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Editorial

Big Data and Priorities in Healthcare
Ralph Spintge1,2, Joanne V. Loewy3,4
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Big Data is changing health care and health professions
rapidly and fundamentally. One national company promises
to extract from their data statements like: we know which
patient will die within 6 weeks or a year, we know how much
her/his treatment will cost, and so forth (1). Financed by one
of the main global players in social media business, that
company has created algorithms able to evaluate diagnosis in
relation to common treatment concepts and outcomes. Basic
data for such analysis are extracted from files created in
hospitals owned by those companies.
It might prove much more effective to focus on evaluating
data that might lead to improved health care for patients,
rather than merely viewing data in terms of cost prediction
and time frame of duration of life. Facebook and Cambridge
Analytica – did we learn something?
Collecting data is one thing. Responsible handling of such
data is quite another one. Obviously we still have to learn how
to do this better.
Can we expect to obtain data safety while we have
accumulated more than 3.5 billion files floating around in the
internet as estimated by Digital Shadows, Inc. recently?
And what about those digital patient files stored on
electronic cards, ready for analysis by health care
professionals, already introduced in some countries and on
the way to be introduced in a growing number of societies in
near future? In some countries, there is still a controversial
public discussion underway as to if and how to create “safe”
digital patient records. Our personal experiences are often no
reason for an optimistic approach, both, from patient´s and
therapist´s point of view.
The Net never forgets. For good and bad. Just try to delete
your personal profile on a social media platform. It isn´t as
easy as we expect it to be, is it?
So let us always remember: patient´s welfare is our
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ultimate goal. As therapists and healthcare professionals, we
don´t need to know when a patient will die. We need to know
how to keep patients healthy as long as possible. There’s a
difference here.A growing number of politicians, professionals
involved in information industry, insurance companies, and
hospital managers seem to have yet to learn that lesson, even
still.
Many questions are still open or neglected. For instance,
how can we use Big Data to develop personalized medical care
balancing data benefits and data safety or privacy? What risks
are inherent to social media and networks of health providers,
insurance companies and political institutions, and can we
minimize these?
Artificial Intelligence is ante portas, ready to make
everything easier to users in health care. Is it really easier
proven? Is it safe? Safe for whom? What about Telemedicine
with remote treatment concepts already in use in some
countries, prohibited in others (for instance Germany at
present)?
What about human rights and human dignity? Where is
thinking on patient compliance and trustful relationships
between patient and therapist or doctor?
While today we as healthcare providers and therapists
follow our professional priority centered on patient welfare,
will cost containment and share holder value govern our
future work and will this be based upon Big Data analysis
which we will not even be able to understand, not to say
question?
For some years already we are observing consequences of
economizing health care. Hospitals are often as investment
assets. Better service to patients or better profits for share
holders – which should be our priority?
What does this have to do with Music in Medicine? Well,
we have arrived at acknowledging that part of our practice that
has turned toward institutionalized health care. Thus, we have
to take responsibility and obey the rules at the same time. This
doesn´t seem to be easy while so many basic questions are not
yet solved in consent.
There may be too many open questions to substantiate
any balanced position. So we ask our readership to think
about and discuss these issues. They are vital for our
professional identity and for our patients.
In that context, let us independently and thoroughly think
about if we want to allow our brains to be the next target of
MMD | 2018 | 10 | 2 | Page 52
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technical progress – to say it another way -we would be glad to
stimulate our discussion in considering these important
factors in such transitional times.
We have an interesting compilation heretofore-The
Effects of Listening to Preferred Music on Symptoms of
Depression and Anxiety amongst Elders in Residential Care: A
Qualitative, Mixed Methods Study by Fiona Costa, Adam
Ockelford, David J Hargreaves addresses a most significant
component of music-based care which is patient selected
options for our most frail but growing population, elders.
Next, at the other spectrum of life, Clinical Observations
of Live Improvisational Harp Music in Neonatal Intensive Care
by Roxanne McLeod, Kaye Spence reveals some gentle options
for neonates and their parents-through integration of music
therapy and nursing.
As we related to fragile environments, Environmental
Music in a Hospital Setting: Considerations of Music Therapists
and Performing Musicians by authors Jing Wen Zhang, Mary
Doherty and John Mahoney addresses similarities and
important distinctions made between musician artists and
music therapists in viewing ‘environmental music’ and
environmental music therapy. They conclude how both may
have a place in hospitals, but involve varying goals and
different kinds of training.
Another particularly fragile population this issue
addresses are those nearing end of life. In a two part series,
Amy Clements-Cortes provides in-depth thinking, study and
analyses related to finishing relationships upon dying in
Relationship Completion in Palliative Care Music Therapy:
Clinical Case Example-Part 1 and Relationship Completion in
Palliative Care Music Therapy: Clinical Case Research
Overview and Results-Part 2.

In the next study, data rendered positive clinical
outcomes resulting from the utilization of a Modified Melodic
Intonation Therapy (MMIT) in Dwyer Conklyn and Taylor
Rung’s Melodic Intonation Therapy for Acquired Non-Fluent
Aphasia.
Finally in Relaxation Effects of Musically Guided
Resonance Breathing: A Randomized Controlled Pilot Study
authors Dominik Fuchs, Thomas K. Hillecke, and Marco
Warth,show how using live music to signal inspiration and
expiration can provide as a well-tuned mechanistic cue for 60
healthy adult participants.
This issue also includes a commentary by Alan Turry in
reaction to a study published last month in the American
Medical Association entitled ‘Actually Music Does Work.: Our
Response to the TIME-A Study.’ He examines an interesting
dilemma related to research outcomes and prompts readers to
once again consider the topic of process versus product,
particularly in considering aspects related to ‘relationship’ and
‘cure’ in research models. Turry beckons us to consider how
we each define the most essential, salient aspects of
relationship, which in autism might be best contingent upon
strengthening inter-relationship building.
We look forward to seeing many of you at the 5th
International Association for Music and Medicine conference
in Barcelona from June 7-9.
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The Effects of Listening to Preferred Music on Symptoms of Depression and Anxiety amongst
Elders in Residential Care: A Qualitative, Mixed Methods Study
Fiona Costa1, Adam Ockelford1, David J. Hargreaves1
1

University of Roehampton, United Kingdom

Abstract
This article presents the qualitative findings of a mixed-methods evaluation of the effects of listening to preferred music on
depression and anxiety in older people in residential care. 117 participants were recruited from 9 care homes, all but one in
Greater London. The homes varied in size and management style, and participants came from a range of socio-economic
backgrounds. In addition to their usual routine, each participant listened to a daily 30-minute program of their preferred music
for 3 weeks. Both quantitative and qualitative data relating to anxiety and depression were collected during once-weekly semistructured interviews. Findings from the qualitative data showed that listening to preferred music resulted in relaxation, positive
reminiscence, less depression and less boredom. Physical reactions, such as ‘chills’ or tears, demonstrated emotional arousal;
others, such as foot-tapping were beneficial to the most disabled participants. The use of preferred and favorite music was the
principal facilitator of its effectiveness, whilst declines in memory, confidence and energy were barriers to the research procedure.
It was concluded that listening to preferred music can bring some relief to depression and anxiety amongst older care home
residents but that not all will benefit to the same degree.
Keywords: older people, preferred music, pain, depression, anxiety.

Introduction
At a time of increasing life expectancy and rapid growth in the
numbers of those over 85, the care home population is an
interesting and important cohort to study. Although many
consider longer lives to be a ‘crowning achievement of
modern civilization’ [1], more years are being spent in illhealth; total life expectancy is increasing at a faster rate than
disability-free life expectancy [2]. Care needs are therefore
rising [3] and it is predicted that the care home population in
England, for example, will grow from 296, 299 in 2014 to
485,441 in 2030 [4]. Many residents suffer from multiple longterm illnesses [5] and are susceptible to anxiety and
depression, the two disorders of interest in this study [6].
It is estimated that up to 40% of the care home population
experience symptoms of depression [7] and up to 30%
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experience anxiety [8]. Their treatment can be compromised
by side effects and delayed responses to medication [9,10]:
‘Drugs alone sometimes aren’t quite enough; we need to find
additional ways to decrease anxiety’ [11]. These could include
alternative non-pharmacological interventions.
Listening to music is a suitable therapeutic intervention
for this population. It makes no physical or cognitive
demands, is easily accessible, is almost universally enjoyed and
has minimal risk; its use to maintain wellbeing amongst older
adults in particular has been established for a number of years
[12]. Its use to alleviate depression and anxiety is supported by
the Broaden-and-Build theory [13]. This suggests that positive
emotions, as well as being a sign of optimal function, can also
produce optimal function over the long term and may
therefore ‘undo’ the damaging effects of negative emotions
and bring about ‘improved psychological and physical
wellbeing over time’. As music is ‘among the most powerful
triggers of emotions’ [14] and thereby a means to increase
positive affect [15], it may be considered an effective therapy
for the relief of anxiety and depression. A growing number of
research studies in this area support this notion [16,17,18,19,].
However, few studies have been carried out in care homes due
to the ‘significant and unprecedented methodological
problems’ associated with research amongst this frail
population [20].
Although results have generally been positive, many
studies have been criticized for their low methodological
MMD | 2018 | 10 | 2 | Page 54
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quality [21]. In addition, the heterogeneity of methodologies
employed has made it impossible to carry out a rigorous
comparison of results. For example, varying criteria have
governed the selection of music. This requires particular
attention if music’s benefits are to be realized [22]. Previous
studies have used two principal approaches: music has either
been researcher-selected or participant-selected. Amongst the
former, the music may, for example, be chosen for its relaxing
properties. However, this approach gives no guarantee that
the music will be universally enjoyed; if disliked, it could
evoke a negative response. The use of participant-selected
music has attracted considerable support. It is considered to
be one of the most important variables to consider in the
design of a music intervention [23] as findings from previous
studies demonstrate its greater effectiveness [24,25,26]. The
greater the personal involvement, the greater the prospect of
outcomes such as distraction, relaxation [27], improved
autonomy and the avoidance of negative affect [28]. The
principal aim of this study was to assess the benefits of
listening to preferred music on depression and anxiety.
Method
A mixed methods approach was adopted for this study. The
use of a randomized control trial and a large sample size
addressed some of the criticism made of the methodology
employed in previous research studies. The results of the
quantitative data showed significant decreases in levels of
anxiety and depression for both intervention groups and can
be found at [29]. This paper presents the qualitative findings.
They contributed to an enriched understanding of individual
responses to music and identified both factors that limited
music’s effectiveness and those that facilitated its effect.
Participants
Participants were recruited from 9 care homes, all but one in
Central London. The homes varied in size (accommodating
between 37 and 95 residents) and management style, but each
provided similar services. Residents in each home were invited
to take part providing that they fulfilled the inclusion criteria
of sufficient cognitive and hearing acuity necessary for
listening to music and being interviewed. 117 residents agreed
to participate. They were given information regarding
anonymity, confidentiality and their right to withdraw, before
signing the consent form.
The variables of age and gender were what would be
expected in any care home in the UK [30] with a majority of
females (72.6%) and widows (69%) and a mean age of 87 (SD
= 7.1). The ethnic profile was 77.9% white British, 15% other
white, 4% Asian British, 2% Caribbean and 1% Middle
Eastern.
The health conditions presented were typical of this
demographic and included Parkinson’s disease, diabetes,
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arthritis and heart conditions. Forty-seven percent had
mobility problems: 29 used a wheelchair, 22 used walking
frames and two used a stick. This was comparable to an
estimation that a little under half of the care home population
experience severe mobility problems [30]. The view that those
of higher educational status are more likely to enjoy classical
music [31] was not reflected in the sample. Educational status
was equally divided between those who left school at 16, at 18
and those who received higher education. However, choice of
musical genre was divided as follows: 81% classical, 2% jazz,
3% big band, 4% pop, 6% country and western and 4% folk.
Prior to the intervention, 4 participants withdrew: a
severe decline in health (three) and death (one). There were
26 further withdrawals during the study (23%). Reasons
included illness, relocation, complaints from neighbors and
difficulties with using the music players.
Materials
Demographic details were collected and music preferences
assessed via a questionnaire. The Assessment of Personal
Music Preference [32] was modified and expanded. Items
related to the importance of music in their lives, previous
engagement with music, music associated with their past,
current listening habits, preferred and non-preferred genres,
composers, instruments and performers.

Table. 1: Demographic Data
Participants
Mean age
Gender
Marital Status

Ethnicity
Education

N = 113
86 (SD = 7.1)
Male
Female
Widowed
Single
Married
Divorced
White British
Other
Left school at 16
Left school at 18
Higher education

31 (27.4%)
82 (72.6%)
78 (69%)
25 (22.1%)
4 (3.5%)
6 (5.3%)
77 (77.9%)
25 (22.1%)
38 (33.6%)
38 (33.6%)
36 (31.9%)

Procedure
Programs were compiled using the data from the music
preference questionnaire and tailored to each participant’s
preferences. The majority of participants were able to provide
sufficient information for the compilation of a suitable
program. In cases where they were not able to remember
names of specific songs, for example, suggestions were
MMD | 2018 | 10 | 2 | Page 55
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provided, based on the information given. 80% of the sample
chose classical music. Music was downloaded from iTunes to
CDs for those with CD players (N = 19). The remainder (N =
98) were provided with a simple music USB player produced
by the Royal National Institute of Blind People. Music players
were placed within easy reach of participants and clear
instructions provided. Volume control was determined by
each participant. Headphones were not used due to
discomfort for those with hearing aids. Participants listened to
the music in their own rooms at a time of their choosing. Care
staff were asked to assist if necessary.
Participants were randomized into 2 groups within each
care home. Those in the experimental group listened to their
music program each day for 3 weeks, whilst those in the
control group maintained their usual routine, inclusive of any
music that they might normally be exposed to. After 3 weeks,
the two groups crossed over, thus allowing the potential
benefits to be received by all the participants.
Participants in both groups took part in semi-structured
interviews that occurred prior to the music program and then
at weekly intervals. These were carried out by the lead
researcher, who was given permission by each care home to
carry out the study. Validated measures of depression and
anxiety (PHQ- 9; STAI-Y) provided the material for both data
sets. Scores from each measure formed the quantitative data
for statistical analysis. The informal nature of the interviews
allowed for more extensive answers and wider discussion,
both of the participants’ individual experiences of anxiety and
depression and also of their responses to the music programs.
Specific questions were asked at the conclusion of the music
listening phase regarding participants’ enjoyment of the music
and its effect on them, as well as any difficulties they had in
adhering to the intervention. These answers formed the basis
of the qualitative data. Interviews were recorded using the
iPhone’s ‘Quick Voice’ app; additional notes were taken
during the interviews and a diary was made of each day’s
reflections.
Analysis
Prior to analysis, familiarity with the qualitative data was
achieved by repeated reading of the notes, diary entries and
transcripts and listening to the audio recordings. At each stage
of the data collection, in each of the care homes, new material
was coded and potential themes identified and named. The
entire data set was then analyzed in the same way and a final
list of themes was confirmed. This process followed the
guidelines set out by Braun and Clark for thematic analysis
(see [33]). There were two overarching themes: ‘the effect of
age-related decline on the research process’ and ‘the effect of
the music intervention’. These were supported by several subthemes. Despite differences of personality, socio-economic
background, health and environment, there were striking
similarities between the views and feelings expressed by the
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participants, both within and between care homes.
Results
The effect of age-related decline on the research process
Age-related decline is inevitable and was universal to the
sample. It was hard to accept. As one commented: ‘Every day
it’s as if another slate has slipped off the roof. Every day is a
little worse than the day before’. Similarly, another participant
observed that when younger, he had identified himself as a
Rolls Royce sort of man; he now saw himself as a Ford Fiesta.
Three sub-themes were identified in this category: loss of
memory, loss of energy and loss of confidence.
A daily reminder of decline was the memory loss
experienced by almost all the participants. The participant
who said, ‘If I could only remember’ spoke for them all. It was
very distressing and often a cause of anxiety: anxiety about
their current failure to remember something and anxiety
about further cognitive decline. Comments such as, ‘I’m
ashamed of myself, I can’t remember’ and, ‘Sometimes you
feel such an idiot really’, illustrate the embarrassment that
many felt. It affected three elements of the research. First,
participants’ ability to answer questions about music
preferences. There were those who responded: ‘I like
everything’, ‘Whatever, old timers’. This diverted attention
from their inability to remember specific details. Second,
questions regarding their earlier mood were often hesitant:
‘It’s hard to remember’ or, ‘I worried about something, but I
can’t think what it is’. Third, their ability to operate the music
players. Although produced by the RNIB for those with partial
sight and therefore simple to operate, many were concerned
about their ability to remember the instructions. As one said,
‘My goodness, I hope I can remember’. Several found it
impossible, ‘I can’t work it myself, I can’t do it; I can’t even
use the telephone’. The participant who said, ‘I love the music,
if only I could put it on myself,’ spoke for many of them. This
resulted in four withdrawals, whilst 38% of the sample
required assistance.
Although declining energy was accepted as inevitable, it
affected their ability and willingness to participate. Comments
included: ‘I’m too tired to do anything,’ ‘I wish I had more
energy,’ ‘I’m always dead tired,’ ‘All I want to do is to curl up
and go to sleep’. Simple tasks could become all-consuming, ‘It
takes me all my energy to get to the loo’. It left less time and
energy for other activities. For some, it led to low mood: ‘I
think, why the hell have I come to this?’ ‘I get tired and then I
get down’. For those who were ‘too tired to do anything’,
there was less co-operation.
For many, physical and/or mental decline led to a loss of
confidence in themselves and in their abilities. Their feelings
could be summarized by the participant who said, ‘Old age is
like a second childhood, you can’t do things anymore’. Others
MMD | 2018 | 10 | 2 | Page 56
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commented, ‘The point is that when you get older, you get
worse at everything’; ‘Everything I do, I do in a hopeless way’;
‘I’m an 80-year-old baby. I seem to have gone backwards’.
This sense of failure was hard to accept and led to low selfesteem and mood. Many asked, ‘What’s the point of being
alive when I’m useless?’ One cause of their decreasing
confidence was memory loss. Several worried about doing or
saying the wrong thing. They wanted to give the ‘right’
answers. The concept that there were no ‘right’ answers was
difficult for them to grasp. Others worried about being in the
wrong place or missing something: ‘My poor old head can’t
remember what I’m meant to be doing’; ‘Am I going to sleep,
wake, what am I going to do?’
These three sub-themes illustrate the difficulties inherent
in research with this population. Compliance, if wholly reliant
on the individual participant, is compromised. Care staff were
relied upon to provide assistance, but it was not possible to
accurately determine the levels of adherence to the program.
The effects of the music intervention
Despite these effects of decline, there were several positive
outcomes. Two principal themes were identified: mood
regulation and physical response, both recognized as
outcomes of music listening [34]. The theme of mood
regulation generated four subthemes: relaxation, decreases in
boredom and depressive feelings, and reminiscence.
Frequent references were made to music’s relaxing effect:
‘You should listen to music as often as you can, it’s very
relaxing’; music ‘gives some sort of relaxing feeling’ and ‘is
the calmest thing going’; ‘It makes me calm, relaxed, so much
at ease. Magic really’. Others used music proactively: ‘It is
soothing when you get uptight’ or ‘when you are not well’; ‘If
I don’t feel relaxed, I listen to the music’. One participant,
struggling to adapt to care home life said, ‘Yesterday I felt
especially frustrated so I put on music and it worked. It takes
me to a higher level. It helps; restful and helpful.’ Some
mentioned music’s distracting properties: ‘Music is a
distraction in a certain way. I can relax better with music’; ‘If I
have music, I don’t think about the worries about the family’;
‘It gives you a lift completely, something out of this world’; ‘It
lifts one out of one’s own thoughts to something beyond’. It
has been suggested that distraction, together with the
physiological effects of listening to music are beneficial in
enhancing relaxation [35].
Preferred and familiar music was important: ‘The ones I
really like make me relax; it makes me feel good’; ‘As I
recognize and get to know the music that I don’t know, I enjoy
them more and more. They make me contented and relaxed.
They soothe the nerves if you are on edge.’ Another talked of
‘lollipops’, meaning old favorites: ‘We all need our lollipops to
soothe us. The idea that you know what is coming next. Of
course, in real life, you don’t’. Some attributed improved
mood to favored composers: Handel ‘lifted my depressed
mood’; Mozart caused a ‘momentary lifting of the spirits’. ‘I
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love Bach; he has an effect. If I am down I listen and he pulls
me out. It changes my mood’; ‘You can always rely on a bit of
Bach to cheer you up’; and again, ‘I always love Bach, it’s
always satisfying.’
There were also references to fewer depressive feelings.
One commented, ‘When I’m down, it’s quite a good release to
listen to music, it makes my day.’ One participant, recently
bereaved and new to care home life, commented that the
music ‘brightens things up a lot. The composers must be
psychologists because the music makes you happy.’ The
benefits of familiar music were again recognized: ‘When I
hear the music that I love, I change, I change.’
For some, music alleviated boredom: One simply said,
‘Music has helped the boredom’. Another, forced by ill health
to give up carpentry, found that music filled the gap. It helped
a newcomer to care home life to cope and reduced the
boredom. Several felt isolated in their bedrooms; music
relieved the loneliness. As one said, ‘It [the music] makes a
difference if I’m in my room on my own’. Another
commented: ‘Yesterday I felt alone. Then I put on the music
and the feeling went’. Preferred music was again recognized as
being helpful: ‘It helps the day go past, you feel better if it’s
music that I like [sic].’
The arousal of memories is considered to be one of
music’s main roles [36], evoking the emotional context of past
experiences and relieving depression [37, 38,]. This was
largely a positive experience for the participants. When
listening to the musical ‘Oklahoma’, one participant was
captivated by memories not just of the music, but of the stage
set, singers and costumes. For others, ‘Music makes me
emotional and brings back happy memories,’ and, ‘It takes
you into part of your life, childhood, memories’. For one
woman, the memories ‘wiped the years away’, and for
another, were a reminder ‘of past times when you were
happy’.
However, music also evoked sad memories. One
participant described listening to music associated with her
husband as ‘hitting an emotion that I don’t want to go to’.
Another, unhappy in the care home, said:
Memories are not always good, I suppose, because
music like that makes you think of the past, of the days
gone by. That depresses you. You think of all the times
that you have spent, the pleasures that you have had,
and these days, what is there to look forward to?
Nothing.
It was not possible to predict the response. The majority
enjoyed memories of happier times; for a few, reminders of
what they no longer had were painful.
Listening to music also initiated physical responses, such
as foot and hand tapping. This was common. A former
dancing teacher, confined to a wheelchair said, ‘It gets my feet
tapping, it makes me feel alive’; ‘When I hear the music, my
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feet begin to go’. Two stroke patients, also in wheelchairs, felt
similarly: ‘I want to dance to it and wave my arms in the air,
move the chair and pretend I’m dancing’ and ‘If you can’t
dance physically, you can move inside.’ These physical
responses were particularly noticeable in participants with
limited mobility. The music facilitated movement, however
small, and made them feel more active. Others reported
‘chills’, ‘tingles’, and tears. Tears were generally positive
responses, but for some it was overwhelming: ‘I don’t like it
when it makes me cry, it’s too moving’.
For the majority, responses were positive, but there were a
small number who showed little benefit, ‘It doesn’t really
affect me, it’s just pleasant to listen to. It doesn’t change my
mood’, or enjoyment of the music, ‘I wouldn’t go out of my
way to hear that’ and ‘All OK, but nothing to go mad over’.
Discussion
The analysis of the qualitative data facilitated a greater
understanding of the effects that age-related decline has on the
research process. The losses of memory, energy and
confidence, each contributing to symptoms of anxiety and
depression, affected the participants’ ability to operate the
music-players and their capacity and willingness to answer
questions. These are intractable issues, specific to this
population and should be taken into account in the design of
any future studies.
Despite these drawbacks, the analysis supported the use of
a music-listening program to relieve symptoms of anxiety and
depression in older people in care homes; decreases were
found in levels of stress, low mood and boredom.
A number of factors contributed to these positive
outcomes, principal of which was the use of preferred and
familiar music. This supports the findings of previous research
studies. For example, a study that investigated the efficacy of a
music listening intervention to reduce anxiety concluded that
the positive effects were dependent on identifying and
implementing a program of music based on musical
preferences [18]. When the music has personal relevance, the
emotional response is enhanced and intensified, [39, 40]
which can lead to a range of positive therapeutic outcomes,
including improvements to mood and distraction from
current problems as found in this study. The lack of any
apparent benefit to a small number of participants may be
explained by their lack of engagement and interest in the
music.
A further benefit of preferred and familiar music was the
nostalgia that it evoked, something that becomes more
important in old age [41]. The stimulation of memories from
the past, particularly those that themselves evoke positive
emotions, is generally considered to be a positive experience
and one that can contribute to significant reductions in
depression [38]. The majority of the participants enjoyed
being transported back to another time, a time perhaps of
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youth, love and hope. However, there were a few participants
who preferred to avoid music that reminded them of what
they could no longer have. A similar response was found in an
earlier investigation of older people’s use of music [42]. Those
assessing the musical preferences of older people should note
the potential for negative affect.
Conclusions
Despite the challenges of conducting research amongst the
oldest old, this study suggests that advanced age is no barrier
to experiencing significant benefits from music. Whether on
its own or combined with other psychosocial and
pharmacological approaches, these findings suggest that a
music listening program can, to some extent, alleviate the
debilitating effects of anxiety and depression, although not all
will benefit equally. The main facilitator of music’s benefits, as
found in this study, was the use of preferred and familiar
music. This expedited greater emotional arousal, the essential
catalyst for music’s effects to be realized. This intervention is
low cost, effective and requires little expertise to establish.
Technological improvements, suitable for this population,
would enable many more care home residents to benefit.
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APPENDIX 1
QUESTIONNAIRE TO ESTABLISH MUSIC PREFERENCE
Name _____________________________ Date ______________
Do you enjoy listening to music? Yes _____No______
Do/did you play a musical instrument? Yes _____No______
If yes, what did you play? ____________
Would you like to tell me about it? ______________________________________________________
If yes, is there a piece that you remember playing or something that you would have liked to have been able to play?
_______________________________________________________________________
Do/did you enjoy singing? Yes _____No______
If yes, when do/did you sing? (e.g.: around the house, church choir, a group).
_____________________________
Could you tell me how often you listen to music nowadays?
________Not very often
________Some days
________Most days
________Every day
Do you listen to music on the radio?
________Yes
________ No
If yes, what radio station/s do you listen to?
________________
________________
Do/did you like to dance?
________Yes
________ No
If yes, what kind of music do/did you like to dance to?
_____________________________________________________________________
______________________________________________________________________
What types of music do you enjoy?
_____ Country and Western
_____ Classical
_____ Spiritual/Religious
_____ Big Band/Swing
_____ Folk
_____ Blues
_____ Jazz
_____ Rock
_____ Easy Listening
_____ Cultural or Ethnic (examples: Czech polkas, Ravi Shankar Indian sitar)
_____ New Age
_____ Musicals
_____ Pop
_____ Opera
_____Choral
_____Military
_____Brass Band
_____Any other
Are there types of music that you don’t enjoy?
____________________________________________________________________________
____________________________________________________________________________
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Do you like to listen to ________singing ________ instrumental music ________both?
Are there any instruments that you particularly like to listen to?
________ Guitar
________ Voice
________ Piano
________ Violin
________ Cello
________ Trumpet
________ French Horn
________ Trombone
________ Harp
________ Flute
________ Oboe
________ Clarinet
________ Sax
________ Classical Guitar
________ World instruments
________ Accordion
________ Organ
________ Other
Are there any instruments that you don’t enjoy listening to?
_________________________________________________________________________
Can you remember buying your first record? Do you remember what it was?
_________________________________________________________________________
Are there any particular performers, singers or bands that you enjoy listening to?
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
Have you ever thought about what you would choose for your Desert Islands Discs? If so, what would you choose?
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
Do you have any favourite composers, pieces or songs? ____________________________
_________________________________________________________________________
_________________________________________________________________________
Can you think of any music that makes you feel happy? _____________________________
_________________________________________________________________________
Can you think of any music that makes you relax? __________________________________
_________________________________________________________________________
_________________________________________________________________________
Can you think of any music that you find particularly moving? _________________________
_________________________________________________________________________
Is there any music that reminds you of a particular place or event?
_________________________________________________________________________
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APPENDIX 2
INTERVIEW TO ESTABLISH LEVELS OF ANXIETY
The Spielberger State-Trait Anxiety Inventory (STAI -Y-6)
This was adapted from the self-report version to accommodate a question and answer format.
Can you answer the following questions about how you feel right now. There are no right or wrong answers.
Do you feel calm?
Do you feel tense?
Do you feel upset?
Do you feel relaxed?
Do you feel content?
Do you feel worried?

