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Abstract 

The growing awareness of the potential impact of traumatic experiences has increased 

throughout health care facilities across the United States in recent years (Maul, 2017; Tello, 

2019). Research has shown the effectiveness of using trauma-informed care interventions when 

working with the forensic mental health population across many allied health professions (Carr 

et al., 2012; MacIntosh, 2003; Sajnani, 2019; Sutton, 2002). As this recognition has led to an 

increase in research, it has also highlighted a gap within the field of music therapy. Those 

working within forensic mental health settings face the complexities of trauma permeating 

throughout their work. This project was developed to serve as a guide to effective interventions 

music therapists can use when working in forensic mental health settings. A 14-week music 

therapy session plan includes psychoeducational components about trauma and skills that are 

imperative for group members to develop in order to navigate life. 
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Introduction 

The following account is one of a fictional character name Tyler. Tyler’s story may help 

the reader begin to understand how trauma impacts mental health and incarceration.  

When Tyler turned 13 years-old, he was initiated into a gang; after all, it was what 

everyone in the neighborhood was expected to do. By the age of 15 he witnessed one of his 

friends killed in a knife fight, and he started carrying a gun as a result. He had a few run-ins with 

the police, which he did not take seriously. Tyler’s life at home was not much easier. His mom 

was always going from boyfriend to boyfriend, from one domestic abuse relationship after 

another. It was a life of kicking, yelling, hitting, slamming doors, and drunken phone calls to the 

police. Maybe that was why he joined a gang; to feel like a part of a family. Sleep was his only 

way to escape the cycles of violence in his life; however, his dreams quickly turned into 

nightmares of gang and domestic violence making it hard to even sleep. To make matters worse, 

he frequently experienced flashbacks of his friend dying when he was awake. Three days after 

Tyler’s eighteenth birthday, he was the perpetrator in a drive-by shooting that left him with a 22-

year to life sentence. Two years into his prison term, Tyler began talking to his counselors about 

his experiences and was diagnosed with post-traumatic stress disorder (PTSD).  

Because Tyler had become so desensitized to the trauma and violence at home, he had no 

insight into his behaviors that perpetuated the same cycles in other relationships. He had no place 

that was free from the chaos and violence that was happening around him. This story was his 

normal, everyday life. Hearing stories similar to Tyler’s are not uncommon for someone working 

within the forensic setting. Robinson (2018) stated, “Experiences of early childhood trauma are 

common among young people in the Criminal Justice System (CJS)” (para. 4). In addition, 

“Compared to the general population, children in the CJS are three times more likely to have 
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mental health problems- often anxiety, depression, and drug and alcohol dependence” (Robinson, 

2018, para. 4). Due to the prevalence of this lifelong exposure to violence in those who 

experience incarceration, a trauma-informed approach would be broadly appropriate. 

Many organizations nationwide are beginning to consider the symptoms of trauma more 

seriously and are spending time and resources training health care professionals on trauma-

informed care practices (Maul, 2017; Tello, 2019). Staff and patients within these organizations 

are subject to trauma either directly or through vicarious trauma. The focus of this paper is with 

the forensic mental health facility and its patients. Within forensic settings, patients with serious 

mental illness use multiple maladaptive coping strategies to manage their experienced trauma 

such as substance use as well as criminal and aggressive behavior. Due to the complex nature of 

the forensic mental health population, it is important to capture the unique aspects and variables 

with each patient. The systems that house this population are generally viewed as dangerous for 

patients as well as for staff. Working with the patients in the forensic mental health system from 

a trauma-informed care lens can be an opportunity to decrease violence toward staff and patients 

as well as provide patients an environment wherein their experiences are validated. 

One of the many treatment resources offered within the forensic mental health setting is 

music therapy. Within the music therapy profession in the United States, there has been an 

increased acknowledgement of physical and psychological trauma as well as the ways in which 

music therapy interventions can address the impact of this trauma (Carr et al., 2012; MacIntosh, 

2003; Sajnani, 2019; Sutton, 2002). Compton-Dickinson and colleagues (2013, 2017) produced 

much of the music therapy literature dealing with the forensic mental health population in the 

United Kingdom. Due to the complex nature of the forensic mental health setting as well as the 

lack of well-developed music therapy treatment interventions that target the different aspects that 
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afflict the population, this writer intends to create a trauma-informed music therapy treatment 

manual. This manual will provide music therapists with tools to inform treatment interventions 

with this unique population, including trauma-informed care approaches to music therapy, 

assessment tools, and psychoeducational interventions. 

Music therapy literature and research within this setting suggests that there is much more 

trauma treatment and music therapy happening within the United Kingdom than in the United 

States. Although treatment manuals currently exist for many allied health care professionals 

working within these settings, music therapy and its effectiveness is not referenced or detailed. 

These manuals can be helpful resource for music therapists in order to gain a greater 

understanding for session content and the psychoeducational aspects of trauma treatment, 

however they can pose a challenge when transferring concepts into music therapy interventions. 

This manual will provide opportunities for patients to gain insight into their aggressive 

and impulsive behaviors, how these behaviors relate to trauma, and how to utilize their strengths 

to decrease their incidences of aggression/impulsivity. This manual also provides music 

therapists the tools necessary to assist patients in gaining insight into aggressive and impulsive 

behaviors, how these behaviors relate to trauma, and how to utilize their innate strengths in 

responding to/managing trauma-responses/behaviors. 

Definitions 

• Forensic Mental Health Setting: An environment that provides assessment and treatment 

for people with a severe mental disorder who have a committed an offense, or for those 

who are at risk of offending (Victoria State Government, 2018). 

• Music Therapy: “Music Therapy is the clinical and evidence-based use of music 

interventions to accomplish individualized goals within a therapeutic relationship by a 
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credentialed professional who has completed an approved music therapy program” 

(American Music Therapy Association, 2019b, para. 1). 

• Trauma: “Individual trauma results from an event, series of events, or set of 

circumstances experienced by an individual as physically or emotionally harmful or life-

threatening with lasting adverse effects on the individual’s functioning and mental, 

physical, social, emotional, or spiritual well-being” (Substance Abuse and Mental Health 

Services Administration, 2019, para. 2). 

• Trauma-informed care approach: “Trauma Informed Care is an organizational structure 

and treatment framework that involves understanding, recognizing, and responding to the 

effects of all types of trauma. Trauma Informed Care also emphasizes physical, 

psychological, and emotional safety for both consumers and providers, and helps 

survivors rebuild a sense of control and empowerment” (Trauma Informed Care Project, 

n.d., para. 1). 

Purpose Statement 

The purpose of this project is to create a 14-week trauma-informed treatment manual for 

music therapists working within forensic mental health settings. This manual will contain 

psychoeducational components including teaching individuals about both mental health and 

trauma symptoms, tools for symptom management, interventions for crisis management, and 

assessment tools for music therapists to utilize. Through working with this population as a music 

therapist, there is an apparent lack of music therapy resources available concerning the treatment 

of trauma as it effects serious mental illness and criminogenic tendencies. 

A primary modality of treatment within large settings such as a forensic mental health 

facility is group therapy. There are many benefits to group therapy when working within trauma-
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informed care and within forensic mental health settings. Group therapy can help members feel 

validated in their experiences, supported, and help find a sense of belonging. Of Yalom’s (2005) 

eleven therapeutic factors, several studies note (Ablon & Jones, 2002; Lorentzen et al., 2018; 

Marmarosh et al., 2005) that cohesiveness within group therapy can provide the opportunity for 

group members to support one another. Cohesion can also lead to positive therapy outcomes 

regarding self-esteem, hope for oneself, perceived “we-ness,” and improvement in symptoms. “It 

is the affective sharing of one’s inner world and then the acceptance by others that seem of 

paramount importance. To be accepted by others challenges the client’s belief that he or she is 

basically repugnant, unacceptable, or unlovable” (Yalom, 2005, p. 56). An additional aspect 

paramount to the therapeutic alliance is a focus on being present in the moment. What can help 

this patient right now? Trauma-informed music therapy group interventions can provide patients 

the opportunity to focus on the here-and-now in order to develop resiliency factors and hope for 

their future with the aid of the relationships and rapport of their group members. 

The group therapy dynamic allows for Yalom’s (2005) therapeutic factor, the corrective 

recapitulation of the primary family group, to happen organically. Yalom (2005) recognizes that 

there can be dysfunction within the first group to which one belongs- their family unit. This 

dysfunction can become apparent in the communication and relationships within group 

psychotherapy and should be addressed by the facilitators or group members. This group 

dynamic is portrayed when “early familial conflicts…. are relived correctively” (Yalom, 2005, p. 

16). Group facilitators should strive to provide opportunities that can increase effective 

communication and cohesion, as well as provide supervision in conflict resolution and model 

prosocial behavior. The nature of group therapy also lends itself to trauma-informed principles. 

The six key principles of the trauma-informed care approach include safety; trustworthiness and 
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transparency; peer support; collaboration and mutuality; empowerment, voice, and choice; and 

cultural, historical, and gender issues (Substance Abuse and Mental Health Services 

Administration, 2014, p. 10). The following review will look at how music therapy interventions 

can benefit from the inclusion of Yalom (2005), trauma-informed care, and the overarching lens 

of humanism. 
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Review of Literature 

Between 2000 and 2020 there has been an increase in attention towards the negative 

impact of incarceration on those who experience it. Research has gradually pointed to the 

negative consequences of isolation, housing segregation, and long or indeterminate life sentences 

on the mental health of those in the justice system (Haney, 2002; Way et al. 2007). 

Approximately 56 billion dollars a year of tax payer money goes toward funding state and 

federal prisons (Center on Budget and Policy Priorities, 2018). There is a disconnect between the 

general population and the knowledge that they have about life within the walls of jails, prisons, 

and mental health facilities. Often, the media reports the violence and dangers in a sensational 

way. How can the positive impact of treatment for those institutionalized be communicated to 

the public? Those who are incarcerated will benefit from an approach of emphasizing their 

humanity. Shifting the focus to trauma-informed care treatment interventions will better serve 

people and their communities for future reintegration of the forensically mentally ill. 

What may not be forefront in the minds of the public when thinking about those in the 

criminal justice system are the opportunities to receive treatment addressing a variety of mental 

health issues including substance abuse disorders, severe mental illness, and criminogenic 

thinking. These therapies may be didactic or experiential in nature. Creative arts therapies can 

provide the forensic mental health population with opportunities for the healthy expression of 

emotion, increased sense of hope for the future, ability to manage stress and anxiety with coping 

strategies, as well as provide a sense of freedom of choice. 

Incarceration and Forensic Settings 

Goldsmith, Martin, and Smith (2014) define systemic trauma as “contextual features of 

environments and institutions that give rise to trauma, maintain it, and impact posttraumatic 
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responses” (p. 117). As such, it appears the United States’ criminal justice system perpetuates its 

own systemic trauma. According to Bronson and Carson (2019), nationwide there were 

1,489,363 people in state prisons at the end of 2017 with about 55% of this population serving 

time for a violent offense. While research pointed to percentages of incarceration decreasing by 

2% from 2017 to 2018, “the imprisonment rate of black males was 5.8 times that of white 

males…” (Carson, 2020, p. 1). Tyler and Brockmann (2017) discuss the stigma present for those 

that are currently or formerly incarcerated. Statistically, those who are incarcerated come from a 

lower socioeconomic status and have an increased risk of mental health issues; they are also 

unable to receive appropriate healthcare due to being uninsured, lacking a higher education, or 

experiencing homelessness (Tyler & Brockmann, 2017). Rabuy and Kopf (2015) found that 

“incarcerated people had a median annual income of $19,185 prior to their incarceration, which 

is 41% less than non-incarcerated people of similar ages” (para. 3).  

The systemic trauma and racial disparities within the criminal justice system become 

apparent after review of the literature. Historically, the solution to crime has been incarceration. 

When compared to other countries’ prison systems, “With less than 5 percent of the world’s 

population but nearly 25 percent of its incarcerated population, the United States imprisons more 

people than any other nation in the world…” (Drug Policy Alliance, 2018). With so many 

imprisoned, how much taxpayer money is put into rehabilitation to help inmates/patients learn 

skills needed to decrease recidivism and overall incarceration rates let alone address the systemic 

oppressions of class, race, educational level, and socioeconomic status?  

There is an important aspect of structure that includes rigid daily schedules, limited 

movement, and confinement that is seen within the forensic setting for the safety of staff and 

patients, the disadvantages can include loss of self-esteem and confidence, lack of privacy, lack 
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of socialization, loss of sensory limitations, lack of access to mental health resources, and a 

general disconnect from their communities (Hughes & Cormac, 2013). The importance of 

treatment becomes evident with so many United States’ citizens incarcerated, coupled with the 

disadvantages they face well before incarceration. 

According to the National Justice Institute (2019), there are a variety of treatment 

programs currently offered to those incarcerated in order to assist in one’s reentry into the 

community. Many of these rehabilitative services include academic education, career/technical 

training, cognitive behavioral therapy, anger management, employment preparation, sex offender 

treatment, substance use disorder treatment, and creative arts therapies. These individuals are 

able to work toward obtaining GEDs or college degrees, and learn valuable job trades. The 

services offered are typically delivered in group formats as a way to maximize resources and 

limit costs (National Institute on Justice, 2019). 

Mental Illness in the Forensic Setting 

Jachimowski (2018) discussed the impact deinstitutionalization has on people with 

mental health diagnoses and their ability to access services and treatment. The 1950s began a 

movement toward the treatment of mental illness on an outpatient setting, “Three forces drove 

the movement of people with severe mental illness from hospitals into the community: the belief 

that mental hospitals were cruel and inhumane; the hope that new antipsychotic medications 

offered a cure; and the desire to save money” (Yohanna, 2013, para. 5). Although there were 

many positive intentions behind the movement toward deinstitutionalization, providing necessary 

access to treatment on an outpatient basis is all but impractical due to the large number of people 

needing services and the lack of available resources in many areas. A research study by Silver et 

al. (2008) found that inmates who have received mental health services were more likely to have 
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violent committing offenses. Due to the lack of available preventative treatment in the 

community, it appears that deinstitutionalizing mental health services may be a contributing 

factor to why those with mental health diagnoses make up much of the violent offender 

population in prisons. Prisons were originally created to serve as punishment for those who had 

committed a crime, and not as treatment for those struggling with mental health issues. Given 

their distorted and, at times, disorganized thought processes, there is an increased risk for 

victimization of those with mental illness in the community as well as within forensic settings 

(Jachimowski, 2018). This victimization can add to the complexity of one’s experience as it 

relates to witnessing or experiencing trauma, as well as treating it. 

