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ABSTRACT 

 

 Analytical Music Therapy (AMT) is an advanced model of music therapy practice 

in the United States. Inter Music Therapy (IMT) is one of four required training stages to 

becoming an analytical music therapist. IMT is an experiential process where two AMT 

trainees take turns being therapist and client to one another, while under the direct 

supervision of the AMT trainer. Music is an integral component throughout IMT. All 

clinical material addressed and processed in IMT is lived experience, rather than role-

play. To date, there is limited research documenting the experience of IMT for the AMT 

trainee. This study describes the IMT experience for AMT trainees, reveals the most 

significant experiences of IMT, and identifies how IMT shapes the clinical skills of music 

therapists who experience it. Findings from this study may add value to the training of 

music therapists in general. 

 This study implemented the qualitative interpretivist research approach of 

Transcendental Phenomenology to explore the lived experience of IMT from the 

perspective of persons who have participated in it.  Six participants were interviewed, 

interviews were recorded and transcribed, and the data were analyzed in two phases. 

Phase one resulted in a synthesis for each participant. Syntheses are rich descriptions of 

each participant’s IMT experience. The final step in phase one resulted in a global 

distilled global essence describing what it is like to experience IMT. Phase two was a 

cross participant analysis resulting in six global themes, and some of these themes were 

further developed through sub-themes.  
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 The self-experience of IMT provided multiple learning opportunities for AMT 

trainees. IMT shaped AMT trainees’ clinical skills in the following ways: increased 

capacity for empathy, enhanced therapeutic presence, recognition of how personal 

material influenced the therapy session, further developed self-awareness, and expanded 

musical creativity. The supervisory process enhanced AMT trainees’ appreciation for 

supervision, and the value of trust in the therapy process. Log writing was instrumental to 

integrating learning. The following recommendations are suggested to strengthen music 

therapy training and supervision in general: opportunities for music making while in the 

role of self to increase self-awareness in training and supervision, with an emphasis on 

creativity; opportunities for live or recorded observation of clinical work in supervision 

(in academic settings and professional supervision); and training opportunities for music 

therapy supervisors along with improved clarity in the competency of music therapy 

supervisors.  
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CHAPTER 1 

INTRODUCTION 

 In the United States, Analytical Music Therapy (AMT) is an advanced model of 

music therapy practice. AMT incorporates primarily improvised music to help clients to 

access and explore unconscious material. The training process to become an analytical 

music therapist consists of four distinct stages: Personal AMT, Inter Music Therapy 

(IMT), individual supervision, and group supervision. While there are general 

descriptions of these stages in music therapy literature (Cohen, 2018; Priestley, 1994; 

Scheiby, 2001, 2019), there is limited research examining them from the trainee’s 

perspective. This study explores the Inter Music Therapy stage of AMT training.    

Background to the Study 

In general, undergraduate music therapy training in the United States provides 

music therapists with a rudimentary understanding of varied clinical populations and their 

clinical needs, basic assessment procedures, and the tools to design goal-directed music 

therapy interventions. After working clinically at an undergraduate level, music therapists 

may recognize deficits in their clinical skills or knowledge as it pertains to their clinical 

practice. This awareness may lead them to entering a graduate program in music therapy. 

Graduate music therapy training in the United States generally provides more advanced 

information about music therapy theory and its applications to clinical practice. After 

completing a master’s degree, some music therapists may still feel inadequate in their 

level of skill and understanding in what is happening with clients in the clinical setting. 

At this juncture, music therapists may seek training in an advanced model of practice. 
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Music therapy training qualifications vary worldwide (Ridder, Lerner, & Suvini, 

2015). In the United States, the field of music therapy recognizes four models of 

advanced music therapy practice (Cohen, 2018): Guided Imagery and Music, Nordoff-

Robbins Music Therapy, Vocal Psychotherapy, and Analytical Music Therapy. Each of 

these models incorporates lengthy, in-depth training processes that heavily focus on self-

experiences with music, and these will be explored in chapter two of this dissertation. 

These models have earned their designations as advanced models of practice based upon 

their theoretical foundations, dynamic clinical interventions, and lengthy in-depth 

training processes.  

My story is similar to many other music therapists who were trained in the United 

States, were interested in growing their clinical skills, and wanted a deeper understanding 

of the therapeutic process. During my master’s program I had taken an elective course 

about Analytic Music Therapy (AMT), and I was intrigued and wanted to learn more. 

The training process required that I undergo personal AMT sessions, and this introduced 

to me to the benefits of music in the therapeutic process. Despite my educational degrees, 

I had never experienced music to access and process personal challenges and I was 

unaware of how effective music could be in that process. I became impassioned about the 

possibilities of using music to recognize and process challenges for my clients and felt 

like I had found my home in music therapy. Prior to the AMT training, my musicality 

was rigid and lacking in creativity. The AMT training unleashed my inner musicality and 

cultivated a deeper capacity for creativity.  

For me, the most transformative layer of the AMT training was Inter Music 

Therapy (IMT). My experience during this stage sparked my interest in examining 
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others’ experiences. This layer was full of discomforts and challenges. Yet experiencing 

these trials had an immense influence upon my professional identity and capabilities as a 

therapist. There is limited research examining IMT.  In these introductory pages, I will 

provide a detailed description of AMT and IMT. It is important that the reader have some 

knowledge of the foundations of AMT and IMT as this will enhance their understanding 

of the depths of participants’ experiences. It was my experience in the AMT training that 

motivated this study, and therefore I will share my parts of my journey towards finding 

my identity as an analytical music therapist.  

Analytical Music Therapy 

 From my experience, AMT is the process wherein a trained analytical music 

therapist uses sound, symbol and deep listening (i.e., with one’s whole body) to guide a 

client towards wellness, in which wellness is defined by the client.  The music therapist 

uses primarily improvised music to support clients on their journey towards increased 

self-awareness. The techniques implemented throughout the AMT process are chosen 

based upon the immediate needs of the client. Though the client defines their own 

treatment path, the therapist’s responses towards the client help to guide this process. The 

AMT training process prepares the therapist to be patient, open, and sensitive to what the 

client’s needs might be, while maintaining the level of self-awareness necessary to be 

authentically present to the client.  

 Mary Priestley, the founder of Analytical Music Therapy (AMT), offered the 

following definition of AMT: 

Analytical music therapy is a way of exploring the unconscious with an analytical 

music therapist by means of sound expression. It is a way of getting to know 

oneself, possibly as a greater self than one had realised existed. It may be very 

painful to admit the existence of some parts of it and to realize that they were 



                                                                                                                                                           4 
 

 
 

once all that one hated or envied most cruelly in others. It may be very frightening 

to accept the challenge of other parts. Analytical music therapy is also a way of 

synthesizing the energies freed from repressive and defensive mechanisms and 

giving them a new direction through rehearsal of action in sound. (Priestley, 1985, 

p. 19) 

 

Priestley (1994) considered “vocal, instrumental, movement with the body- as-

instrument, and selective silence” (p.5) to be the four aspects of music used in therapy. 

Further, she noted that the incorporation of these aspects not only improves one’s self-

awareness but also one’s awareness of surrounding. Through AMT training, and 

continued supervision, trainees become more deeply acquainted with their self. The 

primary theoretical influences underpinning AMT were those of Freud, Klein, and Jung 

(Priestley, 1994). The term “analytical” in the name of this model is not only 

representative of the influences of these theorists, but also represents the idea that 

oftentimes client and therapist will “analyze” the music created in sessions (Scheiby, 

1998a). This section provides an overview of the ways in which Priestley was influenced 

by Freud, Klein, and Jung, and introduces the reader to some of the most relevant 

psychodynamic constructs in the model. 

Influences of Freud, Klein and Jung 

Priestley’s understanding of the psyche is largely informed by the writings of 

Sigmund Freud (1856/1939). Freud provided “a topographical model of conscious, pre-

conscious, and unconscious; and also a structural model consisting of super-ego, exerting 

a moral pressure on the rational; thinking ego; and an id, consisting of sexual and 

aggressive instincts hungry for gratification” (Priestley, 1994, p. 155).  Priestley adopted 

the notion that people are healthiest when the id, ego, and superego are balanced. 

Moreover, Priestley believed that people are largely motivated by unconscious sexual 
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drives and wrote about the role of music in relation to Freud’s theory of psychosexual 

development. Freud’s writings also heavily informed Priestley’s understanding of client 

transference and therapist countertransference. These concepts are complex and central to 

the AMT process, and they will be explored in the coming pages.  

Klein (in Priestley, 1994) believed that at a very young age, persons internalize 

objects, which they later split off onto others. Objects, in this sense are feelings 

associated with others (Bruscia, 1998b; Priestley, 1994). For example, a ‘good object’ 

might be the way in which one’s parent kept the child safe, and a ‘bad object’ might be 

the way in which a parent did not protect a child. As people grow, they split off (or 

project) parts of themselves onto others. In the previous example, the client may take the 

role of the ‘bad object’ (unprotecting parent) and split off the ‘good object’ (protecting 

parent) onto the therapist, or the client may take the role of the ‘good object’ (protecting 

parent), and split off the role of the ‘bad object’ (unprotecting parent). Regardless of the 

part that the client splits off, the awareness of what is occurring in the session provides an 

opportunity for exploration which will ideally lead to improved client functioning. The 

first AMT technique, the splitting technique, is “a direct musical adaptation of the 

Kleinian theory of splitting” (Priestley, 1994, p. 1). Guided by the therapist, this 

technique allows the client to fully explore both of these parts. For a thorough description 

of AMT techniques, see Priestley, 1994.  

From Jung, Priestley adopted the concept of the shadow. Priestley (1994) defined 

the shadow as one’s “personal unconscious, that region of the mind which contains lost 

memories, impulses, instincts, and ideas which are not acceptable to the ego-

consciousness and are therefore repressed” (p. 231). In a sense, the shadow could be 
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conceived as a part of oneself that is so ugly that one cannot consciously accepts its 

presence. However, Priestley (1994) acknowledged that one’s shadow not only contains 

unacceptable parts of oneself, but also “unrealized possibilities” (p. 232). Therefore, 

accessing one’s shadow is an important aspect of one’s therapeutic process because it 

will allow them to engage in a deep self-analysis and growth process. Priestley (1994) 

stated, “music can be a bridge between consciousness and both the personal and later the 

collective unconscious. Since music involves instant physical expression, the emotions 

realized can facilitate insights by making defensiveness more difficult” (p. 233).  

Transference and Countertransference. Because Priestley is considered the 

founder of AMT and this study focuses specifically on IMT as a training process that is 

central to becoming an analytical music therapist, this section addresses transference and 

countertransference as Priestley discussed it. In AMT, the therapist relates to the client 

“in an inner way through intuition and an outer way through the ears and eyes” (Priestley, 

1998, p. 12). She refers to this intuition as countertransference. In order for readers to 

understand the influence of transference and countertransference as useful tools in AMT, 

a description of these concepts is necessary. For more detailed descriptions of these 

constructs, see Priestley 1994, and Bruscia 1998a, 1998b, and 1998c.  

Transference and countertransference were originally introduced by Freud 

(Bruscia, 1998a, 1998b; Priestley, 1994). Clients often replay past relationships in 

therapy through transference (Bruscia, 1998a; Priestley 1994). Priestley commented, 

“Whatever chronological age your analytical music therapy patient is, you are always 

partly working the child she once was” (1994, p. 207). Essentially, clients transfer 

feelings from one time-period (the past) to another (the present) within the therapy 
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session (i.e., clients transfer feelings from past relationships onto the therapist) (Bruscia 

1998a). Generally, countertransference is the therapist’s response to the client’s 

transference. The therapist’s response to client’s transferences can help the client to 

repair emotional damage and dysfunctional patterns. That is, when the therapist responds 

to the client in an empathic and healthy way, the client can have a reparative experience 

and improve psychological functioning that may have been damaged by past 

relationships (Bruscia, 1998b; Priestley, 1994). More specifically, Priestley (1994) noted 

that by exploring the transferences with the client, the client gains the following insight: 

understanding how and why they responded in certain ways in the past, recognizing how 

they respond in the present in certain situations, and deciding how they want to respond 

in the future by exploring new ways of responding.  

 Influenced by Heinrich Racker, Priestley defined three types of 

countertransference that therapists experience in response to client’s transferences: 

Countertransference, c-countertransference and e-countertransference.  

Countertransference. In its classical form, Racker defined countertransference as 

“the therapist’s own transference distortions in his relationship to the client” (in Priestley, 

1994, p.80). I understand this to mean that the therapist responds to the client in a way 

that resembles the therapist’s past, as opposed to the client’s past. For example, the 

therapist may respond to an older client as if the older client were the therapist’s parent. 

Therapists may recognize the presence of this countertransference if, “he finds himself in 

the grip of feelings that he cannot understand and yet he feels controlled by them. He 

cannot get the case out of his mind, it intrudes into his free time and the twilight hours” 

(Priestley, 1994, p. 84). Priestley noted that therapists could learn valuable personal 
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insights by navigating these experiences and cautions therapists against ignoring these 

feelings (1994).  

C-countertransference. C-countertransference occurs when the therapist 

“identifies with one of the patient’s introjects” (Priestley, 1994, p. 85). An introject (or 

object) is a client’s “internal representation of an external object (another person or 

thing)” (Bruscia, 1998b, p.36). Therefore, c-countertransference occurs when the 

therapist internalizes the client’s externalized parts. C-countertransference occurs when 

the client treats the therapist as if the therapist were someone from their past (Priestley, 

1994). The therapist may recognize the presence of c-countertransference when s/he acts 

in an out of character manner. Priestley stated, “therapists may question, ‘why am I 

doing/saying this?’” (1994, p. 85). 

E-countertransference. E-countertransference can best be associated with 

empathy, in that the therapist deeply resonates with the client’s emotion. Empathy is 

commonly understood as the ability to deeply understand and feel the feelings of others. 

Priestley wrote, 

The therapist’s e-countertransference depends on his sensitivity and his freedom 

to experience the incoming emotions.  But his ability to formulate it consciously 

and use it to the benefit of his patient depends on his clarity of thinking. If he 

becomes flooded by his patient’s repressed emotion and unable to think and 

interpret in the face of it, he will be in aa very bad way indeed, extremely 

uncomfortable, and with the therapy in a totally static state. (1994, p. 90) 

 

This suggests that therapist must have a heighted self-awareness in order to be able to 

feel and consciously recognize what is occurring in the therapeutic dynamic in order to 

utilize e-countertransference effectively in AMT sessions.  

Acknowledging that a primary tool in the therapy process is the therapist’s self, 

Priestley placed heavy weight upon these constructs in the therapy session to inform the 
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therapeutic process. Hence, there is a heavy focus on self-experiences in AMT training. 

Priestley acknowledged that it may be difficult for therapists to discern which type of 

countertransference is present, and moreover that it may be confusing for therapists to try 

to discern one from the other because countertransference is typically only addressed 

with one global term, countertransference. However, she noted that therapists experience 

the different types of countertransference in different ways. It is important that therapists 

are aware of the differences, as this will inform the therapeutic process.  

Defense Mechanisms 

 Defense mechanisms are often, but not always unconscious, and serve to protect 

the client from potentially damaging feelings, or memories, that their ego may not yet be 

able to handle. Priestley (1994) stated that defense mechanisms are a, “normal and 

necessary part of psychic development” (p. 169) and that “anything can be used as a 

defence” (p. 179). When clients overuse, or depend on their defenses to get through life, 

they become “emotionally crippled” (p. 170) and may have difficulty functioning in 

society as they become overburdened with anxiety. Priestley stated, “the patient’s 

musical expression, in the containing therapeutic dyad, seems to diminish some of the 

anxiety about the emotion or memory which was defended against” (p. 170) resulting in a 

“freer energy flow” (p. 170) for the patient. Further, the musical exploration may allow at 

least a manageable part of the patient’s anxiety enter into consciousness. Priestley 

cautions therapists to respect the patient’s need for the defense in the first place and 

advises therapists to proceed sensitively; the patient would not have developed defense 

mechanisms if their ego did not need them to function.  By engaging in active music 

making, the patient can begin to express some of the unspoken, or unrealized anxiety that 
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has been attached to unbearable experiences, thereby letting go of some of the need for 

the defense. Priestley (1994) described 31 defense mechanisms for therapists to be 

knowledgeable about.  

 In summary, client (human) functioning is heavily dependent upon unconscious, 

or repressed, experiences that emerge in the present. Music making in the AMT process 

may help clients to access and release unconscious material. With support from the 

therapist, clients can then further explore this material and improve self-awareness, which 

will ideally lead to freer, more healthy functioning and overall health. Priestley noted that 

“vocal, instrumental, movement with the body-as-instrument, and selective silence” (p. 5) 

are the main aspects of music used in therapy. Moreover, she believed the incorporation 

of these musical aspects in therapy not only improves one’s self-awareness but also 

improves one’s awareness of their surroundings. The therapist, and the therapist’s 

unconscious, is an important ‘tool’ in the therapy process. Therefore, it is important that 

therapists have a heightened self-awareness so that they can navigate the psychodynamics 

(i.e., transference, countertransference, defenses) of the therapy session. The coming 

section details the AMT training process. Through AMT training, and continued 

supervision, trainees (and AMT therapists) become more deeply acquainted with their 

self.  

Analytical Music Therapy Training 

The lessons AMT trainees acquire are vast as trainees begin to comprehend the 

dynamics of AMT as a whole and embody the role of analytical music therapist. 

Throughout the four required stages of training, trainees begin to understand the role of 

AMT techniques; to recognize the importance of being self-aware, including the ways in 
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which transference and countertransference emerge, develop, inform, and potentially 

augment the therapeutic process; they begin to understand the role of themes in the 

context of therapy, and how to generate improvisation titles; they begin to appreciate 

boundaries – physical, musical, and time boundaries, as a primary role of the analytical 

music therapist is ‘time-keeper’ (personal experience, 2013). The main impetus for 

understanding, and then being able to integrate experiences into the therapy room with 

clients, stems from experiencing deep personal shifts as a result of AMT.  

The AMT training process described herein is the Priestley (1994) model as 

implemented by Benedikte Scheiby, through the institute for analytical music therapy. 

Music therapists who have completed a master’s degree undertake this training. Until 

2017, this was the only venue to receive this training in the United States. The AMT 

training process is in-depth and may take anywhere from three and one-half to seven 

years (or more) to complete. As shown in Table 1, there are four required sequential 

stages in training: (1) Individual AMT sessions with a trained analytical music therapist, 

(2) Inter Music Therapy (IMT), (3) individual supervision, and (4) group supervision 

(Scheiby, 2019). The AMT trainer is present throughout the entirety of the training 

process and is instrumental in facilitating trainee learning. Additionally, throughout the 

training process, trainees are encouraged to process personal and clinical material through 

numerous means (e.g., movement, art, music, verbalizations). 
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Table 1 

Description of Training Stages in Analytical Music Therapy 

Required Training stage Description 
 

1. Individual Analytical Music Therapy 
  
48 individual AMT sessions with a trained 

analytical music therapist – these sessions 

address personal challenges. 

 

2. Inter Music Therapy 15 two-hour inter music therapy sessions; 

trainees experience the role of client for 30-

minutes and then the role of therapist for 

30-minutes; each trainee receives a 30-

minute supervision session based upon 

their role as therapist.  

 

3. Individual Analytical Music Therapy   

Supervision 

48 individual AMT supervision sessions; at 

this point, trainees should be implementing 

AMT techniques into their clinical work; 

the trainer uses a combination of therapy 

skills and teaching skills to help trainees 

process challenges that are influencing 

their clinical work. 

 

4. Group Analytical Music Therapy 

Supervision 

26 group AMT supervision sessions (every 

other week for one year); 1 hr 30- min each 

in duration; 4-6 AMT trainees per group; 

trainees work together to identify, and 

process clinical material through AMT 

techniques. 

 

First stage of training: Individual Analytical Music Therapy. Priestley (1994) 

believed that it was important for AMT trainees to engage in their own AMT process in 

order to be able to fully appreciate the potential depths of the interventions.  

It is essential that someone aiming at practicing AMT should have this  

experience as a client with someone who is trained in AMT, because only this  

will help him towards an understanding of his own patient and the right  

sensitivity and care in the therapeutic use of this powerful art form.  

(Priestley, 1994, p. 297)  
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Trainees are required to receive a minimum of 48 individual therapy sessions by a 

trained AMT therapist, though it may be determined that further personal work is 

necessary (Scheiby, 2019). During this stage, AMT trainees have the opportunity to 

uncover and process their own personal unconscious and/or unresolved material using 

AMT techniques as they are implemented by the AMT trainer (who is acting as therapist 

in this initial phase). In addition to addressing personal material, experiencing individual 

AMT may help trainees to develop their capacity for empathy.  

 Engaging in individual AMT facilitated a deeper level of self-awareness for me. I 

am better able to recognize countertransference responses, where these responses stem 

from and possibly how to use them in sessions. Without this level of awareness, 

countertransference responses can result in the therapist having difficulty moving forward 

with a client. Even worse, unrecognized countertransference responses can adversely 

influence the client’s progress. With this heightened self-awareness, I can respond in the 

moment and maintain my therapeutic presence with clients. That said, when I do find 

myself wondering what to do next in a session, I know well enough to attend to all 

aspects of the session (i.e., how I feel, the presentations of the client, the music, etc.), and 

I trust myself to make clinical decisions.  

Second stage of training: Inter Music Therapy. During IMT, two AMT 

trainees alternate between the roles of therapist and client to one another, while under 

direct supervision of the AMT trainer (see Figure 1). Trainees present real life 

experiences rather than role-playing another person, which is typical of experiential 

exercises in classroom settings. Trainees must attend 15 IMT sessions; each ‘therapy’ 

session is approximately 30-minutes in duration, with the exception of the final two 
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sessions, which are 50-minutes in duration to allow trainees to get a sense of what being a 

therapist in a longer session feels like. During this stage, trainees begin to experience 

what it is to be in the role of analytical music therapist, while also having the opportunity 

to extend their individual experience as a client in AMT, through what might be 

considered experiential training. IMT is facilitated under the direct supervision of the 

AMT trainer. 

 

 

Figure 1. Inter Music Therapy: The circles represent the three physical bodies present in 

each session. The lines demonstrate how each is connected and interacts with the other. 

The squares represent all areas in which music is present.  

 

Third stage of training: Individual Supervision. This stage is comprised of at 

least 48, one-hour long sessions. Scheiby (2019) suggested that trainees in this stage are 

working clinically with at least two individual clients and two groups per week in order 

to have sufficient clinical material to work with in supervision sessions. During these 
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sessions, the trainer uses a combination of therapy skills and teaching skills, and music is 

central to this process; supervision is intended to address all issues that may impact the 

clinical setting. As such, the boundaries between therapy and supervision may seem 

blurred. Sometimes, it is the therapist’s personal issues that are influencing the 

therapeutic process with their clients. There may be instances that the trainee recognizes 

intrasubjective/intersubjective countertransference material that cannot be processed 

within the context of training, in such cases, the supervisor may refer the trainee to 

personal therapy to explore contributing relational past experiences (Scheiby, 2019). 

 The relationship between trainer and trainee in the individual supervision stage 

mirrors that of the individuation stage between parent and child (Scheiby, 2019). Trainees 

travel through four distinct stages during individual supervision: (1) Tuning in and 

getting to know one another, (2) working on improvement of skills and personal growth, 

(3) establishing an AMT identity and personal style: Beginning separation, and (4) 

consolidating AMT identity and style: Termination (Scheiby, 2019). Similar to the 

bonding and movement towards separation of child and parent (at which point children 

can think and care for themselves, become adults, and move out of the home), throughout 

individual supervision the trainee becomes more adept at identifying clinical and personal 

issues and then working through them, while taking more responsibility throughout the 

supervision sessions. Just as it is more valuable for clients to find their own resolutions in 

the therapy setting, it is most valuable for trainees to recognize their own areas of need in 

the supervision session. 

 Fourth stage of training: Group supervision. This is the final stage of AMT 

training. This stage provides AMT trainees with peer support, while also offering 
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opportunities to provide insight to their peers. Group sessions are comprised of four to six 

members, are 1 hour and 30 minutes in duration, and bi-monthly for one year (personal 

experience, 2017). There is no standard for how clinical issues are chosen; this is left up 

to members’ discretion. Each member will have a brief verbal check-in and as a group 

they will decide whose issue to process in their time together. There are multiple 

opportunities for learning in group supervision; they can learn from each other as well as 

each other’s experiences, they can learn from their clients (through presenting and 

processing case material), and they can learn from the AMT trainer.  

 Throughout group supervision, the AMT trainer has many roles including; acting 

as a warm, non-judgmental, and accepting model for trainees; ensuring that all members 

understand the clinical challenge being presented and that music is used to process said 

challenge; facilitating the group process, musical improvisations, participating in the 

analysis of musical improvisations, and integrating verbal and musical material; time-

management; and recognizing trainee resistance to the learning process (Scheiby, 2001). 

The supervision group is a support system for members and should be a container for 

clinical challenges. Members should feel safe to share clinical material. If there is a threat 

to safety, this will likely be evident in the group process and should be processed, 

musically and verbally.  

 Throughout the group supervision process, music continues to be central to 

presenting and processing clinical material. Group members may bring in audio/video 

recordings of clients, written or art work that has been created by clients, the trainee may 

present a musical portrait of a client (i.e., he may play music based upon how the client 

makes him feel or he may play music in the style of the client), or the trainee may 
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verbally present his client. Upon presentation of clinical material, group members may 

choose to explore it verbally and then musically, or they may choose to jump right into 

the music. No matter which way clinical material is presented and processed, the 

presence of peers allows for varied levels of reflection, knowledge, experience and 

modeling, while in the presence of an expert (i.e., the trainer). Learning to work in, and 

appreciate this type of supervision is an exercise in patience, which easily lends itself to 

the music therapeutic clinic.   

Thorough Examination of Inter Music Therapy 

 Inter Music Therapy is an innovative and intricate process. In order to fully 

appreciate its complexity, one should know how, and why, it was developed, as well as 

how each component is intended to benefit the trainee. This section describes the origins 

of IMT and provides a thorough description of all of its components.  

Origins of Inter (Music) Therapy. This process emerged from the 

experimentations of British music therapists, Mary Priestley, Marjorie Wardle and Peter 

Wright. This trio was interested in the potential impacts of improvisational music on their 

clients who had mental health challenges. Further, they believed that it would be 

irresponsible to begin experimenting with music interventions on their clients without 

first having trialed them amongst themselves. With that, they began experimenting with 

different musical interventions as a means to express and explore their inner beings. It is 

important to note that all three had previous, and current, experience in their own 

personal therapy. Priestley was undergoing Kleinian psychoanalysis, Wright was 

undergoing Jungian analysis, and Wardle was soon to begin Jungian psychotherapy 

(Priestley, 1994). This outside personal therapy not only added an extra layer of support 
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for each of them, but, as noted in the previous description of AMT, also informed the 

development of the AMT techniques.  

Over the course of 96 sessions, which Priestley called “Intertherapy,” one would 

be therapist to the other and the third person would observe and take notes (Priestley & 

Eschen, 2002). Throughout the years, different terms were used to discuss “Intertherapy,” 

though the terms are interchangeable (Scheiby, 2019). Benedikte Scheiby used the term 

Inter Music Therapy (IMT) and therefore this is the term used throughout this 

dissertation.  

Explanation and purpose of Inter Music Therapy. The purpose of IMT is to 

allow AMT trainees to safely experience being an analytical music therapist under the 

direct supervision of the trainer. As already stated, the IMT process requires that two 

AMT trainees take turns being therapist/client to one another while the trainer observes 

the sessions.  In this way, the IMT stage may also serve as an extension of one’s personal 

therapeutic experience. Additionally, because of the personal nature of the clinical 

material, the trainee is better able to appreciate transference and countertransference 

issues that arise, and better able to make therapeutic decisions in the moment (Scheiby, 

2019). 

Priestley (1994) wrote about the importance of trainees maintaining a split- 

awareness where each trainee, regardless of what role they are in, is aware of what their 

counterpart is doing (i.e., what techniques /interventions is the other trainee using and 

why).  The quick switch between client and therapist can be difficult. However, as 

Priestley (1994) stated, a working therapist is “vulnerable to life’s bruises outside therapy 

and has to walk into the workroom and put his own troubles behind him” (p. 305). As 
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such, enduring this type of switch in training is vital to becoming an effective therapist. 

Upon the completion of both sessions, each trainee will have an individual supervision 

session with the AMT trainer to process session material and the techniques that the 

therapist trainee incorporated while in the role of therapist. It is not the role of the 

supervisor to ‘fix’ the therapist’s style, but merely to guide and inform the process.  

 During the IMT phase, AMT trainees begin to use, and understand AMT 

techniques, from the perspective of the therapist as well as the client. They learn the 

value of instrument choice for the client, as well as the importance of chosen 

accompaniment style – which may mean not accompanying at all. Trainees learn to trust 

their musical intuition. Through practice, they gain comfort in the use of verbal 

interventions; non-leading questions, repeating essential words back to the client and 

withholding advice, as it is most effective for the clients to identify their own thoughts, 

feelings and solutions (Scheiby, 2019). Trainees learn to be aware of, and in-tune with, 

all aspects of communication with the client; body, musical and verbal. They begin 

developing titles for musical improvisations as a means of direct the path of client 

treatment. Perhaps most importantly, trainees learn the value in making mistakes: Not 

only do we learn though making mistakes, but in making, and owning, mistakes, the 

therapist acts as a model for the client (Scheiby, 2019).  

