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Abstract 

 

 The purpose of this study was to investigate average caseload of board certified music 

therapists currently working and living in the United States.  Specific work settings caseload and 

perception of caseload manageability was investigated.  Existing music therapy literature does 

not focus solely on caseload of music therapists.  Participants in the study were professional 

board certified music therapists currently or recently employed as a music therapists and living in 

the United States with an accurate email address from the Certification Board for Music 

Therapists (CBMT).  An email invitation was sent to a random sample of 2,179 board certified 

music therapists and 362 participants fully completed twenty seven questions in an online 

survey. These questions focused on demographics, staffing and service trends, and perceptions of 

caseload manageability.  Results showed that most participants work full time with a combined 

caseload of twenty-one to thirty.  Most participants (74%) reported their caseload as manageable 

compared to 16% who responded that their caseload was unmanageable.  The results of this 

study can help to inform music therapy clinicians and their employers, and may be useful as a 

springboard for future research studies. 
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Introduction 

 
 By 2050 the population over the age of sixty-five is predicted to be 83.7 million in the 

United States (Ortman, Velkoff, & Hogan, 2014).  At the time of this writing (2016) over 6,950 

board certified music therapists are serving persons of all ages and abilities (Certification Board 

for Music Therapists, CBMT, 2015).    If the number of music therapists doubled or even tripled 

by 2050 there would still be a significant shortage of music therapists regardless of the caseload 

they carry.  These statistics are important to keep in mind considering the vast needs of the 

populations treated by music therapists and limited number of music therapists.   

 This deficit of service providers may lead to unreasonable and unmanageable caseloads 

and workloads for music therapists.  The question of feasible caseload for music therapists has 

been raised by practitioners on public forums, such as a Facebook group called Music Therapists 

Unite (2015) as well as among music therapists in face to face interchanges, but has not been 

addressed in published research.  In examining the music therapy research journals no studies 

that associated wide range music therapist population characteristics with caseload were found.  

The author found only a few music therapy journal articles including only brief references to 

caseloads of music therapists within particular work settings.  Further development of this 

knowledge of current caseloads could assist music therapists in their advancement of the field 

and provide the necessary information to support funding for music therapy programs.  In the 

author’s opinion, employers and music therapists currently have to decide caseloads by 

experience or heuristics alone without erudition of limitations or norms of caseloads pertaining 

to the field for a given work setting, or consideration of qualifiers such as full or part time work. 
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Research Problem 

 Currently in music therapy research literature there are no specific studies on caseload for 

music therapists; additionally, the American Music Therapy Association (AMTA) has only one 

sentence related to caseload in its official documents (2015b) which is “Decisions affecting the 

quality of services should be based on the best professional judgment of the Music Therapist 

with regard to client ratio and caseload, as well as the frequency, length, and duration of 

sessions” (para. 6).  With the potentially increasing high demand for music therapists, 

investigating caseload may help support and maintain music therapists in the field, as well as 

develop best standards of practice for quality of care.  Research on caseload in other fields, such 

as speech therapy, mental health, physical therapy, and occupational therapy have indicated that 

high caseload is related to increased worker stress, burnout, and attrition (Katz, Maag, Fallon, 

Blenkarn, & Smith, 2010; King, 2009; and Thomas, Kohli, & Choi, 2014).   

Research Questions 

 What is the average caseload of music therapists in specific work settings?   

 What are music therapists’ perceptions of the manageability of their current caseloads?    

Definitions 

 Caseload is defined as the number of clients/patients/students/individuals that a therapist 

or health professional is assigned to provide services for either directly or indirectly (Katz et al., 

2010).  Caseload refers to a specific number of individuals receiving services and does not take 

into account any time requirements that may be needed to meet each individual’s needs or the 

other responsibilities that a therapist or health professional may also have.   

 Workload refers to the inclusion of all the responsibilities and activities required of the 

therapist or health professional including caseload (Katz et al., 2010).  These responsibilities and 
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activities can include, but are not limited to: assessments, treatment plans, interventions, 

communication with other work personnel including meetings, communication with family 

members or caregivers of individuals receiving services, travel time between sessions, trainings, 

set-up and clean-up for sessions.  In essence, workload is all the responsibilities a worker does on 

any given day for their job.   

 Music therapy is defined by the American Music Therapy Association (AMTA) as “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” (2015b, para. 2).  

 Professional music therapist is one who has received a bachelor’s degree or higher from 

an AMTA approved college or university.  For the purpose of this study professional music 

therapists are those who hold the credential MT-BC (board certified music therapist) by the 

Certification Board for Music Therapists (CBMT).   

Purpose Statement 

 The purpose of this study is to identify current caseloads of professional music therapists 

in the U.S. who work in a variety of work settings.  Hopefully this study will provide important 

descriptive information and a limited amount of information on the perceptions of music 

therapists about caseload manageability, and will provide context and a starting point for other 

future research. 
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Literature Review 

Music Therapy 

  Music therapy as a profession began in the United States shortly after veterans returned 

from the Second World War.  During World War I and World War II volunteer musicians 

provided music for wounded military personnel in hospitals (Davis, Gfeller, & Thaut, 2008).  

Physicians, physical therapists, and nurses noted how music boosted morale and enhanced 

rehabilitation in military personnel which created a desire and need to study more of the positive 

effects of music (Davis et al., 2008).  This desire to learn more spurred the development of the 

first music therapy academic program in 1944 at Michigan State University (AMTA, 2015).  

Several other universities and colleges followed suit in developing music therapy academic 

programs.   

 In 1950, the National Association for Music Therapy (NAMT) was created in order to 

advance professional status and recognition of the field (AMTA, 2015).  In 1964, NAMT created 

the Journal of Music Therapy, devoted to research and increased credibility (Davis et al., 2008).   

In 1971 the American Association for Music Therapy (AAMT) emerged with similar goals in 

establishing professional recognition yet varied in education and training (Davis et al., 2008).  

AAMT also saw the importance of published research and in 1980 created Music Therapy as its 

publication.  AAMT and NAMT joined efforts in sponsoring the first certification exam in 1985 

after the incorporation of the CBMT in 1983 (Davis et al., 2008).   The demand for research was 

increasing prompting NAMT to publish another research journal in 1984 called Music Therapy 

Perspectives (Davis et al., 2008).  As the field of music therapy grew and public interest 

continued to grow, the need for unification of the two associations was examined (Davis et al., 

2008).  In 1998, AAMT and NAMT merged to establish AMTA the professional organization for 
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music therapists.  With the merger of the two associations, two professional journals remain, the 

Journal of Music Therapy and Music Therapy Perspectives.    

 Compared to other therapy fields such as occupational therapy, speech therapy, physical 

therapy, and mental health counseling, music therapy is a relatively young field that has seen 

growth and changes through the years.  Some of the adaptations music therapy has undergone 

through the years are briefly described in the current definition of music therapy found on the 

American Music Therapy Association (AMTA) website.  The AMTA definition states 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” (2015b, paragraph 2).  Music therapy research 

has grown exponentially through the years.  Research supports the AMTA definition of music 

therapy and emphasizes important factors that distinguish music therapy.  The increase of music 

therapy research over the years has helped to support the development of new music therapy 

positions as well as retention of established positions.   

 New and established music therapy positions are affected by many different challenges.  

The economic crisis in 2008 led to tighter budgets across many health care agencies and 

community agencies.  Music therapy services are not always reimbursed by insurance 

companies, which meant that companies employing music therapists needed to find other means 

to pay for music therapists’ salaries.  Funding of music therapy services can affect the feeling of 

uncertainty of job security for the music therapist.  Music therapy is a relatively small field; the 

Certification Board for Music Therapists (CBMT) reported 6,549 board certified music therapists 

in 2015.  These numbers may not accurately reflect actively working music therapists as they can 

include retired music therapists and individuals who may be working in another field yet 
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maintaining their board certification status.  Even though the number of board certified music 

therapists has grown through the years, many areas of need still have very few or no music 

therapists.  Many work settings have only one music therapist, which can lead to an increased 

workload as well as feelings of isolation.  Music therapists serve a diverse population of clients 

and work in a variety of settings, which suggests challenges in the vast training needs.  One area 

of challenge in the training of music therapists is with clinical documentation.  The ability of the 

music therapist to provide clear documentation of clinical work that is understandable by the 

public and other professionals is necessary in sustaining and advancing music therapists in work 

settings (Wigram, 2002).  Music therapists faced with unmanageable caseloads may have limited 

time to provide best practices or the necessary documentation of their services.   

Work Settings and Client Populations 

 AMTA lists ten general client populations in the Standards of Practice (2015b).  In a 

study by Silverman and Furman over thirty different client populations and over thirty work 

settings were listed (2014).  Silverman and Furman’s study also reported their findings on the 

percentage of music therapists that work in a given work setting or population from information 

provided by members from AMTA (Silverman & Furman, 2014).  Their findings are significant 

in providing base numbers to compare in future studies of possible fluctuation of music 

therapists in specific areas.  The number of music therapists may increase or decrease due to the 

same factors that are affecting most health care and school workers in the last decade.  These 

factors include: budget cuts, hiring freezes, staff turnover, and larger caseloads to compensate for 

the shortage of workers (Katz et al., 2010; National Association for Social Work [NASW], 2010; 

Child Welfare Information Gateway, 2010; American Occupation Therapy Association [AOTA], 

American Physical Therapy Association [APTA], American Speech Hearing and Language 
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Association [ASHA], 2014; and Gautheri, Straathof, & Wright, 2006).  In a study conducted by 

Groene (2003), a need for more music therapists was detailed.  Groene broke down numbers 

showing the significant difference between the number of music therapists versus Occupational 

Therapists (OTs), Speech Language Pathologists (SLPs), Physical Therapists (PTs), and social 

workers (2003).  During the study Groene listed 73,000 OTs, 105,000 SLPs, and 604,000 social 

workers (2003).  With the growing number of the aging population due to the baby boomers, 

higher education enrollment and rise of autism, Groene rounded music therapists up to 10,000 

and showed that in 2003 there would be one music therapist for every 28,000 persons.  Studying 

related fields’ struggles with employee shortages despite having drastically higher numbers than 

music therapists may help the field of music therapy grow and avoid making similar mistakes. 

