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ABSTRACT
The increasing number of individuals with dementia in long-term care facilities and
the non-existence of music therapy programs in memory care units in the region of
Northwest Indiana means that individuals with dementia are not receiving the benefits of
music therapy services. This study examined the effect of a presentation on the perception of
long-term care administrators and staff on music therapy programs in memory care units.
Participants were 11 administrators and staff from two long-term care facilities in Northwest
Indiana. The participants completed a pre-test survey, viewed a 30-minute presentation, and
completed a post-test survey. The pre and post-test surveys were identical and contained
questions regarding perceptions and knowledge of music therapy in memory care units. The
results from this study showed that 39% of participants’ perceptions and knowledge changed
positively following the presentation. An average of 54% of participant’s perceptions and
knowledge stayed the same. The questions that did not change were related to services the
facility offered and their perceptions of whether services would be beneficial. Only 8% of the
participant’s answers demonstrated a negative change. The question most commonly
answered in the negative direction was regarding funding. The answers that remained the
same from pre-test to post-test included those addressing whether the participants thought
music therapy would be beneficial for individuals with dementia and for caregivers, and
those addressing the offering of complementary and alternative therapies. The researcher
recommends further revision of the presentation.

A larger group of participants from a

variety of locations should participate in a follow-up study.
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INTRODUCTION
Music therapy is a beneficial service for individuals with dementia living in long-term
care facilities. It offers support for the problems that individuals with dementia face. Music
therapy can decrease agitation, depressive symptoms (Ashida, 2000; Brotons & PickettCooper, 1996; Goodall & Etters, 2005; Sung & Chang, 2005), and blood pressure (Kumar et

al., 1999). Music therapy can also increase positive socialization and interaction with family,
peers, and caregivers (Brotons & Marti, 2003; Clair & Ebberts, 1997; Gotell et al., 2000;

Pollack & Nomazi, 1992). Individuals with dementia can also benefit from music therapy,
because it can increase participation (Cevasco & Grant, 2006; Clair, 1996; Clair, Bernstein &
Johnson, 1995; Hanson et al, 1996; Lipe, 1995; Olderog-Millard & Smith, 1989; Sherratt,
Thornton, & Hatton, 2004; Van de Winkel et al., 2004), the individual’s ability to
communicate, information recall, speech content, and fluency (Koger & Brotons, 2000;
Foster & Valentine, 2001; Prickett & Moore, 1991; Smith, 1986).

Music therapy is an underutilized service in long-term care facilities in Northwest
Indiana. These facilities for the geriatric population do not employ music therapists, among
the dozens that exist in Northwest Indiana. According to the American Music Therapy
Association (AMTA, 2007), 9% of all music therapists (those who are members and report
information) work with individuals 65 or older and with dementia. Another 5% of music
therapists report working with individuals with neurologic impairments, including

Parkinson’s disease and cognitive impairments. In Indiana, AMTA reported five music
therapists working with individuals with dementia. Other states surrounding Indiana report
twice that amount (Michigan reported ten and Illinois reported sixteen).

Therefore,

individuals with dementia in Northwest Indiana are not receiving the benefits of what music
therapy can offer.

For the purpose of this research study, the following definitions were utilized. The
Alzheimer Association (2007) defines dementia as “the general term for a group of disorders
that cause irreversible cognitive decline as a result of various biological mechanisms that
damage brain cells” (p.2) An individual receives a diagnosis of dementia when at least two
out of four criteria are present. The criteria include a significant decline in memory,
communication, visual input processing, and ability to complete complex tasks. The criteria
must be significant enough to interfere with the individual’s everyday life. The type and
pattern of the symptoms differentiates the type of dementia. The Diagnostic and Statistical
Manual of Mental Disorders (DSM-IV-TR) (American Psychiatric Association, [APA], 2000)

defines a diagnosis of dementia based on the development of multiple cognitive impairments
including memory impairment and at least one of the following: aphasia (language

disturbance), apraxia (impaired ability to engage in motor activities), agnosia (failure to
recognize or identify objects), or disturbance in executive functioning.
Alzheimer’s disease is the most common type of dementia. The Alzheimer
Association (2007) defines Alzheimer’s disease as the following: “symptom pattern begins
with memory loss for recent events. Its two hallmark abnormalities are (1) plaques, deposits
of a protein fragment called beta-amyloid, and (2) tangles, twisted strands of another protein
called tau” (p.3). The DSM-IV-TR (2000) clarifies that Alzheimer’s disease is a difficult
diagnosis, given only when no other types of neurologic disorders and dementias are
applicable.
A long-term care facility is defined as a facility that provides rehabilitative,
restorative, and/or ongoing skilled nursing care to individuals in need of assistance with
activities of daily living (Shiel & Stoppler, 2008). A memory care unit is defined as a unit

within a long-term care facility, which focuses on the daily care of individuals with memory
loss and all types of dementia.
Ethical concerns for this research were minimal. The participants for the project were
at minimal risk for potential harm because their role was listening to a presentation and
completing surveys. Participants were aware that other facilities provided participants as
well, but the specific information about name and location was confidential. The researcher
adhered to the presentation consistently to ensure reliability among all of the participants.
Questions or comments made by the participants and the researcher’s responses may have
influenced the outcome of their final responses on the post-test survey following the
presentation.
The purpose of this research project was to determine if a presentation about the
benefits of music therapy services for individuals with dementia would change the previous
knowledge and perceptions of long-term care facilities staff and administrators. It was
hypothesized that the post-test survey would demonstrate a change in the perceptions and
knowledge of the participants.

