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Abstract 

This study investigates the role of a chosen music therapy treatment protocol—free play on a 

drum followed by preferred-music listening—in treating depression among older adults who 

reside in long-term care facilities. A quantitative design was used to evaluate the participants’ 

scores on the Geriatric Depression Scale before and after delivery of the treatment protocol. Four 

participants, three males and one female, participated in this study. Results show that the chosen 

music therapy protocol appears appropriate for older adults with depression in long-term care. 

Participants were also asked to state their favorite, second favorite, and third favorite musical 

styles in the Personal Music Preference Assessment at the beginning of the study. Additional 

information regarding the participants’ physical reactions and verbal inputs were obtained 

through the use of a notepad but were not included in analysis. The limitations of this study are 

discussed and suggestions for potential future research are presented.   
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Introduction 

 Aging is an inevitable phenomenon for every gender, race, and/or nationality. It is a 

general term used to describe a process consisting of a decline in calendar age, deterioration in 

physical and psychological health, and ultimately death. In 2012, adults aged 65 and older made 

up close to 14 percent of the U.S. population, reaching 43.1 million, an increase of 21% since 

2002 (U.S. Census Bureau, 2013). By 2040, the aged population is projected to represent 21% of 

the U.S. population (Administration on Aging, 2013). Meanwhile, approximately 1.38 million 

older adults Americans resided in long-term care facilities in 2012 (Harris-Kojetin, Sengupta, 

Park-Lee, & Valverde, 2013). The older adult population in long-term care facilities experiences 

numerous serious mental health issues, including depression, one of the most prevalent mental 

health issues (Grabowski, Aschbrenner, Feng, & Mor, 2009; Harris & Cooper, 2006; Newman, 

Griffin, Black, & Page, 1989; Thakur & Blazer, 2008). Estimates about prevalence of depression 

in long-term care older residents vary from 22% to 35% (American Geriatrics Society, 2003; 

Wagenaar et al., 2003). 

 At the researcher’s current place of employment, many residents diagnosed with 

depression exhibit depressive symptoms such as not wanting to leave their rooms and preferring 

not to socialize with others. They consistently decline invitations to participate in recreational 

activities at the facility and often decline offers for brief, friendly visits. Some of these residents 

have no family, friends, or outside visitors. Accordingly, there is an extant need to discover what 

can be done to increase these residents’ interest level, thus improving their emotional wellbeing 

and quality of life, ensuring that the long-term care facility is not “a place to wait to die” (Farber, 

2006, p. 1).  
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 According to the American Psychological Association (APA, 2015), depression has a 

high treatment rate when the patient is provided with adequate and quality care. Major treatment 

modalities for depression include medication, therapeutic interventions, electroconvulsive 

therapy (ECT), or a combination of the three (Thakur & Blazer, 2008). Common medications 

include antidepressants such as selective serotonin reuptake inhibitors (SSRIs; e.g., Zoloft), 

atypical antidepressants (e.g., Cymbalta), tricyclic antidepressants (TCAs), and monoamine 

oxidase inhibitors (MAOIs; Kress & Paylo, 2015). Therapies, however, may help depressed 

individuals learn alternative ways of thinking and behaving, thus changing the individuals’ 

habits, which often contribute to depression. They can also facilitate an individual’s 

understanding of difficult situations and/or relationships, which also contribute to depression, 

and eventually work through them. Common therapies for depression include talk therapy, 

cognitive behavioral therapy, interpersonal therapy, and psychodynamic therapy. 

Complementary and alternative medicine (CAM) therapies, such as music therapy, can also treat 

depression and have gained attention in recent years (Kaldy, 2013).  

Music therapy is used to treat depression (e.g., American Music Therapy Association, 

2013; Chou & Lin, 2006; Edwards, 2006; Erkkila et al., 2011; Maratos, Gold, Wang, & 

Crawford, 2008). It has also been successfully	  used with older adults (e.g., Brotons & Kroger, 

2000; Brotons & Marti, 2003; Clark, Lipe, & Bilbrey, 1998; Gregory, 2002; Hanser & 

Thompson, 1994). There is, however, a lack of sufficient research exploring the effectiveness of 

music therapy on depressed older people who reside in long-term care facilities. Few studies 

were relevant to this population (e.g., Cross, Flores, Butterfield, Blackman, & Lee, 2012; 

Mohammadi, Shahabi, & Panah, 2011; Myskja & Nord, 2008; Pedersen, 1986). 
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Definitions 

 Music therapy is “the clinical and evidence-based use of music interventions to 

accomplish individualized goals within a therapeutic relationship by a credentialed professional 

who has completed an approved music therapy program” (American Music Therapy Association 

[AMTA], 2015, p. 1).  

Long-term care is defined as an array of services and assistance in activities of daily 

living (ADLs), such as eating, dressing, and walking, and instrumental activities of daily living 

(IADLs), such as medication management, meal preparation, and transportation, for people who 

“cannot perform these activities on their own due to a physical, cognitive, developmental, or 

chronic health condition that is expected to continue for an extended period of time, typically 90 

days or more” (Commission on Long-Term Care, 2013, p. 7). 

The term older adults is used to describe persons at the chronological age of 65 years or 

older (APA, 2015).  

Depression is a serious medical illness that negatively affects an individual’s perceptions, 

thinking, and behaviors (American Psychiatric Association [APA], 2014). According to the 

Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM-5; APA, 2013), the 

diagnostic criteria for depression is the display of five or more of the following symptoms for at 

least two weeks, with at least one of the symptoms being one of the first two: depressed mood, 

loss of interest or pleasure in all or most activities, significant unintentional weight loss or gain, 

insomnia or hypersomnia, psychomotor agitation or retardation, fatigue or loss of energy, 

feelings of worthlessness or excessive or inappropriate guilt about being sick, diminished ability 

to think or concentrate or indecisiveness, and recurrent suicidal thoughts.  
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Purpose Statement 

Music therapy has been found to be effective in treating depression in older adults; 

however, it is uncertain which music therapy interventions are appropriate for treating depression 

in older adults in long-term care. The purpose of this study is to investigate the role of a music 

therapy protocol in treating older adults with depression in long-term care. The central research 

question is as follows: Is the chosen music therapy treatment protocol appropriate for older 

adults with depression in long-term care? The results of this study may benefit music therapists 

and residents in long-term care facilities by raising awareness of the variety of applications of 

music therapy in reducing depression.  
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Literature Review 

In 2012, adults aged 65 and older made up close to 14 percent of the U.S. population 

(U.S. Census Bureau, 2013). Approximately 1.38 million of these older Americans reside in 

long-term care facilities (Harris-Kojetin et al., 2013). A long-term care facility, previously 

referred to as a nursing home or convalescent care home, is a licensed facility that provides 

general nursing care to those who are chronically ill or unable to take care of their daily living 

needs (U.S. Department of Health and Human Services, 2013). According to the Centers for 

Medicare and Medicaid Services (2013), a long-term care facility serves as a permanent 

residence for people who are too frail or sick to live at home or as a temporary facility during a 

recovery period, for example, individuals with critical injuries or serious illnesses or those 

needing care after surgery. The majority of long-term care facilities have certified nursing aides 

(CNAs) and skilled nurses, including registered nurses (RNs) and licensed practical nurses 

(LPNs), on hand 24 hours a day (National Institutes of Health, 2013).  

