel bothered by my physical condition 

(i.e., low back pain, headache, carpal tunnel, vocal nodules, etc.”) This could be due to 

that fact that the total number of items is less than 20. More items increases greater 

communality (Field, 2005).  

Finally, in answering the number 56 open-ended question of the survey (Please list 

three self-care strategies that you use to maintain your work-related well-being), 113 out 

of 117 respondents listed three selections, which provided useful information that assisted 

us to better know how music therapy professionals maintain their work-related 

well-being. These strategies were divided into five categories: physical, emotional, social, 

cognitive, and spiritual domains. The physical domain included exercise, Yoga, Tai Chi, 

outdoor activities, walking, hiking, etc.; the emotional domain centered on music or art 

related activities which involved music activities, playing bands, singing in choirs, 

listening to music, attending concerts/art classes; the social domain included interacting 

with friends/family/colleagues; the spiritual domain included praying, going to church, 

meditating, reading the Bible, staying alone, and self-talking; and the cognitive domain 

consisted of education, reading, taking course/class, attending conferences/workshops, 

preparing sessions, time/space management, setting boundary, nutrition, diet, etc. Among 
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these five domains, the most applicable self-care skills are the physical and social domains, 

which were indicated by most respondents, followed by emotional, spiritual and cognitive 

domains in order. 
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CHAPTER 5  CONCLUSIONS  

This chapter includes four sections. The first section summarizes this study, 

including the research procedure and the major findings. The second section discusses the 

assessment developed by the researcher, including validity and reliability, score 

interpretation, and important findings. The third section presents the contributions of the 

study. Finally, the fourth section outlines suggestions for future study. 

1. Summary 

The main purpose of this study was to design an assessment instrument of 

work-related well-being for music therapy professionals. The procedures of this study are 

shown in Figure 5-1. It started with an in-depth interview with seven interviewees, which 

reflected their perception of work-related well-being. Then, a 54-item self-rated 

assessment was designed based on the content of interviews and was revised through 

pilot testing with 15 subjects. Next, 493 music therapy professionals were invited to 

participate in the on-line survey and 117 effectively responded to the survey. The 

researcher subsequently applied factor analysis techniques to the survey data and 

identified 19 items that were grouped into 5 factors, as well as conducted other statistic 

methods (i.e. correlation, independent t-test, one-way ANOVA) to answer research 

questions. The assessment was finally formed by incorporating the findings from 

interviews, literature, and survey.  
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Work-related Well-being (54-item survey) 

Factor Analysis 

Assessment instrument 
 19 items + 3 items 
 Suggestions for future use 

Interview 

Pilot testing 

Work-related Well-being (revised 54-item survey) 

Online survey 

117 out of 157 effective survey respondents 

Assessment instrument (19 items in 5 factors) 

Integration 
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Figure 5-1  Process of forming assessment instrument of work-related well-being for 

music therapy professionals. 

In addition, the answers to seven research questions are summarized as follows:  

(1) Research question 1: What are the perceptions of work-related well-being among 

music therapy professionals in the US? 

Most interviewees agreed that work-related well-being is a very important but yet to be 

properly addressed issue in the music therapy field. Internal variables (beliefs, relationship 

with self and music, and emotional concerns) and external variables (resources, 

relationship with people, physical concerns, and rewards) all contributed to work-related 

well-being which could be achieved when subjects employed a sense of balance and 

adjusted their own well-being through self-care skills (see Chapter 3)  

(2) Research question 2: What are the factors related to work-related well-being for music 

therapy professionals? 

Five major factors of work-related well-being for music therapy professionals were 

identified using factor analysis including work satisfaction, stressors, self-awareness, 

work demands, and self-care skills. 

(3) Research question 3: How are combined factor scores on the final assessment related 

to overall feeling of work-related well-being? 

The significantly positive correlation between combined factor scores of the 

assessment and overall feeling of work-related well-being reported in the survey Item 

number 55 was evident (r ≤ .594, p =.000).  
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(4) Research question 4: How do various work experiences affect combined factor scores 

on the final assessment of work-related well-being among music therapy 

professionals?  

The experienced music therapy professionals had significantly higher rated well-being 

than novice music therapy professionals.  

(5) Research questions 5: How do various education levels affect combined factor scores 

on the final assessment of work-related well-being among music therapy 

professionals? 

The education levels did not affect combined factor scores on the assessment of 

work-related well-being.  

(6) Research question 6: How do various salary levels impact combined factor scores of 

the final assessment of work-related well-being among music therapy professionals? 

Different salary levels did not significantly impact the combined factor scores of the 

assessment. It means music therapy professionals with a higher total salary may not have 

higher work-related well-being. Because the sample size was relatively small (N =117) 

and the p-value approached significance (p = .105), further investigation is needed to 

determine if salary might have a significant impact on assessment of well-being. 

(7)  Research question 7: How well does the created assessment tool measure 

work-related well-being for music therapy professionals? 

The 19–item, five-factor work-related well-being assessment instrument explained 

60.982% of variance in the experimental results, as shown in Chapter 4. 

Overall, in this study, the researcher developed a mixed method that involved both 

interview and survey methods to examine the research questions and null hypotheses, and 
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performed in detailed procedures and careful steps were performed. In addition, the results 

of this study coincide with Lent’s observation (2004) that a study of well-being needs to be 

designed as “brief, multi-item, domain- or role-specific satisfaction measures for use in 

research and clinical application (p.503),” and the resultant assessment instrument of this 

study can be clinically applied to assess work-related well-being for music therapy 

professionals. 

The findings of this study also echoed those of the previous studies in both music 

therapy and non-music therapy fields in some perspectives, while also advancing the 

understanding of work-related well-being of music therapy professionals. In the music 

therapy field, Bruscia (1986) advocated that music therapy professionals should note one’s 

own well-being, and at the same time insured the rights of clients by protecting them from 

inappropriate treatment due to the therapists’ unbalanced well-being condition. In addition, 

the findings of higher work-related well-being for experienced professionals was 

supported in the previous study by Fowler (2006), which indicated that the more work 

experience, the greater coping skills, the higher personal achievement, and the higher 

work-related well-being for music therapists.  

The findings of this study also support studies in other fields. For example, Bergman 

et al. (2003) found six major indicators - namely mental health, workload, coping skills, 

support-in-stress, work satisfaction, and healthy lifestyle—impacts physicians’ health. 

Ratanawongsa, Wright, and Garrese (2007) applied a semi-structured interview to 

understand the maintenance of well-being among 26 residents by five components: balance 

among many domains, professional development, satisfaction and accomplishment, a 

sense of self, stressors and coping skills, and the role of residency programs. Bakker et al. 
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(2004) identified self-care as a buffer or mediator for maintaining work-related well-being. 

These studies demonstrate that many components of well-being are the same in music 

therapy as in the other disciplines.  

2. Discussion 

The related information of the final assessment instrument will be discussed as 

follows. The final assessment instrument, Music Therapists Work-Related Well-Being 

Assessment (MT-WrWb, professional version), that is suggested by this study is included 

in Appendix J. The researcher will discuss the 19 items that are included and suggested 

additions in the next few paragraphs. 

2.1. Reliability and Validity of the Instrument 

The assessment instrument of work-related well-being showed both validity and 

reliability. Items were reviewed for content validity by two experienced music therapists 

who both worked in clinical and academic settings for more than 10 years. Construct 

validity was evidenced by the convergent validity, as demonstrated by the high factor 

loading in five factors with 19 items, and discriminant validity, as shown by the low 

correlation between factors (see Table 4-16).  

In addition, internal consistency reliability is at an acceptable level (Cronbach r 

= .728), which could be further increased if the survey sample-size increases. Also, 

generalization of the instrument could be interpreted in the music therapy field, as well as 

used for other related health care professionals, such as art therapists. The instrument is an 

easy, convenient, low-cost, and efficient tool that can be applied in practice.     
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However, two negative factors, Factor 3-Stressors (Items 27, 29, 33 and 34) and 

Factor 4-Work Demands (Items 7, 42, 43 and 23) have lower reliability (.616 and .672, 

respectively) which is due to the fact that all these items used negative wording and may 

have evoked psychologically negative feelings of the respondents. Also, some items (Item 

4, 13, 18, 42, and 43) also loaded on other factors (with loadings higher than .30), which 

means these items are also related to other factors. Detailed examination of these items is 

needed in the future. 

2.2. The Meanings of Five Factors 

Overall perception of work-related well-being 

In Chapter 4, it was shown that music therapists in general rate their well-being as 

satisfactory, as evidenced by both the combined factor score average of 72.88 out of 95 

and the overall reported well-being of 8.09 out of 10 (see Appendix K). Each Likert-type 

item in the survey has 5 points: strongly disagree as 1 point, disagree as 2 points, neutral 

as 3 points, agree as 4 points, and strongly agree as 5 points. The combined factor score 

of the final 19-item assessment instrument are thus in the range of 19 (19 × 1) and 95 

(19 × 5), which can be represented as 5 scales as shown in Figure 5-2. In addition, the 

distribution of the combined factor scores resembles a normal distribution (see Figure 

4-3). Thus, the 68% (1 deviation) and 95% (2 deviations) confidence intervals are 

(65.974, 79.786) and (59.068, 86.693), respectively. Both intervals are located above the 

middle possible score (57). It is thus clear that an overwhelming majority of music 

therapy professionals are satisfied with their work-related well-being. 
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︳—————— ︱——————︳——————︳——————︳ 
19 points         38           57         ↑ 76            95  

     Strongly disagree    Disagree       Neutral        Agree    Strongly agree 
 
Figure 5-2  The scales of the total scores of 19-item assessment instrument (with ↑ 

indicating the mean value of the 117 respondents). 

It is a positive sign that music therapy professionals perceive their work as satisfactory, 

believe in their work as being helping people, and have strong wills to engage in learning 

activities. However, the results also showed that there are two out of five potential 

negative factors (Factor 3-Stressors and Factor 4-Work Demands), jeopardizing their 

well-being, but these potential negative factors can be reduced or overcome by providing 

suitable intervention or strengthening the training programs. These negative factors will 

be discussed further in the suggestion for future research.   

Perception of individual factors  

The meaning of the total scores of each factor is discussed below (see Table 5-1 & 

Appendix J). The five factors, as listed in descending order of their factor scores, are 

Factor one (work satisfaction), Factor three (self-awareness), Factor five (self-care skills), 

Factor four (work demands), and Factor two (stressors). 

Table 5-1  Statistics of each factor score 
Categories Factor 1: 

Work 
satisfaction 

Factor 2: 
Stressors 

Factor 3: 
Self- 
Awareness

Factor 4: 
Work 
Demands 

Factor 5: 
Self-care  
skills 

Combined
factors 

Mean score 22.53 10.71 12.64 15.23 11.77 72.88 
S.D. 2.176 2.142 1.361 2.854 2.328 6.906 

Total score 25 20 15 20 15 95 
Mean ratio 90.12% 53.55% 84.26% 76.15% 78.46% 76.71% 

  

It can be seen from Table 5-1 that music therapy professionals have a very high 

degree of work satisfaction, as evidenced by the fact that Factor 1 tops the list. Such work 
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satisfaction comes from the professional growth in the field, the love of their work, the 

sense of helping people, the confidence in their therapeutic skills and the ability to apply 

music skills to build up a relationship with their clients and/or students.  