REVIEW OF LITERATURE
Long-term care facilities serving individuals with dementia are under the great stress
of providing the best care possible to a rapidly growing population. The Alzheimer
Association (2007) reported that nationally 70% of individuals in long-term care facilities
had a diagnosis of dementia, with an estimated 15% increase by 2010. Within long-term care
facilities in the state of Indiana, individuals with diagnoses of dementia accounted for 67% of
the total number of residents in those facilities, with an estimated 20% predicted increase in
individuals with dementia by 2010.
With this expected increase individuals with dementia in long-term care facilities,
everyone involved with long-term care should be evaluating their therapies and services. The
purpose of therapies and services are to provide the most beneficial and therapeutic care to
this growing population. There are many difficult issues to address, so many facilities have
created separate units to specialize in the treatment of individuals with dementia.
A diagnosis of dementia means dealing with many difficult issues for the individuals
inflicted with the disorder and for their family members and caregivers. Some of the difficult
realities of caring for someone with dementia in a long-term care facility include physical
difficulties such as dressing and grooming (i.e., bathing, shaving, applying makeup, personal
and oral hygiene), toileting, vision and hearing problems (Powell, 2002). Other difficulties
include memory loss. Memory loss can inhibit verbal communication with others and impair
reality orientation. Behavioral changes because of dementia can cause stress for caregivers
and depression in the individual with dementia because of not understanding the changes in
their personality and behavior. Behaviors such as clinging, restlessness, mood variability,
agitation, and paranoia can lead to depression and increased aggressiveness.

The difficult needs of individuals with dementia can be addressed more completely
when they are separated from the general population. The National Institute on Aging (NIA)
studied separate specialized units in an initiative in 1996 (Bellenir, 1999). The purpose was
for researchers to study specialized dementia units across the country. The study’s results
were compared with data collected from national surveys from all nursing homes. The
researchers found that individuals housed in specialized units demonstrated decreases in fall
rates, the need for restraints, and the use of psychotropic medications (drugs used to decrease
maladaptive behaviors). The researcher’s comparison also found that because placement in a
specialized unit decreased the above-mentioned issues, caregivers therefore reported less
stress and increased positive social interaction with the individuals with dementia.
The therapies and services that facilities offer in the specialized units can enhance the
lives of those with dementia and lead to the results found in the NIA’s initiative. Services
that can encourage positive quality of life and maintain or have a positive impact on skills
include therapeutic activities programs, physical therapy, occupational therapy, speech
therapy, counseling, and music therapy and other creative arts therapies (Dickinson & Vosen,
2006).
While facility administrators may agree that the above listed services would be
beneficial to individuals with dementia, administrators face obstacles in providing those
services. Several obstacles administrators face include inflated health care costs, staff issues,
certifying bodies that accredit facilities, management of a complex business, and constant
scrutiny from families and employees (Dickinson & Vosen, 2006).
Long-term care facilities consider music therapy a complementary or alternative
medicine therapy (CAM). Gaylord and Crotty (2002) found music therapy beneficial, but
there were challenges for inclusion in geriatric settings. Some of the benefits discussed

included increased communication between individuals and their caregivers, increased
treatment choices, and the promotion of individuals to make choices and direct their
treatment. Some of the challenges discussed by Gaylord and Crotty included the lack of
research to demonstrate the ability of CAM therapies to integrate with traditional methods of
treatment. The study also reported the lack of direct comparison studies of CAM therapies
versus traditional treatments. Another challenge described in the study was the amount of
time it would take caregivers to implement the CAM treatments. According to the study, the
benefit of employing a music therapist would be that direct caregivers would be able to take
care of the daily living needs of the individuals while the music therapist addressed other
therapeutic needs using music. The authors reported another challenge was the lack of thirdparty reimbursement for CAM therapies versus traditions treatments, which decreases the
amount of individuals able to access CAM therapies. The chief concerns discussed were the
unwillingness of traditional practitioners to integrate and shift their fundamental principles
on how to treat symptoms, a disease, and approach healing simultaneously. The challenges
and concerns of the facilities discussed appeared to outweigh the benefits of music therapy
that were evident.
The review of literature on the benefits of music therapy for individuals with
dementia revealed important themes in the treatment of the disease. Themes such as agitated
behavior, caregiver relationships with their family member with dementia, communication,
neurologic processes, and the ability to complete tasks using music appeared. In 2005, Sung
and Chang discussed the detrimental consequences to persons with memory loss due to
agitated behaviors. They suggested that clients might be harmful to themselves or others. In
response, harsh psychotropic medications and physical restraints were used to calm clients
down. Goodall and Etters (2005) described behavioral disturbances such as wandering,

agitation, aggression, and general confusion as stressful and challenging for caregivers. They
suggested alternative methods for approaching agitated behaviors to avoid medicinal side
effects and addressed psychosocial and environmental causes. Brotons and Pickett-Cooper
(1996) reported that up to 90% of individuals with memory loss engaged in agitated
behaviors. The behavior they reported included aggression, agitation, and maladaptive sleep
patterns.