Priestley (1994) spoke of the “freer power of musical expression” (p. 306) gained 

by trainees. I found this freedom to be life changing. Becoming comfortable with music 

being what I needed it to be, rather than what I believed others expected it to be, created a 

completely new level of unbridled expression for me. Ultimately, Priestley (1994) 

commented, “Intertherapy is a discipline with many discomforts and inconveniences. It 
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can be extremely frustrating, but it can also be a valuable path of development for the 

trainee in AMT” (p. 307).  

There are four areas of competency for IMT trainees:  

a) Personal competency - the ability to be therapeutically relevant  

(being) 

b) technical competency - the ability to act therapeutically relevant  

(doing) 

c) artistic competency - the ability to create therapeutically relevant (creating), 

and 

d) theoretical competency - the ability to think therapeutically relevant 

(thinking). (Scheiby, 2019, p. 367) 

 

These competencies are addressed and assessed through multiple means: Individual 

supervision, assigned readings, written logs, and a final written self-assessment. Each 

component of every IMT training session is video recorded, resulting in three recordings 

per session (i.e., trainee as therapist, trainee as client, and the follow-up supervision 

session with the trainer). These recordings may be a resource to playback music and/or 

interactions during the IMT session, as well as during the supervision sessions. 

Additionally, these recordings serve as a source for trainees to return to to compose in-

depth logs of their experiences in the role of therapist. These logs are reviewed, and 

commented on, by the trainer and are an added layer of trainee learning. The logs contain 

the trainee’s subjective experience, objective experience, and an identification of the type 

of interventions that were used. Also noted in the logs are trainees’ self-perceived 

learning from that session and personal objectives for future learning. Upon completion 

of the IMT stage, trainees are required to write a paper describing their most pertinent 

experiences coupled with audio/video examples.  

 Supervision in Inter Music Therapy. Although AMT training incorporates a 

lengthy layer of supervision, IMT has its own tier of supervision. Each trainee receives 
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30-minutes of individual supervision based upon their role as therapist in the 30-minute 

therapy portion of the IMT session. During this supervision session, trainees are 

responsible for identifying their own areas of need. However, if there is something that 

seems relevant to the trainee’s learning process that they are missing, then the trainer may 

address it.  Scheiby (2019) described five steps in this supervision session:  

1. Identification of clinical phenomena that the trainee had difficulty with 

(musical or verbal),  

2.   Identification of an issue for the trainee to work with,  

3.   Using music to process the issue,  

4.   Verbal integration, and  

5.   Recognition of any parallel process between the supervision session and the 

therapy session. 

These supervision sessions help the AMT trainee to merge theoretical knowledge to 

clinical skills. The trainee begins to be able to put names to the techniques being 

implemented and begins to appreciate the impacts of the techniques, from both the client 

and the therapist role. This integration of knowledge and skill from the perspective of 

both roles is important to becoming an AMT clinician.  

To summarize, the AMT training process incorporates, (a) personal therapy, (b) 

IMT (an extension of personal therapy while also learning to be a therapist under the 

direct supervision of the trainer), (c) individual supervision, and (d) group supervision. 

This process provides opportunities for trainees to experience AMT techniques for 

personal growth, while also providing opportunities for trainees to experience what it is 

like to be an analytical music therapist. With guidance from the AMT trainer, having 
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these experiences allows trainees to make connections between the theoretical knowledge 

that is gained through readings and the clinical skills that are practiced in supervised 

therapy sessions.  

Motivation for the Study 

Upon the completion of my master’s degree in music therapy, my clinical skills 

still felt underdeveloped. I was frustrated, overwhelmed and quickly becoming burnt out 

in my clinical setting. I had hoped that a master’s degree would deepen my clinical skills, 

however, I still felt under prepared. It seemed clear that my next step needed to be 

training in an advanced model of music therapy. During my graduate studies, I had 

learned about AMT and, while afraid that I might not be musically adept enough, I was 

intrigued at the prospect of using musical improvisation to facilitate growth.  Within the 

week I had made the necessary contacts and planned to begin my journey towards 

becoming an analytical music therapist; I met Benedikte Scheiby in June of 2011.  

 Introduction to Benedikte Scheiby. Benedikte Scheiby studied music therapy 

under Johannes Eschen, at Mentorenkurs Herdecke in Germany from 1978-1980.  During 

her time at Mentorenkurs Herdecke, Benedikte experienced InterTherapy under Colleen 

Purdon.  As a part of the training program, Benedikte undertook an internship with Mary 

Priestley at St. Bernhards Hospital in London, England. During that time, Benedikte 

underwent another InterTherpy experience with her good friend and colleague, Inge 

Pedersen, and Mary Priestley supervised this InterTherapy experience.  Upon completion 

of the Mentorenkurs Herdecke program, Benedikte earned the title of Diplomed Music 

Therapist (K. Aigen, personal communication, August 29, 2019; I. N. Pedersen, personal 

communication, August 27, 2019).   



                                                                                                                                                           23 
 

 
 

 In 1982, Benedikte and Inge Pedersen established a master’s degree program in 

music therapy at Aalborg University in Denmark, and that program integrated 

InterTherapy as a part of the training regime (Scheiby, 2001). Benedikte moved to New 

York City in 1990. She quickly became a member of New York University’s (NYU) 

music therapy program as an adjunct faculty member. While at NYU, she began offering 

weekend workshops for students in AMT. These workshops introduced students to 

theoretical and practical concepts of AMT. Students were intrigued and expressed interest 

in learning more about the model, and Benedikte initiated the first AMT training program 

in the United States of America; the Institute for Analytical Music Therapy (K. Aigen, 

personal communication, August 29, 2019). Benedikte noted that Inter Music Therapy 

was a central and essential component to the training (Scheiby, 2001).  

In addition to her teaching, therapy work and supervision, Benedikte accepted a 

clinical position at the Institute for Music and Neurologic Function at Beth Abraham 

Health Services, in 1996. At Beth Abraham, she had the opportunity to further develop 

her skills as she integrated aspects of AMT into long-term rehabilitation work at this 

facility, while also implementing a music therapy internship program. Benedikte’s 

institute was the sole AMT training program in the United States until 2017 when a 

program was established at Molloy College. Benedikte worked closely with Molloy 

College to develop this program as well (K. Aigen, personal communication, August 29, 

2019).  

 My journey. The next six years of my life included bi-weekly, three-hour (one-

way) commutes to Benedikte’s New York City office on 20th street, to engage in the 

AMT training program. This training stimulated a new sense of self, and a fresh 
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understanding and appreciation for the music therapeutic process. I have provided an 

overview of AMT, and an in-depth explanation of the AMT training process as a whole.  

For me the most difficult, transformative and enlightening aspect of the training was the 

Inter Music Therapy (IMT) stage. IMT offered an intricate blend of self-experience 

through being the client, being the therapist, and receiving supervision. By experiencing 

both of these roles, and then engaging in individual supervision with Benedikte, I was 

able to more deeply understand how my presence, as therapist, influenced my co-

trainee’s process as client. More importantly, I was better able to understand how my co-

trainee’s presence as client, influenced my presence as therapist. As such, I was better 

able to identify my countertransference responses and how they could be useful, or 

harmful, in the therapeutic process. Further explanation of my experience and motivation 

for this study is explored in the Epoche, which is located in Chapter 3.  

Need for the Study 

 While there are a number of published texts describing AMT with varied clientele 

(Eschen, 2002; Priestley, 1985; Priestley, 1994) none gives any in-depth explanation of 

IMT.  To my knowledge, besides a dissertation by Charlotte Lindvang (2010), there is no 

literature exploring first-hand accounts of IMT from the trainee’s perspective. This study 

was not intended to posit reasons why there is limited research, or to evaluate the 

therapeutic material experienced by IMT trainees. The purpose of this study was to take 

the role of the investigator and examine IMT through the lens of persons who have 

experienced it. Accordingly, this study incorporated the interpretivist research method of 

Transcendental Phenomenological Inquiry as a means to generate a conscious 

understanding of what it is like to experience the innovative training process known as 
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Inter Music Therapy from the trainee’s perspective. Additionally, this research revealed 

influences of IMT on music therapists’ clinical skills. Finally, given the significance of 

lived experience throughout IMT, recommendations are made for music therapy training 

and supervision programs in the United States that may enhance music therapists’ 

understanding of the music therapeutic process. This enhanced knowledge will ultimately 

benefit music therapy clientele.   
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CHAPTER 2 

LITERATURE REVIEW 

Inter Music Therapy (IMT) is a unique process that simultaneously incorporates 

three specific components: personal therapy, being a therapist, and individual 

supervision, with music and the trainee at the center of the process. IMT is an 

experiential learning method in which the therapist-in-training constructs his own 

understanding of the therapeutic music experience by engaging in it, and then processing 

it, with the AMT trainer in individual supervision.  

As IMT is a self-experiential process, this review examines literature addressing 

self-experiences in therapy and supervision for post-graduate mental health professionals 

outside the field of music therapy, in which therapy and supervision are not academic 

requirements, as well as, opportunities for self-experiences with music for music 

therapists. Given the importance of supervision in the IMT process, a brief overview of 

the requirements to provide supervision in, and outside of music therapy is presented. 

Many written works within the field of music therapy address ‘experiential learning’ or 

‘self-experiences,’ but this literature does not clearly delineate between authentic self-

experiences and role-play experiences, therefore, this review also addresses the 

ambiguities between the two. Finally, because AMT is considered an advanced model of 

music therapy practice in the United States, an overview of the training process for Vocal 

Psychotherapy, Guided Imagery and Music, and Nordoff-Robbins Music Therapy is 

provided to offer a frame of reference for the importance of self-experience with music in 

AMT’s training requirements.   
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Personal Therapy for Non-Music Therapy Mental Health Professionals 

The importance of mental health professionals (i.e., psychologists, 

psychoanalysts, social workers, art therapists, marriage and family therapists, licensed 

professional counselors) receiving therapy is well documented. The recommendations 

that mental health professionals receive personal therapy throughout their careers as a 

form of personal growth, and education, stems from the suggestions of Freud (1856/1939; 

Malikiosi-Loizos, 2013; Wigg, Cushway, & Neal, 2011). Consequently, there is a vast 

literature pertaining to personal therapy for mental health professionals.  Despite 

documented benefits to mental health professionals receiving personal therapy, there is 

disagreement within the mental health field as to whether or not mental health 

professionals should be required to undergo therapy while they are in training programs 

(Malikiosi-Loizos, 2013). Nonetheless, the body of literature addressing therapy for 

mental health professionals includes literature pertaining to therapy as a requirement of 

training programs, as well as, therapy for professionals where they sought it out to 

address personal issues. For purposes of clarity, an effort has been made to only include 

literature addressing personal therapy as sought by mental health professionals for 

personal support. A later section will address therapy for music therapists specifically.  

Most commonly, mental health professionals who seek out therapeutic services 

for individual support come from psychodynamic, psychoanalytic, interpersonal and 

humanistic frameworks (Bike, Norcross, & Schatz, 2009). It is generally known that 

training in these therapeutic approaches tends to require therapist trainees to undergo 

personal analysis as a part of the training regime; this experience may been a factor in 

these professionals decisions to seek out personal therapeutic support. That is, therapists 
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working from these frameworks had experienced personal benefit from receiving therapy 

in training and this subsequently informed their decision to seek future individual 

therapy. 

The reasons that mental health professionals attend personal therapy are varied, 

including for stress management, for self-reflection, for personal growth, to prevent 

burnout (Daw & Joseph, 2007), to manage marital difficulties, and to address depression 

and anxiety symptoms (Bike, Norcross, & Schatz, 2009). Mental health professionals 

who engaged in their own therapy have reported that it served as a form of experiential 

learning (Daw & Joseph, 2007; Marcan, Stiles, & Smith, 1999), that is, by being in the 

role of client, mental health professionals recognized potential for impacts on their 

clinical work (Bellows, 2007; Daw & Joseph, 2007; Macran et al., 1999). Increased 

understanding of being in the role of the client allowed mental health professionals to 

appreciate the importance of therapist authenticity, patience, boundaries, and the impact 

of different therapeutic techniques and verbal interventions (Bellows, 2007; Daw & 

Joseph, 2007; Macran et al., 1999).  

Personal therapy can be beneficial in helping mental health professionals to 

recognize countertransference material that may emerge in their clinical work with 

clients. 

Countertransference occurs whenever a therapist interacts with a client in ways 

that resemble relationship patterns in either the therapist’s life or the client’s life. 

Implicit is a replication in the present of relationship patterns in the past, a 

generalization of these patterns from one person to another and from real-life 

situation to the therapy situation, and the casting of the client and/or therapist 

within the past relationship, and a re-experience of the same or similar feelings, 

conflicts, impulses, drives, and fantasies through identification. (Bruscia, 1998b, 

p. 52) 
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Simply, this means that therapists may potentially act out personal past relationships in 

response to the client’s material (transference or projections). By addressing their own 

subjective needs in personal therapy, mental health professionals were able to recognize 

and work through private issues (e.g., past trauma), allowing them to acknowledge the 

thoughts and feelings that belonged to them, and those that belonged to their clients, 

during therapy sessions (Daw & Joseph, 2007; Macran et al., 1999). According to 

Macran et al. (1999), psychotherapists who underwent personal therapy realized that 

personal therapy helped them to maintain an emotional balance with their clients (i.e., 

allowed them a heighted emotional awareness so that they could use their own emotions 

as guidance in the therapy session rather than an interference).  

The experience of personal therapy for mental health professionals can foster an 

appreciation for a positive therapeutic relationship. The therapeutic relationship (i.e., the 

relationship between the therapist and the client) is an important component for growth, 

or lack thereof. It is important to note that, “therapy … involves risk, in the sense that no 

one can predict the outcome” (Malikiosi-Loizos, 2013, p. 43). As such, engaging in 

therapy requires one to be vulnerable. Being a mental health professional who has 

engaged in personal therapy will likely enhance their empathy for the client, and this will 

enhance the therapeutic rapport. Some mental health professionals claimed that in their 

role as client (during personal therapy sessions), the positive rapport with their therapist 

promoted healthy psychological change, and that working through challenges that 

emerged in the therapy space enhanced their therapeutic relationship (Bellows, 2007). 

Others noted that the therapeutic process had a positive impact on their therapeutic 

presence with their own clients, in that they had a greater appreciation for being authentic 
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rather than being rigid and allowing textbooks to guide their way of ‘being’ as therapist 

(Macran et al., 1999).  

Some therapist’s actions are not conducive to healthy therapeutic rapport, thereby 

inhibiting positive client outcomes; such as inviting the client to call them in times of 

need, touching and providing compassion (or not doing so) in times of perceived need, 

missing appointments and starting sessions late. Therapists who endured these types of 

experiences during personal therapy used these experiences as opportunities to 

understand what not to do with their own clients and to develop their own boundaries 

with clients (Daw & Joseph, 2007; Macran et al., 1999). Healthy boundaries (i.e., touch, 

time, and consistency) are important to the therapeutic process as they help clients to trust 

the process. 

Personal Practice for Non-Music Therapy Mental Health Professionals 

 Personal practice refers to “psychological interventions and techniques that 

therapists engage in individually or as a group that focus on their personal development” 

(Bennett-Levy & Finlay-Jones, 2018, p. 185).  Examples of personal practice techniques 

include loving-kindness and compassion programs; mindfulness-based programs; 

meditation-based programs; and compassion and imagery assignments (Bennett-Levy & 

Finlay-Jones, 2018; Gale, Schröder, & Gilbert, 2017). These interventions are 

implemented autonomously and may be processed with a group or independently through 

journaling or self-reflection. Mental health professionals have experienced improved 

clinical skills and enhanced self-confidence because of using personal practice 

interventions. At the intersection of personal and professional life, these professionals 
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have found these interventions to be useful to preventing burnout (Bennett-Levy et al., 

2015).  

Professional Supervision for Non-Music Therapy Mental Health Professionals 

The minimum educational requirement to become a mental health professional 

(e.g., counselor, clinical psychologist, art therapist, marriage and family therapist) is a 

master’s degree from an accredited university. Further, in order to become certified or 

licensed, trainees must to pass an exam and provide documentation of having received 

supervision for a period of time from a qualified professional (American Counseling 

Association, 2015; American Association for Marriage and Family Counseling, 2004; 

National Board for Certified Counselors, 2015). This means that in order to provide 

professional supervision, supervisors have earned at least a Master’s degree in their field, 

and have received a period of supervision. Nonetheless, training to become a supervisor 

remains uncertain (Falender & Shafranske, 2014), resulting in unclear qualification 

standards.  

Professional supervision is a multifaceted process where a trained supervisor 

works in a systematic way to address client related issues with a supervisee (Bernard & 

Goodyear, 2004). Moreover, professional supervision provides opportunities for self-

experiences. Through engaging in professional supervision, supervisees gain advanced 

knowledge, as well as, support; ultimately this safeguards clients by ensuring that 

supervisees have the necessary tools to effectively treat the client (Bernard & Goodyear, 

2004). The needs of the client and the challenges that arise for supervisees in the context 

of their clinical work form the basis for professional supervision (Bernard & Goodyear, 

2004; Frohne-Hagemann, 2001; Vallance, 2005).  



                                                                                                                                                           32 
 

 
 

Ideally, professional supervision positively influences client outcomes. 

Counselors who participated in professional supervision gained a stronger understanding 

of the importance of relationship building and increased self-awareness (Vallance, 2015). 

Professional supervision also offers opportunities for mental health professionals to 

uncover countertransference and other subconscious or unconscious material that may be 

influencing the clinical process with clients (Smith & Bird, 2014; Tosone, 1998).  Some 

professional supervisors implement creative techniques such as fairy tales and metaphors 

to help supervisees examine therapeutic dynamics (Smith & Bird, 2014). These insights 

enhanced counselors’ therapeutic presence by allowing them to feel clearer and more 

focused in sessions with clients.  These findings are similar to the benefits that therapists 

reported their personal therapy had on their clinical work. Further, professional 

supervision may lead to greater therapist self-efficacy and self-perceived therapeutic 

competence (Tan & Chou, 2018; Cashwell & Dolley, 2001). These findings support the 

strong benefit to therapists as a result of engaging in professional supervision. 

Working alliance is understood as the relationship between supervisor and 

supervisee (Bernard & Goodyear, 2004). Similar to the therapeutic alliance, the working 

alliance in the supervisory relationship is paramount to supervisee growth, and trust is 

generally the foundation for this alliance (i.e., the supervisees must trust their supervisor) 

(Efstation, Patton & Kardash, 1990; Vallance, 2005; Worthen & McNeill, 1996). Some 

supervisees reported that challenging their supervisor’s stance on clinical issues created 

more of an egalitarian relationship and enhanced the supervisor/supervisee relationship 

(Vallance, 2005). Supervisees also reported that without a positive working alliance, they 
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did not feel safe enough to trust their supervisor and therefore, opportunities for growth 

may have been missed. 

In summary, personal therapy and professional supervision are beneficial to 

mental health professionals’ personal and professional growth. By engaging in these 

processes, mental health professionals experienced increased awareness of subjective 

material that had potential to emerge in therapy sessions with their clients. Mental health 

professionals experienced heightened capacity for client empathy, and they were able to 

use their personal experiences to inform their professional presence with clients, and this 

ultimately led to improved client outcomes.  

Self-Experiences with Music for Music Therapists 

In the United States, music therapists have opportunities for self-experiences with 

music through their music therapy education, music therapy supervision, personal music 

therapy and by receiving training in an advanced model of music therapy practice (e.g., 

Nordoff-Robbins Music Therapy, Guided Imagery and Music). Music therapy training 

incorporates multiple opportunities for self-experiences (Bruscia, 2014; Murphy, 2007). 

These opportunities include reflective journal writing (Barry & O’Callaghan, 2008; 

Summer, 2019); role-playing (mock sessions), music making (structured and 

unstructured, as well as, referential and non-referential improvisations), experiencing 

music therapy interventions as they are implemented by professors (Bruscia, 2013; Hiller, 

2019; Murphy, 2007; Summer, 2019); songwriting (Viega & Baker, 2019); self-

evaluations (Gregory, 2009); self and peer evaluations, and music and imagery (Summer, 

2019). These experiences are usually implemented in general music therapy courses, as 

well as in supervision course that are designed to support students during their clinical 
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placements (Hiller, 2019; Summer, 2019). There may be discussion following each of 

these intervention opportunities, however, due to ethical concerns involving the 

boundaries of education and therapy there is minimal opportunity for processing personal 

material that may emerge as a result of the experience. Experiential learning while in the 

role of self is of primary importance to this study. Additionally, self-experiences with 

music while in the role of self allow the therapist in training to gain a heightened self-

awareness, specifically in regard to his or her way of being in the music (Camilleri, 

2001).  

Viega and Baker (2019) described an authentic experience-based songwriting 

assignment. The songwriting assignments were intended to promote creative exploration 

of students’ practicum placement experiences. The authors noted that songwriting 

allowed students to connect to peers, helped them to feel understood by others, and 

provided opportunities for them to be honest about their experiences. Students were not 

required to provide feedback to peers’ songs; only to listen. This type of presentation 

offered students a sense of freedom without the fear of judgment from peers. Songwriting 

helped students to “integrate and balance their personal self with their growing 

professional identity” (Viega & Baker, 2019, p. 290). 

Young and Aigen (2010) implemented live improvisational music into their 

supervision sessions as part of the apprenticeship-training program at Temple University.  

Young was serving as supervisor to music therapy students and Aigen was serving as 

supervisor to Young during her doctoral studies. Authors described their personal 

experiences of transference/countertransference responses for four of 22 (11 of which 

included music) supervision sessions. They shared how these experiences guided their 
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musical presence and interaction in sessions. They realized that as Young’s students 

projected transferences onto her in class, Young would project similar transferences onto 

Aigen in their supervision sessions. Young and Aigen (2010) commented, “identifying 

and addressing these transferences through a supervisory process that uses both musical 

and verbal processing helps all participants to better understand the benefit from the 

teaching apprenticeship model” (p. 133). As Young was able to recognize how and why 

she was responding to students in certain ways, she was better able to manage her 

responses and adapt as necessary. I propose that identifying parallel processes in such a 

way benefits all parties potentially involved and not only those within this teaching 

apprenticeship model.  

Throughout this review, the majority of educational literature emanates from the 

United States. In Europe, Aalborg University in Denmark has a self-experience based 

music therapy program that was developed by Inge Pedersen and Benedikte Scheiby in 

1982 (Lindvang, 2010; Pedersen, 2002; Scheiby & Pedersen, 1999). This program began 

in 1982 and was developed by Inge Pedersen and Benedikte Scheiby (Pedersen, 2002). 

Based upon their training with Mary Priestley, Scheiby and Pedersen felt it necessary to 

implement a self-experience component into their training program. According to 

Pedersen (2002), “whatever method you use in music therapy, a basic tool is your own 

presence and mental preparedness as a therapist” (p. 170). Therefore, it is important that 

training incorporate opportunities for students to develop themselves in a way that will 

prepare them to be present to others in therapy. Aalborg’s program began as a four-year 

program and changed to a five-year program to allow students a more natural period of 

growth (Pedersen, 2002). As of 1995, this program incorporated the following elements 
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over the course of five years: (a) one year of group music therapy focusing on individual 

and group relationships, (b) one year of individual music therapy, (c) one year with 

experiential methodology training in which students practice being therapist to one 

another in dyads under direct supervision, (d) six months of training while being a group 

member of a psychodynamic group, and (e) six months of Inter Therapy (Lindvang, 

2010; Pedersen, 2002; Scheiby & Pedersen, 1999). During these self-experiences, 

students are engaged in three parallel learning tracks: theory, music, and therapy 

(Lindvang, 2010). The therapist-teachers who facilitate the experiential learning courses 

at Aalborg do not engage in grading practices (Lindvang, 2010).  

Lindvang (2010) conducted her doctoral research on students’ experiences in 

Aalborg’s self-experience-based program. She studied the experiences of students who 

were at the end of their training, having only one semester or their master’s thesis left to 

complete. Some of the main findings from Lindvang’s (2010) study are as follows: 

students felt confident in their clinical abilities; they experienced increased self-

awareness; they gained insight into what it means to be a client; Inter Therapy was the 

most impactful part of the training in terms of guiding clinical practice, and they 

experienced the therapist’s presence in training as a safe facilitator for the student to 

develop trust in their own abilities and the relational music therapeutic process. It seems 

clear that self-experiences in training were influential to developing student preparedness 

for clinical practice.  

Ambiguity between self-experience and experiential in music therapy 

literature. Music therapists’ experiential learning has been of interest since the late 

1980s (Murphy, 2007; Tims, 1989), and a focus of worldwide discussion throughout the 
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field at international symposia and conferences since the late 1990s (Murphy & Wheeler, 

2005; Wheeler & Grocke, 2001). The Experiential Learning in Music Therapy 

Commission on Education, Training, and Accreditation Symposium held at the 2002 

World Federation of Music Therapy, resulted in two significant conclusions: (1) 

experiential learning is “the only way that students could truly understand the music 

therapy process,” and (2) that it is “the best way to achieve the personal and cognitive 

growth needed to be an effective music therapist” (Murphy & Wheeler, 2005, p. 143).  

Murphy (2007) described experiential learning as, “engaging students in 

experiences related to educational content” (p. 31). This suggests that students are 

engaging in musical experiences intended to connect the intentional use of music to 

educational content, and not to connect the intentional use of music to personal material. 

Experiential exercises have the capacity to strengthen and deepen students’ learning of 

theoretical concepts through embodied learning; if a student has experienced a music 

therapy intervention or method, then when they learn about it through lecture in the 

classroom setting, they can refer to their ‘experiential’ experience (context) and this will 

deepen their understanding (Bruscia, 2014; Murphy, 2007;Tims, 1989). Experiential 

training may also positively influence students’ self-esteem and ability to empathize 

(Winter, 2013). 

With that being said, throughout the music therapy literature, the terms 

experiential and self-experience tend to be used interchangeably and many authors do not 

differentiate between authentic (i.e., genuine, personal, lived) material and role-play 

interventions (i.e., student is acting like another person, rather than remaining in the role 

of self). Moreover, students can engage in experiential learning interventions while in the 
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role of self. Because literature does not clearly distinguish the type of experiences 

students are having, it is difficult to accurately report potential benefits or lack thereof of 

experiential learning.  The act of ‘experiencing’ something first-hand leaves an indelible 

imprint upon one’s being which facilitates a natural sense of knowing; however, one 

could argue that there is a deeper learning capacity when one experiences something of a 

personal nature rather than through imaginative role-play. Also of important note, there 

are varied levels and types of self-experiences throughout the literature (Brooks, 2019; 

Bruscia, 2019; Hiller, 2019; Summer; 2019).  

When working with authentic material in the classroom setting, it is important to 

be aware of the potential hazards and take precautions to avoid said hazards. In fact, 

Murphy (2014) cautioned educators of the potential ethical issues involved in experiential 

practices. Such as dual relationships, invasion of student privacy, potential student over 

sharing, and students possibly feeling pressured to participate which may cause them 

undue harm. Murphy (2014) also provided recommendations to ensure safe practice, such 

as preparing students, providing and attaining informed consent from students, requiring 

confidentiality, ensuring that professors are qualified and are not working beyond their 

scope of practice, and managing boundaries.  

Music therapists’ experiences in music therapy.  There is limited literature 

exploring music therapists’ experiences in personal music therapy as it sought for 

personal growth. Hesser (2001) noted, “too many music therapists have never explored 

themselves in ways that they ask their client to do. To understand music therapy fully, we 

must also find ways to personally explore music as a transformative experience in our 

own lives” (p. 54). The primary body of literature pertaining to music therapists’ 
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subjective experiences in music therapy exists within literature pertaining to training in 

advanced models of music therapy (Abrams, 2014). Abrams (2014) wrote about his 

experience in personal music therapy as the first stage of AMT training. He emphasized 

that the therapeutic alliance formed in analytical music therapy with his therapist was the 

primary impetus for his individual and professional development. Some music therapy 

educators have strongly advocated that music therapy students experience music therapy 

first-hand prior to becoming music therapists so that they can understand the role of 

client, and appreciate the impact of music therapy interventions (Gardstrom & Jackson, 

2011; Hesser, 2014; Jackson & Gardstrom, 2012; Tims, 1989).  

 Some educators in the United States believe in the importance of student 

experiences in personal music therapy. Jackson and Gardstrom (2012) conducted a 

qualitative study with undergraduate music therapy students. Their study revealed that 

music therapy students experienced an increased sense of self and heightened awareness 

of how they connected to others, through participating in a group music therapy (Jackson 

& Gardstrom, 2012). Group music therapy provided undergraduate students with the 

opportunity to experience music therapy techniques and understand what it is like to be a 

client in music therapy, and this may have deepened their appreciation for the music 

therapeutic process and ideally, enhanced their capacity for client empathy. Hesser 

(2014) reported that group music therapy provided graduate music therapy students with 

the opportunity to connect with peers, process emotions, and discover their musical 

selves (Hesser, 2014).  These experiences allowed students to experience what it feels 

like to express and process personal material in music. Music therapy for music therapy 

students seems beneficial to their overall growth.  
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Professional music therapy supervision. In the past, it was not uncommon for 

music therapists to receive supervision from professionals outside the field of music 

therapy (Forinash, 2001). While this had the capacity to support and nurture music 

therapists’ growth in many areas, it did not provide music therapists with opportunities to 

develop awareness of the potential impact of music interventions. Over the past 20 years, 

as evidenced in the book Music Therapy Supervision, 2nd edition, edited by Michele 

Forinash (2019), music therapists have been honing music therapy supervision processes 

and placing a heavy focus on the use of music in supervision.  

