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Collaboration, critique, diversity
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This new issue of Approaches is published amid the COVID-19 pandemic and its dramatic
implications worldwide. In these unprecedented and worrying times, music therapy organisations
and practitioners are exploring and developing new ways of supporting people including patients,
their families, as well as frontline healthcare workers. Aiming to document and disseminate such
initiatives more broadly, we are actively encouraging submissions by practitioners, researchers and
students who wish to reflect on the implications of the current situation for music therapy, locally,
nationally or internationally (Approaches, 2020).

The papers in this issue have already appeared as online advance publications and are
therefore not specific to the current COVID-19 situation. Their contents, however, bring to the fore
timely issues and questions for the music therapy field, as well as for its relationship to related fields
and practices. Spiro, Tsiris and Cripps, for example, offer an introduction to outcome measurement in
music therapy while retaining a reflective stance towards the prevailing evidence-based practice
movement. In doing so, they promote a critical and contextual understanding of the potential use of
outcome measures in music therapy. The use of such measures is exemplified in StGeorge and
Freeman’s quasi-experimental research which is focused on a ten-week school-based intervention —
the social-emotional learning programme, DRUMBEAT. Students and teachers completed pre- and
post- measures which demonstrated improvements in students’ self-esteem and internalising and
externalising behaviours. However, as Spiro, Tsiris and Cripps argue, research environments do not
always reflect the “naturally messy reality” (p. 12) of music therapy practice. In StGeorge and
Freeman’s case, while results were positive, the authors acknowledge that practitioners may have
implemented the programme differently across participating schools.

Moreover, researchers not only inform audiences about the outcomes of music therapy
practice but also provide explanations regarding why change occurs, adding to and extending the
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existing knowledge base, and developing new theoretical frameworks (Edwards, 2016). To this end,
Fidler and Miksza’s article reports findings from an integrative review of the literature which aimed to
uncover theoretical explanations that could account for the observed effects of music on pain. While
they found that music-induced analgesia is a consistently observable phenomenon in clinical
settings, theoretical explanations for the effect of music on pain are varied, undeveloped and lacking
in physiological evidence. Interestingly, Fidler and Miksza argue for more rigorous methodological
practices and suggest that this may require more extensive cross-disciplinary collaborations
between experts in music therapy, music medicine, and neuroscience. In a similar vein, Short and
Heiderscheit argue that Guided Imagery and Music (GIM) practitioners, who predominantly work
autonomously, will be increasingly expected to work with other professionals in order to improve
people’s care. However, while noting that sharing information and experiences, engaging in dialogue
and learning from each other will lead to a more robust, accessible and professionally embedded
body of knowledge for GIM practice, they also highlight barriers and challenges regarding
interprofessional collaborative research. Further reflections around interprofessional exchange and
collaboration are offered in Pickard and Romppanen’s interview with a focus on their experiences as
music therapists teaching across disciplines in higher education.

Holden, Coombes and Evans describe an action research process which utilised a combination
of qualitative and quantitative methods to find out whether and how a Problem-Based Learning (PBL)
process might impact on music therapy students’ practical and clinical reasoning skills. The authors
argue that “the combination of facts, figures and participants’ experiences gathered using this mix of
research methods led to a clearer picture of the overall effect of the use of a PBL approach in music
therapy training” (p. 93).

As music therapy research is growing, a wider range of methods and methodological
approaches are being utilised with varied epistemological underpinnings (Edwards, 2016). This
edition of Approaches highlights the ongoing importance of this diversity as well as the need to
engage critically with it in theory and in practice. Throughout the papers mentioned above, as well as
the numerous book reviews and conference reports included in this issue, a valuing of diverse
practices and understandings is emerging together with the powerful potential of collegial
partnerships. On this note, we would like to express our gratitude to all the individuals who served as
reviewers of manuscripts submitted to Approaches in 2019 (see: http://approaches.gr/reviewers-
2019) and warmly thank our colleague Varvara Pasiali for her significant contribution as associate
editor between 2017 and 2019. In recent months, as the journal’'s work is expanding, we have
welcomed with excitement Andeline Dos Santos as our new associate editor, as well as Theo
Dimitriadis, Mitsi Akoyunoglou and Stamatis Manousakis, who have joined the team of Approaches
as advisory editorial board member, language consultant and publishing assistant respectively.

Approaches (2020). Our response to COVID-19. Retrieved from http://approaches.gr/our-response-to-covid-19
Edwards, J. (2016). Music therapy research: Context, methodology, and current and future developments. In J. Edwards (Ed.), The Oxford
handbook of music therapy (pp. 709-719). Oxford: Oxford University Press.
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AUTO To VEO TeVX0G Tou Approaches dnuocleVETAL €V HEOW TNG Tavdnuiag Tov COVID-19 kat Twv
OpPAPATIKWY TNG ETUMTWOEWY 0 OAO TOV KOOHO. € AUTOUG TOUG MPWTOPAVELG KAL AVNOoUXNTLKOUG
KalpolG, opyavwoelg Kal eMayyeAUATIeEC HouoilkoBepaneiag Slepeuvolv KAl avanTuooouV VEOUG
TPOTIOLG LTIOCTNPLENG TWV AVOPWTIWY, CUUTIEPIAANBAVOUEVWY TWYV ACBEVWY, TWV OLKOYEVELWY TOUG
KaBwg Kal TwV €nayyeAHATIwV UYeiag mou BpilokovTal oTnV MPWTN ypagpn. Me oToxo Tnv
KaTaypagn Kat Tnv eupuTepn d1adoon TETOLWY MPWTOBOVALWY, EVBApPUVOLUE EVEPYA TLG UTIOBOAEG
KELPMEVWYV aMod €MAyYEAUATIEG, EPELVNTEG KAl POLTNTEG TOL EMIBLUPOVYV VA YPAYOUV OXETLKA HE TIG
ETUMTWOELG TNG TPEXOLOAG KATAOTAONG OTN HOUCLIKOBEpaAMeia, 0€ TOTIKO, EBVIKO I dleBVEG eninedo
(Approaches, 2020).

Ta keipgeva auToL Tou TeLXOULG £X0ULV BN dnuootevBei oTnV MpwTn MaTLd Tou MEPLOSLKOU Kal
WG €K TOUTOU deV APOPOUV CUYKEKPLUEVA TNV TPEXOLOA KATAOTAON OXETIKA Pe To COVID-19. To
TIEPLEXOPEVO TOUG WOTOCO PEPVEL GTO TIPOCKNVLO EMiKALPA {NTAPATA KAL EPWTNAOELG YLa TOV TOUEQ
TNG YouotkoBepaneiag kabwg Kat yta Tn oxeon TnG Pe ouvaypn nedia kat mpakTikeg. Ot Spiro, Toipng
kat Cripps, yla mapddelypa, TPOooPEPOLV [Ld ELOAYWYN OTNV UETPNON amoTeAeopdTwy [outcome
measurement] oTn pouoilkoBepaneia dlaTnpwvTag MapdAAnAa pla avacToXaoTIKN OTACN AMEVaVTL
0TO Kupilapxo pevpaA TNG TEKUNPLWHEVNG TIPAKTIKNAG [evidence-based practice]. Me auTd Tov TpoTo,
MPOwWBoLV Jla KPLTIKA Kal OULYKElPevn Karavonon Tng mlavig Xpnong Twv gpyaAleiwyv
peTpnong/agloAdynong [outcome measures] oTn poucikoBepaneia. H xprion TETOLWV €pyaleiwy
avadelkvueTal HEow Mapadeiyyartog oTny NUI-MELpAPATIKA HEAETN Twv StGeorge kat Freeman mou
ETUKEVTPWVETAL O Pla apEPBaon deka eBOOPAdWY O OXOALKO TAAIGLO — TO MPOYPAUHA KOLVWVLKO-
ouvalodnuaTikng paenong DRUMBEAT. Ot paBnTEg Kal oL eKMAldeVTIKOL CUPPETELXAV OE HETPNOELG
TIPLV KAl HETA TNV EPEVVNTLKN JOKLUN OTLG OTOIEG KaTaypapnKav BEATIWOELG OTNV AUTOEKTIUNON
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TWV HadnTWV, KABWG KAl 0TNV ECWTEPIKELON KAl TNV EEWTEPIKELON CUPTIEPLPOPWV. QOTOCO, OTIWG
LoxupiZovTat ot Spiro, Toipng Kat Cripps, Ta epeuvNTIKA MEPLBAANOVTA DEV AVTIKATOTITPIZOLY MAVTA
TNV «gK QUOEWG AKATACTATN MPAYMATIKOTNTA» (0. 12) TNG HOUGCLKOBEPAMEUTIKNAG TPAKTLKNAG.
Mapolo nou Ta anoTeA€opaTta TNG HEAETNG Twv StGeorge kal Freeman Tav BETIKA, Ol CLYYPAPELG
avayvwpigouv 0TL To MPOypaupa UMopel va EPApUOOTNKE JE DLAPOPETIKO TPOTIO OTA OXOAELA TOU
ouppeTeixQv.

ErumA€ov, oL epeuvnTEG DEV EVNUEPWIVOLV TO KOLVO JOVO Yld TA AMOTEAECHATA TNG EKACTOTE
HOULOLKOBEPAMEVTIKNG MPAKTIKAG aANd emeEnyolv ylati ouvyBaivel n aAlayr, MPooBETOVTAG Kdal
EMEKTEIVOVTAC TNV LTIAPXOLCA BACH YVWOEWY KAl AvanTuooovTag vea BewpnTikd nAaiota (Edwards,
2016). AvTtioTolxa, To apBpo Twv Fidler kat Miksza mapaBETeL guprnuaTa amd pla MEPLEKTIKN
avaokomnnon TnG BLBALoypapiag nov anookomel oTnv avadelgn BewPNTIKWY EPUNVELWY OL OTIOIEG Ba
PIopovoavV va €PPNVEVCOLV TIC TAPATNPOUVHEVEG €MIOPACELS TNG HOUGCLKNAG OTOV TOvVo. Evw
dlanioTwoav 0TL N avalynoia rnouv mpokaleiTal anod Tn PoUCLKA €ival éva oTabepd napaTnPoLHEVO
PALVOPEVO O KALVIKA MEPLBAANOVTQ, Ol BEWPNTLKEG ALTIOAOYNOELG yld TNV EMIdPAON TNG HOUGLKAG
OTOV TOVO e€ival TOIKIAEG, QVEMAPKWG GAVETTUYPEVEG KAL OTEPOLVTAL PBLO-PUGCLOAOYIKWYV
gepeuvnTikwy 6edopevwy [physiological evidence]. Eival evdlapépov To yeyovog oTL ot Fidler kat
Miksza unooTnpiouv TNV avaykn yla auoTnpoTeEPEG HEBODONOYLKEG MPAKTIKEG KAl ETULONHALVOLVY OTL
auTO MMOPEL va amalTel MO EKTETAUEVEG OLETUOTNHOVIKEG OUVEPYAOieq PETAEL €LOLKWV OTN
HOLOLKOBEPANELQ, OTN POUGLKN LATPLKA KAl OTN VEUPOETILOTAKN. Mg mapopolo Tpormo, ot Short kat
Heiderscheit unooTnpidouv 6TL oL enayyeAparieg Tng pebodouv Guided Imagery and Music (GIM), ot
omoiol gpyddovTal Kupiwg auTovopa, 6a avapeveTal va cuvepydlovTal OAOEvVa Kal MEPLOGOTEPO HE
aA\oug enayyeApartieg pYe oToxo Tn BeATiwon Tng ppovTidag Twv avBpwnwv. QoTO0o, EVW
EMLONUALVOLVY OTL N avTaAAayn MANPOPOPLWY KAl EUTIELPLWY, N CUUHETOXN o€ dldAoyo Kal n apolBaia
padnon Ba odnynost og €vad TLO LOXLPO, TPOCPACIPO KAl EMAYYEAUATIKA EVOWHATWHEVO GUVOAO
YVWOEWY yla TNV MPAKTIKNA TNG HeBOdou GIM, umoypappidouy mniong eunodia Katl mMPokANoeLg 0Gov
apopd Tnv OlEMAYYEAUATIKN OULVEPYATIKN €peuva. lMepalTEpw OKEWPELG YyUPW amod auTn Tn
dlenayyeAparikn avrallayn Kal ouvepyacia mapatiBevral anod Toug Pickard kat Romppanen og
OULVEVTEVLEN TOUG N omoia eival €0TIACPEVN OTIC EUMELPIEG TOUG WG HOUCLKOBEPAMEVTEG TOU
d1ddoKouV o€ dLaPopoug KAAdoug TNG TPLToRABULAG EKTaidevong.

Ot Holden, Coombes kat Evans meplypdgpouv pia €pguvag dpdong n omnoia aglonoinoe evav
oLVOUAOUO TOLOTIKWY Kal TIOCOTIKWY PHEBOdWV yia va dlamoTweel edv Kal mwg pia diadikaoia
Maenong pe Baon To MpoBAnua [Problem-Based Learning, PBL] propei va eMnpedocel TIG MPAKTIKEG
OeElOTNTEG KAl TNV KAvVOTNTA KALVIKOU GUAAOYLOHOU TWwV POLTNTWV HouolkoBepaneiag. Ot
ouyypapeig umooTnpidouv OTL «0 OULUVOUACHOG YEYOVOTWY, aPLBPWY Kal EPMELPLWY TwV
OUUUETEXOVTWY TIOU OUYKEVTPWONKAV XPNOLUOTIOLWVTAG auTO TO OUVOLACHO EPELVNTIKWY
HEBOdWYV, 0BNYNOE OE HLO CAPECTEPN ELKOVA TOU GUVOALKOU amMOTEAECHATOG TNG XPNONG TNG
npoogyylong PBL oTnv eknaidevon Tng pouvoikoBepaneiag» (0. 93, eAeVBepN peTAPPAOH).

KaBwg n €peuva oTo nedio TNG poucikoBepaneiag avanTuooeTal, XpnolPonoleiTal €va oAogva
€LVPLUTEPO PAcpa HEBODWYV Kal HEBODOAOYLKWY TIPOCEYYIOEWV LIE TIOLKIAEG ETILOTNHOANOYIKEG BACELG
(Edwards, 2016). AuTtn n €kdoon Tou Approaches vmoypappidel Tn cuveXL{OUEVN onPacia avTng TG
noAupopPpiag Kabwg Kat TNV avdykn yLa KPLTIKN EPTAOKA PE ALTAV 0T Bewpia Kat oTnv npdgn. ta
Kelpeva mou mpoavapepovTal, aAAd Kat oTLG TOAUAPLOPEG BIBALOKPLTIKEG KAl AVAPOPESG aAro
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OLVEDPLA TOVL cupTEPLAAPBAVOVTAL OE AUTO TO TEVLXOG, MPOPBAANETAL N EKTIUNON OE JLAPOPETIKEG
TIPAKTIKEG Kal TIPOOEYYIOELG OE GLVAPTNON PE TO LOXUPO SUVAULKO TWV CUAAOYLKWY CUVEPYACLWV.
e auTod TO onueio, BENOLKE va EKPPACOVLUE TNV €UYVWHOOLVN Hag TPOG OAa TA ATopd yla Tn
OULVELOPOPA TOUG WG KPLTEG TWV UTOBANBEVTWY KelUEvwy oTo Approaches 1o 2019. (BAéne:
http://approaches.gr/el/reviewers-2019) Kal va euXapLOTHOOUVUE Beppd TN cuvadeAPo pag, BapBdpa
MactaAn, yla Tn onEavTikn TnG cLPBOAN WC aAvanMANPWTELA GUVTAKTPLA amo To 2017 €wg To 2019.
Toug TeAeuTaioug PNAVeg Kal Kabwg To £€pyo TOu MePLOdIKOU dLELPUVETAL, KaAwoopioaue pe
gvBouaolaopo Tnv Andeline Dos Santos, wg TNV véa avamAnpwTpLld GUVTAKTPLA Pag, KaBwGE Kal ToUug
T€o AnunTpLadn, MiTou AkoylouvoyAou Kal STapdaTn Mavouodkn mou evraxenkav oTnv oydada Tou
Approaches w¢ PENOG TNG OUUBOUAEUTLKNAG OUVTAKTIKNAG EMLTPOTNG, YAWOOLKN CUPBOULAOG Kal
BonBag €kdoong avTioTolya.
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“Sounds good, but... what is it?”
An introduction to outcome measurement
from a music therapy perspective
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Charlotte Cripps
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ABSTRACT KEYWORDS
“Sounds good, but.. what is jt?” This is a common reaction to outcome outcome measures,
measurement by music therapy practitioners and researchers who are less measurement,
familiar with its meanings and practices. Given the prevailing evidence-based terminology,
practice movement, outcome measurement does ‘sound good. Some introduction,
practitioners and researchers, however, have a limited or unclear understanding music therapy

of what outcome measurement includes; particularly with respect to outcome
measures and related terminology around their use. Responding to the “what is
it?” question, this article provides an introduction to such terminology. It
explores what outcome measures are and outlines characteristics related to
their forms, uses and selection criteria. While pointing to some debates o

regarding outcome measurement, including its philosophical underpinnings, 233::?:;3“9“;2‘;2818
this introduction seeks to offer a useful platform for a critical and contextual Accepted 7 Jun 2018
understanding of the potential use of outcome measures in music therapy. First published 27 Jun 2018
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SETTING THE CONTEXT: A STORY, OUR POSITION AND SOME DEBATES

The music therapy service at the Butterfly Care Home is on the verge of closing
down after failing to demonstrate evidence of its impact on the residents. Bob,
the music therapist, together with his line manager and the Head of
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Complementary Therapies —all of whom see music therapy as valuable but
struggle to persuasively communicate its effectiveness to funders— are having
a meeting with an external consultant to help them out.

With a background in research that prioritises measurement of psychometric
properties, Liz —the consultant— is well-versed in the evidence-based world and
the use of outcome measures. Despite her lack of knowledge of the music
therapy field, of Bob's improvisational approach and of how music therapy works
in this setting, Liz proposes the use of a particular outcome measure. Although
not music therapy-specific, this validated measure is being used widely to test
the effectiveness of psychological interventions in care homes.

The wide use of this measure —which is already ‘out there’— seems appealing
to Bob and his colleagues. Using this measure is likely to be a more persuasive
way of showing that music therapy ‘works’, and they hope that funders will take
its results more seriously than previous internal service evaluation feedback and
vignettes.

In his mind, Bob already knows that music therapy works. This measure will
simply be the tool to finally prove it. This is actually in contrast with Liz's view
and the measure’s aim: to test whether music therapy is effective or not. The
discrepancy in their assumptions is left unspoken in the meeting; perhaps giving
the illusion of mutual understanding. In any case, everyone is excited!

As they get nearer to the ‘nuts and bolts’ of how this measure will be used,
some basic questions emerge. To their surprise, Bob and his colleagues start
realising that they do not actually know what an outcome measure is and how
outcome measurement works. After 45 minutes in this meeting, Bob takes a
deep breath and asks: “Sounds good, but... what is it?”

This fictional story may resonate with situations that music therapists and researchers face.
Despite the inclusion of assessment- and research-related modules in contemporary music therapy
training programmes, training approaches and emphases vary dramatically around the world (Ridder
& Tsiris, 2015; Stegemann et al., 2016). Therefore, it cannot be taken for granted that qualification in
music therapy prepares professionals for understanding outcome measures and terminology
associated with outcome measurement. This lack of understanding is acknowledged to varying
degrees and can be played out in cases such as the opening story. Some music therapists, like Bob,
who have limited understanding of outcome measures but yet are interested in learning about them,
may have the courage to ask questions and try to understand what an outcome measure is and how
it works. Some, however, may hesitantly remain silent, while others may not see it as their role to
question or even to be part of the decision-making process regarding outcome measurement. In any
case, there are diverse views on whether the use of outcome measures in music therapy is appropriate
at all.

Given the prevailing evidence-based practice movement (Wigram & Gold, 2012), music therapists
are likely to come across outcome measures in their workplaces. A basic understanding of outcome
measurement is thus vital, and this is what this article seeks to offer; we focus on the “what is it?”
question — that some music therapists, like Bob, would like to find out more about. As such, we offer
an introduction to terminology around outcome measurement from a music therapy perspective by



considering examples from the field. For some readers, this may be seen as covering ‘old ground’ —
given the number of related publications, many of which are much more detailed (e.g., Lyons et al.,
1997; Trauer, 2010). For others, terminology may be unfamiliar and less straightforward. In either case,
we hope that the music therapy frame of this article is of value to the music therapy profession and
discipline. This framing can offer some insights and a bridge to wider professional and research
questions in the field, including philosophical considerations that underpin outcome measurement
and the debates around it in music therapy. Indeed, a basic understanding of outcome measurement
is a necessary resource for critical awareness and constructive engagement in such debates.

To this end, and while this is not our primary focus, we firstly set a context by outlining our position
and writing voice, and by laying out some debates around outcome measurement. Then, we focus on
what outcome measures are and outline characteristics related to their forms, uses and selection
criteria. In the discussion, we point towards some broader questions regarding outcome measurement
in music therapy. By revisiting some epistemological and ontological considerations, we consider
some possibilities and risks that outcome measures may present for the music therapy profession
and discipline.

Through our experience with different organisations that provide music therapy in diverse settings, we
have been at the meeting point of research and practice where discussions between music therapists,
service-users and other stakeholders, such as funders, emerge. In these discussions and given our
diverse backgrounds in music psychology, music therapy and ethnomusicology respectively, we have
become increasingly aware of the varying understandings and levels of familiarity with outcome
measures, be they our own or those of others. Our position is that constructive dialogues regarding
outcome measurement require a basic shared understanding of related terminology and of how
outcome measurement works. Equally, informed debates should be based on critical reflection and
not on rigid views on how knowledge is generated and what knowledge matters (Tsiris, Spiro &
Pavlicevic, 2018). This balanced understanding also needs to consider the possibilities and limitations
of each approach in relation to its area of investigation.

The terminology used in this article reflects the language met in outcome measurement
literature generally and within music therapy. Such terminology is met in measurement-related jargon
which is often associated with statistical concepts (e.qg., statistical power, efficacy), and in relation to
the underlying conceptualisation of music therapy practice. Given the introductory scope of the article,
we explain this terminology by presenting practices, ideas and situations —like the opening story— that
may be familiar to music therapists. This includes an intentional shift between jargon and more
everyday language in different parts of the article. Also, we use terms such as “intervention” and
“recipients of care” or “patients” which are commonly used in outcome measurement to describe
therapeutic practices. These terms do not necessarily reflect our ways of understanding music therapy
which welcomes sociocultural thinking. Such thinking, where terms such as “practice” and
“participants” are more commonly used, brings to the fore a sensitivity to context and is associated
with the emergence of community- and culture-oriented approaches to music therapy (e.g., Ansdell &
Pavlicevic, 2010; Pavlicevic & Ansdell, 2004; Stige, 2002; Stige et al., 2010; Wood, 2016). In this article,



however, we are keen to explore and communicate outcome measurement in its own terms of
reference.’

Music therapy has the potential to bring change to people’s lives. This view seems to form the
foundation of the music therapy profession and is shared among different music therapy models.
Explorations of how and whether change occurs and the nature of this change, however, seem to vary
in terms of focus and methodological approach. These variations relate to numerous factors including
the philosophical underpinnings of different music therapy models (Bruscia, 1987; Spiro, Tsiris &
Pavlicevic, 2014; Trondalen & Bonde, 2012), as well as individual music therapists’ training and work
experiences. Bruscia's (1987) seminal book Improvisational Models of Music Therapy is one of the first
attempts to outline the philosophical orientations of different music therapy models and their
relationship not only to practice but also to assessment and evaluation. Bruscia highlights, for
example, the nonreferential nature of music therapy improvisation in Creative Music Therapy (also
known as Nordoff-Robbins music therapy). In this context, improvisation is regarded as intrinsically
meaningful without depending upon other parameters for its interpretation. This theoretical
assumption translates into music-centred practices. It also has explicit implications in terms of
understanding therapeutic goals as contained within the musical goals and in terms of assessing such
goals by treating people’s musical responses as the primary source of data.? And although different
music therapy models evolve, expand and become multifaceted over time, some of their original
orientations remain influential in their attitudes towards practice and assessment. In line with the
theoretical underpinnings of these models, some researchers —depending on their orientation— may
not conceive music therapy practice as an intervention with clear-cut clinical outcomes. This is the
case, for example, in some improvisational and ecological approaches to music therapy where means
and ends are seen as integrated (e.g., Aigen, 2005, 2007, 2008; Ansdell & DeNora, 2016; Tsiris, 2008;
Wood, 2016). Such perspectives lead to a different kind of understanding of ‘outcomes’ which does
not always sit comfortably within the outcome measurement paradigm of the evidence-based practice
movement.

In addition to the different music therapy models (including their philosophical underpinnings),
outcome measurement is varied according to its different contexts of application. Variation can be in
terms of reason for measurement, description of measure and measurement methods. In daily music
therapy practice, for example, acommon reason to assess outcome is to learn more about the client(s),
what their needs are and to what extent these have been addressed (Lipe, 2015; Waldon, 2016; see
also Garland, Kruse & Aarons, 2003). In some research contexts, outcome assessment is commonly

! For a discussion regarding the use of outcome measures in music therapy research, see Spiro, Tsiris and Cripps (2018). For an overview of
such measures, see the online resource Outcome Measures in Music Therapy (Cripps, Tsiris & Spiro, 2016).

2 In line with their theoretical orientation and assumptions, Nordoff and Robbins developed the Nordoff-Robbins Rating Scales. After their
first publication (Nordoff & Robbins, 1977), a revised version of these scales was published (Nordoff & Robbins, 2007), while more recently
there have been some studies exploring the use of these scales in contemporary practices (Mahoney, 2010; Spiro et al., 2016).



part of understanding the connection between an activity or intervention (e.g., music improvisation)
and its result, consequence or impact.

Despite this variety of reasons, the origins and uses of outcome measures are often associated
with naturalistic approaches to knowledge. Such approaches tend to uncover underlying patterns,
associations of inputs-outputs and some kinds of causal relationship (Waldon, 2016). These
naturalistic approaches seem to be at odds with the constructivist or hermeneutic orientations of
many music therapy models (such as psychodynamic and analytical music therapy; see Bruscia, 1987,
Wigram, 1999) which currently prevail at least in Europe (De Backer & Sutton, 2014; Ridder & Tsiris,
2015; Stegemann et al., 2016). This potential mismatch between the underpinning orientations of
outcome measurement and those of music therapy models has formed a basis for debates. Three
common arguments that have been raised by music therapists and other professionals from a
sociocultural perspective (e.g., Ansdell, 2006; DeNora, 2006; Procter, 2011; Wood, 2015) are the
following:

e Byfocusing on certain aspects or ‘ingredients’ of music therapy work, outcome measurement
compartmentalises practice and distances it from its context.

e There are concerns regarding the generalisation of results from an artificially controlled
environment to a naturally messy reality. This generalisation reflects a dangerous leap from
‘efficacy’ to ‘effectiveness” and is connected to the perceived risk in assuming music
therapy's effectiveness (or lack of) by not considering other variables (e.g., interventions that
a client may receive alongside music therapy).

e Outcome measurement is predicated on a cause-and-effect view of music therapy and as
such is perceived to be weak in assessing the multiplicity and variability of outcomes that are
possible given the emerging nature of many music therapists’ aims and work.

Some of these critiques —with particular reference to the experimental situations within which
outcome measures might be used— are summed up by music therapist Gary Ansdell and music
sociologist Tia DeNora:

We suggest that the very bright, hygienic light of the experimental situation (and
the implicit ontology of music and of health/illness associated with this
situation) is probably the wrong kind of light for seeing what it is that music does
and what it is that music is. We believe a different, softer (dimmer!) form of light
is needed in order to perceive the subtle things that music does, to see it in its
natural workings and in ecologically valid circumstances. And that a slower form
of dwelling with music in situ can help us to see the variegated processes by
which music helps. (DeNora & Ansdell, 2014, p. 4)

3 Whereas ‘effectiveness’ refers to the degree of beneficial effect of an intervention under real-world settings, ‘efficacy’ intends to show that
“treatment affects outcomes through a well-controlled, frequently laboratory-style experiment” (Wigram & Gold, 2012, p. 168). Effectiveness
is used throughout this article as a broader term, but outcome measures can often be used in both types of investigations. A useful
distinction between efficacy trials (explanatory trials) and effectiveness trials (pragmatic trials) can be found in Gartlehner et al. (2006).



Despite these critiques, there are multiple reasons that motivate music therapists to focus on
outcome measurement. In addition to those who advocate for outcome measurement from an
epistemological viewpoint, some use outcome measures to gain multiple perspectives on their work
and/or to communicate it in a language that seems to be valued more by the medical and scientific
communities.

A recent example where some of the aforementioned debates have been played out is the
publication of the TIME-A randomised clinical trial (Bieleninik et al., 2017) and the responses that it
has generated from the academic community and the media, as well as professional bodies
(e.g., American Music Therapy Association, 2017; Gold & Bieleninik, 2018; Turry, 2018a, 2018b; Wilson,
2017). Interestingly, these debates have been partly triggered by the attention that this trial gained not
only due to it being the largest study of its kind and published in a high-profile journal, but also due to
its outcomes, which do not support the use of improvisational music therapy for symptom reduction
in children with autism spectrum disorder. Outcome measurement and especially the rationale behind
the choice of a particular outcome measure are important ingredients in these debates. In response
to Turry’s (2018a) critique, the researchers stated:

[Turry's] points fall into two main categories: first, what is the most appropriate
outcome for music therapy for children with autism spectrum disorder, and
second, how can improvisational music therapy be standardised meaningfully.
Both points are interconnected through process-outcome relations.

Choosing an appropriate outcome is one of the hardest tasks in designing
trials. Music therapy targets a variety of outcomes, which may differ across
clients and may also change as the client and therapeutic process develop. This
may be especially pertinent in autism spectrum disorder, which is a very
heterogeneous disorder. (Gold & Bieleninik, 2018, p. 90)

Our view is that such considerations and dialogues are essential in the field, and for promoting
a meaningful and balanced relationship between research-based practice and practice-based
research. To date, these dialogues seem to happen mainly in response to studies with ‘negative’
outcomes. The current article and other similar endeavours, such as academic publications
(e.g., DeNora, 2006) and conference presentations (e.g., Procter, 2018), hopefully encourage a
proactive and constructive engagement in such dialogues.

In addressing the initial “what is it?” question, one needs to recognise that there are many types of
outcome measures, focusing on different presenting features, different settings and patient groups.
Below we explore two forms of outcome measures: non-patient and patient- based measures. We then
focus on different features of outcome measures and explore various considerations (including
psychometric properties) that determine the selection and use of such measures.

As mentioned above, descriptions of outcome measurement abound in the literature. In brief,
and with a focus on healthcare-related literature, an outcome measure is commonly understood as a



tool developed to quantify or assess the effectiveness or impact of an intervention in terms of its
capacity to have a specific, desired effect on presenting features or symptoms of patients.

The targeted presenting features or symptoms vary according to the patient group for which
each outcome measure is designed. They might concern physical symptoms (e.g., pain, mobility,
hormone levels), cognitive levels, mental health functioning or quality of life. Although in any given
case there may be many simultaneous presenting features or symptoms, outcome measures are not
intended to offer comprehensive measurements of everything. Individual outcome measures are used
as indicators of change in certain presenting features and their findings may or may not be related to
those of other measures which focus on other presenting features. Measures are often intended to be
comparable across a group of patients or situations and often rely on numerical or categorical
information such as frequency of certain types of behaviour (see, for example, the Music Therapy
Diagnostic Assessment measure; Oldfield, 2006).

Outcome —together with structure and process— is seen as a core component of healthcare
provision. Donabedian, who is considered the founder of the study of quality in healthcare and
medical outcomes research, emphasises the importance of “identifying key features of medical care
that are associated with favourable outcomes, so that these features can be preserved despite the
constraints imposed by an increasingly cost conscious healthcare environment” (Donabedian, 1966,
cited in Gilbody, House & Sheldon, 2003, p. 9).

Indeed, the purpose of measuring outcomes of an intervention is, ideally, not only to establish
what works but also to improve the quality of care (Gilbody, House & Sheldon, 2003). The use of
outcome measures can inform understanding of cost-effectiveness and decision-making in terms of
funding for different interventions. Bolton and Breen (1999, p. 503) argue that “the ways in which
patient outcomes are measured is a central issue in the decision-making process of future treatment
and health care regimens”. The consistent use of the same outcome measure or the use of compatible
measures, in particular, can enable policy-makers to compare the effects of different interventions
across different patient groups (Jones, Edwards & Hounsome, 2012).

Overall, there are six principal uses of outcome measures in medical practice: i) healthcare policy
evaluation, ii) healthcare evaluation, iii) making individual clinical decisions in routine medical practice,
iv) economic evaluation and resource allocation, v) clinical audit, and vi) healthcare needs assessment,
which includes monitoring the health and assessing the needs of a population (Gilbody, House &
Sheldon, 2003). Furthermore, outcome measures are increasingly used as part of basic research, i.e.,
research that endeavours to understand basic mechanisms or functions which could be psychological,
physical or neurological.

Similar uses of measures occur in music therapy practice and research within and beyond
medical settings. As shown in a review of 26 music therapy-specific measures (Spiro, Tsiris & Cripps,
2018), two main categories of function —in addition to assessment— are identified without being
mutually exclusive: i) clinical work and treatment planning, and ii) screening and diagnostic
assessment. Also, in some cases, the assessment elements of the measures are related to particular
aspects of their application setting. The Music Therapy Special Education Assessment Tool (Langan,
2009), for example, assesses the music-therapeutic process and progress in relation to special
education settings and curricula.



Certain trends in terms of the focus of outcome measures have emerged over the years, and
these trends are connected to changes in the international scene of healthcare and economics. During
the 20™ century in particular, many Western countries experienced a rapid rise in life expectancy,
accompanied by increased incidences and duration of chronic illnesses. In this context, mortality rates
are no longer sufficient measures of healthcare quality (Ebrahim, 1995), and there has been a shift
from focusing on length of life to quality of life (Ware, 1995). This shift is reflected in the focus of
research studies and respective outcome measures. For example, the Cochrane review on music
therapy for people with dementia (Vink, Bruinsma & Scholten, 2003) identified a number of studies
focusing on music therapy's impact on patients’ depression and emotional wellbeing, both of which
are connected to people’s quality of life. This shift of focus has occurred particularly in healthcare
whereby measures of population mortality and morbidity are being replaced with patient-based values
surrounding health (McDaniel & Bach, 1995; McDowell & Newell, 1996). The focus of each outcome
measure can be taken as an indication of what is valued by the developers (and users) of such
measures, or of what they think will be valued by those who read its results. Measures developed
specifically for music therapy commonly focus on communication and/or interaction, cognitive,
physical, social and emotional aspects, as well as musical skills and participation. The latter is one of
the distinctive foci of music therapy-specific measures. Examples of musical aspects that are
measured include: length of playing and rhythmic synchrony (Grant, 1995), sonorous musical
communication (Raglio, Traficante & Oasi, 2006), independent playing, unusual interest in structure or
shapes of instruments (Oldfield, 2006), and qualities of musical participation and resistiveness
(Nordoff & Robbins, 1977).

There are two main forms of outcome measures: non-patient-based and patient-based outcome
measures.* Non-patient-based outcome measures predominantly assess impairments of a patient,
whereas patient-based measures tend to focus on the impact that an impairment or injury may have
on patients’ daily lives (Michener, 2011). For instance, rather than evaluating patients’ subjective
reports on mobility issues or the personal impacts of decreased mobility, patients’ functional abilities
might be measured using a non-patient-based measure such as the Barthel Index (Collin et al., 1988).
This measure has been used in music therapy research by, for example, Raglio et al. (2010) to observe
how well a patient can carry out activities of daily living.

On the other hand, patient-based measures are distinguished mainly through the data collection
method, since they directly look to the patient to provide data. Despite the enormous array of such
measures, patient-based outcome measures can be described as

questionnaires or related forms of assessment that patients complete by
themselves or, when necessary, others complete on their behalf, in order that
evidence is obtained of their experiences and concerns in relation to health

4 Non-patient-based measures are also known as proxy, non-patient reported or clinician-rated outcome measures. Patient-based measures
are also known as self-reported measures.



status, health-related quality of life (QoL) and the results of treatments received.
(Fitzpatrick et al., 1998, p. 1)

The fact that ‘patient-based’ might refer either to measures rated by the patients themselves or
to measures rated by a third-party informant, such as a caregiver or a clinician, arguably creates some
ambiguity in the classification of such measures. In any case, patient-based outcomes are particularly
relevant to interventions, such as music therapy, that involve participation and development of patient-
therapist relationship, and for this reason we discuss them in greater detail below. Firstly, however, we
report on non-patient-based outcome measures which were commonly used in healthcare before the
relatively recent emphasis on those which are patient-reported.

Non-patient-based measures often do not require direct input by the patient. This can be very useful
in instances where patients are not in a position, or lack the capacity, to discuss their experiences (e.g.,
people with advanced dementia or severe autism spectrum disorder). In such cases, measures might
rely on task completion or observational methods, either completed by a clinician or someone else
close to the patient (e.g., family member). Among several measures reported in Cripps, Tsiris and Spiro
(2016; see also Spiro, Tsiris & Cripps, 2018), an example of a music therapy-specific outcome measure
which is non-patient-based is the Music Therapy Checklist (Raglio, Traficante & Oasi, 2007).

A wide range of non-patient-based measures are used particularly in the area of dementia: these
include task-based activities that would screen for dementia, such as the 7 Minute Screen (Solomon
& Pendlebury, 1998), and observational measures to quantify aggression in behaviour, such as the
Empirical Behavioral Pathology in Alzheimer's Disease (E-BEHAVE-AD) rating scale (Auer, Monteiro &
Reisberg, 1996). In the area of autism, the Emotion Recognition Test (ERT) involves task completion
whereby the child with autism is asked to identify what emotions are represented by standardised
photographs of facial expressions (Ryan & Charragain, 2010). Another autism-related outcome
measure is the Autism Social Skills Profile (ASSP); a measure based on child observation that
identifies social reciprocity, social participation and detrimental social behaviours. In Schwartzberg
and Silverman'’s study (2007) the ASSP was completed by parents to examine the effects of music-
based social stories on their children's comprehension and generalisation of social skills. None of
these measures, however, were developed specifically for music therapy.

Measures that detect physiological features of the patient can be used to indicate emotional
changes. For instance, plasma cortisol in saliva is a biochemical marker for stress (Chu et al., 2013).
Taken together, clinician-rated measures and patient-based measures can be mutually informative
and work in conjunction with each other.

Patient-based outcome measures are particularly important given that they consider patients’
perspectives: they enable people who receive or take part in a healthcare intervention to communicate
their experience. It is also within the interests and priorities of service providers to obtain feedback



and information directly from the service-users or treatment recipients. This is evident in the emphasis
of healthcare systems on service-user involvement and in the corresponding outcomes movement
(Barr, 1995) which emphasises the need for patient-based measures which correspond appropriately
to the complex nature of practices, such as the arts therapies (Hackett, 2016). This emphasis on
measuring the impact of healthcare interventions from the patients’ perspectives led, for example, to
the introduction of Patient Reported Outcome Measures (PROMs) within the UK’s National Health
Service (The Chartered Society of Physiotherapy, 2013).

Patient-based measures differ from those developed in many biomedical contexts in terms of
what they seek to measure. Whilst biomedical measures tend to monitor physiological changes,
patient-based measures ask patients to feed back on “unavoidably ‘subjective phenomena’ that
cannot be objectively verified” (Albrecht, 1994, cited in Gilbody, House & Sheldon, 2003, p. 10), such as
patients’ own experiences of satisfaction, difficulty, distress, health improvement or symptom
severity. A similar distinction is made between patient-based and clinical measures. The latter seems
to be “narrowly focused”, principally used by health professionals to “assess physiologic, other
biomedical, or limited functional dimensions of health” (Barr, 1995, p. 13). On the other hand, patient-
based outcome measures seem to be more broadly defined and focus more on patients’ values and
perceptions concerning their own health. Thus, patient-based measures often address aspects of
health that are related to quality of life and health, including psychological, social and physical health,
impairments, functional status, health perceptions and opportunities (Testa & Nackley, 1994).

In sum, the patient-oriented focus of such measures characterises how data is collected, as well
as what data is produced. Their data collection methods often include questionnaires, interview
schedules and rating scales. The Hospice Music Therapy Assessment (Maue-Johnson & Tanguay,
2006) is an example of a music therapy-specific outcome measure where data collection includes
interviews with the patient and their family members.

Having set the wider context of outcome measurement and presented the two main forms of
measures, here we focus on the features that determine their use. In determining whether an outcome
measure is appropriate and relevant for use within a given practice or research context, and informed
by the work of Bausewein et al. (2011), we propose six key considerations:

(i) Aims of use: The aim of any assessment informs the duration of the enquiry, the type of data,
as well as the expertise required to carry out the assessment. The chosen outcome measure must be
suitable for the ultimate aims of an assessment.

(ii) Accessibility: This concerns the availability, cost, complexity, as well as length of time
expected to get access to and administer a given outcome measure. Although, some measures may
be open-access, many need to be purchased. Decisions regarding the pricing of outcome measures
usually lie with the developers and their affiliated institutions. Whilst some outcome measures can be
self-administered, some measures, such as the Music Therapy Assessment Tool for Awareness in
Disorders of Consciousness (MATADOC; Magee, 2007), require training to administer and are only
available to the trained or initiated user, whether practitioner or researcher. Also, some measures, such



as the Music Therapy Assessment for Disturbed Adolescents (Wells, 1988), are task-based and require
the administration of a specific protocol.

(iii) Categories of outcome: This refers to the specific kind of change that a measure aims to
monitor. This might include, for example, levels of agitation, quality of life, or pain severity. What needs
to be measured is informed by the purpose of each enquiry. In other words, outcome measures should
be congruent with the reasons for using them. Along these lines, Bausewein et al. (2011) suggest that
when selecting which measure to use one must consider what the measurement data would be used
for. For instance, is the measure for a research study or for routine clinical purposes?

(iv) Type of assessment scale: The assessment scale type needs to be considered carefully,
alongside factors pertaining to the use of such a scale in real-life contexts and with particular
populations. For example, a highly sophisticated and complex measuring scale may not be appropriate
for routine clinical checks administered by busy hospital staff. Likewise, a rating scale that requires
clinicians to ask complex verbal information from a cognitively impaired patient would be problematic.
In all cases, the viability of data collection methods should be ethically sound.®

(v) Condition group: Condition group concerns the classification of symptoms as they appear in
different patient groups. Such classification influences decisions regarding what type of data might
be desirable and what data would be realistic to be expected. Outcome measures are commonly
developed for patient groups with specific symptoms or presenting features. For example, in the
context of disorders of consciousness, the following aspects are commonly focused on: motor
responses, arousal, as well as auditory and visual responsiveness. An example of a music therapy
outcome measure assessing these aspects is the MATADOC (Magee, 2007).

(vi) Disciplinary origin: The purpose and the approach behind the design of an outcome measure
is typically influenced by its respective target field of practice. The scale Interest in Music (liM; Gold
et al., 2013), for example, was developed within the field of music therapy to measure interest in music
among clients in mental health care. The purpose and approach of this scale have been influenced by
contextual and relational music therapy models which propose the importance of music-related
outcomes in clients’ everyday lives.

In addition to the six key considerations mentioned above, the selection and use of appropriate
outcome measures needs to be underpinned by a number of practical factors such as: the suitability
of a measure for a given practice or research situation, including its context and patient group
(location, diagnoses, symptoms, age range, cognitive capabilities); purpose, methods of data
collection, ease of administration, accessibility, cost, length, and interpretability, as well as internal
consistency and a theoretical fit between what is being measured and the measuring instrument itself.
In addition to these practical considerations, equally important in the selection and use of outcome
measures are a range of conceptual and technical features regarding outcome measurement. These
features —each of which are developed in the respective subsections below— relate to sample size,
measurement of multifaceted phenomena, context specificity vs. comparability, as well as feasibility
and psychometric properties of measures.

5 For a discussion of research ethics considerations in music therapy and in arts and health more broadly, see Farrant, Tsiris and Pavlicevic
(2014).



The acceptability and, where relevant, the statistical power® of outcome measurement results is often
associated with sample size (Guo, Chen & Luh, 2011), and various music therapy studies have been
criticised for their small sample size. Music therapy is not the only field in which questions around
sample size, statistical methods and reporting have arisen (for examples in other fields see Button et.
al., 2013; loannidis, 2005). Though the criticism of many studies concerns small sample sizes, the
assumption that larger samples lead automatically to stronger findings has been widely debated.’
Given that, in many cases, outcome measures are used in very specific circumstances there is no
necessary assumption that results from a given outcome measure are generalisable beyond their
specific aspects; neither is there an inherent restriction on looking at individual differences in the
context of outcome measures. Although sample size is a common research concern, related questions
may arise in relation to the number of participants for whom outcome is measured in practice
contexts. Similar questions around sample size relate to studies that focus on the development and
validation of outcome measures themselves. When carrying out such studies, it is equally important
to choose the appropriate number of participants. However, although an “inappropriate sample size
can lead to erroneous findings” (Anthoine et al., 2014, p. 2), when it comes to development and
validation of scales and the identification of appropriate questionnaire structure, there is currently no
commonly held standard for sample size as is typical in other clinical research.