All of the above researchers, some nurses and some music therapists, used music
interventions to determine if there were significant changes in behaviors in individuals with
dementia. Goodall and Etters (2005) used a Need-driven Dementia-compromised Behavior
(NDB) model to determine changes in behavior based on research, which showed that
discovery of the need not being met was the most effective way to treat the problem. Goodall
and Etters summarized other studies in which significant decreases in irritability occurred
during music groups, which utilized preferred music versus recorded music. Sung and Chang
(2005) discussed eight research-based articles and concluded that preferred music produced
positive results by decreasing the occurrence of behaviors with significance. In five out of the
seven articles with significant results, positive changes in behavior continued at least an hour
after the music intervention with non-music therapists.
Brotons and Pickett-Cooper (1996), two board-certified music therapists, measured
levels of agitation of 20 clients diagnosed with Alzheimer’s disease. The caregivers rated the
behavior of the clients in the morning immediately before their music therapy sessions.
Following the sessions, the music therapist and a caregiver observed the client’s behavior for
20-minutes. Brotons and Pickett-Cooper (1996) utilized the Agitation Behavior Scale of the
Disruptive Behavior Rating Scales (DBRS) to observe seven agitation behaviors on a 5-point

severity index. The data demonstrated significant decreases in agitated behavior during and
after sessions when compared with agitation levels before music therapy sessions.
Another music therapist, Ashida (2000) examined the ability to decrease depressive
symptoms using reminiscence in music therapy sessions. Not only did the results show
significantly decreased symptoms of depression, but the clients also exhibited improved
moods and increased social interaction immediately following the sessions.
The quality of the individuals’ mood and their social interactions with others affect
the quality of the relationships with their caregivers and family members. A patient’s
engagement in music events increased responsiveness and created a more positive
relationship with their daily caregivers and family (Gétell et al., 2000; Clair & Ebberts, 1997;
Brotons & Marti, 2003). Gotell et al. (2000) examined the relationship between caregivers
and patients more in-depth by studying how cultural music events in their facility affected
social behavior and responsiveness. The researchers specifically wanted to evaluate the
relationship between the patients and the nursing staff. They reported in the study that the
patients sang familiar songs, played instruments, moved to the music, expressed distant
memories, and engaged in humor. The nurses also reported increased positive socialization
and bonding during and after the music events.
Due to the strain of caring for a loved one with dementia, music therapists created
programs to help alleviate depression and foster positive relationships between the
individuals with dementia and their familial caregivers (Clair & Ebberts 1997). Clair and
Ebberts’ study implemented a program where clients and caregivers engaged in group music
therapy sessions together. A pre-test and post-test were completed by the caregiver. In
addition, caregivers completed a Likert scale regarding their satisfaction with the experience
and results showed with significance that the caregivers were satisfied with the experience.

Other results showed significant increases in the engagement and touch between clients and
caregivers. The mean scores reported higher scores for all interactions during music therapy
interventions versus typical conversation.
A similar study by Brotons and Marti (2003) examined the relationship between
married couples, with one spouse diagnosed with dementia. The subjects completed group
sessions together and separately. Half of the subjects reported positive social improvement
and 66.7% of the subjects reported that the experience was positive due to being able to share
with one another in a way not typical because of dementia. Pollack and Nomazi (1992)
reported similar results in a study where individual sessions occurred and the researchers
observed a 24% increase in socialization with other clients, staff, and caregivers following
their music therapy sessions.
Dementia is a neurologic disorder, therefore the focus of most treatment is to
maintain or prevent further regression of cognitive skills. Attending to tasks and actively
participating was the subject of a large number of studies. Christie (1995) experimented with
putting a high functioning male client, without a diagnosis of dementia, in group music
therapy sessions with clients diagnosed with dementia. The researchers reported a 14%
increase in participation for those diagnosed with dementia during 42 sessions. This outcome
indicated their ability to imitate and understand others.
Other studies showed imitation as a skill individuals with dementia were able to
grasp. Cevasco and Grant (2006) discovered that individuals in early to mid-stage dementia
were able to learn new musical material, specifically imitate rhythms. Lipe (1995) found a
strong relationship between performing musical tasks and cognition. She specifically
discovered that among all types of musical tasks, the clients completed rhythmic tasks longer
than all other musical tasks.
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Hanson et al. (1996) compared singing, movement to music, and rhythm interventions
and determined that singing and rhythm interventions demonstrated statistical significance in
responsiveness in clients with low levels of functioning. Clair, Bernstein, and Johnson (1995)
used rhythm in music therapy sessions to test whether individuals were able to imitate
complex patterns. The results showed an increased ability for clients to imitate patterns with
increased participation between the baseline and initial sessions. Following completion of the
study, rates of participation in daily life declined significantly. The fact that participation in
daily life declined significantly following the music therapy sessions demonstrated the
effectiveness of the rhythm and active participation on the course of the dementia.
Responsiveness was another concern on which many researches focused their studies.
Gregory (2002) used structured music listening to test attention and responsiveness. Her
technique included short intervals of music listening followed by short periods of silence.
The subjects had to turn a dial to the song playing or to the spot labeled ‘wait’ during the
silence. Gregory found that it was not problematic for higher functioning clients to complete
the task, and found that lower functioning clients were able to learn the process because of
the structure.
Clair (1996) studied alert responses in individuals with late-stage dementia. They
were all non-ambulatory and did not engage in understandable language. Her study recorded
alert responses in response to singing, reading, and silence. Frequent alert responses recorded
more often during singing than in other trials. Alert responses also increased during each
session when the music therapist was singing. Sherratt, Thornton, and Hatton (2004) reported
the use of live music demonstrated significant increases in the active participation of clients
with dementia, and functioning level did not play a significant role.

