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ABSTRACT 
 

The Effect of Group Improvisational Music Therapy on Depression  

in Adolescents and Adults with Substance Abuse 

Yadira Albornoz 

Doctor of Philosophy 

Temple University, 2009 

Doctoral Advisory Committee Chair: Kenneth E. Bruscia, Ph.D, MT-BC 

The effect of group improvisational music therapy on depression in adolescents and 

adults with substance abuse was investigated.  It was hypothesized that group 

improvisational music therapy would relieve depressive symptoms.  Twenty-four Spanish-

speaking patients receiving outpatient and inpatient treatment for substance abuse at 

Fundación José Felix Ribas (FJFR), located in Mérida State-Venezuela participated in the 

study.  All participants completed the Beck Depression Inventory (BDI) and the Hamilton 

Rating Scale for Depression (HRSD) before being randomly assigned to experimental or 

control groups, each consisting of three cohort groups recruited over a nine month period.  

The experimental group received 12 group improvisation sessions over a three-month 

period, along with the standard treatment program provided at the facility, and the control 

group received only the standard treatment program.  Post-test measures were completed at 

the end of each three-month treatment cycle.  Differences between groups in pre-test and 

post-test scores were calculated using the Mann-Whitney U Test.  Results showed that both 

groups were equally matched on all pretest measures.  As for post-test measures, significant 

differences were found between the groups on HRSD, but not the BDI.  The experimental 

group was significantly less depressed after treatment than the control group, as measured 

by the HRSD.  Improvisational music therapy led to statistically significant greater 
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improvements in psychologist-rated depression (HRSD) when compared to the regular 

treatment program alone; although no statistical differences were found in the 

improvements on the BDI between the two treatments, improvisational music therapy had a 

clinically significant effect.  Possible explanations are offered.  The most important 

limitations of the study were the small sample size, absence of a depression assessment tool 

specifically for substance abuse, and the use of the first version of the BDI instead of the 

second version as well as lack of information on demographic and clinical data. 
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CHAPTER 1 

INTRODUCTION 

Purpose and Definitions 

The purpose of this study was to determine the effectiveness of improvisational 

music therapy in relieving symptoms of depression in adolescents and adults with substance 

abuse.  Improvisational music therapy is defined as a method that employs improvising as a 

primary therapeutic experience (Bruscia, 1987).  Improvising is the extemporaneous 

process of inventing music while playing or singing, using whatever sound sources are 

available in a given therapeutic situation to obtain an art product (Albornoz, 2002). 

In the context of this study, depression is defined as a pattern of sad mood often 

accompanied by all or some of the following symptoms, as summarized from the 

Diagnostic and Statistical Manual of Mental Disorders-Fourth Edition (1994): 1) loss of 

motivation and energy; 2) difficulty sleeping or oversleeping; 3) physical slowing or 

agitation; 4) change in appetite or weight; 5) feelings of worthlessness or inappropriate 

guilt; 6) difficulty thinking or concentrating; and 7) recurrent thoughts of death or suicide.  

As defined, this syndrome contains other disorders that include depressive manifestations 

such as: 1) dysthymia, a chronic low level depression of mood, 2) dysphoric mixed 

depression (hypomanic or hyperthymic symptoms), 3) bipolar disorder, alternation of major 

depressive or manic episodes and 4) cyclothymia, a cycling between high and low 

depressive moods never reaching full mania or major depression.  It is important to add that 

one-half of people diagnosed with major depression also suffer anxiety disorders (Barbee, 

1998; Regier, Rae, Narrow, Kaelber, & Schatzberg, 2001). 

Substance abuse is a term frequently used to describe the way an individual uses a 

broad range of substances that fit the addictive profile; It is defined as the “continuing, 
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compulsive nature of the drug use despite physical and/or psychological harm to the user 

and society and includes both licit and illicit drugs” (The Columbia Encyclopedia, 2006). 

Since it is generally agreed that adolescence is a period in which substance abuse is 

initiated (National Institute on Drug Abuse [NIDA], 2005) it is important to provide a  

definition of adolescence.  The World Health Organization (2000) regards adolescence as 

the period of time from puberty to maturity in which the individual reaches reproductive 

capacity and consolidates economic independence.  The organization increased the upper 

age limit to 25, including three stages: 1) early, starting at age 10; 2) middle; and 3) late.  

Adolescence has been considered a sensitive transition stage often accompanied by a 

struggle between identity and role confusion (Erikson, 1965).  Statistics in Venezuela show 

that drug abuse is initiated during early adolescence (Comisión Nacional Contra el Uso 

Ilícito de Drogas [CONACUID], 2003). 

Incidence of the Problem 

Prevalence of Drug Abuse in Latin America 

Most data on drug abuse in Venezuela are found in research studies that deal with 

other Latin American countries.  In a 1997-2004 report, the Comisión Interamericana para 

el Control del Abuso de Drogas (CICAD, n.d.), found that tranquilizers were the drugs 

most consumed in Paraguay, Guatemala, Nicaragua, Panama, Uruguay, Ecuador and 

Venezuela.  According to this report, Venezuela and Uruguay had the highest rates of 

consumption of benzodiazepine, both representing more than 15 % of the adolescent and 

adult population.  This report placed Chile as the country with the highest incidence of 

consumption of tranquilizers with 30.6% after Uruguay and Venezuela.  Tranquilizers are 

mainly composed of benzodiazepine, a substance prescribed to treat anxiety or insomnia 

over a period that should not exceed six months. 
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This report revealed that tranquilizers were followed by tobacco and alcohol as the 

most frequently used drugs in these countries.  Specifically, data collected in Caracas on 

3,353 participants revealed that Venezuela has a lower rate of tobacco abuse (31.9%) when 

compared to Ecuador (51.2%), but has one of the highest alcohol abuse rates (45.6 %), 

along with Uruguay (78.9%).  The report also suggests that since tranquilizers provide a 

sense of well-being to individuals struggling with anxiety or insomnia, the tendency is to 

abuse them.   The studies in this report also showed that women had a higher consumption 

of tranquilizers in these countries when compared to men, 17.2% and 13.7% respectively.  

Although statistics were not provided, this study suggests that tranquilizers are also used as 

substitute drugs, either to mitigate heroine abstinence or to reduce the anxiety produced 

when the main drug of abuse cannot be obtained. 

Regarding other drugs (e.g., cocaine, hashish, ecstasy, crack, methamphetamines, 

opium, morphine, heroine, solvents, inhalants), the 1997-2004 report by CICAD revealed 

that Venezuela had a relatively low declared drug abuse rate (2.3%) when compared to 

Chile (16.7%).  Another comparative study by CICAD (2003) confirms this finding but 

points out that Venezuela showed an increment that resulted in 6.0%, which although 

relatively low when compared to Uruguay (13.5%), Ecuador (12.3%), or Nicaragua 

(11.1%), is still significant. 

Prevalence of Drug Abuse in Venezuela 

A 2005 report by CONACUID (Comisión Nacional Contra el Uso Ilícito de Drogas, 

2005) based on statistics of 2004 on different rehabilitation facilities in Venezuela showed 

that the highest abused drugs among those seeking treatment in these facilities were 

marijuana (36.9%), cocaine (13.9%) and alcohol (30%).  The residents of these facilities 

initiated drug abuse during early adolescence (10 to 14 years of age).  According to their 
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statistics, the highest incidence of drug abuse is found in the population between 13 and 17 

years of age.  This report also concludes that the drug of greatest addictive impact and 

health damage among substance abusers in Venezuela is “crack” with the highest incidence 

in individuals between 20 and 24 years of age. 

“Crack” is the street name given to purified cocaine that can be smoked. It refers to 

the crackling sound heard as the drug is heated and its vapors inhaled. It is an inexpensive 

drug sold in small dosage units.  Crack is usually smoked in a marijuana or tobacco 

cigarette, or in a crack pipe.  When smoked, crack is ten times stronger than the inhaling 

powder because it delivers large and concentrated quantities of cocaine to the lungs. Its 

immediate effects can last up to ten minutes and can include: euphoria, alertness, grandiose 

sense of well being, decreased anxiety, lower social inhibitions, greater energy and sense of 

self-esteem, and heightened sexuality and emotionality.  Crack consumption is followed by 

intense periods of depression and often paranoid psychosis.  Depressive symptoms include 

feelings of worthlessness and intense desire for more drugs.  The desire to abuse crack 

leads to a compulsive pattern that compensates for the depressive symptoms.  

Simultaneously, this pattern leads to “binges” produced by continuous smoking until  

money and drugs are gone, or physical collapse is experienced by the user.  Cocaine 

abusers suffer from acute respiratory problems including coughing, shortness of breath, and 

severe chest pains with lung trauma and bleeding (CONACUID, 2005). 

Prevalence of Depression and Substance Abuse 

The comorbidity of depression and substance abuse is a complex clinical 

phenomenon, and a fairly recent topic of research.  Comorbidity “refers to patients who 

have both a mental health disorder and substance use disorder and may be used 

interchangeably with "co-occurring disorders" (Gale Encyclopedia of Mental Disorders, 
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2003).  It is unclear which comes first, depression or substance abuse.  A recent study in 

Costa Rica has shown significant correlations between depressive symptoms and problems 

with alcohol and drugs in adolescents and young adults (Obando, Kliewer, Murrelle, & 

Svikis, 2004). 

Official statistics on the incidence of depression in Venezuela are not available 

(Piñero, 2005), yet most individuals receiving treatment for drug abuse at Fundación José 

Felix Ribas, a national drug rehabilitation facility in Venezuela, are found to show 

depressive signs of some sort (A. Velazco, personal communication, May 7, 2005). 

A national survey by the Department of Health and Human Services on drug use 

(2004) in the United States revealed that 9% of adolescents aged 12 to 17 (an estimated 2.2 

million adolescents) experienced at least one major depressive episode.  This report points 

to a relationship between adolescent depression and the onset of cigarette smoking, alcohol 

use, and drug use.  Also, the report reveals that mental illness and substance use “co-occur 

affecting not only adults but often adolescents aged 12 to 17” (p. 33).  According to this 

study, the adolescent group who experienced depressive symptoms was more likely to have 

engaged in substance use than their counterparts who had not experienced depressive 

symptoms.  Specifically, adolescents who experienced major depression “were more than 

twice as likely to have smoked cigarettes as those without major depression” (22.8 vs.10.7 

%) (p. 34).  Additionally, adolescents who had experienced major depression “were more 

likely to report any alcohol use in the past and any illicit drug use in the past than their 

peers who had not experienced depressive signs” (p. 34).  The report revealed that females 

were more likely than males to experience major episodes of depression (13.1 vs. 5%). 

