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Abstract 

This qualitative study examined the subjective experiences of 8 women between the ages of 

33 and 66 who engaged in 4 different methods of music therapy identified by Bruscia 

(1998a): improvisation, composition, receptive experiences, and re-creative experiences. The 

researcher sought to investigate preferable methods and the influence of musical background 

on the music therapy experience. Participants engaged in each of the 4 methods of music 

therapy over the course of two separate sessions. In one session participants had a receptive 

experience and engaged in improvisation, and in the other session participants engaged in re- 

creation and composition. Following each session participants were interviewed by the 

researcher about their experiences. Experiences in music therapy were unique to each 

participant and no single music therapy method was identified as most preferable by all 

participants. Through a data coding process, common themes in client experience were 

identified including enjoyment, going outside of the comfort zone, and amount of thought 

required. Music therapists working with new clients should be aware of the importance of 

intentionality, as well as how their clients might measure success and how accessible the 

different methods are to new clients. Further research is needed to learn more about each 

specific method, as well as how client perception of the experience may change over time. 
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Introduction 

Music therapists in the 21% century work with a broad range of clientele in different 

settings. The unique nature of music therapy is due in part to the variety of ways in which 

clients can become engaged in music. Clients may listen to live or recorded music or they 

may create music by singing, playing an instrument, or composing a song. Though music 

therapists have many strategies from which to choose, it can be difficult to determine which 

strategy will be most beneficial for a particular client. Music therapy research demonstrates 

the efficacy of certain specific interventions for specific populations, but it is still unclear 

how individuals who know little about music therapy will experience different types of music 

interventions. Bruscia (1998a) identified four different methods of music therapy that can be 

found in most clinical settings: improvisation, re-creation, composition, and receptive 

experiences. However, there are no existing studies that investigate how non-music therapists 

experience all four methods of music therapy. 

Researchers have engaged in studies that compare methods of music therapy. 

Improvisation has been compared to music listening (Kuhn, 2002; Magee, 2007), singing 

(Magee, 2007), playing rhythm instruments (Rickson, 2006), and progressive muscle 

relaxation (PMR) with music (Kim, 2008). Singing has been compared to PMR with music 

(Wade, 2002) and listening to music (Kenny & Faunce, 2004). Jones (2005) compared 

songwriting and lyric analysis, while Silverman and Marcionetti (2005) compared music- 

making and music listening. The results of these studies provide important information, but 

none of them compare all four music therapy methods. 

Case studies and other qualitative research have provided some insight into the 

subjective experiences people have in music therapy. Hibben (1999) compiled over 30 case 

studies that address the client’s perspective of music therapy. However, out of the case  



studies that were written entirely by clients, several were written by music therapists who had 

received music therapy (Buell, 1999; Isenberg-Grzeda, 1999; Newel, 1999; Schulberg, 

1999), and the others were written by non-music therapists who had spent months or years in 

music therapy (Bowe, Mudge, & Frisch, 1999; Caughman, 1999; Nielsen & Moe, 1999; 

Romano & Perilli, 1999). Though these studies provide useful information, none of them 

specifically address initial experiences in music therapy. 

Following a large-scale meta-analysis of music therapy and music medicine 

experiences for medical patients, Dileo and Bradt (2005) outlined a detailed research agenda 

for music therapists working in medical facilities. One of the research objectives was to 

analyze different music therapy experiences that address the needs of medical patients. The 

authors specifically noted the four types of music therapy experiences (receptive, re-creative, 

improvisational, and compositional) that were described by Bruscia (1998a). The data 

gathered in the present study may provide a foundation on which future researchers can 

design studies that are more specific to the needs of medical patients. 

This study is novel in a number of ways. The participants in this study were well 

adults, but like medical patients, they had the characteristic of being new to music therapy. It 

is my experience that most medical inpatients have no prior background with music therapy 

and may see a music therapist only once or twice during the hospital stay. The primary 

source of data in this study was the uncensored subjective accounting that participants 

provided about their experience. Finally, participants discussed all four methods of music 

therapy identified by Bruscia (1998a), something that previous studies have not explored. 

This study has several limitations that will be discussed later in greater detail. The 

primary limitation is small sample size, which keeps the findings from being generalized to 

broader populations. Other limitations include researcher bias and dual relationships.  



Several terms that will be used throughout the study require definition. The first term, 

improvisation, is defined by Bruscia (1998a) as an experience in which “the client makes up 

music while playing or singing, extemporaneously creating a melody, rhythm, song, or 

instrumental piece” (p. 116). The re-creative approach is one in which “the client learns or 

performs precomposed vocal or instrumental music or reproduces any kind of musical form 

presented as a model” (Bruscia, 1998a; p. 117). Composition experiences are those in which 

“the therapist helps the client to write songs, lyrics, or instrumental pieces, or to create any 

kind of music product such as music videos or audiotapes” (Bruscia, 1998a; p. 119). 

Receptive experiences are those in which “the client listens to music and responds to the 

experience silently, verbally, or in another modality” (Bruscia, 1998a; p. 120). In this study, 

all four of the experiences involved live music. For the purpose of this study, well adults are 

defined as individuals who are at least 18 years of age and who are not currently 

experiencing any major medical or psychiatric issues. 

The purpose of this study is to examine the experiences of well adults who engage in 

four different methods of music therapy. A number of preliminary questions guided this 

process: 

e How do non-music therapist participants experience different methods of music 

therapy? 

What role does prior involvement in music play in how music therapy is experienced? 

How does the researcher’s perception of the session compare to how it was 

experienced by the participant? 

Which method(s) of music therapy is most desirable or comfortable to individuals 

who are new to music therapy?  



Aigen (1993) suggested that it is important for qualitative researchers to disclose their 

personal motivations in conducting a study. I provide music therapy at a small rural medical 

hospital on a part-time basis. While reading about music therapy, specifically works by Dileo 

and Bradt (2005) and Bruscia (1998a), I realized I have been using primarily receptive 

methods in my clinical work. I began to wonder whether this is because medical patients do 

not feel strong enough to engage in more participatory methods, or if it may be based on my 

own needs, preferences, or insecurities. Are patients hesitant to engage in more participatory 

strategies such as composition, improvisation, and re-creation, or do I simply assume this is 

the case? To what extent does my comfort level match the comfort level of the patient? A 

secondary aim of this study is to begin to answer these questions. 

 



Literature Review 

Music Therapy for Well Adults 

Music therapy can be an effective component of a healthy lifestyle, particularly in 

minimizing stress (Pelletier, 2004; Smith, 2008), improving immune function (Knight & 

Rickard, 2001), gaining insight (Buell, 1999), and furthering personal growth (Maack & 

Nolan, 1999). A meta-analysis conducted by Pelletier (2004) showed a large effect size for 

music therapy interventions, which indicates that music therapy can have a significant impact 

in decreasing stress. The studies included in this meta-analysis used a variety of subjects, 

both well adults and medical patients. Knight and Rickard (2001) studied the use of relaxing 

music to decrease experimentally-induced stress in undergraduate students. A number of 

stress-indicating measures were collected, including heart rate, blood pressure, cortisol, and 

salivary immunoglobulin-A (IgA), an antibody which indicates immune response. The 

authors found that exposure to music prevented certain physiological stress responses and 

lowered diastolic blood pressure and salivary IgA levels. 

Mitchell and MacDonald (2006) studied experimentally-induced pain in 

undergraduate students and found that subjects who listened to music they brought from 

home were able to tolerate the painful stimulus longer than subjects listening to researcher- 

selected music or white noise. Maack and Nolan (1999) explored the effects of Guided 

Imagery and Music (GIM) on normal adults and found that a variety of gains were 

maintained following GIM therapy. GIM is a specialized method of music therapy in which 

clients listen to specific classical music in a relaxed state and share spontaneous mental 

images and feelings with the therapist.  



Music Therapy for Employees 

In the occupational setting, music therapy can be used to decrease stress, improve 

mood, and strengthen coworker relationships. Smith (2008) found that a single music 

relaxation experience was effective in decreasing anxiety in call center employees. Lesiuk 

(2010) found that computer information system developers experienced improved mood 

when listening to music. These participants also reported that music helped them in reducing 

stress. Hilliard (2006) found that hospice professionals who participated in a didactic music 

therapy group significantly improved their team building. 

Music therapy can be an effective tool for reducing burnout. In a study of music 

therapy and teacher burnout, authors found that teachers who received cognitive behavioral 

therapy and music therapy experienced lower levels of burnout symptoms than those 

receiving cognitive behavioral therapy alone (Cheek, Bradley, Parr, & Lan, 2003). In a study 

of burnout in nursing staff, subjects who participated in music therapy (guided imagery and 

mandala drawing) reported decreased stress and increased relaxation and sense of well-being 

(Brooks, Bradt, Eyre, Hunt, & Dileo, 2010). Though the literature indicates that music 

therapy is effective in a wide variety of settings and situations, it is important to examine 

how different methods of music therapy are used. 