People who have been convicted of violent offenses and have been diagnosed with 

mental illness are also more likely to commit violence while incarcerated/hospitalized (Walters 

& Crawford, 2014). Walters and Crawford (2014) opined that major mental illness, as well as 

factors such as substance use and age, can be predictors for misconduct in prison. Trauma is the 

first potential impact on those who are incarcerated and are a witness to or victims of violence. 

There are two definitions this writer will explore.  

Trauma 

Generally, trauma is defined by Merriam-Webster online (2019) as, “a disordered psychic 

or behavioral state resulting from severe mental or emotional stress or physical injury” (para. 2). 

There are many ways one can be impacted by trauma that include physical, emotional, and 

psychological factors. The Substance Abuse and Mental Health Services Administration (2019) 

stated “individual trauma results from an event, series of events, or set of circumstances 

experienced by an individual as physically or emotionally harmful or life-threatening with lasting 

adverse effects on the individual’s functioning and mental, physical, social, emotional, or 
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spiritual well-being” (para. 1). One’s response to a traumatic event is individualized and can 

cause a myriad of issues that impact their ability to function in their world. Some symptoms 

include hypervigilance, flashbacks, dissociating, and a general increase in stress and arousal 

levels.  

One view of trauma presented by Sutton (2002) is, “Trauma does not occur due to the 

external factor of a single event. Trauma is enmeshed in an internal process of an attempt to 

assimilate how the event has irrevocably affected the individual” (p. 24). Sutton continues 

The effect of psychological traumatisation on individuals may be manifest in a range of 

well-documented effects: a shattered belief system; disempowerment and deskilling; 

feelings of helplessness and dehumanisation; loosened grasp of ‘reality’; mind/body 

alienation; disturbed sleep; acute attacks of fear; inability to engage in pre-trauma 

relationships and lifestyle; inability to trust or to feel safe. (Sutton, 2002, p. 74)  

Another view is the diagnosis of Post-Traumatic Stress Disorder (PTSD). For one to be 

diagnosed with PTSD, eight criteria presented by the DSM-5 (Diagnostic and Statistical Manual 

of Mental Disorders) (American Psychiatric Association, 2013) must be met. These criteria 

include exposure to a traumatic event(s) (either directly or vicariously), re-experiencing, 

avoidance, negative thoughts or feelings, trauma-related arousal, symptom severity, impairment 

of daily functioning, all not due to substance use, medication, or other illness (United States 

Department of Veteran Affairs, 2018). The symptoms associated with PTSD, (e.g., flashbacks 

and hypervigilance) are often mistaken for symptoms of a psychotic disorder (e.g., hallucinations 

and paranoia), which frequently lead to underreported diagnoses of PTSD or other trauma related 

diagnoses. 
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 Assessment. There are many ways in which trauma can be assessed. The Short Post-

Traumatic Stress Disorder Rating Interview (SPRINT) is a reliable and valid tool utilized by 

health professionals to assess recent distress related to the clusters of trauma symptoms in 

individuals as well as how these symptoms have interfered with daily activities and relationships 

within the past week (Connor & Davidson, 2001). Individuals are asked to rate a variety of 

questions on a Likert scale from “not at all” to “very much.” Another way to assess childhood 

history of trauma is the Adverse Childhood Experiences (ACE) Questionnaire. Research has 

linked responses to the ACE with the long-term sequela of trauma. According to Afifi at al. 

(2008), “among men, childhood physical abuse and having witnessed domestic violence were 

associated with all groups of psychiatric disorders…. Childhood sexual abuse was associated 

with any mood disorder and any psychiatric disorder” (p. 945). A study by Logan-Greene et al. 

(2014) also found a significant association between high ACE scores and poor mental health 

days across the cohort. The Resilience Questionnaire (Rains & McClinn, 2013), is also given in 

conjunction with the ACE. This tool can be helpful in determining the developed protective 

factors that individuals possess. Assessment is critical to effective and efficient treatment of 

trauma as it can serve to uncover potential barriers and provide mental health professionals a 

more comprehensive picture of the individual and their level of insight. 

Incarceration itself is a traumatic experience (Haney, 2002). There are many ways in 

which one’s humanness is stripped away. The act of being placed behind bars, being handcuffed, 

being locked in a cage during treatment groups, being referred to as a number, having one’s 

personal items searched routinely, and a lack of control over the physical environment, including 

space and situation, are just a few of the common experiences of those incarcerated. Incarcerated 

people may also feel a lack of safety, especially while witnessing violence or being placed on 
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administrative lockdown. There is a need to be hypervigilant to keep oneself protected from 

threats both real and perceived. It is important to note that many individuals within this setting 

can experience trauma that does not qualify for the diagnosis of PTSD. There are many different 

factors that can impact those within the criminal justice system including low socioeconomic 

status, oppression, and discrimination. 

Trauma and Aggression 

People within forensic settings can be frequently exposed to trauma (Junewicz et al., 

2017; Maschi et al., 2015; Sarchiapone et al., 2009). This finding does not consider the trauma 

that has happened pre-incarceration. The history of childhood trauma within the forensic mental 

health setting is notably high. An article by Carli et al. (2013) highlights the intersectionality of 

aggression, psychological resilience, childhood trauma, and psychiatric disorders in adult male 

prisoners. The researchers concluded that there is a relationship among “aggressiveness, 

impulsivity, childhood trauma, and psychiatric disorders” (Carli et al., 2013, p. 11).  

Research within a juvenile detention center in Illinois indicated that 92.5% of the 898 

participants experienced at least one traumatic event, and that 84% of the juveniles had 

experienced more than one traumatic event before incarceration (Abram et al., 2004). A study by 

Bosqui et al. (2014) found that “childhood abuse and neglect was associated with an increased 

risk of violence…” (p. 123). An article by Cuomo et al. (2008) discussed the prevalence of 

aggression, impulsivity, and lack of resilience in those who experienced childhood trauma. This 

study also found that these factors led to an increased likelihood of substance use. With the noted 

aggression within these settings, the need to focus on finding ways to address these behaviors in 

treatment becomes apparent. 
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Trauma-Informed Care 

Within the United States, there has been a movement toward providing trauma-informed 

care. According to Substance Abuse and Mental Health Services Administration (2019), the 

trauma-informed approach is “a model for organizational change in health, behavioral health, 

and other settings that promotes resilience in staff and patients. Key principles of this approach 

include organizational safety, trustworthiness, transparency, cultural sensitivity, collaboration, 

and empowerment among and between staff and patients” (para. 3). This approach may serve as 

beneficial given that developing a therapeutic relationship with a person that has experienced 

trauma can be particularly challenging due to historical lack of trust (Junewicz et al., 2017). 

Building and maintaining empathy can be struggle for the therapist due to conflicting views 

regarding the inmate as an offender as well as a victim of trauma (Annesley & Jones, 2013, p. 

29). However, when the treating therapist is operating from a trauma-informed lens, they can 

start to view the person as a whole being and not just a diagnosis, a mental illness, or a symptom. 

A literature review by Goff et al. (2007) found evidence of prisoners being victims of 

physical and/or neglect as children. This article also noted that a failure to address and treat this 

childhood trauma could lead to an increase in self-harm and suicidal behaviors within the 

incarcerated population. A study by Gosein et al. (2016) indicated there was a need for trauma 

treatment and recognition of trauma histories for those in the criminal justice system. Given the 

complexity of variables, it appears the trauma-informed care approach is important to use when 

working with those housed in forensic settings. Although experiencing trauma can provide a 

myriad of challenges, there can also be important opportunities for growth and personal 

development. 
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Post-Traumatic Growth and Resiliency. Post-traumatic growth is a concept that 

acknowledges the positive growth and change that can happen after someone experiences 

trauma. By striving to overcome these adversities, new opportunities and strengths can emerge 

for the individual to recognize within themselves. An article by Castellano-Tejedor et al. (2014) 

discussed the terms “post-traumatic growth” and “resilience” as well as their origins, as many 

feel they are synonymous. The authors noted the importance of the coexisting positive and 

negative emotions surrounding a traumatic event(s). Post-traumatic growth offers a search for 

meaning and an opportunity to integrate these experiences into their future.  

Ewert and Tessneer (2020) discussed the importance that experiential education can play 

in post-traumatic growth and resilience. Structured experiential activities can provide 

opportunities to successfully engage in, and not, avoid challenging situations. As one works 

towards developing these skills, they can increase their resilience and have the tools necessary to 

effectively manage future adversities. Increased resiliency can lead to increased emotional and 

psychiatric stability. It can also provide people with greater ability to make decisions when faced 

with choices that may be overwhelming (Ogińska-Bulik & Kobylarczyk, 2015).  

Cultural Considerations 

As research (Bronson & Carson, 2019) indicates that people of color are incarcerated at 

higher rates overall than Caucasian people. According to the American Music Therapy 

Association’s (2019a) Code of Ethics, it is important that music therapists gain cultural 

awareness and competence when working with a variety of populations. Multicultural awareness 

in music therapy practice provides increased opportunities for those from various cultures to be 

reached. Within many cultures exists different views and treatment practices when working with 

someone who has experienced trauma. “…. The determination of the existence of ‘trauma’, its 
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recognition, its manifestation in particular forms, or conversely, the lack of attention paid to such 

issues are influenced by fiscal, social, professional and political factors” (Sutton, 2002, p. 72). As 

such, what may be recognized as a traumatic experience in one household, may be an unspoken 

or unexamined aspect of daily life in another. These variables further contribute to the 

complexity of trauma treatment for the mental health care professional. Considering ones’ 

culture can include their socioeconomic status, race/ethnicity, gender, sex, and systems’ cultures. 

Cultural competence when working with those who have a history of trauma is 

paramount according to Gonzalez (2018) and Warfa et al. (2014). “Without an understanding of 

culture, it is difficult to gauge how individuals organize, interpret, and resolve their traumas” 

(Substance Abuse and Mental Health Services Administration, 2015, p. 64). Depending on the 

culture with which a person identifies, they may view trauma as a symptom, a disease, a somatic 

complaint, or something that is taboo. Culture may also impact one’s willingness to seek and 

comply with treatment. These factors can impact the therapist’s ability to connect with the 

individual and make progress towards overcoming the trauma. 

As “cultural, historic, and gender issues” is one of the trauma-informed care principles, it 

is important for music therapists to develop cultural empathy. Brown (2002) stated, “It is the 

process of gaining an understanding of the client’s personal cultural experiences with the aim of 

conveying this understanding” (para. 7). All of these components can impact treatment 

interventions and it is the responsibility of the music therapist to gain cultural competence 

through continuing education or supervision opportunities as necessary to address these 

complexities (AMTA, 2019a).  
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Music Therapy 

 Creative arts therapies seek to provide those with trauma histories the opportunity to 

explore the impact of trauma without providing verbal details or narratives. The neuroscience of 

trauma indicates that traumatic events are stored within one’s implicit memory, which is not 

accessible through explicit memory (Lubbers, 2019; Van Der Kolk, 2015). This means that 

traumatic experiences will present themselves implicitly, or unconsciously. Creative arts 

therapies can allow for the processing of trauma for those that may continue to feel traumatized 

or are sensitive to re-living the experience. 

When something reminds traumatized people of the past, their right brain reacts as if the 

traumatic event were happening in the present. But because their left brain is not working 

very well, they may not be aware that they are reexperiencing and reenacting the past- 

they are just furious, terrified, enraged, ashamed, and frozen. (Van Der Kolk, 2015, p. 45) 

Since trauma is preverbal and can be hard to put in logical and linear order, creative arts 

therapies help one to process these experiences through a variety of mediums, including art, 

dance/movement, and music. 

 There continues to be an increase in current research regarding the effectiveness of 

creative arts therapies when working with a wide variety of people who have experienced 

trauma. Desmond et al. (2015) discussed the importance of creative arts therapies for children as 

it provides an alternative to verbally processing events that can be confusing and scary for a 

child. Perryman et al. (2019) discussed the benefits of using creative arts therapies, such as 

dance/movement therapy, in order to explore physiological responses to trauma that are stored 

within the body. These physiological responses can be observed in one’s fight-or-flight 

responses. By working to combat these automatic reactions, it can lead to increased self-
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awareness, self-esteem, and cohesion for the individual. A research study by Blimling (2019) 

discussed the importance of listening to client preferred music when working on defensiveness 

and unresolved trauma symptoms. It also emphasized the importance of meeting the client where 

they are in terms of their relationship to their trauma as well as how they interact with others as a 

result. As mentioned above, it is noteworthy that the use of creative arts therapies may also 

mitigate the risk of re-traumatization, which is important to be mindful of when working within a 

trauma-informed care approach. 

Music therapy can be effective treatment for improving self-esteem, improving self-

expression, gaining a sense of control, and providing a sense of hope (Crowe & Colwell, 2007; 

Edwards, 2019; Hussey et al., 2008; Silverman, 2015; Sutton, 2002; Unkefer & Thaut, 2005). All 

of these outcomes are important the forensic mental health setting because within forensic 

systems, there is minimal opportunity for choice and control. Structure within these settings can 

provide predictability and safety; however, there is little opportunity for this structure to vary. 

Individuals wear specific uniforms and keep a rigid daily schedule, including access to meals, 

treatment groups, and maintaining their activities of daily living as a means to keep order within 

the facility and provide increased structure within their environment. Music therapy is one 

avenue to provide a sense of choice when there may be such little perceived opportunity 

otherwise. 

One tool that is used by music therapists is drumming. The use of drumming can provide 

a sense of safety and security by offering a grounding container, or safe space, for individuals’ 

feelings and thoughts to be explored (Slotoroff, 1994). Although freedoms can be taken away 

from people while incarcerated, Tuastad and O’Grady (2013) found music therapy can provide 
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an opportunity to escape the harshness of the setting as well as provide a sense of hope for their 

future through the creation and performance of music.  

When working with people who have experienced trauma, providing an opportunity to 

explore symptoms and find productive ways to manage such symptoms can be important to 

improving their daily functioning. Landis- Shack et al. (2017) explored social, cognitive, and 

biological mechanisms of adults with PTSD. This study found that music can help address 

symptoms of trauma such as intrusions, avoidance, negative cognition and mood, as well as 

arousal. Music can also serve as a grounding technique as well as a tool for increasing positive 

social interaction, reducing stress, and releasing excess energy. A study by Bensimon et al. 