Prior to the 19th century, age-restricted institutions for long-term care did not exist. Older 

persons who needed shelter due to inability, impoverishment, and/or family isolation often spent 

the remainder of their lives in almshouses, which were privately-supported houses offering 

accommodations to the aged or needy (Foundation Aiding the Elderly, 2013). By the 19th 

century, women and churches began to develop special homes for older adults; for example, 

Philadelphia’s Indigent Widows’ and Single Women’s Society was established in 1823 and 

Boston’s Home for Aged Women was established in 1850. Older adults gradually became the 

dominant almshouse residents due to (a) the periodic revoking of outside relief, such as money, 

firewood, or clothing, by some states and (b) the placement of younger paupers (i.e., those who 

are extremely poor and living on or eligible for public charity) in specialized institutions, such as 
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orphanages, work homes, or insane asylums. The result was a rapid increase in the percentage of 

older adults within almshouses—from 33% in 1880 to 67% in 1923 (Foundation Aiding the 

Elderly, 2013). Moreover, many state and local institutions responded to this shift in their 

resident population by changing the names of their institutions. For example, the Charity Board 

in New York City renamed its public almshouse to Home for the Aged and Infirm in 1903 

(Foundation Aiding the Elderly, 2013).  

However, new names did not influence most individuals’ perceptions of almshouses or 

poorhouses; placement in such institutions represented helplessness, dependency, infirmity, and 

old age (Crannell, 2013; Stevenson, 2013). Throughout the early 20th century, this type of 

institution continued to symbolize failure and despair. By the 1930s, government officials 

accepted the argument that aging is an inevitable decline in both physical and mental 

functioning, and the increase of the aged population within almshouses highlighted that older 

adults were unable to compete and succeed in the modern age, resulting in a profound change in 

policies, which preluded the establishment of the Social Security program (Brents, 1986; 

Skocpol & Amenta, 1985).  

The Social Security Act was formed in 1935 to establish a system of federal benefits for 

varying categories of individuals, including (a) workers aged 65 and older, (b) victims of 

industrial accidents, (c) those who needed unemployment insurance, (d) mothers and children in 

need of aid, (e) the blind, and (f) the physically handicapped; these citizens comprised the 

majority of the institutionalized population. However, such Social Security insurance was 

supported by taxes on citizens’ wages and employers’ payrolls and not directly supported by 

government funds (U.S. National Archives and Records Administration, 2013). This funding 

structure particularly impacted aged individuals who needed long-term care seeking shelter in 
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private institutions since they were excluded as direct recipients of government funds 

(Foundation Aiding the Elderly, 2013). Thus, by the 1950s, most almshouses had vanished, 

while “privately operated rest homes, nursing homes, and convalescent homes popped up like 

ants at a picnic” (Zinn, 1999, p. 8). Such progress received additional momentum with the 

establishment of Medicare and Medicaid, programs that were first proposed by President Harry 

Truman in 1945 and signed into law on July 30, 1965.  

Medicaid is a joint federal and state assistance program that helps low-income and 

financially-needy people with medical costs; it is set up by the federal government and 

administered differently in each state. Medicare is a federal insurance program that serves people 

over 65 years of age, the disabled, and those with renal failure (Centers for Medicare and 

Medicaid Services, 2013). The establishment of these two programs led to increases of (a) 140% 

in the number of nursing homes, (b) 320% in nursing-home beds; and (c) 2,000% in the 

industry’s revenue between 1960 and 1976 (Foundation Aiding the Elderly, 2013). According to 

Jones, Dwyer, Bercovitz, and Strahan (2009), there are 16,100 nursing homes, 1.7 million 

nursing home beds, and 1.5 million residents (or 86% of occupancy). Among the 1.5 million 

nursing-home residents, “88.3% were aged 65 years and older and 45.2% were aged 85 years and 

older” (Jones et al., 2009, p. 10). As the number of long-term care facilities grows to 

accommodate the rapidly increasing population of older Americans, so does the concern for the 

emotional wellbeing and quality of life of these residents. Due to declining health, isolation, and 

reasons such as financial difficulties, many residents over age 65 suffer from depression 

(Alzheimer’s and Aging Research Center, 2011; Skilled Nursing Facilities, 2010). More than 6.5 

million of the 35 million Americans aged 65 years or older in 2009 were affected by depression 

(NAMI, 2009), and their health care costs were estimated to be 50% higher than those without 
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depression (Unutzer et al., 1997). 

Depression in Long-Term Care 

Depression is defined as the display of five or more of the following symptoms for at 

least two weeks, with at least one of the symptoms being from the first two: (1) depressed mood, 

(2) loss of interest or pleasure in all or most activities, (3) significant unintentional weight loss or 

gain, (4) insomnia or hypersomnia, (5) psychomotor agitation or retardation, (6) fatigue or loss 

of energy, (7) feelings of worthlessness or excessive or inappropriate guilt about being sick, (8) 

diminished ability to think or concentrate or indecisiveness, and (9) recurrent suicidal thoughts 

(APA, 2013).  

According to the APA (2010), everyone occasionally experiences some sadness, which is 

usually short in duration. However, a prolonged period of feeling sad can signal depression, 

which is a common but serious mental illness that interferes with an individual’s daily life and 

causes him or her and his or her loved ones pain. Among the several types of depressive 

disorders, major depression is the most common in the United States, with 6.7% of adults, or 19 

million people, experiencing major depression each year. Women are 70% more likely than men 

and non-Hispanic whites are 40% more likely than non-Hispanic blacks to experience depression 

at some point in their lives (Harralson et al., 2002).  

