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Abstract 

A survey of music therapists working with adolescents with Behavior disorders was essential 

to evaluate current trends in the field of music therapy. The researcher utilized a survey to 

investigate what music therapy interventions are used in both individual and group music 

therapy sessions with adolescents with behavior disorders. Music therapists also reported 

reasons that interventions are used in individual and group treatment. Music therapists who 

participated in the survey reported to the American Music Therapy Association (AMTA) that 

they worked with adolescents with behavior disorders in AMTA’s annual report supplied to 

all members for 2008-2009. Results of the survey indicate that music therapists work a small 

number of hours per week with this population. When working with individuals, music 

therapists often select interventions that engage the client in active music making. When 

working with groups, music therapists report using music interventions that are active and 

receptive. Interventions are selected by music therapists for a variety of reasons, including a 

focus on the needs of the client, and those of the therapist. The study shows inconsistencies 

of therapists’ rational for intervention selection when working with individual clients versus 

groups of clients. Additional data is needed to accurately depict current trends in the field of 

music therapy regarding adolescents with behavior disorders. 
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Introduction 

The Problem 

While music therapists work with a variety of ages and clientele, the age of 

adolescence is of particular interest to many music therapists. In addition to working with a 

variety of ages, music therapists work with individuals who have a variety of disorders 

outlined in the Diagnostic and Statistical Manual of Mental Disorders (4™ Ed., text rev.: 

DSM-IV-TR; American Psychiatric Association, 2000). In particular, many music therapists 

work with clients with behavior disorders, which are classified by the DSM-IV-TR (APA, 

2000) as Attention-Deficit and Disruptive Behavior Disorders. According to the DSM-IV-TR 

(APA, 2000) these disorders, are typically diagnosed in infancy, childhood, or adolescence. 

Attention-Deficit and Disruptive Behavior disorders include (1) Attention- 

Deficit/Hyperactivity Disorder (ADHD), (2) ADHD Not Otherwise Specified, (3) 

Oppositional Defiant Disorder (ODD) (4) Conduct Disorder (CD), and (5) Disruptive 

Behavior Disorder Not Otherwise Specified. Although many music therapists work with 

adolescents with the above disorders, it is not clear what interventions are typically used in 

music therapy sessions. 

Background 

ADHD is characterized by inattention and may be accompanied by hyperactivity and 

impulsivity (APA, 2000). Individuals who are diagnosed with ADHD Not Otherwise 

Specified have characteristics of inattention, hyperactivity, and impulsivity, but do not meet 

enough of the criteria to be diagnosed with ADHD (APA, 2000). Characteristics of ODD 

include defiance, disobedience, hostility, and negative feelings toward authority figures 

(APA, 2000). Individuals with CD display behaviors which repeatedly violate the basic rights  



of others and break social norms and rules (APA, 2000). Disruptive Behavior Not Otherwise 

Specified is reserved for individuals who display qualities which significantly impair the 

functioning of the individual. Qualities are similar to either ODD or CD but do not quite 

meet all of the criteria for either diagnosis. 

Genetic, social, and environmental factors are reported to influence a person’s 

propensity for being diagnosed with an Attention-Deficit and Disruptive Behavior disorder. 

Dombrowski and Martin (2007) reported that a poor fetal environment can be a 

predetermining factor. McKinney and Renk (2006) stated the importance of a positive 

familial environment to deter anti-social and disruptive behaviors. According to a genetic 

study, the gene GABRA? is a contributing factor to predetermine a person’s likelihood to 

exhibit uninhibited behaviors like that of individuals with CD (Dick et al. 2006). The 

prevalence of Attention-Deficit and Disruptive Behavior disorders is rising as the DSM-1V- 

TR (2000) reported that three to seven percent of school aged children have ADHD, possibly 

more than 10% of children have been diagnosed with CD, and two-16% of children have 

ODD. 

The Centers for Disease Control and Prevention (2001) defines adolescence as the 

ages between twelve and seventeen. It is also a time of uncertainty as a child develops into an 

adult. With uncertainty comes stress and anxiety. Harvard Medical School (2008) reported 

that while an adolescent may have high intellectual skills and reasoning abilities, the brain is 

underdeveloped until a person reaches the early twenties. Not only is adolescence a time of 

change and difficulty, but for an individual with an Attention-Deficit and Disruptive 

Behavior Disorder, the problems are often amplified. Frankel and Finberg (2002) reported 

social impairment in individuals with Attention-Deficit and Disruptive Behavior Disorders.  



Adolescents with a declining self-concept augmented by depressive periods have been 

studied (Montague et al., 2008). 

A variety of approaches are used to treat Attention-Deficit and Disruptive Behavior 

Disorders. Tcheremissine and Lieving (2006) reported that a wide range of pharmacological 

agents are currently used. Johnson and Waller (2006) studied an array of treatment programs 

such as parent trainings, interpersonal skills trainings, and cognitive-behavioral approaches. 

Schools have been influential in treating these disorders as well, consistently using a 

behavior approach, implementing behavior management techniques (Scott, Park, Swain- 

Broadway, & Landers, 2007; Bradshaw, Reinke, Brown, Bevans, & Leaf, 2008). 

Music therapists have used a variety of interventions with children who have 

symptoms of Attention-Deficit and Disruptive Behaviors. Montello and Coons (1998) 

studied passive music therapy interventions versus active music therapy interventions and 

suggested that music interventions foster a sense of self-acceptance. Presti (1984) used music 

interventions that focused on motor, verbal and social behaviors. These studies pertained 

specifically to children, not adolescents. 

Other music therapists studied the effects of music interventions on adolescents. 

Kivland (1986) found a decrease in negative self-statements when using music interventions 

with adolescents in a hospital setting. Rio and Tenny (2002) studied juvenile offenders and 

used music interventions to foster emotional expression. Rickson and Watkins (2003) 

suggested that rhythmic activities help to promote impulse control. Another study from 

Brooks (1989) reported that music creates a safe environment and suggested using music 

listening, lyric analysis, and lyric writing. These studies focused on the results music therapy 

interventions, client, and therapist can achieve together. However, none of the studies 

discussed what specific music interventions are used to obtain a positive outcome.  



Research Questions 

It is necessary to find what interventions music therapists are using with adolescents 

with Attention-Deficit and Disruptive Behavior disorders. It is also important to examine if 

the interventions used for individual clients differ from those used for groups of clients. In 

addition to finding which interventions are used, why are music therapists gravitating to these 

specific interventions? 

Operational Definitions 

The term Attention-Deficit and Disruptive Behavior Disorders encompasses a several 

diagnoses as outlined in the DSM-IV-TR (APA, 2000). This paper will examine only, ADHD, 

CD and ODD and its corresponding set of symptoms. Given that ADHD Not Otherwise 

Specified and Disruptive Behavior Disorder Not Otherwise Specified do not have a list of 

specific symptoms or criterion, this paper will examine ADHD, CD, and ODD. For the 

purposes of this paper, the term behavior disorders will be used to encompass all of the 

above-mentioned disorders. 

