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ABSTRACT 

 

Music therapists’ perspectives on the assessment and clinical interpretation of clients’ 

vocal parameters 

Nadine Elizabeth Cadesky 

Doctor of Philosophy 

Temple University, 2013 

Doctoral Advisory Committee Chair: Cheryl L. Dileo, Ph.D. 

 The purpose of this study was to investigate North American professional music 

therapists’ perceptions and use of singing voice assessment. The focus was on a general 

population of music therapists who may or may not specialize in the use of singing as a 

clinical instrument. The researcher designed an online survey to gather music therapists’ 

perceptions about the frequency with which they use singing voice assessment with 

clients, the singing voice parameters they assess and the clinical interpretations they 

make. Participants’ demographic information was gathered and analyzed according to 

their responses. It was expected that these therapists would vary in their training and 

education, singing background and clinical context. Three hundred and thirty-five North 

American music therapists with a music therapist-accredited (MTA) or music therapist-

board-certified (MT-BC) designation participated in the study, for an overall response 

rate of 13.9%. Results were analyzed using frequencies, proportions indicating 

association with Wilson Confidence Limits, Logistic Regression Models, Firth’s 
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Estimation, Tukey-Kramer adjusted-p levels and 95% confidence limits. Results 

indicated that a majority of participants assessed client singing at the beginning of 

therapy and periodically or regularly afterwards, paying attention to singing voice 

parameters of breathing and breath-support, freedom versus tension, vocal range, vocal 

tone quality, and/or pitch control. Results also indicated that a majority of participants 

used one or more of these parameters as a basis for interpretations about affect, 

personality characteristics, internal psychological processes, developmental stage, and/or 

psychopathological states. There were statistically-significant associations between 

therapists’ primary clinical population and frequency of singing voice assessment 

performed; therapists’ primary clinical population and singing voice parameters assessed; 

and therapists’ primary theoretical orientation and singing voice parameters assessed. 

Results of this study suggest that music therapists in this sample were assessing and 

interpreting client singing even if some of these therapists had no specialized advanced 

training in the clinical assessment and interpretation of singing. Furthermore, it appears 

that music therapists in this study were paying attention to the same kinds of vocal 

parameters and made the same kinds of clinical interpretations as those featured in the 

clinical literature. Finally, it appears that voice assessment is not associated with a 

particular population. Future research should explore the impact of a client and 

therapist’s background with singing on the clinical singing voice assessment. Future 

research should also explore the role singing voice assessment may play in different 

clinical contexts and the differential meanings that may be gleaned in these different 

contexts.There is also evidence within to support future development and validation of a 

vocal assessment tool.  
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CHAPTER 1 

INTRODUCTION 

 

Music Therapy Assessment 

 

Bruscia (1998) has defined music therapy as a “systematic process of intervention 

wherein the therapist helps the client to promote health, using music experiences and the 

relationships that develop through them as dynamic forces of change” ( p. 20). A 

systematic music therapy process includes three salient phases: assessment, treatment, 

and evaluation (Bruscia, 1998). Each of these phases has a particular function. 

“Assessment provides information on the client`s present or ongoing status, treatment is 

aimed at inducing change, and evaluation documents whether the client`s original status 

did in fact change as a result of the therapist`s interventions” (Bruscia, 1988, p. 5).   

Music therapy assessment is “that part of the therapy process when the therapist 

engages and observes the client in various music experiences in order to better 

understand him/her as a person and to identify whatever problems, needs, concerns, and 

resources the client is bringing to therapy” (Bruscia, 1998, p. 27).      

Music therapists assess clients formally and informally, using objective and 

subjective measures. Some clinicians assess clients in the beginning stages of therapy, 

some periodically during the therapy process, and some on an ongoing basis (Bruscia, 

1987). Music therapists use structured and unstructured music experiences (Loewy, 2000) 

to assess clients and design these experiences so they can observe their clients under a 

variety of musical and interpersonal conditions (Bruscia, 1987).  
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The objectives of assessments may be diagnostic, interpretive, descriptive, 

prescriptive (Bruscia, 1988, 1998) or evaluative (Bruscia, 1998). A diagnostic assessment 

“focuses primarily on…causes, symptoms, severity, and prognosis” (Bruscia, 1998, p. 5). 

Interpretive assessment explains “the client’s problems in terms of a particular theory, 

construct, or body of knowledge” (Bruscia, p. 5). Descriptive assessment helps the 

clinician “understand the client and his or her world only in reference to themselves” (p. 

5). Prescriptive assessment seeks to determine if music therapy is indicated, what the 

client’s needs are, and the appropriate contexts, goals, and methods for that client 

(Bruscia, 1988). Evaluative assessment involves the acquisition of “baseline information 

[about a client] so that the client`s level of functioning at the beginning of therapy can be 

compared at various later stages, and ultimately at the end of treatment” (Bruscia, 1998, 

p. 28). Subsequent comparisons may be used to inform the nature and course of an 

ongoing therapy process (and in this context may be seen as assessment). They may also 

be used to evaluate a therapy process (and in this context may be seen as evaluation).  

Central to assessment is the subjective perception and the assignment of non-

musical meaning to the music and sounds that clients make (Bruscia, 2001). Music 

therapists are influenced in this task by a variety of factors: 1) their musical background, 

training and competencies (Bruscia, 2001; Loewy, 1994); 2) the population(s) with whom 

they work and the clinical settings in which they work (Codding, 2002; Chase, 2004; 

Wilson & Smith, 2000); 3) their beliefs about the nature of music and the nature of 

therapy (Bruscia, 2001; Loewy, 1994); 4) links they make between “specific clinical 

theories and music;” (Bruscia, p. 16; Loewy, 1994); 5) levels of therapy they use with 
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their clients (Bruscia, 1998; Wheeler, 1983); and 6) the specific music experiences and 

assessment methods they employ (Bruscia, 2001). 

Some music therapists center their assessment on the music process itself: how 

the music sounds, what it reveals about the client’s ‘music self,’ and the information it 

provides about the musical direction of the therapy process. These therapists derive 

clinical insights about the client in the music process. Others use the music “as a 

springboard to gain clinical insights about the client” (Bruscia, 2001, p. 16). They may 

use the music in therapy or as therapy (Bruscia, 1998). Furthermore, some clinicians 

working in music psychotherapy tend to focus only on those insights related to the here 

and now, and others tend to focus on unconscious material, aspects of personality, 

internal psychological processes, client developmental state, and client history (Bruscia, 

2001). Others not working in music psychotherapy may take this material into account 

and may also focus on functional areas related to physical status, cognition and 

communication (e.g., Magee & Davidson, 2004).   

The importance of music therapy assessment cannot be overestimated. 

“Assessment findings determine a large part of how [persons] may be perceived and 

ultimately treated” (Loewy, 1994, p. 4). Yet, there is no widespread agreement regarding 

best practices in music therapy assessment (Wigram, 1999), and most music therapists 

create their own assessment form to meet the needs of their clients and work setting 

(Chase, 2004; Wigram, 1999; Wilson & Smith, 2000). There is ample information on 

assessment competencies, methods, foci, musical parameters, and their meaning available 

in professional and clinical sources and in research, but it is up to individual therapists to 

integrate this information into their own clinical context. The field of music therapy as a 
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whole is also learning to integrate this material into assessment tools that deal with links 

between musical materials and their non-musical meanings (Loewy, 1994; Wigram, 

1999).   

Music Therapy Singing Voice Assessment  

Austin (2011) wrote that many music therapists do not realize the significance of 

the voice in their work because of the “scarcity of literature and lack of training” in voice 

methods (Austin, 2011, p. 22). Hiller (2009) found that more music therapists use vocal 

improvisation with clients compared to guitar and piano, and he suggested that training 

programs should be mindful of this when designing curricula. The field’s interest in voice 

is burgeoning and rightly so. One must also be mindful that an essential part of using 

voice therapeutically is understanding that one must know how to assess the voice, and 

this must be taught and learned. The field of music therapy is comprised of music 

therapists with and without voice training. It is likely that they vary in their conception of 

voice as a therapeutic instrument and the meanings they assign to it. It is also likely that 

these therapists vary in their confidence level using voice. They may pay attention to 

aspects of voice and interpret the voice clinically even though there are few existing 

theoretical constructs to guide non-voice specialists in the assessment, use and evaluation 

of voice.  

According to Wigram (1999), assessment has received less attention in the music 

therapy literature because music therapy theory has been derived from empirical practice. 

Focus on assessment is a sign of maturity in a discipline (Wilson, 1990). 

Even 20 years after Sabatella’s (2004) systematic review on the topic, it is clear 

that music therapy assessment continues to be systematically studied in a variety of 
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different ways; yet the field of music therapy’s study of voice assessment is in its infancy. 

The foundations are there, as there are rich compelling accounts in the clinical literature. 

Yet there are few studies that focus on voice assessment, and there are no survey studies 

that deal with working music therapists’ perspectives and use of singing voice 

assessment. This literature is needed because it is important to make links between the 

literature, training and clinical practices of music therapists working in the field.  

As a therapeutic medium, the voice (along with its fundamental processes 

involving the breath and the body) can provide a great deal of information about the 

physical, cognitive, emotional, psychological, relational, spiritual, and musical state of a 

person (Austin, 1998, 1999, 2001, 2004, 2008; Bruscia, 2002a, 1987; Lauzon, 1983; 

Loewy, 2000, 2004; Nakkach, 2005; Sokolov, in press). This seems clear from the 

literature. Because the voice is the only musical instrument directly connected to the 

body, it provides information about the person directly (Bruscia, 1987; Loewy, 2000); 

thus, voice may be an ideal instrument to assess in the music therapy process. It is the 

“most personal and unique musical representation of the self that is the result of all of the 

other processes at play (emotional, cognitive, ego)” (Loewy, p. 57).  

Music therapy experts have written about the connections that they have made 

between observable qualities of the singing voice (vocal parameters), and aspects of the 

self: 1) the relationship between voice and affect (nervous system arousal, stress and 

emotions), (Austin, 1998, 1999; 2001; Lauzon, 1983; Loewy, 2000; Magee & Davidson, 

2004; Tyson, 1982); 2) the relationship between voice and personality traits (enduring 

qualities within the person, and in his or her way of relating to others), (Austin, 2004; 

Tyson, 1982); 3) the relationship between voice and intra-psychic processes (e.g., 



  

 6 

memories; images and archetypes; unresolved conflicts; ego states and ego development; 

ego defenses; level of embodiment), (Austin, 1998, 1999, 2001; Lauzon, 1983; Montello, 

2003; Nordoff & Robbins, 2007; Sokolov, in press; Tyson, 1982); 4) the relationship 

between voice and developmental stage (milestones missing/worked on/reached), 

(Austin, 2004; Briggs, 1991; Bruscia, 2002a; Tyson, 1982); and 5) the relationship 

between voice and psychopathological states (psychiatric conditions or disorders of the 

personality), (Austin, 1998, 2001, 2004; Tyson, 1982). Music therapy experts have also 

written about “non-psychological singing assessments/interventions using neurological 

music therapy models” (Magee, January 19, 2012, Personal Communication), although 

these are beyond the scope of this study.  

Music therapy experts have developed methods of analysis and methods of 

assessment that one could apply as a way to understand voice and its meanings (e.g., 

Bruscia, 1987; Loewy, 2000). Some music therapy experts have developed assessment 

guidelines and tools that include voice as one of the areas assessed (Baxter, et. al, 2007; 

Boxhill, 1985; Chase, 2002; Goodman, 1989; Layman, Hussey, and Laing, 2002; Wells, 

1988). Music therapy researchers have studied associations between client singing and 

clients’ non-musical functioning (Dileo, 1976; Magee & Davidson, 2004); others have 

approached voice as a central focus of assessment (Austin, 2004; Bruscia, 2002a, 1987; 

Chong, 2011; Loewy, 1995; Nordoff & Robbins, 2007; and Storm, in press). However, 

no literature could be found that explored if and how the larger population of music 

therapists are assessing the singing voice and if they are paying attention to particular 

vocal parameters and making clinical interpretations based on these parameters. It is clear 

that voice-centered music therapy experts are assessing and interpreting vocal 
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parameters. However, is the general population of music therapists assessing the voice 

even if they do not have specialized training to do so? And are their observations and 

interpretations consistent or inconsistent with the clinical literature? Having this 

information would be useful to the field of music therapy. 

Music therapists come from a variety of backgrounds, and it would be interesting 

to understand what relationship their music, educational, and clinical backgrounds, and 

the populations they serve might have to their singing voice assessment practices, their 

frequency of singing voice assessment, the vocal parameters they observe and the 

interpretations that they make. Additionally, a rationale for gathering survey information 

on therapist practices related to the assessment and interpretation of vocal parameters, is 

to add to the scholarship in the field and information available to therapists for clinical 

and training purposes and to stimulate the development of further singing voice 

assessment tools, methods, and approaches (Austin, 2011; Baker & Uhlig, 2011b).  

The present study focused directly on the state of singing voice assessment in the 

field of music therapy and more directly on the salient vocal parameters and the clinical 

interpretations of such made by music therapists.   

The purpose of this study was to investigate if and how a general population of 

professional music therapists working in Canada and the United States assess their 

clients’ singing voices: 1) How often they assess clients’ singing voices; 2) the singing 

voice parameters they assess; 3) the clinical interpretations they make; 4) the singing 

voice parameters that form a basis for these interpretations; and 5) the relationship if any, 

of their demographic factors to these practices.   
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This study has potential clinical and professional merit. As a survey of clinicians, 

it may provide clinical information and assist in the development of further evidence to 

guide music therapists as they use voice assessment. It may also highlight whether music 

therapists in the field are paying attention to the same kinds of vocal parameters and 

making the same kinds of interpretations that scholars in the literature are making.   

The field of music therapy needs more studies where empirically-based findings 

can enrich the lens of those assessing clients in the clinic. As Nolan (2003) writes,   

Interpretation of the music by the therapist and the client into non-musical 

realms…is…one of the least developed areas in our profession due to a 

lack of a shared, agreed upon, empirically derived data base which reliably 

demonstrates the relationship between music behaviours, non-music 

behaviours, and mental processes. (Nolan, 2003, p. 322) 
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CHAPTER 2 

REVIEW OF THE LITERATURE 

 

Introduction and Scope of the Review 

 

This chapter includes a review of the music therapy literature on music therapists’ 

perceptions and use of assessment and singing voice assessment, the musical and vocal 

parameters they observe, and the clinical interpretations they make.  

Music therapy assessment and evaluation became a topic of interest in the music 

therapy literature in the late 1990s (Sabatella, 2004), and Sabatella’s systematic review of 

the literature spanning years 1985-2001 yielded few research articles regarding theories 

and methods of assessment. The present review has yielded a wider variety of studies 

addressing assessment from a number of angles: 1) music therapist perspectives on 

assessment (e.g., Chase, 2004; Codding, 2002; Silverman, 2007, 2012; Walworth, 2007); 

2) music therapists’ assessment practices (Ahonen-Eerikainen, 1999; Ala-Ruona, 2005; 

Austin, 2004; Chase, 2004; Codding, 2002; Loewy, 1994; Walworth, 2007; Wilson & 

Smith, 2000); 3) viability, usability, and validity of assessment tools (Gilboa, 2012; 

Gilboa & Roginsky, 2010; Lipe & York, 2007); 4) assessment protocols within a 

treatment model (Austin, 2004); 5) analyses of music therapists’ ways of making 

meaning in assessment (Arnason, 2003; Loewy, 1994); 6) and relationships between 

singing voice parameters, diagnoses, disease process, behaviors, and therapy progress 

(Dileo, 1976; Hakvöört, Bogaerts, & Spreen, 2012, Luck et al., 2006; Magee & 

Davidson, 2004; Perry, 2003). Few music therapy studies were found where the main 
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focus was the singing voice parameters used as the bases for emotional, developmental or 

psychological interpretations; though these are more common in the research literature in 

psychiatry, psychology, Otolaryngology and related fields. The study of singing voice 

assessment in music therapy is still in its infancy: several decades behind the literature on 

general music therapy assessment.  

Research and theory on topics in music therapy are often inspired by questions 

and insights that arise in the clinical arena. The clinical music therapy literature contains 

compelling accounts of voice’s power as a therapeutic instrument. Music therapists have 

written anecdotally about the relationships that they have found between the sound of the 

singing voice (and its production) and aspects of the client’s physiological, emotional, 

developmental, social, spiritual, and psychological self. Additionally, voice has become a 

central topic of discussion at conferences (e.g., Voice Forum: The Voice as a Primary 

Instrument in Music Therapy, at the XII World Congress of Music Therapy; and the 

Canadian Association for Music Therapy conference, 2009, various presenters), and four 

books have been written on the voice in music therapy in the last 5 years: 1) Uhlig, 2007; 

2) Austin, 2008; and 3) Baker & Uhlig, 2011a; and 4) Sokolov (in press).  

However, few studies have been conducted on the voice as an assessment tool or 

the relationship between aspects of the singing voice and non-musical aspects of the self. 

The current review yielded the following studies:  

 Dileo’s (1976) research investigating relationships between vocal range 

and vocal range midpoint and “age, sex, IQ, race, diagnosis, adaptive 

behavior level, language level, [and] articulation proficiency” (p. 18) in 

persons with Mental Retardation;  
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 Layman, Hussey & Laing’s (2002) pilot study testing their assessment tool 

which included a section where the voice was used as an indicator of 

personality traits; 

 Magee & Davidson’s (2004) report describing the impact of a client’s own 

self-monitoring of voice, on his willingness to connect emotionally in the 

music therapy process; 

 Austin’s (2004) qualitative research investigating her process as a 

therapist, to more fully understand her music psychotherapy model and 

clinical approach. This study included a description of her assessment 

method, the vocal parameters she observes and the interpretations she 

makes; and 

 Sanne Storm’s Aalborg University dissertation in process, which involves 

the development of a voice assessment tool with vocal parameters that can 

be used to make interpretations about clients’ psychological states in a 

variety of contexts.   

Survey studies and interview studies have been conducted to understand music 

therapists’ general approaches to music therapy assessment, but none could be found 

investigating music therapists’ general approaches to singing voice assessments. Only 

two survey studies were found where categories and sub-categories of singing voice 

assessment were included as part of a larger focus on general assessment (Chase, 2004; 

Walworth, 2007). Wilson & Smith’s (2000) meta-analysis of assessment studies also 

included a list of vocal foci and interpretations from studies included in the review. No 

research was found that explored if the larger population of working music therapists in 
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the field are assessing their clients’ singing voices, if they are paying attention to 

particular vocal parameters, or if they are using these parameters as bases for clinical 

interpretations.   

The focus of this review was on the literature dealing with singing, not speech. 

Parameters of speech have been widely studied in other fields, and are a valuable focus in 

the assessments of some music therapists; however, the vocal assessment of speech, 

spoken voice parameters, and their interpretation was beyond the scope of this study. 

Non-music therapists’ studies in the fields of psychiatry, psychology, therapeutic voice 

work, vocal science, and vocal pedagogy were also beyond the scope of this study; as 

was the music therapy literature dealing with assessment of vocal functioning where there 

was no affective/emotional, developmental, or psychological component addressed.   

Music Therapists’ Perspectives on Music Therapy Assessment 

 

A review of the literature yielded five studies that described music therapists’ 

perspectives on music therapy assessment. These therapists worked with the following 

clients: 1) children with developmental disabilities and autism spectrum disorders (Chase, 

2004; Walworth, 2007); 2) children with emotional handicaps (Loewy, 1994); 3) adults 

with psychiatric issues (Ala-Ruona, 2005; Silverman, 2012); and 4) incarcerated adults 

with psychiatric issues (Codding, 2002). One meta-analysis was also found wherein the 

impetus for the study was music therapists’ feedback about the need for more information 

on assessments and standardized assessments for use with children with developmental 

and emotional handicaps (Wilson & Smith, 2000).   

Researchers conducting these studies attempted to understand music therapists’ 

use of assessments with their specific populations, in their contexts; and the assessment 
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tools and foci employed. They also attempted to understand music therapists’ 

perspectives on best practices in assessment, including the viability and content of future 

standardized assessments.  

Music Therapists’ Perspectives and Use of Assessment with Children 

Chase (2004) surveyed music therapists to investigate their perspectives on the 

music therapy assessments they conduct in the school system with children with 

developmental delays. Participants in this study indicated that the foci of their 

assessments were the following: 1) motor skills (95%), 2) communication (83%), 3) 

social skills (79%), 4) cognitive skills (64%) and 5) musical skills (35%). Music 

therapists working in this area reported observing musical parameters (e.g., rhythm, pitch, 

and dynamics), vocal tone, and breathing, the quality of client participation in the music 

and a variety of non-musical behaviors (Chase, 2004).   

Most of the participants in Chase’s (2004) study indicated that they design their 

own assessment tool. Some valued future exploration of a standardized assessment for 

professional reasons; whereas others believed assessments should be individualized to 

meet differing client needs. Thirty-six percent of the participants in the study sent Chase 

an example of their assessment forms. All involved behavioral observation of clients. 

Chase’s (2004) respondents indicated that they preferred assessments that were thorough, 

easy to use, and adaptable, and that they did not favor assessments that were too 

subjective, limiting or time consuming. 

Wilson & Smith (2000) conducted a systematic review of the music therapy 

literature to investigate the “availability of music therapy assessments and the feasibility 

of standardizing an assessment instrument for music therapists to use in school settings” 
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(Wilson & Smith, 2000, p.95). The impetus for their study was feedback from music 

therapists seeking this information. Forty-one studies met their criteria for inclusion in 

their review. The review was expanded to include settings outside the school system, and 

populations studied were ‘emotionally-maladjusted children’ (22%) and children with 

developmental challenges (44%). Main assessment foci in reviewed studies were “music 

perception (37%) [and] musical aptitude (29%)” (Wilson & Smith, 2000, p. 96). Some 

assessments featured in studies “used musical elements to evaluate nonmusical 

behaviors/responses” (Wilson & Smith, p. 109), measuring “self-expression 

(10%)…motor responses (10%)…behavioral responses (7%)…cognitive development 

(7%), and…acts of communication (2%),” (p. 109). Specific musical elements dealt with 

in the reviewed studies were included in a table in Wilson & Smith’s manuscript. These 

included vocal range and ability to match pitches (Meyers, 1985 as cited in Wilson & 

Smith, 2002) and differences in musical behaviors of emotionally, and non-emotionally 

disturbed children (Merle-Fishman & Marcus, 1982 as cited in Wilson & Smith, 2002). 

Forty-nine percent of the studies reviewed made use of a formalized assessment tool, but 

only one tool was used in more than one study.   

Walworth (2007) surveyed music therapists working with children with autism 

spectrum disorders (ASD). She wanted to gather information that could help more music 

therapists adopt the SCERTS Model of assessment and treatment, which is a preferred 

approach for use nationwide within interdisciplinary settings. The SCERTS Model is “an 

acronym for the social communication, emotional regulation, and transactional support 

areas that are the focus for the developmental interventions for children with ASD” 

(Walworth, 2007, p. 3). Walworth surveyed music therapists to find out what aspects of 
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the SCERTS Model they were already using in their assessments. Participants in her 

study indicated that they used a variety of assessment methods, including informal 

methods utilizing progress notes, periodic assessments, interdisciplinary assessments, 

original tools and the SCERTS assessment (Walworth, 2007). Participants also revealed 

that they used clients’ vocalizations to assess social communication.  

Standardized assessment is the norm for other professionals working with 

children with developmental and emotional challenges, yet music therapy has not paid 

the same attention to developing standardized assessments (Wigram, 1999). Additionally, 

the kinds of behavioral observations favored in other  fields may fail to capture the 

aspects of music therapy assessment that are uniquely observed through music: – the 

significant musical interactions that occur in music therapy and the emotional, 

developmental, psychological, and relational aspects that are explored and revealed in the 

dynamic music therapy relationship (Loewy, 1994).  

Loewy (1994) solicited and evaluated assessments from music therapists to 

determine if and how they contributed to a psychotherapeutic assessment of the 

“symbolic nature of music and its relationship to the self and the therapist” (Loewy, 

1994, p. 9). Few did. Most focused on “technical and behavioral aspects of music” 

(Loewy, p. 10) and provided little insight into the ways that music therapists understand 

their clients. Many of these assessments utilized a behavioral or education lens and did 

not address the relationship between music and psychotherapy. Many were in the form of 

a behavioral checklist and “were seemingly unrelated to the significant musical 

interactions that would naturally occur between the client and therapist” (p. 10).   
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It appears that music therapists working with children with developmental and 

emotional disabilities are faced with the task not only of articulating the findings of an 

assessment that deal with the functional abilities of the child in ways that transfer across 

disciplines, but also the emotional, developmental, social, psychological, and spiritual 

aspects that provide a richer portrait of the child’s ‘whole’ being, strengths and 

limitations, struggles and potential. These therapists must pay attention to the musical and 

non-musical signs observed and must use their personal, theoretical, clinical and musical 

self as a lens to make sense of these signs. Loewy (1994) studied perspectives of music 

therapy experts based on their assessment of a video of an emotionally-handicapped 

child’s first assessment session. Findings revealed that experienced music 

psychotherapists were influenced by the type of material they focused on: “concrete 

examples versus intuition” (Loewy, 1994, pp. 122-126); their major musical instrument 

(pp. 113-116); their clinical “training and orientation” (pp. 116-118); and 3) their 

“personal life history” (pp. 118 – 122). 