4
Not at all
Not at all
Not at all
Not at all
Not at all
Not at all

3
A little
A little
A little
A little
A little
A little

2
Quite a lot
Quite a lot
Quite a lot
Quite a lot
Quite a lot
Quite a lot

1
A lot
A lot
A lot
A lot
A lot
A lot

INTERVIEW TO ESTABLISH LEVELS OF DEPRESSION
The PHQ-9 depression scale.
This was also adapted from the self-report version to accommodate a question and answer format. The final item, ‘Thoughts that
you would be better off dead …’ was omitted as it was considered inappropriate in this particular setting.
During the last week, how often have you been bothered by any of the following?
1
Not at all

2
A little

3
Moderately

4
Most of the time

Have you had little interest or pleasure in
doing things?
Have you felt low?
Have you had trouble falling or staying asleep
or sleeping too much?
Have you been feeling tired or lacking
energy?
Have you had a poor appetite or been overeating?
Have you felt bad about yourself?
Have you had trouble concentrating, such as
reading the newspaper or watching TV?
Have you been moving or speaking so slowly
that other people could have noticed? Or
been fidgety or restless?
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Abstract
Music Therapy services in Neonatal Intensive Care Units has received growing attention through an increasing body of research
and practice. As part of a developmental program in a Neonatal Intensive Care Unit, live improvisational harp music was used
with a selection of medically stable infants and their families. The music intervention used a Reverie Harp played by a qualified
music therapist, tailored to the infant’s individual responses. These sessions were simultaneously observed by a nurse who was
certified in NIDCAP (Newborn Individualized Developmental Care and Assessment Program). The NIDCAP observations were
used to note what effect, if any, this type of music intervention had on the infant’s behavioral state and regulation. The behavioral
observations and the responses to the music were shown to be calming and enabled the infants to self-regulate their behavior.
Further research is required to substantiate the efficacy of live improvisational harp music tailored to the infant’s responses and
its place among other music interventions in the Neonatal Intensive Care Unit. Collaborating with an experienced nurse in the
introduction of music therapy services is worthwhile in identifying infants and their families who may benefit from specific
music interventions.
Keywords: NICU, music therapy, live music, Reverie Harp, NIDCAP, Neonate
Introduction
The delivery of Music Therapy (MT) services in the Neonatal
Intensive Care Unit (NICU) has received growing attention
through an increasing body of research into effectiveness with
pacification, infant development, pain reduction, and
attachment with primary caregivers [1,2,3,4,5]. Demonstrated
benefits of MT interventions for infants include influencing
cardiac and respiratory function [2,6,7]; quicker settling after
heel lance procedures [8,9,10]; reducing frequency and
duration of inconsolable crying [11]; improved physiological
states and reduction of stress-related behaviors [6,7,12];
increased weight gain [13,14] and improvements in nonnutritive sucking behaviors [7,15]. The neurobiological
benefits of music in early intervention have also been noted
[16,17]. The benefits of MT interventions have been
demonstrated to also extend to parents in the NICU including
a reduction of parental anxiety [2,14,18,19], facilitating
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bonding with infants [5,7,20], and providing parents with an
active role in promoting their child’s recovery and growth
[19,21].
The use of pentatonic harps and lyres in developmental
care for infants has been studied and implemented in a range
of settings [22,23]. The use of pentatonic lyres and harps
combined with female humming or singing have shown to
have positive impacts on infants’ physiological signs and sleep
states [6,24]. Schwilling et al investigated the effect of live
pentatonic harp music on the infant’s cortisol levels, and
reported a decrease in cortisol levels as well as significantly
reduced apneas, desaturations and bradycardia episodes [23].
Schlez et al [25] also found the use of live harp music had a
significantly beneficial effect on maternal anxiety levels.
Introduction of Harp Music in the NICU
Given the indications of the beneficial effect of live harp music
in infant regulation and maternal state, clinical observations
were conducted of the effects of live improvisational harp
music (LIHM) with a sample of neonates who were in the
NICU for several weeks, and their families. The instrument
used was a Reverie Harp (image Figure 1). The choice of this
instrument was guided by the music therapist’s previous
experience in using the Reverie Harp with other clinical
populations to assist with relaxation and pain management,
and a clinical curiosity regarding its suitability and
effectiveness in the NICU. The Reverie Harp has been
MMD | 2018 | 10 | 2 | Page 63
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specifically developed for use within a variety of therapeutic
and health settings, ranging from NICUs to aged and palliative
care [26,27], however no studies in the use of this particular
harp were found at the time of implementation. Studies using
harp music in the NICU predominantly utilized precomposed songs or repetitive scales, with only one study
implementing improvised harp music with no singing or
humming [25]. There was no indication that the harp
interventions previously studied were tailored and responsive
to the infant. The series of clinical observations therefore
provided opportunity to note the effects of LIHM tailored
specifically to the infant’s responses.
The Reverie Harp is a 22-string instrument, tuned to a
pentatonic C scale (specifically named ‘Reverie Tuning’). The
middle two strings are both tuned to C (below middle C), with
ascending notes to the left (E, G, C, D, E, G, A, C, D, E) and
right (G, A, C, D, E, G, A, C, D, G). The harp can be played
sitting on a lap or cradled in the player’s arms.

Figure 1: Reverie Harp
Setting
These clinical observations of LIHM were conducted in a
surgical NICU that admits neonates with congenital or
acquired abnormalities requiring surgery. Many of the
neonates require several weeks or even months in hospital
while their bodies recover and they transition to sucking feeds
ready for discharge home. During the vital newborn period
the brain growth is rapid (especially if born early) and the
neonates are at risk of insults from stressors that they
encounter while in the NICU [28]. This can include
environmental stimulation from bright lights, noise, pain,
procedures as well as variation in caregivers [29,30,31]. As
part of the developmental care program [32] there has been a
plan to introduce strategies to assist the neonates in coping
with these stressors. One strategy has been to introduce quiet
time (dedicated 3 hours) where there is an attempt to try to
minimize the environmental stressors encountered so they
have some protected time for sleep and interactions with their
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parents. Parents are also at risk of stress from having their
infant in the NICU often for extended periods of time
[33,34,35].
Implementation
Infants that were in the NICU, born greater than 36 weeks
gestation and were medically stable, were identified by the
Clinical Nurse Consultant (NIDCAP Professional) and the
parents were approached to participate. Four mothers and
their infants were referred for the LIHM. The infants ranged
from 36 weeks to 38 weeks gestation at birth and their ages
ranged from one week to four weeks. This was the first MT
intervention experienced by all parent-infant dyads. All the
mothers were seated comfortably in a recliner chair and held
their infant for all or most of the session that was carried out
during Quiet Time between 1.30 and 2.30pm. The staff was
informed that the session was being held and were instructed
to continue with any care the infant required.
The NIDCAP Professional used the NIDCAP naturalistic
observation method where the infant is observed during an
interaction or care-giving episode [36]. Behavioral
observations using the NIDCAP methodology [37] were
undertaken of the baby’s response to the music in terms of
their sleep states and cues for stress and self-regulation and
coping strategies. The NIDCAP observation commenced by
observing the infant’s behavior before, during, and after
intervention. Detailed observations of the infant’s naturally
occurring behaviors including autonomic, motor and
attention/interaction were recorded. The music therapist
arrived after the 10-20 minute pre-intervention observation,
and made her own simultaneous observations of the infant
that were recorded at the end of the session. At the
commencement of the LIHM, the music therapist quietly sat
beside the infant and mother, made a brief (sometimes nonverbal) greeting and began to play. In some cases, some brief
dialogue between the mother and music therapist took place
after the LIHM. The NIDCAP Professional remained
approximately 10 minutes after the music for postintervention observation. Each session lasted in total between
45 and 60 minutes (including pre and post observation
periods).
The clinical aims of the LIHM were to support infant
regulation, and to enhance bonding and attachment between
infant and parent during the unit’s designated quiet time. The
method chosen aligned with improvisational MT where live
music is used to support state transition, as outlined by
Shoemark [38]. The application of the LIHM was guided by
the principle of ‘entrainment’ that Loewy [7] defines as
involving the “application of live music elements catered to an
infant’s vital signs that influence the body’s ability to regulate”
(p.903). The musical elements (such as tempo and volume)
were modified to match the infant’s state to assist with
stabilizing heart rate, avoiding overstimulation, and
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supporting attunement with the infant’s parent. For example,
if the infant’s heart rate increased, the tempo would be slightly
increased for a time to match this, and then gradually slowed
whilst monitoring the infant’s stabilizing heart rate. Any
bodily responses of the infant (such as arm movements or
facial expressions) were responded to with changes to rhythm
and melody, often including slowing of tempo and slight
pauses when the infant appeared to relax and settle.
As per recommendations for music used in the NICU
[16], the harp was played with regular, rhythm between 40-50
beats per minute, with some slight fluctuations in response to
the infant’s state. Lower registers were also mainly used, and
the strings were played with fleshy parts of fingers and thumb
to create a smooth, soft timbre. Improvised single note
melodies were played (4/4 meter), with occasionally two
strings being played at once. Repetitive motifs would emerge
from improvised melodies in an attempt to gently introduce
the music and to ‘hold and contain’ the infant-parent dyad
(examples Figure 2), This complied with recommendations to
keep music simple, without complicated accompaniment to
avoid overstimulation [16,39]. The music would be
commenced with a simple motif (example Motif 1 & 2, Figure
2), and modified accordingly in response to the infant, and at
times the mother’s breathing. In each case, the music was
played continuously for 30-45 minutes.
Figure 2: Reverie Harp Motifs

The following clinical vignettes are constructed from the
NIDCAP nurse’s observations and the music therapist’s field
notes. In each case, the story articulates the infant’s prevailing
condition and history, the position and state of the infant at
the commencement of the session, descriptions of LIHM
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interventions and observed responses throughout, and
ambient noise conditions in the NICU.
Observations
Case One.
Tony was born at 36 weeks gestation with a birth weight of
3410 grams. Following birth Tony was admitted to a special
care nursery with respiratory distress before being transferred
to the NICU for the management of cardiac failure due to a
vein thrombosis. At the time of the MT session Tony was 2
weeks of age (38 weeks corrected) on demand breast-feeding
and in the High Dependency section of the NICU. Just prior
to the observation Tony and his mother had been to the
ultrasound department for investigational scans and during
this time he required a breast feed to settle.
Tony was observed for 70 minutes with 20 minutes being
prior to the commencement of MT. His mother was holding
Tony in her arms in the recliner chair next to his cot-space.
Prior to the music commencing Tony had regular breathing at
40 – 64 breaths per minute, his heart rate ranged from 135 to
150 beats per minutes, he was pink with some mottling on his
limbs. He was in an aroused state with flexed limbs and was
able to transition into a light sleep for short periods despite
some environmental noise of many voices, other babies
crying, scraping trolleys, alarms and active computer
keyboard use.
The music therapist played the Reverie Harp for
approximately 45 minutes, seated one meter away from Tony
and his mother. During the music session Tony remained in
his mother’s arms, initially he moved between a light robust
sleep with periods of deep sleep. The ambient noise continued
with crying and alarms. Simple, repetitive melodic motifs were
played to provide a stable, ‘holding’ environment for Tony
and his mother in the midst of the noise of the unit. The
tempo and rhythmic structure of the music remained steady,
and was only slightly varied to match any fluctuations in
Tony’s heart rate. The music therapist observed Tony’s startle
in response to the playing of a higher pitched string on the
harp. Due to this, the music therapist played melodies in lower
registers for the remainder of the session. Tony settled into a
deep sleep together with his mother. His breathing was regular
around 40 breaths per minutes and his heart rate was steady
around 130 beats per minutes. He remained in a relaxed flexed
position held against his mother’s chest.
After the LIHM, Tony remained in a drowsy state with
short periods of light and deep sleep. His breathing was
regular around 50 breaths per minute and heart rate around
134 bpm. The ambience in the room changed as voices rose
with people speaking loudly on the phone and the number of
staff increased in the unit. Tony squirmed at times and placed
his hands on his face and periodically frowned.
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Case Two.
Robert was born at 38 weeks gestation and weighed 3204
grams. He was admitted to the NICU at 8 days for
management of his Pierre Robin Sequence and obstructive
sleep apnea. At the time of his MT and observation he was
receiving his feeds of expressed breast milk (EBM) from a
squeeze bottle every four hours. His breathing was supported
by continuous positive airway pressure (CPAP) at 8 cms via a
nasal mask when he was asleep in his cot. Robert was being
prepared for discharge home on CPAP in a few days’ time.
Robert was observed for 50 minutes that included 12
minutes prior to the music starting. His mother was holding
him in an upright position on her chest in a recliner chair next
to his cot. He was wrapped in a light sheet with his arms
contained. He had just had a bottle-feed and had his diaper
changed. His breathing was irregular and he was pink with
occasional changes to red as he squirmed and moved around.
He was sucking vigorously on a pacifier and was generally in a
diffusely drowsy state with periods of being awake with fussy
periods. His breathing was irregular around 52-60 breaths per
minutes and his heart rate between 156 – 178 bpm.
As the music commenced Robert was cradled in his
mother’s arm supported by a small pillow. He was awake and
sucking on his pacifier. He was squirming and his color
became red with the effort. After 4-5mins of playing he settled
for an extended time, before becoming unsettled again. He
was re-wrapped with his hands free and he placed them on his
face as he settled himself. Robert had short periods of light
sleep and when in an aroused state he held onto his mother’s
finger and she interacted with a soft voice. His color settled to
pink and he stayed in a flexed position with his hands on his
face. The music therapist observed Robert appeared to settle
with repetitive melodies on the harp that had more complex
rhythm (example Motif 3 in Figure 2). When the melody was
simplified and tempo slowed, this is when Robert would often
move into unrest. The ambient noise was fairly muted with
occasional voices in hushed tones. His mother commented at
the end of the session that she thought Robert was relaxed,
and it was the first time she had shared meaningful eye contact
with Robert. She also commented that she felt relaxed, and
thought this might help her express milk which she had to do
next.
Case Three.
Angela was born at 38 weeks gestation and weighed 2700
grams. She was admitted to the NICU immediately following
birth with a Gastroschisis for surgery. At the time of
observation Angela was 3 weeks and 5 days of age. She was
receiving total parenteral nutrition (TPN) via a central
catheter and was on small trophic feeds of one ml of breast
milk continuously via a gastric tube. She was being weaned off
her morphine infusion that was used to manage her post-
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operative pain. Her report described her as irritable and she
had commenced antibiotics for a high temperature.
Angela was observed for 40 minutes. Angela was initially
held by her mother in a recliner chair and was put into her cot
for the majority of the time for the LIHM. Angela’s mother
had to collect her other child who was brought into the
nursery for the remainder of the session.
After 10 minutes, the music therapist sat and played
Reverie harp for 30 minutes at the end of Angela’s cot. Angela
was pink and pale with episodes of irregular breathing
between 43 – 68 breaths every minute. Her heart rate was
regular between 142 – 168 bpm with oxygen saturation
around 93-98%. Angela was awake and went into short
periods of drowsiness and light sleep. The music therapist
observed Angela turning her head to track to the sound of the
harp. She sucked on her pacifier as she moved her arms and
legs in smooth erratic movements. Occasionally she would
hold onto her tube and put her hands to her face. Her
breathing during this time was irregular and fast. The music
therapist used repetitive rhythms and melodies, only slightly
modifying these when Angela roused. These musical
modifications were used to match Angela’s change of state,
and repetitive melodic motifs were slowly re-introduced to
assist Angela settle. The nursery environment was very noisy
with many babies crying for extended periods and alarms
ringing without being quickly cancelled. Angela appeared to
struggle to calm herself during this time with the background
noises. At times, it was difficult to hear the music. Angela’s
three-year-old brother came into the nursery with his mother
during the music. He sat quietly next to his mother as she held
Angela, spoke in a soft voice and appeared fascinated while
looking at his sister and gently touching her.
Case Four
Jenny was born at 37 weeks gestation and weighed 2749
grams. She was admitted to the NICU at 23 days of age for
management of her congenital hypoglycemia. At the time of
the observation she was 5 weeks of age (42 weeks corrected).
She was receiving EBM every four hours by tube given slowly
over one hour. She was being tried with some sucking feeds.
Her feed was due in one hour from when the music started.
Jenny was observed for 60 minutes including 12 minutes
before music. Her room was very dark with some natural light
filtering through the blinds. Jenny’s mother was holding her
in a recliner chair next to her cot. The sounds were soft on
side of the nursery, however voices from a teaching session
which was occurring across the room were constant. Jenny
was in a flexed position in a soft wrap in her mother’s arms.
She was pink with irregular and fast breathing at 70 – 80
breaths per minute. She was in a drowsy and sleepy state.
The music therapist sat opposite Jenny and her mother,
playing LIHM for approximately 45 minutes. During the
intervention Jenny was predominately in a light sleep with
some periods of drowsiness and quietly awake. The music
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therapist commenced playing the harp with more complex
melody and rhythms (using more semiquavers, with runs up
and down strings), during which Jenny remained settled.
Occasionally she would move slowly with a frown. This
appeared to be in response to an alarm sounding in the room.
When Jenny stirred, the music therapist played simpler,
repetitive motifs to which Jenny settled quickly into. It was
noted that her mother’s breathing was in time with the tempo
of harp melody. Jenny’s breathing also settled into rhythmical
pattern. Both mother and Jenny appeared to be in restful
synchronicity throughout the session. Several times, the music
therapist slowed and paused the music. Jenny consistently
roused at this point, and then settled quickly once a steady
rhythm was resumed. Her breathing was constant around 60
breaths and her oxygen saturation was steady around 92%.
Jenny looked relaxed and her mother appeared to drift to
sleep. Her mother mentioned afterwards that her daughter’s
medical condition included a feature that she would respond
well to rhythm. This knowledge came from the mother’s own
growing understanding and reading that she felt was
confirmed by her daughter’s response to the steady pulse and
rhythms used.
Discussion
The utilization of LIHM appeared to be beneficial in
responding to individual infants, and for entraining responses
to help calm and regulate their behavior. In each case, the
repetitiveness and/or complexity of melodic motifs and the
tempo speed and variation were modified to match the
infant’s responses, and support their self-regulation. The
differences in the musical elements played for each infant
suggests no one piece of music is suitable for all and highlights
the potential benefits of live music interventions that can
respond and adapt to individual preferences and needs. In
cases one and three, instances where the LIHM was modified
to match a change in the infant’s state are noted. This implies
a musical communication whereby the music therapist
acknowledges and responds to the infant. At times, the music
therapist initiated the change in music out of clinical curiosity
as to the level of entrainment, and to see if a reduction in
tempo and melodic complexity would result in beneficial
infant state changes such as deeper sleep. In several instances
(cases Two and Four), these changes resulted in the infants
becoming unsettled. The identification and investigation of
possible factors behind this unintended consequence, such as
the length of time repetitive motifs were played prior, the
speed in which the modification of musical elements was
made, and other environmental influences would be worth
exploring in future studies. Another potential benefit of live
music is nevertheless highlighted here in that the music
therapist was able to immediately recognize an error in
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judgment and once again modify the intervention in response
to the infant.
In addition to exploring the impacts of responsive live
harp music interventions alone, further studies comparing the
use of live versus recorded instrumental music is warranted.
Several previous studies that have compared live and recorded
singing have shown similar benefits of both types of music in
comparison to no music conditions [40], as well as further
effects of live music resulting in deeper sleep states [6,40] and
reduced heart rate [6]. As recorded instrumental music is
commonly utilized in NICUs, there is value in investigating a
comparison with live instrumental interventions to explore
the importance of the responsiveness of musical elements in
supporting infant regulation and facilitating bonding with
caregivers.
The observations of infants and parents suggest the
appropriateness of the Reverie Harp in this setting. Informal
comments by staff and parents after LIHM often noted the
relaxing nature of the music. The name of the harp reflects the
intention of it’s design to bring about a “a state of dreamy
meditation or repose” [27]. This suggests the timbre of the
harp elucidated associations with relaxation, calm and rest.
The pentatonic scale may also be familiar across a range of
cultures that would increase its applicability. The register of
the harp was noted to have an impact on infant responses,
with less stimulation observed in using the lower pitched
strings on the harp. The music therapist avoided use of higher
pitch strings when startle responses were observed, as in Case
One. The use of other similar stringed instruments, such as
guitar, may produce similar results in adhering to similar
registers, melodic contours and rhythms, however these
assumptions would require further investigation.
Due to an interest in observing the effectiveness of the
Reverie Harp, it was decided to observe the effects of
improvised pentatonic harp music alone without singing or
humming. The use of infant directed singing and humming
has clearly shown to have many benefits for infant behavioral
states, neurodevelopmental stimulation, pacification, parentinfant attachment and promoting culturally sensitive, familycentered care [7,12,14,16,19,20,40,41]. It is anticipated that
the inclusion of singing/humming interventions may have
enhanced the effectiveness of MT in this setting, strengthened
the therapeutic rapport with parents [21] and promoted the
role of the parent and family in their infant’s care, such as
identifying ‘song of kin’ [19]. There is scope for further
observation and comparison of the effectiveness of
instrumental live music alone to interventions involving
singing
or
humming
(either
accompanied
or
unaccompanied).
Differences were noticed in these cases between infants
who were swaddled and held by their mother, and when they
were lying in the cot. The observations of the infant’s
responses in Case Three who was in the cot for most the LIHM
appeared more unsettled than for the infants being held.
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Previous studies have indicated the use of multimodal
stimulation, touch and kangaroo care in conjunction with MT
interventions to be of benefit [12,22,24,25,41,42]. This case
points to the importance of considering the location of the
infant, alongside types of MT interventions, in working
towards therapeutic goals.
The potential for LIHM to reduce parental anxiety and to
promote attachment and bonding is reflected in some of the
observations and informal feedback given after the music
intervention. The instance of first meaningful eye contact
between mother and infant in Case Two and the observed
synchronicity of breathing and music in Case Four serves as
illustrations of how responsive LIHM may promote
opportunities for bonding. Each of the mothers (and one
father who observed one of the sessions) commented that they
were themselves assisted to relax during the music sessions.
Bieleninik et al’s [2] meta-analysis identified three studies
using live music combined with kangaroo care that
demonstrated a reduction in maternal anxiety. It is
recommended that including both mothers and fathers in
measuring levels of bonding and attachment, and parental
anxiety, be utilized in future research to test the effects of
LIHM on these domains. In Case Four, it was noted with
interest that the mother expressed her own knowledge of her
daughter’s condition in that she would respond to rhythm.
Whilst the source of this information was not explored
further, the mother’s observations of her child’s response to
steady pulse and intricate rhythms supported her
understanding. This implies the mother took an active role in
the care and growing understanding of her child within the
music intervention that is a key component of family-centered
practice [21]. The interaction and behavior of the sibling in
Case Three also highlights the potential role of LIHM in
family-centered care as another avenue of future investigation.
The adverse impact of environmental noise on infants in
the NICU is well documented [16,43,44]. The role of MT to
modulate noise to reduce overstimulation has been explored
and validated [38,45]. In this case, the extra noise in the room,
particularly in Case Three, was observed to have varying
impacts on the infants’ responses. No measure was used for
decibel levels, and would be warranted for future
interventions especially given at times the harp was difficult to
hear over other environmental sounds. Dearn and Shoemark’s
study emphasized the need for sufficiently quiet conditions to
ensure music interventions are heard amongst the ambient
environment to have meaningful effect [46]. This implies the
choice of Reverie Harp may not have been suitable to be
detected when ambient noise levels increase, and may be
better suited to quieter conditions. This raises important
considerations in choosing MT interventions that are of
appropriate sound levels for the infants, suitable for the
environment to assist with modulating adverse noise, and not
leading to an increase of noise through louder staff discussion
and activity [38,44,46]. Collaborating with NICU staff to
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ensure quiet conditions are maintained during interventions is
imperative.
The behavioral observations and the responses to the
LIHM were consistent with assisting the infants’ selfregulation. Hanson-Abromeit [47] proposes NIDCAP
provides a useful model to guide MT interventions as it
emphasizes the importance of individualized interventions,
balancing sensory stimulation to promote development, and
parental involvement. Observing infants within the
environment of the NICU before, during and following the
LIHM using the NIDCAP approach enabled the observer to
capture the positive effects of the LIHM on the infant’s ability
to settle and self-regulate. These observations were also useful
in informing and supporting the music therapist’s
individualized, improvisational responses to each infant’s
cues. An example is in Case Two where the NIDCAP observer
suggested re-wrapping the infant to allow his hands free to
assist with self-regulation. The music therapist noted this, and
modified her playing to find the rhythmic and melodic
response to better assist the infant to settle afterwards.
These observations have demonstrated how a
collaboration between music therapist and NIDCAP
professional was beneficial to promote best outcomes for the
infant, and would be recommended for future MT services.
Professionals working together to identify infants who may
benefit from LIHM has enabled an individualized program for
vulnerable infants who are often overwhelmed by
environmental stressors of the NICU.
Conclusion
The provision of LIHM by a qualified music therapist has
been shown to be beneficial for medically stable neonates in
the NICU. Using simultaneous observations by a certified
NIDCAP Professional detailing the infant’s natural behaviors
in response to the music has provided a unique insight into
the effect of LIHM. The observed responses of infants were
consistent with self-regulation. The informal comments of
parents also highlighted beneficial effects of relaxation for
caregivers, and for meaningful moments of contact and
bonding with their child. These clinical observations suggest
scope for future research to confirm or refute the effects of
LIHM on infants and parents. The Reverie Harp is a useful
instrument in the delivery of LIHM, however may be only
suited to quiet conditions to enable it to be detected within
safe auditory limits. Using a music therapist in collaboration
with an experienced nurse enables the identification of
appropriate infants and their families who are likely to benefit,
and is recommended for implementation of individualized
MT services in the NICU.
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Abstract
Background: This qualitative study explores the considerations of music therapists and musicians who provide environmental
music therapy (EMT) and environmental music (EM) in hospital settings. EMT is an approach within the field of music therapy,
utilized by trained, certified professionals who apply live music to address the physical, psychological, and cultural needs of
patients, caregivers, and staff in the hospital environment. EM is defined as live music performed by musicians in public areas of
hospitals typically on a volunteer basis. Both models might appear to be similar in actual presentation. However, the underlying
differences warrant discussion.
Objective: This study explores the similarities and differences between musicians and music therapists’ experiences of playing
music within the sound environment of hospitals, and the unique considerations and impact their music conditions may have
upon patients, and caregivers.
Method: Interviews were conducted with 6 musicians providing EM and 5 music therapists providing EMT. Data were analyzed
using a modified grounded theory approach.
Results: Results suggest that music therapists and musicians consider their contributions to be beneficial to the hospital
environment and to the emotional states of individuals, as well. Findings indicate that music therapists’ considerations are more
goal-directed. Of the 11 participants- 5 were music therapists from urban hospital settings and 6 were performing musicians who
were involved with community music programs. All of the interviewees expressed unique understanding of music’s value in
medical settings, which can often be associated with anxiety and stress. Discussion includes considerations for collaborations
between music therapists and musicians in the hospital setting inclusive of administrative understanding of the essential
differences between music therapists and musicians.
Keywords: music and medicine, music and health, environmental music,
Environmental music therapy, community music, attunement,
deep listening.

