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Abstract 

Patients in psychiatric facilities with severe mental health symptoms may endanger the safety of 

themselves or others. Healthcare staff may utilize de-escalation techniques and crisis 

management skills to resolve the conflict. However, if these methods are ineffective physical 

restraints are used to restrict the patient’s movement and prevent further injury. The use of 

physical restraints in psychiatric facilities has raised ethical concerns. Recent studies have shown 

that restraints may be traumatic and countertherapeutic for the patient. The purpose of this study 

was to demonstrate how music therapy influences the process of de-escalation for adults 

receiving care on inpatient mental health units. Three music therapists described their 

experiences of using music to de-escalate a psychiatric patient in one individual interview. 

Transcripts of the interviews were analyzed using the procedures and techniques of Interpretative 

Phenomenological Analysis. These interviews provided detailed and insightful accounts 

demonstrating the successful use of music therapy as a de-escalation technique. The participants 

described a de-escalation scenario from their clinical work including patient symptoms, music 

therapy techniques, and the patient’s response to music therapy. Thematic material related to the 

interaction between each participant and their patient, benefits of rapport, and the musical 

behaviors of each patient were extracted from the data. The results revealed that music therapy 

can significantly improve the process of de-escalation. Music therapy allowed the patients to 

play an active role in the de-escalation process. Each patient was encouraged to participate in 

musical interactions that promoted self-regulation and self-expression. The effectiveness of 

music therapy as a de-escalation technique can be used to reduce the use of physical restraints. 
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This research study is about the use of music therapy as a de-escalation technique for 

adults receiving care on inpatient mental health units. Being hospitalized for acute psychiatric 

symptoms is a unique experience that is relevant to this study. The following narrative is a real-

life description from a woman who was hospitalized in a psychiatric hospital.  

Imagine that you are woken up by a psychiatric nurse for an early breakfast. The nurse 

will not leave your room until you get out of bed and join the other patients for breakfast. You 

can sense that she is irritated by the firmness in her voice. She explains that you are required to 

eat with your medication. You examine your meal options and decide to go with packaged 

oatmeal since the bruised fruits and hardened donuts aren’t exactly appealing. You sit across 

from a gray-haired man who is chanting “The man in the mirror is a handsome man. The man in 

the mirror is me.” After writing down his words in a vigorous fashion, he continues to chant, 

getting louder and louder. He notices that you are staring at him and pauses. You smile at him, 

and he continues his repetitious chanting and energetic writing. 

After you finish eating your breakfast a nurse yells out “Line up for meds!” You notice 

that everyone starts shuffling around the conference room and squeeze into the line yourself. 

When it is your turn the nurse hands you a small paper cup with two pills inside. You ask the 

nurse “What are you giving me?” and she responds with “Geodon and Lamictal.” Then, you tilt 

the cup back and swallow the medication. The nurse orders you to open your mouth so that she 

can check that you have swallowed the medication. Shortly after, you go to your room and start 

to feel a type of sleepiness you have never experienced before. The drowsiness takes control of 

your body, and you slowly slip into unconsciousness. 

Next thing you know, you are being escorted to a smaller conference room. A doctor 

walks in and introduces himself as your psychiatrist. You ask him what time it is, and he says it 
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is three o’clock. You are surprised that you have slept all day. He responds with “Yes. That’s one 

of the medicine’s side effects. Your body will adjust.” He proceeds by asking you questions 

about your life and states “Let’s talk about why you are here.” You tell him that you don’t 

belong here, and he responds with “No one belongs here. This place is just a pit stop.” Later, a 

nurse tells you that it is time for introductions in one of the group rooms. She explains that 

everyone will introduce themselves and say what brought them here. Some of the reasons 

include depression, schizophrenia, attempted suicide, bipolar, and electric shock treatment. 

The above narrative was written by Rachel Siddoway (2019) and Sonja Wasden (2019). 

Wasden was involuntarily admitted to a psychiatric hospital by her husband and father. In the 

book An Impossible Life: The Inspiring True Story of a Women’s Struggle from Within Siddoway 

(2019) documents her mother’s experience as a patient being hospitalized for depression and 

suicidal ideation. This secondhand account allows the reader to learn more about the realities and 

day-to-day events of someone being hospitalized in a psychiatric facility. This point of view is 

important and relevant to the application of physical restraints and de-escalation techniques, 

which are the driving factors of this research study.  

Background 

In 2020, 5.6% of adults in the United States experienced serious mental health symptoms, 

which represents one in 20 adults (National Alliance on Mental Illness, 2022). During the same 

year 64.5% of adults received treatment for a serious mental health condition (National Alliance 

on Mental Illness, 2022). Medical care for these individuals is provided in residential treatment 

centers and inpatient mental health units. According to Ye et al. (2019) patients with mental 

health conditions are more likely to engage in life-threatening behaviors. These behaviors 

involve endangering the safety of others and themselves through acts of violence, aggression, 
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and self-injury (Ye et al., 2019). These behaviors can become unmanageable and require 

interventions such as verbal de-escalation, physical restraint, and/or being placed into seclusion 

(Ye et al., 2019). Critically ill patients who are admitted involuntarily and refuse mental health 

treatment are also susceptible to the use of restraints (Ye et al., 2019).  

Explanation 

Physical restraints are designed to withhold a patient’s limbs by limiting bodily 

movement and choice (Chieze et al., 2017; Ye et al., 2019; Kowalski & Rowden, 2016). These 

devices also “enable the administration of necessary treatment by safely reducing the patient’s 

physical movement,” which can also prevent further injury (Ye et al., 2019). Healthcare 

professionals agree that utilizing restraints under urgent circumstances is rational and appropriate 

(Ye et al., 2019). When the safety of patients and staff members is threatened such devices 

become the only viable option for managing a mental health crisis (Ye et al., 2019). However, 

one cannot neglect the unexpected effects caused by physical restraints. 

The use of physical restraints can cause and/or recapitulate trauma to adult patients in 

psychiatric settings (Hendryx et al., 2010; Grubaugh et al., 2007; SAMHSA, 2010). If the patient 

carries a diagnosis of post-traumatic stress disorder or PTSD, it is important to reconsider and/or 

modify the use of restraints. Seclusion and restraint interventions also “increase the risk for 

physical injury and death among psychiatric inpatients and are a common cause of staff injury,” 

(Hendryx et al., 2010, p. 273). This indicates that restraint use can cause physical harm in 

addition to emotional/psychological harm.  

These interventions also contradict “effective treatment principles, recovery values, and 

patient dignity,” (Hendryx et al., 2010, p. 273). Crespi (1990) and Goren (1991) argued that the 

use of restraints and seclusion are counterproductive and nontherapeutic. Some studies have 
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shown that seclusion and restraint use led to an increase in the behaviors that staff members were 

trying to control or eliminate (SAMHSA, 2010). For example, these interventions could threaten 

any trust or rapport previously established between a patient and their healthcare provider 

(Wynn, 2015). Instead of building trust these interventions create a barrier between staff and 

patients. 

Research Question 

In order to learn more about the role of music therapy as a de-escalation technique for 

adults on inpatient mental health units, the researcher interviewed three music therapists that 

have used music during a mental health crisis. The information from these interviews will be 

analyzed to uncover more information about this process. The method of analysis will be 

discussed later in this paper. The driving question behind this research was, how does music 

therapy influence the process of de-escalation for adults receiving care on inpatient mental health 

units? 