Durand and Barlow (2000) noted that the etiology of depression comprises biological, 

psychological, and social factors. Biological researchers focus on familial and genetic influences, 

especially the role of neurohormones (e.g., Levinson & Nichols, 2014). Psychological 

researchers advocate that depression is caused by stressful life events, learned helplessness, and 

dysfunctional attitudes (e.g., Billings & Moos, 1982), while social scientists believe that marital 

and/or interpersonal disruption often precedes it (e.g., Moore, Gould, & Keary, 2003).  
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The aging population is an important and growing segment of the U.S. population 

(Werner, 2011). Additionally, more people reported being 65 years and older in the 2010 Census 

than in any previous census; between 2000 and 2010, the population of older adults increased by 

15.1%, when compared with the total U.S. population, which increased by 9.7%, (Werner, 2011). 

The number of individuals aged 65 and older will increase to an estimated 72 million in 2030, as 

compared with the 35.9 million in 2003 (He, Sengupta, Velkoff, & Debarros, 2005). In fact, the 

Administration on Aging (2013) estimates that the aged population will represent 21% of the 

American population by 2040.  

It is estimated that 1.3 to 1.38 million older adults reside in long-term care facilities 

(Administration on Aging, 2011; Harris-Kojetin et al., 2013). Caffrey et al. (2012) presented the 

10 most common medical conditions among people residing in long-term care facilities: high 

blood pressure (57%), Alzheimer’s disease or other dementias (42%), heart disease (34%), 

depression (28%), arthritis (27%), osteoporosis (21%), diabetes (17%), chronic obstructive 

pulmonary disease and related conditions (15%), cancer (11%), and stroke (11%).  

Depression can be effectively treated, provided adequate and quality treatments are 

received. The most common treatments for depression are antidepressant medication, 

psychotherapy, electroconvulsive therapy (ECT), or any combination of the three (Thakur & 

Blazer, 2008). Seven categories of antidepressant medications have been used to effectively treat 

depressive illness: selective serotonin re-uptake inhibitors (SSRIs) such as Prozac and Zoloft, 

norepinephrine and dopamine reuptake inhibitors (NDRIs) such as Wellbutrin, tricyclic 

antidepressants (TCAs) such as Norpramin, monoamine oxidase inhibitors (MAOIs) such as 

Nardil, serotonin norepinephrine reuptake inhibitors (SNRIs) such as Cymbalta, serotonin 

antagonist and reuptake inhibitors (SARIs) such as Serzone, and alpha-2 adrenergic antagonists 
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such as Remeron (Kress & Paylo, 2015). Although antidepressants are often beneficial, they can 

produce serious psychological side effects, among which are increased hostility, anxiety and 

restlessness, fatigue, decreased libido, increased suicidal thoughts and behaviors, insomnia, and 

serotonin syndrome (Mihanovic et al., 2010). Consequently, patients often seek psychological 

treatments such as cognitive-behavioral therapy, transactional analysis treatment, and Gestalt 

therapy (Corey, 2012; Kottler & Montgomery, 2012; Kress & Paylo, 2015; Thakur & Blazer, 

2008).  

Physicians, nurses, and other healthcare professionals have also explored non-

pharmacological interventions, including complementary and alternative medicines (CAM), to 

treat depression. According to the National Center for Complementary and Alternative Medicine 

(NCCAM; 2013), CAM is defined as “a group of diverse medical and health care systems, 

practices, and products that are not presently considered to be part of conventional medicine” (p. 

1); that is, CAM refers to the array of healthcare approaches with a history of use or origins 

outside of mainstream medicine and may have different meanings to different people. While true 

alternative medicine is uncommon, most people use non-mainstream approaches along with 

conventional treatments, commonly referred to as integrative treatments—a combination of 

pharmacotherapy and psychosocial interventions—as research has shown that such a modality 

will lead to a better treatment outcome (Mayes & Handley, 2005; Murphy & Chand, 2012) and 

often includes music therapy (Davis, Gfeller, & Thaut, 1999; Ross et al., 2008). Other examples 

of CAM include yoga, progressive muscle relaxation, acupuncture, and meditation (NCCAM, 

2013; National Cancer Institute, 2013).  

Different populations regard different CAM modalities as most effective. For example, 

Barnes, Bloom, and Nahin (2008) identified the 10 most common CAM approaches among 
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adults and children as natural products (17.7%), deep breathing (12.7%), meditation (9.4%), 

chiropractic and osteopathic (8.6%), massage (8.3%), yoga (6.1%), diet-based therapies (3.6%), 

progressive relaxation (2.9%), guided imagery (2.2%), and homeopathic treatment (1.8%), 

whereas Van Hyfte, Kozak, and Lepore (2013) found the top five CAM modalities among the 

terminally-ill population in hospice and palliative care organizations in Illinois to be pet therapy 

(64.5%), music therapy (61.3%), massage therapy (54.8%), art therapy (29%), and energy 

therapies (25.8%).  

On the other hand, boundaries between complementary and conventional medicine 

overlap and change over time. For example, guided imagery and massage, both considered 

complementary or alternative at one time, are now used regularly in some hospitals to help with 

pain management (National Cancer Institute, 2013).  

Music Therapy and Depression 

Music has been used in healing for centuries, but it was not officially recognized as a 

professional therapy until the 1950s. In an attempt to describe the historical development of 

music therapy, Barksdale (2009) stated that the idea for new therapies, for example, music 

therapy, began with the introduction of milieu therapy into psychiatric hospitals during World 

War II: “Professional musicians began to perform in hospitals, arrange choral and band groups, 

and encourage patients to participate in the playing of instruments in an attempt to bring positive 

and joyful experiences into patients’ lives” (p. 4). Music therapists now work in diverse health 

care settings, for example, psychiatric hospitals, rehabilitative facilities, nursing homes, medical 

hospitals, hospice programs, schools, and private practices. Music therapists use music in a 

variety of ways, for example, music improvisation, receptive music listening, song writing, 

group singing, dancing, music and exercise, music and imagery, and music performance, to 
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accomplish therapeutic objectives and goals (American Music Therapy Association, 2015).  