Purpose of this Study 

The purpose of this study is to identify current music therapy trends when working 

with adolescents with behavior disorders and to attempt to decipher which music 

interventions are frequently being used, and the rational for each. It would also be beneficial 

for music therapists to clarify if music interventions vary when working individually with 

adolescents or when working with groups of adolescents.  



Literature Review 

Attention-Deficit and Disruptive Behavior Disorders 

Attention-Deficit and Disruptive Behavior disorders encompass several diagnoses 

including ADHD, ADHD Not Otherwise Specified, ODD, CD, and Disruptive Behavior 

Disorder Not Otherwise Specified according to the DSM-IV-TR (APA, 2000). Several 

researchers (Sondeijker et al., 2005; Kempes, Matthys, de Vries, & Engeland, 2005; 

McKinney & Renk, 2006; Stahl & Clarizio, 1999) note that behavior disorders exist on a 

continuum. The least severe is ADHD, and the most severe is CD, with ODD sandwiched in 

the middle. Researchers suggest that ADHD and ODD may be a pathway to developing CD 

as adolescence progresses. While one disorder typically seems to precede the other, having 

one may be a vulnerability factor for subsequent diagnoses. Symptoms overlap from one 

disorder to the next. As the severity of symptoms increases, diagnoses may evolve along the 

continuum of behavior disorders. 

Several characteristics of ADHD can manifest very early in life. Some early signs of 

ADHD in toddlers include excessive motor activity and sustained inattention; however, 

toddlers often have limited demands placed upon them to engage in periods of sustained 

attention. Diagnosis is typically reserved until the early school years when adjustment to the 

school environment is compromised according to the DSM-IV-TR (APA, 2000). The 

common features of ADHD are divided into two types, inattentive and hyperactive- 

impulsive. Characteristics of inattention include (a) making careless mistakes, (b) problems 

with sustaining attention, (c) inability following through with instructions and work tasks, (d) 

difficulty organizing, (¢) becoming easily distracted, (f) being forgetful, (g) losing things, and 

(h) avoiding tasks that require continued thought and care to details. According to The  



American Academy of Child and Adolescent Psychiatry (AACAP) hyperactivity is visible 

when a child has trouble paying attention, looses school supplies and forgets to turn in 

homework, blurts out answers, fidgets or squirms, runs or climbs excessively, interrupts 

others, or has difficulty listening (AACAP, 2008) 

While any child can be inattentive, easily distracted, impulsive or hyperactive at 

times, these characteristics appear at higher frequencies than most children and impair daily 

functioning according to the DSM-IV-TR (APA, 2000). Features associated with ADHD 

involve feelings of rejection from peers, poor self-esteem, temper outbursts, bossiness, 

stubbornness, and low frustration tolerance to name a few. “Children with ADHD have 

persistent swirling images compounded with sounds and thoughts are constantly churning 

and brewing, making attention to task nearly impossible” (AACAP, 2008, para. 4). Thinking 

ahead and planning for future events are troublesome tasks also. Children with ADHD are 

often perceived as annoying, disrupting and a disappointing to teachers, parents, and peers. 

The American Academy of Child and Adolescent Psychiatry (AACAP, 2008) advises boys 

are affected two to three times more than girls. Furthermore, an average of one to two teens 

in every classroom in the United States needs help for ADHD. Co-existing unsociable or 

delinquent behaviors along with ADHD may compound a child’s or adolescent’s difficulties. 

Testing limits or displaying oppositional behavior is considered to be a natural part of 

child development, especially during preschool age and adolescence. Oppositional behavior 

becomes a problem when it interferes with the individual’s development and success. ODD is 

characterized by a recurrent pattern of negativistic, defiant, disobedient and hostile behavior 

toward authority figure as indicated by the DSM-IV-TR (APA, 2000, p. 100). In addition, 

four of the following criteria must be present: (a) often loses temper, (b) argues with adults, 

(c) refuses to comply with adults’ rules or requests, (d) deliberately annoys people, (e) places  



blame for mistakes on others, (f) is easily annoyed by others, (g) is often angry and resentful 

and (h) is spiteful or vindictive. Features of ODD are customarily noticed in the home 

environment and may not be noticeable in the school environment or wider community. 

Oppositional behavior is displayed more readily to adults and peers with whom the 

individual knows well. Individuals do not typically see themselves as oppositional and 

defiant and they often believe that behaviors are justified as a response to unreasonable 

demands or circumstances. 

The American Academy of Child and Adolescent Psychiatry (AACAP, 2008) 

reported five to 15% of school-aged children have ODD. The DSM-VI-TR (APA, 2000) 

suggested the prevalence for ODD is higher in males before puberty; however, rates between 

males and females are equal after puberty. Associated features of the disorder include self- 

esteem issues, either inflated or deflated, low frustration tolerance, swearing and 

experimentation with alcohol, tobacco or drugs. Conflict with parents, teachers and peers is 

extremely common. A diagnosis of ODD may lead to a later diagnosis of CD. 

The next diagnosis on the continuum, according to the DSM-IV-TR (APA, 2000), is 

conduct disorder (CD). The essential feature is a repetitive and persistent pattern of behavior 

in which the basic rights of others or societal norms and rules are violated. These behaviors 

are separated into four categories: (a) aggression to people and animals, (b) destruction of 

property, (c) deceitfulness or theft, and (d) serious violations of rules. Aggression to people 

and animals is characterized by bullying, threatening or intimidating others. Initiating fights 

and using weapons is widespread. Cruelty to others may involve forcing someone into sexual 

activity. Destruction of property includes deliberately destroying someone else’s property 

with or without using fire. Deceitfulness can be recognized when someone lies or cheats and 

swindles others to obtain items or favors. Theft can occur when breaking and entering into a  



business, home or vehicle. In these cases, individuals could be confronted. Cases where 

individuals are not confronted include shoplifting and forgery. Staying out at night despite 

parental objections, running away from home, and truancy from school are examples of 

serious rule violations. Individuals with CD appear to be callous and lack feelings of guilt or 

remorse for their actions. According to the DSM-IV-TR (APA, 2000), when remorse is 

shown, it can be manipulative in nature to diminish possible punishment. 