(2008) explored the role of drumming for men who are diagnosed with PTSD. The results of this 

study indicated drumming led to increased cohesion, increased toleration of the exploration of 

emotions associated with trauma, and provided an opportunity for positive expression of 

emotions. Chen et al. (2014) found group music therapy was effective in decreasing symptoms of 

anxiety and depression within the prison population. These interventions can promote insight 

building and resilience.  

Providing opportunities for exploration and expression of emotion allows one to feel an 

increased sense of empowerment and control. Music can provide the unique opportunity for such 

expression. An article by Stolorow and Stolorow (2013) discussed the importance of blues songs 

to help one express the “traumatizing dimensions of the human experience” (p. 5). The value of 

music being used for the expression of emotions and experience is captured by the results from 

article by Daveson and Edwards (2001), which “suggested that song writing and song parody… 

consistently allowed for self-expression, while vocal recreation… and listening to songs being 

sung assisted in relaxation” (p. 140). 
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Difficulty managing the symptoms of trauma can lead to isolation and/or lack of 

motivation to engage in meaningful treatment. A pilot study by Silverman and Leonard (2012) 

indicated people with mental illness reported a higher attendance to music therapy groups that 

were active in nature, and concluded participants also had a higher perception of enjoyment. 

Music therapy can serve as a way to motivate and engage individuals who have previously been 

resistant to traditional treatment methods. 

Problem Statement 

There is a plethora of evidence in the fields of trauma and music therapy highlighting the 

importance of music therapy’s application in managing symptoms of PTSD as well as providing 

opportunities for choice and a sense of control within sessions. Music therapy continues to 

demonstrate effectiveness in learning a variety of skills that would be of great benefit for people 

with symptoms of trauma. These can include expressing one’s emotions in a healthy and safe 

manner, providing a container where a myriad of emotions can be explored during the sessions, 

and opportunities to learn about their trauma symptoms through psychoeducational interventions. 

As the field of music therapy continues to expand and provide evidenced-based treatment 

interventions for a variety of clientele, a trauma-informed care treatment manual for music 

therapists working within the forensic mental health population would fulfill a gap in resources. 

Given the complex intersectionality of this population, this writer presents a music therapy 

treatment manual designed to assist/treat individuals who are incarcerated with severe mental 

illness and a history of trauma. This manual will provide information regarding trauma 

symptoms, music therapy interventions, as well as handouts that can be used within sessions. 
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Development 

Design 

 This treatment manual is designed to be a resource for music therapists working within 

forensic mental healthcare settings. It utilizes trauma-informed care and humanistic approaches. 

This manual is broken down into different chapters allowing for easier utilization. These chapters 

include trauma-informed music therapy with considerations for the structure of the setting, 

interventions designed specifically for the forensic population, assessment tools, and 

psychoeducational information regarding the identification of trauma symptoms and symptom 

management, as well as considerations for multicultural music therapy. It includes 

psychoeducational components and sample worksheets to use within music therapy sessions for 

interventions such as symptom recognition, songwriting, and role-playing improvisation. 

 This manual is intended to use for group therapy based on a 14-week session system, 

with weekly sessions being 120 minutes. Research (Burlingame et al., 2018; Gold et al., 2009) 

indicates that music therapy groups experienced greater sense of cohesion and increased 

effectiveness when attending therapy for greater lengths of time. This writer has found that this 

duration of session allows for an increased amount of time to explore a variety of topics and 

experiences. It also creates opportunities that allow group members to collaborate and decide the 

trajectory of the music therapy session. 

Procedure 

 The first step of creating this manual was to review current literature and existing 

manuals used by allied healthcare professionals to treat and address symptoms of trauma. Next, 

this writer found preexisting assessments and questionnaires that music therapists are qualified to 

administer. Based on these existing assessments, an assessment was created by this writer to 
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inform the music therapy interventions provided within this manual. Interventions are provided 

using this writer’s experience working within a forensic mental healthcare facility as well as 

using evidenced-based music therapy research. These interventions are also grounded in 

preexisting strategies that have been proven efficacious by other allied healthcare professionals. 

Evaluation 

 This project was evaluated by two music therapists who work with the forensic mental 

health population. These evaluators looked for adherence to scope of practice and code of ethics 

for music therapists, organization of material presented, quality of information included, and 

overall usefulness for music therapy professionals. Feedback was provided in email format and 

included content regarding physical safety, managing conflict, and group dynamics. There was 

also discussion of multicultural components as well as assessment processes. These changes will 

be considered and incorporated for future publications of this manual. 
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Introduction 

This project was borne out of my work within the forensic mental health setting. During 

my internship it was recommended that I become involved in a trauma treatment group that was 

co-led by psychologists. As I began to add music interventions, which moved patients to tears, 

the need for a music therapy and trauma focused-group became evident. After many 

conversations with a colleague and psychologist, Dr. David Rosenblatt, PsyD, came the creation 

of a music therapy and trauma treatment curriculum, which we co-led until his departure from 

the facility. After he left, I continued to perfect the interventions and session plans with input and 

peer-supervision from music therapists, Tara Brinkman, MT-BC and Kim Lloyd, M.A., MT-BC.  

From the beginning of my career, I realized there is significant potential for exposure to 

traumas within these institutions, and this does not just include exposure pre-incarceration 

(Junewicz et al., 2017; Maschi et al., 2015). As many patients shared their experiences within 

various facilities, it became apparent that working to understand these events and their impact is 

an important job of the therapist. Establishing a safe environment, listening with openness, and 

bringing transparency allowed me to discover the significant influence these events had and 

continue to have on group members. These aspects of therapy served as a way for me to connect 

with them on a deeper level. I recognize that I have never shared their experiences related to 

being incarcerated, including, but not limited to, isolation from support systems, grieving over 

loss of freedom and/or loss of privacy, seeing friends and acquaintances become victims to 

extreme violence, and the constant need to be hypervigilant in order to maintain a sense of 

safety. Finding ways to connect to one another through our shared humanness provided 

opportunities for my patients to feel validated, heard, and understood. 
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There can be a stigma associated with individuals within these settings due to their 

histories of dangerousness, impulsivity, substance use, and mental illness. Much of the current 

presentation and behavior of those within the forensic mental health system can be attributed to 

previous traumatic events and experiences (Haney, 2002; Junewicz et al., 2017; Maschi et al., 

2015). The trauma-informed care approach strives to remove the lens of stigma and 

generalizations about a specific group of people. The philosophy of trauma-informed care 

changes the question, “What is wrong with you?” to “What happened to you?”. Once I learned 

about and received training on this approach, it quickly became a mindset that I strived to bring 

to every treatment group I provided and beyond. 

I believe it is tantamount that advocacy and implementation of the trauma-informed care 

approach is grassroots and not cast down from administration. It starts with conversations 

between colleagues and patients. It means working to increase opportunities for collaboration 

and transparency within the therapy setting. As music therapists, advocating for access to music 

therapy services is something we are very familiar with. I feel that many music therapy 

interventions can be effectively used in trauma-informed ways to benefit those within forensic 

mental health settings. 

 This manual will introduce what trauma-informed music therapy within forensic mental 

health settings can look like, as well as a 14-week session plan outlining potential 

psychoeducational components and music therapy interventions. The manual is intended for use 

only by board certified music therapists. Topics will include PTSD criterion per the DSM-5, 

psychoeducational components related to triggers, substance abuse, building and maintaining 

healthy relationships, emotional regulation, fostering post-traumatic growth and building 
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resiliency. Cultural considerations, including various prison cultures, race/sex, marginalized 

minorities, socioeconomic status, systemic trauma, and historical trauma will also be discussed. 

 Assessment. Research shows that Adverse Childhood Experiences (ACE) Questionnaire 

can identify increased risk factors to various aspects of one’s health as well as correlate with 

violence (Centers for Disease Control and Prevention, 2020). It may prove important for music 

therapists to conduct this assessment within mental health facilities to provide a more well-

rounded history of the group member. It can also help to identify specific areas of trauma to 

focus interventions on, such as (physical or emotional) abuse, (physical or emotional) neglect, 

household dysfunction, mental illness, and incarceration.  

What factors into someone’s resiliency? How can one learn from the results of these 

assessments and utilize them as an opportunity to grow? An assessment that generally pairs well 

with the ACE is the Resilience Questionnaire (Rains & McClinn, 2013) as it can serve as starting 

point to reflect on and discover protective factors that exist. Another assessment, the SPRINT 

(Connor & Davidson, 2001), is a valid tool that is utilized to determine recent stress (within the 

past week) related to a past traumatic experience or event. These tools can provide music 

therapists with insights into individuals’ functioning and can be beneficial if the person is not 

willing to verbally share their experiences during group. 

 Disclaimer: This manual includes session plans and interventions that utilize artists and 

song selections that one may find controversial, either by artist behavior or suggestive lyrics. It is 

important to avoid the risk of re-traumatization within the trauma-informed care approach; 

however, I believe that using these specific songs and artists with intention can provide unique 

opportunities to have open discussions about trauma, stigmas, and legal issues that may make it 

easier to relate to. The ability to recognize that some may not face legal repercussions after 
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inflicting trauma on another person and having discussions related to the challenges of 

continuing to live in a world where the person who caused trauma is co-existing can profoundly 

impact lives. Your group members may have personal experience with this. It is through these 

challenging, but necessary conversations, that growth and resiliency become possible. 
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Part I: Trauma-Informed Care 

The trauma-informed care principles were adapted for this population originally stated by 

Substance Abuse Services Healthy Administration (2015) are as follows:   

• Safety: Working to ensure that people are physically and psychologically safe 

• Trustworthiness and Transparency: Decisions and intentions within therapy are made to 

build and maintain a sense of trust and honesty 

• Peer Support: Willingness to participate in order to find connection and develop 

resilience through shared experiences 

• Collaboration and Mutuality: Recognizing the power differentials that exist within the 

therapeutic setting and working to build a sense of partnership 

• Empowerment, Voice, and Choice: Highlights the resiliency and strengths of others and 

strives to nurture the voice and choices of those music therapists serve 

• Cultural, Historical, and Gender Issues: Recognizes and strives to move past stereotypes 

and biases based on a variety of factors; Provides access to responsiveness services  
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Part II: Post-Traumatic Growth and Resiliency 
 

In life people can experience challenges and adverse experiences. Working to overcome 

these adversities can offer a potential for growth and change. There has been much research into 

the positive impact that facing adversity can have on one’s life (Ewert & Tessneer, 2019; Joseph, 

2015; Ogińska-Bulik & Kobylarczyk, 2015; Sehgal & Sethi, 2016). It can lead to new 

opportunities and perspectives on one’s outlook of life. Overcoming traumatic experiences can 

also lead to the ability of more easily navigating challenges in the future. 

Post-Traumatic Growth acknowledges the positive outcomes that experiencing trauma 

can have on one’s life. It was borne out of positive psychology, which examines and relies on the 

strengths of the person to self-actualize, or work towards realizing their fullest potentials 

(Castellano-Tejedor et al., 2014; Ogińska-Bulik & Kobylarczyk, 2015; Yalom, 2005). This 

concept can allow the therapist to provide support to the individual as they determine what 

growth will look like and explore various aspects of themselves. It is believed that post-traumatic 

growth does not only occur once the traumatic event is processed and “overcome,” but that it can 

occur simultaneously while experiencing active symptoms from the trauma (Joseph, 2015). This 

can become complex to determine, however there are researched assessment tools (SPRINT and 

Posttraumatic Growth Inventory) that can measure post-traumatic growth as well as the severity 

of current trauma symptoms (Connor & Davidson, 2001; Tedeschi & Calhoun, 1996). 

Resiliency occurs when one demonstrates the ability to adapt as a result of traumatic or 

adverse experiences (American Psychological Association, 2012). Typically, these experiences 

can lead one to develop maladaptive behaviors as a result, however when one focuses on their 

strengths growth and potential abound. A study by Sehgal and Sethi (2016) found a connection 

between resilience and post-traumatic growth. This concept is an important aspect to consider 
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when working on goals within the forensic mental health population and can be viewed as a 

strength individuals already possess when they come into group therapy. Music therapy provides 

unique opportunities for group members to continue on their journey through post-traumatic 

growth and realize their fullest potentials. “Music therapy may be considered a resilience- 

enhancing intervention, as it can help trauma-exposed individuals harness their ability to recover 

elements of normality in their life following great adversity” (Landis-Shack et al., 2017, pp. 338-

339). When promoting the resilience that group members possess, the music therapist can 

provide opportunities for individual to feel successful within the group setting.    
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Part III: Confidentiality and Rights to Privacy (See Appendix A) 

According to the American Music Therapy Association (AMTA; (2019a) Code of Ethics, 

music therapists respect the dignity and rights of all. Music therapists should also “respect and 

protect clients’ confidentiality at all times and follow any applicable institutional or legal rules 

and regulations…” (AMTA, 2019a, para. 14). Group members have a right to confidentiality and 

this right can only be breeched as indicated within the limits of confidentiality in the form 

attached. Group members are also expected to maintain their peers’ right to privacy. Group 

members should maintain the privacy of all group dialogue and discussion and should not share 

this outside of the group setting. Along with a humanistic approach, the music therapist must 

“actively listen to their clients and affirm and validate their experiences” (AMTA, 2019a, para. 

24). As the music therapist works to actively listen and validate the individuals’ experiences, 

there becomes a greater sense of safety and stronger therapeutic relationship. 

Group members will be expected to introduce themselves to new members of the group 

who arrive. Group members will have the ability to decide which order and the types of music 

therapy interventions they would like to use during sessions. Providing opportunity for choice 

and collaboration is important within the trauma-informed care approach to music therapy. The 

group members will be able to participate at a level in which they are comfortable and will not be 

pressured to perform by group members or the leader. Group members are expected to provide 

support and feedback for one another while contributing to a safe and nonthreatening 

atmosphere. 
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Part IV: Obligations of the Therapist 

 Yalom (2005) described an important role that a therapist plays within the group stating, 

“The basic posture of the therapist to a client must be one of concern, acceptance, genuineness, 

empathy. Nothing, no technical consideration, takes precedence over this attitude” (Yalom, 

2005, p. 117). When a group is newly forming it is important for the therapist to set the 

expectations under which the group will function. The therapist must come from a place of 

support and create an atmosphere of safety where the group members are able to trust the 

therapist and each other. Music therapists must comply with the AMTA Standards of Clinical 

Practice and Code of Ethics (AMTA, 2019a; AMTA, 2015). 