A study by Van de Winkel et al. (2004) demonstrated an increase in cognition. The
researchers conducted exercise sessions supported by music versus exercise groups where
conversation was the only stimulation. Olderog-Millard and Smith (1989) determined that
group singing increased participation both verbally and vocally and decreased wandering
away from the task.
Other cognitive issues examined in research included declining language and
recalling information. Koger and Brotons (2000) saw significant increases in speech content
and fluency of spontaneous speech following music therapy sessions versus conversational
sessions with a therapist. In a similar study, Smith (1986) compared results for reality
orientation, attention, and language. The dependent variables in the study included musically
cued reminiscence, verbally cued reminiscence, and musical activity. The subsection of
language with verbally and musically cued reminiscence showed significance. Total scores
found significant results when using musical activities.
Recalling information is not only important for completing daily living tasks and
living functionally, but also improves relationships and social interactions due to increased
ability to have conversations. Face-name recall is especially important to family members
with loved ones with dementia. Carruth (1997) used a space retrieval technique within music
therapy sessions to increase face-name recall. Her subject size was small, but four out of
seven of the clients were able to identify an activity aid at the facility following the sessions.
Five out of seven were able to recall the name within a period of a day.
Foster and Valentine (2001) studied the effects of different types of auditory
stimulation on memory recall. They compared familiar music, non-familiar music, cafeteria
noise, and silence. Both familiar and non-familiar music increased recall of remote events,
especially in higher functioning clients. Prickett and Moore (1991) studied whether

individuals with dementia would recall spoken words or songs. The clients were able to
recall songs better than words, and specifically recalled familiar songs. Even when they were
not able to recall the words of the songs, the researchers reported clients attempting to sing or
hum with the music.
The literature above included psychological means for examining dementia and the
issues related to it. A physiological study showed significant physiological evidence of the
importance of music therapy with persons with dementia. Kumar et al. (1999) obtained blood
samples from subjects before starting a series of music therapy sessions, again after a 4-week
period, and finally 6-weeks following completion of the sessions. Results showed increased
levels of serum melatonin. Serum melatonin is a hormone, which regulates the body’s
circadian rhythm related to sleep cycles. The physiological evidence found significant that
being involved in music therapy sessions helped them maintain physical and mental states
versus those that did not receive music therapy. They tested cortical and blood pressure
levels. Blood pressure levels were significantly lower in those who had received music
therapy.
This information supports the idea that music therapy is an effective treatment for
individuals with dementia, therefore warranting the need for more long-term care facilities
with memory care units to employ a music therapist to provide treatment. The fact that
Northwest Indiana does not employ any music therapists within this population is
troublesome considering the evidence demonstrated through the review of literature. The
purpose of this research project was to determine if a presentation about the benefits of music
therapy services for clients with dementia would change the previous knowledge and
perceptions of long-term care facilities staff and administrators.

METHOD
Participants
Participants included 11 administrators and staff from two long-term care facilities in
Northwest Indiana. The method of finding participants was convenience sampling. The
researcher utilized the “Senior Housing Finder” tool on the Alzheimer Association’s website
to find long-term care facilities offering memory care. Based on the list of facilities, the
researcher called the facilities in alphabetical order by county. The researcher scheduled the
facilities that agreed to participate. The researcher called 12 facilities listed as having
memory care units, six in each county. The facilities that did not participate in the research
did not directly reject participating, but did not return the researcher’s messages.
Design
The design of this project is a pre-test/post-test pre-experimental design because the
participants completed a pre-test survey, followed by viewing a presentation, and then
completed a post-test survey. There was no control group.
Procedure
Upon arriving at each facility, the researcher explained the Consent for Participation
in Research form (Appendix A). Once the participants signed the form, the researcher also
signed and gave an unsigned copy to them. The researcher instructed participants to open
their folders (all the same color) and complete the pre-test survey “A” which was face down
on the left side of the folder. The researcher instructed the participants to answer the
questions and then hand it back in. The pre-test and post-test survey had eight questions. The
pre-test was labeled “A,” and the post-test was labeled “B.” The surveys were coded with the
same number for each facility and then each participant had a different number to maintain
confidentiality for the participants. For example, the first facility was labeled “1” and a