An earlier study by Clark and Ficken highlighted the health care trends in 1988 and many 

still hold true today.  In 1988 health trends were identified by Clark and Ficken, included 

growing older population, increased health care costs for patients, reduction of health care 

expenditures by providers, advances in health care technology, increased wellness lifestyles, 

decrease in hospital stays, alternative health care settings, alternative financing systems, increase 

public ownership of health care.  The impact on music therapists was described as fewer jobs, 

more evening and weekend hours, demand for increased productivity, decreased planning time, 

demand for more sophisticated managers, emphasis on assessment and short-term treatment, 

emphasis on documentation and treatment outcome, and emphasis on meeting the needs of the 

consumer (Clark & Ficken, 1988).  Though these projections were from 1988, they seem to have 

described fully what current demands on music therapists and health care workers are in 2016.  

Currently, research articles and professional therapy websites are reporting shortages of workers 

and increased demands that include higher caseloads.   
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 The AOTA, ASHA, and APTA have joined together to address the critical shortage of 

OTs, SLPs, and PTs within school systems (2014).  In addition to the shortage of school system 

therapists the workload has increased to include an increased demand on accountability with new 

billing and documentation on top of the already taxing Individuals with Disabilities Education 

Improvement Act (IDEA) mandates (AOTA, APTA, ASHA, 2014).  A shortage of music 

therapists and other therapists may affect quality of care to clients and larger caseloads being 

carried. 

Caseload Studies 

 Caseload refers to the number of clients or patients being treated by a professional 

directly or indirectly.  AMTA official documents provide one sentence addressing caseload 

within the Standards of Practice.  It states: “Decisions affecting the quality of services should be 

based on the best professional judgment of the Music Therapist with regard to client ratio and 

caseload, as well as the frequency, length, and duration of sessions” (2015b, para. 6).   Few 

music therapy studies that incorporate caseload or workload are available.  Codding (2002), 

conducted a survey of music therapists working in correctional psychiatry and addressed 

workload briefly with inclusion of patient load.  Music therapists in the Codding study indicated 

their patient load ranged from 21 to 60 patients per week per therapist with a high indicated of 

130 by one participant in the study (2002).  Codding also found that music therapists spent a 

range of 31% to 80% in patient contact with the majority of patient contact being conducted in a 

group setting (2002).  The group size range was from 2 to 25 patients with an average report of 

7-15 patients (Codding, 2002).  Eyre and Lee used a mixed-methods study on music therapy 

practice in mental health (2015).  Data gathered showed that most music therapists in the study 

provided one to nine groups per week for a full time music therapist followed by the next highest 
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group providing ten to fifteen groups (Eyre & Lee, 2015).  Data showed that the average number 

of clients in each group was from seven to ten with the next highest average group number being 

between ten and fifteen.  A thesis written by Hirokawa provides details regarding caseload and 

staffing trends for music therapists in the Great Lakes Region working in hospice programs 

(2006).  Other music therapy studies focused on burnout in relation to job satisfaction, turnover, 

occupational stress, personality, individual and social factors and little to no mention of caseload 

(Vega, 2010; Oppenheim, 1987; Kim, 2012; Kim, Jeong, & Ko, 2013; Fowler, 2006; Clements-

Cortes, 2013; and Brooks, Bradt, Eyre, Hunt, & Dileo, 2010).  Horne-Thompson, Daveson, and 

Hogan reiterate in their study the lack of information and mention of caseload information of 

music therapists specifically in palliative care in their study, but also in a general sense (2007). 

 Occupational therapists (OT’s), physical therapists (PT’s), speech therapists (SLP’s), and 

social workers (SW’s) have been providing services long before the official establishment of the 

music therapy profession.  Within the United States, services of occupational therapists 

originated around 1917, physical therapists in 1922, speech therapists in 1925, and social 

workers in 1898 (AOTA, 2015; APTA, 2015;ASHA, 2015a; NASW, 2015).  Throughout the 

years each individual field has grown with advancements in research to better serve clients to 

meet goals.  As the population increased so did the demands for OTs, PTs, SLPs, and social 

workers.   

 Numerous studies have been conducted on caseload size, job satisfaction, workload, 

burnout, and staff retention or turnover by AOTA, ASHA, and NASW (AOTA, 2014; ASHA, 

2015; and NASW, 2010).  Research in speech therapy with the school system population 

indicates that caseload size was indicative of job satisfaction and attrition (Katz et al, 2010; 

Blood et al, 2002; Carlson et al, 2002; and Chiang & Rylance, 2000).  In 1993 ASHA established 
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a recommendation for SLPs caseload to have no more than 40 students (2002).  Despite those 

recommendations SLPs continue to carry caseload sizes exceeding the recommendation (ASHA, 

2002; Katz et al., 2010).  One study found the threshold at which SLPs felt their caseload was 

manageable or unmanageable (Katz et al., 2010).  The study supported the recommended 

guidelines established by ASHA.  Manageable caseloads were reported at 40 and became 

unmanageable when the students exceeded 55 (Katz et al., 2010).  Caseload studies conducted by 

social workers found similar results.  In a correlation study of job burnout and workforce 

retention of human service workers, caseload size was indicated as the strongest predictor of job 

burnout (Thomas, Kohli, & Choi, 2014).  NASW created a brief including research results of the 

impact of high caseload that showed lower attrition was related to lower caseloads and higher 

attrition was related to higher caseloads (2010).  Child Welfare Information Gateway also 

attributed turnover to heavy caseloads and worker loads and a national survey conducted by the 

American Public Human Services Association reported decreasing caseloads, workloads, and 

supervisory ratios as the most significant factor in retaining qualified staff in child welfare 

agencies (2010).  Recently the AOTA, APTA, and ASHA have joined forces to advocate for a 

shift from caseload approach to workload approach in the school setting to ensure all new 

mandates are being met without hindering student outcomes (2014).  Workload includes all 

responsibilities that are performed by OTs, PTs, and SLPs in the school setting and takes into 

consideration more complex needs of some students.  Caseload size studies and guidelines are 

also prevalent with mental health workers in Australia and the United Kingdom (King, 2009).  

Work load stress was increased in relation to a higher caseload, whereas a lower caseload 

showed a correlation with a decreased risk of overload (King, 2009).  In another international 

study high caseload was not strongly associated with stress or burnout and workers made 
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judgements on use of time with their caseloads (King, Meadows, & Le Bas, 2004).  Just as 

speech therapists were shown to decrease amount of time or have groups in order to see patients, 

human service workers spend less time with cases that are more stable and save larger amounts 

of time for emergent situations (King, Meadows, & Le Bas, 2004; Katz et al., 2010).   

 Investigating the caseload size of music therapists and other workload duties can help 

music therapists see how they are related to other music therapists working in their same work 

setting and same population.  It is difficult to study why a music therapist would choose to leave 

the field since their contact information may not be available in the AMTA or CBMT database.  

These individuals leaving the field may have specific reasons and it could include high caseload 

and workload.  Music therapists on social media cites such as Facebook have asked several times 

what fellow music therapists’ caseloads were.  Acquiring this information in a survey can help 

empower music therapists to set boundaries and educate and advocate for best quality of care for 

their clients. 

Summary 

 Currently within music therapy literature it appears that no studies exist in which 

caseload recommendations are given.  The AMTA Scope of Practice (2015b) does not provide 

caseload guidelines or recommendations and leaves the decision up to the judgment of the music 

therapist.  The demand for music therapy has increased over the years and with the growing 

population of aging persons it can be expected to continue to grow.  Providing information on 

caseloads of music therapists in different work setting and populations can help to support music 

therapists in achieving manageable caseloads.  The purpose of this study is to identify the current 

caseload of professional music therapists in the U.S. who work with a variety of populations and 

in a variety of work settings.  
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Method 

Design 

 The design of this study was a quantitative descriptive exploratory study of caseloads of 

music therapists.  A cross-sectional online survey incorporating multiple-choice format was 

created on SurveyMonkey.  Online survey format was chosen in order to reach a large number of 

the professional music therapist population and provide a faster turnaround in data collection. 

Participants 

 Participants in this study were professional board certified music therapists; each one was 

currently working or had previously worked as a music therapist, lived in the United States, and 

had a working email address included on the mailing lists of the CBMT.  The researcher 

purchased email addresses from the CBMT.  A total of 6,196 email addresses were included in 

the purchased list.  The email addresses were obtained in an excel spread sheet where the random 

sample function was applied to the whole list of email addresses.  Each email address was 

assigned a random number.  After applying the random sample function, the first 1,300 email 

addresses were sent an invitation to participate in the survey. SurveyMonkey provided an online 

calculator to configure sample size, confidence level, and margin of error.  Using the population 

size of 6,196 with a ninety-five percent confidence level, and margin of error of plus or minus 

five a total of 362 participants were needed to complete the survey.  Considering a desired 

response rate of twenty-five percent, 1,300 emails were sent the survey to achieve the needed 

responses.  After the initial survey was coming to a close, only two-hundred and thirty-five 

surveys had been completed.  In order to reach the 95% confidence level a second survey was 

sent to another random sample.  The same random sample function was applied to all 6,196 

emails, but emails that were included in the first survey were highlighted in order to prevent 

duplicate inclusion.  After applying the random sample in the excel spreadsheet and taking the 
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first 1,300 emails again only 879 recipients were sent the email after removing duplicate emails 

from the first survey group.   

Procedure 

 Initial survey questions were reviewed for clarity and ease of completion by two 

professional music therapists not included in the sampling survey and one director of 

institutional research to ensure validity.  Recommendations for adaptations were implemented 

before uploading the survey to SurveyMonkey for online distribution. One survey was sent out at 

two different time periods to a random sample of music therapists in order to achieve a large 

enough sample size for a 95% confidence level that the sample would be representative of the 

music therapists’ population.  Nineteen of the first time survey email addresses were not 

delivered due to incorrect or non-working email addresses.  Twenty-five participants had opted 

out of receiving surveys from SurveyMonkey.  Of the remaining participants in the first time 

survey 443 never opened the email, 813 opened the email, 268 clicked through the questionnaire, 

and a total of 235 completed the survey in full and 17 participants partially completed the survey.  