Operational Definitions 

Restraint - “any method of physical or involuntary restriction of a patient’s freedom of 

movement, physical activity, or normal access to his or her body,” (Hendryx et al., 2010, p. 274). 

Five-point restraints - are made from belts and are used to hold down the patient’s arms 

and legs. The belts are fastened to the side rails of a stretcher or bed to prevent the patient from 

moving (Kowalski & Rowden, 2016).  

Chemical restraint - “the forced use of medications to rapidly sedate people and remove 

the threat of violence” (Muir-Cochrane et al., 2019). 

Seclusion - when a patient is isolated in a locked or unlocked room (Day, 2002).   
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De-escalation technique – a technique used to discontinue the escalation of aggression to 

violence (Price et al., 2015).  

Verbal de-escalation - when a healthcare professional or other related staff member tries 

to negotiate with an agitated patient. Richmond et al. (2012) described this as a two-step process. 

First the healthcare professional listens to the patient and responds in a way that validates the 

patient’s position (Richmond et al., 2012). Then the healthcare worker provides instructions on 

how the patient can respond in that moment.  

Music therapy - “an established health profession in which music is used within a 

therapeutic relationship to address physical, emotional, cognitive, and social needs of 

individuals. After assessing the strengths and needs of each client, the qualified music therapist 

provides the indicated treatment including creating, singing, moving to, and/or listening to 

music,” (American Music Therapy Association, 2021). 

 Purpose and Objectives 

This study is a phenomenological inquiry that was created to learn more about the role of 

music therapy as a de-escalation technique for adults receiving treatment on inpatient mental 

health units. Phenomenological research is a form of inquiry that comes from philosophy and 

psychology in which the researcher studies the lived experiences of individuals about a 

phenomenon as described by the participants (Creswell & Creswell, 2018). As a result, the 

researcher captures the essence of the experience for several individuals who have all 

experienced the phenomenon (Creswell & Creswell, 2018).  

Music therapy can take many different forms and involve the use of receptive, recreative, 

compositional, and improvisational methods. At this stage in the research, the use of music 

therapy as a de-escalation technique will be generally defined as the use of music provided by a 
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music therapist for an adult patient that requires de-escalation due to the presence of aggressive 

and self-injurious behaviors. 

  



7 
 

   

 

Review of the Literature 

Description and Diagnosis  

Research Population 

The research population for this study will be adult patients in psychiatric facilities who 

are at risk of being restrained. Patients fall into this category when they engage in aggressive, 

violent, and self-injurious behaviors (Wynn, 2015). Patients that do not respond well to verbal 

de-escalation or crisis management techniques are also more likely to be restrained. Studies have 

shown that having a mental health condition with severe symptoms is associated with a greater 

likelihood of engaging in aggressive behavior (Caruso et al., 2021). Aggressive behavior is 

related to many acute and severe mental health conditions (Goulet et al., 2017).  

Violent behavior is carried out both physically and verbally (Hamid & Daulima, 2018). 

Verbal violent behavior occurs through spoken words, physical threats, and sexual harassment 

(Hamid & Daulima, 2018). Physical violence includes damaging the environment, oneself, or 

surrounding people (Hamid & Daulima, 2018). Severe psychiatric symptoms are often dangerous 

and require immediate attention. These symptoms can include psychosis, mania, and self-

injurious behaviors. Psychosis can be caused by mental health conditions, physical injury or 

illness, substance abuse, or extreme stress or trauma (Bhandari, 2021). It’s important to 

differentiate psychosis from psychotic disorders because someone can experience psychosis 

without having a primary psychotic illness (Bhandari, 2021). When related to a mental health 

condition psychosis can be a symptom of bipolar disorder or schizophrenia (Fletcher, 2018). In 

this scenario the symptom of psychosis is referred to as the first episode of psychosis or FEP 

(Bhandari, 2021). However, if psychosis occurs as a side effect of drug use or a medical 

condition it is classified as secondary psychosis. 
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Psychosis is characterized by a break from reality and involves hearing or seeing things 

that are not truly there (National Alliance on Mental Illness, 2021). Someone that is experiencing 

psychosis may also struggle to differentiate between what is real and what is not (National 

Alliance on Mental Illness, 2021). Two major experiences that can occur during a psychotic 

episode include hallucinations and delusions (National Alliance on Mental Illness, 2021). 

Hallucinations involve seeing, hearing, or feeling things that are not there (National Alliance on 

Mental Illness, 2021). Delusions are beliefs that seem irrelevant to a person’s culture, untrue, and 

irrational to others (National Alliance on Mental Illness, 2021). Mania is a symptom of bipolar 

one disorder and is characterized by feelings of euphoria, racing thoughts, a decreased need for 

sleep, and an abnormally upbeat affect (Mayo Clinic, 2021). Mania can also cause psychosis 

(Mayo Clinic, 2021).  

The International Society for the Study of Self-Injury defines nonsuicidal self-injury as 

“deliberate, self-inflicted destruction of body tissue without suicidal intent and for purposes not 

socially sanctioned,” (Timberlake et al., 2019). Cutting, head-banging, punching/kicking, and 

suffocation/strangulation are the most common forms of self-injury (Timberlake et al., 2019). 

Other types of nonsuicidal self-injury include interfering with wound healing, burning, self-

poisoning, electrocution, biting, and binging (Timberlake et al., 2019). 

Inpatient Mental Health 

There are three types of treatment settings within mental health care (North Texas Help, 

2021). These include inpatient mental health, residential treatment centers, and outpatient 

programs (North Texas Help, 2021). Inpatient mental health units provide the most intensive 

level of psychiatric care (Alvarado Parkway Institute, 2019). In this setting patients are 

constantly monitored in a secure facility (Alvarado Parkway Institute, 2019). Residential 
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treatment facilities provide long-term care and are designed for patients with chronic mental 

health symptoms (North Texas Help, 2021). The term “chronic” indicates that the condition is 

continuous and reoccurring (Merriam-Webster, 2021).   

There are many different types of outpatient programs but one thing these programs have 

in common is that they all involve office visits without overnight stays (North Texas Help, 

2021). Some of these programs operate within community mental health centers while others are 

based in general hospitals (North Texas Help, 2021). Other forms of outpatient treatment include 

partial hospitalization and intensive outpatient programs (North Texas Help, 2021). Partial 

hospitalization programs are a step down from inpatient mental health services and involve 

group therapy, educational sessions, and individual counseling with a psychiatrist (North Texas 

Help, 2021). Intensive outpatient programs are like partial hospitalization programs except that 

programming takes place during evening hours and lasts between 3-4 hours (North Texas Help, 

2021).  

Prevalence 

According to a review of the literature by Busch and Shore (2000) 2-6% of psychiatric 

patients will experience an episode of physical restraint or seclusion during a hospitalization. 

Chieze et al. (2020) conducted a study at Geneva’s adult psychiatric hospital in Switzerland and 

found that “out of 865 patients hospitalized in the adult psychiatric unit, 142 or 16.4% of patients 

experienced at least one coercive measure during their stay,” (p. 24). Coercion is the use of an 

intervention against a person’s will (Chieze et al., 2019). The frequency of restraint use on 

patients admitted to psychiatric facilities ranges from 3.8% to 51.3% worldwide (Ye et al., 

2019). According to Pinninti and Rissmiller (2001) national statistics are not available on the 
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number of persons who are secluded or restrained in treatment settings, the number of episodes, 

the frequency of episodes, and death or injury rates. 