In Venezuela, a study by Da Silva, et al., (2003) found that the incidence of alcohol 

abuse, for example, is high among adolescents, representing 82.1% of the interviewed 
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population of 331 individuals.  This population justified their alcohol consumption arguing 

that it allowed them to feel pleasure and happiness, forget about their problems, and 

abandon timidity—all of which might be related to depression. 

Need for the Study: An Overview of the Literature 

Music Therapy and Depression 

A search of recent research literature yielded twenty-five quantitative research 

studies on the use of music therapy with depression and one meta-analysis of music therapy 

on depression.  These studies will be reviewed in detail later.  The purpose of this brief 

overview is to survey the kinds of studies found, and the comparative use of receptive and 

active methods of music therapy, specifically improvisation.  

Twenty-two studies concerning music therapy and depression dealt with receptive 

music therapy (which involves listening to music), and three with active music therapy 

(which involves making music): two dealt with improvisation.  The studies dealing with 

receptive music therapy were primarily experimental in design; most concluded that 

listening to music was effective in reducing depressive symptoms by providing relaxation 

and mood changes in various affected populations (Ashida, 2000; Brotons & Marti, 2003; 

Field, Martinez, et al., 1998; Jones & Field, 1999; Hilliard, 2001; Hendricks, 2001; 

Horvath, 1998; Hsu & Lai, 2004; Lai, 1999; McKinney, Antoni, Kumar, & Tims, 1997; 

Richardson, 2004; Shiflett & Nayak, 2003; Siedlecki, 2005; Suzuki, 1998; Wheeler, Shiflett 

& Nayak, 2003).  In addition, some of the studies considered receptive music to be a non-

invasive means of therapy as it helped terminally ill patients to regulate body functions 

(Cai, Li, & Jiao, 2001; Cassileth, Vickers & Magill, 2003).  One descriptive study dealt 

with emotional expression and depression (Clements-Cortes, 2004).  Those studies dealing 

with active music therapy considered song-writing, singing, music games and 

 6



improvisation useful to help decrease and monitor depressive symptoms (Kenny & Faunce, 

2004; Mishne, 2001; Robb & Ebberts, 2003; Schmid & Aldridge, 2004;).  The research 

literature on depression and music improvisation is limited, consisting of two experimental 

studies.  The studies showed that music improvisation enhanced mood and general sense of 

well-being in patients experiencing depression (Bittman, et al., 2001; Schmid & Aldridge, 

2004;).  The meta-analysis study gave evidence of the positive effects of music therapy to 

improve mood in depressed individuals when compared to standard treatment (Maratos, 

Gold, Wang, & Crawford, 2008). 

The literature search yielded no studies similar to the present one, that is, a study on 

the effects of improvisational music therapy on individuals with depression and substance 

abuse.  

Music Therapy and Treatment in Substance Abuse 

A survey of the research literature on music therapy and treatment for substance 

abuse yielded two studies on receptive music therapy, a qualitative study, and an 

experimental study, and nine studies with active music therapy which include seven on 

improvisation.  The qualitative study on receptive music therapy was a dissertation which 

asserted that Guided Imagery and Music (GIM) is an important means for spiritual 

development in substance abuse (Corboy, 1999).  In GIM, the client images to music in a 

deeply relaxed state.  The experimental study dealing with receptive music therapy 

examined correlations between music preferences, drug preferences and diagnoses among 

adolescents in treatment for substance abuse (Doak, 2003).  Subjects revealed that music 

and drugs helped them to relax, escape reality, and elevate mood. 

The studies dealing with active music therapy included one qualitative naturalistic 

observation and three experimental studies.  These studies concluded that active music 
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therapy (i.e., drumming, improvising, moving to music, and music games), was effective in 

reducing depressive symptoms by inducing comfort and relaxation, and promoting positive 

physiological changes (Bittman, Berk, et al., 2001; Cevasco, Kennedy, & Generally, 2005; 

Schmid & Aldridge, 2004; Winkelman, 2003). 

The literature on improvisation and treatment of substance abuse included one 

descriptive study and six clinical articles.  The descriptive study reported the effectiveness 

of drumming in inducing relaxation and brain synchronization in individuals with substance 

abuse (Wilkelman, 2003).  The clinical articles proposed that improvisational music 

therapy is a significant tool for treating those with substance abuse because it helps them to 

explore and express emotions, examine personal events, and access the imagination 

(Brooks, 1989; Erhard, 1985; Inselman & Mann, 2000; Langenberg, 1983; Schawabe, 

1983; Timmermann, 1983).  Additionally, these articles proposed that improvisational 

music therapy helps to: 1) facilitate insight by developing awareness of social processes, 2) 

recognize, describe, and process emotional patterns that reflect pathological behaviors of 

patients, 3) lead to trance and ecstasy in a responsible, non-drug way, 4) stimulate 

relationships with others by creating a safe and intimate climate for working towards 

therapeutic goals, and 5) facilitate the development of verbal and non-verbal 

communication among group members. 

No study like the present one was found, that is, one dealing with the effects of 

improvisational music therapy on depression in substance abuse. 

Significance of the Study 

The comorbidity of depression and substance abuse is a relatively new challenge 

and an important one because it greatly affects society’s youngest people.  Merikangas and 

Stevens (1998) found that 20 to 40 % of individuals with mood disorders in the United 
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States abuse substances, a factor they considered “to worsen depressive symptoms” (p.2).  

Also, they assert that individuals with two disorders are more impaired and at higher risk of 

suicide than individuals with substance abuse as a sole diagnosis.  Depression has not only 

been found to be associated with substance abuse, but also with other psychiatric diagnoses 

(Deykin, Levy, & Wells, 1987).  This comorbidity makes treatment of depression in 

persons with substance abuse difficult to carry out; moreover, there is still considerable 

debate over what is the most effective approach in substance abuse.  In addition, there are 

relatively few well-designed studies regarding the treatment of this comorbidity (Fabiani, 

2004). 

Given the potential benefits of improvisational music therapy cited in the literature, 

and the identified need for treatment models that take into account the comorbidity of 

depression and substance abuse, it is surprising to find a lack of outcome studies in music 

therapy exploring the effects of improvisation on this comorbidity.  The present study is an 

attempt to address this need for further research.  More specifically, the present study is 

aimed at discovering the extent to which improvisational music therapy will be effective in 

treating the depression that often accompanies substance abuse.  Of particular concern will 

be whether improvisational music therapy can add significantly to the efficacy of existing 

approaches to treatment.  Is improvisational music therapy a useful adjunctive treatment for 

depression that will enhance outcomes of a multifaceted, comprehensive strategy for 

substance abuse treatment?  This is important because improvisational music therapy is an 

economical and low-risk strategy for treating depression in substance abuse, with no known 

side effects. 
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CHAPTER 2 

REVIEW OF THE LITERATURE 

Music Therapy in the Treatment of Depression 

The research literature on the use of music therapy for depression can be divided 

into three categories, based on client population.  Specifically, the literature deals with 

music therapy with the older person, with various populations that include children and 

students, and with medical patients.   

Music Therapy and Depression in the Older Person 

A selection of recent research literature revealed the beneficial effects of music 

therapy.  Suzuki (1998) examined the effects of music listening on mood changes and 

reminiscence among depressed older persons in a residential facility.  Eight participants  

(aged 75 to 93) were diagnosed with depression via the Geriatric Depression Scale. 

Participants completed a pre-test and received nine sessions over a three week period, after 

which a post-test was completed.  Both conditions included the Positive and Negative 

Affect Schedule (PANAS) and the Memory Retrieval Test.  The Wilcoxon Matched-Pairs 

Signed-Ranks Tests revealed significant differences in negative affect and the expression of 

negative memories after music therapy.  

Brotons and Marti (2003) found that caregivers of depressed older adults perceived 

improvement in social and emotional areas of their patients after music listening treatment.  

Participants selected for this study were patients (70-80 years old) in the early stages of 

Alzheimer's disease and Related Disorders (ADRD).  A series of tests was administered by 

caregivers before and after the study (i.e., Dementia Scale, Beck's Depression Inventory, 

Memory and Behavior Problems Checklist, Cohen-Mansfield Agitation Scale, Burden 
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Interview).  Statistical analyses demonstrated significant differences between pre and post-

test scores in outcome measures after receptive and active music therapy. 

Ashida (2000) examined the effectiveness of reminiscence music therapy on 

depressed participants with dementia.  Twenty older adults participated in a pre-post-test 

design with each serving as his/her own control.  Depressive manifestations were measured 

using the Cornell Scale for Depression and Dementia.  Comparisons were made between: 

1) pre-post-test scores for no treatment, and 2) pre-post-test scores for five days of 

reminiscence music therapy.  Comparison procedures (ANOVA and Multiple Newman-

Keuls) indicated significant difference between pre-test and post-test scores after treatment.  

No significant differences were found between pre-test and post-test on treatment scores.  

Reminiscence music therapy was found to reduce depressive symptoms in older adults with 

dementia. 

Music Therapy for Depression in Various Populations 

Maratos, Gold, Wang, and Crawford (2008) conducted a meta-analysis of studies on 

the effects of music therapy on individuals with depression as compared to standard care or 

other psychological or pharmacological therapies.  Four of the five studies reviewed 

reported a greater reduction in symptoms of depression among individuals randomized to 

music therapy than to those in standard care or others therapies. 

A study by Hilliard (2001) found a reduction in grieving in depressed bereaved 

children after music listening treatment.  Eighteen subjects participated in this study.  Eight 

group music listening sessions were used as the experimental condition; control subjects 

received standard psychological treatment.  The Behavior Rating Index for Children and 

the Bereavement Questionnaire for Parents and Guardians were used as outcome measures.  

Subjects in the music listening group demonstrated a greater reduction of grieving and 
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depressive symptoms when compared to the control group.  A previous study by Giles, 

Cogan and Cox (1991) obtained results similar to Hilliard (2001); these authors found that 

“new age” electronically generated music and music of Walt Disney films, was more 

effective than classical music listening in improving mood in depressed children during 

freestyle drawings of first and second graders. 

Hendricks (2001) examined the effects of music listening on depression, self-

concept, and grade-point average in high school students.  Participants were randomly 

assigned to either standard treatment or standard treatment plus music therapy, based on 

whether they were in junior or senior high.  Group I (junior high) received cognitive 

behavioral therapy.  Group II (junior high) received cognitive behavioral therapy and music 

therapy.  Group III (high school) received cognitive behavioral therapy, and Group IV 

(high school) received behavioral techniques and music therapy.  The length of treatment 

was twelve weeks.  Pre-and post-test measures included: the Beck Depression Inventory, 

the Self-concept Test and grade-point average.  Results showed that the use of music 

therapy was positively correlated with reduced posttest depression scores and increased 

posttest self-concept scores. 