The second time the survey was emailed to 879 recipients.  Similar to the first time, 15 email 

addresses were bounced back due to incorrect or non-working email addresses and twenty-eight 

participants opted out of receiving surveys from SurveyMonkey.  The remaining participants in 

the second time survey showed that 375 recipients never opened the email, 603 opened the email 

invitation, 176 clicked through the survey questions, and a total of 157 participants completed 

the survey and 7 partially completed the survey.  Combining the responses of the survey from 

both time periods allowed for 392 participants’ surveys to be analyzed.  SurveyMonkey showed 

392 surveys as completed, upon closer look not all questions were answered in all 392 surveys.  

Thirty surveys that did not answer all the questions were removed before analysis.  For the 
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purposes of this study and the tables analyzing the data below, 362 fully completed survey 

responses will be used to represent the 95% confidence level. 

 Potential participants were invited to participate in the survey via an initial invitation 

email followed by two reminder emails through SurveyMonkey.  The email message included 

the title of the study, purpose of the study, procedures, potential risks, potential benefits, 

confidentiality, participation and right to withdraw, and a link to the survey website.   A second 

email was sent seven days after the initial invitation including a consent letter and link to the 

survey website.  A third and final email was sent twelve days after the initial email and two days 

prior to the end of the survey being closed.  The third and final email also included a reminder of 

the survey, a letter of consent, and link to the survey.  Informed consent was obtained by 

participants clicking “continue,” found at the bottom of the consent form survey page.  Upon 

agreeing to participate in the survey the link redirected them to the survey questions.  If an 

individual clicked “exit survey,” they were redirected to another page, thanking them for their 

time and ending the survey.     

Materials 

 The survey instrument was developed by the researcher and consisted of twenty-seven 

multiple choice questions.  Questions were grouped into three different sections: demographics, 

staffing trends, and service trends.  Demographics comprised six questions that inquired about 

the following issues: participants’ gender, age range, AMTA region of the country where 

participant resides, type of community, highest level of education completed, and years of 

experience.  Staffing trends included questions of employment status (full time, part-time, 

contract), primary work setting, waitlist, and determination of caseload assignments.  Service 

trends section included questions on the number of clients on caseload, average number of hours 
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worked per week in music therapy, frequency of visits, percentages of time spent performing 

specific duties, perception of participants’ caseload size appropriateness and visit frequency 

appropriateness.  All questions used multiple-choice formatting. 

Data Analysis 

 Raw data from SurveyMonkey was transferred to an excel spreadsheet and then modified 

in order to upload to Minitab 17.0 software for analysis.  The mode was identified in each 

question and data was configured using attribute tables and Pareto (Saxena, 2005) charts.  Since 

multiple choice questions were used in the survey bins of numbers were used instead of counting 

and therefore ordinal measurements were used in analyzing the data.  The data provided an in 

depth representation of caseload for music therapists in different settings.  Opinions from the 

music therapists were gathered on the appropriateness and manageability of their caseload and 

visit frequencies.  This information divulged perceptions as to whether clients are receiving 

services that the music therapist feels are adequate and significant to meet their various needs.  

Third, this study has potential to serve as a catalyst for more discussions and research on 

caseload size.   

Ethical Considerations 

 Measures were taken in order to protect the rights of human participants in this research.  

Approval from the St. Mary of the Wood-College (SMWC) Institutional Review Board (IRB) 

was obtained before distributing the survey to participants.  Participants included in the random 

sample were emailed a message that provided the purpose of the study, informed consent, and 

that participation was voluntary was stressed prior to starting the survey. Anonymity was strictly 

adhered to and the limits of confidentiality with use of data were explained to participants.  Data 

collected from the survey was viewed by the author with assistance from persons familiar with 
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Minitab.  No data was linked to specific participants during this stage of analysis.  Questions 

included in the survey were created thoughtfully in order to not offend, lead, or coerce 

participants. The final questionnaire used in the survey was approved by the SMWC IRB.  All 

digital data collected from the study will be stored on SurveyMonkey’s secure server for three 

years.  After three years all electronic data will be deleted from SurveyMonkey’s server.   Any 

paperwork associated with the study will be stored in a locked file drawer and shredded after the 

final submission of the research paper.  The results were submitted to SMWC for partial 

fulfillment of the Masters of Arts in Music Therapy program.  The results may also be used in 

presentations at professional conferences, future publications in professional journals, and for 

educational opportunities in the field of music therapy. 
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Results 

 The purpose of this study was to examine the caseload of current board certified music 

therapists residing in the U.S. at the time the survey was disseminated.  For the purposes of this 

study and the tables displaying the data, the 362 fully completed survey responses will be used to 

represent the 95% confidence level.  The responses of the participants to the survey questions 

allowed for categorization of data defined by the questions asked.  For example, a category could 

be defined by a question such as, “What is your primary work setting?” In contrast, a data group 

could be defined by a question such as, “How many clients do you see weekly?”  Trends and 

comparisons were made by examining these categories’ and groups’ attribute data.  Most 

information from this survey is depicted via Pareto (Saxena, 2005) charts to show data with basic 

counts or percentages relative to one another.   

After the survey was completed and data were examined, the information was compared 

with data from the AMTA Workforce Analysis and journal studies as a broad stroke check of 

this survey’s data accuracy.  In relative categories, groupings that could be compared were found 

to be very similar although each study has a slightly different population definition.   

Demographics 

 The first six questions were constructed so the researcher could gather information on 

participants’ demographics. Table 1 compares responses of the participants to five of the 

demographic questions with data from similar categories represented in the AMTA Workforce 

Analysis (2015a).   
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Table 1 

Survey Demographic Comparison with AMTA Workforce Analysis (2015a) 

AMTA WORKFORCE CURRENT SURVEY 

Gender 

Female 87.6% Female 87% 

Male 11.8% Male 12.71% 

Transgender <1% Prefer not to answer <1% 

Other <1%   

Age 

20-29 38.8% 20-29 39.5% 

30-39 24.3% 30-39 28.73% 

40-49 15.% 40-49 14.09% 

50-59 11.9% 50-59 11.05% 

60-69 7.8% 60-69 7.8% 

70 and over 1.5% 70 and over .28% 

Education 

No College 5.04% Other 1.1% 

Bachelor’s Degree 49.04% Bachelor’s Degree 55.8% 

Master’s Degree 39.48% Master’s Degree 41.71% 

Doctorate Degree 6.44% Doctorate Degree 1.38% 

AMTA Region 

Great Lakes 25.9% Great Lakes 25.41% 

Mid-Atlantic 20.57% Mid-Atlantic 27.35% 

Midwestern 11.71% Midwestern 9.39% 

New England 4.65% New England 4.97% 

Southeastern 16.97% Southeastern 12.15% 

Southwestern 8.11% Southwestern 9.67% 

Western 12.01% Western 11.05% 

Years of Experience 

  Less than 1 year 8.56% 

1-5 years 38.99% 1-5 years 39.23% 

6-10 years 19.41% 6-10 years 17.68% 

11-15 years 10.22% 11-15 years 9.67% 

16-20 years 9.05% 16-20 years 10.77% 

21-25 years 6.42% 21-25 years 4.70% 

26-30 years 6.57% 26-30 years 3.04% 

More than 30 years 9.34% More than 30 years 6.35% 

 

 

 Table 1 shows that of the participants who answered the gender questions in the current 

survey, 87% reported being female and 12.71% reported being male.  This trend is similar to the 
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findings in the AMTA Workforce Analysis which reported their survey respondents as 87.8% 

female and 11.8% male (2015a).   

 Participants were asked their age and most responded in two main categories of ages, 

twenty to twenty-nine at 39.5% and 28.73% in the age group of thirty to thirty-nine.  Age group 

forty to forty-nine was the next highest group at 14.09% of participants and 11.05% of 

participants in age group fifty to fifty-nine.  Again these trends are similar to the age group trends 

as reported in the AMTA Workforce Analysis and shown above in Table 1 (2015a).   

  Concerning the highest level of education completed by participants, 55.96% indicated 

having a bachelor’s degree and 41.83% a master’s degree.  These results are similar when 

compared to the AMTA Workforce Analysis in Table 1.  When analyzing the current survey data 

further and comparing gender and highest level of education completed, most females (59%) 

have a bachelor’s degree, whereas most males (63%) have an advanced degree.   

  Table 1 shows 27.1% of participants reside in the Mid-Atlantic region of AMTA with the 

Great Lakes Region (25.41%) slightly below.  This result is slightly different from that found in 

the 2015 AMTA Workforce Analysis where the Great Lakes Region (25.9%) is larger than the 

Mid-Atlantic region (20.57%).  In comparing the results with the AMTA Workforce Analysis, it 

is important to note that Workforce Analysis participants included students, graduate students, 

inactive members, and retirees while this study included only board certified music therapists 

currently working within the United States (2015a). This fact explains some differences between 

the two surveys; for example the current survey shows, a large number of part-time music 

therapy workers within the Mid-Atlantic region.  Part-time workers were not included in the 

AMTA survey’s Region Data (AMTA Workforce Analysis 2015a).   
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Figure 1: Comparison of Other than Full Time Music Therapists by Region 

 Table 1 also includes how many years participants have been working as a music 

therapist.  The experience level group with the highest percentage of both males and females at 

39.23% was in the one to five years’ group.  Females compose 37.46% of this group while males 

compose 50% of it.  The next experience level group with the highest percentage for both male 

and female is the six to ten years’ group with both male and female composing around 17% each.  

Therefore, when summing the percentages in the current survey categories of one to five years 

and six to ten years category most participants (56.91%) reported experience level was from one 

to ten years.  Table 1 displays similar results in age group categories between the current survey 

and the AMTA Workforce Analysis (2015a). 

 Figure 2 displays the type of community participants are currently practicing in.  Most 

participants (39%) reported practicing in a City or Urban community.  The next largest category 

Mid-Atlantic 
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for type of community is a combination of urban, suburban, and/or rural, with 29% of 

participants. 