A rich number of extant studies explore the positive influence of music therapy on 

emotional and mental health issues within a variety of populations. The Arts in Psychotherapy 

Database alone yielded hundreds of results for music therapy and depression. For example, 

music therapy has been used to:  

• Address the spiritual needs of dementia patients (Otera, Horike, & Saito, 2013);  

• Produce significant changes in the moods of acute psychiatric inpatients (Silverman 

& Rosenow, 2013);  

• Reduce the stress levels of clients in psychiatric emergency rooms (Miller & Spence, 

2013);  

• Function as a healing tool in cancer patients (Daykin, Bunt, & McClean, 2006); and  

• Support students with emotional and behavioral disorders (Sausser & Waller, 2006).  

A further review of databases such as PsycINFO and the Journal of Music Therapy 

revealed ample literature on the influences of music therapy on depression in various 

populations. For example, Silverman (2011) conducted research on a group of 140 inpatients 

aged 18 and older who received detoxification treatment. The participants were randomly 

assigned to two groups, an experimental group and an intervention group. The experimental 

group received music therapy intervention in the form of song writing, whereas the control group 

received verbal therapy. The posttest results on the psychometric instruments as well as the one-

month follow-up revealed that the experimental group reported lower mean depression scores 

and significantly higher perceptions of helpfulness, enjoyment, and comfort after receiving 

songwriting sessions, although the group differences in change readiness or depression were 

non-significant.  
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Crawford, Hogan, and Silverman (2013) conducted a study with 38 organ transplant 

patients. Twenty-two participants were randomly assigned to the experimental group, which 

received immediate receptive music therapy intervention, and 16 participants were assigned to 

the control group, which is on the wait-list. In a single session, participants in both groups 

choose between preferred live music and a brief harmonica lesson, followed by a guitar-

accompanied blues performance. The experimental group reported more favorable scores than 

the control group in relaxation, stress, and mood in the post-session test, showing that music 

therapy could be an effective psychosocial intervention among this population. The authors also 

mentioned that the majority of the participants (37) chose the receptive music therapy 

intervention, preferred live music, while only one participant selected the harmonica lesson. 

Dalton and Krout (2006) developed and implemented the systemized grief song-writing process 

(GSWP) with bereaved adolescents. The protocol effectively addressed and focused on working 

through the phases of grieving, such as experiencing depression, sadness, anger, despair, and 

hopelessness. Bensimon, Amir, and Wolf’s (2012) study using drumming music therapy with 

post-combat soldiers who were diagnosed and suffering from post-traumatic stress disorder 

(PTSD) supported the hypothesis that music therapy interventions can reduce PTSD-related 

symptoms such as depression, thus increasing a sense of group cohesion and an improvement in 

relating to others. Lesiuk (2008) found that listening to participant-preferred music is an effective 

stress-management tool for reducing stress-related symptoms, such as depression, among a group 

of 33 air traffic controllers.  

However, additional research on older adults in long-term care facilities yielded limited 

results. Pedersen (1986) implemented a program that combined singing, dancing, and discussion 

to treat depression. Myskja and Nord’s (2008) study was conducted in a Norwegian nursing 
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home with a group of 72 residents and showed a significant reduction in depressive symptoms 

during the period in which they received music therapy interventions versus days on which 

music therapy services were absent. On the other hand, Mohammadi et al. (2011) found a 

significantly lower depression level among residents in the experimental group, which received 

music-based sessions, than the residents in the control group, which received no music 

interventions, during a 10-week research period in an Iranian nursing home. Finally, Cross et al. 

(2012) found that listening to music while actively observing dance performances could alleviate 

moderate depressive symptoms.  

Patient Preferred music 

Music is regarded as a reward stimulus that encourages the increase of dopamine 

(Chanda & Levitin, 2013; Gold, Frank, Bogert, & Brattico, 2011). Chanda and Levitin (2013) 

point out that music listening, especially patient/client-preferred music, demonstrates an 

elevation of dopamine level. Moreover, the extant literature supports the idea that subject-

selected (i.e., preferred) music enhances psychological processes by reducing emotional distress 

such as depression, in which a low level of dopamine is a potential diagnostic feature. 

Additionally, Lefcourt (1973) found that the sense of control and the belief that an individual can 

exercise personal choice has a definite and positive role in sustaining life. Langer and Rodin 

(1976, 1977) found positive results in emotional wellbeing among institutionalized seniors who 

were given control. Lesiuk (2008) surveyed air traffic controllers and concluded that preferred 

music listening has a positive effect by reducing stress levels. Mitchell and MacDonald (2006) 

found that participants reported significant pain relief while in the preferred music condition.  

Purpose of the Study 

Based on the findings in literature, a treatment modality that comprises therapeutic 
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music-related interventions has demonstrated significant favorable results in treatments targeted 

at alleviating depressive symptoms in various populations. Therefore, the purpose of this 

research study is to investigate the role of a particular music therapy protocol in treating older 

adults with depression in long-term care. This research is intended to be a pilot study due to the 

small number of participants recruited. A pilot study is defined as a small-scale experiment 

undertaken to decide how and whether to launch a full-scale project. It is used to assess the 

feasibility of a full-scale study; to evaluate the feasibility of assessment procedures, new 

methods, or implementing the novel intervention; and to design a research protocol (Leon, Davis, 

& Kraemer, 2010; van Teijlingen & Hunley, 2001).  
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Methods 

Design  

This study utilized a pretest/posttest design with a specific questionnaire, the Geriatric 

Depression Scale (GDS). Yesavage et al. (1983) developed the GDS to identify depression in the 

elderly. The Personal Music Preferences Assessment (PMPA; Gerdner, Harsock, & Buckwalter, 

2000) was used prior to the music therapy sessions to obtain the participants’ music style 

preferences. The music therapy interventions used in this study were (a) singing songs to indicate 

the opening and closing of a session, (b) improvising on drums, and (c) listening to preferred 

music. These interventions were chosen because English is the researcher’s second language; 

therefore, an instrumental-focused modality is preferred over verbal-focused modality. Since 

drums are the only available instruments at this researcher’s current place of employment, they 

were used in this study to provide the most effective mode for the participants.  

Participants 

 Participants were residents in a long term care facility in which the researcher worked. 

The questionnaire and assessment, both in English, were completed by the participants; 

therefore, they needed to have moderate to high cognitive functioning, based on their latest 

Minimum Data Set [MDS] 3.0 assessment, with adequate hearing and vision, clear speech, and 

adequate short-term memory skills. Gender or race preferences were not taken into 

consideration, thus research participants were not asked about them during the selection process. 