Deater-Deckard, Petrill, and Thompson (2007) report that persons with CD are 

plagued by temperament and behavior problems. High levels of anger and frustration are 

noted along with lower levels of self-control and attention. The DSM-IV-TR (APA, 2000) 

reports that CD is often associated with an early onset of sexual behavior, drinking, smoking, 

using illegal substances, as well as partaking in reckless and risk-taking behaviors. In 

addition, CD may lead to school suspension or expulsion, problems in the workplace, legal 

trouble, sexually transmitted diseases, unplanned pregnancy and lasting physical injuries 

from fights. Suicidal ideation, suicide attempts and completed suicide occur at rates that are 

higher than average in persons with CD. While CD can occur as early as the preschool years, 

it usually emerges between middle childhood and middle adolescence. Early onset predicts 

increased difficulty into adulthood and predisposition for antisocial personality disorders and 

substance-related disorders. ODD is a common precursor to childhood onset of CD. There 

are multiple causes for attention-deficit and disruptive behavior disorders. 

The continuum of Attention-Deficit and Disruptive Behavior Disorders identifies 

several diagnoses including ADHD, ADHD Not Otherwise Specified, ODD, CD, and 

Disruptive Behavior Disorder Not Otherwise specified. Symptoms often overlap from one 

disorder to the next, and one disorder typically seems to precede the next beginning with 

ADHD, then ODD, followed by CD.  



Etiology and Epidemiology 

Several factors are thought to play a role in determining one’s predisposition for a 

behavior disorder. Genetic, social, and environmental factors may play roles. Dombrowski 

and Martin (2007) reported that poor care of a growing fetus can be a predetermining factor 

for behavior disorders. The prenatal and the perinatal environments have a tremendous 

impact on a fetus. During this period of rapid development, insults on the central nervous 

system may impact the structure of cell populations. These impacts have long lasting results 

throughout childhood development. According to Dombrowski and Martin (2007) if damage 

occurs during the first trimester, physical defects are easily observable; however, if damage 

occurs during the second and third trimester, damage may not be noticeable until later in 

childhood, even into young school age. Damage can be significant during the second 

trimester, the period of rapid central nervous system development. Environmental insults 

which may cause damage to the fetus include maternal exposure to infections and 

pharmaceuticals and illegal drugs. Maternal smoking is an environmental risk factor that has 

been proven to be associated with CD, especially overt symptoms of CD like being 

confrontational (Monteaux, Blacker, Biederman, Fitzmaurice & Buka, 2006). Exposure to 

environmental factors may have variable effects depending on the developmental stage of the 

fetus. 

McKinney and Renk (2006) reported that the familial context or environment 

throughout childhood plays a role in the development of oppositional behaviors. Children are 

at a greater risk to develop a behavior disorder when they experience poor parental 

supervision, a lack of involvement, or abusive and inconsistent discipline. Children and 

adolescents learn to escape and avoid parental criticism by displaying escalated responses of  



noncompliance and other negative behaviors. This avoidant behavior intensifies parents’ 

feelings, parents in turn react aversively, escalating the children more, creating a cycle of 

poor behavior. 

Genetic links have been found to influence behavior disorders as well. The gene 

GABRA2 has been associated not only with alcohol dependence in adults, but a recent study 

of children and adolescents, ranging in age from seven to 17, shows that GABRA?2 is also 

associated with conduct disorder symptoms (Dick et al., 2006). An increased number of 

conduct symptoms was found in children who carried one or more copies of the risk allele. 

Findings suggested that GABRA2 contributes to a general predisposition toward disinhibited 

behavior. 

The prevalence of behavior disorders is rising. The DSM-IV-TR (2000) reported 

approximately three to seven percent of school aged children have ADHD. Possibly more 

than 10% of children have been diagnosed with CD, and two-16% of children have ODD. 

Cheney, Flower, and Templeton (2008) suggested students with behavioral and emotional 

problems constitute between one and five percent of the school population, yet these students 

consume more than 50% of teachers’ and administrators’ time. The number of special 

education students with emotional and behavior disorders has nearly doubled over the last 

thirty years from a quarter of a million in 1976 to close to half a million in 2004 (Cheney, 

Flower, & Templeton, 2008). Children have difficulty attending to task and task persistence. 

Lack of attention to task and task persistence inhibits the learning environment and the 

student’s ability to complete in-class work, assignments and tests, thus affecting overall 

school performance. With the rising numbers of children, adolescents and families plagued 

with Attention-Deficit and Disruptive Behavior disorders, further study and inquiry is 

needed.  



Adolescence 

Merriam-Webster described adolescence as, “The process of growing up or the state 

of development prior to maturity,” while the term adolescent means “to grow up or to be 

emotionally or intellectually immature” (Merriam-Webster Online Dictionary, 2008, para. 1). 

The Centers of Disease Control and Prevention (2001) reported adolescence is the time 

period from twelve to seventeen years of age. Teens are typically influenced by peers during 

this time period. Adolescents show a great concern in body image which can result in eating 

disorders and body image distortions. There is also a struggle within the self to be 

independent from parents, teetering between high expectations of one’s self and low 

confidence. As teens mature into later adolescence, great discernment is placed on the future, 

namely education and vocational interests. All of these changes and personal expectations 

naturally cause feelings of anxiety. 

According to Harvard Medical School (2008) adolescence in itself is a difficult time 

of life and is full of changes. Harvard Medical School’s (2008) research shows that although 

adolescents have advanced intellectual and reasoning abilities, the human brain is not fully 

mature until the early twenties. This is especially true of the prefrontal cortex the area of the 

brain for judgment and problem solving and the emotional center of the brain. Adults and 

adolescents process reward stimuli differently because the connection from the prefrontal 

cortex to the midbrain reward system is still forming. Adolescent brains react intensely to 

novel experiences like romantic love and addictive drugs, making those experiences more 

enticing. This explains why addictions begin to take hold during adolescence. Changes in 

hormonal levels are prevalent as the body sends out stress hormones, sex hormones and 

growth hormone, influencing brain development.  



As adolescents mature into adults, these challenges and problems follow with 

startling outcomes. Adolescents who display conduct problems become adults who exhibit 

low educational attainment, low socio-economic status, high unemployment, high welfare 

system use, high prevalence of teenage pregnancy and parenthood, alcohol or drug 

dependence, criminal records, and social malfunction (Olsson, Hansson, & Cederblad, 2006; 

Ferbusson, Horwood, & Ridder, 2005). Along with social malfunction, Saudino and Hines 

(2007) reported a correlation between aggression and poor intimate relationships. 

Intervention and treatment is needed to decrease and even alleviate the poor outcomes of 

individuals with behavior disorders. 

Additional Problems 

People with behavior disorders often display additional problems which can last into 

adulthood. Commings (1997) stated that parents and relatives with disorders are associated 

with children who have a wide range of disorders including drug and alcohol abuse, 

obsessive compulsive behaviors, inappropriate sexual behaviors, depression, anxiety, 

problems with sleep patterns, and learning disorders. In addition, Frankel and Feinberg 

(2002) reported that an increase in social impairment is natural in children with behavior 

disorders. These children have difficulty maintaining and participating in peer relationships. 

Inability to cooperate with peers leads to a lack of validation, feelings of rejection and a lack 

of support from the peer group, creating a need for belonging. 