As explained above, outcome measures aim to assess the impact of an intervention on specific
presenting features or symptoms of patients. Presenting features and symptoms, however, do not
exist in isolation. On the contrary, they are embedded in, often complex, contexts; they vary both from
person to person and within individuals, they have multiple potential triggers, and they may emerge in
diverse ways and within different environments. This reality poses certain challenges when it comes
to measuring change in targeted features or symptoms. These challenges have been discussed widely
and, in a study regarding back pain, Bolton and Breen comment:

Selecting outcome measures for use in research trials in conditions such as
back pain [..] has always been problematic [...] [since pain], the primary symptom
of back pain, is a multidimensional, individual experience or behavior with a
number of sensory, affective, cognitive/behavioral, and social aspects. (Bolton &
Breen, 1999, p. 503)

In some cases, the use of different types of scales in tandem with each other can mitigate issues
concerning multidimensionality of presenting features (Fitzpatrick et al., 1998).

5 Statistical power refers to the likelihood that a measurement will distinguish an actual effect from one of chance.

7 Further considerations regarding sample sizes can be found in the context of randomised controlled trials (Vink, Bruinsma & Scholten,
2003), case study research (e.g., Gomm, Hammersley & Foster, 2000; Lieberson, 1991) and in related music therapy literature (e.g., DeNora
& Ansdell, 2014).



It might be the case that similar symptoms arise for different client groups and thus an outcome
measure might be transferable in terms of content and presentation. For example, the Immediate and
Deferred Prose Memory tests (Novelli et al., 1986) that measure lexical performance and semantic
memory have been used with dementia clients in a study exploring a manualised music-based protocol
for the rehabilitation of cognitive functions (Ceccato et al., 2012), despite the fact the measure was
not specifically developed for this population. Similar tests for memory and lexical performance might
also be used for patients with various types of trauma, or patients who are undergoing rehabilitation,
for instance.

Similar kinds of challenges are faced when exploring how music therapy works in community,
medical and other contexts, and when measuring change within such contexts. Here, the difficulties
regarding measurement of multifaceted phenomena relates not only to the nature of presenting
features outlined earlier, but also to the multifaceted nature of music-making situations which are core
to music therapy practice. Reflecting on the difficulties and limitations in developing the |iM scale, for
example, Gold et al. (2013) acknowledge that

an important conceptual limitation of the liM scale is that it is organized around
various ways of musical engagement (singing, playing, and listening) and not
clearly articulating the functional uses of music and the use of music as
accompaniment to other activities. (Gold et al., 2013, p. 678)

The challenges that emerge from the complexities of studying (inter)subjective, multifaceted
and contextual phenomena have often been a springboard for debates and critiques of the use of
outcome measures in music therapy and of the evidence-based practice movement more generally
(Aigen, 2015; DeNora & Ansdell, 2014). Others suggest an integral understanding of evidence-based
music therapy practice (e.g., Abrams, 2010; Wheeler & Murphy, 2016).

In addition to the six key considerations discussed above, as well as issues of sample size and
measurement of multifaceted phenomena, the selection and use of outcome measures is determined
by their context specificity or their comparability. Non-context-specific measures may not be sensitive
enough to identify specific details of the phenomenon under study. For this reason, the use of different
measures in conjunction with each other has been proposed (Fitzpatrick et al., 1998; Jones, Edwards
& Hounsome, 2012).

The comparability of measures is connected to cost-effectiveness. Financial resources are
distributed partly according to how interventions compare to each other: Which intervention is going
to best deliver cost-effective results when implemented? A measure used in isolation does not allow
for comparability and, in turn, measuring tools require a reference framework in order to be meaningful.
For this reason, choosing a measure that operates within a relevant framework of comparison is
arguably just as crucial as choosing one on the basis of its tested validity. Despite the ease of
administering and scoring them, the End of Life in Dementia (EOLD) scales, for example, have been
critiqued for being valid only for a narrow target group (Parker & Hodgkinson, 2011).



The feasibility and psychometric properties of outcome measures are key issues in the selection, use
and usefulness of such measures. Feasibility concerns how straightforward the use and scoring of an
outcome measure is. It also relates to considerations around availability, cost and length. Convoluted
or long-winded measurement methods can be problematic, particularly when working with vulnerable
patient groups where simplicity might be favoured over more thorough measures. The practical
feasibility and suitability of a measure for a given context can affect the strength of the collected data
(Fitzpatrick et al., 1998).

Psychometric properties of outcome measures relate to the quality and detail of the information
generated by the measures. These properties refer to “quantifiable attributes [..] that relate to the
statistical strength or weakness of a test or measurement” (Medical Dictionary for the Health
Professions and Nursing 2012: no pagination). Several outcome measures in music therapy, such as
the Music in Dementia Assessment Scales (MiDAS; McDermott et al., 2014) and the MATADOC (Magee
et al.,, 2016), have been assessed for their psychometric properties.

Reliability and validity are two crucial psychometric properties. On the one hand, reliability refers
to “the ability of the outcome measure to consistently measure an attribute” (Parker & Hodgkinson,
2011, p. 7). In other words, it refers to the ability of a measure to give consistent results under similar
circumstances. Prickett illustrates this with a music-related example:

A dependent variable that purported to measure musical aptitude, but which
gave widely differing results when administered to the same person three
consecutive times or when scored by several different people, would not be
reliable, and to attempt to base a study on this measure would be foolish.
(Prickett, 2005, p. 54)®

Reliability assessment tends to depend on numeric tests.®

On the other hand, validity is concerned with “the beguilingly simple question of whether a
[measure] is truly assessing what it purports to assess” (Fitzpatrick et al., 1998, p. 2). Some may argue
itis an intellectual ideal and an elusive goal that we can never fully reach (Prickett, 2005). Assessment
of validity tends to relate to the conceptual construction of an outcome measure and relies on close
analysis of its items. In other words, validity focuses on the meaning and interpretation of a measure'’s
content.

Tables 1 and 2 outline different types of reliability and validity respectively drawing from several
sources: American Educational Research Association, American Psychological Association, and
National Council on Measurement in Education (1985), Cozby (2001), Cronbach (1971), Moskal and
Leydens (2000), and Phelan and Wren (2005-2006). A fuller description regarding reliability and validity
can be found in Carmines and Zeller (1979), while two examples of studies focusing on the reliability

8 A dependent variable is a variable whose value is affected by (i.e., is 'dependent’ on) another variable: the independent variable. Assessment
typically measures how changes in the independent variable (e.g., music therapy intervention) cause changes to the dependent one
(e.g., musical aptitude).

° For more information regarding numerical and statistical approaches, see Meadows (2016), Waldon (2016) and Streiner, Norman and
Cairney (2015).
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and validity of music therapy-specific measures can be found in Gold et al. (2013) and Magee et al.
(2016). These studies concern the 1iM and the MATADOC measures respectively.

DISCUSSION: SUMMARY AND REFLECTIONS

In this article we have offered an introduction to terminology around outcome measurement through
a music therapy frame. This frame involved not only the consideration of music therapy examples in
terms of the application of outcome measurement, but also an outline of current debates regarding
outcome measurement in the field. From this point of view, the article does not only introduce outcome
measurement terminology, but also hints to the professional discourse around such terminology.
Below, after summarising the key terms explored in the article, we reflect on the importance of
understanding outcome measurement terminology for future dialogues and developments in the field.

Type of reliability Description

Test-retest reliability This type of reliability assesses whether results are consistently replicable. It can be
obtained by administering the same outcome measure twice to the same group of people.
The two sets of scores can then be correlated in order to evaluate stability over time.

Parallel forms This type is obtained by administering to the same group of people different versions of

reliability an assessment tool (both versions must contain items that probe the same construct,
skill or knowledge base). The scores from the two versions can then be correlated in order
to evaluate the consistency of results across alternate versions.

Inter-rater reliability This type is used to assess the degree to which different raters agree in their
measurements.
Inter-rater reliability is useful because observers may not interpret material in the same
way.

Internal consistency This type evaluates the degree to which different measure items that probe the same
reliability construct produce similar results.

e Average inter-item This subtype of internal consistency reliability is obtained by taking all of the items on a
correlation measure that probe the same construct (e.g., reading comprehension), determining the
correlation coefficient' for each pair of items, and taking the average of all of these

correlation coefficients, thus yielding the average inter-item correlation.

o Split-half reliability This subtype of internal consistency reliability starts by splitting in half all items of a
measure that are intended to probe the same area of knowledge in order to form two sets
of items. The entire measure is administered to a group of individuals, the total score for
each set is calculated, and finally the split-half reliability is obtained by determining the
correlation between the two total set scores.

Table 1: Types of reliability

0 The correlation coefficient gives a statistical relationship between two variables.
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Type of validity Description

Face validity This type of validity concerns the extent to which the measure is subjectively seen to
cover what it purports to assess. Face validity is the type that respondents can easily
assess and it may therefore be an essential component in enlisting their motivation. If
the respondents do not believe the measure accurately captures their opinions, they may
become disengaged with it.

Construct validity This type is used to ensure that the measure actually tests what it is intended to (i.e., the
construct as developed from theory)'' and not something else. Experts familiar with the
construct can examine the items of an outcome measure and decide what each specific
item is intended to assess.

Content validity This type is used to estimate how much a measure represents each element of a
construct. This requires expert evaluation of whether the outcome measure items
assess what they were intended to assess. For example, in clinical settings, content
validity refers to the correspondence between items in the outcome measure and a given
set of symptoms.

Criterion validity This type correlates measurement results with performance or behaviour in another
situation. In the other situation a different measure may be used.

Formative validity ~ This type is used to assess the extent to which a measure can provide information to
help improve the intervention under study.

Sampling validity This type is similar to content validity and ensures that the measure covers the broad
range of areas within the construct under investigation. Given that not everything can be
covered, items from all of the areas need to be sampled. This may need to be completed
by experts to ensure that the content area is adequately sampled.

Table 2: Types of validity

To sum up, an outcome measure is an instrument that is used to assess the effectiveness or
impact of an intervention in achieving its aims. This often involves measuring the impact of an
intervention on a patient’s presenting features or symptoms. Outcome measures may be non-patient-
based or patient-based. The former commonly utilise observation, task-based activities or
measurement of physiological elements whilst questionnaires and interviews dominate the latter,
using the patient as the primary informant. Principal uses of patient-based outcome measures include:
healthcare-policy evaluation, healthcare assessment, making clinical decisions in routine practice,
economic assessment and resource allocation, clinical audit, as well as monitoring and assessing the
health and needs of a population.

In music therapy (and other related disciplines) introductions like the one offered here can bridge
gaps between practitioners and researchers as well as professionals from different research traditions
who may be less familiar with outcome measurement. This article complements other similar

" In the Music Therapy Coding Scheme (Raglio, Traficante & Oasi, 2006), for example, constructs refer to nonverbal communication,
countenance, verbal communication and sonorous musical communication.
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endeavours in music therapy (e.g., Lipe, 2015) and beyond.'? For example, Pasiali, Schoolmeesters and
Engen (2018) offer an analysis of resilience-related measures and, after identifying their salient
psychometric properties, they draw conclusions about practical uses in music therapy. Also, the online
resource Outcome Measures in Music Therapy (Cripps, Tsiris & Spiro, 2016) gives an overview of existing
music therapy-specific outcome measures.

Going back to our opening story, we envisage that the initial understanding of outcome
measures offered in this article answers Bob’s question: “Sounds good, but... what is it?” As a music
therapist learns more about outcome measurement and starts using measures in their practice or
research, additional questions inevitably emerge, not only in terms of their use and method but also in
terms of their fit with different music therapy approaches and theoretical orientations. This is where
an understanding of the debates around outcome measurement is informative. As outlined earlier,
some main concerns pertain to the compartmentalisation of music therapy, the distance from context,
the generalisation of results as well as the assumption of cause and effect in music therapy.

Fostering an integral understanding of evidence-based music therapy practice (Abrams, 2010;
Tsiris et al., 2016) where —instead of antagonism— different research approaches are seen as
complementary, we advocate for a critical engagement with outcome measures and their potential
uses in music therapy. A respectful understanding of different research terms, methods and
orientations necessitates an understanding of their particular contexts of reference. We also argue
that reflexivity —although it seems to be discussed more often within qualitative or interpretivist
approaches to research (see Wheeler & Murphy, 2016; Wheeler & Rickson, 2017)— is a necessity for
any rigorous enquiry, whether practice- or research-based, and irrespective of its philosophical
underpinnings. In our view, reflexivity forms the basis for making balanced claims and fair
representations of the results of each enquiry.

From this point of view, and while avoiding epistemological polarities, this article enhances
understanding of outcome measures, their characteristics and their uses in music therapy. By offering
an introduction to outcome measurement terminology and by giving examples from music therapy,
this article also contributes to a more informed engagement with outcome-based research and related
debates in the field.

The increased familiarity of music therapists with terminology and procedures involved in
outcome-based research is an essential step towards bridging the gap between research and practice,
as well as between outcome-based and other types of enquiry; and we argue that music therapy
training is well placed to cultivate such familiarity. Likewise, better understanding of outcome
measurement leads to a more critical and constructive engagement with such research which seems
to be treated, at times, blindly by funders, policy-makers and service providers as the only rigorous
approach. However, awareness of the difference, for example, between efficacy and effectiveness (i.e.,
between effect under controlled and real-word clinical settings) could help understand how outcome
measurement is represented and understood (Fleischhacker & Goodwin, 2009; Gartlehner et al., 2006;
Wigram & Gold, 2012). A study indicating efficacy of a music therapy intervention within a particular

2 Non-music therapy examples include Kyte et al. (2015) who offer an introduction to patient-reported outcome measures in physiotherapy,
as well as Young et al. (2015) who focus on outcome measurement in prosthetics and orthotics.



research context, for example, does not guarantee its effectiveness in everyday music therapy
contexts.

Outcome measures are ubiquitous in randomised controlled trials, which are, in turn, considered
the ‘gold standard'’ in the evidence-based practice movement (Evans, 2003; Wigram & Gold, 2012). And
indeed, such trials in music therapy and other music interventions are growing in number (Kamioka et
al., 2014; Mrazova & Celec, 2010; Spiro, Tsiris & Pavlicevic, 2015; Treurnicht Naylor et al., 2011).
Although the philosophical and methodological underpinnings of this type of research (as well as the
criteria and assumptions regarding what is considered to be ‘robust evidence’) have been debated
widely both in music therapy (e.g., Abrams, 2010; Aigen, 2015; Ansdell, 2006; DeNora, 2006; Stige,
Malterud & Midtgarden, 2009; Wigram, 2006) and in other fields (e.g., Raw et al., 2012; Williams &
Garner, 2002), such studies play a key role in expanding the current evidence base of music therapy
and in shaping new policy initiatives. The exploratory randomised trial by Talwar et al. (2006), for
example, contributed to the integration of music therapy in the UK's National Institute for Health and
Care Excellence (NICE) guidelines for schizophrenia, while studies including those by Mdssler et al.
(2011) and Gold et al. (2009) played a role in drawing the attention of policy-makers in Norway and
informed the subsequent inclusion of music therapy in the Norwegian Directorate of Health's
guidelines for the treatment of psychotic disorders (see Nebelung & Kriiger, 2015). All these
developments, of course, raise a number of possibilities and opportunities as well as dilemmas and
risks for music therapy in terms of the identity and quality of music therapy practices, as well as
education and professionalisation (Stige, 2015).

In closing, we encourage a critical engagement with outcome measurement in music therapy.
This requires an understanding of associated terminology, which has been the focus of this article. It
also requires an awareness of the debates around outcome measurement and of their implications on
the profession and practice of music therapy.
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«KaAo akouvyeTai, aAAd... Tt givar;» Mwa elcaywyn oTn HETPNON
ATMOTEAECGHATWY ATO HLA HOUOLKOBEPATIEVTLKI] TTPOOTITLKI)

Neta Spiro | MNwpyog Toipng | Charlotte Cripps

NEPIAHWH

«KaAo akouyeTal, aAAd.. Tt giva,» AUTH €lval pla Kolvr avTidpacn amnevavtl oTn PHETPNON AMOTEASOUATWV
[outcome measurement] and Toug enayysAUATIEG KAl EPEUVVNTEG POULGIKOBEPATIEVTEG TOU £ival AlyoTEPO
€E0LKELWEVOL JE TLG EVVOLEG KAL TIG TPAKTIKEG TNG. AEDOPEVOU TOU KUPIAPXOU KLVAHATOG THG MPAKTIKAG TOU
BaoiZeTal oe Tekpnpla [evidence-based practice], n PETPNON aAMOTEASOPATWY €ival TPAYHATL KATL
oL «aKoUYeTal KahO». Mepikol emayyeApaTieg Kal €PELVNTEG WOTOCO €XOUV TEPLOPLOPEVN N acapn
Karavonon Tou TU meplhauBdvel n UETpnon amoTeAeoudTtwy, BlwWg avapoplkd Pe Ta epyaleia
petpnong/aglohoynong [outcome measures] kat Tn OXETIKA opoloyia yVupw amd Tn XPHon Toug.
AVTQmMoKpPLVOUEVO OTNV EPWTNOCN «TL glval», TO MAPOV ApBPO TPOCPEPEL LA ELOAYWYI OTNV €V AOYwW opoAoyia.
Alepeuvd To TLelval Ta epyaleia pETPNONG Kal TEPLYPAPEL TA XAPAKTNPLOTIKA TTOL OXETIZOVTAL E TLG HOPYPEG,
TIG XPNOELG Kal Ta KPLTAPLA EMAOYAG TOUG. ETonuaivovTag oplogeveg oudnTnoelg yOpw amo Tn PETPNON
anoTeEAEOPATWY, KABWGE Kal TWV PLAOCOPIKWY BEPEANIWY TNG, AUTA N ELOAYWYN ETILOLWKEL VA TIPOCPEPEL HLa
XPAOLUN TAQTPOPHA Yla pld KPLTIKA Kal MAQLOWWUEVN Katavonon Tng tulavng Xpnong Twv epyaleiwv
HETPNONG OTN JouoLlKoBepaneia.

AE=EI2 KAEIAIA
epyaleia pETpnong/aglohoynong, agloAoynon/ueTpnon, opoloyia, loaywyn, jouoilkoBepaneia
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ABSTRACT KEYWORDS
The growth of social and emotional competence is considered a developmental social behaviour,
goal of childhood and adolescence. While early caregiving and family emotion regulation,
environment are key to children’s wellbeing and developmental trajectories, intervention,
social-emotional learning (SEL) interventions may reduce young people's school-children,
vulnerability to internalising and externalising problem behaviours if family or adolescents,
environment factors present some risk. The purpose of this study was to drumming

evaluate the impact of the SEL program DRUMBEAT (Discovering Relationships
Using Music, Beliefs, Emotions, Attitudes and Thoughts), a ten-week
school-based intervention. Students who took part in the DRUMBEAT program
(N = 75, 64% male, 59% Primary School, 18% Indigenous) across six Australian
schools, and their teachers, completed pre and post measures of Self-Esteem
and the Strengths and Difficulties Questionnaire. Linear mixed model analyses
showed there were significant improvements in students’ self-esteem, and
internalising and externalising behaviours, as reported by students and o

teachers. Drumming has the potential to draw young people into an educative gﬁg;ﬁf::;“:;‘f;“&ns
environment where rhythm, collaboration and discussion can enhance Accepted 30 Sept 2018
understanding of intra- and interpersonal processes. First published 12 Nov 2018
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INTRODUCTION

The growth of social and emotional competence is considered a developmental goal of childhood and
adolescence. Social and emotional skills include cognitive, affective and behavioural competencies
such as self-awareness, self-management, social awareness, relationship skills and responsible
decision-making (Collaborative for Academic Social and Emotional Learning, CASEL, 2012). Positive
development of these attributes is related to continuance in school, further education, employment
and social mobility (Zubrick, Silburn & Prior, 2005). Students lacking in socio-emotional skills are more
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likely to become alienated from school settings and engage in anti-social and risky behaviours (Rutter,
1985).

Examples of such anti-social and risky behaviours were captured in a 2013 survey of Australian
youth. The Report Card: Wellbeing of Young Australians (Australian Research Alliance for Children &
Youth, ARACY, 2013) stated that the suicide rate for 15-24 year olds was 10 per 100,000, and that
between 15% and 18% of 14-19 year-olds engaged in substance use (risky alcohol use and illicit drugs).
Furthermore, violent behaviour (intention to cause injury) by 15-19 year olds, was 887 per 100,000.
These statistics indicate a rupture in young people’s developmental trajectory.

Although early caregiving and family environment are key factors in children’s wellbeing and
developmental trajectories (Blair, Raver & Berry, 2013), social-emotional learning (SEL) interventions
in later childhood and adolescence may reduce young people’s vulnerability, address their needs, and
redirect their motives (Ollendick & King, 2003). Social emotion learning programs aim to teach skills
that complement academic performance, and many of these programs are as successful in promoting
academic mastery as other educational interventions (Durlak et al., 2011). Recent research points to
the effectiveness of prevention programs in childhood and adolescence for psychosocial wellbeing,
compared to both control groups as well as in comparison to treatments including medications (Merry
et al,, 2011), and there are now increasing numbers of psychosocial programs in schools (Morris et al.,
2013). Such school-based interventions have a wide reach, can target children most at risk, and there
may be less risk of participant attrition. Having interventions based in schools may also help to reduce
attitudinal and pragmatic barriers to mental health care.

SEL interventions in schools vary widely in their approach, and some programs use music as a
therapeutic tool, based on the premise that music is a key part of adolescent lifestyle and a gateway
to self-expression and social connectedness (North, Hargreaves & O'Neill, 2000). Indeed, given the
acknowledged importance of music in young people’s lives, it is surprising that it is not more often
used as an intervention ‘hook’ for re-engagement with school and its purposes. There is a generalised
recognition of the benefit of school-based music education to child and adolescent psychosocial
wellbeing, however, as yet, there is little empirical evidence of its benefit (Crooke & McFerran, 2014),
although guidelines and best practice point to how this may be achieved (Crooke, McFerran & Bolger,
2017; McFerran, Garrido & Saarikallio, 2016). In the broader field of music therapy, there is a
proliferation of programs and amassing empirical evidence to support the use of music in targeted
interventions for adolescents with emotional challenges. For example, music therapy can successfully
address aggressive behaviour in adolescent boys (Rickson & Watkins, 2003), psychosocial wellbeing
in adolescent girls (Hadley & Veltre, 2012), grief-related distress in adolescents (McFerran, Roberts &
O'Grady, 2010), and enhance the wellbeing of adolescents in psychiatric wards (Patterson et al., 2015);
for a review and meta-analysis, see Gold, Voracek and Wigram (2004).

However, for children and adolescents in school settings, there are few music-based
psychosocial programs or interventions either universal (aimed at the entire student population) or
targeted (aimed at students at elevated risk or those already demonstrating difficulties). One
experimental study in the Netherlands using rap music (singing) with a universal approach found a
decline in emotional and behavioural problems for all adolescent participants, while problems
increased in the control group (Uhlig, Jansen & Scherder, 2018). Two percussion/drum-based
interventions in schools have also been successful (Currie & Startup, 2012; Ho et al.,, 2011). These



interventions utilised guided psychoeducation or group counselling along with music in order to
engage young people in the program, offer opportunities for satisfying experiences, and enhance the
potential for significant change in the students’ emotional and social competence. In ‘Doing Anger
Differently’, a psychotherapeutic program using drums and percussion to treat reactive aggression in
adolescent males (Currie & Startup, 2012), participants demonstrated reductions in aggression and
trait anger, including at a 6 month follow-up. In Ho et al. (2011), 5™ grade students (boys and girls) in
a low-income school took part in a drumming intervention implemented by a school counsellor. The
program had wide-ranging positive effects on externalising and internalising behaviours, depression
and other negative clinical and cognitive problems.

The evidence in the study by Ho et al. (2011) demonstrates that one pathway to improving
internalising and externalising behaviours is through improving neuroendocrine and immune levels, so
reducing physiological stress. Inthe Ho et al. study, this was achieved through drumming and personal
interaction. Executive functions such as focus, effortful attention and inhibition can also be developed
through drumming (Brown, 1997). It has been suggested that this benefit may derive from the
rhythmicity and physicality of the drumming activity, which may be regulative and organising for
neurological functioning (Perry, 2009).

One drumming program that has had wide uptake in Australia and internationally is DRUMBEAT
(Discovering Relationships Using Music, Beliefs, Emotions, Attitudes and Thoughts,
http://www.holyoake.org.au/content-red.php?CID=114). This prevention program uses group
drumming processes and cognitive behaviour therapy principles in order to foster adolescents’ self-
esteem, social skills and sense of belonging. There are various formats in which DRUMBEAT is
delivered, including a ten-week school-based delivery. There are five main elements in the DRUMBEAT
program, which include four musical elements of core rhythms, rhythm games, improvisation and
performance, and one element of discussion. Led by an accredited facilitator, the rhythm and
discussion elements are combined to cover six key learning areas of rhythm in life, relationships,
harmony, identity, emotions and feelings, and teamwork. Each of the themed sessions includes drum
activities that focus on a specific aspect of relationship issues. For example, the game “Pass the
Rhythm”, where a particular rhythm pattern is passed around the drum circle, accompanies
discussions of teamwork and connection. The program concludes with a performance.

The DRUMBEAT program now has considerable reach, and continues to attract new facilitators
and implementations. Ivery et al. (2009) evaluated the effectiveness of the DRUMBEAT program with
adolescent students and showed a reduction in school absences and behavioural incidents, and an
increase in pro-social behaviour and self-esteem for the students participating. Similar positive effects
were documented in reports from health and community groups with older participants (Faulkner,
2012). In a DRUMBEAT program run for disadvantaged adolescents, improvements were identified for
boys' mental wellbeing, psychological distress, post-traumatic stress symptoms and antisocial
behaviour, although not for girls’ (Martin & Wood, 2017). The extant evaluations describe positive
effects of the program for community participants; however, there appears to exist only one evaluation
for school students despite the large number of schools who run DRUMBEAT each year.

Given the relative dearth of school-based music SEL programs or interventions, along with
knowledge that participation in music is associated with many benefits including academic
achievement (Hallam, 2010) and emotional connection (StGeorge, Holbrook & Cantwell, 2014), it is
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important to gauge the effectiveness of SEL-music programs in order to inform evidence-based
practices. Therefore, in this current study, we aimed to measure the impact of a school-based delivery
of DRUMBEAT on child and adolescent social-emotional wellbeing in order to evaluate the usefulness
of the program for students in schools, and to better understand the implications of interest in music
for program effects and ongoing wellbeing. The research questions for this evaluation were:

1. Does participation in DRUMBEAT increase student self-esteem, and reduce emotional and
behavioural difficulties?

2. Are there differences in outcomes for boys and girls, and for younger and older children?

3. What is the association between interest in music and changes in self-esteem and emotional
and behavioural difficulties?

Participants were 75 students, 64% male, 59% of children were in Primary School' (age M=10.6 years,
SD=1.1, range 8-12 years), the remainder in High School (age M=13.8 years, SD 1.3, range 12-16 years).
Thirteen students (18%) were Indigenous, and all spoke English at home. Only one student dropped
out from their DRUMBEAT program. The 75 students were participants in one of six DRUMBEAT
programs, delivered by five facilitators (3 male, 2 female) across six schools in Victoria, New South
Wales and Queensland, Australia. Two schools were located in the suburbs of large cities, while the
remaining four schools were located in regional towns with populations of 7,000 to 42,000 people. The
facilitators were required to have delivered the program at least twice in the last two years, and all had
more than five years’ experience.

Approval for the study was granted by the University Human Research Ethics Committee. To locate
DRUMBEAT workshops to evaluate, DRUMBEAT facilitator contact details were retrieved from a
publicly available database on the DRUMBEAT website, and invitations were emailed to facilitators in
the eastern states of Australia (New South Wales, Victoria and Queensland). Facilitator inclusion
criteria were 1) that DRUMBEAT occurs in a school setting and 2) that the facilitator had delivered the
program at least twice in the last 2 years. Invitational emails were sent to 240 facilitators,
approximately 50 emails bounced, with follow-up not producing current addresses. Approximately 50
facilitators responded, and following screening for inclusion criteria, 9 facilitators gave informed
consent. Facilitators identified the schools where they were to implement DRUMBEAT, and permission
was sought from school principals to conduct the research and invite students to participate.
Invitation letters were sent to the families of students participating in DRUMBEAT, and students giving

1 In Australia, Primary School (7 years from Kindergarten to Year 6) is equivalent to US Elementary, and High School is
equivalent to US Middle and High (6 years from Year 7 to Year 12).



parents’ informed consent and their own assent participated in the research. Non-participation in the
research did not exclude students from participating in DRUMBEAT in their school; data was not
collected from these students. Four facilitators did not complete the research; no data from the
attritions was included.

As part of the standing arrangement between schools and DRUMBEAT facilitators, DRUMBEAT
programs took place in varying locations during 2014. During the first and final DRUMBEAT sessions,
DRUMBEAT facilitators administered the study questionnaires to students. The teacher
questionnaires were distributed to teachers by the school Principal, and these were also completed in
the first and last weeks of the DRUMBEAT sessions.

Interest in Music Scale (student report) (Gold et al., 2012) is a 12-item measure designed for
music therapy assessment and outcome research in mental health. Scores on this scale can range
from 12 (no interest in music) to a maximum score of 48 (very strong interest in music). The
authors demonstrated internal reliability (Cronbach’s alpha 0.89 and 0.77), and test—retest reliability
(1- and 3-month intra-class correlation coefficients (ICCs) ranging from 0.61 to 0.85).

The Rosenberg Self Esteem Scale (student report) (Rosenberg, 1965) is a ten-item scale that
measures global self-worth using negative and positive statements. Items are answered using a
4-point Likert scale (from Strongly Agree to Strongly Disagree). Items concern the individual's
perceived happiness, usefulness, and competence. Scores can range from 0 to 30. The scale has been
widely used with youth populations, and is strongly correlated with other measures of self-esteem,
such as the Single Item Self-Esteem Scale (Robins, Hendin & Trzesniewski, 2001). Previous studies
have reported alpha reliabilities for the scale ranging from .72 to .88 (Gray-Little, Williams & Hancock,
1997).

Cantril’s ladder-wellbeing (student-report) (Andrews & Robinson, 1991) is a single item measure
of subjective wellbeing, and has been used with adolescents. Scores can range from zero to ten. In
this study, it was used as an indicator of self-perceptions in addition to the Rosenberg Self-Esteem
scale.

Strengths and Difficulties Questionnaire (SDQ; Goodman & Goodman, 2009) is a widely used
measure in child mental health. The SDQ gives an indication of a child’'s emotional and behavioural
functioning and is a validated screening questionnaire with reasonable internal consistency
(Cronbach’s alpha = 0.73) and retest stability (intraclass correlation, r= 0.85; (Goodman, 2001). The
SDQ consists of 25 questions, divided into five subscales: hyperactivity, emotional problems, conduct
problems, peer problems, a prosocial score, and a ‘total problems’ score. These scales are also the
basis for 2 dimensions, internalising (emotional symptoms and peer problems scales), and
externalising (conduct problems and hyperactivity scales). The Total Problems Score can range from
0to 20, while the Externalising and Internalising Scores can each range from 0 to 10, with higher scores
indicating more problems. These scales have demonstrated the potential to be more sensitive to



changes in non-clinical populations, such as the current school cohort. In this study, student and
teacher? report data were collected.

The Social Development Grid is a measure developed by the DRUMBEAT program designers to
assess students’ psychosocial change. Class teachers who know the participants well are asked to
rate behavioural changes at the end of the ten-week period across seven domains: relationships with
peers; relationships with adults or teachers; emotional control; participation in group activities; self-
esteem; concentration; and general mood. Response options are from one to ten with ‘1’ a highly
detrimental change, ‘5’ indicating no change, and ‘10’ a highly positive change. Scores can range from
7 to 70, with a score of 35 indicating no change.

Data were analysed using SPSS, Version 21. Scale reliability in our sample was calculated using
Cronbach’s alpha. Linear mixed model analyses were used to compare the pre and post scores on
each measure. Participant Gender (male/female) and School (Primary/High) were included as
between-subjects factors and Time (pre/post) was included as a within-subjects factor. Linear mixed
models were chosen for this analysis as they provide two major benefits over standard analyses of
variance methods. Firstly, they enable the inclusion of participants as a random variable, meaning that
individual variations between subjects are accounted for. Secondly, they allow all available data to
contribute to the analysis when some data is missing at random (Verbeke & Molenberghs, 2000), which
is common in longitudinal designs. The linear mixed models were fit with fixed effects for Time (Time
1/ Time 2), School (Primary / High), and Gender (Boy / Girl). As recommended by Seltman (2015), the
2x2x2 model was fit using an Identity Matrix. Participants were included in the model as a random
effect and the Wald statistic indicated whether the inclusion of a random intercept was beneficial for
the model.

Mean scores and standard deviations for each measure at each time point for both boys and girls in
Primary and High School can be seen in Table 1. The Wald statistic associated with each linear mixed
model is also displayed. Scale reliabilities in our sample were all high (range of a = .69 to a = .93). The
Social Development Scale was not included in the linear mixed models as it was completed once only
at the conclusion of the program. Scores on the seven social development domains ranged from 7.2
to 7.8, indicating positive change during the ten-week period for most students. Across all domains,
teachers rated between 3% and 13% of students with no change. Using the total score, more than 93%
of students were rated with some degree of positive change.

A 2x2x2 Linear Mixed Model was conducted on Interest in Music scores. The Wald statistic
indicated that the inclusion of a random intercept was beneficial for this model. There were no
significant main effects or interactions between any of the independent variables, suggesting that
interest in music was not affected by the DRUMBEAT intervention.

2 Teachers were class teachers who knew the participants well (N=10).
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Measure School

Interest in

Music
Primary 39.7 (3.5) 39.0 (0.0) 38.3(1.5) 36.0 (0.0) 3.02%*
High 32.8(3.1) 35.8 (4.9) 33.5(5.7) 34.9 (5.2)

Cantril's

Ladder
Primary 6.9 (1.8) 7.9(1.6) 7.6(1.4) 79(1.2) 2.63**
High 57(2.3) 4.2(1.9) 7.1(1.8) 6.7 (1.7)

Rosenberg

Self-Esteem
Primary 19.6 (5.0) 23.8 (6.0) 21.7 (4.9) 24.3 (4.8) 3.00%*
High 16.2 (6.3) 15.4(7.1) 19.8 (4.8) 15.6 (9.6)

sDQ

(Student)

Total Primary 11.4(4.7) 10.6 (5.2) 10.6 (4.1) 8.3 (4.6) 2.30%

Problems
High 17.9(4.9) 18.2(8.1) 12.1(6.7) 13.9(9.4)

Externalising ~ Primary 6.8 (3.1) 4.2 (2.7) 6.2 (3.0) 4.0(1.9) 3.35%*
High 10.8 (4.0) 8.3 (5.5) 6.9 (3.1) 6.3 (5.4)

Internalising ~ Primary 4.8 (2.5) 6.7 (4.2) 4.4 (3.2 4.4(3.4) 2.64%*
High 7.3(2.8) 10.1 (3.3) 5.3 (4.0) 7.8 (4.6)

sDQ

(Teacher)

Total Primary 10.8 (8.3) 5.5 (7.8) 12.5 (8.0) 6.3 (7.8) 4.54%x%

Problems
High 15.3 (5.5) 20.5 (3.9) 15.8 (5.6) 13.8(2.2)

Externalising ~ Primary 6.7 (5.9) 2.8 (4.6) 7.5(5.7) 2.7 (5.0) 4 55%**
High 8.2 (5.0) 7.3(1.5) 7.5(3.2) 5.6 (1.7)

Internalising ~ Primary 4.4 (3.4 3.3(3.8) 4.9 (3.3) 3.7(2.9) 4.62%**
High 7.4(3.3) 10.5 (5.1) 5.8 (3.5) 5.7 (3.2)

Social

Development
Primary - - 52.7 (9.9) 60.7 (11.7) -
High - - 46.9 (4.8) 50.3 (5.6) -

*p<.05 **p<.01 ***p<.001

Table 1: Descriptive statistics for each measure at each time point broken down by student gender and school
and Wald statistic for each linear mixed model
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A 2x2x2 Linear Mixed Model was conducted on Cantril's Ladder score. The Wald statistic
indicated that the inclusion of a random intercept was advantageous for this model. There were
significant main effects of both Time, F(1,43.5)=7.03, p=.011, and School, F(1,58.7)=10.09, p =.002, and
a significant interaction between the two, F(1,43.5)=6.19, p=.017. Primary School students had higher
wellbeing scores than High School students. There was no change in Primary School students’ scores
over Time, but High School students’ scores were found to increase after their participation in
DRUMBEAT. No other effects were significant.

A 2x2x2 Linear Mixed Model was conducted on Rosenberg’'s Self-Esteem scores. The Wald
statistic indicated that the inclusion of a random intercept was beneficial for this model. There was a
significant main effect of Time, F(1,68.7)=5.97, p=.017. Scores on the self-esteem scale increased after
participation in the DRUMBEAT program. The main effect of School was also significant,
F(1,72.7)=20.25, p<.001. Primary School students had higher levels of self-esteem than High School
students. The interaction between Gender and School was also significant, F(1,72.7)=4.36, p=.040,
indicating that there was a larger difference between Primary School and High School girls’ self-
esteem, than there was between Primary and High School boys. No other effects reached significance.

Three separate 2x2x2 Linear Mixed Models were performed on Student Reported SDQ Total
Problems, Externalising, and Internalising scores. The Wald statistic indicated that the inclusion of a
random intercept was beneficial for these models. For Total Problems scores, there were significant
main effects of Time, F(1,66.3)=16.16, p<.001, and School, F(1,68.7)=5.97, p=.017 and the interaction
between Time and School was also significant, F(1,66.3)=5.16, p=.026. Primary School students
reported fewer Total Problems than High School students at both Time 1 and Time 2. There was a
larger decrease in Total Problems scores following involvement in DRUMBEAT for High School
students compared to Primary School students. On Externalising scores, there were also significant
main effects of Time, F(1,66.2)=11.81, p=.001, School, F(1,71.9)=9.65, p=.003, and Gender,
F(1,71.9)=6.56, p=.013. Student Reported SDQ Externalising scores decreased following participation
in DRUMBEAT, were lower for girls than boys, and were lower in Primary compared to High School
students. The interaction between Time and School was also significant, F(1,66.2)=9.01, p=.004. There
was a larger decrease in Externalising scores from Time 1 to Time 2 for High School students than for
Primary School students. For Internalising scores, there was a significant decrease in scores from
Time 1 to Time 2, F(1,68.4)=16.23, p<.001. Boys reported significantly fewer Internalising problems
than girls, F(1,73.3)=7.93, p=.006, and Primary School students reported fewer problems than High
School students, F(1,73.3)=13.04, p=.001. No other effects were significant.

A series of three 2x2x2 Linear Mixed Models were conducted on Teacher Reported SDQ Total
Problems, Externalising, and Internalising scores. The Wald statistic indicated that the inclusion of a
random intercept was beneficial for these models. There was a significant main effect of School,
F(1,83.4)=8.65, p=.004, with teachers reporting fewer Total Problems in Primary School compared to
High School. There was also a significant interaction between School and Time, F(1,48.1)=7.90,
p=.007. Teacher Reported Total Problem scores increased from Time 1 to Time 2 for Primary School
students, but decreased for High School students. The interaction between Gender and Time was also
significant, F(1,48.1)=5.93, p=.019. Teacher Reported Total Problem scores increased slightly from
Time 1 to Time 2 for boys, but decreased for girls. Finally, the interaction between Gender and School
was significant for Total Problems scores, F(1,83.4)=4.46, p=.038, with a larger difference in scores for



Primary and High School girls compared to boys. For Externalising scores, there was a significant main
effect of Gender, F(1,84.2)=7.13, p=.009, with Teachers reporting fewer Externalising Problems for girls
compared to boys. For Internalising scores, there was a significant main effect of Time,
F(1,60.6)=15.09, p<.001, with scores decreasing from Time 1 to Time 2. The main effect of School was
also significant, F(1,71.5)=16.80, p<.001, with Teachers reporting fewer Internalising Problems in
Primary School compared to High School. There was a significant interaction between School and
Time, F(1,60.6)=25.2, p<.001. Teacher Reported Internalising Problem scores increased from Time 1 to
Time 2 for Primary School students, but decreased for High School students. The interaction between
Gender and Time was also significant, F(1,60.6)=6.49, p=.013. Teacher Reported Internalising Problem
scores decreased slightly from Time 1 to Time 2 for boys, but showed a larger decrease for girls. No
other main effects or interactions were significant.

This study aimed to examine the effect of the social-emotional learning program DRUMBEAT on young
people in school in three eastern states of Australia. The program targets young people’s social and
emotional attitudes and beliefs, and through rhythm, collaboration and discussion, gives young people
the opportunity to reflect on, engage with and experience a range of emotional and social challenges.
Previous evaluations of the program show that DRUMBEAT is successful in raising students’ self-
esteem and improving social behaviour; this study adds to those evaluations by providing between-
group analyses to show who benefits most from DRUMBEAT, and which aspects of social and
emotional skills are most impacted by the program. The results revealed that all students benefited:
primary and high school, males and females. Specific differences are discussed below.

Students improved in their self-esteem, and in their own ratings of internalising, externalising
and total problem behaviours. Teachers also observed improvements in students’ internalising
behaviours. These results suggest that DRUMBEAT had a positive effect on students’ self-perceptions,
consistent with previous evaluations of the program that show improvements in self-esteem (Ivery et
al., 2009). Self-esteem is found to be causal to broad lifespan outcomes such as physical health and
job satisfaction (Butler & Gasson, 2005; Orth & Robins, 2014) and psychopathologies (Cohen et al.,
2016). However, the findings that students experience not only improvements in their self-worth but
also feel more emotionally stable and behaviourally self-controlled, points to a holistic effect of the
program on the participants. These results are consistent with other evaluations of social-emotional
learning interventions that show students’ self-reported improvements (Cramer & Castro-Olivo, 2016),
as well as with the social-emotional learning goal of self-awareness articulated by CASEL (2012).

Of further interest is that children’s enhanced self-perceptions appeared in the relative absence
of teachers’ reports of behavioural change, as there was only one main effect of time on teachers’
reports on student behaviour (internalising scores decreased overall). However, teachers did rate a
change in 93% of the sample’s social behaviour through the Social Development Scale. Possibly,
children feel that they are more stable before they actually act that way or before it is noticed by others.
Theories of learning generally posit that internal attitudes and beliefs are precursors to behavioural
change (e.g., the Reasoned Action Approach, Fishbein & Ajzen, 2011). It may be that participating in
DRUMBEAT catalyses personal internal growth that could be built on with further interventions to



facilitate behavioural responses to the internal change. Longitudinal studies could also demonstrate
this developmental change process and enhance confidence in the intervention’s effectiveness.

Some of the intervention outcomes also highlighted differences for gender and school level. For
example, the measure of subjective wellbeing (which correlated with self-esteem, r=.65, p<.001)
significantly changed only for High School students. Although Primary School students’ overall ratings
were significantly higher than the High School students’, it is possible that this global construct was
too difficult for the primary students (M?°=10 years) to finely judge. This may be a reasonable
explanation given that abstract reasoning is a phenomenon related to the ‘formal operational’ stage of
children'’s cognitive development, which occurs during the early teens (Ferrer et al., 2013).

The interactions demonstrate that there was a greater change (decrease) in student-reported
externalising and total problems by High School students than by Primary School students. This
difference may be an artefact of the higher prevalence of problems in the older students, who therefore
have a greater margin for improvement. The difference could alternatively be explained as a more
comprehensive learning of the concepts by the older students, who then more effectively internalise
and self-regulate.

Teacher-reported total and internalising problems increased for primary students, whereas they
decreased for high school students, they also showed a larger reduction in girls. The year level and
gender means and differences mirror the generally higher levels of problem behaviours in older boys
and internalising behaviours in older girls, as found in the population more generally (Klostermann,
Connell & Stormshak, 2016). An interesting contrast was the increase in teacher-reported total and
internalising problems in Primary School. This concords with the normative developmental increase
of internalising behaviours during childhood (Bongers, Koot, Van der Ende et al., 2003). In addition,
given the practice of selecting ‘at-risk’ students for participation in DRUMBEAT, the family and
parenting environment of this sample may be influencing the increase over and above the intervention
effects. These background factors were not accounted for in the current study, yet are important
covariates to consider in the future.

The discrepancies between student and teacher report give important alternative lenses on
students’ behaviours. Other researchers have found differences between teacher and student ratings,
with teachers rating students differently than students rate themselves (Ruchkin et al., 2012).
Generally, inter-informant correlations tend to be low (Achenbach, McConaughy & Howell, 1987) and
in this study, SDQ student-teacher correlations ranged from .19-.58, average r=.39, higher at pre-test
than post-test. However, the differences highlight different perceptions of functioning, and may also
reflect different contexts of functioning (Kuppens et al., 2009). As Verhulst and Ende (1992, p. 1011)
argue, adolescents are “indispensable informants on their own problem behaviors”; these variations
may help practitioners target their interventions at particular aspects of social emotional regulation,
as well as underscoring the principle of aligning assessment tools to program goals.

Some limitations to this study are that no evaluation of the implementation of DRUMBEAT was
included, therefore we cannot say how fidelity and dose may have varied across the participating
schools. As practitioners need reliable evidence bases for their programs, and to understand how
personal factors can influence effectiveness (Robb, Burns & Carpenter, 2011), this will be important to
include in future studies. Furthermore, the study design did not include a control group, which
constrains confidence in ascribing change to the intervention. The capacity to include a control group
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was limited to an extent by school resources and by the schools’ varying selection procedures for
participation in DRUMBEAT. Finally, there was no measure of participating children’s family
environment, which likely affects their potential for behaviour change (Bongers et al., 2003).