Of the subfactors of Factor 1, the desire to keep keeping learning or continuing 

professional growth contributes the most to high work satisfaction. This is also 

demonstrated by the survey data that shows a high participation rate in 

conferences/workshops in music therapy and/or non music therapy (see Chapter 4). 

Music therapy professionals have high learning motivation as evidenced by active 

involvement in conferences and workshops in both music therapy and non-music therapy 

fields. In fact, major components of Factor 1, such as professional growth, love work, 

work value/beliefs, and work skills, were also found to be important in previous studies, 

including professional growth for physicians’ well-being (Ratanawongsa, et al., 2007), 

work values/beliefs as one of the elements of job satisfaction for both genders 

(Bokemeier & Lacy, 1986), and work skills for nurses (Nilsson, Hertting, Petterson, & 

Theorell, 2005; Öztürk, Bahcecik, & Baumann, 2006). 

Conversely, Factor 2 (stressors) has the lowest mean factor score in this study. Note 

that all four items of Factor 2 are negative questions (with 1 being no stress and 5 being 

high stress), and the researcher reversed the scores before performing statistical 

computation. Thus, a median value of the mean score (53.55%) indicated that work 

stressors did exist in the work environment which included feeling stress in work, 

unsatisfactory salary compared to their effort in work, demands from clients/students, and 

busy schedule. In addition, the negative phrasing of Factor 2 items might have prompted 

the survey respondents to lower their ratings when they expressed their perceptions. In 
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other words, the music therapy professionals may experience a little higher stress in work 

settings than that indicated in this study (neutral). 

Stresses have also been found to be important in previous studies, including the Job 

Demands-Resources Model (Bakker et al., 2004) and other studies for various 

professionals, such as medical residents (Ratanawongsa et al., 2007), experienced music 

teachers, music program directors, orchestra directors (Scheib, 2003; Hedden, 2005), 

physical therapists, occupational therapists, speech pathologists, psychologists, and social 

workers (Fimian, Lieberman, & Fastenau, 1991; Harris, Cumming, & Campbell, 2006), 

and rehabilitation therapists and nurses (Bainbridge, Cregan, & Kulik, 2006; Layne, 

Hohenshil, & Singh, 2004). In spite of working in a field with many potential stressors, 

music therapists in general maintain high well-being, though it is also important to 

recognize and deal with sources of stress proactively.  

Factor 3, self-awareness, defined as a process of evaluating one’s thinking, behavior 

products, and consequences of interacting with others (Bruner & Kalmar, 1998), also 

constitutes an indispensable portion of work-related well-being for music therapy 

professionals. The subfactors include noticing, identifying and recognizing problems in 

work. Similar findings occurred in other study. McLeod (2003) noted that self-awareness 

for physicians, which means recognizing work patterns’ benefits and risks, was also 

identified as the starting point of caring for patients. In fact, self-awareness has been 

identified as one of the important factors of psychological health (Hill & Smith, 1985). 

Factor 4, work demands, in this study involves emotional disturbance (i.e., isolation, 

anxiety, and less confidence in applying music skills) and physical injuries (carpal tunnel, 

vocal nodules, etc). The subfactors of work demands were also found in the previous 
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literature. For example, isolation appeared in public school music teachers (Sindberg & 

Lipscomb, 2005); and physical symptoms and anxiety were related to nurses’ well-being 

(Bégat et al., 2005); physical illness, injuries, and burnout were relevant to the 

occupational health of nurses (Stone et al., 2007). Therefore, how to cope with related 

emotional disturbances and to reduce physical injuries caused by work demands play a 

critical role of increasing work-related well-being for music therapy professionals.  

Factor 5, self-care skills, was centered on doing physical activities (i.e., biking), 

reserving energy for after work, and pursuing personal interests regularly in this study. 

Related items also can be found in other professions. For instance, Norcross (2000) 

studied strategies for psychotherapists; Osborn (2004) provided self-care strategies 

suggestions for counselors; Berriman (2007) described how people diminished the stress 

by identifying the stressors, reducing the negative emotion in response to stressors, and 

finding supportive resources, which are all self-care methods. Therefore, to advocate the 

concept of self-care and to design a related self-care program for supporting music 

therapy professionals is imperative.  

2.3. Comparisons between Findings of Interviews and Survey Results 

The results of analyzing interview data imparted a whole picture of work-related 

well-being for music therapy professionals (see Chapter 3). Among the internal and 

external variables, the relationship with music and self (internal variables) and 

relationship with objects (family/friends, team members, and supervisor) were found to 

be important by the interview results but not given equal weight in the survey results.  

On the other hand, the results of the survey provide more specific factors to interpret 

work-related well-being for music therapy professionals. In particular, the survey results 
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demonstrated the importance of self-awareness and self-care skills, and also identified 

two negative factors. In addition, most survey respondents listed three self-care strategies 

in answering Item 56 question of the survey. Their self-care strategies covered physical, 

emotional, social, cognitive, and spiritual domains, which demonstrated again that we 

need to view and to assess work-related well-being in a holistic way (see Appendix I).  

Different findings resulted from employing hybrid methods were also reported in 

previous studies. For example, Rugg (1999) used both quantitative and qualitative 

methods to examine the factors of success in the careers of young occupational therapists. 

Rugg (1999) questioned 206 novice occupational therapists by using the first measurement 

instrument of the State/Trait Anxiety Inventory. Then, in the following year, a second 

instrument of work-related stress was issued. Finally, Rugg (1999) arranged a 

semi-structured interview with a total of 39 subjects who completed both questionnaires. 

The results of the two methods revealed different findings. The results of the survey 

indicated that personal and environmental factors, and divergence between expected and 

actual practice impact the early success of novice occupational therapists. On the other 

hand, the results of interviews identified five factors, namely lack of support from 

colleagues and supervisor, opportunities for continual professional growth, less autonomy, 

ability to help clients, and level of post-qualification requirements, as the main factors that 

influence the career success of novice occupational therapists.  

It is advantageous to view work-related well-being for music therapy based on both 

findings of interviews and survey as together they reveal more information about 

work-related well-being.  
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2.4. The Application of the Instrument 

The 19-item instrument, incorporated with additional suggestions by the researcher, can 

be used by supervisor to guide their interns, by facilities to screen novice music therapists 

based on their work-related well-being, and by program directors to provide sessions 

about well-being in the music therapy programs. Also, other professionals, such as music 

educators, art and dance therapists, and occupational therapists, may use this assessment 

tool as a reference when evaluating their peer professionals. That is to say, the instrument 

developed in this study provides a convenient, useable and efficient tool in both music 

therapy and other related fields.  

2.5. Other Important Information and Concerns of the Instrument 

Representative of Survey Subjects 

The 117 effective survey respondents could represent the entire population in the 

music therapy field because they were randomly selected and the distributions of some 

demographic features are similar to those of the population. First, the mean age of the 

subjects is 40.57, with the range between 23 and 73 in this study. The range of ages is 

similar to the members of the American Music Therapy Association (AMTA), 2007 if 

students and interns are excluded (see AMTA, 2007, p.200). Second, the categories and 

percentages of music therapy certification and registration of the subjects are similar to 

those of the members of AMTA, 2007 (also see AMTA, 2007, p.200).    

However, the gender ratio and education levels were different when compared with 

the statistics of AMTA’s members, 2007. The gender ratio of the subjects is 6% male to 

94% female in this study versus 15% male to 85% female for the AMTA’s members in 
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2007. This is because AMTA’s members included students (25%) and other members 

(3%), which did not show the real ratio of currently working music therapy professionals. 

The distribution of the highest education levels of the subjects in this study include 

bachelors degree (32.5%), masters degree (47%), doctoral degree (8.5%), and others 

(10%), which does not quite match the percentages reported by AMTA (2007) as 

bachelors degree (45%), masters degree (21%), doctoral degree (5%), and others (29%). 

Again, the members of AMTA included both students and retired persons, which may 

have affected the percentages of various education levels.  

Response Rate of the Survey 

Although the 32% (157 out of 493) response rate with final 24% (117) usable data 

in this study is lower than the 41% response rate with final 39% usable data in 

Lathomin’s (1982) survey study and the 37.68% response rate in the study of Braswell et 

al. (1979) in the field, the survey response rate in this study is considered appropriate. 

Leuppi (2006) argued that the 35% response rate in his study might be considered low but 

is appropriate for surveys using mailed questionnaires to physicians because physicians 

are a group of people who intensively receive and share knowledge and training, which 

helped reduce non-response bias. In addition, Krosnick (1999) discussed the situations 

where lower response rate could be more accurate than higher response rate. The 

community of music therapy professionals, like physicians, has close internal interaction, 

as evidenced by the many conferences/workshops attended by music therapy 

professionals and the certifications each music therapist must hold. Thus, the response 

rate of this study is suitable to explain the findings.  
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3. Contributions 

In the study, the researcher explored several important issues concerning 

work-related well-being for music therapy professionals. The main contribution of this 

study is summarized as follows: 

(1) Raising attention on work-related well-being for music therapy professionals 

According to Baldisseri (2007), it is the health care providers’ obligation and 

responsibility to identify the potential problem, prevent the possible harms and risks 

caused by the providers, protect patients, and maintain the providers’ reputation and 

creditability. While work-related well-being has been widely discussed in other health 

care professions, it received insufficient attention in music therapy field. This study 

identified this phenomenon and hopes to remedy this problem.  

(2) Identifying five factors of work-related well-being for music therapy 

professionals 

This study clearly identified five factors of work-related well-being, which 

included three positive factors (Work Satisfaction, Self-Awareness, and Self-Care Skills) 

and two negative factors (Stressors and Work Demands). Based on these factors, music 

therapists could be more aware of themselves, their work relationships with others, their 

work skills, as well as sources of stress and the work environment. As a result, music 

therapists can take more reasonable and effective action to take care of their well-being, 

which in return will also benefit their clients.  
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(3) Providing an assessment instrument of work-related well-being for music 

therapy professionals 

As mentioned in Chapter 2, the research on the work-related well-being for music 

therapy professionals is far from sufficient. Also, the lack of validated and reliable 

assessment instruments, especially for music therapy professionals, had been pointed out 

by many researchers (Avanzini, Lopez, Koelsch, & Majno, 2005; Brusica, 1986; Nicholas 

& Gilbert, 1980; Sabbatella, 2004). This study filled up these gaps and presented an 

assessment instrument on work-related well-being of music therapy professionals, which 

was the result of a research process involving careful research design and theoretically 

sound experimental examination. The resultant assessment instrument demonstrated 

evidence of validity and reliability and is practically useful for clinical applications.  

(4)Advocating self-care concepts for music therapy professionals 

Self-care is a prominent concept for music therapy professionals in this study. The 

findings of the interview section indicated that the self-care skills played an extremely 

important role in contributing to a balanced work-related well-being (see Figure 3-1). 

Also, the findings from the survey section showed that the five factors of work-related 

well-being are internal and external elements which could be regulated by self-care skills 

(see Chapter 4). Moreover, from the answers of the 113 (out of 117) survey respondents 

to the Item No.56 (Please list three self-care strategies that you use to maintain your 

work-related well-being), many self-care strategies were identified (see Appendix I).  

A similar approach has been proposed by Wilde and Garvin (2007), who sought for 

a concept related to self-monitoring or self-care in nursing through reviewing literature 
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from 1998 to 2005. They defined self-monitoring as “symptom management” a surrogate 

term of self-management while self-care is a synonym of self-management that centers on 

governing activities of self’s wellness/illness for nurses. In addition, self-care skills refer 

to the approaches of sensing and identifying the problems, and acting in a remedial way. 