Montague, Enders, Dietz, Dixon, and Cavendish (2008) reported a significant 

decrease in self-concept for students in special education, especially after the age of fifteen 

which is markedly different than other peers. Poor self-concept is typically confounded with 

depressive symptoms. Depressive symptoms in adolescents include irritable mood, decreased 

interest or pleasure in activities, change in appetite or weight, erratic sleep habits,  



restlessness, fatigue and loss of energy, decreased concentration, poor academic 

performance, substance abuse, thoughts of hopelessness and thoughts of death or suicide. 

Depression along with low self-concept is associated with poor academic achievement. If 

symptoms of depression are present during adolescence, this increases the risk of recurrence 

into adulthood. Adolescents with disabilities, compared to nondisabled peers, experience 

higher rates of depression and lower self-concept. Intervention and treatment is needed to 

decrease and even alleviate the poor outcomes individuals with behavior disorders face each 

day. It is essential to review how individuals with behavior disorders are being treated in 

fields related to music therapy. 

Current Treatments in Related Fields 

A variety of treatments and combinations of treatments are being used to treat 

behavior disorders. The last 50 years has shown a rise in psychosocial disorders in children 

and adolescents; a wide range of pharmacological agents have been used to treat conduct 

disturbance in early human development (Tcheremissine & Lieving, 2006). Pharmacological 

agents include antipsychotics, mood stabilizers and antiepileptic drugs, antidepressants, 

stimulants and adrenergic drugs. Pharmacological interventions are aimed at treating specific 

targets like aggression, hyperactivity, anxiety and mood symptoms. Antidepressant drugs 

with serotonergic agents are of particular interest, due to the relationship between serotonin 

and aggression. Data regarding the safety and efficacy of drugs to treat conduct problems are 

primitive, and studies are often completed in the severest of cases. Extreme caution should be 

taken with the use of psychotropic drugs due to the possibility of long-lasting and possibly 

permanent side effects. 

Johnson and Waller (2006) reviewed current treatments for youth with aggressive 

behaviors. A variety of parent training programs exist to change the parents’ discipline  



patterns that typically reinforce and sustain problem behaviors. Parent-Child Interaction 

Therapy, Parent Management training, and the Incredible Years Parenting Program are a few 

of the parenting techniques commonly used today (Kazdin & Whitley, 2006). Most of these 

parent programs are used in conjunction with counselors, therapists and even teachers. All of 

these studies have been found to be effective when parents are truly involved. Without full 

parent participation, success is limited (Kazdin & Whitley, 2006). 

Johnson and Waller (2006) also reviewed interpersonal skills training programs 

which focus on problem solving, assertiveness, and social, coping and anger control skills. 

These programs postulate that lack of youths’ interpersonal skills is a primary cause for 

behavior problems. Training also addresses communication styles in order to facilitate 

positive communication experiences. Interpersonal skills training takes place with a therapist 

in acute or chronic treatment facilities, or in schools. Techniques utilized in the different 

treatments implement anger management along with group discussion, practice of new skills, 

role-play, desensitization and imagery. Other popular treatments consist of a family-based 

modality to incorporate the entire family and its dynamics. When the entire family is 

involved, behaviors can be investigated, changed, learned and understood. 

Cognitive-behavioral approaches are also commonly used to shape and change 

behaviors within the individual, peer group or family system. Steps to cognitive-behavioral 

therapy include encoding situational cues, interpreting these cues, clarifying and responding 

(van de Wiel, Matthys, Cohen-Kettenis, & van Engeland, 2002). Pattison and Harris (2006) 

found that cognitive-behavioral approaches are effective for older children and adolescents. 

Multimodal techniques are used to integrate multiple strategies to provide avenues for change 

when problems have diverse routes. While all of these techniques have efficacy, results are 

dependent upon the youths’ and the parents’ openness and willingness to remain diligent and  



engaged in the process. Johnson and Waller (2006) also reported that effectiveness of 

treatment depends on when services are introduced; younger children have more successful 

outcomes than older children and adolescents. 

Schools maintain a behavioral approach to behavior disorders, implementing behavior 

management techniques. Common techniques used in classrooms include positive behavior 

supports (Scott et al., 2007; Bradshaw et al., 2008) and behavior management techniques 

(Gunter, Coutinho, & Cade, 2002). Positive behavior supports assist teachers in identifying 

antecedents to problems, preventing further problems by changing the environment to 

promote positive outcomes, utilizing techniques consistently and evaluating behaviors to 

measure the effectiveness of the outcomes (Scott et al., 2007). Behavior management 

techniques include altering the students’ classroom environment, using simple concise rules 

with specific consequences, point systems and token economy systems or reverse token 

economy systems (Gunter, Coutinho, & Cade, 2002). While schools, cognitive-behavioral 

approaches, parent training programs, multi-modal techniques, and pharmacological 

treatments and techniques are effective, music therapists use music in a unique way to focus 

helping individuals with behavior disorders. 

Current Applications in Music Therapy 

Several authors have written about the use of music therapy interventions on behavior 

disorders and emotional disturbance in children. Cripe (1986) studied the uses of rock music 

for boys with ADHD. Rock music had a significant impact on the boy’s activity level, 

indicated by a decrease in motor activities. Jackson (2003) reported that regardless of the 

music therapy intervention, music is found to be beneficial in treating children with ADHD. 

Music supported changes including increased self-esteem, increased self-expression, and 

increased frustration tolerance.  



Montello and Coons (1998) studied the effects of passive and active music therapy 

interventions on preadolescents with emotional, learning, and behavioral disorders in a New 

York City public middle school. For example, passive music therapy is listening to music, 

while active music therapy is the act of making music with the voice or instruments 

(Montello & Coons, 1998). Students who had severe attention problems had difficulty with 

active music making, while students who had externalizing problems seemed to benefit more 

from active music making. Rhythm activities seemed to focus and center the out of control 

behavior. They suggested that a passive approach should be the initial intervention used with 

students who are emotionally disturbed or learning disabled in order to promote a sense of 

safety within the therapeutic environment. Montello and Coons (1998) recommended that 

music interventions foster a sense of self-acceptance and esteem in a troubled preadolescent. 

Presti (1984) created music programs utilizing a variety of experiences including: 

Orff ensembles, song writing, and musical puppet theatre. Interventions focused on motor, 

verbal, and social behaviors. Music was used as a motivating tool to encourage students to 

invest in the process and to progress. Presti (1984) found that because music interventions 

were implemented in the classroom environment with the assistance of the teacher, skills 

quickly generalized to academics and a positively controlled environment prompting 

appropriate behaviors. While these studies with children may imply benefits to adolescents, 

techniques specific to adolescents should be examined. 