This study adds to an understanding of the effects of DRUMBEAT, and builds on the
recommendations of Ivery et al. (2009) to investigate differences by age and gender. A strength of the
study was that despite the heterogeneity of location, facilitators and implementation, the ten-week
program was associated with an increase in students’ perceptions of self-esteem, as well as their
social and emotional functioning. These changes were also observed by teachers in the children’s
classroom settings. Even though boys and girls of different ages have different normative levels of
self-esteem, and internalising and externalising behaviours, the program goals targeted and
successfully facilitated change for the whole cohort. More broadly, the study shows the effectiveness
of a music-based program that incorporates social-emotional learning into creative and collaborative
group-work; as others have found (e.g., Bittman et al., 2001), group drumming that includes facilitated
discussion and reflection can be more effective than drumming only.
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NEPIAHWVH

H avanTuEn Tng KOLVWVIKNAG KAl OUVALGBNUATIKAG IKAVOTNTAG BEWPEITAL AVATITUELAKOG OTOX0G TNG MALdIKNAG
Kat epnpLkAg NAtkiag. Mapolo mou n MpwiPn GPEOovVTida Kal To OLKOYEVELaKO TMepIBAANOV eival Kaiplag
ongaciag ylwa Tnv gungepia Kal Tnv avamruilakn mopeia Twv Madlwy, oL MapePPACEL] KOLVWVIKO-
ouvaleBnuaTikng pasnong [social-emotional learning — SEL] dUvavTal va PEWOOLY TNV ELAAWTOTNTA TWV
VEWV WG TPOG TNV €0WTEPIKELON KAl EEWTEPIKELON MPOPRANUATIKWY CUUTIEPLPOPWYV EAV OLKOYEVELAKOL N
NMEPLBANNOVTIKOL TAPAYOVTEG TAPOLOLAZOLY KAmMolo Kivduvo. O OKOTMOC QUTAG TNG MEAETNG ATav va
a&loAoynoeL TOV QVTIKTUTIO TOU TPOYPAUHATOG KOLVWVLKO-0LVALOBNUATLKAG ddnong DRUMBEAT (Discovering
Relationships Using Music, Beliefs, Emotions, Attitudes and Thoughts — AvakaAUmTovTag XXE€OELG
Xpnolgomolwwvtag Mouaotikn, MemnolBnoelg, uvalobnuaTa, ITACELG KAl IKEWPELG), Uia mapeppaon Oeka
gBOopadwy og 0XOALKO TAaioto. OL yabnTeg rou EAapav HEPog oTo mpoypapua DRUMBEAT (N = 75, 64% yEvoug
apoevikov, 59% pabnTEg Tou AnpoTikov, 18% ynyeveig) o €EL oxoAeia TG AuoTpaliag, Kat oL eKmaldeuTIKoL
TOUG, CUPTIANPWOAV €va epyaleio AUTOEKTIPNONG KAl TO EpwTnUaToAoylo AuvaToTATWY Kal AUOKOA WY
[Strengths and Difficulties Questionnaire] mptv kat petda Tnv napgppaon. Ot avaAUoELg YPAUUIKOU HIKTOU
HOVTEAOUL £0el€av OTL ONUELWBNKAV ONUAVTIKEG BEATLWOELG OTNV AUTOEKTIPNON TWV HABNTWY, KABwg Kat
OTNV €0WTEPLKELON KAL TNV €EWTEPIKELON CUUMEPLPOPWY, OTIWG AVEPEPAV PaBNTEG Kal ekmaldevuTikoi. H
opada KPOoUOTWY €XEL TN duvATOTNTA VA MPOCEAKUCEL TOUG VEOUG OE €va EKTALOEVTIKO TEPLBAANAOV OTIOU O
puUBPOG, N ouvepyacia KAl n oU{ATNON WTMOPOUV va eVIOXVOOULV TNV KATAVONON €VOOMPOCWIIKWY Kal
OLATPOCWITIKWY dLadIKACLWV.

AEZEIX KAEIAIA
KOLVWVIKN CUUTEPLPOPA, cuvalednuaTikn puduLon, mapéupaocn, HabnTEG, €pnpol, mapeupacn pYe KpouoTd
opyava

42



Approaches: An Interdisciplinary Journal of Music Therapy
12 (1) 2020

ISSN: 2459-3338 | www.approaches.gr

i\ N

APPROACHES

ARTICLE

Music interventions and pain: An integrative review

and analysis of recent literature

Hannah Fidler

Indiana University, USA

Peter Miksza
Indiana University, USA

ABSTRACT

Music interventions offer a low-cost, low-risk adjuvant to traditional therapies.
However, scarce physiological evidence exists to explain how music relieves
pain. In this integrative review, we provide a summary of results in the recent
literature regarding music-induced analgesia and provide a critical analysis of
methodological patterns. We then describe the need for robust theoretical
explanations that could account for the observed effects of music on pain. We
completed a broad electronic search using common search engines to identify
recent experiments and literature reviews that represented the current
understanding of potential causal relationships between music and pain. Thirty-
one articles were synthesised in this review — 23 were individual experiments
and eight were literature reviews. The results show that music-induced
analgesia is a consistently observable phenomenon in clinical settings,
although a minority of articles report inconclusive results. The magnitude of
pain relief is small to modest and results become less conclusive when derived
from indirect measures of pain. Limitations of the recent literature revolve
around operational definitions of pain, varieties of pain examined within articles,
over-reliance on self-reporting scales, rigour in demographic reporting, diversity
and size of samples and weak experimental designs. Theoretical explanations
for the effect of music on pain are varied but undeveloped and lacking in
physiological evidence. We conclude that music-induced analgesia is a
persistently observable phenomenon. To advance the field of study, more
rigorous methodological practices need to be applied and more attention needs
to be focused on finding underlying physiological mechanisms for the
relationships between music and pain.
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Painis awidespread problem but difficult to treat. Surgeries are often needlessly invasive, medications
often have dangerous side effects or risk of addiction and physical therapies are often time-intensive.
Music interventions1 offer a low-cost, low-risk adjuvant to traditional therapies (Good et al., 2002).
Encouragingly, music-induced analgesia has consistently been observed in music intervention studies
(American Music Therapy Association, 2010). However, scarce physiological evidence exists to
explain how music relieves pain. Furthermore, persistent methodological shortcomings undermine the
results of music intervention studies (e.g., Zeller, Good, Anderson & Zeller, 1997) and many unresolved
questions remain about what types of music interventions achieve optimal therapeutic goals (Engwall
& Duppils, 2009).

Previous reviews have largely emphasised the aggregation of studies to inform clinical practices
rather than advance theory about how music relieves pain (Klassen et al., 2008). This integrative review
provides a brief analysis of the methodological characteristics and aggregates results of recent
articles published from 2006 to 2016 but its broader purpose is to make recommendations for future
research that could inform theoretical explanations of music-induced analgesia. The review of results
and methodological characteristics included in this paper serves as context for discussing the
theoretical mechanisms that have been proposed in the literature. The objective of this integrative
review, in accordance with the general aim of integrative literature reviews, is “[...] to create a consistent
and comprehensive panorama of complex concepts” (De Souza, da Silva & de Carvalho, 2010, p. 103)
involved in the study of the effects of music on pain (see also Hanson-Abromeit & Moore, 2014). First,
we will summarise evidence for music-induced analgesia as evinced through measures such as self-
report scales, physiological measures and medication usage. In the discussion section, we briefly
describe common methodological inconsistencies and weaknesses observed in the literature. In doing
so, we highlight difficulties of defining and measuring pain, controversies about the optimal structure
of music interventions, problematic aspects of experimental designs and the lack of physiological
evidence in the literature. We conclude by offering suggestions for future research and describing a
need for robust theoretical frameworks that could explain music’s effects on pain.

De Souza, da Silva and de Carvalho (2010, p. 103) suggest that an “integrative review is the most
comprehensive methodological approach of reviews”, while Hanson-Abrameit and Moore (2014, p. 9)
state that integrative reviews are undertaken for “directing future research by summarising current
knowledge and highlighting gaps in knowledge”. We conducted an electronic search of the literature
in the autumn of 2016 using the following research search engines: Academic Search Premier, RILM
Abstracts of Music Literature, Google Scholar, Psychinfo, Medline, Psychlit; to identify recent
experiments and literature reviews that represented the most current understanding of the relationship

' For the purposes of our review, ‘music intervention’ refers to any use of music in clinical or experimental settings to achieve therapeutic
goals (such as music-induced analgesia). We use ‘music intervention’ to encompass the many uses of music present in the literature, such
as passive listening sessions, active participation in live music-making and sessions with or without the facilitation of a trained music
therapist.



between music and pain. Rather than producing an exhaustive catalogue of the extant research in this
area, our goal was to provide a summary of the recent literature regarding the potential causal effects
of music on pain. As such, our inclusion criteria consisted of true and quasi experiments as well as
literature reviews published in English between the years 2006 and 2016. We used the following search
terms: music, music therapy, music listening, pain, analgesia, analgesic, ache, fibromyalgia, opioid,
intervention, random controlled trial and experiment.

There were no limitations imposed on the search regarding theoretical frameworks, types of pain
studied, sample characteristics, intervention approaches, or dependent measures. We found that 2006
was a reasonable starting year to find a representative sampling of papers without being overly
redundant with similar existing literature reviews. Following De Souza, da Silva and de Carvalho’s
(2010) recommendation, we examined both original empirical studies as well as literature reviews. We
also examined empirical studies that represented a range of methodological rigour and strength. For
each empirical study, we extracted information pertaining to the theoretical framework, sample size,
study design, pain experienced / reported by participants, type of musical stimuli used, dependent
measure(s) and a general summary of the findings regarding the positive effects of music on pain (i.e.,
null, mixed, significant). Summaries of the data extracted can be found in the Appendix as well as
Tables 1, 2, and 3.

Ultimately, we examined 23 empirical studies published between 2006 and 2016. The majority
(thirteen) of the empirical studies we found were conducted in hospitals rather than in laboratory
settings and were designed to inform clinical practices. The most common experimental design was
a randomised controlled trial, engaging adults in passive music listening experience2 as they
underwent or recovered from surgical procedures. However, six of the empirical studies that were
identified focused on patients with chronic pain, and four empirical studies utilised laboratory stimuli
such as noxious heat or cold pressors. One study (Dobek, Beynon, Bosman & Stroman, 2014)
investigated the effects of noxious pain in laboratory conditions that included functional MRI imaging
as a dependent measure. In addition to the 23 empirical studies, we also considered eight previous
literature reviews to aid in our analysis of methodological trends and theoretical frameworks.

The 31 articles explore music's effects on pain, although many also include research about
music and psychological/behavioural variables such as depression or functional mobility. This review
focuses solely on findings about pain, given our purposes and that the primary objective of most of
the research we reviewed was to demonstrate music-induced analgesia. Table T summarises the
prevalence of significant, mixed, and null effects of music on pain as measured by patient self-reports,
physiological measurements, and medication usage (see Table 1).

2 '‘Passive’ here indicates that the participants were left to listen to pre-recorded music without involvement of a music therapist during or
surrounding the listening session.
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Outcome category Significant Null Mixed
Pain 18 3 10
Physiological measurements 2 2 4
Decrease in medication usage 0 2
Efficacy of researcher-selected vs. participant-selected music 2 1 0
Efficacy of active vs. passive music interventions 0 2 0

Table 1: Counts of articles in the current review that concluded significant, null, or mixed results
pertaining to the positive effect of music according to outcome category

Self-reported measures of pain

All empirical studies included in this review asked participants about pain levels using self-reporting
measures such as the Visual Analog Scale (Crichton 2001) or the McGill Pain Questionnaire (Melzack
1975). Out of the 23 empirical studies included, eighteen used more than one self-reporting measure.
Table 2 summarises the wide array of self-report scales found in the empirical studies and literature
reviews included in this integrative review.

Of the 23 empirical studies in this review, 65% (15) concluded that participants in music
intervention groups reported significant decreases in pain. Huang, Good and Zauszniewski's (2010)
study serves as a good example of an experiment demonstrating results with self-reporting scales as
the dependent measure. The authors conducted a randomised controlled trial examining the effects
of passive music listening on the pain of 126 cancer patients in Taiwanese hospitals. Participants
were assigned to either a control group or experimental group in which they were asked to complete
30-minute listening sessions, choosing music from a researcher-supplied selection of Taiwanese and
American music. All music selections provided by the researchers were at a tempo of 60 to 80 beats
per measure and did not contain lyrics. Participants in the experimental group completed Visual
Analog Scales (VAS) before and after listening sessions to measure pain and emotional distress. In
the control group, participants completed the VAS before and after 30-minute intervals of usual daily
activities. Huang, Good and Zauszniewski's (2010) results showed significant reductions in reported
pain for the music intervention group. In the control group, 8% of participants reported pain relief at or
exceeding 50%. In the music intervention groups, 42% of participants reported pain relief at or
exceeding 50%. On average, experimental participants reported pain 1.5 units lower on the VAS than
control participants.

However, not all studies demonstrated such clear and consistent results from patient self-
reports. Of the 23 empirical studies included in this review, 22% (5) published mixed results from self-
reports of pain. For example, two reported significant decreases in short-term pain, but not long-term
pain (Vaajoki et al., 2012; Finlay, 2014). One of the five with mixed results only found significant
reductions in pain on two of three self-reporting scales used in the study (Gutgsell et al., 2013). The
last two with mixed results found significant decreases in pain among participants from one
demographic group but not others. In Mitchell and Hons (2006), female participants reported
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Title of
measure

Categories

of measures

Description of
measure

Fidler & Miksza

Studies using the
measure

Visual
Analog
Scale (VAS)

Horizontal line (usually 100 mm in length) with
word descriptors anchoring each end (e.g., ‘no pain’
and ‘worst pain’). Participant marks on the line the
place that reflects their current pain level.
Numerical score is determined by number of
millimetres from left point of line to the
participant’s mark (Crichton, 2001).

Alam et al. (2016); Allred, Byers
& Sole (2010); Engwall &
Duppils (2009); Finlay (2014);
Good, Ahn & Payne (2008);
Guetin et al. (2016); Guetin et
al. (2012); Hsieh et al. (2014);
Huang, Good & Zauszniewski
(2010); Korhan et al. (2014);
Lee (2016); Linneman et al.
(2015); Man et al. (2015);
Mercadie, Mick, Guetin &
Bigand (2015); Mitchell,
MacDonald & Knussen (2008);
Mitchell & Hons (2006);
Mitchell, Macdonald & Brodie
(2006); Siedliecki & Good
(2006); Tam, Lo & Hui (2016);
Vaajoki, Pietila, Kankkunen &
Vehvilainen-Julkunen (2012)
Total: 20

McaGill Pain
Questionnair
e (MPQ)

Measures of pain

Numerical ratings in response to questions in three
sections: “What does your pain feel like?"” “How
does your pain change with time?” and “How strong
is your pain?” (Melzack, 1975).

Allred, Byers & Sole (2010);
Finlay (2014); Lee (2016);
Mitchell, MacDonald, Knussen
& Serpell (2007); Mitchell,
MacDonald & Knussen. (2008);
Mitchell & Hons (2006);
Mitchell, Macdonald & Brodie
(2006); Siedliecki & Good
(2006)

Total: 8

Numeric
Rating Scale
(NRS)

Participant selects an integer (usually between
zero and ten) that best reflects their pain intensity.
Commonly placed on a horizontal line or anchored
with verbal descriptions such as ‘no pain’ or ‘worst
pain’ (Hawker, Mian, Kendzerska & French, 2011).

Bradt et al. (2016); Dobek et al.
(2014); Engwall & Duppils
(2009); Finlay (2014); Gutgsell
et al. (2013); Lee (2016) Total: 6

Faces Scale
(FS)

Participant chooses a drawing of a face that best
represents their pain intensity (Wong & Baker,
1988).

Engwall & Duppils (2009); Liu &
Petrini (2015); Yu, Liu, Li & Ma
(2009)

Total: 3

Likert Scale

Participant selects response from one of 5 to 7 pre-
coded answers in linear succession of intensity (for
example “strongly agree, agree, undecided,
disagree, strongly disagree”) (Likert, 1932).

Fredenberg & Silverman (2014);
Linneman et al. (2015)
(perceived control over pain)

Total: 2

Functional
Pain Scale

Participant selects numbers to represent intensity
of pain sensations, activity levels, mobility, and
other functions (Gloth et al., 2001).

Gutgsell et al. (2013); Lee
(2016)

Total: 2

Face, Legs,
Activity, Cry,
Consolability
Scale

Assigns numbers to behavioural signs of pain in
five categories such as 0 = ‘no particular
expression’' 1 =‘occasional grimace’ and

2 =‘frequent clenched jaw’ in the ‘Face’ category
(Voepel-Lewis et al., 2002).

Gutgsell et al. (2013); Lee
(2016)

Total: 2

47



Approaches: An Interdisciplinary Journal of Music Therapy

Fidler & Miksza

WHO Quality  Participant chooses numerical ratings about pain, Mitchell et al. (2007)
of Life Scale  mobility, personal and environmental health, social  T4¢4): 1
ties, etc. (WHO, 2004).
Children’s Observation scale for measuring pain in children Lee (2016); Yu et al. (2009)
Hospital of ~ ages one to seven. The scale includes six Total: 2
Eastern categories of pain behaviours, each of which has
Ontario three or four numerical grades of intensity
Scale (Hesselgard et al., 2007).
(CHEOPS)

Measures other than pain

Visual Analog
Scale (VAS)

See above but applied to anxiety, distress, fatigue,
and satisfaction.

Allred et al. (2010) (anxiety);
Good, Ahn & Payne (2008)
(distress of pain); Guetin et al.
(2016) (satisfaction); Mercadie,
Mick, Guetin & Bigand (2015)
(fatigue); Tam, Lo & Hui (2016)
(anxiety)

Total: 5

State-Trait
Anxiety Index
(STAI)

Participants select numerical ratings with verbal
descriptions (such as “almost never” or “almost
always") in response to statements such as “I feel
tense” or “l am a steady person” (Spielberger et
al., 1983).

Alam et al. (2016); Engwall &
Duppils (2009); Garza-Villarreal
et al. (2014); Liu & Petrini
(2015)

Total: 4

Hospital Participants select numerical ratings with verbal Bradt et al. (2016); Finlay
Anxiety and descriptions (such as “not at all” or “very (2014); Guetin et al. (2012)
Depression definitely and quite badly”) in response to Total: 3
Scale (HADS)  statements such as “I get a sort of frightened

feeling as if something awful is about to happen”

or “l have lost interest in my appearance”

(Zigmund & Snaith, 1983).
Likert Scale See above but applied to stress. Linneman et al. (2015)

Total: 1

Center for Scale asks if “during the past week” participant Garza-Villarreal et al. (2014);
Epidemiology  has felt conditions such as “I had crying spells” or  Siedliecki & Good (2006)
Studies “I felt that people disliked me” from “rarely” to Total: 2
Depression “most of the time” (Radloff, 1977).
Scale
Numerical See above but applied to anxiety. Guetin et al. (2016) (anxiety)
Rating Scale Total: 1

Patient Global
Impression of
Change Scale
(PGIC)

Participant rates on scale from 1-7 perceived
change in activity limitations, symptoms,
emotions, and overall quality of life (Busner &
Targum, 2007).

Bradt et al. (2016)
Total: 1

Positive and
Negative
Affect Scale

Participants rate feelings of positive affect
(“enthusiastic, active, and alert”) and negative
affect (“sadness and lethargy”) (Watson & Clark,
1988).

Fredenberg & Silverman (2014)
Total: 1

Expectancy of
Relief Scale

Description unavailable.

Hsieh et al. (2014)
Total: 1

WHO Quality
of Life Scale

See above.

Mitchell et al. (2007)
Total: 1
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Power as
Knowing
Participation
in Change
Tool (version

)

Modified Yale
Preoperative
Anxiety Scale
for children
(MYPAS)

Pain
Catastrophizin
g Scale (PCS)

A 52-question profile that asks about awareness,
choices, freedom to act intentionally, and
involvement in change (Barrett 2009).

A 4-item assessment tool for children’s anxiety in
perioperative settings (Jenkins, 2014).

Participant selects answers on numerical scales
measuring “ruminating, magnification, and
helplessness” (Sullivan, Bishop & Pivik, 1995).

Siedliecki & Good (2006)
Total: 1

Yu et al. (2009)
Total: 1

Garza-Villarreal et al. (2014)
Total: 1

Interference Description unavailable. Bradt et al. (2016)
Scale Total: 1
General Tailored to assess psychological and behavioural  Bradt et al. (2016)
Activities manifestations of chronic pain (Kerns, Turk & Total: 1
Scale of the Rudy, 1985).
Westhaven-
Yale
Multidimensio
nal Pain
Inventory
(MPI)
Timed Up and  Patients are seated comfortably in a chair, then Garza-Villarreal et al. (2014)
Go Task asked to get up at the sound of the word “go” and  T4t4): 1
walk three meters, turn, walk back, and sit down
(Podisadlo & Richardson, 1991).
Pain Disability = Numerical rating scales to determine the extent Siedliecki & Good (2006)
Index chronic pain interferes with daily activities. Total: 1

significant decreases in pain but males did not and in Siedliecki and Good (2006) European-American
participants reported pain relief reaching statistical significance but African-American participants did
not. It is worth noting that the five aforementioned empirical studies still concluded that music
interventions could be beneficial for pain under certain conditions.

Around 13% of empirical studies included in this review (3) attained null results from patient self-
reports during music interventions for pain. For example, a descriptive study by Linneman et al. (2015)
examined the relationship between daily music listening and pain among fibromyalgia patients.
Researchers asked the participants to listen to music as they normally would in their daily lives and
had them fill out a VAS for pain intensity five times daily for 14 days. There were no associations
demonstrated between music listening and perceived pain intensity as reported through the VAS.

In summary, a majority of the 23 empirical studies included in this review published significant
decreases in participant pain using self-reporting scales. However, a minority contained mixed results
and a handful reported only null findings. Effect sizes were generally small to moderate, especially
when sample sizes were also small. However, the effect sizes in the study by Huang, Good and



Zauszniewski (2010) were relatively large even amongst the 65% of empirical studies with significant
results, perhaps because the sample size of n = 126 was also larger than average.

The eight literature reviews we consulted described similar trends. Only two literature reviews
concluded that their sampled studies demonstrated consistent, significant decreases in pain during
or after music interventions (Clements-Cortés, 2016; Tam, Lo & Hui, 2016). The remaining six reviews
expressed cautious optimism that music interventions are an effective pain management tool but
included caveats about the persistent presence of inconclusive results in the literature. For example,
Bernatzky, Presch, Anderson and Panksepp (2011) reviewed 15 randomised controlled trials
examining music and post-operative pain in adults. The authors asserted that these studies
demonstrated “consistent positive trends” but that there were instances of studies with inconclusive
results (Bernatzky et al., 2011, p. 1992). Furthermore, the authors noted that the effect size of music
interventions on self-reported pain was moderate or small in many of the trials.

A 2009 literature review by Engwall and Duppils reached similar conclusions. The authors
synthesised the findings of 14 randomised controlled trials (RCTs) and four quasi-experimental
studies of the effects of music on post-operative pain in adults. The authors found that 15 of the 18
studies showed robust evidence of music-induced analgesia. Overall, Engwall and Duppils (2009,
p. 382) concluded that music “seems to have a beneficial effect on post-operative pain,” but noted that
the range of surgeries in the studies was quite broad and that such a lack of control could be
problematic when attempting to generalise these effects.

The synthesis provided by Klassen et al. (2008) also depicts a mixed picture. These authors
reviewed 19 randomised controlled trials with children undergoing medical and dental procedures.
Only nine studies significantly favoured music intervention groups over control groups, and an
additional two studies favoured “passive” but not “active” music interventions.? The authors write, “our
results show that music is effective in reducing anxiety and pain during clinical procedures in children
and youth”, but they also note the substantial heterogeneity of medical procedures and the fact that
the results “do not definitively indicate for which procedures music therapy will be most beneficial”
(Klassen et al., 2008, p. 126).

The eight literature reviews and 23 empirical studies included in this integrative review provide
extensive documentation of music-induced analgesia through self-reporting scales but the prevalence
of mixed and null results gave many researchers pause. The following sections summarise findings
about music-induced analgesia from physiological measures and monitoring medication usage.

Only six out of the 23 empirical studies in our review measured physiological response during music
interventions for pain. The type of physiological data collected varied from study to study. Vital signs
(e.g., mean arterial pressure, oxygen saturation, heart rate, and respiratory rate) were the most
common physiological measures (Alam et al., 2016; Allred, Byers & Sole, 2010; Liu & Petrini, 2015; Yu

3 According to Klassen et al. (2008, p. 118): “Studies were classified as using active MT [music therapy] if a music therapist
was involved and the therapeutic sessions included interactive communication using music as a medium. Passive MT was
defined as listening to music—whether recorded or live—without the involvement of a music therapist”.



et al., 2009). However, vital signs are only an indirect measure of pain and stress levels, as Allred, Byers
and Sole (2010, p. 16) write: “Pain causes stress, which in turn causes the cardiovascular system to
respond by activating the sympathetic nervous system, resulting in increased heart rate, blood
pressure, and oxygen demand”. Linneman et al. (2015) also took samples of participants’ salivary
cortisol and alpha-amylase as indications of stress. In contrast, one study (Dobek et al., 2014) looked
for direct evidence of pain relief by taking fMRI images of the brain, brain stem, and spinal cord. These
images captured blood oxygenation level dependent (BOLD) response changes in areas known to be
involved in descending analgesic pathways.

Only the study involving fMRI images (Dobek et al., 2014) reported physiological results that
were statistically significant and indicated reductions in pain for participants in music intervention
groups. Three empirical studies (all involving vital signs) reported mixed results: Allred, Byers, and Sole
(2010), Liu and Petrini (2015), and Yu et al. (2009) reported statistically significant improvements to
some but not all the vital signs measured. Two empirical studies, one taking vital signs (Alam et al.,
2016) and the other taking saliva samples (Linneman et al., 2015), reported only null results.

Only three of the eight literature reviews we surveyed included substantial discussion of
physiological data collection (Clements-Cortés, 2016; Lee, 2016; Tam, Lo & Hui, 2016). All three reviews
reported that only some of its included studies included physiological measurements and showed
improvements in these measurements. Given the trends in both the individual empirical studies and
the literature reviews, we conclude that very few researchers included these types of measures in their
studies, and the results were often inconclusive among the studies of those who did gather
physiological data in an effort to searching for biological evidence of pain or stress relief.

Only three empirical studies (13%) in our review reported data about participant medication usage
(Allred et al., 2010; Guétin et al., 2012; Liu & Petrini, 2015). None of the empirical studies found
statistically significant reductions in analgesic medication usage during or after music interventions.
Guétin et al. (2012) measured participant use of analgesic, antidepressant and anxiolytic medications
but found significant decreases only in the use of anxiolytics. Two other individual empirical studies
(Allred et al., 2010; Liu & Petrini, 2015) measured participant use of pain medications, but found no
statistically significant changes during or after music interventions. Given that most of the empirical
studies we reviewed were conducted in clinical settings, data about participant medication usage was
probably available to many more than the three empirical studies in our sample. However, most
researchers did not include medication usage as a measurement of pain relief.

The eight literature reviews we consulted also lacked information about medication usage during
music interventions. Only two reviews (Engwall & Duppils, 2009; Lee, 2016) included studies that
measured patient use of analgesic medications. Engwall and Duppils's (2009) literature review
included 18 studies, but only 11 of those studies reported data about patient use of opioid
medications. Five of these 11 studies (around 45%) reported statistically significant decreases in
patient use of opioids in music intervention groups. A 2016 literature review by Lee included seven
studies that reported data about the use of anaesthetics, 23 studies that reported on opioid usage,
three studies that measured use of non-opioid analgesics, and seven studies that reported data on the



use of sedatives. Lee (2016) found that on average the studies reported statistically significant
decreases in use of analgesic medications, with sedatives being the only exception. However, the
effect size for opioid medications was small, and the effect size for anaesthetics and non-opioid
analgesics was moderate at most.

In summary, this body of research demonstrates that music-induced analgesia is a consistently
observable phenomenon in clinical settings. Decreases in self-reports of pain are the most robust
trend to emerge from the research but there is still a sizeable minority of articles that reported
inconclusive results. The magnitude of pain relief is also worth noting — in many articles, the self-
reported decreases in pain reached statistical significance but were still modest. Furthermore, the
results become far less conclusive when derived from indirect measures of pain, such as vital signs
or use of medication, rather than self-reporting scales. Although most authors of the articles
concluded that music interventions produce pain relief, questions remain about why results continue
to be mixed.

The following section consists of an analysis of methodological inconsistencies and weaknesses
observed in the recent literature. First, we will discuss the difficulty of defining and measuring pain.
Next, we will discuss controversies in the recent literature about best practices when structuring music
interventions. Finally, we highlight concerns about trends in experimental design (e.g., small sample
sizes, lack of randomisation, threats to internal and external validity).

Defining and measuring pain is a notoriously troublesome task. Similarly, defining music and
delineating common characteristics that make certain music ‘therapeutic’ is fraught with challenges.
These challenges are to be expected when approaching a complex subject like music-induced
analgesia. However, certain methodological choices can be more helpful than others when it comes
to clarifying the complex relationship between music and pain.

For example, we found no unified operational definition of pain in the literature. Some
researchers chose a standard definition to use, such as Sin and Chow (2015) who reference a
statement from the International Association for the Study of Pain (2012, p. 979): “Pain is described
as an unpleasant sensory and emotional experience resulting from actual or potential tissue damage”.
Others opt for a description of pain’s physiological effects, such as Allred, Byers and Sole (2010, p. 16)
who write, “Pain causes stress, which in turn causes the cardiovascular system to respond by
activating the sympathetic nervous system, resulting in increased heart rate, blood pressure, and
oxygen demand”. However, many authors did not provide any definition of pain whatsoever — not even



descriptions of the specific type of pain involved in the study.

Although some aspects of pain may seem obvious, the way that researchers define pain can, in
fact, be a point of contention. Many in the scientific community assert that not all pain is the same
phenomenon—that chronic pain is a process distinct from acute pain, or that pain can be classified as
somatic, visceral, or neuropathic and behave in completely different ways (Melzack, 1999; Perron &
Schonwetter, 2001). Others posit that most pain is a perceptual construct of the brain and would reject
the idea that pain is a product of actual or potential tissue damage (Macknik & Martinez-Conde, 2013).
Different definitions of pain can inform how we ask questions about pain and what mechanisms we
might investigate to explain pain relief. Assuming that pain does not need to be defined is poor
scientific practice.

To further complicate the issue, the articles included in this review address an enormous range
of pain conditions. For example, articles included post-surgical pain (e.g., knee arthroplasty,
hysterectomy, blood and marrow transplant), procedural pain (e.g., bronchoscopy, dental work,
acupuncture), chronic pain (e.g., fibromyalgia, neuropathy, musculoskeletal pain) and experimental
pain (e.g., cold pressor, noxious heat). Most articles selected one, specific pain condition, but
sometimes the categories were broad enough that divergent pain experiences were included in the
same study. For example, Good, Ahn and Payne (2008) conducted a quasi-experimental study to
examine the effects of music on patients recovering from gynaecological surgery. However, the
category of “gynecological surgery” included such vastly different experiences as Caesarean sections
and laparoscopic surgeries for malignant tumours. Even the authors of the study noted that their
participants’ physical and emotional experiences varied widely and could have influenced the results.

The heterogeneity of pain types makes comparing results within and between articles quite
challenging. Some authors expressed concern at trying to use the same research methods to detect
pain relief across such heterogeneous types of pain. For example, Engwall and Duppils (2009)
conducted a literature review of 18 studies involving music and post-operative pain. However, the
surgeries ranged “from major abdominal and open-heart surgery to ambulatory surgery” (Engwall &
Duppils, 2009, p. 381). Engwall and Duppils noted that the levels of pain, duration of pain, and timeline
for music interventions varied drastically between these procedures. However, most researchers
applied the same methods to all pain conditions—short, passive listening sessions (without a music
therapist) with self-reports before and after music interventions. Engwall and Duppils concluded that
the types of pain included in any given study could noticeably impact the findings. For example, in
their review, most of the empirical studies without significant findings involved minimally-invasive
laparoscopic procedures. Engwall and Duppils state: “It is possible that the laparoscopic surgery might
have caused a limited extent of pain. Low pain ratings among the participants before the intervention
might have had an influence on the result because initial pain scores were not severe” (Engwall &
Duppils, 2009, p. 381). In other words, the lack of significant results in some empirical studies may
have been because researchers used the same interventions for invasive and non-invasive surgeries.
This begs the question — does music provide more relief to certain types of pain than others? In our
observations, the literature does not provide much insight into these nuances. An equally complex
methodological issue is how to measure pain. Without exception, the empirical studies included in this
review used self-reporting scales to measure pain. Some used self-reports in conjunction with other
measurements such as medication usage or vital signs, however, most relied entirely on self-reports.



Moreover, the majority of significant outcomes in the literature were found with data gathered via self-
reporting scales. While data from self-reporting scales are valuable, they present limitations when
used almost exclusively as an outcome measure. Given that self-reporting scales cannot provide a
measure of physiological changes that could produce real or perceived reductions in pain, it is
important to consider what self-reporting scales do measure.

A growing cadre of researchers are critiquing the efficacy of self-report measures in music
intervention studies. A literature review by Klassen et al. (2008, p. 127) questioned the accuracy of
using self-reporting scales with young children, stating “self-report scales of pain, although reliable
and valid among older children, show bimodal distribution with younger children, indicating that they
may not have the cognitive ability to grade pain on a scale”. Engwall and Duppils (2009) conducted a
literature review of music intervention studies involving adults recovering from surgeries and pointed
out that much of the data collection using self-reporting scales occurred when patients were heavily
medicated, and sometimes even emerging from anaesthesia. Engwall and Duppils questioned the
ability of patients emerging from anaesthesia to accurately self-report using these scales, stating, “the
potent effect of the drugs that are used during general anesthesia could have a negative influence on
the ability to report pain immediately postoperatively” (Engwall & Duppils, 2009, p. 381). Yu et al. (2009)
pointed out that scales used in their study had not been proven effective specifically for children with
cerebral palsy (the focus demographic of the study). Vaajoki et al. (2012) raised concern that their
results came from non-objective outcome measures. Although many of the scales used in the
literature have been rigorously tested for efficacy and accuracy, whether they are being applied in a
valid manner in all situations is clearly a question that has implications for the quality of results.

The assumption that a scale is psychometrically sound may be flawed, however, if the tests of
its efficacy excluded certain medical conditions or demographic populations. A study by Bradt et al.
(2016) is a prime example of this measurement validity problem. Bradt et al. conducted a mixed-
methods feasibility study involving vocal music therapy for people suffering from chronic pain. Their
randomised controlled trial employed a number of self-reporting scales for pain, emotion, and general
functioning. They then held exit focus group interviews to collect qualitative data about participants’
experiences in the trial. Their participants were almost exclusively African-Americans who resided in
low-income, inner-city areas. Bradt et al. (2016) questioned the ability of certain self-reporting scales
to accurately capture the experiences of this particular demographic. For example, they write:

For physical functioning, responses on the General Activities Subscale of the
Multi-dimensional Pain Index showed no improvement. This subscale asks
questions related to social activities (e.g., visit friends, go to the movies) and
chores (e.g., do laundry). In contrast to the quantitative ratings, participants
shared that since participating in the vocal music therapy treatment program
they felt less isolated, had the desire to be around people again, and experienced
joy when being with others. When asked about the discrepancy of these
statements with their questionnaire scores, they provided three main
explanations. First, they stated that many items on the scale did not capture the
benefits they received from VMT. Second, they reported that they refrained from
participating in several items listed on the scale (e.g., going to the movies, taking
a trip) because of financial constraints, bringing the social validity of this scale



into question for inner-city, low-income African Americans. Third, participants
explained that chronic pain had ruined their social relationships and that it would
take more than 8 weeks to restore these. (Bradt et al., 2016, p. 21).

Self-reports also raise the risk of bias in experiments during which the participants cannot be
blinded, as is the generally the case with music intervention studies. Some researchers even informed
participants of possible pain benefits before the music interventions, raising the risk of bias and other
threats to experimental validity such as the Hawthorne effect (Engwall & Duppils, 2009).

After gathering these and other criticisms of self-reporting scales, we conclude that our
understanding of music-induced analgesia will not progress substantially if researchers continue to
rely exclusively on these scales to document the effects of music on pain. While useful, self-reporting
scales can only capture parts of the phenomenon that is music-induced analgesia. More consistent
measurement of medication usage, vital signs, and biomarkers of stress (not to mention further
experiments using brain imaging) would help address the questions left unanswered by self-reporting
scales. While so many of these questions remain (how do we define pain? Are all pains the same
phenomenon? How does music induce pain relief in the brain and body? Under what conditions is
music most effective in reducing pain? etc.) diversifying measurement approaches would undoubtedly
be beneficial.

Our review of the extant literature found a number of unresolved controversies about which types of
music interventions are most therapeutically effective. The two prominent debates were whether
researcher-selected or participant-selected music are more likely to lead to reductions in pain and
whether ‘active’ or ‘passive’ music interventions are more clinically valid. Most researchers chose to
have participants listen to either researcher-selected or self-selected music and appeared to have
strong convictions for one approach or the other. Proponents of self-selected music commonly argued
that a participants’ emotional connection with a piece of music provides great therapeutic value.
Proponents of researcher-selected music asserted that certain musical characteristics such as tempo,
range, and timbre, are key to the therapeutic value of music interventions. However, we found few
articles that actually compared the effects of researcher-selected vs. participant-selected music
within the same trial.

Only two empirical studies in our sample (Mitchell & Hons, 2006; Mitchell, Macdonald & Brodie,
2006) demonstrated statistically significant differences between participants who selected their own
music versus participants who had music selected for them by researchers. Both of these studies
were conducted in laboratory conditions and exposed young adult participants to cold pressor pain.
Results from both studies indicated that participant-selected music was more effective than
researcher-selected music in reducing pain and increasing tolerance to cold pressor pain. However,
we recommend caution generalising broad conclusions from such a small sample of studies.

Another unresolved debate in the literature was that of ‘active’ versus ‘passive’ music
interventions. Generally, ‘active’ interventions consisted of participatory music-making sessions or
listening activities facilitated by a trained music therapist. ‘Passive’ music interventions, on the other



hand, usually consisted of participants listening to pre-recorded music without the presence of a
therapist or facilitator. The vast majority of the empirical studies included in this review involved
passive music interventions. Moreover, some researchers assert that the involvement of a trained
music therapist is required to be considered “music therapy” (American Music Therapy Association,
2010). Our integrative review found only two literature reviews (Klassen et al., 2008; Lee, 2016) that
analysed studies comparing the presence or absence of a music therapist in the same trial. No
statistically significant differences between the types of interventions were found in either analysis.

Lee (2016) conducted a comparative analysis of 87 studies with ‘passive’ music interventions
and ten studies with ‘active’ music interventions, contrasting their effects on self-reported pain scales.
Lee found that on average the ten ‘active’ studies (referred to in the literature review as ‘music therapy’,
all involving a music therapist) resulted in a -1.50 decrease on numerical rating scales of pain. The 87
‘passive’ studies (referred to in the literature review as ‘music medicine’, all without the presence of a
music therapist) showed -1.08 decrease on numerical rating scales of pain. The difference was not
statistically significant but heterogeneity was much higher for ‘passive’/'music medicine’ studies than
‘active’/'music therapy’ studies. Additionally, as Lee (2016, p. 468) points out,

Gallagher, Liebman, and Bijur (2001) reported that the minimum change required
for achieving a clinically meaningful change is 1.3 on 0 to 10 VAS scales. Based
on that recommendation, music therapy is found to be clinically significant,
whereas music medicine is not.

Determining whether specific musical characteristics are inherently therapeutic is also
important to our understanding of music and pain. Understanding the importance of musical features
such as tempo or frequency adds to our knowledge of how music relieves pain. Similarly, knowing if
self-selection of music or active participation in music-making provide the best foundation for pain
relief is highly relevant to clinical practice. However, more research is needed to resolve the
controversies surrounding the various forms that music interventions can take.

A common theme in the recent literature is the questionable methodological rigour in many music
intervention studies. Six of the eight literature reviews discussed in this paper concluded that the
methodological quality of the studies reviewed was poor (see Clements-Cortés, 2016; Engwall &
Duppils, 2009; Klassen et al., 2008; Lim & Locsin, 2006; Sin & Chow, 2015; Tam, Lo & Hui, 2016).
Common methodological critiques included small sample size, strong potential for bias and placebo
effect, lack of true control groups, lack of randomisation, inadequate reporting of methodology, and
inability to double-blind.

These and similar points of critique were echoed by some authors of the individual empirical
studies discussed in this review as well (Allred, Byers & Sole, 2010; Good, Ahn & Payne, 2008; Guétin
etal.,, 2012; Gutgsell et al.,2013; Hsieh et al.,2014; Linneman et al., 2015; Mitchel & Hons, 2006; Vaajoki
et al., 2012). For example, Allred, Byers and Sole (2010) compared the effects of a music intervention
versus a quiet rest period on the pain of 56 adults recovering from total knee arthroplasty. However,
no statistically significant differences between the two experimental groups on self-reports or vital



signs were found. The authors concluded that “since the quiet rest period became an intervention, the
actual effect size was small for both pain and anxiety, resulting in a sample size that was too small to
detect any differences” (Allred, Byers & Sole, 2010, p. 24). The lack of a true control group along with
small sample size (e.g., low statistical power) may have prevented any significant results.

Sample size emerged as a consistent concern among the authors cited in this review. Of the 23
individual empirical studies included in this review, only six had samples of over 100 participants. Eight
studies had between 50 and 100 participants, and nine studies included fewer than 50 participants.
A number of authors listed sample size as a concern, either calling for their experiments to be
replicated with a larger number of participants or listing small sample size as a factor that may have
influenced results.

A number of literature reviews also noted the trend of small sample sizes. For example,
Clements-Cortés (2016, p. 127) conducted a review of music interventions in palliative pain care and
stated, “One of the main issues with the quantitative studies to date surrounds small sample sizes and
an intensified need for studies with increased control and randomization of participants as well as
meta-analyses”. Engwall and Duppils (2009, p. 381) note that in their review of studies involving post-
operative pain in adults, “the sample sizes were generally small [...] Larger samples are desirable to
gather more evidence on the effect of music intervention on postoperative pain”. Lim and Locsin
(2006) conducted a literature review of nine studies examining music interventions for pain in five
Asian countries. Lim and Locsin note that

a sample of 30 participants for experimental and quasi- experimental studies is
considered small (Burns & Grove 1997). Nonetheless, four studies had sample
sizes equal to or less than 30 participants [...] The mixed and inconsistent results
may be explained by the limitations and weaknesses of the studies, such as
small sample sizes and lack of strict control of threats to validity. (Lim & Locsin
2006, p. 194)

Overall, the literature indicates a clear need for larger samples.

Two concerns pertaining to participants’ demographic characteristics emerge from the
literature: (a) insufficient collection of relevant demographic data and (b) inadequate representation
of certain populations in music therapy research. Many studies did not collect (or report) data about
race/ethnicity, socio-economic background, or musical training of their participants. However, those
few studies that examined these variables found that all three can influence the outcomes of music
interventions for pain. For example, Siedliecki and Good (2006) found that the effect of their music
intervention was only significant for the European-American participants in the study, whereas the
results for the African-American cohort were inconclusive. The authors call for greater attention to
ethnic, racial, and cultural differences in the field of study and for methodologies that better capture
diverse experiences of pain, emotional distress, and music.

The second concern is that certain populations are over-represented in music and pain research
while others are underrepresented. For example, most of the articles included in this integrative review
focused on middle-aged adults (40 to 60 years old). Only one literature review (Klassen et al., 2008)
and one empirical study (Yu et al., 2009) focused exclusively on children and only three empirical



studies targeted young adults (Dobek et al., 2014; Mitchell & Hons, 2006; Mitchell, Macdonald & Brodie,
2006). Similarly, most empirical studies included predominantly female participants. The only studies
in which males outnumbered females were studies conducted in China and Taiwan (Huang, Good &
Zauszniewski, 2010; Liu & Petrini, 2015; Yu et al., 2009). However, the only study to control for
fluctuating pain thresholds during the course of menstrual cycles was Dobek et al. (2014). Additionally,
there were no studies that included sexual orientation, gender identity, or intersex status in data
collection.

The research included in this integrative review presented methodological limitations, including
a lack of operational definitions of pain, utilising the same experimental tools despite the variety of
pain, over-reliance on self-reporting scales, lack of rigour in demographic reporting, lack of diversity
among samples, small sample sizes and weak experimental designs. Taken together, these concerns
could be potential reasons for the prevalence of mixed results, threaten the generalisability of the
claims made within the existing research and present substantial challenges for moving the field of
research forward.

Most of the research included in this review was clinical in focus. The researchers were predominantly
concerned with studies demonstrating the effects of music in clinical settings and exploring
implications for the practical work of music therapists. However, very little research has focused on
theoretical frameworks to explain this phenomenon. As Yinger and Gooding (2015, p. 72) state, “music-
based intervention studies have been criticized for the absence of a theoretical framework guiding the
intervention content”. The paucity of research into neurological and physiological mechanisms that
could explain the effects of music on pain is a salient concern in the field and has broad implications
for the future of this line of research.

Given the current lack of an existing evidence base, the question of how music might induce pain
relief is largely unanswered. There is an unfortunate scarcity of evidence for any specific physiological
mechanisms that could underlie a causal relationship between music and pain. General theories about
pain abound and some articles included in this review cite these theories as plausible frameworks for
music-induced analgesia. However, a surprising number of researchers failed to describe any
theoretical underpinnings in their articles, and sometimes those who did demonstrated an outdated
or oversimplified understanding of pain theories. These problems point to issues in research culture
and a possible information gap between cutting-edge pain research and music practice.