Methods of Music Therapy 

Bruscia (1998a) identified four different methods of music therapy: improvisation, re- 

creative, composition, and receptive. These four methods can effectively categorize all music 

therapy interventions and are not tied to any particular theoretical orientation or school of 

thought. Bruscia (1998a) also noted that “it is the client’s experience that is at the center of 

therapy, not the therapist’s actions” (p. 108). This means that the experience is categorized 

based on the nature of the client’s involvement, not the therapist’s involvement.  



Improvisation. Improvisation can involve any type of wind, string, or percussion 

instrument, as well as the voice. The role of the music therapist in improvisation is active, 

flexible, and based on the needs of the client. Schmid and Aldridge (2004) studied the use of 

improvisation (specifically the Nordoff-Robbins method of Creative Music Therapy) on 

physical and emotional symptoms of patients diagnosed with multiple sclerosis. A total of 20 

adult patients participated in this study: 10 in the music group, 10 in the control group. While 

both groups experienced decreased anxiety, the music therapy group also experienced 

decreased depression and increased self-esteem. Follow-up interviews with patients showed 

that active involvement in music therapy was important to 9 of 10 patients (Schmid & 

Aldridge, 2004). 

Re-Creative Experiences. In re-creative experiences, the client replicates existing 

music through vocal or instrumental performance. This also may include conducting, as well 

as participating in musicals, music games, or other similar experiences (Bruscia, 1998a). 

Singing is a type of re-creative experience that has received significant research attention. 

Baker, Wigram, and Gold (2005) investigated the effects of singing in patients who displayed 

poor pitch control and intonation following traumatic brain injury (TBI). During music 

therapy sessions, patients selected songs to sing while the music therapist accompanied 

vocally and on guitar. Both long-term and immediate effects were demonstrated, showing 

that a regular singing program can enhance expressive speaking potential in TBI patients. 

The researchers noted that songs have the additional benefit of allowing emotional 

expression, which may increase compliance with treatment. However, clinicians are 

cautioned that patients need to have adequate post-therapy support to engage in this type of 

work (Baker et al., 2005). Patients with cancer also may benefit from singing. Young (2009)  



discussed her experience in facilitating a singing group for patients with cancer and noted the 

potential physical and emotional benefits. 

Composition. In composition, the creation of a new music product, the therapist’s 

level of involvement depends greatly on the client’s musical and organizational capacities. 

Composition can be as simple as writing new lyrics to an existing song and as complex as 

creating a new song with melody, accompaniment, and lyrics. The terms ‘composing’ and 

‘songwriting’ are often used interchangeably by music therapists. Bruscia (1998a) noted that 

one feature that may distinguish composition from improvisation is notating or recording the 

lyrics or music. However, this is not always possible in the clinical world. 

Song writing is an important aspect of music therapy practice. Jones (2006) surveyed 

music therapists about their use of original (therapist-composed) songs and found that 73% 

of respondents used original song writing in their clinical work. However, not all of these 

respondents included client input in the songwriting process. Most original songs were 

composed for use with children, adolescents, or persons with developmental disabilities and 

were used to provide more individualized sessions (Jones, 2006). Music therapy literature has 

many examples of patients composing music. Song writing is used in palliative care 

(O’Callaghan, 1996), grief support (Dalton & Krout, 2006), mental health care (Thompson, 

2009), HIV/AIDS care (Hatcher, 2007), and other areas. 

Receptive Experiences. Receptive music therapy is arguably the broadest of 

Bruscia’s (1998a) four categories, encompassing a wide variety of experiences. Many well- 

known and frequently utilized music therapy methods fall into this category, including 

entrainment, lyric analysis, music-assisted relaxation, and Guided Imagery and Music (GIM). 

Simple music listening, a receptive method, was used in a study done by Clark, Isaacks- 

Downton, Wells, Redlin-Frazier, Eck, Hepworth, and Chakravarthy (2006). These authors  



incorporated patient-preferred music by using a pre-intervention interview to determine 

musical preferences. Participants in the music group were provided with a personalized 

music tape based on preferences expressed during the interview. The patients listened to 

music as needed during radiation therapy and experienced decreases in stress and anxiety 

(Clark et al., 2006). GIM, another example of receptive music therapy, has been shown to 

improve mood and lower cortisol levels in healthy adults (McKinney, Antoni, Kumar, Tims, 

& McCabe, 1997) and has improved mood and quality of life in cancer patients (Burns, 

2001). 

Comparison Studies. A number of music therapists have compared methods of 

music therapy interventions. Kuhn (2002) studied differences in immune response between 

active participants in music, passive participants in music, and a control group (no music). 

The active group engaged in structured improvisation, while the passive group listened to 

live instrumental music. The control group was allowed to do anything other than musical 

activities (humming, singing, tapping rhythms, discussing music). Salivary immunoglobulin- 

A (IgA) samples were collected before and after sessions. The active music making group 

showed changes in salivary IgA that were significantly greater than both the passive music 

group and the control group. In this case, when considering Bruscia’s (1998a) methods, the 

active group was engaged in an improvisation experience, while the passive group was 

engaged in a receptive experience. 

Magee (2007) compared improvisation with a song approach in which patients with 

multiple sclerosis selected preferred songs and sometimes joined in singing. When subjects 

joined in singing, it can be considered re-creative, while simply listening can be considered 

receptive. Magee (2007) found that songs allowed patients to connect to past relationships 

and address difficult emotions in a safe manner, while improvisation provided a unique,  



intimate client-therapist relationship that was found only in the context of music therapy. 

Magee (2007) cautioned that improvisation may be contraindicated if patients use it to 

perseverate on inability or poor physical condition. 

In a study of adolescent boys with attention deficit hyperactivity disorder (ADHD), 

improvisation seemed to be less effective than an instructional approach in reducing motor 

impulsivity (Rickson, 2006). In this study, the improvisation condition involved a non- 

directive music therapy approach. The instructional approach, which involved teaching 

participants to play rhythms on percussion instruments, was much more structured (Rickson, 

2006). 

Progressive muscle relaxation (PMR), another type of receptive experience, has been 

compared to improvisation-assisted desensitization in reducing music performance anxiety 

(MPA; Kim, 2008). Subjects in the PMR group experienced decreased MPA, tension, and 

state anxiety, and increases in level of comfort and finger temperature. Those in the 

improvisation group experienced decreased tension and anxiety and increased finger 

temperature. Though not significant, the PMR group showed greater changes between pretest 

and posttest. 

In a study of asthmatic children, the researcher examined the effects of PMR with 

music versus singing on peak expiratory flow rate (Wade, 2002). Each child participated in 

both conditions, and it was determined that the order of conditions was significant. The 

greatest gains were experienced when relaxation was first and singing was second. Overall, 

singing demonstrated more consistent benefit, while PMR was only effective when it was the 

first condition (Wade, 2002). 

Singing also has been compared to listening to singing in a group of patients with 

chronic pain (Kenny & Faunce, 2004). Researchers did not find statistically significant  



differences between the conditions, but patients who received voice lessons (singing 

condition) showed improvement in active coping skills (Kenny & Faunce, 2004). Another 

study that approached significance was Jones’ (2005) comparison of songwriting and lyric 

analysis. In this study, the songwriting group showed greater changes in 10 of the 11 

dependent variables, while all patients felt that music therapy was an effective intervention 

(Jones, 2005). 

Silverman and Marcionetti (2005) studied differences in clarity, threat, duration, and 

amplitude of auditory hallucinations in 7 psychiatric patients. All patients participated in 

reading, music-making (re-creative), and music listening (receptive). Results were not 

statistically significant, but patients had less distressing auditory hallucinations during both 

music conditions. Additionally, all patients said they would use recorded music to control 

auditory hallucinations, while most stated they would continue to participate in live music- 

making (Silverman & Marcionetti, 2005). 

Client Preferences and Feedback 

Music therapists and medical professionals have shown interest in the music-related 

preferences of their patients. Dileo and Bradt (2005) distinguished between music therapy 

and music medicine. These authors stated that music therapy involves a therapeutic 

relationship between music therapist and client and typically involves live music 

interventions, while music medicine interventions typically use recorded music and are 

implemented by non-music therapists (Dileo & Bradt, 2005). 

In a study of music listening, Fredriksson, Hellstrom, and Nilsson (2009) asked 

patients for feedback about the sound environment in the postanaesthesia care unit (PACU). 

A total of 44 patients were divided into two groups: one group experienced recorded music, 

then ordinary PACU sounds, then recorded music again, while the other group experienced  
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ordinary PACU sounds, then recorded music, then ordinary PACU sounds again. Researchers 

found that patients reported significantly higher sense of wellbeing during music listening 

and preferred music over ordinary sound (Fredriksson et al., 2009). Listening to music also is 

preferred by patients in cardiac rehabilitation (Metzger, 2004). 