Among the 80 residents’ medical records to which this researcher had access, 11 had a current 

diagnosis of depression. Among those 11 residents, two were aged 60 years and younger, two 

had severe dementia, one had severe short-term and long-term memory deficits, one spoke and 

understood only Spanish, and one was planning to move to another long-term care facility during 
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the study period. Therefore, only four residents met the study’s requirements and became 

participants; they were recruited by being asked if they would like to participate in a study that 

evaluates the role of a music therapy protocol in reducing depression in older adults.  

Procedures 

Each of the four participants was approached individually. The participants were given a 

research packet including a cover letter, GDS, and PMPA. The cover letter contained a consent 

form (see Appendix A), which conveyed the purpose of the study to the participants. The GDS 

(see Appendix B) was the 15-item version identifying the participant’s level of depression prior 

to the study and was administered prior to (pretest) and after (posttest) the protocol. The PMPA 

(see Appendix C) inquired about the participants’ favorite musical style(s).  

Before administering the GDS, the researcher introduced herself and gave instructions to 

convey the voluntary and confidential nature of the study. The participants were asked to sign the 

consent form to attest to their voluntary participation in the experiment. The researcher explained 

the GDS’s yes or no scale. Any resident who declined to participate could return the GDS and 

the researcher would leave the room. The GDS was then administered (pretest). 

After the first data gathering was completed, the questionnaire responses and consent 

forms were secured in a manila envelope, as information on the participants was treated as 

confidential. The participants participated in four individual 45-minute music therapy sessions 

with music therapy interventions in the following sequence: (a) greeting, (b) improvisation on 

the paddle drum, (c) listening to preferred music, and (d) closing.  

The greeting was a verbal communication to check in with the participant and to signify 

the start of the session. The participant was asked how his or her day had been, how he or she 

was feeling, and what stood out the most for him or her on that particular day. Specific 
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concern(s) and issue(s) were also identified during the greeting. 

During improvisation, participants were instructed to first listen to a pattern of a steady, 

singular beat played at a tempo of 60 beats per minute. The participant was then prompted to 

play on a Remo paddle drum in any way at will (e.g., slow or fast, loud or soft, on the beat or 

syncopated, or to the researcher’s rhythm) for 20 minutes. 

During preferred-music listening, the participant was presented with a collection of music 

styles based on the information obtained from the PMPA and the music availability at the 

researcher’s work site. Each participant was then instructed to pick one or several pieces to listen 

to for a total of 15 minutes. The participant was informed to feel free to verbalize or share any 

feeling(s) and/or emotion(s) that he or she experienced during the listening period. Their 

spontaneous comments were always welcomed and acknowledged in order to foster verbal 

interaction.  

After listening to the participant-preferred music, the researcher verbally prompted the 

participant that the session was almost completed. The researcher then sang a closing song a 

cappella and prompted the participant to clap to the beat, sing or hum along, or do both if 

desired. This procedure served as the signal of the closure of the music therapy session.  

 These sessions were administered with the participant once a week for a total of four 

weeks. In the fourth week, at the end of the last session, the participants were asked to complete 

the 15-item GDS (posttest). The data were again secured in a manila envelope.  

Instruments 

The instruments used in this research study consisted of the 15-item GDS and the PMPA. 

The research instrument was the English version of the 15-item GDS, which is available in the 

public domain. The assessment instrument, or the PMPA, was based on the Assessment of 
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Personal Music Preference (Family Version) developed by Gerdner et al. (2000). Greenberg 

(2007) conducted a survey on currently available and used assessments	  in health care and/or 

medical settings that diagnose depression and concluded that the GDS has 92% sensitivity and 

89% specificity when evaluated against diagnostic criteria. Greenberg (2007) stated that the GDS 

has been extensively used in community, acute, and long-term care settings; the GDS may also 

be used with healthy, medically ill, and mild to moderately cognitively impaired older adults. 

A 10-inch paddle drum manufactured by Remo was used in this research study. It was 

purchased as a set, with a mallet and ball included. The paddle drum can be purchased from any 

music retail store or directly from Remo.  

A portable top-loading CD player with AM/FM radio manufactured by Memorex was 

used to play music selections. The SKU/model number is MP3851BLK. It can play any audio 

CD, CD-R, or CD-RW. The researcher used eight C-size batteries and the AC adaptor 

interchangeably as the major power supply. The music selections were obtained from the music 

collection available at the researcher’s current job site.  

A notepad was used to record what occurred during each session; the participants’ 

responses and feedback to the treatment protocol, expressed either verbally or nonverbally, were 

documented for additional insight.  

Data Analysis 

 The GDS is a self-report measure of depression in older adults. The answers from the 

pre- and post-tests, administered in the first and fourth week, respectively, were calculated from 

the original score and then compared. For the 15-item GDS, a score greater than 5 is suggestive 

of depression, while a score equal to or greater than 10 is “almost always indicative of 

depression” (Greenberg, 2012, p. 2). Due to the small number of participants in this study, no 
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statistical analyses were conducted; however, each participant’s pre- and post-GDS scores were 

compared to gauge whether there was a difference in depressive symptoms after the chosen 

music therapy treatment protocol. The results are considered preliminary findings, and 

recommendations will be made for the next steps in this area of research. 

Ethical Considerations 

The participants provided consent to participate in the study. All participants were 

provided with a clear explanation of the study’s research intentions, an informed consent form, 

and a statement on the limits of confidentiality. The participants were notified in the consent 

form that the results of the study may be published, and that if published, individuals will not be 

identified. Because the questionnaire is anonymous, the participants’ names do not appear on the 

survey materials. Data are stored in a locked filing cabinet to which only the researcher has 

access. All information obtained during the course of the study will be retained for three years 

and then shredded to maintain confidentiality. The proposal of this research study was reviewed 

and accepted by the Institutional Review Board of the Saint Mary-of-the-Woods College to 

ensure no violation of the aforementioned ethical considerations.  
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Results 

Demographic Characteristics  

A total of four older adults (n = 4) with depression in long-term care participated in this 

study; three were male and one was female. The ratio between male and female participants was 

3:1. The mean age of the participants was 77.25 years. All of the participants agreed to 

participate and signed a consent form prior to the study. The demographic characteristics of each 

participant are presented in Table 1.  