McKinney, Antoni, Kumar, Tims, and McCabe (1997) explored the effects of 

Guided Imagery and Music (GIM) on mood and cortisol (a hormone that regulates blood 

pressure and cardiovascular function in response to stress) in adults experiencing 

depression, fatigue, and mood disturbances.  In GIM, the individual images to classical 

music programs in an altered state of consciousness in order to explore the psyche (Bonny, 

1978a, 1978b).  The GIM group and wait-list control group completed the Profile of Mood 

States and donated blood before and after the thirteen weeks of treatment, and again at a six 

week follow-up.  Statistical analysis suggested that participants in the GIM group reported 

 12



a significant decrease in fatigue, depression, and mood disturbance between pre-and post-

sessions.  The results also suggested a relationship between a decrease in cortisol and a 

decrease in mood disturbance.  

Jones and Field (1999) examined the effects of massage and listening to music on 

frontal EEG asymmetry in depressed adolescents.  Frontal EEG asymmetry is often found 

in depressed subjects.  Thirty depressed adolescents received massage while listening to 

music.  Three-minutes of EEG recordings of each participant were taken before, during, 

and after therapy.  Attenuated frontal asymmetry was found during and after treatment in 

the EEG recordings of all the participants.  

Using a pre-post-test control experimental design, Lai (1999) explored the 

physiological and psychological effects of music listening on depressed women.  The 

experimental group listened to music, and the control group listened to non-musical sounds 

only.  Measures were taken of heart rate, respiratory rate, blood pressure, and mood state 

before and after music or sound listening.  Descriptive quantitative analyses and a 

qualitative questionnaire were used.  Significant pre-post-test differences were found in 

experimental group participants who showed lower physiological rates and calmer moods.  

Also, participants reported feelings of comfort.  Control group participants reported 

significant pre-post-test differences in heart rate and mood states only. 

Bittman (2001) examined the biological benefits of percussion activities on stress-

related hormones and immunology.  In this study, one hundred and eleven subjects were 

recruited.  Initially, two control groups who listened to music and four drumming groups 

were compared.  The final design included the original composite drumming group plus 

subjects randomly assigned to either drumming or control sessions.  Pre-post-test 

measurements of hormones and immunologic response, and the Beck Anxiety Inventory 
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and the Beck Depression Inventory II were taken.  Responses opposite to classical stress 

responses were obtained from drumming groups, who showed a significant reduction of 

stress-hormones, improvement of the values of immune system cells, and enhancement of 

mood. 

Hsu and Lai (2004) found that patients who listened to their favorite music in a 

systematic manner showed significantly lower depression scores than controls, as measured 

by the Zung Depression Scale.  Depressed inpatients were recruited and assessed by 

psychiatrists in this two group, repeated measures pre-test-post-test design.  Experimental 

participants listened to their favorite music before the study and at two subsequent sessions 

one week apart, while controls received standard medical treatment.  Results revealed that 

those patients in the music listening group had lower depression scores than controls. 

Music Therapy for Depression in Medical Patients 

Robb and Ebberts (2003) administered pre-post-tests to a sample of six children 

undergoing bone marrow transplantations (BMT) in order to examine the effects of song-

writing and video production interventions on anxiety and depression.  Song-writing and 

video productions consisted of six 1-hour sessions over a three weeks period.  Three 

children experienced music, and three experienced standard medical treatment.  The 

Children’s Depression Inventory was used at the conclusion of each session while the State 

Trait Anxiety Inventory for Children served as a pre-post-test measure.  Although the 

authors recommended further investigation, results showed considerable reduction of 

anxiety and depressed symptoms following the majority of music therapy sessions. 

Cai, Li, and Jiao (2001) found music treatment to be effective in regulating 

hypochondriasis and decreasing depressive symptoms, while also enhancing self-regulating 

capacities in the body.  Cancer patients suffering from depression and anxiety served as 
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participants and were assigned to either a receptive music therapy group or a control 

standard medical care group.  Measurement tools included: 1) The Self-Rating Depression 

Scale, 2) The Self-Rating Anxiety Scale, 3) The Minnesota Multiphasic Personality 

Inventory, and 4) The Hamilton Rating Scale for Depression.  Additional self-regulating 

body measurements included lymphocyte and anti-tumor cell activities.  Statistical results 

demonstrated that music therapy helped patients to regulate depressed mood, improve 

somatic symptoms, enhance immune response, and activate the body’s self-regulating 

capacity. 

A study by Wheeler, Shiflett and Nayak (2003) concluded that the number of music 

therapy sessions and type of setting (individual or group) had a positive impact on the 

mood and behavior of individuals who experienced strokes and depression.  Ten 

participants received music therapy sessions in addition to standard rehabilitation.  One 

group received group music therapy sessions, while another group received both individual 

and group music therapy sessions.  Pre- post-treatment scores included self-and family 

ratings of mood and social interaction, and therapist ratings of mood and client participation 

in therapy.  Results of the study showed that active music therapy methods had positive 

effects on individuals who experienced stroke and depression with group sessions 

influencing social interaction, and individual sessions affecting motivation for treatment. 

Family reports revealed improvement in patients’ moods and depressive symptoms.  

Cassileth, Vickers, and Magill (2003) compared the effects of music therapy plus 

standard care with standard care alone on the mood states of patients with hematologic 

malignancies.  The patients were randomly assigned to a music therapy group or standard 

care group.  The Profile of Mood States was used to assess baseline every three days 

after randomization.  Outcomes indicated that patients in the music therapy group scored 
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lower on the total mood disturbance scores when compared with the control group.  

Researchers concluded that music therapy is a non-invasive and inexpensive intervention 

that appears to reduce mood disturbances in cancer patients. 

Schmid and Aldridge (2004) found the Nordoff-Robbins (1977) model of 

improvisational music therapy to decrease depressive symptoms in individuals suffering 

from multiple sclerosis.  Participants in a music therapy group were compared to a no-

music group (standard medical treatment), using several indicators of depression (e.g., 

Hamburg Quality of Life Scale, Hospital Anxiety, The Self-Acceptance Scale, and 

Depression Scale).  Data were also collected on cognitive and functional parameters over 

the course of a year.  Significant improvements were found in self-acceptance, anxiety, and 

depression for the improvisation group. 

Another study by Aldridge, Schmid, Kaeder, Schmidt, and Ostermann (2005) found 

that music therapy reduced negative mood and fatigue, while also increasing self-

acceptance in multiple sclerosis patients.  Twenty multiple sclerosis patients ranging in age 

from 29 to 47 years were administered the Beck Depression Inventory, the Hospital 

Anxiety and Depression Scale, The Self-acceptance Scale, and the Hamburg Quality of  

Life Questionnaire.  Ten patients received active music therapy over a year, while ten 

patients received standard medical treatment alone.  Significant improvements in measures 

of depression, self-esteem, and anxiety were found for the music therapy group.  In 

addition, when music therapy was removed, the symptoms worsened. 

In a clinical article, Clements-Cortes (2004) discusses the role of music therapy in 

accessing emotions to relieve depressive symptoms.  Through clinical cases, the author 

asserts that receptive and active music therapy decreases depressive symptoms and social 
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isolation in terminally ill patients, as well as increasing self-expression and relaxation, and 

promoting reminiscence. 

A correlational study by Richardson and Everson (2004) found a relationship 

between increased anxiety and increased depression among cardiac bypass surgery patients, 

and concluded that music listening helps to reduce their anxiety and depression.  In this 

study, the Spielberger State-Trait Anxiety Inventory and the Beck Depression Inventory as 

well as a Self-Evaluation Anxiety and Depression Questionnaire were used as measures.  

Fifteen participants in the experimental group were exposed to music-guided imagery tapes 

and fifteen participants in the control group listened to music tapes alone.  The music tapes 

were administered before, during, and after surgery for both groups.  A comparison of the 

anxiety and depression scores before and after surgery indicated that anxiety and depression 

were positively affected by both types of tapes.  The findings also suggested that music 

tapes alone may be effective in reducing anxiety and depression in cardiac patients.  

Additionally, a positive correlation between anxiety and depression was found associating 

increased anxiety with increased depression. 

Siedlecki and Good (2005) explored the effects of music on the experience of 

chronic non-malignant pain syndrome (CNMP).  This syndrome includes depression, and 

affects both women and men in industrialized nations.  The researcher used a randomized 

controlled trial with two music-listening groups and a non-listening group.  Analysis 

revealed that the two music-listening groups had significantly lower levels of pain and 

depression than the no-music control group, who received standard medical treatment only. 

Music Therapy and Treatment in Substance Abuse 

Only a handful of research studies were found dealing with music therapy and 

substance abuse treatment.  Horvath (1998) explored the use of music as a therapeutic 
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modality in alcoholism.  Participants in the experimental group listened to their favorite 

music over the course of a week.  Participants in the control group participated in leisure 

activities.  Participants completed mood states questionnaires pre-treatment, mid-treatment, 

and post-treatment design.  Statistical analyses indicated that negative mood scores of the 

music listening group were significantly lower than those of the control group.  Results also 

indicated that music listening increased feelings of well-being while improving mood.  

Patients also reported that listening to their favorite music was a non-invasive, pleasurable, 

and easy-to-use modality that promoted positive changes. 

Using naturalistic observation, Wilkelman (2003) found that drumming is an 

improvisational experience that enhances addiction treatment.  Naturalistic observation is a 

method of observation that involves observing subjects in their natural habitats (A 

Dictionary of Psychology, 2001).  This study revealed the effectiveness of drumming in 

inducing relaxation as evidenced by theta-wave production and brain-wave 

synchronization.  Among other aspects, the study revealed that drumming facilitates 

pleasure, socialization, personal awareness and catharsis, while also helping participants to 

integrate aspects of the self.  It was also found that the drumming experience helped to 

attenuate self-centeredness and alienation, personality features often found in persons with 

addictive disorders. 

Cevasco, Kennedy, and Generally (2005) examined the effects of music therapy on 

their depression, anxiety, and anger of females from an outpatient drug rehabilitation 

program.  The music therapy sessions consisted of movement-to-music activities, rhythm 

activities, and competitive games for two weeks (4 sessions each).  Measures of depression, 

state-trait anxiety, and anger were collected on a daily basis, before and after each session.  

Although the results indicated no significant difference for the three music therapy 
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interventions used, data gathered daily showed that there was a decrease in depression, 

stress, anxiety, and anger immediately following each music therapy session. 

A survey by Doak (2003) revealed a significant correlation between music 

preference, drug preferences, and diagnoses of adolescents in treatment for substance 

abuse.  Fifty-eight adolescents, age range 14 to 17 years, were surveyed regarding their 

music preferences and drug preferences.  Diagnoses of participants were taken from their 

medical records.  Analysis of the data indicated significant correlations between preferred 

music and diagnosis, drug preferences and diagnosis, and diagnosis and reason for abusing 

drugs.  Participants reported that listening to preferred music promoted relaxation, elevated 

mood, increased the ability to concentrate, and allowed them to escape reality. 