The Impact of Music in a Hospital Setting: Experiences of
Music Therapists and Performing Musicians
The purpose of this study is to describe and compare music
therapists’ and performing musicians’ experience of the
impact of the music they create in hospital lobbies, waiting
rooms, and intensive care units (ICUs), for patients,
caregivers, and staff. Environmental Music Therapy (EMT)
has been defined by one of its founders, Steve Schneider, as
the use of live music that is “broadcast to a particular
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environment for therapeutic purposes” [1].
EMT is provided by intentionally modifying music to respond
to the sound environment as well as observable behaviors such
as facial expression and gestures, as a way of decreasing stress
level, and pain perception, and to re-contextualize unwanted
noise [2,1]. Performing musicians frequently offer
Environmental Music (EM) in hospital settings where the
musician is the focus of a receptive experience, such as a
harpist playing in the hallway of an oncology unit or music
that is played in a hospital lobby by a jazz pianist. Both EMT
and EM are offered with the intention of the improving the
hospital environment commonly associated with anxiety,
frustration, and stress [1,2]. This study seeks to understand
the varying considerations that exist between music therapists
and musicians, as well as to explicate the changes they
perceive as the result of their playing.
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Literature Review
Hospital Noise and Health
The literature indicates that the acoustic environments in
hospitals “are characterized by frequent high-level sound
events which may negatively affect patient outcomes”.3 The
need to improve the hospital soundscape has become a focus
within the medical profession and public awareness of the
issue is increasing. Noise in hospitals can cause disruption of
sleep for infants, children, and adults [4,5,6], which can
negatively affect healing. Noise can also cause stress and
impact the accuracy of clinicians [7]. Music in the hospital
setting has been used to address the issue of hospital noise and
improve the sound environment [8], as well as to reduce
patients’ pain, decrease anxiety [9], and to promote relaxation
[10].
Live Music in Hospitals
Many programs integrating live music in hospitals have been
developed by music therapy professionals. Essentially, the
field of music therapy emerged after people began to take
notice of the therapeutic effects that community musicians
had on WWI and WWII veterans while playing in veterans
hospitals throughout the country, which helped lead to the
formation of music therapy as an established field in the 20th
century (American Music Therapy Association, 2014). During
the growth and evolution of the music therapy field over the
past decades, many different approaches and music
interventions have been developed. EMT was first utilized in
ICUs to modify the unit’s soundscape, which can be perceived
as overwhelming by patients, caregivers, and medical staff.
Literature shows that EMT has positive effects on stress level,
fatigue, and perception of noise [11;1;12]. A pilot study of
EMT was conducted in a chemotherapy infusion suit by using
a questionnaire that asked patients, caregivers, and medical
staff about the effect of music on the environment and the
preference of musical characteristics. The results indicated
EMT’s effectiveness on changing individuals’ perception of
noise as well as physical and emotional reaction to treatments
[11]. Rossetti and Canga discussed how music in EMT can
impact the physical, emotional, and neurological aspects of
pain, which are based on various pain perception theories.
They propose that EMT is effective in shifting pain perception
and enhancing the psychosocial aspect of patients’ wellbeing.13 Schneider described how EMT supports patients in
the ICU moving through the dying process. 1The language of
music can help to connect with patients from varying cultural
backgrounds and improve their well-being [14].
Live music in the hospital setting has been a step toward
“humanizing the hospital community” [15], and has been
used to improve the overall perception of the hospital
experience [2]. Organizations that bring EM into healthcare
settings such as Music in Hospitals [2] and Musicians on Call
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recognize a correlation of music with wellness and quality of
life. These organizations primarily focus on music
performances in a broad range of healthcare settings, rather
than in public areas of hospitals, which was the focus of this
study [16].
Music Therapists and Musicians in Hospitals
There has been little research about the relationship of music
therapists’ and musicians’ work in hospitals. Schneider
discussed how trained music therapists can provide the most
effective environmental music to meet the complex and
diverse goals in the hospital setting even as musicians are able
to provide benefits as well.1 Preti and Welch studied
musicians’ professional identities, motivations, and
perceptions of playing live music in hospitals.17, 18 They
suggested that musicians have the potential to experience
“burnout” in the long-term due to the lack of a professional
support system and sufficient training, whereas music
therapists may experience less burnout, as they are associated
with an established healthcare profession.17 Preti and Welch
also found an emergent theme, “Is it therapy or performing?”,
where the musician participants were reluctant to label their
work in hospitals “therapy”.18 However, some musicians
perceived and reported their perceptions of a ‘therapeutic
potential’ in offering music in hospitals. These may include
observations of improved emotional state, reduced stress, and
distracting attention from a threatening environment.18
Although the above studies alluded to the comparison of the
two professionals’ work in hospital settings, there is no
existing study that focuses on exploring succinct differences
between music therapists’ and musicians’ considerations of
music in public areas of hospitals.
Situating the Researchers
Two of the authors of the article were graduate students who
finished their internship and Masters’-level classes while in
process of conducting the study. Although they came from
different cultural systems, they shared common interests in
exploring the difference between EMT and EM that may
appear to be perceived as similar when lacking deeper
understanding of the phenomenon. As musicians who
perform regularly-in settings ranging from the stage to within
the community, and as they practice as trained music
therapists, they found the role of playing music in a setting of
EMT challenging at the beginning of their practices. However,
their consciousness shifted from self to the environment
gradually as the practice progressed, resulting in improved
changes in the environment. Two of the authors observed
musicians that played live music in hospital lobbies and began
to notice succinct differences between EM and EMT. Theses
differences seem hidden from public knowledge and may be
helpful to provide to administrators of healthcare institutes for
improving the understanding, depth and quality of care that is
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provided for patients. This curiosity brought the authors
toward the collaborative development of conducting the
current study. Their interests in exploring the underpinning
differences between the considerations of music therapists and
musicians led them to define what such differences might
bring to the outcomes of instituting EMT and EM in hospital
environments.
Method
Participants
A search for hospitals in the United States with music
programs resulted in enrollment of 11 participants-5 music
therapists and 6 performing musicians from hospitals in the
Northeastern United States.
Procedure
The participants were recruited from two music therapy
programs that collaborate with local musicians, and one live
music program in hospitals of metropolitan cities in the
Northeast coast of the U.S. An invitation for the study was
e-mailed to the participants to notify them about the aim of
the study and the structure of the interview. Interviews were
audio-recorded with verbal consent of the participants and
then transcribed. 5 interviews were conducted in-person, 3 via
telephone, and 3 via Skype. Participants were informed that
the data would remain confidential and anonymous. Verbal
interviews were the only collected data. Transcriptions of each
interview were made by the researcher that conducted the
interview. This was followed by an analysis of the
transcription. The two researchers analyzed the data from the
transcriptions they had made independently and then engaged
in discussions together, finding overall themes, sub-themes,
and categories. Transcriptions of the interviews were also sent
back and read by participants, where they were given the
option of adding or correcting data as a form of “memberchecking”[19].
The research method used in this study was modified
grounded theory, which is informed by grounded theory
procedures but does not aim to generate a theory [20]. The
data were analyzed using a process of open coding, focused
coding, and axial coding to generate categories and overall
themes in the data [21]. Interview protocol was conducted by
the two researchers. One researcher interviewed 5 participants
and the other researcher interviewed 6 participants. The
average length of interviews was 28 minutes. The research
received the approval from the Human Research Ethics Board
(HREB) of SUNY New Paltz.
Results
Comparison Between Descriptions from Music Therapists and
Musicians
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During extensive data analysis, researchers discovered
similarities and differences between the two groups within the
themes of (a) musical descriptors, (b) environment, and (c)
music and environment.
Throughout the study, music therapists’ answers to the
interview protocol appeared to be more consistent than the
musician participants’ answers. Possible explanations for this
consistency are (a) all music therapist participants were from
music therapy programs in hospitals, (b) their theoretical
orientations were consistent, and/or (c) they were all
influenced by an established academic program by either
receiving the training in a university or receiving supervision
from an alumnus. However, musician participants had various
musical backgrounds, played in different hospitals around the
Northeastern United States, and had varying levels of
understanding music’s impact on health and wellbeing,
resulting in answers that were more diverse.
Music descriptors. Both music therapists and musicians
played pre-composed music. While the musicians tended to
play specific songs and genres with which they felt most
comfortable with, all of the music therapists played diverse
genres in EMT sessions and improvised within pre-composed
music to fit the environment. Regarding instruments used,
musicians and music therapists tended to use their primary
instruments. However, music therapists reported using
chimes and ocean drums along with guitar and piano.
Improvisation was more widely used by music therapists,
which is probably due to the prominent focus on it during
training in their Master’s program, whereas musicians had a
larger emphasis on repertoire. Furthermore, music therapists
did not discuss choosing music based on pre-determined
musical qualities to “sooth” or “relax” people as many
musicians did, because of their focus on using improvisation
was slated to meet the environment’s needs “in the moment.”
Environment. Music therapists and musicians commonly
perceived the hospital environment as busy and tense. Since
music therapists and musicians provided EMT and EM in
different areas in hospitals, the environment that they
perceived varied in intensity. For example, all of the music
therapists had experience playing in the ICUs, which are the
most critical medical care areas, while most musicians played
in main lobby areas. Most musicians seemed to have less
direct contact with patients, caregivers, and staff. Musicians
did not discuss hospital noise in the same manner as the music
therapists, who gave descriptions of many different types of
hospital noise. Interestingly, the musician who described the
sound environment in a similar fashion as the music
therapists had experience playing in critical medical care
areas, such as oncology units and in the pediatric ICU. Lastly,
music therapists did not mention the hospital’s pleasant
physical characteristics, whereas two musicians reported their
appreciation of the physical environment of the hospitals in
which they played. It may due to the fact that music therapists
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usually provide EMT in areas of hospital that have more
critical needs.
Music and environment. In the sections about the
environment’s impact on music, the music-making processes
of musicians and music therapists revealed different
awareness levels regarding the assessing, observing, and
shifting of an environment. Music therapists talked about how
the melodic contour, harmony, dynamics, and tempo in
improvisation reflect the sound environment. Improvised
songs were played by music therapists to address specific goals
that were set after an assessment. Music therapists also
responded to song requests and viewed them as opportunities
to attend to needs of individuals. Musicians showed awareness
and sensitivity to the needs of the environment, as
demonstrated by their attention to volume, people’s affect,
and responses to song requests. For example, two musicians
described the use of “openness” in their music to introduce
the sound and gauge the environment. However, their process
was less systematic, and intentions were more general in
scope. It is also worth noticing that participants from both
groups described the use of intuition in their music-making
process, such as the use of the “feeling in the room” to inform
their musical decisions. Music therapists often used intuition
to address specific goals, such as reducing pain, promoting
relaxation, or enhancing social interaction, in EMT sessions.
Those goals are similar to clinical goals in traditional music
therapy sessions. Some musicians also stated that they use
intuition to choose a song in the moment, which is less
focused on specific needs of the environment. The difference
in the use of intuition between music therapists and musicians
sometimes was not clear, which indicates that this may be
valuable to explore in future studies.
Regarding music’s impact on the environment, music
therapists and musicians observed people’s engagement, such
as singing along with the music, dancing, and initiating
conversation, during and/or after music. Both groups valued
patients’ and staffs’ appreciation. Additionally, music
therapists and musicians mentioned how live music improves
the overall hospital environment, bringing an aesthetic
experience. However, music therapists elaborated on specific
outcomes in terms of how music reduced the noise, improved
patients’ perception of pain, reduced stress and state anxiety,
and improved people’s social interactions. Again, music
therapists seem to bring clinical intention when providing
EMT.
The Environment’s Impact on Music for Music Therapists
Categories regarding (a) assessment, (b) music choice, and (c)
music, environment, and self emerged through data analysis.
Assessment. Assessment is an essential part of EMT. Music
therapists assessed multiple components within the hospital
space to generate music to achieve specific clinical goals that
can improve patients, caregivers, and staff’s experience in an
environment. Some music therapists spoke about the initial
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assessment, while all of the music therapists described the
continuous assessment that was a moment-to-moment
process. MT5 discussed factors that she assesses when she
walks into a space:
I just put out antennas and say, “Okay, where are we?
What time is it? What time of a day is it? What day of
the week is it? … What’s going on in the space?
…What’s the sound level? … What are the clinical
needs? Also, what’s happening outside of the hospital
today in the world? … In the big environment? And
looking at that, comparing that with my inner self.
Where am I? What’s going to come out most
therapeutically beneficial to meld the inside of the
hospital with outside of the hospital, inside me with
outside me?”
In the continuous assessment, music therapists constantly
considered the sound and energy in a space, the individuals’
physical, emotional and psychosocial states by noticing and
evaluating patients’ facial expression, movements, body
language, and interactions with others. One music therapist
described how she was observing and assessing individuals in
the NICU:
I’m observing the body language of the caregivers - so,
is mom tapping really fast on the baby’s back to burp
them? Are they shaking their legs? Do they have their
hands folded? Do they look stressed out? I’m looking
at the staff to see how quickly they’re moving… the
space in terms of the sounds… the babies, and their
vitals to see if the machines are jumping, if their heart
rates are going up and down quickly.
Song/music choice. Music therapists considered the
population and unit’s needs, cultural differences, and staff’s
musical preference when choosing songs and music for an
environment. Music therapists often talked about considering
patients’ ethnicity and cultural background, which may be
related to the demographic diversity in the city where the
hospital is located. MT2 explained, “The familiar songs
usually come from looking at patient’s cultural background
and age as I play.” MT1 described the elements of world music
in his musical choices, which also reflected cultural
considerations:
I like to access or reference a lot of different types of
world music including scales, modes, and idioms. I
think that it’s important to break outside of Western
notions and Western associations. So world music is
important to access - various forms of pentatonic,
Spanish idioms, Middle Eastern idioms, some blues,
jazz chording.
Most music therapists discussed how a requested song
needs to be adjusted for “meeting the space.” MT1 stressed
the importance of not losing focus on addressing the
environment’s needs by integrating a particular staff’s song
request. He explained further:
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I think that as therapists, we can reference parts of a
piece of music that will appease someone who’s
asking for something… I can hear someone asking
for a song or an artist, and I integrate that into the
goal of EMT. (MT1)
Another music therapist participant adjusted requested
songs that contained inappropriate content: “So if we have a
nurse that likes Rihanna, we might play, ‘Rude Boy’, and it’s
an inappropriate song, but we make it appropriate in the
environmental music so she would recognize it.” (MT5)
In addition to selecting music by assessing the
population’s demographic backgrounds and staff’s music
preferences, music therapists also chose songs that hold
significant meaning to a specific population. MT3, who works
in the NICU, often played songs that have themes of love,
bonding, and attachment for premature babies and their
parents. She gave an example of choosing music that matches
the moment in the context:
I might be inspired by something I see in the room
and that triggers an idea for a particular song. Maybe
a mom brought a blanket with a lot of different little
whales on the blanket and then I might go into the
song “Baby Beluga”. Or maybe just however the
mood may be. Maybe I know that there is a baby who
is being discharged, those parents are in there, so I’ll
use a song that may focus on that. (MT3)

formed if it lacks awareness of the environment, music, or
sense of self.
It seemed to be important for music therapists to obtain
an open mind before starting an EMT session. Three of the
five music therapists talked about how they were aware of
their internal state. They used the phrases like, “start with
breathing” and “create a blank space in my mind.” The
process is similar to meditation, where individuals focus
attention on the breathing and their surroundings, so they can
sense everything from a fresh state of consciousness. MT5
explained, “I am attuning myself to the conditions around me
- whether it’s someone screaming, or an alarm, or stressed out
nurses walking through the lobby and that affects how I attune
myself and the music to the environment.” Music therapist
participants also stated the use of intuition in making clinical
decisions. When MT3 discussed her process of choosing
music, she said, “Maybe however I feel, in terms of what I
think the space would need.”
As stated above, music, environment, and the therapists’
sense of self impact one another-which forms the flow of
music in EMT. The integration of these three elements
enabled music therapists to better attune themselves and then
in turn, attune their music to the environment. Music
therapist participants observed sound, tension, and
individuals in an assessment with cultural considerations as
well.