Cancer patients also have been surveyed regarding their preferences for music 

therapy (Burns, Sledge, Fuller, Daggy, & Monahan, 2005). Burns et al. (2005) surveyed 65 

cancer patients and found that 44 were interested in music listening (receptive), 11 were 

interested in music making (re-creative, composition, or improvisation), and 10 had no 

interest in music therapy. Upon further analysis, the authors found that patients interested in 

music listening were significantly younger than the other respondents and had significantly 

higher anxiety and negative affect. Finally, patients interested in music making perceived 

more benefit to music therapy and fewer barriers than the other respondents (Burns et al., 

2005). 

Bruscia, Dileo, Shultis, and Dennery (2009) elicited feedback from cancer and 

cardiac patients about the perceived benefits of music therapy. These researchers found that 

in general, cancer patients have higher expectations than cardiac patients regarding the 

effectiveness of music therapy. However, cancer patients had a higher incidence of prior 

experiences in music therapy. Both groups identified listening to music as the most effective 

musical activity and rated spiritual/religious music as the most effective style. Patients with 

prior music therapy experiences rated active music activities (improvisation, composition, re- 

creation) more highly than music listening. 

Goloff (1981) surveyed general medical patients about their experiences in music 

therapy. Before and after a group music therapy experience that involved active participation, 

patients answered questions about physical discomfort, affective state, comparisons (music  



therapy versus other activities), and feelings about hospitalization. In this study, music 

therapy reduced patient-perceived discomfort and elevated mood. Additionally, patients who 

participated in music therapy rated it as the second most helpful activity (after visitors), and 

most felt that it improved their overall hospital stay (Goloff, 1981). 

Patients in a psychiatric facility were surveyed to determine their preferences for 

different types of psychoeducational programming (Silverman, 2006). Patients rated music 

therapy as significantly more helpful than other interventions, including recreation therapy, 

coping skills group, substance abuse group, community reentry group, medication/symptom 

management group, and art. Music therapy also was considered to be the most relaxing, fun, 

and motivating program, and 57% of patients rated it as their favorite group (Silverman, 

2006). 

Chong (2010) posed the question, “Do we all enjoy singing?” In a survey of 

university students, 90 participants gave feedback about their attitudes toward singing. The 

majority (88%) of respondents indicated that they enjoy singing. The top reasons for 

enjoyment of singing were the ability to express oneself through singing, singing being an 

aesthetic experience, and the reduction of stress through singing. Some respondents stated 

they either did not enjoy singing at all or only enjoyed it when they were alone. Most who 

responded in these manners noted feelings of self-consciousness and dissatisfaction with 

their singing voices (Chong, 2010). This study provided unique insight, but further research 

is needed to examine how non-music therapists experience improvisatory, re-creative, 

compositional, and receptive music therapy. 

Client Experiences 

Music therapists writing as clients. Music therapists who have been music therapy 

clients either before or during their careers have written about their experiences as clients in  



music therapy. Most of these therapists are writing about their experiences in Guided 

Imagery and Music (GIM). GIM is a specific type of receptive music therapy experience, in 

which clients listen to carefully-selected classical music while in an altered state of 

consciousness. Schulberg (1999) described her transformative experience as a GIM client, as 

she worked through images related to her ancestors being Holocaust survivors. Another 

music therapist described her GIM sessions, in which she dealt with thoughts and feelings 

related to cancer, mortality, and sense of purpose (Newel, 1999). Buell (1999) discussed how 

GIM was helpful and supportive as she made a major career change and noted the insight she 

experienced as a client. Isenberg-Grzeda (1999) provided a vivid description of the ways in 

which music “acts on her” (p. 62) during GIM sessions. She noted that sometimes the music 

can be nurturing and comforting, but at other times it can feel crushing and oppressive. 

Music for GIM also can prompt physical sensations or movements (Isenberg-Grzeda, 1999). 

Clients sharing their experiences. Music therapy clients also have provided 

accounts of their experiences, typically after spending months or years as a client. A client 

referred to as “T’ described his experiences in GIM. He shared that GIM was an effective 

means of working through issues related to childhood sexual abuse and allowed him to regain 

a sense of spirituality (Caughman, 1999). Another client described how improvisation was 

instrumental in relaxing and gaining self-acceptance (Romano & Perilli, 1999). After what he 

referred to as “physical and psychological collapse” (p. 55), a client referred to as ‘Mark’ 

received treatment with GIM that allowed him to shift from patterns of drug and alcohol 

abuse to a healthy, productive life. 

Qualitative Research in Music Therapy 

The first qualitative music therapy study was published by Kenny (1987, as cited in 

Aigen, 2008a). Aigen examined qualitative articles and book chapters (2008a), as well as  



doctoral studies (2008b). This author provided quantitative data describing research 

methodology and data sources and identified several negative trends in qualitative research, 

including lack of descriptions of research methodology and overlooking dual relationships. 

Despite flaws in past studies, Aigen (1993) noted that clinical music therapists often fit 

naturally into qualitative research, particularly when elements of client-centered, humanistic, 

and transpersonal theory are used. 

Qualitative interviews with music therapists have examined aspects of music therapy 

practice in a number of studies. Forinash (1989) described a phenomenological perspective 

that was applied to her work with a terminally ill client. Simpson (2000) engaged in semi- 

structured interviews with six music therapists about their use of verbalizations in Creative 

Music Therapy (Nordoff-Robbins) sessions. Though music itself was of primary importance, 

the researcher was able to identify that words are used before, during, and after the music. 

Additionally, these verbalizations can serve to facilitate or hinder the therapeutic process 

(Simpson, 2000). Ahonen-Eerikainen (1999) identified four categories of music therapy for 

seriously disabled children. These categories were labeled as communication accentuated 

music therapy, neuropsychologically accentuated music therapy, learning theoretically 

accentuated music therapy, and psychodynamically accentuated music therapy. Working 

styles of music therapists also were identified, based on how structured the music therapy 

session was and how much direction was provided by the music therapist. 

In qualitative research, multiple perspectives and data sources are used to enhance 

understanding of the subject matter. Amir (1993) examined insight in music therapy sessions 

from the perspectives of music therapists and clients. Four music therapists and four clients 

were interviewed using open-ended questions. Clients identified insight in intellectual, 

physical, spiritual, and emotional realms, while therapists experienced insights concerning  



the process, the client, and the therapist’s self-process (Amir, 1993). In another study, 

O’Callaghan and McDermott (2004) investigated the relevance of music therapy in a cancer 

hospital by employing the perspectives of patients, visitors, patients who overheard sessions, 

staff, and the researcher. The authors analyzed data by transcribing and coding it, then 

developing categories and themes. From the data, one overarching theme was established that 

described the relevance of music therapy in a particular time and setting. Finally, Amir 

(1999) interviewed six music therapists in an effort to improve understanding of musical and 

verbal interventions within a music therapy session. Definitions of musical and verbal 

interventions were developed, and factors were identified that can influence therapists to 

choose either musical or verbal interventions (Amir, 1999). 

Need for Further Research 

Despite many well-designed studies that have compared the effects of different 

methods of music therapy, no single study has specifically compared client reactions to all 

four of Bruscia’s (1998a) methods. In addition, though patient feedback has been elicited by 

a variety of researchers, most of this feedback has followed an established therapeutic 

relationship. The purpose of the following study is to examine the experiences of well adults 

who are new to music therapy and who engage in four different methods of music therapy. 

 



Methods 

Design 

This qualitative study employed a phenomenological approach. Phenomenology is the 

examination of how humans experience events (Forinash & Grocke, 2005) or the 

identification of the “essence of human experiences” (Creswell, 2009, p. 13). 

Phenomenology has been used in other music therapy studies as an accepted method of 

analyzing qualitative data (Gardstrom, 2004; Grocke, 1999; Marom, 2004). 

Forinash and Grocke (2005) identified four concepts that are central to 

phenomenology: complexity, intentionality, bracketing, and essence. Complexity refers to 

the belief that human experiences have many components. This was certainly the case in this 

study since participants brought varying backgrounds to the music therapy experience. The 

music therapy experience can be influenced by the type of music, the music therapist’s style, 

the physical environment, the participant’s frame of mind, and numerous other factors. 

Intentionality refers to humans consciously placing their attention on things or events. In this 

case, participants were asked to focus their attention on specific experiences in music. 

Bracketing (or epoche) is the researcher’s conscious decision to acknowledge biases and set 

them aside. Finally, essence refers to the basic structure of an experience that allows it to be 

distinguished from other experiences (Forinash & Grocke, 2005). Part of the purpose of this 

study is to discover how participants perceive music therapy, thereby distinguishing it from 

other musical experiences. 