Abdollahnejad (2006) created a series of questionnaires and a survey to evaluate the 

effects of twenty five sessions of lyric analysis and song-sharing in persons with addictive 

disorders.  At the beginning of the first session, participants were given a questionnaire 

concerning their music preferences and the nature of their drug dependence.  Based on 

participants' problems, the therapists chose the songs for lyric analysis, while the clients 

chose favorite songs for song-sharing.  Following therapy, participants were asked for their 

opinions of the therapy.  All sessions were videotaped, and the remarks of the clients were 

analyzed.  Eight individuals said that music did not have any effect on them, whereas 

twelve participants indicated that some music listening motivated them to abuse 

aggressively.  The majority of participants who said that music had affected them disclosed 

that listening to sad songs motivated them to abuse drugs.  Results of the study suggested 

that the lyrics analysis and song sharing helped participants to express their feelings and 

thoughts more freely and openly.  Participants used music and words to indirectly express 

and discuss issues (e.g., forbidden love affairs, and personal matters) that were never 
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expressed to family or close friends.  It was also observed that participants engaged actively 

in the discussions, which motivated other group members to exchange experiences. The 

study appears to suggest that the negative effects found among some clients might be 

related to the release of negative emotions provided by the experience.  Murphy (2008) 

investigated the effect of group Guided Imagery and Music (GIM) on resiliency, 

depression, and motivation of adults in substance abuse treatment.  Forty-two patients 

participated in the study.  All participants completed the Sense of Coherence Scale, the 

Beck Depression Inventory and the Importance, Confidence, Readiness Ruler before being 

randomly assigned to the no-treatment control group or the experimental (Group GIM) 

group.  Participants in the experimental group received 8 group GIM sessions over a 21-day 

period.  Those in the no-treatment control group participated in leisure activities only.  The 

experimental group completed post-test measures at the end of the 8th group.  The control 

group completed post-test measures on the same day as their counterparts in the 

experimental group.  Results of this study revealed that the experimental group’s BDI score 

decreased 65%, whereas the control group’s BDI score decreased by 46%.  Additionally, 

the retention rate for the experimental group was 75% and for the control group only 50% 

suggesting that there may be a relationship between participation in group GIM and 

motivation for treatment. 

Summary 

A review of the literature on music therapy and depression revealed that work has 

been done with three main populations: the older person, children, and medical patients, 

this last population with the greatest number of studies.  Included in the review is a meta-

analysis study.  Most of the studies reviewed used receptive music therapy.  Two 

quantitative studies dealt with adolescent populations.  One concluded that receptive music 
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therapy induced relaxation and pleasure while reducing depression and increasing 

confidence (Hendricks, 2001); the other examined correlations between music preferences, 

drug preferences and diagnoses among adolescents in treatment for addictive disorders 

(Doak, 2003).  Three studies dealt with improvisation (Bittman, 2001; Schmid & Aldridge, 

2004; Wilkelman, 2003) but only one (Schmid & Aldridge, 2004) used an improvisational 

model of music therapy in a systematic way (Nordoff & Robbins, 1977).  The results of 

these studies revealed the effectiveness of improvisational music therapy in reducing 

depressive symptoms and promoting creative behaviors. 

The literature on music therapy in the treatment of substance abuse is relatively 

sparse.  Research studies specifically dealing with the effects of improvisation on 

adolescents with substance abuse were not found.  One descriptive study was found on the 

use of drumming improvisation with adults who abuse substances (Wilkelman, 2003).  This 

naturalistic study revealed the effectiveness of drumming in inducing relaxation and 

facilitating pleasure, socialization, personal awareness, and catharsis while also helping 

participants to integrate the self and attenuate self-centeredness, and alienation.  No studies 

dealt with both depression and substance abuse as the present study does. 

Statement of the Problem 

The purpose of the present study was to determine the effectiveness of 

improvisational music therapy in decreasing depression among adolescents and adults with 

substance abuse.   Does improvisational music therapy have any significant effect on the 

depressive symptoms of individuals with depression and substance abuse?  The two sub-

problems were: 

1) Does improvisational music therapy decrease self-rated depression in depressed  

adolescents and adults with substance abuse? 
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2) Does improvisational music therapy decrease psychologist-rated depression in 

depressed adolescents and adults with substance abuse?  

Two hypotheses were tested: 

1) Depressed individuals with substance abuse who receive improvisational music 

therapy in addition to the standard treatment program (experimental group) will 

demonstrate significantly lower self-rated depression scores, when compared to the 

control group, who receives only the standard treatment program.   

2) Depressed individuals with substance abuse who receive improvisational music 

therapy in addition to the standard treatment program (experimental group) will 

demonstrate significantly lower psychologist-rated depression scores, when 

compared to the control group, who receives only the standard treatment program. 

Two measures of depression were used: the Beck Depression Inventory (self-rated 

inventory) and the Hamilton Rating Scale for Depression (clinician-rated scale). All 

participants were outpatients or inpatients at a substance abuse treatment facility in 

Venezuela. 
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CHAPTER 3 

METHOD 

Participants 

Twenty-four male residents of Venezuela, ranging in age from 16 to 60, participated 

in the study.  All participants were Spanish-speaking, and all were receiving outpatient or 

inpatient treatment for substance abuse at Fundación José Felix Ribas (FJFR), located in 

Mérida State-Venezuela.  

 Inclusion criteria for the study were: 1) All participants had some kind of addiction 

problem, including addiction or abuse of psychotropic and pharmacological substances, 

including alcohol; 2) All participants had to be recently admitted to the treatment program 

for substance abuse at the Center; 3) All participants had to have scores on the BDI or 

HRSD that indicated that they were significantly depressed (i.e., above 10 on the BDI, and 

above 7 on the HRSD).  

In addition to the substance abuse problem, the physical health of the participants 

varied widely, as they had medical conditions related or unrelated to chronic substance 

abuse.  Examples included: high blood pressure, malnutrition, psychosis, liver conditions, 

and HIV.  Psychologically, in addition to depressive symptoms, participants showed signs 

of anger, anxiety, and other emotional distresses related to addiction. 

Participants were excluded from the study for the following reasons: 1) They were 

unable to communicate (aphasia); 2) They were diagnosed with mental retardation and 

incapable of symbolic thinking; 3) They had hearing losses that impaired their abilities to 

hear music or the spoken word; 4) They were receiving medication for depression. The 

sample was not a convenience sample since only those people who were depressed and not 

on medication were recruited.   
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Participants were referred to the researcher by a psychiatrist and/or a psychologist at 

the facility, based on previous and/or present depressive symptoms as evaluated by the 

Beck Depression Inventory (BDI) and the Hamilton Rating Scale for Depression (HRSD).  

See above for specific criteria. 

In order to recruit a sufficient number of participants for the study, the researcher 

requested referrals from the psychologist and the psychiatrist three times, at the beginning 

of each three-month treatment cycle at the facility, when new patients were admitted.  On 

average, 6-8 patients met inclusion criteria for the study per admission period.  Each set of 

newly admitted patients who met inclusion criteria was randomly assigned to the 

experimental or control condition, and each set of patients participated in the study for a 

three month period.  A statistician used the Excell program to generate random number lists 

in blocks; each list contained the numbers of subjects to be assigned to control and 

experimental groups.  

The study lasted 9 months, over three treatment cycles at the facility.  Thus, for each 

three-month period, 3-6 subjects were assigned to and received each condition.   Thus, a 

total of 24 patients participated in the study, with half receiving the experimental conditions 

(in three separate treatment cycles), and the other half receiving the control conditions (in 

three separate treatment cycles).  See under Design for further details. 

Materials 

The Beck Depression Inventory (BDI) is a self-report which consists of 21 

questions.  The BDI is a self-administered test measuring manifestations of depression, and 

takes approximately 10 minutes to complete.  The highest score for each of the twenty-one 

questions is three; the highest possible total for the whole test is sixty-three.  Scores and 

their corresponding levels of depression are as follows:  
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00-04 — Possible denial of depression, or good faking; 

05-09 — Normal ups and downs; 

10-18 — Mild to moderate depression; 

19-29 — Moderate to severe depression; 

30-63 — Severe depression. 

It is important to note that scores over 40 are significantly higher than severe 

depression, suggesting a possible exaggeration of depression possibly characteristic of 

histrionic or borderline personality disorders.  Significant levels of depression are, however, 

still possible with such high scores (Groth-Marnat, 1990).  Reliability coefficients for the 

BDI in depressed and non-depressed individuals are found to be high (above .90) as well as 

validity coefficients (between .65 and .67) in psychiatric patients (Groth-Marnat, 1997). 

The Hamilton Rating Scale for Depression (HRSD) is a measure of depressive 

symptoms in individuals diagnosed with depressive disorders; however, unlike the BDI 

which is a self-report inventory, this scale is filled out by a psychiatrist or psychologist. It is 

a standard measure of depression used in research on the effectiveness of depression 

therapies and treatments, and it is a standard test used to validate other measures of 

depression.  It consists of 17 or 21 items, depending on whether measures of paranoia and 

obsession are included.  The 17-item version was used in this study.  This version measures 

symptoms specifically related to depression, such as guilt, insomnia, work-related 

problems, psychomotor retardation, agitation, anxiety, gastrointestinal and other physical 

symptoms, sex drive, hypochondriasis, loss of insight, loss of weight, suicidal thoughts, as 

well as information regarding suicide attempts. 

A five-point scale (zero to four) is used in this version, as follows: 1) zero 

represents an absence of the depressive symptoms, 2) one indicates doubt concerning the 
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presence of symptoms, 3) two indicates mild symptoms, 4) three indicates moderate 

symptoms, 5) four represents the presence of severe symptoms.  The remaining eight items 

are scored on a three-point scale (zero to two), as follows: 1) zero representing absence of 

symptoms, 2) one indicating doubt that the symptoms are present, and 3) two representing 

definitive presence of symptoms.  The scores range from 0 to 54, as follows: 

0 to 6 — A normal person with regard to depression; 

7 to 17 — Mild depression; 

18 to 24 — Moderate depression; 

Above 24 — Severe depression. 

Reliability coefficients for the HRSD in psychiatric and non-psychiatric individuals 

are found to be high (between .76 and .92) as well as validity coefficients (between .80 and 

.90) for psychiatric population (Tollefson & Holman, 1993; Vazquez & Jiménez, 2000).  