participant had the number “1”, so the number coded on the pre- and post-test surveys was
“1-1.” See Appendices B and C for the pre- and post-test surveys.
The presentation included an educational experience which included a music therapytype intervention, the definition of music therapy, explanation of a music therapist’s
education and qualifications, statistics of dementia and music therapy, the a brief review of
literature on dementia and music therapy, description of funding sources, benefits of music
therapy for facility staff, and an opportunity to ask questions. The researcher scripted the
presentation on power point to increase reliability. See Appendix D for the power point
slides.
Following the presentation, the researcher prompted participants to open their folders
and take the post-test survey, found face down on the right side of their folders. After
completion, participants were instructed to hand in materials and surveys to the researcher.

RESULTS
Pre-Test Survey
The following data represents the responses given on the pre-test survey. The
participants could answer ‘yes,’ ‘no,’ or ‘unsure’ for all eight questions. The researcher’s
desired responses for the pre-test survey questions was ‘yes,’ except for question three. The
desired response for question three was ‘no.’ The specific questions and responses are
displayed in Table I.
Table 1 Pre-Test Survey Questions and Responses
Question #

Questions

Responses

I am confident I understand the credentials required for
board
certified
ic therapists

Yes 0

Unsure 8

No 3

I think music therapy services would be beneficial for
residents with dementia.

Yes 11 Unsure 0

No 0

My facility provides other complementary or alternative
therapies for residents with dementia (e.g. massage
acupuncture, etc.)

Yes 10 Unsure 0

think my facility would be able to financially support
music therapy services.

Yes 1 Unsure 10 No0

Post-Test Survey
The following data represents the responses given on the post-test survey following
the 30-minute presentation. The participants could respond ‘yes,’ ‘no,’ or ‘unsure’ for all
eight questions. The researcher’s desired response for the post-test survey questions was
‘yes,’ except for question three. The desired response for question three was ‘no.’ The
specific questions and responses are displayed in Table 2.

Table 2 Post-Test Survey Responses
Question #

Questions

Responses

I am confident that I understand the credentials required for
board certified - music therapists

Yes 10 Unsure 1 No 0

I think music therapy services would be beneficial for
residents with dementia.

Yes 11

Unsure 0 No 0

Yes2

Unsure 6 No 3

y facilityp

p

ry or alternative

therapies for residents with dementia (e.g. massage therapy,
aromatherapy, animal therapy, acupuncture, etc.

I think my facility would be able to financially support
music therapy services.

Comparison
The comparison of data from the pre-test and post-test surveys was calculated by
determining whether each participants answer demonstrated a positive change, a negative
change, or remained the same. Each facility’s answers were compared separately, then each
facility’s data was averaged. If a participant’s answer changed from ‘no’ or ‘unsure,’ to ‘yes,’
it was a positive change. A negative change occurred when a participant’s answer went from
‘yes,’ or ‘unsure,’ to ‘no.” The answer to question three was opposite because the desired
answer was ‘no.’
Graph 1 Percentage of Change from Pre-test to Post-test
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Facility 1 demonstrated a 38% positive change in perceptions and knowledge when
comparing results from the pre-test and post-test surveys. Fifty percent of the answers
remained the same from pre- to post-test for facility one. Facility 1 had 13% negative change,
which is the equivalent of one question. Facility 2 demonstrated a 40% positive change in
perceptions and knowledge when comparing results from the pre- and post-test surveys.
Fifty-eight percent of the answers remained the same from pre- to post-test for facility 2.
Facility 2 had a 3% negative change.
The averages for both facilities demonstrated a 39% positive change in perceptions
and knowledge when comparing results from the pre-test and post-test surveys. Fifty-four of
the answers remained the same from pre- to post-test for both facilities. The two facilities
averaged an 8% negative change, which was the equivalent of an average of 0.6 questions.

DISCUSSION
The results of the study were positive, despite the small number of participants and
facilities. In a couple of areas, the way in which the researcher presented material may have
contributed to the small percentage of negative change. The areas that remained the same
from the pre-test to post-test indicated that participants remained consistent with some
answers. The results indicated that the presentation made an impact on the perceptions and
knowledge of music therapy as demonstrated by the number of participants that responded a
positive change in their answers.
The question that demonstrated a negative change was question three, “I think other
long-term care facilities in Lake and Porter County, Indiana are providing music therapy
services for residents with dementia.” The script delivered by the researcher stated that there
were no music therapists providing services in long-term care facilities in Northwest Indiana,
but the researcher added that she had heard of one music therapist that was contracting with a
hospice agency in the area. Following the presentation at the first facility, the music therapist
realized that the comment regarding the music therapist working in another facility was
likely to skew the results of this question. Many long-term care facilities provide hospice
services to their residents, which probably confused their perception and knowledge of how
to answer the question. However, to ensure reliability between all of the presentations, the
music therapist made sure to read the script as written for the second presentation as well.
The other question that demonstrated negative change was question eight, “I think my
facility would be able to financially support music therapy services.” This was most likely
due to the lack of evidence the researcher presented for funding support for the facilities.
Some of the comments written on the post-test surveys indicated that if funding was not an
issue the facility would be willing to add music therapy services. Funding was the topic from