An evidence-based theoretical framework for music-induced analgesia could help resolve many
of the unanswered questions about pain and music interventions. An understanding of underlying
mechanisms could provide insight into the continued prevalence of mixed results in clinical settings.
It could also provide explanations for why some music interventions work better than others for certain
types of pain, ages, demographics, and musical backgrounds. Furthermore, it could shed light on the
controversy about passive versus active music interventions. As Yinger and Gooding (2015, p. 72)
state, future research should focus on finding and explaining physiological mechanisms “in order to
better articulate how and why music is selected and applied, and to promote a greater understanding
of the mechanisms of change at work” in music-induced analgesia. Much more attention should be



placed on studies that investigate a biological basis for how music affects pain, not just if music
relieves pain.

More specifically, further research is needed to pit theoretical frameworks against one another
and to accumulate evidence for and against certain underlying mechanisms. Many factors are known
to be involved in the perception and modulation of pain, and any number of these factors could
produce music-induced analgesia. Additionally, research that explores what mechanisms might be
involved in different types of pain (such as chronic vs. acute) or in different types of music activities
(such as active vs. passive) would paint a much clearer picture of how the brain and body interacts
with painful and musical stimuli. In the meantime, even promising explanations of music-induced
analgesia remain unconfirmed.

The empirical studies and literature reviews included in the current paper dealt with theoretical
frameworks in a variety of ways. Six articles failed to describe any theoretical framework at all or did
so in a perfunctory way, such as briefly describing that music’s effects on pain are physiological,
behavioural, and emotional but then declining to elaborate (Vaajoki et al., 2012). There seemed a
surprisingly high number of researchers who did not provide a theoretical framework for how music
influences pain or even how pain functions more generally.

However, an equal number of empirical studies and literature reviews commented on the general
lack of discussion about theory. The authors of this review counted six articles in which authors
lamented the lack of understanding about physiological mechanisms involved in music-induced
analgesia and the subsequent absence of robust theories explaining the phenomenon. For example, a
literature review by Bernatzky et al. (2011) discusses possible explanations for music’s effects on pain,
then points out that the field of research has not advanced far enough to confirm or deny their
propositions. For example, the authors hypothesise that if research into physiological mechanisms
progresses, they “anticipate” evidence that endogenous opioids and other neurochemicals such as
oxytocin might be involved in music-induced analgesia (p. 1990). However, they opine that “the science
of [music therapy’s] benefits has not progressed as rapidly as its acceptance” (p. 1990).

Bernatzky et al. (2011) conclude that many clinical studies point towards music being an
effective adjuvant therapy but note that this evidence is limited when not accompanied by knowledge
of underlying mechanisms:

In sum, evidence is accumulating that music can be used to promote feelings of
wellbeing and to facilitate therapeutic objectives [..] but to most effectively
employ music in [pain-management], the physiological sources and neurological
pathways that give rise to music’s power need to be explored. (Bernatzky et al.,
2011, p. 1992)

Bernatzky et al. (2011, p. 1989) call for further research to “focus both on finding the specific
indications and contra-indications of music therapy and on the biological and neurological pathways
responsible for those findings”. The other articles that highlighted the lack of theoretical frameworks
applied in the literature reached similar conclusions.



Two such articles, an experiment by Garza-Villarreal et al. (2014) and a study by Linneman et al.
(2015), offer a prime example of competing theoretical frameworks in action. Both studies examined
the effects of music on fibromyalgia patients. Garza-Villarreal et al. (2014) compared pain-scale
ratings and timed up-and-go (TUG) tasks between a control group listening to “pink noise” and an
experimental group listening to self-selected music. Linneman et al. (2015) asked participants to listen
to music as they normally would in their daily lives but to fill out reports five times per day for 14 days.
The reports included rating scales for pain intensity, perceived control over pain, stress, and frequency
of music listening (among other variables). These reports were also supplemented with saliva samples
as biomarkers of stress. Garza-Villarreal et al. and Linneman et al. advance very different underlying
mechanisms for music-induced analgesia, only to then caution the reader that these hypotheses have
yet to be verified.

For example, Garza-Villarreal et al. (2014) assert that fibromyalgia sufferers will experience relief
from music because of primary analgesic pathways in the central nervous system (possibly involving
dopamine) and because of secondary cognitive and emotional processes (such as distraction):

Listening to music reduces acute and chronic pain (Guétin et al. 2012; Roy et al.
2012; Korhan et al. 2013). Several studies have suggested that the analgesic
effect of music (or music- induced analgesia) may be secondary to cognitive and
emotional effects that arise from listening to music... Distraction is a well-known
cognitive analgesic mechanism (Tracey et al. 2002; Villemure & Bushnell 2009)
that is present when listening to music. Also, listening to music has been related
to dopamine release from the caudate and the nucleus accumbens (Salimpoor
et al. 2011), and dopamine itself is known to have a role in central analgesia
(Wood, 2008). [...] All this evidence suggests that music-induced analgesia may
be regarded as a “central” type of analgesia, as the effect seems to occur in the
brain stem, secondary to cognitive and emotional brain processes and by means
of central neurotransmitters (i.e., dopamine). (Garza-Villarreal et al., 2014, p. 1)

However, later in the study Garza-Villarreal et al. (2014) acknowledge that “it is not yet known
which are the specific mechanisms behind music-induced analgesia” (p. 4) and that the music-induced
pain relief experienced by some fibromyalgia sufferers in their study was not “directly measured” (p.
6). The explanation that music-induced analgesia is the result of processes in the central nervous
system with secondary cognitive and emotional effects is a logical leap from prior research. However,
as the authors concede, it is a theory that has yet to be directly corroborated.

Linneman et al. (2015) also recruited participants suffering from fibromyalgia but opted for a
completely different explanation of music-induced analgesia. The authors present prior research
showing that music can stimulate the limbic system, reduce cortisol levels (a biomarker of stress) and
impact the autonomic nervous system (ANS). They also summarise well-known facts about pain’s
interactions with stress involving the hypothalamus-pituitary-adrenal axis (HPA axis) and ANS.
Following from this research, the authors assert that music reduces pain by stimulating the limbic
system, which can down-regulate both the HPA axis and ANS:



On a neurobiological level, music listening exerts effects in the central nervous
system that are critical to the modulation of both pain and stress. The limbic
system can be regarded as a key structure in this context, which further impacts
on neuroendocrine and autonomic functioning. (Linneman et al., 2015, p. 434)

Similar to the hypothesis stated by Garza-Villarreal et al. (2014), the explanation posited by
Linneman et al. (2015) flows logically from previous research. However, it involves completely different
brain structures, chemicals, and physiological responses. As with Garza-Villarreal et al. (2014),
Linneman et al. (2015) qualify their assertions with heavy caveats:

Nevertheless, the exact mechanisms underlying the pain- reducing effect of
music remain unclear. One open question concerns whether music listening can
reduce pain per se (i.e., direct effect) or whether it facilitates coping with pain
(i.e., indirect effect). Bernatzky et al. (2012) state that music exerts effects in the
brain that directly impact on the relevant pain circuits, which in turn reduce the
perception of pain intensity. However, the empirical evidence is not consistent
in this regard, as there are also studies showing no music-induced reduction in
perceived pain intensity (i.e., MacDonald et al. 2003). (Linneman et al., 2015,
p. 434)

Linneman et al. used the hypothesis of HPA-axis/ANS down-regulation to guide their study
(specifically the decision to take saliva samples for biomarkers of stress). However, like Garza-
Villarreal et al., they clearly understand that the underlying mechanisms of music-induced analgesia
are an open question.

This comparison of the Garza-Villarreal et al. and Linneman et al. studies demonstrates that
there are multiple plausible theoretical explanations for music-induced analgesia. However, without
more evidence, we cannot say definitively that dopamine is any more or less responsible for the
analgesic effects of music than down-regulation of the HPA axis via the limbic system. Given the
current state of the research, two teams can approach the exact same population (fibromyalgia
patients) with the same research target (music’s effects on pain) and use completely different
frameworks to understand the results.

Bernatzky et al. (2011), Garza-Villarreal et al. (2014), and Linneman et al. (2015) balance the
promising logic of their proffered theoretical frameworks with the acknowledgement that they are as
yet unconfirmed. However, many of the remaining empirical studies and literature reviews that cited a
theoretical framework did so without qualifiers about the scarcity of evidence for or against it.
Furthermore, there was an abundance of theories cited, revealing a lack of consensus in the field of
research. Table 3 provides a summary of all the theories referenced in our sample as possible
explanations for music’s effects on pain. Some of these theories are more robust than others, and
some reveal a more nuanced understanding of pain than others.

For example, one of the most frequently cited theories was gate-control theory. Gate-control
theory states that certain stimuli (such as music) can close neural ‘gates’ in the spinal cord that
transduce painful sensations, thereby relieving pain. Psychologists Ronald Melzack and Patrick Wall
(1965) proposed this theory in the 1960s, and it has since become a widely-accepted model applied in
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Name: Gate-control theory

Discipline: Psychology /
neuroscience

General theory: certain stimuli can close neural
‘gates’ in the spinal cord that transduce
painful sensations, thereby relieving pain.
Relation to music: music somehow closes pain
'gates’ in the spinal cord and reduces
sensations of pain.

Citations using this theory

Engwall & Duppils (2009); Finlay (2014);
Good, Ahn & Payne (2008); Guétin et al.
(2012); Klassen et al. (2008); Lee (2016);
Mitchell, MacDonald, Knussen & Serpell
(2007); Lim & Locsin (2006); Mitchell &
Hons (2006); Mitchell, Macdonald &
Brodie (2016)

Total: 10

Name: Attention/perception
of pain (cognitive pain
modulation)

Discipline: Psychology /
neuroscience

General theory: Distraction can be used to
relieve pain or other unpleasant emotions.

Relation to music: music channels attention
towards a pleasant stimuli and distracts away
from painful stimuli, thereby decreasing
sensations of pain.

Bradt et al. (2016); Garza-Villarreal et al.
(2014); Guétin et al. (2012); Mitchell,
MacDonald, Knussen & Serpell (2007);
Lim & Locsin (2006); Mitchell & Hons
(2006); Mitchell, Macdonald & Brodie
(2016); Mitchell, Macdonald & Knussen
(2008)

Total: 8

Name: Endogenous
opioids/descending
analgesic pathways

Discipline: Neuroscience

General theory: Descending analgesic
pathways in the brain and spinal cord use
endogenous opioids (beta-endorphin, met-
and leu-enkephalins, and dynorphins) and
other neurochemicals to diminish painful
sensations.

Relation to music: Music triggers the release
of endogenous opioids (or other neuro-
chemicals) in the brain and relieves pain via
descending analgesic pathways.

Bernatzky et al. (2011); Bradt et al.
(2016); Dobek et al. (2014); Garza-
Villarreal et al. (2014); Good, Ahn &
Payne (2008); Hsieh et al. (2014)

Total: 6

Not specified

N/A

Clements-Cortes (2016); Guétin et al.
(2016); Liu & Petrini (2015); Man et al.
(2015); Vaajoki et al. (2012); Yu et al.
(2009)

Total: 6

Name: Stress (HPA axis,
autonomic nervous system)

Discipline: Neuroscience

General theory: Pain interacts with the
hypothalamus-pituitary-adrenal axis (HPA
axis), which controls the body's stress
response. Stress leaves physical traces, such
as increased cortisol levels or stimulation of
the sympathetic nervous system (resulting in
quickened heartbeat, increased blood
pressure, etc.) Pain and stress can form a
self-reinforcing feedback loop.

Relation to music: music acts in some way to
mitigate stress via down-regulation of the
HPA axis, thereby decreasing pain.

Alam et al. (2016); Linneman et al.
(2015); Bernatzky et al. (2011); Allred,
Byers & Sole (2010); Tam, Lo & Hui
(2016)

Total: 5

Name: Neuromatrix theory

Discipline: Psychology /
neuroscience

General theory: perception of pain is not the
brain’s passive response to peripheral stimuli,
but an active generation of a subjective
experience in a network of neural processing
loops (called the ‘neuromatrix’).

Relation to music: music acts in some way to
influence the construction of this subjective
pain experience and mitigate the perception
of pain.

Finlay (2014); Mitchell & Hons (2006);
Mitchell, Macdonald & Brodie (2006)

Total: 3
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Name: Limbic/paralimbic
affective pain modulation

Discipline: Neuroscience

General theory: areas of the brain that process
emotion and mood interact with perceptions
of pain.

Relation to music: music is a powerful
modulator of emotion and may interact with
limbic structures that also influence pain
perception.

Bradt et al. (2016); Guétin et al. (2012);
Linneman et al. (2015) Total: 3

Name: Pleasure, reward,
and motivation centres of
the brain

Discipline: Neuroscience

General theory: over time, pain changes the
way that pleasure, reward, and motivation
centres of the brain responds to stimuli.

Relation to music: music is known to activate
these areas of the brain and could potentially
serve to mitigate the effects of pain in these

brain regions.

Hsieh et al. (2014); Linneman et al.
(2015)

Total: 2

Name: Good and Moore
theory of acute pain
management and middle-
large pain management

Discipline: Nursing

General theory: outlines guiding principals of
clinical pain management (for example, the
idea that non-pharmacological adjuvants to
analgesic medication can reduce pain).
Relation to music: Music is worthy of
exploration as a non-pharmacological
adjuvant to medication.

Huang, Good & Zauszniewski (2010),
Lim & Locsin (2006)

Total: 2

Name: “Neurosignatures”
and chronic pain
Discipline: Psychology /
neuroscience

General theory: as a corollary to neuromatrix
theory, each person’s brain produces a unique
participative experience of pain called a
“neurosignature.” These neurosignatures
often change when people undergo chronic
pain.

Relation to music: Music may disrupt or
restore certain aspects of neurosignatures in
chronic pain sufferers.

Finlay (2014)
Total: 1

Name: Meyer's theory of
music and emotion

Discipline: Music theory

General theory. conceptualises the affective
power of music.

Relation to pain: the emotional influence of
music can be harnessed to process pain.

Lim & Locsin (2006)
Total: 1

Name: Roger's science of
unitary human beings

Discipline: Nursing

General theory: views nursing as both a
science and an art that must insert itself into
the life processes of unified (i.e., not divisible
into unconnected parts) human beings.
Relation to music: music interacts with many
patterns in the unified human and should be
explored as an adjuvant therapy in nursing.

Siedliecki & Good (2006)
Total: 1

Name: Barrett's theory of
power

Discipline: Nursing

General theory. defines power as the knowing
participation in change.

Relation to music: music interventions can

increase power through participation in
change (i.e., pain relief).

Siedliecki & Good (2006)
Total: 1

Table 3: Summary of theoretical frameworks presented in the literature to explain music-induced analgesia

pain research. However, a number of issues remain with this theory. Although there is evidence that
certain stimuli do seem to ‘turn off’ or at least dampen pain signals, researchers have yet to discover
the physical manifestation of the metaphorical ‘gates’ in the spinal cord. Despite our rapidly-increasing
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knowledge about how neurons function in the brain and spinal cord, we have yet to identify a specific
mechanism that correlates with the premises of gate theory.

Furthermore, gate-control theory has been modified, enriched and augmented significantly since
the 1960s. For example, Ronald Melzack (1999) himself proposed the complementary ‘neuromatrix
theory’ to help explain observations about subjective pain experiences that could not be accounted for
with gate-control theory, such as the way that pain thresholds change over time in people who suffer
from chronic pain. Additionally, the knowledge that we now possess about the brain and body far
surpasses that of the 1960s, and current theories of pain tend to embrace a wide array of complex
variables. Gate-control theory remains an elegant model but is limited in its ability to accurately
describe the physiological mechanics of a brain processing pain.

It is not surprising that many researchers would look to music as a type of stimuli that can close
pain ‘gates’ in the spinal cord. However, we found many researchers referencing gate-control theory
without caveats about the theory’s limitations or questions about how to find physiological evidence
for gate-control theory in action. At a certain point, referencing gate-control theory as an explanation
for music-induced analgesia raises more questions than it does answers.

The literature included in this integrative review demonstrates a need for better understanding
of the mechanisms involved in music-induced analgesia. Fortunately, some researchers have
acknowledged this need and have also called for extensive inquiry to these ends. However, this review
found only one study that produced evidence of potential underlying mechanisms for music-induced
analgesia: an experiment by Dobek et al. (2014) which claims to be the first to use neural imaging to
investigate music-induced analgesia.

Dobek et al.’s (2014) randomised controlled trial introduced participants to noxious heat stimuli
and asked them to rate their pain on a 100-point scale with verbal descriptions. The experimental group
brought in a self-selected piece of music at least 215 seconds long to listen to via headphones while
undergoing the noxious heat. However, Dobek et al. (2014) also took fMRI images of both control and
experimental groups during the course of the experiment. The fMRI images of the brain, brain stem,
and spinal cord were taken to examine changes in BOLD responses in parts of the brain that are known
to be involved in nociception, pain modulation, and audition of music.

The results of the subjective pain ratings showed an average of five points difference between
the control and experimental group or roughly a 10% pain reduction in the experimental group. The
results of the fMRI images supported the findings that participants in the experimental group were
experiencing pain relief. As would be expected, the experimental group’s fMRI images showed activity
in brain areas involved in pain perception and music audition. However, the images also showed
significant changes to BOLD responses in areas of the brain that are known to play a role in pain
modulation. As Dobek et al. (2014, p. 1066) state,

Results of this study are consistent with the hypothesis that pleasurable music
evokes opioid release that may act on the limbic system, dorsolateral prefrontal
cortex, and periaqueductal gray matter to activate the descending analgesia
pathway. Subsequently, music produced a lower response magnitude in the
dorsal horn of the spinal cord, which may have contributed to reduced pain
perception.



These findings offer evidence to the theory that endogenous opioids/descending analgesic
pathways are a primary mechanism for music's effects on pain.

Dobek et al.'s (2014) study was certainly limited in scope as it only included 12 participants, all
of whom were females between the ages of 18 and 40. Replicating Dobek et al.’s results with a larger
and more diverse sample size would certainly strengthen the evidence. Furthermore, as Dobek et al.
(2014, p. 1066) note, “Future studies are needed to specifically probe whether music reduces pain by
attention or emotion, or by another mechanism entirely”. Additionally, future studies could examine
other variables in pain modulation such as the HPA axis and stress responses. Although limited in
scope, the Dobek et al. (2014) study is a step towards greater understanding of underlying
mechanisms and provides a launching point for future investigation into music-induced analgesia.

Research into music’s effects on pain has historically focused on clinical settings. Although this
focus is essential for practice, it may also lead to a lack of emphasis on accruing physiological
evidence that could point to the underlying mechanisms behind music’s effects on pain. In addition to
contributing to the therapeutic goals, future researchers should focus on pitting theories against one
another and accumulating evidence for and against specific physiological explanatory mechanisms.
The results from such studies should shed light on many of the unanswered questions in the field and
provide helpful guidance for researchers concerned with clinical applications of music interventions.
As Bernatzky et al. state in their 2011 literature review, “Finding the basis of the neurophysiological
effects of the affective power of music may allow us to more fully harness the utility” of music in
therapeutic settings (p. 1990). Without this evidence, “the controversies over the magnitude of
musically promoted therapeutic effects are bound to continue” (p. 1990).

The existing literature provides extensive documentation of music-induced analgesia. However,
opportunities to further the body of knowledge are abundant given that many questions about music
and pain remain unanswered. Researchers can advance the field of study by creatively approaching
unresolved debates (e.g., how best to measure pain, what types of music interventions are most
therapeutic, what are underlying mechanisms of music-induced pain relief). This may require more
extensive cross-disciplinary conversations between experts in music therapy, music medicine,
neuroscience, and clinical practice and the potential for such collaborations should be embraced.
Improving the methodological quality of music and pain research should also be a primary focus of
future studies. Researchers should aim to increase sample sizes, employ more rigorous randomisation
and blinding techniques, and report demographic details more carefully. All of these methodological
improvements will help to accumulate evidence for and against competing types of music
interventions and theoretical frameworks. The more we understand how and why music relieves the
pain, the better we can employ music interventions as a low-risk, low-cost adjuvant to traditional pain
management.
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The table below offers a summary of individual empirical studies included in this integrative review.

Design

Pain

Type of musical stimuli

Summary of findings

experience

Alam et al. 155 Single-blinded  Excisional Relaxing music, guided Results inconclusive for patient

(2016) randomised surgery for imagery. Music was standard pain but showed decreases in
control basal and across all subjects. Described surgeon anxiety.
experiment. squamous as soothing and featuring
(Measured cell nature sounds. 30:25
outcomes for carcinoma recording at 60 to 70 bpm.
both patients
and surgeons)

Allred et al. 56 Randomised but First Celtic Flutes, World Flutes, Results inconclusive because

(2010) not controlled.  ambulation Beethoven's Moonlight, music intervention group was
Adult subjects. onday 1 after Native American Flute and compared to quiet rest group

total knee Guitar, Peaceful Harp, (itself an intervention). Both
arthroplasty  Chopin’s Nocturne. Twenty groups demonstrated improved
minutes before and after anxiety and pain.
ambulation.
Bradt et al. 55 Mixed methods Benign Active music therapy (choral  Quantitative and qualitative
(2016) feasibility study. chronic pain  group experience). results overwhelmingly positive
(patients reported relief).

Dobek et al. 12 Randomised Noxious heat Self-selected piece of music  Participants reported 10%

(2014) control (Medoc TSA-Il at least 215 seconds long decrease in pain and imaging
experiment and  thermal with listening via found BOLD activity in areas of the
brainimaging  sensory headphones. brain involved with pain relief as
study. analyser) well as expected areas of pain

perception and music audition.

Finlay (2014) 23 Longitudinal Chronic, non-  Listening to the same musical Some evidence of short-term pain
study of chronic malignant excerpt for 28 days. Subjects relief but not long-term relief.
pain sufferers  pain were given the choice
vs. controls with between two unfamiliar jazz
no chronic pain excerpts (60-90 bpm) and
or emotional listened to that excerpt the
problems. entire trial.

Fredenburg& 32 Randomised Blood and Session with a music Results indicate positive changes

Silverman control marrow therapist who designed live in pain perception and affect

(2014) experiment. transplant activities based on patient (positive and negative) for music

preferences. Sessions lasted group.
30 minutes.

Garza-Villarreal 22 Within-subjects Fibromyalgia Self-selected piece of Relaxing, pleasant music reduced

etal. (2014) experimental relaxing, pleasant musicvs.  pain and increased functional
design. ‘pink noise’. mobility.

Good, Ahn & 73 Quasi- Genealogical Korean or American music Music plus analgesics reduced

Payne (2008) experimental, post- (self-selected from among a  pain more than analgesics alone.
pre-test/ post-  operative pain number of options) listened
test experiment. to for 15 minutes at four

checkpoints.

68




Approaches: An Interdisciplinary Journal of Music Therapy

Fidler & Miksza

(participants
chose

miscellaneous environmental
sounds. Passive or active

Guétin et al. 87 Single-blinded  Chronic pain  Two daily sessions of music  Music group had significant
(2012) randomised listening for 60 days. reduction in use of anxiolytic
control study. agents and reported less anxiety
and depression.
Guétin et al. 53 Descriptive, Mixed Smart-phone based app Listening to self-selected music
(2016) quasi- called Music Care, each for 20 mins reduced pain.
experiment. patient used the application
at least once.
Gutgselletal. 200 Randomised Palliative care 1 session with a music Less pain reported in music
(2013) control (majority therapist engaging in therapy group. Increase in
experiment. cancer listening and live music functional pain scale scores in
patients) activities. music therapy group.
Hsieh et al. 48 Randomised Noxious heat Self-selected music that met Rating lowest at post-test for
(2014) control certain criteria about length,  music condition.
experiment. mood, etc.
Huang, 126 Randomised Cancer Music selected from a Music group experienced more
Good & control number of Taiwanese and pain relief than controls.
Zauszniewski experiment. American options. 60 to 80
(2010) bpm, no lyrics. 30min
listening sessions.
Korhanetal. 30 Within-subjects Neuropathic Classical Turkish music Decrease in pain for music
(2014) experimental pain played via MP3 player; 60 to  condition that indicated a
design. 66 bpm, Nihavend mode. 60  cumulative dose effect over time.
mins.
Linnemannet 30 Descriptive Fibromyalgia Daily listening habits (self- Improved perceived control over
al. (2015) quasi- selected by the participants.) pain, especially when music was
experiment. On average, participants positive in valence. Effects of
listened to music for two music not mediated by biomarkers
hours per day. of stress.
Liu & Petrini 112 Randomised Thoracic 30min soft music listening Decrease in pain anxiety, systolic
(2015) control surgery sessions (‘melodious’ ‘soft’ blood pressure and heart rate for
experiment. and 60-80 bpm) for three music group.
consecutive days
Mercadieetal. 22 Quasi- Fibromyalgia Music selections available Reduction in pain and fatigue
(2015) experimental from the Guétin "Music Care” when listening passively.
design smartphone app vs.

design.

silence.

condition) listening conditions.
Mitchell & 54  Within-subjects Cold pressor  White noise, researcher- Preferred music listening results
Hons (2006) experimental pain selected "relaxation” music, or in more tolerance to pain and
design. participant-selected music. greater perceptions of control.
Mitchell etal. 44 Within-subjects Cold pressor  Participant-selected music Preferred music listening results
(2006) experimental pain vs. humour tapes (chosen in more tolerance to pain and
design. from among a selection greater perceptions of control.
provided by researchers) vs.
verbally administered
arithmetic tasks.
Mitchell etal. 80 Within-subjects Cold pressor Participant-selected music Preferred music listening results
(2008) experimental pain vs. visual art distraction vs. in more tolerance to pain, less

anxiety, and greater perceptions of
control.
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Siedliecki & 60 Randomised Chronic, non-  Participants were designated Music intervention led to
Good (2006) control malignant to either ‘patterned music’ or  improvements for pain, power,
experiment. pain ‘standard music' groups and  depression, and disability. No
made selection from provided differences between patterned
songs within those groups. and standard music.
Listened one hour a day for
seven days.
Vaajokietal. 168 Quasi- Abdominal Participants chose music Short-term decreases in pain and
(2012) experimental surgery from 2000 popular and pain distress for music group. No
design. classical Finnish songs effects after second postoperative
downloaded onto an iPod. day.
Yuetal.(2009) 60 Randomised Acupuncture  Music: 30 Chinese or English  No effect of music and
control treatments popular kids' songs, 20 acupuncture on pain. Music group
experiment. for patients educational songs, 15 reported reduced anxiety.
with cerebral Christmas songs, 15 lullabies,
palsy ten nursery rhymes, 12 folk
songs, and ten school songs.
Patients selected ten songs
they liked. Listened for
30mins.

EAAnvikn mepiAnyn | Greek abstract

Moucoik€g mapepBacelg Kat movog: Mia TEPLEKTLKI AVAGKOTNON
Kat avalvon Tng mpoopartng BLBAoypapiag

Hannah Fidler | Peter Miksza

MEPIAHWH

Ol JOUGIKEG TApPEPUPRACELG TPOCPEPOLY ULd XAPNAOL KOGTOUG, XaUNAoL KLvdUVOUL ETIKOUPLKI CUVOPOUN OTLG
napadootakeg Bepaneieg. Mapoha avTd, Ta undpxovTa Blo-puctoloyikd eupnpara [physiological evidence] mou
€€nyolVv TO WG N HOUGLKN AVAKOUPIeL anod Tov MOVo eival omavid. € AUTH TNV TMEPLEKTIKI AVAOKOTNON
MapEXOLPE Pla MepiANYn TwWV anoTEAEOUATWY and Tnv mpooparn PBLBAloypapia OXETIKA PE TN HOUOLKA-
npokAnBeioca avalynoia [music-induced analgesia] kaBwg kat pla KPLTIKA avaluon Twv PeBodoAoyLKwWV
ETLAOYWV. ZTN CUVEXELA TIEEPLYPAPOUE TNV AVAYKN YLa LOXVPEG BEWPNTIKEG DLEVKPLVACELG TToL Ba propovoav
va €Enynoouv TIG TAPATNPOUVMPEVEG €TUdPACELS TNG MOUCIKAG oTov Tovo. OAOKAnpwoaue pla gupeia
NAEKTPOVLKA avagnTnon XPNOLUOTOLWVTAG KOLVEG HNXAVEG avagdnTnong yla TOV EVTOTUOUO TPOOPaATwWV
TIELPAPATIKWY PEAETWYV Kat BLBALOYPAPIKWY AVACKOTIOEWY TIOU AVTLIIPOCWIIELAY THV TPEXOUOA KAaTavonon
TWV MBAVWV ALTIOKWY OXECEWV PETAEL HOUCLKAG KAl TIOVoU. TplavTagva dpBpa GUYKEVTPWONKAV O auTrh TNV
avaokomnnon — 23 NTav HEPOVWHEVEG MELPAPATIKEG HEAETEG KAl OKTW ATaV BIRALOYPAPLKEG avaoKoTnoeLg. Ta
arnoTeAéopaTa deixvouv OTL N PHoUCLKA-TpokAnBeica avalynoia eival €va oTaBepd MapaTnPACLHO PALVOUEVO
o€ KALVIKA TAaiola, av Kat gla pelovotTnTa Twy dpBpwv Kataypdpel acapn anoTeAéopara. To peyebog TnNG
avakouPpLong Tou MOVOU €ival amd PIKPO €wg HETPLO KAl T amoTeAEopaTa yivovtal AlydTEPO KATAANKTLKA
OTav TPOEPXOVTAL amd €Ppeca epyaleia agloAdynong Tou TOVOU. STOUG TEPLOPLOPOUG TNG TPOCPATNG
BiBALoypapiag mepthapBavovTal oL AELTOUPYLKOL OpLOPOL TOU TOVOU, Ta €(6n TOL TTOVOUL Tov e€eTdovTalL OTA
apbpa, n umepPolikn xpnon epyaieiwv auTo-avapopdg, n avoTnEOTNTA OTNV avapopd dnHOYPAPLKWY
oTOLXELWYV, N TOIKIAOHOPYpia KAl TO PEYEBOG TWV JELYPATWY Kal TWV adVVAUWV MELPAPATIKWY EPEVUVNTIKWV
oxedlaopwy. Ol BewpNTIKEG EMEENYNOELG yIA TNV EMIdPAON TNG HOUGIKNAG OTOV TOVO MOLKIAoLV aAAd gival

70



Approaches: An Interdisciplinary Journal of Music Therapy Fidler & Miksza

QVETAPKWG AVETITUYHEVEG KAl OTEPOLVTAL BLO-(PUCLOAOYIKWY TEKUNPILWYV. KATAARYOUE OTO CUPTEPACHA OTL N
HOUOLKA-TIpoKANBeioa avalynoia mapap€vel €va CUVEXWG MApATnNENOLUo pawvopevo. Ma TNV MEpPALTEPW
avanTugn Tou Mediov XpelddeTal va €PAPHUOCTOUV TIO AUOTNPEG HEBODONOYLKEG TPAKTIKEG Kal va 8oBel
PEYAAUTEPN TPOCOXN OTNV SLEPEVVNON TWV UMOKEIPEVWY BLO-PUCLOAOYIKWY UNXAVIOPWY TIOU apopoLV TIG
OX£0ELG PETAEV PHOUGLKAG Kal TOVOU.

AE=EIX KAEIAIA

HOUGCLKEG MapepPAoELg, HOLGLKOBeparneia, mOvog, dlaxeiplon movou, Jouaika-pokAnBeioa avakynoia [music-
induced analgesia], evaAAaKTIKEG Bepaneicg
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Many professional disciplines work towards improving and increasing research in healthcare, and the
Bonny Method of Guided Imagery and Music (GIM) is one such approach. GIM is an exploratory
method that involves listening to specifically selected sequenced music in a relaxed state to elicit
imagery, memories, experiences, symbols, feelings, creativity, therapeutic intervention, self-
understanding, awareness, and spiritual experience (Short, Gibb & Holmes, 2011; Summer, 1988).
Listening to therapist-selected music in a relaxed state brings the imagination into conscious
awareness, as the imager describes these experiences with the guide as they image simultaneously
(Clark & Keiser, 1986; Short, Gibb & Holmes, 2011). The supported process of listening to the
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programmed music in this relaxed state allows GIM to reach the deep layers of the unconscious and
bring latent, blocked and repressed information and material to conscious awareness to be processed,
to develop awareness and find resolution (Pickett, 2002).

Practitioners using the specialised method of the Bonny Method of Guided Imagery and Music
(GIM) (Bruscia & Grocke, 2002) frequently work alone in private practice, and opportunities for
engagement with other professionals may be limited. However, increasingly across the broad
healthcare spectrum, practitioners are expected to engage in interprofessional collaborative practice
in order to improve client care (Strober, 2011; Tracy & Chlan, 2014; Green & Johnson, 2015). In the
context of increasing the evidence base for best practice in GIM, such interprofessional collaboration
also applies to research practices and how this further informs and advances clinical practice (Clarke
et al., 2012; Remedios & Gummesson, 2018). This article seeks to identify and explore the role of
interprofessional collaboration in research activities related to GIM, for example, in supporting
research development and implementing research studies. In order to address this, 1) we provide an
analysis of interprofessional collaborative research in GIM; 2) we provide a rationale for engaging and
increasing collaborative practices in GIM clinical practice and research; 3) we explore definitions of
the different types of collaborative research; 4) we explore competencies for such work; 5) we explore
effective interprofessional research teams; 6) we consider the barriers and challenges to
interprofessional collaborative research; and 7) we provide advice about the management of
interprofessional collaborative research teams. Our framework and understandings are then
demonstrated via two separate case studies leading to the conclusion that researching in a
collaborative manner strengthens research and its subsequent application to practice. Developing a
working nomenclature is critical in order to better understand collaborative work in professional
practice, before delving further in.

It is important to understand the terminology, language and meaning of collaborative work in the
professional healthcare domain. Two terms requiring definition at this point include: multidisciplinary
and interprofessional practice. Multidisciplinary practice focuses on working with the same client group,
but with each professional discipline maintaining its own unique contribution to care to help solve a
problem (Aboelela et al., 2007). For example, a client recovering from cardiothoracic surgery may visit
the cardiac specialist, the family doctor, the dietitian, the physical therapist, the cardiac rehabilitation
nurse/program and the GIM therapist. Each modality has its own specialist skills to bring to the client,
but outside of the hospital or medical situation there is limited formal communication between the
professionals, and collaborative decision-making rarely occurs. In contrast, interprofessional practice
extends beyond multidisciplinary practice, serving as an integrated approach focusing on
collaboration and sharing of information, expertise and decision-making (Caldwell & Atwal, 2003). For
example, this can include working with a client who is engaged in trauma work in their therapeutic
process. The client has a primary therapist who is a verbal therapist. The primary therapist recognises
the client is not able to fully process her trauma through her words alone. The client identifies a desire
to utilise creative modalities to help her process her trauma. The primary therapist refers the client to



work with a GIM practitioner and an art therapist. In this process, each clinician brings their unique
expertise to the process, and they work and communicate together for the best interests of the client.
They make decisions collaboratively and with the client's permission inform each other of the work
the client has done within each modality to successfully support the client’'s therapeutic process.
Understanding how interprofessional collaboration is defined provides a basis to explore how it is
represented in our literature and how frequently it is a part of research and practice in the Bonny
Method of Guided Imagery and Music. The next section explores the GIM literature and reviews
interprofessional collaboration in the literature.

We sought to understand the current status of interprofessional collaborative research in relation to
practice in the field of GIM, since practitioners of the specialist GIM technique typically work alone.
Journal articles typically provide good examples of research and investigative practices relating to
improvements and understanding in any given profession (Lukka & Kasanen, 1996; Peighambari,
Sattari, Kordestani & Oghazi, 2016; Vessey, Ramesh & Glass, 2002). In order to explore collaborative
practices in GIM literature, we reviewed articles from the Journal of the Association for Music and
Imagery (JAMI) as examples of thinking and practice in GIM literature and used this as a proxy to
indicate collaborative research approaches. JAMI is the official and sole journal dedicated to the GIM
method. Our assessment was completed by reviewing the index of each published journal edition
(Association for Music and Imagery, 2016-2018) and coding the number of authors for each article, in
terms of whether single or multiple authors were listed for the manuscript and their respective
disciplines. This data was then processed and analysed using descriptive statistics. Results of our
analysis showed that during the time span 1992-2016, there were 15 editions of JAMI, comprising a
total of 101 published articles. Few papers (9) listed multiple authors, suggesting that only 9% of
published papers were collaborative in nature (see Figure 1), appearing in only five of the editions of
the journal. Based on the only data available, our analysis suggests that GIM practitioners are not
typically collaborative in their thinking, practice and research.

In order to create a comparison, we analysed publications from 2000-2016. Peer-reviewed
journals were analysed. Articles that included multiple authors from more than one discipline were
identified as interprofessional, while those that included multiple authors from the same discipline
were not. Additionally, data regarding the disciplines represented in these publications was also
gathered. For this analysis, book reviews, editorials and letters to the editor were excluded, as our
focus is on collaborative research.

For this analysis, two leading music therapy journals (Journal of Music Therapy and Nordic Journal
of Music Therapy) were included, in addition to the Journal of the Association of Music and Imagery.
Table 1 illustrates the total number of articles reviewed from each journal as well as the percentage of
single discipline articles, meaning only one discipline was represented by the author or authors. Table
1 also indicates the percentage of articles with authors that represented two or more disciplines,
indicating an interprofessional approach.
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Figure 1: Review of JAMI volumes for articles by multiple authors

Total Perce_'ntage Percentage of Number of L .
. of single . L L Disciplines represented in
Journal articles S interdisciplinary disciplines : L .
: discipline : interdisciplinary articles
reviewed : articles represented
articles
Journal
Association of o Psychology, Psychiatry, Physical
. % % .. .

Music and 101 N% % 4 Medicine, Public Health

Imagery

Journal of Biology, Physmtherapy, Psychology,

Music Thera 7 Occupational Therapy, Speech

0, o,
Py 106 88% 12% Therapy, Statistics

Psychoacoustics, Musicology,
General Practice Medicine,

Nordic Journal Psychiatry, Psychology, Statistician,

of Music 256 89% 11% 15 Audiology, Neurology, Neonatology,

Therapy Public Health, Social Services,
Otolaryngology, Pediatrics, Social
Work, Physical Therapy

Table 1: Interprofessional journal analysis
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Percentage
of single
discipline

articles

Total Percentage of
interdisciplinary

articles

Disciplines represented in
interdisciplinary articles

Journal articles
reviewed

Law, Nursing, Public Health, Psychology, Biomedical

Journal of the Engineering, Health Sciences, Healthcare
American o o Administration, Statistics, Medicine, Osteopathic

. 189 33% 67% . . . .
Medical Medicine, Biology, Respiratory Therapy, Veterinary
Association Medicine, Dietetics, Pharmacy, Addictions, Business

Administration, Mindfulness-Based Stress Reduction

Nursing, Public Health, Psychology, Biomedical
Engineering, Health Sciences, Healthcare

fﬂrgé?silniare 513 35% 65% Adm.in.istrat_ion, Statistigs, Medicine, Oste(_)pathic
Medicine, Biology, Respiratory Therapy, Dietetics,
Pharmacy, Social Work, Infection Control, Economics
Nursing, Public Health, Psychology, Biomedical
Health Engineering, Business Administration, Health
Services 335 22% 78% Sciences, Healthcare Administration, Statistics,
Research Medicine, Osteopathic Medicine, Biology, Respiratory

Therapy, Dietetics, Pharmacy, Social Work

Table 2: Related healthcare journal analysis

The data indicates that the percentage of interprofessional publications varies significantly. The
healthcare-related journals analysed included Journal of the American Medical Association, Critical Care
Medicine, and Health Sciences Research. Table 2 illustrates there is a much higher percentage of
interprofessional publications (65-78%) in these journals, while in the leading music therapy journals
thisis around 11-12% and in the Journal of the Association for Music and Imagery, 9%. While this analysis
provides a glimpse into interprofessional publication practices, further understanding of the nature of
differing collaborative practices is vital for recognising the innate benefits and challenges of
implementing interprofessional research.

The data indicates that the percentage of interprofessional publications varies significantly. The
healthcare-related journals analysed included Journal of the American Medical Association, Critical Care
Medicine, and Health Sciences Research. Table 2 illustrates there is a much higher percentage of
interprofessional publications (65-78%) in these journals, while in the leading music therapy journals
this is around 11-12% and in the Journal of the Association for Music and Imagery, .09%. While this
analysis provides a glimpse into interprofessional publication practices, further understanding of the
nature of differing collaborative practices is vital for recognising the innate benefits and challenges of
implementing interprofessional research.

The analysis of related healthcare journals in Table 2 suggests a higher percentage of
interprofessional collaboration outside of the GIM field. In fact, the positive effects of such
interprofessional collaboration in the health sector have been studied by various authors. O'Sullivan,
Stoddard and Kalishman (2010) identify six benefits of collaborative practice. These include:
1) identifying and determining solutions to complex societal issues; 2) addressing the complex issues
that a single discipline is not able to; 3) increasing productivity; 4) greater flexibility and responsivity

76



with multiple disciplines; 5) fostering innovation and enhanced use of technologies; and 6) being given
priority by funding agencies. Remedios and Gummesson (2018) explore how interprofessional
collaboration allows clinicians and researchers to learn from each other, thus fostering new
knowledge, new technology, and new solutions.

In addition to understanding the benefits of collaborative clinical work, it is helpful to understand
the type of collaborative practice and research development that may be warranted in any situation.
Recognising there are different ways that professionals may collaborate and work together can help
provide clarity in the overall development, implementation and evaluation process, and provide greater
insight into how to best work together. It is likely that many professionals do not learn these
collaborative skills within their academic training programmes and are left to informally discover and
experiment with how to collaborate. However, we believe that these competencies are vital for
interprofessional teams to utilise, leading to successful teams and successful teamwork.

Where good and effective teamwork occurs, interprofessional collaborative practice has been shown
to improve the quality of client/patient care (World Health Organization, 2010). It is clear
that certain competencies are required in order to engage successfully in interprofessional
collaborative practice. According to the World Health Organization (WHO), these competencies include
1) interprofessional communication; 2) a patient / client / family / community-centred care approach;
3) role clarification; 4) good team functioning; 5) collaborative leadership; and 6) skills in
interprofessional conflict resolution (WHO, 2010). While collaborative work is increasingly valued and
revered in research, healthcare and clinical practices, most training programmes do not teach
professionals how to work in this manner (Bindler, Richardson, Daratha & Wordell, 2012). To date,
clinicians and researchers have typically needed to discover these competencies through informal trial
and error experiences.

Applying these competencies in order to achieve interprofessional collaborative practice within
a team requires the qualities and skills of respect, trust, shared decision-making and partnerships
(World Health Organization, 2010). Hopkins and Spuhler (2009) identify four essential elements for
effective interprofessional teams. First, the team needs to have shared goals, providing a reason for
their work together. Second, there needs to be a sense of interdependence, and a recognition that
individuals can arrive at mutual goals. Third, commitment from each collaborator needs to be
demonstrated, as well as a shared understanding that working together leads to more effective
decisions. Finally, there needs to be a sense of accountability, with a shared commitment as a
functioning unit. Further characteristics determining team effectiveness include that each of the
members sees their role as important to the team, that there is open communication, that a sense of
autonomy exists, and that there is an equality of resources for team members (Bridges, Davidson,
Odegard, Maki & Tomkowiak, 2011). Poor interprofessional collaboration can have a negative impact
on the quality of care provided to patients (Bridges et al., 2011). It is important to recognise that, by
nature, collaboration contains two key elements: cooperation and assertiveness. Cooperation is
evidenced in team members working together to produce a mutual benefit or for common purpose,
and assertiveness facilitates the exchange of knowledge and information among professionals



(Hopkins & Spuhler, 2009). We believe that these same competencies, qualities, and skills potentially
apply to both interprofessional research and practice.

The Competencies, Training Program Standards, and Procedures for The Bonny Method of GIM (AMI,
2018) include several competencies that relate to collaborative practices in GIM. These include
seeking supervision and consultation when needed and communicating with other professionals.
There are also competencies that relate more specifically to applying emerging knowledge from
professional literature and maintaining one’s knowledge of relevant current research and literature.
These competencies focus on the professional practice of GIM and one’s own professional growth
and development as a GIM practitioner, and the need to maintain one’s understanding of the evidence
in order to remain knowledgeable about developments in the field, as well as to be able to
communicate with professionals from other disciplines.

The competencies indicate that GIM practitioners should abide by the code of ethics of their
primary profession, whether that be counselling, music therapy, psychology or social work. The
Association for Music and Imagery (AMI) competencies are focused on the clinical practice of GIM
and do not venture into the area of research. Despite the lack of direction in the competencies related
to research practice, some practitioners trained in GIM are engaged in research and, as the literature
shows, much is undertaken by single researchers and is not collaborative or interprofessional in
nature. As a result, we seek to explore the benefits of and rationale behind interprofessional
collaboration for GIM in this current article.