Music Therapist’s Perspectives and Use of Assessment with Adults 

Studies by Silverman (2012), Ala-Ruona (2005) and Codding (2002) were 

concerned with perspectives on assessment of music therapists working in three different 

areas of adult psychiatry. Silverman (2012) surveyed music therapists working in adult 

inpatient psychiatry. Participants in his study faced a revolving door of clients and the 

need to frequently assess new clients. One of Silverman’s participants commented that 

there was a need for research on standardized approaches to music therapy assessment in 

psychiatry. Ala-Ruona (2005) interviewed music therapy experts working in psychiatry 

to attempt to understand their conceptions of an initial music therapy assessment in 
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psychiatry. Participants in his study emphasized the need for “a client-oriented approach 

[which] means that the initial assessment is always tailor-made. There are no certain tests 

or other formal ways to conduct an assessment” (Ala-Ruona , 2005, p. 30). Codding 

(2002) surveyed music therapists working in adult correctional psychiatry. Participants in 

her study used assessments that focused primarily on non-musical aspects of the client.   

There were differences in the types of assessments implemented by the music 

therapists surveyed and interviewed in these studies. These therapists’ approaches 

towards assessment may have differed because of variations in their levels of experience 

and expertise, type of psychiatric population, clinical and work contexts, and depth and 

breadth of therapy used. 

Music Therapy Singing Voice Assessment – Historical Foundations 

 

This section deals with historical foundations of music therapy assessment, 

including foundations which relate to the assessment of the singing voice, vocal 

parameters, and their clinical interpretation. Foundations for a formal study of music 

therapy assessment can be found in the earliest music therapy sources dealing with 

projective qualities of music and the relationship between music and the self.   

An early pioneer in the projective use of music as a way to understand the client 

was Dorothy Brin Crocker (1955). Crocker developed ways to use music to uncover 

emotions and unresolved intra-psychic processes in the ‘emotionally-maladjusted’ 

children with whom she worked. She used this material to help them heal in the music 

therapy context and in their therapy with their primary psychiatrists. She called her 

approach a way to use music to understand the personality of a client. Most of her 

method involved children referencing music that they listened to through free association 
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and story-writing, but Crocker also had children create musical depictions of non-musical 

material, and used these musical fragments to create songs that the children could use to 

help them in their healing. Crocker did not analyze or interpret musical elements. She 

believed that music was “so complex a phenomenon that it defies analysis; [that] its 

components evade isolation.” (Crocker, 1955, p. 86)  

Florence Tyson (1982) was another pioneering music therapist who 

acknowledged the power of music therapy to uncover aspects of the client’s personality 

“and music potentialities.” (p. 32) Tyson was a pioneer in the area of community 

psychiatry, where clients were given an opportunity to receive the kind of support that 

they needed to help them cope outside the hospital setting (Tyson, 1982). She believed 

that “music arose as an audible expression of our internal reactions to sensory, motor and 

psychological stimuli” (p. 32). Tyson also believed that music was a particularly valuable 

communicative medium for regressed psychiatric clients, because it is “phylogenetically 

much older than language and therefore less susceptible to psychogenic injury” (p. 5). 

Tyson wrote about her use of voice with clients and the value of voice as a way to 

understand them. Her work will be addressed later on in this review.  

Contemporaries of Dorothy Brin Crocker, and Florence Tyson were Juliette 

Alvin, Mary Priestley and Paul Nordoff and Clive Robbins. Their perspectives are 

included here.   

Bruscia (1987) gathered, organized, and synthesized Alvin’s writings to describe 

her approach to assessment, the material to which she paid attention and the kinds of 

interpretations that she made. Bruscia wrote that Alvin engaged her clients in “listening, 

improvising on instruments, and singing…to determine the client’s ability to form 
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various kinds of relationships and his/her level of development in the physical, 

intellectual, and social-emotional domain” (Bruscia, 1987, p. 110). According to Bruscia, 

Alvin emphasized the importance of clients’ ways of relating to instruments in the 

therapy process “both physically and psychologically” (p. 105), but she also valued the 

voice in assessment, believing it to be a reflection of an individual’s personality (p. 106). 

She observed a variety of vocal parameters: “the placement, projection, and quality of the 

voice…the control of pitch and intonation,” (p. 106), although it is not known how she 

interpreted this information.  

 Mary Priestley (1975) interpreted her clients’ responses including their music, 

their verbalizations, and their body language. She made connections between emotions 

and the breath. 

Many people, whose emotional disturbance is based on the feeling of 

having been rejected, retaliate by refusing to make a full exchange with the 

world by means of breathing. They snatch at the minimum amount of air 

with shallow chest breathing. As soon as they start to express themselves 

they let the world in, with deep breaths, later with sighs, laughter and 

singing. (Priestley, 1975, pp. 92-93) 

 

Nordoff and Robbins (2007) believed that the core of the healthy human being 

existed in their music; the therapist’s role in working with clients was to break through 

the walls limiting the expression and development of this ‘whole self:’ the “music child” 

(p. 3). Nordoff & Robbins’ whole approach was predicated on a careful accounting of the 

musical material that unfolded in each session and across sessions. They developed three 

assessment scales (Nordoff & Robbins 2007) that they used to evaluate “musical 

response, musical communication, [and] the qualities of the client-therapist relationship 

in musical activity” (Aigen, 1998, p. 115). Scale #3 deals with vocal responsiveness and 

is described in detail later on in this review.    
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Voice was an important instrument in Nordoff & Robbins’s early work (Aigen, 

1998). Paul Nordoff’s 1961 description of the relationship between voice and self in a 

little 7 year old girl with borderline intelligence, communication difficulties, and severe 

behavioral issues, warrants mention here because it reveals the way voice was used to 

capture a sense of the potential and health of a child in therapy. Nordoff wrote, “In this 

beautiful singing voice lives the whole being of Audrey” (p. 31); in her free use of 

musical elements, the strength and fullness of her tone (p. 46), and the way she could 

move effortlessly up her range (p. 46). Institutionalized as a child with an IQ score of 50, 

her music gave a glimpse into the human being past these limitations; that human being 

grew into the eloquent woman who wrote these words to Clive Robbins, when she was an 

adult in her 30s:    

I’ve made headways along the way but not without much struggle and 

difficulties and I had real valleys in adjusting to the outside world ever 

since. But without you and Uncle Paul rescuing me with music therapy, I, 

as you one time said, would have gone completely insane at Devereux and 

could have spent the rest of my life in mental institutions and…that would 

have ended the possibilities of ever having a fighting chance of ever 

making it to the quality of life that I have at this very moment. (Aigen, 

1998, p. 58)  

 

Music Therapy Assessment - Contemporary Perspectives 

 

Bruscia’s (1987) Improvisational Assessment Profiles (IAPs) offer the clinician or 

researcher “an original method of music analysis which permits psychological 

interpretation from a variety of theoretical perspectives” (Bruscia, 2002b, p. 73). The 

main purpose of the IAPs is to yield musical and clinical insights about the client and the 

client’s music making that the therapist can use to more effectively shape the therapy 

process. It is an assessment battery first, but has been used as a method of analysis in 

research (Abrams, 2007, p. 93).    
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Bruscia’s IAPs offer the clinician or researcher a way to describe musical signs 

and processes as they manifest and change in a dynamic process of therapy. Bruscia’s six 

profiles represent continuums of being and action, drawing parallels between the musical 

and non-musical. Scored on a five point scale, they are labeled, 1) Integration (under-

differentiated over-differentiated); 2) Variability (RigidRandom); 3) Tension 

(HypotenseHypertense); 4) Congruence (UncommittedPolarized); 5) Salience 

(RecedingOverpowering); and 6) Autonomy (DependentResister), (Bruscia, 

1987, p. 404-405). Scales of musical elements and their constituent parts deal with 1) 

rhythm; 2) tonality; 3) texture; 4) volume; 5) timbre; 6) physical aspects influencing the 

music 7) non-musical/extra-musical elements; and 8) programmatic aspects (Bruscia, 

1987).   

One can use the IAPs in a variety of ways, e.g., analyzing one scale across 

profiles or a variety of scales in one profile (Bruscia, 1987). They can be used to be 

present with the client’s music in the moment, to analyze a single improvisation, or to do 

a comprehensive clinical assessment. They can be interpreted to gain musical insights, 

information about the client’s musical stage of development, or clinical insights about the 

client’s non-musical functioning (Bruscia, 2002b, p. 77).  

Loewy’s (2000) method of music psychotherapy assessment was inspired in part 

by her realization that music therapists need ways to describe the music making that 

happens in sessions in order for their observations and experiences to be meaningful to a 

client’s process of therapy after a music experience has ended.   
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It is interesting that amidst the clinical and theoretical writings of music 

therapy, there is no apparent existing research model that helps the music 

therapist understand how to describe a music therapy experience… 

Essential to the understanding of a music therapy experience is the 

recognition of how one assigns meaning to an experience through the 

process of interpretation and translation. (Loewy, 2000, p. 47)  

 

Loewy structured her assessment around 13 areas of inquiry sub-categorized in 

four main domains dealing with relationship, dynamics, achievement and cognition 

(Loewy, 2000, pp. 50-53). They were 1) “awareness of self, others, & of the moment” 

(Loewy, p. 49), assessed using musical, verbal, and nonverbal means ; 2) “Thematic 

expression” (p. 49), assessed in part through “quality of singing and playing” (p. 49); 3) 

“Listening” (p. 49); 4) “Performing” (p. 49), assessed in part through “playing, singing 

alone”(p. 49); 5) “Collaboration/relationship” (p. 49), assessed in part by “willingness to 

interact in activity together, quality of expressing with others” (P. 49); 6) “Concentration” 

(p. 49); 7) “Range of Affect” (p. 49), assessed in part through “Qualities of expression, 

variety of moods…, dynamic variance” (p. 49); 8) “Investment/Motivation” (p. 49), 

assessed in part through “willingness to build…[sustain] involvement in the musical-

verbal dialogue”  (p. 49); 9) “Use of structure” (p. 49), assessed in part through 

“adherence/resistance to formatted themes vs. free improvisation” (p. 49); 10) 

“Integration” (p. 49); 11) “Self-esteem” (p. 49); 12) “Risk Taking” (p. 49); and 13) 

“Independence” (p. 49), assessed in part by the individual’s ability to “separate 

self/others—musically & verbally” (p. 49). 

Perspectives on the Relationship between the Singing Voice and Self 

 

This section includes perspectives of music therapists which underscore the 

relevance and importance of singing voice assessment. O’Loughlin (1983) called the 

voice “a reflection and an extension of who we are….a touchtone to the character of an 
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individual, and a barometer of change” (O’Loughlin, 1983, p. 81). For this reason, he felt 

it could be used “effectively as…a diagnostic tool” (O’Loughlin, p. 81). Bunt (1994) 

called it a “voice-print…A specific timbre which is unique and special to each and every 

one of us” (Bunt, 1994, p. 49).  

The voice is our most “private and personal musical instrument” (Uhlig & Baker, 

2011b, p. 25). Bruscia (1987) and Loewy (2000) emphasized its uniqueness as the only 

musical medium where the individual is the instrument. Bruscia (1987) discussed the way 

the voice extends the physical self and projects a sound identity of the inner self,” (p. 

516) and Loewy (2000) believed that “speech, song, and the way the voice is used may 

be the most essential core aspects of assessment in that they are the most personal and 

unique musical representation of the self that is the result of all the other processes at play 

(emotional, cognitive, ego)” (p. 57).  

Grant (1995) discussed the four areas where music therapy could make a “unique 

contribution in the evaluative process” (p. 274). They were “sensorimotor; cognitive, 

especially in the areas of visual and auditory perceptual skills, communication, and 

social” (p. 274). In the area of communication, he wrote, “vocalization, is peculiar to the 

music therapist, as probably no other discipline will provide information on vocal pitch 

control skills and vocal range, which limit all vocal expression… [And Grant 

wrote]…our goal is not to produce opera singers…but to assess whether a child has the 

capacity to express basic needs & feelings, and to what extent beyond this basic level. 

Quite often the decision to mainstream or not to mainstream can be determined primarily 

on these skills” (p. 267).   
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Baker & Uhlig (2011b) summarized voice-centered therapist perspectives on the 

relationship between voice and self: 1) Austin`s emphasis on the relationship between 

voice and the unconscious, parts of self, and the retrieval of memories (in Baker & Uhlig, 

2011a); 2) Nakkach`s (2005) focus on the relationship between voice and spirituality 

founded in the ability of voice to reach deeper parts of the self ; 3) Sokolov`s associations 

made between “voice, breath, and kinesthetic experience;” (Sokolov, 2010 as cited in 

Baker & Uhlig, 2011b, p. 28; Bruscia, 1987) and 4) Pedersen`s teachings on the 

relevance of voice as a medium for the expression of the self, and as a tool for 

understanding therapist countertransference (Baker & Uhlig, 2011b).  

Clinical Writings on Singing Voice Parameters and their Clinical Interpretation 

 

Some music therapists have focused in detail on the relationship between vocal 

parameters and emotional, developmental, and psychological interpretation of such. Most 

of their emphasis has been on the relationship between vocal parameters and affect, and 

the relationship between vocal parameters and intra-psychic processes.   

A central area of focus has been on the relationship between the breath and affect. 

Tyson (1982) called the breath “the primary requisite for singing” (p. 13), because it 

creates and sustains sound. References to breath as an indication of affect are found in 

clinical material written by music therapists (Austin, 2001; Bradt, 2006; Tyson, 1982; 

Wells, 1988) and in Bruscia’s (1987) description of Sokolov’s vocal improvisation 

model. 

Breathing connects clients to their bodies. When there is a reconnecting to the self 

through breath, there is an opening to experience feelings, and intra-psychic material that 

the client may find threatening (Austin, 1998; Priestley, 1975). Breathing shallowly, 
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restricting or stopping the breath helps clients control and hold back emotions (Austin, 

2001; Bradt, 2006; Priestley, 1975; Tyson, 1982; Wells, 1988). Furthermore, 

coordinating the breath and phonation may prove difficult in these situations. Difficulties 

coordinating breathing and phonation can arise when psychiatric clients learn to sing, and 

these difficulties may be related to anxiety and early caregiver neglect (Moses, 1954, as 

cited in Tyson, 1982).    

Another central area of focus in the voice-centered literature has been the vocal 

presentation that one finds when clients fear or disallow parts of the self or other intra-

psychic material. Austin (1999) covered this in detail in her writings about the tendency 

of clients to constrict the throat, limit the range, or even stop the voice to avoid 

experiencing parts of the self or other intra-psychic material that they find threatening. In 

one client “‘loud, high-pitched sounds’…triggered her memory and the accompanying 

feelings” (p. 149). The client avoided singing in that range for quite some time 

afterwards. When eventually she could sing in that range, it showed both her and Austin 

that she had come to terms with her feelings around the person related to the memory and 

had more control over it. The client wrote “I didn’t want that part of myself…as soon as I 

got to that place my throat would just shut off. I would stop the sound” (Austin, 1999, p. 

151). Austin related this to the archetype of her negative shadow side. In another case 

example, the client’s “throat constricted and she could not reach the high notes [normally 

easy for her in that range] without straining her voice…[but once]… her feelings surfaced 

her voice opened up and she was able to hit the notes effortlessly” (Austin, 1998, p. 327). 

Austin also wrote about the quality of one’s singing voice communicating parts of 

the self. “Clients often project younger or more vulnerable parts of themselves onto the 
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voice if the voice is untrained or in particular registers where the voice is weaker” 

(Austin, 1999, p. 143). As clients achieve more personality integration, specifically more 

control or acceptance of parts of themselves, they find they can move across the singing 

range more smoothly. They can sing in previously disallowed registers more easily, and 

having an expanded range, and they sense that previously cut off parts of the self are 

coming together so they feel more whole and integrated.    

In Bruscia (1991), a variety of music therapy experts have shared meanings 

gained from client singing. McMaster (1991) associated a strong voice and uncontrolled 

tonality with dynamic expression of feelings in a woman with deep grief and a history of 

stroke. Aigen (1991) described the “sophisticated sense of melody and pitch…and 

flexible use of dynamics” (p. 111) he observed in a gifted child with impulse control 

issues and the absence of a positive male role model. Smith (1991), Scheiby (1991), and 

Austin (1991) described low volume and nervousness (Smith, 1991), a breathy, quiet 

voice (Scheiby, 1991) and problems with projection (Austin, 1991). These vocal signs 

were observed in clients beginning to reveal the authentic self (Smith, 1991), in contexts 

where there was repressed material and emotional withdrawal (Scheiby, 1991) and in 

adult clients with histories of trauma and attachment issues affecting their level of 

embodiment (Austin, 1991).   

Clinical Writings on the Singing Voice in Music Therapy Assessment 

 

Tyson used the singing voice as a main instrument in her work with psychiatric 

clients in the community. She realized that voice was an ideal medium to help psychiatric 

clients reconnect with their bodies and themselves, but this process required vigilant 
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attention on the part of the therapist, because singing placed the psychiatric client in a 

conundrum:  

When the psychiatric patient requests singing instruction, s/he frequently 

presents a number of paradoxes: (a) the desire to sing represents a 

pleasurable activity which the patient’s defenses are unable to tolerate; (b) 

The patient’s body is the actual instrument through which to accomplish 

singing, yet the patient is dissociated from his/her body or from parts of it; 

(c) The emphasis on respiration, which provides the means of singing, is 

too frightening and fraught with danger for the patient to contend with; (d) 

Muscular tensions and rigidities are so pronounced as to interfere with the 

required actions;  The sustained physical effort involved  in building 

muscle strength is beyond the individual’s capacity, especially if s/he is 

severely depressed. (Tyson, 1982, p. 10) 

 

So Tyson (1982) observed the “constant interaction among physical constitution, 

emotions, and singing behavior” (p. 12) in clients with whom she worked. She related 

qualities of the breath (often shallow; restricted; sometimes slowed; incomplete 

inhalation and incomplete exhalation) to emotions (e.g., grief); intra-psychic processes 

(e.g., defenses) and psychopathological conditions (e.g., slow restricted breathing related 

to obsessive-compulsive/depression; slowest in catatonic). She observed the coordination 

between breath and phonation (often an issue when psychiatric clients began to sing). She 

observed posture (noticing how clients defended by standing on their tip toes); and she 

observed the client’s comfort level during singing (starting with humming and moving 

into more open vowel sounds). Tyson (1982) also cautioned that in her own work with 

individuals with psychiatric illnesses, she had to be vigilant to recognize the difference 

between an emotional/psychological response and one that indicates the presence of an 

organic component.  

Nordoff and Robbins appear to have created the first evaluation scales used in 

clinical practice to evaluate the quality of a music therapy client’s vocalizations and 
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singing. They used their evaluation scales as an ongoing assessment and evaluation tool 

to see what happened in the music and what needed to happen through the music as 

clients moved forward. Their evaluation scales were primarily designed for use with 

children. The main thrust of their assessment method (for all musical aspects of the 

session) focused on the way the individual communicated and related through music, and 

the ways that the therapist could use music to help draw out the individual’s ‘music 

child.’ Therefore in terms of voice, their emphasis was on noticing how “formed” and 

how “sustained” the vocalizations were, and vocal (or singing responses) were scored 

based on the child’s progressive ability to show more intentional, musical, interactive, 

sustained, and creative use of vocalizations and singing (Nordoff & Robbins, 2007, pp. 

403-405).  

Others designed music therapy assessment tools dealing with the voice and 

aspects of the self. Boxhill designed an assessment tool and protocol to address the whole 

person with developmental delays. She said that persons with developmental delays have 

the same affective challenges as others, but lack the full capacity to express themselves 

(Boxhill, 1985). Boxhill included parameters of voice quality in her measure, but did not 

make connections between these vocal qualities and non-musical aspects of the self. 

Boone (1980) created an assessment for use with children with extreme emotional 

issues. In her assessment, therapists were asked to subjectively describe vocal signs of 

emotions. Yet there were no suggestions of the types of vocal qualities that one might use 

in one’s description.    

Bruscia’s (2002a) steps to conducting a developmental assessment (unpublished 

lectures) provided guidelines for assessment which music therapists could use to help 
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understand the developmental stages that a client might be responding from or struggling 

with. According to Bruscia, when a client is centered in the earliest developmental stage 

(0-2 yrs.), that client works on moving from reflexive to intentional sounds, from 

uncontrolled pitch to the beginnings of pitch control, with no adherence to scales or tonal 

centers. When centered in the 2-7 yr. old developmental phase, the client struggles to 

control pitch, but gains more accuracy, becomes able to maintain the key for small 

periods, can sing songs, but struggles to maintain the key. In the next developmental 

stage, there is increased control over the placement and strength of the voice.  

Bruscia (1987) considered psychoanalytic interpretations of melody, modality, 

and tonality and other musical parameters. He referred to melody as the expression of a 

feeling, modality as the ground for the feeling, and tonality as the centering force for the 

feeling (Bruscia, 1987). If one considers the main developmental task in the 2-7 yr. 

period, it is the mastering of impulses. This is also the stage when individuals are 

struggling to control pitch, and to maintain a key. Bruscia (1991b) also related general 

musical characteristics found in different developmental periods to psychopathological 

states, psychological issues, and relevant clinical orientations but did not focus 

specifically on the voice.  

Sokolov’s method of assessment in her model of Vocal Improvisation Therapy 

was described by Bruscia (1987). Bruscia based his description of her work on interviews 

with her and written information that she provided (Sokolov, 1984 as cited in Bruscia, 

1987). Bruscia described her method of assessment as a continual process that “proceeds 

in four steps: development of a profile of the client’s problems; interview and 

observation; structured activities, and free improvisation” (Bruscia, 1987, p. 355). The 
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last three steps involve the therapist’s observation of the client’s voice and vocal 

production. Areas of focus in the interview are “the client’s voice, how it lies in the body 

and shifts during certain topics; where it is held, let go, and supported; its range and flow; 

and so forth” (Bruscia, 1987, p. 355). Areas of focus in the “structured assessment” are 

the client’s breathing, and the client’s exploration of “sounds, yawns, pitch intervals and 

ranges” (Sokolov, 1984 as cited in Bruscia, 1987). Areas of focus in the free vocal 

improvisation are “tone, timbre, resonance, placement, integration of resonances, 

flexibility and authenticity of tone, rhythmic flexibility, melodic color and dynamic 

range” (Sokolov, p. 6 as cited in Bruscia, 1987).    

A recent methodological chapter with a defined way of assessing the voice was 

Chong’s (2011) description of her work using Sori Therapy based on a traditional Korean 

folk tradition of singing the emotions and experiences of real life (p.100). In Chong’s 

method (here described as a way of working with women with a history of trauma), the 

voice is used as an expressive tool. Chong pays attention to three categories related to the 

voice, scoring them as “deficits [or] attributes” (Chong, 2011, p. 113) based on their 

presentation: 1) attributes of the voice (clarity of tone, intensity, and pitch level); 2) 

aspects of vocal production (coordination of breathing and phonation; vocal range; and 

how steady the level of intensity is); 3) how the client views her voice and how she feels 

about her voice. Categories 1 and 2 deal with the sound of the voice, and Chong’s 

assessment criteria related to them are explained here. In category 1, deficits are “Breathy 

and airy; barely audible; Very different from the speaking tone in pitch” (Chong, p. 113), 

while attributes are “Fixed and steady pitch; Certainty with intended tone; fully audible; 

within a range that has some tonal consistency” (p. 113). In category 2, deficits are non-
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functional use of breath interfering with sound; restricted range; and fluctuations in 

intensity; and attributes are functional, productive use of breath to make a sound, good 

range, and ability to maintain stable intensity (Chong, 2011).   

Existing Research on Assessment, Singing Voice Parameters and the Clinical 

Interpretation of Singing Voice Parameters 

 

Dileo (1976) studied the vocal range and vocal range midpoint of 

developmentally-challenged subjects to identify relationships, if any, that exist between 

these vocal parameters, and “age, sex, IQ, race, diagnosis, adaptive behavior level, 

language level, [and] articulation proficiency” (p. 18). Subjects were a convenience 

sample of 133 “institutionalized mentally-retarded persons” (p. 18), (children and adults), 

chosen based on their ability to speak. Subjects’ vocal ranges and vocal range midpoints 

were measured under the following conditions: 1) subject singing high and low notes; 2) 

subject matching semitones up and down a scale using the vowel AH ([a]); and 3) subject 

singing familiar song material. Multiple correlation statistics were used to identify any 

significant relationships existing between dependent variables (vocal range and vocal 

range midpoint) and independent variables (age, sex, IQ, race, diagnosis, adaptive 

behavior level, language level, articulation proficiency). Dileo’s study revealed the 

following significant relationships:1) In order of importance, “IQ, sex, age, race, and 

adaptive behavior” (p. 22) were significant predictors of vocal range in vocalization 

conditions; 2) In order of importance, “sex, age, language level, and IQ” (p. 22) were 

significant predictors of vocal range midpoint in vocalization conditions; 3) In order of 

importance, “language level, sex, age, and diagnosis” (p. 22) were significant predictors 

of range in song material conditions; and 4) in order of importance, “sex, age, IQ, 
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language level, and diagnosis” were predictors of vocal range midpoint in song material 

conditions (Dileo, 1976, p. 22).  

It might be immediately expected that age and sex would be related to vocal range 

midpoint, as both these factors generally influence the natural usable pitch of the voice. 

One might also expect language level to have an impact on an individual’s ability to sing 

a song that includes words. The relevance of IQ, Adaptive Behavior, language level, 

diagnosis, and of race is therefore especially interesting. Dileo made a point to mention 

that subjects in her study had trouble matching pitches. She believed this may be due to 

“factors such as IQ, adaptive behavior level, and diagnosis,” (p. 27) and suggested this as 

an area of further research.   

Layman, Hussey & Laing (2002) related volume of vocal inflection (in the 

speaking and singing voice) to personality style in their  Beech Brook Music Therapy 

Assessment for Severely Emotionally Disturbed Children developed and tested in this 

study, on a pilot population of 20 (13M; 7F) “severely emotionally-disturbed [children]” 

(p. 164) living in a residential treatment center in the US. High “inter-rater reliability 

scores of 91.5% for percent agreement and .808 for Cohen's kappa were achieved 

utilizing this assessment instrument” (p. 164). 