Based on the findings of this study, building up self-care concept for music therapy 

professionals or even establishing support/continued education systems in music therapy 

field is a prominent and urgent task, which will benefit novice music therapy 

professionals the most. Therefore, the self-care concept advocated by this study paves the 

way for performing the task. 

Furthermore, the efficacy of support programs has been widely discussed in other 

health care fields. Rugg (1999) found that more support and resources would better assist 

novice occupational therapists who succeed in their early stages of their careers. Femino 

and Nirenberg (1994) reported that the major health concern for physicians was 

psychosocial problems (i.e. drug dependence, psychiatric disorders, and family support), 

and the related treatments, though based on non-standardized assessing instruments, 

showed effectiveness in addressing these concerns. Goulet et al. (2007) used a more 

sophisticated method and inspected the efficacy of the remedial professional development 

programs (RPDP) for 196 doctors who enrolled in the remedy program between 1993 and 

2004. Cohen, Rollnick, Smail, Kinnersley, Houston, & Edwards (2005) pointed out that 

the inefficacy of support program could be caused by improper assessments. Leape et al., 

(2006) also addressed the difficulties of building up a monitoring system for doctors 

because of the ignorance of the warning signs by their peers, difficulty in challenging their 
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colleagues among physicians, as well as failure to identify related problems by their 

administrator.  

The findings of this study and the previously related studies, though in other health 

care fields, all demonstrate that the efficacy of support programs is heavily influenced by 

the adopted assessment approach. A statistically validated assessment instrument and the 

work-related well-being model proposed by this study is definitively the first step toward 

building support systems for music therapy professionals. 

4. Future Study 

There are some suggestions for future study as listed in the following: 

1. Applying the instrument in the future 

The 19-Item assessment instrument is an easy and quick way to do a self-assessment 

for personal work-related well-being for music therapy professionals. It can be applied to 

music therapy students, interns, or novice music therapists. It can also serve as a guide for 

music therapy or other related profession’s (i.e., art therapy or occupational therapy) 

instructor/supervisor to assist their students/interns to identify or cope with problems in 

work. However, as the population changes, some adjustments to the instrument may be 

needed. For example, the researcher conjectures that items such as support from others 

(family and/or friends, and supervisor) and reimbursement should be added if the 

assessment instrument is to be given to novice music therapy professionals. The new 

instrument would need to be validated. Also, using a larger sample size could increase 

reliability on the future (Field, 2005).  

2. Unidentified and Unknown Factors 
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The assessment with five factors accounted for nearly 61% of the variances which 

predicts moderately work-related well-being for music therapy professionals. This 

percentage is slightly higher than the 57% rate resulting from the experiments of the 

Multiple Discrepancies Theory (MDT, Michalso, 1985), which was considered a good 

explanation for satisfaction. However, there is still 39% of the variance that needs to be 

identified further. Other important factors, such as reimbursement, support by supervisor, 

and support by family members and/or friends were excluded, and other possible factors, 

such as support by team/colleagues/administrators, job recognitions, and relationship 

with self and/or music need to be further examined. 

3. High ratio of part-time jobs and non-music therapy work and low salary for 

music therapy jobs  

The study showed that nearly 40 out of 117 (34%) respondents held music therapy as 

a part-time job (see Table 4-4) and up to 83 out of 117 (71%) respondents held additional 

non-music therapy work (see Table 4-7). Possible explanations includes financial reasons 

(e.g., needing more income for life expense) or work reasons (e.g., insurance 

reimbursement issue). These phenomena need careful examination. 

The annual salary, combining both music therapy work and non-music therapy 

salaries, of most subjects (29%) fell into the range between $30,001 and $ 40,000 (see 

Table 4-8), and the mean annual salary was near $ 45,000. Though the mean salary of the 

respondents is already higher than the average salary in the study of Braswell et al., (1979) 

of $11, 899 and the average reported by members of AMTA (see AMTA, 2007) of 

$38,615, it is much lower than that of the other health care professionals. For instance, 

66.5% of nurses (Schiestel, 2007) have annual salaries between $60,000 and $89,999 in 
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Arizona State (N = 101); speech-language pathologists (Blood, Ridenour, Thomas, Qualls, 

& Hammer, 2002) reported the largest portion (36%) have their yearly salary in the range 

between $51,000 and $60,000 in public schools (N = 1,207).  

The annual salary may come from music therapy and non-music therapy work. 

There is a high percentage (59%, 69 out of 117) of respondents who had a music therapy 

income below $40, 000 (see Table 4-7). Clearly, current music therapy professionals 

work in professional jobs with a low and unsatisfactory salary. This concern was also 

raised by interviewers and revealed by Factor 3 of survey results. The causes of this 

phenomenon need to be studied.   

4. Wide range of work settings and work titles in the field and many additional 

licenses and /or certifications in other fields 

The work places of 117 respondents were scattered among facilities (20), K-12 

schools (12), hospitals (12), college/university (9), self-employed (17), and others (19). Of 

the 117 respondents, there are nearly 24% who work in at least two different settings (21 

in two and 7 in three work settings) at the same time. Similar findings (i.e., 9.65% of 

music therapists working in two facilities and 19.29 % of music therapists working in 

three or more facilities) were reported in Lathom’s study (1982). This is a unique 

phenomenon to the profession, which was also imparted in the study by Braswell et al., 

(1979), and its causes need to be explored. In addition, there were more than 30 different 

main work titles held by the music therapy professionals in this study. These observations 

indicate that, compared to their fellow health care professionals, music therapy 

professionals work in a wider variety of work settings and perform more diversified jobs.  
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Except for the certifications of MT-BC (107), RMT (7), CMT (3), more than 10 

other types of health-care related certifications/licenses were held by 27 % of the 

respondents. Possible reasons might be personal needs, frustration caused by insurance 

reimbursement, and the need to properly perform their work. Again, the real reasons need 

to be unveiled through careful investigation.  

5. High percentage of self-employment in the music therapy field  

About 14.5% of the survey respondents (see Appendix H) reported that they were 

self-employed, and this rate was higher than Braswell et al. study (1979) of 2.77% private 

practice, Lathom’s study (1982) of 4.1% in private practice, and Profile of the 2007 

AMTA Membership (AMTA, 2007) of 4.8% self-employed, but lower than Fowler’ 

study (2006) of 32.7% self-employed. The reasons that music therapists have chosen to 

be self-employed include more flexible time, better salary, less reimbursement problems, 

and lack of previous experience, as identified by Silverman & Hariston (2005). The 

phenomenon of the large percentage of self-employment in the music therapy field still 

needs to be observed more closely. 

6. Pursuing higher education in the music therapy field 

More than a half (55.5%) of the survey respondents earned masters (47%) and 

doctoral degrees (8.5%) in this study, and this rate is close to that reported in Fowler’s 

study (2006). This confirms the potentially trend of pursuing higher education in the 

music therapy field. Notice, however, there are 12 % of the respondents who indicated 

their education in music therapy equivalency or others. This shows that a sizable amount of 

music therapy professionals earned their music therapy education degrees from non-music 

therapy programs.  
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Also, the results of this study show that the various education levels did not cause a 

statistically significant difference on combined factor scores of work-related well-being, 

which contrasts with the previous study by Michalso’s on well-being (1985). Therefore, 

the needs of pursuing higher education and music therapy equivalency, and the reasons 

why education levels did not affect the perceptions of well-being all need to be examined 

further. 

7. High involvement in Conferences/Workshops 

High learning motivation is one of the characteristics of music therapy professionals, 

as evidenced by the high percentage of participation in conferences and workshops of 

music therapy and non-music therapy in the period of eight months (September 1, 2007 to 

April 30, 2008, see Table 4-5 and Table 4-6). This indicates the need of these 

professionals to learn more knowledge and skills in music therapy and non-music therapy 

fields. However, it is not clear what courses and/or skills that music therapy professionals 

eagerly need in order to perform their music therapy jobs and that can assist them to 

become better competitors among health care professionals. The reasons need to be 

explored.  

8. Perception of work-related well-being in different work settings 

Music therapy professionals working with different specialties, such as new-born 

intensive care unit (NICU) and forensic, or in different work sites, such as nursing homes 

and school units, could have different perceptions of work-related well-being. Their 

impact on work-related well-being should be inspected in the future. 

9. Perception of work-related well-being in different culture background 
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This study focused on the music therapy professionals in the US. Populations with 

other cultural backgrounds, such as Spanish, European, or Asian, all have sizable number 

of music therapy professionals, and can provide potential subjects for future study. Such a 

study may reveal the differences of the perceptions of work-related well-being across 

different cultures. 

In conclusion, well-being is not only a state of being, but also a process of 

sense-making (Haworth & Hart, 2007), concepts that can also be applied in a work setting.  

Work allows people to strengthen their character, facilitates their knowledge and skills, 

fosters their intrinsic desires, and fulfills their self-accomplishment. For health care 

professionals whose job is to help clients with disorders or dysfunctions, their 

work-related well-being is very important.  

This study was intended to meet the needs of a music therapy community that 

currently lacks sufficient studies of work-related well-being on music therapy 

professionals and an assessment instrument of work-related well-being for practical use. 

The results of this study show that music therapy professionals in average reported overall 

feelings of satisfaction in work-related well-being, and experienced therapists have 

greater scores of work-related well-being than the novices. The additional resources and 

coping skills owned by the more experienced music therapy professionals could be the 

reasons for such a difference. Therefore, the establishment of related work programs, such 

as support, coping skills, or marketing programs, could assist the novice therapists to better 

prepare themselves, thereby reinforcing their work-related well-being.  

Finally, incorporating the researcher’s personal work experiences in the field, 

literature review, results of the interviews, and findings of survey, this study of 
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work-related well-being addressed several prominent issues for music therapy 

professionals. Also, the findings of the study provide many approaches and challenges to 

the field for further examinations. Hopefully, this study is the first step towards a new 

way in which music therapy professionals pay more attention to their work-related 

well-being, thereby enabling music therapy profession to provide a much better quality of 

music therapy services.  
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APPENDIX A  BACKGROUND OF SEVEN INTERVIEWEES 

 
Background of interviewees 

 
Numbers of 
Interviewee 

No. 1 No.2 No.3 No.4 No.5 No.6 No.7 

Gender Male 
 

Female Female Female Male Female Female 

Full-/Part 
time job 

Full-time 
 

Full-time Full-time Part time Full time Full time Part time 
of many 
places; 
Private 
practice 

Main  
Work 
Title 

Supervisin
g Music 
Therapist 

Director 
of units 

Superviso
r of music 
therapy 

Music 
Therapis
t 

Director of 
departmen
t 

Supervisin
g Music 
Therapist 

Instructo
r 

Employmen
t 

4 interns & 
8 
practicum 
students 

3 music 
therapists

7 music 
therapists

N/A 2 staffs &4 
practicum 
students & 
interns &  

2 interns Students 

The length 
of work 
years 

3.5 
 

+20 +30 +10 +20 4 +15 

Clients Adults 
 

Children 
and teens 

children Children Adults Elder Child; 
teen; 
young 
adults 

Work  
settings 

Long-term 
care 
facility 
 

Mental 
health 
unit of 
Hospital 

Public 
school 

Public 
school 

Mental 
health 
facility 

Nursing 
home 
 

Treatmen
t center 

Capacity Near 400 
employees 

More than
500 
employee
s 

More than 
100 
employee
s 

N/A Near 400 
employees

Near 100 
employees 

N/A 

Additional 
job 

 
— 

Teaching 
in college
/universit
y 

 
— 

 
— 

 
— 

 
— 

Teaching 
in college
/Universi
ty 
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APPENDIX B  APPROVAL LETTER FROM IRB  

12/10/2007 
 
Nai-Wen Chang 
2014 Clark St 
Maplewood, MN 55117 
 
RE: “Developing a Self-Rated Instrument of Work-Related Well-Being for Music 
Therapy Professionals” 
IRB Code Number: 0711P21681 
 
Dear Nai-Wen Chang 
 
The referenced study was reviewed by expedited review procedures and approved on 
November 30, 2007. If you have applied for a grant, this date is required for certification 
purposes as well as the Assurance of Compliance number which is FWA00000312 
(Fairview Health Systems Research FWA00000325, Gillette Children’s Specialty 
Healthcare FWA 00004003). Approval for the study will expire one year from that date. 
A report form will be sent out two months before the expiration date. 
 