Qualitative Strategies 

I employed a number of qualitative strategies identified by Bruscia (1998b) and 

Maxwell (2005), including epoche, peer debriefing, collaboration with participants, 

triangulation, and rich data. The purpose of these strategies is to reduce threats to reliability  
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and validity. Bruscia (1998b) emphasized that while qualitative researchers are not bound to 

the strict quantitative standards of reliability and validity, it is important to ensure that 

qualitative studies are conducted with integrity. 

During this study, I participated in peer debriefing. A trusted colleague reviewed the 

study data and provided additional insight, as well as guidance about integrating my personal 

and professional perspective into the data. I collaborated with the participants in this study by 

asking them to validate certain data for accuracy. I also engaged in triangulation, which 

refers to the use of multiple data sources. In this instance, data were used from transcribed 

interviews, my post-session reflections and journal entries, and follow-up communication 

with participants. A final strategy was to use rich data, which in this case were verbatim 

interview transcripts (Maxwell, 2005). 

Epoche 

In qualitative research, one of the primary threats to validity is researcher bias 

(Maxwell, 2005). It is important to identify and describe personal background and biases in 

order to suspend them during the research process. This is known as epoche. Part of being a 

responsible qualitative researcher is acknowledging that my therapeutic style and biases may 

influence the study results; therefore, it is important to identify and describe these aspects. As 

a clinical music therapist, I have a client-centered background, rooted in the concepts of 

congruence, empathy, and unconditional positive regard (Raskin, Rogers, & Witty, 2008). I 

tend to follow the client’s lead whenever possible, incorporate their musical preferences, and 

respect their decision regarding whether or not to actively engage in music-making. I believe 

that one of the unique features of music therapy is that clients’ enjoyment of music is 

intrinsically motivating to them, making music therapy an effective treatment modality.  



In my current clinical work, I feel most comfortable facilitating sessions that use 

receptive and re-creative methods. I occasionally use composition and rarely conduct 

sessions that use improvisation. I am not employed full time; consequently I rarely see 

patients more than once during a hospital stay. Another reason that I use receptive strategies 

is that I feel they are the least threatening when building rapport with new patients, which is 

something I am doing frequently. In prior clinical situations when I had established a 

therapeutic relationship with clients, I requested more active participation. One of my 

motivations for completing this study was to test some of my assumptions about the way 

people experience different methods of music therapy. 

Participants 

Participants in this study were eight female health care workers who are employed at 

a small rural medical hospital. Employees were informed of the opportunity to participate in 

the study through posters displayed in break areas. Additionally, information about the study 

was posted on the internal website and sent by email to all employees. Individuals who were 

interested in participating contacted me by phone or email to ask questions and to set up their 

initial session, and all individuals who met study criteria were accepted for participation. The 

age range of participants was 33 to 66. None of the participants had the same job title: 3 

provided clinical patient care, 4 held a clerical or administrative position, and 1 had a support 

staff role. All participants met the description of well adults, operationally defined as one 

who is free from major medical or psychiatric illness. Exclusion criteria included pregnancy 

and use of antipsychotic or narcotic medications since these factors are outside the scope of 

influences addressed in this study.  



Procedures 

Prior to the sessions, participants completed the informed consent form (Appendix A) 

and the videotaping consent form (Appendix B), were advised of their right to discontinue 

participation at any time, and were compensated at the start of the study with $10, which they 

were free to keep regardless of length of participation. The monetary compensation was 

deliberately low so as not to be coercive. Participants were told that the purpose of the study 

was to learn about initial experiences in music therapy and to get feedback on four different 

methods of music therapy. Participants received a total of two individual music therapy 

sessions. Each session used two of the methods identified by Bruscia (1998a) so that by the 

end of two sessions, participants experienced improvisation, re-creation, composition, and 

receptive methods. 

One session involved re-creation and composition. The re-creation experience 

consisted of participants identifying favorite genres of music and working with the researcher 

to select a song (or songs) to either sing or learn to play on the piano. I made two exceptions 

to this for participants who expressed discomfort with both singing and playing piano. One 

participant whistled and the other played hand percussion while I sang and played guitar. 

After that, participants selected a song to modify into their own composition, substituting 

words or creating a new verse or chorus while retaining the existing melody and chord 

structure. I provided as much assistance as was needed during this experience. At times, I 

assisted participants in selecting a song to modify and I would occasionally suggest a word or 

two if participants seemed to be struggling. One participant felt she would be too focused on 

the existing words, so she randomly selected an unfamiliar song, asked me to play the 

melody, and wrote lyrics based on the images that came to mind as she listened to the 

melody.  



The other session contained receptive and improvisatory experiences. Receptive 

experiences consisted of participants selecting songs or genres they prefer and listening as I 

played them on piano or guitar, sometimes incorporating vocals. Next, participants were 

presented with a variety of non-pitched percussion instruments, as well as the keyboard. 

After taking time to explore the various instruments, participants engaged in improvisation 

with the researcher. This experience had different levels of structure, depending on 

participant needs. The first few participants to engage in improvisation were also presented 

with a simple wind instrument. However, this option was eliminated based on feedback from 

an advisor. 

The pairing of music therapy methods was based on several considerations. The 

receptive experience was paired with improvisation because of my belief that they were the 

least and most demanding methods, respectively. Through consultation with advisors and 

peers, it was recommended to put improvisation second because the interview immediately 

following the session could provide the necessary debriefing period if improvisation was a 

negative or stressful experience. Re-creation was placed before composition to facilitate song 

selection for composition. If participants seemed to struggle in choosing a song to re-write, 

suggesting a song from the re-creative experience would be possible. 

Half of the participants engaged in re-creation and composition experiences first, 

followed by receptive and improvisation experiences; the other half engaged in receptive and 

improvisation experiences first, followed by re-creation and composition experiences. 

Though it would have been ideal for participants to engage in all four experiences during 

their first session, it was not feasible from a time management standpoint. Adequate time 

(approximately 30 minutes) was reserved for each condition, and a two-hour session would 

be exhausting to most individuals. Table 1 illustrates the manner in which sessions were  



structured. Participants were assigned based on the order in which they arranged their first 

session. 

Table 1 

Order of Music Therapy Sessions 

  

Participant First Session Second Session 

  

1 

2 

Re-creation & Composition 

Receptive & Improvisation 

Re-creation & Composition 

Receptive & Improvisation 

Re-creation & Composition 

Receptive & Improvisation 

Re-creation & Composition 

Receptive & Improvisation 

Receptive & Improvisation 

Re-creation & Composition 

Receptive & Improvisation 

Re-creation & Composition 

Receptive & Improvisation 

Re-creation & Composition 

Receptive & Improvisation 

Re-creation & Composition 

  

Data Collection and Analysis 

Following each music therapy session, I asked a series of open-ended questions about 

the participant’s experience. Each of these interviews was recorded so a verbatim transcript 

of the interview could be created (Marom, 2004). The interviews began with an open-ended 

question such as, “tell me about your experience today.” From there, I allowed the interviews 

to take a conversational tone and allowed participants to discuss the aspects of the experience 

that were important to them. As the participants spoke, I requested clarification or additional 

information as needed. In both interviews, I asked participants to compare their reactions to 

the different methods they’d experienced. In the second interview, I asked participants to 

identify which methods were most enjoyable and beneficial. After the second interview,  



participants were asked to complete a form (Appendix C) giving basic demographic 

information and information about their past and current involvement with music. 

Throughout the research process I took time to reflect after each session and wrote my 

reflections in a research journal. This journal was used in the data analysis process. Upon 

completion of each interview, I watched the video and created a written transcript of the 

interview. 

When all of the interviews were completed and all transcripts were finalized, I began 

the data analysis process by reading the interview transcripts many times. Creswell (2009) 

noted that the traditional approach to analyzing qualitative data is to allow codes to emerge 

inductively based on the information gleaned from participants. I explored several coding 

schemes, ultimately using a coding process described by Bogdan and Biklan (2007). I looked 

through the data for patterns or topics that were covered and assigned a word or phrase 

(code) to represent each category (Bogdan & Biklan, 2007). This coding process was an 

attempt to answer the main research question: How do non-music therapist participants 

experience different methods of music therapy? The other research questions were addressed 

using a combination of the interview data, my research journal, and the demographics form. 

An important part of the data analysis process was to seek verification and outside 

opinions. I wrote a condensed summary of each participant’s experience and asked each 

participant to verify that the summary accurately reflected their experience. This process 

demonstrates the relationship equality between researcher and participant that is inherent in 

qualitative music therapy research (Aigen, 1993). I also engaged in peer debriefing, 

consulting with a colleague who reviewed the data to ensure that I was fully aware of any 

potential insights or biases. This process was helpful because it provided additional insight 

into the broader themes related to participant experiences.  