 It is important that the integrity of the group structure is maintained by the therapist as 

this provides consistency and a sense of security. The music therapist will provide opportunities 

for group members to share their experiences as they feel comfortable. The therapist will 

maintain confidentiality of group members, unless indicated regarding safety to themselves or 

others. The therapist may  provide guidance or prompts as necessary in order to ensure session 

content is on task. The therapist will gain insight from group members regarding the session 

interventions, their perceived usefulness, and provide opportunities for choice within the session. 

The music therapist will ensure that individualized treatment goals for each group member are 

tracked and documented according to facility requirements. The group members’ primary 

clinicians should be notified if an issue arises within the therapy session. If there is conflict 

within the group, the music therapist is responsible for ensuring the safety and respect of all 

group members. 

It is important that group members will be provided with a break during the 120-minute 

sessions as necessary. 
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Part V: Music Therapy Assessment Tool 
 

Design 

 This assessment was designed using information from various assessments reviewed in 

the literature (Bruscia, 1988; Hays, 2013; Hughes & Cormac, 2013; Isenberg-Grzeda, 1988; 

Wilson, 2005). General information will be gathered within this assessment tool through 

interview and chart review, including history of trauma, substance abuse, aggression, self-harm, 

self-identified coping skills, as well as musical preferences. Discovering musical preferences 

allows for music therapy to be more effectively utilized, and the patient may be able to relate 

more to their preferred music genre and style. Using a music therapy assessment can allow for 

“varying levels of self-disclosure” depending on the interventions utilized (Bruscia, 1988, p. 7). 

This assessment focuses on the patients’ verbal and nonverbal responses to music therapy 

interventions. These interventions include improvisational methods and lyric analysis, which 

allow for various forms of expression. 

 This music therapy assessment tool highlights the patient as an active participant in the 

treatment team. Their choices are paramount to the music therapy function. Having the ability to 

make choices is empowering to the patient, who has probably had very little input or control 

within the criminal justice system. The therapist can foster opportunities when “….The therapy 

sessions are relatively nondirective compared to a structured activity session, the patient has a 

large amount of control over what happens within the boundaries of the session, and in 

negotiation with the therapist” (Hughes & Cormac, 2013, pp. 69-70). Being able to have choice 

and control within the therapy session can help to improve their perception of the effectiveness 

of the therapy. 
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World View 

The Functional Music Therapy Assessment for Mental Disorders (FMTA-MD) was 

created by this author and is based on a humanistic, person-centered, and trauma-informed. It 

allows for varying degrees of participation based on the comfortability of the patient. This 

assessment also creates opportunities for patients to guide the intervention order and length. This 

can be observed by noting their engagement level, including active and passive. This means that 

the patient can decide how much or how little they want to play the instrument, how much they 

want to engage in conversation on a specific topic, etc. Additionally, it requires skill from the 

music therapist to adapt and be flexible by using the ques from the patient as they respond to the 

assessment. To adhere to the tenets of the humanistic and trauma-informed care approaches, 

patients should be encouraged to have the opportunity to participate in their treatment plan. With 

such little opportunity for choice and a sense of control it is imperative that patients within this 

population experience the freedom to choose and explore different levels of autonomy. This 

writer also believes in the need to utilize strengths in order to make positive changes in the lives 

of patients. Music therapy has been shown to be a motivator for change and active engagement 

in the therapy process (Silverman & Leonard, 2012). 

Objective 

 The purpose of a music therapy assessment within the forensic mental health setting 

will be descriptive, according to Bruscia (1988), and will strive to better understand the 

patient and their world. A descriptive assessment tool means “efforts are made to understand the 

client and their world only in reference to themselves” as well as prescriptive, meaning “efforts 

are made to determine treatment needs of the client, and to provide a data base for formulating 

goals, determining service needs, placing the client in the appropriate programs, and identifying 
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the most effective methods of treatment” (Bruscia, 1988, p. 5). This is important within the 

mental healthcare setting because the music therapist may be a member of the patient’s 

treatment team and can determine patient treatment goals and objectives based on the results 

of this assessment. Deciding goals and objectives should also be collaborative in nature, as the 

patient may have identified their own personal goals. 

 According to Isenberg-Grzeda (1988), there are many different factors to be considered 

when creating a music therapy assessment. Most of the music therapy assessments reviewed by 

this author dealt with the mental health population, but only a few were specific to forensic 

mental health. The assessments reviewed were also not specific to the institutional requirements 

of a music therapist working as a rehabilitation therapist. An assessment tool which could be 

used within a group setting and observe interactions between group members was viewed as 

important in the creation of this assessment tool as most therapy offered within forensic mental 

health settings is in the format of a group.  

 This writer has chosen a variety of improvisational and lyric analysis interventions due to 

her own experience and relationship with music. Improvisation is also relied on heavily within 

the institution this assessment was originally designed to serve. The tool has three scales, which 

include social/emotional, psychological, and cognitive domains. (Choi & Graham-Bermann, 

2018; Habib & Labruna, 2011; Kim et al., 2019). 

Instructions 

 The social/emotional scale will assess the patient’s awareness through interactions with 

others during instrument improvisation. The improvisation will be structured as follows: each 

patient will go around the circle and play a short improvisation three times in total. After one 

patient completes their improvisation, it is repeated by the next patient and then that patient 
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creates a new improvisation to be repeated for the next in the circle. Impulsive playing behaviors 

will be noted. If the patient is able to do this three times, “always” will be circled. If they are able 

to do this one to two times, “sometimes” will be circled. If the patient does not demonstrate this 

ability, “never” will be circled.  

Whether the patient can demonstrate awareness during the music intervention can be 

assessed based on their ability to adequately repeat rhythms of others. If they are able to do this 

all three times, “always” will be circled. If they are able to do this one to two times, “sometimes” 

will be circled. If they are unable to repeat any rhythm, “never” will be circled. Is the patient able 

to maintain appropriate eye contact with others during musical interactions? If they are able to do 

this all three times, “appropriate” will be circled. If they are able to do this one to two times, 

“sporadic” will be circled. If they are not able to maintain appropriate eye contact, 

“inappropriate” will be circled. The patient’s ability to identify their emotions will be assessed 

after this intervention when the therapist asks, “How do you feel after this activity?” The 

therapist may provide example lists of emotions as necessary (See Appendix B). The therapist 

will note the patient’s response in the blank provided and note if they are unable to identify a 

current emotion. 

“Psychological scales” will assess the patient’s insight into psychiatric symptoms as well 

as psychiatric symptoms present during music therapy assessment. This scale will be assessed 

during a lyric analysis intervention. For each session, the music therapist will choose a song 

discussing various psychiatric symptoms which will be played live or through a recording (See 

Appendix H). After the song is presented, the music therapist will ask questions related to the 

song, including asking the patient to identify psychiatric symptoms in the song. If the patient is 

able to identify two or more psychiatric symptoms, a “2” will be given. If they are able to 
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identify one psychiatric symptom, a “1” will be given. Lastly, if the patient is not able to identify 

any psychiatric symptoms in the song, a “0” will be given.  

 If the therapist sees psychiatric symptoms present at any time during the music therapy 

assessment, the intervention and type of symptom will be noted qualitatively in the space 

provided. Symptoms can present as responding to internal stimuli, which may be observed as 

laughing, talking, gesturing, or mumbling to oneself; disorganized thoughts, which may include 

inability to form logical, linear, or on-topic responses; mood liability, which would be indicated 

by quick succession of observable mood changes; and/or tangential speech, which may be 

observed as unfocused or irrelevant conversation topics. 

 The cognitive scale will assess the patient’s ability to follow direction, short-term 

recollection, and ability to read. These can be assessed at various times throughout the 

assessment session through lyric analysis and observation of ability to complete tasks asked. If 

the patient does not require prompting to following directions, an “always” will be given, if the 

patient requires one to two prompts to follow directions, a “sometimes” will be given, and if the 

patient is not able to follow directions regardless of number of prompts, a “never” will be given. 

The patient’s ability to read will be assessed during the lyric analysis intervention. The therapist 

will ask that the specific lyric representing a psychiatric symptom to be read aloud. They may be 

provided up to four opportunities for success. If the patient is able to do so, a “yes” will be given. 

If the patient is unable to read a lyric when asked, a “no” will be given. The therapist may also 

look at preexisting assessment data from other disciplines that assess this area if available. 
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Functional Music Therapy Assessment- Mental Disorders (FMTA-MD) 

First Name: _________________ Last Name: ____________________  Date: ____________ 

Background Information:  

Age: _____   Sex: _____________  Race(s): _______________________________________   

Ethnicity(s): _______________________________________   

Psychiatric Diagnosis: _________________________      Penal Code: _________  

History of Trauma: Yes   No (describe): ____________________________________________ 

Substance abuse history: Yes    No (Substances used): ________________________________ 

Aggression history: ______________________________________ 

Self-harm history: _______________________________________ 

Self-identified coping strategies: ___________________________________________________ 

______________________________________________________________________________ 

General music preferences: 

• Genres: ________________________________________ 

• Artists: ________________________________________ 

• Songs: ________________________________________ 

 Other general information gathered: 
______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________

______________________________________________________________________________ 

______________________________________________________________________________ 
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Music Therapy Intervention: Instrument Improvisation 

Social/Emotional Scale: 

1. Does the patient wait their turn to play? (Circle one.)  

Always  Sometimes  Never 

2. Does the patient demonstrate awareness during the intervention? (Circle one.) 

Always  Sometimes  Never 

3. Can the patient maintain appropriate eye contact with others during musical interactions? 

(Circle one.) 

Appropriate  Sporadic  Inappropriate 

4. Can the patient identify their current emotion state? (Circle one. If yes, fill emotion in 

blank.)  Yes _____________________   No 

5. Choice of instrument: ________________________________________ 

Music Therapy Intervention: Lyric Analysis 

Song used: _______________________________________________________ 

Psychological Scale: 

• Can the patient identify psychiatric symptoms presented in the song? (Circle one.) 

2   1   0 

• Are there current psychiatric symptoms present? (Circle one.) Yes  No 

If yes, what are they (responding to internal stimuli, thought disorganization, mood 

liability, tangential speech)? 

________________________________________________________________________ 
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Collected overall during assessment session(s) 

Cognitive Scale: 

1. Does the patient demonstrate the ability to follow directions? (Circle one.) 

Always  Sometimes  Never 

• Is the patient able to remember all assigned tasks? (Circle one.) 

Always  Sometimes  Never 

• Is the patient able to read aloud a lyric when asked during lyric analysis? (Circle one.) 

Yes    No 

Other general observations: 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 
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Summary 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

______________________________________________________________________________

______________________________________________________________________________ 

Recommendations 

Identified Strengths: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Identified Needs: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

______________________________  ________________________ 

Signature of Music Therapist    Date 
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Part VI: Psychoeducational Components 

Week 1: Establishing the basis for a Trauma-Informed Care Music Therapy Group 

It is important to build rapport when working with the forensic mental health population. 

The building of rapport within this population can be especially challenging given the 

personality pathology as well as lack of trust of people in authority positions. By implementing 

the core trauma-informed care principles throughout the duration of therapy, this writer found it 

easier to build and maintain trust among group members. 

The trauma-informed care principles are as follows:   

• Safety 

• Trustworthiness and Transparency 

• Peer Support 

• Collaboration and Mutuality 

• Empowerment, Voice, and Choice 

• Cultural, Historical, and Gender Issues 

Session Overview 

Establishing group expectations- Ask yourself the following questions: What should 

group members expect from the therapist? What do group members expect from each other, and 

what does the therapist expect from group members? These group expectations should serve as a 

contract between and among all group members. These should be discussed during the first 

session and can be posted in the group room or given to each group member individually. 

Examples of a music therapist expectation: “I want this group to be a safe space where each 

person can feel relaxed and secure enough to share and participate.” 
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Discussing confidentiality- It is important to lay this out during the first session and allow 

it to be discussed periodically across sessions if it arises as the safety of group members is a 

priority within the trauma-informed care approach. Example of a therapist expectation: 

“Anything that is said in this room is confidential, unless it rises to the level of self-harm or 

wanting to harm others. Then I will need to take the appropriate actions, which may be 

contacting your treatment team, etc., in order to keep you and others safe.” 

Providing consistency is important. Providing a schedule for the group allows for 

transparency between the therapist and group members. This may be written on a space that each 

group member has access to at the beginning of each group. Providing flexibility within the 

session can also allow for an increase in collaboration.  

It is important the therapist explain the check-in process that will be followed at the 

beginning of each group. There are two emotion face sheets provided in this manual- one with 

word identifiers and one without. Please note that group members may require guidance and 

prompts to identify their emotions in the beginning, but may move towards needing less structure 

as their independence increases over time.  

A lot can happen from one week to another, checking-in (verbally and/or musically) to 

get a sense for where each group member is starting at can help to guide the session and make 

their immediate needs a priority. Each week every group member will provide a written check-

in; however, in the following sections this author will describe how check-ins can become 

essential in musical opportunities. It is important that all group members have an opportunity to 

be heard during each session. By providing an emotion check-in, the music therapist can easily 

track group members’ emotions throughout the weeks as well as identify musical preferences for 

potential use in later sessions. As trends emerge over time, the music therapist may choose 
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patient-identified songs in sessions for lyric analysis or choose different songs by the same 

musical artists. 

Providing opportunities for choice can be valuable when working with those in a forensic 

setting, and it is also an important aspect within trauma-informed work. Music therapy can 

provide ample opportunities for decision making; and gaining a sense of control over one’s 

experience when choosing what instruments to play and how much to actively participate within 

the music interventions. 

Assessment. The music therapy assessment can be completed within this session (please 

see previous section for music therapy assessment). This will assess for nonmusical and musical 

skills through improvisation and lyric analysis. Other assessments that this author uses to 

determine prevalence of trauma and/or current severity of trauma symptoms include, the Adverse 

Childhood Experiences (ACE) Questionnaire (Substance Abuse and Mental Health Services 

Administration, 2018), Short Post-Traumatic Stress Disorder Rating Interview (SPRINT) 

(Connor & Davidson, 2001), and Resilience Questionnaire (Rains & McClinn, 2013). 

• If these assessments are given during group, it is important to check in with the group 

to identify if they have been triggered by recalling stressful and/or traumatic 

information. These assessments can be given slowly over a few sessions, and can 

provide the opportunity to process information within the group setting. 

Improvisation can be a tool to quickly build rapport with group members; and it can be 

used as a way to assess for a variety of characteristics like level of participation, instrument 

choice, affect, and interaction with others during instrument play. Wigram (2004) concluded that 

it is important the music therapist provide a steady and grounding beat during initial 
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improvisation as it can provide a stable foundation for group members to explore the instruments 

for their first time together. 