Treatment 

Project BETA stands for best practices in the evaluation and treatment of agitation 

(Roppolo et al., 2020). This project is “a compilation of the best evidence and consensus 

recommendations developed by emergency medicine and psychiatry experts in behavioral 

emergencies to improve our approach to the acutely agitated patient,” (Roppolo et al., 2020). 

These recommendations include verbal de-escalation, pharmacotherapy, and proper psychiatric 

evaluation and treatment of associated medical conditions (Roppolo et al., 2020). De-escalation 

involves the use of verbal and nonverbal strategies that are implemented to help a patient calm 

down (Roppolo et al., 2020). According to Roppolo et al. (2020) patients who are able to make 

eye contact and participate in any form of conversation are more likely to be de-escalated. 

De-escalation is an effective tool that can be used to reduce agitation in psychiatric 

patients (Roppolo et al., 2020). This method can also build trust with caregivers and lessen the 

intensity of violent behavior (Roppolo et al., 2020). However, de-escalation strategies must be 

performed with an empathetic attitude, patience, and a genuine interest in assisting the agitated 

patient regardless of their history or clinical presentation (Roppolo et al., 2020). If de-escalation 

techniques prove to be unsuccessful pharmacotherapy is the next option (Roppolo et al., 2020). 

Medications such as benzodiazepines, first-generation antipsychotics (FGA), and second-

generation antipsychotics (SGA) can be used to help calm an agitated patient (Lash & Danzig, 

2020). It is most common to administer a combination of an FGA and a benzodiazepine or an 

SGA alone (Lash & Danzig, 2020). 
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Another way to provide treatment to an agitated patient is through medication. First-

generation or “typical” antipsychotics work by blocking dopamine receptors in the brain, which 

helps to reduce excess levels of dopamine (Lash & Danzig, 2020). Some psychotic episodes are 

caused when the human brain produces too much dopamine (Mind, 2020). An excess amount of 

dopamine in certain parts of the brain may cause delusions and hallucinations (Cleveland Clinic, 

2022). When first-generation antipsychotics or FGAs block dopamine receptors the amount of 

dopamine is reduced, which can help to reduce psychotic symptoms (Lash & Danzig, 2020; 

Mind, 2020).  

Haldol is the most frequently used FGA in the management of acute psychosis or 

agitation (Lash & Danzig, 2020). Zyprexa, Risperdal, and Geodon belong to the class of second-

generation antipsychotics and are commonly used for acute agitation (Lash & Danzig, 2020). 

Patients that are psychotic or manic respond well to a combination of an antipsychotic and 

benzodiazepine because it addresses the underlying pathology while reducing agitation (Lash & 

Danzig, 2020). 

Physical Restraints 

Sensitive use of restraints 

As mentioned before restraints are used to prevent further injury to staff and patients in 

acute mental health settings (Ye et al., 2019). Patients that are highly agitated, violent, and/or 

harming themselves might be restrained if they cannot be de-escalated (Ye et al., 2019). Under 

these circumstances manual physical restraint is applied to handle the conflict by reducing the 

patient’s ability to move (Ye et al., 2019).  Verbal de-escalation and crisis management are 

strategies that are used by staff to stabilize and regulate the patient (Ye et al., 2019). Physical 

restraint also makes it possible for staff to administer further necessary treatment (Ye et al., 
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2019). This includes medical intervention which helps to alleviate dangerous behaviors and risk 

level (Ye et al., 2019). This is the main reason why physical restraint is considered a crucial 

approach (Ye et al., 2019). It is the only way to treat patients with severe mental conditions (Ye 

et al., 2019). 
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Countertherapeutic use of restraints 

Ye et al. (2019) identified the use of restraints as an “inhumane approach.” The 

psychological risks imposed by restraints can outweigh the benefits of such interventions. 

According to Goren (1991) and Crespi (1990) the practice of restraints and seclusion are “neither 

necessary nor therapeutic,” (Day, 2002, p. 267). Such statements force us to question the 

therapeutic advantages of restraints and other restrictive measures.  

It is important to provide a brief history on the use of restraints in psychiatric hospitals 

because it is significant and relevant to the current use of restraints. The European “madhouses” 

of the 17th and 18th centuries were designed to confine and deal with people who were mentally 

ill (Rojas-Velasquez, 2017). During this time European society believed “that people who had 

gone mad had lost all reason and were incurable,” (Rojas-Velasquez, 2017). Patients that were 

violent wore chains and shackles that were attached to the wall or a bed while calmer patients 

were housed in wards that were less restrictive (Rojas-Velasquez, 2017). This is the first example 

of physical restraints in psychiatric facilities. Another device that was designed during this 

period was The Tranquilizer which was designed by Benjamin Rush, one of the pioneers of 

American medicine and psychiatry (Rojas-Velasquez, 2017). 

The Tranquilizer, also known as a Tranquilizer Chair, was used to achieve complete 

physical restraint. The patient’s ankles, wrists, and body were fastened to the chair while their 

head was locked in place (Rojas-Velasquez, 2017). The patient’s line of sight and ability to hear 

were also eliminated as the chair tranquilized any impulse experienced by the patient (Rojas-

Velasquez, 2017). Another form of physical restraint called a swinging chair was developed by 

Joseph Mason Cox, an English “madhouse” owner (Rojas-Velasquez, 2017). This device also 
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fastened the patient’s ankles, wrist, and body to a chair but was different from the Tranquilizer 

Chair (Rojas-Velasquez, 2017). The swinging chair was swung like a pendulum and operated by 

an attendant (Rojas-Velasquez, 2017).  

Hendryx et al. (2010) conducted a study to report the frequency and distribution of 

seclusion or restraint episodes among 1,266 adult inpatients at a state psychiatric hospital during 

2004. This information can be helpful when it comes to planning alternative, recovery-oriented 

treatment models. The data that was collected included the number and percentage of patients 

who experienced a seclusion or restraint episode in addition to the duration of each episode in 

hours. The results of the study indicated that 194 patients experienced one or more episodes of 

seclusion or restraint. Therefore, 15% of the 1,266 patients were placed into this category. 

Hendryx et al. (2010) recognized a need for the development of “individualized, intensive 

treatment alternatives for known high-risk patients,” (Hendryx et al., 2010, p. 273). One 

treatment alternative that should be taken into consideration is the use of de-escalation 

techniques. 

Therapy Approaches 

Cognitive therapy with depressed inpatients 

Whisman et al. (1991) conducted a study with depressed inpatients to determine the 

effects of cognitive therapy on dysfunctional cognitions. Dobson (1989) identified cognitive 

therapy as a highly effective treatment for nonpsychotic, unipolar depression. Fifty-five patients 

were included in the study and thirty-one were randomly assigned to receive standard treatment 

or standard treatment plus cognitive therapy (Whisman et al., 1991). The other 24 patients were 

added to the standard treatment to increase the power for between group analysis and because 

they were unable to attend the cognitive therapy sessions (Whisman et al., 1991). All participants 
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had a current diagnosis of major depressive disorder according to their responses on the National 

Institute of Mental Health Diagnostic Interview Schedule and several other questionnaires 

related to depression (Whisman et al., 1991). 

Standard treatment included the hospital milieu, brief visits with the treating psychiatrist, 

and antidepressant medication (Whisman et al., 1991). The cognitive therapy sessions were 

received individually and were based on the technical and theoretical model created by Aaron T. 