Vocal inflection in speech and singing was one component measured in the 

musical sub-section of the instrument. Vocal inflection was judged on a five point scale 

(Defensive/Withdrawn 2 (to the left of 0) = “sang/spoke in extremely soft voice 

throughout the session” and Disruptive/Intrusive 2 (to the right of 0) = “sang/spoke in 

extremely loud voice throughout the session”), (p. 177). The majority of children in the 

study scored in the target range overall. The researchers believed that the children might 
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have responded this way for several reasons. They may have been told to be ‘good’ in 

music therapy; and they may have wanted to be ‘good’ in music therapy because it was 

pleasurable and being good would mean they could return again.  

The target range for vocal inflection was Target Behavior 0 = “consistently 

sang/spoke in appropriate volume independently throughout session” (Layman, Hussey, 

& Laing, 2002, p. 177). The majority of children in the study who scored off target 

overall, scored in the Disruptive/Intrusive range.  

An interesting aspect of Layman, Hussey & Laing’s study was the placement of 

the target behavior in the middle of the scale, suggesting that a healthy behavioral 

response was neither too quiet nor too loud; neither too withdrawn nor too intrusive. The 

researchers may have defined the target behavior as ‘appropriate’ because it represented a 

point of balance between two extremes. Some may also infer that this kind of a scale 

shows if a client has the ability to be flexible, not rigidly anchored in a withdrawn very 

quiet stage, or an intrusive very loud state. Flexibility may be a sign of health (Bruscia, 

1987).   

Austin’s (2004) study described a qualitative approach to assessment used in her 

depth-oriented music psychotherapy practice. Austin addressed assessment as part of the 

qualitative inquiry into her process as a therapist, her clinical model and approach. 

Participants in Austin’s study were three new clients from her practice who volunteered 

to come into her study. 

A salient theme relevant to assessment was her discovery that a main factor in her 

clinical model was the significance of the “music in the words [and] the words in the 

music” (Austin, p. 200).  
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In music psychotherapy we listen to our client's words, silences and music, 

what they tell us, and what they conceal. We tune into subtle levels of 

communication to hear the elusive messages that travel from the client's 

unconscious to our own...We are required to listen actively and with 

concentration in order to catch transient impressions: fleeting tones, turns 

of phrase and rhythmic and dynamic changes that occur in both the client's 

music and words. (Austin, 2004, p. 198)  

 

Austin’s emphasis on ‘listening’ echoed Bruscia’s comments about the 

importance of listening: that music therapy, like no other therapy, offers the client an 

opportunity to be deeply listened to (Bruscia, 2001).  

Austin’s emphasis on listening to the vocal parameters of her clients and the 

meanings they may have regarding the client’s self are depicted beautifully in her visual 

illustration of her clinical model in the form of a tree. Vocal parameters and the ways she 

interprets them are included as layers of material on the trunk of the tree. The foundation 

for her observations and interpretations are her life experience, readings, clinical 

experience and supervision, the knowledge from her own therapy, and the client’s 

history. These help her to view and interpret the client’s musical parameters (the sound of 

the voice, the client’s body language, the clients’ music, and the therapy dynamics that 

arise including transference and countertransference). It is this foundation that grounds 

her as she listens to the following qualities in the client’s voice: “1) tempo; 2) range; 3) 

timbre; 4) quality; 5) dynamics; 6) pauses; 7) flow; 8) sighs; 9) accents; 10) breaths; 11) 

yawns; and 12) laughter” (p. 263). It is this same information and experience that grounds 

her as she makes interpretations based on the client’s voice (and music), listening for the 

following in the client: “1) symbols; 2) metaphors; 3) congruence or lack of congruence; 

4) transference; 5) complexes; 6) resistance; 7) re-enactments; 8) connections; 9) 
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patterns; 10) strengths and vulnerabilities; 11) feelings; 12) subtext – what’s beneath 

words” (Austin, 2004, p. 263).  

Austin’s research includes case examples wherein connections were made 

between vocal parameters and affect. Two of Austin’s (2004) research participants 

restricted their breathing when they had just dealt with an “emotionally charged [issue]” 

(Austin, 2004, p. 208). When they exhaled fully, they came into contact with the feeling 

(p. 209). When they did not fully inhale, she interpreted this as their discomfort with or 

inability to accept nurturance (p. 209). Austin noticed with another participant, that as her 

voice became more resonant and less breathy, there was a simultaneous awareness that 

she was becoming more “solid and three dimensional” (p. 215). 

A recent research study is Sanne Storm’s yet unfinished dissertation, Research 

into the Development of a Voice Assessment Tool in Music Therapy. Her Voice 

Assessment Tool (VAT) will use “vocal parameters…to draw psychological 

interpretations on the client’s psychological state in any given situation… [, based on] 

observations of how the client spontaneously expresses her-/himself with the voice” 

(Summary section, para. 1).  

Problem Statement and Research Questions 

 

The present study focused directly on the state of singing voice assessment in the 

field of music therapy, and more directly on the salient vocal parameters and the clinical 

interpretations of such made by professional music therapists working with a variety of 

populations.   

 The purpose of this study was to investigate if and how professional music 

therapists assess their clients’ voices. 1) How often they assess clients’ voices; 2) the 
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singing voice parameters to which they pay attention; 3) the clinical interpretations they 

make based on these parameters; and 4) what role if any participant demographics play in 

the types of responses given. There were six primary research questions:  

1) What is the frequency of singing voice assessment provided by professional 

music therapists?     

2) What singing voice parameters are assessed in this process? 

3) Do music therapists make emotional, developmental, or psychological 

interpretations based on client singing?  

4) What specific types of clinical interpretations do music therapists make based on 

client singing? 

5) What associations are made between particular kinds of singing voice parameters 

and particular kinds of clinical interpretations? 

a) Between singing voice parameters and affect 

b) Between singing voice parameters and personality characteristics 

c) Between singing voice parameters and internal psychological processes 

d) Between singing voice parameters and developmental stage 

e) Between singing voice parameters and psychopathological stages 

6) Are there associations between the therapist’s age, gender, highest level of music 

therapy education, primary instrument, theoretical orientation, and/or level of 

therapy used and the a) frequency of singing voice assessment; b) singing voice 

parameters assessed; or c) clinical interpretations made?  
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CHAPTER 3 

METHOD 

Participants 

 

Participants were accredited (MTA) or board certified (MT-BC) music therapists 

recruited through the Canadian Association for Music Therapy and Certification Board 

for Music Therapists. Invitations and consent forms were sent to 2406 persons – 416 

MTAs and 1990 MT-BCs. It was estimated that these participants would vary according 

to gender, age, primary instrument, education and training, level of experience, primary 

clinical population, theoretical orientation, and level of therapy used. Participation in the 

study was based on the following inclusion/exclusion criteria: 

 Only individuals practicing music therapy in the United States or Canada and 

holding the MT-BC credential or the MTA credential were included in this study. 

No students, associate members, or non-accredited members were included. 

 Only master’s level or higher (with a degree in music therapy or other field) MT-

BCs were included in this study. MTAs were included if they held a minimum of 

an undergraduate diploma or degree.   

 The decision was made to make the master’s level or higher criterion for inclusion 

for United States (MT-BC) participants only for a number of reasons: 

 There were approximately 4,950 MT-BCs living around the world with an email 

address who had not opted out of allowing their information to be released for 
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approved requests. Approximately 128 of those lived abroad [when the study was 

being designed], (Karen Howat, personal communication, February 2, 2012). 

There were 1990 MT-BCs with a master’s level education or higher (in music 

therapy or outside of music therapy). Yet there were only 416 Canadian MTAs 

total. 

  There are a number of music therapy graduate programs in the United States, but 

few Canadian music therapy master’s programs and no existing Canadian music 

therapy doctoral programs. Limiting the available pool to Canadians with a 

graduate degree only (music therapy or not) would have greatly reduced the 

number of Canadian participants in a pool of persons already so much smaller 

than the United States pool. 

 Education and training in the United States is designed to prepare music therapists 

to develop entry-level competencies (at the undergraduate level) and advanced 

competencies (at the master’s level and beyond). Yet there may be less distinct 

boundaries applied in Canadian training programs. This is a topic which has not 

been fully explored in the literature.  

 Apparatus and Materials 

 

A survey soliciting information from professional music therapists regarding 

singing voice assessment, vocal parameters and interpretation of vocal parameters was 

created by the researcher. Survey items were adapted from the literature (Austin 1998, 

1999, 2001, 2003, 2004; Bruscia, 1987, 2002; Bunch, 1982; Montello, 2003; Newham, 

1998; Oddy, 2001; O’Loughlin, 1983; Tyson, 1982) informed by the researcher’s 

personal experience as a music therapist and were evaluated and revised based on 
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feedback from music therapy faculty and voice faculty on the researcher’s dissertation 

committee. A Microsoft Word version of the survey is included with this document (see 

Appendix A). A web version of the survey was created on SurveyMonkey.com. 

SurveyMonkey is a web-based company that allows researchers to design surveys that 

capture choice, comment and rating responses.  

It was expected that this survey would take approximately 20 -30 minutes to 

complete. Sections of the survey included 1) demographic information, 2) participant 

details, 3) vocal parameters included in singing voice assessment and 4) interpretations of 

vocal parameters included in singing voice assessment.  

The survey was organized as follows: In the Demographic Information section, 

participants were asked their gender, age, and the country where they practice music 

therapy. In the Musical Background, Training, and Competencies section, participants 

were asked about their highest level of education inside and outside of music therapy, 

their primary instrument, their primary style of singing, their years of formalized singing 

instruction, and their advanced training, if any. In the Clinical Context section, 

participants were asked: a) whether they provide opportunities for clients to sing as part 

of their therapy work; b) whether they make interpretations about the emotional, 

developmental, or psychological state of their clients based on the sound of their singing 

voice; c) their primary population; d) their primary theoretical orientation with this 

population and e) the primary level of therapy they use with this population. In the 

Assessment – Methods and Procedures section, participants were asked the following 

questions: a) if and how frequently they assess client singing; b) the vocal parameters to 
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which they pay attention when assessing the singing voice of their clients; and c) the 

clinical interpretations that they make based on these vocal parameters.  

Questions in the Participant Information section allowed the researcher to control 

for exclusion criteria. Potential participants, who did not meet criteria but accessed the 

survey, were redirected to a page containing the following text: “Thank you for your 

participation!”  

Procedures  

 

 This study was approved as an exempt anonymous survey by the Institutional 

Review Board (IRB) of Temple University (see Appendix B). An email containing an 

invitation to participate and consent form was prepared for dissemination to potential 

participants. Email addresses of board-certified music therapists (MT-BCs) with a 

master's degree or higher (in any field) were purchased from the Certification Board for 

Music Therapists. The researcher inputted email addresses into SurveyMonkey, and 

SurveyMonkey sent the invitation to participate to these individuals on the researcher’s 

behalf. The researcher emailed an electronic copy of the invitation to participate to the 

Canadian Association for Music therapy for dissemination to their members, because the 

association does not disclose members’ email addresses. Individuals who received this 

letter were told that they were contacted for possible participation in this study because 

they are a Music Therapist-Accredited (MTA), or a Board-Certified Music Therapist 

(MT-BC). The invitation listed criteria for participation in the study, and invited eligible 

participants to access a password-protected web survey. Potential participants were 

informed that they could complete the survey in one or more sittings, as it fit with their 
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preferred schedule. Follow up emails were also sent to participants one day after the 

initial mailing to correct an issue with the survey link, and one week later as a reminder.   

After responding to the invitation and accessing the web survey, participants were 

provided with a consent form which included information concerning the purpose of the 

study. At the bottom of the consent form participants were asked if they wished to give 

informed consent to participate in the study. Only those answering yes were given access 

to the survey.  

All email addresses were kept in strictest confidence by the researcher and 

SurveyMonkey service. They were not shared with the researcher’s dissertation chair, 

dissertation committee, or the Surrey Statistical Consulting Service (SCS). All survey 

responses were kept in strictest confidence by the researcher, her dissertation chair, 

dissertation committee, SCS, and the SurveyMonkey service. The researcher, her 

dissertation chair, the dissertation committee and SCS had access to aggregate data only. 

No individual responses were identified in this survey. Email addresses and aggregate 

data downloaded from the Survey Monkey service were kept in the researcher’s 

password-protected computer, and/or a locked cabinet. Aggregate data shared with the 

researcher’s dissertation chair, the dissertation committee or SCS were also in a 

password-protected computer, and/or a locked cabinet.  

Statistical analysis 

 

SurveyMonkey results were downloaded into an Excel spreadsheet and exported 

into an SPSS datasheet (v. 17). Data were also shared with a team of two statisticians 

from Simon Fraser University’s Surrey’s Statistical Consulting Service (SCS) and 

imported into SAS statistical software, creating an SAS data file.  
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Descriptive analyses (frequencies and cross-tabulations) were performed to 

describe the participant sample (personal characteristics, level of education, primary 

instrument, primary style of singing, years of formalized singing instruction), the client 

population, use of assessment, use of interpretation, the theoretical orientation and level 

of therapy used and the singing voice parameters observed. Data from respondents with 

clients who do not sing as part of their therapy were omitted from this analysis because 

these respondents could not answer survey questions dealing with their clients’ singing. 

A variety of analyses were performed to investigate associations between 1) 

interpretations and singing voice parameters and 2) explanatory variables (age; gender; 

highest level of music therapy education; primary instrument; primary clinical 

population; theoretical orientation; and level of therapy used) and response variables: a) 

frequency of singing voice assessment, b) singing voice parameters observed and c) types 

of interpretations made.  

Tests for Associations between Singing Voice Parameters and Clinical Interpretations 

 

 Binary response variables were created for each survey question where 

participants were asked to check any or all singing voice parameters which formed a 

basis for their interpretation. The binary response variables had values of 1 (at least one 

singing voice parameter chosen as a basis for the corresponding interpretation) or 0 (no 

singing voice parameter chosen as a basis for the corresponding interpretation).  

There were analyses performed of proportions of responders indicating 

association between any vocal parameters and the respective clinical interpretation made 

about the client. Corresponding 95% Wilson confidence limits (Wilson, 1927) were 

provided for each of these response variables. Only participants who 1) indicated making 
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interpretations about a client’s emotional, developmental, or psychological state; and 2) 

chose at least one singing voice parameter as a basis for one or more interpretations were 

included in the analysis data set.  

Data from participants who indicated that they did not make interpretations about 

a client’s emotional, developmental, or psychological state were left out of the analysis, 

even if these participants chose one or more singing voice parameters as a basis for one 

or more interpretations. This is because it was not clear why these individuals indicated 

that they did not make interpretations about emotional, developmental, or psychological 

aspects of clients, yet implied later on that they did by choosing one or more singing 

voice parameters as a basis for different kinds of clinical interpretations. 

In addition, data from participants who indicated making interpretations about a 

client’s emotional, developmental, or psychological state, but did not select any singing 

voice parameters as a basis for any interpretations were left out of the analysis. This is 

because it was impossible to know if they left the latter section blank because they ended 

their participation or for other reasons.  

Tests for Associations between Explanatory Variables and Response Variables  

Explanatory variables for this study were age, gender, highest level of music 

therapy education, primary instrument, primary clinical population, theoretical 

orientation and level of therapy used. Response variables were frequency of singing voice 

assessment performed, singing voice parameters assessed, and clinical interpretations 

made.  
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 Recoding procedures conducted prior to analyses. The decision was made to 

collapse explanatory variable levels where possible, as doing so would better facilitate an 

analysis of associations between these variables and response variables.  

 For gender, initial levels were male, female, and transgender, but there was only 

one person in the transgender group. Since there was not enough variability in the 

transgender group to make comparisons among levels of the response variables, 

since transgender cannot be sensibly merged with males or females, and since this 

person’s anonymity could have been jeopardized, gender was set to “missing” for 

this person.  

 For age: initial levels were 20-29, 30-39, 40-49, 50-59, 60-69, and 70 and over. 

Only one person 70 or over responded to the survey. The decision was made to 

collapse the 60-69 and 70 and over categories into one revised 60 and over 

category.  

 For highest level of music therapy degree: initial levels were undergraduate 

diploma/degree; graduate certificate; graduate diploma; master’s degree; and 

Ph.D./doctorate. Few persons had a graduate certificate or graduate diploma but 

many had a master’s degree. The decision was made to collapse graduate 

certificate, graduate diploma, and master’s degree into one revised masters-

graduate level meant to represent a level of education above undergraduate and 

below doctoral.  

 For primary instrument: initial levels were voice, guitar, piano, and other. Revised 

levels were voice or not voice (guitar; piano; other).  
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 For primary clinical population:  initial  levels were 1 = ADD/ADHD, 2 = 

addictions, 3 = autism spectrum, 4 = Cerebral Vascular Accident, 5 = chronic 

neurological disorders, 6 = chronic pain, 7 = Corrections/Forensics, 8 = Dementia, 

9 = hospice/palliative care, 10 = intellectual disability, 11 = learning disability, 12 

= medical general hospital, 13 = mental health - inpatient, 14 = mental health - 

outpatient psychiatric, 15 = mental health - typical/neurotic adults, 16 = oncology; 

17 = Trauma/abuse, 18 = Traumatic brain injury, 19 = other, 20 = N/A. Revised 

levels were 1) cognitive/physical acquired disability (8, 4; 18), 2) medical (12; 16; 

9), 3) differing abilities/developmental/psycho-educational (1; 3; 10; 11), 4) 

mental health (2; 7; 13; 14; 15; 17), and 5) other (19). N/A was coded as 

‘missing.’  

 No changes were made to theoretical orientation or level of therapy used.  

 Associations between explanatory variables and frequency of singing voice 

assessment. For this section, a multinomial proportional odds model was employed, 

treating the response variable data as ordinal, which appeared the appropriate course 

because the response levels were ordered according to frequency. However, the 

likelihood ratio test for goodness-of-fit was highly significant (Chi-Square – 97.7 on 56 

df, p=0.0005) for this model, indicating a violation of the proportional odds assumption. 

Because of this, progressions of logistic regressions were performed instead.  

The first analysis compared those who never do singing voice assessment to those 

who do singing voice assessment (initially, initially and periodically afterwards, or 

initially and regularly afterwards). For the second analysis, those who do singing voice 

assessment ‘initially’ were compared to those who do more than just initial singing voice 
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assessment (those who assess the singing voice initially and periodically afterwards and 

those who assess the singing voice initially and regularly throughout therapy). For the 

third analysis, those who do singing voice assessment initially and periodically 

afterwards were compared to those who do singing voice assessment initially and 

regularly throughout therapy. In all three analyses there was a modeling of the probability 

that a participant falls into the group with the LOWER frequency of assessment.  

Because a logistic regression does not produce appropriate results when there is a 

cell count of zero in one or more crosstabs between the response variable and the 

explanatory variables (quasi-separation), Firth’s estimation was used to obtain analyses 

results for those comparisons in analyses 1 and 3. 

A Type 3 analysis of effects was also conducted– an overall test for each variable, 

modeling the probability that the listed variable bears no relationship to the probability 

that someone falls into the lower frequency group.  

Estimated probabilities (Least Squares means) for the levels of all explanatory 

variables were provided, as were pairwise comparisons (differences of least square 

means) for all significant variables. The table of pairwise comparisons included Tukey-

Kramer adjusted p-values and 95% confidence limits, in addition to the unadjusted p-

values. The adjusted p-values were included to limit the possibility of false positives 

which can occur in cases where a large number of comparisons are made. The adjustment 

was calculated separately for each variable’s set of pairwise comparisons. Any 

comparison with adjusted p-values of <.05 constituted a clearly significant difference 

between two levels. Any comparisons with unadjusted p-values of <.05 constituted a 

“possibly” significant difference.  
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 Associations between explanatory variables and singing voice parameters. 

Response variables were created for each of the singing voice parameters listed under 

category headings in each separate survey question dealing with singing voice parameters 

assessed. All response variables were binary with values of 1 (at least one singing voice 

parameter chosen for a corresponding survey question), and 0 (no singing voice 

parameter chosen for the survey question). Singing voice parameters for each question 

were categorized according to type of parameter: i.e., dealing with breathing and breath 

support (q. 22); freedom versus tension (q. 23); vocal range (q. 24); vocal tone quality (q. 

25); or pitch control (q. 26).  

Frequency tables (cross-tabulations) were created between response variables and 

each explanatory variable. Logistic regression and Firth’s Estimation were used to 

investigate associations between explanatory variables (age; gender; highest level of 

music therapy education; primary instrument; primary clinical population; theoretical 

orientation; and level of therapy used) and responses to questions where participants 

could choose as many singing voice parameters as applied in each category. Regression 

analyses produced the following: 1) likelihood test results showing overall associations 

between explanatory variables and response variables: 2) estimated probabilities tables 

(with 95% confidence limits) for significant associations; and 3) Pairwise Comparisons 

for significant Associations with unadjusted (< 0.05) p-values and Tukey-Kramer 

adjusted (< 0.05) p-values.  

 Associations between explanatory variables and clinical interpretations. 

Response variables were created for each survey question dealing with singing voice 

parameters used as a basis for particular clinical interpretations. All response variables 
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were binary with values of 1 (at least one singing voice parameter chosen for a 

corresponding interpretation), and 0 (no singing voice parameter chosen for a 

corresponding interpretation). Each question included the same list of singing voice 

parameter categories, and participants were asked to check all that they used as a basis for 

interpretations. 

 Logistic regression and Firth’s estimation (where needed) were used to 

investigate associations between explanatory variables and clinical interpretations. 

Likelihood Ratio Test results were calculated, as were estimated probabilities (and 95% 

confidence levels) for each level of the explanatory variables. Also, pairwise comparisons 

were made to identify possible significant differences (unadjusted (< 0.05) p-values) and 

clearly significant differences (Tukey-Kramer adjusted (< 0.05) p-values) between levels 

of explanatory variables. 
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CHAPTER 4 

RESULTS 

Response Rate  

 

Of the 2406 professional music therapists contacted, 374 responded, for an overall 

response rate of 15.5%. Twenty-nine of them were eligible to participate in the study but 

could not answer key survey questions because their clients did not sing as part of 

therapy. Thus these respondents were redirected to the end of the survey. An additional 

ten respondents were disqualified for one of the following reasons: a) because they did 

not work in music therapy in Canada or the United States of America, or b) because they 

were United States participants with an undergraduate degree only. Thus 335 respondents 

participated for an overall participation rate of 13.9% (see Table 1).  

 

Computer-related issues affected delivery of the survey to a small number of 

persons. Twenty-two of 1990 invitations sent to board-certified music therapists were 

returned to the researcher and never received by the participant because there was a 

problem with the email address provided to the researcher. Five invitations which the 

Canadian Association for Music Therapy emailed to its accredited members were 

Table 1 

 

Respondents Excluded from the Study 

Reason For Exclusion n 

Country of Music Therapy Work 7 

Level of Education 3 

Participants’ Clients Do Not Sing as Part of Therapy 29 
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returned and never received by the participants. At least some of those were returned 

because university email servers interpreted the Canadian Association’s mass email as 

spam. Five United States persons also emailed the researcher to report difficulties using 

the Microsoft Word hyperlink to access the online survey. 

Thirteen persons chose not to access the online survey, but emailed the researcher 

personally to say that they would not be participating. Their reasons for non-participation 

are listed in table 2.  

 

Participant Demographics 

Gender, Age, and Country of Music Therapy Work  

 The majority of participants were female (86.3%), aged 30-59 (77.6%), with a 

music therapy practice in the United States (91%), (see Table 3). 

  

Table 2 

 

Reasons for Voluntary Non-Participation 

Reason For Non-Participation n 

Not Working as a Music Therapist 10 

Topic Outside Realm of Clinical Work, Experience Or Expertise   3 

Not Sure If Topic Fits with Approach and Client Population 1 
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Highest Music Therapy Education Level 

 

The majority of United States participants held a master’s degree (61.1%), 

whereas 50% of Canadian participants (n=10) held only a bachelor’s diploma or degree. 

Thirty United States participants held a doctoral degree (10.1%), whereas only one 

Canadian participant held this degree (0.3%), (see Table 4). 

 

Table 3 

 

Participants’ Gender, Age  and Country of Music Therapy Work 

Gender (n = 334) n % 

Female 289 86.3 

Male 44 13.1 

Transgender 1 0.3 

 

Age (n = 333) n % 

30-39 124 37.0 

40-49 68 20.3 

50-59 68 20.3 

20-29 45 13.4 

60-69 27 8.1 

70 and Over 1 0.3 

 

Country (N = 335) n % 

United States 305 91.0 

Canada 30 9.0 

Table  4 

 

Highest Music Therapy Education Level 

 United States (n=298) Canada (n=30) 
United States and 

Canada (n=328) 

Level of Education n % n % n % 

Undergraduate 69 23.2 15 50.0 84 25.6 

Graduate Certificate 13 4.4 3 10.0 16 4.9 

Graduate Diploma 4 1.3 1 3.3 5 1.5 

Master’s Degree 182 61.1 10 33.3 192 58.5 

Doctorate or Ph.D. 30 10.1 1 3.3 31 9.5 

Note: highest n and highest % in bold font 
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Highest  Level of Education Outside of Music Therapy 

  

 A little over half of the United States participants held a master’s degree outside 

of music therapy (n=124; 51.9%), whereas the majority of Canadian participants held a 

bachelor’s diploma/degree outside of music therapy (n=23; 76.7%). Eighteen United 

States participants held a doctoral degree outside of music therapy (7.5%) whereas two 

Canadian participants held this degree (0.6%). See table 5. 