The advantage of using music [in supervision] is that the supervisee can 

experience the client-therapist relationship nonverbally through music in addition 

to reflecting on the relationship verbally, which can provide new insights that 

stem from unconscious information about the client and the client-therapist 

relationship. (Eyre, 2019, p. 22) 

 

Currently, there are many models of professional music therapy supervision (Amir, 2019; 

Forinash, 2019; Kim, 2019; Lee & Khare, 2019; Scheiby, 2019; Stephens-Langdon, 

2019). Additionally, due to the increase in music therapists seeking supervision and the 

lack of qualified professionals, engaging in phone and internet-based supervision is 

becoming a common practice (McDonald, Routhier, & Whitehead-Pleaux, 2019). In the 

United States music therapists with an undergraduate degree who have “extensive 

professional experience, and/or further education and/or training (e.g., receiving clinical 

supervision, a graduate degree, and/or advanced training)” (American Music Therapy 

Association, 2015) are qualified to provide clinical supervision.  

Similar to professional supervision outside of music therapy, music therapy 

supervision places the client, and the client’s music, central to the supervision process, 

and can be conducted individually or in a group setting (Amir, 2001; Sutton & De 
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Backer, 2014). In addition to the varied models of music therapy supervision, music 

therapy supervisors address supervision from a variety of theoretical frameworks and aim 

to allow the supervisee’s needs to determine the supervisory approach (Amir, 2001; 

Brooks, 2002; Frohne-Hagemann, 2001; Lee & Khare, 2019; Kim, 2019; Sutton & De 

Backer, 2014).  

Music therapy group supervision can be beneficial in supporting the formation of 

professional identity as music therapists move from the role of student to professional 

(Amir, 2001; Baratta, Bertolami, Hubbard, MacDonald, & Spragg, 2001; Sutton & De 

Backer, 2014). Baratta et al., (2001) described the process of how their peer supervision 

group moved from a “learning space” to a “transitioning space” and ultimately into a 

“containing space” (Baratta et al., 2001, p. 181). Throughout the process, group members 

were able to identify personal value as expressive arts therapists, navigate ethical 

dilemmas without relying on an academic supervisor, develop respect for boundaries, and 

emerge as leaders, as they equally shared the responsibility for the group’s process 

(Baratta et al., 2001). Group members each bring with them different experiences, 

knowledge and perspectives. Therefore, participating in the group supervision process 

offers a rich space for music therapists to learn, share and practice music therapy 

techniques with one another (Baratta, et al., 2001; Hesser, 2001; Stephens-Langdon, 

2001).  

Music therapists have noted numerous benefits to incorporating live music and 

other creative interventions into the group supervision process (Amir, 2001, 2019; 

Baratta et al., 2001; Hesser, 2001; Stephens-Langdon, 2001, 2019). Music interventions 

may facilitate enhanced insight into clinical issues, may help music therapists to develop 
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their awareness of the power of music to heal (Hesser, 2001; Stephens-Langdon, 2001), 

and can help music therapists to connect emotionally to clinical challenges (Amir, 2001; 

Baratta et al., 2001; Hesser, 2001; Stephens-Langdon, 2001).  

Very importantly, music can be used to help music therapists to access 

subconscious and unconscious material that may be impeding the clinical process (Amir, 

2001, 2019; Baratta et al., 2001; Hesser, 2001; Kim, 2019; Stephens-Langdon, 2001, 

2019). The use of music in supervision can be beneficial to breaking though any 

blockages that the therapist might be experiencing in relation to the clinical work (Amir, 

2001), as well as enhancing understanding of psychodynamic concepts (Kim, 2019); 

helping the therapist to learn how to transition from words to music in the therapy space, 

and helping them to put words to the thoughts and feelings experienced during musical 

interventions (Kim, 2019; Stephens-Langdon, 2001, 2019); analyzing and exploring co-

created music in the music therapy session (Lee & Khare, 2019); and facilitating cultural 

awareness and cultural connections (Kim, 2019).  

Perhaps most significantly, the use of music in supervision allows music therapist 

supervisees to experience what their clients might be experiencing and may deepen their 

understanding of the clinical process. Due to the nature of material that may emerge in 

the musical process, in cases of peer supervision it has been suggested that group 

members be advanced enough in their clinical practice and knowledge of 

psychodynamics to be able to support other members’ clinical practice (Austin & 

Dvorkin, 2001). A thorough description of psychodynamic concepts is outside the scope 

of this review. However, it should be noted that there are varied types and descriptions of 

countertransference (e.g., concordant countertransference, subjective 
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countertransference) (Arthur, 2016; Bruscia, 1998a, 1998b; Priestley, 1994), and music 

therapists’ understanding of countertransference and transference phenomena is unclear 

(Arthur, 2016).  

Even though there seems to be an increase in teaching and supervision practices 

that include music (Forinash, 2019), the use of music in supervision is not yet common 

practice. One such example of this is a peer supervision group described by Yates, et al. 

(2019). This group was created to support new music therapists who were transitioning 

from a graduate program to the professional world. Music is incorporated into the group 

in the following ways: they share music therapy interventions that were successful with 

their clients, to improve instrumental proficiency, and in social settings to encourage 

personal connection to music (Yates, et al., 2019). The authors do not mention using 

music to recognize or process clinical material. Feiner (2019) points out that new music 

therapists at least need to be able to improvise. Incorporating improvisation into this peer 

supervision group could be the start of incorporating music to recognize and process 

clinical material. Though this is only one description of a peer supervision group that 

does not incorporate music for processing, it seems that this type of supervision process 

is not uncommon.  

 There is limited literature addressing the importance of, and process for, preparing 

music therapists to become music therapy supervisors. Pedersen (2015) described a part 

time two-year training course designed to enhance psychiatrists’, psychologists’ and 

music therapists’ professional supervision practices. The course provided information as 

to how to implement verbal techniques and artistic media options (e.g., art, music, 

psychodrama, movement) into supervision practices. Pedersen (2015) commented that 
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the focus of the training was to give participants “a personal and experiential 

understanding of using artistic media as symbolic tools in order to get access to 

unconscious experiences and to create new angles and perspective on problems of 

supervision processes” (p. 83). 

To summarize, similar to personal therapy and professional supervision for non-

music therapy mental health professionals, personal therapy and professional supervision 

for music therapists is beneficial to personal and professional development. The music 

therapeutic process may improve therapists’ self-awareness, which will help them to be 

more present with their clients. Moreover, engaging in personal therapy and supervision 

improves therapists’ capacity for empathy and deepens their understanding of, and 

appreciation for, the interventions that they use with their own clients. A positive 

therapeutic/working alliance creates the foundation for potential growth in therapy and 

supervision. Despite the increase in literature supporting the use of music in education 

and supervision, the use of music to recognize and process clinical material is not yet 

incorporated routinely in these settings.  

Transference and Countertransference 

 Broadly, everything that the client brings to a therapy session is transference, and 

everything that the therapist brings is countertransference (Bruscia, 1998a, 1998b). In my 

opinion, transference and countertransference are present in all relationships. Music 

therapy provides a unique opportunity for different presentations of countertransference. 

Scheiby (1998a) took Priestley’s descriptions of countertransference a step further and 

offered a definition of musical countertransference.  

Musical countertransference consists of the sound patterns that reflect or evoke 

feelings, thoughts, images, attitudes, opinions, and physical reactions originating 
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in and generated by the music therapist, as unconscious or preconscious reactions 

to the client and his or her transference. The medium through which these 

countertransferences are conveyed is the music played in the sessions. (p. 214) 

 

Similar to Priestley (1994), Scheiby (1998a) described musical countertransference in 

terms of classical countertransference, c-countertransference, and e-countertransference.  

The ways in which music therapists can identify the presence of musical 

countertransference are similar to the ways of identifying non-musical 

countertransference. For example, the music seems out of place or inappropriate, the 

therapist finds herself lost in the music or the therapist’s musical responses take the 

therapist by surprise, or the therapist’s musical expression feels forced (Scheiby, 1998a).  

Scheiby (1998a) stated,  

When the therapist becomes aware of being lost in the musical 

countertransferential ocean, the client is often also lost (in musical transference), 

and it is time to get the compass out and make a conscious decision about where 

to go from there. (p. 226) 

 

In order for therapists to have a sense of when they are lost, they must be aware of when 

they are not lost. They must be in touch with what feels ‘normal.’  

Transference is client’s way of replaying past experiences (Bruscia, 1998a; 

Priestley, 1994). Countertransference is the therapist’s way of understanding the client’s 

world. Bruscia (1998a) noted that these concepts are not facts and that there is no way to 

prove their existence. Moreover, their use is only as good as the therapist’s understanding 

of their presence and role in the therapeutic dynamic. Literature suggests that 

countertransference is a helpful tool to help therapists to guide a client towards health 

(Bruscia, 1998b; Pedersen, 2007; Priestley, 1975; Priestley, 1994). Within music therapy, 

there is a heavy focus on countertransference in the therapeutic process; how it manifests 

in therapy; how it can be useful, or harmful; whether it is negative or positive; how the 
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therapist knows it is present; and even methods for avoiding its presence (Bruscia, 1998b, 

1998c; Priestley, 1975, 1994; Turry 2001). Within the music therapy literature, various 

theorists have described transference and countertransference in different ways, yet to 

delineate these differences is outside the scope of this review. See the literature review of 

Arthur’s (2016) dissertation for a complete reference of the varied understandings and 

interpretations of countertransference in music therapy. 

 The literature describing countertransference in music therapy is vast (Bruscia, 

1998b, 1998c; Priestley, 1994; Scheiby, 1998a, 1998b; Turry, 1998), among others. 

However, few studies have examined music therapists’ firsthand experiences of 

countertransference. Pedersen (2007) studied four music therapists working in psychiatry 

in Europe. Specifically, she focused on how music therapists “perceive, react, interpret 

and theoretically understand countertransference experiences in music therapy” (p. 225). 

In the global distilled essence of the music therapists’ countertransference experiences, 

Pedersen reported that the four music therapists experienced countertransference as a 

“moment of surprise” (p. 305). “The countertransference experience causes a change in 

the therapeutic relationship and in the contact between the music therapist and the 

patient” (p. 305). Further, countertransferences can be experienced as positive or 

negative, and music therapists may be informed of a change in the therapeutic dynamic 

through body sensations. It seems that in order for the music therapists to be able to 

understand what was occurring in music therapy, they needed to be wholly in tune with 

their physical presence. Further, as countertransference is often heavily associated with 

the therapist’s personal experiences, the therapists would also need to be highly aware of 

their self.   
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Training in Advanced Models of Music Therapy Practice 

Training qualifications and certifications in music therapy vary widely worldwide 

(Ridder, Lerner, & Suvani, 2015; Wosch, 2015). Some countries have a mix of academic 

institutions and diploma programs, while other countries only offer academic programs. 

Some countries offer bachelor, master and doctorate programs in music therapy while 

others only offer masters programs of non-university affiliated training programs (Ridder, 

Lerner, & Suvani, 2015; Wosch, 2015). Similarly, the designations of advanced practice 

in music therapy vary worldwide. To delineate these differences is outside the scope of 

this review.  

In the United States, music therapists may seek training in one of four advanced 

models of music therapy practice and receive an added credential: Analytical Music 

Therapy, Vocal Psychotherapy, Nordoff-Robbins Music Therapy, or Guided Imagery and 

Music. Training in each of these models of practice includes the following components: 

self-experience with music to enhance self-awareness and practical understanding of the 

model’s techniques, assigned readings to enhance theoretical knowledge, assigned 

writing assignments to demonstrate competency, and supervision to support and guide the 

learning process. Music therapists may only engage in these trainings while working 

towards a master’s degree (e.g., working towards the Nordoff-Robbins designations 

while working towards a master’s in music therapy) or upon completion of a master’s 

degree in music therapy. This review introduces each model and provides a description of 

its training process. Each section provides recommendations for further reading. 

 Vocal Psychotherapy. As defined by Austin (2008), “Vocal psychotherapy is the 

use of breath, sounds, vocal improvisation, songs and dialogue within a client-therapist 
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relationship to promote intrapsychic and interpersonal growth and change” (13). The 

development of vocal psychotherapy is informed by the theories of Jung, Kalsched, 

Klein, Levin, and Winnicott, among others (Austin, 2008). Being developed in the 

1990’s, Vocal Psychotherapy (VP) is the youngest of the advanced models of practice in 

music therapy (Cohen, 2018).  

The training to become a vocal psychotherapist is a combination of didactic and 

self-experiential exercises and takes at least two years to complete (Cohen, 2018). 

Generally, training to become a vocal psychotherapist includes the following 

components: personal therapy; weekly training sessions for about 9 months; group 

observations; individual supervision; group supervision; and, experiential vocal warmups 

(Cohen, 2018). Additionally, trainees have assigned readings and writing projects to 

bridge theoretical and experiential knowledge. Upon completion of the training, trainees 

will receive a certificate and will be permitted to use the acronym “AVPT” (Austin Vocal 

Psychotherapist). For more detailed information about vocal psychotherapy, see Austin, 

2008.  

Nordoff-Robbins Music Therapy. Turry (1998) described the Nordoff-Robbins 

approach to music therapy as being “based on the belief that everyone has inherent, 

inborn musicality, regardless of pathology” (p. 161). Just as music is center to the client’s 

process, Nordoff-Robbins Music Therapy (NRMT) incorporates music at the center of 

the trainee’s process.  

Improvised music reflects conscious and unconscious feelings, both of which feed 

 the wellspring of creativity, and the music therapist’s process is deeply related to 

 the core creative process, the inner self, which comes with a host of unconscious 

 feelings, associations, and images that can never be completely specified or 

 quantified. (Turry, 1998, p. 209)  
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A heavy emphasis is placed on the trainee’s experience of improvisational music making. 

Turry (2019) stated, “Rather than developing theories or prescriptive strategies about 

music, the trainee learns principally by doing, by living in the experience of interactive 

musicing with his/her client” (p. 338). As such, trainees are required to spend time 

‘musicing’ (i.e., making music). Sorel (2014) commented, “Musicing is considered a 

primary process for developing a trainee’s self-growth, clinical awareness, resources, 

refining perception, and working through blocks and personal issues” (p. 640). Trained 

supervisors work with trainees to understand their individual musical choices in hopes of 

developing the trainee’s trust in the music, which will ultimately allow them to trust their 

musical choices in the therapy setting. Central to NRMT’s philosophy is that music is the 

language of communication in the therapy, and therefore, being confident in one’s 

musical ability is viewed as an important aspect of being a competent therapist as it 

allows the therapist to trust their musical intuition – thereby providing a meaningful 

musical experience for the client.  

 In the United States, there are three levels of NRMT training. According to Cohen 

(2018), “at the end of level one training, the music therapist receives the designation 

‘Nordoff-Robbins music therapist. Level two focuses on supervision and advanced 

clinical work; and level three prepares trainees to teach NRMT courses and/or to begin a 

training program” (p. 144). As noted above, a heavy emphasis in NRMT training is on 

the trainee’s experience of music making. Other requirements include supervised clinical 

practice at the training site; leading and co-leading group sessions; personal NRMT 

sessions, and personal therapy are recommended but not required; weekly supervision 
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sessions; and a final research study and presentation (Cohen, 2018). For more 

information about NRMT, see Cohen, 2018, and Turry, 2001. 

Bonny Method -Guided Imagery and Music. As stated by the Association for 

Music and Imagery (2016),  

The Bonny Method of Guided Imagery and Music is a music-centered, 

consciousness-expanding therapy developed by Helen Bonny. Therapists training 

in the Bonny Method choose classical music sequences that stimulate journeys of 

the imagination. Experiencing imagery in this way facilitates clients’ integration 

of mental, emotional, physical and spiritual aspects of well-being. 

 

There are several training programs associated with BM-GIM worldwide. This section 

provides a general overview of the training requirements to become a BM-GIM therapist 

and is not a complete reference. For more detailed information see https://www.ami-

bonnymethod.org, Abbott (2014), Paik-Maier (2014), and Summer (2014).  

BM-GIM is well established advanced model of music therapy practice and has a 

set of competencies in which trainees must achieve in order to attain the 

Fellow/Facilitator by the Association and Music and Imagery (FAMI) credential. The 

competencies are addressed over three levels of GIM training. Training can be 

undertaken in many ways: through a university, at a conference, through an independent 

training provider, among others (Association for Music and Imagery, 2016). GIM 

training incorporates didactic and experiential components. The core elements of BM-

GIM training programs include training in the “concepts, applications, skills, and ethics 

necessary to become facilitators of this method” (Core Elements of Training in the Bonny 

Method of Guided Imagery and Music). During training, trainees have opportunities to be 

traveler (client) as well as guide (therapist) during training workshops (Grocke, 2019). 

Self-experiences with music in BM-GIM training are intended to help trainees to foster 

https://www.ami-bonnymethod.org/
https://www.ami-bonnymethod.org/
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personal emotional connections to the music; to understand the therapeutic potentials of 

music; to develop their therapeutic stance; to recognize value in images; and to respond 

to therapeutic material as it emerges in the imagery (Abbot, 2014; Summer, 2014).  By 

experiencing the music in the role of traveler, trainees can feel “supported by the music” 

(Grocke, 2019, p. 331). 

The common thread: Authentic self-experiences. What seems to make IMT so 

impactful is the use of authentic self-experiences, versus the use of primarily or role-play 

experiences. Authentic self-experiences are those that are directly related to the 

therapist’s thoughts and feelings (i.e., the therapist’s lived experience), as opposed to 

imaginative role-play experiences, as is very often the case in classroom experiential 

exercises. The common thread among models of advanced practice training procedures in 

the US is authentic self-experiences with the music, through therapy and/or supervision; 

clearly these experiences are regarded as highly important to music therapist’s 

development.  

Synthesizing the Literature 

This review has addressed the relevance of self-experiences in mental health 

professionals’ and supervisees’ personal and professional development; the inclusion of 

self-experiences in music therapy student development and the confusion between 

‘experiential’ and ‘self-experiences’ in music therapy literature; professional supervision 

for music therapists; transference and countertransference; and the training processes for 

advanced models of music therapy practice. The IMT training process incorporates 

elements of each of the aforementioned (self-experiences in the role of client, therapist, 

and supervisee). Significant to this study, IMT incorporates specifically authentic 



                                                                                                                                                           52 
 

 
 

material. Trainees are practicing to be a therapist with their co-trainee as client. Though 

these are ‘training sessions,’ the material that is being addressed is personal (i.e., lived), 

rather than role-play.  

What makes IMT special is the trainer’s physical presence in peer learning 

sessions. That is, the trainer is present to witness, support and encourage trainees while 

they ‘practice’ implementing AMT techniques in the role of therapist to one another. This 

provides a unique opportunity for trainees to learn in the moment. It also alters the 

supervision dynamic in that, because the trainer was present in the session, trainees do 

not have the opportunity to omit parts that they may not be proud of. This creates an 

honest and rich learning opportunity for trainees. While there may be some limited 

opportunities for observation in supervision, no other training program seems to provide 

such an in-depth learning opportunity.  

Self-experience in music therapy has been an important topic in the field for over 

30 years. However, the distinction between lived self-experiences and role-play self-

experiences are not clear in literature. It seems apparent that in order for music therapists 

to fully embrace the value of the varied music therapy interventions, we should 

experience the interventions first-hand while in the role of self, such as is required in 

training for advanced method of music therapy. Engaging in authentic self-experiences 

with music is an essential component to music therapists’ training as it helps to develop 

client empathy, clinical skills, and an appreciation for the potential depth and breadth of 

the music therapy interventions. 
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Research Questions 

To date there is sparse literature examining IMT from the trainer or trainee’s 

perspective. The purpose of this phenomenological inquiry was to gain a deeper 

understanding of the phenomenon known as Inter Music Therapy (IMT) – the stage that 

is central to the training process of the advanced model of music therapy practice, 

Analytical Music Therapy. This study transformed first-hand accounts of IMT into in-

depth rich descriptions of IMT, and a global distilled essence of what the experience of 

IMT is like for people who went through it. This study also revealed how IMT shaped, or 

developed, music therapists’ clinical skills. The questions guiding this research questions 

were as follows: 

1. What is the IMT experience like for an AMT trainee? 

 a. What are the most significant experiences for the IMT trainee? 

 

2. How does IMT shape the clinical practice of music therapists who have  

 

experienced it? 

 

The word like in question 1 offers the reader an opportunity to make an analogy, 

or a connection, between their experience and the experience of the research participant.  

Unless one experiences IMT for themselves, they cannot possibly know the experience. 

However, through reading rich participant descriptions, the reader may be able to 

understand what the experience is like by making connections to their own personal 

experience.  

Research participants had been practicing clinically for years prior to engaging in 

IMT and thus already had an established way of working clinically. Therefore, research 

question 2 incorporates the word shape in verb form to suggest how IMT might “alter” or 
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“change” the practice of music therapists who have experience it, suggesting an artful 

construction, or reconstruction, of the therapist’s skills. 
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CHAPTER 3 

 

METHOD 

The aim of his study was to describe the IMT experience for AMT trainees and to 

reveal how IMT shaped music therapists’ clinical skills. The qualitative research 

approach of phenomenological inquiry was selected because phenomenological data 

analysis strategies aim to explore phenomena from the perspectives of those who have 

experienced it first-hand. As such, phenomenology was an appropriate research approach 

for this study.  

Phenomenology  

In its origins, phenomenology describes a phenomenon from the perspective of 

one who has experienced it (B. Giorgi, 2010; Creswell & Creswell, 2018; Jackson, 2016). 

Throughout the 20th century many theorists and researchers have expanded upon 

Husserl’s (1859-1938) original ideas and have subsequently presented varied approaches 

and methods to phenomenology (Creswell & Creswell, 2018; A. Giorgi, 2012; B. Giorgi, 

2010; Jackson, 2016; King & Horrocks, 2010). Some of these approaches are, 

Transcendental Phenomenology (Moustakas, 1994), Descriptive Phenomenological 

Psychological Method (B. Giorgi, 2010), and Hermeneutic Phenomenology (Jackson, 

2016; Moustakas, 1994). Because this study aimed to provide a rich description of 

participants’ experiences with IMT, it incorporated tenets most closely aligned with 

Husserl’s phenomenology, which can be labeled Transcendental, or Descriptive 

Phenomenology, as it has been outlined by Moustakas (1994).  
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Transcendental Phenomenology 

Transcendental phenomenology is a type of interpretivist research that allows the 

researcher to systematically examine non-quantifiable material (e.g., personal experience, 

emotions) in order to bring depth and breadth to the human understanding of self, other 

and the music (Jackson, 2016).Given my hope of understanding, and describing others’ 

experiences in IMT, it seemed appropriate to incorporate a research method that would 

allow me to systematically examine a group of experiences with the dual intention.  The 

main intention was to provide rich descriptions of individual experiences and the second 

intention was to get to the essence of what it is like to experience IMT by looking for 

commonalities among individual experiences. 

Noema, noesis, and intentionality. Even though a person might not have 

experienced a phenomenon, there is a possibility that they might be able to have some 

understanding of what it is like as they may have experienced something like it.  

Moustakas (1994) suggested that in order for one to share a conscious account of the 

experience, their mind must intentionally focus on the experience, thereby allowing the 

noesis and noema to emerge. Moustakas (1994) stated that, “the noesis and noema refer 

to meanings” (p. 88).  That is, the noema is the object/thing being experienced, and the 

noesis is the way in which the object/thing is experienced (King & Horrocks, 2010). 

Noema and noesis are inseparable, yet separate and in order to arrive at the essence of the 

experience, they must be unified (Moustakas, 1994). Accordingly, in order for one to 

describe an experience, they must use descriptive words, which can then be used to 

understand what one’s experience was like. The meaning that was assigned to 

participants’ experiences is ascribed through their rich descriptions.  
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Epoche. Moustakas (1994) stated, “Husserl called the freedom from suppositions 

the Epoche, a Greek word meaning to stay away from or abstain” (p. 105).  I view writing 

the Epoche as a means of maintaining researcher transparency. I have undergone IMT 

and therefore, I have my own beliefs about the experience, and I cannot possibly separate 

these beliefs from the findings in the study. However, through the process of writing my 

Epoche, I can state these beliefs outright and I can use this statement to reflect upon as I 

engage in the research process. As such, in order to engage with participant material and 

present unbiased conclusions, I have identified and stated my beliefs about this 

phenomenon in my Epoche. The process of writing the Epoche required that I recount my 

personal experience, get in touch with the raw emotion of the process, and clearly state 

my ideas and beliefs about the phenomenon (Moustakas, 1994). These ideas and beliefs 

stem from my direct experience with it and form the foundation for my interest in 

researching this topic.   

I had some difficulty composing the Epoche. My recollection of the IMT process 

is not exact, yet my memories of leaving sessions feeling ‘less than’ remain vivid. 

Though the lessons gained throughout the process have imprinted themselves upon my 

being as therapist, recounting the exact experiences and moments of learning was 

difficult.  

As I focused on my IMT experience, the feelings of inadequacy that I often 

experienced were, and continue to be, intense. I feared how I might be judged by the 

trainer for making the ‘wrong’ decisions while in the role of therapist. I feared how my 

co-trainee would respond to any clinical suggestions that I made as therapist. In the midst 

of the training process, I did not understand the psychodynamics of what I was going 



                                                                                                                                                           58 
 

 
 

through. My ego was not strong enough to withstand the ‘abuse’ (as I perceived it) and 

therefore I did not respond appropriately (as therapist) and I often found myself shutting 

down. I then carried these feelings of ‘less than’ into my sessions as client. With that, as a 

client I was often emotionally withdrawn and unwilling to engage. I did not share my true 

thoughts and feelings because I didn’t want to be unkind to my co-trainee. Yet I didn’t 

feel that I could be honest with her either. I was often upset with my co-trainee due to 

how she (as client) had treated me (as therapist) prior to switching roles. To be honest 

with my co-trainee meant that I would have had to share my experience of being hurt by 

her while she was in the role of client, and this may have hurt her feelings. I didn’t want 

to do that. As it turned out, the immediate role reversal was quite challenging. IMT was a 

constant enmeshment of countertransference and transference material that I was not 

prepared for.  

Each session was video recorded, resulting in three recordings; one as therapist, 

one as client, and one of the individual supervision session based upon my role as 

therapist. As part of the training, I had to review the recordings of our sessions and write 

a detailed account of occurrences identifying subjective and objective material and 

interventions used throughout the session (while I was acting as therapist). This 

documentation process was intended to bridge theoretical and practical knowledge.  As I 

watched the videos from our sessions and completed the note taking assignment, I was 

able to recognize many things about my presence as therapist: I did not give enough time 

for my co-trainee to present her challenges; I was not direct enough; I was impatient (i.e., 

it was difficult for me to wait for my co-trainee to find her own answers because they 

seemed so clear to me); I was often so busy in my head (thinking) that I was unable to be 
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in the moment and truly present with my co-trainee; I did not trust myself, and I did not 

trust the process. I suspect that I transferred these feelings onto my co-trainee and the 

way in which she responded (countertransference) merely fostered a cumbersome cycle.  

     In retrospect, the recognition of how countertransference and transference material 

influenced the therapeutic process (i.e., the recognition that my personal life was certain 

to impact the therapy session) was the ultimate learning of my IMT experience. With this 

in mind, as I entered the research process I brought the following beliefs about IMT (in 

no hierarchical order): 

 The lessons learned in IMT may not be realized until after the experience;  

 The IMT process is a source for uncovering countertransference material; 

 Each person is unique and will have a different IMT experience; 

 The boundaries in IMT are unclear at times and it may be difficult to discern the 

‘correct’ therapeutic path to travel; 

 Music plays a fundamental role in accessing, releasing, and working through, 

subconscious material; 

 IMT is soul crushing, in that it breaks you down and through supervision, you can 

build back up, and as such, IMT is an uncomfortable process; 

 IMT is the most transformative layer of AMT training; 

 IMT has a positive impact on one’s therapeutic presence; 

 The trainer’s presence may make one feel self-conscious, but it also makes it a 

safe environment for exploration; 

 The use of authentic self-experience demands that the trainee embrace 

uncomfortable feelings both as therapist and as client; and, 
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 Participants learn through and from one another’s process.  

Recruitment 

Participants were recruited through purposive sampling (Creswell & Creswell, 

2018). An invitation detailing the study’s intention and inclusion criteria was drafted and 

sent to Dr. Seung-A Kim, the program coordinator for Molloy College’s Analytical 

Music Therapy Blended Learning program. Dr. Kim and I disseminated the invitation to 

persons known to have completed IMT under Benedikte Scheiby. Once persons 

responded to the initial invitation (to either Dr. Kim or myself), I used snowball sampling 

(Creswell & Creswell, 2018) to recruit other participants. Additionally, an invitation to 

participate was placed on the “Analytical Music Therapy” Face Book page. Once 

potential participants contacted me, I sent them a detailed email describing the purpose of 

the study, and their role in it, should they choose to participate. If participants were in 

agreement to participate, they were asked to sign an informed-consent document (see 

Appendix A). Follow-up email invitations were sent every two weeks until the participant 

pool was complete.  

Participants 

For consistency, it was important that all participants in this study experienced the 

same format of IMT. Therefore, this study aimed to recruit 6-8 participants who had 

undergone IMT with Benedikte Scheiby.  