IRB approval of this study includes the consent forms received November 27, 2007. 
The reviewer had the following suggestion: In the “Voluntary Nature of the Study” 
sections of the consent forms, change the first word to “Participation”. If you choose to 
implement this suggestion, please inform the IRB. 
 
Please note that due to evolving guidelines, the following items are now required on each 
page of the consent form: IRB code number and consent form version date (the date of 
the most recent consent form revision). This will be required at the time of continuing 
review. 
 
The IRB would like to stress that subjects who go through the consent process are 
considered enrolled participants and are counted toward the total number of subjects, 
even if they have no further participation in the study. Please keep this in mind when 
calculating the number of subjects you request. This study is currently approved for 500 
subjects. If you desire an increase in the number of approved subjects, you will need to 
make a formal request to the IRB. The code number above is assigned to your research. 
That number and the title of your study must be used in all communication with the IRB 
office.  
  
As the Principal Investigator of this project, you are required by federal regulations to 
inform the IRB of any proposed changes in your research that will affect human subjects. 
Changes should not be initiated until written IRB approval is received. Unanticipated 
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projects are subject to continuing review and renewal. If you have any questions, call the 
IRB office at 612-626-5654. On behalf of the IRB, I wish you success with your research. 
 
 
 
Sincerely, 
 
 
Carol Siegel, MLS, CIP 
Associate Director 
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APPENDIX C  INTERVIEW AND SURVEY RELATED MATERIALS 

Invitation letter for interviewees 

Dear Music Therapist/ Educator, 

Thank you for considering whether to participate in an interview as part of a study of 
work-related well-being for music therapy professionals.  

The purpose of this letter is to invite you to participate in a forty-five minute interview 
to assist the researcher to identify factors of work-related well-being for music therapy 
professionals. You are under no obligation to participate. Please read this letter, consent 
form, the brief research description, and ask any questions you may have before agreeing 
to be in the study. Your participation will help the researcher to develop a more 
meaningful, useful and valued self-rated assessment instrument of work-related 
well-being for the music therapy professionals. 

If you decide to participate, please sign in the designated spaces below and on the 
consent from. By signing the letter below and consent form, you grant me permission to 
use my interview with you to improve the development of a self-rated work-related 
well-being assessment instrument for music therapy professionals. All interviewees will 
remain anonymous, especially in any sort of report I may submit for publication. 

If you have any questions or concerns regarding this study and would like talk to 
someone other than the researcher, contact Research Subjects’ Advocate line, D528 
Mayo, 420 Delaware Street Southeast, Minneapolis, Minnesota; telephone (612) 
625-1650. Or if you would like talk to my advisor, Dr. Keitha Lucas Hamann, you may 
call her at (612) 624-9819 or email her at haman011@umn.edu 

You may also contact me at 651-7712551 or chan0012@umn.edu Thank you for your 
contribution to the future of music therapy. 

 
 
Your sincerely, 
 
Nai-Wen Chang 
 
 
Signature of interviewee ___________________________________ 
Date___________________ 
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Consent form for interviewees 

Developing a Self-rated Instrument of Work-Related Well-Being for  
Music Therapy Professionals 

                                                       
You are invited to be in a research study of developing a self-rated instrument of 
work-related well-being for music therapy professionals. You were selected as an 
experienced music therapist or music therapy educator, as well as a professional member 
of the American Music Therapy Association (AMTA), who is one of best candidates 
represented in the music therapy field. I ask you read this form and ask any questions you 
may have before agreeing to be in the study for the interviewing part.  

This study is being conducted by: Nai-Wen Chang, Ph.D. candidate, in the School of 
Music at the University of Minnesota. 

Background Information: 

The purpose of this study is to develop a self-rated instrument to identify factors of 
work-related well-being for music therapy professionals since the study focus on 
work-related well-being for music therapy professionals are few which compared to other 
health professionals, such as physicians or nurses. Instead research in music therapy has 
focused mostly on patients’ need or on the development of music therapy related 
techniques and skills. In the study, the research questions included: (1) How do music 
therapy professionals describe their own thoughts or needs for work-related well-being? 
(2) To what degree are music therapists concerned about their own work-related 
well-being? (3) To what extent is work-related well-being addressed in the music 
therapist’s work environment? (4) What are the components of work-related well-being 
for music therapy professionals? (5) Could an assessment tool to be developed to identify 
the specific work-related well-being need of music therapy professionals? And (6) What 
would the advantages and disadvantages of such as an instrument be? 

Procedures: 

If you agree to be in this study, I would like to invite you to accept an interview by the 
researcher. The interview will be held 45 minutes and will be recorded in audio tape. The 
questions of work-related well-being will be asked. For example: “What do you think 
about work-related well-being for music therapy professionals? “.You can stop at any 
time or may choose not to answer any question(s) if you do not feel comfortable sharing 
any information of work-related well-being. Please accept my appreciation for your time, 
precious information, and participation in this study.  

Risks and Benefits of being in the study: 

There is no potential risk involved in participating in the study except for sharing some 
personal experience(s) related to work-related well-being which depends on your 
decision to share or not.  
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There are no benefits of participation in this study other than those of contributing to 
development of a self-rated instrument of work-related well-being of music therapy 
professionals.  

Compensation:  

You will receive no payment for participating in the study. 

Confidentiality: 

The records of this study will be kept private. The interview content, audio recording 
tapes, transcripts, related data and disks of this study will be in a locked closet and file; 
only the researcher will have access to them with certain key and password access 
through computer. All the records will be kept for three years, then, will be destroyed. 
The information you provide is completely confidential. As an interviewee, you will be 
identified with a pseudonym with only code number, while encode interview content into 
a data analysis of coding system of qualitative research. No name will appear in the 
written report that will make others know that you participated in the study. Also, any 
kind of report I might publish in the future will not include any information that will 
make it possible to identify you. 

Voluntary Nature of the study: 

Participation in this study is voluntary. Your decision whether or not to participate will 
not affect your current or future relations with your employer and the University of 
Minnesota. If you decide to participate, you are free to withdraw at any time without 
affecting those relationships. 

Contacts and Questions: 

You may ask any questions you have now. If you have any questions later, you may 
contact me at 651-771-2551 or chan0012@umn.edu. If you have any questions or 
concerns regarding this study and would like to someone other than the researcher, you 
are encouraged contact my advisor, Dr. Keitha Lucas Hamann, at 152 Ferguson Hall, 
2106-4th Street South, Minneapolis, MN 55455; (612) 624-9819; haman011@umn.edu or 
you are encouraged to contact Research Subjects’ Advocate line, D528 Mayo, 420 
Delaware St. Southeast, Minneapolis, Minnesota, 55455; (612) 625-1650.  

You will be given a copy of this form for interviewees to keep for your records. 
Also, I will provide a summary of results of this study to you if requested.  

Statement of Content: 
I have read above information. I have asked questions and have received answers. 
I consent to participate in the study. 
 
Signature (for Interviewee): _______________________________________ 

Date:____________________ 

 
Signature of Investigator: _________________________________________ 

Date:___________________ 
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 Brief research description  

Developing a Self-Rated Instrument of Work-Related Well-Being for  

Music Therapy Professionals 

By Nai-Wen Chang, RMT 

 
Music therapy is considered one of the health care professions since music therapy is a 

field in which music is used to work with many types of clients with varied medical, 
behavioral, and educational needs in many different work settings. In addition to their 
work with clients, music therapy professionals also engage in multidisciplinary team 
work, conduct research studies, and participate in ongoing professional development in 
order to ensure the quality of music therapy services that are delivered and executed by 
music therapy professionals. 

Work-related well-being of music therapy professionals, which consists of physical, 
cognitive, psychological, social, and spiritual components, is important to maintaining 
quality in the profession. Work-related well-being in other health care professionals, such 
as physicians and nurses, has been broadly addressed in the research literature. However, 
the study of work-related well-being for music therapy professionals needs to be explored 
further as most research in music therapy has focused on the well-being of clients.  

Could the information regarding work-related well-being in other health care 
professionals be useful in addressing the work-related well-being needs of music therapy 
professionals? Could assessments of work-related well-being in other fields be applied 
appropriately to establish a useful assessment instrument in the music therapy field? The 
purpose of this study is to develop a self-rated instrument to assess work-related 
well-being for music therapy professionals. The research questions included:  

(1) How do music therapy professionals describe their own thoughts or needs for 
work-related well-being?  

(2) To what degree are music therapists concerned about their own work-related 
well-being?  

(3) How do music therapists rate their own level of work-related well-being?  
(4) What are the components of work-related well-being for music therapy 

professionals?  
(5) Could an assessment tool to be developed to identify the specific work-related 

well-being need of music therapy professionals? 
(6) What would the value of such as an instrument be? 

  
Both qualitative and quantitative methodologies will be applied. A framework of this 

study will be based on several work-related well-being theories and models, an interview, 
and a self-rated assessment developed by the researcher. First, several work-related 
well-being theories/models will be reviewed and examined. Second, three-five 
experienced music therapists will be interviewed to understand the perception of music 
therapists on work-related well-being and determine the aspects of work-related 
well-being for music therapy professionals. Third, a self-rated survey will be developed 
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from the interview contents and the examination of related literature. Then, results from 
the pilot study will be examined by music therapy experts to confirm validity before the 
survey will be sent by email to the professional members of the American Music Therapy 
Association (AMTA) who are randomly selected to take the newly developed assessment. 
Lastly, the findings will be reported, and validity and reliability will be discussed.  

It is hoped that this study will raise the awareness of the issues of work-related 
well-being to better understand the thoughts and perceptions of work-related well-being 
of music therapy professionals and to provide a useful tool in the field for the future 
study.  
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APPENDIX D  INTERVIEW PART 

Interview questions 

Developing a Self-Rated Assessment of Work-Related Well-Being for  
Music Therapy Professionals 

   
1. How long have you worked as a music therapist or music therapy educator? 

2. Could you tell me a bit about all the jobs you have held related to music therapy? 
Would you include things you liked and things you didn’t like in each position? 

3. What aspects of your work as a music therapy professional have been the most 
positive? And most frustrating? 

4. What do you think about work-related well-being? What is your definition of it? 

5. What kind of factors do you think will influence the work-related well-being of music 
therapy professions? 

6. How external factor(s) affect your feelings of positive work-related well-being as a 
music therapy professional? 

7. Which external factor(s) is (are) the most important in determining your work-related 
well-being as a music therapy professional? 

