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ABSTRACT 
 

Advancements in medical care are helping people to live longer lives. However, 

this longevity brings other challenges and health issues. As baby boomers age, the 

needs of an increasing number of individuals are growing as a consequence. Dementia 

is an issue in this aging population, and is associated with cognitive and other types of 

losses. Persons with dementia need emotional support, and these needs increase as the 

dementia progresses. It is important that these individuals with dementia receive 

medical and therapeutic care to maintain their quality of life for as long as possible. 

Music therapy is one treatment option that has been shown to provide cognitive, 

physical, emotional, social and behavioral benefits for this population. However, 

music therapy-specific assessments are needed to document the clinical and research 

outcomes of music therapy interventions. 

The purpose of this study was to examine the reliability of the Music Therapy 

Assessment for People with Dementia (MTAPD), a researcher-developed measure 

designed to assess behaviors or responses of persons with dementia during singing or 

vocalization, instrumental improvisation and in non-musical domains. In order to 

develop assessment items, the researcher, using videotapes, extracted and identified 

essential elements of clients’ behaviors and responses. Those items were categorized 

into three domains (i.e., behaviors or responses during singing or vocalization (n=7), 

behaviors/responses during instrumental improvisation (n=16), and non-musical 

response or behaviors (n=6)). Scoring was based on a five-point scale for items. After 

developing the assessment tool, the researcher asked eight music therapists with 

expertise in dementia to review the assessment.  

Nordoff-Robbins (NR) music therapists (n=9) and non-NR music therapists 
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(n=14) participated in the reliability testing of the assessment. Therapists rated the 

musical behaviors and responses of clients in these three domains while viewing 15 

video excerpts of clients with dementia in music therapy sessions. 

Results showed that the MTAPD was a reliable instrument for assessing 

musical and non-musical behaviors of individuals with dementia. An inter-rater 

reliability analysis generated particularly strong findings with all intraclass correlation 

coefficients above r = 0.85 with the exception of the analysis of agreement among the 

NR trained music therapists with more than 10 years of clinical experience. With 

further reliability and validity testing, the MTAPD may serve a variety of purposes in 

music therapy clinical practice and research. 
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CHAPTER 1 

INTRODUCTION  

 
The order of music can recall a sense of order when the self 

is threatened by the chaos of the external world or from the 

disordering effects of illness or handicap . . . . music can 

provide a more solid world than does everyday reality. 

(Ansdell 1995, p. 134) 

 
According to the World Health Organization (WHO) (2012), “between 2000 and 

2050, the proportion of the world’s population over 60 years will double from about 11 

percent to 22 percent. The absolute number of people aged 60 years and over is 

expected to increase from 605 million to 2 billion over the same period” 

(http://www.who.int/features/factfiles/ageing/en/index.html). The WHO has also reported that 

“by 2050, 80% of older people will live in low- and middle-income countries” (e.g., 

China, Chile, Islamic Republic of Iran, and numerous countries in Africa). The speed of 

aging varies, but these undeveloped countries will experience more rapid changes in 

their age structure. For example, in France, the percentage of the country’s population 

over age 65 has been gradually increasing from 7 to 14 % for more than a century. 

However, Brazil will reach this percentage in only two decades (WHO, 2011, p. 4). 

Third world countries need to become more socially and more financially developed so 

that they can establish better health and financial plans for rising elderly populations. 

In today’s global economy, people now have a longer life expectancy, and the 

main causes of death and mortality have changed from those involving infectious 

diseases to ones involving degenerative or chronic diseases. Dementia, a disease in the 

latter categories, occurs among elderly people, and is often under-diagnosed or 
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perceived as part of a normal aging process.  

Prevalence of Dementia and Alzheimer’s Disease 

An increased life expectancy has influenced people’s health and quality of life in 

both positive and negative ways. Widespread health care access and improvements in 

nutrition have helped to improve people’s lives. However, increased life expectancy also 

presents challenges regarding the needs of older people. Dementia and Alzheimer’s 

disease have become increasingly prevalent health problems in the United States and 

other countries. Many elderly people gradually lose all mental and physical capacity as 

they suffer from these progressive diseases, and their family members also experience 

difficulties as they deal with the degeneration in their loved ones. Dementia and 

Alzheimer’s disease are becoming everyone’s problem. According to the Alzheimer’s 

Association (2011), more than five million Americans suffer from Alzheimer’s disease, 

and in the United States, it is the fifth leading cause of death among people 65 or older. 

Characteristics of Dementia  

According to the American Psychiatric Association (2000), the essential feature of 

dementia is the development of multiple cognitive deficits that include “memory 

impairment” and at least one of the following cognitive disturbances: 

� Aphasia: language disturbance 
� Apraxia: impaired ability to carry out motor activities despite intact motor 

function 
� Agnosia: failure to recognize or identify objects despite intact sensory 

function 
� Disturbance in executive functioning: planning, organizing, sequencing, or 

abstracting (pp. 148-149).  
 

Furthermore, according to the Diagnostic and Statistical Manual of Mental 

Disorders (DSM IV-TR, 2000), there are several forms of dementia:  

The Alzheimer’s Type, Vascular Dementia, Dementia Due to HIV Disease, 
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Dementia Due to Head Trauma, Dementia Due to Parkinson’s Disease, Dementia 
Due to Huntington’s Disease, Dementia Due to Pick’s Disease, Dementia Due to 
Creutzfeldt-Jakob Disease, Dementia Due to Other General Medical Conditions, 
Substance-Induced Persisting Dementia, Dementia Due to Multiple Etiologies, 
and Dementia Not Otherwise Specified (pp. 147-148).  

 

Dementia is a common diagnosis among elderly people, especially for people who are 

85 and older, but Alzheimer’s disease typically affects people aged 65 and older. 

Dementia as a disease gradually worsens over time (DSM IV-TR, 2000).  

     The difficulties in intellectual functioning for persons with Alzheimer’s disease 

(AD) interfere with daily activities and relationships. Elderly people with AD 

demonstrate difficulties in spatial tasks (e.g., copying a drawing), poor judgment and 

poor insight (e.g., driving). Persons with AD may cause unintentional harm to others, 

have suicidal thoughts, experience motor disturbances in gait and balance (e.g., falling), 

and exhibit slurred speech, which is associated with subcortical pathways as in the case 

of Parkinson’s disease and in the case of Huntington’s disease. People with AD also 

lose their ability to maintain emotional control, and they suffer from anxiety, mood 

changes and sleep disturbances. They may also experience personality changes and 

behavioral problems, such as agitation, delusions, and visual hallucinations.  

In early-stage dementia, individuals become forgetful, are less active, more 

depressed and anxious. They are also resistant to trying new things, demonstrate poor 

judgment and poor decision making, take more time to do routine work, accuse others 

of theft, act insensitively toward others’ feelings, lose track of time and lose interest in 

hobbies and other activities. At this stage, family and caregivers often assume that these 

behaviors are related to aging. 
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 In middle-stage dementia, individuals become repetitive in speech and action 

and are forgetful. They also have difficulty comprehending time and dates, need 

assistance with their activities of daily living (ADL), are unable to cook, tend to wander 

at night, occasionally get lost in familiar places, experience insomnia, delusions, 

hallucinations, and aggression, forget the names of family and friends, and behave 

inappropriately. 

In late-stage dementia, individuals become dependent upon others, have difficulty 

understanding their environment, need assistance with eating, are unable to recognize 

family, friends, or familiar objects, are unable to walk, are prone to nonverbal agitation, 

and experience an increase in aggression, and a decrease in expressive and receptive 

language skills. They also tend to wander and to search for a spouse who has passed 

away, and perform meaningless movements (WHO, 2012).   

Implication of Dementia on Society, Financial Burden, and Caregivers 

People with dementia often require long-term care, because as the disease 

progresses, they are unable to live independently due to physical and mental 

deterioration. Therefore, their primary caregivers often experience stress from the 

burden of this caregiving. Accordingly, the WHO emphasizes that dementia is a primary 

health concern and needs the support of health, social, financial, and legal systems. 

Society needs to develop support systems for people with dementia as well as support 

for their caregivers and families as the cost of this care is rapidly increasing and creating 

a financial burden (WHO, 2012).  

The economic burden of dementia is a critical issue that needs to be considered 

for both formal care (medical care and social care) and informal care (care that is 

provided by family and friends). The WHO (2012) has reported that “the estimated 
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worldwide cost of dementia was US$ 604 billion in 2010” (p. 8). Families are now the 

primary caregivers, and caring for people with dementia is a full-time job. The WHO 

has also reported that “in the United States in 2010, nearly 15 million families and other 

unpaid caregivers provided an estimated 17 billion hours of care to people with 

dementia, a contribution valued at more than US$ 202 billion” (p. 74). 

The WHO (2012) has remarked that people with dementia who live in lower- and 

middle-income countries are often not provided with medical services or home care 

funding from their government. The WHO also notes that insufficient service and 

funding may stem from a lack of awareness and understanding of dementia by their 

governments. This lack of awareness has led governments to stigmatize and isolate 

people with dementia, and it has also created a lack of understanding that can result in 

delayed diagnoses for people with dementia and subsequently a decreased access to 

medical and social support. Furthermore, this lack of awareness and understanding of 

dementia is due to “a lack of policy direction and program development and 

inappropriate allocation of funding” (WHO, 2012, p. 9). Thus, the lack of infrastructure 

between government and health care providers needs to be modified, and governments 

need to consider resources to help people with dementia (e.g., effective care 

management and early diagnosis) (WHO, 2012).    

In addition, health professionals need to consider the needs of those who act as 

caregivers for people with dementia. These informal caregivers are generally family 

members, and their responsibilities increase as the disease progresses. Caregivers who 

provide long-term care often experience high levels of stress, depression, and financial 

burdens. However, the WHO (2012) also indicated that caregivers may also experience 

rewarding and meaningful moments of companionship, and fulfillment, enjoyment, and 
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an improvement in quality of life.     

General Treatment for Dementia (Medical) 

There are no treatments to cure dementia; however, alternative treatments and 

therapies have been provided for people with dementia and caregivers. The Alzheimer’s 

Disease International (ADI) (2011) indicates that various medical treatments are 

available for people with dementia, but only for those who seek and receive a diagnosis. 

This organization emphasizes that early intervention is crucial for elderly people who 

show signs of cognitive deficit and memory problems. Early diagnosis leads to delayed 

institutionalization and thereby enhances quality of life for people with dementia and 

their caregivers. The organization’s summary also indicates that early intervention can 

help maintain or improve cognitive function and help alleviate depression. Furthermore, 

the WHO (2012) has stressed what governments and societies need to do to advance 

dementia care.  

1) Promote a dementia-friendly society globally. 
    2) Make dementia a national public health priority and a social care priority 
        worldwide. 
    3) Improve public and professional attitudes toward the understanding of 
       dementia. 
    4) Invest in health and social systems to improve care and services for people 
         with dementia and their caregivers. 

 5) Increase the priority given to dementia in the public health research agenda.   