Beck (Whisman et al., 1991). In this model a depressed individual has a negative view of 

themself, their world, and their future (Beck & Weishaar, 2019). The primary goal of cognitive 

therapy is to shift the patient’s core beliefs to cognitions that are less negative. The results of the 

study were measured by using standardized assessment questionnaires that measured cognitive 

distortions and by making comparisons between the two treatment conditions (Whisman et al., 

1991). Patients that received cognitive therapy in addition to standard treatment reported less 

cognitive distortions (Whisman et al., 1991). This group of patients also maintained these 

differences on measures of cognitive distortions after a six- and 12-month follow-up period 

(Whisman et al., 1991).  

Positive Psychology in Group Therapy 

A randomized-controlled trial by Valiente et al. (2022) examined the effectiveness of 

positive psychological interventions in group therapy for people with severe psychiatric 

conditions. Positive psychological interventions or PPIs are targeted interventions that focus on 

cultivating positive feelings, positive behaviors, and positive cognitions (Valiente et al., 2022). 

Other forms of PPIs that were utilized in this study included acceptance and commitment therapy 

(ACT) and mindfulness interventions. ACT encouraged the participants to live a life of valued 

action while leaving behind challenges with negative inner experiences (Valiente et al., 2022; 
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Hayes, 2016). The development of mindful acceptance was also used to eliminate struggles to 

avoid inner experiences and reduce distress (Valiente et al., 2022). 

The goal of this study was to evaluate the efficacy of a theory-driven multicomponent 

PPI to improve well-being in comparison with a waiting list condition (Valiente et al., 2022). All 

participants involved in the study were receiving psychiatric rehabilitation in an outpatient 

facility. A total of 141 participants were randomly assigned to the PPI group or the wait-listed 

group (Valiente et al., 2022). Participants from the PPI group presented with significantly higher 

levels of self-acceptance and environmental mastery than the wait-listed group (Valiente et al., 

2022). Participants from both groups presented lower levels of compulsive obsession, 

interpersonal sensitivity, depression, and anxiety symptoms at post-assessment compared to pre-

assessment (Valiente et al., 2022). 

Music therapy in psychiatric settings 

Thaut (1989) examined the influence of music therapy interventions on psychiatric 

prisoner-patients. Thaut’s (1989) study focused on a group of 50 male prisoner-patients in a 

correctional psychiatric hospital over the course of three months. In order to determine how 

music therapy affected the patients Thaut (1989) identified music-evoked experiences through 

self-reported measures. 23% of patients reported an immediate change in their affect by saying 

that music therapy made them feel “good, joyful, or happy,” (Thaut, 1989, p.158). 13.8% of the 

patients reported that music therapy relaxed their mind, body, and emotions. The music therapy 

techniques utilized in this study included group improvisation, progressive muscle relaxation, 

listening to patient-selected sedative music, and guided music listening.  

MacDonald (2015) conducted a phenomenological study to examine the experiences of 

six individuals who were hospitalized for mental illness and participate in group music therapy. 
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The purpose of MacDonald’s (2015) study was to gain an understanding of the experiences in 

music therapy for clients within an inpatient psychiatric milieu (MacDonald, 2015). Each client 

was interviewed at the time of their discharge through a series of semi-structured and open-ended 

questions (MacDonald, 2015). Several themes emerged as unique patient experiences in music 

therapy: release of stress, healing balm, and a safe space (MacDonald, 2015). MacDonald (2015) 

reported that two of the clients felt “the music was acting upon them, transporting unwanted 

feelings away,” (p. 111). Another participant experienced “a significant feeling of having been 

given access to a place of resourcing solitude in a music therapy group,” (MacDonald, 2015, p. 

111). 

McCaffrey and Edwards (2016) conducted a qualitative study that involved interviewing 

six patients who received group music therapy services on the inpatient unit of a hospital in 

Ireland. One of the patients alluded to the presence of flexibility within music therapy and said, 

“when you get to do it you find that you are expressing yourself the way that you feel 

comfortable,” (McCaffrey & Edwards, 2016, p. 129). All the patients in this study participated in 

group improvisation or music-making. McCaffrey and Edwards (2016) provided evidence that 

music therapy in psychiatric settings was clearly beneficial because it helped to promote feelings 

of autonomy, joy, and fulfillment. 
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Methods 

Design  

The design of the study was phenomenological inquiry. Phenomenological research 

originated from the fields of philosophy and psychology (Creswell & Creswell, 2018). The 

phenomenological researcher aims to collect information about the lived experiences of 

individuals about a phenomenon as described by participants (Creswell & Creswell, 2018). The 

phenomenon in this research study was the use of music therapy as a de-escalation technique. 

The goal of the researcher was to learn more about the lived experiences of music therapists who 

used music as a method of de-escalation.   

Participants  

The research participants were music therapists who worked with adults in psychiatric 

care and used music therapy as a de-escalation technique during a behavioral crisis. A music 

therapist is a professional whose objective is to “determine and utilize music therapy approaches 

that effectively aid in the restoration, maintenance, and improvement in mental and physical 

health,” (American Music Therapy Association, n.d.). The researcher interviewed 3 therapists 

between the ages of 20 and 60. Two of the participants were men and the other participant was a 

woman. Participant #1 was a Caucasian man and participant #3 was an African American man. 

Participant #2 was a Caucasian woman.  

The participants were recruited from two different Facebook groups for music therapists. 

These two groups included Music Therapists Unite! and Music Therapists Working in Mental 

Health. The researcher created a recruitment message and posted it on the Facebook page for 

each respective group. The recruitment message contained a brief description of the research 

topic and participant criteria. The researcher requested that the interested members of each 
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Facebook group contact the researcher via Facebook Messenger if they wished to participate in 

the study. This would allow the participants to keep their personal information private from his, 

her, or their respective Facebook group.  

The researcher posted the recruitment message two separate times on pages associated 

with the Facebook groups mentioned above. The participants were selected based on their 

willingness to participate and their qualifications as therapists who utilized music as a de-

escalation technique. Then, the participants were asked to complete a consent form via email 

agreeing to participate in the study.  The Zoom meeting was recorded and transcribed by the 

researcher.  

Research Technique  

The researcher interviewed each participant to collect information about his or her 

experience with using music therapy as a de-escalation technique. The interview consisted of ten 

questions related to why, where, when, and how music therapy was used to de-escalate an actual 

patient from each participant’s clinical work. The interview questions are included in appendix 

A. Prior to the interview the participants were asked to sign an electronic consent form via email. 

A copy of the consent form is included in appendix B. After the researcher received the consent 

forms each participant received a list of the interview questions. The Zoom interviews were 

scheduled via email and were held in the researcher’s home office. The researcher also obtained 

verbal consent from each participant to be audiotaped at the time of the interview. 

The interviews were conducted through Zoom because two of the participants lived 

outside of the researcher’s home state. Conducting the interview via Zoom also allowed the 

researcher to audio record and have a visual representation of each participant throughout the 

interview. 
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Data Collection  

Data was collected through the recording feature in Zoom. Each Zoom interview was 

recorded and stored in a safe place on the researcher’s computer. The researcher secured each 

recorded interview with a password to protect the privacy and identity of the participants. The 

password was written down and stored in a lock box along with the printed consent forms. This 

password along with the secured electronic documents will be protected by the researcher for 

three years from the publishing date of this study. After three years have passed the electronic 

recordings and any documents related to the research will be deleted and erased from the 

researcher’s computer. There were two recordings for each interview; a sound recording and a 

video recording. The transcriptions were also secured with a password to protect the privacy and 

identity of the participants.  