Previous authors have identified that the expertise to explore problems and questions may not be
confined to a single discipline or approach. Further, the complex and changing world we live in requires
new methods and approaches to address the scope of these issues (Repko, 2012). Interprofessional
research builds on the integrated approach inherent in interprofessional practices, as noted above.
Interprofessional research is most closely related to the definition by Aboelela and colleagues (2007)
of transdisciplinary research, which includes sharing resources for a common outcome that can be
applied across disciplines. Klein (2010) urges that collaborative research holds the answers to our
urgent social issues, supporting the discovery of greater solutions. Working in an interprofessional
research group can often be more productive than working alone (Aboelela et al., 2007; Short et al.,
2009; Short et al., 2015; Strober, 2011; Tracy & Chlan, 2013). Combining ideas within a collaborative
group can provide flexibility in thinking and approach, leading to innovative solutions. In addition,
research funding agencies typically prioritise and reward interprofessional and collaborative research.
For example, the National Institutes of Health (NIH) in the USA (NIH, 2013), and ARC Linkage and
NHMRC Partnership grants in Australia strongly encourage researchers to work across disciplines.
An increasing interest in integrative and non-pharmacological approaches is providing
momentum for the implementation of collaborative research practices (Heiderscheit & Chlan, 2014).
Typically, collaborative healthcare research has the most significant impact and leads to translational



research, embedding the research back into the practical real-world situation to improve healthcare
(Bindler et al., 2012; Kilgore & Langford, 2009; O’Sullivan, Stoddard & Kalishman, 2010; Strober, 2011).
Additionally, exploring various and diverse perspectives can foster the design of a research trajectory
which strives to answer multiple research questions or priorities for a specific clinical population
(Magee & Heiderscheit, 2016; Shoemark, 2013). Collaborating across disciplines fosters the sharing
of new ideas and sets the stage for disseminating research results to a broader scope of disciplines
rather than to a single discipline (Magee & Heiderscheit, 2016).

From our experience, interprofessional collaborative research is hard work. In order to be successful,
there is a need for good project management skills, since typically additional time is required to
achieve agreement and milestones within a collaborative team. Additionally, within the
interprofessional collaborative research team, personal and professional conflicts may arise, and
appropriate skills must be used to address and defuse such situations. Although some discipline
training programs provide interprofessional educational experiences, typically most practitioners are
trained within a uni-disciplinary (single discipline) model, an approach which considers each
profession to be an individual silo of knowledge and practice. Typically, governance structures such
as health systems, infrastructures and academic expectations reward a uni-disciplinary approach,
providing incentives, resources, facilities, and budget policies within a single professional area.
Regardless of these challenges, the need for interprofessional translational research with sustainable
outcomes remains, in order to provide best practice for patient care.

A successful interprofessional collaborative research team is more than a collection of
professionals from various disciplines working together. To be effective, considerable effort and
thought needs to be put into the creation and management of the interprofessional research team.
Typically, all research studies need a principal investigator (Pl) who will lead and manage the study
(Magee & Heiderscheit, 2016). Additionally, the Pl will determine choices about the potential
collaborators for the study.

O'Sullivan, Stoddard, and Kalishman (2010) have looked carefully at the creation of an
interprofessional research team. They state that it is important to clarify motives, values, beliefs about
science, to define appropriate data and accepted methods for research, to pay attention to group
process and leadership variables, and to consider relationships within the team (0'Sullivan, Stoddard
& Kalishman, 2010). Their guidelines for the development and management of interprofessional
research teams are as follows:

e Careful selection of team members: Ensure team members possess the expertise and skill
needed for the research project, that they value collaboration and can work collaboratively.

e Clarification of roles and expectations: Each member of the team understands their role in the
overall scope of the research project and what is expected of them throughout the project.

e Facilitate regular communication: Facilitate regular and clear communication to ensure the
project is consistent with projected timeline and team members are informed of any updates
or changes regarding the project, as this may impact their effort.
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e Develop relationships and trust among team members: Fostering trust among team members
helps to ensure the team will be able to address challenges that occur throughout the
research project.

e Examine effectiveness of team functioning: Determine if each member of the team is and
continues to be effective in their role on the project. If a team member is no longer effective
and this is not addressed, it can undermine trust and collaborative efforts of the team.

e Ensure “home” school/college is tolerant of collaboration: It supports effective engagement if
each discipline can engage with an interprofessional team and this is valued as a part of their
own academic or clinical practice. (O'Sullivan, Stoddard & Kalishman, 2010)

Naturally, change can occur over time within the collaborative research team. In the process of
the unfolding research project, there needs to be ongoing clarification, trust, and careful feedback. The
process might also require culture change (O'Sullivan, Stoddard & Kalishman, 2010). Leadership within
research teams on a particular project have been seen as having eight stages of change (Hopkins,
Spuhler & Thomsen, 2007; see Table 3):

Stage 1 Establish a sense of urgency

Stage 2 Create a powerful guiding coalition

Stage 3 Create a vision

Stage 4 Communicate the vision

Stage 5 Empower others to act on the vision

Stage 6 Plan for and create short-term wins

Stage 7 Consolidate improvements and produce more change
Stage 8 Institutionalise new approaches

Table 3: Stages of change in leading research teams (Hopkins, Spuhler & Thomsen, 2007)

Understanding each of these stages of changing needs within a collaborative research project
provides the GIM practitioner-researcher with guidance as to their leadership tasks in order to support
timely and effective research, and provides a theoretical framework which can further inform and
support GIM researchers as they work to collaborate interprofessionally.

CASE ILLUSTRATIONS OF INTER-PROFESSIONAL COLLABORATIVE

RESEARCH IN GIM

Below we examine two case studies, which show different levels of interprofessional involvement in
collaborative GIM research. These case studies describe our own individual research projects. The

review of these cases is contextualised by using applicable elements contained within the guidelines
for the development and management of interprofessional research teams by O'Sullivan, Stoddard &
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Kalishman (2010). It is important to note that in both of these case illustrations, we were principal
investigators and also trained facilitators of the GIM sessions.

This case illustration explores how GIM can affect recovery after cardiothoracic surgery (coronary
artery bypass grafting and valve replacement) by addressing meaning related to perceptions of the
body, and emotional effects related to the recovery process. The initial project was Annie’s PhD study,
which subsequently developed into further related projects (Short, 2003, 2015; Short, Gibb, Fildes &
Holmes, 2013; Short, Gibb & Holmes, 2011). The study was conducted at two major teaching hospitals,
recruiting six participants for six weekly GIM sessions which commenced 6-12 weeks post-surgery.
Participants were aged 57-72 years, with three female and two from non-English speaking
backgrounds as part of a stratified sample approach. Full ethical endorsements were obtained. All GIM
sessions were audiotaped and transcribed (total 31 sessions). Within a carefully devised qualitative
approach, data were analysed as part of a three-stage process within narrative thematic, semiotic and
Jungian frameworks (Short, Gibb & Holmes, 2011). Results suggested a role for GIM in integrating and
reflecting on experiences including returning to pre-surgery activity and lifestyle activities (Short, Gibb,
Fildes & Holmes, 2013). Subsequent study development focused on additional applications to cardiac
care and cardiac rehabilitation.

In Alison’s PhD study, collaborators were Alison, her academic supervisor, and academic nurse
consultants. There was little engagement from other hospital staff, despite efforts in this regard. Later,
Alison found out that one particular hospital cardiac rehabilitation nurse had advocated for the project,
which contributed strongly to hospital ethics approvals. This senior nurse was personally interested
in psychosocial care, and herself went on to undertake training and registration in clinical psychology.
In both study hospitals the cardiac rehabilitation nurses were very supportive, actively involved in
recruitment, and enabled access to hospital rooms by managing bookings for the GIM sessions.
Networking resources from Alison’s previous music therapy work in another part of one of the
hospitals were used to enhance credibility with hospital workers for this project. In line with ethics
approvals, Alison was not able to access patient notes/charts since she was not regularly employed
in cardiac care, relying entirely on patient self-report and verbal communication from the cardiac
rehabilitation nurses. These nurses also invited Alison to present her findings at the cardiac
rehabilitation conference, leading to a project summary being written and published for the Australian
Cardiac Rehabilitation Association Newsletter. Collaborators engaged in recruitment, advice about
writing up, co-authorship, further development of related new projects.

As an individual PhD project, Alison’s initial approach to the team was as a deferential research student
negotiating early phases of a project based on no previous existing evidence. She typically only
communicated with the cardiac rehabilitation nurses and the patients, with brief presentations to the



cardiac rehabilitation programme for recruitment; no further opportunities for broader collaboration in
the team were presented. Initial challenges included gatekeeping, gaining access to activities and
room bookings in the clinical environment, recruiting of patients, and regular communication with
staff. There was a lack of physical storage space, with all equipment being transported for each
session, including blankets and pillows. Finding a suitable quiet room for GIM sessions in a large
metropolitan hospital was a challenge; some sessions took place in an oncology teaching area, which,
on occasion, led to interruptions and being asked to transfer to another room in the middle of a session,
with impacts on patient experiences of the GIM sessions.

This case demonstrates that building relationships with professionals from other disciplines is
essential for the implementation of a project in the area of cardiac rehabilitation. The value of
collaborating with the cardiac rehabilitation nurses helped to inform subsequent projects which
commenced with a broader outlining of the patients’ clinical needs and the overall research approach.
The team was expanded to involve a cardiologist, another cardiac rehabilitation nurse, the peak body
Heart Foundation, other research nurses and community providers. Collaborative team assistance
included practical advice about implementation and how to engage aspects of the study within the
existing workload, and collaborative team review of the draft proposal before submission.

This case illustration explores the use of GIM with individuals in addictions treatment (Heiderscheit,
2005, 2017). The initial project was Alison's PhD study which was followed by a subsequent
exploration of GIM in eating disorder treatment (Heiderscheit, 2015a, 2015b). The focus of this study
utilising GIM was to explore how addressing the underlying issues associated with addiction impacts
salutogenesis, physiology and interpersonal problems, including: ) impacts on sense of coherence; 2)
improvements in clients’ ability to cope; 3) improvements in interpersonal relationships; and 4)
improvements in clients’ health.

The study was conducted in an inpatient addictions treatment program. Nineteen subjects
consented and were randomised into either the experimental (n = 10) or control group (n = 9). The
clients included four females and fifteen males, ranging in age from 46 to 64. The clients in the
experimental group received weekly GIM sessions throughout the course of their treatment, which
ranged from 25-60 days. Clients in the control group received the usual care. Pre- and post-tests
included the Inventory of Interpersonal Problems, the Sense of Coherence Scale, and Salivary
Immunoglobulin A.

The findings from the study suggest that in addictions treatment, GIM can address interpersonal
issues, specifically those related to control and being distant in relationships. They also indicate that
clients experience a greater sense of comprehension of the events that occur in their life, as well as a
trend towards feeling better able to manage life events. Results also demonstrate a trend towards
improving health through slgA measure (Heiderscheit, 2005; Heiderscheit, 2017). Subsequent analysis
of this data led to collaboration in analysing imagery themes and content (Heiderscheit & Swanson,
2018) and supported the development of a study utilising GIM with clients in eating disorder treatment.



In this PhD study, (Heiderscheit, 2005; Heiderscheit, 2017) the main collaborators were Annie and her
faculty supervisor. Additional collaborators included the treatment facility, a community music
therapist, a nurse manager, the treatment coordinator, the health unit coordinator, the patients, a
statistician, a laboratory coordinator and laboratory staff. Annie was invited to conduct research at
the collaborating facility. Facility staff were engaged in the process prior to recruitment and
throughout the study to coordinate patient schedules for GIM sessions. The laboratory was contacted
prior to initiating the study to secure space, drop off of saliva samples, and to ensure proper storage
and analysis of assays. The statistician was engaged following data collection to conduct statistical
analysis. Collaborators were acknowledged in publications.

Communication and respect within the team were maintained by recognising the need for each
individual's expertise and role in the process. As Primary Investigator, Annie served as the point person
for coordination, since most collaborators did not need to interact directly with each other. The PI
needed to remain in contact with each collaborator to coordinate study engagement. Given the
complex team involved, considerable effort was required to maintain communication. It was important
to recognise that each person works differently and to understand how best to interface with each
collaborator. It was also important to maintain the leadership role in order to ensure consistency within
the project.

Effective interprofessional collaborative research requires a unique set of skills from each team
member. Not only does this type of research depend on each team member sharing their expertise,
but the success of the team is contingent upon how the team members work together and upon their
level of commitment towards working together. While this collaborative process is reliant upon strong
leadership, it also requires mutual respect within the team. Developing the skills necessary to engage
in successful interprofessional collaborative research requires an investment in working with others
to accomplish more than that which a single discipline is able to do.

Case study 1 has shown that an interprofessional approach added value to this project via
assistance with recruitment and ethics approval. Additionally, there was clinical information sharing
and feedback, including learning the technical language to understand concepts and terminology
related to cardiac care. Further linkage to other professionals, including conference presentations, was
very helpful. Assistance with the writing of articles and a book chapter was valuable to the outcomes
of this project (Short, 2015; Short, Gibb, Fildes & Holmes, 2013; Short, Gibb & Holmes, 2011), as was
linkage to additional relevant professionals (medical, nursing, Heart Foundation) and advice about
further research project development.

Likewise, within case study 2, an inter-professional approach added value by providing
collaborative access to patients and support for recruitment. Using this team approach created a
positive and quality experience for patients, and decreased disruptions to patient treatment. This



effective interprofessional team also ensured the high quality of research and the proper management
of data and assays.

In terms of the stages of change in leading research teams (Hopkins, Spuhler & Thomsen, 2007),
each of these case studies established a sense of necessity related to the need for the project, which
was supported by staff agreement to run the study. A team committed to addressing patient needs
within the research context was established for each project, especially for Case 2. The creation of the
project vision began within the academic setting and unfolded with team support via presentations
which created investment and interest in the project. The team was empowered according to their
different roles, especially within the recruitment process and in data analysis and laboratory testing
for Case 2. Milestones were celebrated within the project, with positive feedback to the team related
to achieving these goals. For the specific clients, GIM sessions provided additional individual
treatment and assessment opportunities which could be conveyed to the broader treatment team.
Feedback via presentations and client/participant comments to the team supported the possibility of
ongoing institutional change. This led to team and institutional discussions about further research
projects which could build on the cases under discussion. In terms of the research cases which have
been presented, effective leadership of teams through all stages of project support has led to
enhancements which would not have been possible had the research been conducted by a sole
researcher. These enhancements provided additional support with 1) design and development of the
project; 2) institutional ethics applications; 3) planning towards implementation; 4) recruitment and
data collection; 5) assistance with analysis processes; 6) increased interest in dissemination and
applications of results; and 7) further development of research themes to encompass new project
development.

While interprofessional collaborative research requires preparation and consideration of
potential collaborators who can contribute to the success of the study, the diverse skills that can be
utilised in this type of research hold a higher impact than a uni-disciplinary approach. Inviting people
from other disciplines to collaborate on a research study allows for discoveries that are possible
through emerging technologies, diverse dissemination of study findings, and the fostering of change
in patient care. The community of GIM fellows conducting research is a small community.
Implementing interprofessional research around GIM provides opportunities to better understand how
GIM impacts healing, health and wellbeing. It broadens the understanding of GIM by various
disciplines, and explores the use of GIM in a greater variety of clinical settings. Although it is
challenging, there are great benefits to interprofessional collaborative research in GIM. Our initial
evaluation of existing interprofessional collaborative behaviour has been limited by the availability of
measures of interprofessional collaborative research, and therefore we have used metrics related to
authorship as a proxy. This occurs in the broader context where proxy measures related to research
development have been used when little information currently exists (see, for example, Cooke, 2005).

Interprofessional collaborative research in GIM has the potential to foster new directions in
research as GIM practitioners explore beyond standard clinical practice for GIM. Additionally, through
communication and discovery with colleagues from other disciplines, GIM clinicians and researchers
can begin to explore new approaches to research knowledge generation (epistemology).
Concomitantly, it is expected that interprofessional collaborative research in GIM can explore and
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further develop innovative methodology, including new approaches to data collection and analysis
processes.

Future directions

While GIM practitioners may be familiar with interprofessional collaborative clinical practices, further
education and training about inter-professional collaborative research practice is warranted. It is
envisioned that this could be addressed in a variety of ways, for example, with 1) GIM researchers
seeking out and applying for fellowships that provide interprofessional training; and 2) the
development of professional development modules and workshops for GIM practitioners. Where
possible, GIM researchers should be encouraged to present their interprofessional collaborative
research experiences, in order to educate others. In doing so, these presentations help to foster
conversation and dialogue, engaging GIM practitioners and researchers in information sharing and
opportunities to learn from each other, thereby fostering even greater professional collaboration.
Finally, incentives towards the submission of more manuscripts for publications focusing on
interprofessional collaboration are needed in order to develop the body of literature and information
available to GIM researchers. Taken together, these further directions are expected to address the
clear need for GIM practitioners to engage in enhanced interprofessional research practice, leading to
amore robust, accessible and professionally embedded body of knowledge available for GIM practice.
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EAANvikn mepiAnyn | Greek abstract

ArlemtayyeAgarikn €peguva ot HEBodo Guided Imagery and Music:
AouAeglovTag cuvepyaTika

Alison E. Short | Annie Heiderscheit

MEPIAHWH

H dlemayyeAJaTIK CUVEPYATLKI €PELVA AMOKTA SUVANLKN WG KOPLPALa EPEVVNTIKI TPAKTIKI). OL IPOKANOELG
Tou B€TeL N TMOAUTAOKN QUOH TOU KOOUOU KL N UYELOVOULKN TEPIBAAWn amatTolVv VEEG Kal JLAPOPETIKEG
AOoELG. ATaLTOUV TOIKIAOPOPPEG OEELOTNTEG KAL TO CUANOYLKO €pyo MOANANMAWY KAAdwWV. Qg anoTéAeoua, oL
Popeig XpnUaTodoTnong divouv MPoTePALOTNTA OTN JLEMAYYEAPATIKI CUVEPYATLKI €PELVA AVTL TNG €pELVAG
EVTOC €VOG EMLOTNUOVIKOU KAADOoUL. AUTO TO ApBPO ETIKEVTPWVETAL O Hld PHEBODO HOUGCIKOBEPAMEVTIKAG
TPAKTIKNG: TN HEBodo Guided Imagery and Music (GIM) Tng Bonny, 6mou ot BgpaneuTeg cLVRBWG epyalovTat
povol Toug. To apBpo eEeTAleL TN dlemayyeAUATIKI) CUVEPYAOLA TNV TPEXOULOA EPELVNTIKNA BLBALOYpapia TNG
peBodou GIM kat epeguvd WG auTn n UEB0dOG propel va enwPeAnBel and auTov Tov TUTO EPEVLVNTIKAG
MPAKTIKAG. OL oLuyypaYeig evromidouv KAt 6LZNTOVV TIG IKAVOTNTEG Kal TIG deELOTNTEG IOV anatTouvTal yia
TNV €TUTUXN OUPUETOXN Ot OLEMAYYEAPATLKA OUVEPYATIKN E£PELUVA KAl TAPEXOLV Hia avdlvon dvo
MEPLITWOEWY JIETIAYYEAUATIKNAG EPEVVNTIKNAG MPAKTIKNAG 0T YEB0dO GIM.

AE=EIX KAEIAIA

Guided Imagery and Music (GIM), dlenayyeA\paTikn POCEYYLON, EPELVA, CLVEPYATiA
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An essential and significant part of all music therapy training programmes in the UK is the clinical
placement. Clinical placements as part of master's music therapy trainings in the UK are governed by
the regulations of both clinical and university settings. These may vary according to each institution’s
requirements, but all courses ensure students attain the HCPC (Health and Care Professions Council)
Standards of Proficiency (HCPC, 2013) by the end of their training. By the time students become
practising music therapists, they will have usually worked in a variety of settings covering diverse
areas of clinical practice.

It is widely recognised that clinical reasoning ability is a key skill for effective clinical work as
music therapists. A roundtable presentation at the British Association for Music Therapy (BAMT)
conference in 2014 (Bunt, Coombes, Hung Hsu, Lindeck, Loth, Procter, Twomey, Vaz and Watson)
discussed this in relation to the development of clinical skills, current music therapy pedagogical
practices and matters relating to employability. Music therapy students need to acquire a range of
clinical skills as they develop their work with their clients and build their own therapeutic personas.
Karen Goodman (2015) highlights the importance of these, including personal skills, therapy skills and
music skills. The student music therapist then is charged with not only having sufficient musicianship
to effectively meet the client in music but must also be able to select the most appropriate way of
connecting with the client, using knowledge of the client’s issues. There is therefore a complex
interplay of skills needed that it is challenging to acquire and put into practice. The panel of the
aforementioned roundtable, which was comprised of master’'s of music therapy programme trainers,
researchers, employers and recent music therapy graduates, highlighted how clinical reasoning ability
was an important skill required by employers/commissioners of music therapy. Ming Hung Hsu
proffered the view that while employers realised that newly qualified music therapists could not have
acquired in-depth knowledge about all the client groups they might be working with, it was important
that there be an understanding of how such knowledge could be acquired.

Felicity Baker describes clinical reasoning as a practice that involves “integrating theory,
evidence-based research (when it exists), and knowledge formed from prior experiences” (Baker, 2007,
p. 28). When Music Therapy students begin their clinical practice during training, however, their prior
experiences are limited. How then can they acquire and develop clinical reasoning skills during their
years of training yet still develop robust practice that will enable them to gain employment and work
effectively in clinical environments?

When reviewing the music therapy training programme at the University of Queensland, Baker
(2007) observed that no component of the training specifically focused on developing clinical
reasoning. This was also noted in a review of the MA Music Therapy course at the University of South
Wales (USW) in 2014. There is an ongoing debate around the effectiveness of Practice-Based Learning
(PBL) in affecting students’ clinical reasoning in many professions, but these words from an
occupational therapy student in a study of student perspectives of PBL, and in particular how it affects
clinical reasoning, are particularly striking: “I think clinical reasoning is taking what you've learned in



PBL and being able to apply it to each individual person and a person as a whole, not just a diagnosis
or a disability” (Hammel et al., 1998, p. 204). In an endeavour to foster and build clinical reasoning
skills required not only while training but when in clinical practice, it was decided to pilot a PBL action-
research project on the MA Music Therapy course at USW. The reasoning behind selecting this
particular pedagogical method is set out below. The project was carried out over the academic year
2014-2015, and was funded by the CELT (Centre of Excellence in Learning and Teaching) at USW. It
piloted the use of PBL with students in all years of the three-year part-time MA Music Therapy course
and became the dissertation project of a Year 3 student who was also a trained PBL facilitator.

The body of PBL pedagogy is vast and continues to grow. It covers many subject areas, approaches
and educational settings. PBL is considered by David Boud to be “the most important development
since the move of professional training into educational institutions”. Yet he goes on to question why
it continues to be “so attractive and yet so controversial” (Boud, 1997, p. 1).

Before covering some aspects of how PBL may be effective in developing music therapy
students’ clinical reasoning skills, it is useful to look at basic principles of PBL and models considered
within that umbrella term. A definition of PBL by Howard Barrows, an early pioneer of this method in
medical education, outlines its main characteristics as follows:

e learning is student-centred

e |earning occurs in small groups

e teachers act as facilitators, guides or tutors

e problems form the organising focus and stimulus for learning

e problems are the vehicle for the development of clinical problem-solving
skills (Barrows, 1996).

Other characteristics common to most forms of PBL and its hybrids include the
acknowledgement of the experience and knowledge of learners, and students taking responsibility for
their own learning under the guidance of a tutor. Key aims are the integration of theory with practice
and the crossing of discipline boundaries. There is a focus on the process of knowledge acquisition
rather than the products of the process. During the PBL process there is a change in staff roles from
instructor to facilitator, and often a change from staff assessments of outcomes of learning to student
self-/peer-assessment. There is also more emphasis on communication and interpersonal skills within
the learning process (Savin-Baden, 2000).

PBL can be considered as a form of small-group learning which offers students the experience
of working in a group of their peers with a trained facilitator. The stimulus for learning, the ‘problem’ in
PBL, is presented in an appropriate format for the discipline and may use a variety of media. In
medicine, for example, it might be “a written case, case vignette, standardised (also called simulated)
patient, computer simulation, videotape” (Barrows, 1996, p, 5). Students are presented with the
‘problem’ in a similar way to how clients or patients present in reality with symptoms, complaints,
issues etc., within a case or clinical vignette. Identification of what students in the group already know
and what they then need to find out to solve the problem(s) are at the heart of the PBL process. From



this process, learning objectives are generated which are then researched by the group individually in
self-directed learning (SDL), and brought back for discussion, debate and integration. Thus “students
are expected to learn from the world’'s knowledge and accumulated expertise by virtue of their own
study and research, just as real practitioners do” (Barrows, 1996, p. 6).

To summarise, PBL cases integrate aspects of required learning into a case scenario or clinical
vignette, thereby providing a model for clinical reasoning in professional practice. Overall, then, “PBL
can be seen as an example of a learning environment that fosters active, constructive, contextual,
cooperative, and goal-directed learning” (Moust et al., 2005, p. 667). Once decisions were made on the
subject areas, topics and levels of case complexity which were to be covered using a PBL approach,
the next steps were to identify, modify and/or develop the required number of appropriate case
scenarios or clinical vignettes. According to John Savery and Thomas Duffy, when generating
problems for use in PBL “there are two guiding forces”. These are: “to raise the concepts and principles
relevant to the content domain” and, secondly, that “the problems should be real” (Savery & Duffy,
2001, p. 11). In many professions the problems can be based on real patients or amalgamations of
patients/clients which raise the important points of content which faculty/academics decide are
important for students to cover. Learners will tend to become more engaged with real problems, and
their motivation to research the learning outcomes arising from it will be higher. Careful wording of
case scenarios and the information within them will result in more effective learning being stimulated
within the group and individuals.

A form of PBL, which is widely used and was first developed for use with medical students in
Maastricht University, is the seven-step model (see Table 1). A new UK medical school adapted the
same original seven-step model during its first 12 years of operation, adding an extra step of
integration and transfer which aims to test the transferability of students’ learning. This extra step
involves similar cases to the PBL case scenario being introduced, as well as directed questions asked
of the students before the final (now eighth) step. In the USW PBL project the basic seven-step model
was used, but with modifications in the Year 2 and Year 3 student groups to include directed tasks
which may also reinforce students’ learning. As mentioned above with the medical students, adding
this extra step was an attempt to influence the development of transferability of learning while the
clinical placements were being undertaken. In Year 1, the pre-clinical phase, the original seven-step
model was used, with emphasis placed on the concept-mapping. Concept-mapping as an activity is a
way that students can visualise, organise and, thus, reinforce their learning during the SDL sharing
stage of PBL. However, Geoff Norman points out that when students reinforce learning in the context
of a single case or problem it may lead to later problems in transferring that learning to other scenarios
(Norman, 2009). Thus, it is clear that there is a need to give students a variety of relevant problems
and tasks which allow them to develop their transfer skills. Year 2 and Year 3 students were given
relevant directed simulated tasks which reinforced their learning and practice in transferring learning
to other clinical situations.

In summary, the USW PBL project’s research aims were to explore whether a PBL approach was
feasible in music therapy training at USW, and to find out whether it could help music therapy students
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at different levels in their training prepare for clinical placements and future professional work. A key
area for research was to find out whether music therapy students’ confidence in their practical clinical
reasoning skills used in the planning and delivery of music therapy interventions could be enhanced
by using a PBL approach during training. The project also aimed to explore what perceptions the USW
music therapy students had of PBL, its effects (if any) on their learning experience, and the factors
which influenced those effects.

Steps Activities

1 e Revealing the case scenario, which is read out by a group member
e Clarification of terms and definition of what the case is about

2 e Brainstorming all possible aspects of the case
¢ One of the group records (scribes) all discussion points on a whiteboard
e Discussion of key issues arising from the case

3 ¢ Identification of prior learning, i.e. what students already know

4 o |Identification of areas which students need to find out more about
Formulation of learning objectives to be researched by each member of the group in their self-directed learning

5 Step 5 is carried out by students between PBL sessions one and two.

¢ In between the first and second PBL session students are expected to research all the learning objectives
formulated collaboratively by the group during their self-directed learning (SDL)
e This allows the group to come to the second PBL session ready to feed back, share and exchange information

6 e Sharing results of SDL: students challenge, construct and fill gaps in their learning
¢ Identify sources
e Issues are debated, different opinions discussed/challenged/defended and consensus reached if/when
there is confusion

7 This step has slight variations in each year related to an integrated clinical task or absence of it.

e Concept map (Year 1) or task-based activity (Years 2 and 3)
e Feedback

Table 1: The Maastricht PBL seven-step model with a brief explanation of each step

Action research (AR) was chosen as the research methodology since the project mapped against
many of AR’s main characteristics. It was practice-based, focused on improving learning, was
collaborative, and could potentially contribute to social and cultural transformation. (McNiff, 2010).
According to Paul Mclintosh, action research “becomes a way of being that is full of potential, surprises
and unpredictability, so absolute answers to questions become meaningless, because whatever is
found becomes a new question” (Mclntosh, 2010, p. 37). Since reflection is a fundamental part of
music therapy practice, (Wheeler, 2002), the choice of an approach which makes use of the ability to
think reflectively seems appropriate. Designing, running and evaluating this educational intervention
and action-research project was a valuable exercise in reflection and reflexivity.
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Research activities within the USW PBL project included design of the appropriate data
collection methods which resulted in use of pre-/post-PBL student questionnaires and focus groups.
Choices were made around an appropriate PBL model and subject area for each year group. The topic
of each case scenario followed the subject that had been outlined in each year’s timetable content.
For example, in Year 1, at that point in the year, the students would have been studying autism and
music therapy, so the PBL scenario was designed with this in mind. The same thinking process was
used to design the scenarios for Years 2 and 3. A suite of pilot music therapy case scenarios in the
agreed PBL format was then developed. Facilitation and delivery of the PBL sessions with students in
each year group using the relevant PBL case scenarios was then followed by analysis of the results.

In this project there was a need to obtain answers for USW providing “findings, facts, clear
expositions and straightforward policy recommendations” (Delamont, 2012, p. 4), as well as a need to
explore freely, with students and staff, this new educational ground. As Tony Greenfield (2002)
recommends, the research methods were carefully planned but the researchers remained open to
“creative leaps” (Greenfield, 2002, p. 5) throughout, arising from unanticipated directions of travel and
thought. A balance between approaches led to the research questions being answered using a
combination of qualitative and quantitative methods. The combination of facts, figures and
participants’ experiences gathered using this mix of research methods led to a clearer picture of the
overall effect of the use of a PBL approach in music therapy training in USW. There was also a need to
carry out this research within the time constraints of the MA and therefore the study could be
considered relatively “short-term” (Bell, 2010, p. 118). To ensure no extra time was being asked of
students it was decided that all PBL sessions would be delivered during time slots already in all
cohorts’ timetables. Ideally a PBL session works well within a two- to three-hour time slot, but due to
timetabling constraints this was not possible. All PBL sessions were therefore delivered during the
weekly seminar slots of 1.5 hours. They were run over a two-week time period, giving students a week
in between sessions one and two in which to carry out their self-directed study activities. Careful
timing with the assessment calendar ensured that the sessions did not clash directly with deadlines
in other areas of the course, thereby not putting extra pressure on students.

In summary, there were two PBL sessions of 1.5 hours per year group which were delivered in
lecture slots over a two-week period. Each group was therefore in PBL sessions for a maximum of
three hours. These sessions were delivered at various times over the academic year, with Years 2 and
3 being delivered in December 2014 and Year 1 being the last cohort to experience the PBL sessions
during February and March 2015. These time factors, such as reduced session times and timetabling
constraints, also produced limitations in terms of opportunities to test the reliability and validity of the
various tools used.

The PBL project was designed and carried out by members of the staff/student MA Music
Therapy course with input from the CELT department at USW. This included the music therapy course
leader, the dissertation supervisor and a third-year student (all of whom are the authors of this paper).
This in-house approach introduced a possible and anticipated inbuilt bias both from the researcher’s
position as well as from the academic staff. Strategies were put in place to counteract this bias where
possible, and the researcher’s position was clearly stated during the project and during the subsequent
analysis, write-up and dissemination. The researcher became aware that her own positions as
student/educator/researcher were constantly vying for dominance and influencing her thoughts. It



was also important throughout to recognise the “familiarity problem” as expressed by Sara Delamont
(2012) when carrying out any type of educational research.

The participants in this project were music therapy master’'s students in three separate year
cohorts. It was decided that using PBL in all years was something to be aimed for, rather than selecting
only one or two of the three years. Using all years as participants would give the project more
information in the form of students’ experiences and feedback, and would also allow some
comparisons across student cohorts at different stages in their learning. Limitations were imposed on
this study by the numbers of students in each year. There was no opportunity to design research which
compared the effects of PBL contrasted with control groups (with no PBL intervention) of similar sizes
and compositions.

The cohorts from Years 1, 2 and 3 were recruited by a combination of initial contact from the
course leader and PBL introductory sessions with the course leader and researcher. Students were
given opportunities to ask questions and get answers about the project and their potential contribution
to it. In terms of subjectivity, bias and ethical issues, some challenges within the Year 3 group were
raised which are elaborated below.

Since the decision to replace some lectures with the PBL sessions in each year had already been
taken by the course leader, it was important to explain to students the difference between the PBL
project as an educational intervention and the research study. Since student participation in the PBL
sessions was part of their course (obligatory as part of the expected 100% attendance policy) we
wanted to avoid a sense of coercion on the part of any students when they were considering giving
consent to their data and experience being used in the research. Information about the project and
why it was being carried out was made available through an online site and given to students on paper-
based materials within lectures and seminars. An online Music Therapy PBL Moodle site was set up
for dissemination of information and to help support students’ learning. Each PBL group was given a
private online space within which they were able to explore any learning points they identified, and
they were able to communicate with each other. The online presentation showed the key points about
the PBL approach chosen and what generally happens within the PBL process and sessions.

As a result of the successful recruitment, three different PBL groups of students were set up;
one in each year, with all students in each year agreeing to take part. There were eight students in
Year 1, eight in Year 2 and five in Year 3. Since the music therapy year groups in each year are no larger
than eight it was possible for each year’s cohort to work as a single PBL group and there was no need
to break them into smaller groups or randomly select participants etc. Depending on a range of factors,
PBL groups work well at around six to nine people (Bessant et al., 2013), and so the numbers were
almost ideal; although the Year 3 group was reduced to four in one session due to illness. These
relatively small groups meant that the amount of data obtained was limited. However, there was a
100% participation rate from all students across all years. This also means that the findings are even
more applicable across the programme and more relevant to the USW and its students since all three
cohorts invested their interest, time, energy and commitment to this project.

Each PBL case equated to two facilitated PBL sessions and SDL between sessions. Pre- and
post-test self-reporting surveys were designed to obtain students’ feedback on the following aspects
of the project:



¢ confidence in their clinical reasoning skills (seven questions based on five HCPC SOPs
from section 14)

¢ their anticipation of and the actual experience of the PBL process (three questions)

e whether they would like more of the curriculum delivered using this approach

The self-reporting surveys (see Appendix) containing the seven final simplified questions arising
from five HCPC SOPs were circulated for comments during the design stage to the course leader and
dissertation supervisor. The questions were designed to be clear, uynambiguous and yield reliable
data. It was decided that the same questions would be used for all years, which would provide
comparative data. A Likert scale was used for the clinical reasoning skills confidence questions,
ranging from a score of 1 to 5 (1 = strongly disagree, 2 = disagree, 3 = neither agree or disagree, 4 =
agree, 5 = strongly agree). Use of such a scale is recommended when data is needed on participants’
opinions or attitudes (Tsiris, Pavlicevic & Farrant, 2014). A neutral choice (3) was included to prevent
respondents having to choose options of which they were unsure. For the purposes of analysis, using
this scale means that positive responses to the questions produce a higher score and the adjacent
points on the scale can also be considered to be equidistant.

The self-reporting surveys were administered before and after the PBL cycles and can be seen
in the Appendix. Questions covered two main areas: students’ confidence in areas of clinical reasoning
and attitudes to PBL. Questions were designed to explore students’ confidence in their ability to carry
out the following areas of clinical reasoning: assessment and diagnostics, conducting music therapy,
formulating treatment plans, undertaking investigations, observing and recording users’ responses,
using research skills to determine actions, and using problem-solving skills to determine actions.
Questions around the students’ experience of PBL explored their previous experience, anticipation of
the effects on their learning (pre-PBL), effects on their learning experience (post-PBL) and whether or
not they would prefer more PBL to deliver the music therapy curriculum. A semi-structured focus group
was held at the end of the PBL sessions with all of the Year 1 students, to follow up areas of ambiguity
arising from the results of the Year 1 surveys.

All sessions were observed by the course leader and another Year 3 student to add another layer
of feedback and enrich the evidence base. In each PBL cycle the seven-step model was followed and
the various activities within each step can be seen in Table 1. In brief, during the initial PBL session,
students were given the appropriate case scenario which was read aloud. (Year 1 and 2 PBL case
scenarios can be seen in Box 2). A scribe was then identified from the group to graphically record the
discussion points on a whiteboard (see Photograph 1). These discussion points were grouped and
used to formulate learning objectives which all members of the group researched and brought back to
the second PBL sessions for detailed discussions.

Since a mix of qualitative and quantitative data was collected within this research project there
was a mixed approach to its analysis. The Likert scale quantitative data from the survey results was
analysed by calculating the frequency of various responses and then converted to percentages. The
data was also subjected to basic statistical tests and was presented in graphical and textual format
as appropriate. All formats were chosen to give maximum clarity to the results. The qualitative data
produced from the students’ feedback within sessions, open-text survey responses, facilitators’ and
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observers’ field notes etc. were analysed using a combination of themed analysis and coding to
identify key themes arising from the data.
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Photograph 1: Brainstorm image and learning objectives (Year 2 PBL Session 1)

e Understand more about music therapy provision for bereaved families in the UK, with a focus on those affected
by cancer.

e Gain abetterunderstanding of bereavement processes, with a focus on the disclosure of illness and/or timescale
of diagnosis.

e Explore the links between OCD, anxiety and depression.
e  What is “empty-nest syndrome”?

e Has there been an increase in the number of professionals (e.g. solicitors) being referred to music therapy
through GPs in the UK?

Box 1: Year 2 learning objectives generated from discussion of the Year 2 case scenario

Year 1 Case Scenario: Ben

Ben is a six year-old child who attends a specialist ASD school. He has one younger brother. Parents report that Ben
met all of his developmental milestones until the age of 18 months when he began to withdraw and to lose some
communicative skills. At present, he is non-verbal and exhibits many stereotypic behaviours including hand-flapping
and spitting. He can become upset very easily when routines are challenged leading to an escalation of difficult
behaviours including injuring others and himself through biting and pinching. When Ben is calm he is easy to engage
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and appears to enjoy relaxing to music. Ben really enjoyed some recent visits by community musicians when they came
to his school. His teacher feels that a Music Therapy assessment may help staff understand Ben better. She also
wonders if Music Therapy could support Ben in his development of more interactive skills as well as a better way of
regulating his emotions.

“Back story” for tutors and academic use: possible areas expected to be explored by students during their
discussions and self-directed study:

e Autism

e Communication

e Safeguarding

e Health and Safety

e What Music Therapy approach to use with Ben?

Year 2 Case Scenario: Julia

Juliais a 50-year-old woman who works as a solicitor in a busy practice in a small town. Her husband died of cancer 6
months ago and she has 2 grown children who live and work in London who she doesn’t see very often. Over the past
few months she has experienced a high level of anxiety which gets worse when she is out of the house. She is not
sleeping well and finds it difficult to get up in the morning. She also finds it difficult to leave the house because she has
to keep checking the doors are locked. Her lack of motivation is stopping her from doing anything other than her work
and her colleagues have stopped asking her to socialise with them. She has been referred by her GP to your
organisation for a Music Therapy assessment.

“Back story” for tutors and academic use: possible areas expected to be explored by students during their
discussions and self-directed study:

e Depression

e Bereavement

e 0OCD

e Menopause and empty nest syndrome

e What Music Therapy approach to use with Julia?

Box 2: Year 1 and 2 PBL case scenarios and back stories

INTEGRATION AND ANALYSIS OF DATA SETS

Overall effects as seen in Figure 1 below can be summarised briefly and will be elaborated in the
discussion section. The graph in Figure 1 shows the percentage changes across all years for all the
questions around aspects of music therapy clinical reasoning confidence when comparing the pre-
and post-PBL survey results. It can be seen that the effects on music therapy students’ clinical
confidence were generally positive or neutral, with only one negative effect (Year 3, Question 5), which
is discussed subsequently. In Years 1 and 2, students’ confidence in several aspects of their clinical
reasoning skills were positively affected by taking part in the PBL process and the effects were more
pronounced in year 2. In year 3 taking part in the PBL process resulted in very little change in students’
confidence in their clinical reasoning skills. There were differences and similarities across the years
which are also discussed below. All year groups responded positively to the PBL process and there
was a very clear message that students would like more PBL within the curriculum.
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Year 1: Students’ confidence in some aspects of clinical reasoning did increase as reported in
the data. However, their open text comments expressed some concerns and confusion. Issues raised
by students included confusion over the survey questions relating to their discussions, the structure
of the case scenario and the design of the tasks within the PBL process. These issues were explored
further with the group during a semi-structured focus group soon after the second PBL session had
completed and the data from both pre/post PBL surveys was reviewed. Students were given an
opportunity to elaborate on several points raised by the results in the Likert scale questions and the
open text comments. The discussion was summarised and points agreed and these were circulated
soon afterwards for approval and comment. Themes to emerge from the focus group discussions
included questionnaire confusion, case scenario construction, issues around directed and non-
directed learning and timing.

The Year 1 PBL process was enjoyed by all the group with 100% scoring 4/5 on the Likert Scale
in terms of the positive effects on their learning experience. There was an overwhelming agreement
(100% scoring 4/5) that they would like more PBL within the curriculum.

Year 2: Students’ confidence improved in all aspects of clinical reasoning. Additionally, the PBL
process was experienced as positive, with 100% of the group scoring 4 on the Likert scale in terms of
the positive effects on their learning experience. 71.4% agreed that they would like more PBL within
the curriculum. Very few Year 2 students chose to use the open-text boxes to comment further. Those
that did indicated an interest in the project and how it was being run. After taking part in the PBL
process they commented that it had been: “helpful...useful...group participation was fruitful”.

Year 3: There was little overall effect on the students’ confidence in their clinical reasoning skills.
There was a very slight effect in three areas, no effect in three areas and a slight lowering of confidence
in one area. The group was positive in terms of their learning experience, with 100% scoring 4 or 5 on
the Likert scale and an overwhelming agreement (100%) that they would like more PBL within the
curriculum.

The key findings were that there was a generally positive or neutral effect on the students’
perceptions of their clinical reasoning skills in all years. The positive effects in Years 1 and 2 were
more pronounced than in Year 3. Their results showed only slightly positive changes, one slightly



negative change, or the results were neutral. Potential explanations for the results and any similarities
and differences across the three years’ cohorts are discussed below.

For Year 1, taking part in the PBL process clearly improved their confidence in some aspects of
clinical reasoning. The areas of confidence which improved (20/26.67%) were students’ perceived
abilities to use diagnostic procedures, undertake/arrange investigations and make observations and
record the service-users’ responses. Slightly lower increases (10/13.3%) of confidence were reported
in using research skills, problem-solving skills and formulating specific and appropriate music therapy
management plans. A very slight increase of confidence (6.7%) was reported in their ability to conduct
music therapy effectively. Perhaps this was not surprising, as the students had not commenced any
clinical work at the time they received the PBL teaching input. Despite these positive effects, the
Year 1 students expressed some concerns and confusion in the post-PBL survey.

The issues raised by Year 1 students as seen above (i.e. survey-questions confusion, case-
scenario structure and PBL task design) were explored further during a semi-structured focus group.
It was interesting to note that while the Year 1 students were expressing concerns and confusion and
felt they had not covered clinical reasoning in their discussions or SDL, they still reported
improvements in all areas of their clinical reasoning confidence, albeit very small in some instances.
This could reinforce Maggi Savin-Baden's views that learning is stimulated most effectively at
moments of confusion and ambiguity which occur during “disjunction”. Savin-Baden argues that:
“disjunction is not something to be seen as unhelpful and damaging, but instead as dynamic in the
sense that different forms of disjunction, enabling and disabling, can result in transitions in students’
lives” (Savin-Baden, 2000, p. 87).

There was a stronger effect of the PBL process overall in Year 2 as compared to Years 1 and 3,
with all areas of clinical reasoning confidence improving. An improvement of 42.9% was seen in their
confidence in using diagnostic procedures. Slightly lower increases (20/22.9%) were reported in
undertaking/arranging investigations and formulating specific and appropriate music therapy
management plans. Confidence in problem-solving skills increased by 14.3% and lower increases
(5.7/8.6%) were seen in using research skills and conducting music therapy effectively. Finally, the
lowest increase (2.9%) was reported in their ability to make observations and record service-users’
responses.

Student feedback in PBL session two included the following comment: “it was helpful to have
background info about a potential client to help support the initial sessions, but thinking about
strategies etc. was harder”. A point about strategic thinking was also made by another student: “some
useful points to start thinking about a case, but | struggled to come up with approach and strategies
for the music therapy plan”. This was reinforced by yet another: “thinking through strategies in
advance was useful”.

The above comments concern areas which Year 2 students have reported as being more
challenging, and there were moments when the group resisted these more uncomfortable discussions.
As in Year 1, however, this experience of confusion and discomfort could arise when learning is
happening and transitions are being made. Taking part in the PBL process improved the confidence of
Year 3 students by 5% in using diagnostic procedures, formulating specific and appropriate music
therapy management plans and undertaking/arranging investigations. In the three areas of



conducting music therapy, problem-solving skills and research skills there was no change. In the area
of observations and recording of service-users there was a slight decrease of 5% in confidence.

However, this year group already had higher confidence levels in areas of clinical reasoning,
possibly due to their experience of two years’ placement work. The pre-PBL mean total scores were
seen to increase for each cohort in all but one aspect of clinical reasoning. Since pre-PBL confidence
levels were already quite high in Year 3 this could explain why the PBL sessions had a less positive
effect. Year 2 and 3 students are both within what could be considered the clinical phase of their
studies, and Year 1 in the pre-clinical. When considering the effects on students’ confidence in their
clinical reasoning skills, there is no clear or obvious difference between the pre-clinical and clinical
phases.