 

Table 5 

 

Highest Non-Music Therapy Education Level 

 United States (n=239) Canada (n=30) 
United States and 

Canada (n=269) 

Level of Education n % n % n % 

Undergraduate 88 36.8 23 76.7 111 41.3 

Graduate Certificate 6 2.5 1 3.3 7 2.6 

Graduate Diploma 3 1.3 0 0.0 3 1.1 

Master’s Degree 124 51.9 4 13.3 128 47.6 

Doctorate or Ph.D. 18 7.5 2 6.7 20 7.4 

Note: highest n and highest % in bold font 
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Advanced Training Experiences   

 Participants provided information on advanced training they had received. There 

was great diversity in these responses. Participants reported on institute trainings, 

courses, training modules, Continuing Music Therapy Education courses, workshops, 

conference presentations and personal experiences. More than half of the participants left 

this question blank. An additional 40% of the participants indicated that they had no 

advanced training or said the question was not applicable (see Table 6). 

 

Table 6 

 

Advanced Training 

Training (n=150) n % 

Vocal Psychotherapy (Austin) – Trainings, Courses And Workshops 24 16.0 

Voice-Centered (Vocal Technique, Choir, Vocal Health, Voice For MTs)  20 13.3 

Neurological Music Therapy  16 10.7 

Nordoff Robbins Music Therapy  8 5.3 

Bonny Method Of Guided Imagery And Music Or GIM 8 5.3 

Other (Conference Presentations [5] And Music Education Doctoral [1]) 6 4.0 

Embodied Voice Work Or Vocal Improvisation (Sokolov)   5 3.3 

Hospice Palliative Music Therapy 4 2.7 

Voice-Centered Music Therapy (Oddy)  3 2.0 

Analytical Music Therapy              2 1.3 

National Institute For Infant & Child Medical Music Therapy/NICU 2 1.3 

Allied Team Training or Parkinsons (ATTP); Institute On MT and Parkinsons 2 1.3 

Orff Schulwerek Training 2 1.3 

School Of Sound And The Voice (Nakkach) 1 0.7 

Melodic Intonation Therapy 1 0.7 

Singing Overtones  (Goldman) 1 0.7 

Improvisation (Turry) 1 0.7 

Drum Talk 1 0.7 

No Advanced Training, Only Experiences With Clients And Mentors  1 0.7 

Health Rhythms Training   1 0.7 

Music Together Certification 1 0.7 

Medical Music Therapy 1 0.7 

None Or N/A 60 40.0 

Note: Total number of responses from 150 participants was 167. 
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Primary Instrument 

Participants provided information on their primary instrument which was 

operationally-defined as the instrument that they felt most competent using. A little over 

a third of the participants considered voice their primary instrument (37%); however, this 

constituted the highest percentage of participants identifying one primary instrument. 

Alternately, a majority considered guitar, piano, or another instrument their primary 

instrument (63%), (see Table 7).  

  

Seventy-three participants provided information on instruments in the “other” 

category. Some participants considered more than one instrument their primary 

instrument, and some participants also discriminated between those primary instruments 

used in their private life and those used with clients. Orchestral instruments were the 

primary instrument for the majority of participants who specified an ‘other’ instrument. 

The flute was the most frequently mentioned orchestral instrument in the “other” 

category.  

Table 7  

 

Primary Instrument 

Primary Instrument (N=335) n % 

Voice 124 37.0 

Piano 88 26.3 

Guitar 53 15.8 

Other 70 20.9 
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Formal singing instruction 

 Participants provided information on their years of formal singing instruction, 

operationally-defined as instruction from a professional singing teacher. No information 

was gathered on the type of formal singing instruction received (e.g., 1-1 or group; 

classical or non-classical)  

A majority of participants had at least 1 year of formal singing instruction 

(62.7%), and almost half (45.6%) had three years or more. Over one third (37.3%) had 

less than a year of formal singing instruction or none. Some participants with 5 years of 

formal singing instruction may have had difficulty deciding whether to choose the 3-5 or 

5-10 year category because the researcher erred when she included the number 5 in both 

categories. There was no information gathered on the specific type of formal singing 

instruction taken; however, participants were limited to giving answers based on 

instruction taken with a professional singing teacher (see Table 8).   

  

Table 8 

 

Years of Formal Singing Instruction 

Years (N=335) n % 

Less Than 1 82 24.5 

3-5 62 18.5 

1-2 57 17.0 

5-10 56 16.7 

None 43 12.8 

More Than 10 35 10.4 



  

 56 

Primary Style of Singing 

Participants provided information on their primary style of singing, operationally 

defined as the type of singing that they felt most comfortable using. Almost half of those 

providing this information chose “Folk” as their primary style (41.4%), while a quarter 

chose pop/ rock (26%). This means that a majority of participants considered folk, pop, 

or rock their primary singing style (see Table 9).   

 

 Forty-two participants provided details about their ‘other’ primary singing style. 

Eighteen said they sang in a variety of styles. An additional two said they use ‘normal’ or 

‘general good singing.’ Eleven said they chose their style of singing to meet the needs of 

their clients. Some said they felt more comfortable with non-classical styles, and others 

said they were classically-trained and could sing in a variety of classical styles. 

Participants included a variety of different styles in their comments, including art songs, 

ballads,  musical theater and show tunes, sing-along and oldies, Christian, church, hymns, 

southern gospel, contemporary and contemporary-alternative, ‘kinda bluesy cowboy 

jazz,’ Kirtan, rhythm & blues, Lagniappe and ballads. 

Table 9 

 

Primary Style of Singing 

Primary Style of Singing (n=331) n % 

Folk 137 41.4 

Pop/Rock 86 26.0 

Classical 32 9.7 

Jazz  11 3.3 

Gospel 8 2.4 

Opera 7 2.1 

Blues 4 1.2 

Country & Western 4 1.2 

Bluegrass 1 0.3 

Other 41 12.4 
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Research Questions 

Research question 1: What is the Frequency of Singing Voice Assessment Provided by 

Professional Music Therapists?     

 

A large majority of participants indicated that they assess client singing (81.3%) 

in their work with their primary client population. Sixty-five percent of that 81.3% 

indicated that they assess client singing more than just initially over the course of a 

client’s therapy process. Almost half of those answering “yes” indicated that they assess 

client singing initially and regularly through therapy (41.5%). Another 23.5% indicated 

that they assess singing initially and periodically afterwards (to assess client change or 

evaluate the effectiveness of therapy), (see Table 10).   

  

Research question 2: What singing voice parameters are assessed during music 

therapy singing voice assessment?  

A large majority of participants indicated that they assess clients’ singing voice 

parameters (76.6%). A very large majority of the same participants indicated assessing 

one or more singing voice parameters (see table 11).  

Table 10 

 

Frequency of Singing Voice Assessment Provided by Participants 

Frequency of Singing Voice Assessment (n=294) n % 

Initially And Regularly Throughout 122 41.5 

Initially And Periodically   69 23.5 

Never 55 18.7 

Initially Only 48 16.3 
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 Freedom-versus-tension singing voice parameters assessed by participants. A 

large majority of participants specified that they assess a client’s freedom versus tension 

based on the flow or constriction, fullness or thinness of the client’s singing voice 

(77.0%). A similar number of participants indicated that they observe the client’s posture 

(70.7%); yet fewer participants indicated that they assess freedom versus tension based 

on the client’s muscles of respiration (44.8%) or the client’s own experience of a tense or 

blocked throat (44.8%), (see Table 12).  

  

Table 11 

 

Singing Voice Parameters Observed when Participants Assess Client Singing 

Singing Voice Parameter Categories (n=255) n % 

Freedom versus Tension  239 93.7 

Breathing and Breath Support  237 92.9 

Vocal Range  228 89.4 

Vocal Tone Quality  218 85.5 

Pitch Control  201 78.8 

Note: Percentages are calculated based on the number of participants choosing at least one 

singing voice parameter in one or more singing voice parameter categories. 
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 Breathing-and-breath-support singing voice parameters assessed by 

participants. A very large majority of participants indicated that they assess their clients’ 

breathing and breath-support (92.9%). Notable was their focus on volume (80.6%) and 

vocal strength (65.8%) as these two may be related. Also notable was the focus of fewer 

participants on the depth of inhalation during singing (59.5%), (see Table 13).  

 

Table 12 

 

Freedom-Versus-Tension Singing Voice Parameters Assessed by Participants 

Parameters of Vocal Freedom or Tension (n=239) n % 

Quality of Sound (e.g., Flowing/Full; Constricted/Pressed/Thin) 184 77.0 

Posture 169 70.7 

Face 153 64.0 

Mouth 135 56.5 

Shoulders 111 46.4 

Muscles of Respiration (E.G., Chest/Back/Abdominal 107 44.8 

Client Reports (E.G., Feeling Throat Tight Or Closing/Voice Block) 107 44.8 

Vocal Attack (E.G. Hard/Glottal; Soft/Breathy; Balanced) 91 38.1 

Lips 87 36.4 

Jaw 86 36.0 

Neck 79 33.1 

Tongue 62 25.9 

Voice Suddenly Stops 52 21.8 

Other Parts of the Body 47 19.7 

Note: Percentages are calculated based on the number of participants choosing at least one 

singing voice parameter in the Freedom Versus Tension singing voice parameter category.  

Table 13 

 

Breathing-and-Breath-Support Parameters Assessed by Participants 

Breathing and Breath-support Parameters (n=237) n % 

Volume 191 80.6 

Impact of Breath Support on Strength of Vocalization 156 65.8 

Depth of Inhalation during Singing 141 59.5 

Impact of Breath Support on Length of Vocalization 127 53.6 

Impact of Breath Support on Ease of Vocalization 124 52.3 

Other 31 13.1 

Note: Percentages are calculated based on the number of participants choosing at least one 

singing voice parameter in the Breathing and Breath-Support singing voice parameter category.  
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 Vocal range singing voice parameters assessed by participants. A majority of 

participants indicated that they assess their clients’ singable range (73.3%); yet, 

substantially fewer participants indicated that they observe how easily their clients sing in  

different registers (41.2%) or the registers their clients avoid, favor, or cannot access 

(47.4%),  (see Table 14).   

 

 Vocal tone quality singing voice parameters assessed by participants. A large 

majority of participants indicated that they assess vocal tone quality, yet substantially 

fewer participants specified particular or detailed singing voice parameters used to assess 

vocal tone quality. A little over half of the participants did indicate that they assess the 

clarity, breathiness or smoothness versus roughness heard when clients sing. Fewer 

participants indicated assessing other aspects of timbre (see Table 15).    

  

Table 14 

 

Vocal Range Parameters Assessed by Participants  

Parameters of Vocal Range (n=228) n % 

Size of Singable Range 167 73.3 

Registers Avoided, Inaccessible or Favored 108 47.4 

How Easily a Person Sings in Different Registers 94 41.2 

How Easily a Person Transitions between Different Registers 67 29.4 

Other 14 6.1 

Note: Percentages are calculated based on the number of participants choosing at least one 

singing voice parameter in the Breathing and Breath-Support singing voice parameter category. 
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 Pitch control singing voice parameters assessed by participants. A large 

majority of participants indicated that they assess a client’s singing voice pitch accuracy 

within the context of a key (79.1%); yet far fewer participants indicated that they assess a 

client’s singing voice pitch accuracy within the context of a scale (31.8%). A majority of 

participants also indicated that they assess a client’s pitch accuracy on a single tone 

where the focus may be less on the context the tone is in, and more on the client’s ability 

to manage pitch accuracy over the course of one note (see Table 16).   

 

Table 15 

 

Vocal Tone Quality Parameters Assessed by Participants 

Parameters of Vocal Tone Quality (n=218) n % 

Clarity of Tone 129 59.2 

Amount of Audible Air (Breathiness) 127 58.3 

Smoothness Versus Roughness/Disruptions/Cracks 122 56.0 

Heaviness or Lightness of Tone 91 41.7 

How the Voice Sounds in Different Registers 89 40.8 

Warmth of the Tone 72 33.0 

Nasality 57 26.2 

Vibrato (Absence; Presence; Speed and Width; Evenness) 47 21.6 

How Penetrating a Tone Sounds 35 16.1 

Cold/Metallic Quality 30 13.8 

Ringing Quality 21 9.6 

“Woofiness” of the Tone 21 9.6 

Other 17 7.8 

Note: Percentages are calculated based on the number of participants choosing at least one 

singing voice parameter in the Vocal Tone Quality singing voice parameter category.  

Table 16 

 

Pitch Control Parameters Assessed by Participants 

Parameters of Pitch Control (n=201) n % 

Pitch Accuracy Within a Key 159 79.1 

Pitch Accuracy Singing a Single Tone 135 67.2 

Pitch Accuracy Within a Scale 64 31.8 

Note: Percentages are calculated based on the number of participants choosing at least one 

singing voice parameter in the Pitch Control singing voice parameter category.  
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Research Question 3: Do Music Therapists Make Emotional, Developmental, or 

Psychological Interpretations Based On Client Singing?  

 

A majority of respondents answered yes to this question (n=219; 66.0%), whereas 

113 (34.0%) answered no. Three participants skipped the question and two of those 

answered no further questions in the survey.  

 Primary clinical population served. The researcher compared primary clinical 

populations identified by persons who assess and interpret client singing and persons who 

assess but do not interpret client singing. The top five primary clinical populations were 

the same for both groups (Autism spectrum; mental health – inpatient; dementia; 

hospice/palliative care; and other), (see Table 17). 

Table 17 

 

Primary Clinical Populations Served by Therapists Who Assess and Interpret Client Singing and 

Therapists Who Assess but Do Not Interpret Client Singing 

 Therapist Interprets Client Singing 

  Yes (n=217)  No (n=109) 

Population Served n  % n % 

ADD/ADHD 2 .9 0 0.0 

Addictions  3 1.4 3 2.8 

Autism Spectrum  34 15.7 16 14.7 

Cerebral Vascular Accident  0 0.0 1 .9 

Chronic Neurological Disorders  0 0.0 0 0.0 

Chronic Pain  0 0.0 0 0.0 

Corrections/Forensics  0 0.0 1 .9 

Dementia 28 12.9 12 11.0 

Hospice/Palliative Care  25 11.5 16 14.7 

Intellectual Disability  19 8.8 8 7.3 

Learning Disability  3 1.4 3 2.8 

Medical – General Hospital  15 6.9 4 3.7 

Mental Health – Inpatient Psychiatric  30 13.8 16 14.7 

Mental Health – Outpatient Psychiatric 9 4.1 4 3.7 

Mental Health – Typical/Neurotic Adults 7 3.2 2 1.8 

Oncology 3 1.4 2 1.8 

Trauma/Abuse 8 3.7 2 1.8 

Traumatic Brain Injury  3 1.4 4 3.7 

Other 28 12.9 15 13.8 

Note 1: Number of eligible responders who assess and interpret client singing (n=219) 

Note 2: Number of eligible responders who assess but do not interpret client singing (n=113)   
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Clinical populations were organized into categories. There were similar 

percentages of interpreting and non-interpreting participants working with populations in 

these categories. These categories were cognitive/physical acquired disability (dementia; 

Cerebral Vascular Accident; Traumatic Brain Injury); 2) medical (general hospital; 

oncology; hospice/palliative); 3) differing abilities/developmental/psycho-educational 

(ADD/ADHD; autism spectrum; intellectual disability; learning disability); 4) Mental 

health (addictions; corrections/forensic; inpatient and outpatient psychiatry; mental health 

– typical/neurotic adults; trauma/abuse); and 5) “other” populations specified, (see tables 

18 and 19).   

 

 

 

Table 18 

 

Main Categories of Clinical Populations Served by Participants Who Assess and Interpret Client 

Singing 

Population (n=217) n % 

Differing Abilities/Developmental/Psycho-educational 58 26.7 

Mental Health 57 26.3 

Medical 43 19.8 

Cognitive/Physical Acquired Disability 31 14.3 

Other 28 12.9 

Note: Number of eligible responders (n=219)  

Table 19 

 

Main Categories of Clinical Populations Served by Participants Who Assess But Do Not Interpret 

Client Singing 

Population (n=109) n % 

Mental Health 28 24.8 

Differing Abilities/Developmental/Psycho-educational 27 23.9 

Medical 22 19.4 

Cognitive/Physical Acquired Disability 17 15.3 

Other 15 13.5 

Note: Number of eligible responders (n=113)  
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  Primary theoretical orientation used by participants. The researcher compared 

the theoretical orientation of persons who assess and interpret their clients’ singing and 

the theoretical orientation of persons who assess but do not interpret their clients’ singing. 

A higher percentage of persons who assess and interpret their clients’ singing also chose 

an existential/humanistic, gestalt, or psychodynamic orientation. A higher percentage of 

participants who assess but do not interpret their clients’ singing, chose a cognitive-

behavioral or ‘other’ theoretical orientation or indicated that they do not know what their 

theoretical orientation is. Just over half of those who assess but do not interpret indicated  

that they use a cognitive-behavioral orientation (51.4%), (see tables 20 and 21).  

 

Table 20  

 

Theoretical Orientation of Participants Who Assess and Interpret Client Singing 

Theoretical Orientation (n=216) n % 

Existential/Humanistic 65 30.1 

Cognitive/Behavioral 61 28.2 

Gestalt 40 18.5 

Psychodynamic 15 6.9 

Other 30 13.9 

Do Not Know 5 2.3 

Note: Number of eligible responders (n=219) 

Table 21 

 

Theoretical Orientation of Participants Who Assess but Do Not Interpret Client Singing 

Theoretical Orientation (n=112) n % 

Cognitive/Behavioral 57 50.9 

Gestalt 15 13.4 

Existential/Humanistic 14 12.5 

Psychodynamic 2 1.8 

Other 19 17.0 

Do Not Know 5 4.5 

Note: Number of eligible responders (n=113)  
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 Primary level of therapy used with clients. The primary levels of therapy used by 

persons who assess and interpret client singing and the primary levels of therapy used by 

persons who assess and do not interpret client singing were similar. The largest number 

of participants who assess and interpret client singing or assess but do not interpret client 

singing indicated using an eclectic or supportive level of therapy with their primary 

clinical populations. (The term ‘eclectic’ was operationally-defined as “therapist uses a 

variety of levels in work with clients”).Yet more participants who assess and interpret 

client singing used a reconstructive level of therapy, and more participants who assess but 

do not interpret client singing selected “other” (see tables 22 and 23). 

  

Table 23 

 

Primary Level of Therapy Used By Participants Who Assess but Do Not Interpret Client Singing 

Primary Level of Therapy (n=108) n  % 

Eclectic 51 47.2 

Supportive 38 35.2 

Re-educative 10 9.3 

Reconstructive 1 0.9 

Other 8 7.4 

Note: Number of eligible responders (n=113) 

Table 22 

 

Primary Level of Therapy Used By Participants Who Assess and Interpret Client Singing 

Primary Level Of Therapy (n=215) n % 

Eclectic 106 49.3 

Supportive 74 34.4 

Re-educative 21 9.8 

Reconstructive 7 3.3 

Other 7 3.3 

Note: Number of eligible responders (n=219) 
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 Primary singing experiences used to assess clients. A comparison was made 

between participants who assess and interpret client singing and participants who assess 

but do not interpret client singing. This comparison was made based on the percentage of 

participants indicating their use of particular singing voice assessment experiences. It is 

assumed that participants followed the instruction to check all the singing voice 

assessment experiences that applied to their work with their primary population; 

however, it is possible that they did not. The vast majority of  participants used song 

singing as an assessment experience. A greater variety of singing voice assessment 

experiences was  reported by participants who indicated that they assess and interpret  

client singing (see Tables 24 and 25).    

 

Table 24 

 

Singing Experiences Used in Music Therapy Assessment by Participants who Assess and 

Interpret Client Singing 

Singing Voice Assessment Experience (n=208) n % 

Singing Songs 193 92.8 

Vocalizing 131 63.0 

Call and Response 137 65.9 

Creating Own Song or Music 133 63.9 

Song Improvisation 116 55.8 

Reproducing/Learning Melodies 86 41.4 

Chanting 51 24.5 

Referential Improvisation 36 17.3 

Mixed-media Improvisation 33 15.9 

Toning  27 13.0 

Therapeutic Voice Lessons 24 11.5 

Non-referential Improvisation 23 11.1 

Sight Singing 2 1.0 

Other 24 11.5 

Note: Number of eligible responders (n=219)  
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Research Question 4: What Specific Types of Clinical Interpretations Do Music 

Therapists Make based on Client Singing?   

  

 Two-hundred and nineteen participants indicated that they make interpretations 

about a client’s emotional, developmental, or psychological state based on that client’s 

singing. All but 17.4% of these participants indicated the singing voice parameters they 

use as a basis for interpretations about affect, personality characteristics, internal 

psychological processes, developmental stage, psychopathological state, or another 

interpretation not specified. The remaining 17.4% indicated that they assess and make 

interpretations based on client singing, but did not specify whether they use singing voice 

parameters as a basis for interpretations, and if so which ones.  

 One hundred and thirteen participants indicated that they assess but do not make 

interpretations about a client’s emotional, developmental, or psychological state based on 

that client’s singing; however, 47.6% of them answered additional questions where they 

Table 25 

 

Singing Experiences Used in Assessment by Participants Who Assess but Do Not Interpret Client 

Singing 

Singing Voice Assessment Experiences (n=81) n % 

Singing Songs 70 86.4 

Vocalizing 41 50.6 

Call and Response 34 42.0 

Creating Own Song or Music 36 44.4 

Song Improvisation 26 32.1 

Reproducing/Learning Melodies 31 38.3 

Chanting 11 13.6 

Referential Improvisation 5 6.2 

Mixed-media Improvisation 5 6.2 

Toning  7 8.6 

Therapeutic Voice Lessons 8 9.9 

Non-referential Improvisation 3 3.7 

Other 7 8.6 

Sight Singing 0 0.0 

Note: Number of eligible responders (n=113)   
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indicated singing voice parameters that form a basis for interpretations. Thus, almost half 

of those participants indicating that they assess but do not make interpretations about a 

client’s emotional, developmental, or psychological state based on client singing, later 

gave evidence that they do indeed make these kinds of interpretations. Table 26 includes 

a presentation of data on the number of participants who chose at least one singing voice 

parameter as a basis for particular interpretations whether they originally said they made 

clinical interpretations based on client singing, or not. Contrastingly, Table 27 includes a 

presentation of data on only those participants who indicated that they make clinical  

interpretations based on client singing, then also chose at least one singing voice 

parameter as a basis for particular clinical interpretations (see Tables 26 and 27).   

Table 26 

 

All Participants Indicating Use of At Least One Singing Voice Parameter as a Basis for Clinical 

Interpretations of Client Singing 

Interpretation Category (n=228) n % 

Affect 218 95.6 

Personality Characteristics 186 81.6 

Internal Psychological Processes 181 79.4 

Developmental Stage 176 77.2 

Psychopathological State 158 69.3 

Note: Includes participants answering yes or no to an earlier survey question asking whether they 

make clinical interpretations based on client singing.     

Table 27 

 Subgroup of Participants Indicating Use of At Least One Singing Voice parameter as a Basis for 

Clinical Interpretations of Client Singing  

Interpretation Category (n=181) n %  

Affect 175 96.7 

Personality Characteristics 155 85.6 

Internal Psychological Processes 146 80.7 

Developmental Stage 139 76.8 

Psychopathological State 125 69.1 

Note: Includes only those participants answering yes to an earlier survey question asking whether 

they make clinical interpretations based on client singing.     
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Research Question 5: What Associations Are Made between Particular Kinds of 

Singing Voice Parameters and Particular Kinds of Clinical Interpretations?  

 

Data set analyzed. Analyses of proportions of association and Wilson confidence 

limits are reported here. A conservative approach was taken to ensure that the only data 

included in the analyses were from participants meeting the following criteria: 1) 

participant first indicated making interpretations about the emotional, developmental, 

and/or psychological state of a client based on that client’s singing; and 2) participant 

also provided more detail on the specific singing voice parameters that form a basis for 

particular kinds of clinical interpretations.  

 Singing voice parameters associated with interpretations about affect. The 

highest percentage of participants indicated using breathing and breath-support as a basis  

for interpretations about clients’ affect states (73.5%). A majority of participants also 

indicated that they make interpretations about affect based on their observations of 

freedom versus tension observed in the voice and body of their clients (65.7%). The 

Wilson Upper Confidence Limit for breathing and breath-support and freedom versus 

tension were 79.4% and 72.3% respectively, suggesting there may be even more 

widespread use of these parameters as bases for interpretations about affect in the wider 

population of music therapists (see Table 28).  
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 Singing voice parameters associated with interpretations about personality 

characteristics. A little over half of participants indicated making interpretations about a 

client’s personality characteristics, based on the parameters of freedom versus tension 

(59.1%) breathing and breath-support (51.9%) or vocal tone quality (51.9%). Freedom 

versus tension was also the parameter that the highest percentage of participants used as a 

basis for interpretations about internal psychological processes and psychological 

processes (see Table 29). 