Analysis  

The method of analysis used in this study was interpretative phenomenological inquiry or 

IPA. This type of analysis is used to examine how participants make sense of their personal and 

social world with a special focus on the meaning these individuals draw from specific 

experiences or events (Smith & Osborn, 2003). The researcher then tries to find the meaning of 

these experiences, which creates a two-stage interpretation process (Smith & Osborn, 2003). The 

steps of analysis are included below: 

1. The researcher used the transcription feature in Microsoft Word to transcribe each 

 interview. After the program transcribed each interview, the researcher read through 

 each one to ensure that the transcription matched the original recordings. Any   

 incidental information of specific patient names or identifying situations were redacted     

 from all three transcriptions.  
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2. Each interview transcript and recording were uploaded to a qualitative analysis 

software program called MAXQDA. The researcher used this program to listen to each 

interview while following along with the written transcript. 

3. While reviewing each transcript the researcher created electronic codes to identify 

significant and meaningful data related to music therapy and de-escalation. Coding is 

used to organize and manage data by bracketing chunks of written information (Creswell 

& Creswell, 2018). The chunks of segmented sentences were labeled under specific 

categories and represented by a term. These terms or codes were used to identify 

significant pieces of data within each transcript. 

4. The researcher used the coding process to analyze the interview transcript from 

participant #1. The codes that were created during the analysis of this interview were also 

used to analyze the interview transcripts from participants #2 and #3. Additional codes 

were created during the analysis of each transcript. 

5. After each transcript was analyzed the researcher wrote down a list of four codes that 

were created during the first stage of analysis. These codes contained the most important 

and relevant information about the role of music therapy during de-escalation. The codes 

were de-escalation scenario, theories & techniques, patient response, and rapport. 

6. The researcher wrote down several themes for each of the four codes. Keep in mind 

that the codes and themes were drawn from all three transcripts. This was the second 

stage of analysis. 

7. Lastly, the researcher created a table with two columns and three rows on a separate 

sheet of paper. The column on the left-hand side was used to represent each participant 

while the column on the right-hand side was used to represent two of the most significant 
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themes from each of the corresponding transcripts. This created a total of six themes 

which will be presented in the discussion section. 

Ethical Considerations  

This study was approved by the Institutional Review Board or IRB at Saint Mary-of-the-

Woods College. The purpose of the IRB is to ensure that risks to subjects are minimized, 

informed consent is obtained, and that research data is safely maintained and disposed of. There 

was low to minimal risk involved to the participants in this research study.  Participants were 

asked to complete an interview to discuss their clinical experience using music as a de-escalation 

technique. The researcher provided the phone number for the National Association of Mental 

Illness Helpline in the event that any of the participants felt overwhelmed and/or distressed from 

the interview experience. Participants were also asked to complete an interviewee feedback 

survey. This allowed the participants to share suggestions and recommendations with the 

researcher about their own personal experience. 

As mentioned above each participant completed an electronic consent form which was 

printed and maintained in a lockbox. The consent forms along with any other documentation 

related to the research will be secured by the researcher for three years from the publishing date 

of this study. After three years have passed the physical documents will be shredded to protect 

the identity of the participants.  

Researcher Bias 

At the time of this study the researcher was a music therapist working with adults on an 

inpatient mental health unit. Therefore, the researcher favored the utilization of music therapy to 

de-escalate patients in this population. The researcher was against the use of physical restraints 

for personal and theoretical reasons. The researcher viewed the use of restraints as inhumane and 
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unethical. These biases were acknowledged by the researcher and steps were taken to improve 

the validity of this study. The first step was triangulating different data sources which the 

researcher accomplished by carefully reading through each transcript and listening to the 

recorded interviews. The recordings provided information about pieces of the transcript that were 

emphasized by the participants through vocal inflections. For example, if the participants 

changed their tone of voice during specific words or phrases. These inflections provided a 

different perspective than just the transcript alone. 

The researcher also used “a rich, thick description to convey the findings,” (Creswell & 

Creswell, p. 200). A detailed explanation of each de-escalation scenario along with exact quotes 

from the participants were included in the findings. The researcher aimed to describe each de-

escalation scenario exactly like it was presented by the participants during the interviews. The 

researcher did not cloud the scenarios with personal opinions and interpretations. The 

information was presented in a way that allowed the readers to understand how each participant 

experienced the use of music therapy during de-escalation. 
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Results 

Description of the Results 

Three interviews with three participants who described their experiences of using music 

therapy as a de-escalation technique with adults on inpatient mental health units were transcribed 

and analyzed. These interviews provided insights into the unique experience of each participant.  

Below you will find a complete description of each participant’s de-escalation scenario, which 

includes the symptoms of the patient, how music was used as a de-escalation technique, and the 

patient’s response to the technique(s).  

Participant #1 

Participant #1 worked on an inpatient mental health unit with adults at a large hospital. 

Participant #1 described a scenario worked he worked with an African American gentleman who 

was psychotic. The patient believed that he himself was a Nazi and was shouting “heil Hitler” in 

the milieu. In describing his initial response to the patient participant #1 stated “I'm very aware 

of my size and my gender. When I de-escalate a lot of the de-escalations are with people who are 

smaller than me and I'm 5’ 11” 195 pounds so not a small dude, but I'm not 6’ 4” 300 pounds, 

and so I knew he could do some damage to me.” Participant #1 implied that he was apprehensive 

about de-escalating the patient and hesitated to intervene. Participant #1 reflected on the patient’s 

scenario and imagined what it would be like to have a child who was being treated in a 

psychiatric facility. During the interview participant #1 stated: 

I want to treat everybody like they’re somebody's child, who had their hopes and dreams 

 on that child and especially working inpatient mental health. If it's not the case and they 

 didn't come from a healthy family, that's even more of a reason for you to step up to that. 
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 Participant #1 grabbed his guitar from his office and started to de-escalate the patient. 

After he heard the patient mention something about Jesus, participant #1 started to play This 

Little Light of Mine because it was an African American Spiritual with a “built-in call and 

response.” Participant #1 used the patient’s walking pace to determine the tempo of the music. 

Participant #1 sang the lyrics “hide it under a bushel,” and left space for the patient to sing the 

next part of the song. The patient responded with “no!” which is a continuation of the lyrics. The 

lyrics to This Little Light of Mine can be found in appendix C. The patient was responsive and 

continued to complete the lyrics throughout the rest of the song.  

Shortly after the patient mentioned that he was into “soul music, like the early music of 

Motown and Stax.” Participant #1 started to play Just my imagination by The Temptations. 

Participant #1 sang the song while the patient and another staff member pretended to be the 

participant’s “backup dancers.” The patient continued to respond in a positive way and appeared 

to be completely immersed in the music. The patient was singing along with the participant and 

another staff member. Participant #1 also stated that the patient was dancing and appeared to be 

engaged. No further details were provided by the participant with regard to the end of the de-

escalation scenario. 

Participant #2 

Participant #2 worked at a forensic state hospital with patients who committed crimes. 

She explained that there were two primary groups of patients, those who were acquitted for their 

crimes because they were not guilty by reason of insanity and those who were deemed 

incompetent to stand trial. Treatment for these patients was provided and funded by the state and 

the average length of stay for a patient was six years. Participant #2 worked with a woman who 

was having suicidal thoughts and being aggressive towards staff and herself. The patient kept 
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getting transferred over to the intensive care unit because she attempted to commit suicide 

several different times. Participant #2 already had a session planned but she followed the 

protocol for behavioral emergencies at her facility. The protocol prioritized these kinds of 

emergencies over any planned groups or sessions. 