When reviewing the results graphed in Figure 1, other than positive effects in all but one case,
the effects on each area of clinical reasoning skills are not consistent within or across years. However,
there are some similarities, e.g. the most positive effects in all years were seen in students’ confidence
in using diagnostic procedures (Y1 - 20%, Y2 - 42.86% and Y3 - 5%).

The project also monitored how the design of the case scenarios and integrated learning tasks
affected the learning process. It was found that the three case scenarios functioned reasonably well
as trigger materials for discussions and generating learning objectives. As covered below in more
detail, each year's discussions, learning objectives and self-directed learning activities mapped closely
against the topics which were intended to be simulated by the design of the case scenarios. In all three
years, generating the learning objectives was experienced as one of the most challenging steps in the
PBL process.

The learning objective formulation was an activity which was experienced in a consistently
challenging way across all three years. A discussion arose during this activity in Year 3 which
highlighted the fact that some students were feeling uncomfortable about what they felt they were
supposed to be learning, and that the case scenario wording was “ambiguous”. When this was
discussed further there was a moment of realisation for one student, who commented: “Is it the point
that the scenario is made up and it's meant to stimulate the group getting to the learning objectives?”
Again, this slightly confused and ambiguous state may have allowed students to move into new areas
of learning (Savin-Baden, 2000). However, it is important to consider that students could have needed
more explanation around the function of the case scenarios within the PBL process. For example, a
Year 1 student commented that “it's frustrating to identify so many areas of potential questions and
only have time to study some”. It is also interesting to note that there was a weaker effect on Year 3
students’ confidence in their clinical reasoning, and they did agree that they would like more PBL. This
could be explained by the comments made which were generally very positive about the PBL process
and there was a high level of engagement and enjoyment in the PBL sessions. One student
summarised this when they said: “This leads to a greater engagement with study. Important to feel
part of the learning process, and to feel involved and considered. The wisdom of the crowd leads to
useful and interesting territory.”



Despite the groups’ occasional discomfort with the PBL process and severe time constraints,
with perseverance and guidance, in each year the PBL group process continued to function well and
several learning objectives were produced. In Year 1, the case scenario successfully stimulated
discussion and SDL in several topics which include the more obvious, namely the autism spectrum
and the effects of ASD on communication and other sub-topics. Further discussion and learning
covered issues around safeguarding and health and safety, and started to explore how music therapy
could help. When compared to the expected areas which the Year 2 case scenario was designed to
stimulate, the learning objectives again mapped closely against the main topics. These included
depression, anxiety, bereavement, OCD and menopause. Further discussion also covered issues such
as empty-nest syndrome and isolation, and the potential value of music therapy for this client. Finally,
in Year 3, the explored areas and learning objectives mapped well against the expected areas which
the case scenario was designed to stimulate. The more obvious topics were explored, namely
inclusivity, location, accessibility, assistive music technologies and equipment choices. Further
discussion and SDL also covered issues around the causes and effects of acquired brain injury, and
started to explore elements of performance and session preparation which could be used in a group
with a mixture of disabilities. There were also discussions related to differing models of music therapy,
such as community music therapy. These were interesting for the group to explore, as they had been
trained in psychodynamic music therapy.

The case scenarios were effective and functioned well in terms of raising students’ interest in, and
discussions around, the topic areas or “back stories” that they were intended to (see Box 2). As has
been reported previously, however, the Year 1 students felt that certain changes to the case scenario
would have produced more targeted learning. One suggestion for improvement included splitting the
text into two paragraphs, which would draw their attention to the more clinical aspects of the case.
Making the PBL case more obvious, directive and easier for students is in direct contrast to the clear
advice given when discussing the project, case scenarios in general, and the three music Therapy
scenarios specifically with the head of Small Group learning and Professionalism in a UK medical
school (H. Neve, personal communication, 24™ January 2015). If USW is to continue to develop the
use of PBL in future this will be one of the most important decision-making areas to consider. While
there needs to be a balance between ensuring the PBL can fit into the course timetable, making the
PBL more directive could remove one of the main points of using PBL, which is to move away from
directive teaching, and into student-led learning. This was reflected in the Year 1 focus group
discussion, and one student thought that there was additional learning to be achieved by identifying
their own resources.

Another aspect of the PBL process which worked effectively was the introduction of the extra
integrated task in Years 2 and 3. These focused clinical tasks allowed students to take the general
principles they were exploring and apply them to a simulated task. The tasks were to create a music
therapy planin Year 2, and performance schedules and session plans in Year 3. Although carrying out
both tasks in both years was challenging for the group, and for the group facilitation by a third-year
music therapy student, in both cases steady progress was made and students were able to eventually



see the rationale behind being asked to engage with these integrated tasks. In Year 1, where students
were deliberately not given a clinical task, all students felt they would have benefited from a similar
integrated clinical task. When designing integrated clinical tasks there could also be an opportunity to
link them closely to music therapy settings, current placement experiences, and other curriculum areas
(e.g. clinical improvisation sessions). As reported by Nochamma Sockalingham et al. (2011), effective
problems should lead to formulation of appropriate learning goals, relate to the students’ prior
knowledge and be interesting. The three case scenarios developed and used in this project met all
these criteria.

Feedback from the course leader who observed all PBL sessions was invaluable in articulating
the outcomes of the project. She reported that it was illuminating to see the level of engagement
promoted by this pedagogical method. Students were able to engage in the way that suited their
learning styles. For example, some students undertook the role of the scribe, and indicated they found
this method of participation stimulating. Some were more active in SDL that was then presented for
discussion the following week. It was useful to see students’ thought processes in action as cases
were discussed and reflected upon. The role of the PBL facilitator also appeared to align well with
pedagogical aspects of music therapy teaching, where the seminar or experiential leader may be more
akin to that of facilitator than teacher. Also of value was the fact that a clear maturity of thought and
emerging professional personas could be seen, particularly in the Year 3 students. Here there was a
shift towards evaluating different music therapy methods and seeing how alternative ways of
practising could meet service-users’ needs.

Student feedback and quantitative data gathered from this pilot led USW to consider the
continued use of PBL across all years of the music therapy MA, building upon the pilot study’s
experiences and findings. More consideration could be given to continuing the PBL pilot in all years,
or with a focus on Years 1 and 2, as well as developing online resources to support the method. The
existing cases could be developed, including possible digital enhancement. Integrated clinical tasks
could also be woven more securely into the PBL seminars. The project essentially threw the students
into the PBL process, and there could be merit in developing an introductory PBL case scenario as an
induction to the PBL process. As with any academic input, careful consideration needs to be given to
avoid the PBL seminars clashing with other course deadlines.

On implementation of further PBL in the MA Music Therapy training at USW, it would be vital to
continue to evaluate its effectiveness on clinical reasoning or other skill sets together with the student
experience of the pedagogical method. There would also be the possibility of developing a music
therapy PBL evaluation tool, with a view to possible future collaboration with other music therapy
courses. The PBL process has already been integrated at USW with other educational activities, such
as clinical improvisation and theory and practice seminars. Initial responses and outcomes to these
curriculum developments are positive. Further staff training in PBL facilitation and expertise would be
desirable to build on the findings of this pilot. Although at present these methods are only used in the
MA Music Therapy, it would be worth broadening its usage to the MA Art Psychotherapy programme,
as well as potentially using mixed groups of trainee music therapists and art psychotherapists. Laahs
and Derrington (2016) have written of the benefits of interprofessional education (IPE) with reference
to the MSc Music Therapy programme at Queen Margaret University in Scotland, so there is an
emerging evidence base for this kind of work. It could also be beneficial to make contact with other



UK music therapy programme leaders and academics to find out more about their use of PBL with a
view to possible future sharing of case scenarios and pedagogical research. In an international
context, Clark and Thompson (2016) write of the challenges of delivering e-learning in their MA Music
Therapy programme at the University of Melbourne. Perhaps PBL could be considered as a mode of
curriculum delivery here, for intensive study weekends or group discussion via online personal
interaction. Further research could explore how the confidence level reported in music therapy
students mirrors changes in their practical work.

In conclusion, and with full acknowledgment of the inherent limitations of a self-reporting evaluation,
this project successfully piloted the use of PBL in music therapy training across the three years of the
MA Music Therapy programme at USW. The experience gained for the teaching team and students,
and the research data obtained, has provided evidence of positive effects on music therapy students’
confidence in their clinical reasoning skills and upon their learning experiences. The information is
useful in itself to add to the body of knowledge around PBL and its effectiveness in aspects of music
therapy training, but it can also be used to inform future decisions on further use of PBL within USW.
Given the positive effects coupled with the information on how the implementation of any PBL
intervention can be influenced by a variety of controllable factors, there is every reason to conclude
that future use of PBL within music therapy training at USW and at other institutions could be highly
effective.
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APPENDIX: PRE-/POST-PBL SURVEYS

Pre-PBL survey Year ... SURVEY NO ...

PBL and music therapy: A pilot study at USW: 2014/15

Please choose the options which are closest to your opinions in all the questions below.
Please tick the relevant boxes to indicate where on the scale you agree or disagree with the following statements.

Q1: I feel confident in my ability to conduct appropriate diagnostic procedures effectively.

Neither disagree or

Strongly disagree Disagree agree Agree Strongly agree
[] [] [] [] []
Q2: | feel confident in my ability to conduct appropriate music therapy effectively.
Strongly disagree Disagree Nelthe;glrseaegree or Agree Strongly agree
[] [] [] [] []

Q3: | feel confident in my ability to formulate specific and appropriate music therapy management plans, including the
setting of timescales.

Neither disagree or
agree

0 0 0 0 O

Strongly disagree Disagree Agree Strongly agree

Q4: I feel confident in my ability to undertake or arrange investigations, for example setting up an assessment period in order
to ascertain the appropriateness of an intervention.

Neither disagree or

Strongly disagree Disagree agree Agree Strongly agree
[] L] L] [] []
Q5: | feel confident in my ability to observe and record service-users’ responses.
Strongly disagree Disagree Nelthegzlrséaegree or Agree Strongly agree
[] L] L] [] []

Q6: | feel confident in my ability to use research skills to determine appropriate actions.

Neither disagree or
agree

0 0 0 0 O

Strongly disagree Disagree Agree Strongly agree
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Q7: | feel confident in my ability to use problem-solving skills to determine appropriate actions.

Neither disagree or
agree

0 0 0 0 O

Strongly disagree Disagree Agree Strongly agree

Q8: | anticipate that taking part in the music therapy PBL sessions will have a positive effect on my learning experience.

Neither disagree or
agree

0 0 0 0 O

Strongly disagree Disagree Agree Strongly agree

Q9: | have been involved in problem-based learning in a previous educational setting.

[ ]Yes [ INo

Q10: Further comments: Please use the area below for any feedback or comments which you feel are important, relevant, or
which you think we should know about before you take part in the PBL group.

Thanks very much for completing this survey and being part of this research.



PBL and music therapy: A pilot study at USW: 2014/15

Please choose the options which are closest to your opinions in all the questions below.
Please tick the relevant boxes to indicate where on the scale you agree or disagree with the following statements.

Q1: | feel confident in my ability to conduct appropriate diagnostic procedures effectively.

Neither disagree or

Strongly disagree Disagree agree Agree Strongly agree
L] L] L] L] L]
Q2: | feel confident in my ability to conduct appropriate music therapy effectively.
Strongly disagree Disagree Nelthegglrseaegree or Agree Strongly agree
L] L] L] L] L]

Q3: | feel confident in my ability to formulate specific and appropriate music therapy management plans including the
setting of timescales.

Neither disagree or
agree

0 0 0 0 O

Strongly disagree Disagree Agree Strongly agree

Q4: | feel confident in my ability to undertake or arrange investigations, for example setting up an assessment period in
order to ascertain the appropriateness of an intervention.

Neither disagree or

Strongly disagree Disagree agree Agree Strongly agree
[] [] [] [] []
Q5: | feel confident in my ability to observe and record service-users’ responses.
Strongly disagree Disagree Neithe;:irsee;gree or Agree Strongly agree
[] [] [] [] []

Q6: | feel confident in my ability to use research skills to determine appropriate actions.

Neither disagree or
agree

0 0 0 0 0

Strongly disagree Disagree Agree Strongly agree
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Q7: | feel confident in my ability to use problem-solving skills to determine appropriate actions.

Neither disagree or
agree

0 0 0 0 0

Strongly disagree Disagree Agree Strongly agree

Q8: Taking part in the music therapy PBL sessions has had a positive effect on my learning experience.

Neither disagree or
agree

0 0 0 0 O

Strongly disagree Disagree Agree Strongly agree

Q9: | would like more of the music therapy curriculum delivered using a PBL approach.

Neither disagree or
agree

0 0 0 0 O

Strongly disagree Disagree Agree Strongly agree

Q10: Further comments: Please use the area below for any feedback or comments which you feel are important, relevant,
or which you think we should know about now you have taken part in the PBL group sessions.

Thanks very much for completing this survey and being part of this research.
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EAANvikn iepiAnyn | Greek abstract

MNMpoopEpouv oL mpooeyyioelg Mabnong pe Baon To MpopAnpa
[Problem-Based Learning] anoTEAEOHATIKEG EKMALOEVUTIKEG
MAPEPPACELG YLA TA EKTALOEVTIKA TTPOYPApHATA
HouowkoBepaneiag? Eumepieg ano ywa €pgvva dpaong

oto MavemoTApo TG NoTiag OvaAiag

Sally Holden | Elizabeth Coombes | Kathy Evans

NEPIAHWVH

Mta npoogyylon Maenong pe Baon 1o MpoBAnua [Problem-Based Learning, PBL] dok(pAoTnKe MIAOTIKA 0 OAO
TO JETATMTUXLAKO TIPOYpPapa HouatkoBepaneiag oo Mavemotipto TG NOTIag Ovaiiag. O KUPLOG OTOXOG TOU
MPOYPAUHATOG NTAV Va SLEPELVIOEL KATA MOGOV N AVATITUEN TWV MPAKTIKWY dEELOTATWY KAl TNG LKAVOTNTAG
KALVIKOU GUAAOYLOPJOU TWV POLTNTWYV HouolkoBepaneiag Ba pPmopoloe va €vioXUBel pe Tn Xpnon pLag
npoogyylong PBL katd Tn dldpKeld Twv OMoudwy Toug. MeAETEG MEPIMTWONG OL OTMOIEG EVOWHATWVOLV
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MOAANECG TTUXEG TNG AMALTOUPEVNG HABNONG KAAUTTOVTAG BACLKOUG TOUEIG TOU MPOYPAUHATOC OMoudwv
avanTuxenkav Kkat xpnotgorowlBnkav oe ouvedpieg PBL pe kdBe opdada poitnTwy. OL ouvedpieg
OUVTOVIOTNKAV amo €vav CUVTOVLOTN UE KaTdpTion oTo PBL kal emomTevBnkav amd Tov umelBUVO TOu
MPoyPAPUaTOG HouotkoBepaneiag. Ot QolTNTEG ONOKANPWOAV €va €PWTNHATOAOYLO TIPLV KAl PETA ThV
epapuoyn Tou PBL, divovrag mANpopopieg OXETIKA UE TNV AUTOTEMOIONON TOUG O SLAPOPOLG TOUEIG TOL
KALVIKOU OUANOYLOPOU. ZUYKEVTPWONKAV €MIONG OXOALA OXETIKA PE TIG AMOYELG TOUG OXETIKA HE TnV
npocgyylon PBL Kal TIg EMUNTWOELG TG OTN PaBnolakn Toug sunelpia. Ta anoTeA€opata deiXvouv OTL N
eUMAOKN pe Tn dtadikacia PBL gixe BeTIKNA €MidPAON OTNV AUTOTEMOIBNON TWV POLTHTWY WG TPOG TOV KALVIKO
TOUG GUANOYLOUO, KAl 0TRV BETIKN TOUG A&LOAOYNON AUTAG TNG EUMELpiag.

AE=EIZ KAEIAIA

Maénon pe Bdon Tou MpoPAnua [Problem-Based Learning], d€€l0TNTEG KALVIKNG OKEWPNG, ekmaidevon
pouolkoBepareiag, épeuva
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This interview follows a chance meeting between two music therapists: UK music therapy,

music therapist Beth Pickard, and Finnish music therapist Mikko Romppanen. learning and teaching,
Both Beth and Mikko are registered music therapists, but were engaging in an higher education,
International Wellbeing Week at Hame University of Applied Sciences (HAMK) interdisciplinary,

in Finland in their capacities as lecturers in higher education. Their diverse roles international

and responsibilities as well as contrasting pedagogical stances provided a
wealth of rich discussion during their time together, and created the stimulus
for this extended dialogue. During this interview, they will explore their own
orientation and training as music therapists, before considering how their
professional background informs how they approach their own learning and
teaching practices. Mikko and Beth teach students from a range of disciplines
to use music and the arts therapeutically within the boundaries and scope of
their practices. In reflecting upon the potential and challenges of this model,
they consider whether such an approach could be further developed. In
addition, Mikko insightfully reflects on the potential of music as a form of self- o
expression for undergraduate students across disciplines, and the prospect of 23';:1"::;3“]2'?;:;"12019
the evolution of arts-based research and evaluation to provide further Accepted 2 Aug 2019
opportunities for music therapists across contexts in higher education. First published 6 Oct 2019
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INTRODUCTION

This interview follows a chance meeting of two music therapists: Mikko Romppanen, who is a Senior
Lecturer at Hame University of Applied Sciences (HAMK) in Finland, where he teaches adult social
work and creative methods to social services students; and myself, Beth Pickard, a Senior Lecturer at
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the University of South Wales, who leads an undergraduate Creative and Therapeutic Arts degree.
While we are both music therapists teaching in other subject areas, the main distinction between
Mikko's role and my own is that Mikko is primarily teaching therapeutic music skills to non-music
students, whereas | am primarily teaching visual artists to develop the inclusive and participatory
nature of their practice, not specifically in a musical domain.

Following our chance meeting at Hame University of Applied Sciences (HAMK) International
Wellbeing Week, it was a privilege to spend some time in Mikko Romppanen’s teaching spaces,
learning about the methods and theories he uses in teaching social services students to engage
creatively and therapeutically with their service users. | was not visiting HAMK in my capacity as a
music therapist, and was rather delivering a series of workshops about sign-supported
communication, using SignAlong's method: “[a] key word sign-supported communication system
based on British Sign Language [..] used in spoken word order. It uses speech, sign, body language,
facial expression and voice tone to reference the link between sign and word” (SignAlong, 2019). | was
exploring with international students the potential of inclusive and holistic communicative methods
to contribute to the wellbeing of individuals with learning disabilities, enabling increased relatedness
and connectedness: eudaimonic theories proposed by Ryan and Deci (2001). This is a subject | explore
in depth with students enrolled in the undergraduate Creative and Therapeutic Arts course at the
University of South Wales. In this course, | draw from my music therapy experiences, skills and training,
but | am not training music therapists. This approach is mirrored in Mikko’s teaching, where he
explores many topics covered on music therapy training courses, but not with an intention to train
music therapists either. | was fascinated to find a colleague with a shared experience of teaching
across disciplines and was eager to understand Mikko's perspective and insights.

After spending some time making sounds and music together, we reflected on the potential and
challenges of working in this interdisciplinary way. Upon returning from Finland, Mikko and | have been
in communication to further explore our shared experiences and to learn from each other. A summary
was presented in BAMT Leading Note (Pickard & Romppanen, 2018) and this interview seeks to further
unpack some of the intricacies of our “context-specific” and “context-transcendent” practices (Kreber,
2009, p. xix).

| (Beth) initially studied critical disability studies and applied this learning through a range of inclusive
education and music education projects. My music therapy training at the University of the West of
England (UWE) was humanistic and integrative. This combined training gave depth and theoretical
underpinning to my ways of being in music with others and enabled me to develop the intentionality
of my work. Such intentionality entails making informed decisions about both the positioning of the
work but also the language and framework through which it is articulated and communicated. | have
continued to work primarily with children and adults with learning disabilities, and my passion
continues to be around challenging a deficit-based interpretation of disability (Pickard, 2019). | was
interested to understand Mikko's philosophical background and clinical emphasis as a music
therapist, and asked him how he would describe his practice:



| trained as a music therapist first in Helsinki Sibelius-Academy from 1995 to
1997. After that, | completed my master's degree in Jyvaskyla University in 2001.
I have also gained further qualifications in Guided Imagery in Music (GIM), Levels
| and Il. As a clinical music therapist, | initially worked in Kellokoski Psychiatric
Hospital. After that | worked as a freelance music therapist in Greater Helsinki,
which is the capital area in Finland. Most of my clients have been psychiatric
patients in adolescence or early adulthood. | have also facilitated groups for
psychiatric patients of all ages. While not my main field of expertise, | have some
experience of working with children with disabilities, too. At the moment | do not
have a clinical practice but | am concentrating on teaching at HAMK and other
places. (Mikko)

Mikko approaches his learning and teaching practice with a rich and varied background in music
therapy practice, including additional training in receptive methods such as GIM. Understanding
Mikko's background led to the realisation that our journeys towards teaching beyond music therapy in
an interdisciplinary manner have originated from very different vantage points.

The term interdisciplinary is used intentionally, to describe the way our subject knowledge is
applied across discipline boundaries: “Interdisciplinarity implies intersections of different subject
areas that might give birth to new objects of study. The interdisciplinary approach washes the limits
between the disciplines and the new common topics of different subjects are being looked for”
(Crisciuc & Cosumov, 2017, p. 38). A valuable insight into the typologies of theoretical, methodological
and epistemological interdisciplinarity is offered by Klein (2017) and, while beyond the scope of this
interview, provides such food for thought in further reflecting upon and dissecting the exact nature of
the interdisciplinarity proposed here.

To understand how we develop our pedagogical approaches and traverse our subject boundaries, it is
first necessary to understand how we position and define our own practices within the international
subject area of music therapy. My own learning and teaching practice is diverse and varied. | teach on
the MA Music Therapy at the University of South Wales; facilitating group supervision, teaching about
humanistic principles and politics of disablement, and contributing significantly to the Research and
Dissertation module. However, the majority of my teaching time is spent on the undergraduate Creative
and Therapeutic Arts programme, of which | am Course Leader.

This is a practice-based programme where visual artists train to use their art form in increasingly
inclusive and participatory ways. The challenges of describing and articulating this rich and varied
practice are explored elsewhere (Pickard, 2019; Swindells et al., 2016) and the lack of standardisation
and professional regulation can be seen as a constructive opportunity to develop opportunities across
a wide range of contexts. This opportunity is explored with an importance of the awareness of
maintaining professional boundaries. Contemporary developments discussed in Matarasso (2019),
such as increased focus on ethical practice and the development of Codes of Conduct for Participatory
Artists (Deane, 2013), are both welcome and needed. From another perspective, the issue of



practitioners misrepresenting their practice is discussed by Pearson (2018, p. 3), noting: “Language
specificity about roles, however, is important, particularly when we are doing work that has the
potential to cause harm”. This is a perspective | am very aware of and very conscious of as | enable
students to work therapeutically but not as therapists.

In addition, | contribute to modules on other programmes, including Art Psychotherapy, Play
Therapy, Psychology, Nursing, Education and Early Years. These cross-disciplinary teaching
opportunities enable me to advocate for music therapy and share principles of communicative
musicality (Malloch & Trevarthen, 2009) and inclusive practice (Moore & Slee, 2014) with trainee
professionals in many other disciplines. | find that this breadth of pedagogical opportunities enriches
my own music therapy practice as well as the subject-specific experiences of myself and students.
Mikko summarises his own learning and teaching practice below:

| started at HAMK University in 2010 as a full-time lecturer. My main area of
responsibility is adult social work and creative methods concerning music and
soundscapes. | also teach leadership and supervising in social work, as well as
a range of other topics, such as child welfare.

The Music and Soundscapes course is part of the module, within which
culture and art-based methods are presented for the students of the School of
Wellbeing (Bachelor's of Social Services). Teaching creative methods is also part
of other modules in HAMK’s repertoire, for example, the Early Childhood
Education module. The focus here is on play and music’s supportive role in
children’s development.

Additionally, there are also occasionally extracurricular musical activities at
HAMK. When a new group of students start their studies in the School of
Wellbeing in HAMK, | introduce them to the possibility of making music together
as part of their studies. They often form groups, which perform at different
occasions and events at HAMK and in our network of local organisations, such
as local kindergartens, day centres, homes for older adults and so on. HAMK's
music pedagogy is described briefly in this short video extract:
https://youtu.be/4Qtksg8UAeY

A trio of these musically active students did, furthermore, complete their final
thesis about the empowering effect of music. An essential part of the thesis was
a documentary film, where they interviewed their fellow students about the
moments when specific songs had a positive impact on their
lives: https://www.youtube.com/watch?v=FP_Fy3GYw3U&feature=youtu.be

My role at HAMK is flexible and multifaceted. | also have quite a lot of
influence within my own work, which is great. | am able to decide in what
direction to take my teaching and what areas are highlighted in my pedagogy. |
can also develop new ideas and projects that can be included in my teaching.

What is apparent here is that both myself and Mikko continue to maintain and develop our
professional currency through specific music therapy practices, but also develop our practices
through teaching in other subject areas. The educational and social care systems in Wales and Finland
account for some of the differences in our teaching and subject areas, but there are many parallels in
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the way that we explore the potential of music to inform child development, social inclusion and
student experience through an interdisciplinary frame.

As noted, the main distinction between Mikko's experiences and my own would be that Mikko is
primarily teaching therapeutic music skills to non-music students, whereas | am primarily teaching
visual artists to develop the inclusive and participatory nature of their practice, not specifically in a
musical domain. Mikko's students are social services and early years students with knowledge of how
to work with others, who may begin to use music and creativity in their practice. My students are visual
arts students who are beginning with a refined and established art practice and are learning how to
work in the community.

This is an interesting contrast: working with artists to enable them to consider the therapeutic
potential of their existing practice, or working with social care and early years students and enabling
them to incorporate the arts into their existing practice. Visual arts students may have a more
established skill set in the arts, yet social care students may be greater in number and potentially have
wider reach and impact in their future roles. There are interesting considerations in reflecting upon
these different models of practice.

Both Mikko’s and my own are examples of interdisciplinary teaching practices, with
interdisciplinarity defined by Darbellay (2015) as:

Interdisciplinarity brings into play two or more established disciplines so that
they interact dynamically to allow the complexity of a given object of study to be
described, analyzed and understood. Interdisciplinarity, which goes further than
simply juxtaposing different disciplinary viewpoints, involves a collaborative and
integrative approach by disciplines to a common object, in the joint production
of knowledge. Collaboration and integration of disciplinary competencies and
knowledge can occur at different levels of interaction: it can be a matter of
transferring or borrowing concepts of methods from another scientific field, of
hybridization or crossing mechanisms between disciplines, or even creating new
fields of research by combining two or more disciplines. In all these scenarios,
the organisation of knowledge along interdisciplinary lines is based on the
interaction between several points of view, with the issues and problems treated
falling ‘between’ (inter) existing disciplines, being recalcitrant to treatment by a
single discipline. (Darbellay, 2015, pp. 165-166)

This definition is particularly interesting when we consider the crucial boundary of the arts
therapies’ legally protected title in the UK (HCPC, 2018), over which creative arts students cannot
cross, despite their, arguably, working on its boundaries (Pearson, 2018).

From a learning and teaching perspective, there is recognised potential of an interdisciplinary
approach (Chandramohan & Fallows, 2009; Kreber, 2009), with McCune (2009, p. 233) suggesting that
“where students develop a critical awareness of the knowledge practices of their disciplines, and
ideally of several disciplines, they are better placed for the interdisciplinary problem solving required
to approach complex real-life problems”. Rooks and Winkler (2012, p. 3) concur, suggesting that
“among the advantages of multidimensional interdisciplinarity are that students learn that knowledge
is not compartmentalized and that in the real world, knowledge is transferable and cumulative”.



Within music therapy practice, the potential of interdisciplinarity is discussed in various
contexts, including Stige's (2012, p. 183) definition of “health musicking” as “a possible framework for
a broader interdisciplinary area of music, health and wellbeing”. Other applications of the term include
collaborations with interprofessional teams, as Twyford (2017, p. 899) interestingly notes that “the
profession of music therapy may be behind the times with its use of teamwork terms, particularly in
relation to health care, where the term interprofessional is increasingly prevalent”. Pearson (2018, p.
6) interestingly suggests that taking an “interdisciplinary leadership role as health-musicking experts
is one way of raising awareness of the profession [of music therapyl.” Interdisciplinary dialogues
between music therapy and special education are explored by Darrow and Tsiris (2013), while Karkou
(2016) considers the interdisciplinary potential of working across arts therapy modalities. Mikko
further clarifies his own views on the potential of our specific interdisciplinary approach later in this
interview.

In order to further understand how Mikko and | draw from our music therapy training to inform our
interdisciplinary learning and teaching practice, | asked Mikko how he felt his music therapy role
informs his teaching practice:

| feel that my music therapy expertise has had a lot of impact on my work at
HAMK. Teaching creative methods in this context raises many interesting
questions. What kind of approach should we have in this context and what are
the possibilities and options? What are the frames for the pedagogy? My
students are not necessarily going to be musicians, nor are they going to be
therapists, let alone music therapists. So what kind of terminology should we
use when discussing this field of pedagogy? This is a question | have actually
been pondering quite a lot.

At HAMK we apply a theoretical approach called social pedagogy. The idea
and ideal of social pedagogy roots back to Paulo Freire's (2017) Pedagogy of the
Oppressed and other important thinkers of the last century. Also, the concept of
sociocultural inspiration is essential in this context (Kurki, 2000). Briefly,
sociocultural inspiration is an approach where people are supported to become
stronger actors in their own lives. Traditionally, the arts have been one important
method of sociocultural inspiration when working with communities in different
contexts. So, this theoretical frame is actually very suitable when teaching
therapeutic use of music to social work students.

This theoretical frame was fascinating to learn about, and Freire’s (2017) Pedagogy of the
Oppressed is an influential source for my own pedagogy too. | am in the process of exploring the
concept of sociocultural inspiration that Mikko offers further in order to inform my own practice. While
we also draw from social justice perspectives for the Creative and Therapeutic Arts degree offered at
the University of South Wales, the Course Team also draw from critical disability studies (Goodley,
2017), participatory arts (Matarasso, 2019), socially engaged art (Helguera, 2001) and inclusive arts
(Fox & Macpherson, 2015) perspectives. We take a vocational approach to understanding how to



develop quality, evidence-based therapeutic arts provision to benefit wellbeing (Swindells et al., 2016;
Matarasso, 2019). Students benefit greatly from the locally developed ArtWorks Cymru Quality
Principles (ArtWorks Cymru, 2015) which define what robust practice in the field of participatory arts
might entail. Students further draw from positive psychology to underpin the intentionality of their
practice, with Ryan and Deci's (2001) model of self-determination theory and Ryff's (2014)
psychological wellbeing being highly influential. As noted, Swindell et al. (2016) summarise
exceptionally well the complexity of defining this socially engaged arts practice. The Course Team
have developed a spiral curriculum (Bruner, 1960; cited in Fry, Ketteridge & Marshall, 2015) which is
experiential and enables students to learn from the vantage point of participants as well as facilitators
(Pickard, 2019; Ryff, 2016).

Further to considering pedagogical approaches, | asked Mikko whether he felt his insight as a
music therapist as opposed to a music teacher was important:

Yes. Basically, | am not teaching people to sing or play, even though | may give
them some inspiration to develop their musical skills at their own level. My main
pedagogical focus is to enable students to reveal their inner creativity and
encourage them to use the gifts they already have when working with people in
social services or with children in early years provision. Most of the methods |
am teaching the students are things like making pictures to the music, writing to
the music, creating soundscapes with body instruments, musical games or how
to use musical biography as a tool when working with others. So most of the
things | teach do not demand any musical knowledge or musical skills. Of course
those who have musical skills and knowledge can benefit from the teaching too,
and they can find new ways of using their musical skills in this work.

For example, | introduce the students to the Figure Note system (Uusitalo &
Kaikkonen, 1999; Laes, 2014), which is an accessible method utilising colours
and shapes and enables anyone to play an instrument almost instantly. This
methodology of special music education has been used and researched in
Finland for quite some time (Laes, 2014). | also introduce students to some
electronic equipment so that music-making could be more accessible for certain
participant groups. Recently we have invested in a Sound Beam, an ultrasound
beam that reacts to movement and enables participants to make music through
body movement, that is widely used with people who have disabilities (Sound
Beam, no date).

We also have a “music mat” created by Jukka Louhivuori from Jyvaskyla
University. The music mat is equipped with sensors that are triggered by contact
with the body and create sounds. In essence, this is a simple, accessible MIDI
instrument that you can access by making contact with the mat. This innovation
is also being researched in Jyvaskyla University (Lempidinen, 2018; Tuikka
2018). The idea of these accessible and innovative instruments and methods is
to give students an understanding about the possibilities of their own body and
voice, the possibilities of the conventional instruments and the possibilities of
technology in music-making with different participant groups.



This idea of focusing on transferable learning through the arts is shared in my own teaching
practice, however, there is an expectation that creative and therapeutic arts students will have a level
of knowledge and skill in their art form (ArtWorks Cymru, 2015). This expectation of knowledge and
mastery in their art form is exemplified in Matarasso's (2019, p. 48) recent definition of participatory
arts as “the creation of art by professional artists and non-professional artists”. This definition can be
seen as problematic for many reasons, including the binary separation between collaborators, and the
challenge of what is meant by ‘professional’ and how this is defined (see Deane, 2019). However, the
emphasis on the artistic skill and experience of the facilitator is constructive in order to maintain the
quality and rigour of the artistic practice and experience. While facilitators will not necessarily require
advanced levels of artistic skill or prior artistic experience from their participants, there is a level of
skill required of the facilitator to harness the potential of the arts in this creative collaboration. This
level of artistic competency closely mirrors the expectation of arts therapists to maintain and develop
their own artistic skills and competencies in the UK (HCPC, 2013).

In acknowledging that both in Finland and in Wales there is an increasing emphasis on wellbeing of
future generations (Welsh Assembly Government, 2015; Parliament of Finland, No Date; NESTA, 2019),
| asked Mikko how he felt training practitioners in a resourceful, creative method might influence their
future practice:

This is not a very easy question to answer. | can just say what | presume and
hope my teaching will influence this next generation of professionals. | hope that
this next generation of professionals will have more self-confidence for
expressing themselves musically, artistically and in general. | hope that, having
been introduced to music and other artistic ways of self-expression, they will
also be more confident in expressing themselves verbally in any situation. They
will hopefully also have a better toolbox for working with people creatively. An
important aspect of this pedagogy is of course that future professionals will
have a good understanding about the therapeutic potential of music and
creativity. This understanding in turn also means that they are more aware of
approaches and professions like music therapy and art psychotherapy. They
understand what music therapy means and they are able to contact the
professionals in that area when they plan and discuss useful interventions for
their clients and service users.

This recognition of increased referrals to arts therapies is a highly interesting one, which
emphasises clearly an acknowledgement of the distinction between these practices and the legally
protected arts therapies. In reflecting on Pearson’s (2018) recent article, | would concur with Mikko’s
assertion that working therapeutically through the arts at this lower level can in fact increase
awareness of, and referrals to, arts therapies, rather than be seen as a threat. Both Mikko's students
and my own are highly aware of the boundaries and distinctions between exploring the arts
therapeutically, engaging in creative methods and the psychotherapeutic intervention of the arts



therapies. As noted, in participatory arts research and practice, this distinction is often discussed and
debated (Swindells et al., 2016; Matarasso, 2019). When asked whether Mikko foresees any potential
concerns about crossing a boundary into music therapy, Mikko responds:

That is a good question. | think it is important to understand that music
therapists are doing clinical, therapeutic work that demands a certain
professional accreditation and level of study. The therapist's engagement in
their own personal therapy process is of course also essential as a part of
becoming a true music therapy professional. Then again when we think about
my students, who are going to receive a Bachelor's of Social Services, it is
obvious that they are also going to be highly skilled professionals, experienced
in working with people. They will be working in many contexts with many
different kinds of participants. They are not doing therapy work but they are still
part of the rehabilitation team. They do rehabilitative work with a different
mindset and intention than a therapist. While therapy work is often more focused
on a specific referral criteria, a Bachelor's of Social Services graduate usually
works around the general wellbeing of their client.

My opinion is that since they are skilled professionals, with three to four years
of bachelor-level studies behind them, why should they not have some musical
methods in their professional toolkit? Obviously, it is a different thing to using
specific music therapy approaches like Guided Imagery in Music (GIM),
Analytically Orientated Music Therapy (AOM) or Nordoff-Robbins Music Therapy
with the clients (see Wigram, Pedersen & Bonde, 2004), but | only teach the
students basic methods like drawing and writing to music or basic
improvisational skills. Of course, it is evident that even these basic methods can
be very powerful tools and they can provoke strong feelings and emotions
among clients. But then again - our students are going to be professionals and
they will have the skills to cope with many kinds of emotive situations and
encounters with the clients as part of their training.

So, I do not really have any moral hesitations when teaching my students the
basic methods of using music in a therapeutic way with their clients. We have to
remember that many students are also going to work in early education, where
they can benefit from the toolbox | am offering in my teaching. When we know
about the benefits that music and other art forms have for child development, it
is essential that the educators are able to use many kinds of approaches in their
work in early education. Moving and painting to music, improvisation and
creating soundscapes with and without instruments can support both
educational and wellbeing outcomes in early years practice. The students will
learn that music pedagogy with children can be much more than just singing and
that it is possible to achieve many kinds of social and psychological goals with
the help of music and other art-based methods.

| really do not think that my students should or will be competing with the
music therapy professionals. Actually, | think that my students might be just
more aware about that specific area of therapy and they probably would readily



refer to the services of music therapists when they are making plans for the
benefit of their clients.

This is a confident and informed outlook from Mikko’s practice. | would say that, in Wales, | am
more mindful of the potential for tension between participatory arts or inclusive arts and arts
therapies. Many students have the aspiration to become arts therapists in the future, and some are
not as aware of the professional distinctions between roles when they commence their studies. As
such, | do feel a moral and professional obligation to explore those boundaries overtly with students
during their studies.

Having understood the current positioning of Mikko's practice at HAMK, | asked whether he felt this
model could be expanded or developed further:

| think that this pedagogic model could and should be developed further. Arts-
based methods could be integrated more in teaching not only as a toolbox for
future workers in social services but also as a method of pedagogy in any
context or faculty. Actually, | have been pondering quite a lot lately: what is the
best and most appropriate way of teaching music and other arts- and culture-
based methods in general for students in our context as a part of the curriculum?

Is the system where we have a dedicated module for these methods
appropriate or should we embed creative methods into several modules along
the way? While we do have this dedicated module, we have started to deliver
elements of this content in other modules and on other courses too. It might be
beneficial to integrate creative methods into all kinds of learning situations and
contexts. | mean that the arts might be a tool to learn anything that is included
in HAMK's curricula and not only as a toolbox for working with social services
clients. Music and other art forms are powerful tools for gaining self-knowledge:
an essential skill in any profession or discipline in contemporary society. There
is increasing interest from other subject areas and faculties to explore these
creative methods.

| actually hosted a workshop for gardening students this year. The basic
premise is to use the arts as a vehicle for self-insight and to awaken the creative
potential in the minds of the students. The experience and feedback was
positive, and we have some further plans with the colleague of mine responsible
for that discipline. Maybe | could also modify the exercises in the workshops
according to their learning goals in the module: “How could we teach about
gardening through music therapy exercises?” might be an inspiring question.

| have also recently learned about an international project concerned with art-
based methods in research, evaluation and assessment. “Beyond Text” is a
collaborative international project concerned with bringing arts-based practice
research into education (Passila et al., 2017). The focus of this interesting
project is finding ways to support practitioners and researchers from all
disciplines within universities, professions and organisations beyond, to use the



arts to conduct high-quality research, assessment and evaluation through
practice. The purpose of the project is to bring art-based approaches into new
areas like mainstream education, youth, social and health care, business, maths,
science and engineering education. So, art-based methods could and should
maybe be used more widely also in different areas of education and development
for several purposes.

All in all, it has been, and still is, an inspiring challenge to teach the
therapeutic use of music to students enrolled in the Bachelor's of Social Services
at HAMK. As artificial intelligence and other technology is rapidly evolving and
we are increasingly surrounded by technological advances, | think we now need
music and other art forms more than ever to find and develop our human
potential. Artistic values and engagement with nature should be central to our
education system lest we forget our true being in this busy and rapidly ever-
changing material world.

Mikko's concluding thoughts chime with my own experiences, where arts-based methods of
research and evaluation are becoming increasingly mainstream (Coemans & Hannes, 2017; Kara,
2015; Leavy, 2015; Mannay, 2016). While this integration offers great potential for creative arts and
arts therapies students to engage in increasingly accessible and relevant research, it also
demonstrates the relevance of an introduction to creative methods to a much wider cross-section of
students. While arts-based research and evaluation is a subtly distinct application of the creative skills
of music therapists, this too could be a valid area of development and potential collaboration across
disciplines.

This chance meeting with Mikko has enabled a deep and insightful exploration of my own intentions
and methods in my learning and teaching practice. This exploration was unanticipated but hugely
welcome. As my own research evolves to explore perceptions of diversity, inclusivity and normalcy in
higher education, | find myself critically reflecting on many of Mikko's valid points. Should we be
concerned about the boundary between therapeutic music and music therapy? Is this boundary being
crossed or is concern about crossing this boundary limiting potential of work by practitionersin related
fields? Does music therapy training offer far greater potential than solely enabling music therapists to
work clinically? What further impact could we be exploring in applying our skills and values across
disciplines? | thank Mikko for his stimulating discussion and hope we have the pleasure of working
together further in the future.
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AUTH N CUVEVTELEN TIPOEKLYE AMO JLa TuXaia cuVAvVTNON avayeoa og dVO POUGCIKOBEPANEVTEG: TN BpeTavida
pouatkoBepaneuTpla Beth Pickard kat Tov ®1Aavdo pouatkoBepansuTtr Mikko Romppanen. Toco n Beth 6co
kat o Mikko eival moTonownuévol pouoilkoBepaneuTEG, alAd cuppeTeixav oTn Alebviy EBdopada Eunpepiag
Tou TipaypaTomnotnénke oto Hame University of Applied Sciences (HAMK) oTn ®\avdia wg AEKTOPEG oTNV
TpLTORABULIa eKmaidevon. TOoo oL dLapopeTIKOL TOLG POAOL KAl Ol gUBUVEG, 000 Kal Ol EEXWPLOTEG
natdaywylkeg Toug BE0ELG TPOPOdOTNOAV Hia TTAoVGLa GUZATNON KATd Tn dLdpKELd TNG GUVAVTNONG TOUG, Kal
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The value of collaboration across health care sectors worldwide has been increasingly realised as vital
for effective clinical outcomes. It is evident in the existing literature that when clinicians allow
themselves to learn from the skill sets of others, their professional thinking and attitudes are
broadened, and their approaches are strengthened. Collaboration and co-working are therefore one of
the most effective ways of fostering mutual understanding and successful team working (Miller,
2008).

Working Across Modalities in the Arts Therapies: Creative Collaborations provides a captivating
collection of collaborative working examples across the art therapies. While the editors acknowledge
that the theme of collaboration has been explored increasingly, they maintain that the subject remains
underrepresented in arts therapy literature. The aim of this book is to outline, encourage, and expand
interdisciplinary work within the arts therapies and between other psychological and health care
disciplines.

The editors, Tasha Colbert, a UK registered dance movement therapist, and Cornelia Bent, a UK
registered music therapist, have a wealth of collective experience working in their respective
disciplines and hold a shared commitment to working collaboratively. Both Colbert and Bent had
worked collaboratively with other arts therapy disciplines and allied health professionals before
working together in an acute mental health setting. This experience inspired them to document their
work and collate this volume to gain a deeper understanding of cross-modality and transdisciplinary
work.
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The book is arranged into two parts: 1) cross-modality practice in arts therapies, and
2) transdisciplinary practice and research in the arts therapies. Colbert and Bent define cross-modal
practice as art therapists from different modalities working together collaboratively in joint client
interventions. The term transdisciplinary practice in this volume is used to refer to an art therapist
collaborating with a practitioner from a different discipline such as psychology or systemic family
therapy.

The preliminary pages include contributor biographies and a foreword by Tessa Watson. In the
introduction, Colbert and Bent detail the aims, terminology, and definitions of art therapy modalities
represented in the book and provide an overview of the chapters. The book comprises 13 chapters
which detail a variety of collaborations in a range of settings, by a broad range of qualified and
experienced arts therapists. The therapy modalities represented include dance movement
psychotherapy, music therapy, dramatherapy and art therapy. The chapters provide international
examples from the UK, USA and Syria, across a range of clinical areas including mental health, learning
disability, and forensic settings. Examples of work with refugee children and veterans recovering from
homelessness are also included. Illustrations are used throughout the book to provide specific working
examples and illuminate the text.

This book adds to a growing body of literature and highlights the importance of collaboration to
best meet the needs of the subject client group. Diverse examples detail the methods used by art
therapy practitioners when developing effective cross-modal and transdisciplinary approaches to
achieve effective outcomes for complex groups and hard-to-reach individuals. Many of the chapters
provide description of the process taken by practitioners to combine their specialities, and the
professional outcomes achieved by doing so. Importantly, the chapters from this book provide insight
from the practitioners regarding the benefits and difficulties of working together and how these may
be fostered and contained to maintain safe working practice. Several themes emerge from the book,
illustrating fundamental professional and client-focussed rationale for collaborative approaches and
hence strengthening the validity of the text.