 

Table 28 

 

Singing Voice Parameters Associated with Interpretations Made about Clients’ Affect  

Vocal 

Parameter 

# of 

Participants 
% 

Asymptotic 

Standard 

Error 

Wilson 

Lower 

95% 

Confidence 

Limit 

Wilson Upper 

95% 

Confidence 

Limit 

Breathing 133 73.5 3.28 66.6 79.4 

Tension 119 65.7 3.53 58.6 72.3 

Vocal Tone 101 55.8 3.69 48.5 62.8 

Pitch Control 85 47.0 3.71 39.8 54.2 

Vocal Range 71 39.2 3.63 32.4 46.5 

Other 7 3.9 1.43 1.9 7.8 

Note: Number of eligible responders (n=181) 

Table 29 

 

Singing Voice Parameters Associated with Interpretations Made about Clients’ Personality 

Characteristics 

Vocal 

Parameter 

# of 

participants 
% 

Asymptotic 

Standard 

Error 

Wilson Lower 

95% 

Confidence 

Limit 

Wilson Upper 

95% 

Confidence 

Limit 

Tension 107 59.1 3.65 51.8 66.0 

Breathing 94 51.9 3.71 44.7 59.1 

Vocal Tone 94 51.9 3.71 44.7 59.1 

Vocal Range 57 31.5 3.45 25.2 38.6 

Pitch Control 51 28.2 3.34 22.1 35.1 

Other 10 5.5 1.70 3.0 9.9 

Note: Number of eligible responders (n=181) 
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 Singing voice parameters associated with interpretations about internal 

psychological processes. A majority of participants indicated making interpretations 

about a client’s internal psychological processes, based on freedom versus tension. A 

little more than half of the participants indicated making this interpretation based on 

breathing and breath-support, and nearly half indicated making interpretations about a 

client’s internal psychological processes, based on vocal tone quality. The Wilson 

confidence limits for all three types of these parameters overlapped, and this was the case 

more so, for confidence limits of tension and breathing. This suggests there may be a 

similar or equal focus on tension and breathing as the bases for interpretations about 

internal psychological processes in the wider population of music therapists making these 

interpretations (see Table 30).   

 

Table 30 

 

Singing Voice Parameters Associated with Interpretations Made about Clients’ Internal 

Psychological Processes 

Vocal 

Parameter 

# of 

participants 
% 

Asymptotic 

Standard 

Error 

Wilson 

Lower 

95% 

Confidence 

Limit 

Wilson Upper 

95% 

Confidence 

Limit 

Freedom 114 63.0 3.59 55.7 69.7 

Breathing 99 54.7 3.70 47.4 61.8 

Vocal Tone 80 44.2 3.69 37.2 51.5 

Vocal Range 54 29.8 3.40 23.6 36.9 

Pitch Control 46 25.4 3.24 19.6 32.2 

Other 11 6.1 1.78 3.4 10.6 

Note: number of eligible responders (n=181) 
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 Singing voice parameters associated with interpretations about clients’ 

developmental stage. Close to half of all participants answering this question indicated 

making interpretations about a client’s developmental stage based on vocal tone. Slightly 

fewer participants indicated making interpretations about developmental stage based on 

vocal range or breathing and breath-support. There were strong areas of overlap in the 

Wilson confidence limits for each of the parameters used to make interpretations about 

developmental state. This seems to suggest that a wider variety of singing voice  

parameters may be in use by similar percentages of music therapists, as bases for 

interpretations about developmental stage (see Table 31). 

 

 Singing voice parameters associated with interpretations about clients’ 

psychopathological state. A little over half of participants answering this question 

indicated making interpretations about a client’s psychopathological state based on 

freedom versus tension. Over a third of all participants indicated making interpretations 

about a client’s psychopathological stage based on one or more singing voice parameters. 

There were substantial overlaps in the Wilson lower and upper confidence limits of 

breathing and vocal tone suggesting there may be no real difference in the percentage of 

Table 31 

 

Singing Voice Parameters Associated with Interpretations Made about Clients’ developmental 

stage. 

Vocal 

Parameter 

# of 

Participants 
% 

Asymptotic 

Standard 

Error 

Wilson 

Lower 

95% 

Confidence 

Limit 

Wilson Upper 

95% 

Confidence 

Limit 

Vocal Tone 85 47.0 3.71 39.8 54.2 

Breathing 76 42.0 3.67 35.0 49.3 

Vocal Range 72 39.8 3.64 32.9 47.1 

Pitch Control 65 35.9 3.57 29.3 43.1 

Freedom 61 33.7 3.51 27.2 40.9 

Other 12 6.6 1.85 3.8 11.2 

Note: number of eligible responders (n=181) 
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participants who use one or the other type of parameter as a basis for interpretations 

about psychopathology. Yet the upper confidence limit of freedom versus tension was 

higher, suggesting that one can be 95% sure that freedom versus tension may be used as a 

basis for interpretations about psychopathological state, by a higher percentage of music 

therapists (see Table 32).    

 

Research Question 6a: Are There Associations between the Therapist’s Age, Gender, 

Primary Instrument, Level Of Music Therapy Education, Primary Clinical Population, 

Theoretical Orientation and/or Level of Therapy Used, and The Frequency of Singing 

Voice Assessment? 

 

 These analyses began with a multinomial proportional odds model which treated 

levels of the response variable as ordinal. A goodness-of-fit test for the model revealed an 

issue with this choice of statistic, because the proportional odds assumption did not fit the 

data. Thus a binary logistics model was used to perform logistic regressions where 

comparisons of groups could be meaningful.  

Three such analyses were performed: 1) comparing those who never do singing 

voice assessment to those who do singing voice assessment; 2) comparing those who do 

singing voice assessment initially only to those who do singing voice assessment initially 

Table 32 

 

Singing Voice Parameters Associated with Interpretations Made about Clients’ 

Psychopathological States  

Vocal 

Parameter 

# of 

Participants 
% 

Asymptotic 

Standard 

Error 

Wilson 

Lower 

95% 

Confidence 

Limit 

Wilson Upper 

95% 

Confidence 

Limit 

Freedom 91 50.3 3.72 43.1 57.5 

Breathing 74 40.9 3.65 34.0 48.2 

Vocal Tone 70 38.7 3.62 31.9 45.9 

Pitch Control 36 19.9 2.97 14.7 26.3 

Vocal Range 33 18.2 2.87 13.3 24.5 

Other 16 8.8 2.11 5.5 13.9 

Note: number of eligible responders (n=181) 
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and afterwards (periodically or regularly); and 3) comparing those who do singing voice 

assessment initially and periodically afterwards against those who singing voice 

assessment initially and regularly afterwards. Comparison #2 yielded no significant 

results for overall associations, and no further analyses were done. Comparison #3 was 

removed from the analysis because of concerns that participants may have varied in their 

understanding of differences between periodic and regular singing voice assessment.   

 Associations between explanatory variables and probability that participants 

never assess the singing voice.  The overall test for each explanatory variable revealed 

that the primary clinical population was significant for the frequency of singing voice 

assessment split (never versus ever assesses). Thus the primary clinical population the 

therapist worked with was significantly associated with the probability that a participant 

never assesses the singing voice. The overall test for each explanatory variable also 

revealed that theoretical orientation was significant for the frequency of singing voice 

assessment split (never versus ever assesses); however, theoretical orientation did not 

remain significant when Tukey-Kramer adjustments were done to control for false 

positives in pairwise comparisons. The results for the overall test for each explanatory 

variable are presented in Table 33.    

Table 33 

 

Results of Likelihood Ratio Chi-Square Test for Significant Overall Associations between 

Explanatory Variables and the Likelihood that Participants Never Assesses Singing. 

Explanatory Variable DF Wald Chi-Square Pr > ChiSq 

Population 4 14.7615 0.0052 

Theoretical Orientation 5 10.4174 0.0642 

Level Of Therapy Used 4 2.3334 0.6747 

Instrument 1 2.0271 0.1545 

Age 4 1.9123 0.7519 

Gender 1 1.0238 0.3116 

Degree 2 0.0725 0.9644 

Note: Significant associations are in bolded font.  
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 An analysis of the association between the significant explanatory variable 

“population” and the estimated probability that a participant ‘never’ assesses the singing 

voice revealed that the estimated probability was highest (25%) for participants working 

with mental health populations. The estimated probability was lowest (5.9%) and (6.8%) 

respectively for participants working with differing abilities/developmental/psycho-

educational and cognitive/physical acquired disability populations, (see Table 34).  

 

 Based on pairwise comparisons for significant associations (where unadjusted p-

values <.05are considered statistically-significant) participants who identify their clinical 

population served as mental health (versus cognitive/physical acquired disability), 

medical (versus differing abilities/developmental/psycho-educational), or “other” (versus 

differing abilities/developmental/psycho-educational) may be significantly more likely to 

never assess the singing voice   There is not enough evidence to confirm significance 

when Tukey-Kramer adjustments are applied. These comparisons may represent a clear 

difference between clinical populations or they may be false positives caused by multiple 

pairwise comparisons.  

 However, based on  pairwise comparisons with Tukey-Kramer adjustments 

participants who work in mental health are significantly more likely to do no singing 

Table 34 

 

The Estimated Probability that Participants Never Assess Client Singing according to Population   

Population 
Estimated 

Probability 

Wilson 

Lower 95% 

Confidence 

Limit 

Wilson 

Upper 95% 

Confidence 

Limit 

Cognitive/Physical Acquired Disability 0.06750 0.01880 0.2148 

Medical 0.1612 0.05656 0.3812 

Differing Abilities /Developmental /Psycho-educational 0.05916 0.01797 0.1777 

Mental Health 0.2497 0.1119 0.4680 

Other 0.1705 0.05652 0.4136 
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voice assessment when compared with participants who work with differing 

abilities/developmental/psycho-educational populations. This significant association 

represents a clear difference between clinical populations (see Table 35).    

 

Research Question 6b: Are There Associations between the Therapist’s Age, Gender, 

Primary Instrument, Level of Music Therapy Education, Primary Clinical Population, 

Theoretical Orientation and/or Level of Therapy Used, and the Singing Voice 

Parameters Assessed? 

  

 Associations between explanatory variables and singing voice parameters of 

breathing and breath support. The overall test for each explanatory variable revealed 

two significant overall associations: 1) between clinical population served and the 

likelihood that a participant assesses breathing and breath-support; and 2) between 

Table 35 

 

Pairwise Comparisons for Between Population Categories of Probability that Participant Never 

Assesses the Singing Voice 

 Tukey – Kramer Adjusted Results  

Comparison ᵃ  Odds Ratio Z Score P-Value| 
Adj P-

Level 

Adj 

Lower 

Odds 

Ratio 

Adj 

Upper 

Odds 

Ratio 

1→2 0.377 -1.60 0.1085 0.4943 0.072 1.980 

1→3 1.151 0.22 0.8276 0.9995 0.197 6.711 

1→4 0.217 -2.54 0.0110 0.0813 0.042 1.117 

1→5 0.352 -1.54 0.1226 0.5338 0.056 2.226 

2→3 3.056 2.17 0.0298 0.1900 0.752 12.421 

2→4 0.577 -1.21 0.2252 0.7440 0.168 1.986 

2→5 0.935 -0.12 0.9025 0.9999 0.209 4.185 

3→4 0.189 -3.42 0.0006 0.0057 0.050 0.714 

3→5 0.306 -2.08 0.0372 0.2273 0.065 1.443 

4→5 1.619 0.94 0.3468 0.8809 0.400 6.552 

Note: Significant p-levels are in bolded font. Significant pairwise comparisons based on 

unadjusted p-levels (95% confidence level) represent possible differences between populations. 

Significant pairwise comparisons based onTukey-Kramer adjusted p-levels (95% confidence 

level) represent clear differences between populations.     

 

ᵃ Clinical populations  (1=Cognitive/Physical Acquired Disability; 2=Medical; 3=Differing 

Abilities/Developmental/Psycho-educational; 4=Mental Health; 5=Other) 
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theoretical orientation used and the likelihood that a participant assesses breathing and 

breath-support. (See Table 36).   

 

 The estimated probability that any vocal parameters of breathing and breath 

support were assessed by participants was highest for those participants working with 

persons with cognitive/physical acquired disabilities, differing abilities/developmental/ 

psycho-educational, and medical populations; and lowest for those working with mental 

health populations (see Table 37). 

  

 The estimated probability that vocal parameters of breathing and breath support 

were assessed by participants was highest for those participants using a psychodynamic 

or existential/humanistic orientation, but well above 50% for each of the identified 

theoretical orientations in the list. This suggests that breathing and breath-support was 

Table 36 

 

Results of Likelihood Ratio Chi-Square Test for Significant Overall Associations between 

Explanatory Variables and the Likelihood that Participants Assess Breathing and Breath-Support  

Explanatory Variable DF Wald Chi-square P-value 

Age 4 2.6518 0.6177 

Gender 1 0.0176 0.8945 

Instrument 1 0.9907 0.3196 

Degree 2 0.6169 0.7346 

Population 4 13.9464 0.0075 

Theoretical Orientation 5 12.3772 0.0300 

Level of Therapy Used 4 1.9919 0.7373 

Table 37 

 

The Estimated Probability that Participants Assess Any Singing Voice Parameters of Breathing 

and Breath-Support according To Primary Clinical Population 

Primary Clinical Population Estimated 

Probability 

Lower 

95% CL 

Upper 

95% CL 

Cognitive/Physical Acquired Disability 0.8743 0.7064 0.9526 

Medical 0.7287 0.5116 0.8731 

Differing Abilities/Developmental/Psycho-educational 0.8603 0.7087 0.9397 

Mental Health 0.6254 0.4409 0.7795 

‘Other’ 0.7486 0.5241 0.8895 
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assessed by participants using the variety of theoretical orientations included in the 

survey (see Table 38).   

 Based on pairwise comparisons for significant associations (where Tukey-Kramer 

adjusted p-values <.05are considered statistically-significant) the probability of assessing 

at least one parameter of breathing/breath support is highest for participants working with 

cognitive/physical rehabilitation compared with participants working in mental health. It 

is also highest for participants working with differing abilities/developmental/psycho-

educational populations compared with persons working in mental health (see Table 39). 

  

Table 38 

 

The Estimated Probability that Participants Assess Any Singing Voice Parameters of Breathing 

and Breath-Support according to Theoretical Orientation  

Theoretical Orientation 
Estimated 

Probability 
Lower 95% CL Upper 95% CL 

Psychodynamic 0.9363 0.7409 0.9869 

Existential/Humanistic 0.8650 0.7295 0.9384 

Gestalt 0.7537 0.5416 0.8879 

Cognitive/Behavioral 0.6956 0.5082 0.8348 

‘Other’  0.7582 0.5468 0.8907 

Do not know 0.4965 0.1866 0.8091 
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Table 39 

 

Pairwise comparisons for significant associations between clinical population served and 

likelihood participant assess breathing and breath-support 

 Tukey – Kramer Adjusted Results 

Comparison ᵃ 
Odds 

Ratio 
Z Score P-Value 

Adjusted 

P-value 

Adjusted 

Lower 

95% 

CL 

Adjusted 

Upper 

95% 

CL 

1→2 2.590 1.79 0.0741 0.3816 0.606 11.074 

1→3 1.129 0.23 0.8213 0.9994 0.261 4.882 

1→4 4.165 2.74 0.0062 0.0490 1.004 17.280 

1→5 2.335 1.45 0.1466 0.5941 0.474 11.496 

2→3 0.436 -1.91 0.0557 0.3099 0.133 1.424 

2→4 1.608 1.15 0.2501 0.7797 0.521 4.965 

2→5 0.902 -0.21 0.8329 0.9996 0.237 3.429 

3→4 3.689 3.23 0.0013 0.0110 1.224 11.123 

3→5 2.069 1.52 0.1295 0.5518 0.559 7.650 

4→5 0.561 -1.27 0.2057 0.7125 0.161 1.952 

Note: Significant p-levels are in bolded font. Significant pairwise comparisons based on 

unadjusted p-levels (95% confidence level) represent possible differences between populations. 

Significant pairwise comparisons based onTukey-Kramer adjusted p-levels (95% confidence 

level) represent clear differences between populations.      

 

ᵃ Clinical populations  (1=Cognitive/Physical Acquired Disability; 2=Medical; 3=Differing 

Abilities/Developmental/Psycho-educational; 4=Mental Health; 5=Other) 
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 Associations between explanatory variables and singing voice parameters of 

freedom versus tension. The overall test for each explanatory variable revealed that there 

were significant associations between the theoretical orientation of the therapist and the 

likelihood that the therapist assesses freedom versus tension (see Table 40).   

  

 The estimated probability that any vocal parameters of freedom versus tension 

were assessed by participants was highest for those participants using a psychodynamic 

or existential/humanistic orientation and lowest for participants who did not know what 

their theoretical orientation was (See Table 41).    

 

Table 40 

 

Results of Likelihood Ratio Chi-Square Test for Significant Overall Associations between 

Explanatory Variables and the Likelihood that  Participants Assesses Freedom Versus Tension 

Explanatory variable DF Wald Chi-square P-value 

age 4 4.3729 0.3579 

gender 1 1.0472 0.3062 

instrument 1 0.0046 0.9458 

degree 2 0.8988 0.6380 

population 4 8.0115 0.0912 

Theoretical Orientation 5 13.9875 0.0157 

Level of Therapy  4 3.1869 0.5271 

Table 41 

 

The Estimated Probability that Participants Assess Any Singing Voice Parameters of Freedom 

versus Tension according to Theoretical Orientation  

Theoretical Orientation 
Estimated 

Probability 
Lower 95% CL Upper 95% CL 

Psychodynamic 0.9560 0.03973 0.7733 

Existential/Humanistic 0.8793 0.05236 0.7348 

Gestalt 0.7953 0.08779 0.5745 

Cognitive/Behavioral 0.6983 0.09903 0.4795 

‘Other’  0.7773 0.09399 0.5463 

Do not know 0.5950 0.1904 0.2379 
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 Based on pairwise comparisons for significant associations (where unadjusted p-

values <.05are considered statistically-significant) participants who identify their 

theoretical orientation as psychodynamic may be significantly more likely to assess 

freedom versus tension compared with participants who identify their theoretical 

orientation as cognitive/behavioral, who identify their theoretical orientation as “other” or 

who do not know what their theoretical orientation is. Also, participants who identify 

their theoretical orientation as existential/humanistic may be significantly more likely to 

assess freedom versus tension compared to participants who identify their theoretical 

orientation as ‘other.’ There is not enough evidence to confirm significance when Tukey-

Kramer adjustments are applied. These comparisons may represent a clear difference 

between theoretical orientations or they may be false positives caused by multiple 

pairwise comparisons.  

 However, based on pairwise comparisons for significant associations (where 

Tukey-Kramer adjusted p-values <.05 are considered statistically significant), 

participants who identify their theoretical orientation as existential/humanistic are 

significantly more likely than participants who identify their theoretical orientation as 

cognitive/behavioral, to assess freedom versus tension. This significant association 

represents a clear difference between theoretical orientations (see Table 42).  

  



  

 82 

  

 

Table 42 

 

Pairwise Comparisons for Significant Associations between Theoretical Orientation and the 

Likelihood Participants Assess Freedom Versus Tension 

 Tukey-Kramer Adjusted Results 

Comparison ᵃ  
Odds 

Ratio 
Z Score P-Value 

Adjusted 

P-value 

Adjusted 

Lower 

95% CL 

Adjusted 

Upper 

95% CL 

1→2 2.983 1.19 0.2358 0.8440 0.216 41.284 

1→3 5.592 1.85 0.0640 0.4322 0.396 79.044 

1→4 9.388 2.49 0.0128 0.1275 0.722 122.039 

1→5 6.227 1.93 0.0532 0.3815 0.420 92.249 

1→6 14.790 2.44 0.0148 0.1435 0.634 345.102 

2→3 1.874 1.33 0.1843 0.7697 0.487 7.220 

2→4 3.147 2.86 0.0043 0.0491 1.003 9.877 

2→5 2.087 1.51 0.1318 0.6599 0.519 8.394 

2→6 4.958 2.07 0.0387 0.3046 0.545 45.058 

3→4 1.679 1.28 0.2000 0.7953 0.531 5.312 

3→5 1.114 0.22 0.8284 0.9999 0.271 4.579 

3→6 2.645 1.29 0.1970 0.7907 0.309 22.672 

4→5 0.663 -0.97 0.3333 0.9282 0.198 2.222 

4→6 1.576 0.62 0.5327 0.9893 0.198 12.566 

5→6 2.375 1.11 0.2668 0.8773 0.258 21.871 

Note: Significant p-levels are in bolded font. Significant pairwise comparisons based on 

unadjusted p-levels (95% confidence level) represent possible differences between theoretical 

orientations. Significant pairwise comparisons based onTukey-Kramer adjusted p-levels (95% 

confidence level) represent clear differences between theoretical orientations.   

  

ᵃ Theoretical orientations (1=Psychodynamic; 2= Existential/Humanistic; 3=Gestalt; 

4=Cognitive/Behavioral; 5=other; 6=Does Not Know) 
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 Associations between explanatory variables and singing voice parameters of  

 pitch control. The overall test for each explanatory variable revealed that there were 

significant associations between the theoretical orientation of the therapist and the 

likelihood that the therapist assesses pitch control (see Table 43).  

 

 The estimated probability that any vocal parameters of pitch control were 

assessed by participants was highest for those participants using a psychodynamic 

orientation and lowest for participants who did not know what their theoretical 

orientation was (See Table 44).  

 

Table 43 

 

Results of Likelihood Ratio Chi-Square Test for Significant Overall Associations Between 

Explanatory Variables and the Likelihood That Participants Assess Pitch Control 

Explanatory Variable DF Wald Chi-square P-value 

Age 4 6.2367 0.1822 

Gender 1 0.6224 0.4302 

Instrument 1 0.0283 0.8663 

Degree 2 0.8486 0.6542 

Population 4 7.0479 0.1334 

Theoretical Orientation 5 12.7184 0.0262 

Level of Therapy Used 4 1.6443 0.8008 

Table 44 

 

The Estimated Probability That Participants Assess Any Singing Voice Parameters of Pitch 

Control according to Theoretical Orientation 

Theoretical Orientation 
Estimated 

Probability 

Standard 

Error 

Lower 

95% CL 

Upper 

95% CL 

Psychodynamic 0.8335 0.09151 0.5789 0.9480 

Existential/Humanistic 0.7321 0.07461 0.5646 0.8521 

Gestalt 0.7169 0.09125 0.5120 0.8594 

Cognitive/Behavioral 0.6083 0.09033 0.4249 0.7655 

Other 0.6006 0.1062 0.3870 0.7817 

Does not know 0.1920 0.1341 0.04180 0.5640 
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 Based on pairwise comparisons for significant associations (where unadjusted p-

values <.05are considered statistically-significant) participants who identify their 

theoretical orientation as existential/humanistic, gestalt, cognitive behavioral, or other 

may be significantly more likely to assess pitch control compared with participants who 

do not know what their theoretical orientation is (see Table 45). There is not enough 

evidence to confirm significance when Tukey-Kramer adjustments are applied. These 

comparisons may represent a clear difference between theoretical orientations or they 

may be false positives caused by multiple pairwise comparisons.  

 Based on pairwise comparisons for significant associations (where Tukey-Kramer 

adjusted p-values <.05are considered statistically-significant) participants who identify 

their theoretical orientation as psychodynamic are significantly more likely to observe 

one or more pitch control parameters than participants who do not know what their 

orientation is. This significant association represents a clear difference between 

theoretical orientations despite the small number of participants using a psychodynamic 

orientation. However, because the sample size is so small, it is impossible to precisely 

estimate what the odds are that psychodynamically-oriented music therapists assess pitch 

control more than therapists who do not know what their theoretical orientation is (see 

Table 45).  
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.   

Table 45 

 

Pairwise Comparisons for Significant Associations between Theoretical Orientation and 

Likelihood Participant Assess Pitch Control 

 Tukey-Kramer Adjusted Results 

Comparisons ᵃ 
Odds 

Ratio 
Z Score P-Value 

Adjusted 

P-value 

Adjusted 

Lower 95% 

CL 

Adjusted 

Upper 95% 

CL 

1→2 1.832  0.92  0.3565  0.9410  0.282  11.899  

1→3 1.977  0.99  0.3214  0.9208  0.279  14.027  

1→4 3.224  1.80  0.0713  0.4634  0.507  20.506  

1→5 3.330  1.72  0.0847  0.5158  0.456  24.323  

1→6 21.078  2.96  0.0030  0.0359  1.125  395.042  

2→3 1.079  0.18  0.8552  1.0000  0.327  3.558  

2→4 1.760  1.63  0.1021  0.5753  0.657  4.716  

2→5 1.818  1.42  0.1561  0.7159  0.547  6.039  

2→6 11.506  2.78  0.0054  0.0604  0.942  140.545  

3→4 1.631  1.26  0.2059  0.8042  0.542  4.907  

3→5 1.684  1.13  0.2589  0.8695  0.452  6.277  

3→6 10.660  2.70  0.0070  0.0759  0.874  129.979  

4→5 1.033  0.08  0.9351  1.0000  0.335  3.183  

4→6 6.537  2.18  0.0291  0.2457  0.563  75.832  

5→6 6.330  2.06  0.0391  0.3068  0.495  80.962  

Note: Significant p-levels are in bolded font. Significant pairwise comparisons based on 

unadjusted p levels (95% confidence level) represent possible differences between theoretical 

orientations. Significant pairwise comparisons based onTukey-Kramer adjusted p-levels (95% 

confidence level) represent clear differences between theoretical orientations. Movement left to 

right from one theoretical orientation to the next increases the likelihood that a participant falls 

into the group that assesses at least one parameter of pitch control 

 

ᵃ Theoretical orientations (1=Psychodynamic; 2= Existential/Humanistic; 3=Gestalt; 

4=Cognitive/Behavioral; 5=other; 6=Does Not Know) 
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Research Question 6c: Are There Associations between the Therapist’s Age, Gender, 

Primary Instrument, Level of Music Therapy Education, Primary Clinical Population, 

Theoretical Orientation and/or Level of Therapy Used, and the Type of Interpretation 

Made? If So, What Are the Associations?  