A handful of resources exist when applying music therapy with adolescents who have 

behavior disorders. Kivland (1986) discussed the importance of self-esteem in adolescents 

with CD, reporting that when music interventions such as ear training, note reading, music 

theory and self-expression were employed in the hospital setting, the frequency of negative 

self-statements decreased. In addition, prompted positive self-statements increased.  



Acceptance of positive comments and feedback also improved. Rio and Tenny (2002) 

focused on juvenile offenders with CD, imparting the importance of improving interpersonal 

skills and emotional expression with adolescents who have not experienced positive 

relationships with others. An equipped music therapist can use the music and a variety of 

techniques to create an environment fostering relationship growth. 

Rickson and Watkins (2003) suggested that adolescent males with aggressive 

behaviors in a residential school increased their personal awareness of feelings toward others, 

facilitating relationship development with peers when music interventions are present. 

Furthermore, rhythm activities helped to promote impulse control and internal organization. 

Brooks (1989) reported that music creates a safe environment within the hospital treatment 

center, enhancing positive behavior, developing the self-image, improving relationships and 

communication between adolescents and their peers, their parents and members of the acute 

and chronic care staff. Some techniques to consider are music listening, lyric analysis, lyric 

writing. 

Darrow (2006) suggested that students with behavior disorders find the music room to 

be the one classroom where they are motivated to conform and succeed. Counseling sessions 

within the school program can use music as the motivating tool during sessions, 

incorporating drumming and dialogue. Music interventions assist students and staff in 

creating a safe environment where genuineness, empathy and unconditional positive regard 

may be explored. Once group cohesion has been established through simple drum circles, 

students and staff are able to break down walls, sharing themselves with others and 

addressing deeper issues. While the group experience provides a therapeutic focus it also 

gives students structured support to work on team building skills. In addition, it offers  
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students a medium for successful experiences promoting positive self-esteem and self-worth 

while building positive relationships with others. 

Summary and Purpose 

It is clear that behavior disorders complicate the lives of adolescents, adding stress, 

instability and obstacles to an already uncertain period of development. Behavior disorders 

such as ADHD, ODD, and CD impact the growth and success of these individuals. As the 

number of individuals with behavior disorders increases, it is essential to search for potential 

treatments within the helping profession of music therapy. 

The purpose of this study is to survey music therapists who work with adolescents 

with behavior disorders to determine which interventions music therapists use with 

adolescents. Furthermore, it is valuable to establish if interventions used when working 

individually with clients differ from interventions used when working with groups of 

adolescents and the reasoning for each. 

 



Methods 

Design 

The study is descriptive in nature: a questionnaire was used in order to gather 

quantitative data to measure the type of interventions used by music therapists when working 

with adolescents with behavior disorders, and to see if those interventions differed for 

individuals versus groups of adolescents. 

Participants 

A sample of board-certified music therapists was selected from the American Music 

Therapy Association (AMTA) who had identified themselves in the AMTA 2008 and 2009 

annual survey as working with the behavior disordered population, maintained board 

certification, and had provided AMTA with an email address; 272 music therapists were 

identified. All music therapists in the population were contacted via email to complete the 

survey. Of the 272 who were initially sent a survey, 23 of surveys were returned as 

undeliverable; therefore, 249 music therapists received surveys. Connecting a wide range of 

music therapists through survey results provided a comprehensive look into the field music 

therapy, reducing gender, ethnic, age, cultural and geographical biases. 

Of the 249 music therapists, only 60 therapists participated in the survey. When asked 

some qualifying questions as part of the survey, only 39 music therapists could say that they 

worked with adolescents with behavior disorders at the time of the survey. The final total of 

39 participants was 14% of the original 272 determined to be identified by AMTA. 

Instrument 

A researcher-developed survey of ten questions was created using widely recognized 

categories of interventions described by Bruscia (1998). The categories include improvising,  



re-creating, composing, and listening. Questions in the survey were categorized into three 

main areas: (1) Eligibility questions, (2) Interventions used in individualized music therapy, 

and (3) Interventions used in group music therapy. Eligibility questions were devised to 

ensure that the survey participant was currently working with adolescents, ranging in age 

from 12-17, who fell under the umbrella of Attention-Deficit and Disruptive Behavior 

Disorders in the Diagnostic and Statistical Manual of Mental Disorders (APA, 2000). The 

second area of the survey was designed to investigate how often participants worked with 

individual clients, what interventions they used most frequently, and why they would select 

these interventions. The third area of questions pertained to group music therapy sessions. 

Questions were designed to investigate how often survey participants worked with groups of 

clients, what interventions were utilized for group therapy, and why these interventions were 

continually or routinely selected. 

Prior to this study, the experimenter-designed questionnaire was submitted to a select 

group of music therapists to gain feedback in regard to the question content and phrasing. 

Consultation facilitated neutral wording of the questions, limiting the influence a question’s 

phrasing had on the therapist’s answers who participated in the actual study. Conferring with 

music therapists provided face validity for the survey. Suggestions to clarify questions and to 

operationally define rating scales were taken into consideration and the questionnaire was 

amended. 

The final experimenter-designed questionnaire was created using SurveyMonkey.com 

an online survey company. SurveyMonkey.com charged the surveyor a small fee for 

assistance in creating, disseminating, and compiling data for the questionnaire. Categorical 

scales where used to obtain nominal data when participants indicated a yes or no response.  



Ordinal data was obtained to rank items of highest importance, items of lowest importance 

and items that fall somewhere in between. 

Procedure 

The survey included a cover letter to explain the purpose of the survey and to obtain 

informed consent to participate in the survey which included information regarding ethical 

considerations and standards. Other information in the cover letter provided survey subjects 

with instructions to complete the study along with instructions to submit the survey 

successfully. A copy of the cover letter with informed consent is attached in the Appendices. 

Data Analysis 

Data were analyzed in a two ways. For many questions, analyzing the percentage of 

responses given by music therapists supplied the most concrete data. Other questions were 

worded in a manner that supplied the mode answer, the choice given most or least often. 

Ethical Considerations 

This study required approval from the Internal Review Board at Saint-Mary-of-the- 

Woods College. Informed consent was explained in the cover letter of the survey. By 

participating in and answering questions in the survey, participants gave informed consent. 

Data from the surveys will be stored on the researcher’s personal computer in a 

password-protected file as well as a hard copy in a locked file cabinet for a period of two 

years, after which the electronic file will be erased and the paper copy destroyed. Individual’s 

names and email addresses will not be linked to questionnaire responses in order to maintain 

confidentiality. Data collected in the survey is to be used for the publication of a graduate 

thesis as well as for presentation and discussion with other music therapists. Data will be 

presented only in aggregate form, and will not be linked to a specific participant.  



Results 

Music Therapy with Individual Clients 

Questions three through six gathered information regarding music therapy sessions 

comprised of one music therapist and one client. In relationship to a 40 hour work week, 

music therapists were asked in question three to rate the hours per week from 0 to 40 spent in 

individual therapy with adolescents with behavior disorders. 
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Figure 1. Hours per week working one-to-one. 