Design 

This study utilized a pre-test, post-test control group design.  Improvisational music 

therapy served as the independent variable for the experimental group.  Experimental group 

members also received standard treatment as provided by the facility.  For the control 

condition, participants received standard treatment only.  Dependent variables used in this 

study were: 1) self-rated depression scores on the BDI, and 2) psychologist-rated 

depression scores on the HRSD.  Three cohort groups received the experimental condition 

(improvisational music therapy) for three months each, and three cohort groups received 

the control condition (usual treatment regimen from FJFK without any form of music 

therapy, improvisational or otherwise) for three months each.  Prior to and after each three 

month period, participants in each cohort group in the experimental and control conditions 

were individually administered the BDI and rated on the HRSD.  Approval by the 
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Institutional Review Board (IRB) was obtained, and subjects were given an explanation of 

the study and an opportunity to provide informed consent. 

Following the pre-test, participants were randomly assigned to the experimental 

(improvisational music therapy) group or the control (FJFK standard treatment) group. 

Because the experimental and control conditions were administered three times 

(every three months over a nine month period) to coincide with the treatment cycles of the 

facility, there were six sub-groups of participants, three receiving the experimental 

condition and three the control condition.  Thus: 

CYCLE ONE: First Three Months 

Experimental: Pre-tests — Standard Treatment Plus Improvisational     

Music Therapy— Post-tests 

Control: Pre-Tests —Standard Treatment without Improvisational Music 

Therapy — Post-tests 

CYLE TWO: Second Three Months 

Experimental: Pre-tests —Standard Treatment Plus Improvisational Music 

Therapy — Post-tests 

Control: Pre-Tests —Standard Treatment without Improvisational Music 

Therapy — Post-tests 

CYCLE THREE: Third Three Months 

Experimental: Pre-Tests — Standard Treatment Plus Improvisational Music 

Therapy — Post-tests 

Control: Pre-Tests — Standard Treatment without Improvisational Music 

Therapy — Post-tests 
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The BDI and HRSD were administered within twenty four hours of starting 

treatment and twenty four hours of completing treatment.  The BDI was administered both 

times by the researcher; the HRSD was completed both times by one psychologist at the 

Center.  The psychologist did not know which participants were in the experimental and 

control groups.  Moreover, the psychologist did not treat any of the participants. 

Upon collection of all the data, the experimental and control groups were compared 

on pre-test scores of both BDI and HRSD to determine whether the groups were equal or 

different before and after treatment.  In addition, the pre-test and post-test scores on the 

BDI and HRSD were compared for each group to determine whether the depressive 

symptoms of each group improved as a result of the respective treatments.   

Procedures 

The researcher administered the BDI as a pre-test to all participants referred by the 

psychologist at the facility and did not have access to medical charts.  In addition, the 

psychologist provided an evaluation of the participant’s level of depression on the HRSD.  

Following these two pre-tests, participants who met the criteria for the study were randomly 

assigned to a treatment group or control group.   

The treatment group received two-hour improvisational music therapy sessions once 

weekly for three months in addition to standard treatment; the control group participated in the 

regular three-month program provided by the facility (where music therapy is not provided as 

part of the program).  The standard treatment at FJFR includes:  

1. Individual Psychotherapy 

2. Group psychotherapy which includes: emotional and cognitive-behavioral groups, 

family and couple groups, and morning groups conducted by advanced patients. 
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3. Pharmacotherapy 

4. Recreational, Social and Sport Activities 

5. Special Activities 

6. General Medical Care 

7. Social Work Assistance 

In the treatment group, the researcher engaged the participants in group 

improvisation and discussion.  At the first session, participants were instructed on how to 

improvise music using simple percussion instruments.  They were encouraged to explore 

several instruments to gain skills in playing them.  When participants were ready, the group 

engaged in a free music improvisation.  Once the group improvisation ended, participants 

were invited to discuss their experiences of the improvisation, and/or to share whatever 

personal or interpersonal issues that may have been arisen as a result of these improvisatory 

experiences. 

After the first session, and as individual and group issues emerged, a multi-

expressive approach to improvisation was taken, combining various art forms within a 

single session.  Thus, improvisation experiences varied by art form and alternated with 

verbal discussion of these experiences when needed.  Thus, each session varied in content 

and sequence according to the needs of the group; however, all sessions contained some 

form of improvisation, and some degree of discussion. 

Description of Treatment Protocol 

The improvisational model used in this study is based on Artistic Music Therapy 

(ArMT) a model developed by the present researcher.  ArMT is primarily a multi-

expressive improvisational approach to individual and group therapy which employs 
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referential and non-referential improvisations along with public performances.  As defined 

by Bruscia (1987), the organization of music improvisation in reference to aspects other 

than music itself is called referential improvisation (e.g., improvising to feelings, events, 

ideas etc.); the organization of improvisations based strictly on music considerations 

without "representing or referring" to any other aspects is called non-referential 

improvisation.  ArMT is multi-expressive in that it usually combines various art forms 

within a single session (e.g., dance/movement and music, dramatizing and music, painting 

and music etc.).  In ArMT, music is the primary modality while other arts are used 

supplementally based on client need. 

ArMT sessions unfold from moment to moment according to the participants’ 

responses.  Typically, ArMT sessions may begin with either a free discussion or a free 

music improvisation.  When it begins with a discussion, issues that arise from the 

discussion are used as themes for subsequent music improvisations or explorations in other 

artistic media (e.g., movement, poetry, psychodrama).  When the session begins with a free 

music improvisation, the group may then react to the improvisation, verbally or through 

another artistic media.  Issues that arise in the reaction or discussion are then explored 

further through the most appropriate media.  The session continues in this vein, alternating 

between identification of an issue through any medium, and the exploration of that issue in 

another medium.  Emphasis is always given to the artistic parameters (i.e., specific 

improvisation for a choreography) of all expressive works created by the clients.  Group 

sessions are held in circles when playing instruments but as the sessions becomes multi-

expressive that formation may vary. 

Public performance is an important component of ArMT and decisions to perform 

or rehearse previous improvisations or any other art product are based on client need. 
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Participation in performance was not mandatory for any participant.  When the decision to 

perform publicly was made, performances were planned according to significant products 

created during the process as identified by the participant (s), the therapist or both.  For 

example, a theme of a music improvisation that represented a very important movement 

toward the growth of a participant might be chosen for creating a choreography or an 

instrumental piece or a combination of both.  Also, relevant improvisations could be 

recreated as performances.  Participants could select their audience accordingly. 

Data Analysis 

The Statistical Program for the Social Sciences (SPSS) version 15.0 was used to 

compute central tendencies, group differences, pre-and post-test score differences, and the 

correlation between measures (See below).  The Statistical Program for Power Analysis 

and Sample Size (www.ncss.com/pass.html) was used to compute effect size and power.  

Since alternative hypotheses were adopted, the criteria for significance was established at 

p<.05, one-tailed. 

Ranges, means, and standard deviations were calculated on pre-and post-test scores 

on the Beck Depression Inventory (BDI) and the Hamilton Rating Scale for Depression 

(HRSD) as shown in Table 1.  Given the small sample size, nonparametric statistical tests 

were used.  Specifically, The Mann-Whitney U Test was used to compare the experimental 

with the control group on pre-test scores and post-test scores on the BDI and HRSD.  This 

test compares rank ordered scores of two independent samples; the U statistic reflects the 

difference between ranks of the two groups.  The Wilcoxon Signed Ranks Test was used to 

compare pre-test with post-test scores in each group, on both the BDI and HRSD.   It tests 

the median difference in paired data.  The Spearman-Rank Correlation was used to examine 
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the relationship between the BDI (self-rated depression) and the HRSD (psychologist-rated 

depression).   
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CHAPTER 4 

RESULTS 

The main research question was whether the addition of improvisational music 

therapy to the standard treatment program would significantly improve depressive 

symptoms in depressed individuals with substance abuse as compared to a control receiving 

only the standard treatment program.  It is important to mention that demographic and 

clinical data contained in the participants’ records were not made available to the 

researcher.   

Based on the BDI manual, the BDI scores of the treatment (or improvisation) group 

upon entering the study indicated that these participants fell into the following ranges of 

depression:  

Denial of depression = 0%  

Normal ups and downs = 0% 

Mild to moderate depression = 58.3%  

Moderate to severe depression = 33.3%  

Severe depression = 8.3%  

The mean BDI score (18.66) of the treatment group fell into the mild-moderate level.  

The BDI scores of the control group (those who received the regular treatment 

program without improvisational music therapy) upon entering the study indicated the 

following ranges of depression:   

Denial of depression = 0%  

Normal ups and downs = 0% 

Mild to moderate depression = 75% 

Moderate to severe depression = 25%  
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Severe depression = 0% 

The mean BDI score (14.91) of the control group fell into the mild-moderate level. 

Based on the HRSD manual, the HRSD scores of the treatment (or improvisation) 

group upon entering the study indicated that these participants fell into the following ranges 

of depression:  

Normal = 0% 

Mild depression = 33.3% 

Moderate depression = 50% 

Severe depression = 16.6%   

The mean HRSD score (19.16) of the treatment group fell into the moderate-severe level.  

The HRSD scores of the control group (those who received the regular treatment 

program without improvisational music therapy) upon entering the study indicated the 

following ranges of depression:  

 Normal = 0% 

 Mild depression = 58.3% 

 Moderate depression = 8.3% 

 Severe depression = 33.3% 

The mean HRSD score (20.00) of the control group fell into the moderate-severe level.  

 
 
 
 
 
 
 
 
 
 
 

 34



 
Table 1 Ranges, Means and Standard Deviations for Pre-and Post-Test Scores on the BDI 
and the HRSD 
_________________________________________________________________________ 

Pre-Test Scores   Post- Test Scores 
_________________________________________________________________________ 
Measures   (Ranges) Mean (S.D)   (Ranges) Mean (S.D)  
 
_________________________________________________________________________ 
 
BDI 
Control   (10-25)14.91 (4.46)   (3-20)12.66 (5.28) 

  Experimental Group  (11-41)18.66 (8.30)    (5-13)10.58 (2.23)  
 
HRSD 
Control   (13-38) 20.00 (7.24)   (7-30)16.16 (7.08)  
Experimental Group  (10-29)19.16 (5.33)   (8-16)11.33 (2.53)  

_________________________________________________________________________ 
a. One-tailed significance, not corrected for ties  

 

Two hypotheses were tested.  The first hypothesis was that depressed individuals with 

substance abuse who received improvisational music therapy in addition to their standard 

treatment program (experimental group) will demonstrate a significant difference in BDI 

scores (self-rated depression), when compared to the control group, which received only the 

standard treatment program.  Specifically, the improvisation group will have lower scores 

on the BDI after treatment when compared to the control group.  Results of the statistical 

analysis using the Mann-Whitney U showed no significant differences (p>.05) between the 

improvisation and control groups on pre-test BDI scores.  See Table 2.  The experimental 

and the control groups did not differ in self-reported levels of depression prior to treatment.  