Inclusion/Exclusion Criteria 

Participants were required to have experienced IMT under Benedikte Scheiby and 

they were asked to have to have clear memory of their experience. Additionally, it was 

required that participants could speak adequate English so that they could engage in a 
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verbal interview. Participants were recruited worldwide as interviews were being 

conducted through online conferencing. Potential participants who stated that their 

memory of the experience was extremely limited were excluded from the study.  

Data Collection 

Data collection for phenomenological studies is generally conducted through 

interviews and written statements (Creswell & Creswell, 2018; Jackson, 2016).  A 

strength of phenomenology is that participants only need to know what they have 

experienced; that is, participants are asked to share a concrete description of something 

that they have gone through first-hand (B. Giorgi, 2010). In a single, recorded, one-to-one 

interview, the participants were asked to recount their experience with the phenomenon 

and some of them naturally shared memories or images associated with IMT. These were 

then expanded upon through subsequent questions.  Moustakas (1994) stated, “the 

interweaving, the rhythms of noema-noesis, creates a harmony and an integral 

understanding of an experience” (p. 93). In other words, as participants talk about the 

nuances of their experiences with the phenomenon, the meaning of their experience, as 

they perceive it, will emerge. The essence of the phenomenon emerges through 

identifying the noema (the object) and noesis (the way in which it was experienced).  

The primary source of data were participants’ words. King and Horrocks (2010) 

stated, “It is not a simple matter for participants to describe their experiences in the level 

of detail required for a good phenomenological analysis” (p. 183). Accordingly, the 

authors recommended a three-part interview process that includes the use of a written 

description of the phenomenon by the participants.  As such, after consenting to 

participate in the study, participants were sent an initial questionnaire via email (see 
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Appendix B). In the email, participants were asked to describe a memorable IMT session 

in 500-1500 words. These descriptions were intended to prime the participants for their 

interview and to inform the creation of their interview questions; these written responses 

were not analyzed as a part of data analysis.  Per King and Horrocks’s (2010) 

recommendation, interviews were scheduled about one week after participants returned 

the written descriptions, and participants were asked to review the description prior to the 

interview. One participant did not return the initial inquiry. 

Interviews were conducted through the use of the online video-conferencing 

forum called Zoom. All interviews were video recorded. Though an interview schedule 

(i.e., a fixed set of questions) was used to provide some consistency among participants 

(see Appendix C), the responses from the initial email inquiry were also used to develop 

additional questions for each participant (see Appendix D). Interviews were no longer 

than one hour in length. Data transcription and analysis began immediately after the 

interview.  

In hopes of generating a richer description of IMT, interviews were viewed as an 

“embodied relationship” (King & Horrocks, 2010, p. 187).  Finlay (2006) noted, 

“phenomenologists argue that the body is integral to any understanding of the human 

situation” (p. 21). This aligns nicely with the importance of the body as a tool in AMT. 

AMT incorporates a sense of deep listening, which includes listening to one’s bodily 

responses (those of the client as well as those of the therapist), so the inclusion of the 

embodied relationship in the interview aligns nicely with the exploration of IMT. 

Throughout the interview process, I attended to what participants said about their 

physical experiences during IMT, I paid close attention to their bodily responses during 
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the interview, and as soon as the interview was completed, I wrote in my reflexive 

journal and noted any physical responses that I experienced during the interview (King & 

Horrocks, 2010). In order to ensure an accurate description of participants’ physical 

responses, interviews were video recorded for later transcription. This process did not 

reveal any added information to the study’s findings.  

During the interview, time did not permit me to write lengthy notes and therefore 

I wrote brief notes on the interview schedule paper as information stood out to me that 

seemed important or warranted further investigation. These notes were used to inform 

follow-up questions during the interview. Upon completion of the interview, I reflected 

upon my thoughts, feelings, observations and perceptions and wrote them down in a 

reflexive journal. These brief notes and reflections were not used as data for analysis, but 

rather they were used as an added source for triangulation. I was able to refer to these 

notes and my Epoche to ensure that I remained grounded in participants’ data. 

Data Analysis  

Creswell and Creswell (2018) suggested that analyzing qualitative data is akin to 

segmenting everything and then putting it back together.  There are numerous methods 

for analyzing qualitative data. Forinash and Grocke (2005) noted that researchers vary 

widely in their data analysis plan, yet the processes are fundamentally the same. 

Qualitative research requires a great deal of flexibility throughout analysis, and 

procedures will likely develop in response to the ongoing data analysis process (Elliot & 

Timulak, 2005; Jackson, 2016). To guide the data analysis process, this study 

incorporated elements from McFerran and Grocke’s (2007) phenomenological 

microanalysis for understanding music therapy experiences, Giorgi’s descriptive method 
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for data transformations (in King & Horrocks), and features from Polkinghorne’s (1989) 

recommendations for integrating transformed data. McFerran and Grocke (2007) 

provided a detailed step-by-step guide of how to segment data and this provided a useful 

and systematic guide to begin the analysis process. Giorgi (in King & Horrocks, 2010) 

provided guidelines for transforming segmented data, and Polkinghorne (1989) 

recommended tying together transformed data into “a consistent and systematic general 

description of the psychological structure of the experience under investigation” (p. 56).  

Given that this study aimed to provide rich descriptions of the phenomenon of study as 

experienced by the participants, these researchers’ frameworks aligned nicely. All of 

these authors’ strategies were used in both phases of data analysis. 

The process of data analysis was systematic and involved two major phases; each 

phase involved numerous steps (refer to figures 2 and 3). This process required constant 

reflexivity within and among participant transcripts. Both phases required that I segment 

the data, but, as will be described in the coming pages, the purpose of segmenting the 

data was different in each.  
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Figure 2. Steps in Phase One of Data Analysis: Boxes show names of the step. Arrows 

show how steps are directly connected.  Circles show criteria for trustworthiness. Shaded 

boxes show horizontalization of data. An audit trail was performed by the dissertation 

advisor who oversaw the entire research process.  

 

Phase one. Upon completion of interviews, video recordings were immediately 

transcribed resulting in six verbatim transcripts ranging from 12-18 pages in length. 

Transcripts were returned to participants for verification. I then read and re-read the 

transcripts to get a general sense of what the data looked and felt like. Next, I began the 
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process of culling the data by deleting tangential material and statements that were not 

relevant to the participant’s IMT experience, and then bullet pointing participants’ 

statements into key statements (McFerran & Grocke, 2007). Key statements were 

statements that directly related to the participant’s IMT experience (McFerran & Grocke, 

2007). As I was segmenting data into key statements, certain ideas were recurring and I 

noted these into the document (See Appendix E for example). I later returned to these 

notes and these recurring ideas were transformed into structural meaning units.  

Structural meaning units capture the “physical/structural/explicit meaning of the 

experience” (McFerran & Grocke, 2007, p. 274). Structural meaning units were elements 

of the participant’s experience that seemed necessary to the overall structure of their 

experience. That is, IMT would not have been IMT without the inclusion of the identified 

‘structural meaning unit.’ A structural meaning unit was identified for each physical 

experience, and key statements were then assigned to structural meaning unit categories 

(see appendix F). McFerran and Grocke (2007) stated, “these categories are concrete in 

nature,” (p. 274) suggesting that they literally capture what the interviewee is talking 

about and may even contain the interviewee’s actual words. For example, if the 

participant was talking about the role of the music in the IMT process, then the structural 

meaning unit may have been titled ‘music.’ Throughout the process of identifying key 

statements and structural meaning units, interview questions were left in the document as 

a means to ensure that statements were not taken out of context. 

 After key statements and structural meaning units were defined, a new document 

was created which allowed me to assign key statements to the structural meaning unit. 

This involved reading through the entire key statement document repeatedly until all 
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statements had been color-coded according to the appropriate structural meaning unit, 

and then re-typing statements into the structural meaning unit document (See appendix G 

for example). After all of the key statements were placed into structural meaning unit 

categories, participants’ data sets ranged from four to seven pages.  

 As shown in figure 2, the next step required that I begin constructing what is 

closest to Polkinghorne’s (1989) description of a ‘synthesis’ for each participant. 

Polkinghorne (1989) stated, “Synthesis is the process of phenomenological eidetic 

reduction.” (p. 56). Essentially, the synthesis is a detailed account of each participant’s 

IMT experience. Each synthesis is written in the participant’s words, only edited for 

grammar and readability, and captures the elements of IMT and their meaning for each 

participant; that is, the noema and noesis of each participant’s IMT experience.  The 

process of writing the syntheses was time consuming and required reading, re-reading 

and reorganizing statements to create a fluid presentation of the participant’s experience 

(see Appendix H for example or the reorganization process). In order to ensure that all 

elements of the participant’s experience were accounted for, after the synthesis 

composition was complete, I returned to the structural meaning unit document and 

matched statement for statement between the two documents. Syntheses were returned to 

participants for their review. One participant did not respond to the synthesis request for 

review. Though the participant did not provide feedback, their data remained in the study.   

 The final step in phase one of data analysis was the composition of a global 

distilled essence (McFerran & Grocke, 2007). To do this, I returned to each participant’s 

synthesis and extracted descriptive phrases. I pasted these statements into a new 

document and then re-organized them according to the trainee’s experience in each 
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component of IMT; experience as therapist, experience as client, experience of role 

reversal, experience in supervision, and experience with music. This global distilled 

essence is shared in chapter 6.  

  

 

Figure 3. Steps in Phase Two of Data Analysis: Boxes show the names of the step. 

Arrows show the connection between steps. Shaded boxes show horizontalization of data. 

An audit trail was performed by the dissertation advisor who oversaw the entire process. 
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Phase two. This phase required within and cross-participant analysis. Having 

spent so much time working with the data within the structural meaning unit categories, I 

found it necessary to return to the original transcripts so that I could re-engage with it 

with a difference focus.  The goal of this data phase was to answer the two remaining 

research questions: the most significant experiences of IMT and the shaping of clinical 

skills. Therefore, I found it necessary to segment the data with a different intention.  

Whereas in phase one, all statements that were directly associated to the participant’s 

IMT experience were accounted for, in order to generate a rich description (i.e., 

synthesis) of their IMT experience, phase two required that I extract statements of 

significance (McFerran & Grocke, 2007). 

I returned to the original transcripts and extracted statements that seemed 

important to the participant’s experience; these statements are referred to as ‘significant 

statements.’ In this phase, significant statements were chosen based upon the following 

criteria; the participant said it was important, the statement (or similar statements) were 

made repeatedly throughout the interview, the statement directly corresponded to the 

research questions, or the statement just felt important. I placed these statements in a two-

column table. The first column was the significant statement and the second column was 

the first transformation and analytic memo (see appendix I for example). The initial 

transformations (i.e., first transformation) were literal transformations of what the 

participant said.  This helped me to stay grounded in the data. The analytic memos 

allowed me to reflect upon the concepts in a more dynamic manner. From these 

statements, I generated preliminary themes. The preliminary themes represented the 

underlying concept that the participant was speaking about. Still working within 
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individual data sets, I assigned each statement to the suitable developing preliminary 

theme. Once all statements were assigned to a developing theme, they were placed into a 

three-column table and I generated a second transformation (see Appendix J for 

example). This second transformation allowed me to integrate numerous statements into a 

more concise account, while still maintaining the essence of what the participant was 

talking about.  

Upon completion of all within case transformations (i.e., for all participants), 

through the process of horizontalization (Jackson, 2016), I analyzed data across cases. 

Each second transformation was read aloud in order to get a sense of its underlying 

meaning and placed into a developing theme category (see Appendix K for example). 

This process allowed me to more deeply resonate with, and more fully appreciate the 

depth of, the participants’ experiences. Initial preliminary themes were concrete in nature. 

If participants’ statements addressed ‘music,’ then the preliminary theme became 

‘music,’ which was essentially the what. Once I viewed the data horizontally, I was able 

to identify the how about the music, and this allowed me to further develop preliminary 

themes into final themes. 

Establishing Trustworthiness 

There are four main criteria that qualitative researchers should address in order to 

establish trustworthiness; credibility, transferability, dependability, and confirmability 

(Miles, Huberman & Saldaña, 2014; Lincoln & Guba, 1985). I have implemented a 

number of processes to ensure trustworthiness and these can be seen in table 2. Moreover, 

my dissertation advisor performed an audit trail by examining multiple data analysis 

samples to ensure that interpretations were grounded in the data, engaging in critical 
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discussions about data interpretations, and ensuring that trustworthiness criteria were 

being addressed. 

Table 2 

Establishing Trustworthiness 

 

Criteria  
 

 

Relevant steps taken to address criteria 

Confirmability – the degree to which the 

results reflect the participants’ 

experiences, rather than the researcher’s 

experiences. 

 Clear, step-by-step, written 

description of the research method 

provided 

 Visual representation of data 

analysis provided 

 Epoche presented to bracket out 

researcher bias 

 All records maintained by the 

researcher 
 

Dependability – the degree of consistency 

and reasonability of the research method. 

 

 Research questions are stated clearly 

and align with the research 

methodology 

 The researcher’s role is clearly 

stated throughout the document 

 Clear audit trail (i.e., data analysis 

was reviewed by dissertation advisor   

 Engaged in critical discussions 

about data analysis with dissertation 

committee member 

 Member checking (i.e., transcript 

and synthesis were returned to 

research participants for review and 

approval) 
 

Credibility – the degree to which the study 

findings makes sense. 

 

 Triangulation among data sources 

(i.e., reflexive journal, interview 

transcripts, field notes) 

 Findings are grounded in the data 

 Rich descriptions of participants’ 

experiences 
 

Transferability – the degree to which the 

findings from the study are applicable to 

other areas of study. 

 

 Rich descriptions of participants’ 

experiences 

 Rationalization for use of purposive 

sampling 
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Ethical Considerations 

The Temple University Institutional Review Board (IRB) reviewed the study 

proposal and granted approval to proceed. The study was deemed to be not involving 

human subjects. Research methods were overseen by the dissertation committee.  
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CHAPTER 4 

 

INDIVIDUAL PARTICIPANT SYNTHESES 

 

 This chapter presents the individual participant results from phase one of data 

analysis. The global distilled essence (i.e., the cross participant findings) from phase one 

is shared in chapter six. The total population of analytical music therapists is small. As of 

February 2018, there were less than 20 AMT therapists worldwide (B. Scheiby, personal 

communication, February 28, 2018). Providing in-depth descriptions of participants may 

compromise anonymity, therefore, demographic descriptions are kept minimal. 

Participants were four women and two men. Three participants had completed a PhD in 

Music Therapy, one participant was in the process and of completing a PhD in music 

therapy, and two had completed a master’s in music therapy. Two participants had also 

completed training in another advanced model of music therapy practice. At the time of 

the study, all participants were practicing AMT in various capacities; private practice, 

supervision, and/or university affiliated training programs. All participants had at least 

ten years of clinical experience as a music therapist. The clinical experience among the 

six participants spanned from working with children with special needs, to working with 

patients in psychiatric crisis, to working with music therapy students and neuro typical 

adults. 

Synthesis  

 Syntheses are the result of phenomenological eidetic reduction of each 

participant’s transcript. Each synthesis presents a rich description of the participant’s 

individual IMT experience. Syntheses are presented in the participants’ own words. 

Language was only edited for readability. Participants used different terms to refer to 
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their co-trainees, (e.g., partner-client, peer-trainee). To provide consistency for the reader, 

I have substituted the term “co-trainee” throughout. Additionally, because this study 

explored Benedikte’s AMT training process, I have kept her name throughout the 

document rather than using a generic term (e.g., trainer, supervisor).  

Participant One synthesis. IMT is definitely the most difficult of all the 

components, but I did get a lot out of it. I guess the one I liked least. It just challenged me 

from the start. It’s a training with a partner being observed by a supervisor, but I guess 

what makes it special is that we’re actually being the client and therapist with our real 

lives and not just role play.  

From the experience of being the therapist I remember an overall sense of 

exhaustion. I went in and I wanted to do everything, I wanted to succeed and do all the 

right interventions. I felt like, especially in the beginning, I wanted to jump in and ask my 

co-trainee a lot of questions. I remember just thinking about, “do I sound pushy, too 

pushy, am I being too directive.”  I have no memory of being a client.  

I had a very difficult time connecting with my co-trainee and resonating with her. 

We were just very different temperaments. She felt like a very much opposite from me 

and I had a hard time finding that therapeutic rapport and gaining it. It was a lot easier to 

work with her and relate to her in music; in fact that was where we had a better rapport. It 

wasn’t hard for me to slow down and be with her in the music.  In terms of matching the 

tempo… in terms of the music we made together, some of the most productive and 

maybe personally satisfying music sessions I had with my partner were where we would 

play in dialogue with each other, where one of us would say something in the music and 
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the other would respond and it would be a natural going back and forth in a dialogue as 

opposed to merging together in a holding or a playing together.  

There was this one dramatic session, I think I was playing the gong, one of us was 

playing the gong, making loud noises and then having a shouting session… and it felt 

very uncomfortable. I guess the thought of it felt very uncomfortable, but when we were 

doing it, it felt like that was the real climax of the therapy and that was maybe just a few 

sessions away from the end of the IMT. It would be interesting to see where that would 

have gone with my IMT partner if we had more time together. The whole half-hour 

session format was a challenge; it would often feel like not enough. 

 Even in real life, you’re gonna change roles at work. You’re gonna suddenly 

work with a different client and it was good practice to get from one mindset to another 

and try to work in an authentic way. That’s the challenge of IMT, that you’re just totally 

flipping roles. It was an interesting experience to work with a client who is not an easy 

match to work with since that happens all the time in real life too. Maybe it was good to 

have somebody who was more of a challenge to be with than somebody who would be an 

easy match to partner with. Not every client you have a lot in common with. I actually am 

lucky.  

It’s one thing to be in supervision… but to be so directly observed, I guess it’s 

like you’re really looked at through the magnifying glass when you’re doing IMT.  I was 

really self-conscious of Benedikte watching the first and the last sessions, but it was great 

to have her watch, and get her comments about it. That was so useful. She would 

interrupt in the sessions at times saying, “try this,” or “try that,” it wasn’t very frequent 

but she would jump in there and kinda be active about, “this is a goal with the client, this 
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is something you work towards.” I loved it when she did jump in. I really wanted her to 

jump in because I did feel stuck at times.  

Definitely it felt like I had learned a lot about being the therapist, just by being 

observed by Benedikte; defining roles, just being present, how to set a goal and make an 

intervention with the client and have it being centered around the client, and comfort in 

silences. Every little flaw is being picked up by your supervisor. Every good thing too 

that she could pick up on, and know what you’re good at, and nurture that ‘cause 

Benedikte was so wonderful at finding the heart and core of someone and really nurturing 

them to be the best that they could be.  

Benedikte gave a lot of very concrete suggestions. The very first supervision that I 

had with her when she told me to, “shut up,” and I realized, “oh my god, I do so much 

talking in therapy, I’m talking over the client, I hate that when my own personal therapist 

does that.” Also, she taught me about paradoxical interventions, how to be one way, and 

yet have something go the other way, and yet have the balance between two very 

conflicting sides at once, the black and the white, and be everything for the client. I 

remember being frustrated at times, there was a gig I wanted to play and Benedikte said, 

“you’re committed to this, you cannot do this gig.” I felt like, “Wow, she really needs me 

here,” it’s important to not cancel and not disrupt the flow of the therapy.  

The IMT training didn’t resonate with me as that it was particularly helpful or not, 

aside from maybe having Benedikte there and getting back into the process of writing 

logs. Reading these notes today I thought that could definitely apply to my work now, 

xxx years later, that I’m still working on these same challenges. It was really good to 

really analyze your work that way, and it was great to be able to record. I feel like I’ve 
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just immersed myself in it by reading through all those logs again. It just touched on the 

same points that have always been a challenge to me as a music therapist and as a person.  

Participant Two synthesis. IMT is a very unique training modality to explore the 

cultural self, and AMT method, within a safe and secure environment. I was willing to 

take challenges during IMT. I deeply believed in the process, and respected my trainer’s 

work, so I do not think the training was a challenge. Rather, it was my transformational 

period. Just reading articles and taking courses were not enough for me. When I was in it, 

taking the role of the therapist, and taking the role of the client in IMT, it all came 

together, and I was able to utilize, I mean really understand, not only understand, but I 

mean take a step further, utilizing my learning into my practice.  

During IMT, we were still dealing with our own authentic personal problem 

issues, but it was taking place in training. It was not conducted only just with my co-

trainee, but my supervisor was there overseeing the process. So for me, there was also an 

educational component to it.  As the therapist, I conducted therapy with my co-trainee, 

who was taking the role of client, and then my supervisor was able to offer some 

feedback on what I did, and what my co-trainee did right after the session took place, 

while having me identify my own countertransference and resistance, and then I learned 

how to work through it. It was tremendously helpful for me to understand in a bigger 

picture what really went on at that point.  

At first, as a beginner therapist and AMT trainee, expressing emotions was 

challenging to me. There are not many vocabularies to express emotions in my native 

language. In music therapy, articulating and expressing those emotions in words and as 

well as music are highly regarded and highly encouraged. I also wondered whether or not 
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we always needed to express emotions verbally, and process it verbally. While I was 

taking IMT, that was something that I was exploring with my co-trainee, expressing 

emotions, particularly unpleasant feelings. This was a challenge at the beginning of the 

training. Sometimes I did express emotions verbally and other times without telling my 

co-trainee, I was able to express through music.  

When I took the role of the client, I was really immersed in that role, so willing to 

work on my issues in an authentic way! I was pretty open to sharing my personal 

problems with my co-trainee. I was still working on my issues, but also I was able to take 

the role of therapist. IMT was like a bridge that I was able to do both roles, and I learned 

so much from taking both roles. It was also helpful listening to my supervisor and co-

trainee’s feedback on my performance as a therapist (not all of my clients would share 

this type of feedback with me). 

My skills and knowledge as a music therapist definitely deepened. For example, 

how to mentally prepare, setting up boundaries between the therapist and client, utilizing 

and interpreting free improvisation on a deeper level, the meaning of life, and grounding 

myself as a therapist. I was also able to develop my therapist strategies. Further, I was 

better able to identify and manage my countertransference and resistance when it took 

place in sessions with my own clients.  

I might have conducted sessions before and after IMT a similar way, however, my 

interpretations and understanding about the therapy process got much much deeper. My 

understanding of psychodynamic concepts and how to utilize them when appropriate and 

how to interpret improvisation with regard to psychodynamic understanding also 

improved. That means I was able to serve my clients in a more effective way. I was better 
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able to understand how my clients would experience AMT – what my client’s experience 

would be like.  

I truly believe in this approach. I do believe that self-experience is a pre-requisite 

to the IMT experience. I did self-experience with Benedikte prior to IMT so I had a good 

level of understanding about the therapeutic process, and I had a higher level of self-

awareness. I felt real genuiness from Benedikte’s supervision; she really encouraged me 

to look into myself deeply. That belief in me, having faith in me, helped me go miles.  

Participant Three synthesis. IMT usually happens during the second phase of 

AMT training, so by that time, you’ve been vulnerable with the trainer, who has been 

serving as your therapist. And you’re now moving into a stage where you have a different 

therapist—your IMT peer (co-trainee). Suddenly, you have to transfer that vulnerability 

to a new person. It takes some time and development, and it really has to do with 

spending time with that person in IMT—but that development also takes place in the 

music. Because intertherapy is so time-bound, you have to get to it quickly. You can take 

your time, but you also realize that the time is limited—so part of the task is to be able to 

do the work efficiently, and to be fluid in your capacity to trust someone else and to be 

vulnerable with more than one primary care person. 

IMT is the exchange of roles between two trainees. There’s something important 

about the egalitarian-ness of IMT. You’re at the same level.  It’s very non-hierarchical 

because you’re both trainees. There’s a sense of, “well, does this person really ‘have’ 

me? Am I safe?” because they’re learning how to be there for you, while you’re 

simultaneously asking yourself, “can I be there for them, and will I hold back their 

process?” Navigating that competency relative to one another is definitely challenging. 
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My learning curve was being able to shift between being the person who is looking for 

someone’s support, as client, as opposed to being there for someone else, as therapist—

and so it involves me, but is not about me. It’s much easier said than done. 

Managing boundaries was core to the IMT process. The rapid change over was 

part of mastering some of the core skills and competencies you need as a therapist. It 

serves a unique purpose, provides unique insights, and challenges you in unique ways 

that are different from the trainer/trainee dyad.  

The music becomes an experiential meeting place—a space and a time where you 

are together in living empathy. Only through the music can you know what it’s is like to 

“be,” in the same way as somebody else. It’s not something that you analyze from a 

distance in terms of the sounds you’re hearing. It’s something you experience with the 

person. A lot of time was spent being present in the music as opposed to relating what I 

was feeling (verbally). It was more about showing than telling, and about being with—

but I often did try to reflect and just give impressions, especially when things happened 

that I didn’t necessarily even understand myself, yet seemed to be important 

countertransferential information that may have been meaningful in the dialogue.  

The music actually had like a physical presence – a third presence. You’re 

creating something together: An interval, harmony, some sort of polyrhythmic thing, 

some sort of texture that simply just doesn’t exist individually. It only has an existence in 

the partnership. That was probably among the most profound things that happened. The 

partnership is greater than its parts…the parts of the whole don’t add up to the whole, as 

the whole is something greater. I experienced that in some really tangible ways in IMT. 

The music is a resource from which you can draw. I can’t just give something like that to 
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a client. We have to do it together, and from that, the client draws something. It’s just 

really very cool and profound.  

I looked forward to how Benedikte would offer her insights. Benedikte always 

supervised from the experiential side, so it started out with, “What was it like? What was 

coming up for you?” I talked about what things were like for me. Then that extended into 

the techniques, why we did what we did, what I could have done, and why I made those 

choices. Personal experience as therapist, and as client, were central to supervision, as 

they were integral and inextricable. 

I discovered a dimension of my musical self; parts of which I didn’t know I had 

that I needed to develop. There’s no doubt that IMT helped me to deepen and expand that 

whole aesthetic palette. Being in something together reinforced for me, and helped me to 

appreciate, the principal that we are not in some sort of hierarchical patient/therapist 

relationship, and that we’re in something together. Finding ways of grounding myself and 

being present—that was a major learning curve. That’s a general thing in AMT, but it 

really came out a lot during the IMT. In spite of how challenging and how deep it got at 

times, I mostly enjoyed the process. I found it uniquely enriching in my life as a person 

and as a professional. I love how it challenged me, and pushed me to grow, and pushed 

me to see the work in so many different ways.  

Participant Four synthesis. The depth of the IMT was far beyond what I had 

previously experienced. IMT was my first real training in how to use music 

psychotherapeutically in that depth. The IMT component was all about, “how deep can 

you go in your understanding of yourself, in your understanding of the client?” It was 
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challenging and vulnerable and painful, yet so fulfilling. In order to understand what IMT 

is, I think it’s important for one to have an understanding of countertransference. 

It’s a very vulnerable space to be seen as a client, and also attempting to play the 

role of therapist. You gain a deeper understanding of how those roles are connected and 

how they are roles. I understood much more about the relationship, and what the 

relationship is, and what it meant for me to sit on the therapist side of that relationship 

and what it meant for my clients to sit on the other side of it. You are not a person who’s 

above someone else just because you sit in the therapist chair, but you are the same 

person who just sat in the client chair.  

The immediate role reversal is risky and it’s hard, which is why it’s so powerful.   

You’re taking a different role, and for me, that was one of the most profound rewards of 

IMT- understanding that this is about human beings with different roles and the roles are 

connected. It takes a lot of trust to bring your own material out in a way that allows it to 

be seen by the person who’s on the other side, as well as the supervisor.  The arc of the 

work is shared between two other people. When you play both of those roles, you can’t 

hide. If you’re really putting yourself into it as either a client or a therapist, you can’t 

hide. The whole point of IMT is that you can’t hide, I mean, any delving on one side is 

inherently a delving on the other. You gain so much more understanding and insight into 

the relationship between what it means to be a client and what it means to be a therapist.  

The role that music plays within the therapeutic relationship is that it is 

illuminating; it can hold so much of the shared material. There are instances in which I 

think the music holds the experience in itself and you don’t need to articulate it, but there 

are times that what is in the music should be illuminated through verbal processing. The 
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music itself can hold so many of the more nebulous spaces, the more intersubjective 

spaces where your material crosses over with the client. You examine, how and why you 

may be so connected in the music with your client. And I think that’s true anyway in 

music psychotherapy, but, you have an opportunity to look at it more clearly in IMT. 

What is it that allows you to be so present in the pain, or the sadness or the tension or the 

anger, that allows you to really be with your client in that, because your material is also 

gonna be out there and on some level they’re gonna understand why you can get their 

pain, and why you can be present with it in the music. I see so clearly the benefits of 

really trying to challenge yourself to understand what your blind spots are, what your 

triggers are, what things come up, what things come up for me, personally when I’m 

sitting in the therapist role. It made me a clearer clinician; I still can’t see everything, 

nobody can, and that’s the reason for having ongoing supervision because we still need 

help in seeing what our blind spots are.  

Supervision in IMT was so transformative for me. The direct observation during 

sessions made me a deeper and clearer therapist.  Up until IMT, I’d always hidden at least 

something in any supervision that I’d had -I’d always shown the best version of myself 

that I could muster, and tried to hide the things that I didn’t feel were as polished or 

skilled or deep or whatever it is.  Now, I think I have much more capability to look at 

myself. It helped me to see what my biases are, and how I might be misperceiving things. 