The first theme relates to the new learning that professionals gain through collaborating, and
how a deeper understanding of other's modality or profession can be achieved through this process.
Collaborating with other modalities and professions aligns therapeutic aims and objectives (Charles
and Sanoon, Chapter 7), maximises resources and thinking skills, and provides colleague support
(Maguire and Mindang, Chapter 1; Rothwell and Henagulph, Chapter 10; Peacock, Chapter 13). Working
collaboratively enables professionals to build on their core skills by illustrating existing differences
and de-mystifying roles. This ensures client-focused partnerships and leads to professional trust and
respect, and opportunities for new adaptations of the work (Wilson and Rose, Chapter 9; Rothwell and
Henagulph, Chapter 10).

It is evident when reading this book that working collaboratively provides professional support
for clinicians involved in difficult and challenging work (Maguire and Mindang, Chapter 1; Goodwin and
Ramm, Chapter 4; Guney, Atik and Lundmark, Chapter 8; Allen, Chapter 11). Working collaboratively
also provides support for clinicians to value the differences and uniqueness of their working methods,
and reaffirms their professional value. This is particularly pertinent to arts therapists, who often
express that they feel the need to prove themselves professionally (Downie and Witshire, Chapter 6).
However, working collaboratively requires specific skills and poses several professional risks,



including exposure of professional self, helplessness, projection, transference and splitting (Rothwell
and Henagulph, Chapter 10; Matthews, Chapter 11). The importance of taking collaborative
approaches to joint post session debriefing and supervision is paramount to gain a deeper
understanding of underlying issues related to the work.

A third theme relates to the benefits of cross-modal and transdisciplinary approaches for clients.
Working collaboratively offers a reflective function for practitioners, which ensures flexibility and
adaptability to client needs (Rothwell and Henagulph, Chapter 10) and provides a deeper
understanding of and insight into clients (Charles and Sanoon, Chapter 7). Multi-modal approaches
offer increased creative opportunities to express a wide range of feelings through alternative modes
of expression (Maguire and Mindang, Chapter 1; Burrell and Cohen, Chapter 2; Colbert and Bent,
Chapter 3; Downie and Wiltshire, Chapter 6) and provide a multi-sensory approach to trauma which
allows for individual client preferences (Guney, Atik and Lundmark, Chapter 8). Further, an integrated
approach provides the development of verbal and non-verbal narratives for clients, which enables a
strong containing and reflective therapeutic space (Burrell and Cohen, Chapter 2; Wilson and Rose,
Chapter 9).

The importance of relationship forms an integral part of the work described in the book.
Modelling a joint therapeutic relationship of secure and trusting attachment is a fundamental aspect
of and reason for collaborating. Several authors detail how a collaborative approach provides
opportunities to model aspects of relationship to clients. This includes making associations,
cooperation and establishing shared aims (Butte and Whelan, Chapter 5; Charles and Sanoon, Chapter
7), mutual respect (Matthews, Chapter 12), the broadening of interpersonal skills (Charles and Sanoon,
Chapter 7), and the fostering of stability and empowerment (Peacock, Chapter 13). Client trust can be
gained by modelling a secure, trusting and containing relationship (Allen, Chapter 11), which also
provides the opportunity to enhance the ‘stretching’ of client emotions, sensations, thoughts and
imagination by taking risks in a new modality (Downie and Wiltshire, Chapter 6; Colbert and Bent,
Chapter 3).The collaborative partnership also provides opportunities to model diversity and the
acceptance of differences to clients, and the possibility to reflect on this in the therapy space (Wilson
and Rose, Chapter 9; Matthew, Chapter 12), as well as highlighting the value of working alongside
clients as ‘non-experts’ (Colbert and Bent, Chapter 3).

Arts therapists share a common understanding of the value of creative processes and
psychotherapeutic foundations in their respective approaches. Whilst | appreciate that the book
concentrates on therapies with a psychotherapeutic focus, | would have welcomed a possible
expansion of the transdisciplinary section to include contributions from other allied health disciplines.
Such collaborations highlight similar themes to those described in this text but broaden the exposure
of creative art therapy programmes within the wider mainstream health care framework. One last
thought relates to the focus on collaborative examples with adult populations in the book. | would love
to have read further examples of collaborative approaches with children and those in later stages of
life to provide a comprehensive perspective on the subject. Perhaps these thoughts may offer
inspiration for another edition.

Working Across Modalities in the Arts Therapies: Creative Collaborations highlights collaborations
between professions with a psychotherapeutic focus and illustrates the ways in which creative
mediums can be combined for effective outcomes. As such, this adds innovative and exciting breadth



to the existing literature as the reader learns how these related disciplines can engage in new learning
from each other. The book is a timely addition to the arts therapy literature in a climate where
interdisciplinary engagement is essential and is part of student education. It is an engaging read,
detailing a variety of examples of creative collaborations across a range of arts therapies and
psychotherapeutic professions. The book will resonate strongly with experienced practitioners who
have an interest in working collaboratively, and will provide insight and inspiration to arts therapists

and related professionals who may be considering working collaboratively, or those currently in
training.

Miller, C., (2008). Music therapy and collaborative working in adult mental health: Creative connections and destructive splits. In K. Twyford

& T. Watson (Eds.), Integrated teamworking: Music therapy as part of transdisciplinary and collaborative approaches (pp. 124-153).
London: Jessica Kingsley Publishers.
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The value proposition surrounding music therapy practice and the creative arts therapies is
intricately tied to a complexity of factors, including: macroeconomics in the global marketplace;
regional and local markets; policy trends; public and private financing schema; and a whole host of
important questions in microeconomics. Understandably, this is a thorny and understudied topic in
music therapy and creative arts therapies. Fortunately, The Economics of Therapy, Caring for Clients,
Colleagues, Commissioners, and Cash-Flow in the Creative Arts Therapies, edited by Daniel Thomas
and Vicky Abad, is a welcome contribution to the body of literature.

The scope and aims of this book are limited, as noted in the introduction by the editors. More
specifically, the editors of the book set out to explore the commonalities and intersection of therapy
and economics. Their approach is pragmatic and experiential, drawing upon the contributions of
eleven authors among eleven chapters. Importantly, a discourse on topics in economics typically
identifies the economic perspective(s) under examination. Questions in health economics may be
approached from several economic perspectives: societal, provider/clinician, client/consumer, or
payer. Even though the book acknowledges and broadly touches on each of these perspectives, the
authors approach their discussions from the clinician’s perspective. The reason for this approach, as
noted passionately by the editors and authors, is a call for therapists to heed and respond to the
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endogenous and exogenous forces bearing upon the sustainability and viability of creative arts
therapies.

The reader benefits from the varied clinical and business experiences of the authors to inform
important and knotty questions in the economics of music therapy and other arts therapies. As
Brynjulf Stige notes in the forward, not all questions are addressed; however, the book makes a
substantial contribution to prompting discourse. Stige offers an engaging and thoughtful forward to
help contextually frame the book and highlight themes and arguments presented in the book. This
includes the authors’ focus on the inseparability of the economics of therapy from the ethics of clinical
practice, given constrained resources and dynamic local markets affecting supply and demand. In a
real sense, the forward and editors’ introduction prompts the reader to reflect on one's own
experiences, perspectives, and preconceptions about economics in the arts therapy marketplace.

The book is roughly divided into three sections. Section 1 includes chapters one and two and
concentrates on current trends in funding therapy services as well as what commissioners want. Here,
the term commissioner refers to any stakeholder purchasing creative arts therapy services on behalf
of a client or group of clients; therefore, the authors address the consumer perspective by speaking to
the role of commissioners. Section 2 consists of three chapters examining how clinicians may meet
the needs of commissioners and funding entities in an environment of constrained budgets and
shifting resources. Section 3 turns to applied case studies and includes an approach to teaching music
therapy students about the business of music therapy using a tertiary training syllabus. Most of the
chapters include supplementary resources or what the authors termed “go and do it” exercises to
actively engage the reader in a whole host of activities to inform and increase awareness about
creative arts therapy economics and business.

Section 1: Chapter 1, by Daniel Thomas and Vicky Abad, is titled the same as the book title. The
authors concentrate on funding sources and their financing streams and models. Importantly, the
authors begin with a strengths approach and highlight the importance of relationships in clinical and
business practice. Sustainable practices in arts therapy require attention to economic health and the
authors note the possibility of a variety of business models to accomplish this. Thomas and Abad
recognise the juxtaposition of “money and therapy” may raise moral or ethical dilemmas among
clinicians. The authors argue ethical concerns should not be avoided; rather, they should be given
attention and approached with integrity and resolve. Chapter 2, by Alison Ledger, is titled
Entrepreneuring in Arts Therapies: Not Just Making a Swift Buck. Alison relays, in part, findings from her
dissertation focusing on the experiences of music therapists in developing new services. After offering
a concise definition and explanation of models of entrepreneurship, the author extrapolates and cross-
walks characteristics of music therapists that transfer and support good entrepreneurship and
business growth.

Section 2: Translating skills from therapy practice to support business growth and economic
acumen is a core theme of the book. Chapter 3 is a case in point. The chapter is authored by the editors
and titled RAILE - Building a Win-Win Business Model for Therapy. RAILE is a model and acronym
representing core clinical skills that also complement business development and business sales.
Resiliency (R), attunement (A), improvisation (1), listening (L), and empathy (E) support clinical practice



and also translate to business practices to grow business, problem-solve, collaborate, network and
communicate, and manage the business of therapy. If therapists feel trepidations about their
knowledge, skills, and abilities concerning the business of therapy the authors tackle this head on,
beginning with the therapists’ clinical strengths. The fourth chapter, titled For What It's
Worth...Determining the Value of Music Therapy: An Example from Austria, was co-authored by Monika
Geretsegger, Elena Fitzthum and Thomas Stegemann. Following an informative discussion and
contextual background regarding the Austrian health system and the role of music therapy practice in
the context of national policy and the Music Therapists Act, the authors also outline education and
training for the music therapist in Austria. This interesting context serves as foreground to a
discussion of valuation of music therapy. The authors organise their discussion from various
perspectives and include both macro- and microeconomic considerations. Most importantly, the
authors triangulate the relationship and dependency of music therapy research and training with
perceived value from multiple stakeholder viewpoints. Stine Lindahl Jacobsen closes out this section
with chapter 5, titled Ethics, Marketing and Transparency. The emphasis of this important chapter
concentrates on how therapists may integrate transparency, integrity, and ethical thinking into clinical
practice. These aims are considered applicable and important no matter the business model, setting,
or sector (public or private). Jacobsen offers a rubric of issues taken from clinical practice and
research to guide discussion and organise her chapter. Issues include information transparency,
ethical marketing, supervision, fee-setting, documentation, and client independence and termination
of services. Jacobsen reminds us that these issues require clear communication and integrity in
business practice and policy so commissioners (and consumers) know and understand what they are
buying and the value of therapy. In short, the author is insightful and raises the critical importance of
business and professional ethics to assert a credible and reliable value proposition for high-quality
therapy services.

Section 3: The book closes with a series of case studies and descriptive chapters. The section
begins with growing the business acumen among the next generation of music therapists. Chapter 6,
by Petra Kern, is titled Educating Students: Getting Ready for the Job Market. Kern provides a creative
and well-organised presentation of a tertiary five-week training curriculum for upper-level music
therapy students to prepare them for the job market in the United States. The programme is highly
experiential, involves a range of readings and materials tied to improving students’ knowledge, skills,
and abilities around music therapy business practices and growth. The readers enjoy an appendix with
a detailed summary of the programme content, schedule, learning objectives, and assignments. Even
though the nuts and bolts of business management (e.g. understanding and using accounting
software) are not covered in the scope of this book, Kern sets the tone to inspire therapists to grow
their base of knowledge, skills, and business practice abilities. Chapter 7 is authored by Rebecca
Zarate and titled Creative Arts Therapies and Business in the USA: Perspectives and Perception. Zarate
provides a personal narrative and description of creative arts therapies in business while highlighting
the intricacies of navigating varied perceptions of the arts therapies among stakeholders and decision-
makers. The author shares vignettes and experiences from ten creative arts therapists located
throughout the country. Interestingly, Zarate draws upon education and learning theorist Etienne
Wenger to emphasise how learning and knowing in the context of the economics of therapy takes



place in communities of practice. As such, multiple domains of learning are involved in clinical practice
communities and extend to the network of civic and business communities. Having suggested a novel
model for thinking about the intersection of economics and therapy, Zarate turns to the pragmatic
aspects of business practice models in creative arts therapies. The intricacies of state and federal
laws governing scope of practice and recognition of qualified clinicians are referenced and can be
confusing, entangled with politics, and a source of frustration as described by Zarate. Keeping up with
state regulations across all 50 states and territories is the work of advocacy and government relations
in the United States; and, among music therapists, it a networked and coordinated process. It is
important to note, in this case study, not all arts therapists are treated the same with respect to scope
of practice, credentialing requirements, and recognition by state authorities across the many states.
Zarate, therefore, refers to the importance of coalitions, mentoring, collaborative networks, and
national credentialing for purposes of advocacy and growth of the profession.

The remaining chapters consist of four interesting case studies. Elaine Matthews Venter offers
her perspective on a new private practice in New Zealand in chapter 8, titled Developing an Arts Therapy
Practice. Matthews Venter provides a clear outline of the practical aspects of growing a new business
start-up. She reminds us of the power of technology to optimise business marketing through online
tools and social media channels such as YouTube and blog sites. The author shares a practical set of
appendices with forms and templates tied to the business of clinical practice. Chapter 9 is titled
Managing Business Growth from the Bottom Up: Turning Your Small and Niche Passion into a Business.
This chapter, authored by Vicky Abad, opens with a captivating turn of phrase where Abad notes she
started her business with a passion and not a plan. Abad describes her journey and path to building
an active business step-by-step from the ground up as a small business person and with numerous
demands and responsibilities. Abad shares her lessons learned and the advantages and
disadvantages of growing a small business practice. Practical exercises are suggested to help
manage and inspire the work of running a small business. Daniel Thomas offers the next case study
in chapter 10, titled Independence, Passion, and Resilience: Learning to Think Big from the Start. With
humour, Thomas leads the reader in a discussion of the dual role of resilience and passion for
business-building and growth of the profession. He contextualises this discussion around the value
and importance of a core vision for arts therapy practice. The conclusion of the case study includes
two useful exercises to inspire collaboration, business networking, and development of interim goals
in fulfilment of a professional and business vision. The last case study, by Kingman Chung, is titled
Striking a Balance: Music Therapist vs. Businessman in Hong Kong. Chung describes the challenges and
opportunities of growing a vital and active music therapy business in a major urban centre in Asia. He
reminds the reader of the importance of culture on the design and delivery of therapy services and
suggests clinicians consider the cultural context of business planning and growth. Finally, Chung
cautions the reader not to under- or overestimate the impact of one’s professional work. Instead,
Chung advises an ongoing focus on quality, client-centred services delivered with passion, and
professionalism.

In the context of the economics of therapy, Chung’s closing thoughts bring the book full circle to
highlight the importance of high-quality, ethical services delivered with integrity and using sound
business practices. A reprise of the title, in summary, reminds the reader to attend to “clients,
colleagues, commissioners, and cash-flow” as part of the economics of therapy. Indeed, given this



reprise, the value proposition for arts therapies may grow. In summary, this book takes on an
immensely challenging but important topic and does so in an accessible and engaging fashion. | am
grateful to the editors for their vision to bring this book to publication and to the many authors’
contributions. | look forward to increased attention to the economics of therapy in the music therapy
and arts therapy literature.
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Music Therapy Training Programmes in Europe: Theme and Variations, edited by Thomas Stegemann, Hans Ulrich
Schmidt, Elena Fitzthum and Tomius Timmermann (2016), offers readers a thorough presentation of music
therapy training programmes and courses in Europe. In the book, the editors acknowledge the great variety that
different European music therapy programmes present in terms of their curricula, prerequisites, content
orientation and the extent of training. While unfolding the rationale behind the programmes included in the book,
they effectively make connections with the development of music therapy in Europe, the presence of different
music therapy backgrounds and approaches, and important individual initiatives. Also, they point out regional
and other differences in each country’'s programmes, such as different health care systems and differences in
the legal status of the profession.

The introductory chapter sets the tone of the book and clearly explains how the focus is both on the
similarities (the theme) and differences (the variations) among different music therapy education programmes,
aiming to further support the development of music therapy in terms of training, research and practice.

The first part of the book includes a well-structured, synoptic overview of the current music therapy
programmes offered in 45 different European countries. The readers will find information on the level of training
offered in each country, the length of the programmes, the subjects taught, as well as the therapeutic approach
and/or orientation that each programme is geared towards. Also, useful information is included regarding the
curriculum and the cost of each programme. The use of maps, the division into five geographical areas (Central
Europe, Eastern Europe, Southern and South-Eastern Europe, Western Europe, and Northern Europe) and the
short commentary included at the end of each geographical area make the information easily identifiable and
accessible to readers.
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The second part of the book portrays ten selected music therapy programmes from various countries in
the North, Middle and South of Europe. The editors begin each chapter by presenting a variety of useful
information about each of the programmes (course structure, study period, target group, duration, and so on).
They then effectively highlight the diversity and rich interdisciplinary context of music therapy programmes in
Europe by elaborating on different theoretical backgrounds, the philosophy and the therapy principles behind
each programme presented. Similarly, attention is given to important topics related to music therapy education
that include clinical training, internships, and musical training within the respective curricula. Each chapter
includes a reflection on the experiential learning and music-therapy self-experience part of the curricula,
identifying the importance of this component for the integral preparation and growth of future music therapists.
Finally, information is available on the evaluation procedures for each programme, and doctoral studies, where
available.

In the third and last part of the book, the editors offer an overview of the information presented in the
previous chapters and provide further insights and thoughts into the structure and the development of the music
therapy profession in Europe. While they summarise the main components of the music therapy training
programmes included in the book, they encourage readers to reflect on the active ingredients of a good music
therapy programme that may enable and support students entering into the ever-growing field of music therapy
in Europe.

Carrying the torch from the 2015 special issue in Approaches co-edited by Hanne Mette Ridder and
Giorgos Tsiris, which was dedicated to music therapy in Europe, the editors of this book have succeeded in
organising and presenting a great variety of information regarding the content and context of music therapy
programmes in Europe. Furthermore, they have successfully posed important questions on the training and
development of future music therapists. The book is recommended for the European music therapy community,
including clinicians, prospective music therapy students, researchers, and professionals involved in the
preparation, education and training of music therapists.

Ridder, H. M., & Tsiris, G. (Eds.). (2015). Special issue on ‘Music therapy in Europe: Paths of professional development'. Approaches: Music
Therapy & Special Music Education, 7(1). Retrieved from http://approaches.gr/special-issue-7-1-2015/
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This important double issue of the Journal of Folklore Research emerged from the 2013 Society for
Ethnomusicology preconference symposium, Music and Global Health: Seeking New Paradigms. The
one-day symposium, which was held on the campus of Indiana University-Purdue University
Indianapolis, convened some 70 academics, artists, and activists from a wide range of disciplines:
ethnomusicology and folklore; music therapy, performance, and composition; medical arts and
sciences; public health and palliative care.

Five articles derived from papers presented at the symposium, along with the issue’s
introductory essay by symposium organisers and volume co-editors Theresa Allison, Daniel Reed and
Judah Cohen, comprise the collection. Taken collectively, these six articles address “persistent
questions underlying the role of music in public health advocacy and intervention efforts” (p. 1) while
confronting the inherent challenges of interdisciplinarity more broadly.

In recounting the events of the 2013 symposium, Allison, Reed and Cohen observe that a single
theme presented itself “with particular clarity” across all sessions and discussions; namely, that
prospects for success on the part of ethnomusicologists in their music and global health ventures rely
heavily “on full collaboration with our colleagues in the health sciences”. Therefore, “team science”
approaches — collaborative, interdisciplinary, and multidimensional — will be essential to
ethnomusicology’s achievement of a vital role in future research.

Invoking David Huron’s claim that, “Regrettably, most cognitive scientists are ill-equipped to do
remote field work, and few ethnomusicologists know how to do an experiment” (Huron, 2008,
p. 457), Allison, Reed and Cohen offer an invitation and a challenge to prospective takers on all sides.
They state that “..it is time to begin a partnership between those who can design a research
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experiment and those who can successfully conduct fieldwork” (p. 3). At one level or another, the
authors of the issue’s five main articles answer the call.

André de Quadros gets the ball rolling in splendid fashion with Music, the Arts, and Global Health:
In Search of Sangam, its Theory and Paradigms. This is the article version of his symposium keynote
presentation. The Sanskrit term sangam is invoked by de Quadros “as a metaphor for collaboration
and confluence.” He explains that the term is generally used in Indian culture “to refer to the meeting
point of rivers, a spiritual space,” but that it is “increasingly used for referring to emerging movements,
concepts, and objectives” as well, most especially in connection with those that bring unity across
disparate spaces in their ability to foster “newness, innovation, and harmony” (p. 16).

Sangam, de Quadros proposes, is therefore a word that crystallises the proper spirit of
interdisciplinary research conducted at the intersection of music and global health studies. Going one
step further, he claims that “music” itself is too limiting a frame for the type of interdisciplinarity called
for, since what we in the West conceptualise as music is often inseparable from related forms of
cultural expression (dance, theatre, painting) in other world cultures, making “the arts” more germane
than “music” as a catch-all moniker. (Another Sanskrit term, sangita, which encompasses music,
dance, and drama as inextricable elements of Indian performing arts genres, might have been usefully
employed here by de Quadros as well.)

As the article progresses, de Quadros uses case studies from his own research and activism to
illustrate his sangam concept. We journey from a women'’s prison in Boston to a women’s community
theatre programme in Brazil, from the activities of a folk theatre troupe in India to those of a health
literacy programme in Peru. These varied examples provide models of efficacious, arts-centred public
health initiatives that serve to “mobilize poor communities and to provide meaningful contexts for
health education and empowerment” (p. 20).

Michael Frishkopf's impressive and lengthy contribution to this volume takes the creative tack
of treating popular music as a “public health technology”. His case study is a highly ambitious public
health programme, “Sanitation,” which aims to provide clean and safe water for drinking, washing, and
hygiene — along with safe, private locations for urination and defecation — in Liberia, a West African
nation decimated by two civil wars in the late 1990s through to the early 2000s.

Frishkopf's virtuosic synthesis of a wide range of theoretical and methodological components
in the project, which he describes as constitutive of his “Music for Global Human Development”
approach, brings to the fore one modality in particular: participatory action research, or PAR. As he
explains,

Crucial to [the Music for Global Human Development] approach is the establishment of
dynamic, open, intersubjective networks of participatory action research (PAR),
comprising bundles of personal, adaptable, music-infused relationships that challenge
the formidable barriers posed by differences in culture, language, and religion, and the
yawning gaps in income, education, and living standards. (p. 42)

Pivotal to those music-infused relationships in “Sanitation” have been local popular music stars
such as the Liberian producer, singer, rapper, and composer Shadow (aka Samuel Morgan). Shadow
and other local music celebrities that he recruited were featured in two major video productions that



have served as the dual centrepieces of the project’s public outreach efforts to date: the music video
“Sanitation and Safe Water” and the documentary film “Sanitation”.

Using popular music (which Frishkopf characterises as “the mass socio-cultural cognitive-
affective system par excellence”) as the primary medium for communicating crucially important
messages on sanitation-related public health has proven highly effective, and the participation of
Shadow and other Liberian pop stars has been invaluable to this effort. Since these musicians are
“opinion leaders whose behaviors (observed or inferred) are widely admired and emulated,” they have
done more to spread the message and get local Liberians to buy into it than any number of official
pronouncements could have. Moreover, the employment of local pop stars rather than global pop
superstars, Frishkopf argues, has brought its own advantages, since the local musicians are relatable
to, and more trusted by, the members of their local communities.

Austin Okigbo's brilliant study of the relationship of music and disease in South Africa from the
early 18" century to the present, South African Music in the History of Epidemics, is unique in this issue
on account of its incisively critical historiographical approach. Okigbo offers compelling evidence in
support of his basic argument that if we wish to understand “the meaning that people make of their
experiences of diseases”, paying close attention to their musical responses to epidemics is key.

This point of departure prompts Okigbo to give close analytical and semiotic readings to selected
songs representative of Black South African musical responses to three epidemics: the smallpox
epidemic of the 18™ century, the influenza epidemic of 1918, and the current HIV/AIDS pandemic.
Through these readings and the historiographical trajectory of the project, Okigbo shows that
musicological study can offer invaluable insights regarding how “sociocultural factors such as race
and ethnicity, economics and spirituality, comprise important frameworks for constructing meanings
around the issue of health and in the context of epidemics” (p. 87).

Along the way, Okigbo provides a powerful corrective to the rampant ahistoricism of so much
scholarship on music in global perspective: the narratives and issues of racism, distrust, political and
economic inequality, and stigmatisation that animate present policy and discourse in South Africa vis-
a-vis the HIV/AIDS crisis are shown to have strong historical roots and continuities relative to the
epidemics of centuries past. This article is an object lesson for all engaged in global public health
initiatives, teaching us yet again that those who do not learn from history are doomed to repeat it, and
that such learning requires paying close attention to sources of knowledge — like local songs — that
are not likely to appear in refereed journal articles, official reports, and the like.

Niyati Dhokai's thoughtful and well-conceived article Mediating Music and Culture in Medical
Rehabilitation Settings moves readers from the historiographical breadth of Okigbo’s piece to a
narrowly focused, case study-based, reflexive ethnography. Bringing her dual background in
ethnomusicology and music education to her work as a postdoctoral fellow in a rehabilitation
programme for military veterans with traumatic brain injuries in Washington, D.C., Dhokai expands out
from her specific experiences to address a broad question: “What can an ethnomusicologist offer to
healthcare settings?” Her experiential findings and reflections suggest that an ethnomusicologist, at
least one as sensitive and committed as Dhokai herself, can offer a great deal indeed.

Premising her perspective on a 2014 article of mine that appeared in the Canadian
ethnomusicology journal MUSICultures, Dhokai quotes the following passage from that work:
“Ethnography is first and foremost about listening, and it is from listening to the people whose lives,



cultures, musics and the rest we endeavor to understand that we learn more than anything” (Bakan,
2014, p. 150). She then applies this priority to her own work in the veteran rehabilitation programme,
and in reflecting upon the outcomes observed, arrives at the following conclusion:

Listening to music together became a favorite music activity for a core group of
participants and continues to be a highlight of their week. During rehabilitation, many
participants often have a hard time relating to each other or even communicating with
each other, because their post-injury cognition and communication problems cause
challenges when they try to engage in conversation with each other. Sharing music
often provides participants with an opportunity to participate in an activity together [...]
By engaging with music through ethnomusicology, where the relationship between
music and people is of primary focus, the participants have found camaraderie and
support through the musical culture that they have developed for themselves and for
each other as they have come together to share, and learn about, music. (p. 128)

Sceptical readers might question Dhokai's at least implicit claim that ethnomusicology holds
some kind of unique purchase on “the relationship between music and people” as a “primary focus”.
Is that not at least equally true of music therapy, one might reasonably ask. A fair question, to be sure;
and the correct answer is probably yes.

Yet Dhokai is on to something here, and something important. While both ethno-musicologists
and music therapists might be said to do what they do with a primary focus on the relationship
between music and people, they do so through fundamentally different lenses, since their aims are
different and the expectations placed on them are different as well. This is a core distinction that
affects theory and practice on both epistemological and pragmatic grounds, and one that | have
wrestled with in some of my own publications, including a chapter in The Oxford Handbook of Applied
Ethnomusicology, titled Being Applied in the Ethnomusicology of Autism:

The field of music therapy is highly diverse [..] Yet for all the ways in which they differ
[..] I would contend that there is a unifying thread binding together the endeavors of
music therapists on the whole: put simply, they are committed to using music for
therapeutic purposes, and therapy, by at least one standard definition [from Oxford], is
“treatment intended to relieve or heal a disorder.”

As an ethnomusicologist [..] my framework is ethnographic rather than
therapeutic, musicological rather than pathological. | am not trying to provide
treatment or to cure autism through musical methods or any other. Instead, | am trying
to better understand and communicate with people identified as autistic by hanging
out and making music with them, having conversations and listening well, and getting
to know who they are and what matters to them (Bakan, 2015, pp. 280-281).

But how does Dhokai, as the lone ethnomusicologist in an interdisciplinary group of clinicians
working at a veterans’ rehabilitation centre, relate to such categories? It might be said that she inhabits
a liminal space between my “music therapist” and “ethnomusicologist” types, placing her at a unique
location in terms of both testing limits and fusing horizons as she attempts “to delineate a role within



a collaborative team [while] simultaneously facing ethical reporting boundaries of Federal guidelines
such as HIPAA” (pp. 120-121).

Measurable outcomes of therapeutic interventions are both expected and required in Dhokai's
work environment, which presents her with a basic challenge: how to be both the ethnomusicologist
on the team and an ethnomusicologist committed to the tenets of the discipline in which she was
trained. It is precisely such challenges that make this work (and that of the other contributors to the
volume as well) so significant; for, in carving out new ethnomusicological paths in health science and
global health terrains, scholars like Dhokai are helping to reshape both their own field and those with
which it is becoming integrated.

The way in which such integration is — and is not — occurring is the focal point of the final article
in the issue, Muriel E. Swijghuisen Reigersberg’s Collaborative Music, Health, and Wellbeing Research
Globally: Some Perspectives on Challenges Faced and How to Engage with Them. Writing from an applied
ethnomusicology vantage point, Reigersberg bases her article on two years of fieldwork covering
multiple locations in several countries (the United Kingdom, Austria, Finland, the United States, and
Australia) and involving interactions with colleagues across multiple disciplines: (neuro) music
psychology, music therapy, and the sociology of music. The findings of her research suggest that while
practitioners in all of these fields, including ethnomusicology, share many of the same concerns and
are asking similar questions, several obstacles must be overcome by ethnomusicologists “before
increased interdisciplinary collaboration on a more global scale can occur” (p. 135).

Reigersberg identifies three principal areas of challenge in particular: (a) understandings of
“what ethnomusicologists do and what ethnomusicology is” tend to vary considerably among
prospective research collaborators; (b) there has, to date, been little cross-fertilisation involving
scholars from the different fields — for example, in attending each other’s conferences, publishing in
each other’s journals, and receiving training in each other's disciplines; and (c) discipline-specific
terminologies have had a limiting effect on interdisciplinary collaboration, since the “ways in which
researchers describe their work through language and research cultures vary, not just between
disciplines, but also between countries and even institutions” (p. 136).

This list of challenges forms an excellent jumping-off point for the constructive critique that
Reigersberg lays out through a critical examination of her own research experience. In her view, the
critique is not only pertinent to scholarly and academic priorities but to ethical ones as well, for she
asserts that “collaboration among a variety of disciplines” — most especially psychology, music
therapy, and ethnomusicology — “is necessary for ethical reasons if we are to employ music to improve
wellbeing and, indirectly, health” (p. 135).

This statement would seem to give explicit articulation to a two-part theme that unifies all of the
articles in the volume: first, an ethnomusicological purview on matters of music, culture, health, and
wellbeing is essential to music and global health research; second, ethnomusicologists acting alone
are ill-equipped to meet the formidable challenges of conducting such research.

Reigersberg’s list of challenges also provides a useful node of articulation for the final point |
would like to make in this review, which seems especially germane given its venue of publication: a
music therapy journal. In this case, | will take the liberty of flipping Reigersberg’s list on its proverbial
head a bit by challenging my fellow ethnomusicologists -including the ones who have contributed



articles to this important collection — to gain a deeper understanding of the one music and global
health field with which they arguably share the most in common: music therapy.

We ethnomusicologists need to dedicate ourselves to better comprehending what music
therapists do and what music therapy is at this critical historical juncture and moment of
transformation in the music therapy discipline. We need to attend music therapy conferences, publish
in music therapy journals, and receive training in the discipline’s theories, methods, and techniques.
We need to dedicate ourselves as much to mastering the discipline-specific terminologies of the music
therapy lexicon as we have to mastering those of cultural anthropology, social theory, and cognitive
psychology. Finally, we need to acknowledge in our own presentations and publications the
interdisciplinary work that is already happening at the crossroads of our two fields, and in particular
that which is being spearheaded by our forward-thinking music therapist colleagues: the 2015 special
issue on medical ethnomusicology and music therapy in Voices: A World Forum for Music Therapy (co-
edited by Jane Edwards, Gregory Melchor-Barz, and Bussakorn Binson); the 2016 Clive Robbins
research symposium on neurodiversity, music therapy, and the autism spectrum at New York
University (organised and hosted by Kenneth Aigen); and a substantive and ever-growing body of work
by music therapists that demonstrates their deep immersion in ethnomusicological theories, methods,
and epistemologies, as evidenced, for example, by Aigen and Edwards, as well as Karen Wacks, Brynjulf
Stige, Even Ruud, Randi Rolvsjord, Rune Rolvsjord, Mercédés Pavlicevic, Susan Hadley, and Helen
Loth.

| define ethnomusicology as “the study of how people make and experience music, and of why it
matters to them that they do” (Bakan, 2018, p. 58). The eight contributors to the special issue of the
Journal of Folklore Research reviewed here have made a most convincing case, both individually and
collectively, for the notion that two of the principal reasons music matters to people is that it can
enable health and wellbeing, on the one hand, and can combat the forces of marginality, poverty,
oppression, and disenfranchisement that preclude health and wellbeing, on the other. This same
cohort of contributors makes another compelling case as well, namely, that it is by working
together-across disciplines, across professions, and across divides that have conventionally
separated those who do research from those about whom research is done--that research on music
and global health stands to make its greatest advances.

It is important that the Journal of Folklore Research published a special issue on music and global
health, and it is perhaps no less important that the editor of a music therapy journal, Giorgos Tsiris,
made a special effort to solicit the present review of that publication. These are the kinds of
developments that give cause for great optimism regarding the future prospects of interdisciplinary
research in this growing area of endeavour.
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To BBAio amoTeAeiTal and 15 kepdlala kat xwpideTal oe dVO KLPIWG PEPN. ZTO MPWTO PEPOG
TIapoLOCLAZeTaAL TO BEWPNTIKO LNIORABPO TNG KAANLTEXVIKNG HovatkoBepaneiag (MAR - Artistic Music
Therapy) unoypappiZovTag Tn oNUAvTIKOTNTA TOU KALVIKOU auTooXESL1aopou Kat Tn dpdcn 0To «edw
Kal Twpa», TN ornoudaldoTnTa Tou BgPaAneLTIKOL MAALoiov, TV avdykn TNG MPOoWTIKNAG EEEANLENG TNG
HOLOLKOBEPANMEVTPLAG WG BepamelTplag alAd Kal wg KaAATExvidag. H pouoikoBepaneuTpla
avanTuooel KAl €PMAOUTIZEL OLOPKWG TNV LKAvOTNTA TNG va OULVTPOPEVEL T BePAMEUTIKNA
dladlkacia PouoiKA Pe TNV amapaitnTn €miyvwon Kal Xwpeig va KaTteuBUVEL TO HOUGLKO UALKO,
EEMEPVWVTAG OTMOLODNTIOTE HOUOLKO JoypaTiopo Kal akapgyia, alAd kat va umooTnpidel Tn
oLVOLACTIKN XPAON TEXVWY, OTAV AnAlTe(TaAL, OTWG N OLNCN, N APRynon, 0 Xopog, To B€aTpo, OAa oe
oLuVdUACHO PE TN HOUGLKA. Mg Tov 0p0 «KAANLTEXVIKN» N cuyypapeag dev eVVoel wpalomotnuevn
HOULGLKA N TEXVN. TO KAAANLTEXVIKO TIPOTOV YEVVIETAL AMO Uila BepaneuTIKN dnulovpytkn dtadikaoia,
OlanAdBeTal Kal Propei PeTA and eruloyn Tou acBeviy!, and npoTaon TnG BepamnevTplac i and
anopaon Kat Twv 800 va mapoucLacTel o€ Kovo avaloya e To mAaioto, Tov MANBuoud, Tn doun Kat
TOV (popEa.

MpwTapXLKn TEXVIKA anoTeAEl 0 KALVIKOG auTooxXESLAoOPOG OTIOL e BACN AUTOV TIPOKUMTEL N
onoladnmoTe KAAALTEXVIKI anodoon TOU POUGLKOU N EKPPACTLKOV LALKOU. H Xpron TNG AEKTIKNG

T EruA€yeTatl o 0pog «aoBeviG», AGyw TNG XPrONG TOL OTO TPWTATUTO KEIUEVO amod Th cuyypapeéa.
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ETLKOLVWVIAG elval meploplop€vn Kat dev Ba mepLeypaPpe Kaveig TNV KAAALTEXVLKN HouoLkoBepaneia
WG Hla EPUNVEUTIKN PEB0DO, aAAA WG Hia EBODO Tou N EkPpacn (AEKTIKN 1 UN) paypaTonoleiTat
HE omoladnmoTe HopPn TEXVNG ouVOLAZOVTAG TNV O€ €va POUGCLKO TMAAICLO TIOL MPOKUMTEL Ao TN
dladikaoia. TOPpwva Pe TN ouyypapea KVPLOG OTOXOG ALTOV TOU HOVTENOU glval va evOuvapwWoEeL
TN SNULOVPYLKN EKPPACH €TOL WOTE va apXioeL va oxnuaTonoleiTal o,TL €XeL RN MPOKUYEL KaTd Tn
BepaneuTikn dladlkacia woTe va xpnolgonolndei og €va atoBnTiko nMAaiolo omnou ol acBeveig Ba
enefepyaoTolv TO €MinNedo MPOOWTIKAG €Miyvwong, Tn oLyXUuon Kat TOV YUXLKO TOVO Tou
€UMOBiouV TNV MPOCWTUKN TOUG EEEALEN. H HETATPOTI TWYV KATACTPOPLKWYV GUVNOELWY TOU ATOHOU
oe Onulouvpylkd mpoTuna amnoTteAel PBactkn OldoTacn TNG KAAANLTEXVIKAG HouolkoBepaneiag
BewWpPWVTAG AUTH TN HETATPOTU) AVAUPiBOAd TILO CNUAVTLKH Ao TNV EMUpAveLakn EEoPAALVON N TNV
KATAKTNON €VOG TUTIOTIOLNHEVOUL CUVOAOU KATOPBWHATWV.

H pouoikoBepanelTpla €ival anapaiTnTo va eival pla €Umelpn POUCLKOG KAl OLVBETPLA,
EKTEANEOTPLA KAl HAECTPOG TOU VA UMOPEL VA EVOWHATWVEL OTNV €KPPACI TNG Kal oTolxeia amnod
AANEG TEXVEG, JE por eVvaAAaywy, va gival eE0IKELWPEVN Pe dLdapopa NN HOUGLKNG, Va KATAVOEL ThV
TEXVN aAAd Kal va €XEL AVETITUYHEVN KOLWVWVLOAOYLKN avTiAnyn. Eival onwodAnoTe avaykaio va €xel
avanTLEEL TNV LKAVOTNTA va EVAAAACOEL TA EKPPACTIKA HEOA AKOMA Kal KaTd Tn didpkela Tng idag
ouvedplag €pooov auTod eival BepameuTikd anMapaiTNTO. TNUAVTLKN TITUXN TOU OUYKEKPLUEVOUL
HOVTENOU €ival ol CUPPWVNUEVEG POREG, P’ 00OV MPOKVYEL N AVAYKI vad TIAPOLCLACTEL OE KOLVO TO
anoTEANECUA, OMOU JLAPOPPWVETAL TO EKPPACTIKO UALKO TIOU €XEL MPOKUYPEL AMO TOUG KALVIKOUG
avTooxedlaopoug. lMapapevouv WOTO0O HEPLKWG avamavtnTa €pwTnUata Tou TUmou: Mwg
dlapopornolovvTal oL MpPoPeg amd TIG MPOBeC yla Pia ouvavAia; OTav kplBel katdAAnAo To
BepAMELTIKO MPOLOV yla apouaciaacn, To MPOTOV AuTO UTIOKELTAL OE EMeEepyaacia Kal, eav val, P ToLov
TPOTO Kat arno notov; Mota givat n 6€on Kat n GUPPETOXN TNG HOLGLKOBEPATEVTPLAG KATA T dLApKELa
TNG Mapouciaong; & MePIMTWON TOU CUUHPETEXEL OTO OUVOAO pouolkoBepaneiag (music therapy
ensemble) kat n idla n gouolkoBepaneTPLa, N oLPPACN TNG ETUTPEMEL va Mapapeivel Xwpig va
KaTeLBULVEL pouotka Tn dladikaoia; MNMwg anopelyeTal 0 POUGCIKOG MAPEPPRATIONOG O dNUOGLO
n\aiolo;

‘EXW AdN onpeLWoEL 0TL N KAAALTEXVIKN HouoilkoBepaneia daveileTal ano To HOVTENO
TNng Alvin Tnv e\euBepia Kal Tnv €vvola TNG LOOPPONNG OXEONG (BewpwvTag OTL O
aoBevng kalL o BepameuTng eival €&loou onuavTikol yla Tnv evioxuon Tng
BepaneuTikng dladikaoiag p€oa anod dLapopeTikoug pOAOUG), CUYXPOVWG Hali Ye TNV
EKPpaoTIKOTNTA anod Toug Nordoff kat Robbins (1977) kat Tnv nenoiBnon 6Tt uropei
va unooTnpLxBei n BepaneuTikn dtadikacia Bactopevn Kat o€ AANEG HOPPEG TEXVNG
€av kpLBei avaykaio onwg napouvaotdZetal oto Henmlich (Bruscia 1987, oTo Albornoz
2016, 6. 20).

AEiZeLeniong va avapepBel OTL N cuyypaPEAG EMNPEALETAL OTO HOVTENO TNG Ao Tov BoudLopd
aAAd Kat TNV KouAToUpa Twv Apeplkavwy Bayevwyv Abya Yala, omou n mveupaTikn vyesia kat
dlavyela BacidovTatl oTnV KABnuepPLVA YEVIKN KAANLTEXVIKA EUMELpia.

OuoLaoTIKA N ouyypaPeag mpoTeivel eva povTENo Beparneiag nmov BacideTal oTnv avalnTnon
TNG amOALTNG WUXLKAG EKPPAONG KAl TPOOWTIKNG aAnBelag ouvdudlovTag TIG TAPAMAVW



TIPAKTIKEG PouolkoBepaneiag, KaTaAyovrag oe €va dounuEvo Kal Tio cLPBATIKO TAAIoLO OTWG
auTo Tng dnuootag napouciaong. NMpoowtikd Bewpw OTL pooTabei va eEacpalioel €va apxEyovo
BePAMEVTIKO LALKO HECW TOL PHOVTEAOU TNG Alvin Kal TNG KOLATOUPAG TWV LBAYEVWY, TO OTOL0 OPWG
HEOa amo Tov OTOXO Tng Onuoolwag mapouciaong Kat Tng mpPoBag emnavampoodlopileTal,
KaAAlepyeiTal kat eEgvpevideTal. Nopidw nwg eival katavonTo OTL yla va KATAaANEEL TO HOUOLKO
UALKO Og pla mapouciaon, 0Tav auTo eival emBuunTo, n dladikacia €midnTd TV AVAMTUEN TWV
HOUOLKWYV O€ELOTATWY, TNV KAAALEPYELA TOU «HOLGLKOU TALdLoU», OTWG AuTo opileTal amod Toug
Nordoff kat Robbins, evw n ouvduaoTikn XprAon omoloudnmoTe AAAOU €KPPACTIKOU HECOU
OUPBOAIZEL TNV TPOOTABELA Yyld PLd OUVOALKN QVTIUETWTILON TNG avBpwrivng dloouvykpaoiag
BACLOPEVNG OTNV CUUTIANPWHATLKOTNTA.

H ouyypagp€ag oTo MpwTo PEPOG Tou BIBAiOL Meplypdpel Pe ocaprnvela Tn BewpnTIKN
TIPOCEYYLON TOU HOVTEANOU TOU TPOTEIVEL VW MapdAAnAad napouaotdlel d1e€odIkd To MAAICLO0 OE
ATOULKO Kal opadilko eminedo, Tov TPOMO KaAl Tn Oopn mou epappolsTal. EuoToxwg ovvToua
anoonacpaTa MEPLITWOEWY MPOCWTIKNAG DOUAELAG Pe aoBeveig ouvTEAOUV OTNV KATAvONon Tou
HOVTEAOU, EVW XWPLG va XAveL eukalpia unoypappiZetl TNV avaykatdTnTa TnG MPOoWILKNG EEENLENG
TNG HOLOLKOBEPAMEVTPLAG O €va TOALDLAOTATO OALOTIKO eminedo. H Oid Biov €EENEN Tou
BepAMeVTN TOUL TIPOTEIVEL TPOEPXETAL AMO TNV EUMELPia TNG OE TOLKIAEG Kal OLAPOPETIKEG
ETOTTIKEG, BEPAMEVTIKEG Kal EKTALOEVTIKEG DOPEG, AANA KAL ATO TIG OLKOYEVELAKES PLTEG TNG, OTIWG
auTEG dlapoppwaoav Tnv Ldloouykpaacia Tng.