Ethics and Other Considerations 

This study has been classified as minimal risk and has been approved by the 

Institutional Review Board (IRB) at Saint Mary-of-the-Woods College. The nature of the 

study and its risks were discussed with subjects prior to their participation, and they were 

reminded of their right to discontinue participation at any time. Aigen (1993) noted that 

researchers who study their own work need to ensure that their primary aim is to benefit the 

patient rather than to further their research. Part of the rationale for using well adults rather 

than medical patients in this study was to avoid the ethical dilemmas that can accompany 

doing research with patients. It was also my belief that well adults would be able to speak 

articulately about their experiences in music therapy. 

Several forms of data were collected in this study: consent forms, videotaped 

interviews, researcher memos and journals, transcripts of interviews, and colleague notes. All 

forms of data related to the study will be retained for no less than 3 years after completion of 

the study. All forms of data will be available only to me: print and media data will be kept in 

a secured file cabinet in my home and digital data will be password protected. Following the 

three-year retention period, data will be destroyed. The information obtained in this study 

may be submitted for presentation or publication in relevant music therapy conferences or 

journals. 

 



Results 

The results of this study are presented in several sections. The first section outlines 

demographic and musical background information provided by participants. The next section 

includes experience summaries, which are participant-verified descriptions of their 

experiences in music therapy. The codes that emerged from analysis of the interview 

transcripts are listed and their frequencies are noted. In the final section, data are presented in 

the following categories: (a) preferred method(s), (b) participant and researcher perspectives, 

and (c) the impact of music background on experience. 

Musical Background 

Following the second post-session interview, participants completed a demographics 

and musical background form (see Appendix C). The musical background data from this 

form are presented in Table 2. In the musical background column, participants’ history of 

singing or playing instruments is noted. Two participants stated they had never been involved 

in singing or playing an instrument. Four participants noted that they previously played an 

instrument, and the remaining two participants are still actively involved in playing with an 

instrumental ensemble. Four of the eight participants reported singing at some point in their 

lives. 

In the final column, participants’ current uses of music are outlined, along with the 

reasons they use music. All participants reported using music for at least one reason. Seven 

of the eight participants stated they use music for relaxation. Some participants noted reasons 

for using music other than those listed on the demographics and musical background form. 

These reasons included: using music while running, engaging in music as a family activity, 

karaoke, and dancing.  



Table 2 

Participant Background in Music 

  

Participant ~~ Musical Background 

1 Played piano as a child; 

sang in church and with 
family. 

Played trombone and 

sang (solo & ensemble) 

Played piano, sang in 

ensembles 

Used to play saxophone 

No history of 
instruments, singing 

No history of 

instruments, singing 

Plays piano and guitar, 

sings (solo & 

ensemble) 

Plays percussion, sings 

(ensemble) 

Current Uses of Music 

Listens to CDs and radio, dances. 

music for recreation/enjoyment (while 
running), group activity (with family), 

religious or spiritual experience, 
background noise, relaxation. 

Listens to CDs and radio. 

Uses music for recreation/enjoyment, 
background noise, relaxation. 

Listens to CDs and radio, goes to 

concerts, dances, karaoke. 

Uses music for recreation/enjoyment, 
group activity, religious or spiritual 

experience, relaxation. 

Listens to CDs and radio, dances, 

goes to concerts. 

Uses music for recreation/enjoyment, 
background noise, relaxation. 

Listens to CDs and radio, dances, 

goes to concerts. 

Uses music for recreation/enjoyment, 
relaxation. 

Listens to radio. 

Uses music for relaxation. 

Performs in ensembles, church musician. 

Uses music for recreation/enjoyment, 
group activity, religious or spiritual 

experience. 

Listens to radio and CDs, goes to 

concerts, dances, performs in ensemble. 

Uses music for recreation/enjoyment, 
group activity, religious or spiritual 

experience, relaxation, dancing.  



Experience Summaries 

The first step in data analysis was reading participant transcripts and writing a 

summary of their experiences. Each participant was asked to read the summary of her 

experience and give any suggestions for changes, omissions, or additions. The following 

summaries have been verified as accurate by the participants, with the exception of 

Participant 4 who did not respond after I made multiple attempts to contact her. 

Participant 1. Music has an emotional and spiritual impact. Music brings things 

from the subconscious level to the conscious level, particularly during songwriting. Singing 

is easier than songwriting. Listening to music provides an opportunity for grounding and 

centering in the present moment before a busy workday. Though creating music 

(improvising) was out of the ordinary, playing drums felt natural. Singing and songwriting 

require more thought, while listening and improvising are easier and bring feelings of 

creativity. Listening to music and improvising on the drums were the most enjoyable, but 

songwriting was the most beneficial because it was outside the box and provided increased 

self-awareness, particularly in the area of spirituality. 

Participant 2. Listening to music is relaxing because it quickly takes your mind to a 

time when life was simpler. There is a noticeable physical relaxation response when listening 

to music, and listening to music can bring up strong emotions. Improvisation is difficult if 

you don’t have a particular melody or rhythm in mind, and the sounds may not be pleasing. It 

is more enjoyable to listen to someone play — either someone skilled or someone who truly 

loves to play. It is fun to sing songs that are obscure or unfamiliar, even though it takes you 

out of your comfort zone. It can be exciting to create a new song by allowing an image to 

form in your mind when listening to a melody, then putting that image into lyrics to go with 

the melody. The content of the lyrics could change significantly based on the musical  
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elements in the melody. Listening to music is the most effective method because it has such 

an immediate impact on the mind and body and can take you to a deeply emotional place. 

Participant 3. Singing is enjoyable when the songs are familiar and preferable. 

Writing a song can be personal because you put yourself and your experiences into the song. 

This can be intimidating, but provides an opportunity for self-expression in a way that 

typically would not be pursued. Though having structure and assistance was helpful during 

songwriting, it may have been easier to do this alone with more time to allow lyrics to come 

more naturally. Listening to music and improvising provided relaxation. Listening to music 

relaxes the mind because it allows you to slow down and gain perspective on issues that have 

come up. Improvisation relaxes the body and is the most enjoyable way to experience music. 

Listening is the most beneficial because it allows time for reflection. 

Participant 4. Listening to music can be relaxing and beneficial because it takes your 

mind away from other things and focuses it on melody, words, and rhythm. Improvising is 

stressful, especially when you feel as though you’re unable to create a rhythm that is in sync 

with other players. Whistling is enjoyable, either with familiar songs or when making up 

your own melody. Songwriting was fun, but it was important to have a familiar pre-existing 

melody as a starting point. Songwriting was the most enjoyable of the four music therapy 

interventions. It provided an opportunity to exercise creativity and to reminisce about 

pleasant memories. The second session (whistling & songwriting) was better than the first 

session (listening & improvising). This may have been due to the activities being preferable, 

or it may be due to altered expectations following the first session since improvisation was 

particularly challenging. Music can help people if the music therapist can find their client’s 

niche.  



Participant S. Music is good for the soul, whether it makes you laugh or cry. 

Singing makes you feel good, no matter how your voice sounds, because the songs are part of 

your heritage. Putting new words to an old song (songwriting) can be funny, but also 

challenging. Listening to music is relaxing and brings joy. Exploring instruments through 

improvisation is fun because each instrument has a unique sound. Playing the instruments is 

enjoyable because it feels good to make music. When you create music with someone, you 

feel connected and develop trust. Listening and improvising are the best ways to experience 

music. 

Participant 6. Listening to music is enjoyable because it gives you a chance to clear 

your mind and just relax. This is especially nice when life is busy and stressful. Exploring the 

keyboard can be fun, but improvisation is stressful if you don’t have a melody in mind and 

aren’t sure how your instrument should be played. Some types of improvisation are more 

natural, such as humming to a child as you rock with them. Playing instruments can be fun if 

you are playing along to a familiar song. Songwriting is the most challenging because it 

involves the most creativity, whereas listening to music is the easiest and was the most 

helpful at this point in time. 

Participant 7. Singing is a relaxing and fun way to experience music. There are 

many pleasant memories associated with songs (especially older songs), and they give songs 

a lot of meaning. These memories also can be experienced when listening to music. 

Improvising and songwriting were new experiences. Improvising was okay, but songwriting 

brought significant anxiety because it puts you on the spot and is not an enjoyable aspect of 

music. However, it was beneficial to be exposed to things like songwriting that take you 

outside of your comfort zone and provide a challenge. Singing and listening are comfortable 

and equally enjoyable.  
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Participant 8. Music is a very important part of life that all people can relate to, and 

children especially should be encouraged to explore music. Listening to familiar songs is 

enjoyable and brings back many memories. However, it adds to the experience if you get 

involved, whether through improvising, playing in an ensemble, singing, dancing, or writing 

a song. Singing is the most enjoyable, and it can be relaxing, particularly when the songs are 

familiar and don’t contain negative lyrics. Songwriting requires more thought than singing, 

but it was the most beneficial experience because it provided an opportunity to be successful 

at something that otherwise would not have been attempted. 