Music, environment, and self. In the context of EMT, music,
environment, and self seemed to be integrated rather than
separated. Sound, people’s physical and emotional state,
interactions, and energy in an environment influenced how a
piece of music was played. Music therapists used their sense of
self as a medium to process all the elements in a space and to
convert his or her perception of the surroundings into the
music. A transformation from perceived information to
musical response can be an immediate process that is led by
music therapists’ intuition. MT4 offered the description of
this process in his interview:
The process that I frequently use in EMT is a kind of
a stream of consciousness process in which whatever
music comes into my mind based on an ongoing
assessment of the space that I’m playing in is the
basis of what I play. The people in the space, the
sounds in the space. I just let whatever music comes
to me come through the instrument, if I can play it.
The music is consistently based on my responses to
what is happening in the moment.
MT1 described how his music reflects his internal
process: “What I create - my first musical statement- I want it
to be immersed in and meet what’s happening in the ‘here and
now.’ I have to always be conscious of changes in the
environment.” This is also the process of the concept of
continuous assessment discussed above, which cannot be

Environment’s Impact on Music for Musicians
Regarding musicians’ perception of the environment’s impact
and influence on their music, the following categories
emerged: (a) pre-determined musical qualities, (b)
song/composition requests, (c) intuition, and (d) volume of
the environment.
Pre-determined musical qualities. Some musicians tended to
choose pre-composed songs or compositions based on
musical characteristics, or pre-determined musical qualities,
such as “easy to hear” and “predictable.” The negative
associations with the hospital environment impacted the
music by influencing musicians to seek these musical
qualities.
What I have discovered is that people appear to be
more at ease and like the piano music when it’s easy
music to hear… Debussy is just great. It’s that kind of
atmosphere that think people benefit from. I just look
for that quiet, lovely music...with the capacity to
distract people (M3).
Musicians who tended to choose the pre-determined
qualities described music that contrasted with what people in
the hospital may have been experiencing and avoided music
that may have related to their experience regarding tone and
intensity. For instance, while sharing the process of
maintaining subtle chord changes in her music, M5 explained
how she avoided “shock” or abrupt changes because patients
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and families may have already been shocked or overwhelmed
by their situation.
It is important to revisit the process of avoiding minor
keys, as explained by M3 and M6. “I’m careful about minor
keys, too, because sometimes that can get heavy”, is a clear
indication of her awareness of the emotional impact
associated with a stay in the hospital. M6 described choosing
“happy” and “uplifting” music in the cancer care unit as well
as avoiding minor keys. Although neither musician elaborated
further on the intention behind these musical choices, it was
implied in their descriptions that the emotional content in the
atmosphere impacted them.
Song or composition requests. Individuals within the
environment also made an impact in the provisions of live
music by requesting songs or compositions. This was cited by
all but one musician. Providing live music in a hospital setting
frequently involves song requests from an audience.
Musicians described instances of patients, staff, and caregivers
requesting music. M6 described how individuals in the
oncology unit impact the musical decisions with song
requests, which demonstrates how requests can form a chain
from patient, to staff, to musician, creating a positive,
connected interaction for all individuals involved: “Since we
are in the hallway, we can’t really see the patients… [Nurses]
often come to tell us a patient’s request.” Song requests
represent an interest and engagement in the music, even in the
hospital environment, which is not traditionally associated
with live music or enjoyable experiences.
Intuition. The use of intuition was described by M1 as well as
others with regards to the environment impacting their
music-making process: “I play whatever I feel in the moment
based on my feelings or the environment.” Although they
were not referring to something as specific as a song request,
what was felt “in the moment” by musicians tended to inform
musical decisions. Developing a musical plan prior to the
session became an unnecessary task for M2 as he began to
notice that the plan would often not “feel right.” He also cited
“the feeling in the room” as an intuitive element that
impacted his musical choices. M4 described intuition’s deep
place in her process,
It kind of flows through my fingertips. It’s hard to
describe. I’m definitely in a zone when I’m doing this. If
I’ve extended that kind of energy, then I feel like what I’m
led to do is going to be the right thing.
When describing the use of intuition, such as the “feeling
in the room,” or what was felt “in the moment,” musicians
implied that there was a rather ambiguous environmental
influence on their music. This description lacked specificity,
which is to be expected when discussing the use of intuition.
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Volume. Attention to volume was a primary concern for M4
and M5. M5 described a friendly camaraderie between herself
and nursing staff regarding volume. She would routinely ask
the nursing staff “if they needed the volume higher or lower.”
She also added, “I do tend to play softer in the beginning to
gauge the sound.” M4 mentioned volume many times during
the interview, particularly in the context of trying to find the
“appropriate” volume for the environment: “If it’s really
quiet, then I’m turning it down. If it’s really noisy, then I may
turn it up a little bit just so that I can be heard at all.”
Consequently, M4 mentioned being asked to turn her volume
down occasionally by people in the environment. She quoted
the head of the volunteer programs at the hospital: “‘We got a
call from the clinic upstairs and could you turn it down?’”
Being asked to turn down the volume resulted in M4 adjusting
the keyboard but also in feelings of discouragement and selfconsciousness. Ultimately, the volume of the environment
itself and individuals within it impacted the volume of
musicians’ music.
Discussion
A Discussion on Training
It is significant that half of the musicians interviewed for this
study described an interest in entering the field of music
therapy. Interestingly, these same musicians shared feelings of
inadequate training for providing EM. A music therapist
shared her insight on the significance of music therapy
training:
It’s really different than someone coming in from
Juilliard who may be playing Bach beautifully, and it
might hook into the environment but that’s just
coincidence. With me, because I’m a music therapist,
it’s never a coincidence. I am clearly attuning myself
and my skill of understanding trauma and tension,
noise and sound to the environment. So it’s a distinct
difference- probably more improvisation.
It seems that training in music therapy was valued by both
groups. However, long-term formal musical training and
public performance were common backgrounds for all
participants, which were cited as being important to their
current work. In addition, a music therapist participant
believed that music therapists who have strong backgrounds
as professional musicians offer the best EMT sessions. As
discussed above, EMT is a complex musical process with
therapeutic intention. It requests a high level of musical skill
that involves the ability to improvise in various musical styles
and genres, along with the mastering of a large repertoire that
can support populations with diverse cultural backgrounds
and needs. It is not a surprise that music therapists found their
experience as professional musicians helpful in their EMT
work. Kenneth Aigen discussed the fundamental similarities
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of music therapists and musicians’ music-making experience,
which include listening, communication, and exploration. He
suggests that experienced musicianship is transformable to a
clinical music experience [22].
Necessity of Communication and Collaboration
There seemed to be a need for collaboration between music
therapists and musicians working in hospital settings.
Musician participants who had access to music therapists’
support showed a higher awareness of adjusting music to
improve the environment than musicians who worked
independently. They also seemed to be more sensitive to how
the environment and the music can be affected by each other.
At the administrative level, a music therapist participant
discussed her belief that music therapists working in hospitals
should involve musicians in their work, which can be
mutually beneficial. She also explained that having musicians
provide EM in lobby areas can increase the visibility of the
music therapy program, while music therapy programs can
give musicians opportunities to be involved in the community
and share their music in a healthcare setting. Musicians may
also help distribute live music around the hospital when music
therapists are attending to other work-related obligations. A
successful collaboration program between music therapists
and musicians in Melbourne, Australia demonstrates the
possibilities of growing a mutually beneficial relationship for
the two professions in the future [23].
On the other hand, this study suggests that the work of
EMT requires a high level of musicianship. Aasgaard
explained how music therapists are often challenged by
musical improvisation in the hospital setting. It should be
noted that music therapists have varying musical
backgrounds.24 Music therapists in some approaches may not
improvise as much as music therapists in this study did. There
is not enough evidence to state if music skills and knowledge
are positively related to the effect of EMT, however, it is a
variation that needs to be taken into consideration. In light of
the arguments presented above, a skilled musician may be able
to use his or her knowledge of music to provide a significantly
improved hospital environment when he or she receives
support and advice from music therapists. This is especially
beneficial when music therapists are not comfortable with
improvisation. The collaboration between music therapists
and musicians will expand both professionals’ ability to
provide live music in public areas of hospitals.
The Continuum from Performance to Therapy
As discussed above, experience and training largely influenced
how participants perceived their environment. It is evident
that musician participants were aware of the hospital context.
Furthermore, playing in a healthcare setting influenced the
way they perceived their music and raised some musicians’
interest in entering the field of music therapy. Two of these
musicians discussed a shift in perception that resulted from
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providing EM: “This isn’t about impressing people. This isn’t
about me,” M2 explained. M5 also experienced a similar
awakening: “I think my mindset switched. I became a little bit
more in tune.” Other musicians discussed the involvement of
altruism in their work, but did not mention the field of music
therapy.
EMT and EM are both provided in public spaces and may
look similar to passersby. As discussed in the previous section,
both music therapists and musicians used the medium of
music, with different levels of intention, listening, awareness,
and understanding of its impact on the surroundings.
Schneider believes that music therapists’ EMT is different
from musicians’ entertainment or performance. He wrote,
“Trained music therapists are really best suited for this level of
work [EMT]” [1]. After analyzing the descriptions of music
therapists and musicians, the authors of this study found that
the sense of performance and therapeutic impact of music in
hospitals is not one way or another, rather, they are located on
a continuum. The therapy end of the continuum is a pure state
of therapy, while the other end of it is a complete state of
performance. The end of therapy on the continuum would
require one’s full presence, being continually aware of all
factors in the environment and processing this information to
create a live ‘soundtrack’ to improve the environment and
individuals in it. On the other end, the person who offers
music can be completely immersed in his or her own musicmaking without considering what is happening in the
surrounding environment. The music may sound pleasant,
but it lacks therapeutic intention. For example, a concert
musician who is entertaining people in the hospital with his or
her musical talent can fall into the ‘play to’ of the continuum,
while a music therapist at the other end of the continuum may
be using a ‘play for’ and or ‘with’ improvisation may be
working to shift a patient experience, such as pain perception.
As seen with the two musicians above, their description of a
“shift” in mindset from focusing on impressing the audience
toward becoming more attuned to the needs of people in the
hospital, demonstrates a movement from one end of the
continuum toward the other. These musicians stated that this
“shift” impacted their music-making process outside of the
hospital context. M2 explained, “It really affected the way I
play guitar and piano outside of EM. I saw myself being a lot
more aware of things, even while doing rock gigs. It’s a
different way of paying attention.” This continuum between
performance and therapy suggests that musicians have the
potential to be trained to provide music experiences that may
contribute to a more “healing” environment and move closer
toward the therapy end of the continuum. Some music
therapists may fall further away from the therapy end, if the
therapist does not listen deeply and attune to the
environment.
Deep Listening and Attunement
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Much of what was discussed in this study, in one way or
another, is involved with the process of deep listening and
attunement. Pauline Oliveros defines deep listening as,
Listening in every possible way to everything possible
- this means one hears all sounds, no matter what one
is doing. Such intense listening includes hearing the
sounds of daily life, of nature and of one's own
thoughts, as well as musical sounds [26].
Deep listening seems to be part of the music-making
process for the music therapy participants, as assessing the
sound environment was described as a significant part of
EMT. The concept of deep listening could be viewed as part of
the “performance to therapy” continuum discussed above, as
some participants listen more deeply than others to all sounds,
even the sounds of “one’s own thoughts” 26, which can refer
to music therapists’ and musicians’ intuition and perception
in this context. Deep listening may require an openness in
mind that is alert and the ability to hear the sounds in the air,
the objects, the people who make sound by talking, laughing,
crying, screaming, and moving. If we consider “deep
listening” in a broader sense, it may not only be about
listening by ear, but about attuning to the environment, which
was a process described by many music therapist participants.
By analyzing music therapist participants’ description of
attunement, the researchers of this study believe it is a process
of acclimating and entraining oneself and his or her music
with the sounds and individuals in the environment by
listening deeply, watching, and sensing all elements in a time
and space. Music therapists talked about how they create a
blank space in their mind and attune themselves and their
music with the external environment. Some musicians seemed
to use varying levels of attunement, such as using openness in
the music to gauge the sound environment. Deep listening
and attunement appear to be important processes for the
provision of both EM and EMT, as they are both undertaken
with sensitivity and compassion for the hospital environment
itself and both are crucial for moving musicians and music
therapists closer toward the therapy end of the continuum.
Future research can explore how musicians and music
therapists can strengthen the practice of deep listening and
attunement to improve the quality of EM and EMT in hospital
settings.
Conclusion
This is the first study of its kind to explore music therapists’
and musicians’ considerations of EMT and EM in public areas
of hospitals. The purpose of this article was to bring awareness
to the varying applications of live music in hospitals provided
by musicians and music therapists through exploring their
consideration related to music making in EMT and EM. The
current paper is part of the thesis which provides a more
comprehensive discussion on considerations on environment
and music. This study intended to build an understanding of
the similarities and differences of music therapists’ and

Zhang, Doherty & Mahoney | Environmental Music in a Hospital Setting

musicians’ work in the hospital environment, as well as to
discover implications about EM and EMT’s place in hospitals
overall. The results and discussion suggest that music
therapists’ and musicians’ collaboration may expand
environmental music’s influence throughout the hospital and
improve its impact on the hospital environment in
increasingly effective ways. The current research did not
include specific music data because of limitations with regard
to the timing of the study. Future research should consider
analyzing the music data that can speak to the nature of
music-making process and furthermore may offer ways to
explore how it impacts the environment. The concepts of
Continuum from Performance to Therapy, and Deep Listening
and Attunement, were initiated by the authors. However,
more in-depth theories behind these concepts merit further
exploration. Future research might follow the path to
construct theories that can guide and support practices that
are specific to environmental music therapy.
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Abstract
The following case study represents an example of music therapy research in palliative care with a focus on relationship
completion. This case of ‘Bill’, presents one of four participant’s experience included in the research study on relationship
completion in palliative care. The account of Bill’s case study are presented in Part II of this paper.(1) Bill received 30 individual
music therapy sessions provided at three levels of practice. (2) The music therapy techniques utilized included: song choice; lyric
discussion and analysis; songwriting, singing and playing pre-composed songs; life review; and song dedication. Bill’s wife (a
study co-participant) also joined in the music therapy sessions towards the end of the process.
Keywords: relationship completion, palliative care, songwriting, grieving, love

Introduction
The following case study presents Bill, a 91 year old male
dying of lung cancer. Bill participated in 30 individual music
therapy sessions implemented at three levels of practice [2].
A number of direct quotes are included in this case
presentation 1 and were taken from the transcription of the
music therapy sessions and interviews.
Bill
Bill was a 91 year old male diagnosed with lung cancer. He
was born in a small farming community, by parents who
immigrated to Canada from Lithuania to escape persecution.
As Jewish persons they were not allowed to own land in
Lithuania, and that prompted Bill’s parents to move to
Canada to build a new life. His father Maury became a
wholesale grocer and his mother Rosa took care of Bill and his
three siblings.
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Bill studied law at the University of Toronto and opened a
law office in the late 1940s. He shared this office with two
other lawyers.
When she died I was lost but I knew I wanted to live. I was
retired and lonely. About two years after she died, I met
another wonderful woman, Sarah, and she became my
wife.
Five years prior to our sessions, Bill received his cancer
diagnosis. He underwent radiation and chemotherapy
treatments, and his cancer went into remission, but returned
three years later. Bill also developed other health
complications. He suffered a heart attack, was diagnosed with
arteriosclerosis, and was in and out of acute care hospitals.
When Bill was admitted to the palliative care unit his
prognosis was three to six months.
They told me I could try another round of treatment, but I
don’t want to anymore. I am tired and I have my
memoirs to finish now before I die. I don’t want to feel sick
from the medications anymore.
MUSIC THERAPY SESSIONS
When Bill entered palliative care he spoke to the social worker
about his love of music and drama, and also about his memoir
writing project he had been working on for the last two years.
The social worker spoke to Bill about the possibility of
participating in music therapy and Bill expressed an interest in
taking part. The social worker thought Bill would enjoy
participating in music-centered interventions and referred
him to music therapy to enhance his quality of life.

1

A note on quotes:
Bill’s direct words from sessions and the interview.
“My words to Bill in our sessions.”
S: “Sarah’s (Bill’s wife) words in our sessions.”

Assessment, Week 1 (Sessions 1 & 2)
The first two sessions consisted of: gathering background
information about Bill; discussing current issues and problems
related to Bill’s illness and hospitalization; dialoguing about
MMD | 2018 | 10 | 2 | Page 80
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the potential role(s) and goals of music therapy sessions;
discussing music; discussing his memoirs; and me playing
piano and guitar, and singing some of these musical
selections.

I am worried that when I die she will not have anyone to
help her. I know I am not much help, but she has just lost
her grandson and now she will lose me. It will be very hard
for her.

Bill’s memoirs.
I have been working on this project for the last two years.
I don’t have as much energy as I did before, but I need to
finish them.
Would you like to hear some of the stories?

“Have you thought about having to say goodbye to
Sarah?”

“My goodness, that is a large binder of notes that you
have.”

I introduced the research study to Bill during session two as
we continued to discuss his relationships with Rebecca and
Sarah. He indicated that he was intrigued by the study and
agreed to participate. I asked Bill to think about it until our
next session but he wanted to sign the consent form that day.

When I can’t sleep I write down my thoughts and then later
I write the thoughts into stories. I spend every morning now
writing the stories.
Bill let me look at the binder and he also showed me a
book that he had written about ten years prior.
Music has been a large part of my life. I used to love to go
dancing. I love some of the old songs, and some of the movie
songs. You know I loved drama too all my life. I always
wanted to be an actor instead of a lawyer.
I asked Bill which song he would like me to sing. He
choose I Want A Girl. After I sang the song Bill asked to hear a
few others. This facilitated a discussion about his current
situation and two marriages.
Rebecca and Sarah.
I was so lucky to remarry Sarah. We have had such fun
these last years.
After Rebecca died (Bill’s first wife) I began to write poetry
and stories about our life together. I found that this helped
me come to grips with what had happened and it was a way
to talk about it.
I have been so blessed in my life to have known such a gentle
and courageous woman. I am doubly blessed however as I
have been fortunate to meet another amazing woman.
I met Sarah at a lunch and learn series. I courted her for less
than two months before I proposed marriage to her.
I worry now about Sarah and Bette. (Sarah’s daughter) She
lost her son a few months ago. Sarah is still so upset about
the death of her grandchild. We all are.
“Has anyone helped your family to process and grieve
that death?”
Sarah refuses to go for counseling and so does Bette. They
say they can handle it fine together.
“What exactly are you worried about with respect to
Sarah?”

I’m not very good with goodbyes. I don’t think I’ll say
goodbye. It seems so final.

Maybe you can help me write some of the stories from my
memoirs into a play.
“That sounds like a neat idea. What would you think
about adding songs to the play?”
How do you mean?
"Well, we could use songs that are meaningful to you and
that speak to the stories to include in the play, or we could
even write some ourselves.”
Write songs? I’ve never written a song. I guess you have.
“Actually Bill, it is not that hard to write songs. We can
try together if you like.”
Why not? It will make the play better I think.
“Maybe can we begin by looking at the stories in your
memoirs and selecting the ones that you would like to
include in the play?”
At the end of session two Bill and I established the goals
for music therapy sessions. These were:
(1) For Bill to write stories for the play based on his
memoirs.
(2) For Bill to select pre-composed songs and write
songs to include in the play.
(3) For Bill to complete his relationship with Sarah.
(4) For Bill to complete his relationship with Rebecca.
On average, sessions took place two times per week for 60-70
minutes each, for a total of 30 sessions.
My reflection on the assessment phase. In the assessment
sessions Bill told me many stories about his life growing up,
his career, his marriages, and his children. Each story was
extremely fascinating. He had led such an interesting life
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which included varied and diverse experiences such as
traveling, and participation in political, religious, educational,
and performing arts groups. From Bill’s discussions regarding
his illness it appeared that he was accepting of the diagnosis
but still had healthy expressions of hope regarding the
possibility that his doctors did not necessarily know
everything about its trajectory.
Bill acknowledged that music had been a large part of his
life but that he was not a musician. The book that he wrote
and shared with me included musical reflections and stories
that were important to him. When his first wife died, Bill was
drawn to poetry to help him express his thoughts and feelings
surrounding her death. He expressed his gratitude and good
fortune in finding love again with his second wife, Sarah. Bill
expressed an urgent need to complete his memoirs before he
died. With this goal of writing his memoirs Bill identified that
I could help him in using his life’s stories to create a play.
When I proposed the idea of including music in the play, Bill
stated that music would make the play better and he was
willing to try to include music in this project.
Bill’s family was still grieving the loss of Sarah’s grandson
and Bill expressed concern over how Sarah and Bette would
cope with his death. He recognized that while he may not have
played an instrumental part in helping them process and
grieve that death, he understood that he was a support to
Sarah and when he died he felt that she would be alone. The
concerns that Bill expressed are what prompted me to
introduce the research study to him. I thought perhaps he
might like some assistance in completing his relationship with
Sarah, and discussing his death with her.
As we spoke and Bill learned about the potential of music
therapy sessions he openly embraced participating in the
music therapy research study. Bill appeared to be a man who
had been receptive to trying new things throughout his life
and he continued to desire growth and learning in his last
days. As I discussed the music therapy study with Bill we
spoke about the potential of helping him say goodbye to
Sarah. We also spoke of the possibility of including Sarah in
some of our sessions to help her in saying goodbye to Bill, as
well as to discuss her grieving process. Bill expressed
enthusiasm about engaging in the study and music therapy
process, and said he would speak to Sarah about her
impending participation.
“Focusing,” Supportive Music Therapy, Week 2 (Sessions 3
& 4)
During this time as defined by Dileo and Dneaster’s [2] model
of music therapy in palliative care, music was implemented at
the supportive level. There was no set structure for these two
sessions, other than a closing song. Music therapy techniques
included: song choice; lyric discussion and analysis; singing
and playing pre-composed music; and life review.
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What are the stories that Bill needs to tell?
I’ve been thinking and working hard since you last came. I
was looking through my book and my writings and I have
tried to pick some stories for the play, but I have not
decided on them all. Where should we start?
“I did read your book Bill, and your life has about 20 plays
that we could write. You have so many wonderful stories.
Perhaps we could start with you selecting which stories
are the most important to you?”
They are all important, that is the problem I am having.
“What if we pick a period of your life and write the play
about that time? What do you think of that idea? Is there
a period of your life that we could focus on?”
Perhaps, that is a good idea.
“What is most important for you to express in the play?”
Perhaps these last years. My book only has some of those
stories so there are some that still need to be told.
How about we look at these past 10 years? That time began
when Rebecca died.
As Bill decided on the period of time that the play would
focus on, we came to the decision to begin the play with the
story of Rebecca’s death and funeral. During these two
sessions we also selected the important stories from the past
10 years that we would build the play around. Bill and I
decided that he would work on writing some of the stories
between our sessions and that he would present them to me as
they developed. In session four we began with the first story.
What is the music that can augment the telling of those
stories?
“So we are starting the play with the death of Rebecca.
Can you tell me some of that story?”
Rebecca was a woman who lit up the lives of so many
people. She was intelligent and dignified and she had an
extraordinary ability to make friends. She was a LADY!
“How did you deal with her death?”
I wrote poetry to help me. I had a hard time. She was my
life companion, my friend.
“Should we include a song in tribute to Rebecca? Did you
have a special song together for example? We could also
write a song about the story of her death. I saw in your
book that you wrote a few reflections about her death.”
I think a dramatic song could open the play.

MMD | 2018 | 10 | 2 | Page 82

Music & Medicine | 2018 | Volume 10 | Issue 2 | Pages 80 – 90

Clements-Cortés | Relationship Completion in Palliative Care Music Therapy

It should be about my thoughts of losing her and having to
live life without her love.

appropriate that he needed to work on this first before Sarah
would be part of our process.

Between session three to five Bill wrote the play dialogue
to go along with this song. We began writing the song in
session five. Bill also created a list of all the important people
from the stories he would include in the play. These people
became the characters in the play.
In sessions three and four we also looked at some of the
songs that Bill had mentioned in his book and I asked Bill to
think of other important or special songs that we might
include. Bill identified several pieces as we looked through his
book together and I played a few of these for him. We
discussed the lyrics of those songs and Bill said he wanted to
think more about the songs before making any decisions. He
stated that in future sessions he wanted to continue listening
to and discussing music that we could include to augment the
play’s stories.
Bill told me that he spoke to Sarah about music therapy
and the possibility of involving her in some of our sessions.
She was supportive and encouraged Bill to engage in music
therapy. We decided to begin our music therapy process by
working on the play and Bill would invite Sarah to come to
our sessions when we had made some “definitive progress.”