 

Figure 2: Type of Community in which Music Therapists Work 

Staffing and Service Trends 

 Figure 3 displays participant data concerning employment status and hours worked per 

week.  In Figure 3, 60% of the participants indicated full time working status consisting of 32 

hours per week or more.  This trend is consistent with the findings reported in the AMTA 

Workforce Analysis, which shows 56% of respondents working full time consisting of 34 hours 

per week or more (2015a).  The next largest category of employment status by participants 

indicated that 21.27% selected working part time of 19 hours or less.   
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Figure 3: Employment Status in Primary Music Therapy Work Setting 

Participants were asked how many hours per week in all work settings combined they 

work as a music therapist.  Figure 4 shows the participants’ selections for number of hours 

worked per week.  Forty-one percent of participants selected working 31 to 40 hours per week 

and 18% of participants selected 41 to 50 hours per week.   
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Figure 4: Music Therapists’ Hours of Work per week 

 Figure 5 below, shows the percentage of work time participants spend performing 

different duties.  In the category concerning face to face client contact, 44.48% of participants 

spend 50-74% of their work time performing this duty.  In Codding’s study of the correctional 

psychiatry work setting, her respondents reported spending 31-80% of their work time in patient 

contact (2002).  When applying a similar range of work time to the current study, 66.86% of 

participants spend 25-74% of their time in face to face contact.  The category of other client 

contact shows 92.82% of participants spend 0-24% of the work time in other client contact (such 

as phone calls and emails).  Concerning administrative duties 45.86% of participants report 

spending 25-49% of the work week time on this duty.  In the category of other duties, 67.96% of 

participants report spending 0-24% of their work week time.   As show in Figure 5, most 

participants (90.06%) spend most of their work week time performing face to face client contact 

followed by administrative duties (55.53%).   
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Figure 5: Work Time Spent on Specific Duties 

 Participants were asked how much additional time they spend working outside of the 

work environment.  Figure 6 below shows 64% of participants indicated spending an additional 

one to five hours, whereas 22% indicated spending no additional time outside of the work 

environment.  Twelve percent of participants indicated spending six to ten hours of additional 

time followed by 2.4% spending eleven or more hours of additional time.  Therefore, most 

participants (77.89%) indicated spending additional work time outside of the work environment. 
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Figure 6: Additional Time Worked Outside Work Environment 

Participants were asked how they structured the majority of their music therapy sessions 

in their primary work setting and what the length of their average music therapy session in their 

primary work wetting was.  Most participants (78.5%) reported session length being 31-60 

minutes in one on one, group, or combination of one on one and group settings.  Very few 

participants (3.08%) reported holding sessions that were more than sixty minutes.  This 

information is consistent with other research representing length of session type (Codding, 2002; 

Silverman, 2007).  Additionally participants were asked what the average frequency of sessions 

for each client was on their music therapy caseload in their primary setting.  Most participants 

(51.66%) indicated sessions were delivered weekly.   

Work Settings and Weekly Caseload   

When participants were asked to select their primary work setting, thirty-eight 

participants selected the “other category please specify.”  These thirty-eight participants then 
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wrote in their primary work setting.  The survey provided a total of thirty-two choices for 

participants to select as their primary work setting.  Some of the participants who selected 

“other” wrote down work settings that were similar to one of the options already provided among 

the thirty-two work settings.  For example, a selection of “forensic facility” was an option and 

one participant wrote in “forensic psych inpatient” in the “other” category.    Figure 7 lists the 

top fifteen work settings by percentage that participants selected the remaining work settings 

were grouped into the “all others” category, which included the settings that were written in.  

The work settings that were written in and had almost exact wording were added into the 

category provided by the researcher. 

Figure 7 also shows that 25.42% of music therapy work settings (15 Work Settings of this 

Survey’s 59) employ around 78.73% of music therapists.  This is consistent with an observed 

natural numerical phenomenon observed by Italian economist Vilfredo Pareto in 1906.  Pareto 

found that eighty percent of Italy’s wealth was owned by twenty percent of the population 

(Hafner, 2001).  The rule is officially known as the Pareto Rule but within the business world 

often referred to as the 80–20 Rule (Hafner, 2001).  In simple and broad terms, Pareto’s Rule 

provides that many numerical representations of human interaction and activities have an uneven 

distribution where a smaller percentage contains a major majority of the data being analyzed 

within a study.    His observations of human and business interactions suggest that the field of 

music therapy follows this natural arrangement arithmetically as the data in this study show 

roughly 80% of music therapists working in about 20% of work settings.   
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Figure 7: Work Settings of Music Therapists 

 Table 2 compares condensed work setting survey results from the AMTA Workforce 

Analysis (2015a) and the current study.  For a more detailed table with specific work settings 

from the current survey please see Appendix A.  Several differences are important to note when 

comparing the two surveys.  The AMTA Workforce Analysis used only responses from 

participants who worked full time (34 hours or more per week).  In addition within the AMTA 

Workforce Analysis participants were allowed to select as many work settings as they wanted.  

This researcher used the primary work setting indicated by participants and included both full 

time and part time work status of participants.  Table 2 below separates participants from the 

current survey data into categories of those who indicated full time status and all work statuses 
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combined.  A significant difference is found between the AMTA Workforce Analysis work 

setting of mental health and children’s facilities or schools compared to the current survey.  More 

are working in mental health and with children’s facilities or schools than would have been 

previously indicated in the AMTA Workforce Analysis and could be due to the inclusion of part-

time workers or even including 32 hours and up instead of just 34 hours and up. 

Table 2 Current Survey Work Settings Compared with AMTA Workforce Analysis Work Settings 

(2015a) 

Work Setting AMTA % of Field Survey Summed %’s 

for Comparison 

Survey Summed %’s 

for Comparison 

 Full Time; 34 hrs or 

more/week, 56% of 

Population; Multiple Work 

Settings Surveyed 

Full Time; 32 hrs or 

more/week; 60.22% of 

Population; Primary Work 

Setting Surveyed 

Full & Part Time 100% of 

Population; Primary Work 

Setting Surveyed 

Mental Health 12.00% 23.40% 19.61% 

Geriatric Facilities 15.00% 12.85% 13.81% 

Medical Setting 14.00% 10.57% 9.67% 

Children’s Facilities 

or Schools 

11.00% 24.32% 21.83% 

Self-Employment & 

Private Practice 

12.00% 5.05% 9.94% 

All Others 36.00% 23.85% 25.14% 

**Note: See Appendix for more detailed work settings of survey 

 

The survey focused on primary work settings in gathering data.  Participants were asked the 

average number of music therapy clients they treated on a weekly basis in their primary work 

setting.  Table 3 displays the top ten most reported work settings by participants and caseload.  

The percentages in bold mark the caseload category with the largest response in each work 

setting.  Hospice bereavement shows most participants (30.6%) have a caseload of 11-20, but 

also at 19.4% of participants have a caseload of 81 or more.  In the category of 81 or more 
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hospice bereavement work setting have the highest percentage.  This is a large gap of caseload 

for music therapists in the hospice bereavement work setting. 

Table 3  

Ten Most Reported Work Settings and Caseload  

 Caseload 

WORK SETTING 0-10 11-20 21-30 31-40 41-50 51-60 61-70 71-80 81 or 
more 

Correctional/Forensic Facility  36.4% 9.1%    27.3% 9.1%  18.2% 

Adult Day Program  8.3% 25% 16.7% 25% 16.7%    8.3% 

Community Based Service  41.7% 33.3% 8.3%  8.3%   8.3% 

Children's Hospital or Unit 11.1% 27.8% 22.2% 5.6% 16.7%  5.6% 5.6% 5.6% 

Private Music Therapy Agency 11.5% 11.5% 30.8% 7.7% 11.5% 7.7% 3.8%  15.4% 

Nursing Home/Assisted Living 10.3% 24.1% 37.9% 6.9% 3.4% 3.4% 3.4%  10.3% 

Self-Employed/Private 
Practice 

19.4% 25% 25% 11.1% 2.8% 11.1%   5.6% 

Hospice bereavement 8.3% 30.6% 13.9% 19.4% 5.6%  2.8%  19.4% 

School (K-12) 12.5% 10% 17.5% 15% 7.5% 5% 15% 7.5% 10% 

Inpatient Psychiatric Unit 19.4% 25% 25% 11.1% 2.8% 11.1%   5.6% 

Percentage of Participants 

 

Participants were asked if there was a waiting list for their music therapy services in their 

primary settings.  Only 28.18% participants reported having a waiting list while 63.81% 

participants reported not having a waiting list.  Participants work setting was compared with 

those participants who reported having a client waiting list.  Figure 8 shows each work setting 

and the percentage of participants who reported having a client waiting list.  The top three work 

settings with the most participants indicating a client waiting list were private music therapy 

agency, children’s hospital or unit, and hospice bereavement services.   
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Figure 8: Music Therapists from Survey with Waiting Lists by Work Setting 

Perceptions of Caseload Manageability 

 Caseload is defined as the number of clients/patients/students/individuals that a therapist 

or health professional is assigned to provide services for either directly or indirectly (Katz et al., 

2010).  Figure 9 that follows displays participants’ reported caseload in their primary setting.  In 
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*All other category included: adult day program, child enrichment center for all abilities, client homes, client homes 

(individuals with disabilities), community mental health center, community music school, daycare/treatment center, early 

intervention, intermediate care facility, neurologic rehabilitation, oncology, partial hospitalization, pediatric long-term 

care, residential facility for adults with ID/DD, state institution, terminally ill, veteran affairs, and wellness 

program/center. 
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Figure 9, 22.1% of participants reported having a caseload of 11-20 clients per week and 22.93% 

reported a caseload of 21-30 clients per week.   

 

Figure 9: Music Therapists’ Actual Weekly Caseloads 

Participants were asked if the size of their caseload in their primary work setting was 

very manageable.  Most participants (74%) agreed or strongly agreed their caseload was 

manageable, 12.71% were neutral on their caseload being manageable, and 13.26% disagreed or 

strongly disagreed that their caseload was manageable.  Figure 10 displays work settings of 

participants who indicated their caseload was not manageable.  Work setting and client waiting 

lists were then compared to participants who felt their caseload was not manageable. The data 

shows that participants reporting their caseload unmanageable generally fell within the first 

seven work settings listed in Figure 7.  Of note, the top four work settings (private music therapy 

agency, hospice bereavement services, children’s hospital units, and self-employed/private 

practice) with participants that reported having a client waiting list are also within the top six 
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work settings with participants who reported concerns on caseload manageability.   This would 

indicate that not only are the participants in these work settings of the belief that the caseload is 

not manageable, they also report having clients on a waiting list. 