More than half of the participants (56%) reported working less than ten hours per 

week in individual music therapy sessions with this population. Participants reported working 

up to twenty hours per week using music therapy interventions with an adolescent with a 

behavior disorder. Only two participants reported working up to thirty hours a week with 

these individuals. No one reported to work more than thirty hours a week in this area.  



Music therapists use similar types of music therapy interventions with a variety of 

clients. In order to see what interventions are used the most frequently with adolescents who 

have behavior disorders during individual sessions, participants were asked in question four 

to rate how often they use interventions from a pre-determined list. The interventions were 

selected using Brucia’s (1998) four universal categories of interventions: improvisation, re- 

creation, composition and reception (music listening). Participants then categorized if they 

use an intervention monthly, approximately 8-10 times per year, approximately 4-6 times per 

year, or three times per year or less. 

As shown in Figure 2 (see the following page), more than 15 of the 39 participants 

reported using some inventions monthly. Instrumental Improvisation was the most frequent 

choice, followed closely by Song Writing. The third intervention used on monthly basis was 

Listening to Recorded Music. Three interventions tied for fourth place: these included 

Vocal/song Improvisation, Other Singing, and Other Instrumental Playing. On the opposite 

end, the interventions that are used three times a year or less include: Chanting, Music and 

Imagery, Instrumental Composition, and Instrumental Arranging. 
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Figure 2. Frequency interventions are used during one-to-one sessions. 

For question 5, participants were asked to determine which one intervention they use 

most frequently, above all other interventions, in individual sessions. Song writing was 

reported as the most frequently used intervention, with 25% of the participants stating they 

use it most frequently. No other intervention came close 25%.  
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Interventions     
Figure 3. Intervention used most frequently during one-to-one sessions. 

Question 6: Reasons music therapists frequently use interventions may vary. In order 

to determine what drives a music therapist to select an intervention, participants were asked 

to choose three reasons why an intervention is used from a list of seven choices. The list of 

reasons was determined by the experimenter with the assistance and consultation of a small 

group of other music therapists working with a variety of populations. The seven selections 

included: (1) minimal to no preparation is necessary for this intervention, (2) client 

needs/goals prescribe this intervention, (3) maximum client participation and success, (4) I 

am qualified in this skill area, (5) equipment/funds/space available, (6) time constraints, and 

(7) other.  
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Figure 4. Reasons music therapists frequently use interventions in one-to-one 

sessions. 

Participants reported that the number one reason they chose an intervention is because 

client’s individual needs and goals prescribe the use of the intervention. The second most 

frequently used intervention participants chose was because the intervention evokes 

maximum client participation and success. Finally, participants chose interventions based 

upon how qualified they feel in presenting the intervention. Feelings of personal strength and 

weakness play a role in the therapist's perceived ability to present an intervention, whether 

improvisational, re-creational, compositional or music listening.  



Music Therapy with Groups of Clients 

Participants were asked in question seven to rate the amount of time in a typical 40 

hour work week they work with groups of adolescents with behavior disorders. Time ranged 

from zero hours per week to 40 plus hours per week. 
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Figure 5. Hours per week working with groups. 

Most participants (49%) reported working less than ten hours per week with this 

population in groups. There was a tie between participants who work 10-19.9 hours per week 

(11%) and participants who do not work with groups at all (11%). A small number of 

participants (21%), reported to work 20-29.9 hours per week, while the smallest number of 

participants, eight percent, reported to work 30-39.9 hours per week. Not only is it necessary 

to see the amount of time music therapists work with groups of adolescents, it is important to 

determine what interventions music therapists use while working with groups of clients. 

In question 8, participants were asked to determine how often they use interventions 

with groups of clients. Just as interventions were selected for individual therapy, the same 

interventions were selected for group therapy by using Brucia’s (1998) four universal  



categories of interventions (improvisation, re-creation, composition and music listening). 

Participants then categorized if they use an intervention monthly, approximately 8-10 times 

per year, approximately 4-6 times per year, or three times per year or less. 

As shown in Figure 6 (see the following page), Instrumental Improvisation, Listening 

to Recorded Music, and Other Singing was reported as having been used monthly by music 

therapists working with groups. While some interventions were used monthly, it is beneficial 

to note the interventions that were used three times per year or less. The interventions used 

less than three times a year with groups included Chanting, Instrumental Composition, Music 

and Imagery, and Instrumental Arrangement. 
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Figure 6. Frequency interventions are used during group sessions.    
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Figure 7. Intervention used most frequently during group sessions. 

Participants were then asked to determine which intervention they use most 

frequently. As shown in Figure 7, more than 25% of the participants selected Listening to 

Recorded Music as the intervention they use most frequently during group sessions. Fifteen 

percent chose Instrumental Improvisation as the single intervention used most frequently. 

Participants were again asked what drives them to select an intervention for group 

therapy. They were asked to choose the three reasons why an intervention is selected from a 

list of seven choices. The seven selections included: (1) minimal to no preparation is 

necessary for this intervention, (2) client needs/goals prescribe this intervention, (3) 

maximum client participation and success, (4) I am qualified in this skill area, (5) 

equipment/funds/space available, (6) time constraints, and (7) other.  
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Figure 8. Reasons music therapists frequently use interventions during group 

sessions. 

Participants reported that maximum client participation and success was the number 

one reason they use an intervention during group therapy, as shown in Figure 8. They also 

reported that the client’s needs and goals dictate what interventions will be used during 

sessions. The third reason an intervention was chosen for group therapy depends on the types 

of equipment available, the funding for items, and the space needed to execute an 

intervention. 

 



Discussion, Conclusions, Recommendations 

Discussion 

The purpose of this study was to identify current music therapy trends when working 

with adolescents with behavior disorders to attempt to decipher which music interventions 

are being used most frequently, and to discover the rational for each. It was also beneficial 

for music therapists to clarify if music interventions vary when working with individual 

adolescent clients versus groups. 

What interventions are used by music therapists who work with adolescents with 

behavior disorders? The results suggest that music therapists who work with individual 

clients frequently use Instrumental Improvisations. Furthermore, music therapists indicated 

that Song Writing is the single intervention they use most frequently. Both of these 

interventions actively engage the client in the therapeutic process through playing an 

instrument or composing lyrics rather than using a passive or receptive music listening 

approach. It seems as though selecting an intervention that requires active engagement and 

leading a client with the active music making is preferred by the music therapists in this 

study. 