The Mann-Whitney also showed no significant differences (p>.05) between the group on 

post-test BDI scores.  The statistical power of this comparison was 34% indicating a 

relatively high probability (66%) of a type II error (rejecting the alternative hypothesis 

when in fact it is true).  This hypothesis was rejected. 
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Table 2 Group Comparisons of Pre-and Post Test Scores on the Beck Depression Inventory 
for the Control and Experimental Groups 
_________________________________________________________________________  

Pre-Test BDI Scores    
_________________________________________________________________________ 
Statistic  Control Group     Experimental Group 
N of Cases  12      12 
R   128.50      171.50  
U      50.50* 
Z      -1.25 
*p=.10ª   
_________________________________________________________________________ 

Post-test BDI Scores     
_________________________________________________________________________ 
Statistic   Control Group     Improvisation Group 
N of Cases  12      12                            
R   172.50      127.50 
U      49.50* 
Z      -1.31 
*p=.09ª   
_________________________________________________________________________ 

a. One-tailed significance, not corrected for ties  
 

To further clarify the effects of improvisational music therapy on self-rated 

depression, the Wilcoxon Signed Rank Test was used to compare pre-and post-test scores 

on the BDI in the experimental group.  The results showed that:  

1) The experimental groups had significantly lower BDI scores on the post-test as 

compared to the pre-test (z= -2.84, p= .002).  Improvisational music therapy led to a 

significant decrease in self-rated depression. 

2) The control groups also had significantly lower BDI scores on post-test as compared 

to the pre-test (z= -1.73, p= .04).  The standard treatment program without 

improvisational music therapy also led to a significant decrease in self-rated 

depression. 
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The second hypothesis was that depressed individuals with substance abuse who 

received  improvisational music therapy in addition to their standard treatment program 

(experimental group) will demonstrate a significant difference in HRSD (psychologist-rated 

depression), when compared to the control group, which received only the standard 

treatment program (control group).  Specifically, the improvisation group would have lower 

scores on the HRSD after treatment when compared to the control group.  Results of the 

statistical analysis using the Mann-Whitney U showed no significant difference between 

the improvisation and control groups on pre-test HRSD scores (p>.05) as shown in Table 3.  

Thus, the two groups did not differ in HRSD prior to either treatment conditions.  A 

significant difference was found, however, between the groups on the post-test HRSD 

scores (p=.024).  After treatment the experimental group had significantly lower post-test 

HRSD scores than the control group.  The statistical power of this comparison was 78%  

indicating a relatively low probability (22%) of a type error II (rejecting the alternative 

hypothesis when in fact is true).  This hypothesis was accepted. 

The Wilcoxon Signed Ranked Test was used to compared pre-and post-scores on 

the HRSD in each group. The results showed that: 

1) The experimental group had significantly lower HRSD scores on the post-test as 

compared to the pre-test (z= -2.84, p=.002).  Improvisational music therapy led to a 

significant decrease in psychologist-rated depression.  

2) The control group also had significantly lower HRSD scores on the post-test as 

compared to the pre-test (z= -2.13, p= .01).  The standard treatment program 

without the improvisational music therapy also led to a significant decrease in 

psychologist-rated depression. 
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Table 3 Group Comparisons of Pre-Test and Post-Test on the Hamilton Rating Scale for 
Depression 
_________________________________________________________________________ 

   Pre-test HRSD Scores     
_________________________________________________________________________ 

Statistic  Control Group     Experimental Group 
N of Cases  12      12 
R   146.50                 153.50  
U      68.50* 
Z      -.203 
*p=.42ª   

_________________________________________________________________________ 
Post-test HRSD Scores     

_________________________________________________________________________ 
Statistic   Control Group     Improvisation Group 
N of Cases  12      12   
R   184.00      116.00 
U      38.00* 
Z      -1.982 
*p=.02ª   

 _________________________________________________________________________ 
a. One-tailed significance, not corrected for ties  

 

Since the results of the hypothesis testing showed that changes in depression varied 

according to the test used, that is, whether the comparisons were made using the BDI (self-

rated depression) versus the HRSD (psychologist-rated depression), the Spearman Rank 

Correlation was used to examine the relationship between BDI and HRSD scores.  The 

results showed a significant correlation between the two types of depression ratings on both 

the pre-test (r = 0.51, p=.005), and the post- test (r= .77, p=.000).  

A look at the raw scores of the experimental and the control group showed that 

nearly all of the post-test scores are lower than the pre-test scores on both the BDI and the 

HRSD.  These decreases in score indicate corresponding decreases in depression ratings.  

See Table 4. 

In order to further clarify the effects of the two treatment conditions on depression, 

Cohen’s Effect Size was calculated on post-test scores on the BDI and HRSD of both 
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groups.  Results showed a medium effect size in improvement on the BDI (d= 0.51 at 69th 

percentile) and a large effect size in improvement on the HRSD (d= 0.90 at 82th 

percentile).  A power analysis of the group comparisons on post-test depression scores 

revealed a power of .34 on the BDI comparison, and power of .78 on the HRSD 

comparison.  Computation of sampling error was 20.4%; error was under 50%, therefore 

data were considered reliable for both the BDI and HRSD comparisons.  

Table 4 Group Comparisons of Pre-Test and Post-Test Raw Scores  
on the Beck Depression Inventory and the Hamilton Depression Rating Scores 
_______________________________________________________________________                                  
Experimental Group 
Cases    BDI Raw Scores                                         HRSD Raw Scores 
_________________________________________________________________________ 
   Pre-test Post Test             Pre-Test Post-Test 
1   41  10    25  10          
2   11  5    12  8 
3   11  11    22  9 
4   22  10    21  10 
5   23  9    20  10 
6   17  11    29  11 
7   16  10    17  10 
8   22  13    19  14 
9   19  13    20  13 
10   18  12    21  11 
11   13  13    14  16 
12   11  10    10  10 
 
Control Group 
Cases                                            
1   11  5    19  11          
2   19  10    25  20 
3   10  3    16  7 
4   11  15    26  13 
5   25  20    38  30 
6   13  13    15  13 
7   15  10    16  10 
8   15  17    25  28 
9   11  11    14  14 
10   20  19    17  20 
11   14  17    13  16 
12   15  12    16  12 
_________________________________________________________________________ 
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CHAPTER 5 
 

DISCUSSION 

This chapter will examine findings of the study dealing with the effects of 

improvisational music therapy on: self-rated depression (BDI), psychologist-rated 

depression (HRSD), and both measures of depression. 

Self-Rated Depression (the BDI) and the First Hypothesis 

 Results of the Wilcoxon Signed Ranks Test showed that both groups improved 

significantly in self-rated depression after their respective treatments.  The treatment group 

showed a significant improvement in depression after improvisational music therapy 

(p=.002).  In fact, 66.6% of the treatment group showed a decrease of 1 to 6 points, and 

33.3% showed a decrease of 7 to 10 points.  Similarly, the control group also showed 

significant improvement in depression after the regular treatment program without 

improvisational music therapy (p=.04).   In this group, 75% showed a decrease of 1 to 6 

points, and 25% showed a decrease of 7 to 9 points.   

The first hypothesis stated that depressed individuals with substance abuse who 

received improvisational music therapy in addition to their standard treatment program 

(experimental group) would demonstrate a significantly greater improvement in BDI scores 

(self-rated depression), when compared to the control group, which received only standard 

treatment program.  Comparison of the treatment and control groups on the BDI upon 

entering the study revealed that the groups did not differ significantly in level of depression 

(p>.05).  The participants in both groups fell mostly in the mild to moderate level of 

depression, prior to their respective programs.  Since the treatment and control groups were 

found to be roughly equivalent in levels of self-rated depression upon entering the study, a 

comparison of post-test BDI scores was made to determine, whether one group improved 
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more than the other in self-rated depression.  Results of the Mann-Whitney U revealed that 

there were no significant differences between the groups on BDI post-test scores (p>.099).  

The improvisation group did not have significantly lower depression scores than the control 

group after their respective treatments.  A power analysis of this group comparison of post-

test BDI scores revealed a power of 34%, indicating a relatively high probability (66%) of a 

type II error (rejecting the alternative hypothesis when in fact it is true).  Thus, the present 

data did not reveal a significant difference between the groups in improvement of 

depression, though a difference may actually exist.  A post-hoc determination of sample 

size revealed that a minimum of 72 participants were needed for this study; however, the 

study had only 24. 

Notwithstanding this lack of statistical significance, the effect size of the difference 

in post-test BDI scores between the groups was medium (d= 0.51), which indicates that 

depression scores in the improvisation group improved by 51% more than in the control 

group.   With this effect size, the r was 69%, which means that 69% of the experimental 

group made more improvement in their self-rating of depression than the control group.  

Thus, though not statistically significant, group differences in improvement in depression  

were of some clinical significance, not only in the amount of improvement made by the 

treatment group, but also in the percentage of the treatment group that improved.   

Based on the statistical analyses, the first hypothesis must be rejected.  Though both 

groups improved markedly in self-rated depression after their respective treatments, 

statistically, the improvement in the treatment group was not significantly greater than the 

improvement in the control group.  Improvisational music therapy did not lead to greater 

improvement in self-rated depression than standard treatment program, at least statistically; 

however examination of the amount of improvement, and the percentage of participants 
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improving in both groups, showed that music therapy may have had a clinically significant 

effect.  

Several explanations and interpretations of this finding may be offered.  First, a type 

II error may have prevailed; a difference between the two groups in post-test BDI scores 

may not have been found, though a difference may exist.  That is, improvisational music 

therapy may have been more effective than the regular treatment alone in reducing self-

rated depression, despite the lack of significant group differences in post-test scores.   

Though no research has been found on the efficacy of improvisational music 

therapy in treating depression among those with substance abuse, the research literature on 

depression and improvisational music therapy has shown improvements in depression as 

measured by the Beck Depression Inventory.  Schmid and Aldridge (2004) found that BDI 

scores in multiple sclerosis patients were lower after they had received improvisational 

music therapy.  Another study revealed that BDI scores (specifically, anxiety responses) 

decreased significantly in normal subjects after participation in improvisational drumming 

(Bittman, et al., 2001). 