“Launching,” Communicative/Expressive Music Therapy (2),
Weeks 3-9 (Sessions 5-16)
There was no set structure for sessions, other than the closing
song which was introduced during “Focusing.” Each of the
sessions during “Launching” involved Bill sharing and
discussing the stories and dialogue he had written for the play
as well as listening and discussing the music that would
accompany those stories. We also began writing the song for
Rebecca and the love song for Sarah. Music therapy
techniques included: song choice; lyric analysis and
discussion; singing and playing pre-composed music;
songwriting; and life review.
The following excerpts are some of the things that we
discussed surrounding the identified stories for the play.

My reflection on the “Focusing” phase. In these two sessions
Bill was able to create an outline for the play. He identified the
important stories that he needed to include. It was an
important initial step that Bill decided on the period of his life
that the play would encompass. Bill’s life was overflowing with
stories which were all important, but it was not possible given
the time we had to write and include all of these stories.
At this time we began selecting some of the stories that
would be augmented with music. Bill selected important and
special songs and I played some of these for Bill. We discussed
these songs and their lyrics. Doing this groundwork set up the
transition to our next phase of music therapy sessions. Bill
seemed comfortable sharing his stories with me and he was
open to selecting music to accompany his stories. As Bill’s
ultimate goal was to write his memoirs, it seemed appropriate
that we began our music therapy process together by writing
the accompanying play. It seemed logical to me that by
engaging in this process the important stories at this time in
Bill’s life would surface. These stories encompassed
relationships that were central to Bill’s life. I thought that by
Bill writing the play dialogue and selecting and writing songs
to accompany the stories, any issues and expressions to
complete these relationships would be expressed. If and when
that happened we would engage in discussion about those
relationships and about the work and expressions associated
with relationship completion.
Bill was goal driven. He wanted to make progress writing
his play before inviting Sarah to our sessions. Bill was focused
on his memoirs and the play project and it seemed

Courting of Sarah.
This story is a tale of grief, redemption, defeat, and
triumph.
Marriage to Sarah.
When we met with the Rabbi about our wedding he
instructed us to write letters to each other. We gave them to
him and read them to each other in our next meeting with
him.
The honeymoon.
We went to the American Colony Club and stopped at an
Arab bazaar.
We went to Yad Vashem, the memorial to the six million
Jews who were murdered during the Holocaust. The
immediacy of that experience ripped my heart. There was
silence between Sarah and I.
Bill and Sarah’s first wedding anniversary.
I tried to write a poem that we could use for our song for
Sarah.
[Click to hear audio]
The Love I Feel for You Sarah.
Tell me Sarah, say it’s love,
Why dost thou do me favour?
I am unworthy of thy grace.
The gracious smile upon thy face,
My very soul doth savour.
I watch thee bathed in morning sun;
I seek the night’s sweet holding.
Yes, thou has saved this solemn soul,
And caused me to perform a role,
That keeps our world unfolding.
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So, at this first anniversary
I celebrate my love for thee,
I say to thee on bended knee,
It is a lasting certainty.
I will love you always!
“That is so beautiful Bill. Shall we try to set these words to
music?”
Joseph’s death.
We went to visit Joseph in Israel about a year after we were
married. He was not well.
He underwent a kidney transplant and died three days
later.
He was only 24 and had suffered for much of his life.
But Sarah tells me he really lived with courage, patience,
and humour.
Sarah’s 75th birthday.
On Sarah’s birthday we had a large party with her family
and friends. I wrote her a letter that I read out.
It was a milestone birthday. We prayed that Sarah would
reach other milestones, 80, 85, and so on. I hope she does
because I don’t think I will reach anymore of my
milestones.
“Do you remember that we talked about inviting Sarah to
some of our sessions to learn of the progress of your play?
When she comes you could read what you have written
for her and we could talk about it.
Yes, we could try to do that.
“Perhaps there is some music that can accompany this
writing and our sessions with Sarah? What are the
sentiments you want to express to Sarah?”
I want to tell her that I love her, and that she must keep
living the years she has.
I want to thank her for our marriage and for her role in
bringing me out of my sorrow over the death of Rebecca.
My reflection on the “Launching” phase. During this period
Bill spent time between our sessions writing stories for the
play. We discussed them in our sessions and also began
selecting music for them. The ending stories for the play had
yet to be decided. As we discussed these stories Bill came to
the assessment that there were sentiments that he wanted to
express to Sarah and that he could do this through
songwriting. He had been hesitant to discuss his death with
her, but he was willing to discuss his death in future sessions
with her through the use of the songs that he was writing to
express his feelings of love and gratitude to Sarah. He thought
speaking with her about his death would help her once he
died.
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Bill clearly identified the sentiments he wanted to express
in the play and to Sarah. He accessed those emotions easily
and discussed them. Song choice and lyric analysis facilitated
further awareness and expression of those emotions.
Songwriting was becoming the tool to express those key
emotions and sentiments to Rebecca and Sarah, and song
choice and subsequent song selection for the play were
providing the pathway to express emotions that were held in
his stories.
Bill worked very hard during this period and his health
remained stable which facilitated his ability to write and
engage in our sessions. He was making steady and rapid
progress on his own in completing his memoirs, and was also
progressing quickly in writing the dialogue for the play. Bill
left me voice messages in between our sessions reminding me
to work on songs, and to think about the stories. He also
updated me on his progress in those messages. He was very
committed to his play project. Writing gave Bill a purpose and
contributed to his self-concept. It diverted his attention away
from his illness. Once Bill had identified the sentiments that
he wanted to express to Sarah we transitioned to the
“Transformative” phase of our sessions.
“Vehicles/Tools,” Transformative Music Therapy (2), Weeks
10-14 (Sessions 17-26)
During weeks 10 to 14, music therapy was offered at the
transformative level. Again there was no set structure for
music therapy sessions, other than the use of the closing song.
Music therapy techniques included: singing and playing precomposed music; song choice; lyric analysis and discussion;
songwriting; life review; and song dedication.
The play outline for “Heroes”
Prologue
Act 1
Rebecca’s Song (Original Composition)
Act 2
Courting of Sarah (It Had to Be You)
Act 3
Marriage to Sarah (Tumbalkaika)
Act 4
The Honeymoon (Que Sera, Sera)
Act 5
Joseph’s Death (The Rose)
Act 6
Bill and Sarah’s First Wedding Anniversary
(Original Composition)
Act 7
Sarah’s 75th Birthday (Original Composition)
Act 8
To Be Determined.
We worked to select pre-composed songs and write a
number of original songs to accompany the stories and
dialogue. Two highlights about songwriting are presented
below.
Songwriting
Death and funeral of Rebecca.
You know I am having a hard time with this song. It has to
have a different tone than the other songs in the play.
It should be more operatic I think.
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I played some examples of melodies and heavy block
chords in the key of G minor that I thought would reflect the
need for the music to sound serious and sad. I introduced the
idea of recitative and aria to Bill and we tried out several
possible melodies. Bill and I spent session 21 trying out
different melodies and accompaniment patterns until one was
just right. Please see Appendix A for the lyrics to Rebecca’s
song.
Sarah’s 75th birthday (Original composition).
I think we should write the song based on this poem that I
wrote.
I need to change some of the lyrics.
What is it about the lyrics that don’t seem right to you?”
I’m not sure if it says everything yet that I want to say.
“Do you have a list of the things you want to say?”
When I wrote the dialogue for this act of the play, I thought
about Sarah’s party where I gave my speech and recited a
poem that I wrote at the time. I took most of the ideas for
this poem from that speech, what I could remember of it.
“Let’s look at the poem and underline all the things that
you are expressing. For example in this sentence you say
how happy you are to be able to celebrate Sarah’s
milestone with her.”
As we engaged in this process it became clearer to Bill
what sentiments were not as clearly written as he would like,
and ultimately the sentiments he needed to include in the
revision to the song lyrics.
I have said that I am grateful to be married to Sarah, and
grateful that she married me, but I have not thanked her
for being her, for being the friend and love that she is.
“Would you like to try working expressions of thank you
for Sarah being your friend and love into the song? You
have expressed your love for Sarah in the love song you
wrote for her, but you have not expressly said thank you
as of yet in those songs, or in the dialogue that I have
read.”
Yes, that is true. I say many things but never actually
thank you.
I played several melodies and simple chordal
accompaniments and we wrote the music for the first stanza.
Okay, now that we have that first bit done I am going to
rewrite some of the lyrics before
our next meeting,
and we can finish the song then.
We finished writing the song in session 23.
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Planning the sessions with Sarah. Bill and I discussed what
parts of the play he wanted to share with Sarah in our sessions
with her. In our first session with Sarah he wanted to share the
story of their first wedding anniversary and he asked me to
sing The Love I Feel for You Sarah that we wrote to accompany
that story. Bill decided that he wanted to introduce the play to
Sarah by asking her to read her character’s part from the play
followed by me singing.
Sessions with Bill and Sarah. Sarah accepted Bill’s invitation
and came to session 24. I met Sarah previously on the
palliative care unit when she was visiting Bill and I was going
to have a session with another client. I thanked Sarah for
coming and explained what Bill and I had been working
towards these past weeks. I also spoke to her about the
research study and asked her to think about participating if
she was comfortable. Sarah told us that she thought more
about the study when Bill asked her to come to that week’s
session and provided consent to participate.
Session 24, Bill and Sarah’s first wedding anniversary.
Bill asked Sarah to read from the “First Wedding Anniversary”
act from the play as planned. The following excerpt is dialogue
of what arose after that reading.
S: “Well Bill, I see your writing is still up to your high
standards. That is how I remember our anniversary
also. You have told me some of the stories in your play,
but you didn’t tell me that you wrote about our
anniversary.”
I wanted it to be a surprise.
S: “It is very flattering. I am embarrassed with all this
focus on me.”
Sarah, you know that I have always written poetry for
you. Amy asked me if I wanted to write a song for
you and we have.
S: “A song for me?”
Yes for you. Who else would it be for?
I sang the song for Sarah and Bill. Sarah began crying.
When the song was finished Bill said:
Now Sarah, I didn’t write the song to make you sad. Please
don’t cry about it.
You know I love you don’t you? I wanted you to know this.
It is so hard for me to tell you that sometimes in a serious
way, but I want you to know this.
S: “I do Bill and I love you too.”
Sarah, we were so lucky to find each other. You really
helped give me a new spirit to live.
I am worried about you Sarah. I know you pretend that I
am not dying.
S: “You don’t know that you are dying.”
Yes Sarah, I do. And, I don’t want you to waste the time
you have left after I die crying over it. I want you to find
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things to give your life purpose and I want you to find
people to
support and help you. You know I am very
worried about you and Bette.
If you have a lot of depression when I die, I want you to go
to the counselor. Do you
promise me? I want you to
spend time with your friends and go to the Temple for
companionship.
S: “I don’t want to go.”
Look Sarah. I don’t want you to promise something that
you don’t want to do, but can you think about it more
and consider it if it might help you.
Session 25, Story of Joseph’s funeral.
“Sarah, I spoke to Bill the other day after our session
because I wanted to find out what
we were going to
be discussing or presenting to you today. Bill has written
the story
of Joseph’s Funeral into his play and I
thought it might be a good idea to talk about Joseph’s
passing. Bill agreed to this. Is this alright with you?”
Sarah read her character’s part, Bill read his, and I read
the other characters’ lines from this act in the play. Afterwards
I sang The Rose. There was silence for a few minutes after we
finished.
S: “You know I am trying to get stronger for my daughter
to help her with Joseph’s death.
It just seems like a lot of people have died in these past few
years since Bill and I were married, many friends and
family members. I always thought I would die before Bill.
Sarah, I think this is my last fight.
“Sarah, part of the reason that Bill chose the song he did
for Joseph’s story is that the flower symbolizes new life
and hope. What do you think? Would you both like to
sing it with me now?”
When Bill heard Sarah singing the song with me he also
joined in. Together we sang the song and began to talk about
Joseph and the lyrics.
S: “A child is the hardest thing to lose and Bette has tried to
be strong. I probably could have been stronger too but I felt
numb.”
“When Bill was telling me about Joseph and his passing,
he told me that Joseph was helpful to you when your first
husband died.”
S: “Yes, he was. I think I just kept myself quite busy and I
would look after Joseph and he was kind and loving, and so
he helped me get over that death.
Sarah, it is very important to me that you keep going to
Temple and involving yourself in the clubs and lectures.
You have some friends there already and it will give you a
chance to meet new friends.
S: “I just don’t like to think about the day you die Bill.”
It is going to be okay. I want to know that you will be
looked after.
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Towards the end of that session I asked Bill and Sarah if
they would like to sing The Rose again with me. They chose
not to sing but wanted to hear it again. I also sang The Love I
Feel for You Sarah.
Session 26, Sarah’s 75th birthday.
We began this session with a poem that Sarah brought with
her.
S: “I hope it is okay with you Amy. I brought a poem that
Bill wrote for me on the anniversary of our first date.”
After Sarah read the poem, the couple laughed.
I am a clown, through and through.
S: “You are romantic and funny.”
Maybe now is a good time for another song.
I wrote a song to go with the story of your 75th Birthday.
S: “Really? You are full of surprises aren’t you?”
We read the dialogue from the act in the play about
Sarah’s 75th Birthday and then I sang the song for Sarah. The
following dialogue surfaced after hearing the song.
Sarah, do you remember the poem I wrote for you on that
Birthday? I was so silly I misplaced that one, but I wrote this
song from what I remembered of that poem. I knew there
were a few things I need to say to you before I die and I
didn’t want to not find the time to say them.
Sarah, I made a list of these things and I put them in the
song for you.
Thank you for taking me as your husband.
Thank you for all the nice things you always do, like
bringing me your homemade cookies and food.
Thank you for being my friend and my wife.
S: “Thank you too Bill. You are a good husband. It is too
bad that we do not have more time. Thank you for the gift of
your writing and music. I feel very loved.”
I excused myself from the room at that point explaining
that I thought they might like to have time alone, and our
session ended there. It seemed that the couple would benefit
that day from private time together now that they had
expressed many emotions. Bill did not want to share the lyrics
of this song titled Gratitude in the writing of his case study.
My Reflection on the “Vehicles/Tools” Phase. Bill worked
very hard during the “Vehicles/Tools” phase. He completed
acts one through seven of his play, and continued writing his
memoirs. Bill decided to call the play “Heroes” to honour the
two most important women in his life, Rebecca and Sarah. As
he expressed, these were the most important relationships to
him. Bill reflected carefully on choosing songs to accompany
the stories in his play. As he stated:
It is important that the song is the right fit.
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Through song choice, lyric analysis, and discussion Bill
reflected on the meanings expressed in the songs we shared,
and we discussed the emotions that arose from those
ruminations. Bill also engaged in songwriting. He found
writing the song The Love I Feel for You Sarah easier to write
then Rebecca’s Song, and his song Gratitude. Writing the song
for Rebecca, which for him expressed his feelings of how he
would live without her helped Bill in saying a final goodbye to
her. Bill had grieved her death, but he wanted to honour her in
the play and express the love he felt for her, as well as the loss
of living life without her, expressing his love helped Bill close
that chapter of his life and subsequently complete his
relationship with Rebecca.
Writing the song Gratitude for Sarah enabled Bill to
express his appreciation to Sarah for many things such as:
being his wife; being his friend; and giving him a reason to
engage in life again after the death of Rebecca. Writing this
song also facilitated Bill’s awareness of discussing his
impending death with Sarah and articulating his wishes for
her once he died. By expressing “I Love You,” and “Thank
You” to Sarah in the two songs he wrote for her, he was
working towards completing his relationship with her. The
final thing for Bill to do was to say “Goodbye” to Sarah.
Inviting Sarah to our sessions enabled Bill to verbally
express his love to her both in the songs and in the discussions
that ensued. Through the reading of the story of their
anniversary and my singing of The Love I Feel for You Sarah,
Bill was able to speak to her about his death and his desire for
Sarah to continue to engage in life when he died. Reading the
story of Joseph’s death from the play and singing The Rose
facilitated a discussion of grieving and the importance of
seeking support to help a person grieve. These were important
things for Bill to discuss with Sarah to help him reduce his
anxiety over his death and Sarah’s grieving process.
It assisted Bill in communicating to Sarah his desire for
her to obtain support and help when he passed away, as well as
his wish for her to find new things to put her energy towards.
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My relationship with Rebecca and Sarah are the most
important ones to me.
Yes, music was helpful to me. I always have written and
that has helped me tell my stories. Now there are stories
and songs about my life.
I want you to bring the play to Sarah and sing the songs for
her once I die. Will you do that for me?
Songwriting did help me express important feelings and
issues with Sarah.
Sarah’s interview. The following are excerpts of her interview.
S: “When you began working with Bill, his energy seemed
to come back to him.”
S: “I am so pleased that Bill wrote the play. He always
wrote beautiful poems for me, and he loves drama.”
S: “Bill really liked songwriting and he even kept my songs
a secret. I didn’t know he was writing them. They are so
special to me.”
S: “I think it was important for Bill to talk to me about his
death. I am glad he did this. It was hard, but necessary.”
S: “Music therapy did seem to help Bill and I talk about
death and also it gave us a chance to reminisce a little bit.”
S: “I am glad that I was involved in the sessions. It was a
nice experience, one I never thought I would have here in a
hospital. It is such a hard place to come to.”
I brought the transcript of Sarah’s interview to her for
verification in week 16.

“Dying” Supportive Music Therapy 2, Weeks 15 & 16
(Sessions 27-30)
Interviews. I asked Bill and Sarah if it was okay to interview
them during week 15 and they agreed. Bill’s interview took
place in session 27, and Sarah’s interview took place later that
day. I brought the interview transcript to Bill for verification
in session 28.

Last sessions. As defined by Dileo and Dneaster (2005) our
last sessions took place at the supportive level of practice [2].
Sessions involved singing and playing pre-composed songs
that we had shared in previous sessions. Sarah was present at
our last two sessions and she sang some of the songs with me
at Bill’s bedside.
In session 28 after Bill verified the interview transcription
I sang a few songs to him for enjoyment and relaxation. Bill
asked me to write the final act of the play for him. I decided to
write a speech for Bill’s character to deliver. Bill had told me
that he had given many speeches throughout his life, both in
his work and personal life so this seemed fitting as the final act
for his play. Bill liked the idea, but was not able to verify it as I
did not finish until the week he died. This speech has become
the artistic piece (See Appendix B) that I wrote to reflect Bill’s
experience. Bill died the Monday following session 30.

Bill’s interview. The following are excerpts of his interview.
I really enjoyed our sessions together. They were exciting.
We did so much work, and I am so happy with the play.
I think I liked songwriting the most. It was very creative,
like poetry writing, but on a higher level.
I think many issues arose in our sessions. The most
important was that of discussing my death with Sarah and
talking about the death of Rebecca and Joseph. I also liked
reminiscing about the trip Sarah and I took to Israel.

Music Therapy Treatment Plan Analysis Summary
The following music therapy techniques were utilized with
Bill: song choice; lyric discussion and analysis; songwriting,
singing and playing pre-composed songs; life review; and song
dedication.
As defined by Dileo and Dneaster (2005) [2] music
therapy with Bill and Sarah was implemented at the three
levels of practice over the course of his sessions. Initially music
therapy was introduced to Bill at the supportive level to help
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Bill focus on selecting the stories that he would include in his
play. Through song choice, lyric analysis and discussion, and
playing and singing pre-composed songs, Bill began the
process of identifying special and important songs in his life.
By focusing on the time period for the play we were able to
move to the communicative/expressive level of practice. In
this phase Bill began writing the play dialogue and we
continued to select songs to augment the stories. Music was
providing a method in accessing the emotions that were held
in his stories. This process initiated Bill’s assessment that there
were sentiments that he needed to express to Sarah, “I Love
You,” and “Thank You.” Songwriting was becoming the
chosen tool to share those emotions as Bill expressed his love
in writing the lyrics for Sarah’s song, The Love I Feel for You
Sarah.
Once these two sentiments were identified we moved to
the transformative phase of music therapy where music was
used to help Bill complete his relationship with Rebecca by
writing the song for her and discussing his grieving over her
death. Writing Rebecca’s Song and discussing grieving also
facilitated Bill’s awareness of the importance of speaking to
Sarah about his death and her grieving process. Writing the
song Gratitude for Sarah provided the tool for Bill to
communicate his appreciation to Sarah.
Sarah joined the music therapy process at the end of the
transformative phase. It was essential that Bill and I worked on
the play and music before Sarah joined us in sessions. Bill’s
private sessions with me provided him with the space and
tools to come to clear awareness of how to complete his
relationship with Sarah which involved expressing love and
gratitude to her. Bill and Sarah were able to complete their
relationship through discussing the emotions and sentiments
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that arose from reading the play and listening to the songs.
Once love and gratitude were expressed Bill was able to speak
to Sarah about his death, and to convey his wishes for her once
he died.
When this was accomplished music therapy transitioned
back to the supportive level as Bill’s energy was decreasing
and he was becoming weaker. Sarah and I sang at Bill’s
bedside during our last two sessions. While the sentiment of
“Goodbye” was not expressly said by either in our music
therapy process, Sarah accepted that Bill was dying and she
spent as much time as possible with him the last two weeks of
his life.
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APPENDIX A: ORIGINAL COMPOSITION
Rebecca’s song
Recitative:
He did not know that she had died and in fact had deserted him.
His eyes turned moist as he uttered a smothered prayer.
His voice tearing at the sharp edge of his grief.
She was the most beautiful, the most gracious, most eloquent woman,
He has ever known.
Aria:
Come now gang, pick up the pieces,
We are all given short term leases.
Softly you’re best to understand,
Our lives are like quickened sand.
But dear leader we reply,
You make it seem like endless sky.
That having lost a wife,
To start again to live a new life.
Which satisfies our every need,
So that wounds no longer bleed.
Though a dear mate of many years has left us,
We must still our tears.
And start again, our lives renew.
To we our daily tasks imbue.
With spirits lightened day enhances.
No good captain, not a chance!
Because you see we’re like a tree.
Its branches withered, sap run dry.
The wine of joy, the ecstasy,
No longer there, we oft times cry.
So tell us leader, are we wrong?
Pronouncing we can’t sing your song.
That we are hampered by bereavement.
Why ask us to gestate achievement?
Free Recitative:
You’ve gone to almost every length,
To help us and we admire your strength.
You’d light our way back to the living,
Renew our sense of time and giving.
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APPENDIX B: ARTISTIC PIECE
Cheers to Our Heroes
I want to leave my audience with some words of wisdom. I have been known throughout my life for being verbose, but I am going to
leave my mark on this world by making this speech short and sweet.
I am saddened by the absence of some members of my family as I face the last days of my life, yet I rejoice in the presence of others who
have kept vigil at my side.
For Sarah, I wish that for everyday she has experienced sorrow, that she will now experience happiness.
For the rest of my family and friends I have a few words of wisdom I would like to impart:
Remember,
Drink the wine of life slowly and with joy.
Be slow to anger and quick to forgive indiscretions.
Remember you have no monopoly on truth.
your friends.
Join with Sarah to celebrate life.
Devote the years left to the enrichment of the day of the other.
Accept with grace and courage, pain, loss, and disappointment.
Remember that each day is the beginning of the rest of your lives.
So, in these words I say goodbye.
I now set sail on uncharted seas.
With all hands on deck, and with the winds in my favour, I will reach the Promised Land.
Cheers to our Heroes!
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Full-Length Article

Relationship Completion in Palliative Care Music Therapy: Clinical Case Research Overview and
Results-Part 2
1