The WHO has also emphasized four specific needs to be addressed that may 

improve dementia care for individuals:  

1) The need for early diagnosis. 

2) The need to optimize physical health, cognition, activity, and well-being. 

3) The need to detect and treat behavioral and psychological symptoms. 

4) The need to provide information and long-term support to caregivers (p. 8).   
 

The ADI (2011) describes two categories of interventions available to those with 
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dementia: pharmacological and non-pharmacological. There are two types of 

pharmacological interventions: symptomatic treatments (e.g., Acetylcholinesterase 

inhibitors, memantine, and antidepressants) and potential disease-modifying treatments 

(e.g., hormone replacement, micronutrition, antihypertensive therapy, statins, 

non-steroidal anti-inflammatory drugs, and Gingko biloba). There are also 

non-pharmacological interventions that use “strategies to support and enhance cognition, 

psychological and behavioral therapies, legal and financial advice, and support groups 

and physical exercise for people with dementia” (p. 33).  

One symptomatic treatment involves the use of antidepressants. The WHO has 

warned against the use of antipsychotic drugs for people with dementia. These drugs 

have been used for behavioral and psychological symptoms of dementia; however, they 

only show limited positive effects, and increase the risk of cerebrovascular adverse 

events and mortality. The ADI (2011) is in agreement with the WHO: “These drugs lack 

efficacy for the treatment of depression in dementia, while being associated with 

significant adverse effects” (p. 37).  

     Acetylcholinesterase inhibitors (AChEIs) and memantine have been used as 

effective treatments for people with dementia and have shown a positive effect on 

cognitive functions. According to a report from the ADI (2011), AChEIs treatment is 

effective for people with early, mild, and moderate dementia. The memantine treatment, 

however, is only recommended for people with moderate to severe dementia. Gingko 

biloba has also been shown to be an effective treatment to improve cognitive functions 

for people with mild to moderate dementia.    

The WHO also recommends that psychosocial and person-centered approaches 

be used to manage difficult behavioral and psychological symptoms of persons with 



- 8 - 
 

dementia (WHO, 2012, p. 64). Strong evidence has been found for the effectiveness of 

cognitive stimulation in improving cognitive and social functioning. There is also some 

evidence to support the effectiveness of this treatment for people with early-stage 

dementia through the use of support groups, behavioral treatment, and cognitive 

rehabilitation (ADI, 2011).  

Quality of Life for People with Dementia 

Elderly people often experience difficult life changes (e.g., physical and 

psychological deterioration, loss of relationships and bereavement); these may lead to 

depression and withdrawal from daily activities. These life changes also may diminish 

their quality of life (Mazza, 1999). According to the World Health Organization (WHO) 

(1995), quality of life is defined as “individuals’ perceptions of their position in life in 

the context of the culture and value system in which they live, and in relationship to 

their goals, expectations, and standards” (p. 1405). The WHO emphasizes the need for 

improved services for people who suffer from dementia and that community support 

enhances the quality of life for people for these individuals as well as their caregivers. 

The WHO (2012) also has indicated that “….it is essential that the care provided by 

health and social care services is coordinated and integrated and can be adapted to the 

changes that occur throughout the course of the disease” (p. 50). 

Creativity and Quality of Life 

Defining quality of life for people with dementia is difficult because it involves 

subjective perceptions of the person regarding his or her life. Cognitive deterioration, 

limited expressive language, and temporal and spatial disorientation may make it 

difficult for them to have experiences, including musical experiences that are 

meaningful, insightful, or creative. Barca, Engedul, and Selbak (2011) indicate that 
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“depressive disorder and functional impairment in demented patients living in 

institutions, and ….the degree of cognitive impairment influences these patients’ quality 

of life in a negative way” (p. 436). To improve quality of life, patients need to express 

feelings and establish rapport with others to experience enjoyment in their lives.  

Persons with dementia suffer many types of losses. They need to feel safe and 

included in experiences. They need psychological and emotional support, and these 

needs increase as the disease progresses. Thus, it is important that they receive medical 

and therapeutic care to maintain their quality of life for as long as possible. 

Incorporating creativity into one’s life may be a key element for people with dementia. 

Hinz (2009) defines creativity as “a special form of intelligence, an ability 

developed through persistence and hard work, a generally endowed talent, a unique 

personality trait, a response to psychopathology, or a mature defensive response to 

instinctual forces” (p. 169). Providing creative experiences enhances quality of life, and 

these creative experiences allow people with dementia to feel some control and increase 

spontaneity. The use of creativity with people with dementia is not product-oriented. 

The process of engaging in creative activities is the most important goal in this work.   

Runco and Richard (1997) indicate that creative experiences enhance one’s 

self-control and non-verbal communication with others. Through creative experiences, 

elderly people maintain a sense of meaning in their lives, develop enjoyment and 

friendships and establish new communities. 

Various forms of arts and arts therapies emphasize the importance of creativity, 

and music therapy is one example of such a therapy that may serve to prevent further 

cognitive, physical, or psychological deterioration as well as improve quality of life. 

When therapist and client create or make music together, that creativity provides a 
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resource for the client that aids in finding new ways to confront and address the issues 

they face. The process of therapy is not linear. Clients may take various paths to explore 

themselves and the process of doing so may be fun and peaceful or painful and 

sorrowful. During this work, therapists spontaneously respond to clients, and the mutual 

relationship develops that is a significant factor in the process.  

Music Therapy for Elderly People with Dementia 

Among the many therapies that have been developed to treat dementia, music 

therapy is one approach that may address the needs of clients in a significant and 

meaningful way. For example, through their experiences in music therapy, elderly 

people with dementia may improve their communication, self-expression, and 

socialization (Aldridge, 2000; Ashida, 2000). They may also experience a decrease in 

agitation, depression, and isolation (Aldridge, 2000; Brotons & Marti, 2003). 

Additionally, they may find it easier to remember and to experience feelings, and their 

overall quality of life may improve (Ashida, 2000; Takahashi & Matsushita, 2006).   

Music therapists use creative (e.g., instrumental or vocal improvisation, 

movement to music, composition or songwriting), re-creative (e.g., sing-along or song 

discussion) and receptive (e.g., music listening, relaxation, or music imagery) music 

therapy interventions (Koger & Brotons, 1999). Music therapy interventions are adapted 

to meet the needs and preferences of elderly patients.  

Music Therapy Improvisation 

According to Bruscia (1998), goals of clinical improvisation in music therapy 

include 1) development of non-verbal communication that enhances verbal 

communication; 2) self-expression; 3) discovery of self in relation to others; 4) 

developing interpersonal relationships; 5) development of socialization; 6) expansion of 
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creativity, expression, spontaneity and playfulness; 7) development and enhancement of 

visual, tactile, auditory senses; and 8) development of cognitive skills.  

When a group of elderly patients experiences improvisation together, each group 

member contributes to the music in his or her own creative way. Sawyer (2003) explains 

that one of the interesting elements in group improvisation is intersubjectivity and 

stresses that it is “not how performers come to share identical representations, but rather 

how a coherent interaction can proceed even when they do not” (p. 9).  

Elderly people with dementia may be unable to understand group dynamics and 

the flow in the structure of the experience. However, the researcher has observed that 

when elderly individuals engaged in group music improvisation, they discovered that 

they were not only able to play, but also to play together. Thus, this emergence of group 

improvisation is also one of the interesting features of improvisation. “In group 

creativity, the group leads each individual to perform at a higher level than he or she 

would have been capable of alone” (Sawyer, 2003, p. 11). Another benefit of using 

music therapy improvisation is the sense of group cohesion that forms among elderly 

persons as a result of playing together.  

Bruscia (1987) has identified a number of improvisational models and methods 

used in music therapy. Nordoff-Robbins music therapy (NR) is considered a salient 

improvisational method in the treatment of a range of clinical issues.  

Overview of Nordoff-Robbins Music Therapy 

In Nordoff-Robbins (NR) music therapy, improvisational and composed music is 

used in the treatment of individuals and groups with various disabilities. Therapists who 

first used this approach only worked with children; however, therapists now work with 

various age groups (Guerrero & Turry, 2012). This model was developed by Paul 
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Nordoff and Clive Robbins who worked together from 1959 to 1976. Their model was 

influenced by humanistic theory and by Rudolf Steiner who emphasized that learning 

could only occur through people’s experiences (e.g., feelings, motivation, and will). As 

children experience life through their senses, their inner-experiences develop into more 

conscious decisions or actions. According to NR philosophy, therapists accept children’s 

musical responses or behaviors as manifestations of their inner experiences. NR 

therapists also encourage their adult clients to similarly explore their impulsive feelings 

to transform their unconscious repetitive responses or behaviors into conscious acts (e.g., 

mutual music playing).   

Nordoff and Robbins (2007) emphasized that “the individualized musicality is 

inborn in every child” (p.3). Creative music therapy encourages clients to be active 

participants in the making of music. The underlying theory is that a client’s music can 

reveal his or her emotional and developmental state and that every person is born with 

an inner “music child.” Thus, all human beings are able to respond to music without 

having any prior skills or knowledge. Aigen (2005) has discussed the need of clients to 

have meaningful musical experiences. Music is the primary medium used to access the 

inner self (or the music child), and musical goals are also clinical goals. According to 

Bruscia (1987) “it is through the music that the child can learn to let go of fear, 

inhibition, and pathological restrictions which control him or her” (p. 58). NR music 

therapists use improvisation and pre-composed music to engage in spontaneous, 

creative and communicative music with their clients. 

NR music therapists work either in a team or as single therapists (Guerrero & Turry, 

2012). Traditional procedures of NR include “meeting the client musically, evoking 

musical responses, and developing the musical skills, expressive freedom, and 
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interresponsiveness of the client” (Bruscia, 1987, pp. 44-45). NR music therapists often 

use a client-centered approach with live music, and clients generally choose their own 

mode of participation (singing, moving, or playing an instrument) within the choices 

made available by therapists. Therapists generally use a keyboard or other harmonic 

instrument as their primarily tool in creating music together with their clients. NR music 

therapists remain active music makers throughout sessions to stimulate their clients’ 

own music making. In a given session, a therapist may use both improvisational and 

pre-composed music with an improvisational attitude. All sessions are videotaped and 

documented (i.e., using indexing procedures) to capture “the map of the client’s 

‘musical geography’ for future sessions” (Bruscia, 1987, p. 34). During indexing, a 

therapist records how clients respond to different components of music (i.e., tempo, 

dynamics, rhythmic patterns, and melodies) and significant behaviors. NR music 

therapy considers music the primary medium for both clients and therapists. NR 

therapists assess their clients’ needs through musical interactions and sometimes 

through verbal interactions.  

Client-Therapist Relationships in Nordoff-Robbins Music Therapy 

According to Aigen (1998), in NR music therapy, the client-therapists relationship 

is not necessarily used by the therapist to gain insights into the client or treatment 

process. Instead, the founders of NR, Paul Nordoff and Clive Robbins, used music as 

the primary source for this information. However, Nordoff and Robbins occasionally 

acknowledged the relationship as a significant element during the post-hoc analysis of 

music therapy sessions. 