 There was some question how to proceed with this analysis. The decision was 

made to minimize the potential for false positives that could have been generated if an 

analysis of every type of singing voice parameter used as a basis for clinical 

interpretations was performed. Instead, an abbreviated analysis was performed to 

investigate of associations between explanatory variables and participants’ use of clinical 

interpretations in singing voice assessment (interpretations about affect, personality 

characteristics, internal psychological processes, developmental stage, and 

psychopathological stage). This more conservative analysis yielded no significant 

associations.    
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Summary Tables 

 

 

 

 

Table 46 

 

Significant Associations between Explanatory Variables and Participants’ Likelihood to 

‘Never’ Versus ‘Ever’ Assess Client Singing 

Explanatory 

Variable 
Nature of Significant Association 

Clinical 

Population 

Working with mental health population instead of differing 

abilities/developmental/psycho-educational population increases the 

likelihood  that participant ‘never’ assesses the singing voice 

Table 47 

 

Significant Associations between Explanatory Variables and the Likelihood that 

Participants Assess Particular Singing Voice Parameters 

Explanatory 

Variable 
Nature of Significant Association 

Clinical 

Population 

Working with cognitive/acquired physical disabilities or differing 

abilities/developmental/psycho-educational populations versus mental 

health populations significantly increases the likelihood that participant 

assesses ‘breathing and breath-support’ 

Theoretical 

Orientation 

Working within an existential/humanistic orientation versus a 

cognitive/behavioral orientation significantly increases the likelihood that 

participant assesses ‘freedom versus tension.’ 

Theoretical 

Orientation 

Working within a psychodynamic orientation versus not knowing what 

one’s theoretical orientation is significantly increases the likelihood that 

participant assesses ‘pitch control.’ 
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CHAPTER 5 

DISCUSSION AND CONCLUSIONS 

The purpose of this study was to investigate North American professional music 

therapists’ perceptions and use of singing voice assessment. The researcher designed an 

online survey to gather working music therapists’ perceptions about the frequency 

(regularity) with which they use singing voice assessment with clients, the singing voice 

parameters they assess and the clinical interpretations they make. Participants’ 

demographic information was gathered and analyzed according to their responses. Three 

hundred and thirty-five North American music therapists with a music therapist-

accredited (MTA) or music therapist-board-certified (MT-BC) designation participated in 

the study, for an overall response rate of 13.9%. Results were analyzed using frequencies, 

proportions indicating association with Wilson Confidence Limits, Logistic Regression 

Models, Firth’s Estimation, Tukey-Kramer adjusted-p levels and 95% confidence limits. 

Results indicated that a majority of participants assessed client singing at the beginning 

of therapy and periodically or regularly afterwards, paying attention to singing voice 

parameters of breathing and breath-support, freedom versus tension, vocal range, vocal 

tone quality, and/or pitch control. Results also indicated that a majority of participants 

used one or more of these parameters as a basis for interpretations about affect, 

personality characteristics, internal psychological processes, developmental stage, and/or 

psychopathological states. There were statistically significant associations between 

therapists’ primary clinical population and frequency of singing voice assessment 
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performed; therapists’ primary clinical population and singing voice parameters assessed; 

and therapists’ primary theoretical orientation and singing voice parameters assessed.    

Response Rate 

 

A wide variety of participants was sought, and a small percentage responded 

(15.5%). The response rates of other surveys found were higher than the response rate of 

the present study, varying between 18.4% and 56%. In each case, the researcher(s) 

contacted a smaller, more focused pool of therapists working with particular 

populations/in particular contexts. This was not the case in this present study, as the 

purpose of this study was to investigate the perceptions and use of singing voice 

assessment by a wide variety of therapists working in different populations and contexts. 

It is possible that the response rate was low in part because the original population was so 

large and varied. 

There are other reasons why the response rate for this study may have been low. 

Persons may have chosen not to participate if they were music therapists not working as 

music therapists, or if the topic of the survey did not fit with their experience, expertise, 

or clinical approach. These were the reasons for non-participation included in emailed 

replies to the researcher’s invitation to participate. Additionally, participants may have 

thought they did not have the experience or expertise to participate when they actually 

did. Some may have been intimidated if they viewed this as a study on ‘singing voice 

assessment.’   

Technical issues with email addresses and spam filters prevented some persons 

from receiving the invitation. Response rate may have been affected by the timing of the 

survey (in summer); and some individuals in Canada may have chosen not to respond 
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because the survey was in only one of Canada’s two official languages (English, not 

French).     

The survey itself was long, and some individuals may have chosen not to 

complete it. However, participants were told they could complete the survey in as many 

sittings as desired, and it was expected that it would take no more than 20-30 minutes to 

complete the survey. It was also a complicated and detailed survey, which was 

considered necessary to obtain the desired information.  

This was an exploratory study—the first survey of its kind—with the potential to 

yield diverse findings regarding application of singing voice assessment in a variety of 

contexts. Yet the diversity of perspectives sought may not have been clearly 

communicated in the invitation. In retrospect, it is possible that the title of the study itself 

(music therapists’ perspectives on the assessment and clinical interpretation of clients’ 

vocal parameters) limited the numbers of persons choosing to participate, as some may 

have had the impression that this was a psychotherapy study focused on the 

psychological interpretation of singing voice parameters. It is also possible that the term 

‘vocal parameters’ was foreign to some persons, and this may have limited the number of 

persons choosing to participate.  

Participant Characteristics 

Gender, Age and Country of Music Therapy Work 

The vast majority of participants in the study were female. Results for gender 

were expected and are consistent with recent survey and membership studies (AMTA, 

2012; Groen, 2007; Silverman, 2007; Silverman, 2012). The majority of participants in 

the study were in the 30-59 yr. range. Results for age were not unexpected due to the 
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nature of the topic and a minimum of a master’s degree (music therapy or not music 

therapy) used as an inclusion criterion for United States participants. New undergraduate 

or master’s level therapists may have chosen to participate in this study if they had a 

particular interest in assessment, singing, or singing voice assessment, but they may have 

skipped this study if they were in the beginning stages of their careers, working to build a 

client base, and solidifying their entry-level skills. It is possible that the majority of 

participants in this study were persons who were more established and experienced. They 

may have felt ready to delve more deeply into specialized topics, to integrate them into 

their work and to share their own expertise on this topic.  

 Highest Level of Education 

Canadian respondents were not required to have a master’s degree or above to 

participate in the study and the majority held a bachelor’s degree in music therapy. This 

was a more realistic standard for Canadians participating in the study, because there are 

few music therapy masters’ programs and no music therapy doctoral programs currently 

in Canada. There is a prevailing view among some too, that there are differences in the 

national context in Canada – in areas of training, practice, and research (Terra Merrill, 

personal communication, April 3, 2013). This researcher and Merrill have both studied 

and worked in both the United States and Canada and share this view.  

Results for level of music therapy education must be interpreted with caution 

however, because the sample size of Canadians was so small, and because there was only 

a small percentage of music therapists working in either country who responded to the 

survey. One cannot assume that the participants are representative of all music therapists 

in these countries. It is unlikely that they are. Additionally, it is important to remember 



  

 92 

that no participants in the present study were required to have a master’s degree in music 

therapy. United States participants had to have a master’s degree or higher, but it did not 

matter if this master’s degree or higher was in music therapy or another field. In fact, 

only just over half of participants in the study had a master’s degree in music therapy.  

Advanced Training 

Participants were asked to list any advanced music therapy institute trainings in 

which they had participated (or completed) where there was at least some focus on 

understanding a client through the client's singing and/or singing voice production. The 

wide range of responses given suggests that participants varied in their understanding of 

the question as it was written. It may also suggest that participants vary in their 

understanding of advanced training. Included in participants’ responses were trainings 

that varied greatly in length, focus, breadth, and depth.    

Advanced training [involves the] learning of a comprehensive approach to, 

or model of, music therapy intended for broad and in-depth clinical 

application. The training occurs over an extended period of time; includes 

both didactic instruction and extensive, supervised clinical application; and 

results in the acquisition of a number of advanced competencies. (AMTA, 

Glossary section, para. 2) 

 

Some participants recognized that their examples of training experiences were not 

advanced training experiences, however, it is not known if others also recognized this, as 

some participants cited conference presentations, workshops, trainings, and course 

modules as examples of advanced institute trainings. There is no way that these trainings 

alone could have provided the depth and breadth of content, practice, and integration of 

knowledge and skills necessary to meet the standards of an advanced training (as defined 

above). It would have been helpful to have included the AMTA definition in the question 

on advanced training, and to provide an option to comment on trainings that did not meet 
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this definition if the participant also felt he or she provided specialized knowledge, skills, 

or experience. It may also be important to consider that participants’ answers may have 

reflected the state of the field with regard to clinical singing voice training. There are few 

voice-centered advanced music therapy trainings so the only choice for many participants 

(and other music therapists not participating in this study) may be continuing education 

experiences that vary greatly in breadth and depth. As earlier stated, many may assess the 

singing voice (and vocalizations) without having specialized training in voice-centered 

clinical assessment.  

Primary Instrument and Primary Style of Singing  

 

Participants provided information on their primary instrument and their primary 

style of singing; however, there may be hidden diversity in their answers. This is because 

some participants indicated that they choose their primary instrument/style of singing 

based on client needs and preferences, and others did not. So it is unclear if these 

instruments/styles are also the ones the participants feel most competent and comfortable 

using.   

In her (1994) assessment study, Loewy pointed out that a music therapist’s 

primary instrument (voice or other) influences what they notice about the client in the 

session (specifically the client’s or therapist’s work with this same instrument).     

In the current study, a majority of participants indicated that they assess and 

make interpretations based on the singing voice, when the majority of them also indicated 

that an instrument other than voice is their primary instrument. This appears to stand in 

contradiction to Loewy’s study (1994) where some participants ignored an instrument 

that was not their primary instrument. However, the circumstances of Loewy’s study 
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were different from the circumstances of this study. Participants in this study indicated 

what their primary instruments and primary styles of singing were, but there may have 

been some hidden diversity in the amount of expertise they have in these instruments 

(including voice), and how much their method of music therapy involves these 

instruments (including voice). In addition, participants in Loewy’s study were music 

therapy experts offering their own unique perspective on an assessment session already 

conducted by Loewy. They may have been more likely to share what was unique about 

their way of assessing – offering an in-depth report based on their unique expertise, the 

instrument(s) they use, their training , theoretical orientation, and preferred method. 

Furthermore, it is possible that participants in the present study assess clients in a context 

where they are limited to a type of assessment that does not fit with their expertise and 

training, their primary instrument singing style, theoretical orientation or preferred 

method. Additionally, participants in this study provided information on their 

demographics, clinical context, frequency of assessment, singing voice parameters foci, 

and clinical interpretations made, but this kind of information leaves many questions 

unanswered about the unique ways that these different participants  use their own unique 

qualities and capabilities to meet their clients in the ‘lived’ process of singing voice 

assessment.   

Research Questions 

Research question 1: What is the frequency of singing voice assessment provided by 

professional music therapists?     

 

 Most participants answering this question indicated assessing client singing as an 

ongoing part of a music therapy process: either initially and regularly throughout the 

music therapy process or initially and periodically afterwards (to assess client change or 
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evaluate the effectiveness of therapy). Close to half of the participants answering this 

question indicated using singing voice assessment regularly throughout the therapy 

process. There may have been some hidden diversity in their answers, because the term 

‘regular’ was not operationally defined in survey. Periodic assessment was defined more 

precisely as “periodically to assess client change or evaluate effectiveness of therapy”   

Periodic assessment may be seen as a more formalized (Bruscia, 1987), structured 

process, more likely to be quantitative (Meadows, Wheeler, Shultis, & Polen, 2005), and 

more likely applied with clients in contexts where periodic assessments are required. Yet 

it is wholly possible that participants assess in ways similar to this but on a regular basis 

– even every session. This may be due to their training, their clinical orientation, their 

method, the needs of their population, or their work context. Regular assessment may be 

a less formalized (Bruscia, 1987), more unstructured process, more likely qualitative in 

nature, (Meadows, Wheeler, Shultis, & Polen, 2005), “more integrated into the usual 

therapy procedures” (Bruscia, 1987, P. 521), representing a way of working that is more 

process-directed. Regular assessment may be conceived as an assessment stance 

throughout the therapy process, one that prepares the therapist to respond to moment-to-

moment shifts in the client, therapist, relationships, music, and process as they arise – a 

kind of “moment to moment reflexivity” (Ghetti, 2012, p. 28). This approach may be 

popular in depth psychotherapy contexts and other contexts where needs of a client shift 

moment to moment, yet it is evident that therapists may apply this approach in any setting 

even if they need to provide evidence of periodic assessment. It is also possible that some 

participants may have chosen ‘regular’ assessment if they recognized that they assess 

their clients over time without a typical schedule or structure. 



  

 96 

 A few participants answering this question indicated that they assess the singing 

voice only at the beginning of therapy. They may do this because they cannot assess the 

singing voice in detail or are barred from doing so for a variety of reasons; including their 

clients’ length of participation in therapy, or the limitations of the work-setting. They 

may do an initial assessment only because they believe subsequent ‘assessments’ are 

evaluations.  

 Very few participants answering this question indicated that they never assess 

their clients’ singing voices. Yet an additional 41 participants left the question blank. 

Therefore, it is possible that up to one third of participants do not assess the singing 

voice. Participants who do not assess the singing voice may grapple with some of the 

same issues that may have arisen for participants assessing the singing voice initially only 

(e.g., difficulty assessing the voice in detail, clients’ length of participation in music 

therapy, or limitations of the setting). They may also use different methods, different 

musical media, or non-musical assessments from other disciplines. Furthermore, some of 

these participants may not have fully grasped the possibility that this study sought their 

input on a range of non-speech vocalizations, not just parameters in traditional singing. It 

is possible there were mixed messages given to participants. The letter of invitation stated 

this was a study of singing voice assessment, but asked for their input on vocal 

parameters. Respondents were only included in the analysis if their clients “sang” as part 

of therapy. Twenty-nine respondents stated their clients did not sing as part of their 

therapy. It is possible these respondents (and more of those who did not respond) may 

have stated that their clients do sing, if the invitation and survey made it explicit that that 

this was a study of singing voice assessment where the focus was on parameters and 
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interpretations of clients’ singing and non-verbal vocalizations. It is possible that more 

participants working with lower functioning clients may have participated if this was the 

case. Perhaps a wider population of music therapists pay attention to client vocalizations, 

but do not use singing. Vocalizations may even provide more direct information about 

clients than structured singing.   

 In summary, most participants used singing voice assessment in their practice, 

and this may mean that they value what one can learn from a client’s singing. This study 

explored their frequency of singing voice assessment, but as earlier stated, did not deal 

with the dynamic process of singing voice assessment. Furthermore, it was impossible to 

explore the nuances between periodic and regular assessment because the lack of clarity 

in the survey was a confounding variable.   

Research Question 2: What Singing Voice Parameters are Assessed in this Process? 

 

 Main categories of singing voice parameters assessed by participants. The 

majority of participants in the study indicated assessing the main categories of singing 

voice parameters included in the survey. These were (in order of frequency) freedom 

versus tension, breathing and breath-support, vocal range, quality of vocal tone, and pitch 

control. 

 Categories of singing voice parameters used for the study were based on those 

found in the music therapy literature and also input from a vocal pedagogy expert and 

music therapy expert. They were based on the music therapy literature only because it 

was important to identify which vocal parameters music therapists paid attention to in 

their work with clients who may or may not be trained singers. It was important to 

identify those vocal parameters that were clinically significant in these persons, not vocal 
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parameters that are significant when judging the purely musical character of a singing 

voice. As might be expected, results of this study show some consistency between the 

music therapy literature and actual practice.  

 There were lists of more detailed singing voice parameters included in each 

category to gather additional detail on the specific aspects of freedom versus tension, 

breathing and breath-support, vocal range, vocal tone quality, and pitch control which 

participants assessed. The researcher asked participants to indicate all of the parameters 

that applied when they assessed client singing. Yet participants may have skipped 

parameters because of respondent fatigue, because they ended their participation, or 

because they do not examine singing voice parameters while conducting this type of 

assessment. They may also have skipped parameters if they assess vocalizations and did 

not see vocalizations as a kind of singing. Detailed singing voice parameters are 

discussed below.  

 Freedom vs. tension. It is not surprising that almost all of the participants in this 

study indicated assessing vocal freedom versus tension. Freedom and tension have 

physical, cognitive, and emotional layers and manifest themselves in the body and voice 

(e.g., Austin, 2002; Tyson, 1982); and physical, cognitive, and/or emotional tension 

affects most of the clients that music therapists see (C. Dileo, personal communication, 

June, 2010). Inordinate tension restricts breathing, and breathing carries the voice (e.g., 

Austin, 2001; Bradt, 2006; Tyson, 1982; Wells, 1988), so it is surprising that less than 

half of the sample of participants observed freedom or tension of the muscles of the 

respiratory system. Tension affects posture, and posture affects breathing and voice 

production, so it is not unexpected that a majority of participants indicated that they 
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assess posture. Inordinate tension affects the quality of breath support, the freedom to use 

one’s voice, and the ability to make the voice resonate, so it is not surprising that the 

number one sign of freedom and tension assessed by participants was the quality of 

constriction or flow, fullness or thinness of the vocal sound. It is surprising that fewer 

participants observed the jaw, preferring to focus instead on the face and mouth. Tension 

in the jaw may not be as much of a focus in a clinical milieu as it would be in the midst of 

a voice lesson. This may explain why more participants indicated that they observe their 

clients facial expressions and visual signs of tension in the face and mouth.   

 Breathing and breath-support. Volume was the number one singing voice 

assessment parameter observed in the breathing and breath-support category. Vocal 

strength was number two. Volume and strength are good indicators of breathing and 

breath-support, because one cannot produce or maintain sufficient volume without 

sufficient breath support, strength, and the drive to communicate. Furthermore, there 

were similarities between these two parameters because the concept of volume was 

included in the operational definition provided to explain what was meant by the impact 

of breath-support on vocal strength.  

 Assessment of breathing and breath support can be relevant to a wide variety of 

clients with no vocal training, because it is associated with physical and non-physical 

aspects of the self. Breathing and breath-support was the only category where all 

parameters were chosen by a majority of participants. Thus the sound supported by the 

breath, and the production of breath were identified as important factors in singing voice 

assessment. Perhaps this is because breathing is essential to life and singing (Tyson, 

1982). Healthy newborn babies breathe and voice with freedom, depth and volume. It is 
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only later in life that individuals learn to restrict and limit their breathing and sound 

(Moses, 1954; Oddy, 2001).   

 Vocal range. The size of the vocal range was of interest to most participants 

during singing assessment. Fewer focused on registers favored or avoided. The size of the 

vocal range may be of interest with a wider variety of clinical populations. Music 

therapists have attempted to understand the functional, developmental, emotional, and 

psychological relevance of the size of a client’s singing voice range. Studies have been 

conducted to identify associations between the size of a client’s vocal range and “age, 

sex, IQ, race, diagnosis, adaptive behavior level, language level, [and] articulation 

proficiency” (Dileo, 1976, p. 18). Clinicians have also discussed the relationship between 

vocal range and communication (Grant, 1995).  

Connections have been made between the size of vocal range and vocal tension, 

and voice psychotherapists have explored the symbolic meanings of both limited and 

expansive vocal ranges (e.g., Austin, 1999). In contrast, the literature referring to singing 

registers favored or avoided is more limited to sources dealing with psychological areas, 

though this has been a focus in Austin’s clinical writings (e.g., Austin, 1999). Even the 

wording of these detailed singing voice parameters “size of a client’s vocal range” and 

“registers favored or avoided” suggest different clinical contexts. One focuses on 

concrete observable data and the other focuses on concrete and implicit data.   

One area that fewer participants assessed was the parameter dealing with 

transitions between registers. Register breaks occur quite naturally, often unintentionally 

(Henrich, 2006), yet their impact may be minimized through vocal training. Thus, it may 

be harder to separate out clinical, structural, and pedagogical meanings associated with a 
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parameter like register transitions, and this may be one reason why fewer participants 

took note of this parameter.   

 Vocal tone quality. No strong majority of participants chose any of the detailed 

singing voice parameters dealing with aspects of vocal tone quality, yet just over half did 

pay attention to the clarity, breathiness, or smoothness/roughness of a tone. These 

qualities seem to deal with the overall integrity of a tone – how clear it is, how diffuse or 

solid it is, and how smooth or disrupted it is. Most of the other detailed singing voice 

parameters in this category have more to do with  nuances of the tone and its delivery: 

how it sounds in different registers, how light or heavy it is, how penetrating it is, its 

warmth or coldness, ‘woofiness’ or ‘ringing quality,’ or the amount of nasality or vibrato 

in the voice. These may have been chosen by fewer participants because some of these 

parameters may be a function of vocal training or vocal talent, and others may have been 

viewed as subjective or tertiary. Yet, some of these parameters may be signs of states of 

freedom or tension in the body.    

  Pitch control. The majority of participants who assess pitch control indicated that 

they observe pitch accuracy within a key or on a single note. Few indicated that they 

assess pitch accuracy in a scale. When a client sings in a key or on a scale, staying in tune 

requires not only control of the voice, but also an awareness of one pitch relevant to 

another. When a client sings on a single note, the task is managing vocal production so 

the tone remains in tune. One may see the symbolic meanings of pitch control or lack 

thereof in the context of singing songs, where breathing deeply and connecting with a 

song may have more of an effect on the client. Furthermore one may learn a variety of 
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things from a client’s pitch control on one tone, as tension and breathing can influence 

intonation.  

 It is possible that more participants indicated assessing pitch accuracy within a 

key (instead of a scale) because more participants use songs, because songs provide a 

familiar context for a client to find their pitch within or because scales are used less often 

in music therapy singing voice assessment. It is also possible that fewer participants felt 

pitch accuracy in a scale was as relevant in a clinical setting, yet symbolism around a 

client’s adherence or lack of adherence to a scale has been emphasized by Bruscia 

(1987).    

 From the results of this study, it was evident that participants’ focus on major 

categories of singing voice parameters but may vary in the detailed singing voice 

parameters they observe. A majority of participants indicated that they assess breathing 

and breath-support, freedom versus tension, vocal range, vocal tone quality, and pitch 

control parameter categories; however, fewer participants indicated that they assess more 

detailed singing voice parameters. Some participants indicated that they do not reach this 

level of specificity in their use of singing voice assessment. For some, it may be enough 

of a perceived breakthrough if a client just sings.   

 Furthermore, some participants indicated that they focus more on the meaning and 

significance of the client’s vocal presentation and less on technical aspects of voice. 

Others focused on very detailed singing voice parameters. In Loewy’s (1994) 

dissertation, participants varied in the way that they “substantiate[d] their observations” 

(Loewy, 1994, p. 122); while some relied on “concrete observations [others relied on] 

intuition …a lingering feeling, not so much what they could recall, but what they had 
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intuited” (Loewy, p. 122). There are some music therapy assessment tools in the literature 

that ask for concrete observations about a client’s voice (e.g., Boxhill, 1985; Layman, 

Hussey, and Nordoff & Robbins, 2007); whereas other tools ask for descriptions of 

subjective impressions heard in the voice (e.g., Boone, 1985). Some assessment methods 

and tools gather concrete observations and subjective impressions, using both as material 

in the assessment (e.g., Austin, 2004; Bruscia, 1987).   

Research Question 3: Do Music Therapists Make Emotional, Developmental, or 

Psychological Interpretations based on Client Singing?  

 

 A majority of participants indicated that they make interpretations about a client’s 

emotional, developmental, or psychological state based on the client’s singing. Most of 

those participants also indicated the specific types of singing parameters that they use as a 

basis for interpretations about a client’s affect, personality characteristics, internal 

psychological processes, developmental stage, or psychopathological state. The 

percentage of participants selecting particular singing voice parameters varied, and 

substantially fewer participants chose “other.” 

  Some singing voice parameters were used by a majority of participants. Yet other 

parameters were chosen by few participants and there may be several reasons for this. 

Some singing voice parameters and interpretations may be more relevant in particular 

clinical contexts. Some music therapists may use something other than singing voice 

parameters as a basis for interpretations (e.g., their own impressions/countertransference); 

and others may not use the types of singing voice parameters listed in this study, and may 

struggle to identify the ones that they use. It is possible that this study only skims the 

surface of the types of information – concrete or implicit (regarding dynamics of the 

client/therapist/music/relationship) which work together to form the basis for 
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interpretations. It is also unclear why a small number of participants who indicated 

making interpretations later left questions blank where they were asked to indicate any 

singing voice parameters used as a basis for particular clinical interpretations. Fewer 

participants answered this more detailed set of questions on interpretation, so it is 

possible that some of those indicating their use of interpretation earlier in the survey 

dropped out of the study without answering this more detailed section. Furthermore, 

some participants may have found the list of interpretations given not applicable to their 

work. Some participants made comments to this effect, but others may have felt the same 

way and not commented. Finally, it is possible that participants vary in their 

understanding of interpretation and the factors used as a basis for it; some may have been 

unsure how to answer these questions.  

 A smaller number of participants indicated that they do not make interpretations 

about a client’s emotional, developmental, or psychological state based on the client’s 

singing; yet, when faced with more detailed questions on the vocal parameters used as a 

basis for particular interpretations – they did provide answers. It is unclear why these 

participants provided conflicting answers to questions about interpretation. Some 

participants may have realized that they do indeed interpret when they saw examples of 

interpretations and the kinds of singing voice parameters on which they are based. Yet 

the inconsistency in answers may point to a lack of clarity or attention when answering 

this portion of the survey. Perhaps it also points to a lack of clarity about the use of 

singing voice parameters as a basis for clinical interpretations. It is important to recognize 

that some participants said they did not interpret, but then explained how they do, but the 

accuracy and reliability of these data are in question. This is why the association between 
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types of singing voice parameters and types of clinical interpretations, and the association 

between participant demographics and types of clinical interpretations were calculated 

using a dataset comprised of only those participants who earlier had stated that they make 

interpretations about emotional, developmental, or psychological aspects of clients based 

on singing voice parameters.   