Another possible explanation of no group difference is that the first version of the 

BDI was used rather than the second.  The second version may be more effective than the 

first in detecting improvement in self-rated depression.  In fact, it has been considered more 

appropriate for assessing depression in those with substance abuse (Buckley, Parker, & 

Heggie, 2001) with greater correspondence with the DSM-IV than the first version used in 

this study.  The problem here is that the second version (SBDI-II, Psychological 

Corporation) was not available at the center and has not been sufficiently tested for 

reliability (Carmody, n.d). 
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A third interpretation is that the difference in improvement of depression between 

the experimental and the control group may be more clinically significant than statistically 

significant.  The calculation of effect size seems to indicate such clinical significance (Coe, 

2002).  The greater and more consistent uniform improvement in depression in the 

experimental group may point to the potential efficacy of improvisational music therapy in 

reducing depression by one level: from moderate to mild depression after treatment.  This 

magnitude of change is important, if one considers that the other option for treatment of 

depression is medication, especially at the treatment center where this study took place.  

On the other hand, if a type II error did not prevail, and rejection of this hypothesis 

is justified, then the addition of improvisational music therapy to the regular treatment 

program had very little effect on self-rated depression among individuals with substance 

abuse.   

Psychologist-Rated Depression (HRSD) and the Second Hypothesis 

The Wilcoxon Signed Ranks Test showed that both groups improved significantly 

in psychologist-rated depression after their respective treatments.  The treatment group  

showed a significant improvement in depression after improvisational music therapy (p= 

.002).  In fact, 18.8% of the treatment group showed a decrease of 1 to 6 points, and 72.7% 

showed a decrease of 7 to 13 points.  Similarly, the control group also showed significant 

improvement in depression after the standard treatment program without improvisational 

music therapy (p=.01).  In this group, 63.6% showed a decrease of 1 to 6 points, and 36% 

showed a decrease of 7 to10 points. 

The second hypothesis stated that depressed individuals with substance abuse who 

received improvisational music therapy in addition to their standard treatment program 

(experimental group) would demonstrate a significant difference in HRSD scores 
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(psychologist-rated depression), when compared to the control group, which received only 

the standard treatment program.   

Comparison of the treatment and control groups on the HRSD upon entering the 

study revealed that the groups did not differ significantly in level of depression (p>.05).  

Both seemed to fall into the mild-severe ranges of depression, prior to their respective 

programs.  Since the treatment and control groups were found to be roughly equivalent in 

levels of psychologist-rated depression upon entering the study, a comparison of post-test 

scores was made to determine whether one group improved more than the other in 

depression scores.  Results of the Mann-Whitney U revealed that there was a significant 

difference between the groups on HRSD post-test scores (p<.05).  The improvisation group 

did have significantly lower depression scores than the control group after their respective 

treatments.  

Based on the above findings, the second hypothesis was accepted.  Though both 

groups improved significantly in psychologist-rated depression after their respective 

treatments, improvement in the treatment group was significantly greater than the 

improvement in the control group.  Improvisational music therapy did lead to greater 

improvement in psychologist-rated depression than the standard treatment program.   

A power analysis of this group comparison of post-test HRSD scores revealed a 

power of 78% indicating a relatively low probability (22%) of a type error II (rejecting the 

alternative hypothesis when in fact is true).  Thus, the present data did demonstrate a 

significant difference between the groups in improvement of depression, thereby justifying 

acceptance of the second hypothesis.  A post-hoc determination of sample size revealed that 

a minimum of 72 participants were needed for this study; however, the study had only 24. 
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A calculation of the size effect of the group differences in post-test HRSD scores 

revealed a large effect (d=0.90), which indicates that improvisation had a treatment effect 

that reduced depression by 90%.  With this effect size, the r was 82%, which means that 

82% of the experimental group made more improvement in their psychologist-rated of 

depression than the control group.  Further, a power analysis of this group comparison 

revealed a power of 78%, supporting the acceptance of the second hypothesis with only a 

small probability of a type error II (22%). 

Unfortunately, no studies using the HRSD in improvisational music therapy were 

found, thus there is nothing in the literature that supports or contradicts the present finding 

that improvisational music therapy may be more effective than the standard treatment 

program alone in reducing psychologist-rated depression.   

Two interpretations can be made of this finding.  The first is that psychologist 

ratings may have been biased in some way.  This is unlikely, not only because the same 

psychologist rated both groups, but also because the psychologist did not know which 

participants were in the experimental and control groups.  Thus, the psychologist-ratings 

were completely blind, and therefore could not favor one group or the other.  

A second explanation is that improvements in the experimental group may be 

attributable to the contrasting nature of both treatments, the cognitive-behavioral protocol 

used at the center (i.e., containment) versus the improvisational protocol used in this study 

(i.e., artistic openness).   

The cognitive-behavioral protocol as used at the treatment center focuses on 

developing coping skills to deal with substance abuse.  It encourages individuals to think, 

feel, and behave in a manner that helps them to maintain abstinence (Brown, Seraganian, 

Tremblay, & Annis, 2002).  In relation to depression, the center uses medication to help 
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individuals to reduce symptoms that might lead to relapse but it does not use cognitive-

behavioral therapy to work on emotional issues; individuals that cannot deal with emotional 

issues are medicated.  As mentioned previously, none of the participants took medication 

during the study. 

In contrast, the main goal of the improvisation protocol used in this study (Artistic 

Music Therapy) is to provide an open space to help participants to develop artistic power 

needed to understand and transform destructive rigid patterns of being into creative ones.  

In relation to depression, this protocol encourages individuals to create art works (e.g., 

music poetry, music psychodrama, moving to music, or instrumental improvisation), and 

thereby work through avoidance of withdrawal from real-life experiences.  Instead of the 

cognitive-behavioral regulation and control of intense emotions, the process of 

improvisation encourages a working through and resolution of these emotions, thereby 

bringing greater awareness and understanding of how to transform them into healthier 

thoughts and behaviors, and apparently, especially those related to depression.  Thus, 

improvisational music therapy may provide more of a “working-through” process than the 

regular cognitive-behavioral program.  It did this by accessing unconscious and conscious 

issues, and by providing a medium for their expression, resolution, and transformation.  

Also unique to this music therapy approach are the rehearsal, public performances, and 

feedback aspects of improvisation, which allowed the participants to self-assess their newly 

formed thoughts, emotions, and behaviors.    

Additionally, improvisational music therapy may enhance attentional skills.  It is 

known that depression has a detrimental effect on attention and is usually manifested by 

difficulties in thinking as well as concentrating and passivity (DSM-IV, 1994).  This 

attentional deficit did not manifest in the improvisation group, where each individual was 
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called upon to demonstrate attention and commitment to the creative process, and the 

ability to come into relationship with their personal struggles in a very direct and precise 

manner, and without the usual frustration accompanying depression.  This creative attention 

allowed participants to recognize their depressive agitation, personal difficulties, and 

painful past experiences in a creative and artistic manner, but always focusing on the 

immediacy of the here and now lived experience.  Therefore, instead of eliminating 

agitation or pain, improvisatory experiences offered an open space to allow these two 

experiences to function together, so participants could fully relate and deal with them in a 

calm manner.  Through this state, these experiences became part of the improvisatory 

space, as resources instead of obstacles.  

Additionally, participants commented that improvisational music experiences 

helped them to reduce the unpleasantness of anxiety, withdrawal, tension, stress and 

sadness, which was the main motivation for coming to music therapy sessions.  “This 

activity is so relaxing and fun that I don´t think about drugs anymore,” said one participant; 

later, he suggested that often, the reason he sought drugs was to eliminate the discomfort of 

depressive symptoms and emotional desperation.  This statement suggests that the protocol 

used in the study may most likely help reduce future drug use by transforming external and 

internal triggers (e.g., anger, destructive thinking) into music works.  Interestingly, another 

participant described how singing a favorite song when encountering his usual drug triggers 

became an “unusual” alternative to cope with drug desire and resisting drug use. 

The Relationship between Self-Rated and Psychologist-Rated Depression 

Synthesizing the two major findings of the present study, individuals with substance 

abuse showed a significant improvement in psychologist-rated depression (HRSD) as a 

result of improvisation therapy, but did not show significant improvement in self-rated 
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depression (BDI), when compared to regular treatment program alone.  Psychologists 

apparently perceived more improvement in depression in their clients than the clients 

perceived in themselves.  This discrepancy was also found by Revah-Levy, Birmaher, 

Gasquet, and Falissard (2007) with depressed adolescents.  Like in the present study, 

psychologist-rated depression (HRSD) showed larger effect size than self-rated depression 

(BDI). 

This inconsistency in the relative sensitivity of each rating scale to pick up changes 

in depression raises a numbers of questions.  To what extent do the HRSD and the BDI 

measure the same aspects of depression?  And, what differences, if any, are there between 

the way individuals with substance abuse evaluate their depression versus the way their 

psychologists do? More briefly, to what extent did measurement variables and subject 

variables contribute to this discrepancy? 

With regard to what the HRSD and BDI measure, one must consider various kinds 

of validity.  On the one hand, there is a predictive relationship between the two measures as 

evident in the significant and high correlations found between the two measures on both the 

pre-test and the post-test.  Self-rated depression scores were predictive of psychologist-

rated scores; those who rated themselves low in depression were also rated low by their 

psychologists, and those who rated themselves high in depression were also rated high by 

their psychologists.  Other correlation studies have also shown a satisfactory 

correspondence between the two measures (Richter, Werner, Heerlein, Kraus, & Sauer, 

1998; Ojeda, Silva, Cabrera, Tchimino, De la Carrera & Molina, 2003).  It is important to 

point out that this consistent correlation between the two measures does not necessarily 

indicate that self-ratings are significantly lower or higher than psychologist-ratings.  It only 

means that individuals who rate themselves lower on the BDI are also rated lower by the 
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psychologist on the HRSD; how much lower self-ratings are than the psychologist ratings is 

still undetermined.  Thus, in this case, the psychologists may have given overall higher 

ratings than the depressed individuals with substance abuse gave themselves, even though 

both groups placed each individual in similar places on each scale, and in relation to other 

participants. 

From the standpoint of content validity, however, these tests reflect different aspects 

of depression (Hawley, Gale, Smith & Sen, 1998):  The HRSD measures the anxiety 

component and somatic distress while the BDI measures subjective distress and 

deterioration in daily activities (Brown, Schulberg & Madonia, 1995).  For this reason, the 

BDI and the HRSD can give discrepant results (Castrogiovanni, Maremmani & Deltito, 

1989).  Specifically, self-assessment of depression can be distorted by anxiety and somatic 

symptoms (both measured in the HRSD) or by frequent difficulty in self-rating items due to 

the lack of concentration found in some depressive subjects (Ruiz, Silva, & Miranda, 

2001). 

Based on the present findings and other studies on the topic, then, while the HRSD 

and the BDI are predictive of one another as measures of depression, they are likely to 

measure different aspects of depression.  Thus, while the individuals with substance abuse 

and psychologists in this study agreed on the relative level of depression shown by each 

participant before and after treatment, participants evaluated certain aspects of their 

depression, while the psychologists were evaluating others.  Going even further then, 

perhaps the reason that psychologists found more improvement as a result of 

improvisational therapy than the participants, is that improvement took place in areas of the 

HRSD that were not considered by the participants in the BDI. 
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The first version of the BDI, has been found to show a pattern of low average scores 

in psychiatric and non-psychiatric populations, the reason being is that items on this version 

have been found to address only some aspects of depression (Ojeda, et al., 2003).  