8. In contrast to external factors, how do internal factors contribute to a feeling of 
positive well-being as a music therapy professional? 

9. Which internal factor(s) is (are) the most important in determining your work-related 
well-being as a music therapy professional? 

10. In your experience, how have concerns with work-related well-being among music 
therapy professionals (students, interns, or music therapy colleagues) been addressed 
in different work environments? 

11. What kinds of strategies or materials assist you in resolving the concerns? Are they 
effective assisting you to resolve your concerns? Which one is the most useful for 
you? 

12. Are there any assessing, diagnostic, or evaluated instruments that you are aware of 
that can help music therapy professionals understand the work-related well-being 
better in the workplace? 

13. What are your suggestions for improving music therapy services which are related to 
music therapy professionals’ work-related well-being for the future? 
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The operational definition of terms in interview part 

Beliefs refer to a kind of “positive illusions” which maintaining one’s mental health 
(Dalbert, 1999). 

Exercise is planned, structured, and repetitive bodily movement done to improve or 
maintain one or more components of physical fitness (Thomas, Nelson & 
Silverman, 2005). 

Job satisfaction is “a pleasure or positive emotional state resulting from the appraisal of 
one’s job or job experiences (Locke, 1976). It included job reward (pay, job 
security, promotion), job values (the conceptions of what is desirable that 
individuals hold with respect to their work activity), work conditions (job 
characteristics and occupational/industrial cultural factors, which include union 
membership, occupation, autonomy, job complex, ownership,…), individual 
attributes (age, race, sex, social class, education & rural-urban origin) ( Bokemeier 
& Lacy, 1986). 

Payment see salary 

Physical activity is “all movement that is produced by the contraction of skeletal muscle 
and that substantially increase energy expenditure” which is done in work or home 
(Thomas, Nelson & Silverman, 2005). 

Salary is kind of payment 

Self-esteem refers to “how good you feel about yourself; your sense of self-respect 
(Michalos, 1985)”. Also, self-esteem is a person evaluated him/her self which 
refers to individual opinion or feeling of one’s worth (Rosenberg, 1965). 

Social support is a multi-aspect of support which counted by person who received 
numbers of people who offer helps, how many times and how much from helpers, 
and satisfaction from persons who received other’s help (Letvak, 2002) 

Social isolation (Dussault, et al. 1999) 

Workload which include the number of hours devoted to paid and unpaid work during an 
average week (Mårdberg, Lundberg & Frankenhaeuser, 1991) 

Work rewards include intrinsic rewards which are variety, challenge, and autonomy, 
and extrinsic rewards which are pay, fringe benefits, promotion, the social climate, 
and physical working conditions (O’Driscoll & Randall, 1999).  
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List of pre-codes 

Well-being/work-related well-being: WB/WrWb 

Health: H 
Mental health: MH 
Positive feeling: PF 
Negative feeling: NF 
Positive thing: PT 
Frustrating thing: FT 
Instruments/tool: I/T 
Measurement: M 
Validity: V 
Reliability: R 
Music therapy professionals: MTP 
Clinical music therapists: CMT 
Academically music therapy educators: AMTE 
Years of work experience: YOWE  
Work environment: WE 
Changing work/job: CW/J 
Components of well-being: COWB 
Internal factors: IF 
External factor: EF 
Disadvantage: D 
Advantage: A 
Professional Growth: PG 

Workload: WL 

Overload: O 
Fewer loads: FL 
Work hours: WAS 
Consuming time: CT 
Consuming physical energy: CPE 
Consuming mental energy: CME 
Consuming emotional energy: CEE 
Time management: TM 
Workshop: W-S 
Lectures: L 

Work rewards: WR 

Compensation: C 
Conference Expenses: CE 
Promotion: P 
Honors: H 
Payment: P 
Professional growth: PG 
Salary: S 
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Work achievement: WA 
Autonomy: A 

Control: C 
Decision: D 
Power/powerful: P 

Self-esteem: SE 

Like: L 
Dislike: DL 
Proud: Pd 
Pride: Pe 

Social isolation: SI 

Structural/physical isolation: S/P I 
Social isolation: SI 
Professional isolation: PI 

Social support: SP 

Support from clients: SFC 
Support from students: SFS 
Support from MT colleagues: SFMTC 
Support from team members: SFTM 
Mentor in MT field: MiMTF 
Mentor in non-MT field: MinMTF 

Job satisfaction: JS 

Positive work environment: PWE 
Negative work environment: NEW 
Isolation: I 
Team work: TW 

Recognition: R 

Personal recognition: PR 
Work recognition: WR 

Beliefs: B 

Hopes: H 
Religious beliefs: RB 
Self-worth: SW 
Benefits: B 

Physical Activities/Exercise: PA/E 

Moderate exercise: ME 
High consume exercise: HCE 
Energy: E 
Less energy: LE 
Shopping: S 
Jogging: J 
Music activities: MA 
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Non-music activities: N-MA 
Busy work: BW 
Too busy: TB 
Less busy: LB 
Two times per week: TWPW 
One time per week: OTPW 
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The code list of transcripts 

Asking Qs of WB 
DoWB 
F. of WB beliefs or attitude or religion 
F. of WB-Cognitive 
F. of WB-emo.or psycho. 
F. of WB-Physical 
F. of WB-Resource 
F. of WB-Social 
Job Satisfaction 
Main core of WB-self care 
MT future 
MT future training 
MTs-experienced 
MTs-novice 
Neg. Feeling-Obj. 
Neg. Feeling-Subj. 
Ns of MTs in S-less 5 
Ns of MTs in S-more 5 
Personality 
Pos. Feeling-Obj 
Pos. Feeling-Subj 
Rel. with clients 
Rel. with family or friends 
Rel. with Music 
Rel. with other professions 
Rel. with others-in general 
Rel. with self 
Rel. with students and interns 
Rel. with teams or colleagues 
Resp. for clients or students or interns 
Resp. for self 
Resp. for teams 
Resp. for work-Q 
SC- 1 level-aware or sense or feel 
SC- 2nd level -recognize or identify 
SC- 3rd level-cognitive appraise 
SC- 4th level- doing 
SC-balance 
SC-boundary 
SC-emotional resilience 
SC-meditation 
SC-phys. act. or exercise 
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SC-strategies or tools 
Social sub. F-Rel. 
Social sub. F-support 
Sup. from clients 
Sup. from facility staffs 
Sup. from family or friends 
Sup. from mangers and ministrations 
Sup. from supervisor 
Sup. from Teams or peers 
WB similar terms 
WCha.-do 
WCha.-population 
WCha.-settings 
WCon.- equipments 
WCon.- M skills 
WCon.- MT skills 
WCon.- need higher degrees 
WCon.- resources 
WCon.-accomplishment 
WCon.-being reimbursed 
WCon.-budgets 
WCon.-challenges 
WCon.-continued growth or learning 
WCon.-distin. w other healing workers 
WCon.-emo. disturb. or demands 
WCon.-flexibility or freedom or autonomy 
WCon.-isolation 
WCon.-less self-care 
WCon.-love or enjoy the work 
WCon.-MTs’ longevity 
WCon.-need more research 
WCon.-non MTworks 
WCon.-other interests outside of work 
WCon.-phy. att.-inju.-sleepless-tired 
WCon.-rel. with music 
WCon.-security 
WCon.-supported by people 
WCon.-time 
WCon.-WB of stud. or interns or collea. 
WCon.-work environment 
WCon.-work too much 
WCon.-Workload 
WF- poor work relationship 
WF-client’s resistant 
WF-conflict 
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WF-emotional disturances 
WF-isolation 
WF-less being resp. or recog. 
WF-less budgets 
WF-less equipments 
WF-less problem solving skills 
WF-less resources 
WF-less sleep or tired 
WF-less sup. by colleagues 
WF-less time 
WF-less transition system for clients 
WF-lose MT interns 
WF-no or inconsistent reimbursement 
WF-no or less growth 
WF-non MT works 
WF-not sure for clients 
WF-paper works 
WF-phy. attack or injuries or tired 
WF-policy 
WF-quit or not sure to stay or worthy study 
WF-sup. from ministers 
WF-teach students in diff. background 
WF-under paid 
Work Res.-Budget 
Work Res.-continued edu. 
Work Res.-counsel. or str.man. or referral S 
Work Res.-equipments 
Work Res.-inner strength 
Work Res.-materials or books 
Work Res.-other people in the field 
Work Res.-time 
Work Skills-non M or MT 
Work Title 
WR-accomplishment or resolve problems 
WR-being reimbursed 
WR-being resp. or recog. by other 
WR-benefits in general 
WR-client’s improvement 
WR-good work environment 
WR-grant 
WR-increase MT interns or staffs 
WR-more equipments 
WR-salary 
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APPENDIX E  LETTER TO AMERICAN MUSIC THERAPY 
ASSOCIATION 

Date 

To whom It May Concern: 

I am a Ph. D. candidate of music therapy in the School of Music at the University of 
Minnesota. I would like to conduct a research project to develop a self-rated instrument 
to identify factors of work-related well-being for music therapy professionals. The 
proposal has been sent to the University of Minnesota Institutional Review Board, and 
has received the approval with the IRB Code Number: 0711P21681. For copy of the 
University of Minnesota IRB approval is enclosed. 

The purpose of this letter is to request a permission to use the email-addresses in the 2007 
Member Sourcebook of the American Music Therapy Association to invite professional 
music therapists in both clinical and academic work settings and facilities to participate 
this study. Participation would be voluntary and potential survey participants would 
receive an invitation letter, consent form and brief research description. Five hundred 
members will be randomly selected from the Sourcebook to contact via email. It is hoped 
that their opinions of work-related well-being will make a contribution to this study and 
the music therapy field.  

I have attached a copy of IRB approval letter and the invitation letter for professional 
members, a brief research description, and AMTA Mailing Label Request Form. If you 
need additional information about my proposal, please feel free to contact me. 

Please let me know at your earliest convenience whether or not I may use the Member 
Sourcebook to identify potential survey participants for this study. Thank you for your 
consideration. 

 
 
 
 
 
Sincerely, 
 
 
Nai-Wen Chang, RMT 
PhD Candidate 
School of Music 
University of Minnesota 
Chan0012@umn.edu 
(651)771-2551 
January 30, 2008 
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APPENDIX F  SURVEY PART 

Invitation letter for survey respondents 

Dear Music Therapist/ Educator, 

You are invited to participate in a study of work-related well-being for music therapy 
professionals who have worked in clinical or academic setting. I would like to ask for 
your help regarding your important perceptions of work-related well-being in the 
profession. The AMTA has granted approval for me to contact you as part of my doctoral 
research. Also, the research project has been approved by the University of Minnesota 
Institutional Review Board. 

The survey will take 15-20 minutes. Your participation will help members of the music 
therapy profession better understand work-related well-being in this field. Approximately 
500 other music therapy professionals were randomly selected to receive this invitation. 
After you have accessed the URL below by typing in your passcode, please read the 
consent form. Your completion of the survey will signify your consent to participate in 
this study.  