Table 1 

Demographic Characteristics 

Variables Participant 
One 

Participant 
Two 

Participant 
Three 

Participant 
Four 

Gender Male Male Female Male 

Age 72 87 72 78 

 

Participants’ GDS Scores 

Four valid GDSs were returned and utilized (a 100% return rate). The GDS was 

administered at the beginning of the first session for a pre-study score and again at the end of the 

fourth session for a post-study score.  

Participant one is a 72-year-old male resident who scored 9, an indication of moderate 

depression, on the GDS pretest. Upon completion of the four sessions, his GDS posttest score 

dropped to 3, which represents mild depression. Participant two is an 87-year-old male resident 

who scored 13 on the GDS in the initial assessment. He then scored 5 at the end of the fourth 

session, which is a reduction on the index of depression and an improvement from severe to mild 

depression. Participant three is a 72-year-old female resident who returned the GDS with a total 



22 
 

	  
	  

score of 7 in the beginning of the study. She was surveyed again and showed a score of 0 at the 

end of the study, which is a notable improvement, as her status changed from moderate 

depression to no depression. Participant four was a 78-year-old male resident whose initial GDS 

score was 10 and his final score was 4, representing a status change to mild depression. The 

scores are presented in Table 2.   

Table 2  

GDS Pre- and Post-Study Scores 

Scores Participant 
One 

Participant 
Two 

Participant 
Three 

Participant 
Four 

Initial  9 13 7 10 

Final  3 5 0 4 

 

Personal Music Preferences and Perceptions  

 Each participant was asked to complete a brief music preference assessment prior to the 

protocol. In this assessment, the researcher inquired about the participants’ perception of music 

and top three choices of favorite music styles (see Table 3). Participant one noted that music 

plays an important role in his life, and that he usually enjoys listening to music in the morning. 

He also enjoys singing and dancing. His three favorite music styles are blues, hip hop/rap, and 

rhythm and blues/soul. Participant two also indicated that music plays an important role in his 

life. He enjoys listening to music the most in the evening and enjoys singing, but not dancing. He 

chose classical and gospel music as his favorite music styles, whereas blues and rock ‘n’ roll 

were his second and third favorites, respectively. Participant three is the only female participant 

in the study and also the only participant with prior musical instrument playing experiences. She 

indicated that she played the piano and flute when she was a freshman in college. She enjoys 
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dancing, singing, and listening to music at any time of the day. Her favorite music styles are 

classical/world music, followed by country western/gospel, and jazz/blues as the second and 

third favorites. Participant four regards music as important in his life and enjoys singing, but not 

dancing. He indicated that he enjoys listening to music the most during the afternoon and 

evening. His first favorite music styles are classical and country western; his second favorite 

style is rock ‘n’ roll; and his third favorite is gospel/jazz.  
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Table 3 
 
PMPA Findings 

Questions Participant 
One 

Participant 
Two 

Participant 
Three 

Participant 
Four 

Has music 
played an 
important role in 
your life? 

Yes Yes Yes Yes 

Do you play a 
musical 
instrument? If 
yes, please 
specify. 

No No Yes 

Piano and flute 

No 

Do you enjoy 
singing? 

Yes Yes Yes Yes 

Do you enjoy 
dancing? 

Yes No Yes No 

When do you 
enjoy listening to 
music the most? 

Morning Afternoon and 
evening 

Morning, 
afternoon, 

evening, and 
night 

Afternoon 
and night 

Favorite musical 
style 

Blues Classical/Gospel Classical/World Classical/ 
Country 
Western 

Second favorite 
musical style 

Hip Hop/Rap Blues Country 
Western/Gospel 

Rock ‘n’ Roll 

Third favorite 
musical style 

Rhythm & 
Blues/Soul 

Rock ‘n’ Roll Jazz/Blues Gospel/Jazz 

 
 
Verbal Feedback 
 
 A notepad was used to log additional information, such as participants’ verbal and/or 

physical feedback. All of the participants verbalized positive feedback on the chosen music 
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therapy interventions. They also began to share their memories of the past as well as insight into 

past and/or current life experiences at the beginning or middle of the second session; participant 

three also expressed her appreciation at being selected for the study and being with the 

researcher.  

Validity and Reliability 

 The GDS was developed by Yesavage et al. (1983) to identify depression in older adults 

in nursing homes. To guarantee the accuracy and consistency of the research outcome, the 

validity and reliability of the assessment instrument must be ensured. In quantitative research, an 

instrument has validity if it is able to measure what it intended to measure, thus allowing the 

researcher to draw meaningful and useful inferences from the scores (Creswell, 2014). 

Researchers have surveyed the GDS’s validity (e.g., Greenberg, 2007; Katz, 1998; Mui, 

Burnette, & Chen, 2001; Stiles & McGarrahan, 1998). 

Reliability is a measure of consistency; it measures whether the test or measuring 

procedure yields the same results over multiple trials. According to Stiles and McGarrahan 

(1998), the GDS has shown a high internal consistency and is stable over time. Moreover, the 

criterion validity of the GDS has also been demonstrated, with most sensitivity and specificity 

scores remaining above 80% (Stiles & McGarrahan, 1998). Greenberg (2007) found the GDS to 

have 92% sensitivity and 89% percent specificity when evaluated against diagnostic criteria. 

Results show an overall difference between pre- and post-study	  GDS scores. However, 

these differences could not be analyzed via statistical methods, nor can they be generalized to 

similar persons due to the small sample. All of the participants actively participated in singing 

the opening and closing songs, drumming improvisation, and selecting music for listening. 
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Moreover, they all exhibited immediate physical reactions, such as swinging, tapping toes, and 

singing or humming along as soon as their preferred music started to play.  
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Discussion 

The contribution of music to quality of life and emotional wellbeing among older adults 

has been a consistent research interest. Listening to music appears to be an activity that allows 

the aged population to express themselves and interact and connect with others, and it provides a 

source of spirituality. Although there has been a steady increase in music therapy research for 

depression, there is limited research on the role of music therapy treatment interventions in 

treating depression in older adults in long-term care. Therefore, this pilot research study sought 

to investigate the role of a music therapy protocol in treating older adults with depression in 

long-term care. 

According to the results, scores for GDS decreased from pretest to posttest, which 

supports the idea that the chosen treatment protocol may be appropriate for older adults with 

depressive symptoms in long-term care. Furthermore, a combination of three different music 

therapy modalities—singing, drumming, and music-listening—in the sequence of singing, 

drumming, music listening, and singing again, improved all participants’ overall mood state. 