the presentation that most participants asked questions about. The answers given by the
researcher could possibly have influenced their answer to this question.
An average of 54% of participants’ answers stayed the same from the pre-test survey
to the post-test survey. All 11 participants answered ‘yes’ to question four, “I think music
therapy services would be beneficial for residents with dementia,” in both surveys. These
answers demonstrated that the participants either were anticipating the purpose of the
presentation, or were genuinely open-minded and supportive to the concept of music therapy.
Nine out of eleven participants answered the same between the pre-test to post-test for
question seven, “I think music therapy services would be beneficial to all employees in my
facility.”
The final question that remained the same was question six, “My facility provides
other complementary or alternative therapies for residents with dementia (e.g. massage
therapy, aromatherapy, animal therapy, acupuncture, etc.).” All but one participant responded
that the facilities offered complementary or alternative therapies. The participants wrote in
the second part of question six, that their facilities offered animal/pet therapy, aromatherapy,
and a multi-sensory room. Typically, certified therapy pets come with volunteers to
participate in animal/pet therapy programs. The activities and recreational therapy
departments provided the facility with aromatherapy. The multi-sensory room at the one
facility was a certified “Snoozelen” room to provide sensory stimulation for individuals.
Positive change was most prominent in the questions regarding education, credentials,
and whether participants would consider advocating for music therapy services in their
facility. Question one, “I am confident that [ understand the education and training required
for music therapists,” changed from all of the participants responding that they were either
unsure or did not know the education and training, to all participants responding in the post-
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test that they knew the education and training of music therapists. The second question, “I am
confident that I understand the credentials required for board certified-music therapists,”
went from all participants responding that they were either unsure or did not understand the
credentials, to 10 out of 11 participants answering in the post-test that they did understand the
credentials.
The final question that demonstrated a positive change, which also showed the most
change in perception from pre-test to post-test, was question five, “I would consider
advocating for music therapy services as a treatment option for residents with dementia at my
facility.” Forty-five percent of the participants responded in the pre-test survey that they were
not sure or would not consider advocating for music therapy services. In the post-test survey,
one participant still answered that they were unsure about advocating for services, but all of
the other participants responded that they would consider advocating for music therapy
services in their facility.
Many participants made comments about their experience. They related to how
participants wished they could have music therapy in their facility and they felt individuals
would benefit from it. However, none of those who wrote comments suggested further
collaboration about how to encourage music therapy’s addition to their facility. The other
prominent comment was that participants felt the presentation was informative and gave
them information they did not previously know. At the end of the presentation, some
participants asked questions about funding and asked questions about the researcher’s work
experience.
The purpose of this research project was to determine if a presentation about the
benefits of music therapy services for clients with dementia would change the previous
knowledge and perceptions of long-term care facilities staff and administrators. It was
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hypothesized that when comparing pre-test and post-test survey responses, the presentation
given by the researcher would demonstrate that the presentation altered the perceptions of the
participants.
The results showed that 39% of participant’s perceptions and knowledge changed for
the positive following the presentation. An average of 54% of participants’ perceptions and
knowledge stayed the same. The questions that did not change were the ones related to
services the facility offered and their perceptions of whether services would be beneficial.
Only 8% of the participants’ answers demonstrated a negative change. The question most
commonly answered in the negative direction was regarding funding. The answers that
remained the same from pre-test to post-test included those about whether the participants
thought music therapy would be beneficial for individuals with dementia and for caregivers,
and regarding offering complementary and alternative therapies.
This author was encouraged by the increase in knowledge of the required education
and credentials demonstrated in the comparison of pre- and post-tests. However, the most
supportive information to come from this research was the perception of the administrators
and staff that they believed music therapy could be beneficial for their individuals with
dementia and their employees. Moreover, the positive change in perceptions about
advocating for the addition of music therapy services indicates positive support for music
therapy in long-term care facilities.
It is the hope of this author to revise aspects of this study for further research. The
author would like to revise the presentation materials to alleviate the problems that occurred
during this study. It is the interest of the author to attempt to obtain participants from more
facilities in Northwest Indiana to gain further feedback on the effectiveness of the
presentation. Further, in the future, the author would like to expand the study to include a