Data Codes 

The primary question in this study asks about the subjective experiences of well 

adults who are new to music therapy. The participant summaries provide a description of the 

music therapy experience for each individual participant. However, to analyze the experience 

as a whole, it was necessary to code the data using the process described earlier. The codes 

and their frequencies are listed in Table 3. Some data codes were found only once, while 

others appeared multiple times and across multiple participants. 

The most frequently used codes were “Enjoyment,” “Personal History,” and 

“Relaxation.” Participants frequently stated they enjoyed a particular method or aspect of the 

experience. “Personal History” refers to comments that participants made that related to their 

individual backgrounds in music or their use of music outside of the research experience. The 

data reflect that most participants found at least one of the methods relaxing in some way. 

One participant found that listening to music relaxed her mind, while improvising relaxed her 

body.  



Table 3 

Name and Frequency of Data Codes 

  

Data Codes Frequency of Use 

  

Enjoyment 27 

Personal history 17 

Relaxation 16 
Something different 11 

Expectations 11 

Didn’t have to think 10 
General Statements—Descriptive 
Displeasure with playing—Comparison 

Extra-musical associations—Memories 
Brings emotions 
Feels good 

Familiar music 
Personal characteristics 

Admiration for musicians 

Displeasure with playing—Uncertainty 
Music takes you away 

Extra-musical association—Images 
Stressful 
Expression/release 

General Statements—Prescriptive 
“On the spot” 

Grounding/Centering 

Creativity 
Flow 
Met a need 

Intimidating 

Touches heart/soul 
“The Ultimate” 

Physiological reaction 

Learned about music therapy 
Felt strange 

Connection and trust R
D
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A few of the codes refer to specific phrases that were found in the interview 

transcripts. The code “Something different” was used when participants noted that a 

particular experience was something they wouldn’t have thought to do or was outside their 

comfort zone. Multiple participants used the phrase “on the spot” to describe how they felt  



when asked to engage in composition or improvisation. One participant referred to music 

three times as “the ultimate.” Participants occasionally stated that they “didn’t have to think” 

when engaging in particular methods. 

Several codes were broken into sub-codes. “General Statements About Music” has 

two sub-codes: descriptive and prescriptive. Descriptive statements include participants’ 

views of music, such as music being a “very powerful modality.” Prescriptive statements are 

thoughts that participants had about how music should be used, such as “it’s good for you to 

sing.” The code “Extra-musical associations” refers to the statements participants made that 

addressed their experience in non-musical terms such as memories or images (sub-codes). 

For example, one participant said that when engaging in a receptive listening experience, she 

thought of “simple times and happy people” which was coded as an image. Participants 

occasionally noted negative feelings about their improvisation or re-creation, coded as 

“Displeasure with playing.” Participants were displeased with their playing because of 

comparison, which meant they compared how they sounded to other musicians or their 

previous skill level, or because of uncertainty, feeling as though they didn’t know how to 

play, couldn’t synchronize with my playing, or needed to have a song in mind in order to 

play. 

Additional codes that require explanation include “Expectations,” “Personal 

Characteristics,” and “Met a Need.” The “Expectations” code was used when participants 

spoke of what they thought the experience would be like. Some clients were asked if the 

experience was what they expected, while others commented spontaneously. “Personal 

Characteristics” refers to comments made by participants about personality features that 

pertained to the music therapy experience. For example, one participant commented that she 

is not a verbal person, so songwriting was challenging. “Met a Need” was used when  
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participants noted a specific way in which the music therapy experience was beneficial. One 

participant stated that she came to a session with a lot of stress and the receptive experience 

helped her to relax. 

Preferred Methods 

One of the initial questions in the research process was which method(s) would be 

most desirable or comfortable. I asked participants about their preferences in the interview 

following the second session. This question took an interesting turn halfway through the 

research process. When I asked about preferred method during my second interview with 

Participant 1, she asked me to clarify whether I was asking about the most enjoyable method 

or the most beneficial method. I asked her to discuss both and this led to an interesting 

revelation that the most beneficial method was one that took her out of her comfort zone. 

After this point, I was able to ask the remaining participants to differentiate (if applicable) 

between the most enjoyable method and the most beneficial method. 

No single method emerged as the most preferable and each of the four methods were 

preferred by at least one participant. Participant responses are listed in Table 4. Of the four 

participants who were asked which method was most enjoyable, the best, or the most 

effective, two chose listening (receptive), one chose songwriting (re-creation), and one chose 

both listening and improvisation. Of the four participants who differentiated between 

enjoyable and beneficial methods, two said singing was most enjoyable, one said 

improvisation was most enjoyable, and another said that listening and improvisation were 

most enjoyable. In this same group, three stated that songwriting was the most beneficial, 

while the fourth selected listening as the most beneficial. All three of the participants who 

chose songwriting as the most beneficial method made mention of the fact that songwriting 

challenged them in some way.  



Table 4 

Preferred and Beneficial Method(s) of Music Therapy 

  

Participant Preferred Method Beneficial Method 

  

1 Receptive and Improvisation 

2 Receptive 

Improvisation 

Composition 

Receptive and Improvisation 

Receptive 

Re-Creation and Receptive 

Re-Creation 

Composition 

n/a 

Receptive 

n/a 

n/a 

n/a 

Composition 

Composition 

  

Comparing Perceptions 

One of the initial research questions involved comparing my perception of the session 

with how it was experienced by the participant. This question was addressed by examining 

the notes I made in my research journal following each session. In each entry, I was 

purposeful about noting any discrepancies between my perception of the session and the 

comments made by the participant. There were no instances in which a participant mentioned 

significant anxiety that I hadn’t noticed in the session. However, I was less successful in 

assessing which of the four methods would be most enjoyable or beneficial for participants. 

One participant addressed a significant relationship issue during the songwriting experience. 

I thought this would have been the most beneficial portion of her experience in music 

therapy, but she identified the receptive experience as most beneficial. I also found that even  
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with prior knowledge of my participants, I was not able to predict which of the four methods 

would be the best fit for each participant. 

 



Discussion 

In this section, each of the research questions will be addressed. The coded data will 

be discussed in greater detail and themes that emerged will be identified. Additionally, 

interpretation of the findings, clinical implications, limitations of the study, and suggestions 

for future research will be provided. 

Experiences in Music Therapy 

The experiences that these eight participants had were unique to each individual. 

Each participant had her own likes, dislikes, and thoughts on what was beneficial. Though it 

is impossible to establish a single statement that describes the experience of all eight 

participants, several common themes were found in their experiences: enjoyment, going 

outside of the comfort zone, and amount of thought required. 

Enjoyment. All of the eight participants mentioned enjoyment of the experience at 

least once. This can be partially explained by the fact that I specifically asked participants to 

identify the methods that were most preferable or enjoyable. However, it was more common 

to find that the enjoyment code was attached to a participant spontaneously commenting that 

they enjoyed something related to the experience. This supports my belief that music therapy 

is generally a positive experience for people. Several participants stated they would be 

willing to help again if needed. 

Comfort Zone. Most participants mentioned that at least one music therapy method 

involved something that was outside of their comfort zone or was something they wouldn’t 

have done on their own. This was coded as “something different,” which was a phrase used 

in one of the interviews. In many instances, the context of this comment was positive. 

Participants seemed to appreciate having an experience that was outside of their typical daily  



activities. Some mentioned that the challenging aspects of their experience were the most 

beneficial. 

Thought Requirements. Participants spent a noteworthy amount of time reflecting 

on how much thought was required in the four methods. The phrases “made me think” and 

“didn’t have to think” were used throughout the interviews. Interestingly, both phrases were 

used in a positive framework. When participants didn’t have to think, they most often were 

appreciative that their focus had been shifted from stress to music. When participants had to 

think, it was usually within the context of songwriting, but the cognitive challenge was 

recognized as beneficial by most. 

Role of Music Background 

There were several ways in which music background seemed to impact the music 

therapy experience. Three of the four participants who said they dance to music stated that 

improvisation was enjoyable. The two participants who currently perform with ensembles 

were the only ones who listed re-creation (specifically singing) as the most enjoyable 

method. The two oldest participants had a long history of involvement in music. This was 

evident during the sessions and interviews, as both spent significant time discussing the 

importance of music and how it has impacted their lives. 

Relaxation was noted by all of the participants during at least one of the four 

methods. Participants varied in which method they found to be most relaxing, as well as the 

manner in which they relaxed. One participant noted that the receptive experience relaxed her 

mind, while improvisation relaxed her body. On the Demographics and Musical Background 

form, seven of the eight participants mentioned using music for relaxation on their own. 