Verney (2010) suggests that NR therapists tend to focus on their relationships 

with clients while they conduct actual sessions, but she also differentiates between 
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relatedness and relationship in NR music therapy. Specifically, the client-therapist 

relationship is established over time, whereas relatedness occurs in 

“moment-to-moment qualities of distance and intimacy between two people” (p. 70). 

During improvisation, people always experience something new and challenging that 

differs from interpersonal relationships, and this usually tends to be stable, repetitive, 

and dependable. The author writes that “a relationship can be relatively fixed, but 

relatedness can change at any moment” (p. 72).  

When a therapist works with persons with dementia, “ relatedness” is as important 

an element as “relationship.”  Due to memory deficits, these individuals may respond in 

the present moment, but they will often lose long-term or short-term memory as their 

disease progress. Music experiences often bring people together in the here and now.  

NR Music Therapy for Elderly People with Dementia 

NR music therapists initially worked exclusively with children with various 

disorders. More recently, NR music therapists have worked and are working with a 

range of clients in terms of age and disability, including elderly people. In traditional 

music therapy work with elderly populations, receptive or recreative music therapy 

experiences are often the main methods employed. However, NR music therapists may 

more typically use improvisational music therapy approaches with elderly people with 

dementia.   

When a therapist works with a person with dementia, the therapist needs to 

establish the relationship with that person as well as convey the relatedness of that 

relationship to the client. Without established relationships, it may prove difficult to 

address their issues of anxiety and depression. In addition, without relatedness as 

experienced through the music, clients may not be able to recapture or experience 
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various aspects of themselves (e.g., self-confidence, self-expression, innate abilities). In 

order to develop relatedness and relationships, therapists need to assess clients’ 

strengths and needs prior to sessions and then continue to assess clients regularly 

throughout the course of therapy. Assessment is thus considered an essential feature not 

only to the process of NR music therapy, but also to all types of music therapy. 

Music Therapy Assessment 

Assessment in music therapy is still developing in comparison to other clinical 

professions. Historically, music therapists have used various assessment tools developed 

in other fields (e.g., psychology, counseling, special education). 

 Accurate and thorough assessment of clients is essential as it enables the 

identification of clients’ needs and issues to be addressed in music therapy. This initial 

assessment information provides a foundation for developing a treatment plan as well as 

goals and objectives for the client. Thus, the development of reliable and valid music 

therapy assessments is essential for optimal music therapy practice as well as providing 

other professionals with additional information on the client’s functioning.  

The Role of the Therapist 

In order to assess a client, a therapist has to develop skill in evaluating features of 

his or her client’s strengths and needs. The attitudes of therapists during assessment can 

impact the amount and depth of information that they receive from their client. During 

an assessment, the therapist needs to create a safe environment for the client to openly 

share his or her difficulties and problems, whenever that is possible. The overall attitude 

of the therapist needs to be warm, flexible, and empathetic toward the client. The 

therapist also needs to increase his or her own cultural awareness in order to show 

sensitivity toward the client (Ghaffari, K. & Caparrotta, L., 2004). Furthermore, Cooper 
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and Aliflle (1998) explain that the role of assessment goes beyond soliciting information 

regarding the client’s social and developmental history. Rather, assessment implies 

accessing “the patient’s inner world” (p. 2).  

Assessment and Interpretation of Clients’ Music 

     There are two types of assessments used in music therapy: non-musical and 

music-based assessment tools. Music therapists may select the type of assessment they 

use according to their theoretical foundations and definitions of health. Bruscia (1998) 

notes that a therapist needs to define his or her conception of health because this 

individual definition influences the way he or she conducts the assessment and 

evaluation process. Bruscia also emphasizes that “health” does not only include 

physical health, but the client’s mind and spirit as well, that is, “the process of becoming 

one’s fullest potential for individual and ecological wholeness” (p. 84).  

Assessment in Nordoff-Robbins Music Therapy 

Because NR music therapists work spontaneously through a client’s musical 

responses, music-based assessment tools are required in this approach. Clive Robbins 

and Paul Nordoff developed three assessment tools: 1) Scale I: The Child-Therapist 

Relationship in Coactive Musical Experience, 2) Scale II: Musical Communicativeness 

and 3) Musicing: Forms of Activity, Stages and Qualities of Engagement (Nordoff & 

Robbins, 2007). In addition to the assessment tools, Nordoff and Robbins developed the 

Tempo-Dynamic Schema that was not used as a component of the formal assessment 

process, but rather as a way to gauge a client’s need for support from session to session. 

This is intended to help a therapist understand a client’s musical responses and to 

estimate a client’s emotional and pathological characteristics. The scales developed by 

Nordoff and Robbins are used to assess client-therapist relationships, musical 
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(instrumental/vocal) responses, and the client’s level of resistance and participation. 

Clive Robbins provides detailed characteristics of each these levels (Bruscia, 1987; 

Nordoff & Robbins, 2007). At the present time, however, there are no assessment scales 

for elderly people with dementia in NR music therapy. 

Cultural Considerations 

As a music therapist the current researcher has worked with both American and 

Japanese elderly people, and believes that therapists’ awareness of clients’ cultural 

backgrounds is an important factor in music therapy. People develop their behaviors, 

personality, and communication skills through their cultural influences. The 

understanding and appreciating of culture is important because each culture is unique 

(Arkoff, 1996). Therapists need to understand that clients’ cultural backgrounds may 

affect their help-seeking behaviors, concepts of receiving therapy treatment, family 

structure, communication style and ways of establishment of relationships (Sue, 1981).  

Japan is a mono-culture, and similar cultural values exist; however, therapists 

need to have broader views, increase their self-awareness and understand 

self-expression for elderly individuals with dementia. Therapists need to be aware that 

Japanese clients establish close relationships with their therapists through dependency. 

They tend to look at a therapist as an expert who will give them guidance. 

When Japanese people interact with others, they tend to be polite, formal, avoid 

confrontation and eye-contact to avoid humiliating others and maintain their 

interdependency. In contrast, American clients tend to be more direct and make direct 

eye-contact with others. Japanese clients tend to establish communication gradually and 

formally to avoid the loss of the other’s esteem. (Leong, 1992). 

In Japanese culture, people try to curtail their emotional expression and 
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emphasize group harmony. They hesitate to show their emotions in public, but may 

express their feelings and share personal problems with family members. Therefore, 

emotional restraint is common in the Japanese culture, and individuals make a 

distinction between their public and private selves. On the other hand, American clients 

are encouraged to discuss and express their emotions more publicly. Japanese people 

may have more formal conversations, establish rapport slowly and prefer indirect 

communication that tends to interfere with their free sharing of their problems with their 

therapists. 

     Music therapy may be well-suited to Japanese clients, because participation does 

not always require verbal responses, only musical responses. Thus, clients who hesitate 

to share their personal emotions and issues can express themselves more readily through 

musical; this expression is more consistent with their cultural values. 

Personal Experience with Elderly People 

The inspiration for the present study derives from my ten years of experience as a 

NR music therapist working with clients who had dementia in the US and in Japan. In 

my work, I have found assessment essential to the process of music therapy. I do not 

only assess a client’s cognitive, communicative, social, affective, and physical functions, 

but also his or her inner self. Elderly people with dementia often experience temporal 

and spatial disorientation, and tend to live in particular times from their past without 

being consciously aware of this. Therefore, they may think that their hallucinations or 

experiences of the past are real, which is a symptom of dementia. However, when I 

worked with clients, I choose to follow their behaviors and responses, being careful not 

to discredit their worlds. I have realized that it is important to be a part of my clients’ 

worlds without pointing out where they were experiencing confusion. This approach 
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gives me access to my clients’ realities so that I can examine the following types of 

questions: Why have my clients’ reverted to this particular time from their past? Have 

they reverted to this particular time period because they have unresolved problems or 

relationships with others from that time? What kinds of emotions do my clients’ 

experience in their worlds? In considering these types of questions, I am able to better 

assess the emotional needs of my clients. 

I use an individualized approach when I work with elderly people with dementia. 

For example, if my clients are confused about times and dates, I share songs that they 

are likely to be familiar with, and I also encourage them to talk about the song as it 

relates to their memories. Based on these types of interactions, I am able to assess my 

clients’ stage of dementia, as well as to detect any significant behavioral, cognitive, or 

psychological deficits. When using this approach, my goal is to become familiar with 

my clients’ worlds without invalidating these worlds. After I assess clients’ stages of 

dementia, I ask them to select a song that was mentioned during our conversation. If 

clients refuse to choose a song or are unable to verbalize their song preference, then I 

ask them to play an instrument with me (usually a percussion instrument). At the 

beginning of the improvisation that follows, I often use a rhythmic exchange without 

playing the piano. After clients understand what to do with the instrument, I gradually 

introduce the piano part and provide supportive music. Once they are comfortable with 

using their instruments, I encourage them to create their own rhythmic patterns. Singing 

songs is one of my goals with this approach, because it helps clients to connect with me 

in the present, while they continue to live in the past. Playing instruments is another 

type of goal that enhances our relationships and helps develop new music skills.  

When clients hesitate or refuse to participate in music experiences, I take the 
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initiative to provide them with instructions. My goal is to gain the trust of my clients, so 

I am careful to respect any hesitations on their part. 

Through their experiences with music, my clients exhibit emotional stability, 

establish rapport with others, and experience an increase in confidence, independence, 

and autonomy. Most importantly, my clients enjoy the spontaneity of being present and 

being active participants in their own music. 

I have found NR music therapy to be an effective approach for elderly people 

with dementia. They have been successful in developing a relationship, sometimes with 

the music and sometimes with the therapist. As a NR music therapist, I have attempted 

to use the existing NR assessment and evaluation tools; however, because these tools 

have been developed for children, they were not always relevant to elderly people with 

dementia Therefore, in order to better serve music therapy clients with dementia 

through NR music therapy, an assessment needed to be developed that was specific to 

this population. The purpose of the current study was to develop such an assessment. 

 

 

  



- 21 - 
 

CHAPTER 2 

RELATED LITERATURE 

There have been many music therapy research studies conducted with elderly 

persons with dementia that have focused on behavioral, cognitive, emotional and social 

outcomes. The present chapter begins with a discussion of the literature according to 

these four categories of outcomes.     

In the first section of the chapter, the results of empirical studies that have been 

published in music and music therapy for the elderly with dementia between 1980 and 

2012 are reviewed. The author has summarized research studies to capture trends in 

music or music therapy practice for elderly people with dementia.  