It helped me to really try to understand who I am in relation to my clients, what impacts I 

might be having on my client and what impact they have on me. It helped me to look at 

how my own history and material might impact the way that I see my client or the way I 

relate to my client. 
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In one supervision session, I remember commenting on something that I thought 

was countertransference, and Benedikte commented, “I think that might be your own 

material... I think that’s something that’s happening for you.”  That kind of thing is really 

hard to hear, but also really important to have that kind of humbling experience if you’re 

gonna be a therapist. Without that level of vulnerability, without risking the feeling that 

you’re not always right- IMT wouldn’t have been as profound.  

I definitely think Benedikte being there changed the dynamic that we had for the 

better, for both of us. She could balance being present for the client, and the therapist 

role, during sessions.  I felt safe with her because she could hold those switches- 

Benedikte could hold a blurring of boundary lines.  It requires such a skilled supervisor to 

be able to hold that space for your trainees so that they can transition from client to 

therapist. 

IMT made me confident enough to be able to start a private practice. I enjoyed the 

depth of it.   IMT is an opportunity to really deeply look at yourself. The biggest piece of 

impact on my clinical work was it just really gave me the confidence that I understood 

much more about what it meant to sit in the therapist chair. It made me feel like I could 

sit in the chair as a therapist and really have faith that actually I knew what I was doing.  

It is easily one of the most profound experience I’ve had in any kind of training. It was 

really transformative for me.  

Participant Five synthesis. IMT was an intense trial and error experience. It 

incorporated role-playing as a client and as a therapist and then getting feedback from the 

trainer. For me, IMT was an experiential learning process that incorporated authentic 

material.  
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IMT is pair work, and pair work is really the core of human relationships. The 

pair work in IMT helped me to recognize the fundamental one-to-oneness of human 

relationships, especially within the therapeutic dyad. IMT helped me to look at the micro-

responses in human relationships; how they manifest, how to create the human 

relationship and rapport, and then how to receive countertransference and use it in 

therapy. Essentially, in therapy, we are creating the basic secured relationship, and that’s 

also linked to the other relationships outside of therapy. I really hope that the client brings 

the secure experience between the therapist and client to different relationships.  

As a beginner AMT trainee, I was really trying to learn who my new self as a 

therapist was. I was always wondering if what I said to my co-trainee (as client) was 

right. Were my word choices right? Through being in the therapist role in IMT, I learned 

to use my whole body to be a receptor and resonator for the client. “Receptor,” means 

presence, your therapeutic presence with the client using the whole body. “Resonator,” 

means how you respond and attune to the clients, verbally and musically, as deeply as 

possible. Individual therapy (with Benedikte) before IMT was helpful because I was able 

to use Beneditke’s therapeutic style as a guide, I was always trying to remember what 

Benedikte did for me in individual therapy sessions, “oh yeah right, she used this 

technique, that was the holding technique.” 

Through the client experience, I became more aware of my own feelings and that 

really influenced my identity. It also helped me to really understand the client’s 

emotional state. I engaged in the process first, and then reflected when I went home 

through writing logs. When I was writing logs about my session experience, sometimes I 
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felt awkward because I realized that I felt judged by what my co-trainee said. But I didn’t 

notice these feelings during the session, so I don’t think they impacted my authentic role.  

The role reversal was difficult, but helpful to practice switching roles quickly; you 

have to learn to leave your personal emotion outside of the therapy space to be present 

with your clients. It was really difficult to switch that mentality (from therapist to client, 

or from client to therapist), especially after the deep emotional therapy session.  

My IMT sessions always included music; especially improvised music. Music 

was always helpful for my co-trainee and me to recognize and process unconscious 

feelings, images and memories. Music was vital part of IMT to build the relationship. In 

the therapist role, I always invited my co-trainee to play music, and then we always 

verbally process the music; we both talked about what feelings arose for us in the music. 

I tried to be as clear as possible to describe what I experienced in music. Definitely, I 

think the way to describe feelings is not something that is common and comfortable in 

my native language, so exploring these things in IMT was helpful. 

 I really liked the supervision. I got positive feedback from Benedikte, and then I 

would reflect on that. I learned a lot from the experiential opportunities in IMT. I 

reflected on training material by writing logs and listening to recordings. Sometimes, as I 

watched the video recordings I realized, “Oh yea!” you know, what I said and did 

(musical and non-musical) was really effective!” Benedikte always suggested some 

readings in supervision and that helped to link experiential material to the theoretical 

tenets of the AMT model.  Benedikte really believed in me to grow as a therapist. 

IMT is the basis for my current clinical practice; it helped me realize who I am as 

a therapist. During my experience, I learned how to make better word choices in the 
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session. I realized the importance of self-reflection and curiosity within the session. 

Through being directly observed, I became aware of my tendencies; for example, I 

tended to nod constantly, and try to be so helpful to the client. Benedikte helped me to 

understand that I don’t have to be so helpful to the client.  Also, because of IMT I became 

more aware and conscious and more sensitive about all the musical responses from the 

client. I also learned to give the clients more space, Benedikte enforced, “When the client 

enters the room, try not to say anything, or just accept who she is.”  

I still use the techniques that I learned through IMT and I apply them in group 

settings as well. I wish that the sessions had been longer than 30-minutes, because 30 

minutes didn’t seem to be long enough. Knowing that there are not so many candidates 

for IMT also presented a challenge.  

Participant Six synthesis. IMT is an individual therapy experience in which one 

has a partner and they alternate providing therapy and receiving therapy, under the 

supervision of their trainer.  I remember themes and feelings, but very little detail. IMT 

required so much deep self-reflection, and I had to be so self-aware all the time. IMT was 

really rich and it really honed my skills in a unique way.   

Prior to IMT, I had individual therapy with Benedikte, so I had engaged in deep 

personal work. That experience allowed me to recognize that there’s also a certain 

maturity and deep self-awareness required for one to successfully utilize IMT.  Moreover, 

one must have a deep capacity for honesty and heart-wrenching self-reflection. I 

recommend that IMT come after one’s personal work.  

My IMT experience occurred at a time in my life where I was still developing 

quite a bit and I was individuating from my mother. I remember having this experience of 
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feeling this similarity between my IMT co-trainee and my mother, and I felt like my 

relationship with Benedikte was sort of a corrective experience of an appropriate mother. 

Benedikte made IMT a safer space.  

The role reversal made it so that sometimes roles were not clear for me, and for 

her, and that really mimicked my own sort of personal experience of my life in this 

process of individuation. It was a hard switch, but I don’t remember struggling with it too 

much, because It was just like moving from one mode of training to the next. It was an 

opportunity to receive and give within the context of the same ‘session.’  

I don’t think I was ever truly doing my own work with my co-trainee, and I can’t 

pretend it replicates a true client/therapist relationship in which there is the ability to truly 

project onto one’s therapist.  I experienced IMT as a training group. There was a barrier 

in my ability to project onto my co-trainee. Switching roles meant that we knew a great 

deal about each other’s personal life; I wonder how this impacted our ability to be wholly 

authentic in our roles. The opportunity for projection doesn’t exist in the same way when 

there’s access to so much personal information about the person you are treating, or being 

treated by. Typically, your client doesn’t know so much about your intimate world, and I 

think it may have inhibited my ability to show up for my co-trainee, and perhaps the 

same happened for her. But I trusted that the work I was doing with my co-trainee was 

being held in the container of Benedikte, so there wasn’t a complete inability to use the 

process.  

The challenges unique to IMT are valuable. My co-trainee and I were in very 

different places in our lives- our dissimilar lifestyle made for an interesting experience.  I 

think I had a hard time with her. Therapists don’t get carefully paired with clients, so, 
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being paired with someone so different seems like a necessary challenge. It wasn’t 

challenging in a way that would make me proclaim that I wish it hadn’t been a part of my 

experience, or that I don’t think it’s a useful tool- I absolutely do. My relationship with 

my co-trainee waxed and waned as we struggled to trust one another and really exist 

together in the experience as client and therapist. I presented as a very jovial, and happy 

and bright person all of the time, despite the internal chaos and strife, and I think I 

annoyed my co-trainee. So I was always wondering, ‘how does her possibly negative 

image of me impact her ability to be my client?’ We were like a discord – so 

disconnected. 

We used a lot of music – there was music in every session. I remember using 

Benedikte’s big assortment of musical instruments in her space. There was a lot of free 

improvisation and not a lot of structure. I also used my voice a lot. I wasn’t easily able to 

trust people the way that I trusted Benedikte, including my IMT co-trainee. Maybe 

there’s a greater capacity for projection in the music because you can’t think about it 

when you’re making music - you have to just do it. It really is harder to hide in the music.  

So, I was able to use music without being concerned that I was engaging in too much 

self-disclosure.  

The main way that IMT influenced my clinical practice is the way we used music, 

and that’s a huge component of my professional identity now. I’ve worked with so many 

other music therapists across the country that work in ways that are so completely 

different than me. The way that I work is really a result of the music in IMT. 

I really enjoyed knowing that Benedikte could know, and hold, both sides of me; 

the therapist and the client. Benedikte helped me to feel valuable, meaningful, and 
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protected, and could still guide me in a way that was still really, so loving. Because of my 

therapy experience prior to IMT with Benedikte, we had a strong rapport and she could 

point out ways in which I was maybe showing up inauthentically with my co-trainee. We 

would also talk a lot about the music in supervision. We really worked through a lot of 

layers; me as therapist, as client and as supervisee. 
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CHAPTER 5 

CROSS PARTICIPANT RESULTS AND THEMATIC DEVELOPMENT 

 This chapter presents the results from phase two of data analysis. Phase two of 

data analysis was a cross participant analysis resulting in six global themes. The term 

“theme,” represents broad categories that were present in all participants’ experiences. 

These themes constitute the major findings of this study. Some of the themes are longer 

than others and this is because participants spoke with greater frequency and depth about 

some aspects than others. The themes that are more fully developed constitute the most 

significant experiences of IMT for participants.  All participants experienced aspects of 

all themes, and some participants experienced elements of sub-themes. Though themes 

and sub-themes are numbered, there is no hierarchical importance among themes and 

sub-themes. The sub-themes are provided to further develop the themes. Table 3 shows a 

complete list of the themes and sub-themes. A complete list of themes, sub-themes, and 

supporting data extracts can be found in the Appendix L. 
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Table 3 

 

List of Themes and Sub-themes 

 
 

Theme 
 

 

Sub-theme 

  
1. Celebrating skill development through 
experiencing challenging situations 

1a. Finding ways to connect 

 1b. Exploring ways to achieve a fluid therapeutic 
process through managing time constraints 
 

 1c. Recognizing psychodynamic concepts 
 

2. The experiential process as a path towards 
therapist self-awareness 
 

 

3. The value of music in the therapeutic process 3a. Music as a physical presence 
 

  
  
4. The non-hierarchical learning environment 4a. Empathy 
  
5. Trust   
  
6. Recordings and log material to process learning  
  

 

Theme 1: Celebrating Skill Development Through Experiencing Challenging 

Situations. Participants spoke freely and often about the challenges of IMT, but when 

data chunks (i.e., second transformations) were separated into categories, no “challenges” 

category emerged. Further contemplation revealed that though situations were identified 

as “challenges,” their benefits outweighed their difficulty in importance. The main 

challenges that participants experienced were the short duration of IMT (i.e., only 30-

minute sessions, and every other week for about six months), and difficult partnerships. 

Personality differences, language difficulties, and competency concerns were the main 

partnership challenges. Through managing these challenges, participants found creative 
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ways of achieving a workable therapeutic alliance, and their awareness of the underlying 

psychodynamics of the therapy session became clearer.  

Data Extract 1, Participant Four 

It was challenging and vulnerable and painful. It was also so fulfilling.  

Data Extract 2, Participant Three 

I mostly enjoyed the process, in spite of how challenging and how deep it got at 

times … I found it uniquely enriching in my life as a person and as a professional. 

 

Data Extract 3, Participant One 

 

[IMT] was definitely the most difficult of all the components. I guess the one I 

liked least, but I did get a lot out of it. 

 

Persevering through these types of challenges led participants to several clinical gains. 

This theme is further developed through three sub-themes: Finding ways to connect, 

Exploring ways to achieve a fluid therapeutic process through managing time 

constraints, and Recognizing psychodynamic concepts. 

Sub-theme 1a: Finding ways to connect. Some participants appreciated their co-

trainee’s presence and that they had a healthy and positive rapport from the start of the 

training. However, other participants struggled greatly with their co-trainees because 

believed that their co-trainee harbored negative feelings towards them or they had 

difficulty connecting with their co-trainee.  

Data Extract 4, Participant One 

What made it difficult was my partner. I had a very difficult time connecting with 

her, and resonating with her. We were just very different temperaments. Working 

with her as my client was a challenged.  

 

Yet, the participant later acknowledged,  
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Data Extract 5, Participant One 

But then again, not every client you have a lot in common with. I actually am 

lucky... It was really an interesting experience to work with a client who is not an 

easy match to work with, since that happens all the time in real life too. I’ve had a 

lot of clients who were hard to draw out of their shell so maybe it was good to 

have somebody who was more of a challenge to be with then somebody who 

would be an easy match to partner with. 

 

Similarly, 

 Data Extract 6, Participant Six 

My partner was in a very different place in her life than I was…I think that there’s 

this interesting experience of this dissimilar place in which we were in our lives 

and then having this IMT experience together… I think I had a hard time with her. 

 

Later in our interview as we discussed the difficulty of being paired with an IMT partner 

that is not easy to connect with, the participant made the following statement:  

 Data Extract 7, Participant Six 

You don’t get carefully paired with somebody, right? … You don’t get to 

interview several people to determine that there’s a match… that’s such a 

valuable component. 

 

These are two examples of how the experience of difficulty connecting with one’s partner 

in IMT can have a positive impact on music therapists’ clinical skills and prepare them 

for future therapy work.  

Sub-theme 1b: Exploring ways to achieve a fluid therapeutic process through 

managing time constraints. IMT is a time-limited experience (only 30 minutes per 

therapy session, and only 15 IMT sessions). While in the role of therapist, trainees found 

it challenging to get deep into a therapeutic process with their co-trainee. Similarly, while 

in the role of client, it was difficult to have personal therapeutic needs acknowledged and 

addressed.  
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Data Extract 8, Participant One 

The whole half hour session format was a challenge. It would often feel like not 

enough. 

 

Data Extract 9, Participant Five 

It was short … it wasn’t long enough, the IMT phase.  

These extracts support a desire for a longer session time and duration of IMT. 

 Data Extract 10, Participant Three 

 [Building] the [relationship] takes some time and development and it really has to 

do with spending time with that person in IMT, but because IMT is so time-bound 

you have to get to it … it’s like taking your time but realizing the time is limited 

… so part of the task is to be able to do something like that efficiently, to be fluid 

in your capacity to trust another person and to be vulnerable with more than one 

primary care person.  

 

This extract clearly identifies the learning opportunity presented by having to manage the 

time-constraint.  

Sub-theme 1c: Recognizing psychodynamic concepts. Given the relevance of 

the analytical music therapist’s presence (i.e., cognitive, emotional and somatic 

responses) in the therapy session, it is important that they are able to discern what 

psychodynamics are occurring. The knowledge and awareness of these processes inform 

and guide the therapeutic process. Participants spoke about being confronted with 

countertransference responses, having difficulty projecting onto co-trainees, experiencing 

parallel processes in the IMT session, acknowledging the presence of ‘blind spots’ and 

developing empathy. Empathy is addressed in a later sub-theme. Though participants 

spoke about these concepts, they did not provide specific examples of them. Moreover, 

some participants did share experiences that seemed to be examples of psychodynamic 
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processes, however, because they did not use the specific psychodynamic term, I am not 

comfortable making the interpretation for them.  

Managing the therapist’s personal material within the therapy session can be 

difficult for any therapist. However, it is important that therapists are aware of their own 

personal material (i.e., have a heightened self-awareness) so that when it emerges in 

therapy sessions with clients, they are not surprised. When unconscious processes are 

occurring in the therapy session, therapists may feel uncomfortable, surprised, confused 

or as if they have lost control of their abilities. Therapists cannot be aware of all of their 

unconscious material. However, they can increase their awareness of how it feels when 

unconscious interactions are occurring.  

The role reversal presented difficulties to trainees as they had to quickly shift 

from being cared for, to caring for someone else and putting aside their own personal 

material. This type of discomfort can be helpful to a therapist recognizing how they feel 

when something is not ‘right’ in the session. The role reversal also offered opportunities 

for clinical growth in terms of realizing how personal material can influence the therapy 

space.  

Data Extract 11, Participant One  

 That’s the challenge of IMT, that you’re just totally flipping roles. That  

was hard.  

 

Data Extract 12, Participant Three 

I think [managing boundaries] was core to what the IMT process was about, to me 

… it meant being able to shift between being the person who is looking for 

someone’s support, and so it was about me, in a sense, as client, as opposed to 

being there for someone else, and it involving me, but not being about me. And 

that’s much easier said than done.  

 

 



                                                                                                                                                           97 
 

 
 

Data Extract 13, Participant One 

Even in real life … you’re gonna change roles at work … you’re gonna suddenly 

work with a different client, and it was good practice to get from one mindset to 

another and try to work in an authentic way. 

 

Data Extract 14, Participant Five 

[The role reversal was challenging], first of all, to switch that mentality, 

especially after a deep emotional therapy session. It was really difficult to switch 

that. But that helped me to work as a therapist. You have a really deep session and 

then you have to move on to the next session. You really have to switch that. You 

leave this emotion here and then you go to different client. IMT really helped me 

to do that.  

 

These extracts highlight the value of the role reversal within the context of beginning to 

understand the psychodynamics of therapy. 

 Given that the theoretical underpinnings of AMT are built upon the work of 

Freud, Klein and Jung, it is important that analytical music therapists begin to understand 

concepts such as transference, countertransference, resistance, and splitting. The below 

data extract suggests that this participant was more deeply able to interpret sessions and 

guide clients in the therapy process because of their enhanced understanding.  

 Data Extract 15, Participant Two 

My skills and knowledge as a music therapist definitely deepened … Perhaps I 

might have conducted sessions before and after IMT the same way, however my 

interpretations and understanding about the therapy process got much much 

deeper, that means I was able to serve my client in a more effective way.  

 

 As any therapy session, IMT may represent relationships outside of the therapy 

space. Generally, individuation is the process in which one begins to separate from their 

primary support system (e.g., parent) and begins to function independently. This is an 

important process for a therapist trainee to experience as it symbolizes their ability to be 

independent.  
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Data Extract 16, Participant Six 

IMT occurred at a time in my life where I was still developing quite a bit, 

individuating from my mother and I remember having this experience of feeling 

this similarity between my IMT partner and my mother, and the role reversal 

made it so that sometimes roles were not clear, for me, and for my co-trainee, and 

that really mimicked my own sort of personal experience of my life in this process 

of individuation.  

 

This participant also recognized how Benedikte modeled the corrective parent in the 

situation. This experience provides essential benefits to any developing clinician in 

realizing the different roles that people play in our lives and the effects thereof.  

 Transference and countertransference are inherent in any therapeutic dynamic. 

Transference is typically the unconscious process of a client transferring feelings that 

were felt in the past (related to another relationship) onto the therapist. Conversely, 

countertransference is the process of the therapist transferring feelings onto the client. 

Countertransference material may be directly related to the client’s transference, or it 

may be completely unrelated to the client, but rather, it is connected to the therapist’s past 

experiences. In order for therapists to successfully navigate transference and 

countertransference in the therapy session with the client, it is important that they have an 

awareness of what might potentially emerge in sessions – or at least to recognize what it 

feels like when something is emerging. The therapist must be in tune with themselves.  

Unfortunately, therapists do not always realize the presence of transference and 

countertransference, thereby missing their influence in the therapy process, and 

potentially causing harm. IMT participants were confronted with recognizing and 

managing transference and countertransference material as it emerged in the training 

process, and the IMT trainer was instrumental in that process. 
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Data Extract 17, Participant Two 

… as the therapist I conduct therapy with my therapeutic partner, who was taking 

the role of client, and then … my supervisor … was able to offer some feedback 

on what I did, and what I didn’t do, and have me identify my own 

countertransference … and my resistance … and how to work on it. It was 

tremendously helpful to understand in a bigger picture what really went on in the 

[therapy] session. 

 

Data Extract 18, Participant Four  

I remember I thought I was picking up [material] as a countertransference, and 

Benedikte just sorta gently said to me, “I think that might be your own material” 

… Something that I thought I was perceiving …and she was just sort of clear and 

direct and saying, “I don’t think that’s what’s happening in this moment, I think 

that’s something that’s happening for you” … and I remember feeling very 

vulnerable, because it puts into question my perceptions. What am I seeing and 

how am I seeing it? And what are my biases, and how might I be misperceiving 

things? … Without that level of vulnerability it wouldn’t have been as profound. 

Without risking the feeling that [vulnerability] is, it’s really hard to hear that, but 

also really important to have that kind of humbling experience if you’re gonna be 

a clinician. 

 

 Parallel process is the process wherein a supervisee recreates his client’s issues 

while in supervision, and the supervisor takes on the role of therapist.  

 Data Extract 19, Participant One 

I guess what makes [IMT] special is that we’re actually being the client and 

therapist with our real lives and not just role-play. IMT is it’s own little mini 

parallel process. IMT is it’s own little therapy session … therapists working as 

therapists in their bigger therapy, whatever they’re working on in their own life, 

whatever you’re working on in your client’s life, it’s all just still right there.  

  

 Projection was another psychodynamic concept for which participants gained an 

increased appreciation for was projection. Projection is a complex concept that entails 

one splitting off parts of him or herself that he finds unacceptable. Projection is often a 

subconscious defense mechanism, and it is employed so that one does not have to deal 

with uncomfortable feelings. If a client has made poor decisions that are now affecting 

his life in a bad way, perhaps he was fired, he may yell at the therapist, call the therapist 
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names, and even blame the therapist for his poor actions. This behavior is called 

projection. In other words, the client treats the therapist the way the client feels about 

himself. The client is angry with himself, but is unable, or unwilling, to accept 

responsibility for himself at that time. While projections may be damaging to the 

therapeutic process, by providing the safe space for projection, the client can experience 

corrective healthy experiences that will assist in breaking the unhealthy patterns in his 

relationships. The below extract suggests that the participant was unable to project, 

however, a later extract shows that the participant could project in the music. This extract 

demonstrates the participant’s awareness of the importance of projection in the therapy 

session.  

Data Extract 20, Participant Six 

I don’t think that I can pretend it replicates a true client/therapist relationship in 

which there is the ability to project onto one’s therapist. It doesn’t exist in the 

same way when there’s access to so much personal information about the person. 

 

Theme 2: The Experiential Process as a Path Towards Therapist Self-Awareness 

 IMT demands that one have a heightened level of self-awareness. Self-awareness 

and the ability to be self-reflective are closely related. In order for therapists to recognize 

how the person of the therapist (i.e., who the therapist is as a human being) influences the 

therapy session, they need to be aware of who they are and how they present themselves. 

By engaging in IMT, trainees’ self-awareness, and their capacity to be self-reflective, 

continues to develop.  

Data Extract 21, Participant Six 

[IMT] is a useful tool and I think it’s my recommendation that it comes after 

personal work, because I think it requires that deep self-awareness, the capacity 

for pretty honest and heart wrenching, self-reflection … and I think there’s a 

certain real maturity that is required for one to successfully utilize IMT. 
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I had to be so self-aware all the time within the work … It required so much 

reflection. Deep self-reflection.  

 

Data Extract 22, Participant Two 

I really do believe that all [therapists should have self-experiences] before even 

working with clients … there’s so much to learn within the therapeutic slash 

educational environment. I did self-experience with Benedikte [before IMT] … so 

I had a level of understanding, self-awareness, as well as understanding about the 

therapeutic process … because of the self-experience itself. 

 

 IMT is an experiential training, in that trainees are engaging in the process rather 

than reading about it or watching others. What seems to make IMT so effective is the fact 

that trainees are experiencing the process in the role of self rather than role-playing the 

role of someone else. Experiencing IMT firsthand led trainees to a deeper appreciation 

for the therapeutic process. Though it will be discussed in the coming pages, these 

extracts are also supportive of participants’ experience of empathic growth. 

Date Extract 23, Participant Two 

Just reading articles and taking courses were not enough for me. Unless I was in it 

and experienced it … when I was in it, taking the role of the therapist as well as 

taking the role of the client in IMT, I was able to utilize, I mean really understand, 

not only understand, but I mean take a step further utilizing my learning in my 

practice. 

 

Data Extract 24, Participant Five 

In [IMT] I was trying to find myself as therapist. Through being in the role of 

client I became more aware of my own feelings … that really impacted my 

identity.  

 

Data Extract 25, Participant Four 

 

You gain much more understanding and insight into the relationship between 

what it means to be a client and what it means to be a therapist … It was easily 

the biggest piece of impact on my clinical work … it just really gave me the 

confidence … and I understood much more about what it meant to sit in [the 

therapist] chair.  
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Data Extract 26, Participant Three 

…the quick change over of boundaries … being able to be resilient in you role, 

part of being able to maintain your grounding while … empathizing and being 

present. 

 

Theme 3: The Value of Music in the Therapeutic Process 

 The way in which music was implemented in IMT sessions expanded trainees’ 

capacity for creativity. The experiences with music in the IMT session deepened 

participants’ understanding of, and appreciation for, the significance of music in the 

therapy session. Additionally, participants experienced multiple tangible ways that music 

was instrumental to facilitating the growth process.  

Data Extract 27, Participant Six 

That’s a huge component of … my professional identity now, was the way we 

 used music [in IMT]. 

 

Data Extract 28, Participant Three 

 

I should add a discovery of a dimension of my musical self. There’s no doubt that 

 that configuration helped me to deepen and expand that whole aesthetic palette, 

 that parts of which I didn’t know I had that I needed to develop. 

  

Engaging in music making provided opportunities for projection. It also enabled 

communication when words seemed unavailable. Therefore, the music promoted and 

nurtured the therapeutic relationship.  

Data Extract 29, Participant Six 

I think it’s harder to hide in the music … there’s a greater capacity [for 

projection] because you can’t think about it when you’re making music, you have 

to just do it … Self-disclosure is a sort of a natural part of showing up musically 

in an authentic relationship with somebody, including in therapy.  

 

Data Extract 30, Participant One 

It was a lot easier to work with her and relate to her in the music, that was the part 

that we had a better rapport. 
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Data Extract 31, Participant Five 

Music was a vital part of IMT to build the relationship, and then to bring up all 

the unconscious feelings and images and memories.  

 

The relevance of music in the growth process of trainees warrants further consideration 

and exploration. This theme is further developed through the sub-theme Music as a 

physical presence.  

Sub-theme 3a: Music as a physical presence. Music is a central, necessary and 

beneficial component of the IMT session.  In a sense, the music became a third presence 

in the therapeutic space.  

Data Extract 32, Participant Three 

The music becomes an experiential meeting place, a space and a time where you 

are together in living empathy … where you understand, really only through the 

music, what it is like to ‘be’ in the same way as somebody else… It’s not 

something you analyze from a distance in terms of the sounds you’re hearing 

from a distance. It’s something you’re experiencing with the person … a lot of 

time was spent being present in the music as opposed to relating what I was 

feeling … that was probably among the most profound things that happened and it 

still informs my thinking about music therapy today … this idea that … in music 

[therapy] the music actually has like a physical presence, you’re creating 

something together, an interval, harmony, some sort of polyrhythmic thing, some 

sort of texture that simply just doesn’t exist individually, it only has an existence 

in the partnership. The partnership is greater than the parts … the parts of the 

whole don’t add up to the whole, the whole is something greater. I experienced 

that in some really tangible ways in IMT.  

 

Essentially, music became a co-therapist in the session, and as a co-therapist, music 

became a vehicle for communication and a container for difficult experiences. The 

presence of music was also valuable to the participants’ development of empathy. 

Data Extract 33, Participant Four 

The role that music plays [in IMT] is that it is illuminating. It can hold so much of 

the shared material. The music itself can hold so many of the kind of more 

nebulous spaces, the more intersubjective spaces where your material crosses over 

with the client. 
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Data Extract 34, Participant Two 

 

Sometimes I [expressed myself] verbally and other times without telling my 

therapist I was able to express through music.  

 

Data Extract 35, Participant Three 

A lot of time was spend being present in the music as opposed to relating 

 [verbally] what I was feel, and I think in those moments, the heavy traumatic stuff 

 I think I was pretty clear that I didn’t need to say, “wow, that was rough,” … it 

 was more about showing than telling … being with. 

 

Theme 4: The Non-Hierarchical Learning Environment 

 IMT is experienced between two trainees. Trainees are equals, in that they are 

both trainees. Due to the nature of Scheiby’s institute training, partnerships are not 

planned. Partnerships occur as a matter of convenience – when two trainees have reached 

the point in training that they are ready for IMT, they are paired together. No 

consideration is given to either one based upon his or her past experiences as a therapist. 

Negotiating this learning environment enhanced participants’ appreciation for the 

humanity of the therapeutic relationship.  

Data Extract 36, Participant Three 

 

There’s something important about the egalitarian-ness of it, it’s very non-

hierarchical because you’re both trainee, and it helped me to appreciate … it 

reinforced for me, at least the principal, that we are not in some sort of hierarchal 

relationship with patient/therapist … and that we’re in something together.  