University of Toronto, Faculty of Music; Ryerson Chang School, Toronto, Canada

Abstract
Part I [1] of this paper presented the clinical case of Bill: a participant in the research study investigating the role of relationships
completion in palliative care music therapy. Part II presents a brief overview of the research study, and the description of Bill’s
case study (one of the four primary participants). The study sought to answer the primary question: What is the experience of a
dying person engaged in a specific music therapy treatment program intended to facilitate relationship completion? The
investigation was a phenomenological qualitative inquiry that included multiple data sources analyzed through a process coding
of the data and identifying themes.
Keywords: palliative care, relationship completion, love, phenomenology,
grieving
Introduction
Part 1 [1] of this paper presented the clinical case study of Bill:
a research study participant in the palliative care study
described in this paper. This paper will provide a brief
overview of the research study, and present the account of
Bill’s case1.
Overview of the Research Study
This study examined palliative care patients’ experiences of
music therapy implemented to facilitate relationship
completion. The study was informed by phenomenological
philosophy as it focused on trying to understand these
personal experiences [2]. The central research question was:
What is the experience of a dying person engaged in a specific
music therapy treatment program intended to facilitate
relationship completion? Data included:
(1) music in sessions: client-composed songs, song lyrics
from pre-composed music, recordings of music from
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sessions, and improvised music,
(2) discussion in music therapy sessions,
(3) recordings of music therapy sessions transcribed by
the researcher,
(4) semi-structured
interviews
and
interview
transcriptions with participants and co-participants,
(5) the researcher’s field notes including: formal music
therapy assessment, weekly session notes, chart notes,
session analysis, and session reflection,
(6) artistic pieces that developed from participant’s
music therapy experiences and interviews, and
(7) artistic material created by participants.
Data Analysis
Transcription. The researcher transcribed all music therapy
sessions recordings, session notes, and interviews. Analysis of
the interviews included: a transcription of literal statements,
non-verbal and paralinguistic communication; and listening
to the interview for an appreciation of the whole.(3) This
included: listening to each interview multiple times to provide
a framework for the emergence of themes and units of
meaning. Non-verbal data present in the sessions, was
analyzed using a coding key for long pauses between words
and hesitancies in the speaker’s voice.
Reading through the data. Each transcription was read
multiple times by the researcher to increase the understanding
of the material. The researcher also read and listened to
additional materials. As the researcher read through these
materials, quotes and information that could be used to
introduce the participant and provide the necessary
participant history for the case study were highlighted.
Identifying themes and coding the data. After initial readings
the researcher re-read the transcriptions and the additional
materials to identify themes. Data were coded from words or
phrases found in the transcripts, and from the researcher’s
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awareness of the occurrence of music therapy to facilitate
relationship completion. This began with the assessment and a
reading of the materials in the chronological order with from
the beginning to the end of the music therapy process. Each
participant’s case yielded multiple themes that were then
organized into collapsed codes and further into themes and
sub-themes.
Ethical Considerations
Ethical approval was received from Baycrest and the
University of Toronto.
All participants’ names were kept confidential, and in the
presentation and/or publication of these research results all
participants’ names have been changed.
Results: Bill’s Clinical Case
Thematic Analysis: Bill’s and Sarah’s Experience of Music
Therapy Sessions Intended to Facilitate Relationship
Completion
In looking back over all of the data sources (researcher’s
session notes, transcriptions of recorded music therapy
sessions, pre-composed songs used in therapy sessions, the
original song compositions, the interviews, the researcher’s
formal assessment placed in the chart, and Bill’s artistic piece)
and coding them, it appears that seven large themes emerged
namely: love; gratitude; grieving; urgency; heroes; Judaism;
and stories. Within these themes there are two sub-themes.
The following section discusses and unpacks the themes and
the sub-themes as they unfolded during the course of music
therapy treatment and identifies how the sub-themes
contribute to the seven overall themes.
Theme 1: Love
Love was a prominent theme that emerged throughout the
music therapy process. It surfaced as Bill told me about his
marriage to Rebecca and it was present in the story of courting
and marrying Sarah. He articulated his good fortune in
marrying two wonderful women. Bill expressed that these
were the two most important relationships to him, and this
awareness directed our course of music therapy to include the
goals of completing his relationships with Rebecca and Sarah.
As Bill focused and decided on the stories he would
include in “Heroes,” love was at the foundation of each story
we discussed. As Bill spoke about Rebecca’s death he
expressed the love he shared with her and the wonderful
marriage they had. He acknowledged the void that Rebecca’s
death left in his life.
She was courageous, graceful, understanding, sympathetic,
and loving.
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In “Launching” we discussed these stories in greater
detail and love was very present in his reminisces. In
recounting his courting, marriage, honeymoon, and first
anniversary with Sarah, Bill spoke of his loving relationship
with her. Love was the basis for the song he wrote for Sarah to
accompany the story of their first anniversary. Bill’s poem The
Love I Feel for You Sarah is a beautiful expression of his love.
The following is an excerpt from that song.
So at this first anniversary,
I celebrate my love for thee,
I say to thee on bended knee,
It is a lasting certainty,
I will love you always.
In selecting the song to accompany the story “Courting of
Sarah,” Bill worked the song It Had to Be You into the scene
that was based on their first date. Bill had written a poem for
Sarah’s 75th birthday, a poem of gratitude and love for her. As
Bill had misplaced this poem, he decided to write a new one
that we set to music. In discussing and writing this song, Bill
identified his wishes for Sarah once he died. He longed for her
to engage in life and to surround herself with the love of
family and friends. These wishes were an outward sign of his
love for her. He did not want her to be lonely or to spend time
grieving his death. He wished for her to reach new milestones
and to continue living life fully.
I want to tell her that I love her, and that she must keep
living the years she has.
In speaking about Joseph’s death Bill said:
Joseph was not strong due to his illness, but he was loved
and he loved others.
Joseph loved many things in life. He had a passion for
gardening and for studying the Torah. He loved his
grandmother Sarah, and his love provided comfort for Sarah
as she grieved the death of her first husband.
In planning the sessions with Sarah, Bill wanted to share
the story of their first anniversary from his play and to present
the love song he had written for her. After Sarah and Bill read
from the play and listened to the love song in session 24 they
said:
You know I love you don’t you? I wanted you to know
this. It is so hard for me to tell
you that sometimes in a serious way, but I want you to
know this.
S: “I do Bill and I love you too.”
Their expressions were affirmations of the love they had
for each other as well as acknowledgements that they knew
their spouses loved them.
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In session 25, as we reflected on Joseph’s death, Sarah
acknowledged her love for Joseph. She also recognized that
she was supported by loving family and friends when both her
husband and Joseph died.
Love was highly prominent in session 26 as Bill presented
the song Gratitude to Sarah. Sarah had also brought a poem to
that session that Bill wrote for her in commemoration of the
anniversary of their first date. She commented on how
romantic Bill was. Sarah said:
I feel very loved.
In Bill’s interview he stated that songwriting helped him
express his feelings for Sarah which included the sentiment of
love. Sarah’s love was evident in the last two music therapy
sessions as we sang songs at Bill’s bedside.
Theme 2: Gratitude
Gratitude was a part of all of the stories Bill shared with me. In
our assessment sessions Bill imparted feelings of gratitude for
being raised by such a good mother. He acknowledged her
generosity and caring. There was appreciation of home
cooked meals and nursing care that she provided to her family
and neighbors. He spoke of the blessing of being part of the
good home his parents provided for him and his siblings, a
home that was infused with love, music, and Jewish traditions.
Bill also spoke about the blessings in his life having
known and marrying two amazing women.
I have been so blessed in my life to have known such a gentle
and courageous woman. I am doubly blessed however as I
have been fortunate to meet another amazing woman.
Bill also appreciated Sarah’s family, in particular Bette
who had supported him throughout his illness.
In “Focusing” as Bill concentrated on the story of
Rebecca’s death and funeral, the theme of gratitude was in the
background as expressions of love and grief were more
prominent. In “Launching,” the theme of gratitude came back
to the forefront. There was gratitude in finding Sarah to share
his life with after the death of Rebecca, and finding this new
lover to inspire, awaken, and heal him.
I was wounded and Sarah healed my soul.
My mind had numbed and Sarah awakened me.
My love of language dimmed, but Sarah inspired me.
As Bill told me about his meetings with the Rabbi when
he and Sarah were preparing for their wedding, he was
thankful for the support of his loving family and friends and of
the Temple that had facilitated his introduction to Sarah.
Recounting the story of their honeymoon Bill expressed
appreciation for those that died in the Holocaust and for those
that died fighting for Israeli independence.

Clements-Cortés | Relationship Completion in Palliative Care Music Therapy

Reflecting on Joseph’s life, Bill was thankful for Joseph’s
care and devotion to Sarah as she grieved the death of her first
husband. In telling the story of Sarah’s 75th birthday, gratitude
was prominent. He wanted to write a song in appreciation of
Sarah.
I want to thank her for our marriage and for her role in
bringing me out of my sorrow over the death of Rebecca.
As Bill continued to write the play, and selected and wrote
songs in “Vehicles/Tools,” gratitude was evident in Bill’s
words for the song Gratitude.
I have said that I am grateful to be married to Sarah, and
grateful that she married me, but I have not thanked her
for being her, for being the friend and love that she is.
When Sarah joined us in sessions, she expressed gratitude
for Bill’s poetry writing, songwriting, humor, and romance. In
session 26 Bill expressed the second sentiment he needed to
tell Sarah to help him complete his relationship with her,
“Thank You.”
Thank you for taking me as your husband.
Thank you for being my friend and my wife.
In their interviews Bill and Sarah expressed gratitude for
taking part in music therapy and acknowledged the role music
played in helping them discuss important issues such as
Joseph’s death and Bill’s impending death.
Theme 3: Grieving
Grieving was a theme that surrounded the entire music
therapy process with Bill and Sarah. In the assessment phase
the theme of grieving surfaced as Bill told me about the deaths
of Rebecca and Joseph. Bill identified that writing poetry
helped him in processing and ultimately grieving Rebecca’s
death. He expressed his anxiety and concern for Sarah and
Bette in their difficulties grieving Joseph’s death, and
acknowledged that they were both still in a period of
bereavement. His worry was prompted by the love he held for
Sarah and Bette, and his concerns weighed heavily on him as
he was unsure of how Sarah in particular would grieve and
cope with his death. In setting the goals for music therapy
sessions, Bill focused on completing his relationships with
Rebecca and Sarah. Inherent in this process would be grieving
the loss of Rebecca, and grieving the future losses of being
separated from Sarah in death and sharing future milestones
with her.
In “Focusing,” Bill selected the time period of his life that
the play would capture. He decided on the last 10 years which
began with his experience of Rebecca’s death and his grieving
process at that time.
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Well, we have to include the funeral of Rebecca. That was
the most traumatic thing that has happened to me.
Through discussing Rebecca’s illness and death, Bill
expressed loss over living life without his wife who embodied
so many exceptional qualities including: grace, courage,
understanding, love, and intelligence. He expressed sadness in
the loss of his life partner, companion, lover, and friend.
When we began writing the song for Rebecca, Bill noted that
the song should be about losing her and having to learn to live
without her.
In “Launching,” grief and loss were present in each of the
stories we discussed for the play. Bill maintained that the story
“Courting of Sarah” was:
…A tale of grief, redemption, defeat, and triumph.
In discussing the story for the “Marriage to Sarah,” Bill
spoke of the loss of friends and family who had died and
would not be with them on their wedding day or as they
celebrated important milestones and events in the couple’s life
together. As Bill spoke of his trip to Israel for their
honeymoon he conveyed expressions of loss, grief, sadness,
and admiration for those persons who lost their lives fighting
for Israeli independence and dying in the Holocaust.
The theme of grieving was not as prominent in the
sharing of “Bill and Sarah’s First Wedding Anniversary,” but it
was still present as Bill reflected on that wonderful day and his
love for Sarah. In discussing this story, writing the poem and
song for Sarah, Bill was cognizant of the loss of not sharing
more anniversaries with Sarah, and ultimately the loss of being
separated from this beautiful person.
The story of Joseph’s death is about death, grief, and
coping. Sadness was expressed for the illness that Joseph
endured and the pain that was a result of that illness. Grief was
expressed for Joseph who waited for a kidney transplant only
to have the operation prove unsuccessful. There was also
recognition that Joseph had been instrumental in helping
Sarah grieve the death of her first husband.
As Bill re-told the story of “Sarah’s 75th Birthday,” he
expressed loss over not reaching further milestones in his life
and articulated his difficulty in speaking to Sarah about his
death. In working towards inviting Sarah to our sessions, Bill
wanted to thank Sarah for her role in helping him out of his
period of mourning over Rebecca’s death.
In “Vehicles/Tools,” Bill named his play, “Heroes.” In the
play’s prologue Bill pays tribute to Rebecca and Sarah for
being strong courageous women who were courageous
through death, damage, and disaster. Grief surfaced again as
we selected music for “Joseph’s Death” and in the writing of
Rebecca’s Song and Gratitude. Rebecca’s Song was about Bill’s
grieving process surrounding her death. The song’s lyrics
clearly speak to his grief experience.
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His voice tearing at the sharp edge of his grief.
Come now friends pick up the pieces.
Because you see, we’re like a tree. Its branches withered,
sap run dry.
As Bill worked towards completing his relationship with
Sarah, there was grief as Bill became more aware of his need to
thank Sarah in preparing for his loss of life. He needed to say
“Thank You” before he died and ultimately, before time ran
out. When Sarah joined us in sessions, discussions arose that
centered on loss, grieving, and bereavement.
In their interviews, Bill and Sarah acknowledged the role
that music had played in helping them discuss loss and grief,
and the importance of doing that to facilitate Bill in having a
more peaceful death. Love was most prominent in those
weeks.
Theme 4: Urgency
The theme of urgency surrounded our work in music therapy.
This theme presented itself when Bill and I met and he told me
about writing his memoirs.
I don’t have much energy as I did before, but I need to
finish them.
Bill expressed urgency in completing his memoirs before
he died as his energy was fading as a result of the cancer. Bill
had participated in many groups throughout his life and there
appeared to be a sense of importance in those engagements.
He studied and practiced law but there was a necessity for Bill
to find more in life and he pursued drama and writing.
Speaking about Sarah and her grieving of Joseph’s death,
Bill conveyed pressing concern for Sarah’s ability to continue
to process that death with his death looming. He needed to
know that friends and family would be there to support her,
and he needed to speak to Sarah about his desire for her to
seek assistance or counseling in processing Joseph’s as well as
his impending death.
I am worried that when I die she will not have anyone to
help her.
As Bill became engaged in music therapy sessions he
expressed his desire to write a play based on his memoirs. Bill
craved creativity and alternative methods of expression in his
last days. He longed for continued growth and was motivated
by his creativity and dedication to leave his mark on this
world. He wanted his life to be remembered.
Theme 5: Heroes
As defined by Merriam-Webster [4] the word hero refers to:
a mythological or legendary figure often of divine descent
endowed with great strength or ability;
an illustrious
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warrior; a man admired for his achievements and noble
qualities; one that shows great courage; (or,) an object of
extreme admiration and devotion. (¶1)
Bill often referred to people in his life as heroes. While I
never asked Bill what his definition of the word “hero” was, it
appeared that his definition included persons who were
admired for their achievements, devotion, and exceptional or
unique qualities; and persons who showed strength and
courage. From the stories he told me and wrote about, it
appeared that many people in his life fit this description.
Throughout his life Bill had been surrounded by heroes and
his brave and creative facing of death is perhaps its own hero’s
journey.
As Bill told me about his parents and his life growing up
in Ontario, the heroes theme surfaced. His parents had left
Lithuania to escape persecution. They moved to Canada to
start a new life and they pursued their dream of owning
property and building a good, loving, and stable home for
their growing family. Bill’s father established a successful
business which afforded the family to move several times, each
time into a larger home with additional comforts. Bill’s father
was a hero who was admired by his family and friends for his
hard work, successful business, courage in moving and
starting a new life, and devotion to his family.
My dad was always trying to make life better for his family.
He worked very hard, but my mother’s energy was
legendary.
Bill held great admiration for his mother. He averred that
she was skilled in many areas and that their community
referred to her as the “town nurse.” Without formal training
his mother was able to provide medical advice and treatment
to her family and neighbours with home-made remedies she
has learned throughout her life. Bill’s mother was admired by
many. Her care and concern for others, dedication to her
family, and work ethic made her a “hero.”
When Bill was in University, he joined a Zionist
movement that was created to help establish a homeland for
the Jewish people in Palestine. Bill admired these displaced
Jewish persons for their courage and perseverance in the face
of difficult life circumstances. He also held unwavering respect
and honour for those that died in the Holocaust. These
persons were heroes who showed courage and strength as they
entered war camps and were killed in gas chambers. Bill’s
admiration for the Jewish people became even more clearly
visible as he spoke about his trip with Sarah to Israel for their
honeymoon. They visited Yad Vashem and passed many
tributes to Israeli soldiers. The Jewish people who lost their
lives fighting for independence, and those who were murdered
mercilessly were heroes.
Bill described Rebecca as a woman who was admired by
family and friends as well as a person who inspired others. She
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created a loving home for her family and she was devoted to
Bill and her children. Rebecca showed courage and bravery in
her battle with cancer as she suffered remarkably from the
treatments.
She was courageous, graceful, understanding, sympathetic,
and loving.
Rebecca was a hero.
Joseph had suffered for a large part of his short life. He
was admired by his family and friends for his bravery and
passion for knowledge. Sarah held Joseph in high regard for
his caring nature that provided her comfort in grieving the
death of her first husband.
But Sarah tells me he really lived with courage, patience,
and humour.
Joseph was a hero.
Bill respected Bette for her commitment to her family and
friends, for welcoming him into Sarah’s family, and for
staying by his side throughout his illness. He admired the
strength she showed after having lost her son. While Bill was
concerned for Bette, it was not for a lack of strength or
courage that she showed, but rather for the fact that his death
(that would occur so close to that of Joseph’s) would place
incredible strain on both her and Sarah. For her courage to
live life after the death of her son, and for her devotion to
family, Bette is a hero.
Bill admired Sarah for many of her qualities. He spoke
highly of his fortune in meeting such a remarkable woman
who was his friend and lover, and who while grieving the
death of her grandchild provided understanding and care to
Bill in his days at the hospital. Bill maintained that Sarah had
given him back his spirit after losing Rebecca. She was caring
and inspirational to both Bill and her family. She showed
courage living the past 11 years, losing her first husband, and
her grandchild. Bill wrote:
I am unworthy of thy grace.
Sarah is a hero.
In my eyes Bill was a hero; however I am aware that Bill’s
humble nature would prevent him for seeing himself in this
category. Bill had fought in his life for just causes, had
survived a heart attack, and persevered in his battle with
cancer working tirelessly to finish his memoirs. He showed
courage in facing life without Rebecca and sought to heal
himself with poetry and new engagements in life. Sarah
acknowledged that Bill was admired and loved by his family
and friends, and he was respected in the Jewish community.
The concern, care, and love that Bill expressed for Sarah and
Bette demonstrated his devotion to family. I admired Bill for
his pursuit of excellence, and dedication to our music therapy
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process. Bill was a hero.
Fittingly, Bill titled the play he wrote “Heroes.”

At Bill’s funeral and shiva many of his family members
and friends shared their favourite stories about Bill.

Theme 6: Judaism
Bill grew up in a Jewish family and continued to be observant
through adolescence and his adult life. Bill’s family had
cultivated a sense of their Jewish culture and heritage into
their children, and as a young adult Bill joined the Zionist
movement to help the people of Israel. Bill and Rebecca raised
their children in the Jewish faith and culture. After Rebecca
died Bill joined the “Lunch and Learn” series at his Temple
and it was there that he met Sarah. In “Launching,” Bill told
me about their meetings with the Rabbi who guided them in
preparation for their wedding. While at Baycrest, Bill was
visited by the staff Rabbi who provided counsel and support to
him in preparation for his death, and the Rabbi that married
Bill and Sarah officiated at Bill’s funeral service.
The values and traditions that Bill had learned and
embraced from his engagement in Jewish life were core to his
character and the way he presented himself. He was an
honourable man who respected and embraced his heritage,
and Judaism was a core part of Bill’s stories.

Sub-theme: The Arts
Poetry and the performing arts had played a role throughout
Bill’s life and they were core to our music therapy process. Bill
described his family as musical, while admitting that he was
not a musician. He grew up with a brother who played the
violin and a sister who played the piano. Myra became Bill’s
piano teacher for a year until Bill admitted not having the
dedication at that time to learn this instrument. He spoke
fondly of the music his family shared at their Friday night
concerts. Bill was also drawn to drama and joined an acting
club in University. He stated that he had wanted to be an actor
as opposed to being a lawyer.
In the assessment phase Bill said:

Theme 7: Stories
Contributing to the larger theme of stories are the sub-themes
of the arts, and living. Bill led a storied life, and our music
therapy process is a story. From the day I met Bill he told me
numerous stories from all parts of his life. Our music therapy
process began with Bill telling me about his memoirs and
sharing the book he had written that included stories from his
life beginning in childhood. In the assessment phase, Bill
explained to me that when he could not sleep he jotted down
ideas in a notebook. He used these ideas to write stories. While
at the hospital, Bill spent every morning writing stories for his
memoirs and once we had established our music therapy goals
which included writing a play, Bill spent the mornings also
writing for the play.
In “Focusing,” Bill decided that the play should be based
on the last 10 years of his life as he had not yet written all the
stories that he needed to from this time period. Bill had stories
that needed to be told. In “Launching,” a large part of our
time together was spent discussing the stories for his play and
Bill continued to write throughout the “Vehicles/Tools”
phase. He finished his memoirs but did not finish the last act
of his play. I was honoured that Bill asked me to write this for
him. When Sarah joined us in sessions Bill, Sarah, and I read
selected stories from his play with her. Sarah said:
Well Bill, I see your writing is still up to your high
standards.
Stories were a way to express feelings, thoughts, and
concerns. Once expressed, Bill was able to discuss his feelings
with Sarah directly. In Sarah’s interview she remarked:
I am so pleased that Bill wrote the play. He always
wrote beautiful poems for me, and he loves drama.

Music has been a large part of my life. I used to love to go
dancing.
Bill expressed enthusiasm about participating in music
therapy sessions and embraced the opportunity to write a play
based on his memoirs, a play that would include both songs
that he would write and pre-composed songs. Bill averred that
songs would make the play better.
When Bill told me about Rebecca, he acknowledged that
he had been drawn to poetry to help him process his feelings
over losing her. Bill had also written poems for Sarah in
celebration of special events. In “Focusing,” Bill decided to
write a song for Sarah based on a poem he would craft about
their first wedding anniversary.
It was also during this time that we began the process of
assessing what music would augment Bill’s play by engaging
in lyric discussion and analysis, song selection, and
songwriting. As we continued this process in “Launching”
and “Vehicles/Tools,” it was becoming clear to Bill that music
was adding a new dimension to his stories, one that he was
pleased with. Bill stated that music was adding emotion to the
stories, and his stories were told more thoroughly with the
musical additions. The process of adding music to the new
stories brought Bill to fresh insights about his stories, and it
also brought him awareness of feelings and thoughts that he
needed to express to Sarah.
In Bill’s interview he told me that he was happy with the
play.
I think I liked songwriting the most. It was very creative,
poetry writing, but on a higher level.
He was aware of the role that music played in helping him
share his stories and come to new assessments that facilitated
needed discussions with Sarah.
Yes, music was helpful to me. I always have written and
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that has helped me tell my stories. Now there are stories
and songs about my life.
The arts contributed to the larger theme of stories as they
provided additional tools for expression. Bill wanted to
complete his memoirs and he became intrigued by also
writing a play to share his stories. By writing poems and using
music to augment his stories, the stories were more
completely expressed. Bill’s stories were a work of art.
Sub-theme: Living
Bill lived life to the fullest. As Sarah stated in her interview:
S: Bill was able to live while he was here. I think I can say
that Bill lived his last days here, instead of saying he died
here.
Living contributes to the larger theme of stories as all of
Bill’s stories involved engaging in a variety of life experiences.
Bill lived his life surrounded by loving relationships. He
worked as a lawyer, but always sought out additional pursuits
to enrich his life, experiences that would engage him.
His stories contain many lessons on how to live. They are
stories of loving, grieving, traveling, celebrating, caring, and
playing. Bill lived life in the face of challenges, death, and
illness. He was very driven to finish his memoirs in order to
share his life stories and ultimately leave his mark on this
world.
Bill’s stories were an affirmation and example of living
life.
Figure 1 provides a summary of the themes that emerged
in Bill’s experience.

create the outline for his play and he identified the stories he
needed to include. “Launching” helped Bill identify the
sentiments he needed to express to both Rebecca and Sarah in
order to complete his relationships with them. In the
“Vehicles/Tools” phase, Bill completed his memoirs and was
successful in completing his relationships with Rebecca and
Sarah.
With respect to relationship completion, the most
significant music therapy techniques according to Bill in his
experience were: songwriting, and lyric analysis and
discussion. Bill said:
By learning about the importance of doing this, (Referring
to relationship completion) I was able to complete my
relationship with Sarah. I feel much better now that I have
thanked her for giving me life these last years.
The lyrics of pre-composed songs helped Bill express the
emotions that were held in his stories more thoroughly. They
also helped him come to new awareness about the sentiments
he needed to express to Sarah before he died. Writing the
songs for Sarah proved to be a tool to present and convey
those feelings in order to discuss them with Sarah.
In reviewing all the data, it appears that four music
therapy techniques were essential to his experience of
relationship completion. These were songwriting, lyric
discussion and analysis, song choice, and playing and singing
pre-composed songs.
Music therapy provided Bill with a place to explore his
stories and the tools to bring those stories to life. It also
provided him with the awareness of expressing his concerns
and sentiments to Sarah in order for him to have a more
peaceful death.