Music Therapy Research Studies: Cognitive Outcomes 

Cognitive deterioration is a salient feature among people with dementia (Brotons 

& Kroger, 2000; Bruer, Spitznagel, & Cloninger, 2007; Clair, Bernstein & Johnson, 

1995; Lord & Garner, 1993; Smith, 1986). In one neurological study, researchers 

indicated that elderly individuals with dementia often retain cognitive functioning 

related to music processing (Crystal, Grober, & Masur, 1989). Moreover, active 

music-making may enhance their memory (Prickett & Moore, 1991). Musical 

experiences may aid elderly people’s functional language skills (receptive/expressive) 

which, in the studies, became more spontaneous and fluent. Researchers have indicated 

that active music experiences may improve participants’ overall cognitive functions 

(Carruth, 1997; Cevasco & Grant, 2003) (See Table 1). 
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Table 1  

Empirical Studies on Music for Elderly with Dementia and Alzheimer’s Disease:  

Cognitive Skills  

Author 
Year 

Participants Independent variables Outcomes 

G. Smith 
(1986) 

N=12 -Musically cued 
reminiscence 
-Verbally cued 
reminiscence 
-Active music making 

-Improved cognitive functioning 
in active music making 

Crystal et al. 
(1989) 

N=1 -Piano playing -Preservation of piano skills and 
learning of new skill of 
mirroring reading 

Prickett & 
Moore 
(1991) 

N=10 -Singing –Reciting -Ability to learn new musical 
material 
-Ability to recall words and 
lyrics 

Lord & 
Garner 
(1993) 

N=60 
(42 female 
18 male) 

-Music listening and play 
along 
-Jigsaw puzzle activities 
-No special treatment 

-Improvement in memory and 
cognitive functions 

Clair et al.  
(1995) 

N=28       
(18 female 
10 male) 

-free improvisation -Improved short-term memory 
-Improve visual-spatial skills 

Carruth 
(1997) 

N=7 -Individual singing 
-Conversation 

-Improved naming abilities 
-face-name recognition in 
singing sessions 

Brotons & 
Koger 
(1999) 

N=26  
(18 female, 
8 male) 

-Singing and song 
discussion group  
-Conversation group 

-Improvement in cognitive and 
verbal skills in music therapy 
group 

Cevasco & 
Grant 
(2003) 

N=14 
(10 female 
4 male) 

Experience 1 
-Frequent verbal cues 
-Verbal cue only once 
during an exercise 
Experience 2 
-Instrumental music 
-Vocal music 

-Experience 1 
Better responses with frequent 
verbal cues during exercise  
-Experience 2 
More participation when 
instrumental music was used 
during exercise 

Bruer et al. 
(2007) 

N=28 -Music therapy 
-Watching videos 

-Improvement in cognitive 
function in music therapy and 
memory retention 
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Music Therapy Research Studies: Behavioral Outcomes 

Cognitive deterioration can manifest as various behavioral problems, such as 

physical aggression, verbal aggression, agitation, wandering, and repetitive behaviors. 

Several studies have focused on the behavioral management of elderly patients using 

music. Specifically, the studies have suggested that music or music therapy may be 

effective in reducing behavioral symptoms of dementia (see Table 2) (Brotons & 

Prickett-Cooper, 1996; Clark, Lipe, & Bilbrey, 1998; Gerdner, 2000; Gerdner & 

Swanson, 1993; Goddaer & Abraham, 1994; Hicks-Moore & Robinson, 2008; Raglio et 

al., 2010; Rangneskog, Brane, Karlsson, & Kihlgren, 1996; Sung, Chang, Lee, & Lee, 

2006; Tabloski, McKinnon-Howe, & Remington, 1995; Thomas, Heitman, & Alexander, 

1997). 

Music interventions have been used in various settings involving persons with 

dementia, and there have been three types of music experiences studied: receptive, 

re-creative, and creative. Several studies have used music listening for relaxation or to 

decrease agitated behaviors (Brotons & Prickett-Cooper, 1996; Clair & Bernstein, 1994; 

Clark et al., 1998; Casby & Holm, 1994; Denny, 1997; Gerdner, 2000; Gerdner & 

Swanson, 1993; Goddaear and Abraham, 1994; Hicks-Moore & Robinson, 2008; Lin, 

Chu, Yang, Chen, Chen, Chang, Heich, & Chou, 2012; Lindenmuth, Patel, & Chang, 

1992; Rangneskog et al., 1996; Sung et al., 2006; Tabloski et al., 1996; Thomas et al., 

1997). In the literature, there are only a few studies that have employed creative or 

re-creative music interventions top achieve behavioral outcomes (Fitzgerald-Cloutier, 

1993; Raglio et al., 2010; Svandottir & Snaedal, 2006).     
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Table 2  

Empirical Studies on Music for Elderly with Dementia and Alzheimer’s Disease:  

Behavior Management  

Author 
Year 

Participants Independent variables Outcomes 

Lindenmuth et 
al.  
(1992) 

N=20 
(8 male 
12 female) 

-Relaxation music 
program 
-No music 

-Better sleep behaviors in 
elderly with Alzheimer’s 

Fitzgerald- 
Cloutier 
(1993) 

N=1 -Singing and playing 
instruments 
-Reading session 

-Decreased wandering 
behaviors during music therapy 
sessions 

Gerdner & 
Swanson 
(1993) 

N=5 -Individualized music 
listening 

-Decreased agitation 

Groene 
(1993) 

N=30 
(16 female 
14 male) 

-Music therapy 
-Reading group 

-Increased seating scores in 
music therapy sessions 
-No significant change in 
amount of wandering behaviors 
in Music therapy and reading 
sessions 

Casby & Holm 
(1994) 

N=3 -No treatment 
-Classical music listening 
-Favorite music listening 

-Reduced repetitive disruptive 
verbalization in both music 
listening 

Clair & 
Bernstein 
(1994) 

N=28 -No music 
-Stimulative  background 
music 
-Sedative background 
music 

-No find any differences among 
three variables in agitation 

Goddaer & 
Abraham 
(1994) 

N=29 -No music (A) 
-Relaxing Background 
music (B) 
 (A-B-A-B) 

-Decreased verbal agitation 
-Decreased physically 
non-aggressive behavior 
-Decreased agitation when 
music was used 

Tabloski et al. 
(1995) 

N=20 -Relaxing music -Decreased agitation during 
and after music 

Brotons & 
Prickett-Cooper 
(1996) 

N=20 -Live music for subjects 
with music background 
-Live music for subjects 
without music background 

-Decreased agitation in both 
variables 

Ragneskog et 
al. 
(1996) 

N=20 -Relaxing music; 
-Folk songs or 
-Pop music during meal 
time 

-Decreased agitation 
-Decreased irritation and 
fear-panic during relaxing 
music listening 
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Table 2 (continued) 

Author 
Year 

Participants Independent variables Outcomes 

Denney 
(1997) 

N=10 -Background music during 
meal time 

-Decreased verbal agitation 
-Decreased physically 
non-aggressive behavior 

Thomas et al 
(1997) 

N=14 -Background music during 
bathing 

-No differences in hiding and 
verbal agitation 
-Decreased aggressive behaviors 

Clark et al. 
(1998) 

N=18 
(14 female 
4 male) 

-Preferred music during 
bath time 
-No music  

-Decreased agitation & 
frequency of agitation in the 
experimental group 

Gerdner 
(2000) 

N=39 
(30 female 
9 male) 

-Individualized music 
therapy 
-Relaxation music  

-Decreased agitation during the 
individualized music therapy 
sessions  

Sung et al. 
(2006) 

N=36 -Background music 
-Standard care 

-Decreased agitation 

Svandottir et 
al. 
(2006) 

N=38 
20 Exp. 
18Control 

-Singing & song discussion 
-Standard care 

-Decreased agitation in the 
experimental group 

Hicks-Moore 
& Robinson 
(2008) 

N=41 -Music listening (ML) 
-Hand massage (HM) 
-ML & HM 
-No treatment 

-Decreased agitation in all 
experimental groups 
-Decreased agitation after one 
hour of the treatments 

Raglio et al. 
(2010) 

N=60 
30 exp. 
30 Control 

-Instrumental 
improvisation 
-Standard care 

-Decreased disruptive behaviors 
(delusion, apathy, and agitation) 
in music therapy group 

Lin et al. 
(2012) 

N=100 
49 exp. 
51 control 

-Creative, re-creative and 
receptive music 
-Standard care 

-Decreased agitated behaviors in 
music intervention 
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Music Therapy Research Studies: Emotional Outcomes 

Therapists who work with elderly clients with dementia often focus on decreasing 

clients’ anxiety and depression through musical experiences (Fischer-Terwork & Probst, 

2011; Guetin et al., 2009; Sung, Lee, Li, & Watson, 2012) and also on increasing clients’ 

life satisfaction and positive affect (Newman & Ward, 1993). 

Reminiscence is an important music therapy intervention for the elderly 

(Takahashi & Matsushita, 2006). At the end of life, it is especially important for elderly 

persons to share the stories of their lives with someone. Music reminiscence can provide 

a means to achieve this.  
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Table 3  

Empirical Studies on Music for Elderly People with Dementia and Alzheimer’s Disease:  

Emotional 

Author 
Year 

Participants Independent variables Outcomes 

Newman & 
Ward 
(1993) 

N=21 
 

-Music activities with 
children 
-Music activities without 
children 

-More positive affect in 
structured music activities with 
children 
 

Holmes et al. 
(2006) 

N=32 
 

-Live music 
-Music listening 
-Silence 

-Positive engagement in live 
music 

Takahashi & 
Matsushita 
(2006) 

N=43 

experimental 
(n=24) and 
control 
(n=19) 

-Music reminiscence 
-Regular treatment 

-Improved emotional stability 
 

Guetin et al. 
(2009) 
 
 

N=30 
(22 female 
8 male) 

-Individual receptive 
music therapy 
-Reading session 

-Improved level of anxiety and 
level of depression in music 
therapy session 

Fischer-Terwork 
& Probst (2011) 

N=49 

experimental 
(n=26) and 
control 
(n=23) 

-Singing, music listening 
and playing instruments 
-Non-specific 
occupational therapy 

-Improved communication 
skills and psychological 
well-being 

Sung et al. 
(2012) 

N=55 
experimental 
(n=27) and 
control 
(n=28) 

-Playing instruments with 
familiar songs 
-Regular treatment  

-Improved level of anxiety in 
music group 
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Music Therapy Research Studies: Social and Communication Outcomes 

Therapists who work with elderly individuals with dementia may focus on 

enhancing social interactions, developing client-therapist relationships, and establishing 

new communities through musical experiences. When elderly patients participate in 

music, they have the opportunity to share their experiences and memories; music may 

help to improve their verbal interactions.  

Increased social interaction is a common music therapy goal for elderly patients 

with dementia (Brotons & Koger, 1999; Lesta & Petocz, 2010; Olderog-Millerd & 

Smith, 1989; Pollack & Namazi, 1992) along with participation in verbal discussion 

(Olderog-Millerd & Smith, 1989; Pollack & Namazi, 1992; Korb, 1997) and active 

participation in sessions (Brotons & Koger, 1999; Cevasco, 2010; Clair & Ebberts, 

1997). Researchers have also focused on elderly persons’ communication skills and 

awareness of others (Clair & Bernstein, 1990; Clair & Ebberts, 1997).  