 

Figure 10: Work Settings of Participants Who Indicated Caseload was Unmanageable  

 In Figure 11 the data was further organized to display participants who indicated their 

caseloads were not manageable with their reported years of experience to see if there was a 

significant trend.  Participants with one to five years of experience as a music therapist also 

represented the highest percentage (16.9%) of participants who believe their caseloads are not 

manageable.  Similarly, 15.62% of participants with six to ten years of reported experience 

believe their caseloads are not manageable.  Thus, summing the two categories 32.5% of 

participants with one to ten years of experience report their caseloads are not manageable.   
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Figure 11: Experience of Participants Who Indicated Caseload was Unmanageable  

 In addition to examining participant experience and caseload manageability the 

researcher looked at employment status and manageability.  Figure 12 shows that 90% of part-

time participants believe their caseload is manageable, whereas 69% of full-time participants 

believe their caseload is manageable.  Comparing manageability of full time status participants 

(69%) to three-fourths-time status participants (82%) there is a sizable difference.  Looking at 

the numbers in the reverse the survey shows that 31% of full time status participants disagree, 

strongly disagree, or are neutral with their caseload manageability.  See Appendix B for the full 

survey analysis and comparison of caseload manageability and employment status.  
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Figure 12: Music Therapists’ Employment Status and Caseload Manageability 

 Participants were asked if they ever left a job due to high caseload.  Only 6.08% of 

participant reported leaving a job due to high caseload and most reported they have not left a job 

due to high caseload.  When participants were asked if they had considered leaving a job due to 

high caseload, most reported they had not; however, 21.27% reported they had considered 

leaving a job due to high caseload.   

 Participants were asked who determines their music therapy caseload.  Most participants, 

46.96%, indicated they determine their caseload; 25.14% indicated their facility/company 

determines their caseload; 19.06% indicated their direct supervisor or boss determines their 

caseload; and 8.56% indicated “other” determines their caseload.  When comparing the data of 

participants who have waiting lists with those that have control or do not have control of their 

caseload a similar distribution of responses between the two groups was found.  Sixty-five 

percent of participants who do control their caseload indicated they do not have a waiting list 
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compare participants who feel their caseload is manageable produces varied results.  Figure 13 

and 14 show the distribution of participants’ responses.  Among participants who determine their 

own caseload, 83% agreed or strongly agreed (52% agreed; 31% strongly agreed) that their 

caseload is manageable (Figure 13).  Among participants who indicated they do not control their 

caseload, 74% agreed or strongly agreed (50% agreed; 24% strongly agreed) that their caseload 

was manageable, where as 12% disagreed their caseload was manageable and 1% strongly 

disagreed (Figure 14). 

 

Figure 13: Caseload Manageability for Music Therapists Who Determine Own Caseload 
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Figure 14: Caseload Manageability for Music Therapists Who Do Not Determine Own Caseload 

 Participants were asked what their ideal caseload would be in their primary work setting 

for a forty hour work week.  Figure 15 compares participants’ reported actual weekly caseload to 

their ideal weekly caseload.  While a wide range of actual caseloads and ideal caseloads in this 

field exists, 76% of participants would ideally prefer a caseload of 40 or less per week, while 

69.89% actually have a caseload of 40 or less per week.   

 

Figure 15: Music Therapists Actual Caseload versus Ideal Caseload 
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Discussion 

The intent of this paper was to identify average caseload of music therapists in the U.S. in 

specific work settings and to identify their perceptions of caseload manageability.  A review of 

literature pointed out a lack of research regarding caseloads of music therapists.  Other 

professions’ studies of caseload indicated workers reporting high caseloads and correlations with 

burnout, stress, and attrition.  This information led the researcher to develop an online 

descriptive survey to explore music therapists’ demographics, staffing and service trends, and 

perceptions of caseload manageability.  

 Data gathered from demographic questions were compared with similar categories of 

data found in the AMTA Workforce Analysis (2015a) and displayed in Table 1 (p.18).  From the 

comparison, the statistics within the current survey of board certified music therapists (MT-BC) 

is similar to the population of the AMTA members surveyed in the Workforce Analysis (2015a); 

however, the AMTA survey was conducted approximately one year before the current study 

(held within March and April of 2016).  One demographic that is almost identical is the 

percentage of female participants in both studies.  This shows the ability of a smaller random 

sampled survey (the current MT-BC survey) to discover information similar to that found in a 

larger scale survey.  The AMTA Workforce analysis showed 87.6% of participants being female 

and the current study indicated 87% female participants.  Similarly, males are listed as 11.8% of 

the participants within the AMTA Workforce Analysis and 12.71% within the current survey.  In 

comparing ages of participants, the largest category of 20-29 was shown at 38.8% by the AMTA 

Workforce Analysis and 29.5% by the current survey.  Differences such as this could likely be 

attributed to slightly different makeups of the populations studied by each of these surveys.  The 

AMTA Workforce Analysis survey included only full time professionals who were also 
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members of AMTA while the current survey included both full and part-time professionals 

registered as board-certified music therapists within the United States.  The current survey may 

be more representative of the whole population of board certified music therapists living within 

the United States.   

 Concerning level of education, the two surveys are very similar as well.  However, this 

had one exception.  The AMTA Workforce Analysis lists doctorate degree participants at 6.78% 

whereas the current survey only lists 1.39% of participants with doctorate degrees.  This is likely 

due to other professionals with doctorates that are not board certified music therapists can be 

members of AMTA.  The current survey included persons with doctorate degrees only if they 

were also board certified music therapists; thus, the disparity here is understandable.  Comparing 

AMTA Regions across the two surveys, there is a slight disparity in the findings.  The AMTA 

Workforce Analysis finds the largest reported region at 25.9% is Great Lakes Region and the 

current survey finds the Great Lakes Region at 25.41% which is a similar percentage.  However, 

the largest reported region of the current survey is at 27.35% and is the Mid-Atlantic Region.  

Figure 1 showed that the Mid-Atlantic Region in the current survey had the highest percentage of 

participants with other than full time status and could attribute to the discrepancy. 

Caseload of Music Therapists 

 This survey provided valuable details regarding caseload trends of music therapists in the 

U.S. working in the indicated primary work settings.  Exact averages were unable to be 

calculated due to the attribute data being displayed as ranges instead of variable data.  However, 

the modes of the data as well as a categorical view of the attribute data stacked as histograms 

could be conducted.  The current research was conducted with a random sample of music 

therapists across the United States.  A 95% confidence level was achieved with a randomly 
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selected sample of fully completed surveys of 362 music therapists from 6169 music therapists 

registered with the CBMT.  The overall percentages and numbers can be surprisingly accurate 

with a random sample survey which is conducted appropriately.  In some cases, a smaller 

random sample can be much more accurate than a much larger sample conducted without 

random sampling (DePersio, 2016).  The benchmark of the current survey to the AMTA 

Workforce Analysis survey with explanations in the statistics disparities is evidence of the 

current survey’s contribution to the field.  The observed natural phenomenon of the 80-20 rule of 

the work setting categories gives the field a look at how a smaller percentage of work settings 

hold most of the primary work activity of the field.  This could be of immense utility for the field 

in context of business marketing opportunities as well as future academic research (Hafner, 

2001).   

 Table 2 compares the surveyed work settings with the work settings from the AMTA 

Workforce Analysis (2015a).  When examining Table 2 it is significant to note that the AMTA 

Workforce Analysis (2015a) only used work settings reported by full time AMTA members and 

also allowed the participants to select more than one work setting.  In contrast, in the current 

survey participants indicated their primary work setting only; the current survey allowed for full 

and other than full time employment statuses.  The data of the current survey was sorted to show 

one column with only full time participants and the other column taking into account other than 

full time employment statuses.  In addition, the AMTA Workforce Analysis used six groupings 

of work settings and listed more specific work settings in their notes section that would fall into 

those groups.   

Table 3 provides a comparison of the top ten reported work settings and reported 

caseloads.  In Table 3, private music therapy agency, nursing home/assisted living, self-
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employed/private practice, school (K-12), and inpatient psychiatric unit  indicate the highest 

percentage of reported caseloads with the modes occurring with the category of 21-30.  In 

comparison, community based services, children’s hospital or unit, hospice bereavement, 

inpatient psychiatric unit, and self-employed/private practice show 11-20 as the most selected 

category.  Table 3 shows that the caseload range categories are mostly bracketed between the 0-

10 through 51-60 categories.  One outlier work setting is the hospice bereavement and 

correctional/forensic facility that indicate a relatively higher percentage of participants within the 

81 or more category.  Participants working in hospice bereavement and correctional/forensic 

facility both report a similar percentage having a caseload of 81 or more.  A caseload of 81 or 

more in both hospice and correctional forensic setting seems strikingly high for one music 

therapist to carry especially when comparing to the above average caseload a many of the 

participants.  This information is helpful in providing the range of caseloads music therapists 

have in different work settings and can fuel the conversation on appropriate caseloads for music 

therapists.  When examining this data it is important to note that participants hold a variety of 

work statuses and work hours.   

 The current survey listed 59 work settings individually during most of the survey to 

compare and contrast.  When comparing the work settings of the current survey to the works 

settings of the AMTA Workforce Analysis survey, the current survey grouped its specific work 

settings under the most likely AMTA work setting grouping.  This allowed for a robust 

comparison of applicable work setting data between the two surveys.  Notable differences are 

found in comparing the data of the work settings from the two surveys.  One large disparity is 

within the category of children’s facilities or schools.  AMTA (2015a) indicated 11% of the field 

selected children’s facility or school as the primary work setting.  The current survey shows 
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24.32% of full time participants and 21.83% of all employment status participants selected 

children’s or school setting.  The category of mental health also showed a difference in 

percentages between the two surveys.  In the category of geriatric facilities, the closest match in 

percentages between both surveys participants is displayed.  Differences between the two 

surveys that may account for these disparities include population employment status makeup as 

well as differing survey selection choices.   