Themes

References
Love

Gratitude

Grieving

Urgency

Heroes

Judaism

Stories

The Arts

Living

Figure 1: Themes Chart

CONCLUSION
In writing my reflections on the various phases of our music
therapy sessions, I used quotes from Bill and Sarah to confirm
the examination of my own observations and assessments.
There were a variety of music therapy techniques that worked
together in aiding Bill to accomplish his goals. The differing
levels of music therapy practice were equally important in
seeing the goals come to fruition. “Focusing” helped Bill
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Abstract
For decades Melodic Intonation Therapy (MIT) has shown good potential within the aphasia population, yet has seldom been
used as a frontline treatment, rather placed within a myriad of treatment techniques utilized during aphasia therapy. Debate
continues regarding the mechanisms of change from MIT, both therapeutically and neurologically. Modified Melodic
Intonation Therapy (MMIT) has developed through the work of Music Therapists, lessening the steps utilized in MIT to
emphasize a more direct transfer to speech. As the main focus of treatment for non-fluent aphasia, MMIT can be an effective
means of language re-acquisition. This clinical report will discuss outcomes from seven clients with chronic non-fluent aphasia
who received treatment from a home-based Music Therapy service.
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Introduction
It is believed that approximately 1 million people are currently
living in the United States with aphasia [1]. Aphasia is defined
by the American Speech and Hearing Association as “an
acquired neurogenic language disorder resulting from an
injury to the brain—most typically, the left hemisphere”[2].
Non-fluent aphasia occurs when the inferior frontal gyrus,
which includes Broca’s area (historically referred to as
Brodmann 44 & 45, and more recently as areas 44 & 45 within
the inferior frontal cortex [3]) is directly, or indirectly,
affected. Those with non-fluent aphasia often present with
mostly preserved comprehension yet demonstrate wordfinding difficulty, impaired fluency, loss of sentence melody,
reduced syntactic capabilities, and impaired reading and
writing [4]. These symptoms may present individually or in
any combination.
One phenomenon, noted over centuries in those with
non-fluent aphasia, is their ability to sing the words of a song
much more clearly than they can speak them [5]. This is
believed to be due to the right brain lateralization for certain
aspects of music, such as singing [6,7], and helped lead to the
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advent of the speech therapy technique Melodic Intonation
Therapy (MIT) [8,9]. MIT is a multi-step technique that
attempts to utilize singing ability to help regain some level of
functional speech. Clients advance through four different
levels, from humming to short 2-3 word phrases, often picked
from a list of the most commonly used words and phrases,
and continuing up in difficulty. One must show a certain level
of mastery at each level (at least 80% accuracy) before
continuing to the next. In composing phrases the original
authors stressed utilizing a small pitch range of three to four
whole steps and demonstrated the use of a few different
prosodic speech patterns. The small pitch range was thought
to help differentiate between singing and speaking and was
deemed to offer “…an adequate variety of melodic patterns.
The range is only slightly greater than the range of
inflection… ” (Sparks & Holland, 1976, p. 289). Importance
was also placed on the three areas where speech and singing
intersect: melody, tempo and rhythm. This would seem to
conflict with the notion of keeping to predetermined sets of
pitches and prosodic speech patterns as normal speech
patterns offer a variety of pitches, rhythms and tempi. As the
technique has evolved, rather than addressing this
contradiction, that small set of pitches has been whittled down
in many cases to 2, an upper pitch for those words that would
be accented and a lower pitch for the words of the phrase that
were unaccented while the rhythm of the phrase has become
exaggerated [10]. This method of composition leads to an
intermediary step of speech-song, what the original authors
liken to sprechgesang, to help transfer the learned melodic
phrase to a more speech-like intonation, before attempting to
speak the phrase. When utilizing MIT the therapist is
encouraged to assist the client in tapping the rhythm with the
client’s left hand. Therapists are also discouraged from
confronting mistakes, rather, ignore them and try again. If the
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client makes the same mistake then the therapist should move
on.
In the decades since MIT’s inception, there has been little
consensus as to the clinical efficacy of the technique. Rather,
debate has continued as to the actual mechanisms responsible
for change and what aspects of MIT are, or are not, important
in facilitating change. Many reports have described
“modifications” to the initial protocol and clinical papers
describe therapists modifying how they employ MIT with
their clients [11,12,13]. This raises important questions. Why
is it so difficult to find a consensus in the literature? What is
best practice in using this technique to treat those with
language impairment? With several “modifications” being
employed are there areas in the protocol that are clinically
limiting, and if so, how might those be addressed?
A possible reason for the lack of consensus is in
approaching a multi-modal technique from only one mode.
Recent reviews looked extensively at the neural mechanisms
in speech recovery [14,15] and clinical applications [13,15] of
MIT. As in much of the literature, these reviews discussed
MIT as being an intervention utilized by Speech Therapists in
treatment of Aphasia. While this is true, this may also provide
a clue as to limitations in both the understanding and the
implementation of a music-based intervention. While singing
familiar songs alone shows little improvement in generalized
speech following a stroke [16], the literature on speech
recovery is sparse using speech-generated therapies that have
a positive impact on generalized speech following an acquired
speech deficit [17]. This is likely why there has been such an
interest in deciphering how to utilize the knowledge of
retained singing ability in those with impaired language.
However, seldom are Music Therapists or music professionals
mentioned in the literature.
Two potential means of language recovery [15,18,19]
have been identified that encompass much of the recent, albeit
conflicting, research findings. For those with non-fluent
aphasia whose affected area is more focal, or localized, it is
plausible that the adjacent areas to Broca’s will respond to
treatment and take up expressive speech function. However,
in those individuals for whom their incidents are more severe,
it is likely that only with improved right hemispheric
activation will they see improvements to their speech and
language functioning.
Treatment would entail the
development of these areas and helping the brain learn how to
utilize them for everyday speech function.
MIT appears to take both of these models into account.
However, the research looking at MIT and other intonation
based treatments is varied. Questions have been raised
regarding whether it is the melody or the rhythm that is
important [13,20]. Should hand-tapping be utilized or not
[19,21]? Is it more effective to exaggerate the rhythm and
melody [8,13,14]? These are all music-based questions.
Modified Melodic Intonation Therapy (MMIT) is an adaption
of MIT utilized by Music Therapists and takes these questions
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into account. Using the information provided through the
research literature, MMIT refines the original protocol to
utilize what is functionally available to provide an efficient and
effective means for aphasia treatment.
MMIT adapts the MIT protocol to more accurately reflect
the idea of composing melodic phrases that approximate the
spoken sentence. Doing so simplifies the protocol’s steps,
enables easier access to neural networks for both singing and
language and is a key element in translating that phrase back
to normalized speech. Imaging studies have demonstrated
that prosody of speech (sometimes defined as the melody of
speech) is primarily a right hemispheric, or unaffected side,
process [22]. Therefore, developing melodic phrases that
mimic the prosodic elements of the spoken phrase should
more readily transfer back to speech. This entails utilizing all
the pitches that are present in the target phrase as well as
keeping the rhythm and tempo to match, making melody and
rhythm equally important. Transferring the sung melodic
phrases to spoken phrases is made easier by composing the
phrases as close to the spoken sentence as possible meaning
no intermediary steps. The fewer distractions there are to
learning the phrase in its entirety the faster it can be
generalized. For these reasons humming and hand tapping
become superfluous and potentially inhibitory to the success
of the therapy. The following section will discuss how MMIT
was utilized by an in-home Music Therapy service working
with clients with chronic non-fluent aphasia.
Clinical outcomes
This section describes treatment of seven individuals who
were seen through an in-home Music Therapy service. All
clients seen by this service sign consent forms prior to
beginning treatment allowing the release of certain deidentified personal information for dissemination purposes.
All clients in this paper had subsequent follow-ups to ensure
the information being used was acceptable prior to the initial
draft.
Of the seven, 5 were female, and clients’ ages ranged from
56 to 81 years of age. Four of the clients were stroke survivors,
two were diagnosed with Fronto-Temporal Dementia (FTD)
and one was diagnosed with an unspecified dementia. All
seven had moderate to severe non-fluent aphasia with two
clients also demonstrating moderate apraxia of speech. Only
one client was attending regular SLP visits which were
primarily addressing non-verbal communication.
Treatment Sessions
Clients received 1-hour music therapy sessions 1-3x per week.
Each session consisted of MMIT-based phrases and exercises
with 1-2 familiar songs to provide a “break”. The phrases
were individually based, i.e. phone number, address, name,
and a few generic phrases (‘have to use the bathroom’, ‘I need
a drink of water’, etc.) (see Figure 1). The Music Therapist
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(MT) modeled each phrase and encouraged the client to
participate. As the client became familiar and proficient with
singing a phrase the MT would alternate between the client
singing and the MT singing. As the client demonstrated the
ability to sing a phrase individually the MT would then model
the phrase spoken and follow the same sequence in helping
the client participate in speaking the phrase. As the client
became more adept at producing these phrases, the MT
verbally introduced different scenarios in which these phrases
might be used.
Figure 1.

Vocal/speech exercises were used to augment the work
being done with the functional melodic phrases, often
focusing on a particular phonemic part of speech or oral
motor sequence. These were either familiar tongue twisters or
those written by the therapist, and followed the same
principles of composing the melodies to closely resemble the
spoken phrase. Figure 2 demonstrates a few of these exercises.
If a client demonstrated increased frustration, fatigue or
difficulty with a phrase or exercise, the MT would sing a song
the client was familiar with. The MT would sing the verses
and instruct the client to sing during the chorus. When the
song was complete the MT would instruct the client to speak
the words to the chorus of the song, after which the MT
continued with either a melodic phrase or exercise.
Figure 2.

Assessment
This Music Therapy service utilizes the Bedside Western
Aphasia Battery for speech assessments. The Western
Aphasia Battery (WAB) is a widely administered assessment
tool for aphasia. The Bedside WAB is a shorter version of the
full WAB and is most often used as a diagnostic tool in
hospitals. The reduced time to complete the Bedside WAB
helps to diminish fatigue and frustration that can present
during the full WAB, which is often administered over
multiple sessions or with long breaks, while still providing the
assessment information necessary to determine level of
impairment in speech and language production. Each of the
six individual sections are scored 0-10 and the overall score is
a composite ranging from 0-100. An improvement of 5 points
in the overall score of the WAB is considered clinically
significant. However, no standards are set for the bedside
WAB. Number of client visits varied from initial assessment to
their follow-up assessment based on their clinical schedules
and contractual agreements at beginning of treatment. The
range of sessions between initial and follow up assessments
was 4 to 51 sessions. All initial and follow up assessments
were administered by the treating therapist.
Clinical Results
Table 1 shows the results of the seven individuals following
MMIT treatment. No formal statistical analyses were
performed; rather, the table demonstrates changes in scores
for each individual from their initial assessment to their
follow-up assessment. Included in this breakdown are the
scores for each of the six individual sections of the bedside
WAB, as well as the total composite scores for each client. All
clients, despite being of varying levels of verbal impairment
(initial total scores ranged from 22.5 to 62.5), time in recovery
(time of diagnosis to initial assessment ranged from 7 to 24
months) and etiology (4 stroke, 2 FTD and 1 Dementia:
unspecified), showed marked improvements from initial
assessment to follow-up. All changes in total scores improved,
ranging from an increase of 7.5 points to 32.5 (total scores at
follow up ranged from 30 to 84). While not all clients showed
improvement in every individual section of the bedside WAB,
all clients demonstrated improvements in both word finding
and initiation of speech, two of the more limiting difficulties
in those with non-fluent aphasia.

No humming or hand tapping was done with any of these
clients.
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Table 1
Table 1: Clinical Comparisons of Patients with Chronic Aphasia receiving MMIT treatment
Client

1

2

3

4

5

6

Age/Sex

81/Female

80/Female

60/Male

56/Male

67/Female

70/Female

7
72/Female

Diagnosis

L-CVA

L-CVA

L-CVA

L-CVA

FTD

FTD

Dementia

Time from diagnosis

22 Months

17 months

7 months

12 months

24 Months

14 months

12 months

# of Sessions

16

51

17

46

17

18

4

Bedside WAB

Initial

Follow

Initial

Follow

Initial

Follow

Initial

Follow

Initial

Follow

Initial

Follow

Initial

Follow

Total Score

62.5

72.5

25.8

46.6

35

53

45

77.5

51

66

59.5

84

22.5

30

Verbal Content

1

7

0

1

0

4

3

7.5

3

6

4

9

1

1

Verbal Fluency

3

4

3.5

3.5

2

4

4

5.5

4

4

2

6

2

3

Comprehension: Yes/No

10

10

5

9

8

9

7

10

3

6

5

8

8

10

Sequential Commands

9

8.5

5

7

7

6

2

7

6

5

5

8

0

0

Repetition

4.5

4

2

6

4

5

3

7

5

9

10

10

2.5

3.5

Object Naming

10

10

0

2

0

3.5

8

9.5

9.5

9.5

9

9.5

0

0.5

Discussion
This paper has contrasted a modification of the Speech
Therapy technique Melodic Intonation Therapy (MIT),
discussed its implementation within an in-home Music
Therapy service and subsequent results with 7 clients. While
an adaptation of MIT, the changes in Modified Melodic
Intonation Therapy (MMIT) clearly redefine how the
technique is conceptualized and implemented. The results
from the clinical examples provided demonstrate (albeit a
small sampling) that when used as the primary therapeutic
tool for speech recovery, MMIT has the potential to yield
consistent positive results. It therefore bears more distinction
than simply stating it is another “modified version” of the
MIT protocol. A Music Therapist working with a client with
non-fluent aphasia is likely working predominantly on
language re-acquisition for improved speech production,
while a Speech Language Pathologist working with the same
client may be addressing a myriad of communication goals.
Distinguishing between MIT and MMIT helps denote for
therapists and clients what the expectations are from the
process, both in delivery and outcomes.
When developing MMIT phrases, functionality and
ability are the primary directors, allowing for more flexibility
in the length and types of phrases that are used. When a client
has demonstrated they can sing a few lines of a familiar song
there is no reason to believe they cannot do the same with a
functionally relevant melodic phrase. This allows the client to
proceed at their own pace, while keeping the therapeutic focus
on speech production. This contrasts with the steps followed
in MIT, from humming to 2-3 word phrases and forward.
Under the MIT model it could be some time before treatment
entails material personally relevant to the individual client and
is more therapist driven rather than client driven. The results

from the clients discussed demonstrate the individuality of
speech recovery.
Speech recovery can be a very frustrating and arduous
process for those suffering from non-fluent aphasia. Research
looking at stroke rehabilitation demonstrates little speech
recovery after 6 months post stroke with virtually none after
12 months [23]. This can leave stroke survivors feeling
helpless, potentially leading to withdrawal, anger, and
depression. Our results demonstrate positive outcomes well
after that time frame. MMIT has the ability to demonstrate
for clients that they can produce meaningful words and
phrases early in the treatment, regardless of where they are in
their recovery process. From a psychological standpoint this
increases motivation and hope: two things that lead to better
outcomes, but diminish rather quickly in the aphasia
community.
The consistent result in our report was that all clients
improved in their overall scores. However, when looking at
the individual changes, levels of improvement could not be
predicted by number of sessions, etiology, gender, or time
from diagnosis. As all clients were seen by the same therapist,
that factor likely did not change the outcomes. This furthers
the argument for MMIT being effective for a wide range of
clientele and levels of recovery. While current models of MIT
show improvement after 75 sessions [10] the data provided
demonstrates improvement with MMIT can occur in a much
shorter time (the longest period was 51 sessions), leading to
more cost-effective treatment. When coupled with previous
research done in the acute phase of stroke recovery with
MMIT [24], use of MMIT throughout the recovery phase has
the potential to yield much greater rates of recovery then most
current models.
A point of discussion has been generalizability vs training
effect [20]. We would posit this is both a training effect and
generalizable. In any person with aphasia, the template their
brain has used for language acquisition and production is
damaged and so it must learn a new one. MMIT accesses
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functioning areas of the brain for speech production and seeks
to generalize the phrases used. From a neural learning model
it is more efficient than its predecessor. Through the prosodic
elements and its repetitious nature, this model allows for the
new template to be set in place, and as in any skill
management, the more a person utilizes this new template the
easier and more natural the skill of verbal production will
become. Going back and forth between both singing and
speaking will allow for more secure connections to the
words/phrases being produced in both modalities, and
strengthen new communication networks. Confronting
errors, discouraged in MIT, allows clients to get reaccustomed to self-correction and re-develop the skill of
hearing correct and incorrect utterances.
Early intervention in Fronto-Temporal Dementia seldom
occurs, with many families getting correctly diagnosed only
after specific symptoms have manifested enough to warrant
looking at an fMRI or CT scan. There is currently no cure and
most pharmaceuticals offer moderate relief with a myriad of
possible side effects. While only a small sample, the results
from the 2 clients with FTD warrant further investigation.
Based on the growing body of evidence, both
neurologically and clinically, it is not surprising that MMIT
can be utilized successfully in a variety of diagnoses with
symptoms that include non-fluent aphasia, including a nonspecified dementia. A treatment successfully utilizing intact
right hemisphere structures has the potential for positive
outcomes when the left hemisphere is compromised. More
research and clinical reporting is warranted in this area.
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Abstract
Music therapy and resonance breathing (breathing at about 0.1 Hz) may be effective in treating stress-related symptoms and
promoting relaxation. However, no identified study has explicitly explored the potential of integrating the working mechanisms
into a combined approach using live played music to guide respiration. Therefore, the objective of the present pilot study was to
evaluate the psychophysiological effects of a combined intervention. A total of 60 healthy adults were randomized to either the
experimental group or the control group (where participants listened to prerecorded relaxation music). Heart rate and heart rate
variability were extracted for the following 5-minute segments: Resting baseline, stress task, intervention, resting postintervention. Additionally, self-evaluation scores for relaxation and general well-being were assessed with visual analogue scales.
Significant time × group interaction effects were found for general well-being (p = .028) and heart rate variability as measured by
RMSSD (p < .001), indicative of increased parasympathetic outflow in the experimental group. In conclusion, the combination of
music therapy and resonance breathing seems to be a well-received and effective way to induce relaxation and well-being in
healthy adults.
Keywords: Music Therapy, Heart Rate Variability, Relaxation, Respiration

Stress generally describes “an actual or anticipated disruption
of homeostasis or an anticipated threat to well-being” [1].
Challenging stimuli require adaptive behavior that involves a
set of involuntary physiological changes (e.g. increases in
heart rate (HR), blood pressure and respiration rate) known as
the stress response or fight-or-flight response [2,3]. These
physiological responses are mainly triggered by increased
arousal in the sympathetic branch of the autonomic nervous
system (ANS) [3]. Psychological stress has a considerable
impact on health and well-being in general [4]. In case of
ongoing or chronic psychological or physical stress, the stress
response can be detrimental to health and lead to the onset or
progression of diseases [5,2]. Chronic stress, for instance, can
increase the risk of cardiovascular disease [6].
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In a similar manner, a coordinated set of reproducible
physiological changes have been observed during physical
conditions of rest and relaxation, involving parasympathetic
modulation of the ANS that manifest in decreases in HR and
blood pressure, and an increase in heart rate variability
(HRV). It is also referred to as the relaxation response (RR)
[2,3]. The RR can be voluntary elicited and has thus been
therapeutically harnessed to alleviate several stress-related
symptoms [2,3].
As a non-invasive and accurate index of the ANS activity,
HRV (the variation in the time interval between heartbeats)
has become a popular tool both in clinical and investigational
contexts and is now widely seen as a psychophysiological
marker of mental and physical well-being [7,8]. HRV reflects
the complex relationship of the sympathetic and
parasympathetic divisions of the ANS and attempts to depict
their relative contributions [9]. High HRV is associated with
emotional resilience and lower stress vulnerability [10,11] as
well as an individual’s overall physical health and autonomic
flexibility and is characteristically higher during periods of rest
and relaxation [12–14]. On the contrary, HRV is typically
lower in illness [15,14] as well as mental, occupational (workrelated) and physiological stress [16–19].
Large increases in HRV are generated when the ANS is
rhythmically stimulated by a respiration rate of approximately
6 breaths per minute [20]. An individual’s ideal breathing rate
for generating utmost increases in both HRV and baroreflex
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activation (their “resonance frequency”) varies slightly from
person to person (mainly based on individual differences in
physiology) and is usually found in the range of 4.5 and 6.5
breaths per minute [20,21]. The maximization of HRV is
predominantly due to resonance properties of the
cardiovascular system linked to the baroreflex and the
respiratory sinus arrhythmia (RSA), a physiological
phenomenon that causes increases and decreases in HR in
accordance with inhalation and exhalation [21,20]. A fairly
new way to augment vagal (i.e., parasympathetic) HR
regulation is respiratory training to increase HRV, also called
resonance (or resonant) breathing (RB) or HRV biofeedback
(if biofeedback training is involved and the individual
resonance frequency for each participant is ascertained).
Yasuma & Hayano [22] have also shown improvement in
respiratory gas exchange by increased RSA, which in turn
promotes respiratory efficiency. But heartbeat synchronizes
with respiratory rhythms only when people breathe at about 6
breaths per minute [23,24]. A growing body of research shows
a wide variety of disorders that seem to respond well to RB
and HRV biofeedback, including stress-related diseases like
depression [25], post-traumatic stress disorder [26], various
anxiety disorders and stress symptoms, as well as
hypertension [27].
Thus far, most studies focused on the long-term effects of
biofeedback-based RB over 10 or more sessions. However,
some studies have also investigated short term effects of a
single session [28]. For instance, Prinsloo et al. [29] found
improved cognitive performance during a stress task, a state of
“alert relaxation”, increased HRV [18] and a short term carryover effect during the following periods in healthy adults.
They suggest it may be a valuable tool to include in the
management of acute stress.
Music interventions are frequently used to induce
psychophysiological relaxation, as measured by HR,
respiration rate and HRV [9]. In music therapy (MT), the
therapeutic relationship between patient and therapist, which
is built up on music, is essential (whether the music is live or
prerecorded). The client either listens to music (receptive MT)
or creates music (active MT) [30,31]. The most common goal
for receptive MT is relaxation [31]. A meta-analysis by
Pelletier [32], which included prerecorded music only,
showed that in 22 studies, music or music assisted
interventions induced relaxation and decreased arousal (d =
.67). Despite the heterogeneity of the studies included, Hodges
[33] found that music can alter blood pressure and HR. While
stimulating music generally increases HR, blood pressure and
accelerates respiration, sedative music (i.e., slow tempo, legato
phrasing, only marginal dynamic contrasts [9]) usually has
opposite effects [34]. Despite the mentioned benefits of HRV
as an outcome, the literature on HRV and music is still quite
sparse [9].