Music therapy experiences may encourage clients to participate and interact with 

other group members through musical activities. To accomplish this, researchers have 

used recreative experiences, such as singing (Brotons & Koger, 1999; Clair & Bernstein, 

1990; Korb, 1997; Lesta & Petcoz, 2006; Olderog-Millerd & Smith, 1989) or 

instrument playing (Cevasco, 2010; Clair & Bernstein, 1990; Clair & Ebberts, 1997; 

Korb, 1997; Pollack & Namazi, 1992) (see Table 4). 
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Table 4  

Empirical Studies on Music for Elderly with Dementia and Alzheimer’s Disease:  

Social and Communication Skills 

Author 
Year 

Participants Independent variables Outcomes 

Olderog-Millerd 
& Smith 
(1989) 
 

N=10 
(7 female 
3 male) 

-Discussion session 
-Group singing 

-Improved social behaviors and 
Increased verbal discussion 
during group singing sessions 

Clair and 
Bernstein 
(1990) 

N=3 -Music therapy (creative 
and re-creative) 

-Improved communication 
skills 

Pollack & 
Namazi 
(1992) 

N=8 
(3 male 
5 female) 

-Individualized music 
activities  

-Increased social behaviors and 
communication  

Clair & Ebberts 
(1997) 

N=30 -Music therapy 
programming (singing, 
dancing, and rhythm 
playing) 

-Increased awareness of others 
-Level of participation 
increased during rhythm 
playing 

Korb 
(1997) 

N=10 -Singing 
-Rhythmic ensemble 
-Discussion session 

-More solicited feedback 
occurred during rhythmic 
ensemble sessions 

Brotons & 
Koger 
(1999) 
 

N=26  
(8 male,  
18 female) 

-Singing and song 
discussion group  
-Conversation group 

-Increased participation, 
awareness and  social 
interaction  
(sleep pattern and mood) 

Lesta & Petocz  
(2006) 
 

N=4 -Small-group singing 
sessions 

-Improved mood and social 
behaviors 
-Decreased non-social behavior 

Cevasco 
(2010) 
 

N=38 -Movement-to-music, a 
sing along, and instrument 
playing 

-Improved affect and 
nonverbal behaviors with 
therapist’s physical proximity 
and affect 
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Overview of Music Therapy Assessment Studies 

Assessment is an important component of the music therapy process occurring in 

the initial interview with the client and often throughout therapy. Through assessment, a 

therapist identifies a client’s needs and issues and determines a treatment plan (Cooper 

& Alfille, 1998).  

The development of assessment procedures in music therapy is also an important 

topic. Bruscia (2005) has observed that assessment helps gain “insights about individual 

clients or client populations served by music therapy—their clinical conditions and 

problems, their musical characteristics, their personal resources and experiences and 

their therapeutic needs” (p. 81).  

Music therapists have developed quantitative and qualitative music therapy 

assessments for a variety of purposes (Pavlicevic, 1997; Bruscia, 1998; Wigram, 1999; 

Chase, 2002; Wigram, Pedersen, & Bonde, 2002). Miller (2006) emphasized that 

“quantitative data consist of definable behaviors, while qualitative information relates to 

the experience of the music therapy session and phenomenological understanding of the 

meaning of musical communication and interaction” (pp. 184-185). Because music 

therapists work in various settings, the aims of their assessments also vary.   

Categories of Music Therapy Assessments 

Bruscia (1998) has defined various types of assessments that relate to the 

therapist’s objectives: a) “diagnostic” assessment in which a therapist identifies a 

client’s issues and concerns through the client’s actual musical responses; b) 

“interpretive” assessment in which a therapist interprets a client’s responses; c) 

“descriptive” assessment in which a therapist collects all the information without 

diagnosis to understand a client in a holistic way; d) “prescriptive” assessment in which 
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a therapist determines what types of therapy will benefit a client (e.g., individual or 

group, active or receptive music therapy, or frequency/length of therapy session, etc.); 

and e) “evaluative” assessment in which a therapist gathers information during the 

initial stage of therapy, and seeks to evaluate the process of a client’s progress in later 

therapy sessions.  

Wigram (1999) introduced different types of music therapy assessments for his 

clients who had communication disorders. He recommended “analyzing musical 

material as the essential ‘raw data’ of work and using musical events as the starting 

point to explain psychological, pathological and emotional behaviour” (p. 7).  

According to Chase (2002), there are three types of assessments in music therapy: 

informal, formal and standardized. In an informal assessment, music therapists do not 

record information, but they observe clients and make mental notes. In contrast, a 

formal assessment is conducted by music therapists in a systematic way. This type of 

assessment is especially developed for a specific population or based on a theoretical 

model. A standardized assessment is one that has been studied through research and 

used by many music therapists.  

Wigram (1999) categorized five assessment models: a) “Diagnostic assessment” 

that identifies diagnostic symptoms through assessment; b) “General assessment” that 

determines clients’ needs, issues, strengths etc.; c) “Music Therapy Assessment” that 

evaluates the effectiveness of music therapy intervention; d) “Initial Period of Clinical 

Assessment in Music Therapy” that evaluates a therapist’s approaches in the first few 

sessions; and e) “Long-term Music Therapy Assessment” that evaluates the client’s 

progress in music therapy (p. 8).  

Wigram, Pedersen, and Bonde (2002) also categorized the components of music 
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therapy assessments as: intra-musical (i.e., relationships between client and musical 

experiences), inter-musical (i.e., relationships between client and therapist/others 

through musical experiences), diagnostic, cognitive and physical functions (e.g., 

fine-gross motor skills), and musical analysis. They indicated that these assessments are 

subjective (i.e., therapist’s interpretation and observation), yet are well organized and 

provide in-depth information about clients.   

Pavlicevic (1997) has described two types of music therapy assessment: assessing 

non-musical behaviors through musical activities, and examining the musical process 

itself. Layman (2002) has explained that music therapy assessments are developed for a 

particular population, and these assessments are often influenced by the therapists’ 

theoretical orientation.  

Music therapists work with various populations, thus it is difficult to develop only 

one standardized assessment for all types of clients. Also, music therapists often adapt 

their assessments to clients’ needs. Furthermore, the therapist’s philosophy, theoretical 

foundation, and music background all influence the way music therapists conduct client 

assessments.  

In the next section, examples of actual music therapy assessment procedures 

developed by several music therapists are examined (Chase, 2002; Wigram, Pedersen, & 

Bonde, 2002; Miller, 2006).  

Procedures of Music Therapy Assessment 

In her music therapy assessment process, Chase (2002) begins with collecting a 

client’s general information (i.e., family history, medication, cultural background, 

characteristics of the client’s behaviors, and other types of therapies) prior to an initial 

session. During the initial session, she assesses the client’s motor, communication, 
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cognitive, affective, and social skills. She states that music therapists should choose an 

assessment that is appropriate for the client. For example, a music therapist might apply 

a client-centered assessment which evaluates what is important to the client. If a 

therapist gathers a client’s information through observation and identifies the client’s 

needs, this is called a specific needs assessment.  

Miller (2006) provided questions therapists may ask themselves as guidelines for 

the assessment process.  

� Would this person benefit from music therapy? 
� How might this person benefit from music therapy? 
� How does this person relate to others (the therapist or group members) 

through music? 
� How does this person communicate through music? 
� How is (ongoing) music therapy affecting this person? 
� How might the music therapist optimize or shift music therapy interventions 

for improved outcomes? 
� How could a music therapy program benefit a facility? 
� What are the strengths and weaknesses of this music therapist, MT instructor, 

or MT department? 
� What kind of music therapy would work best in this environment (p. 184) 
 

With regard to the process of assessment, Wigram, et al. (2002) have stated: “in 

order to advance our ability to provide more specific evidence of what happens in music 

therapy and in order to substantiate our interpretation of behaviour and changes in 

behaviour, analysis of music is a natural starting point to formulate criteria for 

systematic assessment” (p. 248).  

Studies of Music Therapy Assessment 

Isenberg-Grzeda (1988) has suggested that there are four functions of music 

therapy assessments and has recommended guidelines for creating an assessment: 1) an 

assessment entails a therapist’s musical skills; 2) an assessment allows a therapist to 

identify a client’s pathology and functions that are difficult to access; 3) an assessment 
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allows a therapist to identify a client’s pathology and functions that are already found in 

other discipline; and 4) an assessment allows a therapist to exploit gratification, 

motivation, and non-intellectual aspects of music. She has emphasized the importance 

of establishing an assessment scale for clients’ needs and for the demands of an 

institution. She has indicated that the assessment protocol is determined by four 

domains: music, the clients, demands of the institution, and therapists’ theoretical 

frameworks.  

Sabbatella (2004) conducted a literature review on published assessments in 

music therapy from 1985 to 2001. She searched music therapy journals in English, 

Spanish and Portuguese. Of the 41 total articles reviewed, 37 were in English journals. 

Only two articles involved assessment of clients’ musical responses. She categorized the 

collected articles into four types, a) “Theoretical paper” (n=19), b) “Assessment and 

clinical evaluation of clients” (n=14), c) “Evaluation of music improvisation or musical 

behaviors related to music therapy” (n=2), and d) “Treatment effectiveness” (n=2) (p. 9). 

She concluded that, in comparison to other professions, music therapy assessment and 

evaluation research still needs to improve and develop.  

Wilson and Smith (2000) reviewed studies of music therapy assessments used in 

school settings. They identified 41 music therapy articles from different databases from 

1980 to 1997, and they also hand-searched journals to locate additional articles. They 

identified 20 music therapy studies that had been used as standardized assessment scales 

and 21 studies that used non-standardized assessment scales. They found a limited 

number of replications of studies of music therapy assessment scales, as well as a 

limited publication of the actual assessment scales. These authors also analyzed how 

music therapy assessments had been used in this literature, and found six primary 
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purposes: a) to compare other assessment tools, b) to gather information for baseline 

measurements, c) to make recommendations for music therapy treatment, d) to identify 

psychometric aspects of assessment, e) to identify an appropriate assessment scale for a 

particular population, and f) to identify clients’ musical preference. The researchers 

indicated that music therapists assessed the musical behaviors and responses of children 

with various disabilities.  

Music therapy assessments for children with autism spectrum disorder (ASD) 

have been carried out via diagnostic and evaluative assessments (Wigram and Gold, 

2006). These authors indicated that because formal assessments do not focus on 

qualitative elements (e.g., creativity and process of music making), it is important to 

include the client’s communicative and social interactions. In addition, assessing or 

analyzing elements of the music (e.g., tempo and dynamics changes, level of rhythmic 

freedom, and musical phrasing) may provide a holistic picture of a client.   

Survey Studies of Assessment Procedures for Children 

Chase (2004) conducted a survey of music therapists who work with children 

with developmental disabilities. Ninety-six respondents were included in this study. 

Chase asked questions within the following categories: a) “major skill areas and 

subcategories most frequently assessed”; b) “how these areas are assessed”; c) “the 

common features of their current assessment tools”; d) “positive and/or negative aspects 

of their current assessment tools”; and e) “3 most important features desired in a 

standardized music therapy assessment for use in their clinical practice” (2004, p. 28). 