However, the researcher is aware that the decrease in GDS scores is not statistically significant 

or clinically meaningful, as this approach has some methodological limitations.  

First, it is important to emphasize that because of the small sample size, the results need 

to be interpreted cautiously. A study in which the sample size is too small will have difficulty 

finding significant relationships from the data, as a larger sample size is normally required for 

statistical tests to ensure a representative distribution on the population and to be considered 

representative of groups of people to whom results will be generalized or transferred. The small 

sample size of four participants in this research study limits the interpretation of the findings. 

Moreover, the limited number of sessions and participants failed to provide enough data to check 



28 
 

	  
	  

for statistical significance in decreasing depression. This area was beyond the scope of this 

investigation in that it is a pilot study. 

The second limitation is that the venue for conducting the research sessions was not 

altered for the study. An actual music therapy session should be held in a private place that is 

used strictly for therapy purposes (i.e., with all the appropriate equipment, software, and 

hardware and free from interruptions while in process). The researcher used a naturalistic 

environment—the participant’s bedside—when conducting the research study, which was not 

always the most appropriate therapeutic setting since several sessions were administered during 

the mid-afternoon, which is shift change for the nursing staff. The music therapist had little 

control over intrusions and noises by other staff and long-term care residents. In addition, the 

battery function of the CD player was defective during the third week; as a result, a power cord 

was used for sessions three and four. Since not all participants have an available electrical socket 

in close proximity to them (e.g., participant two), the sound from the CD player may have been 

compromised, which imposed restrictions on the protocol outcome. However, the results 

obtained reflect responses to a music therapy treatment protocol that may occur in a naturalistic 

condition.  

Another limitation was the inconsistency in time when conducting the sessions. 

Consistency provides a sense of security and makes the participants’ world predictable and less 

confusing. It means that rules and expectations are the same from one time to another. Although 

each participant indicated a specific period during the day when he or she enjoys listening to 

music most, the sessions could not all be conducted at the participants’ preferred time of day. For 

example, participant one stated that he enjoys listening to music most in the morning; however, 

each of his sessions was delivered in the late afternoon. The day of the week on which the 
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sessions were conducted was also inconsistent. Additionally, participant one received dialysis 

treatments from early morning to mid-afternoon three times a week; therefore, he was often 

exhausted in the late afternoon and fell asleep several times during the music-listening portion. 

Consequently, the session was cancelled and rescheduled due to the insufficient amount of 

treatment received.  

The next limitation is fluency in English. As English is not the primary language of the 

researcher, she is limited in being able to respond to and interpret the participants’ verbal inputs 

on the topic and in supporting the participants to verbally process their feelings and/or emotions 

elicited by engaging in the proposed music therapy treatment protocol.  

Finally, the pre-established client-therapist relationship between the researcher and the 

participants prior to the research study may raise the ethical concern of dual relationships, as this 

researcher had worked with the participants, either directly or indirectly, for two years. Dual 

relationships occur when professionals assume two roles simultaneously, an additional 

professional (e.g., therapist/teacher) or nonprofessional (e.g., therapist/friend) role. These 

relationships are often difficult to recognize and avoid, and they imply many risks that can result 

in a loss of therapeutic benefits. For example, the additional comment from participant three in 

which she expressed her appreciation for the therapist being “a good companion,” for being 

selected for the study, and for being with the researcher when she was “bored” may raise 

questions about the perception of the researcher’s identity: Did participants regard the researcher 

as a friend or as a music therapist? Is the researcher a variable? Would the GDS scores show no 

notable difference if a third party, who has not had a pre-established therapeutic relationship with 

the participants, administered the tests? 
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Suggestions for Future Research   

Based on the results, the protocol of free playing on the drum followed by preferred-

music listening appears to be a worthwhile non-pharmacological intervention for use with older 

adults with depression in long-term care facilities, as it showed overall improvement on the GDS 

posttest scorings. However, the findings need to be interpreted with caution due to the sample 

size and the limited number of sessions, which failed to provide enough data to check for 

statistical significance. Because the participants demonstrated positive outcomes in their GDS 

scores and provided favorable comments regarding the chosen treatment protocol, researchers 

should further investigate the impact of such a protocol with a larger sample size and a 

designated room for therapy in an effort to discover what types of interventions are most helpful 

with this population. Future research studies could also include different diagnoses (e.g., 

Parkinson’s disease), variant music therapy treatment modalities (e.g., song writing), alteration 

of the session frequency, intensity and duration of the treatment protocol (e.g., three times a 

week for 50 minutes each), and/or a format of therapist/co-therapist.  

 Every human, has the right to be free from mental disorders, especially treatable ones 

such as depression. The results of this study demonstrate that music is cost-effective and user-

friendly for older individuals who display depressive symptoms. Perhaps in the future, treatments 

such as music therapy can be enlisted as part of the standard care to meet the emotional needs of 

older adults.   
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Appendix A 

Saint Mary-of-the-Woods College 
CONSENT TO PARTICIPATE IN RESEARCH 

______________________________________________________________________________ 
You are invited to participate in a research study conducted by Mu-Hua Yu, a graduate student 
from the Music Department at Saint Mary-of-the-Woods College. Ms. Yu is conducting this 
study for her master’s thesis. Dr. Tracy Richardson is her program director and supervising 
professor for this project. This study is in a partial fulfillment of the requirements for the degree 
of Master of Arts in Music Therapy.  
 
Please read the information below carefully and ask questions about anything you do not 
understand before deciding whether to participate. You are being asked to participate in this 
study because you are a resident of a long-term care facility. 
  
PURPOSE OF THE RESEARCH: To explore the impact of music therapy in treating older 
adults in long-term care with depression. 
 
PROCEDURES: You will be asked to complete a 15-item questionnaire and a personal music 
preference assessment. You will then receive a 45-minute music therapy session once a week for 
a total of four weeks. The session will consist of activities in the following order: greetings, 
improvisation on paddle drums, listening to preferred music, and closing. At the end of the fourth 
session, you will complete the 15-item questionnaire again.  
 
RISKS: There are no foreseeable risks or discomfort resulting from participation. 
 
BENEFITS: The music therapy the participants receive in this study is not likely to change the 
natural course of depression. This study is not meant to treat depression. Instead, the 
investigators hope that the information learned from this study can benefit residents with 
depression in the future.   
 