 

Data Extract 37, Participant Five 

IMT really helped me to look at microresponses … human relationships [and] 

 how they work. Even when I work in group settings … IMT is the base, the 

 human relationship, pair work really is the core.  

 

Data Extract 38, Participant Four 

 

You gain a deeper understanding of how those roles are connected and how they 

are roles … You are not a person who’s above someone else just because you sit 

in the therapist chair. You are the same person who just sat in the client chair. 
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You’re taking a different role, and for me, that was one of the most profound 

rewards of IMT, was understanding that this is about humans being in different 

roles.  

 

The therapeutic relationship and empathy are closely related; therefore, this theme is 

further developed through the sub-theme Empathy.  

Sub-theme 4a: Empathy. Empathy is regarded as a highly important attribute for 

the analytical music therapist. Simply, empathy is the ability to understand and feel the 

feelings of others. Eschen (2002) stated that “Empathy is one of the preconditions for 

understanding” (p. 18). This suggests that once one has felt understood by others (e.g., 

parent, therapist), their self-esteem and personal identity can begin to develop.  

 Data Extract 39, Participant Five 

I became more sensitive … about the musical responses of the client. I became 

more aware and conscious … It helped me to really zoom into that client 

emotional state … and then recepting, and then resonating with all the musical 

responses from the client. [Being] a receptor means my therapeutic presence. I 

used my whole body. Resonating means [learning to verbally and musically] 

deeply attune to clients. [Learning] how to be empathic verbally and musically; 

IMT is the basis for my clinical practice. 

 

Data Extract 40, Participant Two 

 

I better understood how my client would experience AMT. 

Theme 5: Trust  

 Trust is necessary to the IMT process. Participants struggled to trust their 

competence while in their role as therapist, as well as struggling to trust their co-trainees 

in their respective opposite roles.  

Data Extract 41, Participant Five 

 

As a beginner trainee I was always wondering if what I said to the client was 

right. My word choices, were they right for the client? … My interventions, were 

they right? 
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Data Extract 42, Participant Three 

 

You’re on the same level, there’s sometimes a sense of, “well, does this person 

really have me, am I safe?” Because they’re learning how to be there for me, and 

also questioning yourself, “Can I be there for them and is that gonna hold back 

their process?” Navigating that competence relative to one another is definitely 

challenging.  

 

Data Extract 43, Participant Four 

 

The level of trust necessary in IMT … It’s related to the vulnerability piece, it’s a 

very vulnerable space to be seen as a client, and also attempting to play the roles 

of the clinician, I mean, those two piece go hand in hand as trust and vulnerability 

often do.  

 

IMT incorporates numerous components and the trainer is involved in each one. 

Consistent among participants was the trust held with the trainer. Trusting the trainer 

seems imperative to the IMT process. Trust in the trainer created a safer environment for 

trainees to explore inner material, sometimes actually augmenting the sessions, and 

enabled a more productive supervision process.  

Data Extract 44, Participant Five 

[IMT is the opportunity for] trial and error in a safe space. We are role-playing as 

 client,  

and as therapist, to experience both. Then we have feedback from the trainer. 

 

Data Extract 45, Participant Two 

 

IMT is a very unique modality to explore within a safe secure environment … 

working with the triad, meaning my therapeutic partner as well as my supervisor.  

 

Data Extract 46, Participant Six 

 

[My co-trainee] was under the auspices of Benedikte, who I fully trusted. So, it 

was one layer removed … I trusted that the work I was doing with [my co-trainee] 

… was all within the container of Benedikte. So it wasn’t as though there was 

mistrust and therefore a complete inability to use the process.  
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Data Extract 47, Participant One 

Benedikte told me to “shut up” after my first session … I remember thinking, “oh 

my God, she told me to shut up!” … then I realized, “oh my God, I do so much 

talking in therapy, I’m talking over the client, I hate that when my own personal 

therapist does that, why don’t I step back and be more of a witness?” 

  

 Data Extract 48, Participant Five  

I had a tendency to be nodding, constantly nodding, and trying to be so helpful to 

the client … I became aware of those things through IMT feedback … Benedikte 

directly [told] me, “give the clients more space. When the client enters the room, 

try not to say anything, or just accept who she is.” I really had to learn body 

posture, how to create the space … non-verbal interventions also were key for me 

… I tried [the recommendations] and I was like, “Oh yea! It works! She (co-

trainee) started telling me all the things without me saying anything!” That was a 

really interesting experience.  

 

Data Extract 49, Participant Four 

Up until that point, any supervision that I’d had, I’d always hidden at least 

something. I’d always shown the best version of myself that I could muster, and 

tried to hide the things that I didn’t feel were as polished or skilled or deep or 

whatever it is.  

 

Date Extract 50, Participant One 

 

There was this one … very dramatic music session with [my co-trainee as client] 

…I think one of us was playing the gong … anyway … making loud noises and 

then having a shouting session with this person who usually spoke in a whisper. I 

felt like that was something that Benedikte had talked to me about … during 

supervision … and it felt very uncomfortable … I mean, I guess the thought of it 

felt very uncomfortable, but when we were doing it, it felt like that was the real 

climax of the therapy. 

 

Data Extract 51, Participant Four 

 

I think he was guided into that, and to really being able to stay with that because 

what was playing out for me, relationally, in the therapeutic dynamic was that I 

didn’t feel like anybody could hold this piece, and so I think that was coming up 

in the therapeutic relationship … and I think Benedikte sort of helped him stay 

with this, “you can be this, you can step into this role, you can stay with it,” and it 

was … profound.  
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Theme 6: Recordings and Log Writing to Integrate Learning  

 Part of the IMT process is to record sessions and write detailed logs. The purpose 

of these logs was to connect theoretical knowledge to practical skills. Participants 

completed these logs about their experience while in the role of therapist. This allowed 

them to view material from a distance and assign theoretical terms to practical aspects in 

the session. Logs consisted of three parts, (1) objective information (i.e., what actually 

happened), (2) subjective material (i.e., what does the trainee think or feel about the 

experience), and (3) intervention (i.e., what intervention did the trainee use). Participants 

were able to listen to, or watch recordings to document their experience. This allowed 

them to reflect upon the experience without the immediate emotion of the experience. 

Only two data extracts are presented here. However, throughout the interviews, 

participants repeated referred to their logs. 

 Data Extract 52, Participant Five 

 When I was writing my log, after the session when I went home I felt awkward. I 

 realized [that I felt judged by my co-trainee]. Then in the next session, I confessed 

 that and we processed that. 

 

 Data Extract 53, Participant Four 

 

 Listening back to [the music] was really useful because I … noticed responses 

 that I was having when I … was therapist. I noticed responses that I might not 

 have noticed at the time, or that might have felt more fleeting. Listening to things 

 that I may have missed the first time through, reactions to things that may have 

 been fleeting or more unconscious, and when I listened to them afterward I was 

 able to be more conscious, more consciously aware of the reactions that I was 

 having … whatever those countertransferences may have been, they became 

 clearer when I listed back to them.  

 

In Summary 

 These results suggest that enduring challenges in training can positively influence 

the therapist’s clinical skills. Through navigating connection and communication 
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difficulties in sessions, trainees explored with the music, and this led to growth in their 

depths of creativity. IMT can promote trainees’ understanding of psychodynamic 

concepts. The experiential process promoted heightened self-awareness and the ability to 

be self-reflective. Trust seemed to be an important factor to the process overall; the trust 

in the trainer enabled experimentation and the learning process in general, but trainees 

also realized that distrust within a partnership can be detrimental to growth. This 

enhanced their appreciation for a healthy working alliance. Furthermore, trainees learned 

to trust their own abilities. The process of writing logs and reviewing recordings seemed 

to be instrumental for connecting all aspects of the experience.  

 IMT incorporates multiple components: the trainer (supervision); two trainees 

(role-reversal between therapist and client); music; and, readings, recordings, and writing 

assignments. Though IMT would not be IMT without each component, each component 

seems to have specific benefits in terms of clinical skill development. I would like the 

reader to be able to easily see how each component augments trainees’ experience. Figure 

4 shows a breakdown of clinical skill development according to each IMT component, 

and that all of the learning is supported, and contained in, trust, recordings and logs.  
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Figure 4. Quick View of Results According to IMT Component. Boxes show the IMT 

training component and the trainee benefits. The arcs signify the importance of trust, 

recordings and logs to support and contain the trainee’s experience. 
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CHAPTER 6 

DISCUSSION AND CONCLUSIONS 

The purpose of this study was to explore Inter Music Therapy (IMT) from the 

perspective of those who have experienced it first-hand. Accordingly, the interpretivist 

research method of transcendental phenomenological inquiry as it is described by 

Moustakas (1994) was engaged to guide the investigation and analysis process. Data 

analysis was carried out in two multi-step phases. This process was systematic, yet 

intuitive and iterative, and sometimes messy.  

IMT is the complex training method that is central to the four-stage training 

process to become an analytical music therapist. IMT is multifaceted and incorporates 

numerous layers; the trainee’s role as therapist, the trainee’s role as client, an immediate 

switch between the two roles, individual supervision, reading and writing assignments, 

and music throughout the entire process. Throughout the IMT process, trainees remain in 

the role of self and work with subjective material.  

Six persons participated in this study. All participants underwent IMT with 

Benedikte Scheiby. These six participants graciously shared their time to tell me about 

their experiences. Participants shared freely about the benefits, and the discomforts, they 

experienced during IMT and for that, I am grateful.  

As will be discussed in coming paragraphs, the findings indicate that IMT is 

challenging and intense, yet transformative. Through enduring challenging situations, 

participants gained valuable insights, which then led to clinical skill development. 

Participants’ self-perceived understanding of psychodynamic concepts improved, their 

understanding for the role of trust in the therapeutic process broadened, and their capacity 
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for creativity in the music deepened. IMT is advanced level training in the United States. 

However, in addition to exploring and sharing the depth of participants’ experiences in 

IMT, it was hoped that some findings from this study might be applicable to music 

therapy training and supervision in general. Accordingly, the findings from this study will 

be discussed in terms of their importance to study participants, as well as, their potential 

applicability to music therapy training and supervision. 

Research Question 1: What is the IMT Experience Like for an AMT Trainee? 

This question was answered for each participant individually with a synthesis. 

Syntheses were shared in chapter 4. Each synthesis was a rich but concise description of 

each participant’s IMT experience. IMT is a complex training process that integrates the 

trainee’s experience in the role as therapist, the role as client, the role reversal between 

the two roles, in supervision, and with music. The global distilled essence was created 

through horizontal analysis of the individual participant syntheses, and it is the final 

finding of phase one of data analysis. The global distilled essence describes what it is like 

to experience IMT for an AMT trainee.  

Global distilled essence. IMT is a profound and transformative experience. The 

lessons learned in IMT may help transform the analytical music therapist trainee into an 

analytical music therapist. In order for a trainee to successfully utilize IMT, it is 

important that he or she has a heightened level of self-awareness and a deep capacity for 

self-reflection. The experiential process can solidify the trainee’s learning. IMT is special 

because it incorporates the trainee’s real-life experiences and not just role-plays.  
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Being in the role of therapist may be exhausting. It may be difficult to connect 

with peers (as co-trainees). Trainees may question their own competence while in the role 

of therapist, and this may make them feel vulnerable.  

Trainees may not remember specific material from being in the role of client. But 

the feelings remain intense. Trainees may question the competence of their co-trainees 

while in the role of client, and this may make it difficult to trust their co-trainee. Trainees 

may feel vulnerable while in the role of client. 

Enduring the switch between roles may be much easier said than done. Separating 

the roles of therapist and client may be difficult. The switch between roles may make it 

so that the roles, and boundaries, are not clear for trainees.  

Being directly observed by the trainer in the IMT session may feel like being 

looked at through a magnifying glass. It can make the trainee feel self-conscious, but it 

can also help the trainee to feel safe, as well as enhance their understanding about what it 

means to be an analytical music therapist. The trainer’s presence adds an educational 

component to the IMT session. The trainer’s presence can enhance the trainee’s trust in 

the process, allowing the trainee to trust their co-trainee as therapist, and allowing the 

trainee to trust their abilities as therapist. The individual supervision after the session may 

be enlightening, validating and transformative for the trainee. Listening to and watching 

session recordings may help the trainee to understand the work differently. Writing 

detailed logs will help the trainee to make connections between theoretical knowledge 

and practical skills. 
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The music in IMT may help the trainee to know what it is to be like someone else; 

it may be a space of living empathy1. The music becomes a meeting place for trainees. 

The music may make it easier for trainees to connect in times of disconnection. Engaging 

in and processing the music can lead to more productive therapy sessions. Sometimes, 

thinking about the use of analytical music therapy techniques in the therapy session may 

feel uncomfortable, but during implementation it may feel climactic. The symbolic use of 

music in IMT can lead to a deeper capacity for creativity for trainees. IMT is risky, but 

rewarding. 

Sub-Question 1a: What are the Most Significant Experiences for the IMT Trainee?  

Much like the concepts or noema (the experience) and noesis (the way in which it 

is experienced), separating participants’ significant experiences (question 1a) from the 

shaping of clinical skills (question 2) seemed almost impossible. The significant 

experiences in IMT shaped participants’ clinical skills. Moreover, the experiences seem 

to be interdependent, in that each one influences, and is influenced by, the other. That 

said, as seen in the chapter 5, there were some experiences that participants spoke about 

with greater frequency, thereby rendering them ‘significant.’ The following experiences 

seem to be the most significant to participants: skill development through navigating 

challenges, trust and the therapeutic process, and an increased capacity for creativity and 

newfound appreciation for the value of music in the music therapy setting. While the 

experiences will be presented here, they will be further explored in the discussion of the 

themes. 

                                                        
1 I would like to acknowledge that research Participant Three used this phrase. 
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Significant experience 1: Skill development through navigating challenges. 

Participants experienced a short time limit as a challenge, yet they realized that the short 

time limit prompted them to have to learn to swiftly get to clinical material. Some 

participants had difficulty connecting with their peers, but this meant that they had to 

learn to find ways of connecting and putting aside their personal feelings (or addressing 

them in the music). This challenge was also recognized as useful in terms of future 

clinical work – in that therapists do not often get to choose their clients.  Participants had 

difficulty with the role reversal, but realized that the quick change in roles meant that 

they had to learn to acknowledge, and manage, their own thoughts and feelings.  

Significant experience 2: Trust and the therapeutic process. Participants 

struggled to trust themselves while in the role of therapist, and they struggled to trust 

their peers while their peers were in the role of therapist. All participants held a deep trust 

for the trainer and this trust led to more meaningful therapy sessions. Also, because of the 

trust held in the trainer, trainees were able to hear difficult feedback without becoming 

upset, and that feedback helped them to grow as therapists.  

Significant experience 3: An increased capacity for creativity and newfound 

appreciation for the value of music in the music therapy setting. In AMT, music is 

used symbolically and then often processed verbally. The symbolic use of music was a 

new experience for all participants. All participants experienced growth in their capacity 

for creativity, and all participants shared that the way in which music was used in IMT 

formed the foundation for the way they currently use music in their clinical practice.  

 



                                                                                                                                                           116 
 

 
 

Research Question 2: How Does IMT Shape the Clinical Practice of Music 

Therapists Who Have Experienced It?  

 Because AMT is an advanced model of practice and music therapists must hold a 

master’s degree in music therapy prior to engaging in training, trainees generally come to 

AMT training with an already formed way of working clinically. IMT shaped these 

clinical skills. The ways the IMT shaped clinical skills will be discussed in terms of the 

six global themes that emerged: (1) Celebrating skill development through experiencing 

challenging situations;(2) The experiential process as a path towards self-awareness;(3) 

The value of music in the therapeutic process; (4) The value of a non-hierarchical 

learning environment; (5) Trust; and (6) The importance of recordings and log material 

to integrate learning. 

 Theme 1: Celebrating skill development through experiencing challenging 

situations. IMT is extremely challenging, yet it is also profound and transformative. The 

difficulties that participants experienced are what made IMT so intense. The main 

challenges identified were difficult partnerships, managing time boundaries, and the role-

reversal. This theme was developed through three sub-themes: Finding ways to connect, 

exploring ways to achieve a fluid therapeutic process through managing time constraints, 

and recognizing psychodynamic concepts. 

Sub-theme 1a: Finding ways to connect. The difficult partnerships made it 

challenging for participants to form a positive working alliance. Working alliance is 

regarded as highly important in the therapeutic/supervision process as an agent to enable 

client and supervisee growth (Abrams, 2014; Sutton & De Backer, 2014). Working 

through challenges in the therapy/supervision can enhance the working alliance (Bellows, 
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2007). Participants in this study realized the need for a positive working alliance. Though 

enduring difficult partnerships was identified as a challenge, participants were easily able 

to realize that therapists do not often have the luxury of choosing their clients, and 

therefore, having to navigate this difficulty was perceived as a valuable learning 

opportunity. This will be discussed further in the coming pages in the section about 

music, as music was the primary means of connection in times of perceived 

disconnection. Additionally, the trainer provided direct feedback in individual 

supervision, which enhanced participants’ awareness of their therapeutic presence in 

general. This feedback helped trainees to find ways of being present to their co-trainees, 

which helped to facilitate the working alliance. Findings show that navigating challenges 

in IMT helped trainees to develop therapeutic presence which enabled their ability to 

foster a suitable working alliance.  

Sub-theme 1b: Exploring ways to achieve a fluid therapeutic process through 

managing time constraints. Therapy sessions in IMT are only 30-minutes in duration, 

and this meant that trainees had to identify clinical material quickly. Participants found 

value in using music to access clinical material. Scheiby (2001) suggested that IMT 

offers AMT trainees an opportunity to extend their personal therapy; however, not all 

participants experienced this. One participant clearly stated that they did not experience 

IMT as a true therapist/client experience. However, Benedikte’s presence in the sessions 

enhanced their therapeutic value.  

Additionally, the short time frame of sessions meant that participants had to 

maintain a heightened awareness of time as a session boundary. This ensured that they 

(as therapist) were able to maintain their grounding in the therapist role. The therapist’s 
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role as timekeeper is very important to the therapeutic process as it enables trust between 

the therapist and client (Priestley, 1994; Scheiby, 2001, 2019). Clients come to realize 

that they can depend upon their therapist because their therapist provides a safe space. 

Time is one of the boundaries that therapists must maintain in order to contain the 

therapeutic space (Daw & Joseph, 2007; Macran et al., 1999).   

Sub-theme 1c: Recognizing psychodynamic concepts. IMT provided participants 

with a deeper understanding of countertransference, transference, resistance, 

individuation, projection, and parallel process. By experiencing these concepts as they 

occurred in sessions with their co-trainees, processing them in individual supervision, and 

then examining them more fully through reflective logging, participants’ suggested that 

their ability to recognize and work with these concepts (with clients outside of IMT) 

improved. The trainer’s presence in sessions was instrumental in helping participants to 

understand and process these therapeutic dynamics. Some training programs offer similar 

situations (e.g., supervisors travel to sites to observe supervisees, supervisors watch 

through windows, or supervisees bring session recordings to supervision sessions). 

However, besides Aalborg’s master’s program (Lindvang, 2010), to my knowledge, no 

other training program offers such an intensive, inventive and effective opportunity such 

as IMT (i.e., the constant and immediate presence of the trainer to support, encourage and 

possibly guide the therapy process), either in music therapy or outside of music therapy.  

Some participants named psychodynamic concepts in their interview material 

(e.g., countertransference, projection), but did not share specific examples of when they 

occurred. Other participants shared examples that seemed to refer to these concepts but 

did not name the psychodynamic concept specifically. Moreover, when identifying 



                                                                                                                                                           119 
 

 
 

psychodynamic material, it is often important to have information about the client and the 

therapist. In this study, I aimed to provide rich descriptions of participants’ experiences. 

Because I was not privy to the entire experience (i.e., what was occurring with the client 

and the therapist), I chose not to assign meaning by labeling participants’ experiences 

with specific psychodynamic terms. Also, generally, the emergence of these mechanisms 

is unconscious. Therefore, though they were present, describing them in detail may have 

been difficult for participants.  

Projection is an unconscious defense mechanism employed by the client to 

separate unwanted parts of him or herself (Priestley, 1994). Some participants had 

difficulty in sessions (in both roles), but found that the use of music allowed them to be 

more present. The music provided opportunities for projection and enabled a learning 

process to occur. One’s music represents who they are (Camilleri, 2001); therefore, it 

seems that when one engages in music making, one cannot help but be authentic. 

Findings show that the use of music was valued as an opportunity for projection when 

participants did not feel words were effective.  

There are varied understandings and descriptions of countertransference 

throughout mental health and music therapy literature (e.g., e-countertransference, 

concordant transference, subjective countertransference; Arthur, 2016; Tosone, 1998). 

For purposes of clarity, I will only use only the term, countertransference. Enduring the 

role-reversal helped participants realize the influence of personal material in the therapy 

session; this personal material is recognized as countertransference. Simply put, 

countertransference is the therapist’s emotional response to the client’s transference. 

Countertransference can be beneficial in the therapy session to help a client to change 
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dysfunctional patterns of functioning. Conversely, unrecognized countertransference can 

be damaging to the therapeutic process (Priestley, 1994). Having the opportunity to be 

present in IMT in both roles under the direct observation of the trainer helped some 

participants to identify potential blind spots.   

There are numerous models of music therapy supervision that implement music as 

a means to uncover and process countertransference material (Amir, 2001, 2019; Austin 

& Dvorkin, 2001; Hesser, 2001; Kim, 2019).  As already stated, typically, in supervision, 

the client’s issues are placed at the center of the supervision process (Sutton & De 

Backer, 2014). In IMT, the therapist (supervisee) is the client. This is a unique 

opportunity to uncover, work through, and then successfully utilize countertransference 

to help trainees grow.  

Outside of music therapy, mental health professionals find creative ways to access 

subconscious and unconscious material in therapy and supervision sessions (e.g., the use 

of fairy tales; Smith & Bird, 2014). This seems somewhat limiting, as the supervisor has 

chosen the fairy tale in which to use as metaphor to understand the material in question. 

In music therapy, we have the special ability to incorporate music symbolically to bring 

unconscious material into consciousness. Incorporating (symbolic) improvisational 

interventions into the classroom for students to discuss can increase their awareness of 

the ways in which music is personally experienced. Exploring these personal experiences 

with music may enhance students’ understanding of their clients’ experiences in music. 

Some may argue that students may not be ready for such personal experiences. However, 

I would argue that sending students into the world of music therapy to encourage clients 

to explore their inner beings with music, when the student has not done so for him or 
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herself, borders on unethical practice. The intricate balance of self-experience with music 

and the trainer’s presence in IMT increased participants’ self-awareness, thereby 

heightening their awareness of potential psychodynamic processes in therapy.  

Theme 2: The Experiential Process as a Path Towards Therapist Self-

Awareness. Many of the findings from this study are similar to what seems to be 

repeatedly advocated in the music therapy literature - music therapists need to have first-

hand experiences with music in order to fully appreciate the potential depths of 

experience that their clients can have. 

Only to the extent that we can experience and understand the transformative 

power of music in our own lives can we offer it to others in our work. We need to 

spend time making music, listening to music and exploring to uses of sound and 

music for our own personal growth and transformation. It is difficult to guide 

someone on the path of self-exploration in and though music if we are personally 

unfamiliar with the territory. (Hesser, 2001, p.53) 

 

IMT takes this a step further with the constant presence of the trainer. The trainer was 

instrumental in guiding trainee’s learning process. I suggest that music therapy training 

incorporate self-experiences with music. That said, professors should be instrumental in 

guiding students’ learning process. Professors should be mindful not to be too therapeutic 

in the classroom (Summer, 2019). The line between therapy and teaching can sometimes 

be blurry (Scheiby, 2001). There is an implication here for professors to also engage in 

self-experiences with music for personal growth.  

Personal experiences in therapy may feel like experiential learning; these personal 

experiences may help therapists to recognize potential countertransference material, and 

can enhance mental health professionals’ understanding of, and appreciation for, 

therapeutic rapport (Daw & Joseph, 2007; Marcan, Stiles & Smith, 1999). Coincidentally, 

therapists have similar experiences in professional supervision (Tan & Chou, 2018; 
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Cashwell & Dolley, 2001). IMT is a combination of personal therapy and supervision. 

Consequently, the findings from this study further support the notion that self-

experiences in therapy and supervision positively influence (music) therapists’ clinical 

skills. Teaching experiences can sometimes mirror therapy experiences, and it is the 

responsibility of the teacher/supervisor to guide this process for students. Therefore, it is 

also important that music therapy professors model appropriate growth experiences (i.e., 

engage in supervision) so that students can appreciate the importance,  

 Literature outside of music therapy also supports the incorporation of therapist 

self-experiences. Compassion focused therapists and cognitive behavioral therapists 

implement personal practice exercises as a means to experience techniques first-hand 

(Bennett-Levy et al., 2015; Gale, Schröder, & Gilbert, 2017). However, these experiences 

are not typically processed with others, but rather through self-reflection. Though self-

reflective practice may somewhat enhance one’s self-awareness, it seems that there 

would be a greater opportunity for honest self-reflection if there were others to be 

accountable to, such as a peer group or a supervisor. Moreover, a peer group or a 

supervisor would be able to bring non-biased perspectives, perhaps bringing into 

awareness something that the supervisee may not have thought of.  

 Bruscia (2019) commented, “Achieving self-awareness is a pre-requisite to 

becoming an effective clinician, and a clinician cannot be effective without self-

awareness. Thus, reflexivity is both the process and outcome of supervision” (p. 305).  

All participants acknowledged having heightened self-awareness prior to undergoing 

IMT because of having gone through personal music therapy- meaning, they had 

previously used music to recognize and process subjective material. Camilleri (2001) 
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discussed at length the relevance of engaging in music making to increase her self-

awareness. She noted, “Music can concretize information, while at the same time itself 

remaining symbolic and representational” (p. 81). One participant spoke about using 

music to project onto her co-trainee because it is harder to “hide” pieces of yourself in the 

music. Camilleri (2001) also stated, “Music enables and nudges forward the process of 

increased self-awareness, as well as reflecting it step by step” (p. 81). Based upon the 

experiential and experimental uses of music throughout IMT, it seems that engaging in 

music making and then reflecting on the process, increased participants’ self-awareness. 

Music therapists need to be experiencing music making in training, discuss the music 

making process, and understand their own experiences in the musical process. Some 

participants in this study believed that their heightened awareness allowed them to better 

serve their clients.  

Though self-awareness was identified as a pre-requisite to IMT, self-awareness 

was further developed through; experiencing each role, engaging in music making; 

(verbally) processing music; working with the supervisor in individual supervision; and 

through listening/watching recorded sessions and then completing in-depth logs about the 

experience. All participants regarded self-awareness as highly important to the 

therapeutic process. Findings suggest that IMT demanded participants to engage in 

constant self-checking to ensure that they remained grounded and present to their co-

trainee, Priestley (1994) referred to this as split awareness. 

Theme 3: The value of music in the therapeutic process. The uses of music 

have already been mentioned numerous times throughout this discussion. This 

demonstrates the efficacy of music to enable the therapeutic process. By enduring 
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challenging partnerships, participants had to navigate how to achieve a manageable 

working alliance. In many cases, participants used the music to enable expression and 

connection. Participants did not share specific examples, but they shared that engaging in 

music making often led to the emergence of material for verbal processing. Participants 

found safety in the music as a container to hold uncomfortable emotions; in some cases, 

participants verbally processed this material, and in other cases, participants allowed the 

music to hold the material. Findings demonstrate that by experimenting with music to 

hold the space and facilitate connections with their co-trainees, participants broadened 

their capacity for musical expression and creativity.  

 Many music therapy programs in the United States are housed in music programs. 

As such, a heavy focus is placed on students’ musical skills. Music therapy students have 

been conditioned to create ‘good’ music. Further, music therapy students have been 

inundated with rules to on how to create good music. These musical rules provide 

guidelines, and these guidelines influence music therapy students’ expectations of what a 

music therapy session should sound like (Hiller, 2019; Summer, 2019). Engaging 

students in music making in a symbolic way (such as in IMT) may require students to 

unlearn these musical rules. It is true, one must know the rules before one can break the 

(musical) rules, but students should also know that they are permitted to break the rules. 

More importantly, students should know what it feels like to break musical rules. 

 Unfortunately, when things do not go as planned in therapy sessions, 

students/supervisees may feel uncomfortable, and then to have to admit to, and share that 

discomfort in a classroom or supervision setting can be even more uncomfortable 

(Summer, 2019). Allowing students to endure that discomfort and tension leads to “true 
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learning” (Summer, 2019, p. 134). Findings from this study confirm that, with the support 

of a supervisor, experiencing discomfort in the role of therapist has a positive influence 

on the development of clinical skills.  

Sub-theme 3a: Music as a physical presence. All participants referred to music 

as if it were a physical presence; one participant referred to it as a third presence. This 

has important implications in terms of the music being regarded as a co-therapist. 

Students are sometimes encouraged to trust the music, or, just use the music. In order for 

students to be able to trust the music, and to understand when it is applicable and how, 

they must be taught to do so.  

It seems important to note that participants did not speak about specific musical 

qualities (e.g., rhythm, tonality, instrumentation) but rather referred to the way that music 

was used in sessions. All participants came to a new understanding of the role that music 

can play in therapy and this knowledge informed their current state of clinical practice. 

Being permitted to experiment with the music in IMT helped participants to realize that 

they could trust the music. Participants found value in the music to release uncomfortable 

thoughts and feelings while in the role of client. This also allowed them to realize that 

they could do the same when in the role of therapist (i.e., they could be authentic and 

supportive with their music without divulging too much personal information while still 

being wholly empathic).  