Safety protocol was to check in with the agitated patients to see what they needed in that 

moment. If the patient was willing to meet with a staff member, then he or she would. However, 

if musical instruments or other de-escalation techniques seemed unsafe then the staff member 

would not meet with the patient. Participant #2 had a “pretty good rapport” with the patient and 

decided to offer therapeutic services even though the patient “might have been using materials in 

an unsafe way.” Participant #2 approached the patient and stated “I'm noticing that you're having 

a really hard time right now and a really hard day. Uhm, would you be open to meeting with me? 

Even if we don't make music, you know uhm, we can kind of just be together.” 

The patient accepted services and agreed to meet with the participant. Participant #2 

facilitated instrumental improvisation to engage the patient through active music-making. 

Improvisation occurs when the client or patient spontaneously creates music that is not pre-

composed (Polen et al., 2017; Guerrero et al., 2017). Therefore, the music is created in the 

moment by playing instruments and/or singing. The therapist assists the client in this process by 

improvising with the client or structuring the experience in other ways (Polen et al., 2017). 

Participant #2 improvised with the patient and encouraged the patient to take the lead.  

The patient played a tank drum while participant #2 played a buffalo drum. An image of 

a tank drum and buffalo drum are included in appendix D and E. A tank drum is made from two 

steel bowls that are welded together (Kosmosky, 2022). On the top part of the drum there are 

petals of different sizes that are assigned different musical pitches (Kosmosky, 2022). Each petal 
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produces a different pitch like the keys on a piano (Kosmosky, 2022). The buffalo drum is 

inspired by the Indigenous cultures of the Americas and is typically played with a soft-headed 

mallet (Llewellyn, n.d.). This drum produces a low, deep sound and was described by the 

participant as a “rhythm like bass drum.” 

Participant #2 used instrumental improvisation because the patient was somewhat 

activated, and this could be reflected in the music. The patient was encouraged to lead the 

improvisation so that she could express how she was feeling in that moment. Participant #2 then 

used “slow, steady beats,” to help bring the patient to a less-activated state. Participant #2 

referred to this process as the iso principle, which will be discussed in more detail later. 

Participant #2 also used the patient’s current affect and behaviors to drive the elements of the 

music. In addition, she facilitated verbal check-ins to gauge how the patient was responding to 

the music. She alternated between the instrumental improvisation and speaking with the client. 

The patient responded well to this method of de-escalation and implied that it was helpful “for 

her to get out of that initial space in that initial crisis to make music.” 

Participant #3 

Participant #3 worked at a psychiatric facility located within a hospital. He worked with 

adults and adolescents with behavioral disorders. He worked primarily with medical patients and 

spent between 1-2 days a week with psychiatric patients. Participant #3 stated that the patient he 

worked with was “incredibly manic and threatening.” The patient was a man in his forties with a 

diagnostic history of schizophrenia and bipolar disorder. The patient recognized the participant 

and became distracted from threatening those around him. He alternated between being excited 

to see participant #3 and disrupting the milieu. The patient claimed that the participant used to go 

on tour with a musical artist and that the participant was “the best musician.” Participant #3 
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gently corrected him and noticed that the patient started to beatbox. Beatboxing is a musical 

artform that “uses the vocal tract to mimic percussion and other sound effects,” (University of 

Southern California Speech Production and Articulation Group, n.d.). Appendix F contains a link 

to a video clip that demonstrates what beatboxing looks and sounds like. 

Beatboxing was one of the things the patient “loved to do.” Participant #3 started to 

beatbox with the patient because it “distracted him from harming others.” Participant #3 was 

impressed with the patient’s musicality because he followed a musical form through the 

execution of beatboxing “breaks.” The patient alternated between beatboxing and playing the air 

guitar while participant #3 provided a bass-like accompaniment pattern through beatboxing. The 

participant and the patient interacted with one another through the music and had a “back and 

forth thing going.” Participant #3 strategically started to walk away from the other patients in the 

milieu in hopes that the patient would follow him. The patient followed the participant because 

he wanted to continue making music.  

Participant #3 noticed that the patient started to use “space in the music.” For example, 

the patient would create a steady beatboxing rhythm for 15 musical measures and then stop for a 

1 measure break. Participant #3 used this structure and shortened it to seven musical measures 

and a 1 measure break. He then extended the break from one to three measures in order to create 

more space. Participant #3 did this until there was only “one active hit on one count of each 

measure.” In other words, participant #3 shortened the amount of time that the patient was 

beatboxing to bring him from an escalated state to a more stable one. The beatboxing was a 

musical manifestation of the patient’s mania while the silence or lack of beatboxing symbolized 

a stable state of being. From the patient’s point of view participant #3 was creating music with 

him in a way that seemed enjoyable and engaging. Meanwhile the participant had a specific 
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strategy in mind. He used the patient’s affinity for beatboxing as a way to utilize music as a de-

escalation technique. 

The patient was receptive to this method of de-escalation and his attention was redirected 

from disrupting the milieu. Participant #3 brought the music-making session to an end and 

shortly after the patient shouted, “let’s do another one!” The participant utilized the same 

technique that was described above and when the second session was over the patient wanted to 

hug the participant and shake his hand. The participant redirected the patient and offered to give 

him an air five, which was the equivalent of a high-five but without hand-to-hand contact. The 

patient stated, “that’s even better!” and “wandered away” shortly after.   
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Discussion/Conclusion 

The research question for this study, is how does music therapy influence the process of 

de-escalation for adults receiving care on inpatient mental health units? This section will be used 

to discuss the themes from each of the transcripts. The researcher identified and extracted a total 

of two themes from each transcript for a total of six themes. These themes address how music 

therapy influences the process of de-escalation for adults receiving care on inpatient mental 

health units. The implications of the research will be included after the themes for each 

participant. 

Participant #1 

Musical being  

Participant #1 explained that he used the patient’s actions and movements to determine how to 

play the guitar: 

I'm taking the person as a human being and everything they're doing is music. My tempo 

 is based on what they're doing, how they're moving. That's my cue. With this fella, This 

 little light of mine, his agitation, his pace and his walking, that's my tempo. I'm engaging 

 with him through that. Everything he's doing is a musical action. How I'm reacting to that 

  action and incorporating that into the music is what I'm thinking. 

This method is based off the indigenous theory of Nordoff-Robbins which is an approach 

to music therapy based on the idea that everyone has a sensitivity to music that can be utilized 

for personal growth and development (New York University, 2022). One of the main 

characteristics of this approach is that clients take an active role in creating music together with 

their therapist (New York University, 2022). Participant #1 acknowledged how sensitive and 

responsive the patient was to music. He used everything that the patient was doing to drive the 
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de-escalation process, which was both collaborative and effective. The agitated patient 

transformed into a musical being with innate musical behaviors. 

Safe spot  

Participant #1 claimed that the patient associated him with a sense of safety:  

Anybody and also all mammals, before they go in to engage in, fight, flight, freeze all 

 mammals this is throughout every single mammalian species they look to their mother to 

 save them. And if their mother's not there, they look to somebody else or something else 

 who's going to help them in that moment. And since neurons that fire together, wire 

 together. I think I'm paired with that. I'm that safe spot. 