 The AMTA Workforce Analysis survey allowed for multiple work setting choices 

whereas the current survey allowed for only the primary work setting to be selected (2015a).  

Each survey method allows greater visibility on the particular population in some respects while 

restricting visibility or losing clarification in other areas.  The researcher chose to ask for only 

the primary work setting in order to understand differences in the time requirements of particular 

work settings.  This allowed for a deeper dive into where the population’s efforts were focused 

relative to any other particular work setting.   

 Future research could be conducted to understand work setting case load time 

requirements relative to other particular work settings.   Allowing the participants to select a 

work category and associate a time requirement in terms of caseload defined by unit of time per 

type of client would provide more thorough and specific data concerning average time 

requirements per specific client type.  The trends found in the current survey provide a graphic 

depiction of caseload and work setting trends within the field of music therapy.  This information 

could be used in the future for follow on studies that focus on high caseload work settings in 

order to research proper time requirement by client and session type.  A future study like this 

could indeed aid in preventing burnout and provide support to music therapists in their current or 
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future positions as music therapists.  The current survey has set the stage for such a study to be 

performed in a focused manner. 

Caseload Manageability Perceptions   

 Participants were asked about caseload manageability and their answers were then 

compared to their work setting, wait list, and caseload.  The top ten work settings reported by 

participants show that most participants (43%) reported a caseload of eleven to thirty.  

Participants who reported their caseload as manageable report a caseload of 11-20.  Four of the 

top work settings (children’s hospital or unit, psychiatric inpatient unit, school, and hospice 

bereavement services) showed concerns on caseload manageability and have music therapists 

with a client waiting list.  Most participants (74%) reported their caseload is manageable.  Those 

participants who determined their own caseload were more likely to perceive their caseload is 

manageable than compared to participants who do not determine their own caseload.  Examining 

the variety of caseload categories selected by participants it seems that music therapists who 

determine their own caseload perceive their caseload as more manageable, even when the 

caseload may be greater than ideal. Perhaps music therapists would be more satisfied with their 

work if they could determine their caseload.   

 Examining the experience level of participants in regards to caseload manageability the 

data showed the highest percentage of participants who feel their caseload is unmanageable fell 

in the category of one to ten years’ experience.  This is an interesting finding and further research 

may reveal a number of reasons why music therapists with more experience report more 

manageable caseloads.  One possible explanation is that music therapists learn over time to 

manage their caseloads more efficiently.  Secondly, perhaps music therapists simply get used to 

working with a high caseload, so that over time it seems normal.  Thirdly, music therapists may 
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with experience learn to negotiate lower caseloads or choose jobs with lower caseloads.  A new 

professional may not be aware of caseload and its impact on manageability and therefore 

wouldn’t necessarily know to negotiate or choose a position with a lower caseload.  The current 

study can provide helpful information to new professionals and seasoned professionals on most 

frequent caseloads in different work settings, which in turn may help them negotiate better 

working conditions.  Information found may be beneficial to professors as well in educating 

potential music therapy professionals of ideal and actual caseloads of music therapists.  

Conclusions and Future Research Recommendations 

 Only primary work settings of participants were taken into account in the current study.  

Thus, the data must be used as a primary work setting study and not as a study of comprehensive 

work settings and weekly client loads in their entireties.  For example, music therapists working 

within Hospice Bereavement Services may also work with Hospice Terminally Ill but may have 

chosen to put Hospice Bereavement Services as their work setting choice.  In some capacities, 

the fact that the researcher required music therapists to choose a primary work setting creates an 

added value in the data.  In viewing only the primary work setting of therapists in the field it may 

have shown more focused information relevant to primary work setting.  For example, music 

therapists often work in a variety of work settings, but may only have few clients within that 

work setting.  Looking at primary work setting can help provide a better understanding and 

comparison of music therapists in a particular setting and their caseload. This could create a base 

for future research on why a particular work setting was chosen over another and the time 

requirements and constraints of a given work setting.   

Understanding where music therapists work and their perception of caseload 

manageability allows organizations such as the AMTA and CBMT to promote the growth of the 



44 
 

 
 

field as well as understand why some areas of growth have difficulty.  In the preceding pages the 

top ten work settings (categories) of participants contain differing percentages of caseload 

groups.  This information could be taken into account by employers or the music therapists 

themselves while considering current average caseloads relative to other music therapists.  It may 

also be useful as a rationale for a specific pay scale relative to differing work settings within the 

music therapy field relative to other music therapists or similar clinical or social services fields.   

 This study provides more detailed information than was previously available regarding 

caseloads of music therapists in diverse work settings.  Having compared the current survey with 

another robust survey in the field of music therapy helped benchmark results and also allowed 

for identifying root causes in disparities in the statistics of the current survey and AMTA 

Workforce Analysis survey in areas such as the AMTA Region.  We know more about our 

workforce population due to this comparison of the two studies.  The comparison allows us to 

have confidence in the current survey’s findings and furthers the field of music therapy’s 

knowledge concerning its workforce.    

 Most participants (74%) felt their caseload is manageable.  Among the participants who 

reported their caseload as not manageable thirteen primary work settings were reported (Figure 

10).  However, these thirteen primary work settings collectively employ about 70% of the 

survey’s participants; therefore, work setting cannot be said to be the only causal factor in 

feelings of caseload manageability.  In addition, the survey shows that full time status 

participants agree less that their caseload is manageable compared to part-time status 

participants.  This information could be interpreted several ways.  Perhaps because there hasn’t 

been a lot of research or information regarding music therapy caseloads, participants are using 

their own experiences without influence of research to answer the questions.  Therefore, if they 
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had experience with a smaller caseload their answers may have been influenced by previous 

work experiences when asked about their perception on caseload manageability.  Another way to 

look at it is that music therapists have been trained well and feel they are doing their best to 

execute best professional judgement with caseload per the AMTA Standards of Practice (2015b, 

para 6).  The current survey shows that 31% of full time status participants disagree, strongly 

disagree, or are neutral concerning caseload manageability.  Full time employees are often paid a 

salary and may work more than forty hours to meet the job requirements, which may influence 

perceptions on caseload manageability.  The survey showed that 75.41% of participants work 

one to ten hours more per week than their employment agreement stipulates.  Further, when 

taking into account that participants with the least amount of experience reported the highest 

percentage of unmanageable caseload, it brings a question forward for our field.  Should there be 

a recommended caseload for new music therapists to ensure quality of care as well as prevent 

harm and burnout?  At what point or level of caseload does quality of care get impacted and 

possibly do harm?  Also, should there be recommended caseloads for certain settings? 

 Nineteen percent of participants who work in the hospice bereavement setting report a 

caseload of 81 or more.  In most cases hospice patients are seen in a one on one setting with the 

exception of bereavement or support groups.  Future research looking at the quality of care or 

possible harm would be beneficial.  Employers may continue to increase caseloads of music 

therapists without understanding the impact on quality of care or long term stressors on the 

music therapist.  Recommendations on caseload and inquiries to best practice would be helpful 

to support the music therapy field.  The demand for music therapy is rising (Eyre & Lee, 2015; 

Groene, 2003) just as the population of people with various needs is rising, a shortage of music 

therapists may be linked to a higher caseload in some work settings, particularly where funding 
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is challenged.  Different employers have different requirements and it is our duty as professional 

music therapists to carry out to the best of our ability the AMTA Standards of Practice (2015b).   

 The author recommends future research studies examining caseload and quality of care to 

provide guidelines for best standards of practice.  In addition future burnout studies may want to 

consider using caseload manageability as a possible indicator.  The survey provided some 

interesting information that further exploration could help with growth and sustainability of 

professionals in our field.  Another interesting study would be to look at why, in a female 

dominated field, the females have less advanced degrees proportionally than males.  It would 

also be interesting to investigate why music therapists with a certain amount of experience feel 

their caseloads are more manageable than do those with less experience.  The benefit that the 

field of music therapy has is to look at what other helping professions similar to ours have done 

and possibly prevent problems before they arise such as developing caseload or workload 

standards and tools for advocating for a lower caseload.  Caseload is a complicated part of the 

music therapy profession and difficult to pinpoint with the diversity of populations and work 

settings.  It is the researcher’s hope this study may assist the field of music therapy, which brings 

medical, social, and cultural value to societies around the world.  The American population 

continues to grow coupled with the aging baby boomer population that will be in need of music 

therapy services.  These changing demographics will add demand to the current supply of music 

therapists.  Our field’s population must grow with the demand.  And, even if the population of 

music therapists does grow with the demand for services, establishing standards for caseloads 

within the field of music therapy may be necessary to ensure quality of care standards are being 

maintained.  Future studies within our field could help settle questions on whether or not our 

field is in need of case load standards in order to ensure client quality of care. 
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Appendix A: Surveyed Work Settings Compared with AMTA Workforce Analysis 
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Appendix B: Caseload Manageability Compared with Employment Status 
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Appendix C: IRB Approval Letter

 

MEMO 

To: Tracy Richardson, Ph.D., MT-BC 

Tonya Jackson, Graduate Student 

From: Lamprini Pantazi, Ph.D., & Chair of the Human Subjects 

–Institutional Review Board 
 
Date: February 26

th
, 2016 

Re: Human Subjects Institutional Review Board Application 

Thank you for submitting a Human Subjects proposal entitled “Caseloads of Music Therapists: 

A Descriptive Analysis”. 

 
The Institutional Review Board (IRB) of Saint Mary-of-the-Woods College has approved your 

research. Unless renewed, this approval will expire on April 3
rd

, 2017. 
 

If any changes need to be made during implementation of this research project, please submit 

those changes to the IRB for its approval. Also, if any incidents occur, please notify the IRB as 

soon as possible. 

We wish you success with your research project.  

Institutional Review Board members: 

 

Lamprini Pantazi, Ph.D.  

Brad Huffey, Ph.D.  

Pam Sebura, Ph.D.  