Theme 4: The non-hierarchical learning environment. The non-hierarchical 

nature of IMT, in that both participants are trainees, prompted participants to re-evaluate 

their preconceived ideas of what the therapeutic relationship should look like. Some 

participants gained insight into the fact that therapy is about two people being in 
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something together, and not necessarily about one person helping another. Participants 

realized that the therapeutic relationship is about people playing different ‘roles,’ or parts 

of the process. By experimenting with personal practice techniques that are designed to 

be implemented with clients, compassion focused therapists have come to similar 

realizations; “therapists are … no different to clients” (Gale, Schröder, & Gilbert’s, 2017, 

p. 182). These findings suggest that it is important that therapists play the role of client 

with lived experience in order to truly appreciate what that ‘role’ is.  

Sub-theme 4a: Empathy. Being in the role of client nurtured participants’ 

capacity for empathy. In some cases, being in the role of client positively augmented 

participants’ confidence levels in the role of therapist. The music was a valuable source 

of connection.  Personal therapy is a way of learning appropriate, and not appropriate, 

therapeutic techniques (Daw & Joseph, 2007; Marcan et al., 1999), and this was also the 

case in IMT. IMT presented constant opportunities for participants to learn from one 

another simply by them being together.  

Bruscia (2014a) defined empathy as “the capacity to identify with or understand 

what another person is experiencing” (p. 77). He goes on to state “this may include 

having the same or similar body response, feeling the same emotions, taking the same 

perspective on something, thinking the same thought, doing the same thing together, and 

so forth” (Bruscia, 2014a, p. 77). By making music together, participants were able to 

experience what it felt like to be the other. This means that potentially difficult to feel or 

express emotions were expressed through the music, and the co-trainee was feeling these 

expressions, and also often providing musical support (which may have been equally 

difficult to express). In this sense, the trainees were expressing and feeling the same 
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thing: living empathy. Eschen (2002) suggested that being understood is the foundation 

for one’s ability to form an identity. It seems that by being understood so deeply by one 

another, participants were able to move towards their new identity as analytical music 

therapists.  

 Theme 5: Trust. Trust is a concept that suggests that one can depend upon 

something. Trust is important to all aspects of therapy and supervision. In fact, trust is 

regarded as the foundation for growth in therapy and supervision (Abrams, 2014; 

Efstation, Patton, & Kardash, 1990; Vallance, 2005).  Findings from this study suggest 

that trust was paramount to the IMT process as a foundation and as a container for 

participant experiences. As one learns to be a music therapist, he or she must learn to 

trust him or herself, to trust the music, and to trust the therapeutic process. The physical 

presence of the trainer in IMT helped participants feel safe enough to experiment with 

AMT techniques while in the role of therapist.  

 Scheiby (2001, 2019) noted that sometimes trainees have difficulty trusting one 

another because they may not feel that their co-trainee is qualified enough to be their 

therapist.  The trainer’s presence helped trainees feel safe in the role of client knowing 

that the trainer was able to contain the space and support their co-trainee’s role as 

therapist. In some cases, participants experienced meaningful therapeutic processes while 

in the role of client because the trainer supported and guided their co-trainee’s role as 

therapist. Without having a positive working alliance with the trainer, the trainer’s 

presence could be cumbersome rather than helpful (Brooks, 2002), and may actually 

adversely influence the therapy session. Therefore, it is important that supervisors 

provide adequate opportunities for students and supervisees to develop trust. It is 
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important to reiterate that Benedikte was the participants’ personal therapist (for the 

initial stage of AMT training), as well as their AMT trainer (in IMT), so they had a very 

healthy working alliance.  

Theme 6: Recordings and log writing to integrate learning. Log writing in 

IMT included separating the experience into three distinct categories: (1) Objective (what 

actually happened); (2) subjective (what the therapist thought/felt was happening); and 

(3) intervention (the name of the technique or intervention being used in connection with 

the occurrence). Writing detailed logs helped participants to bridge theoretical tenets to 

practical skills. Writing logs is a common practice in music therapy training programs 

(Barry & O’Callaghan, 2008; Brooks, 2019; Hiller, 2019; Summer, 2019). However, the 

content of these writing assignments is not explicit. This type of specificity in student log 

requirements may be helpful to student development.  

Encouraging students to think critically about their self-experiences may enhance 

their self-awareness. Not only does this type of specificity provide clear guidelines to 

students, but it also requires that students dissect their music therapy sessions and think 

critically about what is happening. This could help students to develop future decision-

making plans. It may also allow students to fully appreciate session dynamics; what the 

client is doing, the student’s response to the client, and how the student implements 

music therapy techniques as a response to what is occurring in the session (and then how 

the client is responding to the music therapy techniques that the student implements). 

Educators should be mindful of how they implement grading practices as specifics in 

rubrics may inhibit students from sharing their true thoughts and feelings associated with 

experiences. For example, the therapist/teachers in Aalborg’s self-experiential master’s 
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program are not involved in grading practices at all (Lindvang, 2010; Scheiby & 

Pedersen, 1999). 

Participants were required to record sessions and that resulted in three recordings; 

30 minutes in the role of client, 30 minutes in the role of therapist, and 30 minutes in 

individual supervision. These recordings were instrumental in helping participants to 

write their detailed logs. Listening to recordings helped participants to recognize material 

that they may not have heard or felt during the therapy session (in the role of therapist, as 

well as, in the role of client). The process of writing logs was instrumental to 

participants’ learning. Some participants also found validation and increased insight in 

Benedikte’s written feedback on logs. Findings suggest that log-writing was instrumental 

in participants’ learning process.  

Bruscia (2019) recommended that supervisors observe, either through watching 

video recordings, skyping in, or in person as it presents the “most comprehensive and 

accurate picture of the supervisee’s work” (p. 306). Findings from this study support this 

recommendation. Participants in this study experienced a more honest supervision 

process as a result of the trainer’s direct presence in the therapy space. They could not 

omit parts of the session that they may have been embarrassed about because the trainer 

had actually seen and heard the session. While it may not always be feasible, supervisors 

in educational settings should be observing student work. Supervisors outside of the 

educational setting should be observing student work, or requiring supervisees to provide 

HIPAA compliant recordings so that the supervisor can have an accurate picture of the 

supervisee’s clinical work. The constant and active presence of the trainer in IMT 

deepened participant’s learning outcomes which helped to shape their clinical skills.  
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Implications for Music Therapy Training  

 The findings from this study suggest that IMT is an innovative, experiential 

process that effectively develops music therapists’ self-awareness, which leads to skill 

development.  However, due to the intricate nature and potential depth of the process, it 

would be unreasonable, and irresponsible to advocate that IMT as a whole be 

implemented into music therapy training programs in the United States at this time. 

Furthermore, IMT is advanced level training and is just one component to becoming an 

analytical music therapist. Throughout this discussion I have placed a heavy emphasis on 

student and supervisee training in general, and that is because I believe that at the very 

base of a music therapist’s practice is the experience of making music, and music 

therapists need to understand what this experience is in relation to themselves. Implicit in 

the students’ learning process, however, is the professor/supervisor’s presence, support 

and guidance.  

I have made numerous recommendations throughout this section that may 

augment music therapy student/supervisee experiences with music. I believe that these 

recommendations may enhance students’ and supervisees’ abilities as music therapists. 

As they have been interspersed, I will state them here:  

 Music therapy students and supervisees must have opportunities to create music 

while in role of self and reflect upon these experiences through detailed reflective 

log writing and classroom discussions. Students should be challenged to explore 

their creative potential (i.e., make music that is not aesthetically pleasing in the 

traditional sense). With proper guidance and support, this experience may 
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increase student/supervisee self-awareness, which may enhance their ability to be 

empathic and present to clients.  

 Music therapy students/supervisees need to have opportunities for their work to 

be observed, through either live observation or HIPAA compliant recordings. This 

type of observation promotes a more honest sense of supervision. Supervisors 

need to ensure that they have a positive working alliance with 

students/supervisees so that they do not disrupt the flow of the therapeutic process 

for the client. 

 Music therapy supervisors need to have adequate training. Ideally, music therapy 

supervisors should have certification in an advanced model of practice, as these 

models all include self-experiences with music as part of their training process. 

However, this may be viewed as impractical. The AMTA might consider 

developing a supervisory training course that includes a component on self-

experiences with music; persons would have to complete this course in order to be 

certified to provide supervision.  

            A note on the varied types of experiential learning. There are varied types of 

experiential learning practices: fantasy-based role-play, authentic self-experiences, and 

role-play experiences while in the role of self.  Fantasy-based role-play consists of asking 

students to play the role of a person who has a specific clinical diagnosis, without 

necessarily having any real awareness of what it is like to have that clinical diagnosis.  

Moreover, fantasy-based role-play has the potential to perpetuate stereotypes about 

clinical diagnoses and stigmatize disability.   
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    Students can engage in role-play learning activities while in the role of self, rather 

than acting like someone else. If educators find it necessary to for students to explore 

varied symptoms of clinical diagnoses, students can be asked to explore their personal 

experiences. For example, when learning about how to use music to engage clients with 

Attention Deficit Disorder (ADD), students can be asked to, ‘think about a time that you 

had difficulty focusing, what was that experience like for you? What did you need to help 

you manage?’ Students can then engage in the experiential role-play learning activity 

while in the role of self, but focusing on symptoms that may be similar to someone who 

has ADD.  Findings from this study demonstrate the efficacy of authentic self-

experiences. 

      Authentic self-experiences can be implemented in many ways for a multitude of 

purposes. For example, students may be invited to engage in improvisation and then 

asked to discuss the experience with their peers. If students respond with comments like, 

“it was great,” “I liked it,” or “we were all playing the same groove,” then professors can 

guide the discussion to a more meaningful place. For example, “what did you feel when 

the music got faster, or louder, or the big drum stopped playing?” Some other options 

include asking students to improvise in the following ways: on their favorite instruments, 

on their least instruments, only on melodic instruments, only with voice, using body 

percussion, or to sit quietly and listen to their peers. These experiences do not have to be 

deep, in that students are not meant to uncover long lost memories. But there is always 

potential for students to develop insight and self-awareness. By exploring their natural 

responses in the music students can begin to increase their self-awareness. Moreover, by 
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hearing the responses from their peers, their understandings of musical meanings and 

experiences for others can begin to develop. 

Recommendations for Future Research 

 Should a study similar to this one be conducted, I would recommend that the 

interviewer begin by asking the interviewee to freely talk about their IMT experience. 

Additionally, when participants use psychodynamic terms, the interviewer should request 

examples. In this study, during the interviews, participants repeatedly made comments 

such as, “I can’t remember,” or “my memory is not exact.” Therefore, other 

recommendations for future research similar to this study include the following: conduct 

the research while a trainee is undergoing IMT, so that their memory is fresh, or, the 

researcher could observe the IMT process.  

IMT incorporates the symbolic use of music. Through exploring personal material 

in this way, participants experienced profound growth in their capacity for creativity.  

However, participants did not speak about specific musical qualities. Within the field of 

music therapy, there are numerous theoretical frameworks from which to describe (or 

understand) the benefits of music in the therapeutic process. These frameworks place 

value on different aspects of the music making process, or music listening experience, for 

the client (e.g., Nordoff- Robins Music Therapy, Aesthetic Music Therapy, Guided 

Imagery and Music). None of these frameworks is better than, nor more valuable, than 

the other. Rather, they are different ways of understanding, or framing, the role of music 

is the music therapy process. Due to the weight placed upon the importance of the 

symbolic use of music in IMT, further exploration is warranted. I am particularly 

interested in the symbolic use of music and brain function. Further research that 
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incorporates personal experience narratives and neurophysiological measures during IMT 

would be exciting and may enhance our understanding of these interactions.  

 As noted in the literature review, though there is research examining experiential 

learning opportunities in the field of music therapy, these manuscripts do not typically 

differentiate between lived experience and role-play experience. It would be helpful if 

future research discriminated between the two. On the same topic, it would be interesting 

to see the differences between lived experience experiential, and role-play experiential 

learning opportunities in music therapy; a comparative study of these experiences would 

be useful to music therapy education.  

 There is limited research addressing music therapists’ experiences with 

psychodynamic constructs (e.g., transference, countertransference, projection). Pedersen 

(2007) focused on countertransference experiences of music therapists working in 

psychiatry in Europe. In this study participants provided deep descriptions of 

countertransference experiences. In another study, Arthur’s (2016) focused on the 

experiences of American music therapist’s in clinical relationship. Arthur ultimately 

revealed that music therapists’ understanding of psychodynamic constructs in the 

therapeutic relationship is unclear, and she recommended that undergraduate training 

programs include more training in that area. Given the lack of specific reference to 

psychodynamic constructs in participants’ data in this study, further critical examination 

seems warranted.  

Considerations for the Future of Music Therapy in the United States 

Music is the primary tool of music therapists. Asking students to explore their 

personal experience using music as a tool is an appropriate and necessary requirement to 
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develop their skills as music therapists. Simply by making music while in the role of self 

and then discussing it, students’/supervisees’ understanding of their self in relation to 

music will increase. Moreover, music therapists asking clients to experiment with a tool 

that the therapist is unfamiliar with seems unethical and may limit the therapist’s ability 

to empathize with the client. 

It is the supervisor’s responsibility to ensure that supervisees practice competently 

and ethically (Murphy, 2019). It is important the music therapists receive supervision 

from qualified supervisors. Music therapy supervision competence and practices vary 

widely across the world. As stated in the literature review of this dissertation, in the 

United States, music therapists are permitted to be supervisors at the undergraduate level 

if they have “extensive professional experience” (AMTA, 2015). The following 

competencies are listed in the AMTA Advanced Competencies: 

I. Professional Practice 

B. Clinical Practice  

2. Clinical Supervision  

2.6 Use music to facilitate the supervisory process 

4. Advanced Clinical Skills 
4.9 Employ one of more models of music therapy requiring 
advanced training 

 
II. Professional Development 
B. Personal Development and Professional Role 
 8.1 Utilize self-awareness and insight to deepen the client’s process in  
 music therapy 
 8.2 Identify and address one’s personal issues as may be relevant to  
 the music therapy process 
 

The purpose in sharing these is not to dispute or discuss them explicitly, but rather to 

point out that they are confusing. This does say that supervisors are to implement music 

in the supervisory practice, and that is helpful. However, recall that persons can supervise 

at an undergraduate level, but then it says that music therapists are to “employ one or 
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more models of music therapy requiring advanced training.” Yet, all four models of 

advanced music therapy practice are post-graduate level trainings. The recommendation 

herein is that the AMTA clarify these competencies in hopes of streamlining the status of 

music therapy supervision. On that note, there are varied levels of need for supervision in 

music therapy. In the academic setting supporting students in the classroom as they 

endure practicum and internship (undergraduate and graduate), new professionals (in the 

first few years of practice), mid-level professionals, and then more-advanced 

professionals (in the field for more than 15 years). These levels of supervisory practice 

should certainly be taken into account as competencies are established. 

Reflections and Connections 

 I was somewhat apprehensive going into this research. I have experienced IMT, 

and as shared in my Epoche, it was very challenging. I was unsure if I would be able to 

separate my experiences from the research participants’ experiences of IMT. Also, I did 

not want to interpret participants’ experiences, in that, I did not want to assign meaning to 

their experiences. Instead, I wanted to provide participants with an anonymous voice to 

share their experiences so that others might be able to appreciate the depth of the training 

and work of the analytical music therapist.  So many of the experiences that participants 

shared were similar to my own, and therefore, throughout the data analysis process, I 

moved between the data and my Epoche to ensure that I was remaining grounded in the 

date.  

 Though there were variations in individual experiences, many of the feelings and 

lessons associated with the process were similar among participants, and with my 

experience. However, there was something in my Epoche that was not addressed by any 
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of the participants: I am curious if the lessons that participants learned were realized 

immediately, or after the IMT process. My experience was so emotional and stressful that 

I had difficulty seeing the ‘good’ because I felt like I was in something ‘bad.’ As I 

reflected on my IMT experience upon completion, I was easily able to see everything that 

I had learned, hence the recognition of IMT as the most transformative experience of my 

music therapy learning thus far. Some participants did comment on how direct feedback 

from the trainer influenced their therapeutic presence with their co-trainee, and some 

spoke about how certain lessons were gained about psychodynamic processes. In my 

process of writing the Epoche, I recognized that I struggled throughout IMT because I 

was unaware of what was happening in the moment, and I wonder if this might have been 

the case for others as well. 

As Scheiby (2019) said, “Prior to IMT, the trainee’s identity as a music therapist 

is not yet formed” (p. 367). Unfortunately for the field of music therapy, this seems to be 

an ethical problem. A number of participants acknowledged that IMT was profound and 

transformative. All participants had been practicing therapists for years prior to IMT. 

Some had also received training in other advanced models. Yet, as a result of IMT they 

realized a new and broader potential of music in the therapy process. This is fascinating 

to me. 

I knew that this idea of living empathy was important, yet I had difficulty 

describing it. The participants in this study did not provide examples of the music; they 

did not share qualities that were present in their musical interactions. When I listen to 

some of the music from my own IMT sessions, the sounds are dissonant; polyrhythmic 

and often disconnected, yet somehow unified; spontaneous, but weirdly intentional; raw 
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and unrefined; and often, it doesn’t really sound like music at all. The music is hard to 

hear. IMT participants experience this together; they co-create music. When one’s music 

is difficult to express, the other joins into the expression, supporting and encouraging in 

the best way that they can. IMT participants endure one another’s inexplicit thoughts and 

feelings in the music. This is living empathy.  

Finally, a note on my passion for the implementation of self-experiences into 

training and supervision. In the process of preparing for my defense, I practiced my 

presentation with numerous people. Some people were intrigued by IMT, and some were 

doubtful that the experience could be beneficial. Some challenged my beliefs in AMT 

with comments such as these: You believe in this process because you have read about it? 

Where is the science to prove that works? To these comments I responded with the 

following statement: I do not believe that IMT works because I have read about. I know 

that it works because I have experienced it. My confidence in IMT stems from my 

personal growth process as a result of it. This is why I believe self-experience is so 

important in training. Not so long ago, I conducted a supervision group for a few 

seasoned music therapists. I incorporated music to process the clinical challenges that 

were presented by group members. At the end of one of the groups, a group member who 

had been a music therapist for close to 20 years stated, “I’m a believer now.” If music 

therapists are using music interventions with clients, but do not believe in the potential of 

these interventions to have deep and meaningful outcomes – then we, as music therapists, 

music therapy supervisors, and music therapy educators are not only doing a disservice to 

ourselves, but also to our clients.    
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Limitations 

This study only included six participants and the data from this study is based 

upon participants’ memories of their experiences. Therefore, the data and results are only 

as accurate as the participants’ memories. There were numerous times during interviews 

that participants made statements such as, “I don’t remember,” or “my memory is not 

exact.” 

Though I did ask participants if there was “any else that they would like to share 

about their IMT experience,” the way in which initial questions were asked in the 

interview may have influenced their sharing. I asked questions about specific components 

of IMT, based upon descriptions of IMT in the literature and my own experiences. 

Therefore, the responses were automatically addressing said specific components of IMT.  

A heavy emphasis in this study has been placed on psychodynamic concepts and 

the importance of IMT in helping trainees to recognize unconscious material. However, 

though participants spoke about these concepts, they did not provide specific clinical 

examples. Therefore, even though they used the psychodynamic terms, it is unclear if 

IMT contributed to their understanding of these concepts. Further, due to the lack of 

descriptions of these concepts, their understanding of them is unclear.  

Conclusion 

This study explored the IMT process from the perspective of those who have 

experienced it. A heavy focus has been on the importance of music therapists having 

authentic self-experiences with music, as this will inform their capacity for understanding 

the potential depths of the music making process. The self-experience of IMT provided 

multiple learning opportunities for study participants. During IMT participants developed 
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their ability to empathize and be present with clients. It helped participants to recognize 

the influence of personal material in the therapy session. During IMT participants further 

developed self-awareness and ability to be self-reflective. The trainer encouraged and 

supported the entire IMT process, providing valuable insights throughout the process for 

participants to reflect upon and learn from. Reviewing recordings and writing logs helped 

participants to make connections between theoretical knowledge and clinical skills. 

Music was central to the IMT process and the way in which music was implemented in 

IMT broadened participants’ depth of creativity. Trust was both foundational and integral 

to the IMT process 

The title of this dissertation is, “A Phenomenological Investigation into Inter 

Music Therapy: An ‘Experiential Meeting Place2,’” and this title bears relevance to the 

power of IMT to sharpen music therapists’ skills and transform music therapists into 

analytical music therapists through the experiential process while in the role self. 

Participants met the importance of therapeutic rapport. They met a deepened aptitude for 

creativity in music. Participants met a deeper appreciation for empathy, and ability to 

empathize. They met value in enduring challenging situations. Participants met their new 

self as analytical music therapist. IMT is an experiential meeting place. 

 

 

 

 

 

                                                        
2 I would like to acknowledge that research Participant Three used this phrase. 
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APPENDIX A 

INFORMED CONSENT DOCUMENT 

Title of research: Exploring Inter Music Therapy: A Phenomenological Inquiry 

 

Investigator and Department: 
Principal Investigator:  
Dr. Wendy Magee  
Professor, Music Therapy  
Temple University, Presser Center for Research and Creativity in Music 
Room 311 
Presser Hall, 2001 North 13th Street 
Philadelphia, PA, 19122 
(215) 204-7200, Extension 1-8314 
wmagee@temple.edu  
 
Student Investigator:  
Amanda MacRae 
Doctoral Candidate, Music Therapy 
Temple University, Presser Center for Research and Creativity in Music 
103 Haddon Road 
Browns Mills, NJ, 08015 
(609) 346-3995 
amacrae@temple.edu  

Why am I being invited to take part in this research? 

You are being invited to participate in this research study because you have 
been identified as someone who has undergone Inter Music Therapy (IMT), 
under the supervision of Benedikte Scheiby, within the past 10 years. 

What should I know about this research? 

Someone will explain this research to you. 
Whether or not you take part is up to you. 
You can choose not to take part. 
You can agree to take part and later change your mind. 
Your decision will not be held against you. 
You can ask all the questions you want before you decide. 

Who can I talk to about this research? 

This research has been reviewed and approved by Temple University’s IRB. If 
you have questions about this research, you may contact them at (215) 707-3390 
or through email at irb@temple.edu. You may also contact either of the members 
on the research team listed above.  

mailto:wmagee@temple.edu
mailto:amacrae@temple.edu
mailto:irb@temple.edu
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Why is this research being done? 

There is currently no research exploring IMT from the trainee’s perspective. This 
research may reveal aspects of IMT that are important to music therapists 
realizing how their personal lives impact the therapy process. 

How long will I be in this research? 

Data analysis will begin as soon as interviews are transcribed. I anticipate that 
this process will begin in February 2019.  
 
The interview process should take no longer than one hour. I ask that you be 
available through email or phone in case I need any clarification of transcript 
material or if I have follow-up questions. Sending you the transcript of our 
interview will also provide you with an opportunity to clarify anything that you feel 
needs clarification.  
 
Data analysis should be completed by August 30, 2019. 

How many people will be studied? 

I expect to at least six participants.  

What happens if I agree to be in this research? 

If you agree to be in this research, I will ask you to sign the attached documents 
granting your permission to participate and your permission to video record our 
interview.  
 
I will send an email inquiry asking the following questions:  
1. When did you undergo IMT?  
2. At what point in your AMT training did you undergo IMT?  
3. Did you complete the AMT training?  
4. In 500-1500 words, please describe on of your IMT sessions.   
 
I will schedule either an in-person, or a video conference interview (e.g., Skype®, 
Zoom®), that meets your convenience (or approximately one week after I receive 
your narrative statement). After our interview, I will transcribe our interview and 
send you the transcription so that you can verify its accuracy.  
 
The transcription may be printed, and the printed copy will be stored in a locked 
storage unit when not in use. The transcription from our interview, the recording 
of our interview, and all data analysis will be stored on a personal USB storage 
device as well as a back-up mass storage device in case the original USB device 
becomes damaged. Upon completion of the research, all data will be destroyed. 
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What are my responsibilities if I take part in this research? 
If you choose to participate in this research, I ask the following of you: 

 That you respond to an initial email inquiry about your IMT experience; 

 that you participate in the interview process as authentically, and 
accurately as possible;  

 that you be available for follow-up clarifications if necessary; 

 that you verify your interview transcript; and 

 that you provide feedback about the individual essence statement that I 
create based upon our interview and your narrative statement.  

What other choices do I have besides taking part in this 
research? 
You may choose not to participate.  

What happens if I agree to be in this research, but I change my 
mind later? 

You may withdraw from the study at any time, without consequence. Any data 
that has been gathered prior to your choice to withdraw will be destroyed and will 
not be shared in the final report.  

Is there any way being in this research could be bad for me? 

There are no foreseeable physical risks to participating in this research. Inter 
Music Therapy can be an uncomfortable process for some, so there may be 
some emotional discomfort associated with your recollection of Inter Music 
Therapy. 

What happens to the information collected for this research? 

I cannot promise complete secrecy.  I will be the only one to see your 
information. My dissertation advisor, Dr. Wendy Magee, will have access to de-
identified information in order to supervise the project.  
 
Thank you for agreeing to participate in this research. 
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Your signature documents your permission to take part in this research. 
 
 

  

Signature of subject  Date 

 
 

Printed name of subject 

   

Signature of person obtaining consent  Date 
   

Printed name of person obtaining consent   

 
 

Your signature documents your permission to have your interview audio and 
video recorded. 

 
 

  

Signature of subject  Date 

 
 

Printed name of subject 

   

Signature of person obtaining consent  Date 
   

Printed name of person obtaining consent   
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APPENDIX B 

INITIAL EMAIL INQUIRY 

Dear Music Therapist, 

Thank you for taking the time to participate in this study. Please take some time to 
answer the following questions to help you to prepare for our face-to-face interview.  
 
1. When did you undergo IMT? 

2. At what point in your AMT training did you undergo IMT? 
 
3. Did you complete the AMT training? 
 
4. In 500-1500 words, please describe one of your IMT sessions. Due to 
confidentiality, please do not share your co-trainee’s name. Further, it is not 
necessary for you to share personal details about the therapy session (i.e., clinical 
material), unless you feel that it adds depth or context to your description. Please 
use as much detail as possible to describe the thoughts and feelings that you 
experienced regarding, (a) your role as therapist, (b) your role as client, (c) the 
immediate role reversal, (d) the role of the music, and (e) the role of the follow-up 
supervision session. 
 
Please do not hesitate to contact me if you have any questions. I will aim to schedule 
your face-to-face interview roughly one week after I receive your response.  
 
Sincerely, 
 
Amanda MacRae 
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APPENDIX C 

INTERVIEW SCHEDULE 

**Questions may be added to expand upon, or get clarification, of the previously 

provided written statement. 

1. Please tell me about your clinical experience (i.e., length of experience, clinical 

population, primary theoretical model, etc.). 

2.  How would you describe IMT to people who have never heard of it? 

3. Did IMT impact your clinical practice, and if so, can you think of any specific ways 

in which it did? 

4. Was IMT difficult or challenging for you in any way? If so, can you describe these 

challenges? 

5. Was there anything that you enjoyed about IMT? If so, what was it? 

6. If you had to sum up your IMT experience in 10 words or less, what would those 

words be? 

7. Is there anything else that you would like to share about your IMT experience (i.e., 

is there anything that you want people to know about IMT)?  
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APPENDIX D 

ONE PARTICIPANT’S RESPONSE TO THE INITIAL E-MAIL INQUIRY AND  

HOW IT INFORMED THE DEVELOPMENT OF INTERVIEW QUESTIONS 

Please use as much detail as possible to describe the thoughts and feelings that you 
experienced regarding, (a) your role as therapist, (b) your role as client, (c) the 
immediate role reversal, (d) the role of the music, and (e) the role of the follow-up 
supervision session. 
 
One session I recall, which began with my IMT partner as therapist, involved my 
struggles around professional authority figures, and how these related to elements 
of primary process/early developmental relationships, for me. In my role as client, I 
had to be very vulnerable to my partner-therapist, and trust him even as a peer who 
was learning how to do this work, as I was as well, at the time. This was, perhaps, 
the most difficult part for me, yet once I was able to let go and allow myself to trust, I 
simultaneously experienced my partner-therapist's support, and was able to enter 
authentically into the experience. The role of the music within this dyad was 
particularly powerful, as it embodied in shared sound the sense of trust and support 
I we were sharing with one another, as I worked through some of the feelings 
associated with my own struggles. I felt like becoming quite loud at times, in the 
music, and trusted that my partner-therapist would hold that energy safely and not 
feel overwhelmed by it, as I might have felt had I not allowed myself to trust, and 
instead protect, my partner-therapist. The immediate role reversal was challenging 
in this session, as I felt very deeply into my process and into the configuration of our 
therapeutic dyad--thus, ten minutes to breathe and shift perspectives felt like a very 
brief time period. It was like a moment of "boundary boot camp," in which I was 
challenged to establish strong boundaries that I could summon in the moment, after 
being very vulnerable myself (and the challenge worked in the opposing direction 
when the order of roles was reversed in other sessions). In my role as therapist, I 
had to be present, strong, and a consistently empathic listener, as my partner-client 
shared a very traumatic memory, and needed to trust that I would remain 
grounding and hold the space he needed to emote within the replay of the memory. I 
recall feeling some fear, and some very strong reactions to the trauma, but also 
allowing myself to breathe deeply, feel physically grounded on the floor, and trust 
that the music would help both contain and express the intense feelings my partner-
client was sharing. My partner-client utilized quite a bit of vocal expression, and I 
joined him in that, creating a sense of mutuality and a "third" presence that 
transcended either one of us. It was this "third" that ultimately served as the space 
where the trauma was held, and to be heard/witnessed as my partner-client needed 
it to be. The follow-up supervision was an important phase in this session, in which 
we were both given the opportunity to decompress, re-ground ourselves, and 
process a bit in conversation about what had just transpired for both of us. We had a 
chance to reflect upon our immediate feelings, as well as the various dynamics 
(transference, countertransference, projective identification, etc.) that we had 
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encountered during both of these intense segments of our IMT session that day. The 
supervision allowed us to "crystallize" some of the feelings that were still 
uncontained and vulnerable for both my partner and myself, thus allowing us to 
move on with some sense of closure and containment--all while serving as an 
instructive experience about the AMT process itself, with our trainer guiding us 
toward a number of important insights. 
 