When music therapists are working with groups of clients, they report using 

Instrumental Improvisation, Listening to Recorded Music, and Other Singing on a monthly 

basis. When asked to select which single intervention they use most frequently, Listening to 

Recorded Music was the number one choice. These results suggest that when working with 

groups of clients, a mixture of active music making and passive music listening techniques 

are applied. However, the intervention used most consistently is a passive technique.  
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The question could be raised, what makes active interventions so appealing to music 

therapists when working with individual clients, while passive music therapy techniques are 

so appealing when working with groups. The survey examined why certain interventions are 

used. Music therapists reported selecting an intervention for an individual client based on the 

client’s individual needs, and those that would ensure maximum client participation. In 

addition, music therapists reported they choose interventions for individual clients based 

upon how qualified they felt in presenting the intervention. Music therapists’ feelings of 

competency and adequacy play a role in determining which music intervention is used. 

Results show that when selecting a music intervention for individual music therapy, both the 

clients’ needs and the music therapists’ needs influence the decision. 

When working with groups of clients, music therapists report choosing interventions 

based on maximum client participation and success. Music therapists also choose 

interventions based on clients’ needs and goals within group sessions. Available equipment, 

funding, and space also influence a music therapist’s intervention choice. 

As music therapists determine the interventions needed for individual and group 

music therapy, it is conceivable that different interventions may be chosen to address 

individual needs compared to the needs of several individuals within a group experience. 

Individual therapy allows for clients to delve into themselves to work out personal issues and 

struggles. Group therapy allows for growth as individuais relate to others and interact with 

the world around them. Ironically, when asked to rate the amount of time throughout the 

calendar year a music therapy intervention was used, the results of the survey indicated 

Instrumental Improvisation is the most frequently used intervention in both group therapy 

and individual therapy. However, when asked what music intervention a music therapist uses 

most frequently in group sessions, the number one answer was Listening to Recorded Music.  



This implies that both an active music making technique and a receptive technique are 

frequently used. 

A few trends seem to have emerged through the results of this study. When working 

one-to-one with adolescents, interventions are primarily being chosen based on the client’s 

needs and goals, while when working with groups of adolescents interventions are primarily 

being chosen based on maximum participation and success. The study also suggests that 

when working with individual clients or with groups of clients, Instrumental Improvisation is 

an intervention music therapists use at least monthly. Interventions that are used the least, 

less than three times per year, are the same for both individual sessions and group sessions. 

Music therapists report that Chanting, Music and Imagery, and Instrumental Arranging, and 

Instrumental Composition are all interventions that are used less than three times per year in 

sessions with adolescents with behavior disorders. The results also indicate the majority of 

music therapists work less than 10 hours per week with this population for both individual 

sessions and group sessions. 

A relatively small number of music therapists participated in this study. Of the 272 

music therapists who reported to AMTA in 2008-2009 that they work with individuals with 

behavior disorders, only 249 were able to be contacted for participation in the study. Of the 

249 music therapists who could successfully be contacted, only 60 initially responded to the 

survey. However, only 39 who stated they work with adolescents with behavior disorders 

successfully completed the study. Given that several people did not participate in the survey, 

one could suppose that there are actually more than 39 music therapists working with 

adolescents with behavior disorders. Considering the specific results of this survey, 

geographically speaking, there is less than one music therapist working in each of the 50 

states of the United States treating this population. While music therapy could be described  



as a small field, 46 remains a rather small number of therapists. In order to generalize the 

findings of this study, it is necessary that it be replicated with a larger, more representative 

sample of the population. 

It is interesting that so few music therapists work with this population, and the 

majority work less than ten hours per week for both group and individual work. Possible 

reasons for this phenomenon include: a shortage of facilities that treat adolescents with 

behavior disorders, lack of proper referrals to treatment facilities, lack of parental guidance in 

seeking assistance, facilities that do not hire full time music therapists, or music therapists 

may only be contracted for a few hours a week. Accessibility to music therapy seems to be a 

challenge. 

Conclusions and Recommendations 

Survey results showed inconsistencies in the reported frequency of intervention use. 

For example, when one question asked participants to rate the number of times per year an 

intervention is used, and another question asked therapists to select the most frequently used 

interventions, it would seem that the data should overlap. This was not the case for responses 

regarding individual and group therapy; the top answer was different both times. This 

suggests that questions were unclear to the participants taking the survey. In order to 

eliminate any inconsistencies within the survey results, a new survey should be conducted 

once questions have been reworded to alleviate confusion. 

Participants reported differing reasons for selecting interventions for group versus 

individual sessions. When selecting music interventions for one-to-one treatments, rationale 

originates with the clients’ needs or goals. On the other hand, when working in groups 

therapists reported to select interventions centered upon maximum client participation and 

success. In theory, it seems the root of the intervention should always be based on client  



need. This brings into question the needs of an individual and the needs of an individual in 

the group setting. Do the clients’ needs change when working with groups or individuals? 

Music therapists could possibly chose interventions for individual sessions based on the 

client’s need because there is only one client, while groups are made up of many clients with 

many differing needs. If success is defined by group participation, it is plausible to think that 

passive music therapy interventions are the best tools for managing a group of unpredictable 

adolescents, while active interventions may promote an environment for chaos, interrupting 

the opportunity for maximum therapeutic gain. 

There are several research questions that might emerge from the results of this study. 

Is the reason for selecting an intervention client-centered or music therapist-centered? If 

intervention choice is client-centered, does participating in and engaging in active music 

interventions have a greater impact on the client than if receptive (passive) music 

interventions were used? If intervention choice is therapist-centered, does the active music 

intervention fulfill a need for the therapist? Additional information is needed to determine if 

music therapists are using ethical practices when selecting interventions. For example, if 

interventions are chosen based on the lack of competency according to the AMTA Standards 

of Clinical Practice (2012), it suggests that follow-up training is necessary to provide quality 

music therapy interventions. 

A larger pool of survey participants is needed to increase reliability and validity of the 

study. A qualitative study, were participants can discuss responses in a more detailed manner, 

might also be advisable. Supplementary data will enhance the information gathered in this 

study and will provide suggestions for areas of continued growth within the field of music 

therapy. Subsequent studies may illuminate the need for specialized training when working 

with adolescents with behavior disorders focusing on intervention selection and ethical  



considerations of therapists’ personal competencies concerning musical and therapeutic 

skills. 
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Appendices 

Consent Form 

Bethany Koch, MT-BC 

332 W. 3" Street 
Waterloo, IL 62298 

Dear Music Therapist: 

My name is Bethany Koch, and I am a board-certified music therapist and student in the 

Master of Arts in Music Therapy program at Saint Mary-of-the-Woods College. I am 
conducting research for my thesis project, “Music Therapy Interventions for Adolescents 

with Behavior Disorders.” I am interested in compiling a list of music therapy interventions 
music therapists use with adolescents with behavior disorders. Additionally, I am looking for 

the reasons music therapists utilize specific interventions frequently and infrequently. 

I am asking for your help to complete this study. You have been selected from a list of board- 

certified music therapists provided by the American Music Therapy Association (AMTA). 