larger population of long-term care facilities in the entire state of Indiana. The author also
believes this presentation could become the protocol for music therapists to use to educate
other professionals on music therapy.
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APPENDIX A
CONSENT TO PARTICIPATE IN RESEARCH
The purpose of this research project is to determine if a presentation about the benefits of
music therapy services for clients with dementia will change the previous knowledge and
perceptions of long-term care facilities staff and administrators. Groups of varying size from
10 long-term care facilities in Porter and Lake County, Indiana will be chosen using
convenience sampling. After signing the consent form, participants will complete a pre-test
survey (A), view a 30-minute presentation, and complete a post-test survey (B). The
importance of the research is to determine the knowledge and perception of long-term care
facility staff and administrators about music therapy with clients with dementia. This study
is being conducted by Stephanie Harris, as part of the Thesis (MU 591) course at Saint Maryof-the-Woods College.
The procedure involves minimal risk for the participants and the survey forms will be coded
with numbers to maintain confidentiality. The researcher will have sole access to the
completed surveys and will maintain them in a locked filing system at the researcher’s
residence for 5 years after publication of the results. The results will be published in the
researcher’s thesis and may be published in a peer-reviewed journal. The results may also be
used for presentation at state, regional, and/or national conferences. The surveys will be
shredded after 5 years. The benefit of participation in this research project includes an
increase in knowledge about the benefits of music therapy for clients with dementia in longterm care facilities.
The participants have the right to decline participation in the survey by not signing the form.
In addition, participants may withdraw from the study at any time without penalty, by
notifying the researcher.
This study was approved by the Saint Mary-of-the-Woods College Human Subjects
Institutional Review Board on February 28, 2008.
If you have questions or concerns about this study, please contact the researcher, the
researcher’s supervisor, or the chair of the Human Subjects Institutional Review Board.
Researcher
Stephanie A. (Tasker) Harris, MT-BC
501 Chester Street
Valparaiso, Indiana 46383
stephanie tasker@smwc.edu
219-309-0919
Supervisor

Tracy Richardson, MS, MT-BC
Director of Music Therapy
Saint Mary-of-the-Woods College
Saint Mary-of-the-Woods, Indiana 47876
trichard@smwec.edu
812-535-5154

Chair, IRB
Dr. Christine Bahr
Chair, Human Subjects Institutional Review Board
Saint Mary-of-the-Woods College
Saint Mary-of-the-Woods, Indiana 47876
cbahr@smwc.edu
812-535-5182

My signature below indicates that I am 18 years of age or older, I have been informed about
this study, I consent to participate, and I have received a copy of this consent form.

Signature of Participant

Signature of Researcher

APPENDIX B
Music Therapy Research Project- Survey A

Number

1. Iam confident that I understand the education and training required for music therapists (circle
one)
Yes

Unsure

No

2. Iam confident that I understand the credentials required for board certified-music therapists (circle
one).
Yes

Unsure

No

3. I think other long-term care facilities in Lake and Porter County, Indiana are providing music
therapy services for residents with dementia (circle one).
Yes

Unsure

No

4. 1 think music therapy services would be beneficial for residents with dementia (circle one).
Yes

Unsure

No

5. I would consider advocating for music therapy services as a treatment option for residents with
dementia at my facility (circle one).
Yes

Unsure

No

6. My facility provides other complementary or alternative therapies for residents with dementia (e.g.
massage therapy, aromatherapy, animal therapy, acupuncture, etc.) (circle one).
Yes

Unsure

No

6a. If you answered “Yes,” list the complementary or alternative therapies offered.

7. 1think music therapy services would be beneficial to all employees in my facility (circle one).
Yes

Unsure

No

8. I think my facility would be able to financially support music therapy services (circle one).
Yes
Comments:

Unsure

No

APPENDIX C
Music Therapy Research Project- Survey A

Number

1. Iam confident that I understand the education and training required for music therapists (circle
one)
Yes

Unsure

No

2. Iam confident that I understand the credentials required for board certified-music therapists (circle
one).
Yes

Unsure

No

3. I think other long-term care facilities in Lake and Porter County, Indiana are providing music
therapy services for residents with dementia (circle one).
Yes

Unsure

No

4. 1 think music therapy services would be beneficial for residents with dementia (circle one).
Yes

Unsure

No

5. I would consider advocating for music therapy services as a treatment option for residents with
dementia at my facility (circle one).
Yes

Unsure

No

6. My facility provides other complementary or alternative therapies for residents with dementia (e.g.
massage therapy, aromatherapy, animal therapy, acupuncture, etc.) (circle one).
Yes

Unsure

No

6a. If you answered “Yes,” list the complementary or alternative therapies offered.

7. 1 think music therapy services would be beneficial to all employees in my facility (circle one).
Yes

Unsure

No

8. I think my facility would be able to financially support music therapy services (circle one).
Yes
Comments:

Unsure

No

APPENDIX D
Power-Point Presentation

OPENING SCRIPT
s*Hand-out Consent forms
*»* Give a brief overview of consent.

“You are

welcome to discontinue participation at any time.”
Please read the entire form.