CONFIDENTIALITY: The records of this study will be kept private. The questionnaire is 
anonymous. Data will be stored in a locked filing cabinet by the researcher: Only the researcher 
will have access to the data. Data and the results of the study will be published in the 
researcher’s thesis as well as in potential professional presentations; however, individuals will 
not be identified. Data will be retained for three years and will be destroyed by shredding to 
remain confidential. 
 
PARTICIPATION AND WITHDRAWAL: Your participation in this study is entirely 
voluntary. You can choose whether to be in this study. You may withdraw at any time without 
consequences of any kind. You may also refuse to answer any questions you do not want to 
answer. There is no penalty if you withdraw from the study, and you will not lose any benefits to 
which you are otherwise entitled. The investigator may withdraw you from this research if your 
physician tells us that continued participation might injure your health.  
 
CONTACTS AND QUESTIONS: The researcher conducting this study is Mu-Hua Yu. If you 



43 
 

	  
	  

have any questions about the research, you may contact the researcher by phone at  
(917) 353-3284 or via e-mail at myu@smwc.edu.  
 
If you have any questions now or later, you may also contact Ms. Yu’s supervising professor, Dr. 
Tracy Richardson, director of music therapy at Saint Mary-of-the-Woods College, by phone at 
(812) 535-5154 or via e-mail at trichardsn@smwc.edu.  
 
RIGHTS OF RESEARCH SUBJECTS: The Saint Mary-of-the-Woods College Institutional 
Review Board has reviewed Ms. Yu’s request to conduct this study. If you have any concerns 
about your rights in this research, please contact Dr. Lamprini Pantazi, chair of the Human 
Subjects Institutional Review Board (IRB) of Saint Mary-of-the-Woods, by phone at (812) 535-
5232 or via e-mail at lpantazi@smwc.edu. 
 
My signature below indicates that I am 18 years of age or older. I have been informed about this 
study. I understand the procedures described above. My questions have been answered to my 
satisfaction. I consent to participate. I have received a copy of this consent form. 
 
 
________________________________________ 
Printed Name of Subject 
 
 
________________________________________  ________________________ 
Signature of Subject      Date 
 
________________________________________  ________________________ 
Signature of Witness      Date 
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Appendix B 
 

Geriatric Depression Scale (short form) 

Instructions: Circle the answer that best describes how you felt over the past week. 
 
1. Are you basically satisfied with your life?      YES / NO 

2. Have you dropped many of your activities and interests?    YES / NO 

3. Do you feel that your life is empty?      YES / NO 

4. Do you often get bored?        YES / NO 

5. Are you in good spirits most of the time?      YES / NO 

6. Are you afraid that something bad is going to happen to you?   YES / NO 

7. Do you feel happy most of the time?      YES / NO 

8. Do you often feel helpless?       YES / NO 

9. Do you prefer staying at home over going out and doing new things?  YES / NO 

10. Do you feel that you have more problems with memory than most? YES / NO 

11. Do you think it is wonderful to be alive now?     YES / NO  

12. Do you feel worthless the way you are now?     YES / NO 

13. Do you feel full of energy?       YES / NO 

14. Do you feel that your situation is hopeless?     YES / NO 

15. Do you think that most people are better off than you are?   YES / NO  

         Total Score: __________________ 
Source:  
Yesavage, J. A., Brink, T. L., Rose, T. L., Lum, O., Huang, V., Adey, M. B., & Leirer,  
V. O. (1983). Development and validation of a geriatric depression screening scale: A   
preliminary report. Journal of Psychiatric Research, 17(1), 37–49.  
This scale is in the public domain.  
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Geriatric Depression Scale (GDS) 
Scoring Instructions 

 
Instructions: Answers in bold indicate depression. Score 1 point for each bolded answer.  

1. Are you basically satisfied with your life?     YES / NO 

2. Have you dropped many of your activities and interests?    YES / NO 

3. Do you feel that your life is empty?      YES / NO 

4. Do you often get bored?        YES / NO 

5. Are you in good spirits most of the time?      YES / NO 

6. Are you afraid that something bad is going to happen to you?   YES / NO 

7. Do you feel happy most of the time?      YES / NO 

8. Do you often feel helpless?       YES / NO 

9. Do you prefer staying at home over going out and doing new things?  YES / NO  

10. Do you feel that you have more problems with memory than most?  YES / NO 

11. Do you think it is wonderful to be alive now?     YES / NO 

12. Do you feel pretty worthless the way you are now?    YES / NO 

13. Do you feel full of energy?       YES / NO 

14. Do you feel that your situation is hopeless?     YES / NO 

15. Do you think that most people are better off than you are?   YES / NO  

Scores:         0-5 Normal, 5-10 Suggestive of Depressive, 11-15 Almost Always Depression 

Source:  
Yesavage, J. A., Brink, T. L., Rose, T. L., Lum, O., Huang, V., Adey, M. B., & Leirer, V. O.  
(1983). Development and validation of a geriatric depression screening scale: A preliminary 
report. Journal of Psychiatric Research, 17(1), 37–49.  
This scale is in the public domain.  
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Appendix C 

PERSONAL MUSIC PREFERENCE ASSESSMENT 

Name _____________________________   Date _________________ 

D.O.B. ___________________________   Age __________________ 

1. Has music played an important role in your life?  ☐ YES    NO  
 

2. Do you play a musical instrument?    YES    NO  
If yes, please specify (e.g., piano, harmonica, guitar):  
 
 

3. Do you enjoy singing?      YES    NO  
 

4. Do you enjoy dancing?      YES    NO  
 

 
5. When do you enjoy listening to music the most?  

 Morning   Afternoon  Evening   Night 
 Other ________________________________________  
 

6. Please choose your top three music styles from the following list  
(1 = most favorite, 2 = 2nd favorite, 3 = 3rd favorite)  

   
   Blues  
   Classical  
   Country & Western  
   Easy Listening  
   Folk  
   Gospel/Inspirational  
   Hip Hop/Rap  
   Jazz  
   R&B/Soul  
   Rock ‘n’ Roll  
   World (e.g., Caribbean, Latin, Polka, etc.)  
   Other ________________________________________________  
 
Source:  
Gerdner, L., Harsock, J., & Buckwalter, K. C. (2000). Assessment of personal music preference 
(family version). Retrieved from New York State Department of Health website: 
http://www.health.ny.gov/diseases/conditions/ 
dementia/edge/forms/edge_project_indiv_music_assessment.pdf 
This assessment is in the public domain.	  	  
	  
	  