 One way to control for the inconsistency in participant answers (e.g., stating no 

use of interpretation, then later indicating use of one or more singing voice parameters as 

a basis for interpretations) would have been to design the survey so participants 

indicating that they interpret would have access to questions on particular singing voice 

parameters used as bases for interpretations, and participants indicating that they do not 

interpret would not have access to these questions  

 Primary clinical population. The primary clinical populations seen by 

participants who assess and interpret client singing and participants who assess but do not 

interpret client singing were similar. The percentages of participants seeing particular 

kinds of populations were also very similar. Participants in both groups indicated that 

they work with a variety of different client groups. A 2012 American Music Therapy 

Workforce Survey also revealed a distribution of members across many populations. No 

similar survey was available through the Canadian Association for Music Therapy, but 

the distribution of Canadian participants across populations was similar to the distribution 

of United States participants. Thus results of this study show that voice assessment was 

not associated with a particular clinical population seen by participants.   

 Theoretical orientation. There were differences in the theoretical orientations 

reported by those who assess and interpret client singing versus those who assess, but do 
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not interpret client singing. Just over half of the participants who do not interpret client 

singing indicated that they use a cognitive-behavioral orientation. Less than a third of 

participants who do interpret client singing chose any one theoretical orientation, 

however the top three orientations chosen by this group were existential/humanistic, 

cognitive/behavioral, and gestalt.  

  It is not surprising that the cognitive-behavioral orientation was more popular 

amongst participants who assess but do not interpret client singing. In behavioral music 

therapy there is more emphasis given to observable behaviors and less emphasis given to 

“covert processes and causal factors underlying them” (Bruscia, 1998, p. 184). Yet some 

participants who interpret their clients’ singing indicated working from within a 

cognitive-behavioral orientation. Several authors have pointed out that differences may 

exist between the theoretical orientation that influences one’s understanding of a client, 

and the theoretical orientation used as a basis for an intervention (Ahonen-Eerkaanen, 

1999; AMTA, 2009; Choi, 2008; Loewy, 1994). For instance, a therapist may use a 

cognitive-behavioral approach to direct interventions, because a client’s needs are best 

served by this approach. Yet this same therapist may use a psychodynamic or 

existential/humanistic orientation to understand the client’s context, history, and the 

therapist-client-music dynamic. Furthermore, some therapists use one main orientation or 

approach, whereas others accommodate their preferred approach to the different clients 

with whom they work (Ahonen –Eerikaanen, 1999). 

 ‘Eclectic’ was not included in the original list of theoretical orientations provided 

for participants. This was an oversight. Some of those choosing one theoretical 

orientation may have chosen eclectic, had it been offered to them as a choice. In fact, 
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several participants chose ‘other,’ then indicated that their ‘other’ theoretical orientation 

was ‘eclectic.’ In the words of one participant,  

I suppose ‘eclectic’ is the correct answer – but I would like to clarify. In a 

hospital setting, if a patient is singing very quietly – I might first assume 

that she is weak from the medical condition, although I might also 

consider that she has given up on life as a coping mechanism for her 

illness (existential) or needs encouragement to be able to ‘speak/sing out’ 

(cognitive/behavioral). I also might have a psychodynamic or Gestalt 

understanding. I guess this is eclectic – but I wanted to clarify.   

  

 It is easier to understand how a participant indicating the use of interpretation 

might employ a cognitive/behavioral approach as a basis for an intervention, yet have a 

psychodynamic, existential/humanistic, or gestalt understanding. Yet, it is more difficult 

to understand why a participant would report using a psychodynamic orientation after 

stating that they make no clinical interpretations regarding their primary clinical 

populations’ emotional, developmental, or psychological domains. 

[A psychodynamic orientation is based on the] belief that a persons’ 

behavior is primarily due to the interaction of various elements of the 

personality. These include the interaction between past and current events; 

motivations; and segments of the personality such as the id, ego, and 

superego.  

 Therapy consists largely of bringing unconscious material to 

consciousness, under the belief that once aware of the reasons for 

particular behavior, the client may choose whether or not to continue the 

behavior. (Wheeler, 1981, p. 13) 

 

 There may have been reasons why participants chose this specify orientation even 

if they indicated that they assess but do not interpret client singing. Furthermore, some 

participants reported that they did not know what their theoretical orientation was. A 

comparison between those who assess and interpret client singing and those who assess 

but do not interpret client singing reflected a marginal difference in the percentage of 

participants indicating that they did not know which theoretical orientation directed their 
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work. However, the majority of participants did indicate that they knew what their 

theoretical orientation was, either selecting one from the list provided or sharing a type of 

theoretical orientation not included in the list.   

 While other types of theoretical orientations were supplied by participants (e.g., 

spiritual, wellness, environmental, Pibram, developmental, neurological, feminist, and 

attachment theories), there were no specifically music-centered orientations named by 

participants. Music-centered theories may have been implied when participants indicated 

using developmental theory or particular music therapy models or methods, but none 

were explicitly named. In fact, it is unclear if there are voice-centered music therapy 

theories which do not borrow from other disciplines. It may be that the majority of 

individuals participating in this study looked to non-musical theories to understand the 

symbolism and significance of singing, because this is what they are more familiar with 

or because music-centered theories to understand the clinical significance of singing have 

yet to be fully realized.  

 It is also possible that the original list of orientations offered was too limited and 

psychotherapeutically-oriented for a survey seeking perspectives from participants 

working with the wide variety of clients for whom psychotherapeutic approaches are less 

relevant. This was certainly supported by the variety of comments made by participants 

indicating that their work was not psychotherapeutic in nature. It was also supported by 

the fact that mental health was not the main client population served by participants.  

 Level of therapy. The majority of participants indicated using a variety of therapy 

levels (eclectic approach) to meet the needs of their clients. This result is consistent with 

Bruscia’s (1998) view that one “often finds music therapists who work at different levels 
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of therapy with the same client population, either because of stages in the therapeutic 

process or differences in the type of therapeutic  problem being addressed” (Bruscia, 

1998, p. 167). Yet participants may have chosen eclectic for another reason as well. In 

retrospect it is clear to the researcher that her levels of therapy presented to participants 

were limited; as she did not sufficiently operationally-define ‘supportive’ to relate to non-

psychotherapeutic areas. Thus participants may have chosen ‘eclectic’ because it was the 

only choice where there was no specifically-psychotherapeutic focus implied by the use 

of terms adapted from Wolberg’s (1977) and Wheeler’s (1983) levels. Furthermore, there 

were a variety of comments from participants who varied in the way they defined and 

conceived of levels. Some participants described their work as educational reinforcement, 

behavioral instead of supportive, or activity-level, not insight-driven. It may have been 

helpful to use Wheeler’s ‘activity level’ and to operationally-define it as related to the 

supportive level, giving examples of types of approaches which may fall into this 

category.   

Singing assessment experiences. The singing assessment experiences used by the 

majority of participants were consistent with the literature on music therapy training and 

essential competencies of music therapists. Almost all participants used song singing, and 

the majority used vocalizations, call and response, and song creation/improvisation. 

Entry- level music therapists are expected to sing basic repertoire, in a variety of keys, in 

a pleasing way, to have basic improvisational skills, and to develop methods of 

assessment that allow them to assess their clients’ strengths and needs (American Music 

Therapy Association, 2013; Bruscia, Hesser, & Boxhill, 1981; Canadian Association for 

Music Therapy (CAMT), 2013). Cadesky (2004) surveyed music therapy educators in 
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Canada, the United States, The United Kingdom, Australia and New Zealand regarding 

voice-related competencies expected of students at undergraduate and graduate levels. 

Results indicated that faculty in undergraduate programs expected students to develop 

strong functional voice skills, basic improvisational skills and some therapeutic voice 

skills.  

 More participants who assess and interpret client singing reported using a wider 

variety of singing assessment experiences with their clients (e.g., more specialized forms 

of improvisations); however, the percentages of participants using these experiences were 

small. The appropriateness of assessment experiences, such as referential or non-

referential improvisation, may vary based on clientele, theoretical orientation, and the 

level, depth and length of therapy.  

Research Question 4: What Specific Types of Clinical Interpretations Do Music 

Therapists Make based on Client Singing? 

 

Research Question 5: What Associations Are Made between Particular Kinds of 

Singing Voice Parameters and Particular Kinds of Clinical Interpretations? 

  

 This section includes a discussion of issues raised by the results of the survey on 

singing voice parameters used as a basis for interpretations about affect, personality 

characteristics, internal psychological characteristics, developmental stage, and 

psychopathological state. A large majority of participants indicated that they make 

interpretations about affect, personality characteristics, internal psychological processes, 

developmental stage, and psychopathological state, yet a smaller percentage indicated 

using singing voice parameters as a basis for clinical interpretations. Participants may 

have varied in their familiarity and comfort level using singing voice parameters as a 

basis for particular clinical interpretations. In the words of one participant,  
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I did not check all of the parameters for the last several questions because I 

wouldn't feel comfortable making any conclusions about psychopathology 

or personality based on vocal characteristics. People are naturally born 

with the voices they have, which can be improved by vocal training just 

like training on any other instrument. However, I can see how factors such 

as stress or mental state can influence the amount of breath support a 

person may have and the amount of tension in their singing, which could 

give some clues for assessment.   

  

 Singing voice parameters used as a basis for interpretations about affect. The 

highest percentage of participants used singing voice parameters as a basis for 

interpretations about affect. This is not surprising because affect (arousal states and 

emotion) directly affect the body, vocal production, and the sound of the voice. The 

music therapy literature is filled with references to interaction between affect and the 

voice (e.g., Austin, 1999, 2004, 2011; Dileo-Maranto, 1993; Priestley, 1975; Tyson, 

1982).  

 A large majority of participants indicated that they use breathing and breath-

support as a basis for interpretations about affect. There were many references to the 

relationship between breath and affect in the music therapy literature (e.g., Bradt, 2006; 

Priestley, 1975; Tyson, 1982). According to Bradt (2006), “we control the awareness and 

expression of our feelings partly by our breath” (p. 302). Most of the participants 

assessing breathing and breath support indicated that they pay attention to volume and 

strength. These detailed singing voice parameters may inform one’s understanding of a 

client’s affect, because they can represent the amount of strength and intensity behind a 

vocalization (and feeling), and the drive to communicate (and express) that feeling 

(Bruscia, 1987).     

 A majority of participants indicated that they use level of freedom or tension as a 

basis for interpretations about affect. The highest percentage of participants assessing 
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freedom versus tension observed the amount of freedom versus tension heard in the vocal 

tone (how flowing or constricted, full or thin the tone was). These detailed singing voice 

parameters may indicate the quality of expression of affect: How does the client express 

his or her emotional experience: timidly or assertively, with flow or constriction, weakly 

or strongly, with moderation or in the extreme?  

 Singing voice parameters used as a basis for interpretations about personality 

characteristics. One’s personality influences how individuals experience and handle 

emotions (Hadley, 2003, Montello, 1999), so it is not surprising that participants 

indicated using the same kinds of singing voice parameters as a basis for interpretations 

about affect and personality. Yet no large majority of participants indicated using any 

one category of singing voice parameters as a basis for interpretation about personality 

which may reflect a reticence to make judgments about enduring qualities of a client 

based on that client’s singing voice alone. In the words of one participant,    

These parameters can be informative about personality, but only within the 

context of a lot more information (because what we call "personality"--or 

at least the way I understand it in therapy--is such a contextually complex 

and deep phenomenon).  

 

 There is a volume of non-music therapy literature dealing with relationships 

between personality and the spoken voice (e.g., Aronson, 1993; Baker, 2003); however, 

the focus in this study was on the singing voice within a music therapy context. Music 

therapy literature was found relating qualities of voice and vocal production to 

personality characteristics. In Layman, Hussey, & Laing’s (2002) assessment tool they 

used singing and speaking as one indication of personality in emotionally-disturbed 

children. 
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Vocal inflections [are]… measured along a continuum anchored by 

defensive/withdrawn behavior on one pole, and disruptive/intrusive 

behavior at the other pole. In the middle of the continuum are target 

behaviors. Defensive/withdrawn behaviors include those behaviors that 

indicate deficits (i.e., withdrawn, depressed, timid, shy, fearful, covert 

observed behaviors)...Disruptive/intrusive behaviors are those that indicate 

excesses (i.e., aggressing, overpowering, controlling, dominating, overt 

observed behaviors). (Layman, Hussey, & Laing, 2002, p. 177)   

 

  Moreover, a child’s vocal inflections during singing and speech—evidenced by 

levels of volume and intensity—were taken into account as evidence, along with other 

signs of an emotionally-disturbed child’s personality characteristics, most specifically, 

the child’s enduring way of responding to others and the environment (Layman, Hussey, 

& Laing). 

 In the current study, participants indicated whether they make interpretations 

about personality based on singing voice parameters, but they did not have an opportunity 

to explain what it is about the parameter that gives them information about a person’s 

personality characteristics. The largest percentage of participants made interpretations 

about personality based on a client’s freedom versus tension observed in the voice and 

body. Perhaps they were referring to chronic tension which can arise when individuals 

struggle to regulate their stress and emotions.  

 Singing voice parameters used as a basis for interpretations about internal 

psychological processes. A majority of participants used a client’s freedom versus 

tension as a basis for an interpretation about internal psychological processes. A little 

over half of the participants used a client’s breathing and breath-support as a basis for the 

same type of interpretation. It seems logical that reactions to one’s internal psychological 

landscape might manifest as tension, affecting body systems involved in voice 

production, and the depth and effectiveness of the breathing and breath-support. There 
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are certainly many clinical examples of interpretations about aspects of the psyche based 

on the client’s tension and breathing style (e.g. Austin, 2004; Tyson, 1982). Less than a 

third of participants used vocal range as a basis, even though vocal range and register 

may be associated with a client’s integration of parts of the self (e.g., Austin, 1998). It is 

unclear why so few participants used vocal range as a basis for interpretations about 

internal psychological processes. This has certainly been an emphasis in Austin’s (1998) 

work.   

 Singing voice parameters used as a basis for interpretations about 

developmental stage. This was the only interpretation found where participants 

emphasized vocal tone and vocal range over breathing and freedom versus tension. This 

may reflect a focus of participants on observable criteria related to functional and 

affective communication. Grant (1995) wrote that a developmentally-disabled child’s 

ability to use vocal range and pitch control skills to communicate wants and needs may 

be a main factor influencing whether that child is mainstreamed. Yet pitch control or 

pitch accuracy was not given as much of a focus by participants in this study. Bruscia 

(2002) lists it as a main area of focus when situating clients in relationship to their 

developmental lags and milestones. Movement from reflexive, uncontrolled tonality to 

increased control over pitch is a major milestone in the 0-2 year period of development 

(Bruscia, 2002a). Furthermore, the development of an individual from a pre-musical to a 

more sustained and intentional situatedness and relatedness in the music/singing is a 

hallmark sign of growth in the work of Nordoff & Robbins (2007).  

 Less than half of the participants chose any one category of singing voice 

parameters as a basis for an interpretation about developmental stage. This was the only 



  

 115 

type of interpretation where this was the case. It may be that fewer persons participating 

in this study were working within a developmental frame. The researcher did not include 

“developmental” as a choice under theoretical orientation choice options, though some 

participants did include it under ‘other.’ Furthermore, several participants said it was 

enough for them if their clients sang. They did not assess at this level of specificity. Yet, 

it is important to note that the singing voice parameters used by the largest percentage of 

participants making interpretations about developmental stage, were different than the 

singing voice parameters used by the largest percentage of participants making 

interpretations about affect, personality characteristics, internal psychological processes, 

and psychopathological states. This suggests that there may be different kinds of vocal 

parameters of interest when doing developmental assessments. However it also suggests 

that participants may view developmental interpretations as separate from interpretations 

about the emotional and psychological aspects of self, when developmental assessments 

may inform a therapists’ understanding of these areas in some populations and levels of 

therapy.  

 Singing voice parameters used as a basis for interpretations about 

psychopathological state. Half of the participants used freedom versus tension as a basis 

for interpretations about psychopathological state. A little less than half used breathing or 

vocal tone as a basis. It is noteworthy that no more than half of the participants indicated 

observing breathing and breath-support, vocal range, vocal tone quality, or pitch control 

as bases for an interpretation about psychopathology, but it is certainly not surprising that 

the one used by the most participants was freedom versus tension. Tyson (1982) observed 

the impact of inordinate tension in many of the persons with psychiatric illness singing 
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with her as part of their music therapy in her community clinic. The emotional tension 

and anxiety experienced by her clients manifested in physical signs, issues with posture, 

problems coordinating breathing and phonation, and difficulties letting the mouth fully 

open to sing vowels like “AH” (Tyson, 1982). Participants in this study observed vocal 

sound quality, posture, and the face and mouth when assessing freedom and tension in 

their clients.  

 Comparing singing voice parameters used for different clinical interpretations. 

A vast majority of participants indicated that they make interpretations based on one or 

more singing voice parameters. It appears that the largest majority of participants used 

breathing as a basis for an interpretation of affect. It seems logical that affect was the 

interpretation made by almost all participants, because affect would be a relevant 

interpretation to make in more populations, with more theoretical orientations, and more 

levels of therapy. One’s history and the dynamics underlying one’s behavior are only in 

the forefront in some kinds of therapy processes, where focusing on this information and 

these dynamics can be helpful to bring about healing and change. Yet, regardless of the 

focus of therapy, it is always important to understand a client’s level of arousal and the 

emotional experience influencing the present situation, even if this is not the focus of an 

intervention.  

  Some participants may be more comfortable making interpretations about affect, 

because it is a common human experience to make interpretations about affect. Persons 

learn to ‘read’ emotions in the voice and body in their earliest communications with 

primary caregivers (Pavlicevic & Trevarthen, 1989). Persons can feel the impact of their 

own state of arousal, stress, and emotions on their own voice, and it is a natural response 
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to recognize these signs in another person. Thus, barring experiences and conditions 

getting in the way of this, it is likely that it is an easier, more intuitive process to make 

interpretations about affect. Yet to make interpretations about personality characteristics, 

internal psychological processes, developmental stage, or psychopathological state, one 

must have specialized knowledge to frame these interpretations. Participants’ answers 

regarding the vocal parameters used as a basis for personality, internal psychological 

processes, developmental stage, and psychopathological state, may have varied more 

because of the diversity in participants’ training and experience, specialized knowledge, 

and population.  

Research Question 6a: Are There Associations between the Therapist’s Age, Gender, 

Primary Instrument, Highest Level of Music Therapy Education, Theoretical 

Orientation, and/or Level of Therapy Used and the A) Frequency of Singing Voice 

Assessment?  

 

There was a significance association found between primary clinical population 

and frequency of singing voice assessment. When compared with music therapists 

working in cognitive/physical rehabilitation or differing abilities/developmental/ psycho-

educational settings, there was a significantly decreased likelihood that participants 

working in mental health assessed clients’ singing. The majority of participants in this 

study who worked in mental health, did so in inpatient psychiatric settings, where some 

of the same issues raised in Silverman (2012) and Codding (2002) may exist: revolving 

door of clients (Silverman, 2012),  the need to assess new clients all the time (Silverman) 

and a focus on non-musical areas in assessment (Codding, 2002). Yet, the singing voice 

is an important assessment tool in mental health (Austin, 2004, 2008. 2011; Baker & 

Uhlig, 2011b, Loewy, 1994; Tyson, 1982); However, differences in participants’ clinical 

contexts and those clinical contexts described in the literature may account for 
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differences in the frequency of singing voice assessment reported here. It may be that in 

mental health contexts described in the literature, there is more likelihood of more 

frequent, or deeper change and growth, because the type of work described is often long-

term therapy, where music therapy takes an independent and primary role in affecting 

change (Bruscia, 1998).  

 It was not surprising to see that there was a higher likelihood of singing 

assessment in contexts where therapists worked with clients with cognitive/acquired 

physical disabilities or differing abilities/ developmental/ psycho-educational issues. It is 

possible that singing is construed more as a physiological function than a psychological 

function by some, making it more logical to assess.     

 No significant associations between explanatory variables (age, gender, level of 

music therapy education, primary instrument, theoretical orientation, or level of therapy) 

and frequency of singing voice assessment were found when comparisons were made 

between participants who assess initially only and participants who assess more than just 

initially. It is unknown if other factors or combinations of factors influence whether 

someone assesses clients initially only or more than initially. Furthermore, it is 

impossible to accurately analyze any associations which may exist between explanatory 

variables and the use of initial and periodic versus initial and regular assessment because 

the term regular assessment was not sufficiently operationally-defined. This is 

unfortunate because there may be differences between periodic and regular assessment 

that have to do with both frequency of assessment and purpose, style and focus of 

assessment, and it may have been helpful to understand if there were differences in the 

demographics of participants conducting these types of assessments.  
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Research Question 6b: Are There Associations between the Therapist’s Age, Gender, 

Primary Instrument, Highest Level of Music Therapy Education, Theoretical 

Orientation, and/or Level of Therapy Used and the Singing Voice Parameters 

Assessed? 

  

 There was a significant increased likelihood that clinical population served or 

theoretical orientation employed was associated with participants’ assessment of one or 

more detailed singing voice parameters of breathing and breath-support. There was also a 

significant increased likelihood that theoretical orientation used was associated with a 

participant’s’ assessment of freedom versus tension or pitch control. This next section 

deals with each significant association.  

 Clinical population and breathing and breath-support. The probability of 

assessing breathing and breath support differed significantly among clinical populations. 

The probability of assessing breathing and breath-support was higher for participants 

working in cognitive/acquired physical disability areas and lower for participants 

working in mental health. Furthermore, the probability of assessing breathing and breath-

support was higher for participants working in differing abilities/developmental/psycho-

educational areas and lower for participants working in mental health. Singing voice 

assessment may be more readily used by participants working with populations of clients 

with cognitive/acquired physical disabilities and populations of clients with differing 

abilities/developmental/psycho-educational needs, because there may be a wider variety 

of reasons why one would want to understand breathing and breath-support in these 

clients (compared to clients in mental health). Furthermore, the issue of performance 

anxiety and musical versus clinical aspects of voice may not be as much of an issue in 

population areas where one can more readily understand how voice might be a sign of 

health or disease. Yet in mental health, one may be more reticent to make interpretations 
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based on voice, unless one is working in a setting where it is possible to get to know the 

client’s nature, context, and way of being in great depth and detail. Music therapists 

working in mental health may not assess breathing and breath-support if they are doing 

very short term interventions. Breathing and breath-support may be of more focus to 

those music therapists working in long-term inpatient or outpatient 1-1 therapy with 

persons with psychiatric illnesses, or in private practice with typical, neurotic clients, 

because breathing and breath-support can be an indicator of a client’s level of 

embodiment (Austin, 2002; Bruscia, 1987) and  emotional state (Tyson, 1982). These 

may be contexts where music therapists can see past the ‘musical’ meaning of voice to 

understand its clinical messages – the overt parameters and their clinical significance. 

Moreover, in these contexts, one can also explore the impact of a client’s relationship 

with singing (and the therapists’ relationship with singing) that may confound or facilitate 

clinical understanding.  

 Theoretical orientation and assessment of freedom versus tension. There was a 

significant probability that persons working in an existential/humanistic orientation rather 

than a cognitive-behavioral orientation assessed freedom versus tension. Persons working 

in cognitive/behavioral orientations may focus on behaviors and their amelioration; while 

persons working in humanistic/existential framework may focus more on the multi-

faceted messages that a person’s level of tension can provide. Furthermore, freedom is a 

specific issue in existential therapy which can be anxiety-provoking, and anxiety breeds 

tension.  

In the existential frame of reference, freedom means, that contrary to every 

day experience, the human being does not enter and ultimately exit from a 

structured universe with a coherent, grand design...This existential view of 

freedom has terrifying implications…If it is true …that we create our own 
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selves and our own world then it also means that there is no ground 

beneath us: there is only an abyss, a void, nothingness.” (May & Yalom, 

1984)  

 

Following this logic, using the singing voice within an existential framework 

would be a most personal confirmation of one’s own existence.  

 Theoretical orientation and assessment of pitch control. There was a significant 

probability that persons working in a psychodynamic orientation were more likely to 

assess pitch control when compared to those who do not know what theoretical 

orientation underlies their work. There were differences between every other theoretical 

orientation and those who do not know what orientation they use; however the pairwise 

comparison for psychodynamic versus ‘does not know’ was the only one that remained 

significant.  

 Pitch control may be an under-utilized assessment parameter. Bruscia (1987) has 

written about the psychodynamic interpretation of pitch. Yet there are reasons why pitch 

control may be underutilized. Therapists may be reticent to make interpretations about 

pitch if they consider problems with pitch a technical rather than clinical issue. Thus it 

may be necessary to consider other aspects of the client as the client sings in or out of 

tune. For example, what is the level of tension in the person during singing? Are there 

pitch issues that occur when the person sings with particular intensity or lack thereof? 

Are there pitch issues in particular registers? Furthermore, one participant said that ‘pitch 

accuracy’ might be more of an issue in some contexts because there may be cultural 

differences that influence persons’ whole conception of pitch.  
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Research Question 6c: Are There Associations between the Therapist’s Age, Gender, 

Primary Instrument, Highest Level of Music Therapy Education, Theoretical 

Orientation, and/or Level of Therapy Used and the Clinical Interpretations Made?  

 

 It is possible that a more voluminous analysis would have yielded information 

about any potential associations between explanatory variables; however, it is also 

possible that this kind of analysis would have yielded no significant results. Two-thirds of 

the sample of participants indicated that they make interpretations about the emotional, 

developmental, or psychological aspects of their clients based on client singing, and a 

vast majority of participants indicated making interpretations about affect, personality 

characteristics, internal psychological processes, developmental stage, and 

psychopathology. Thus explanatory variables of age, gender, highest level of music 

therapy education, primary instrument, clinical population, theoretical orientation, or 

level of therapy used may be unrelated to the likelihood that individuals make 

interpretations; at least based on the information gathered in this study. There may be 

nuances of relationship between these characteristics and interpretations that are not 

captured in a study like this. 

Study Limitations 

Response Rate 

 It is impossible to ascertain how representative the results of this study are 

because the sample size was so small, and it is likely that the study drew a high 

proportion of persons who valued singing voice assessment.   