If you have any questions or concerns regarding this study and would like talk to 
someone other than the researcher, contact the Research Subjects’ Advocate line, D528 
Mayo, 420 Delaware Street Southeast, Minneapolis, Minnesota; telephone (612) 
625-1650. Or if you would like talk to my advisor, Dr. Keitha Lucas Hamann, you may 
call her at (612) 624-9819 or email at haman011@umn.edu.You may also contact me by 
a phone at (651) 771-2551 or email at chan0012@umn.edu.  

Please access the survey at the following URL:  

https://survey.cla.umn.edu/21381. 

Please complete this survey by May, 20, 2008. Thank you very much for considering this 
opportunity to make a contribution to the music therapy profession.  

 
 
Yours sincerely, 
 
 
 

Nai-Wen Chang, RMT 
PhD Candidate 
School of Music 
University of Minnesota
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Consent form for survey respondents 

 Developing a Self-rated Instrument of Work-Related Well-Being for  
Music Therapy Professionals 

                                                       
You are invited to be in a research study to develop an instrument to assess 

work-related well-being for music therapy professionals. You were selected as a possible 
survey participant because you are a professional member of the American Music 
Therapy Association (AMTA), and have an email address listed in the 2007 Member 
Sourcebook. Permission to use the Member Sourcebook was approved by the AMTA 
following a review of my research proposal. I ask you read this form and ask any 
questions before agreeing to be in the study.  

This study is being conducted by: Nai-Wen Chang, Ph.D. Candidate, in the School of 
Music at the University of Minnesota. 

Background Information: 

The purpose of this study is to develop an instrument to identify the factors of 
work-related well-being for music therapy professionals. Compared to other health care 
professionals, few studies in music therapy have focused on the well-being of music 
therapy professionals but have focused mostly on clients’ needs or on the development of 
music therapy related techniques and skills. For this study, the research questions include: 
(1) How do music therapy professionals describe their own thoughts or needs for 
work-related well-being? (2) To what degree are music therapists concerned about their 
own work-related well-being? (3) To what extent is work-related well-being addressed in 
the music therapist’s work environment? (4) What are the components of work-related 
well-being for music therapy professionals? (5) Could an assessment tool to be developed 
to identify the specific work-related well-being need of music therapy professionals? And 
(6) What would be the advantages and disadvantages of such an instrument? 

 
Procedures: 

The survey includes three parts: questionnaire, demographics and work information. The 
survey will take about 15-20 minutes. Participation in this survey is voluntary. You may 
stop at any time and come back to complete it at your convenience. You also may 
withdraw at any time, or choose not to answer questions. Please accept my appreciation 
for your time, participation and contribution to the music therapy profession.  

Risks and Benefits of being in the study: 

There is no potential risk involved in participating in the study except for rating or 
expressing personal thoughts and feelings concerning work-related well-being.  

There are no benefits of participation in this study other than those of contributing to the 
music therapy professionals. 

Compensation:  

You will receive no payment for participating in the study. 
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Confidentiality: 

The records of this study will be kept private. The related data and disks of this study will 
be kept in a file and a locked closet; only the researcher will have access to them with 
certain key and password access through computer. All the records will be kept for three 
years then, they will be destroyed. The information you provide is completely 
confidential. There is no way to identify those who participate in this study.   

Voluntary Nature of the study: 

Participation in this study is voluntary. Your decision whether or not to participate will 
not affect your current or future relations with your employer or the University of 
Minnesota. If you decide to participate, you are free to withdraw at any time without 
affecting those relationships. 

Contacts and Questions: 

You may ask any questions you have now. If you have any questions later, you are 
encouraged to contact me at chan0012@umn.edu. Or, you may contact my advisor, Dr. 
Keitha Lucas Hamann, at 152 Ferguson Hall, at 100 Ferguson Hall, 2106-4th Street South, 
Minneapolis, MN 55455; (612) 624-9819; haman011@umn.edu 

If you have any questions or concerns regarding this study and would like to someone 
other than the researcher, you are encouraged to contact Research Subjects’ Advocate 
line, D528 Mayo, 420 Delaware St. Southeast, Minneapolis, Minnesota, 55455; (612) 
625-1650.  

Upon request, you will be given a copy of this information and/or a brief summary of 
findings to keep for your records. 

Your completion of the survey will signify your consent to participate in this study. 
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Reminder letter for survey respondents 

Dear Music Therapist/ Educator, 

This is a reminder letter to invite you participate in a survey study of work-related 
well-being for music therapy professionals who have worked in clinical or academic 
settings. If you have completed the survey and submitted it, I appreciate your support and 
you may ignore this letter. If you have not yet completed the survey, I still would like to 
hear from you.  

The AMTA has granted approval for me to contact you as part of my doctoral research. 
Also, the research project has been approved by the University of Minnesota Institutional 
Review Board. The survey will take 15-20 minutes. Your participation will help members 
of the music therapy profession better understand work-related well-being in this field. 
Approximately 500 other music therapy professionals were randomly selected to receive 
this invitation. After you have accessed the URL below by typing in your passcode, 
please read the consent form. Your completion of the survey will signify your consent to 
participate in this study.  

If you have any questions or concerns regarding this study and would like talk to 
someone other than the researcher, contact Research Subjects’ Advocate line, D528 
Mayo, 420 Delaware Street Southeast, Minneapolis, Minnesota; telephone (612) 
625-1650. Or if you would like talk to my advisor, Dr. Keitha Lucas Hamann, you may 
call her at (612) 624-9819 or email her at haman011@umn.edu. You may also contact me 
by a phone at (651) 771-2551 or email at chan0012@umn.edu. 

Please access the survey at the following URL:  

https://survey.cla.umn.edu/21381. 
Your passcode is 

 
The deadline has been extended. Please complete this survey by May 26, 2008.  

Thank you very much for considering this opportunity to make a contribution to the 
music therapy profession.  

 
 
 
Yours sincerely, 
 
 
Nai-Wen Chang, RMT 
PhD Candidate 
School of Music 
University of Minnesota 
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APPENDIX G  SURVEY INSTRUMENT 
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APPENDIX H  STATISTICAL INFORMATION OF RESPONDENTS 

The statistics of the length of work year(s) 

The 
length of 
work 
year(s) Frequency Percent

Valid 
Percent 

Cumulative 
Percent 

 .8 2 1.7 1.7 1.7
  1.0 7 6.0 6.0 7.7
  1.5 2 1.7 1.7 9.4
  2.0 4 3.4 3.4 12.8
  2.5 3 2.6 2.6 15.4
  3.0 13 11.1 11.1 26.5
  3.5 1 .9 .9 27.4
  4.0 5 4.3 4.3 31.6
  4.5 1 .9 .9 32.5
  5.0 10 8.5 8.5 41.0
  5.5 1 .9 .9 41.9
  6.0 1 .9 .9 42.7
  7.0 3 2.6 2.6 45.3
  8.0 3 2.6 2.6 47.9
  9.0 2 1.7 1.7 49.6
  10.0 3 2.6 2.6 52.1
  11.0 3 2.6 2.6 54.7
  12.0 3 2.6 2.6 57.3
  13.0 3 2.6 2.6 59.8
  14.0 1 .9 .9 60.7
  15.0 6 5.1 5.1 65.8
  16.0 3 2.6 2.6 68.4
  17.0 2 1.7 1.7 70.1
  18.0 1 .9 .9 70.9
  20.0 1 .9 .9 71.8
  21.0 1 .9 .9 72.6
  22.0 1 .9 .9 73.5
  23.0 1 .9 .9 74.4
  24.0 1 .9 .9 75.2
  25.0 6 5.1 5.1 80.3
  26.0 3 2.6 2.6 82.9
  27.0 4 3.4 3.4 86.3
  28.0 2 1.7 1.7 88.0
  29.0 1 .9 .9 88.9
  30.0 7 6.0 6.0 94.9
  31.0 1 .9 .9 95.7
  32.0 2 1.7 1.7 97.4
  33.0 2 1.7 1.7 99.1
  38.0 1 .9 .9 100.0
  Total 117 100.0 100.0
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The current employment conditions (N = 117) 

  Frequency Percent Valid Percent 
Cumulative 

Percent 
 Facilities (Nursing Home, 

Treatment Center,...etc.) 20 17.1 17.1 17.1
  Schools (preschool, K-12) 12 10.3 10.3 27.4
  Hospitals 12 10.3 10.3 37.6
  College/University 9 7.7 7.7 45.3
  Self-employed 17 14.5 14.5 59.8
  Others 19 16.2 16.2 76.1
  Facilities + Hospital 1 .9 .9 76.9
  Facilities + 

College/University 1 .9 .9 77.8
  Facilities + Self-employed 1 .9 .9 78.6
  Schools + Self-employed 7 6.0 6.0 84.6
  Schools + Others 1 .9 .9 85.5
  Hospital + College/University 1 .9 .9 86.3
  College/University + 

Self-employed 3 2.6 2.6 88.9
  College/University + Others 1 .9 .9 89.7
  Self-employed + Others 5 4.3 4.3 94.0
  Facilities + Hospital + 

Self-employed 2 1.7 1.7 95.7
  Facilities + 

College/University + Others 1 .9 .9 96.6
  Schools + Self-employed + 

Others 2 1.7 1.7 98.3
  Hospital + Self-employed + 

Others 1 .9 .9 99.1
  Schools + Self-employed + 

Others 1 .9 .9 100.0
  Total 117 100.0 100.0 

 
Note: Others included more than 20 other employment places (except for facilities, 

school, hospitals, college/university, self-employed) indicated by the respondents, 
including Community Music Conservatory, State Forensic Hospital, state office, 
music store, etc. 
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Titles of second part-time jobs  
(40 out of 117 respondents held at least two part-time jobs)  

 Frequency 
No Indication 17 
Artist-in-resident 
church organist 1 
college teaching 1 
Community Outreach Liaison, Clinical 
Research Coordinator 1 

Counselor 1 
Facilitator; yoga instructor 1 
freelance violist 
Music director of preschool 

1 
1 

mental health worker 1 
Mother 1 
Music director in older adult programs 1 
Two part time music therapy jobs 1 
Orchestra teacher, violin/piano teacher 1 
Private Music Teacher 6 
Service Coordinator (Social Worker) 1 
SPED teacher 2 
Teach MT courses, administrative work for 
nursing facility 

Total 40 
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The primary work titles (N = 117) 

 Frequency Percent 
No Indication 85 72.6 
Activity Director 1 .9 
Activity Therapist 2 1.7 
Adapted Recreation, adapted music teacher 1 .9 
Adjunct Professor of Music, Music Therapy 
Consultant 1 .9 

Administer 1 .9 
Assistant Activity Director 1 .9 
Asst. Professor 1 .9 
Community Outreach Liaison 1 .9 
Coordinator of training 1 .9 
Coordinator-Brain Injury Program 1 .9 
Director of Music Therapy program 1 .9 
Early childhood special education teacher 1 .9 
Expressive Activities Therapist 1 .9 
Expressive Arts Therapy professor 1 .9 
Minster of music 1 .9 
MT-BC, NMT Fellow 1 .9 
Music Instructor 1 .9 
Music Psychotherapist 2 1.7 
Music specialist 1 .9 
Music Teacher 1 .9 
Music Therapist /Professor/ Counselor 1 .9 
Neurological Music Therapist 1 .9 
Private Music Teacher 1 .9 
Program Specialist 1 .9 
Recreation Therapist - Music 1 .9 
Rehabilitation Therapist - Music 1 .9 
Rehabilitation Therapist (Music) 1 .9 
Service Coordinator 1 .9 
Supervisor of Music Therapy 1 .9 
Therapeutic Creative Arts program 
coordinator 1 .9 