5. If you could describe IMT in ten words or less, what would they be? 
Developing an AMT therapist identity through multi-role resilience training. 
 
TRUST – You spoke about trust in regard to your role as client and in the role of 
music – can you say more about the development of trust throughout the IMT 
process?  
The role of the music within this dyad was particularly powerful, as it embodied in 
shared sound the sense of trust and support I we were sharing with one another, as 
I worked through some of the feelings associated with my own struggles. I felt like 
becoming quite loud at times, in the music, and trusted that my partner-therapist 
would hold that energy safely and not feel overwhelmed by it, as I might have felt 
had I not allowed myself to trust, and instead protect, my partner-therapist.  
 
Ten minutes to breathe and shift perspectives felt like a very brief time period. yes /  
no – was there a ten minute break between your sessions? 
 
It was like a moment of "boundary boot camp," in which I was challenged to 
establish strong boundaries that I could summon in the moment, after being very 
vulnerable myself (and the challenge worked in the opposing direction when the 
order of roles was reversed in other sessions). Development of boundaries? 
 
In your role of therapist you mentioned feeling a sense of fear and other strong 
responses to you partner-therapist’s sharing – “I recall feeling some fear, and some 
very strong reactions to the trauma, but also allowing myself to breathe deeply, feel 
physically grounded on the floor, and trust that the music would help both contain 
and express the intense feelings my partner-client was sharing.” Can you describe 
your process of exploring these feelings? 
 
"third" Would you talk more about this “third” presence? 
 
The follow-up supervision was an important phase in this session, in which we were 
both given the opportunity to decompress, re-ground ourselves, and process a… yes 
/ no? was the follow-up supervision experienced together? 
 
The supervision allowed us to "crystallize" some of the feelings that were still 
uncontained and vulnerable for both my partner and myself, thus allowing us to 
move on with some sense of closure and containment--all while serving as an 
instructive experience about the AMT process itself, with our trainer guiding us 
toward a number of important insights. Can you talk more about the role of 
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supervision – were you processing AMT techniques used or clinical/personal 
insights being gained? Was it an extension of the therapy? It sounds like it was an 
extension of the therapy – could you say more? 
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APPENDIX E 

EXAMPLE OF KEY STATEMENT DOCUMENT 

* How would you describe IMT to people who have never heard about it? 

 #1. it’s a combination of verbal therapy as well as improvising with instruments.  

 special form that people haven’t heard of.  

 it’s training with a partner being observed by a supervisor, but I guess what makes it special 

is that  

 we’re actually being the client and therapist with our real lives and not just role play.  

 I’m very interested in the symbolic use of music.  

 I really liked the parallel process side of it 

 you know we could go deep into many levels, what the music meant, what it means in your 

life, and when you’re working with your clients, it was all interconnected, it just resonated 

with me,  

* did IMT, in particular, impact your clinical practice? IMT’S IMPACT ON CLINICAL PRACTICE 

 the most difficult of all the components.  

 I guess the one I liked least,  

 I did get a lot out of it.   

 What made it difficult was my partner,  

 I had a very difficult time connecting with her, and resonating with her. We were just very 

different temperaments. Working with her as my client was a challenge.  

 I learned a lot from Benedikte. Particularly having her observe me,   

 the first session that I had I felt very self-conscious in front of Benedikte and she had many 

comments, which of course I took as criticisms.  

 it just the challenging me from the start, as Benedikte did.  

 I gained a lot through that process (of being observed).  

 I have no memory at all of being a client in the IMT experience because of that little bit of a 

disconnect with my partner.  
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 I did save all my logs and today I was lucky enough to find some supervision notes that I took 

at that time and I read up on that in anticipation of talking to you. It was interesting looking 

back, reflecting on that. Even though it was XXX ago I feel like it’s the same issues keep 

coming up again and again, maybe I’m more aware of it, or more of accepting that this is 

more my style and it differs from B, it’s just touching on the same points that have always 

been a challenge to me as a music therapist and as a person.  

 the IMT training didn’t resonate me as that it was particularly helpful or not, aside from 

maybe having B there and getting back into the process of writing logs  

 definitely the most challenging component of all of them.  

 the IMT component was the hardest.  

* Can you recall any feelings from your experience? 

 #1. From the experience of being the therapist, I remember an overall sense of exhaustion by 

that point. It was a period of, a little bit of burnout with me at work.  

 Feeling just challenged by, pretty much the same thing right now,  

 I guess the feeling was just really wanting to please, wanting to do a lot,  

 being versus doing. I 

 went in and I wanted to do everything,  

 I want to succeed, and do all the right interventions  

 B was great at giving a lot of suggestions of interventions, and I wanted to take on and 

wanted to do everything.  
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APPENDIX F 

EXAMPLE OF STRUCTURAL MEANING UNIT DOCUMENT 

STRUCTURAL MEANING UNITS 
1. IMT is challenging – any statement with “difficult” or challenging” in it 

 (IMT) is definitely the most difficult of all the components. I guess the one I like least. 
 What made is difficult was my partner, I had a very difficult time connecting with her, and 

resonating with her. 
 It just challenged me from the start. 
 It’s just touching on the same points that have always been a challenge to me as a music 

therapist and as a person. 
 Definitely the most challenging component of all of them. 
 The IMT component was the hardest. 
 I guess the biggest challenge for me was to sit back and be a witness and being comfortable 

in those silences. 
 I’m still working on the same challenges. 
 I struggled with how much I should do verbally and how much I should do musically. 
 I remember being quite relieved when that component was over. 
 Vocal intervention, both singing and speaking, was always a challenge for me. 
 The whole half hour session format was a challenge, it would often feel like not enough.  
 That was a real challenge to me to connect with my partner on the verbal side and just the 

body language side.  
 It’s a challenge for me to be comfortable in those silences. 
 To work on these very direct intervention and goals that she would challenge me to work on. 
 It was definitely the most challenging part of the whole AMT. 
 That’s the challenge of IMT, that you’re just totally flipping roles. That was hard too.  

2.  Authenticity- any reference to authentic material, i.e., non-role play, real life, etc. 
 Being the client and therapist with our real lives and not just role-play. That’s a component I 

think a lot of other training programs don’t go that in depth or that personal. 
 Even in real life, you’re gonna change roles at work. You’re gonna suddenly work with a 

different client, and it was god practice to get from one mindset to another and try to work in 
an authentic way. 

 Therapists working as therapists in their bigger therapy, whatever they’re working on in 
your own life, whatever you’re working on in your client’s life, it’s all just right therapy.  

 I am who I am, I’m gonna do music therapy the way I do it and be the person I am, and I’m 
not gonna step into B’s shoes or anybody else’s to define that, the heart of it, to learn and 
grown, that was a big thing, that was a real challenge through those six months. 

 It’s a training with a partner being observed by a supervisor, but I guess what makes it 
special is that we’re actually being the client and therapist with our real lives and not just 
role play. That’s a component I think a lot of other training programs don’t go that in depth 
or that persona. 
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APPENDIX G 

EXAMPLE OF THE PROCESS OF TRANSFERRING STRUCTURAL  

MEANING UNITS TO SYNTHESIS 
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APPENDIX H 

EXAMPLE OF CREATING/RE-ORGANIZING THE SYNTHESIS 
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APPENDIX I 

EXAMPLE OF FIRST TRANSFORMATION TABLE 

Participant quote/ Significant statement Transformation  
(Analytic Memo) 

the level of trust necessary in IMT. its 
related to the vulnerability piece, it’s a 
very vulnerable space to be seen, um, as 
a client, and also attempting to play the 
role of the clinician, I mean, those two 
pieces go hand and hand as trust and 
vulnerability often do 

It takes a lot of trust and vulnerability to play 
the role of client and therapist.  
 
IN order to play the role of client and therapist, 
one must be willing to expose themselves.   
 
What is vulnerability? We feel vulnerable when 
we open ourselves up to the unknown, when we 
are open and honest and unsure of what the 
receipt of such honesty will be, some see 
vulnerability as weakness, some see it as being 
exposed.. when are we exposed? When we are 
naked? When we are standing in front of the 
classroom? When we are on stage? When we feel 
like we are the center of attention?  
 
So, maybe taking the role of the therapist and 
the client feels a little like we are exposed and 
open up to judgement of others and in order 
to do it, we must be willing to trust the 
‘audience’ (our co-trainee). 
 
THIS HAS TO DO WITH TRUST 

that plays directly into the rewards, 
which is, um, I think you gain, um, so 
much more understanding and insight 
into the relationship between what it 
means to be a client and what it means 
to be a therapist. 

The understanding of what it means to be a 
therapist and how that relates to being a client is 
prize only gained through having faith in the 
IMT process and allowing yourself to be 
exposed. CONNECTED TO THE ABOVE 
 
A reward is a prize, usually given for good work, 
generally, something we earn, and we earn it 
through good performance. What is ‘good’ 
performance, is there a quality to being ‘good?’’ 
Decent, worthy, notable, respectable… these are 
literal translations of the word.  
 
So, through good, or decent, or moral, 
performance, in IMT, the trainee earns a 
deeper understanding of the therapeutic 
relationship.  
 
THIS HAS TO DO WITH EARNING REWARDS 
FOR BEHAVIOR  
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You gain a deeper understanding of how 
those roles are connected and how they 
are roles. 

IMT allows the trainee a heightened awareness 
of the therapist client relationship. 
 
A ‘deeper’ understanding, a more profound 
understanding, a more reflective, thoughtful, or 
insightful (literally) understanding of the 
therapeutic relationship. 
 
A role, something that we play. We play a role in a 
movie, we play a role in the family (mom, 
daughter, sister, father), a role is a part – by 
playing a role, we are playing a part of 
something. 
 
So, the trainee gains a more thoughtful 
understanding of the part he is playing and 
how it is connected to other parts in the 
system (IMT). 
 
THIS HAS TO DO WITH THE CONNECTION OF 
PARTS 

how you are not a person who’s above 
someone else just because you sit in the 
therapist chair, that you know, you are 
the same person who just sat in the 
client chair. 

IMT increases trainees’ awareness that the 
client and therapist role is not a hierarchy in 
which the therapist is ‘better’ than the client, but 
rather, they are essentially equal and both 
presences are important. 
 
What is it to be above someone else, to be on top? 
To be looking down? To be over? If I’m above, I 
may be floating, I may feel high, I may also feel 
scared. Is it scary to be above someone else? 
Above, could literally translate to ‘beyond.’ 
 
So, the trainee realizes that he is not beyond 
the client, as he was just sitting in the same 
place as the client. 
 
THIS HAS TO DO WITH CONNECTION OF PARTS  
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APPENDIX J 

EXAMPLE OF SECOND TRANSFORMATION TABLE 

Participant Quote / 
Significant statement 

First Transformation Second Transformation 

ROLES 
the level of trust necessary in 
IMT. its related to the 
vulnerability piece, it’s a very 
vulnerable space to be seen, 
um, as a client, and also 
attempting to play the role of 
the clinician, I mean, those two 
pieces go hand and hand as 
trust and vulnerability often do 

So, maybe taking the role 
of the therapist and the 
client feels a little like we 
are exposed and open up to 
judgement of others and in 
order to do it, we must be 
willing to trust the 
‘audience’ (our co-trainee). 

 

IMT is an opportunity for 
trainees to explore the 
different roles that are 
involved in the music 
therapy process. This 
requires the trainees to be 
willing to take a chance on 
one another – they must 
be willing to expose their 
inner beings. The depth 
and inquiry in the IMT 
process happens 
naturally. The trainee can 
become stronger and 
more confident because of 
IMT.  
 

You gain a deeper 
understanding of how those 
roles are connected and how 
they are roles. 

So, the trainee gains a 
more thoughtful 
understanding of the part 
he is playing and how it is 
connected to other parts in 
the system (IMT). 

how you are not a person who’s 
above someone else just 
because you sit in the therapist 
chair, that you know, you are 
the same person who just sat in 
the client chair. 

So, the trainee realizes that 
he is not beyond the client, 
as he was just sitting in the 
same place as the client. 
 

You’re taking a different role, 
and for me, that was one of the 
most profound rewards of IMT, 
was understanding that this is 
about humans being in 
different roles 

Enduring different parts of 
the therapy process 
enhanced the trainee’s 
understanding of the 
humility that is required to 
appreciate both roles – 
that of client and that of 
therapist. 

it’s such an incredible 
opportunity to really look at 
what your own triggers and 
transferences and 
countertransferences are, to be 
playing both of those roles 
because you can’t hide. 

The trainee doesn’t have 
the opportunity not to be 
seen when he has to play 
both parts in therapy, and 
he feels lucky to have had 
the chance to have to be 
exposed. 

that isn’t true in IMT; the arc of 
the work is shared between 
two other people 

So, the trainee experienced 
IMT as a shared effort. 
Each role had a part in the 
process.  
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APPENDIX K 
 

EXAMPLE OF ASSIGNING TRANSFORMED DATA INTO DEVELOPING THEMES 
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APPENDIX L 
 

TABLE OF THEMES, SUB-THEMES, AND SUPPORTING DATA EXTRACTS 
 

Theme 
Extract Identifier 

Sub-theme 
Extract Identifier 

Theme 1. Celebrating skill development through experiencing challenging situations 

 

Data Extract 1, Participant Four 

It was challenging and vulnerable and  

painful. It was also so fulfilling.  

Data Extract 2, Participant Three 

I mostly enjoyed the process, in spite of how challenging and how deep it got at times … 

I found it uniquely enriching in my life as a person and as a professional. 

 

Data Extract 3, Participant One 

 

[IMT] was definitely the most difficult of all the components. I guess the one I liked 

least, but I did get a lot out of it. 
Sub-theme 1a: Finding ways to connect 

 

Data Extract 4, Participant One 

 

What made it difficult was my partner. I had a very difficult time connecting with her, 

and resonating with her. We were just very different temperaments. Working with her as 

my client was a challenged. 

 

Data Extract 5, Participant One 

 

But then again, not every client you have a lot in common with. I actually am lucky... It 

was really an interesting experience to work with a client who is not an easy match to 

work with, since that happens all the time in real life too. I’ve had a lot of clients who 

were hard to draw out of their shell so maybe it was good to have somebody who was 

more of a challenge to be with then somebody who would be an easy match to partner 

with. 

 

Data Extract 6, Participant Six 

My partner was in a very different place in her life than I was…I think that there’s this 

interesting experience of this dissimilar place in which we were in our lives and then 
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having this IMT experience together… I think I had a hard time with her. 

Data Extract 7, Participant Six 

You don’t get carefully paired with somebody, right? … You don’t get to interview 

several people to determine that there’s a match… that’s such a valuable component. 

 

Sub-theme 1b: Exploring ways to achieve a fluid therapeutic process through 

managing time constraints 

 

Data Extract 8, Participant One 

The whole half hour session format was a challenge. It would often feel like not enough. 

 

Data Extract 9, Participant Five 

 

It was short … it wasn’t long enough, the IMT phase. 

 

Data Extract 10, Participant Three 

[Building] the [relationship] takes some time and development and it really has to do with 

spending time with that person in IMT, but because IMT is so time-bound you have to 

get to it … it’s like taking your time but realizing the time is limited … so part of the task 

is to be able to do something like that efficiently, to be fluid in your capacity to trust 

another person and to be vulnerable with more than one primary care person. 

 

Sub-theme 1c: Recognizing psychodynamic concepts 

 

Data Extract 11, Participant One 

 

That’s the challenge of IMT, that you’re just totally flipping roles. That was hard. 

 

Data Extract 12, Participant Three 

 

I think [managing boundaries] was core to what the IMT process was about, to me … it 

meant being able to shift between being the person who is looking for someone’s support, 

and so it was about me, in a sense, as client, as opposed to being there for someone else, 

and it involving me, but not being about me. And that’s much easier said than done. 

 

Data Extract 13, Participant One 

 

Even in real life … you’re gonna change roles at work … you’re gonna suddenly work 

with a different client, and it was good practice to get from one mindset to another and try 

to work in an authentic way. 
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Data Extract 14, Participant Five 

[The role reversal was challenging], first of all, to switch that mentality, especially after a 

deep emotional therapy session. It was really difficult to switch that. But that helped me 

to work as a therapist. You have a really deep session and then you have to move on to 

the next session. You really have to switch that. You leave this emotion here and then 

you go to different client. IMT really helped me to do that. 

 

Data Extract 15, Participant Two 

My skills and knowledge as a music therapist definitely deepened … Perhaps I might 

have conducted sessions before and after IMT the same way, however my interpretations 

and understanding about the therapy process got much much deeper, that means I was 

able to serve my client in a more effective way. 

 

Data Extract 16, Participant Six 

 

IMT occurred at a time in my life where I was still developing quite a bit, individuating 

from my mother and I remember having this experience of feeling this similarity between 

my IMT partner and my mother, and the role reversal made it so that sometimes roles 

were not clear, for me, and for my co-trainee, and that really mimicked my own sort of 

personal experience of my life in this process of individuation. 

 

Data Extract 17, Participant Two 

 

… as the therapist I conduct therapy with my therapeutic partner, who was taking the role 

of client, and then … my supervisor … was able to offer some feedback on what I did, 

and what I didn’t do, and have me identify my own countertransference … and my 

resistance … and how to work on it. It was tremendously helpful to understand in a 

bigger picture what really went on in the [therapy] session. 

 

Data Extract 18, Participant Four 

 

I remember I thought I was picking up [material] as a countertransference, and Benedikte 

just sorta gently said to me, “I think that might be your own material” … Something that 

I thought I was perceiving …and she was just sort of clear and direct and saying, “I don’t 

think that’s what’s happening in this moment, I think that’s something that’s happening 

for you” … and I remember feeling very vulnerable, because it puts into question my 

perceptions. What am I seeing and how am I seeing it? And what are my biases, and how 

might I be misperceiving things? … Without that level of vulnerability it wouldn’t have 

been as profound. Without risking the feeling that [vulnerability] is, it’s really hard to 

hear that, but also really important to have that kind of humbling experience if you’re 

gonna be a clinician. 
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Data Extract 19, Participant One 

I guess what makes [IMT] special is that we’re actually being the client and therapist 

with our real lives and not just role-play. IMT is it’s own little mini parallel process. IMT 

is it’s own little therapy session … therapists working as therapists in their bigger 

therapy, whatever they’re working on in their own life, whatever you’re working on in 

your client’s life, it’s all just still right there. 

 

Data Extract 20, Participant Six 

 

I don’t think that I can pretend it replicates a true client/therapist relationship in which 

there is the ability to project onto one’s therapist. It doesn’t exist in the same way when 

there’s access to so much personal information about the person 

Theme 2: The Experiential Process as a Path Towards Therapist Self-Awareness 

 

Data Extract 21, Participant Six 

 

[IMT] is a useful tool and I think it’s my recommendation that it comes after personal 

work, because I think it requires that deep self-awareness, the capacity for pretty honest 

and heart wrenching, self-reflection … and I think there’s a certain real maturity that is 

required for one to successfully utilize IMT. I had to be so self-aware all the time within 

the work … It required so much reflection. Deep self-reflection.  

 

Data Extract 22, Participant Two 

I really do believe that all [therapists should have self experiences] before even working 

with clients … there’s so much to learn within the therapeutic slash educational 

environment. I did self-experience with Benedikte [before IMT] … so I had a level of 

understanding, self-awareness, as well as understanding about the therapeutic process … 

because of the self-experience itself. 

 

Date Extract 23, Participant Two 

Just reading articles and taking courses were not enough for me. Unless I was in it and 

experienced it … when I was in it, taking the role of the therapist as well as taking the 

role of the client in IMT, I was able to utilize, I mean really understand, not only 

understand, but I mean take a step further utilizing my learning in my practice. 

 

Data Extract 24, Participant Five 

In [IMT] I was trying to find myself as therapist. Through being in the role of client I 

became more aware of my own feelings … that really impacted my identity.  
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Data Extract 25, Participant Four 

 

You gain much more understanding and insight into the relationship between what it 

means to be a client and what it means to be a therapist … It was easily the biggest piece 

of impact on my clinical work … it just really gave me the confidence … and I 

understood much more about what it meant to sit in [the therapist] chair.  

 

Data Extract 26, Participant Three 

…the quick change over of boundaries … being able to be resilient in you role, part of 

being able to maintain your grounding while … empathizing and being present. 
Theme 3: The value of music in the therapeutic process 

 

Data Extract 27, Participant Six 

 

That’s a huge component of … my professional identity now, was the way we used music 

[in IMT]. 

 

Data Extract 28, Participant Three 

 

I should add a discovery of a dimension of my musical self. There’s no doubt that that 

configuration helped me to deepen and expand that whole aesthetic palette, that parts of 

which I didn’t know I had that I needed to develop. 

  

Data Extract 29, Participant Six 

 

I think it’s harder to hide in the music … there’s a greater capacity [for projection] 

because you can’t think about it when you’re making music, you have to just do it … 

Self-disclosure is a sort of a natural part of showing up musically in an authentic 

relationship with somebody, including in therapy.  

 

Data Extract 30, Participant One 

 

It was a lot easier to work with her and relate to her in the music, That was the part that 

we had a better rapport. 

 

Data Extract 31, Participant Five 

 

Music was a vital part of IMT to build the relationship, and then to bring up all the 

unconscious feelings and images and memories.  

 
Sub-theme 3a: Music as a physical presence 

 
Data Extract 32, Participant Three 
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The music becomes an experiential meeting place, a space and a time where you are 

together in living empathy … where you understand, really only through the music, what 

it is like to ‘be’ in the same way as somebody else… It’s not something you analyze from 

a distance in terms of the sounds you’re hearing from a distance. It’s something you’re 

experiencing with the person … a lot of time was spent being present in the music as 

opposed to relating what I was feeling … that was probably among the most profound 

things that happened and it still informs my thinking about music therapy today … this 

idea that … in music [therapy] the music actually has like a physical presence, you’re 

creating something together, an interval, harmony, some sort of polyrhythmic thing, some 

sort of texture that simply just doesn’t exist individually, it only has an existence in the 

partnership. The partnership is greater than the parts … the parts of the whole don’t add 

up to the whole, the whole is something greater. I experienced that in some really 

tangible ways in IMT. 

 
Data Extract 33, Participant Four 

 

The role that music plays [in IMT] is that it is illuminating. It can hold so much of the 

shared material. The music itself can hold so many of the kind of more nebulous spaces, 

the more intersubjective spaces where you material crosses over with the client. 

 
Data Extract 34, Participant Two 

 

Sometimes I [expressed myself] verbally and other times without telling my therapist I 

was able to express through music. 

 

Data Extract 35, Participant Three 

 

A lot of time was spent being present in the music as opposed to relating [verbally] what 

I was feel, and I think in those moments, the heavy traumatic stuff  I think I was pretty 

clear that I didn’t need to say, “wow, that was rough,” … it  was more about showing than 

telling … being with. 
Theme 4: The non-hierarchical learning environment 

 

Data Extract 36, Participant Three 

 

There’s something important about the egalitarian-ness of it, it’s very non-hierarchical 

because you’re both trainee, and it helped me to appreciate … it reinforced for me, at 

least the principal, that we are not in some sort of hierarchal relationship with 

patient/therapist … and that we’re in something together.  

 

Data Extract 37, Participant Five 

 

IMT really helped me to look at microresponses … human relationships [and] how they 

work. Even when I work in group settings … IMT is the base, the human relationship, 

pair work really is the core.  
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Data Extract 38, Participant Four 

 

You gain a deeper understanding of how those roles are connected and how they are roles 

… You are not a person who’s above someone else just because you sit in the therapist 

chair. You are the same person who just sat in the client chair. You’re taking a different 

role, and for me, that was one of the most profound rewards of IMT, was understanding 

that this is about humans being in different roles. 
Sub-theme 4a: Empathy 

 

Data Extract 39, Participant Five 

I became more sensitive … about the musical responses of the client. I became more 

aware and conscious … It helped me to really zoom into that client emotional state … 

and then recepting, and then resonating with all the musical responses from the client. 

[Being] a receptor means my therapeutic presence. I used my whole body. Resonating 

means [learning to verbally and musically] deeply attune to clients. [Learning] how to be 

empathic verbally and musically; IMT is the basis for my clinical practice. 

 

Data Extract 40, Participant Two 

 

I better understood how my client would experience AMT. 
Theme 5: Trust 

 

Data Extract 41, Participant Five 

 

As a beginner trainee I was always wondering if what I said to the client was right. My 

word choices, were they right for the client? … My interventions, were they right? 

 

Data Extract 42, Participant Three 

 

You’re on the same level, there’s sometimes a sense of, “well, does this person really 

have me, am I safe?” Because they’re learning how to be there for me, and also 

questioning yourself, “Can I be there for them and is that gonna hold back their process?” 

Navigating that competence relative to one another is definitely challenging.  

 

Data Extract 43, Participant Four 

 

The level of trust necessary in IMT … It’s related to the vulnerability piece, it’s a very 

vulnerable space to be seen as a client, and also attempting to play the roles of the 

clinician, I mean, those two piece go hand in hand as trust and vulnerability often do.  

 

Data Extract 44, Participant Five 

 

[IMT is the opportunity for] trial and error in a safe space. We are role-playing as client, 
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and as therapist, to experience both. Then we have feedback from the trainer. 

 

Data Extract 45, Participant Two 

 

IMT is a very unique modality to explore within a safe secure environment … working 

with the triad, meaning my therapeutic partner as well as my supervisor.  

 

Data Extract 46, Participant Six 

 

[My co-trainee] was under the auspices of Benedikte, who I fully trusted. So, it was one 

layer removed … I trusted that the work I was doing with [my co-trainee] … was all 

within the container of Benedikte. So it wasn’t as though there was mistrust and therefore 

a complete inability to use the process.  

 

Data Extract 47, Participant One 

Benedikte told me to “shut up” after my first session … I remember thinking, “oh my 

God, she told me to shut up!’” … then I realized, “oh my God, I do so much talking in 

therapy, I’m talking over the client, I hate that when my own personal therapist does that, 

why don’t I step back and be more of a witness?” 

  

Data Extract 48, Participant Five  

 I had a tendency to be nodding, constantly nodding, and trying to be so helpful to the 

client … I became aware of those things through IMT feedback … Benedikte directly 

[told] me, “give the clients more space. When the client enters the room, try not to say 

anything, or just accept who she is.” I really had to learn body posture, how to create the 

space … non-verbal interventions also were key for me … I tried [the recommendations] 

and I was like, “Oh yea! It works! She (co-trainee) started telling me all the things 

without me saying anything!” That was a really interesting experience.  

 

Data Extract 49, Participant Four 

 

Up until that point, any supervision that I’d had, I’d always hidden at least something. I’d 

always shown the best version of myself that I could muster, and tried to hide the things 

that I didn’t feel were as polished or skilled or deep or whatever it is.  

 

Date Extract 50, Participant One 

 

There was this one … very dramatic music session with [my co-trainee as client] …I 

think one of us was playing the gong … anyway … making loud noises and then having a 

shouting session with this person who usually spoke in a whisper. I felt like that was 

something that Benedikte had talked to me about … during supervision … and it felt very 

uncomfortable … I mean, I guess the thought of it felt very uncomfortable, but when we 

were doing it, it felt like that was the real climax of the therapy. 

 



                                                                                                                                                           177 
 

 
 

 

 

Data Extract 51, Participant Four 

 

I think he was guided into that, and to really being able to stay with that because what 

was playing out for me, relationally, in the therapeutic dynamic was that I didn’t feel like 

anybody could hold this piece, and so I think that was coming up in the therapeutic 

relationship … and I think Benedikte sort of helped him stay with this, “you can be this, 

you can step into this role, you can stay with it,” and it was … profound. 
Theme 6: The importance of recordings and log writing to integrate learning 

 

Data Extract 52, Participant Five 

When I was writing my log, after the session when I went home I felt awkward. I realized 

[that I felt judged by my co-trainee]. Then in the next session, I confessed that and we 

processed that. 

 

Data Extract 53, Participant Four 

 

Listening back to [the music] was really useful because I … noticed responses that I was 

having when I … was therapist. I noticed responses that I might not have noticed at the 

time, or that might have felt more fleeting. Listening to things that I may have missed the 

first time through, reactions to things that may have  been fleeting or more unconscious, 

and when I listened to them afterward I was  able to be more conscious, more consciously 

aware of the reactions that I was having … whatever those countertransferences may 

have been, they became  clearer when I listed back to them. 
 
 
 
 
 