Scott Ripple, MD  

Douglas Sperry, Ph.D. 
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Appendix D: Survey Questions 

CASELOADS OF MUSIC THERAPISTS: A DESCRIPTIVE ANALYSIS  

Thank you for your interest in contributing to this study. 

The purpose of this research is to gather information about the average caseload size of 

professional music therapists in the United States who work in a variety of settings. 

When answering questions about your caseload, please answer based on your current caseload (if 

currently employed) or most recent (caseload if not currently working). 

Thank you in advance for your participation in this survey. 

*By continuing to the next page of this survey, you are providing consent to participate in 

this study.  All answers are voluntary and you may exit the survey at any time, however 

once you select “done/submit” at the end of the survey, your responses cannot be retracted.  

The survey will take approximately 15 minutes to complete.  You will not be asked for your 

name, and your email address will not be connected in any way with your answers to this 

survey.  Answers will remain completely confidential and anonymous.  Results of this study 

will be used to complete this researcher’s thesis and may be submitted for publication in a 

professional journal, a book chapter, and/or presented at a conference. 

 Note: This survey is intended for music therapists who are currently practicing music therapy or 

have recently left a music therapy position.  The questions in the survey are based on the clinical 

music therapy you provide (or have provided) in your most recent music therapy position. 

 Continue 

 Exit survey 

Thank you for your time and consideration in completing this survey.  Your answers are 

valued contributions to this research. 

Any questions or concerns regarding this survey may be directed to: 

Tonya Jackson     Dr. Tracy Richardson 

910-548-4120      812-535-5154 

tjackson4@smwc.edu     trichardson@smwc.edu 

Co-Investigator/Graduate Student   Principal Investigator/Faculty Advisor 

 

Dr. Lamprini Pantazi 

812-236-7737 

lpantazi@smwc.edu 

IRB Chair 

 

 

 

mailto:tjackson4@smwc.edu
mailto:trichardson@smwc.edu
mailto:lpantazi@smwc.edu
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1. Gender 

 Male 

 Female 

 I prefer not to answer 

 Other (please specify):________________ 

2. What is your current age? 

 20-29 

 30-39 

 40-49 

 50-59 

 60-69 

 70 and over 

 

3. What is the highest level of education that you have completed in Music Therapy? (please check 

only one) 

 Bachelor’s degree + Music Therapy Equivalency 

 Bachelor’s degree in Music Therapy 

 Master’s Degree (in music therapy or related field) 

 Doctorate (in music therapy or related field) 

 Other 

4. In what type of community are you currently practicing? 

 City or urban community 

 Suburban community 

 Rural community 

 Combination of  Urban, Suburban, and/or  Rural 

 

5. In which AMTA region of the United States are you currently practicing? 

 Midwest Region 

 Great Lakes Region 

 Mid-Atlantic Region 

 New England Region 

 Southeastern Region 

 Southwestern Region 

 Western Region 
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6. How long have you been working as a music therapist? 

 Less than 1 year 

 1-5 years 

 6-10 years 

 11-15 years 

 16-20 years 

 21-25 years 

 26-30 years 

 More than 30 years 

 

7. What is your primary music therapy work setting (the one in which you spend most hours per 

week)? 

 Adult daycare 

 Adult education 

 Child/adolescent treatment center 

 Children’s daycare/preschool 

 Children’s hospital or unit 

 Community based service 

 Community mental health center 

 Correctional facility 

 Day care/treatment center 

 Drug/alcohol program 

 Forensic facility 

 General Hospital 

 Geriatric facility-non nursing 

 Geriatrics Psychiatric Unit 

 Group Home 

 Home Health Agency 

 Hospice bereavement services 

 Intermediate care facility 

 Inpatient psychiatric unit 

 Military Base 

 Nursing home/Assisted living 

 Oncology 

 Other 

 Outpatient clinic 

 Partial hospitalization 

 Physical rehabilitation 

 Private Music Therapy Agency 

 School (K-12) 

 Self-employed/private practice 

 State institution 

 University/College 

 Veteran Affairs  

 Wellness Program/Center 

 

8. What is your employment status in your primary music therapy work setting? 

 Full time (32 hours per week or more) 

 Three fourths time (26-31 hours per week) 

 Half time (20 to 25 hours per week) 

 Part time (19 hours or less) 

 Not currently employed as a music therapist 
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9. How many hours per week in all work settings combined do you work as a music therapist? 

 0-10    

 11-20    

 21-30   

 31-40 

 41-50    

 51-60    

 61-70   

 71-80 

 81or more   

 

10. How do you structure the majority of your music therapy sessions in your primary work 

setting? 

 One on one 

 Group  

 Combination of one on one and group sessions 

 Other 

 

11. What is the length of an average music therapy session that you provide in your primary work 

setting? 

 30 minutes or less 

 31-45 minutes 

 46-60 minutes 

 61-75 minutes 

 76-90 minutes 

 91-105 minutes 

 106 minutes or more 

 

 

12. Is there a waiting list for your music therapy services in your primary work setting? 

 Yes 

 No 

 Unsure 
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13. Please indicate what percentage of time in your total work week you spend performing the 

following duties.  

13a. Face to face client contacts (meeting directly with client in provider setting, home visits, community 

setting etc.) 

 0 – 24% of your time  

 25-49%  of your time 

 50-74%  of your time 

 75-99%  of your time 

 100% of your time 

13b. Other client contact (telephonic, skype, electronics, and or hard copy) 

 0 – 24% of your time  

 25-49%  of your time 

 50-74%  of your time 

 75-99%  of your time 

 100% of your time 

13c. Administrative duties (paperwork, billing, charting, staff meetings, trainings, etc.) 

 0 – 24% of your time  

 25-49%  of your time 

 50-74%  of your time 

 75-99%  of your time 

 100% of your time 

13d. Other duties (travel, session prep, etc.) 

 0 – 24% of your time  

 25-49%  of your time 

 50-74%  of your time 

 75-99%  of your time 

 100% of your time 

 

14. On average how much additional time per week do you work outside the work environment (at 

home, in a wifi café, etc.) to complete music therapy paperwork, plan sessions, etc.? 

 No time 

 1-5 hours 

 6-10 hours 

 11-15 hours 

 16 or more hours 
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**For the purposes of this survey Caseload will be defined as the number of 

clients/patients/students/individuals you provide services to (by your choice or by assignment of clients) 

either directly or indirectly at any given time. 

 

15. What is the average number of music therapy clients you treat on a weekly basis in your 

primary work setting?  (Note: This includes supporting clients by skype, phone, or other electronic 

means if they are considered part of your caseload.)  

 0-10    

 11-20    

 21-30   

 31-40 

 41-50    

 51-60    

 61-70   

 71-80 

 81or more   

 

 

16. What is the average frequency of sessions for each client on your music therapy caseload in 

your primary work setting? 

 Daily 

 Biweekly (twice a week) 

 Weekly 

 Bimonthly (twice a month) 

 Monthly 

 PRN 

 

17. Choose a response based on this statement: I find the size of my music therapy caseload to be 

very manageable in my primary work setting. 

 

__Strongly Agree __Agree __Neutral __Disagree __Strongly Disagree 

 

18. Have you left a music therapy job due to high caseload? 

 Yes, I have left a music therapy job due to high caseload 

 No, I have not left a music therapy job due to high caseload 

 

19. Have you considered leaving a music therapy job due to high caseload? 

 Yes, I have considered leaving a music therapy job due to high caseload 

 No, I have not considered leaving a music therapy job due to high caseload 
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20. Who determines your music therapy caseload?  

 I determine my music therapy caseload 

 My facility/Company determines my music therapy caseload 

 My direct supervisor/boss determines my music therapy caseload 

 Other 

 

21. For a 40 hour/week music therapy position within your current primary work setting, what do 

you believe is an ideal frequency of visits?   

 Daily 

 Biweekly (twice a week) 

 Weekly 

 Bimonthly (twice a month) 

 Monthly 

 PRN 

 

22. For a 40 hour/week music therapy position in your current primary work setting, what do you 

believe is an ideal number of  TOTAL music therapy sessions per week? 

 0-10    

 11-20    

 21-30   

 31-40 

 41-50    

 51-60    

 61-70   

 71-80 

 81or more   

 

23. For a 40 hour/week music therapy position in your current primary work setting, what do you 

believe is an ideal caseload for a music therapist in your primary work setting? 

 0-10    

 11-20    

 21-30   

 31-40 

 41-50    

 51-60    

 61-70   

 71-80 

 81or more 

 

Thank you for your participation in this survey.  
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Appendix E: First Survey Group Email Letter of Consent 

Caseloads of Music Therapists: 

A Descriptive Analysis 

 

Dear Music Therapy Colleague, 

 You are being asked to participate in a web-based online survey on caseload of professional 

music therapists.  This research study is being conducted by Tonya Jackson, MT-BC (graduate student in 

the Master of Arts in Music Therapy program) and Tracy Richardson, Ph.D., MT-BC (Director of Music 

Therapy) in the Department of Graduate Studies and the Department of Music and Theater at Saint Mary-

of-the-Woods College.  Your participation in this study is entirely voluntary.   

 PURPOSE OF STUDY The purpose of this study is to identify current caseload of professional 

music therapists in the United States who work with a variety of populations.  Your participation in this 

study will contribute to a better understanding of average caseloads of music therapists. 

 PROCEDURES Your email address is being used with permission from the Certification Board 

for Music Therapists.   The website (SurveyMonkey) where the survey is located is a secure site, and it 

neither stores nor tracks your email address, nor does it attach your email address to your responses. The 

researcher will have no access to email addresses of those who participate or do not participate in the 

study, and the researcher will not have the ability to link e-mail addresses to responses. You will be asked 

to complete approximately 27 survey questions about the research topic, demographics and work setting; 

this process should not take more than 10-15 minutes.  Please complete the survey by March 23, 2016.  A 

reminder email of the survey will be sent one week after the initial invitation and two days before the 

survey closes.  The anonymous data will be included in the researcher’s master's thesis, and the study may 

be submitted for publication and presentations. 

 POTENTIAL RISKS OR DISCOMFORTS There are no foreseeable risks involved in 

participating in this study other than those encountered in day-to-day life.    
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 POTENTIAL BENEFITS You will receive no direct benefits from participating in this research 

study.  However your responses may help us learn more about caseloads of music therapists and benefit 

our field. 