By participating in this survey you will help other music therapists understand what 

interventions are commonly used with adolescents with behavior disorders. 

Please follow the link below to complete a brief electronic questionnaire. The survey is 

designed to address intervention used in individual therapy and interventions in group 

therapy. You will be asked to select the intervention you use most frequently and describe 

why. This one-time survey will take approximately 10-15 minutes of your time. The data 

from your survey will be stored on my home computer in a password-protected file as well as 

a hard copy in a locked file cabinet for a period of two years, after which the electronic file 
will be erased and the paper copy destroyed. Your name and email address will be separated 

from your responses, and all responses will be kept confidential. 

In addition to the publication of data in my thesis project, I may also use the data collected in 
this survey for educational presentations or publications. Data will be presented only in 

aggregate form and will not be linked to any participant. The raw data will be shared with 

Angie Elkins at the AMTA National Office to support AMTA. 

There is little risk to participation in this study. Your participation in this study is voluntary, 
and your consent to participate will be indicated by completion of the online survey. You 

may choose to discontinue your participation at any time without consequences. Data from 

incomplete surveys will not be included in the data analysis. 

This study is under the supervision of Dr. Tracy Richardson, director of the music therapy 

graduate program at Saint Mary-of-the-Woods College. If you have any questions or 
concerns about this study, please contact me at Bethany_Koch@smwc.edu or my advisor, 

Dr. Tracy Richardson, at trichard @smwc.edu. If you would like a copy of the results from  
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the study, please contact me at Bethany_Koch@smwec.edu, and I will be happy to share the 
information with you. 

Thank you for your participation! 
Sincerely, 

Bethany Koch, MT-BC 

Bethany Koch, MT-BC Dr. Tracy Richardson, MT-BC 

332 W. 3" Street Director of Music Therapy 

Waterloo, IL 62298 Saint Mary-of-the-Woods College 

Bethany Koch@smwec.edu Saint Mary-of-the-Woods, IN 47876 

(636) 485-0178 trichard @smwc.edu 

(812) 535-5154 

Dr. Dottie King 

IRB Chairperson 

Saint Mary-of-the-Woods College 

Saint Mary-of-the-Woods, IN 47876 

dking @smwc.edu 

(812) 535-5193 

 



Questionnaire 

L According to the American Psychiatric Association, Diagnostic and Statistical 

Manual of Mental Disorders-1V-TR (2000), the umbrella of Attention-Deficit and 
Disruptive Behavior Disorders, includes Attention Deficit Hyperactivity Disorder, 

Attention Deficit Hyperactivity Disorder not otherwise specified, Oppositional 

Defiant Disorder and Conduct Disorder. Do you currently work with clients who fall 
under the umbrella of Attention-Deficit and Disruptive Behavior Disorders? 

Yes No 

The Centers of Disease Control and Prevention (2001) reported adolescence is the 

time period from 12-17 years of age. Do you currently work with adolescents ranging 
in age from 12-17? 

Yes No 

. How many hours per week do you spend working ONE TO ONE with individuals 
with behavior disorders? 

0 1-9.9 10-19.9 20-29.9 30-39.9 40+ 

. How often do you utilize the following interventions in your ONE TO ONE sessions? 
1 = three times per year or less 

2 = approximately 4-6 times per year 

3 = approximately 8-10 times per year 
4 = monthly 

Improvisation Interventions 
Instrumental improvisation 

Vocal/Song improvisation 

Composition Interventions 
Song-writing 

Writing song parodies 
Instrumental composition 

Instrumental arrangement 

Re-creative Interventions 
Instrumental/vocal practice 

Instrumental/vocal lessons 
Solo performance 

Chanting 

Other singing 

Other instrumental playing  



Receptive Interventions 
Listening to recorded music 

Listening to live music 
Music relaxation 

Music and Imagery 
Music and Movement 

Art/drawing to music 

. Please, select the ONE intervention you use most frequently in ONE TO ONE 

sessions. 

Improvisational Interventions 

__ Instrumental improvisation 

__ Vocal/song improvisation 

Composition Interventions 

__ Song-writing 

___ Writing song parodies 

__ Instrumental composition 

__ Instrumental arrangement 

Re-creative Interventions 

___Instrumental/vocal practice 

__Instrumental/vocal lessons 

__ Solo performance 

__ Chanting 

__ Other singing 
__ Other instrumental playing 

Receptive Interventions 

__ Listening to recorded music 

__ Listening to live 

__ Music relaxation 

___ Music and Imagery 

___ Music and Movement 

___ Art/drawing to music 

Rank the top THREE reasons that best describe why you use that specific 

intervention most frequently (1 = your first choice, 3 = your last). 

___ Minimal to no preparation is necessary for this intervention 

__ Client needs/goals prescribe this intervention 

___ Maximum client participation and success 

___ I'am qualified in this skill area 

__ Equipment/Funds/Space available 
___ Time Constraints 

= Other 
  

7. How many hours per week do you spend working with GROUPS of clients with 
behavior disorders? 

0 1-9.9 10-19.9 20-20.9 30-39.9 40+  



8. How often do you utilize the following interventions in your GROUP sessions? 
1 = three times per year or less 

2 = approximately 4-6 times per year 

3 = approximately 8-10 times per year 
4 = monthly 

Improvisation Interventions 
Instrumental improvisation 

Vocal/Song improvisation 

Composition Interventions 
Song-writing 

Writing song parodies 

Instrumental composition 
Instrumental arrangement 

Re-creative Interventions 
. Instrumental/vocal practice 

Instrumental/vocal lessons 

Ensemble performance 
Chanting 

Other singing 

Other instrumental playing 

Receptive Interventions 
Listening to recorded music 

Listening to live music 
Music relaxation 

Music and Imagery 

Music and Movement 

Art/drawing to music D
O
N
 

. Please, select the ONE intervention you use most frequently in GROUP sessions. 

Improvisational Interventions 

__ Instrumental improvisation 

___Vocal/song improvisation 

Composition Interventions 

__ Song-writing 

__ Writing song parodies 

__ Instrumental composition 

__ Instrumental arrangement 

Re-creative Interventions 

__ Instrumental/vocal practice 

__ Instrumental/vocal lessons 

__ Ensemble performance 

__ Chanting  



__ Other singing 

__ Other instrumental playing 

Receptive Interventions 

__ Listening to recorded music 

__ Listening to live 

__ Music relaxation 

___ Music and Imagery 

__ Music and Movement 

___ Art/drawing to music 

10. Rank the top THREE reasons that best describe why you use that specific 

intervention most frequently (1 = your first choice, 3 = your last). 
___ Minimal to no preparation is necessary for this intervention 

__ Client needs/goals prescribe this intervention 

___ Maximum client participation and success 
___ I'am qualified in this skill area 

__ Equipment/Funds/Space available 

___ Time Constraints 

 Onther 
  

 