Total 117 100.0 
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The comparisons of different types of employment in obtained salary 
from MT and non-MT salary 

  
Currently 
employed 

Salary in MT work Total

No 
Reply 

Less than 
$30,000 

$30,001 
to 

$40,000 

$40,001
 to 

$50,000

$50,001 
to 

$60,000

$60,001 
to 

$70,000 

$70,001 
or  

more  
 
Full time 
Part time 
Total 

1 
0 
1 

14 
28 
42 

18
9

27

16
2

18

12
0

12

10 
0 

10 

6 
1 
7 

77
40

117

  
Currently 
employed 

Salary in non-MT work Total

No 
Reply 

Less than 
$10,000 

$10,001 
 to 

$20,000

$20,001 
to 

$30,000

$30,001 
to 

$40,000

$40,001 
to 

$50,000 

$50,001 
or  

more  
Full time 
Part time 
Total 

25 49 1 1 0 0 1 77
9 22 4 1 2 1 1 40

34 71 5 2 2 1 2 117



 

190 

APPENDIX I  STATISTICAL DATA OF SURVEY RESULTS 

Communalities 

  Initial Extraction
  

Q21: I believe my work is a great job to help people. 1.000 .665

  
Q4: I have much confidence in my therapeutic skills (not including 

music skills) in my work. 
1.000 .575

Q27: I feel stress in my work. 1.000 .623
 Q29: I feel I am paid less than what I deserve. 1.000 .576
 Q34: I feel I am restricted by a busy work schedule. 1.000 .494
 Q33: I am drained by the continual care needs of my clients and/or 

students. 1.000 .643

 Q43: I have physical symptoms of anxiety (i.e., breathlessness, fast 
pulse, sweating, etc.) when I work. 1.000 .556

 Q9: I identify problems well in my work. 1.000 .721
 Q20: It is easy for me to recognize the problems in my work. 

1.000 .668

 Q7: I feel isolated in my work place. 1.000 .491
 Q53: I have concerns about applying music skills in my work. 

1.000 .603

 Q42: I feel bothered by my physical condition (i.e. low back pain, 
headache, carpal tunnel, vocal nodules, etc.). 1.000 .496

 Q6: I quickly notice if something doesn’t go smoothly in my work. 
1.000 .526

 Q30: I do certain things (i.e. Yoga, Zen, biking, etc.) to take care of 
my well-being outside of work. 1.000 .707

 Q24: I make a regular time to pursue my own interests after work. 
1.000 .731

 Q13: My music skills easily allow me to have a relationship with 
clients and/or students. 1.000 .580

 Q18: I still have energy to pursue my own interests after work. 
1.000 .642

 Q1: I love what I do in my work. 1.000 .595
 Q31: My work in the field helps me grow. 1.000 .694
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Correlation Matrix of 19 items 
 Q1  Q4  Q6  Q7  Q9  Q13  Q18  Q20  Q21  Q24  Q27  Q29  Q30  Q31  Q33  Q34  Q42  Q43  Q53
Q1 1.000 .267 -.044 .019 .160 .362 .120 .111 .342 -.003 .136 .202 -.002 .406 -.253 .138 .025 .225 .177
Q4 .267 1.000 .144 .070 .479 .484 .241 .348 .451 .122 .114 .091 .081 .389 -.217 .014 -.194 .274 .308
Q6 -.044 .144 1.000 -.089 .379 .110 .009 .302 .165 .123 -.011 -.096 -.020 .135 -.014 .032 -.149 -.154 .093
Q7 .019 .070 -.089 1.000 -.003 .131 .274 .143 .143 .142 .187 .021 .159 .175 -.147 .116 .239 .243 .359
Q9 .160 .479 .379 -.003 1.000 .373 .189 .625 .377 .218 .142 -.011 .081 .304 -.193 .099 -.160 .109 .220
Q13 .362 .484 .110 .131 .373 1.000 .304 .368 .456 .188 .201 .113 .273 .302 -.278 .091 .030 .357 .507
Q18 .120 .241 .009 .274 .189 .304 1.000 .316 .149 .608 .323 .254 .446 .258 -.414 .262 .269 .210 .425
Q20 .111 .348 .302 .143 .625 .368 .316 1.000 .308 .230 .246 .091 .094 .209 -.277 .162 .036 .186 .315
Q21 .342 .451 .165 .143 .377 .456 .149 .308 1.000 .162 .025 .054 .259 .594 -.226 .062 -.043 .249 .264
Q24 -.003 .122 .123 .142 .218 .188 .608 .230 .162 1.000 .205 .221 .533 .229 -.251 .214 .174 .191 .316
Q27 .136 .114 -.011 .187 .142 .201 .323 .246 .025 .205 1.000 .403 .222 .110 -.528 .369 .195 .324 .246
Q29 .202 .091 -.096 .021 -.011 .113 .254 .091 .054 .221 .403 1.000 .215 .294 -.375 .294 .273 .156 .199
Q30 -.002 .081 -.020 .159 .081 .273 .446 .094 .259 .533 .222 .215 1.000 .334 -.193 .163 .254 .229 .180
Q31 .406 .389 .135 .175 .304 .302 .258 .209 .594 .229 .110 .294 .334 1.000 -.219 .173 .001 .243 .290
Q33 -.253 -.217 -.014 -.147 -.193 -.278 -.414 -.277 -.226 -.251 -.528 -.375 -.193 -.219 1.000 -.421 -.231 -.387 -.321
Q34 .138 .014 .032 .116 .099 .091 .262 .162 .062 .214 .369 .294 .163 .173 -.421 1.000 .170 .174 .148
Q42 .025 -.194 -.149 .239 -.160 .030 .269 .036 -.043 .174 .195 .273 .254 .001 -.231 .170 1.000 .298 .253
Q43 .225 .274 -.154 .243 .109 .357 .210 .186 .249 .191 .324 .156 .229 .243 -.387 .174 .298 1.000 .389
Q53 .177 .308 .093 .359 .220 .507 .425 .315 .264 .316 .246 .199 .180 .290 -.321 .148 .253 .389 1.000

Determinant = .001
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The calculation of assessment scores among 117 survey respondents 

 Total scores 
of 19 items Frequency Percent 

Valid 
Percent 

Cumulative 
Percent 

 52 1 .9 .9 .9
  56 1 .9 .9 1.7
  58 1 .9 .9 2.6
  60 1 .9 .9 3.4
  61 2 1.7 1.7 5.1
  62 3 2.6 2.6 7.7
  64 1 .9 .9 8.5
  65 4 3.4 3.4 12.0
  66 3 2.6 2.6 14.5
  67 8 6.8 6.8 21.4
  68 7 6.0 6.0 27.4
  69 7 6.0 6.0 33.3
  70 4 3.4 3.4 36.8
  71 5 4.3 4.3 41.0
  72 10 8.5 8.5 49.6
  73 7 6.0 6.0 55.6
  74 2 1.7 1.7 57.3
  75 5 4.3 4.3 61.5
  76 9 7.7 7.7 69.2
  77 8 6.8 6.8 76.1
  78 3 2.6 2.6 78.6
  79 6 5.1 5.1 83.8
  80 6 5.1 5.1 88.9
  81 2 1.7 1.7 90.6
  82 1 .9 .9 91.5
  83 2 1.7 1.7 93.2
  84 2 1.7 1.7 94.9
  85 2 1.7 1.7 96.6
  86 1 .9 .9 97.4
  87 1 .9 .9 98.3
  88 1 .9 .9 99.1
  90 1 .9 .9 100.0
  Total 117 100.0 100.0

 
The correlation table between combined factor scores of the assessment 

and overall feeling of work-related well-being in the survey item 55 

  

Combined factor 
scores 
 

Q55 overall scale 
  

Combined factor 
scores 

Pearson Correlation 1 .594(**) 

  Sig. (2-tailed) .000 
  N 117 117 
 Q55 overall scale Pearson Correlation .594(**) 1 
  Sig. (2-tailed) .000  
  N 117 117 

** Correlation is significant at the 0.01 level (2-tailed). 
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Self-care strategies to maintain work-related well-being from music 
therapy professionals (In answering open-ended question of survey item 

56)  

Respondent 
No. 

1 2 3 

1 Yoga              Outdoor activities     Social gathering with 
friends               

2 Exercise            Gardening           Meditation            
3 Exercising          Singing             Playing team sports     
4 Prayer             Nutrition            Friends               
5 Meditation          Recreational time with 

friends             
Exercise, sports        

6 Being involved in 
music ensembles 
outside of work      

Regular exercise, 
healthy eating habits 
(well, most of the 
time . . .)            

Supervision with an 
experienced music 
therapist              

7 Exercise            Socialize            Spend time with family  
8 — — — 
9 Learning new music  Hobbies unrelated to 

music               
Keeping work at work   

10 Playing chamber 
music              

Pilates             Walking              

11 Individual quiet time  Listening to music     Visiting friends        
12 Listen to preferred 

music              
Talk and laugh with 
co-workers           

Move and dance with 
my clients             

13 Audio books in 
transit             

Quiet time           Praise music in car 
driving to work        

14 Being with my 
family             

Listening to/making 
music               

Exercise              

15 Exercise            Playing major 
instrument (horn)      

Hobbies at home       

16 I take a break at 
midday to do Tai 
Chi                

I set my work area up 
the way I want it to be  

I maintain good 
relations with my 
co-workers            

17 Good home 
life/outside interests  

Aware of all that I 
have/grateful         

Reach out to 
like-minded colleagues  

18 Music/Art/Creativity  Therapy (for me, as 
client)               

Physical exercise       

19 Talk and Process 
with co-workers     

Take breaks when I 
am feeling 
overwhelmed         

Exercise after work     

20 De-stress in car on 
way home from 

Vent to friends and 
family              

Be prepared for 
sessions              
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work              
21 Exercise every day 

for at least 30 
minutes            

Enroll in adult 
education 
(enrichment) classes   

Seek assistance from 
others when needed     

22 Playing music 
outside of work      

Practicing 
relaxation/yoga 
techniques during the 
day when needed      

Maintaining contacts 
with other MTs        

23 Religious beliefs     Taking time-off       Exercising            
24 I set the hours I work I am in control of 

everything since I’m 
the boss             

I exercise regularly and 
see friends frequently    

25 My family comes 
first               

I am able to focus 
most of my energy 
toward things I am 
interested in          

Regular church 
attendance            

26 Sing in a choir       Attend concerts       Take time for self - 
read, relax, walk, 
exercise, eat healthy 
foods                

27 Vocal psychotherapy Sing with a jazz group  Supervision           
28 Communicate with 

others              
Take time to pursue 
interests             

Maintain physical 
well-being            

29 Proper nutrition/diet  Relaxation therapy    Meditation & prayer    
30 Talk with colleagues  Eat wisely           Stay involved in 

professional 
associations           

31 Talking through 
things with friends   

Spending time outside  Being physically active  

32 Reiki treatments     Quaker worship in 
silence              

Laugh a lot            

33 Weight lifting and 
kick boxing         

Art classes           Church and religious 
studies               

34 Find other MT-BCs 
to talk to           

Read web sites and 
articles              

Exercise and stretch     

35 I am very organized  I am confident        I don’t take things 
personally            

36 Yoga              Spending time with 
friends              

Eating healthy 
throughout the day      

37 Teaching college 
part time           

Working only 3 hours 
at a time             

Yoga                

38 Time with friends 
and family          

Phone calls          Hobbies—music, 
reading etc.           