Survey Design 

 There were issues with survey structure and content which may have influenced 

results. Steps were taken to ensure that the music therapy literature served as a basis for 
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the content of the survey, and the survey was reviewed by the researcher, her advisor, and 

a vocal pedagogy expert. Yet it would have also been helpful to consult a statistician 

when designing the survey. Statisticians involved with the study suggested the following 

survey improvements: 1) make variables such as age and years of experience continuous 

variables; 2) design multiple response questions so there are ‘none of the above’ options, 

and binary (yes/no) options for each level of each of the multiple response questions. The 

researcher instructed participants to check all responses that applied, but still had to make 

the assumption that responses were left blank when they did not apply. These two 

improvements would have made it easier to decipher between those skipping the 

question, and those leaving parts blank because they did not apply.  

 Another design issue was the content in the invitation to participate. The focus of 

the study and criteria for involvement should have been more clearly described in the 

invitation, and all disqualifying questions should have been placed at the beginning of the 

survey.   

 The researcher discovered two errors in the survey itself: 1) there was an 

unintended overlap between categories in the question dealing with years of formalized 

singing instruction. Participants with 5 years of instruction were faced with the decision 

whether to place themselves in the category 3-5 years or 5-10 years. Furthermore, three 

Canadian participants with an undergraduate degree only, were unintentionally 

disqualified from the study.  

How terms were defined. Discussions during survey construction lead to the 

decision to only define some terms because there was a concern that the survey would 

get too long. In addition, the researcher did not realize that some terms would be 
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confusing to participants. As a result, data interpretation was limited in some cases, 

because there was variety in the way that participants understood the question. When 

this was the case in an open-ended question, like ‘advanced education,’ it was difficult 

to decipher which responses constituted advanced education and which did not, and it 

was also difficult to decipher whether participants understood differences between 

entry-level and advanced trainings. This meant that the researcher could not confidently 

use advanced education as an explanatory  variable to investigate if there was any 

significant association between a participants’ advanced institute training and that 

participants’ frequency of singing voice assessment, singing voice parameters assessed, 

or clinical interpretations made.  

Definitions for ‘formal singing instruction’ and ‘regular’ assessment frequency 

were similarly vague, and there was unexpected diversity in the rationale for giving 

answers about primary instrument and primary style of singing. These issues limited 

how much the researcher could learn about the association between basic and advanced 

training in voice and clinical use of voice, and participants’ perceptions and use of 

singing voice assessment. Understanding these associations (if they exist) may have 

made the researcher more aware of potential influences of therapists’ training and 

background in voice on their perspectives and use of singing voice assessment.    

 The therapist population recruited. The researcher made the decision to widen 

the scope of the population of music therapists contacted because this was the first study 

of its kind and because the researcher felt it would be important to see if there would be 

different trends seen in the answers given by music therapists working in different ways 

in different areas. This did yield some interesting information; however, some 
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participants indicated that the study related less to them, and one participant suggested 

that the researcher should have limited the population of participants sought. It is unclear 

how this would have been possible, because it is impossible to identify those who are 

using and interpreting the voice in their work from the various lists available from 

professional associations.  

 There were a number of potential biases in the content of the survey. One 

participant pointed out that the list of preferred singing styles was limited to Western 

approaches, whereas it could have included more Eastern approaches. Several 

participants pointed out that the study and survey seemed more geared towards music 

therapists working with adults, with verbal clients, and in psychotherapy. It is possible 

that there could have been a wider variety of theoretical orientations and levels of 

practice included to be more inclusive of the wide variety of contexts in which MTs 

work.   

Recommendations for Future Research, Training, and Practice 

Recommendations for Future Research 

 This study gathered data on music therapists’ perceptions and use of singing voice 

assessment, their frequency of singing voice assessment, the singing voice parameters 

they observe, and the clinical interpretations they make based on these parameters. There 

is still more information to be culled from this study. The full range of participants’ 

comments was not included in this analysis, and will be reviewed at a later date. There 

are several areas that this research could not address because of study limitations. It is 

recommended that future music therapy research carefully decipher the relationship or 

influence of primary instrument, singing training, singing style, advanced institute 
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training, and a voice-centered practice on music therapists’ perceptions and use of 

singing voice assessment. This may be done through surveys and interviews of experts.  

 It is also recommended that future research be focused on particular areas of 

clinical work where the implications, perceptions, and use of singing voice, singing voice 

parameters, and clinical interpretations may differ. Studies should focus on singing voice 

assessment with non-verbal versus verbal populations, with children and adolescents 

versus adults, and adults versus older adults, and with populations where the main focus 

is functional skills and others where the main focus is emotional, developmental, or 

psychological areas. The scope of these studies should be widened to allow for a 

consideration of speech, vocalizations and singing and the significance of any similarities 

or differences between speech and vocalizations or singing. Speech was beyond the scope 

of the present study, but vocalizations were not. It is unclear if more information on 

vocalizations (and more responses) may have been gathered if the researcher had more 

clearly defined singing voice assessment as including any type of vocalization other than 

speech.  

 Future research might focus on a range of topics: 1) theory development and the 

development of clinical practices and methods of singing voice assessment, 2) assessment 

of speech and vocalizations; 3) the further explication of relevant spoken, vocalized and 

singing voice parameters and their meaning, and 4) the development of singing voice 

assessment tools and procedures. There is also more work to do to integrate the wide 

variety of perspectives on voice found in the literature inside and outside of music 

therapy. Thus, it is important to foster increased understanding of evolutionary, 

developmental, cultural, personal, collective, social, medical, communication-focused, 
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psychiatric, psychological, spiritual, musical, and aesthetic, voice therapy, and music 

therapy theories, perspectives, traditions, and practices. Music therapy authors such as 

Uhlig (2007) and Baker & Uhlig (2011a, 2011b) have already made inroads integrating 

various perspectives.   

 Some study participants indicated that they were reticent to make interpretations 

based on the singing voice. Future research should explore why and under what 

conditions voice would be a central versus tertiary source of assessment information. 

 There should be studies where music therapists assess clients based on audio and 

video data. This may yield information about similarities and differences in music 

therapists’ perceptions and use of singing voice assessment, and it may also yield 

important information about the nature, relevance, and clinical interpretation of singing 

voice parameters.  

 Future research should investigate similarities and differences between objective 

and subjective measures of singing voice parameters. Objective measurement of vocal 

parameters may be impractical within the therapy setting, but may be useful in research, 

as one can compare objective measurements with subjective measurements of observable 

and intuited data.    

 Future research should also focus on the development and validation of a vocal 

assessment tool. This study’s results regarding freedom versus tension are important 

because vocal parameters in this category were used as a basis for clinical interpretations 

about personality, internal psychological processes, and psychopathology by the largest 

proportion of participants. This study’s results regarding breathing and breath-support are 

also important because so many participants used vocal parameters in this category as a 
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basis for clinical interpretations regarding affect, and over half of participants used these 

parameters as a basis for clinical interpretations regarding personality, internal 

psychological processes and psychopathology. Thus, there is compelling data to support 

the development of an assessment tool to measure vocal tension that includes vocal 

parameters from freedom versus tension and breathing and breath-support listed in this 

study. This would be especially useful as a way to more fully understand the 

manifestation of affect in the voice, and this may have applications within a wide variety 

of populations seen by music therapists. It would be especially useful to conduct research 

to investigate the viability of a vocal assessment tool measuring tension and anxiety, as 

tension and anxiety affect many of the different clients that music therapists see. The 

voice is an ideal instrument for this, because it shifts with changes in arousal. This type of 

assessment may also be relevant in contexts where the focus is on physical and non-

physical (emotional/psychological) tension.  

Implications for MT Practice 

 Overall, this study suggests that there is some consistency between the literature 

on singing voice assessment, vocal parameters, and their interpretation, and the kinds of 

parameters and interpretations used by participants in this study. However, some 

participants indicated that they do not assess the voice at a specific level because of their 

work context, the type of groups they do, or their clients’ level of functioning. It may be 

that singing voice assessment is under-utilized in these settings, when it could at least 

offer a music therapist a frame of reference to understand a client’s present state, even if 

there are reasons why therapists may not go into detail assessing and using voice.  
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 There should be continued dialogue about the role of singing voice assessment 

(and treatment) in music therapy. If the size of the sample responding to this survey was 

any indication of the number of therapists using singing voice assessment, there is much 

work to be done to help therapists understand the role of voice assessment (and 

treatment) in their work. However, there may be therapists assessing speech and 

vocalizations (and/or singing) who did not respond to this study, and it is unclear how 

many music therapists in the wider population use the voice in assessment. Yet the 

following is clear. There are suggestions that music therapists use vocal improvisation 

more than any other instrument in their daily practice (Hiller, 2009). There are published 

voice-centered specialists doing voice-centered music therapy/psychotherapy (e.g., Diane 

Austin, DA; Nadine Cadesky, Ph.D.; Louise Montello, DA; Silvia Nakkach, MA, MMT; 

Nicola Oddy, MA; Inge Nygaard Pedersen, DK; Lisa Sokolov, MA; Sanne Storm, MA, 

(Ph.D. student); Susan Summers,MMT, (Ph.D. student); Sylka Uhlig, MA). There are 

music therapists working to integrate a variety of perspectives to provide a broad 

perspective on the use of singing in therapy (e.g., Baker & Uhlig, 2011a, 2011b; Uhlig, 

2007), and most participants in this sample assess the singing voice. As the literature on 

singing voice assessment, treatment, and evaluation expands and deepens, it will be both 

a source and outcome of broadening and deepening expertise in the clinic.  

Implications for MT Training  

 It is recommended that students receive didactic, practical, and experiential 

training to understand how to assess and work with voice. Hiller (2009) found that more 

participants in his study used vocal improvisation in their work than guitar or piano, and 

suggested that educators should keep this in mind when designing courses. Students 
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should work with their own voices, they should be familiar with different assessment 

tools using voice, and they should practice recognizing overt and covert information 

transmitted through the voice.   

 It is also recommended that courses be designed to foster advanced competencies 

in use of singing across populations. Students should be taught to view singing and its 

non-musical meanings through a variety of theoretical lenses, and to understand the 

differential uses of singing in assessment (and treatment), with different populations, 

through different theoretical frameworks, using different levels of therapy.  

 Finally it is recommended that the field consider advanced continuing education 

training in the clinical use of voice (including voice assessment). There are a few select 

clinicians and trainers who specialize in and teach others how to use singing in therapy, 

but there appears to be no one focusing on an advanced voice-centered training 

applicable across populations and therapeutic contexts. There is a place for this 

generalized but in-depth study of voice as a clinical instrument.  
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APPENDIX A 

INFORMED CONSENT AND SURVEY  

Informed Consent for Minimal Risk Social and Behavioral Research 

 Title of Research Study:   

 

Survey of Music Therapists’ Perspectives on the Assessment and Clinical Interpretation 

of clients’ Vocal Parameters  

 

Name and Department of Investigators:  

  

Cheryl L. Dileo, Ph.D. (Principal Investigator)   

Professor, Boyer College of Music and Dance: Therapy  

  

Nadine Cadesky, MMT (Student Investigator)  

Music Therapy Ph.D. Candidate, Boyer College of Music and Dance: Therapy.  

  

June 12, 2012  

  

Dear Music Therapy Colleague,   

  

I am conducting a survey as part of a dissertation on the assessment and clinical 

interpretation of singing voice parameters. The purpose of this research is to investigate if 

and how professional music therapists assess and interpret clients’ vocal parameters in 

music therapy work.  

  

You were contacted for possible participation in this study because you are a Board-

certified Music Therapist (MTBC), or a Music Therapist – Accredited (MTA).   

  

Participation in this study is completely voluntary. It is estimated that it will take 2030 

minutes to complete this anonymous online survey and you may complete all, some, or 

none of the questions, at your convenience, in one or more sittings. You may also add 
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any comments that you feel would be useful to clarify or further assist in this study. 

Please do not include your name or other identifying information with your comments.   

There are no reasonably foreseeable risks or discomforts associated with this study. 

Participating in this study may bring no direct benefit for you other than the knowledge 

that you have contributed to further understanding of this topic. However, you may also 

benefit from an opportunity to reflect upon your approach to singing voice assessment 

with clients.   

  

Please contact the research team with questions, concerns, or complaints about the 

research and any research related injuries by calling 2152048542 or 2064598216, or 

emailing cdileo@temple.edu or ncadesky@temple.edu.   

  

This research has been reviewed and approved by the Temple University Institutional 

Review Board. Please contact them at (215) 7073390 or email them at: irb@temple.edu 

for any of the following: questions, concerns, or complaints about the research; questions 

about your rights; to obtain information; or to offer input.  

  

Confidentiality: Efforts will be made to limit the disclosure of your personal information, 

including research study records, to people who have a need to review this information. 

However, the study team cannot promise complete secrecy. For example, although the 

study team has put in safeguards to protect your information, there is always a potential 

risk of loss of confidentiality. There are several organizations that may inspect and copy 

your information to make sure that the study team is following the rules and regulations 

regarding research and the protection of human subjects. These organizations include the 

IRB, Temple University, its affiliates and agents, Temple University Health System, Inc., 

its affiliates and agents, and the Office for Human Research Protections.   

  

The study team will put the following safeguards in place to protect your information:  

  

• SurveyMonkey will store email addresses and online survey responses on a secure 

server. The SurveyMonkey Privacy Statement can be viewed at the following address: 

http://www.surveymonkey.com/mp/policy/privacypolicy/   

  

• The survey will be configured to collect anonymous responses. No email addresses will 

be saved in the analysis section and no IP addresses will be collected.   

  

• The study team will have access to aggregate data only. No individual responses will be 

identified in this survey.   
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• Downloaded aggregate data will be stored in the Student Investigator’s password 

protected computer or a locked file cabinet. Aggregate data shared with the Principal 

Investigator or dissertation committee will also be stored in a password-protected 

computer or locked filing cabinet.   

  

The consent form and anonymous online survey can be accessed by clicking the 

following link https://www.surveymonkey.com/s/NCStudy2012 and using the following 

password: NCSTUDY. If you consent to participate in this study, please answer ‘Yes’ at 

the end of the consent form. Only individuals answering ‘yes’ will have access to the 

survey.   

  

It is requested that you complete the survey by JULY 23, 2012. The Student Investigator 

will send an email reminder to all potential respondents. You may receive this reminder 

even if you have already completed the survey.   

  

Thank you in advance for your time and consideration.  

  

Sincerely,   

  

Nadine Cadesky, MMT, MTA, MTBC 

 

 

 

 

1. Do you give your informed consent to participate in this study?  

 Yes  No. If they answer no, they are redirected to the end of the study.  
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Survey  

MUSIC THERAPISTS’ PERSPECTIVES ON THE ASSESSMENT AND CLINICAL 

INTERPRETATION OF CLIENTS’ VOCAL PARAMETERS  

 

Section 1: Participant Details  

 

DEMOGRAPHIC INFORMATION 

 

1. Your gender is _________ 

 

2. Your age is: 20- - - - -  

 

3. The country where you practice music therapy is: Canada; USA; Other. (If 

other redirected to end of study).   

 

MUSICAL BACKGROUND, TRAINING AND COMPETENCIES 

 

Canadian Respondents USA respondents 

 1. Your highest level of education 

earned is an undergraduate 

diploma/degree: Yes  No. 

 

USA respondents answering yes 

are redirected to the end of the 

study. 

 

1. Your highest level of education 

earned in music therapy is: 

Undergraduate diploma/degree ; 

graduate certificate; graduate 

diploma; master’s degree; 

doctorate or Ph.D..  

 

2. Your highest level of education 

earned in music therapy is: 

Undergraduate diploma/degree ; 

graduate certificate; graduate 

diploma; master’s degree; 

doctorate or Ph.D..  

 

2. Your highest level of education 

earned outside music therapy is: 

Undergraduate diploma/degree ; 

graduate certificate; graduate 

diploma; master’s degree; 

doctorate or Ph.D..  

 

3. Your highest level of education 

earned outside music therapy is:  

Undergraduate diploma/degree ; 

graduate certificate; graduate 

diploma; master’s degree; 

doctorate or Ph.D..  

  

 

3. 
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4. 

other____________ (please specify).  

 

5. Your years of formalized singing instruction (with a professional singing teacher) are:  

0less than 1 1-2 3-55-10 more than 10  

6. Please list any advanced music therapy institute trainings that you are presently 

training in where there is at least some focus on understanding a client through the 

client’s singing and/or singing voice production.) 

_____________________________________________________________________ 

 

7. Please list any advanced music therapy institute trainings that you have completed 

where there is at least some focus on understanding a client through the client’s 

singing and/or singing voice production. 

_____________________________________________________________________ 

CLINICAL CONTEXT 

 

1.  You provide opportunities for clients to sing in their therapeutic work with you (either 

music therapy or music psychotherapy): Yes  No. (If their answer is no, they are 

redirected to the end of the survey) 
 

2. You make interpretations about emotional, developmental, or psychological aspects of 

clients based on their singing voice. Yes  No. 

a. If your answer is yes, please 

indicate your primary 

population with whom you 

make interpretations about 

emotional, developmental, or 

psychological aspects based on 

singing is:  

b.  If your answers is no, the 

primary population that you 

work with  where clients sing as 

part of their therapy with you is: 

 

 

(Please choose one) 
ADD/ADHD 

Addictions 

Autism Spectrum 

Cerebral Vascular Accident 

Chronic Neurological Disorders 

Chronic Pain 

Corrections/Forensics  

Dementia 

Hospice/Palliative Care 

Intellectual Disability 

Learning Disability 

Medical – General Hospital 
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Mental Health – Inpatient Psychiatric 

Mental Health – Outpatient Psychiatric 

Mental Health – Typical/Neurotic Adults 

Oncology 

Trauma/Abuse 

Traumatic Brain Injury 

Other ________________ 

 

3. Your primary theoretical orientation with this population is:  (check only one) 

Psychodynamic 

Existential/Humanistic 

Gestalt 

Cognitive/Behavioral 

Other______________________ 

Do not know 

 

OPERATIONAL DEFINITIONS:  

 

PSYCHODYNAMIC: Main aim of therapy is to bring unconscious material into 

consciousness so client can better understand self (Wheeler, 1981).  

 

EXISTENTIAL/HUMANISTIC: Main aim of therapy is to “address the failure to grow, 

find meaning, and be responsible for oneself and others” (Choi, 2008, p. 95) 

 

GESTALT: Main aim of therapy is to “promote awareness through experiences in the 

here and now” (Seligman & Reichenberg, 2010, p. 191). 

 

COGNITIVE/BEHAVIORAL: Main aim of therapy is to help client learn to replace 

maladaptive beliefs, emotions, and behaviors with more adaptive ones (Corey, 2005; 

Wheeler, 1981).  

 

4. The primary level of therapy which you implement with this population is: (check only 

one)   

Supportive 

Re-educative 

Reconstructive 

Eclectic 

 

OPERATIONAL DEFINITIONS (Based on Bruscia, 1989, 1998; Wheeler, 1983, 1988; 

and Wolberg, 1967, 1977):  

 

SUPPORTIVE LEVEL: Helps restore client’s equilibrium using client’s existing 

resources. Helps client learn adaptive behaviors.  
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RE-EDUCATIVE: Helps client gain insight into conscious issues and conflicts. Helps 

client learn new ways of solving problems. Fosters positive changes in client’s level of 

functioning.  

 

RECONSTRUCTIVE: Helps client gain insight into unconscious issues and conflicts. 

Aims to alter basic structures within the client and between the client and his or her 

environment (Bruscia, 1998) 

 

ECLECTIC: Therapist uses a variety of levels in work with clients.  

 

ASSESSMENT – METHODS AND PROCEDURES 

 

1. When and with what frequency do you assess the singing voice of your clients? 

Never 

As part of an initial assessment (formal or informal) 

As part of an initial assessment (formal or informal) and periodically afterwards (to 

 assess client change or evaluate effectiveness of therapy) 

As part of an initial assessment (formal or informal) and regularly through the 

music  therapy (or music psychotherapy) process 

 

(Subjects who answer never are redirected to the end of the study) 

 

2. The singing  experience(s) you use in an assessment process include (check all that 

apply) 

Song improvisation 

Referential improvisation 

Non-referential improvisation 

Mixed media improvisation (voice and other media) 

Sight singing 

Singing songs 

Vocalizing 

Chanting 

Therapeutic voice lessons  

Call and response 

Reproducing/learning melodies 

Creating own song or music 

Other ________________________ 
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ASSESSMENT – VOCAL PARAMETERS 

 

1. Voice parameters you pay attention to when assessing the singing voice of your clients 

are (choose all that apply) 

Breathing and breath support 

 

Depth of inhalation during singing 

Impact of breath support on length of vocalization 

Impact of breath support on strength of vocalization 

Impact of breath support on ease of vocalization 

Volume  

Other_________________ 

 

Comments_______________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

OPERATIONAL DEFINITIONS  

  

DEPTH OF INHALATION DURING SINGING: How shallow or deep the inhalation 

appears; parts of the breathing apparatus moving/expanding during an inhalation (upper 

chest only; or chest, ribcage, diaphragm, back, and/or abdomen)  

  

IMPACT OF BREATH SUPPORT ON LENGTH OF VOCALIZATION: How the 

exhalation is paced. If breath escapes quickly and runs out, or lasts long enough to 

support an extended tone or phrase.   

  

IMPACT OF BREATH SUPPORT ON STRENGTH OF VOCALIZATION: How 

adequately the breath supports a full, flowing tone (whether loud or soft). Insufficient 

breath support can result in a weak sounding tone.   

  

IMPACT OF BREATH SUPPORT ON EASE OF VOCALIZATION: How adequately 

the breath supports a free tone. When there is insufficient breath support the laryngeal 

apparatus may overcompensate and the tone may sound strained.   

  

VOLUME: loudness or softness  

:  

Level of freedom versus tension 

 

Posture 

Face 

Mouth 

Lips 

Jaw 

Tongue 
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Neck 

Shoulders 

Muscles of respiration (e.g. chest/ back/abdominal) 

Other parts of body _______________________ 

Vocal attack (e.g. Hard/Glottal; Soft/Breathy; Balanced)  

Quality of sound (e.g. flowing/full; constricted/pressed/thin) 

Client reports (e.g. feeling throat tight or closing/voice block) 

Voice suddenly stops 

Other_________________ 

 

Comments_______________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

Vocal range 

 

Size of singable range 

How easily a person sings in different registers.  

How easily a person transitions between different registers. 

Registers avoided, inaccessible, or favored. 

Other_________________ 

 

Comments_______________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

OPERATIONAL DEFINITIONS  

  

SINGABLE RANGE: distance from lowest singable tone to highest singable tone.   

  

REGISTERS: Falsetto, Whistle, Head Voice, Middle Voice, Chest Voice, and Fry  

 

Quality of vocal tone 

 

How the voice sounds in different registers.   

Smoothness versus roughness/disruptions/cracks 

Amount of audible air (breathiness) 

Vibrato (absence; presence; speed and width, evenness)  

Clarity of tone 

Heaviness or lightness of tone 

How penetrating the tone sounds 

Nasality 

‘Woofiness’ of the tone 

Warmth of tone  
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Cold/metallic quality 

Ringing quality 

Other_________________ 

 

Comments_______________________________________________________________

________________________________________________________________________ 

 

Pitch control 

 

Pitch accuracy singing a single tone 

Pitch accuracy within a scale  

Pitch accuracy within a key 

Other_________________ 

 

Comments_______________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

ASSESSMENT – VOCAL PARAMETERS AND THEIR MEANING 

 

1. Interpretations you have made based on particular vocal parameters that you have 

observed when assessing  : (Check all that apply)  

 

Affect associated with: (check all that apply) 

 

Quality of breathing and breath support 

Quality of freedom versus tension in the body and singing voice 

Quality of vocal range 

Quality of vocal tone 

Pitch control 

Other________________________________ (please specify) 

Personality characteristics associated with: (check all that apply) 

 

Quality of breathing and breath support 

Quality of freedom versus tension in the body and singing voice 

Quality of vocal range 

Quality of vocal tone 

Pitch control 

Other________________________________ (please specify) 
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Internal psychological processes associated with: (check all that apply) 

 

Quality of breathing and breath support 

Quality of freedom versus tension in the body and singing voice 

Quality of vocal range 

Quality of vocal tone 

Pitch control 

Other________________________________ (please specify) 

 

OPERATIONAL DEFINITION  

  

INTERNAL PSYCHOLOGICAL PROCESSES: e.g., ego strength; ego defenses; level of

 embodiment; conflicts; memories; symbols  

 

Developmental stage associated with: (check all that apply) 

 

Quality of breathing and breath support 

Quality of freedom versus tension in the body and singing voice 

Quality of vocal range 

Quality of vocal tone 

Pitch control 

Other________________________________ (please specify) 

 

Psychopathological state associated with: (check all that apply) 

 

Quality of breathing and breath support 

Quality of freedom versus tension in the body and singing voice 

Quality of vocal range 

Quality of vocal tone 

Pitch control 

Other________________________________ (please specify) 

 

OPERATIONAL DEFINITION  

  

PSYCHOPATHOLOGICAL STATE: mental illness/psychiatric condition or related state

  

Another interpretation associated with: (check all that apply) 

 

Interpretation_____________________________ (please specify) 
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Quality of breathing and breath support 

Quality of freedom versus tension in the body and singing voice 

Quality of vocal range 

Quality of vocal tone 

Pitch control 

Other________________________________ (please specify) 

 

OTHER COMMENTS 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 
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APPENDIX B 

EXEMPT REQUEST STATUS FOR IRB PROTOCOL 

 A scanned copy of the Exempt Request Status for IRB Protocol can be found on 

page 158. Changes were made to the title of the dissertation after study approval was 

given.  
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