The respondents reported observing a client’s motor functions (95%), communication 

(83%), social skills (79%), cognitive (64%), and music (35%) (pp. 36-39). They 

reported that the positive elements of their assessments were thoroughness (34%), 
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individualization (26%), and ease to use (26%); however, they also reported that 

assessment was subjective (28%), limiting (26%) and time consuming (22%) (2004, pp. 

45-46). The respondents reported that if it were “easy to use,” “comprehensive” and 

“adaptable,” they might use a standardized assessment instrument (2004, pp. 46-47).   

Survey Studies of Assessment Procedures for Adults 

Groen (2007) conducted a survey of assessment and treatment procedures in pain 

management. She asked professional music therapists and hospice nurses to participate 

in this study. Seventy-two music therapists and 92 nurses responded. The music 

therapists were asked to provide demographic information, reason for patient referral to 

music therapy, types of pain assessment scales and music therapy interventions used. 

The nurses were also asked to provide the same information, without the information on 

interventions, and were also asked to recommend appropriate assessment tools for 

non-nursing professionals. Music therapists reported using: a) the Pain Behavior 

Observation (a checklist documented by health care staff); b) Numerical Rating Scales 

(NRS) (wherein the client rated pain from 0 to 10) and c) Verbal Rating Scales (a 

self-report scale). The nurses recommended the use of the Picture or Faces Scale and 

NRS by non-nursing professionals because of the ease in adaptation and minimal 

training needed for use. In the hospice setting, music therapists reported using formal 

assessments developed by other medical professions. In this survey, it was not clear 

whether or not music therapists who worked in hospice used musical assessment tools.  

Cassity and Theobold (1990) conducted a survey of music therapists who worked 

with clients who had experienced domestic violence. They included 80 music therapists 

in this study. They inquired regarding how therapists assessed in nine areas: behaviors, 

physical, sensory, cognitive, social, communication, imagery, receptive, and expressive 
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language and drugs. Therapists reported using singing, song discussion and composition 

as common activities to assess clients’ behavioral problems. For children and 

adolescents, cognitive skills were assessed through lyric analysis, composition, and 

musical games. Through these activities, therapists also assessed clients’ coping and 

organizational skills. Among adolescents, therapists used music activities to assess 

various problem areas. In contrast, therapists used both clients’ music, including 

improvisation as well as verbal responses to assess battered women.  

Cassity and Cassity (1994) conducted a survey of clinical training directors 

(n=65) who worked in psychiatric populations. The authors sought information about a) 

how non-musical and musical behaviors were assessed, b) characteristics of behaviors 

among this population, c) characteristics of musical behaviors, and d) types of music 

interventions used. The directors indicated that there were no standardized music 

therapy assessment scales for their facilities and strongly recommended the 

establishment of standardized music therapy assessments for their clients. For 

adolescents and children, therapists often assessed behavioral, cognitive, emotional and 

social problems. Social skills were a concern among adult clients, and respondents used 

music interventions (i.e., music listening and instrumental playing) to assess clients’ 

interpersonal skills. In summary, the respondents reported that they assessed clients’ 

non-musical and musical behaviors to an equal degree. Respondents also focused on 

clients’ interpersonal, affective, and cognitive functions. The researchers strongly 

recommended developing diagnostic music therapy assessments in psychiatric settings.  

Survey Studies of Assessment Procedures for the Elderly 

Smith and Lipe (1991) conducted a survey of music therapists who work with the 

elderly (n=176). The purpose of the study was to determine a) demographic information, 
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b) types of assessment tools used with this population, c) current trends in music 

therapy practice for elderly populations, and d) goals and objectives. Respondents 

reported that they used assessment tools adapted from facility-mandated assessments to 

evaluate clients (34%), self-designed assessments (33%), and those adapted from other 

professions (32%). In these assessments, the respondents assessed clients’ social skills 

most commonly. There was not a clear discussion on self-designed assessments, but 

instead, the therapists focused on non-musical behaviors in their assessments. However, 

music therapists who work with this population tended to combine formal assessments 

(i.e., other disciplines’ assessment scales) and informal assessments (i.e., self-designed 

assessments).  

Various types of music therapy assessments are often influenced by clients’ goals 

and objectives, the therapist’s theoretical background, therapists’ preferred interventions, 

types of population that the therapists serve, and demands of the institution. For the 

purpose of this study, the author has categorized various types of assessment scales by 

population and Bruscia’s assessments types (i.e., diagnostic, interpretive, descriptive, 

prescriptive, and evaluative assessments). The following table gives a complete list of 

reference in chronological order, including author(s), year of publication, population, 

and name of assessments (see Table 5).  
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Table 5 

List of References in Chronological Order 

Author Year Population Name of Assessment 
Rider 1981 Children in regular school 

and day care 
-Musical-Perception 
Assessment of Cognitive 
Development (M-PACD) 

Jones 1986 Children with mental 
retardation 

-Musical-Perception 
Assessment of Cognitive 
Development (M-PACD) 

Branswell et al. 1986 Adults with psychiatric 
disorder 

-Music/Activity Therapy Intake 
Assessment for Psychiatric 
Patients (MATIA) 

Bruscia 1987 All population -Improvisational Assessment 
Profiles (IAPs) 

Orff 1987 All population -Not Specified (NS) 
Riordan 1987 All population -NS 
Stephens 1987 Adults in psychiatric 

disorder 
-Adult Improvisational Music 
Therapy Model 

Wells 1988 Adolescents with 
psychiatric disorders 

-NS 

Goodman  1989 Children with ED -Music Therapy Assessment 
Tool for Emotionally Disturbed 
Children 

Grant 1989 & 1995 Children in school setting -NS 
Thompson, 
Arnold & 
Murray 

1990 Adults in medical setting -NS 

York 1994 Elderly people with 
dementia 

-Residual Music Skills Test 
(RMTS) 

Lipe 1995 Elderly people with 
dementia 

-Music-Based Evaluation of 
Cognitive Functioning 
(MBECF) 

Wigram 1995 & 2000 Children with autism -NS 
Pavlicevic 1997 Adults in psychiatric 

disorder 
-Musical Interaction Ratings 
(MIRs) 

Loewy 2000 All populations in medical 
setting 

-NS 

Schumacher & 
Calvert-Kruppa 

1999 Children with delayed 
development  

-Analysis of Quality of the 
Relationship (AQR) 

Brunk & 
Coleman 

2000 Children in special 
education setting 

-Special Education Music 
Therapy Assessment Process 
(SEMTAP) 

Hintz 2000 Elderly people -Geriatric Music Therapy 
Assessment (GMTA) 

Lee 2000 Adults in private clinic  -NS 
Adler 2001 Elderly people -Musical Assessment of 

Gerontologic Needs and 
Treatment (MAGNET) 
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Table 5 (Continued) 

Author Year Population Name of Assessment 
Layman 2002 Children with ED -Beech Brook Music Therapy 

Assessment 
Kaplan & 
Steele 

2005 Children with autism -Music Therapy 
Outcomes-Based Measurement 
Program 

Oldfield 2006 Children in psychiatric 
setting 

-Music Therapy Diagnostic 
Assessments (MTDAs) 

Waldon 2006 Children in medical setting -Computer-based Perception 
Assessment for Children 
(CMPAC) 

Magee 2007 a and b Adults in medical setting -Music Therapy Assessment 
Tool for Low Awareness States 
(MATLAS) 
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Music Therapy Assessment Studies for Children 

Diagnostic Assessments 

Rider (1981) developed the Musical-Perception Assessment of Cognitive 

Development (M-PACD) for children with developmental disabilities. The researcher 

used 15 music performance tasks to assess clients’ cognitive skills; these tasks were 

based upon Piaget’s developmental concepts. According to Piaget, children learn the 

concept of time after they understand and experience movement and speed. From this 

theoretical framework, the researchers believed that a child’s cognitive development 

occurs through auditory stimulation. Rider used the M-PACD to test 109 children 

without any disabilities; the procedure was carried out over a six month period. He 

evaluated children’s cognitive development through musical tasks (i.e., identify a 

rhythmic pattern, dynamics, etc.), and found that the M-PACD was a useful assessment 

for children’s cognitive functions.  

In 1986, Jones replicated the assessment of the Musical-Perception Assessment of 

Cognitive Development (M-PACD) for children with developmental disabilities. 

Through musical assessment sessions, Jones found that musical perception and 

cognitive functions were related to subjects’ mental and chronological ages. Therefore, 

the M-PACD appeared to be an accurate assessment for children with developmental 

disabilities. However, the researcher raised concerns about the use of this assessment 

with this population. Some participants were unable to follow two-step instructions 

during the performance tasks, and the researcher had to prompt them to complete tasks 

that were different from those used in Rider’s original study.  

Grant (1989, 1995) developed a music therapy assessment based on four domains 

(i.e., sensorimotor, cognitive, communication, and social skills). He indicated that a 
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standardized assessment for children in a school setting needs to follow public law (i.e., 

IEP). The assessment focused on a client’s musical skills and behaviors. He did not 

attempt to test or standardize this assessment.    

Schumacher and Calvert-Kruppa (1999) developed the Analysis of Quality of the 

Relationship (AQR) for children with delayed development. This assessment measured 

the quality of relationship between the client and therapist through music (i.e., 

self-expression and interpersonal relationships). The authors ranked that the client’s 

relationships to musical instruments according to several levels of expression (i.,e.., 

modi 0 to 6), and these levels were categorized in the following ways: a) “0 lack of 

contact,” b) modi “1 contact-reaction,” c) modi “2 functional-sensory contact,” d) modi 

“3 contact to himself/self-awareness,” e) modi “4 contact to others/intersubjectivity,” f) 

modi “5 relationship to others (to another person)/interactivity,” and g) modi “6 joint 

experience/interaffectivity” (pp. 18-19). This assessment was developed for long-term 

treatment and focused on the development of therapeutic/musical relationships.  

Layman (2002) conducted a pilot study of 20 severely emotionally disturbed 

children using the Beech Brook Music Therapy Assessment scale. This scale examined: 

a) behavioral and social functions, b) emotional responsiveness, c) 

language/communication abilities, and d) music skills. The therapist evaluated and 

categorized behaviors into three areas; 1) defensive or withdrawn (i.e., shy, timid, 

withdrawn); 2) target behavior (i.e., socially appropriate behavior); or 3) disruptive or 

intrusive (i.e., over-powering, dominating and aggressive). The author collected clients’ 

background information prior to the assessment sessions, and based on this information, 

developed a session plan. She provided detailed information for the assessment scale. 

Results showed that observable behaviors were detected by the assessment during music 
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activities (i.e., music skills, attention span, personal boundaries, and coping skills). The 

author suggested that the assessment scale was an effective assessment tool for use with 

emotionally disturbed children. Layman (2002) also emphasized that a music therapy 

assessment should be able to translate musical responses for other professions.  