Lyric analysis is a tool to use when teaching group members about trauma as it will allow 

group members the opportunity to discuss and identify with the multitude of traumatic 

experiences one can face. This can be crucial when initially approaching trauma as there can be 

opportunities to discuss trauma in a general sense as it may be too emotionally laden to discuss 

specific personal trauma in the beginnings of a group setting. 

Session Interventions 

I. Check-in 

1. Group members will complete the emotion check-in sheet (See Appendix B), in 

which they will identify their current emotion, rate it on a scale of 1-10 of 

intensity, and provide a song that reminds them of the past week.  

2. The music therapist will provide group members the opportunity to voluntarily 

share their personal check-in. Further discussion may be warranted either within 

the group setting or on an individual basis. 

II. Creating Group Rules and Expectations 

1. The music therapist will create a space in which all the values and expectations of 

each member are heard. 

2. A list of what group members expect from each other and of what they expect 

from the therapist will be created. The therapist’s expectations from the group 

will also be presented (e.g., timeliness, confidentiality, support, space and 

opportunity to be heard, transparency, and keeping the group on task). 
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III. Improvisation 

1. For the first session (and anytime a new group member joins), the music therapist 

can introduce the group members to each instrument available and provide a 

demo of potential uses of each instrument. If the instruments could be considered 

contraband items, the music therapist will make new group members familiar with 

facility policies when working with such items (e.g., counting of items before and 

after group and when anyone leaves the group room). 

2. The music therapist will lead a discussion regarding the various aspects of 

instrument improvisation, including how to find the beat of the music, and 

brainstorm with group members’ options for changing their dynamics during play. 

3. The music therapist will start the improvisation by creating a steady beat and 

prompt the group members to imitate the exact beat and rhythm that the music 

therapist is playing. By providing initial structure in the form of a simple, steady 

beat, the music can allow for further exploration and expression of emotions. This 

structure and sense of safety within the group setting can lead to increased depth 

into trauma work for group members in following sessions (Slorotoff, 1994). 

4. The music therapist will assess group member interactions within the group 

dynamic as well as perceived level of engagement within the improvisation 

experience. The music therapist may change their playing in order to stimulate 

musical conversation or participation. 

5. After the improvisation has ended, the music therapist will lead a discussion 

regarding the playing. Questions may relate to the different dynamics within the 

musical expression, what it was like to play an instrument (potentially for the first 
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time), what it was like to play with a group of people, and their overall assessment 

of the improvisation (perceived cohesiveness). It is important to allow group 

members to feel safe to share their experience as well as provide the space for 

each member to have a therapeutic experience. 

IV. Lyric Analysis- Example: “Radioactive”- Imagine Dragons (Grant et al., 2012) 

1. The music therapist will lead a discussion regarding the various types of trauma: 

§ Physical/Emotional/Sexual Abuse 

§ Physical/Emotional Neglect 

§ Household Dysfunction (mental illness, incarcerated relative, substance abuse, 

divorce, witnessing domestic violence) 

2. The music therapist will provide lyric sheets that have each line of text numbered. 

This is important to do throughout sessions when lyric analysis is utilized as it 

makes locating specific lyric content easier. Many of these songs are best if heard 

by the original artist to comprehend the full messages. It is possible that some 

may be recreated live by the music therapist in future sessions. There are many 

different songs that can be utilized to address the specific types of trauma 

mentioned above, however this writer has found the following songs to be 

especially effective when introducing trauma treatment within this population: 

“Gangsta’s Paradise” by Coolio (Ivey Jr. et al., 1995), “Family Portrait” by P!nk 

(Moore & Storch, 2002), “Radioactive” by Imagine Dragons (Grant et al., 2012, 

3:06), and “Walking on a Thin Line” by Huey Lewis (Pessis & Wells, 1983). 

3. It is important within the first session to assess their current thoughts and feelings 

regarding their experiences with trauma. 
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V. Closing Improvisation 

1. As the content of the first group may have started to bring up unwanted 

memories, it is important to end with a short (3-5 minute) improvisation with a 

steady beat for the group members. This improvisation can be discussed briefly as 

a way to close. 

2. Part of being transparent is letting group members know the content for the next 

session. Changes can always be made during session planning outside of group, 

but the music therapist should strive for transparency. 
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Week 2: Post-Traumatic Growth and Change 

Session Overview 

It is important within trauma-informed care to set goals as goals serve as a way to 

empower group members and help them to feel control of their healing process (Substance 

Abuse and Mental Health Administration, 2014). It is also salient to understand what the 

individual group members want to get out of the group so that the music therapist may tailor 

music therapy interventions in order to address trauma symptoms while working on personal 

goals of group members. Some of these goals may be in the area of growth and healing, building 

resiliency, managing symptoms, increasing self-esteem, and nurturing relationships. 

Session Interventions 

I. Check-in 

1. The music therapist will provide the check-in sheets and will allow group 

members to verbally share their current emotion state as they feel comfortable. 

Further discussion may be warranted either within the group setting or on an 

individual basis. 

II. Improvisation 

1. The music therapist will lead an improvisation by creating a steady beat and 

allowing group members to express themselves using percussive instruments. 

2. The music therapist will assess group member interactions within the group 

dynamic as well as perceived level of engagement within the improvisation 

experience. The music therapist may change their playing in order to stimulate 

musical conversation or participation. 
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3. After the improvisation has ended, the music therapist will lead a discussion 

regarding the playing. Questions may relate to the different dynamics within the 

musical expression, what it was like to play an instrument (potentially for the first 

time), what it was like to play with a group of people, and their overall assessment 

of the improvisation (perceived cohesiveness). 

III. Introducing concepts of post-traumatic growth and resilience 

1. The music therapist will lead a discussion regarding the idea of post-traumatic 

growth and resilience. If the music therapist has utilized the Resilience 

Questionnaire (Rains & McClinn, 2013) with group members by this time, it may 

be utilized to guide conversation, including identification of protective and 

contributing factors. 

IV. Lyric Analysis- Example: “Man in the Mirror”- Michael Jackson (Ballard & Garrett, 

1987) 

1. The music therapist will provide group members with the numbered lyric sheets 

for “Man in the Mirror”- by Michael Jackson. The music therapist will recreate a 

live version of the song and will then lead a song discussion surrounding change, 

personal responsibility, awareness, resiliency, and finding direction or meaning in 

our lives. 

2. The music therapist will introduce the idea of developing personal goals within 

treatment groups. At this time the music therapist may also discuss individual 

goals that each group member may have from their referring treatment team. 

3. The music therapist will use the SMART goal setting sheet (See Appendix C) in 

order to assist group members in creating their goals. 
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V. Closing 

1. The music therapist will provide the group members with an opportunity to share 

their SMART goals with fellow group members. 

2. A short instrumental improvisation may be used to promote a sense of 

empowerment and hope for their future.  

  



 
 

 
 

53 

Weeks 3-6: Post-Traumatic Stress Disorder DSM-5 Criteria 

Session Overview 

As one continues to work with people that have experienced trauma it is important to 

review the DSM-5 criteria of PTSD. Although they may not meet all of the criteria to qualify for 

the diagnosis, group members have probably experienced many of the symptoms that will be 

reviewed. Within trauma-informed care it is important to understand the maladaptive ways in 

which one may respond to traumatic events within the following domains: 

• Behavioral 

• Emotional/Physical 

• Psychological 

The check-in process should continue throughout these sessions as a way to provide 

continued opportunity to feel heard and validated, and build skills of emotional recognition. This 

process will aid in building and maintaining rapport as well as learning their musical preferences. 

Instrument improvisation is used within these sessions to provide an opportunity for self-

expression. It can also serve as a way to increase focus and attention to material presented later 

in the session. Depending on the assessment of previous instrument improvisations, group 

providers may add times for call-and-response. They may also choose to vary the improvisations, 

including beginning and ending strategies, eye contact to indicate passing of leadership, etc. 

Lyric analysis within these sessions can help group members identify the importance of 

experiences happening outside of themselves. Many times, is it easier to observe behavior in 

others rather than reflect inward. Over time and as rapport continues to build, the music therapist 

may find opportunities to ask specific questions to encourage introspection. 
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Session Interventions 

I. Check-in 

1. The music therapist will provide group members with the opportunity to fill out 

the emotion check-in and share as they are willing. Further discussion may be 

warranted either within the group setting or on an individual basis. 

II. Improvisation 

1. The music therapist will continue to provide opportunity for musical self-

expression through instrument improvisation. By doing so, the group members 

may continue to feel heard and validated in their experiences. 

2. The music therapist will assess group member interactions within the group 

dynamic as well as perceived level of engagement within the improvisation 

experience. The music therapist may change their playing in order to stimulate 

musical conversation or participation. 

3. After the improvisation has ended, the music therapist will lead a discussion 

regarding the playing. Questions may relate to the different dynamics within the 

musical expression, what it was like to play an instrument, and their overall 

assessment of the improvisation (perceived cohesiveness). 

III. Lyric analysis with PTSD criteria handout (See Appendix D) 

1. The music therapist will lead a lyric discussion using the following songs 

(typically one used during each session): 

• Criteria 1: Example “Enter Sandman”- Metallica (Hammett et al., 1991) 

o Nightmares 

o Flashbacks 
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o Triggers 

• Criteria 2: Example “Run Like Hell”- Pink Floyd (Gilmour & Waters, 1979b) 

o Avoidance being a safety mechanism 

o Disassociating- quiet lyrics, louder music, general musical effects 

o Being unrecognizable to others 

• Criterion 3: Example “Hate to Feel”- Alice in Chains (Staley, 1992) 

o Different emotions identified within the song 

o Avoidance of experiencing emotions 

• Criterion 4: Example “Night Prowler”- AC/DC (Young et al., 1979) 

o Describing feeling keyed up or in a state of hyperarousal 

IV. Closing 

1. The music therapist will provide an opportunity for group members to improvise 

on instruments as they may be experiencing distress as they reflect on symptoms 

of PTSD that they may have personal experience with. 

2.  There will also be opportunity for verbal processing of 

emotions/thoughts/feelings that come up during improvisation. 
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Week 7: Emotions 

Session Overview 

Emotional recognition is important when working with people who have experienced 

trauma, as well as those with psychotic disorders. Verbal and non-verbal communication is often 

confused for those who have mental illnesses and who have been exposed to trauma. Many 

people with mental illness experience flattened or blunted affect and are unaware they present as 

such. People may also become easily triggered by or misinterpret facial expressions; it is 

important to be able to distinguish between emotions. Music therapy interventions can be used to 

work on recognizing emotions. 

• Emotion identification 

o What are emotions? 

o Why do humans have them? 

o What do they tell us? 

As we move into recognizing emotions, the check-ins change to allow group members 

the opportunity to feel more comfortable in expressing emotions by using instruments. They are 

provided the opportunity to play as much or as little within the allotted time frame (1-2 minutes). 

“Because music can reflect, influence, and alter emotional response, it has particular merit as a 

therapeutic tool in those treatment processes that include identification, awareness, reflection, or 

expression of feelings and relevant issues” (Unkefer & Thaut, 2005, p. 55). 

A movie is also recommended within this session after pictures are used, as research has 

shown that using two-dimensional graphics can increase one’s ability to perceive emotions more 

than pictures, which are one-dimensional (Grima Murica et al., 2019; Lim et al., 2018; Sutton & 

Lutz, 2019; Thayer & Levenson, 1983; Wen et al., 2018; Zupan & Babbage, 2017). 
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Session Interventions 

I. Check-in 

1. The music therapist will prompt group members to fill out check-in sheets upon 

arriving to group session. 

II. Musical check-in 

1. Based on their identified emotion on the check-in sheet, each group member will 

choose an instrument and play a short (1-2 minute) solo improvisation. 

III. Emotion Improvisation 

1. The music therapist will then provide emoji cards that include emotions used on 

the check-in sheet to each group member. These are not shared with the others. 

Based on their card, each group member will choose an instrument in which they 

can musically express the emotion listed. Other group members will have the 

opportunity to identify the emotion played by their peer. 

2. The music therapist will discuss emotional communication that includes 

nonverbal, and nonmusical (e.g., one’s posture, tension, affect, gestures, and eye 

contact). The music therapist will also discuss musical (nonverbal) 

communication, including dynamics. 

IV. Identifying emotions using two-dimensional media- Example: “Finding Nemo” (Stanton 

& Unkrich, 2003) 

1. The music therapist will play one scene at a time from a movie such as “Finding 

Nemo.” The music therapist will then repeat the scene on mute and have the 

group members add their own musical interpretation of the dialogue. This 

exercise will act as a mirroring of emotions between characters in the movie and 
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group members. It can be challenging for people with a serious mental illness to 

recognize emotions in others. This exercise provides group members the 

opportunity to practice nonverbal cues and affect recognition. 

2. The music therapist will lead a discussion after scenes, as necessary, to verbally 

process the accuracy of the improvisation to the emotion expressed in the movie. 

V. Closing 

1. The music therapist will provide an opportunity for a less structured group 

improvisation at the end as a means to increase group cohesion, express emotion, 

and foster a sense of safety. 

2. After the improvisation has ended, the music therapist will lead a discussion 

regarding the playing. Questions may relate to the different dynamics within the 

musical expression and their overall assessment of the improvisation (perceived 

cohesiveness). 
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Week 8: Regulating Emotions 

Session Overview 

Post-Traumatic Stress Disorder can have an impact on emotional processing, which can 

result in mood disturbances, impulsivity, and even violence. After one is able to recognize 

personal emotions and emotions expressed by others, they can learn skills to begin regulating 

and modulating their emotions to gain a sense of control. 

By using transitions during instrument improvisation, the music therapist can assist group 

members in regulating emotions (Wigram, 2004). By practicing techniques of emotional 

regulation through live instrument play, group members can gain a sense of control over their 

emotions through learning and experiencing physiological as well as physical responses. The act 

of playing instruments can provide opportunities to gain insight into body awareness, including 

tension, heart rate, breathing, and posture, and compare these emotions to musical dynamics 

used. These processes can be explored through various scenarios in which group members can 

identify as stressful or triggering for them. 

Session Interventions 

I. Check-in 

1. The music therapist will provide the opportunity for group members to fill out the 

emotion check-in sheet upon arriving to group. 

2. The music therapist will allow group members the opportunity to musically 

express their emotions using an instrument during a “minute spotlight,” in which 

they will have one minute of uninterrupted solo play. This can also provide 

quieter group members the opportunity to feel heard and included. 
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II. Free Instrument Improvisation 

1. The music therapist will provide an opportunity for free improvisation, providing 

little prompting or cues to allow for increased emotional expression and increase 

in group cohesion. 