Though their prior experiences were not music therapy, this may be similar to previous 

findings indicating that prior experiences impact perception of music therapy (Bruscia, Dileo,  
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Shultis, & Dennery, 2009). Only one participant mentioned a prior experience with therapy 

or support groups. This was not a question on the demographics form, and future studies may 

investigate how prior experiences in therapy impact perception of music therapy. 

Perception of Experience 

It was typically obvious when participants reacted in a stressed manner to certain 

methods. In this area, my perception of the experience matched what participants reported. 

The variations occurred in more subtle areas such as definition of success and the concept of 

enjoyable versus beneficial methods. In the post-session interviews, three of the participants 

said songwriting was most beneficial. I was surprised by this, particularly since one of these 

participants described songwriting as “very traumatic” in her post-session interview. 

However, I neglected to take into account the idea that people can appreciate and learn from 

experiences that challenge them. 

Success seemed to be important to the participants. One participant asked me how she 

did following the interview and several others made light-hearted references to the same 

question. Composition and improvisation were the two main methods in which participants 

questioned their success. My belief is that all participants were successful, as each completed 

the songwriting task and were willing to engage in improvisation. Participants had a more 

limited definition of success. One of the data codes that pertained to this was “Displeasure 

with Playing — Comparison.” Participants felt less successful when they compared their 

music-making with that of musicians. 

Preferred Methods 

Each participant in this study was able to identify at least one music therapy method 

that was preferable, enjoyable, or beneficial. The fact that “Enjoyment” was the most 

frequently-used data code indicates that music therapy is an enjoyable form of treatment, a  
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finding supported by past research (Silverman, 2006). However, enjoyment was not the only 

thing that participants valued in this study. While I believe that enjoyment of music therapy 

can be a motivational factor, it also is important for people to feel as though they benefitted 

from the experience. In this study, four participants differentiated between enjoyable and 

beneficial methods of music therapy. Three of these participants indicated that the most 

beneficial method was the one that posed a challenge, while the most enjoyable was 

something comfortable and familiar. Participants preferred methods for various reasons. 

Some found that a particular method met a need in their life, while others said certain 

methods made them feel good. 

Personal Reflections 

The results of this study have prompted me to re-examine my reasoning for using 

primarily receptive experiences with the patients I see. Part of my bias was validated since all 

of the participants in this study gave positive feedback on the receptive portion of the 

experience. This information is balanced with the fact that one of the participants noted 

strong emotional reactions when engaging in receptive music therapy. She noted that 

exploring emotional reactions to music could be a very vulnerable time and she wasn’t sure 

she’d be willing to go there. This reminded me that it is possible for people to experience 

strong reactions even when simply listening to music. While receptive listening may involve 

the least amount of client participation, it is not accurate to assume that it always would be 

the most comfortable. 

Several participants noted stress or anxiety during improvisation, re-creation, or 

composition, which is something I anticipated. Songwriting (composition) in particular 

seemed to take more thought or mental energy than the other methods. Despite this 

seemingly mixed and even negative feedback, participants were pleased with their ability to  
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gain mastery over a task that seemed daunting at first. Multiple participants stated that they 

wouldn’t have thought to engage in songwriting, but were pleased with the outcome. 

It was interesting to consider the different experiences that participants had with 

improvisation. This is my weakest area as a music therapist, and I think that played a role in 

the research. Participants varied in their understanding of improvisation. Those who had 

strong backgrounds in instrumental performance understood what it meant to improvise, as 

did another participant who had a background in improvisatory dance. Other participants 

were not as familiar with the concept and struggled with the belief that they needed to match 

my playing instead of allowing me to support them or respond musically to their playing. In 

these instances, I feel that my explanation of improvisation may have been inadequate. It 

may have been helpful to plan some basic introductory improvisation exercises (e.g., call and 

response) to ease them into the concept of improvisation. 

Another interesting finding was that experience and knowledge of improvisation did 

not necessarily indicate that it would be the most effective method. One participant said that 

she would have been more interested in improvisation in her younger days, but re-creation 

and composition were the most enjoyable and beneficial, respectively. Another participant 

who was familiar with improvisation said she didn’t feel like she was able to use the 

instruments to express herself and benefitted more from listening to music. On the other end 

of the spectrum, one participant who had no formal music training seemed to have an innate 

understanding of improvisation and said that when two people play instruments together, 

there is a sense of connection and trust, and you can feel more freedom to play your 

instrument and be yourself. The best description of improvisation came from the participant 

with a background in improvisatory dance. She said, “It’s kind of like words in music ... it’s 

your soul coming out.”  



Clinical Implications 

The findings in this study may be helpful to music therapists who work in settings 

where patients or clients have short-term stays and most are new to music therapy. In this 

study, receptive experiences were accessible to all participants, though one mentioned that 

exploring her emotional reactions to music would be too vulnerable at this time. 

Improvisation was the least accessible, but this could be attributed to a number of factors 

including time constraints, participants’ backgrounds, and my comfort level. 

Participants measured their success in different ways, particularly during 

improvisation. The idea of product versus process came into play. Participants who were 

focused on the product-the subjective value of the sounds they produced-were less likely to 

be satisfied with their improvisation experience. Others who recognized the value of the 

process of improvisation were more likely to be satisfied with this method. As clinicians, it is 

important that we attempt to help clients understand that the process is valuable. 

It was encouraging to realize that several of the participants had significant 

experiences in music therapy. Physiological changes, spiritual experiences, emotional 

reactions, and inner work occurred, all within a relatively brief timeframe. Though there 

certainly are challenges when working with new clients, it is possible for a first session to 

have a profound impact. 

From the perspective of a researcher, I felt that all of the sessions were successful. 

The participants were able to speak clearly about their experiences and what was most 

helpful for them. However from the perspective of a music therapist, particular sessions 

seemed more successful than others. When I considered the sessions that seemed most 

successful, I realized that these were the sessions in which both the participant and I were 

aware of a need the participant had that could be addressed through music therapy. When this  



element was not present, I still gleaned important information about preferred methods but 

did not feel therapeutically effective. 

The purpose of this study was to gather information, but this finding reinforces two 

primary considerations in music therapy: goal-setting and therapist intentionality. According 

to the American Music Therapy Association (AMTA), the definition of music therapy 

includes a reference to individualized goals which are set based on client need (AMTA, 

2010). Ahonen-Eerikainen (1999) emphasized that the primary criteria for determining which 

music therapy method to use should be client need. The process of assessment and goal 

identification leads to therapist intentionality, which has been called a “crucial element” in 

the therapeutic process (S. Cotter-Schaufele, personal communication, July 4, 2011). 

Limitations 

This study had a number of limitations. Some were typical pitfalls of qualitative 

research and some were related to the specific design of this qualitative study. One obvious 

limitation is the sample size, which is too small to allow the results to be generalized. Though 

the study was open to all well adults, no men volunteered as participants. It is not possible to 

determine whether gender played a role in how participants experienced music therapy. 

However, this study was designed as a starting point for the investigation into the experience 

of well adults in music therapy, not the ending point. This study gives a snapshot of the first 

music therapy experiences of eight adult women who are employed at a small Midwestern 

medical facility, and these experiences could be the starting point for further research. It is 

important to note that while the ability to generalize results is an important feature of 

quantitative research, the goal of qualitative research is to improve understanding of human 

behavior and experience (Bogdan & Biklan, 2007).  
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Another limitation was the heterogeneous mix of participants. They had few things in 

common: being female healthcare workers who were new to music therapy. Other qualitative 

studies in music therapy have examined groups who had more in common, particularly the 

reason for music therapy or the type of music therapy experience. For example, Racette 

(2004) asked participants to recall a time when they were upset and listened to music, while 

Grocke (1999) asked clients and music therapists to describe a pivotal moment in music 

therapy. 

Maxwell (2005) identified two primary threats to validity in qualitative research: bias 

and reactivity. My bias was the belief that receptive experiences would be the most 

comfortable or preferable and other music therapy methods that require more participation 

would be less comfortable. This bias was identified prior to starting the research and I was 

careful to avoid showing this bias as I interviewed subjects. I believe the measures I took to 

limit bias were successful since each of the four methods of music therapy was identified by 

at least one participant as preferable. 

The limitations related to this specific study were tied to reactivity—how participants 

are possibly influenced by the researcher. I had a dual relationship with participants, as I 

filled the role of music therapist and researcher. I was conscious of the balance needed in 

these roles. At times I prioritized the music therapist role, particularly when I felt that I 

needed to ensure that participants weren’t overly stressed by the experience or left without 

the resources to address things that came up in the sessions. On the other hand, I prioritized 

the researcher role by being more directive than I typically would be in my clinical work. In 

addition, my comfort level with the various methods may have influenced how they were 

experienced by the participants.  