According to the DSM-IV, depression involves changes in appetite (overeating or loss of 

appetite); however, item 18 of the present version, addresses loss of appetite only.  Thus, a 

subject who is overeating or becoming hungrier may have found it difficult to rate this item.  

Moreover, since overeating is not considered in this version, the subject may have obtained 

the lowest score (0) on item 18 since he was not experiencing loss of appetite.  In the 

HRSD, the eating issue is specifically defined as changes in appetite, which includes both 

loss of appetite and overeating, thereby providing a more precise assessment option for the 

psychologist. 

 Richter, Werner, Heerlein, Kraus, and Sauer (1998) also found that on the BDI, 

ratings of one´s own depressive symptoms is difficult when anxiety is not included as a 

factor.  This may explain why the BDI is found to be more influenced by anxiety than the 

HRSD (Ruiz, Silva, & Miranda, 2001).  If so, subjects may have not found items that rate 

their anxiety level, and as a result perceived little or no improvement in this area, even 

though anxiety was a focus of the improvisational music therapy sessions. 

Subject Variables 

Research has shown that, though the BDI is very efficient in measuring depression 

in psychiatric and primary care, there is some doubt about its efficiency in measuring 

depression among individuals with substance abuse (Seignourel, Green & Schmitz, 2008).  

This doubt has raised the question of whether the self-rating of depression constitutes an 

important source of error (Ruiz, Silva & Miranda, 2001) in general assessment.  In fact, 

Revah-Levy, et al., (2007) found that rating one’s own depression may be a very 
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challenging task for individuals with substance abuse because their responses to the test 

may be affected by the commonly found impairment resulting from comorbidity with 

psychiatric illness.  Impairment from both depression and the psychiatric illness may lead 

to difficulties in concentration and thinking processes as well as depression does. 

Another subject variable that may have affected the present findings is that both the 

HRSD and the BDI were developed in the USA in the English language.  In the present 

study, the Spanish version was used.  Thus, two issues may have prevailed.  First, these 

measures of depression may not be appropriate for Venezuelans, and second, the Spanish 

versions may have important differences from the English versions.  Only tentative support 

is given to this test regarding cross-cultural application (VanVoorhis Wilson & Blumentritt, 

2007) since it has been found that depressive symptomatology, for example, manifests 

differently in Mexican Americans at the cognitive-somatic and affective levels. 

In order to overcome these assessment issues, some studies have recommended 

either to develop specific depression measuring tools for individuals with substance abuse 

or to use the BDI-II, which has shown more internal consistency than the BDI-I in 

measuring depression in those with substance abuse (Buckley, et al., 2001).   For example, 

Revah-Levy, et al., (2007) developed the Adolescent Depression Rating Scale (ADRS) by 

examining its psychometric properties.  Results showed that this newly developed test had 

higher validity and reliability than traditional tests such as the BDI and the HRSD.  The 

authors suggest that its use may well serve young individuals with substance abuse. 
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CHAPTER 6 

SUMMARY AND EVALUATION 

Main Findings 

The first hypothesis stated that depressed individuals with substance abuse who 

received improvisational music therapy in addition to their standard treatment program 

(experimental group) would demonstrate a significantly greater improvement in BDI scores 

(self-rated depression).  This hypothesis was rejected (p>.05).  Comparison between the 

groups on BDI post-test scores (p>.099) revealed no significant differences.   The 

improvisation group did not have significantly lower depression scores than the control 

group after their respective treatments.  However, a power analysis indicated a relatively 

high probability (66%) of a type II error, wherein the alternative hypothesis is rejected 

when it may have been true.  Although the present data did not reveal a significant 

difference between the groups in improvement of depression, a difference may actually 

exist.  A post-hoc determination of sample size revealed that more subjects may have been 

needed (72 instead of the 24 used).  Though no statistically significant was found, group 

differences in improvement in depression were of some clinical significance, not only in the 

amount of improvement made by the treatment group, but also in the percentage of the 

treatment group that improved. 

The second hypothesis stated that depressed individuals with substance abuse who 

received improvisational music therapy in addition to their standard treatment program 

(experimental group) would demonstrate a significant difference in HRSD scores 

(psychologist-rated depression).  This hypothesis was accepted (p<0.5).  Comparison of the 

groups between the HRSD post-test scores revealed that the improvisation group did have  
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significantly lower depression scores than the control group after their respective 

treatments.  Improvisational music therapy did lead to greater improvement in 

psychologist-rated depression than the standard treatment program.   Power analysis 

indicated a relatively low probability (22%) of a type error II (rejecting the alternative 

hypothesis when it is true).  Data demonstrated a significant difference between the groups 

in improvement of depression.  A calculation of the size effect of the group differences in 

post-test HRSD indicated that improvisation had a treatment effect that reduced depression 

by 90%.  This effect size revealed that 82% of the experimental group made more 

improvement in their psychologist of depression than the control group.  

Evaluation of the Study 

This is the first treatment study of improvisational music therapy on depression in 

individuals with substance abuse.  Artistic music therapy was selected for study because it 

is a relatively non-directive method of treatment; it can be very unrestrained by conditions 

imposed by the therapist.  In this approach, subjects are invited to create music in the 

moment, as the improvisation unfolds and as the session progresses, thereby allowing 

issues to arise freely and naturally as the client becomes ready.  This is quite different from 

the structured approaches to treatment most frequently prescribed in substance abuse.  Its 

efficacy was established in the study, by improvements found in psychologist-rated 

depression.  This study established a potential benefit of improvisational music therapy in 

reducing psychologist-rated depression without interfering with the standard treatment 

program.  Improvisational therapy is simple and safe, and offers patients a potentially 

viable method for ameliorating the suffering, incapacity, and burden associated with 

depression in substance abuse.  Based on the results of this study, when used as an 

adjunctive to standard treatment, improvisational music therapy may be a valuable 
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alternative to medication for depression, particularly in those individuals with addictive 

disorders who are moderately depressed. 

The main limitation of the study was the small sample size of 24 when the minimum 

required size was 72.  Though non-parametric statistics were used, this limitation in sample 

size may affect the generalizability of the findings.  Research with a larger group is needed 

to provide adequate grounds for concluding that improvisational music therapy is more 

beneficial than other forms of treatment; however, given the difficulties in recruiting 

participants encountered in the present study, and the amount of time it took to recruit and 

treat 24 participants, it may not be easy to study much larger samples.  Also, because 

demographic and clinical data on the participants were not available, variables such as age, 

family history, psychological and physical health status, and previous rehabilitation efforts 

may have affected the results of the study.  It is important to mention that data on the 

success of the overall treatment program in terms of substance abuse were not gathered in 

this study.  The extent to which participants may have progressed in treatment of their 

substance abuse may have played a factor in the level of depression at the end of this study, 

and therefore may be an intervening variable. 

A second limitation is in the use of Spanish translations of tests of depression 

conceived in the USA in the English language.  Future research in Venezuela should use 

tests of depression conceived and written in Spanish.  The use of translated tests in 

Venezuela may affect the generalizability of the findings to other countries, while also 

challenging the validity of the present results for Venezuela.  

A third limitation is the use of the first version of the BDI rather than the second 

(which was not available in Spanish).  The second version has been considered more 
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appropriate for assessing depression in addictive disorders (Buckley, et al., 2001) with 

greater correspondence with the DSM-IV than the first version used in this study. 

  In summary, the most important limitations were the small sample size, absence of 

a depression assessment tool for Venezuelan individuals with substance abuse, use of the 

first version of the BDI instead of the second version, and the lack of demographic and 

clinical data on the participants.  Changes to any of these variables may have resulted in 

different outcomes.  

Recommendations and Implications 

Future Research 

The methodological limitations of this study, in some part, can be attributed to the  

paucity of well-designed treatment studies of depression among individuals with substance 

abuse, and the lack of information in the literature on the effects of improvisational music 

therapy as a treatment for depression in this population.  In future studies, issues of type II 

error and sampling size should be confronted before beginning the research.  Also, it may 

be productive to run a pilot or exploratory study first to look for patterns of client response 

to this form of treatment.  This would help to identify the most appropriate measures of 

depression, to identify other outcomes measures of relevance, and to generate new 

hypotheses to be formally tested.  Factors such as depression, effective coping mechanisms 

(Witkiewitz, Marlatt, & Walker, 2005), low self-directedness (Cloninger, 2004), low self-

esteem and difficulty to express emotions (Tarter, 2002), anxiety (Marti, Weinberg, & 

Bealer, 2007) have been identified as key factors in examining the efficacy of treatment 

protocols for individuals with substance abuse. 

Measuring depression in individuals with substance abuse seems to be a core issue 

in this study. The question is, which is more relevant to therapeutic effectiveness, measures 
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of self-rated or psychologist-rated depression?  The improvisational protocol used in this 

study helped participants to work with interior issues in a way that revealed these issues 

through “the exterior art forms.”   While this exteriorization of the interior may have helped 

them to understand the meaning of their depression, the BDI may not be a valid measure of 

interior changes in the perception and understanding of depression.  

Because most participants were eager to come to improvisational music sessions, 

future research should also examine the relationship between this approach and motivation 

for treatment.  Along this line, improvisational music therapy may help to motivate 

participants to stay in the program.  Since this is a significant factor in the treatment of 

substance abuse, future research on improvisational music therapy should examine 

motivational outcomes. 

Music Therapy Clinical Practice and Substance Abuse 

Results of this study point to the need to develop ways to evaluate music responses 

in relation to specific psychological factors, such as depression.  Can depression and 

changes in levels of depression be detected in improvised music?  How can the music 

responses of depressed individuals with substance abuse provide insight into the most 

effective interventions?  

Results of this study also point out to the need to carefully examine those aspects of 

improvisational music therapy that are most effective in working with individuals with 

substance abuse.  More research is needed in how improvisation can be used most 

effectively to: access unconscious material and conscious material that is difficult to 

express, work through and resolve psychological conflicts, and self-assess alternative 

thoughts, emotions, and behaviors, as well as their impact on the clients’ life. 
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 In terms of education and training, Murphy (2008) has pointed out that music 

therapists working in substance abuse should be instructed in addiction treatment and 

recovery.  Specifically, they need to be aware that individuals with substance abuse may 

experience impairment in ego functioning and affect development, and that they may find 

music overwhelming.   Music interventions should be chosen carefully “so that participants 

will have a therapeutic experience that will be helpful and not harmful” (p.88).   
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