T€ pla npoonddela va epBabuvel, n cuyypaAPEAG MPOOTIABEL va MAPOUCLACEL TNV KATACGTACH TOU
ouOTAPATOC Lyeiag oTn AdTwvikn APEPLKN, HEAETWVTAC TO OE OXEON HE TOV MANBUOWO ATO pla
KOLVWVLOAOYLKN OKOTILA. H «avAPELKTN» Kal SLaPETPLKA avTiBETN MPoEAELON TOU MANBLOUOL KABWG
KAl TO LOTOPLKO, KOLWVWVIKO €TUMEDO 08 GUVOLACUO PE TNV KOUATOUPA TOU AQOU KAVOLUV OXEDOV
aduvaro €va ocLoTNPaA vyeiag Baclopgévo oTn SUTIKN MPoogyylon. EToL, POKELEVOL va KaTaypayel
Ta oTolXeia ekeiva mou Ba dlapopPwaoouv €va cLOTNUA Lyeiag To omoio Ba wpeAnosl Kal Ba
Talpla€el otn AaTLvikn APEPLKN, anaoXoAeiTal e BEpara onwe n MPoEAELON Tou MANBUOPOU, oL
€MOPACELG TNG AMOLKLOKPATIAG Kal N pLAocopia Twy LBayevwy. YIoypapuuiZel Tnv avaykatotnTa va
AapBdvovTal Loy oL LBLALTEPOTNTEG TOL MANBUOHOU Kal MPOTEIVEL TOV KALVLKO AUTOOXESLAOHO WG
TO €pyaleio MOV PMOPEL va TIG CUUTEPIAABEL Kal va ETUTPEWPEL TV avalnTnon TnG LooppPoTiag
avdapeoa oTtn oKEWn, To ouvaioBnua kat T dtaiodnon (PESEIN)? map&xovTag To Xwpo Omou To AToWo
UTopel va ouVOEBEL PE TNV MPOCWTILKI/KAAALTEX VLK TOU EMIYVWON CUPUETEXOVTAG OE Pld KABOALKN
OoAOKARpwon.

2710 deVTEPO PEPOG Tou BLBAIOV N cuyypapeag acxoAeiTal pe Tn PouolkoBepaneia kat TLg
KATaxXPNOELG VOULUWY Kal TAapAvopwy ouctlwV. MepLypapel TNV KOWVWVLKOTOALTIKN dldoTacn Tou
BEPATOG TWV KATAXPNOEWV €VW avalleL TIG BEPATEVUTIKEG TMAPEPBAOCELG TTIOL akoAouBouvTal
UTIOYPAUKIZOVTAG TO CUUTIANPWHATLKO 1 KAl KaBopLoTIKO POAO OV PTopei va dpeL N KAAALTEXVLIKN
HoULCLKOBEeparneia, anevBUVOPEVN GTOV AVBPWTO WG GUVOAO Kal OXL AMOJOVWVOVTAG To TPORANUA.
H emKEVTPWUEVN OTOV AUTOOXEDLAONO KAAALTEXVIKN HOUCLKOBEpANEia EMLTPEMEL OTOUG A0BEVE(G
va ouvdeBolV pPE TNV TMPOCWTILKN TOUG coPpia Kal va CUUPIALWBOOLV pe Tnv Bepaneia Kat TIg

2.0 6pog PESEIN apopd 0TO VONTIKO-OWHATIKG GLYXPOVIOUO TIOU TIPOKUTITEL AMd TN HOUOLKN dladilkacia KaBwg n okéwn
(PE), oL atoBnoelg (SE) kat n dtaicBnon (IN) cuyxpoviZovTalt.



TIPOCWIIKEG BUOKOALEG TIOL avTigeTWTIZouV (Albornoz 2002). AcxoAeiTal e Tn cuvvoonpoOTNTA Kal
TOUG TPOTIOUG HPE TOUG OMOIOUG N KAAALTEXVIKN HOUCIKOBepaneia propei va amoTeA€oel €va
OlayvwoTIKO epyaleio €iTe yla mMaBnoelg mou LMOBOOKOLV EITE yla MABNOELG UE EPMAEKOUEVA
ouunTwuarta. TENOG, aPLEPWVEL TO TEAELTALO KEPAAALO OTNV KATAXPNON OLUGLWY, T CLUVVOONPOTNTA
KAl TIG 0eEOVAAIKEG DUOAELTOUPYIEG PE TNV AVAAUON €VOG TEPLOTATIKOU OMOU N KAAALTEXVLIKNA
pouolkoBepaneia anoTéAeoe SlayvwoTIKO epyaleio, avedelEe To BACIKO MPORANUA Kal MAPEMEPYPE
O€ Q0N Kat eLoToXN BepamnevTIKA apeppaon. Puotka dev umopel va pnv avapepBei 0TL To BIRAio
KAelvel pe auTthv Tnv BLBAlOypaglkn KaiwvoTopia: TNV MPWTN KATAypagn TMEPLOTATIKOU
HouOoLKOBEpaneiag mov apopd oTnv oeE0VAALKN LYELQ.

To BIBAio eival ypappevo og amhn Kal Katavontn yAwood. OgPeNLWVEL WC YEYOVOG OTL TO
HOVTENO OTPEPETAL OTOV KALVIKO AUTOOXEDLAOUO WG YECO Yla VA AVTLPETWIIOEL TOV AVBPWIO WG
oUVOAO Kal OXL HOVO WC pla maBoloyia. MpakTikd vmapxel duokoAia va eknaldeuTel pla
HOLOLKOBEPANELTPLA €E APXNG WG TOAV-EK(PPACTIKO €pyaleio, WOTOCO yiveTAL KATAVONTO OTL N
LKavoTNTA AuTI YTIopEl va eMEABEL HEOW TNG ePMeLpiag, TNG dlopaTIKOTNTAG 0TN Bepaneia alld Kat
NG d1d Biov €EEALENG TNG HOLOLKOBEPAMEVTPLAG OXL ATOKAELOTIKA OE OLCLKOBEPAMEVTIKO NMAAioLO.
To BBAio ameuBlveTal O emaAyyeAPATIEC HOUOIKOBEPAMEVTEG KABWG eival £EELOIKEVEVO,
neplAayBavel MOANEG OUVOETEG TMANPOYPOPIEG TOL Oev UMOPOLV va avaAuBouv amd dAAoug
gnayyeApaTieg vyeiag, evw neplypapel dLapopeTIKEG MANBUOULAKEG OPAdEG Kal mMAaiola.

Albornoz, Y. (2002). La préctica de la musicoterapia en 7 historias de vida. Mérida, Venezuela: Universidad de los Andes.
Albornoz, Y. (2016). Artistic music therapy: An individual, group and social approach. Dallas, TX: Barcelona Publishers.
Bruscia, K. (1987). Improvisational models of music therapy, Dallas, TX: Charles C. Thomas.
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Victoria Williamson is a music psychologist and a faculty lecturer in the United Kingdom. You Are the
Musicis a study of why music is a part of our everyday lives, from the perspective of music psychology.
From the introduction to the last chapter, the writer introduces us to how she got engaged in music
and music psychology; the paternal factor in her engagement with music, riding on her father's
introduction and encouragement in reading music books early in life, is quite strong. The writer notes
that she is not only addicted to music, she is also working out why she is passionately committed to
music.

The book begins with why music is so much a part of our everyday lives. Williamson describes
music psychology as a vibrant science that examines the relationship between music and our mind,
brain and body. Music psychology focuses on examining the impact of music on our everyday life.
Williamson's explanation of music psychology is further supported by other researchers (e.g., Tan,
Pfordresher & Harré, 2010; Sloboda, Lamont & Greasley, 2009), who say that music psychology may
be regarded as a branch of both psychology and musicology. It aims to explain and understand
musical behaviour and experience, including the processes through which music is perceived, created,
responded to, and incorporated into everyday life. It is, therefore, noteworthy to say that music
psychology encapsulates the daily musical experiences and encounters from birth to death.

The book lists findings and theories through which researchers have sought to tell the story of
“why we live with music” (p. 3). The author notes that music can trigger growth in the brain at any age,
and this has been linked to enhancement of hearing acuity, language-learning and motor control. It
can help improve recovery from illnesses and injury. Williamson argues that music is part of what
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turned us into the modern human that we recognise today, and that this sense of our musical lives
provides a glimpse into what it means to be human.

The first part of this book focuses on music and the unborn child. The author reiterates that there
is such a thing as talent and prodigies. She notes that music until about the fourth month of pregnancy
is meaningless. Given that a foetus is surrounded by amniotic fluid, we can assume that they perceive
sounds a little like when music is played underwater. Most of the sounds common at this time are the
mother’s digestive system, air movements through her lungs and the activity of her heart and blood
vessels. Williamson argues that the debate on nature and nurture is valid; when it comes to new-borns’
ability in relation to foetal exposure to music in the womb, it is noted that such exposure will enhance
better musical performance in later life.

The second chapter enumerates theories of music in childhood. It particularly discusses the
Mozart effect and development theory. Mozart-effect theory started in 1995 with the publication of
Rauscher, Shaw and Ky's work in Neuroscience Letters. They speculate that hearing Mozart's music
might strengthen neutral firing in an area of the brain that also supports performance on spatial-
temporal tasks. However, just listening passively to music generally, and Mozart’s music in particular,
does not necessarily increase child development; rather the child must undertake active engagement
with music. This shows that Mozart's music as source of mental reawakening cannot really be
generalised. Music lessons could impact positively on a child’s development in hearing, listening, and
language and reading. Furthermore, in effective music education, the child’s love for the instrument,
the ability of teachers to maintain motivation, and practice, all count for children.

In Chapter Three, the author focuses on adolescence. She argues that music that is most
cherished in the adolescent years is cherished through the rest of a person’s life. This adolescent
period tends to focus on music for the mood and emotions. Williamson argues that music has specific
roles in changing mood and emotions, such as happiness, sadness, and anger. Adolescence is a time
full of strength, energy and changing moods. Music, according to the author, can be a comparatively
safe option to drugs for emotion and mood expression and regulation. According to Saarikallio (2007),
the four main functions of music are identity, interpersonal relationships, emotion and agency.

In the second part of the book, in Chapter Four, the author explains the role of music in adult life.
She explains the role of music in changing the brain; we are never too old to learn and for the brain to
change, and learning to play an instrument or sing can be a powerful way to stimulate the mind.
Chapter Five explores the use of music at work; it elucidates the history of music at work and music
in the indoor office. Background music in offices is good for work, especially music that the officer or
office worker loves to listen to. It affects or causes psycho-physiological arousal, cognitive
engagement and is mood-changing. This chapter also enumerates music preference and choice. It
furthermore explains the place of music in the community; especially in the commercial world, as it
affects consumers through the secret messages in music. A good example is the advertising power
of music to lure people to buy things like clothing. Chapter Six focuses on music and play. It
encapsulates the place of music in daily life and activities, which include exercise, work, and romance.

The third part of the book starts with Chapters Seven and Eight, which discuss music across the
lifespan. Williamson's emphasis here is on music and lifelong wellbeing, music therapy and music
medicine. Other areas include music and autism, Attention Deficit Hyperactivity Disorder (ADHD), and
dyslexia. Williamson notes that music as therapy and music as medicine are adjunctive treatments to



support well-being throughout the human lifespan. She observes also that the music of one's life may
one day have the power to support one through difficult and traumatic times. She further notes that
music is not a pill, a solution or a cure when it comes to times of trouble, but it can be an important
and flexible source of personal support, consolation connection and inspiration.

Overall, Williamson's book vividly communicates how music can reveal what it means to be
human in our day-to-day activities and endeavours. A gap observed in the book pertains to the role of
music in relation to death and dying. This gap could perhaps be addressed in a future edition.

Rauscher, F.H., Shaw, G.L., & Ky, K.N. (1995). Listening to Mozart enhances spatial-temporal reasoning: Towards a neurophysiological
basis. Neuroscience Letters, 185(1), 44-47.

Saarikallio, S. (2007). Music as mood regulation in adolescence. PhD Dissertation, University of Jyvaskyla, Jyvaskyla, Finland.

Sloboda, J., Lamont, A, & Greasley, A. (2009). Choosing to hear music: Motivation, process and effects. In S. Hallam, I. Cross & M. Thaut
(Eds.), The Oxford handbook of music psychology (pp. 131-140). Oxford: Oxford University Press.

Tan, S.-L., Pfordresher, P., & Harré, R. (2010). Psychology of music: From sound to significance. New York, NY: Psychology Press.
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Music is nothing more or less than a disturbance of the air[...] Music inhabits this world
of vibration by pipe, by string, by skin, by block, and this in turn is what resonates with
the human being. (p. 9)

This beautiful passage in the Foreword by Sarah Rodgers sets the intimate tone for this book.
Set across 14 chapters, each one is dedicated to a particular instrument. At least two music therapists
contribute to each chapter, reflecting on the use of their first-study instruments in the clinical room.
There was an international representation amongst the authors, although most were from the UK.

At first glance, one will quickly notice that the instruments covered in this book are mainly
European-centred and traditionally Western orchestral instruments, with the addition of the accordion,
guitar and the saxophone. Interestingly, the editors found it difficult to find contributors who play the
French horn, hence this particular instrument was not featured. The editors explain in the Introduction
that it was a conscious decision not to include percussion, keyboard or voice, as these have already
been covered extensively in current music therapy literature. Indeed, in my opinion, the use of
percussion, keyboard and voice might even be considered a ‘standard care’ or ‘baseline’ of instruments
used in music therapy. Since training courses in the UK audition prospective students based on their
first-study (or second-study) instruments alongside keyboard and singing skills, it would make sense
to look at the practical use of these first-study instruments in everyday clinical practice. If clinicians
or music therapy students have doubts on the use of their first-study instrument in clinical work, they
could look to this book for inspiration and ideas.
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The way the book is structured means the reader can hone in on the chapter relevant to their
own instrument or interests. Usually music therapy literature is structured around a particular client
group or clinical setting. In this book, however, it is refreshing to read about clinical work from an
instrument-choice perspective. | was particularly interested in the chapters on Harp (being a harpist
myself); the Flute (as it is an instrument | played a long time ago but never thought of using because |
do not view myself as a professional flute player); the Cello (because | adore its sound and have often
imagined its use in clinical sessions) and the Guitar (as this is a compulsory instrument for music
therapists who train in the USA but not for those trained in UK). | was pleasantly surprised at the little
homage to Juliette Alvin in the Cello chapter; founder of the music therapy course at my alma mater,
Guildhall School of Music and Drama, and someone who did use her cello extensively in her clinical
work (Alvin 1966).

Each chapter begins with a brief ‘Introduction’ to the instrument, its history and the note range,
reminiscent of orchestration books. Each contributor then shares their very personal relationship with
their instrument and illustrates the use of their instrument through case vignettes. The chapters end
with a summary of the characteristics of these instruments as therapy tools and the advantages and
disadvantages of using these instruments. It is this section that relates back to the title of the book -
‘Using the Characteristics of Our Instruments in Music Therapy’ — and, without which, the book would
chiefly be a collection of case vignettes categorised according to the main instrument that featured in
the vignettes. | found this last part to be most insightful for informing clinical practice; as even if the
reader does not play a particular instrument, he or she can identify with the characteristics and think
about how to apply them to one’s instrument. Conversely, understanding each instrument’s natural
limitations that affect the therapy process, could spur the reader to look for alternative instruments or
musical tools instead. In my own search to discover ways of using the harp in the sessions, | was
faced with the issue of portability and safety vs. depth of sound for grounding. | came to accept that
if | wanted to use my less-domineering, portable lap harp, | would not be able to play lush, low-register
bass notes and rich chords. Therefore, | found a compromise through supplementing with the Korg
Kaossilator, a portable electronic sound synthesiser that allowed me to loop in bass notes and chords,
whilst playing the harp acoustically.

Across the chapters, | found the contributors knowledgeable and creative in the use of their
instrument in the clinical settings. Whilst some generalised about how a characteristic of their
instrument allowed them to attune to their client — for example, movement and mobility, pitch-bending
ability — others were more detailed in describing what they actually played in the session, some even
to the extent of transcribing what they played. The more detailed documentation might be useful for
clinicians and music therapy students looking for concrete examples of musical material. This was
also useful in helping me to expand my thoughts on how I might use an instrument in less conventional
ways and also to be aware of other available techniques for a client. Whilst training, we were
introduced to basic guitar skills that mostly involved the guitar as an accompaniment. In the Guitar
chapter, the reader is invited to view the guitar in a melodic capacity and consider use of slide guitar
to imitate the human voice. | find the latter suggestion a novel technique for clients who want to try
this instrument but get frustrated by stopping strings to strum chords. | also recently introduced the
violin and cello into my sessions as requested by some clients. The experiences of violin- and cello-
playing music therapists of introducing their first-study instrument to their client gave me ideas on



how to explain the basic skills for sound production to clients. Hence this book is not only for those
who want to know about the characteristics of an instrument they already play, it can also be a
reference for how to introduce instruments that are less familiar to the therapist into the session.

| used to wonder how other harpists might use their instruments in therapy, and it was not until
| met fellow harp-playing music therapists at work that | began to find out more about using the harp
in a clinical setting. It was comforting to know that they had similar concerns about bringing their large
pedal concert harps into the clinical setting. For those who might not have had the opportunity to meet
fellow music therapists who use the same instrument, this book brings these fellow instrumentalists
to you. | find this book a group therapy of sorts, as it compiles contributors’ reflections on their
relationship with their instruments, considerations of identity, and their concerns about their
instrument even before the client enters the therapy room. These were all issues that we touched upon
during training, but which | had never really thought about too much — having had minimal clinical
experience, they did not seem a major concern. Looking back, it would have been useful to have
conversations with fellow instrumentalists about the dynamics and emotions of shifting one’s playing
and instrument from the concert hall to the therapy room. | appreciated, in particular, Dunn (p. 31)
talking about how one’s instrument is an extension or a pared-down core version of oneself, creating
a sense of a joint openness and vulnerability between therapist and instrument which allowed him to
be real in the therapy room. Warnes' reflection (p. 151) on the difference between using instruments
in professional playing and in clinical settings, and Harrison’s drawing of parallels (p. 171) between
aspects of becoming a violist and a client’s change in therapy, were striking for me as well, as they
shared how they juggled their identity as a professional musician and a music therapist.

| had a recurring thought whilst reading this book — certain instruments seem like they would
work better with certain client groups. Should therapists then play to their strengths, so to speak,
knowing that their particular instrument works better, for example, in palliative care? Specifically, two
chapters in the book — on Accordion and Harp — had an additional section. The Accordion chapter
touched on the social and cultural aspects of the accordion and the Harp chapter covered harp-therapy
training and music-thanatology training. Both sections highlighted unique uses of the instrument
which might not be achieved by other instruments because of deep-rooted historical associations that
might even border on spiritual associations. | wondered if clients who are asylum-seekers and
refugees from the Middle East might find it easier to relate to an accordion-playing music therapist.
The portability of an accordion, drums and guitar also seemed to make them an ideal musical and
logistical choice, to take into camps and sites (Refugee Council 2018). Reading the section on music-
thanatology (pp. 192-196), | was reminded of an earlier invitation to work in palliative care and
personally inspired to consider the distance-learning course.

The book highlights the characteristics of the different instruments, but each individual reader
has to be creative in harnessing them. This book could be viewed as a handbook that therapists may
revisit to remind themselves of the characteristics of their instrument that can hinder or help the
therapeutic process. Coming to understand the unique and contrasting characteristics of each
instrument, | began to wish | played an entire orchestra myself! However, this would not be feasible,
and mastery of an instrument is more important than variety in order to truly communicate with a
client. Perhaps clinicians could turn to this book to look for inspiration in deciding which instrument
to add to their musical arsenal. | will never quite be able to mimic the human voice’s ability to bend



pitches on the keyboard or harp, the two instruments | use in my clinical sessions; and this led me to
begin wondering, why not revisit the flute — an instrument | played when younger and whose
characteristics seem to fill the gap in my musical toolkit. So, | was thankful for this book for inspiring
me to begin to explore this idea.

| found this book approachable and almost ‘light’ reading because of the amount of case
vignettes. There was some analysis of the musical choices in relation to theory, but compared to most
other music therapy literature, the references were not extensive. What we are missing in the literature
is the application of theory and its translation into music in the therapy room. Perhaps future
endeavours could go a step further and compile a handbook of playing techniques for each instrument
which can be used in the therapy setting. Whilst this might sound prescriptive, this could be a useful
starting point for music therapy students, and even other musicians who work in health and special
education settings, who might like to widen their musical toolkit. After all, as instrumentalists turn to
etudes and studies to hone their technique, we as music therapists could do with an equivalent “Etudes
for Music Therapists” to hone musical therapy techniques specific to our instruments. As more music
therapists reflect on the use of their first-study instruments in the therapy room, | wonder if there might
be further instalments of this book, with more contributors sharing about the use of their instrument
in ways not already mentioned or covered in this book. | would also hope that future developments of
this book could include a widened range of instruments — first-study percussionists, vocalists,
instruments from other cultures, or possibly even electronic instruments like the Ableton LauchPad -
but with the same criteria that contributors have used that specific instrument extensively in their
clinical work. This time we will have the French horn!

Alvin, J. (1966). Music therapy. Michigan: Basic Books.

Priestley, M. (1994). Essays on analytical music therapy. Gilsum, NH: Barcelona Publishers.

Refugee Council (2018). Therapeutic services. Supporting and empowering asylum seekers and refugees: A toolkit illustrated with case studies.
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In line with its title, Creating Music Cultures in the Schools outlines a vision of musical school
communities achieved via music programmes focusing on connectedness, wellbeing and
development of the whole learner. The book will be of considerable value and interest to music
therapists, music specialists, school staff (including principals, teaching, administration and support
staff), trustees, other school-based professionals and parents. It is in essence a ‘call to action’ for
readers to mobilise potential collaborative key players to take part in music programmes within
schools. Rooted in the fundamental principles of equal rights and inclusion, the authors hold that
participation in music affords opportunities that are not easily achieved by other means; therefore, if
all pupils have a right to participate in the school community, there is a need for music to help build
such inclusive communities.

In chapter one, the authors’ wealth of knowledge and experience is clearly evident as they
present the philosophies and values that underpin their vision to create music cultures in schools.
Themes explored include musicality and musical participation, in which regard the authors advocate
passionately for a wider understanding of the possibilities and benefits of musical participation.
Highlighting the restrictive and exclusive nature of Western society’s tendency to celebrate music-
making based on skill, expertise and standards of performance, the authors effectively present the
case for more collaborative and inclusive forms of musicking. In line with principles of community
music therapy, the authors promote the idea and potential gains of connectedness via musicking
relationships between not only learners, but all key players in music programmes, including music
professionals, school staff, families and members of the wider community.
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Chapter two considers necessary factors for the furtherance of musical cultures in schools,
exploring political issues and presenting a rationale for the appropriation of international and local
policies to lobby for music programmes that integrate wellbeing and connectedness. The authors
provide an in-depth and highly relevant sense of context, considering musical participation in relation
to health and disability, human rights and social justice. Relevant theories of education and learning
as well as developments in music therapy are concisely presented and their impact on contemporary
schools examined. The authors’ working knowledge and understanding of educational settings is
apparent as they refer to the need to respond to current contextual issues, such as the move towards
inclusion and aspects of power-distribution in schools. The thought-provoking call is for a questioning
of identity amongst professionals, including therapists, and for critical reflection to minimise risks of
inflicting or reinforcing injustices and hierarchies that may mirror other players’ experiences in wider
society. A change of role for therapists is thus advocated, with the need to function as a resource
within the school environment — i.e. adopting an inclusive, more egalitarian, collaborative and
community-oriented approach derived from a social justice and human rights perspective as opposed
to an arguably more traditional, specialist problem-solver therapeutic approach.

In chapter three, the authors present well defined and articulated core values of “mutuality,
respect, empowerment and commitment” (p.37) underpinning music programmes, drawing on
theories from community music therapy to examine how these might be applied in practice. A ‘Model
of Action and Reflection’ (p.43) locating these values within new music programmes is outlined
according to five cycles or action points: 1. Getting a Feel for the System; 2. Providing Examples and
Experimenting with What we can Do; 3. Implementing Potential Programmes; 4. Embedding Music in
the School Community; 5. Considering Sustainability. This model provides an invaluable practical
guide and framework for readers who might otherwise feel overwhelmed by the ideals of the authors
as presented in the first three chapters. It is, indeed, reflective of the authors’ awareness of their reader
that they acknowledge the potential for such a feeling of overwhelm at this stage within the book. The
authors ensure the reader’s ongoing engagement and sense of their ideals as realistic and attainable
through the well-timed introduction of seven chapters of vignettes, which serve to demonstrate the
enactment of the authors’ values and principles in small and larger ways within music programmes in
different settings.

Chapters four to ten are subsequently introduced as vignettes written by the authors from
differing perspectives including principal, classroom teacher, music teacher, instrumental teacher,
teacher’s aide and administrator. The authors acknowledge clearly at this point that the vignettes do
not represent actual people and events, but serve rather as hypothetical accounts based on the
authors’ experiences of developing music cultures in schools and presented from differing
perspectives.

This manner of presenting the vignettes certainly provides a reinforcing and consolidating
structural formula to the chapters, each of which refers to the five cycles of the ‘Model of Action and
Reflection’ as relevant to its music programme and setting. As intended, the vignettes provide
extremely helpful and informative examples of what it might look like to set up, implement and evaluate
music programmes in diverse settings. Personally, | would have welcomed the opportunity to read the
experiences of different and varied players (with no vested interest in process or outcomes) in their
own words as to my mind this would add authenticity, objectivity and ‘weight’ to respective accounts;



in addition, different uses of language and styles of writing in successive vignette chapters would, in
my view, add colour and richness to the discourse, at the same time allowing diverse players a voice
in line with values expounded within the book — i.e. of empowerment, inclusion and collaboration.

Nevertheless, the authors’ writing is informative, clear and engaging, and a balanced account is
provided in each of the vignette chapters, detailing real challenges, areas of conflict and difficulty as
well as positive experiences and outcomes. Real issues in schools are highlighted and include: limited
resources including time, funding and equipment; the critical need for support from school leadership
in assigning resources; parental expectations; political agendas / educational philosophies and the
practical implications and impact of these — e.g. inclusion; the need for ongoing open communication
in the face of different and sometimes conflicting educational / therapeutic approaches to music-
making; and sustainability of music programmes. Noted benefits for players include: engagement and
involvement in music programmes; collaborative decision-making leading to an increased sense of
responsibility and commitment; enhanced self-esteem; raised confidence; improved communication;
meaningful self-expression; social inclusion; integrated learning and educational gains; new
perspectives, behaviours and attitudes; and a different experience of self and identity as expressed in
diverse players’ statements to the effect that ‘Il surprised myself'.

Finally, the authors present in chapter eleven emerging ideas and principles on evaluating
musical engagement within programmes. An extremely useful evaluation tool and helpful evaluation
examples are provided, scoring the values of mutuality, respect, empowerment and commitment
(rather than musical achievement or psychological improvement). A description and evidence is also
added under each heading. The authors clearly articulate their decision to target structures rather than
individuals in evaluating programmes and to use reflection rather than measurement, valuing the
affective dimension and taking into account information gathered via listening and watching. The
importance of compiling an informative final report (in line with a sample report provided) of practical
use to school leadership is finally emphasised, to include funding and resourcing requirements as well
as recommendations for sustainability of music programmes.

In closing, on a personal note | found the authors’ passion and commitment to their values and
ideals, as upheld in their vision of musical school communities, compelling and inspiring. The wealth
of relevant theory, knowledge and understanding presented is informative and thought-provoking and,
as intended, successfully leads to questioning and reflection as a practitioner. As mentioned earlier,
in the former part of the book the authors’ ideals can sometimes feel overwhelming and ambitious to
the extent that doubts arise as to how far they are attainable without major institutional reform at a
high level. However, given practical examples of how music programmes might look, together with the
invaluable offer of a structural framework for theirimplementation and evaluation, it becomes possible
to see how the authors’ ideals might translate into practice and to visualise real and exciting
possibilities for trialling new and relevant music programmes within local school communities. In
managing to thus successfully demonstrate the application of theory in practice, moreover in specific
rather than abstract terms through reference to well-defined, shared tools and resources, | believe that
this book has achieved its aim. It will appeal to a broad spectrum of readers with an interest in school-
based work, contributing effectively and necessarily to new ways of thinking and approaching
musicking in schools.
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To conclude with the words of the authors, ‘Creating Music Cultures in the Schools’ successfully

provides:

[.] a rationale and a strategy for music professionals and others to expand their
practices in schools. As well as helping learners to perform better, professional
musicians are tasked with creating conditions where diverse peoples are empowered
to engage in meaningful experiences of musicking together. (p.161)
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The varied uses of music therapy to creatively meet the needs of the dying, their loved ones, and their
bereaved survivors have flourished in recent years and clinicians have available to them a growing
body of resources to help inform and guide their practices. This book is a welcome addition to that
literature and | believe it is unique in both the ways it is organised and the richness of clinical
experiences portrayed. End of life and bereavement care are challenging for patient, family and
clinician, and the authors richly portray these challenges and the meaningful successes facilitated by
music therapy in an intimate and highly insightful manner. The reader benefits from the substantial
clinical experiences of the authors and their journeys with both the dying and the bereaved as detailed
in the six cases that are explored and detailed in the book.

While the first main section of the book immediately engages the reader, the foreword written by
Joanne Loewy puts the entire work into perspective. | found it both illuminating and instructive in
approaching the book and recommend it highly as a starting place. The detailed prelude to the book
written by both authors is also very helpful, as it lays out how this unique book is organised. The book
itself is organised in two main parts. Part 1: Dying was written by author Clements-Cortés and consists
of five chapters. Part 2: Bereavement was written by author Klinck and also consists of five chapters.
Case examples are detailed by both authors. Following Klinck's chapters are a postlude from the
authors, references and three illustrative appendices detailing sheet music and improvisation
examples relating to three of the authors’ cases. An index follows these appendices.
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Part 1: Dying consists of two groundwork chapters and three chapters illustrating methods of
providing music therapy, for patients who are dying, via three detailed case examples. Chapter 1 is
titled Music Therapy in End of Life Care: A Review of the Literature. Here, Clements-Cortés’ presents a
thematic review describing the varied uses of music therapy in end of life care. A very helpful table
illustrates the review. Labelled Selected References Supporting Emergent Themes in Palliative Care Music
Therapy, it is organised in sections. In each section symptoms are categorised and listed on the left
side of the table, with relevant references listed on the right side by author and publication date. The
first three sections of the table are labelled Physical Themes, including Music Therapy as Effective
Symptom Management, Music Therapy as Pain Management and Music Therapy to Promote Relaxation.
Following are four Psychosocial Themes, including Strengthening Self-Identity, Emotional Expression and
Grieving, Supporting Relationship and Music Therapy as Relationship Completion. Finally, three Spiritual
and Whole-Person Care Themes are displayed, including Spiritual/Transpersonal or Growth Experience, Life
Review and Legacy Creation and Music Therapy to Enhance Quality of Life.

Chapter 2, Implementing the Methods of Music Therapy with Palliative Care Clients, presents a
summary of music therapy techniques commonly provided with patients who are dying. The first
category is Receptive Techniques and includes techniques and considerations for using Music for
Relaxation, Guided Imagery and Music (GIM) and Bonny Method of Guided Imagery and Music, Music for
Reminiscence, Song Choice, Song (Lyric) Discussion and Somatic Listening. The second category is
Improvisational Music Therapy. Techniques described and varied considerations listed include Empathic
and Referential Improvisation and Active Improvisation. The section labelled Re-Creative Music Therapy
outlines facets and aspects for using various types of music, labelled Vocal and Instrumental. The
Compositional Music Therapy category includes applications of Song Composition and Song Stories,
Musical Autobiographies, Music Collages and Music Life Review.

Chapters 3, 4, and 5 illustrate interventions with patients who are dying, via detailed case
descriptions. The Improvisation and Songwriting at End of Life chapter describes the author's work with
Janet. A 53-year-old woman with breast cancer, improvisation proved to be effective at helping Janet
process previous life experiences. Songwriting, meanwhile, enabled Janet to express her feelings via
music and lyrics. Chapter 4, Saying Good-bye with Song, detailed music therapy with a 68-year-old male
named Dean, who was dying of pancreatic cancer. The author described how music therapy was able
to assist Dean in connecting to his wife, children and grandchildren. Improvisation, song choice and
songwriting were the primary techniques used by the author. Part 1 of the book concludes with the
case of Melanie, a 73-year-old woman who was dying of colon cancer. The author describes how music
played a strong role in supporting this patient’s grieving process, as well as helping her assess the
relationships in her life.

Part 2 of the book focuses on bereavement. Author Klinck begins with a chapter titled Music Therapy
in Bereavement Care: A Review of the Literature. Here, she describes a synthesis of the fields of
bereavement services, group therapy work and music therapy. A number of definitions are offered,
including grief, mourning and bereavement. She also provides an overview of prevalent grief theories,
types of bereavement support groups, how the creative arts can interact with grief and uses of music
therapy and grief. Finally, bereavement-specific music therapy interventions are highlighted. Chapters
7, 8, and 9 focus on case examples. The chapter titled Personal Discovery Through Music Creation and
Lyric Analysis in Bereavement Care focuses on Nancy and her experiences from a music therapy and



bereavement group research study. This group took place following the death of her husband from
cancer. The author describes how lyric analysis, songwriting and finally active music-making, all
helped validate Nancy's grief experiences. In Chapter 8, Revealing Honest Expressions of Grief in Clinical
Improvisation, Klinck describes the case of a woman named Evelyn. She also took part in a music
therapy based bereavement group research study after the death of her husband from cancer. The
author describes the uses of group improvisation, which validated Evelyn’s expressions of emotions
and provided her with opportunities for emotional release. Chapter 9, Honouring Departed Loved Ones
and Maintaining Connection Through Meaningful Musical Memories and Song Lyrics describes Klinck's
third case summary. She describes a woman named Ruth, and her experiences from a music therapy
bereavement group research study in which she took part after the death of her husband due to
Alzheimer's Disease. The group incorporated song discussion, music listening and lyric analysis. The
author reported that these offered Ruth opportunities for her to express her inner processes, as well
as to maintain an emotional connection with her husband. Chapter 10 is quite unique, not only in
relation to the rest of this book, but to the grief literature at large. Titled Music Therapy Bereavement
Group Model, in it Klinck presents a framework of theoretical foundations, as well as goals and
rationales for the group work. She also describes philosophical considerations, as well as practical
recommendations, specific group elements, varied music therapy strategies and outlines of weekly
sessions. She also presents a summary of the research study which acted as the context for the case
summaries found in chapters 6 to 8.

In summary, this book rings true to its title Voices of the Dying and Bereaved: Music Therapy
Narratives. The voices of those who are dying and also those who survive them are shared creatively
and with meaning as their music therapy stories are told. The voices of the authors and their own life
and grief journeys are also heard through reflective and open observations of how they have been
affected and influenced through this important work. | find this book to be a unique and thoughtful
contribution to the literature pertaining to the varied uses of music and music therapy in both end of
life and bereavement care. It is based on research, presents clear relationships to foundational
theories and shares patient and client stories that | believe will enrich the work of music therapists
working in these areas. The book is thoughtful and reflective and it shares the combined wisdom and
experiences of both authors. | recommend this book highly and thank the authors for their valuable
contribution to the literature.
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The 2018 American Music Therapy Association (AMTA) national conference titled Music Therapy for a
Growing World was held in Dallas, Texas from November 15™ - 18", The weather was beautiful, and the
warm hospitality of the local planning committee was stellar for the attendees from many different
regions. | was absolutely thrilled to be a part of this conference, and the place was filled with
anticipation for the fantastic educational opportunities.

The conference presentations included diverse topics, and | decided to attend presentations
regarding research, neuroscience, and diversity. These topics appealed to me because | am a music
therapy PhD student who is interested in neuroscience and is curious about diversity in the field of
music therapy.

RESEARCH-RELATED PRESENTATIONS

| first attended the session ‘Collaboration in Clinical Research’ by the AMTA research committee (Ellary
Draper and Laura Brown). This topic was highly relevant to me since | hope to conduct music therapy
research in collaboration with community organisations in the future. The presenters discussed the
importance of finding research partners who share similar philosophies. For instance, researchers can
invite former classmates or colleagues who already have similar values to join their collaborative
projects. Presenting at National Association for Music Education conferences may lead music therapy
researchers to find music teachers who possess similar philosophies. Furthermore, the presenters
shared other tips for carrying out collaborative research, such as involving students for educational
purposes, cooperating with clinicians, and having regular online meetings for effective
communication.
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In addition to the presentation about conducting collaborative music therapy research, the
session ‘How Do | Get my Research Published? An Introduction to Peer Review’ by Shannon de I'Etoile
was also educational. This presentation provided me with detailed information about publishing
research. De I'Etoile explained how to prepare manuscripts and discussed aspects of the peer review
process, including reviewer responses, reviewer decisions, and possible timelines. It was also helpful
to learn about considerations for submitting and editing manuscripts. Both of the above presentations
were greatly informative and should assist me in conducting and publishing research in the future.

| have a strong interest in neuroscience, and several presentations caught my attention. One of them
was the session ‘Neurobiological and Neurochemical Processing of Music Stimuli: A Guide for Clinical
Application’ by Anastasia Canfield. She described various brain regions, neurochemicals, their
functions, and related disorders including aphasia and schizophrenia. Moreover, Canfield explained
how music influences the brain, and her presentation reinforced my knowledge about the brain and
music. This presentation had a large audience, which indicates an increased interest in neuroscience
in relation to the effects of music. Comprehending how music and musical elements influence the
brain should assist music therapists in developing science-based rationale for their interventions and
research protocols.

Conducting neuroscience research would require knowledge about related equipment, and the
session ‘Emerging Techniques in Music and Neuroscience Research: fNIRS' by Carly Flaagan was
highly informative. She compared the advantages and disadvantages of various neuroscience
techniques, and discussed fNIRS (functional near-infrared spectroscopy) in detail. fNIRS uses infrared
light to measure blood oxygenation levels that indicate activity in brain regions (Ferrari & Quaresima,
2012). Flaagan explained this technique while including her own experience with its utilization. A
participant wears a cap, with emitters and detectors attached. fNIRS allows head movement during
data collection and can therefore record spatial and temporal data while one is participating in the
interaction (Sun et al., 2018). Although fNIRS has pros (e.g., portability, cost effectiveness, and non-
invasiveness) and cons (e.g., limited spatial coverage and resolution, and inability to measure deep
brain regions) (Sun et al., 2018), Flaagan stated that fNIRS is highly pertinent to music therapy
research. Her presentation provided valuable information, and | have become strongly interested in
further exploring neuroscience techniques that are applicable to music therapy.

When | viewed the conference schedule, | immediately noticed culture and diversity-related
presentations on the list. These topics appear to be gaining more attention in recent years, which is
positive for the field of music therapy. Both clinicians and educators will encounter individuals from
different cultures, and it is imperative for all to be willing to learn about various cultures. The session
‘From Reentry to Rediscovery: Embracing Cultural Reflexivity in Music Therapy Education’ by Yu-Ling
Chen, Eugenia Hernandez-Ruiz, Ming Yuan Low, and Alison Cole, was eye-opening and thought-
provoking. The presenters emphasised the need to be aware of our own cultures first in order to be



reflexive of other cultures. In addition to this self-awareness, it is essential not to judge other cultures
based on our beliefs and customs (Aronowitz, Deener, Keene, Schnittker & Tach, 2015). Rather, we
should make efforts to understand other individuals’ cultures as situated in their own social contexts
(Aronowitz et al., 2015). The presenters also discussed the importance of not stereotyping those from
other cultures. Becoming culturally sensitive requires time and effort; thus, continuing the dialogue
about cultures and diversity is imperative for music therapy professionals and students. | hope to see
diversity-related presentations at future music therapy conferences to carry on this conversation.

The research poster session was held on Saturday, and offered an opportunity to learn about various
research studies. Although all research posters looked informative, | mainly focused on rehabilitation-
related research posters due to my research interest. The presenters thoroughly answered my
questions, such as “What were the reasons for choosing your intervention?” and “How did you measure
the outcome?”. For instance, the pilot research study ‘Impact of Music Cueing on Sit to Stand in
Persons with Parkinson’s Disease’ by Brogan Resch, Heather Watson, Brian L. Tracy, and Blythe
LaGasse utilised a data collection app in an iPod to measure the outcome. This device was directly
attached to the band placed around participants’ hips, and the app recorded the data during sit-to-
stand movements. The researchers reported that music cueing may enhance sit-to-stand movement
fluidity, although more research is needed. Overall, it was inspiring to speak with various researchers
regarding their study protocols and results. The field of music therapy will definitely benefit from a
greater number of research studies, and this research poster session was a vital part of this
conference.

Deforia Lane and Andrea Farbman delivered inspiring keynote speeches, and | was moved by their life
stories. Both speakers have experienced ups and downs in their lives. Lane is a breast cancer survivor,
and this experience guided her to the path of medical music therapy. She first provided music as a
volunteer at a hospital and was later offered a paid position. Farbman has served in the AMTA for
many years, including as president. She has accomplished much, and positively impacted the music
therapy community. Both Lane and Farbman have greatly contributed to the field of music therapy
through various mediums (e.g., advocacy and leadership) and paved the way for future music
therapists.

The 2018 AMTA national conference provided the attendees with terrific educational opportunities on
diverse topics. This acquired knowledge should enhance the attendees’ skills and abilities as
clinicians, educators, and researchers. Lastly, | would like to thank all who were involved in delivering
this successful conference. Their dedication and hard work permitted the attendees’ professional
growth, which will eventually benefit future music therapy clients.
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BACKGROUND

In 1975, Sigridur Bjornsdéttir held the first conference about art therapy in Reykjavik, Iceland, where
she invited doctors and scholars from various Scandinavian countries to come and talk about art
therapy with children. Sigridur Bjornsdoéttir worked as an art therapist on the children’s ward at the
National Hospital (Landspitalinn) in Reykjavik. Since then the Nordic Art Therapy Conference has
grown and is now held every two years, with the next conference to be held in Sweden in 2020.

In 2016, the Association of Art Therapists in Iceland (FLIS) contacted the Association of Music
Therapists in Iceland (FISMUS) as well as the only drama therapist practising in the country at the
time. They requested that we (music and drama therapists) join them in organising the 20th Nordic Art
Therapy Conference to be held in Iceland in 2018 (www.ncatc2018.is). The focus for the conference
thus changed from being specific to art therapy to include all the creative arts therapies and,
accordingly, the theme of the conference then focused on diversity.

NUMBERS

We were joined by 102 participants from 20 countries all over the world, so the conference turned out
to be truly international. We had a total of 21 workshops, of which four were on music therapy, and 19
paper presentations; two were on music therapy practice, four were on research into music
therapy/creative arts therapies and one was on music therapy supervision. There were three keynote
speakers, of which two were Icelandic, Dr Unnur Ottésdéttir in art therapy and Dr Valgerdur Jonsdéttir
in music therapy. The keynote drama therapist, Dr Nishja Sajnami, came from the United States.
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The conference committee had been keen on making this a practice-oriented conference from
the beginning, with an emphasis on workshops, whereas the papers described both practical work and
research. We also aimed to have a diverse programme balanced between the different creative forms
of therapy. Unfortunately there were not as many music therapists that sent in workshop or paper
proposals as art therapists, and there were therefore fewer music and drama therapists presenting
than art therapists and, unfortunately, not all forms of creative art therapies were represented.

An evaluation form was sent out to the participants. Given that the organising team worked on
a voluntary basis without any connection to the Icelandic academic system, or for that matter any
previous experience of organising a conference, we were very grateful for the overall positive and
constructive comments.

The music therapy keynote speaker was Dr Valgerdur Jonsdéttir. Her keynote speech Community
Centred Music Caring was based on over 30 years of theoretical reflections and practical experience as
a music therapist and as a special music teacher with people of different ages and with various
conditions. Her aim was to approach an answer to the question which we all must ask ourselves: “What
defines me as a therapist?”

The four music therapy workshops were indeed very varied and diverse. We started with a
workshop where four Icelandic music therapists (half of all music therapists in Iceland) gave insight
into their work. We all work mainly with children and adolescents: Inga B Ingadéttir and Soffia Fr
Rafnsdéttir Hede within the mainstream school system, Minerva M Haraldsdéttir with adolescents
with emotional problems, and | work in the field of special needs education.

Dutch music therapists Carola Werger and Marijke Groothuis held a workshop on How to Mix and
Match Music Technology into Your Clinical Work. They demonstrated the use of music technology in
music therapy, and we tried out their equipment as well as discussing its possible applications in
music therapy.

Monica Wagner, also from the Netherlands, had a workshop on Musical Sculptures Creating New
Perspectives. She demonstrated two ways of working: the thematic sculpture and the family sculpture.
In family sculpture the client uses different instruments to represent family members while the group
plays the instruments. Thus the family relations are explored. In thematic sculpture the client brings a
theme/problem where different instruments represents diverse aspects of the theme. The group plays
the instruments for exploration.

Agnieszka Luciuk-Wojzuk from Poland led a workshop entitled A Journey Deep Into the Self, based
on music therapy with oncology patients. The workshop included awareness exercises and
movements in pairs to music.

The paper presentations also covered a wide range of topics. From the UK, we had Joy
Gravestock presenting work with a disabled child, and Galia Bitton, from Israel, described her work with
adolescent girls in a special education class. Furthermore, Malle Luik, from Estonia, presented her
paper on Group Supervision for Music Therapy Students in Tallinn. From the Netherlands, we had
various papers on research conducted by the Research Institute for Creative Arts Therapies (RIArT).
They described a variety of ongoing studies, such as the effects of music therapy on neuropsychiatric
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symptoms in dementia, by Anna-Eva Prick, the effects of music interventions on stress-related
outcomes, by Martina de Witte, and finally Susan van Hooren's paper on diversity in research:
subjective experiences, bodily states, and working methods.

LOOKING AHEAD

For us in Iceland, both the conference committee and the professional associations, this conference
was a boost of inspiration and energy. It was a real thrill to have so many visitors from all over the
world and to get in touch with new colleagues within our often isolated field of work. The next Nordic
Art Conference will be held in Sweden, 11-14 June 2020. The theme of the conference will be
‘Compassion and Inclusion in Art Therapy’ (http://compassionandinclusioninarttherapy.eu/). As far as

| am aware of it will focus on Art Therapy, but welcome other forms of creative therapies.
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