Participant #1 used the expression, “neurons that fire together wire together.” This phrase 

was coined by Canadian neuropsychologist, Donald Hebb in 1949 (SuperCamp, 2022). This 

phrase indicates that every experience, thought, feeling, and physical sensation triggers 

thousands of neurons, which create a neural network (SuperCamp, 2022). This network helps us 

learn, store, and recall information in an effective way (SuperCamp, 2022). An example of this 

occurs when you are getting to know someone. The neural network helps you to recall the 

person’s name through many subtle triggers (SuperCamp, 2022). Another example is when a 

student has a negative classroom experience on a regular basis (SuperCamp, 2022). Maybe the 

student is disinterested in the material, or a teacher consistently embarrasses them in front of 

their peers. The student starts to associate academics as something negative (SuperCamp, 2022). 

The fight-or-flight response is the physiological reaction that happens when someone 

encounters something that is mentally or physically alarming (Cherry, 2022). This response is 

caused by the release of hormones that brace your body to either stay and deal with a threat or to 
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run away to safety (Cherry, 2022). Dealing with a threat represents the fight response while 

running away to safety represents the flight response. 

Participant #1 utilized the music to create a sense of safety. When the patient made a 

comment related to Jesus participant #1 played a Christian spiritual. He did this because there 

was a very high probability that the patient would be familiar with the song. This familiarity 

provided a level of comfort and safety that helped to de-escalate the patient. The patient stopped 

yelling “hail Hitler” and redirected his attention and energy towards the music. He became 

engaged in something apart from the psychosis, which demonstrated the effectiveness of music 

therapy during a psychiatric crisis. 

What does this Mean for Music Therapy and De-escalation?  

The experiences shared by participant #1 provide evidence that music therapy can be 

used during a psychiatric crisis. Music was a successful mediator in the de-escalation process. 

Music was used to engage, distract, and support the patient. As the therapist, participant #1 knew 

how to modify the music and used the patient’s behaviors to drive both the tempo and dynamics. 

Being with the patient during this highly emotional moment created a level of safety and trust. 

This is secondary to the idea that music therapy can be used as a de-escalation technique but 

being associated with a safe spot can keep staff and patients out of harm's way.  

Participant #2 

Iso Principle  

The iso principle has been described by Wigram, Pederson, and Bonde (2002) as a 

process where “music must be selected that matches the mood of the client in the beginning, and 

then gradually induces the intended mood,” (p. 110; Heiderscheit & Madson, 2015). This 

principle was developed by Dr. Ira M. Altshuler during his work with psychiatric patients in the 
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1940s to help manage mood disorders (Altshuler, 1944; Altshuler; 1948; Heiderscheit & 

Madson, 2015). Altshuler used systematically programmed classical music to help clients cope 

with unpleasant emotions (Heiderscheit & Madson, 2015). He used musical elements such as 

rhythm, melody, and harmony to match the patient’s emotional state (Davis, 2003; Heiderscheit 

& Madson, 2015). Then, he would introduce and emphasize contrasting musical elements to shift 

the patient’s internal experience (Heiderscheit & Madson, 2015). 

Participant #2 explained how she used the iso principle to de-escalate the patient: 

We did an instrumental improvisation and I kind of started with the iso principle because 

 she was a little bit activated when we met. I kind of brought it down in the music   

 by lowering the tempo and just seeing where she was.  

Participant #2 began the de-escalation process by matching the client’s energy or 

“meeting the client where they were at in the music.” She accomplished this by “starting off with 

a little bit more volume in the music” and then bringing the patient “back down to baseline or 

homeostasis and kind of that calm, centering feeling.” In other words, participant #2 

acknowledged the patient’s current emotional state rather than challenging or rejecting it. She 

validated the patient’s agitated state and created a space where the patient was able to process her 

emotions both musically and verbally: 

So, I would go to the music and then we would kind of talk about it and then I’d go to the 

 music, then we would kind of talk about it. I would ask her what's been the most helpful 

 for her in music therapy and what kind of coping methods have been helpful. Whether 

 that was learning how to play a new instrument, getting to sing songs, or getting to write 

 songs. That was something that we did a lot. 
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Rapport  

Rapport is defined as “a relationship characterized by agreement, mutual understanding, 

or empathy that makes communication possible or easy,” (Merriam-Webster, 2022). Rapport is 

also trust that develops between a therapist and his or her client during positive and meaningful 

interactions. When asked to share how rapport affects the de-escalation process participant #2 

stated:  

I think it is one of the most important things, because when I think of rapport, I think of 

 trust and how you are able to feel safe. And able to regulate in an environment where you 

 feel safe and when you trust the person that you are around. 

Participant #2 stressed the importance of rapport. She explained that she was unlikely to 

use music therapy for de-escalation without established rapport. Working in acute settings makes 

it difficult to develop rapport because you may only get to work with a patient “one time and 

that’s it.” Oftentimes patients with acute psychiatric symptoms require stabilization, which can 

take about 15 days (Malone et al., 2004). During such a short amount of time a therapist has less 

opportunities to develop rapport with the patient. Having rapport also reduces the possibility of 

dangerous outcomes because the patient is likely to feel safe around the therapist. 

What does this Mean for Music Therapy and De-escalation?  

The de-escalation technique provided by participant #2 was improvisational as she 

collaborated with the patient to create music extemporaneously. Participant #2 provided the 

equipment and an opportunity for the patient to express herself through music. This method 

invited a sense of validation for the patient and an empathetic interaction between the participant 

and the patient. Participant #2 also used her rapport with the patient to create a safe and trusting 

environment. Participant #2 discussed her use of the iso principle and how she altered the 
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elements of the music to de-escalate the patient. These factors demonstrated how music therapy, 

specifically the iso principle, can play a powerful role in the de-escalation process.  

Participant #3 

Meeting the Client Where They Are At  

Participant #3 entered the psychiatric crisis with the knowledge that the patient was 

manic and agitated. He didn’t approach the patient by telling him to calm down or explain why 

he was upset. Instead, he encouraged the patient’s inclination to make music in a collaborative 

way. The patient recognized the participant as a musician and his behavior started to change 

from that of agitation to excitement. The patient started to beatbox, which was something that 

came naturally to him. Participant #3 noticed how involved the patient was in beatboxing and 

decided to join him. Participant #3 threw all caution to the wind and started to beatbox along 

with the patient. He made a clinical decision to utilize music therapy as a de-escalation technique 

because it was what the patient needed in that moment: 

...really meet the patient where they're at no matter what. I think that we are able to take 

 this on the cuff when a patient is mad or sad, but what about the time when they're 

 erratic? And energetic and what it means to meet them there. Because me saying calm 

 down wasn't going to work. And me coming in with a very different type of musicality 

 also wasn't going to work, but coming in high energy with him before simmering it down, 

  going from boiling to simmering was going to help us out a little bit. 

Participant #3 stressed the importance of empowering and empathizing with the patient. 

By beatboxing along with the patient, he created a space that was accepting and encouraging. 

Participant #3 recognized the patient’s identity as a beatboxer and tapped into the patient’s 

musical strengths. He mirrored the patient’s energy and brought it down to a manageable level. 
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This is a clear example of how music therapy can function as a de-escalation technique. 

Participant #3 elaborated on why music therapy was effective for this patient: 

But because he is someone who had some innate music happening and that manifested 

 out loud, I think music was the way to go. I'm not sure the same result could have  been 

 achieved with a traditional de-escalation technique.  

Examples of traditional techniques include verbal de-escalation and crisis management 

skills. The patient’s innate musicality will be discussed as the second theme from the interview 

with participant #3. 