The Music Therapy Diagnostic Assessment (MTDAs) was developed by Amelia 

Oldfield. The areas of assessment include choice of instruments, playing tonal or atonal 

music, developing rhythmic interactions, singing, and others. The MTDAs were 

developed for assessing musical and non-musical behaviors (Oldfield, 2006). 

Evaluative Assessments 

Kaplan and Steele (2005) developed the Music Therapy Outcomes-Based 

Measurement Program to evaluate the effectiveness of music therapy interventions for 

children with various disabilities. They implemented the assessment with 40 children 

with autism who participated over a two-year period and examined the following areas: 

children’s communication and language skills; behavioral and psychosocial skills; and 

cognitive, musical, and motor skills. The researcher conducted initial assessments of the 

children’s performance, and evaluated children’s progress according to clinical 

objectives at intermediate points. The researchers used the “individualized 

Outcomes-Based Measurement computer database” to input all the information gathered 

(p. 7).  

Combined Assessments: Diagnostic and Interpretive Assessments 

Wells (1988) developed an assessment procedure for adolescents with psychiatric 

disorders. She used a case study to illustrate procedures used in her assessment sessions. 

She introduced three tasks for assessment: a) song choice to establish relationships, b) 

writing a story based on a music piece to assess one’s issues and conflicts, c) five 
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structured musical improvisations i.e., explore instruments, choose an instrument that 

represents oneself, free improvisation with therapist, referential improvisation, and then, 

free choice of improvisation or sing along). The researcher also used clients’ musical 

behaviors and interactions (intra and inter-musical relationships) to interpret their 

relationships with peers, friends and family. Based on the assessment, the researcher 

made recommendations and made implications for treatment.  

Goodman (1989) developed the Music Therapy Assessment Tool for Emotionally 

Disturbed Children. The assessment included 6 categorizes: a) musical response choice, 

b) musical preference, c) musical responsiveness, d) verbal associations, e) nonverbal 

reactions, and f) client/therapist interaction. Twenty-four children in long-term and 

short-term treatment facilities for various emotional disturbances were included in this 

study. Goodman provided two case studies to explain how the assessment was used for 

long-term and short-term clients. She used descriptive music therapy assessments to 

check and to make comments on the categorized musical behaviors. Her assessment was 

both subjective (i.e., explained and interpreted musical behaviors) and objective (i.e., 

assessed a client’s attitude towards instruments, music, and therapist).  

Wigram (1995) suggested that music therapists should use various music therapy 

approaches for assessing clients. He emphasized that therapists should have a purpose 

of assessment in mind: a) to use music as a treatment tool, b) to recognize a client’s 

responses (i.e., quality of resistance, physical, emotional and cognitive functions), c) to 

identify effective treatment approaches, and d) to identify the relationship between 

client and therapist. He also emphasized that a therapist should focus on a client’s 

responses: a) to physical and psychological proximity, b) to directions and adjustment to 

the therapy situations, c) to musical elements and instruments, d) when communicating, 
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and e) general musical responses. The researcher emphasized that a music therapy 

assessment should include actual musical materials to describe a client’s behavior.  

Combined Assessments: Diagnostic and Prescriptive Assessments 

Brunk and Coleman (2000) developed the Special Education Music Therapy 

Assessment Process (SEMTAP) for school settings; this assessment was designed to 

complement an Individualized Education Program (IEP). The authors indicated that the 

assessment could be an educational tool for school districts and parents who were 

unfamiliar with music therapy services. The SEMTAP is not a standardized music 

therapy assessment; rather, it is intended to be adapted to an individual student’s needs. 

The researchers described detailed information of the assessment procedures used, and 

their music therapy objectives were developed from the children’s IEP objectives.  

Waldon (2006) developed the Computer-based Perception Assessment for 

Children (CMPAC) to assess children’s listening and musical behaviors during invasive 

medical procedures. Forty-nine children were included in this study, i.e., 31 elementary 

school and 18 hospitalized children. Ten music therapists were asked to use the 

computer-based assessment to assess the frequency and duration of the children’s music 

listening, music preference, and musical engagement. The therapists also wrote 

narratives and anecdotal notes. It was concluded that the assessment tool was an 

effective instrument for music therapists to make decisions for referral.  

A list of the aforementioned assessments is provided in Table 6. 
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Table 6 

Music Therapy Assessments for Children 

Author Year Types of Assessment Areas of Assessment 
Rider 1981 -Diagnostic -non-musical behaviors 

-musical behaviors 
Jones 1986 -Diagnostic -non-musical behaviors 

-musical behaviors 
Wells 1988 -Diagnostic 

-Interpretive 
-Evaluative 

-musical behaviors 
-non-musical behaviors 
-make recommendation for 
music therapy service 

Goodman 1989 -Descriptive 
-Interpretive 

-non-musical behaviors 
-musical behaviors 

Grant 1989 &1995 -Diagnostic -musical behaviors 
-non-musical behaviors 

Wigram 1995 & 2000 -Diagnostic 
-Interpretive 

-musical behaviors 
-non-musical behaviors 

Schumacher & 
Calvert-Kruppa 

1999 -Diagnostic -musical behaviors 
-non-musical behaviors 

Brunk & 
Coleman 

2000 -Diagnostic 
-Prescriptive 

-non-musical behaviors 
-make recommendations for 
services 

Layman 2002 -Diagnostic -non-musical behavior 
Kaplan and 
Steele 

2005 -Evaluative -musical behaviors 
-non-musical behaviors 
-progress of clients’ objectives 

Oldfield 2006 -Diagnostic -non-musical behaviors 
Waldon 2006 -Prescriptive 

-Descriptive 
-musical behaviors 
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Music Therapy Assessment Studies for Adults 

Diagnostic Assessments 

Gillian Stephens (Bruscia (1987) developed the Adult Improvisational Music 

Therapy Model for adults in psychiatric institutions. This tool is used with both verbal 

and nonverbal adults. Stephens used music improvisation to identify clients’ personal 

and interpersonal issues. 

Thompson, Arnold, & Murray (1990) designed a music therapy assessment for 

stroke patients (i.e., Cerebrovascular Accident) that used music to assess clients’ 

cognitive, motor, communication, social and visual functions in order to provide 

information to other treatment professionals. The authors provided detailed information 

of assessment procedures for a client suffering from a stroke. 

Braswell, Brooks, Decuir, Humphrey, Jacobs, & Sutton (1986) conducted a study 

to investigate the Music/Activity Therapy Intake Assessment for Psychiatric Patient 

(MATIA). Prior to this study, the researchers had conducted a preliminary study with 

university students to examine the properties of the Attitude Survey. They found internal 

consistency among the participant groups.  

In their 1986 study, two types of assessments were tested: the Activity Preference 

Inventory (19 items) and the Attitude Survey (50 items). The first assessment was 

administered to clients when they were admitted to a facility, and the second assessment 

was administered during the last week of residence in the facility. This was conducted in 

an interview format. There were three sub-categories of the Attitude Survey including 

Self-Concept (20 items), Interpersonal Relationships (16 items), and Altruism/Optimism 

(14 items). Ninety-three participants were included in this study, and they had following 

psychiatric diagnosis: adjustment reaction, substance abuse, schizophrenia, and 
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affective disorders. Results showed internal consistency for the attitude scales (i.e., 

interpersonal relationships, altruism-optimism and self-concept), and the researchers 

found that the sub-categories significantly discriminated among diagnostic groups. The 

researchers concluded that the assessment was usable for both non-psychotic and 

psychotic clients, both genders and various ethnicity groups.  

Combined Assessments 

Pavlicevic (1997) developed the Musical Interaction Ratings (MIRs) for clients 

with schizophrenia. She assessed interpersonal and inter-musical relatedness and rated 

the results on 9-point scales that focused on the musical communication between client 

and therapist. The scale included the following ratings: a) “no communication” in which 

no musical interactions occur, and a client demonstrates unorganized music playing; b) 

“One-sided contact: No response from P” (Person) in which one begins to see some 

interactions, but a therapist (T) is following P; c) “One-sided contact: non-musical 

response from P” in which P begins to respond to T’s interventions, but not musically, 

and T is still following P to play music together; d) “Self-directed musical response 

from P” in which P responds to T’s music by not relating with T’s music, and it is 

difficult to create music together; e) “Tenuous musically directed response from P” 

which is the beginning of musical interactions, and P responds to T’s music; f) 

“Sustained musically directed response from P” in which P begins to sustain musical 

interactions, and takes an initiative role, but allows T to have the initiative role; g) 

“Establishing mutual contact” in which P begins to create his or her own ideas and 

contribute them to the improvisation; h) “Extending mutual contact” in which P begins 

to create new musical ideas and is spontaneous in improvisation; and i) “Musical 

partnership” in which T and P share musical experiences and give each other musical 
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ideas while they acknowledge their musical contribution (Pavlicevic, 1997, 

pp.176-177).  

Lee (2000) developed an analysis of improvisation in music therapy. He asked 

four people to participate in this study (i.e., a client, musician, psychotherapist, and 

music therapist). He created nine stages for the assessment of the client’s music: 1) 

holistic listening in which a therapist listens to the entire improvisation to identify 

musical structure and elements; 2) musical response of the therapist to identify a client’s 

inter-musical relationships and identify the therapist’s musical projection through the 

music experience; 3) musical responses where the client discusses important musical 

elements of the improvisation with the therapist; 4) asking others’ (e.g., psychotherapist, 

music therapists or musicians) perceptions of the improvisation including the significant 

moments in the music improvisation (all the client’s and other discipliner’s conversation 

are recorded during the interview); 5) detailed transcriptions of the music; 6) 

identification of its musical significance, such as changes in timbre and dynamics; 7) 

based on stage 6, verbalizations concerning segments of the music; 8) analysis of 

segments of music structure and comparison with other segments of improvisation; and 

9) evaluation and recommendations. Through this musical analysis, the researcher 

sought connections between a client’s personal characteristics and music improvisation. 

He concluded that this method of analysis increases a therapist’s knowledge and 

understanding of the client and the dynamics of improvisations in music therapy.   

Magee (2007a, 2007b) developed the Music Therapy Assessment Tool for Low 

Awareness States (MATLAS) for patients in vegetative (VS) or minimally conscious 

states (MCS). Magee emphasized that it is crucial to identify patients’ diagnoses (e.g., 

coma, VS and MCS). The MATLAS includes fourteen items that assess five behavioral 
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domains: “motor responses, communication, arousal, auditory and visual responsiveness” 

(p. 321). This assessment tool was developed for diagnosing patients’ low-awareness 

levels, and identifies musical responses/behaviors at these levels. Magee recommended 

conducting four assessment sessions, and she used various music interventions (e.g., 

creative and re-creative music experiences) within the assessment (Magee, 2007a; 

Daveson, 2010).  

Daveson (2010) conducted research using Magee’s assessment scale. She found 

that the MATLAS was a useful assessment tool for patients in low-awareness states, and 

also a useful tool to communicate client information to other professionals (Magee, 

2005).   