39 Social time with 
friends             

Happy hours with 
coworkers           

Watching movies       
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40 Praying            Talking with others    Exercising            
41 Yoga              Talking with 

friends/family        
Church groups         

42 Centering prayer     Daily readings        Exercise and nutrition   
43 Yoga and working 

out 5-6 times per 
week              

Being active in my 
church             

Playing in a bell choir   

44 Involvement in 
music outside work   

Walking/exercise      Cultivate friendships    

45 Yoga/exercise       Gardening/yard work  Listening to music     
46 Transition object to 

signal the end of the 
day                

Focus on fun things 
about work during 
time off             

Continued music 
therapy education - 
Ph.D. candidacy often 
causes more stress than 
job                  

47 Debriefing with 
colleagues          

Recreational music 
playing              

Making time for rest    

48 Music             Exercise             Shopping             
49 Talking with 

co-workers         
Preferred music 
listening             

— 

50 Taking brief breaks 
between clients 
when at work        

Exercise             Personal music interests 
outside of work        

51 Yoga              Deep breathing       Belly dancing          
52 I have daily prayer 

time to begin my 
day.               

I take a power walk 
outside (1hr.) each 
day.                

I keep a smile daily and 
know that the glass is 
always half full.        

53 Physical 
activity/exercise     

Devotional time       Music listening and 
meditation            

54 Take a real lunch 
break outside the 
building            

Process with team 
members            

Prioritize             

55 Extra time built into 
my mornings to 
enjoy my coffee     

Learning new songs I 
previously was unable 
to play              

Once a month prof. 
peer supervision group 
created for our well 
being as MTs.         

56 Music making       Walking             Reading              
57 Sleep/meditation     Exercise/yoga        Outside music making   
58 Exercise            Adequate sleep       Laughter/sense of 

humor                
59 Singing in a chorus   Quality time with 

family              
Working in gardens     

60 Daily physical 
workouts (weights & 
cardio)             

Social interaction with 
team members        

Strong family & friend 
support system         
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61 Exercise            Church              Art involvement        
62 Focus on my own 

work while at work   
Listen to distraction 
after work (news, etc.)  

Talk about things after 
work a little           

63 Reasonable schedule  Adequate rest         Healthy diet           
64 Supervision         Journaling           Drawing              
65 Have fun outside the 

work              
Keep good belief      Take a rest when I need  

66 Well Rested - at 
least 8 hrs sleep a 
night              

Exercise - cardio and 
strength             

Allow time for 
socializing with friends  

67 Listen to music      Work out at Curves    Play games on the 
computer             

68 Working out        Seeing friends        Personal therapy       
69 Non-work related 

activity, e.g. 
cooking, hiking      

Watching TV         Handing out with 
friends not related to 
work nor music therapy  

70 Talk/vent with 
colleagues          

Be involved with 
music outside of work 
(I play with a praise 
team at church)       

Set aside certain 
amounts of time for 
work, and finish when 
the time is up          

71 Reading            Have joined a 
women’s group       

Hiking               

72 Leave work at work.  Don’t take on more 
than I can handle.     

— 

73 Pray every morning 
for the 
residents/clients I 
see and for God’s 
help in my work.     

Good nutrition and 
exercise             

Sing in two choirs      

74 I do not get involved 
in office/staff 
politics at any of the 
agencies or places I 
visit.               

I do not go to work if I 
have colds, flu, temps 
etc... Fortunately I’m 
self employed so this 
is feasible            

I do take mental health 
time off sometimes 
if/when necessary- to 
regroup and 
relax .Again I’m free 
enough in my practice 
to do so. I walk with 
my husband, garden, 
read and enjoy my pets 
during times off        

75 Exercise            Socialization         Music Making outside 
of work               

76 Family Support      Exercise             Education             
77 Always keep 

thinking up new 
activities           

Take time for myself   I won’t work full-time   
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78 Reading            Exercising           Pilates               
79 Karate             Bubble Baths         Having coworkers to 

talk to                
80 Pool walking and 

exercises           
Church related 
activities           

Talking things over 
with husband          

81 Play Music         Exercise            Watch movies        
82 Yoga and meditation  Music - playing and 

listening             
Contact with colleagues  

83 I exercise on my 
own time to help 
keep myself 
balanced.           

Making time for 
family and friends.    

Spending time with my 
pets.                 

84 Talking with people 
in and out of the 
workplace          

Exercise             Reading              

85 Play in a band       Play basketball       Good communication   
86 Play piano or 

guitar/listen to 
music/sing          

Spend time with 
friends and family     

Exercise or sense of 
humor                

87 Exercise (of 
different kinds)      

Socialization         Playing, listening to 
music, attending 
concerts, etc.          

88 I have reduced some 
of my work hours    

I take mini breaks 
throughout the day to 
refocus              

I have brought things 
special to me to 
decorate my office to 
make it a place of 
respite               

89 Yoga              Movies              Talking with family     
90 Yoga              NIA                Exercise              
91 Separate work from 

my personal life     
Exercise             Listening to my body 

and relaxing when I 
need to               

92 Listening to music    Time spent with 
family              

Checking in with other 
staff whom support my 
work                 

93 Exercise            Talking with friends   Playing music - flute, 
listening, etc.          

94 Work-out at YMCA  Church choir         Reading 
books/watching movies  

95 Alternating types of 
sessions            

Postponing or 
cancelling sessions at 
times               

— 

96 Seek support from 
colleagues          

Play volleyball with 
colleagues at 
lunchtime            

Take several 
community college 
dance classes          
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97 Exercise            Collaborate with 
fellow MT           

Make time for self after 
hours                

98 Process with 
Expressive 
Therapists and my 
supervisor          

After work leisure 
activities            

Support from friends 
and family            

99 Attend 
regional/national 
conferences         

Report positives 
generically           

Work out (rock 
climb/jog/yoga)        

100 Walk my dog        Have dates with my 
husband             

Positive self talk       

101 Talking w/ 
colleagues          

Physical exercise      Keeping contact w/ MT 
friends               

102 Treasure my Patients 
and their families    

Worship             Pursue friendships and 
other ways to serve     

103 Participation in 
personal music and 
imagery techniques   

Playing and singing 
favorite songs        

Reading novels        

104 Breaks             Time off             Playing songs that I 
love to play           

105 Supervision         Fun with Friends      Personal Music Making  
106 Spending time with 

God (Christian)      
Listening to music 
(esp. in the car)       

Taking advantage of 
social and leisure time 
outside of work        

107 Time management    Setting limits         Setting personal goals   
108 Exercise-yoga once 

a week, Cardio twice 
a week             

Massages once a 
month               

Time with family and 
friends               

109 — — — 
110 Reading            Friends/family        Walking              
111 Running            Devotions in the Bible  Talking with my 

husband              
112 Playing music for 

my own enjoyment   
Yoga, stretching and 
breathing            

Talking with my 
partner               

113 — — — 
114 Get a lot of 

rest/sleep           
Regular time with 
friends              

Involvement in 
community band       

115 Bible reading and/or 
devotionals, as well 
as prayers.          

Discuss concerns and 
sharing experiences 
with my supervisor    

Try to rest/sleep a little 
more during the 
weekends.            

116 — — — 
117 Discussion with 

other professionals   
Maintain support from 
family/friends        

Maintain outside work 
interests              
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APPENDIX J  THE 22 ITEMS OF MUSIC THERAPISTS WORK 
RELATED WELL-BEING ASSESSMENT (MT-WRWB, 

PROFESSIONALS VERSION)  

No. Questions Strongly 
disagree 

Disagree Neutral Agree Strongly 
agree 

 Work Satisfaction  
1 My work in the field helps 

me grow. 
1 2 3 4 5 

2 I love what I do in my 
work. 

1 2 3 4 5 

3 I believe my work is a great 
job to help people. 

1 2 3 4 5 

4 I have much confidence in 
my therapeutic skills (not 
including music skills) in 
my work. 

1 2 3 4 5 

5 My music skills easily 
allow me to have a 
relationship with clients 
and/or students. 

1 2 3 4 5 

 Stressors  
6 I feel stress in my work. 1 2 3 4 5 
7 I feel I am paid less than 

what I deserve. 
1 2 3 4 5 

8 I am drained by the 
continual care needs of my 
clients and/or students. 

1 2 3 4 5 

9 I feel I am restricted by a 
busy work schedule. 

1 2 3 4 5 

 Self-Awareness  
10 I quickly notice if 

something doesn’t go 
smoothly in my work. 

1 2 3 4 5 

11 I identify problems well in 
my work. 

1 2 3 4 5 

12 It is easy for me to 
recognize the problems in 
my work. 

1 2 3 4 5 

 Work Demands  
13 I feel isolated in my work 

place. 
1 2 3 4 5 

14 I feel bothered by my 
physical condition (i.e. low 
back pain, headache, carpal 
tunnel, vocal nodules, etc.).

1 2 3 4 5 

15 I have physical symptoms 
of anxiety (i.e., 

1 2 3 4 5 
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breathlessness, fast pulse, 
sweating, etc.) when I 
work. 

16 I have concerns about 
applying music skills in my 
work. 

1 2 3 4 5 

 Self-Care Skills  
17 I do certain things (i.e. 

Yoga, Zen, biking, etc.) to 
take care of my well-being 
outside of work. 

1 2 3 4 5 

18 I still have energy to pursue 
my own interests after 
work. 

1 2 3 4 5 

19 I make a regular time to 
pursue my own interests 
after work. 

1 2 3 4 5 

 Additional 3 items   
20 Insurance companies 

reimburse my (music 
therapy) services promptly 

1 2 3 4 5 

21 My supervisor 
demonstrates support for 
my work. 

1 2 3 4 5 

22 I feel supported by my 
family members and/or 
friends. 

1 2 3 4 5 
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APPENDIX K  FACTOR SCORES AND ITEM 55 SCORES 

Survey question Item 55 overall feeling of work-related well-being 

  Frequency Percent 
Valid 

Percent 
Cumulative 

Percent 
 0 1 .9 .9 .9
  2 1 .9 .9 1.7
  4 1 .9 .9 2.6
  5 4 3.4 3.4 6.0
  6 8 6.8 6.8 12.8
  7 11 9.4 9.4 22.2
  8 41 35.0 35.0 57.3
  9 33 28.2 28.2 85.5
  10 17 14.5 14.5 100.0
  Total 117 100.0 100.0

 

Statistics of survey Item 55 (overall feeling of work-related well-being) 

N  117
Mean 8.09
Median 8.00
Mode 8
Std. Deviation 1.595
Variance 2.544
Skewness -1.906
Std. Error of Skewness .224
Kurtosis 6.323
Std. Error of Kurtosis .444
Range 10
Minimum 0
Maximum 10

 
 

The statistics of factor scores 

  Factor1 Factor2 Factor3 Factor4 Factor5 Total 
N 117 117 117 117 117 117
Range 13 9 6 13 9 38
Minimum 12 7 9 7 6 52
Maximum 25 16 15 20 15 90
Mean 22.53 10.71 12.64 15.23 11.77 72.88
Std. Deviation 2.176 2.142 1.361 2.854 2.328 6.906
Variance 4.734 4.587 1.853 8.145 5.420 47.692
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