Another aspect of the dual relationship was that I was acquainted with all of the 

participants prior to the start of the study. This may have had positive and negative 

implications for the results. The participants knew me and may have felt more comfortable 

with me than they would have with a stranger, thus allowing them to speak more openly 

about their experiences. However, several participants made note of the fact that they chose 

to participate because they wanted to be of help to me. It is possible that their reactions to the 

music therapy experiences would be different if they were motivated by a desire to address 

personal issues. Brown and Pavlicevic (1997) discussed a similar issue, which they referred 

to as “playing as.” In their study, they each took on the role of music therapist and client, and 

felt that they were successful in truly engaging in each role rather than “playing as” one 

would in each role. Some participants in the current study seemed able to truly enter the 

world of the client, while others seemed to be “playing as” the client. 

Recommendations for Future Research 

The topic of client experiences in music therapy is incredibly broad. While this study 

provided a glimpse of what music therapy is like for eight individuals, it is by no means 

indicative of all music therapy experiences. Each of the four methods was represented in a 

limited fashion. For example, receptive music therapy was limited to participants listening to 

a combination of instrumental and vocal music. Receptive music therapy as defined by 

Bruscia (1998a) encompasses many more music therapy strategies including lyric analysis, 

the Bonny Method of Guided Imagery and Music, or creating a song biography. Separate 

studies could be designed to investigate participant experiences in each of the four methods 

of music therapy. 

This study examined initial experiences in music therapy. It would be interesting to 

engage in further study of each of the four methods to see if comfort levels and preferences  
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change as experience deepens. This could be particularly important for improvisation, which 

I found to be difficult to adequately explain in one session, given the time allotted. Some 

participants mentioned that improvisation may have been easier had they been better 

acquainted with the instruments. A study of improvisation alone could lead to better 

understanding of how participants gain confidence in this method of music therapy. 

When Participant 1 differentiated between enjoyable and beneficial music therapy 

experiences, this opened up a new area of focus for this study. Unfortunately since half of the 

interviews had been completed, it was not possible to fully explore this concept in this study. 

Future researchers could be more intentional about exploring differences between enjoyable 

and beneficial music therapy experiences. 

The interview questions in this study were open-ended in an effort to address all of 

the research questions. Consequently, not all participants provided rich descriptions of their 

experiences in music. Racette (2004) described her method of redirecting interview subjects 

to discuss a specific experience. I allowed participants to generalize and depersonalize their 

experiences, as well as to talk about prior experiences in music because I believed that all 

information could be relevant to one of the research questions. Racette’s (2004) strategy 

provided focused data on a single experience of listening to music when upset. Participants in 

the present study came to their sessions in many different frames of mind. Some noted stress, 

some were dealing with relationship issues, and some came simply out of the desire to be 

helpful. Further studies could narrow the participant criteria to examine how different music 

therapy methods help people in specific situations (e.g., stress). 

Conclusions 

Participants in this study had overwhelmingly positive things to say about their 

experiences in music therapy. Several stated they would participate again if given the  



opportunity. Though some noted negative or mixed feelings toward improvisation, re- 

creation, or composition, these feelings were momentary and did not seem to impact the 

overall music therapy experience. All eight participants had different thoughts on which 

methods of music therapy were most enjoyable or beneficial. Participant 4 provided an 

interesting summary of the research by saying, “I could see where it [music therapy] would 

help a person ... if you can find their niche.” In this research experience, each of the 

participants had a method of music therapy that she responded to best that was based on all 

that she brought to the session—frame of mind, background in music, and willingness or need 

to engage in this type of therapy. 
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Appendix A 

Consent to Participate in Research 
A Qualitative Analysis of Four Methods of Music Therapy for Well Adults 

You are being asked to participate in a research study conducted by Rebecca 
Soderberg, a graduate student at Saint Mary-of-the-Woods College (and Tracy Richardson, 

M.S., MT-BC, faculty advisor). This study is being conducted in partial fulfillment of 
requirements in the Master of Arts in Music Therapy degree program. Participation in this 

study is completely voluntary. Please read the information below and speak with the 

researcher about any questions or concerns you may have. 

Purpose 
The purpose of this study is to investigate how healthy adults experience music 

therapy interventions. 

Procedures 
Participants will be asked to do the following: 

Engage in a music therapy session 

Discuss this experience in an interview with the researcher immediately following 
the session 

Engage in a second music therapy session 

Discuss this experience in an interview with the researcher immediately following 
the session 

Participate in a follow-up interview, approximately one month after the second 

music therapy session 

The study is expected to last four to six weeks. Each music therapy session will last between 

45 and 60 minutes, and each interview will last between 15 and 30 minutes. 

Potential Risks 
Participation in this study involves minimal risk. If participants experience any 

discomfort or stress as a result of the interventions, they will be referred to a professional 

counselor. Participation in this study is voluntary. At any time, participants may discontinue 
their involvement in this study without penalty by informing the researcher. 

Potential Benefits 
Participants will receive $10.00 compensation for their time, which will be given at 

the start of the first session. It is possible that participants may benefit from an increased 

sense of well-being following music therapy sessions, but this is not guaranteed. 

Participation and Withdrawal 
Participation in this study is voluntary. If you choose to participate, you are free to 

withdraw at any time without penalty.  



Confidentiality 
All data will be kept confidential and will be retained for a minimum of three years. 

Only the researcher and her associate (Katherine Schwartz, MT-BC) will have access to the 

data. Data will be reviewed by the researcher’s associate to ensure complete and accurate 

data reporting. Electronic documents will be maintained in a password-protected file, while 
printed documents will be kept in a locked file in the researcher’s home. Data will be used 

toward completion of the researcher’s Master’s degree thesis at Saint Mary-of-the-Woods 

College, and may be submitted for publication or presentation. No identifying information 
will be disclosed at any time. Any questions or concerns related to this study can be directed 

to the researcher, advisor, or Institutional Review Board chair. Contact information for each 

of these individuals is listed below. 

Researcher 
Rebecca Soderberg, MT-BC 

612-986-4890 

rsoderberg@smwec.edu 

Research Advisor 

Tracy Richardson, MS, MT-BC 

812-535-5154 

trichardson @smwec.edu 

Chair, Institutional Review Board 

Jennie L. Mitchell, PhD, CPA, CMA 

812-535-5279 

jmitchell @smwc.edu 

My signature below indicates that I am 18 years of age or older and I consent to participate in 
this study. I have had the opportunity to ask questions about the study and I have received a 

copy of this consent form. 

    

Signature 

  

Name (please print)  



Appendix B 

Consent for Videotaping 
A Qualitative Analysis of Four Methods of Music Therapy for Well Adults 

I hereby consent to the videotaping of my interviews with Rebecca Soderberg, a graduate 

student in the Master of Arts in Music Therapy program at Saint Mary-of-the-Woods 
College. I understand that the videotape will be used exclusively for research purposes and 

will be viewed only by the researcher and her associate (Katherine Schwartz, MT-BC), who 
will review the videotape and the researcher’s transcript to ensure all relevant data have been 

collected. The information obtained in the video will be transcribed and used in the 
researcher’s Master’s degree thesis and may be submitted for publication or presentation, but 

no identifying information will be included. The videotape itself will not be shown during 
any presentations. 

I understand that the videotape and resulting transcripts will become property of Rebecca 
Soderberg. The transcripts will be kept in a password-protected external drive, and the 

videotapes will be kept in a locked file in the researcher’s home for no less than 3 years. 
After 3 years, the video material will be destroyed and the transcripts will be deleted. 

I give full approval for my interviews to be videotaped (please sign below). 

I give approval for my interviews to be recorded, but I would prefer that the recording 
be audio only, not video (please sign below). 

I do not want my interview to be recorded other than notes taken by the researcher. 

I have read the above and give my consent for the use of a recording device as indicated. I 
certify that I am 18 years of age or older and I have been given a copy of this form for my 
records. 

    

Signature 

  

Name (please print)  



Appendix C 

Participant Information 

A Qualitative Analysis of Four Methods of Music Therapy for Well Adults 

  

Demographics 
  

Name: 

  

Sex: Female 

  

Phone:     

Preferred method of contact: 

If phone, best time to call: 

  

Occupation: Years at this job: 

  

Musical Background 
  

Play(ed) Instrument? Yes 

If yes, specify: 
  

Singing? Yes No 

Solo Ensemble Both 

  

Preferred Genre(s): 

Classical 

Country 

Popular/Top 40s 

Rap/Hip-Hop/R&B 

Easy Listening 

Old Time 

Jazz 

Religious 

New Age 

Other: 

a 
dh
 

a 
dy
 
ay
 

ay
 
a 

dh
 

dh
 

    
Current involvement with music: 

Radio 

CDs/tapes/mp3s/etc 

Perform in ensemble 

Church musician 

Concerts 

Dancing 

Other:   

  

    Current reason(s) for using music: 

Recreation/enjoyment 

Group activity 

Religious or spiritual experience 

Background noise 

Relaxation 

Other: a 
dh

 
da 

dy
 

dy
 

d 

  

     



 