2. After the improvisation has ended, the music therapist will lead a discussion 

regarding the playing. Questions may relate to the different dynamics within the 

musical expression and their overall assessment of the improvisation (perceived 

cohesiveness). 

III. Lyric Analysis- Example: “Bad Moon Rising”- Creedence Clearwater Revival (Fogerty, 

1969) 

1. The music therapist will introduce triggers to group members and ask for their 

definitions of the word. 

2. The music therapist will provide copies of “Bad Moon Rising” with lyric lines 

numbered. The music therapist will then recreate the song and lead a lyric 

discussion regarding how it relates to triggers or “warning signs.” 

3. Discussion can cover group members working to identify triggers and warning 

signs for themselves as well as recognizing physical sensations, emotions, and 

thoughts. 

IV. Instrument Improvisation 

1. The music therapist will have the group members choose a scenario in which they 

experienced a myriad of emotions, potentially triggering. The music therapist will 

work with group members to create a line graph using a dry erase board to 

indicate a baseline for beginning and end the improvisation, as well as the various 
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emotions felt throughout the scenario. This may look like similar to a bell curve, 

or may have more significant peaks and valleys. Factors that may impact this 

graph include the variety of emotions chosen by group members, as well as 

gradual escalation and/or de-escalation during the improvisation. 

2. The music therapist will have group members describe what instruments they 

want to use and what the playing might sound like at different points throughout 

the improvisation using dynamics. 

3. The music therapist will provide the group members with the opportunity to play 

the tone chimes when they are done playing the percussive instruments as a 

means to focus on their breathing to bring themselves to a sense of calmness. The 

music therapist can provide group members with prompts to focus on their 

breathing and sound the tone chimes accordingly. This will provide group 

members the opportunity to practice regulating their emotions and bringing 

themselves back to a baseline in order to resume their usual functioning.  

4. The music therapist will then lead an instrument improvisation through this 

scenario. The group may flow through the scenario with no more than musical 

prompts from the therapist (speeding up, increasing volume of play), or may 

require additional verbal prompting in order to transition from one emotion to the 

other. 

5. After the music therapist has led the group back down to baseline and concluded 

the improvisation, there will be an opportunity to verbally process the experience. 

Example questions: “What was it like to move consciously through these different 

phases of emotions?”, “What was your perceived sense of control?”, “Were you 
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able to return to baseline?”, “What did you notice about your body while 

playing?”, and “What were you thinking about during play?” Physical sensations 

are important to discuss after this improvisation as group members may have felt 

activated or “triggered.” 

V. Closing  

1. The music therapist will provide opportunity for a less structured group 

improvisation at the end as a means to increase group cohesion. 

2. After the improvisation has ended, the music therapist will lead a discussion 

regarding the playing. Questions may relate to the different dynamics within the 

musical expression and their overall assessment of the improvisation (perceived 

cohesiveness). 
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Week 9: Managing Intrusions 

Session Overview 

Group members may be actively experiencing symptoms related to PTSD or another 

severe mental disorder. People who have experienced trauma may struggle to manage unpleasant 

thoughts related to the traumatic event. These are known as intrusions. There are many ways in 

which music can help one manage these intrusive thoughts and changes in arousal. 

This session plan allows for the opportunity to learn about intrusions and explore ways to 

manage intrusive thoughts and feelings in order to develop effective coping strategies. Live 

music-assisted relaxation can provide opportunities for the music to be changed in response to 

what group members’ experiences are. Instrumental music can be used, or a script may be read 

over the music in one of the following ways: progressive muscle relaxation, Focused Music 

Imagery (FMI) (may use if trained in Bonny Method of Guided Imagery Level 1), visual images, 

or mindfulness scripts. Group members may also write their own script if they are interested. 

Session Interventions 

I. Check-in 

1. The music therapist will provide the opportunity for group members to fill out the 

emotion check-in sheet upon arriving to group. 

2. The music therapist will allow group members the opportunity to musically 

express their emotions through using an instrument during a “minute spotlight,” in 

which they will have one minute of uninterrupted solo play. This can continue to 

provide quieter group members the opportunity to feel heard and included. 
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II. Improvisation 

1. The music therapist will provide group members with the opportunity to express 

themselves during free instrument improvisation. There may be an opportunity to 

provide more or less structure depending on therapist’s assessment of current 

group needs. 

III. Discussion of intrusions 

1. The music therapist will discuss and brainstorm with group members the 

definition of an intrusion. 

IV. Intrusion Improvisation 

1. The music therapist will begin the improvisation. 

2. When the music therapist has assessed that the group members are on the same 

beat, the music therapist will begin to alter their playing to imitate an intrusive or 

unwanted thought as therapeutically indicated. This will be changing the 

dynamics in some way, which can include playing faster/slower, or playing a 

different rhythmic pattern. 

3. Depending on the outcome of this change in playing, the music therapist will then 

lead a discussion regarding this abrupt change in playing and ways to manage 

these thoughts outside of the music. 

V. Managing Intrusive Thoughts 

1. The music therapist will introduce numerous of ways in which music can be used 

to manage intrusions. 

2. The group members will be able to choose multiple avenues to explore throughout 

the group time. These can include FMI (See Appendix E), music-assisted 
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relaxation, progressive muscle relaxation, visualizations, deep breathing, and 

mindfulness techniques using music. 

3. The music therapist will lead a discussion regarding the various ways in which the 

group members have explored managing intrusions. This may present an 

opportunity for group members to identify most effective or helpful interventions 

for themselves. 

4. The music therapist may also discuss ways in which group members can access 

these things outside of the group setting- including recorded meditations, counting 

breaths, and visualizations. 
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Week 10: Symptoms of Dissociation and Association 

Session Overview 

Dissociation is when one mentally escapes a distressing or anxiety provoking time. This 

can be done by “numbing” out or going to a safer place in ones’ mind. There are many ways that 

people who have PTSD and/or other severe mental illnesses disassociate. Some of these can 

include numbing, being slow to respond to others, not feeling expected pain, drifting off 

mentally, spacing out, eyes darting anxiously from side to side, tuning out, trouble with memory, 

feeling as if on autopilot, disoriented and confused, and having an out-of-body experience. 

Human brains can do this automatically in order to block out unpleasant or painful experiences 

or sensations. When this happens, memories of traumatic experiences can be disjointed and 

disorganized, prohibiting the ability to remember events and experiences in a linear order that 

makes sense. 

… Dissociated material is highly emotional and relatively nonverbal. Unlike normal 

memories which are rather logically and verbally processed before storage, trauma 

material is walled off prior to complete processing. If verbal processing is done at all it is 

usually quite incomplete, and thoughts related to the trauma will usually be automatic, 

unspoken, unchallenged, and disorganized. (Schiraldi, 2000, p. 16) 

Typical associated ways of managing effects of trauma and severe mental illness can include use 

and abuse of substances, impulsive behavior, recurrent thoughts of blame/shame/guilt, and self-

harm. Music therapy interventions have led to positive changes in emotional states (Unkefer & 

Thaut, 2005). Interventions that have been particularly useful within substance abuse treatment 

include lyric analysis and drumming. 
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Session Interventions 

I. Check-in 

1. The music therapist will provide the opportunity for group members to 

emotionally check-in using the sheet and may provide an opportunity for musical 

self-expression, one to two minutes or as indicated. 

II. Instrument improvisation 

1. The music therapist will lead an instrument improvisation and conclude this 

intervention with verbal processing based on their assessment of group members’ 

participation. 

III. Lyric Analysis- Example: “Scars”- Papa Roach (Shaddix & Esperance, 2003) or 

“Comfortably Numb”- Pink Floyd (Gilmour & Waters, 1979a) 

1. The music therapist will lead a lyric discussion based on group input of which 

song they would like to analyze first. The music therapist will provide lyrics with 

lines that are numbered for ease of processing. It may be beneficial for the music 

therapist to utilize pre-recorded music, especially for “Comfortably Numb”, as 

special effects by original artists may enhance discussion. 

2. The music therapist will continue to check in with group members to assess if 

they are triggered. These thoughts and feelings may be discussed and in-the-

moment intervention may be used, including deep breathing, relaxation, or 

instrument improvisation. 

IV. Closing 

1. The music therapist will provide the opportunity for instrument improvisation. 
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2. After the improvisation has ended, the music therapist will lead a discussion 

regarding the playing. Questions may relate to the different dynamics within the 

musical expression and their overall assessment of the improvisation (perceived 

cohesiveness). 
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Week 11: Communication 

Session Overview 

Many people within the forensic mental health setting have an opportunity to learn 

adaptive ways to communicate as they may have used maladaptive communication strategies in 

the past. It is important that these adaptive communication skills are explored and gained as it 

will aid in successful reentry to the community. During this session communication strategies 

including passive, assertive, and aggressive, will be explored through song discussion and 

instrument improvisation. This communication can also include verbal, nonverbal, expressive, 

and receptive- all of which will be discussed with group members. 

Session Interventions 

I. Check-in 

1. The music therapist will provide the opportunity for group members to emotionally 

check-in using the sheet and may provide an opportunity for musical self-

expression (1-2 minutes) as indicated. 

II. Lyric analysis- Example: “One Step Closer”- Linkin Park (Linkin Park, 2000) or 

“Everybody Wants to Rule the World”- Tears for Fears (Orzabal et al., 1985) 

1. The music therapist will lead a lyric discussion based on group input of which 

song they would like to analyze first. The music therapist will provide lyrics with 

lines that are numbered for ease of processing. The music therapist may recreate 

the songs live or utilize original recordings. The topics can include the following: 

managing impulses, aggressive communication, assertive communication, and 

improving communication. 
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III. Instrument improvisation 

1. The music therapist will lead a discussion regarding types of communication 

(active, passive, and aggressive). The music therapist will discuss various forms 

of communication, including nonverbal, and nonmusical (e.g., one’s posture, 

tension, affect, gestures, and eye contact). The music therapist will also discuss 

musical (nonverbal) communication, including dynamics and ways these can be 

utilized to communicate during instrument improvisation. 

2. The music therapist will then ask group members to take turns leading and 

following each other during improvisations. This will allow each group member 

to have the opportunity to be in full control of the improvisation. It also provides 

group members control over length of improvisations and engagement. 

3. The music therapist will provide verbal processing and ask group members 

questions regarding the effectiveness of musical communication, if verbal 

prompting was necessary, etc. There may also be opportunities to discuss 

character traits and qualities of a leader vs. follower. 

IV. Closing 

1. A short instrument improvisation may be used at the end of group to practice and 

work towards solidifying communication through musical expression. 

2. The music therapist may lead a brief discussion regarding aspects of the 

improvisation as necessary. 
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Week 12: Emotional Expression through Song Singing 

Session Overview 

Often times those that have experiences trauma deal with loss of control of their lives and 

lack a sense of empowerment. When they used their voices, they may have not been heard or 

validated in their experiences. Allowing one’s voice to be used within trauma work can have 

positive benefits, including increasing a sense of empowerment and providing a positive 

opportunity to express oneself. As many of the group members may be in a constant state of 

fight-or-flight, it is important to provide opportunities in which social engagement is promoted. 

By engaging in singing, one can experience an increase in group cohesion and overall connection 

with others. There is also opportunity for singing to increase relaxation as it promotes regulation 

of breathing, awareness of posture, and deep breathing techniques to sustain long musical 

phrasing. 

Session Interventions 

I. Check-in 

1. The music therapist will provide the opportunity for group members to 

emotionally check-in using the sheet and may provide an opportunity for musical 

self-expression (1-2 minutes) as indicated. 

II. Deep Breathing 

1. The music therapist will utilize the metronome (approximately 60 bpm) to lead 

group members in deep breathing exercises. These can include breathing in for 

four beats and out for eight, square breathing techniques, and controlled 

breathing. 
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III. Vocal Warm Ups 

1. The music therapist will lead group members in a variety of vocal warm ups. The 

music therapist will be mindful of group members’ vocal ranges and provide 

appropriate warm ups. These warms ups should include lip trills, sirens, 

humming, opening to long “e” vowels and “ah” vowels, and glissandos, as well as 

descending and ascending five note major scales on various vowels. 

2. The music therapist will provide the group members with opportunities to choose 

songs from a binder using the prompt “Choose a song that you can relate to”. 

3. The music therapist will provide sheets that have numbered lyrics for ease of 

discussion. 

4. The music therapist will lead a brief lyric discussion at the end of each song to 

provide opportunities for group members to identify the expression techniques of 

song artist. The music therapist will also promote introspection by asking the 

group member why they relate to the song, memories or people associated with 

the song, and how it felt to express the lyrics of the song. 

IV. Closing 

1. The music therapist may provide an opportunity for a short instrument 

improvisation during the last five minutes of group. 

2. The music therapist may lead a brief discussion regarding aspects of the 

improvisation as necessary. 
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Week 13: Relationships 

Session Overview 

It is beneficial for those in a forensic mental health setting to have strong support systems 

in order to succeed when released into the community (Cacho et al., 2020; Heidemann et al., 

2014; Pettus-Davis et al., 2017; Schnappauf & DiDonato, 2017). Relationships with others may 

become impaired, strained, or broken due to substance use, criminal behavior, and symptoms of 

mental illness. It may also be the case that some support systems were never established for the 

group members. There is an opportunity within group therapy to explore these family systems 

and the “corrective recapitulation of the primary family group” (Yalom, 2005). Group therapy 

can play an important role in building and repairing relationships, within and beyond the group 

setting. When dysfunctions within the primary family group play out within the therapy session 

it is crucial that these are corrected and processed through (Yalom, 2005). Music therapy can 

provide a unique opportunity for these relationships to be explored. There can be obvious ways 

that dysfunction is created within the music, such as lack of cohesion and/or disruption by 

various members during instrument improvisation. Music therapy offers the ability to work 

towards increasing awareness and cohesion between group members. 

Session Interventions 

I. Check-in 

1.  The music therapist will provide the opportunity for group members to 

emotionally check-in using the sheet and may provide an opportunity for musical 

self-expression (1-2 minutes) as indicated. 
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II. Instrument Improvisation 

1. The music therapist will provide an opportunity for group members to express 

themselves through live instrument improvisation. This experience may be 

tailored to fit the current needs for group members (e.g., structured vs. 

unstructured, themed vs. non-themed, etc.). 