 CONFIDENTIALITY All surveys are anonymous, and your responses will be kept confidential 

to the degree permitted by the technology used.  All data is stored in a password protected electronic 

format.  However, no absolute guarantees can be given for the confidentiality of electronic data.  To 

further protect your confidentiality, the surveys will not contain information that will personally identify 

you.  Data gathered will be stored on SurveyMonkey’s secure server for three years.  After three years, 

the data will be permanently deleted.  No individual data will be released.   

 PARTICIPATION AND WITHDRAW Your participation in this research study is voluntary, 

and you may choose not to participate without penalty.  If you decide to participate in this research 

survey, you may withdraw at any time without penalty.  However, the researcher will be unable to remove 

anonymous data from the database in the event you complete and submit the survey and then choose to 

withdraw.  You may also refuse to answer questions you do not want to answer.   

 IDENTIFICATION OF INVESTIGATORS If you wish to obtain the results of this study, 

have any questions or concerns about this research study, please contact Tonya Jackson at 910-548-4120 

or by email tjackson4@smwc.edu  or Dr. Tracy Richardson, Faculty Advisor, at 812-535-5154 or by 

email at trichardson@smwc.edu. 

 RIGHTS OF RESEARCH PARTICIPANTS If you have questions about your rights as a 

participant in this research, you may contact the Institutional Review Board (IRB) in the Office of 

Academic Affairs at Saint Mary-of-the-Woods College (SMWC) at (812) 535-5182 or email the IRB 

chair, Dr. Lamprini Pantazi at lpantazi@smwc.edu. The IRB is an independent committee composed of 

members of the University community, as well as members of the community not connected with 

SMWC. This study has been approved by the IRB at SMWC through exempt review. 

 

 

mailto:tjackson4@smwc.edu
mailto:trichardson@smwc.edu
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By continuing to the survey, I acknowledge that I am at least 18 years old, have read the above  

 

information, and provide my consent to participate under the terms above.  

 

The survey can be accessed by clicking on this link: https://www.surveymonkey.com 

 

 

Thank you for your participation.  

Sincerely,  

Tonya Jackson, MT-BC 

SMWC Graduate Student 

  

https://www.surveymonkey.com/
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Appendix F: First Survey Group Reminder Email 

Reminder email invitation: 

 

One week ago you were invited to participate in a survey about caseloads of professional music 

therapists in the U.S.  This survey will provide data for a research study entitled, “Caseloads of 

Music Therapists: A Descriptive Analysis.”  If you have completed this survey, thank you. If you 

have not yet completed it but would like to participate, please complete the survey before March 

23, 2016.   

The original email invitation is listed right below this reminder.  You can access the survey at the 

end of this email. Thank you in advance for your time and consideration.  

Sincerely, 

  

 

Tonya Jackson, MT-BC, 

 Co-Investigator Music Therapy Graduate Student 

 Tjackson4@smwc.edu 

(910) 548-4120  

 

Dr. Tracy Richardson, Ph.D., MT-BC 

 Principal Investigator  

trichardson@smwc.edu 

(812) 535-5154  

 

 

 

 

 

 

 

 

 

mailto:Tjackson4@smwc.edu
mailto:trichardson@smwc.edu
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Appendix G: First Survey Group Final Email Reminder 

Recently you were invited to participate in a survey about caseload of professional music 

therapists in the U.S.  This survey will provide data for a research study entitled, “Caseloads of 

Music Therapists: A Descriptive Analysis.”  If you have already completed the survey, thank 

you.  If you have not yet completed it but would like to participate, please complete the survey 

before March 23, 2016.   

The original email invitation is listed right below this reminder.  You can access the survey at the 

end of this email. Thank you in advance for your time and consideration.  

Sincerely, 

  

 

Tonya Jackson, MT-BC, 

 Co-Investigator Music Therapy Graduate Student 

 Tjackson4@smwc.edu 

(910) 548-4120  

 

Dr. Tracy Richardson, Ph.D., MT-BC 

 Principal Investigator  

trichardson@smwc.edu 

(812) 535-5154  

 

 

 

 

 

 

 

 

 

 

mailto:Tjackson4@smwc.edu
mailto:trichardson@smwc.edu


67 
 

 
 

Appendix H: Second Survey Group Email Letter of Consent 

Caseloads of Music Therapists: 

A Descriptive Analysis 

 

Dear Music Therapy Colleague, 

 You are being asked to participate in a web-based online survey on caseload of professional 

music therapists.  This research study is being conducted by Tonya Jackson, MT-BC (graduate student in 

the Master of Arts in Music Therapy program) and Tracy Richardson, Ph.D., MT-BC (Director of Music 

Therapy) in the Department of Graduate Studies and the Department of Music and Theater at Saint Mary-

of-the-Woods College.  Your participation in this study is entirely voluntary.   

 PURPOSE OF STUDY The purpose of this study is to identify current caseload of professional 

music therapists in the United States who work with a variety of populations.  Your participation in this 

study will contribute to a better understanding of average caseloads of music therapists. 

 PROCEDURES Your email address is being used with permission from the Certification Board 

for Music Therapists.   The website (SurveyMonkey) where the survey is located is a secure site, and it 

neither stores nor tracks your email address, nor does it attach your email address to your responses. The 

researcher will have no access to email addresses of those who participate or do not participate in the 

study, and the researcher will not have the ability to link e-mail addresses to responses. You will be asked 

to complete approximately 27 survey questions about the research topic, demographics and work setting; 

this process should not take more than 10-15 minutes.  Please complete the survey by April 3, 2016.  A 

reminder email of the survey will be sent one week after the initial invitation and two days before the 

survey closes.  The anonymous data will be included in the researcher’s master's thesis, and the study may 

be submitted for publication and presentations. 

 POTENTIAL RISKS OR DISCOMFORTS There are no foreseeable risks involved in 

participating in this study other than those encountered in day-to-day life.    
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 POTENTIAL BENEFITS You will receive no direct benefits from participating in this research 

study.  However your responses may help us learn more about caseloads of music therapists and benefit 

our field. 

 CONFIDENTIALITY All surveys are anonymous, and your responses will be kept confidential 

to the degree permitted by the technology used.  All data is stored in a password protected electronic 

format.  However, no absolute guarantees can be given for the confidentiality of electronic data.  To 

further protect your confidentiality, the surveys will not contain information that will personally identify 

you.  Data gathered will be stored on SurveyMonkey’s secure server for three years.  After three years, 

the data will be permanently deleted.  No individual data will be released.   

 PARTICIPATION AND WITHDRAW Your participation in this research study is voluntary, 

and you may choose not to participate without penalty.  If you decide to participate in this research 

survey, you may withdraw at any time without penalty.  However, the researcher will be unable to remove 

anonymous data from the database in the event you complete and submit the survey and then choose to 

withdraw.  You may also refuse to answer questions you do not want to answer.   

 IDENTIFICATION OF INVESTIGATORS If you wish to obtain the results of this study, 

have any questions or concerns about this research study, please contact Tonya Jackson at 910-548-4120 

or by email tjackson4@smwc.edu  or Dr. Tracy Richardson, Faculty Advisor, at 812-535-5154 or by 

email at trichardson@smwc.edu. 

 RIGHTS OF RESEARCH PARTICIPANTS If you have questions about your rights as a 

participant in this research, you may contact the Institutional Review Board (IRB) in the Office of 

Academic Affairs at Saint Mary-of-the-Woods College (SMWC) at (812) 535-5182 or email the IRB 

chair, Dr. Lamprini Pantazi at lpantazi@smwc.edu. The IRB is an independent committee composed of 

members of the University community, as well as members of the community not connected with 

SMWC. This study has been approved by the IRB at SMWC through exempt review. 

 

 

mailto:tjackson4@smwc.edu
mailto:trichardson@smwc.edu
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By continuing to the survey, I acknowledge that I am at least 18 years old, have read the above  

 

information, and provide my consent to participate under the terms above.  

 

The survey can be accessed by clicking on this link: https://www.surveymonkey.com 

 

 

Thank you for your participation.  

Sincerely,  

Tonya Jackson, MT-BC 

SMWC Graduate Student 

 

  

https://www.surveymonkey.com/
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Appendix I: Second Survey Group Email Reminder 

Reminder email invitation: 

 

One week ago you were invited to participate in a survey about caseloads of professional music 

therapists in the U.S.  This survey will provide data for a research study entitled, “Caseloads of 

Music Therapists: A Descriptive Analysis.”  If you have completed this survey, thank you. If you 

have not yet completed it but would like to participate, please complete the survey before April 

3, 2016.   

The original email invitation is listed right below this reminder.  You can access the survey at the 

end of this email. Thank you in advance for your time and consideration.  

Sincerely, 

  

 

Tonya Jackson, MT-BC, 

 Co-Investigator Music Therapy Graduate Student 

 Tjackson4@smwc.edu 

(910) 548-4120  

 

Dr. Tracy Richardson, Ph.D., MT-BC 

 Principal Investigator  

trichardson@smwc.edu 

(812) 535-5154 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:Tjackson4@smwc.edu
mailto:trichardson@smwc.edu
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Appendix J: Second Survey Group Final Email Reminder 

 

Recently you were invited to participate in a survey about caseload of professional music 

therapists in the U.S.  This survey will provide data for a research study entitled, “Caseloads of 

Music Therapists: A Descriptive Analysis.”  If you have already completed the survey, thank 

you.  If you have not yet completed it but would like to participate, please complete the survey 

before April 3, 2016.   

The original email invitation is listed right below this reminder.  You can access the survey at the 

end of this email. Thank you in advance for your time and consideration.  

Sincerely, 

  

 

Tonya Jackson, MT-BC, 

 Co-Investigator Music Therapy Graduate Student 

 Tjackson4@smwc.edu 

(910) 548-4120  

 

Dr. Tracy Richardson, Ph.D., MT-BC 

 Principal Investigator  

trichardson@smwc.edu 

(812) 535-5154  

 

 

 

 

 

mailto:Tjackson4@smwc.edu
mailto:trichardson@smwc.edu