Few studies compared live music with recorded music.
Investigations in hospice setting [35], with children [36] and
with preterm infants [37] showed superior results for live
music for reducing stress and promoting relaxation.
To guide respiration, Grossman & Taylor [38] consider
„an auditory signal that patterns inspiration and expiration
times to be most effective, in terms of comfort, ease, and
quickness to learn” (p.267). However, these signals are usually
artificial and not played by a trained music therapist with live
instruments.
Breathing is an endogenous rhythm. Rhythm is also an
important working factor of music in therapeutic contexts and
is considered the “missing link” between music, physiology
and medicine [39]. With a process referred to as entrainment,
our goal was to couple the endogenous rhythm of respiration
with the exogenous rhythm of music [9,40].
The objective of this pilot study was to investigate the
feasibility and acute relaxation effects of musically guided RB
while comparing it to a music intervention that used
prerecorded relaxation music and no RB. We hypothesized
that 1) both interventions would yield a psychophysiological
RR in the participants (measured by HR and HRV), 2) the
interventions would lead to increases in self-rated relaxation
and well-being, and 3) psychophysiological effects in the
experimental group (EG) would be larger than those of the
control group (CG).
Methods and Materials
Participants and Design
A total of 60 healthy adults between the ages of 19 and 53
years (M = 27.65, SD = 8.557), with similar distributions
between groups (Table 1), participated in the study. Prior to
testing, participants were randomly assigned to either the EG
with musically guided RB or the CG using an online software
application (Sealed Envelope™; London, UK). Excluded from
the study were participants with cardiac arrhythmia, a bodily
disease, endocrine dysfunction, or a psychopathological
finding. Also excluded were participants under the influence
of drugs that affect the nervous system, participants with a
cardiac pacemaker, and participants with severe obesity (BMI
> 35) or anorexia (BMI < 17.5). Before signing the informed
consent and completing a basic questionnaire, participants
were asked to read the schedule of the study. Participation was
entirely voluntary and could be terminated at any time. The
study was conducted from March 13, 2015 to June 11, 2015 in
the Lab for Pain Research in Heidelberg, Germany. It has been
performed in accordance with the ethical standards as laid
down in the 1964 Declaration of Helsinki and its later
amendments.
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Table 1
Baseline Participant Characteristics by Treatment Group
EG (n = 30)
CG (n = 30)
P-value
Age (years)
26.77 ± 6.78
28.53 ± 10.07
.43
Gender (M/F)
7/23
10/20
.39
BMI
22.19 ± 2.71
22.51 ± 2.80
.65
Good Relaxation 24
18
.09
Ability (yes)
Psychological
13
14
.80
Stress (yes)
Smokers
(>10 7
10
.39
Cigs/day)
Time of session 3.57 ± 2.56
3.20 ± 2.77
.60
(p.m.)
Note. Values are expressed as M ± SD. BMI, Body mass index. Good
Relaxation Ability, a good subjective ability to relax. Psychological Stress,
acute psychological stress.

best of their ability. Participants of both groups were advised
to keep their eyes closed during the intervention.
The interventions were delivered by skilled music
therapists (with academic degree, at least B.A.) that were
trained for the specific intervention prior to administration.

Procedure
Stress task. Prior to the onset of the interventions, participants
participated in a stress task adapted from the “Maastricht
Acute Stress Test” (MAST), which is a brief and simple
laboratory stress test. It entails stressful features of the
commonly used Trier Social Stress Test (cognitive tasks) and
the Cold Pressor Test (physical stressor), and is capable of
eliciting the stress response [41]. In our study, it consisted of a
short instruction phase (about 5 minutes) and the actual task
(about 5 minutes). For a procedure outline of the entire study,
s. Table 2.
Interventions. In the EG, the music therapist received direct
physiological feedback information which was made visible on
a computer screen. The information consisted of the current
respiratory frequency (numbers with one decimal place) and a
respiration curve. With the aid of this feedback information,
the therapist tried to musically guide the participant to breathe
at a low frequency (ideally at about 6 breaths/minute). In
addition, participants were told to use abdominal breathing
and were instructed to relax and breathe comfortably without
straining [18,42]. They were instructed to follow the music
with their breathing. The musical stimuli consisted of a
monochord sound as the signal for inspiration, and simple
humming or toning (1 – 3 notes with the monochord-tone as
the keynote) as the signal for expiration. These specific sounds
were chosen, because we wanted the signals to be sufficiently
different, yet pleasant and relaxing. Both monochord sounds
and humming are known to have relaxation benefits [43].
These sounds can be easily distinguished and blend well to
generate a pleasant musical environment.
In the CG, participants listened to relaxation music
(“Peaceful Journey” by composer and sound therapist
Jonathan Goldman click here to listen.
). The music was
chosen according to recommendations for physiologically
relaxing music by Pelletier [32] and Grocke & Wigram [31].
Participants listened for 15 minutes over headphones that
enabled them to adjust the volume to their convenient level.
Participants were asked to breathe calmly and to relax to the

Figure 1. Image of the Monochord used, all strings were tuned to the same
note, Middle C.

Outcome Measures and Equipment
HRV was our primary outcome. We used a Polar Watch
model RS800CX and an appropriate chest belt that was
applied prior to baseline for continuous recording of beat-tobeat intervals of the HR in milliseconds during the
measurement time points (Table 2). Physiological raw data
were prepared with Polar ProTrainer 5. With the program
Kubios v2.1, we then transformed these tables into HRV
parameters based on successive 5-minute samples for further
statistical analyses with IBM SPSS Statistics 20.
During the 15-minutes intervention and a 5-minute postintervention resting period we additionally measured
respiratory data as feedback for the therapist. Respiration was
measured with a belt around the belly. A NeXus-16® interface
sent the signal to the BioTrace + software on a computer via
Bluetooth.
Two different visual analogue scales (VAS) were utilized
to assess participants’ subjective feelings of relaxation (from
0 = very tense to 10 = very relaxed) and general well-being
(from 0 = very bad to 10 = very good). Subjective ratings were
assessed at baseline, post-task and post-intervention (Table 2).
After randomization and signing the informed consent, and
before the first VAS measurement, participants were asked to
fill out a basic questionnaire on general health (exclusion
criteria) and a demographic interview. Concerning the selfMMD | 2018 | 10 | 2 | Page 106
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report scales, we chose “general well-being” and “relaxation”
to have an estimate of the subjective state of relaxation pretask, post-task, and post-intervention. These VAS allowed for
a more comprehensive interpretation of the experiment.
Data Reduction
For short-term HRV measurements, 5-minute segments are
most appropriate [44]. Segments were extracted from the
continuous HRV data for baseline, task, the intermediate 5
minutes of the intervention, and 5-minute resting postintervention. We analyzed mean HR, the Root Mean Square of
the Successive Differences (RMSSD), low frequency (LF)
power and high frequency (HF) power. HR is an important
marker of stress and relaxation [45,13,3]. Studies that involve
RSA measurements should report mean HR along with RSA in
order to provide a better basis for interpretation [38]. RMSSD
is a recommended marker of parasympathetic activity in short
term measurements [44,46]. Furthermore, RMSSD provides a
good assessment of RSA [47,46]. We also used frequencydomain measures, since they allow for a more accurate
analysis of the relative contributions of the physiological
mechanism of the ANS [44]. Low frequency is the band of
power spectrum range between 0.04 and 0.15 Hz, and
represents both sympathetic and parasympathetic nervous
system activity. The high frequency spectrum ranges between
0.15 and 0.4 Hz and is an estimate of cardiac vagal tone [46].
HF power usually represents RSA. In case of low respiration
rates (below 8.5 breaths per minute), however, RSA falls
within the LF band. Thus, when participants are relaxed or
breathe slowly, the LF values can be very high, indicating
increased vagal outflow rather than increased sympathetic
activity [8,46].

Data Analysis
Independent t-tests and Chi2-tests were conducted in order to
investigate group characteristics pre-intervention.
We carried out 2 (Group: EG, CG) × 4 (Time: baseline,
task, intervention, post-intervention) repeated measures
analyses of variance (ANOVAs) to test for differences and
changes in mean HR and each of the abovementioned HRV
measures separately. Specifically, main effects of group and
time, as well as group × time interaction effects were assessed.
For our statistical analyses, we used log-transformed values of
LF power (LF HRV) and HF power (HF HRV) to control for
skewness and meet the assumptions for homogeneity (tested
by Levene’s test). In case of asphericity, the GreenhouseGeisser adjustment was used.
Post hoc comparisons were made, to determine in which
part of the experiment the effects were located, with the
Bonferroni correction for significance. Since the presence of
interaction limits the generalizability of main effects, we tested
simple main effects (i.e., pairwise comparisons) in case of
interaction effects, to determine in which way the variable in
question has its significant effect (i.e., comparing the
combinations at the different levels of the independent
variables).
VAS were analyzed using a 2(group: EG, CG) × 3(Time:
baseline, post-task, post-intervention) repeated measures
ANOVA. With any of the ANOVAs, we calculated partial eta
squared (η#" ) to quantify the size of the observed effects.
For all study hypotheses tests, type-I error probability is
set to α = .05. Statistical analysis was conducted using SPSS
Version 20.

Table 2. Procedure Overview with measurement time points
5

Baseline

10

15

20

25

30

35

40

45

50

VAS
1
HRV
1

Stress Task
Post-task
Intervention

Post-intervention

HRV
2
VAS
2
HRV
3
HRV
4
VAS
3

Note. Numbers in the first line describe minutes.
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Results
Participant Characteristics
During baseline, both groups showed statistically comparable
distributions of age and gender (Table 1), and were
comparable regarding data from the basic questionnaire, BMI,
smoking habits, and time of the session (circadian rhythms
can influence HRV, see [48]).

.001, η#" = .10. Post hoc analyses revealed that during
intervention, RMSSD in the EG and CG differed significantly
(p = .029). Furthermore, pairwise comparisons for each of the
variables uncovered that only in the EG, RMSSD was
significantly larger during intervention and post-intervention
compared to baseline (p < .001 and p = .001, respectively).

HRV
Results of mean HR and HRV during baseline revealed no
significant differences between groups in autonomic tone
prior to the stress task. Table 3 shows means and standard
deviations for HR and HRV measures for both groups
throughout the four time points.
Mean HR increased during task and decreased below
baseline level during intervention and remained on this level
afterwards, showing a main effect of time, F(2.05, 119.13) =
50.26, p < .001, η#" = .46 (Figure 1). Subsequent post hoc
testing revealed that, compared to baseline (M = 78.46, SD =
14.94), HR increased significantly (p = .006) during task (M =
84.27, SD = 14.51) and decreased significantly (p < .001)
during intervention (M = 71.51, SD = 10.28) and postintervention (M =71.83, SD = 9.92).

Figure 2. RMSSD (milliseconds). EG = Experimental group. CG = Control
group.

Figure 1. Mean HR (beats per minute). EG = Experimental group. CG =
Control group.

RMSSD was lowered during stress task and augmented during
intervention in both groups (Figure 2) with a significant main
effect of time, F(2.53, 146.51) = 24.46, p < .001, η#" = .30.
There was also an interaction effect, F(2.53, 146.51) = 6.60, p =

LF HRV increased during task and intervention and decreased
in both groups afterwards, resulting in a main effect of time,
F(2.65, 153.79) = 12.84, p < .001, η#" = .18. Analysis also
revealed a main effect of group, F(1, 58) = 8.12, p = .006, η#" =
.12. Similar to RMSSD, a significant interaction effect, F(2.65,
153.79) = 14.12, p < .001, η#" = .20, with a large effect size was
found, mainly due to a strong augmentation within the EG
during intervention. Simple effects showed a significant group
difference in intervention (p < .001) and post-intervention (p
= .015), as well as a significant difference from baseline to
intervention, and post-intervention only in the EG (p < .001
and p = .001, respectively).
A significant main effect of time was detected for HF
HRV, F(3, 174) = 6.45, p < .001, η#" = .10, which decreased
during task and increased both during intervention and postintervention in a comparable manner within participants
(Figure 4). Post hoc tests showed a significant effect by
comparing baseline (M = 6.29, SD = 1.16) with postintervention (M = 6.56, SD = 1.21), p = .036.
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Table 3 HR and HRV Measures Throughout Testing in the EG and CG

Variable

Group

HR (b/min)

EG
CG
RMSSD (ms)
EG
CG
LF HRV
EG
CG
HF HRV
EG
CG
Note. Values are expressed as M ± SD.

Baseline

Stress Task

80.03 ± 16.84
77.26 ± 12.90
45.55 ± 24.85
42.62 ± 26.05
6.91 ± .86
7.07 ± .94
6.40 ± 1.23
6.17 ± 1.09

84.78 ± 13.35
83.76 ± 15.80
39.70 ± 20.78
38.64 ± 18.91
7.38 ± .78
7.37 ± .84
6.21 ± 1.07
6.13 ± .88

VAS
Comparable distributions during baseline were shown for the
VAS. No main effects of group were found in either of the
VAS. For means and standard deviations, see Table 4.
Subjective relaxation showed a main effect of time, F(2, 116) =
123.39, p < .001, η#" = .68. Compared to baseline level, values
first significantly decreased and then significantly increased, p
< .001, as post hoc tests revealed. VAS for general well-being
displayed both a significant main effect for time, F(1.62, 94.04)
= 74.78, p < .001, η#" = .56, and a significant interaction effect,
F(1.62, 94.04) = 4.07, p = .028, η#" = .07. Post hoc analyses
didn’t show significant group difference during the 3
measurement points, but Table 4 shows that differences
between time points were larger in the EG. Especially the
difference between baseline and post-intervention is larger in
the EG (p < .001) than in the CG (p = .011).
Table 4 VAS Data
Variable
Group

Baseline

Post-Task

6.16 ± 8.40

4.48 ± 8.33

PostIntervention
8.95 ± 8.91

CG
6.14 ± 7.98
VAS general EG
7.08 ± 8.33
well-being
CG
7.24 ± 8.18
Note. Values are expressed as M ± SD.

4.85 ± 8.29
4.94 ± 8.05
5.70 ± 7.92

8.23 ± 8.24
8.48 ± 8.66
7.89 ± 8.17

VAS
relaxation

EG

Discussion
In this study, we tried to examine the feasibility of a combined
MT and RB intervention and we showed that MT and RB can
be coupled in an intervention that is able to induce relaxation.
We expected a psychophysiological RR reflecting in both the
cardiorespiratory and the self-evaluation data in either group,
with larger effects in the EG. Our findings broadly confirmed
these hypotheses.
HRV
ANS markers indicated a RR in both groups, represented by a
significant drop of HR below baseline level and an increase in

Relaxation
Intervention
71.51 ± 10.92
71.52 ± 9.78
66.00 ± 38.00
47.03 ± 26.72
8.64 ± 1.10
7.11 ± 1.13
6.56 ± 1.31
6.42 ± 1.07

Post-Intervention
71.45 ± 10.02
72.21 ± 9.98
55.73 ± 31.72
47.68 ± 24.86
7.66 ± 1.08
7.00 ± .94
6.64 ± 1.30
6.49 ± 1.13

parasympathetic mediated HRV (RMSSD and HF HRV)
above baseline level during intervention. During the stress
task, a stress response could be detected.
The expected between-group differences could be seen in
the results of RMSSD. During intervention, RMSSD in the EG
increased significantly more than in the CG and remained on
a higher level after intervention, suggesting a stronger
parasympathetic activation and a short-term carry over effect
in the EG. Group differences during intervention in these
measures were expected based on our literature review.
HF HRV showed a roughly similar progression, that is,
lowered values during stress task (suggesting decreased vagal
tone) and increased values (suggesting increased vagal tone)
afterwards. LF HRV increased during stress task (while HF
HRV decreased), indicative of increased sympathetic
influence. The LF HRV increase is interpreted as being
sympathetically driven, because it was a stressful situation
with normal or accelerated breathing. However, it is
important to remember how the LF band reflects both the
sympathetic and the parasympathetic nervous system, and
particularly that it almost entirely represents parasympathetic
activity during slow breathing [46,23]. During intervention,
LF HRV decreased in the CG, while it profoundly increased in
the EG (similar to RMSSD), which is representative of RSA
and PNS activity, since the respiration rate was substantially
lowered.
The decreased respiration rate was likely the main
therapeutic mechanism to increase HRV by such a degree.
While we did not measure respiration rate, we have no reason
to believe that the CG breathed as slowly as the EG. In fact,
HRV data suggests that the respiration rate in the EG was at
about 6/minute during the intervention for most participants,
which can be comprehended with a look at the HRV
frequency spectra: There is a fairly narrow and large LF peak
at about 0.1 Hz in the EG compared to a broader and smaller
LF peak in the CG.
Controlled breathing requires an amount of mental
concentration and thus might inhibit parasympathetic nerve
activity [49]. The positive results concerning subjective
relaxation, well-being (VAS) and markers of PNS activity
could be an indication that we might have been able to reduce
the mental effort for participants to a minimum. Additionally,
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the relaxation would presumably have been larger when
participants would have been in supine position during
intervention (which we avoided to keep the different time
points comparable).
VAS
By including self-evaluation measures, we aimed at a more
comprehensive understanding of the interplay of emotional
and cardiorespiratory changes. Results of the two scales were
similar to each other in two ways: Firstly, both are lower after
the task and both are higher than baseline after the
intervention, which is what we expected and hypothesized
based on past research (e.g., [18,50,32]). Secondly, in both
VAS, the changes from post-task to post-intervention are
larger in the EG. While this difference from peak to valley in
the VAS of relaxation only reached trend level, general wellbeing differed significantly between groups.
The role of music
Music and its relaxing effects have a large emotional element,
which involves the brain’s motivation and reward pathways
[51,52]. Therefore, it is not surprising that both interventions
yielded a psychophysiological RR, since they both make use of
the affective impact of music to calm a person. The
intervention in the CG contained neither a therapeutic
relationship nor live music. The EG, however, had an element
of therapeutic relation through music. We assume that the
superior results for the EG regarding subjective relaxation and
especially well-being can be at least to an extent assigned to
the human interaction and the associated live music.
Auditory or musical stimuli give participants the
opportunity to close their eyes during training, which
arguably helps them to relax faster and deeper (which
wouldn’t be possible with visual feedback). Regarding the
actual sounds, we chose for the pacing, we decided to use
monochrome and smooth sounds that are frequently used to
promote relaxation. The monochord and vocal toning were
suggested by other therapists for relaxation [43] and proved to
be appropriate both for the purpose of inducing relaxation
and signaling respiration.
Limitations and Future Directions
Our sample mainly consisted of students (convenience
sample) and is therefore not representative of a larger
population (i.e., limited external validity). Internal validity,
however, was satisfactory due to randomization and the
laboratory environment.
The exact contributions of the two main aspects (live
music and paced breathing) to the state of relaxation would
have to be investigated in studies where differences between
groups are more limited. For example, the contribution of
music as a pacer could be investigated with visual pacing in
the CG.

A similar approach, device-guided breathing with musical
sounds as a pacing signal, has already been studied in
experiments and proven to be effective, especially in the
treatment of hypertension [40,9,53]. In a typical design, tone
duration is controlled by a device which monitors respiration,
and gradually lengthens the tones or sounds that trigger
inspiration and expiration [9,40]. Studies on device-guided
breathing indicate that reduction in blood pressure is
generally achieved by slowing down the breathing frequency
and thereby affecting cardiovascular mechanisms [54]. In
contrast to our approach, however, the goal of device-guided
breathing usually is not to lead participants to breathe at the
resonant frequency of approximately 6 breaths/minute.
Furthermore, there is neither a human interaction nor live
played music in device-guided breathing. However,
differences in efficiency would have to be tested in future
studies.
Conclusion
Overall, the psychophysiological effects of an incorporation of
MT and RB were consistent with expectations. The described
intervention resulted in a RR, as HRV measures increased
substantially, while HR significantly decreased. Both
cardiovascular and self-evaluation results showed differences
between groups and indicate a higher overall efficiency of
musically guided RB. Past research suggests that the decreased
respiration rate was the main factor for change in HR and
HRV. Using live played music to signal inspiration and
expiration appears to be a viable approach and was quickly
understood
and
well-received by the participants.
Further research is required to examine the effects that
certain aspects of the combined intervention have on specific
outcomes and to draw conclusions on the effectiveness in
comparison to similar interventions.
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Actually,1 Music Therapy does work: Our Response to the TIME-A Study
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Abstract
Improvisational music therapy is effective when engagement between the therapist and the client takes place. Moreover, the
effectiveness of music therapy will be measured more effectively by researchers if they focus on how it builds on strengths rather
than determining its effectiveness in reducing symptoms. The author is commenting on the TIME-A study published in the
Journal of the American Medical Association.
Keywords: music therapy, commentary, research, TIME-A

The Journal of the American Medical Association published
the TIME-A Study: a randomized controlled trial, a major
study on music therapy[1] which asserted that
improvisational music therapy does not work—the music
therapy intervention did not reduce symptom severity in
children on the autism spectrum.
When I read the study, I was struck by the apparent lack
of therapy process measures, such as the quality of the
therapeutic relationship, in the research design. Engagement
is a key ingredient for the success of any therapy. Research
across different types of therapeutic relationships consistently
shows that the more engaged a client is, the more benefits he
or she is likely to achieve. We know from clinical experience
that increased musical engagement results in increased
attention, awareness, responsiveness, organization, and
flexibility in music therapy participants[2].
But it turns out there was an entire component of the
Time-A study that did in fact, look at the role of client
engagement, but it was not included in the published article.
Mossler, Gold, et al (2017)[3] published findings in the
Journal of Autism and Developmental Disorders reporting
that when the quality of the relationship between therapists
and children with autism, as measured by the Assessment of
the Quality of Relationship (AQR)[4] was high (strong
engagement) children’s social and communication skills
increased, as measured by the Autism Diagnostic Observation
Schedule (ADOS)[5]. Specifically, the Language and
Communication sub-domain of the Social Affect Scale showed
significant improvements in the high engagement condition at
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5 months, though these faded somewhat at 12 months. SRS
scores (parent ratings that assess symptoms of ASD social
awareness, social information processing, capacity for
reciprocal social communication, social anxiety/avoidance
and autistic preoccupation and traits) also increased in
conditions of high engagement. In sum, music therapy
worked when clients and therapists co-created strong
engagement--really just what one would expect.
There is a larger issue beyond research design that needs
to be addressed—the issue of cure vs. functional gains, gains
in strengths, and gains in quality of life.
Let’s start with a basic premise: To look at symptom
reduction—to use cure metrics as one would use with
depression or anxiety—is inappropriate when looking at how
any kind of therapy can help autistics. Autism, as understood
by contemporary clinicians and autism advocates, is a
neurological difference that can manifest in a myriad of ways.
What was once understood as symptoms or disturbed
behaviors are now recognized as coping strategies and
innovative mechanisms to enhance potential development
and engagement. Simply put, the goal of cure-eliminating/reducing symptoms--is considered by autism
advocates to be an out of date misguided approach to helping
autistic people live more satisfying lives[6].
Functional gains and improvement in quality of life are
more appropriate outcomes in this new model. In fact, the
authors of the JAMA study state this themselves as a major
limitation of this study.
How does spontaneously creating music in therapy lead
to these gains? The reciprocal communication developed
between the music therapist and the autistic child is essential
for the child in building motivation to emotionally attach to
and understand another person. By being attuned to and
joined musically, the child experiences relatedness in a way
that is difficult to do otherwise. These musical interactions are
a key factor in developing a therapeutic relationship. Music
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therapists improvise together with the child and guide the
child to express themselves musically with increased attention,
focus, flexibility and responsiveness. The child has a shared
emotionally meaningful experience that motivates the child to
continue to communicate and build social skills. These
experiences gradually help the child to develop greater
awareness, emotional regulation, and overall social
reciprocity.
Music therapy does not cure autism. It never claimed
to. The promise of music therapy is that it builds on strengths.
If researchers take a strength-based perspective rather than
view treatment solely from a medical model perspective,
findings will be more meaningful.
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