III. Lyric analysis- Example: “I Hate Everything About You”- Three Days Grace (Gontier, 

2003) or “Family Portrait”- P!nk (Moore & Storch, 2002) 

1. The music therapist will lead a lyric discussion based on group input of which 

song they would like to analyze first. The music therapist will provide lyrics with 

lines that are numbered for ease of processing. The music therapist may recreate 

the songs live or utilize original recordings. 

2. A group discussion regarding family and relationship dynamics will be led by the 

therapist. 

IV. Genograms 

1. The group members will have an opportunity to fill out a genogram (See 

Appendix F), which identifies relationship type and prevalence of substance use, 

mental illness, etc. 

2. The group members will then choose the members of their family group and place 

them in the “family band” table. They will fill out the table accordingly. 

3. Once this table is filled out, group members will assign an instrument to utilize 

for each family member and the characteristics of their playing. They may 

identify characteristics of their playing based off of their personality traits. 

4. Each group member will be given a family member to imitate. 
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5. The music therapist will lead an improvisation based on these various roles. 

6. A discussion for processing the relationships during improvisation will be led by 

the music therapist. 

7. There may be opportunity to recognize and discuss the dysfunction within the 

family group. This may also present conversation and application of ways in 

which these relationships could be more successful. 

V. Closing 

1. The music therapist may provide an opportunity for a short instrument 

improvisation during the last five minutes of group. 

2. The music therapist may lead a brief discussion regarding aspects of the 

improvisation as necessary.
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Week 14: Self-Expression through Song Writing 

Session Overview 

There are opportunities to utilize many of the songs that have been previously discussed 

for songwriting purposes. Often, people within the forensic mental health setting have expressed 

their emotions and reactions to experiences violently and may be unable to stop this cycle. Song 

writing allows for the opportunity to express the impact that these obstacles have had on their 

lives in a safe way. Working on and completing a song, whether fill-in-the-blank, piggy backed 

(songs that use completely different words but same melody), or completely original, can 

improve one’s self-esteem and lead to increased feelings of hope and development of resiliency 

(See Appendix G). 

Session Interventions 

I. Check-in 

1.  The music therapist will provide the opportunity for group members to 

emotionally check-in using the sheet and may provide an opportunity for musical 

self-expression (1-2 minutes) as indicated. 

II. Instrument Improvisation 

1. The music therapist will provide an opportunity for group members to express 

themselves through live instrument improvisation. This experience may be 

tailored to fit the current needs for group members (e.g., structured vs. 

unstructured, themed, etc.) 

2. After the improvisation has ended, the music therapist will lead a discussion 

regarding the playing. Questions may relate to the different dynamics within the 
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musical expression, what it was like to play an instrument, and their overall 

assessment of the improvisation (perceived cohesiveness). 

III. Songwriting- Example: “Three Little Birds”- Bob Marley (Marley, 1977) or “I Hate 

Everything About You”- Three Days Grace (Gontier, 2003) 

1. The music therapist will lead a lyric discussion based on group input of which 

song they would like to analyze first. The music therapist will provide lyrics with 

lines that are numbered for ease of processing. The music therapist may recreate 

the songs live or utilize original recordings.  

2. The music therapist will choose an appropriate type of songwriting experience 

(piggy back, fill-in-the-blank, or original) based on group members’ abilities, 

willingness, and experience (See Appendix G). It is important that the music 

therapist provide the song in the same format it was used for lyric analysis (same 

number of lines, same spacing, etc.) so that group members have an example they 

are able to use during the session. 

3. The music therapist will work with group members in order to come up with a 

topic or theme for the songwriting experience. The music therapist will provide an 

opportunity for group members to contribute to lyric writing through a variety of 

ways mentioned above. 

4. It is important that the music therapist provide opportunities for all group 

members’ input to be heard and validated. Some members may need more support 

during this process than others. There may also be chances to encourage peer 

support throughout the songwriting intervention. 
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IV. Closing 

1. The music therapist may provide an opportunity for a short instrument 

improvisation during the last five minutes of group. 

2. The music therapist may lead a brief discussion regarding aspects of the 

improvisation as necessary.  
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Part VII: Cultural Considerations 

Although the significance of traumatic experiences is becoming more widely recognized 

within healthcare settings, it is still important to note that there can be stigmas associated with 

the word “trauma.” There are many different ways in which trauma can be viewed depending on 

the culture. As written within the American Music Therapy Association’s Standards of Clinical 

Practice (AMTA, 2015), it is important for the music therapist to consider the group member’s 

culture(s) at all times. This can include their race/ethnicity, socioeconomic status, gender, and 

biological sex. 

Each group member has a unique experience and is coming to group with a different 

perspective. It is important that the music therapist honor the individuality of each group member 

and explore ways to ensure that each member feels included and respected. The music therapist 

may need to alter the above session plans depending on their specific population demographics. 

This can include spending more time on certain sessions, utilizing different songs for 

discussions, and choosing different instruments. It is important the therapist tailor these 

interventions as necessary as they may demonstrate empathy and a striving to understand.  

One may find that different forensic mental health settings have their own culture which 

should be considered and appreciated as well. These cultures are often times influenced by laws, 

institutional policies and procedures, historical events, and demographics of staff members 

working within these facilities. As important as it is to recognize the group members as 

individuals within trauma-informed care, it is just as important to be aware of the staff’s culture 

because their attitudes and experiences can impact how they respond to and interact with group 

members in the milieu. Maintaining transparency as well as flexibility and adaptability can be 

paramount to successful therapy within forensic mental healthcare settings. 
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Another aspect to consider is the access and willingness to attend treatment. Within the 

forensic population there can be a stigma associated with mental illness, experiencing positive 

symptoms, and seeking out help. Many view witnessing and experiencing violence as a way of 

life and do not feel comfortable when speaking openly about what they have experienced. 

Discussing these events may put someone at risk for being targeted further as they may be 

viewed as someone who is not to be trusted. It is important the music therapist work to foster a 

safe environment in which all group members, even those hesitant to share, are respected and 

validated.  

There is always a risk of re-traumatization when working with victims of trauma, which 

the trauma-informed care approach attempts to mitigate. This is done through increased 

awareness and work towards understanding each individual’s experience. Nevertheless, it is 

always a possibility that someone may become re-traumatized by sharing within the group 

setting. For this reason, it is important that the music therapist be constantly assessing the group 

members and demonstrates a willingness to be flexible within the moment as indicated by the 

temperature of the session. By creating a safe group environment, group members can begin to 

navigate challenging memories, thought processes, and continue on their journey of growth. 
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Appendix A: Consent Form 
INFORMED CONSENT AND LIMITS OF CONFIDENTIALITY FORM 

(adapted from Maloy, 2012) 
 
INFORMED CONSENT: 
 
_______ (Initial) I understand that although I am involuntarily committed to (insert facility 
name) I am voluntarily participating in a grief and music therapy group offered through the 
rehabilitation therapy services department. 
 
_______ (Initial) I understand that I am able to leave this group at any time. 
 
_______ (Initial) I understand that the group meets on (insert day of week) from (insert start and 
end time) in the (insert treatment room and location). 
 
_______ (Initial) I understand that this is an open group and anyone housed within the facility is 
welcome to attend. 
 
________ (Initial) I understand the importance of safety within a group setting. Verbally or 
physically threatening and/or aggressive behavior will not be tolerated and I may be asked to 
leave. 
 
CONFIDENTIALITY:  
 
_______ (Initial) All interactions with (insert facility name), including scheduling of or 
group attendance, content of your sessions, progress in treatment, and your records are 
confidential. You are able to view your treatment plan upon request. You may request in 
writing that the treatment team release specific information about your treatment progress 
to persons you designate. 
 
_______ (Initial) I understand that my fellow group members also have a right to confidentiality. 
I will not discuss their personal information with anyone outside of the therapy group. 
 
EXCEPTIONS TO CONFIDENTIALITY: 
 
• The therapist may contact your treatment team with information regarding your progress in 

treatment outside of the usual monthly progress notes. These consultations are to ensure the 
highest quality of care. 

 
• If there is evidence of clear and imminent danger of harm to self- and/or others, the therapist 

is legally required to report this information to your treatment team for ensuring safety. 
 
• California state law requires that any person who learns of, or strongly suspects, physical or 

sexual abuse or neglect of any person under 18 years of age must report this information to 
the department of police services within the hospital, whom will then take the appropriate 
action. 
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•  A court order, issued by a judge, may require (insert facility name) to release information 
contained in records and/or require the therapist to testify in a court hearing. 

 
 
RISKS AND BENEFITS OF GROUP THERAPY 
 
________ (Initial) I understand that I may experience benefits of group therapy, including the 
improvement in my ability to cope with loss, increased self-awareness and ability to manage 
frustration, as well as increased ability to express my emotions in a nonviolent and threatening 
manner. 
 
________ (Initial) I understand that by participating in group therapy there is a possibility that 
my relationships and interactions with others could be affected as I progress over time. 
 
 
________ (Initial) I understand that by engaging in group therapy I may experience unwanted 
thoughts or feelings. 
 
               

 
I have read and discussed the above information with my therapist. I understand the risks 
and benefits of therapy, the nature and limits of confidentiality, and what is expected of me 
as a patient within __________. 
 
            _____ 
Signature of Group Member     Signature of Music Therapist 
 
      
Date 
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Appendix B: Group Check-in Form (with and without emotion word identifiers) 

Name_______________________           Date_______________ 
 
 
What emotion do you feel now? 
 
 
What intensity is that emotion on a scale of 1-10?  
 
1    2        3    4         5    6        7        8  9        10  
Least Intense      Moderately Intense                 Most Intense 
 
 
What song comes to mind when you think about the past week? 
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(Faces, n.d.) 
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(adapted from Faces, n.d.) 
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Appendix C: A Brief Guide to SMART goal setting (adapted from Cornerstone, 2008) 

A SMART goal is a goal that is specific, measurable, attainable, relevant, and time based. In other words, a goal that is very clear and easily 
understood. 
 
SPECIFIC 
The goal must clearly state what is to be achieved, by whom, where, and when it is to be achieved. Sometimes it may even state why that goal is 
important. Not all of these questions will apply to every goal, but it is important to ask all the questions in order to assess how specific your goal is 
and make it as clear as possible. 
 
MEASURABLE 
Measurability answers the question of quantity: how much, how often, how many. The milestones are signs along the way that will tell you that you 
are on the right track to achieving your goal. 
 
ATTAINABLE 
You should ensure that the goals you set are achievable. First, you must believe that you can manage to do what you are setting out to do. If you set 
goals that are unbelievable even to yourself it is very unlikely you will achieve them. Second, the goals must be possible, all things being equal. 
There is no point setting a goal to float in the air and defy gravity only using your mind, for instance. No matter how hard to try this won’t be 
achievable. Be careful however, that you do not limit yourself based on what people believe to be achievable or not. Set your own standards by 
understanding your own abilities, strengths, and weaknesses. 
 
RELEVANT 
Your goals must be relevant to what you want to achieve in the short term and the long term. Understanding your organizational or personal vision, 
mission, and purpose is critical in this respect. Sometimes you can be tempted to do something simply because it is easy and sounds great, only to 
discover later on that it has no long-term importance to what you want to achieve as an individual or an organization. Do those things that are most 
important and in line with your long-term vision and mission. 
 
TIME-BASED 
This sometimes overlaps with the goal being SPECIFIC, but it aims to ensure that you put a time-frame to your goals. It has been said that a goal is 
a dream with a time-frame to it. Simply deciding by when you want to achieve something can be a good motivator. It can prevent you from 
procrastinating because you know that you are working to a deadline. 
 
“Failing to plan is planning to fail” 
If you find yourself unable to set a SMART goal it is more than likely that your future plans are not clear encourage and need to be worked on. 
Furthermore, do not get tempted to skip the process of the SMART goal setting and “get on with it” without fully analyzing your goals. Doing this 
careful planning at the beginning will save you lots of time and disappointment at a later stage and you will avoid making costly mistakes.  
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INSTRUCTIONS 
Work through the worksheet that follows, include as much detail as possible under each heading in the columns. Clarify your goals to yourself as 
much as is possible. When you are done with the table you will be able to write SMART goals based on this. 
 
 
 

My Personal Goal(s) 

Intention Specific Measurable Attainable Relevant Time-based 

What do you want to 
achieve? 

Who? W/hat? Where? 
When? Why? 

How much? How 
often? How many? 

Achievable? Is it important to your 
ultimate goal? 

When will this be 
done? 

      

      

 
Now write out two SMART goals for group: 
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________ 
 
 
(adapted from Cornerstone, 2008)
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Appendix D: PTSD Handout 

DSM-5 Criteria for PTSD Handout 
 
In 2013, the American Psychiatric Association revised the PTSD diagnostic criteria in the fifth 
edition of its Diagnostic and Statistical Manual of Mental Disorders (DSM-5) (1). 
 
The diagnostic criteria for PTSD include a history of exposure to a traumatic event that meets 
specific stipulations and symptoms from each of the four symptom clusters: intrusion, avoidance, 
negative alterations in cognitions and mood, and alterations in arousal and reactivity. The sixth 
criterion concerns duration of symptoms; the seventh assesses functioning; and the last criterion 
clarifies symptoms as not attributable to a substance or co-occurring medical condition. 
 
Two specifications include delayed expression and a dissociative subtype of PTSD, the latter of 
which is new to DSM-5. In both specifications, the full diagnostic criteria for PTSD must be met 
for application to be warranted. 
 
What are the symptoms of PTSD? 
 
Symptoms of PTSD may disrupt your life and make it hard to continue with your daily activities. 
You may find it hard just to get through the day. 
There are four types of PTSD symptoms: 
 
1. Reliving or re-experiencing the event 
 
Memories of the traumatic even can come back at any time. You may feel the same fear and 
horror you did when the event took place. For example: 
 

o You may have nightmares. 
o You may feel like you are going through the event again. This is called a flashback. 
o You may see, hear, taste, or smell something that causes you to relive the event. This is 

called a trigger. News reports, seeing an accident, fireworks, or hearing a car backfire are 
examples of triggers. 

 
2. Avoiding situations that remind you of the event or cause a trigger 
 
You may try to avoid situations or people that trigger memories of the traumatic event. You may 
even avoid talking or thinking about the event. For example: 
 

o You may avoid crowds because they feel dangerous. 
o You may avoid driving if you were in a car accident, or if your military convoy was 

bombed. 
o If you were in an earthquake, you may avoid watching movies about earthquakes. 
o You may keep very busy or avoid seeking help, because it allows you to avoid thinking 

or talking about the event. 
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3. Negative changes in beliefs and feelings 
 
The way you think about yourself and others changes because of trauma. This symptom has 
many aspects, including the following: 
 

o You may not have positive or loving feelings toward other people and may stay away 
from relationships. 

o You may forget about parts of the traumatic event or not be able to talk about them. 
o You may think the world is completely dangerous, and no one can be trusted. 