+» “If you agree to participate, please sign and hand
the form to me to sign.”
**Hand participant a copy of the consent form.
“+ “Open your folder and
left hand side. Complete
questions and hand back
finished. When everyone
presentation.”

take out the
the answers
to me when
is finished,

paper on the
to all
you are
| will begin the

EXPERIENTIAL
Egg pass- Pass out one egg shaker to each
participant. Instruct them to put it in their right

hand, hold hands out in front of body so neighbors
are within short reach, pick up the egg with left
hand on the cue ‘grab’ and place it in their neighbor
to the lefts hand on the cue ‘pass’.

DEFINITION OF MUSIC THERAPY
** Music Therapy is the clinical and evidence-based use
of music interventions to accomplish individualized
goals within a therapeutic relationship by a
credentialed professional who has completed an
approved music therapy program. (AMTA 2007)
+sExplain clinical and evidenced-based.
** Therapeutic Relationship- “We all know that music
is therapeutic. The therapeutic relationship is one
aspect that distinguishes MT’s .” Group dynamics.
“+Other ideas will be explained throughout the
presentation.

EDUCATION
Minimum

Education Requirements

ss Undergraduate/Bachelor degree at one of
approximately 70 approved colleges/universities
+sCurriculum

includes courses in general education,

applied music, music therapy, , and psychology/
counseling
Internship at National Roster Internship Site for
approximately 6 months/1000 hours

CREDENTIALS
+» Certification Board for Music Therapists exam to
become a board-certified music therapist (MT-BC)
following completion of undergraduate degree with
internship
+* AMTA has developed guidelines for advanced
credentials to align with other similar professions
(SLP, PT, OT) that require advanced degrees and
certifications/credentials/licensure.
** Many facilities and funding sources require the
credential although it is not required to be a
music therapist.

STATISTICS
Dementia Statistics

**Dementia afflicts 4.9 million American adults over the age of 65.
**In Indiana, 67% of patients in long-term care facilities have a diagnosis of
dementia. An estimated 20% increase is expected by 2010. Alzheimer
Association 2007

Music Therapy Statistics
“Nationally, 9% of music therapists work with persons 65 and older with
dementia.
**In Indiana, 5 music therapists report working with persons with dementia.
Surrounding states, Michigan and Illinois, report double. American Music
Therapy Association (AMTA) 2007
*»There may be a few more, that is what was reported to the national
organization.

“Currently, no long-term care facilities in Northwest Indiana employ a music
therapist to work with individuals with dementia.
“#1 have recently heard of one music therapist working with a hospice
agency in NWI.

AREAS ADRESSED WITH MT
“*Motor Skills
;
**Increase arm/leg strength, mobility, and range of motion.
**Music provides structure and motivation to comply with exercise.
“+Ex. MT adapts live music to match the movement.
familiar song to maintain the movement.

Then selects

*¢*Socialization
*»Research demonstrates that both group and individual MT sessions
increase positive socialization/relationships with peers and caregivers.
“»Some programs incorporate spouse/caregiver participation in MT

sessions.
**Ex. A session focusing on socialization will encourage interaction
between individuals through a combination of singing, active music
making with a variety of instruments, and movement/dancing.

AREAS ADDRESSED WITH MT (CONT.)
+sCognition
*» Research demonstrates the ability of individuals with
dementia to imitate and learn new music material. Also
shows increases in attention to tasks that need to be
completed.
**The use of reminiscence increases recall of memories.
+» Reality Orientation interventions increase awareness to
time and place.

** Responsiveness
*¢ Research demonstrates that group and individual
singing experiences increases alert responses.
“Responsiveness increases with music throughout all
stages of dementia.

AREAS ADDRESSED WITH MT (CONT.)

s+» Behavior

+*Research demonstrates that live, preferred
music decreased agitation, irritability,
aggressiveness, and depressive symptoms during
and up to a couple of hours after MT sessions.

TREATMENT PROCESS IN MT
*¢ Individuals targeted or referred for music therapy would be
assessed using a variety of assessment tools.
+» Determine functioning level, skills, preferred activities,
music.

+» Review of family, career, life events.
Important to know because preferred music from

teen years /religion/ patriotic is most recalled
ss Treatment plan for each individual.
se Individual vs. group.
++ Goal areas to be targeted.
+s Review of progress

** Through data if able
** Narrative

INTERVENTIONS
**Movement/Dancing
+s» Active music making
+»Singing
Instruments
+*Reminiscence

+»*Reality Orientation
+*Relaxation

*»*Group vs. Individual Interventions
“Group
**Dynamics are evaluated and used in treatment
*¢*Individual
s*Completely adapted

BENEFITS FOR FACILITY/STAFF
+» Receive therapeutic support for activities of daily

living.
+» Staff experience decreased stress and burnout
because individuals have decreased agitation,
non-compliance.
*¢+By addressing the goal areas, individuals quality of
life are significantly improved.
+s» Staff and facility experience increased quality
of work environment.

FUNDING
+s» Facility budgeted
** Grants
**Donations
s* Government
+*Medicare, Medicaid
s+ Depends on the state , facility
+* Third Party Reimbursement (Insurance)
** Depends on policies.

QUESTIONS

Give a time frame for asking questions.