Innate musicality  

Participant #3 stated that the patient started to beatbox independently. In other words, he 

used the patient’s energy and musicality to begin the de-escalation process. The patient’s 

symptoms of mania and agitation were acknowledged by the participant because he matched the 

patient’s energetic and erratic behavior. Participant #3 explained why he decided to follow the 

patient’s lead: 

People may not be able to form coherent conversations. But they can clap on one, they 

 can tap on one, they can follow a beat, they can follow repetition.  

Making music by beatboxing was part of the patient’s manic symptoms. Seeing the 

participant triggered something in the patient’s mind to begin beatboxing. Bohnert (1999) stated 

that a creative experience which is deeply meaningful to a patient may encourage the individual 

to utilize his or her own resources for improved reality testing and interpersonal communication 

(Nolan, 1994). The patient used his own experience with beatboxing as a highly meaningful and 

creative way to interact with the participant. The participant valued and honored the patient’s 

innate musical abilities and preferences, which is what Bohnert (1999) discussed in his article 
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Meaningful Musical Experience and the Treatment of an Individual in Psychosis: A case study. 

 According to Bohnert (1999) music can be organizing for an individual with psychosis. 

The patient in Bohnert’s (1999) article derived meaning from singing songs that were significant 

to him. Bohnert facilitated opportunities for the patient to be engaged in the music-making 

process, which is what participant #3 did for the patient in his example. Beatboxing and creating 

music with the participant allowed the patient to “transcend his overwhelming pathology” 

(Bohnert, 1999, p. 72). The participant encouraged the patient and used his enthusiasm for 

beatboxing to help manage the patient’s symptoms of mania. The participant exemplified how 

music therapy can be crucial to the process of de-escalating a patient in crisis. 

What Does this Mean for Music Therapy and De-escalation?  

Making music can be an effective and meaningful experience for someone who is 

experiencing psychosis. A music therapist can use this to their advantage by creating a musical 

experience for and/or with an agitated patient. Music has a way of drawing people in, and it 

proved to be the most effective method of de-escalation in this example. This indicates that 

music has a powerful way of connecting people to the present moment, in a way that is engaging 

and therapeutic. 

Participant Approval 

The researcher asked each participant to read through the description of the de-escalation 

scenario and the analysis of each interview transcript. This was done to ensure that the 

participants approved and agreed with the researcher’s interpretation of the de-escalation 

scenario and analysis. Creswell and Creswell (2018) referred to this as member checking. 

Member checking is a validity procedure that is used to strengthen the accuracy of qualitative 

research (Creswell & Creswell, 2018). The researcher emailed a copy of the analysis to each 
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participant along with a message asking them to share feedback or any details he or she felt were 

missing from the analysis. Each participant approved the accuracy of the results and themes. 

Two of the participants provided feedback while the other participant approved the analysis 

without any recommendations. 

Limitations 

As with all research there were several limitations. The first one being a small sample 

size. Interpretative phenomenological analysis is an in-depth study of the meaning that is drawn 

by the participants about a phenomenon. The researcher must preserve the meaning assigned by 

the participants while developing a new perspective. This can be a complex process and is the 

main reason why the sample size was limited to three participants. This research creates an 

opportunity for more research about music therapy and de-escalation. There is a gap in the 

research and no other studies on this topic exist. There is a clinical need to reduce the use of 

restraints in psychiatric settings and to replace this practice with a recovery-oriented model that 

is trauma-informed. 

Recommendations for Future Research 

Building upon this research is recommended by the researcher. This could take a variety 

of different forms. Music therapists that are currently using music to de-escalate patients should 

come forward and share their experiences with their colleagues, supervisors, researchers, etc. 

This will allow for important conversations and practices that could change the way we provide 

mental health services. More research on this topic would provide further evidence that music 

therapy is an effective de-escalation practice. This will allow people to see and recognize the 

value of music therapy during a behavioral crisis. 
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Another suggestion is the study of alternative and less conventional de-escalation 

techniques besides music therapy. In other words, what other therapeutic interventions can be 

used to help mitigate a mental health crisis? A starting point would be to look at other therapies 

that are used in mental health settings such as occupational and recreation therapy. What 

interventions within these and other types of therapy can be applied to help de-escalate adults in 

psychiatric settings? This study can be used as a guide and model for other researchers that wish 

to interview other kinds of therapists that have used interventions from their specialty to de-

escalate a patient. 

Conclusion 

De-escalation during crisis is an evidential part of providing mental health services. 

Restraint and seclusion practices have raised ethical concerns and called into question the 

therapeutic value of these methods. Music therapy as a method of de-escalation was not 

considered prior to this study. The de-escalation scenarios provided by the participants serve as 

evidence that music can play a therapeutic and significant role during the de-escalation process. 

Hopefully this will encourage other researchers to further examine this topic. Music is an 

untapped resource, and its therapeutic value should not be undermined by healthcare 

professionals. 
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Appendix A 

1. As a music therapist, what is your theoretical orientation? 

2. Provide a brief description of your experience as a music therapist working in mental 

health settings. 

3. Describe a time when you used music therapy during a mental health crisis that required 

de-escalation. Please discuss what instrument was used, which music or music elements, 

and the length of time this process took. 

4. Are there any specific theories that you used during this process? 

5. What was the diagnosis and/or the symptoms of the patient from this experience? 

6. How did this patient respond to the use of music therapy as a de-escalation technique? 

7. How do your coworkers (nurses, mental health assistants, and security personnel) 

respond to your use of music therapy as a de-escalation technique? Do they embrace it, 

reject it, and/or question it? Do they see the benefit of it? 

8. Have you ever experienced an instance where you used music therapy during a mental 

health crisis, and it wasn’t effective? Please discuss what instrument was used, which 

music or music elements, and the length of time this process took.  

9. What role does rapport with the patient play in the process of using music therapy as a 

de-escalation technique? 

10. Were there any additional de-escalation techniques that were used besides music therapy? 
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Appendix B 

 

Figure B1 
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Figure B2 
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Figure B3 

  



53 
 

   

 

Appendix C 

This Little Light of Mine (African American Spiritual from Matthew 5) 

This little light of mine, 

I’m gonna let it shine. 

This little light of mine, 

I’m gonna let it shine. 

This little light of mine, 

I’m gonna let it shine. 

Let it shine, let it shine, let it shine. 

Ev’rywhere I go, 

I’m gonna let it shine. 

Ev’rywhere I go, 

I’m gonna let it shine. 

Ev’rywhere I go, 

I’m gonna let it shine. 

Let it shine, let it shine, let it shine. 

Jesus gave it to me; 

I’m gonna let it shine. 

Jesus gave it to me; 

I’m gonna let it shine. 

Jesus gave it to me; 

I’m gonna let it shine. 

Let it shine, let it shine, let it shine. 

(Oregon Catholic Press, 2022). 
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Appendix D 

 

 

Tank Drum (Tank drum, 2022) 
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Appendix E 

 

Buffalo Drum (Remo Inc., 2022) 
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Appendix F 

Sound and video clip of beatboxing 

Creators/Directors: 

Reed Blaylock, Nimisha Patil, Timothy Greer, Shrikanth Narayanan 

Description: 

This video is complementary to this research study. It is a visual and auditory demonstration of 

how a person’s lips, tongue, and other speech organs work together to produce the art of 

beatboxing. The video was recorded using real-time MRI by the University of Southern 

California Speech Production and Articulation Knowledge Group. This group consisted of the 

creators listed above. 

Filename: 

Kick Drum 

Reed Blaylock, Nimisha Patil, Timothy Greer, Shrikanth Narayan 

https://sail.usc.edu/span/beatboxingproject/
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