 
4. Feeling keyed up or “hyperarousal” 
 
You may be jittery, or always alert, and/or on the lookout for danger. You might suddenly/easily 
become angry or irritable. This is known as hyperarousal. For example: 
 

o You may have a hard time sleeping. 
o You may have trouble concentrating. 
o You may be startled by a loud noise or surprise. 
o You might prefer to have your back to a wall in a restaurant or waiting room. 
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Appendix E: Example of FMI comfortable place script: 

 
“I invite you to find a comfortable position in your chair. You may close your eyes if 

that’s comfortable for you. Notice your breathing… Take a deep breath in….. and out….. in…. 

and out….. Feel your feet on the floor and notice your posture in your chair… Feel the chair 

supporting your body… Allow yourself to begin imagining a place that brings you a sense of 

safety … Imagine the space in which you feel comfortable... Be aware of where you feel 

comfortable in your body... What physical sensations are present for you?... Maybe it is coolness 

or warmth… Notice if there are any colors or shapes here… What do these shapes and colors 

look like?... Take note of what smells are present in your comfortable space… What do you hear 

in this space?... Now allow an image to form and be with that image for a few breaths…. Open 

your eyes and continue your experience on the paper.”   

Example FMI script to imagine gratitude: 
 

 “I invite you to find a comfortable position in your chair. You may close your eyes if 

that’s comfortable for you. Notice your breathing… Take a deep breath in….. and out….. in…. 

and out….. Continue breathing as you feel your feet on the floor… Notice your posture in your 

chair… On your next inhale allow yourself to begin imagining gratitude… What does gratitude 

look like to you?... Is it a smile?... A laugh?... A warm embrace… Imagine the people you are 

grateful for... Who are those people?... Why are you grateful for them?... Be aware of where you 

feel gratitude for these people in your body... On your next inhale imagine them in front of 

you… You’re reciprocating their gratitude… Notice if there are any colors or shapes here… 

What are they?... Now allow an image to form and be with that image for a few breaths…. Open 

your eyes and continue your experience on the paper.”
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= Man 
 
= Woman 
 
= Non-binary 
 
= Substance 
Abuse 
 
= Mental Illness 
 
= Deceased 

 
  

 
 
 
 
 
 
 
 
 

 
   Key 
Individuals 

    
Relationships 
_____   = Divorce 
               
             = Abuse 
                
             = Hostile 
_____ 
_____  = Supportive 
 

= Friend
 
                 = Hostile Friend 

= Abusive Friend

 

_________________________’S GENOGRAM 

Appendix F: Genogram Chart 
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Genogram Family Band Table 
Name 
 

Relationship Personality Characteristics/Traits Instrument Tempo Dynamic Rhythm 

       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       

Tempo = Pace, Speed 
Dynamic = Volume, loudness 
Rhythm = Organization, structure of beat   
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Appendix G: Songwriting Examples 

Fill-in-the-blank songwriting “Three Little Birds”- Bob Marley (modified) 

1. “Don’t worry about ___________________ 
2. ‘Cause____________________ 

3. Singin’: “Don’t worry about _______________________ 
4. ‘Cause_______________________ 

 
5. ______________________________________ 

 
6. ______________________________________ 

7. ______________________________________ 
8. ______________________________________ 

9. ______________________________________ 
 

10. “Don’t worry about ___________________ 
 

11. ‘Cause____________________ 
12. Singin’: “Don’t worry about _______________________ 

13. ‘Cause____________________ 
 

14. ______________________________________ 
 

15. ______________________________________ 
16. ______________________________________ 

17. ______________________________________ 
18. ______________________________________ 

 
19. “Don’t worry about ___________________ 

 
20. ‘Cause____________________ 

21. Singin’: “Don’t worry about _______________________ 
22. ‘Cause____________________ 
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Songwriting- “I Hate Everything About You”- Three Days Grace (modified) 
 

1. Every time we ____________________________________________________ 
2. After every ______________________________________________________ 

3. Every ___________________________________________________________ 
4. But I ___________________________________________________________ 

 
5. Every ___________________________________________________________ 

 
6. By every_________________________________________________________ 

7. All the__________________________________________________________ 
8. But I still don’t____________________________________________________ 

 
9. Only when I _____________________________________________________ 

 
10. I hate___________________________________________________________ 

11. Why____________________________________________________________ 
12. I hate___________________________________________________________ 

13. Why____________________________________________________________ 
 

14. Every time we____________________________________________________ 
 

15. After every______________________________________________________ 
16. Every___________________________________________________________ 

17. But I____________________________________________________________ 
 

18. Only when I______________________________________________________ 
 

19. I hate___________________________________________________________ 
20. Why____________________________________________________________ 

21. I hate___________________________________________________________ 
22. Why____________________________________________________________ 

 
23. Only when I______________________________________________________ 

 
24. Only when I______________________________________________________ 

 
25. I hate___________________________________________________________ 

 
26. Why____________________________________________________________ 
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Appendix H: Lyric Analysis 

Acceptance 

• The Beatles- Let It Be (Lennon and 
McCartney, 1969b) 

• Jeff Buckley- Hallelujah (Cohen, 
1963) 

 

Anger 

• Three Days Grace- Animal I’ve 
Become (Gontier and Stock, 2006) 

• Linkin Park- One Step Closer (Linkin 
Park, 2000) 

• Imagine Dragons- Demons (McKee et 
al., 2013) 

• Rage Against the Machine- Killing in 
the Name Of (Commerford et al., 

1992) 

• Papa Roach- Last Resort (Shaddix and 
Esperance, 2000) 

 

 

Depression 

• Green Day- Boulevard of Broken 
Dreams (Armstrong et al., 2003) 

• Simon and Garfunkel- Sound of 
Silence (Simon, 1965b) 

• Papa Roach- Scars (Shaddix and 
Esperance, 2003) 

• Simon and Garfunkel- I Am a Rock 
(Simon, 1965a) 

• Johnny Cash- Hurt (Reznor, 2002)  

 

Goals/Future 

• Natasha Bedingfield- Unwritten 
(Bedingfield et al., 2003) 

• John Lennon- Imagine (Lennon and 
Ono, 1971) 

• Sam Cooke- A Change is Gonna 
Come (Cooke, 1964) 

• Lil Wayne- Mirror (Carter et al., 
2011) 

• The American Authors- Best Day of 
My Life (Accetta et al., 2012) 

• Kanye West feat. Lupe Fiasco- Touch 
the Sky (West et al., 2006) 

• Nas- I Can (Jones et al., 2002) • Michael Jackson- Man in the Mirror 
(Ballard and Garrett, 1987) 
 

Happiness 

• Bobby McFerrin- Don’t Worry, Be 
Happy (McFerrin, 1977) 

• Destiny’s Child- So Good (Knowles et 

al., 1999) 
 

• Al Green- Love and Happiness (Green 
and Hodges, 1972) 

• Bob Marley- Three Little Birds 

(Marley, 1977) 

Resilience 
• Marvin Gaye- Ain’t No Mountain 

High (Ashford and Simpson, 1967) 
• Tupac- Keep Ya Head Up (Shakur, 

1992) 

• Ingrid Michaelson- Be Ok 
(Michaelson, 2008) 

• Tupac- Me Against the World (Shakur 
et al., 1995) 
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• Aaliyah- Try Again (Garett and 
Mosley, 1999) 

• T. I.- Ready for Whatever (Harris et 
al., 2008) 

• Eminem- Not Afraid (Mathers et al., 
2010) 

• Bee Gees- Stayin’ Alive (Gibb et al., 
1977) 

• Kanye West- Can’t Tell Me Nothing 
(West and Davis, 2007) 

• Kanye West- Stronger (West et al., 
2007) 

• Tupac- Changes (Shakur et al., 1992) • Drake- Started from the Bottom 
(Graham et al., 2012) 

• Public Enemy- Fight the Power 
(Ridenhour et al., 1989) 

• Tom Petty- Won’t Back Down (Petty 
and Lynne, 1989b) 

• Wilson Phillips- Hold On (Wilson et 
al., 1989) 

• Gloria Gaynor- I Will Survive (Perren 
and Fekaris, 1978) 
 

Self-Esteem 
• Radiohead- Creep (Radiohead et al., 

1992) 
 

 

Trauma 
• The Cranberries- Zombie (O’Riordan, 

1994) 
• Huey Lewis- Walking on a Thin Line 

(Pessis and Wells, 1983) 

• P!nk- Family Portrait (Moore and 
Storch, 2002) 

• Alice in Chains- Hate to Feel (Staley, 
1992) 

• Coolio- Gangsta’s Paradise (Ivey et 
al., 1995) 

• AC/DC- Night Prowler (Young et al., 
1979) 

• Destiny’s Child- The Story of Beauty 
(Knowles and Fambor, 2001) 

• Metallica- Enter Sandman (Hammett 
et al., 1991) 

• Imagine Dragons- Radioactive (Grant 
et al., 2012) 

• Pink Floyd- Run Like Hell (Gilmour 
and Waters, 1979b) 
 

Triggers 
• Creedence Clearwater Revival- Bad 

Moon Rising (Fogerty, 1969) 

• The Eagles- Take It Easy (Browne and 

Frey, 1972) 

• Third Eye Blind- Jumper (Jenkins, 
1998) 

• Logic- 1-800-273-8255 (Suicide 
Hotline) (Hall II et al., 2017) 

 

Miscellaneous 
• Tears for Fears- Everybody Wants to 

Rule the World (Orzabal et al., 1985) 
• Tupac- When I Get Free (Shakur et 

al., 1997) 

• Tom Petty- Free Fallin’ (Petty and 
Lynne, 1989a) 

• Alanis Morissette- Ironic (Morissette 
and Ballard, 1996) 

• Neil Young- Rockin’ in the Free 
World (Young, 1989) 

• Guns ‘N Roses- Knockin’ on 
Heaven’s Door (Dylan, 1973) 

• Alice Cooper- No More Mister Nice 

Guy (Cooper and Bruce, 1973) 

• Wiz Kalifa- Let It Go (Thomaz et al., 

2012) 
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• James Taylor- Shower the People 
(Taylor, 1976) 

• Curtis Mayfield- Superfly (Mayfield, 
1972) 

• Green Day- Good Riddance (Time of 
Your Life) (Armstrong et al., 1997) 

• Black Sabbath- Paranoid (Butler et al., 
1970) 

• Earth, Wind, & Fire- That’s the Way 
of the World (White et al., 1974) 

• Tracy Lawrence- Time Marches On 
(Braddock, 1996) 

• The Weeknd- Wicked Games 
(Tesfaye et al., 2012) 
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Reflection 

 I found that this project reignited my passion for working with the forensic population at 

a time when I was experiencing compassion fatigue and burnout. It was extremely challenging 

at times to come home after work to then research and write about trauma. I had little time to 

decompress and found it hard to separate my professional life from my personal life at home. I 

have been doing trauma work for my entire music therapy career. Reflecting back on session 

plans as well as songs and interventions that I have used within sessions was an invaluable 

experience. It provided me the unique opportunity to evaluate and critique my own work as a 

music therapist. This manual is the synthesis of my abilities and perspective as a clinician and 

music therapist. I strongly believe in the positive impact music therapy can have on people 

within this setting and I hope this is evident throughout the project. 

 Before formally investigating, I sensed that incarceration within the United States was a 

complex and multilayered system that frequently perpetuated, if not introduced, trauma. The 

statistics regarding the factors that contribute to incarceration and institutionalization of those 

with mental illness was astounding. Outside of my work I have not had any contact with those 

who were previously incarcerated and trauma was not something discussed in depth throughout 

my childhood, but ever since my undergraduate studies I decided this was the population I 

wanted to serve as a therapist. There can be so much stigma associated with incarceration and 

mental illness that many people do not take the time to try to understand the needs and 

experiences of those within the system. The trauma-informed care approach helps me to feel 

more connected to those within these settings on the level of pure humanness. We are all human 

beings with experiences that have shaped us into the people we are today. I sincerely believe in 

peoples’ ability to rehabilitate and return to their communities. 
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 I have been collecting resources and having deep conversations with patients and 

colleagues regarding the material within this manual for over five years. I have done the work, 

observed the benefit, and heard the importance of this group to so many participants. Putting the 

manual together into an organized manner was challenging to say the least. There were feelings 

of self-doubt as well as an inability to look at the project for weeks at a time. Despite these 

hurdles, I experienced an enormous amount of growth and affirmation of the value in my work.  

 This project was evaluated by Kim Lloyd, M.A., MT-BC and Steven Franco-Santiago, 

M.A., MT-BC for potential usefulness, clarity, and general content. Suggestions from Steven 

included re-evaluating the assessment tool in order to simplify data collection as well as working 

towards validating the assessment tool in the future. He also discussed the potential to add more 

in-depth information regarding recognizing psychiatric symptoms apart from trauma as well as 

increasing multicultural sections. Kim made suggestions to include more information regarding 

assessing and handling physical safety within the group setting, as well as managing conflict 

between group members should it arise. Focusing on these elements, can serve to improve 

providers’ awareness regarding subtle group dynamics and minimize the risk of re-

traumatization or traumatization during group. 

 I wish I had been more patient with myself and had broken the manual into smaller 

sections and perfected each section or session before moving on. Doing this would have allowed 

me to provide greater detail and descriptions within each unique session outline.  I see this 

manual as a dynamic work-in-progress that I will one day be able to publish as a stand-alone 

manual. Before that happens, I hope to include more details regarding my thought processes 

within sessions and more ideas concerning group dynamics. It would also be beneficial to 

include topics or ideas for more challenging conversations regarding group dynamics and how 
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the music therapist can approach conflict resolution within the group setting. I also believe it is 

important to emphasize the importance of self-care and vicarious trauma as a therapist working 

within these types of settings. As I have experienced my own burnout and compassion fatigue 

frequently within this work, learning valuable self-care techniques and tips can be paramount to 

success in facilitating this area of music therapy.  

 In conclusion it is evident the many ways in which music therapy can be used as a tool to 

explore the variety of mental health needs within this population. By using and referring to this 

trauma-informed care manual music therapists may feel better equipped to handle the 

complexities they may face in the workplace. It is my hope that by using this manual as a guide, 

board certified music therapist working within forensic mental healthcare settings may be able to 

connect deeper with their patients and foster feelings of growth and healing. 
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