 
Table 7 

Music Therapy Assessments for Adults 

Author Year Types of Assessment Areas of Assessment 
Braswell, et 
al.  

1986 -Diagnostic -non-musical behaviors 
-musical preference 

Stephens 1987 -Diagnostic -musical behaviors 
-musical interpretation 

Thompson, 
Arnold & 
Murray 

1990 -Diagnostic -non-musical behaviors 

Pavlicevic 1997 -Diagnostic 
-Descriptive 
-Interpretive 

-musical behaviors 

Lee 2000 -Descriptive 
-Interpretive 

 

Magee 2007 a and b -Diagnostic 
-Prescriptive 

-musical behaviors 
-make recommendations for 
services 

 
 

Music Therapy Assessment Studies for Elderly Persons 

Diagnostic Assessments 



- 51 - 
 

York (1994) has indicated that musical behaviors and cognitive function have a 

strong relationship, and that music therapy might be an effective intervention for people 

with dementia. This researcher developed the Residual Music Skills Test (RMST) to 

assess musical behaviors of elderly persons with dementia (i.e., singing familiar songs, 

recalling a song title, recalling the name of instruments through listening, rhythmic 

responses, recalling rhythmic patterns, and recalling and imitating melodic phrases). 

This assessment was intended for diagnostic purposes (to determine a client’s general 

level of functioning). York assessed the client’s musical ability, but not the process of 

musical communication.  Results showed that the RMST could be used to assess 

various cognitive functions that overlap with the Mini Mental State Examination, as 

well as to detect different types of cognitive function. The researcher concluded that the 

RMST may yield additional information regarding the cognitive functions for people 

with dementia.  

Lipe (1995) developed an assessment tool, the Music-Based Evaluation of 

Cognitive Functioning (MBECF), for clients with dementia. In the first section of the 

assessment, she collects information regarding clients’ musical backgrounds, and asks 

them to rate the importance of music in their lives. In the second part of the tool, she 

assesses clients’ verbal responses following music listening, as well as their 

performance on four singing and eight rhythmic tasks. The researcher found strong 

relationships between levels of musical tasks and levels of cognitive function in clients 

tested. When a client’s cognitive function deteriorates, her/his communication skills, 

singing ability and verbal fluency also decline. However, the researcher concluded that 

rhythmic responses remained even as the clients progressed in their disease. 

Lipe, York and Jensen conducted another research study in 2007 comparing 
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results of York’s RMST and Lipe’s MBECF in identifying participants’ cognitive 

functions. The results indicated positive correlations between musical skills (rhythm, 

singing and melodic components) and cognitive functioning as assessed by the RMST 

and the MBECF.   

Combined Assessments: Diagnostic and Prescriptive 

Hintz (2000) developed the Geriatric Music Therapy Assessment (GMTA) to 

analyze a client’s behaviors and musical skills. She developed five areas of assessment: 

expressive musical skills, receptive musical skills, behavioral/psychosocial skills, motor 

skills and cognitive memory skills. The researcher suggested observing these areas 

during music therapy assessment sessions. She assessed both active music making and a 

client’s musical participation in addition to non-musical behaviors. This assessment is 

considered prescriptive because it is used to determine the types of interventions or 

treatments that might benefit clients.  

Adler (2001) developed the Musical Assessment of Gerontologic Needs and 

Treatment (MAGNET) for elderly persons with various disabilities. Before the 

assessment session, the following information is gathered on the client: a) background 

information, b) musical preference, and c) a check-list of observable behaviors. The 

author provided an example of a music therapy session to demonstrate the use of the 

assessment scale, along with a format for extensive documentation (i.e., cognitive, 

physical, emotional, social, musical and recommendation).   
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Table 8 

Music Therapy Assessments for the Elderly 

Author Year Types of Assessment Areas of Assessment 

York 1994 -Diagnostic -musical behaviors 
-non-musical behaviors 

Lipe 1995 -Diagnostic -musical behaviors 
-non-musical behaviors 

Hintz 2000 -Diagnostic 
-Prescriptive 

-non-musical behaviors 
-musical behaviors 

Adler 2001 -Diagnostic 
-Prescriptive  

-non-musical behaviors 
-musical behaviors 
-make recommendation for 
treatment plan 
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Music Therapy Assessment Studies for All Ages 

Diagnostic Assessments 

The Orff Improvisation was developed originally by Carl Orff, but others (e.g., 

Gertrude Orff, Carol Bitcon, and Irmgard Lehrer-Carle) helped develop his model 

further. Bitcon developed a checklist to be used for client assessment that included the 

following areas: clients’ creativity, understanding of instruments’ use, attention span, 

retention, attitudes, and basic concepts (i.e., naming, coloring, numbering, and 

identifying body parts) (Bruscia, 1987, pp. 229-230).  

Combined Assessments: Diagnostic and Interpretive 

Bruscia (1987) developed the Improvisational Assessment Profiles (IAPs) to 

analyze music according to six elements: “integration, variability, tension, congruence, 

salience and autonomy” (Bruscia, 1987, pp. 403-410). Variability referred to the 

sequence of music; tension reflected modulation, sustenance and release of musical 

tension; congruence reflected the organization of emotions, states, and role 

relationships; salience related to prominence and control of certain musical elements of 

the improvisation; and autonomy indicated the relationship between the improvisers. 

The IAPs may be used to assess a client’s suitability of music therapy treatment as well 

as the evaluation of the client’s progress. The IAPs may also be used to assess the 

following areas: general information, musical preferences, level of participation, motor 

skills, “intentionality, musical organization, expressive range and variability, use of 

media and instruments, musical reception, expression of feelings, congruence, body 

language, awareness, and interactions” (Bruscia, 1987, pp. 523-524). Bruscia explained 

that the outcomes of this assessment could be interpreted differently based on therapists’ 

theoretical orientation. 
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Loewy (2000) developed a music psychotherapy assessment for her hospital 

patients. She stressed that music is a primary source for understanding a patient’s 

process in the moment. In a medical setting, analyzing and writing a patient’s words are 

important. She developed 13 elements to consider in the assessment process: 1) 

awareness of self, others and of the moment, 2) thematic expression, 3) listening, 4) 

performing, 5) collaboration/relationship, 6) concentration, 7) range of affect, 8) 

investment/motivation, 9) use of structure, 10) integration, 11) self-esteem, 12) risk 

taking, and 13) independence. 

 
Table 9 

Music Therapy Assessments for All Ages 

Author Year Types of Assessment Areas of Assessment 
Bruscia 1987 -Interpretive 

-Diagnostic 
-musical behaviors 
-musical interpretation 

Orff 1987 -Diagnostic -musical behaviors 
- non-musical behaviors 

Loewy 2000 -Descriptive 
-Interpretive 

-musical interpretation 

 
 

Assessment in Nordoff-Robbins Music Therapy 

Nordoff-Robbins (NR) Music Therapy Assessment Tools 

In NR music therapy, there are several assessment and evaluation tools. Before 

the therapists apply the scales, they usually perform an “indexing,” and this occurs after 

each session. During the indexing, therapists describe behaviors that characterize who 

the client is, his or her musical and non-musical responses, range of tempi and dynamics, 

as well as transcribe musical ideas for future sessions.  

Three scales have been developed by Nordoff and Robbins: Scale I 

Child-Therapist Relationship in Musical Activity assesses “observable changes in the 
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child-therapist relationship” (Nordoff & Robbins, 2007, p. 368); Scale II Musical 

Communicativeness assesses a child’s ability to use music as a communication tool; and 

Scale III Musical Response assesses a child’s “basic beat tempo range, rhythmic form, 

expressive components and melodic form” (Mahoney, 2010; Nordoff & Robbins, 2007, 

pp. 444-445).  

Mahoney (2010) assessed the interrater reliability of the Nordoff–Robbins Scale 

I: Client–Therapist Relationship in Musical Activity. Of the 34 participants, all of whom 

had been working with children for at least 3 years, included in his study, 21 were 

certified NR music therapists and 13 were music therapists without NR training. Based 

on the results, Mahoney concluded that there were different rates of agreement between 

the certified NR music therapists and non-NR music therapists, and suggested that 

music therapists without NR training might require additional training to use this 

assessment scale.  

Carpente (2009) used the Developmental, Individual-difference, 

Relationship-based (DIR)/Floortime model to investigate whether progress in achieving 

musical goals parallels progress in achieving nonmusical goals among 4 children with 

autism participating in NR music therapy. Based on measurement of the children’s 

social–emotional development before and after completing 26 individual music therapy 

sessions, Carpente concluded that the DIR model focuses on the biological differences 

that influence children’s ability to interact, whereas NR music therapists focus more on 

their musical responses. Nevertheless, he indicated that the use of NR music therapy 

contributes to the use of the DIR model, as both lead to improvement in the common 

areas of self-regulation, engagement, and interactive communication.   
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Summary and Implications for the Present Study 

The current literature supports the premise that people with dementia respond 

positively to music therapy experiences. Through musical interventions, these 

individuals may maintain, enhance, improve or even increase their cognitive, behavioral, 

emotional and social/communication skills. Empirical studies have demonstrated to 

some extent the effectiveness of music therapy with this population. Various music 

therapy interventions have been tested, and most of these interventions have involved 

receptive or re-creative music therapy interventions. Few studies have utilized 

improvisational music therapy as an intervention, thus, it is not known if this approach 

may also be an effective intervention in dementia care.  

Paul Nordoff and Clive Robbins developed three music therapy assessments 

scales for children with various disabilities which were focused on a child’s 

development. In contrast, the focus of music therapy interventions for elderly people 

has been on maintaining functions, a concept which may be inconsistent with the NR 

music therapy scales. There are no NR music therapy assessment scales for elderly 

persons with dementia.  

The Purpose of this study was to develop a music therapy assessment tool for 

elderly people with dementia and to collect inter-rater reliability data through an online, 

anonymous survey.  

Thus, the current research study was designed to answer the following research 

questions: 

1. Is there agreement among music therapists in their ratings of musical 

behaviors of persons with dementia using the assessment scale 

developed for this study? 
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2. Is there agreement in responses between NR music therapists and non-NR 

music therapists with experience in dementia when using the assessment scale 

developed for this study? Are there responses related to their educational 

levels and/or years of clinical experiences? 
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CHAPTER 3 

METHOD 

Participants 

Participants in this study were board-certified music therapists, some with 

training in Nordoff-Robbins music therapy. Inclusion criteria included: 1) a minimum of 

a master’s degree in music therapy or a related field, 2) board certification in music 

therapy and 3) clinical experience in music therapy.   

Participants’ names were selected at random from 1) the roster of the American 

Music Therapy Association and 2) the list of music therapists who have completed at 

least Level 1 training in NR music therapy maintained by the Nordoff-Robbins Center 

in New York City, New York. To achieve a random sample of participants from each 

group, the researcher: 1) selected forty participants in each group; 2) numbered every 

individual in each group (e.g., 1 to 40); and 3) used a random numbers table to select 

the participants. 

A total of 163 participants received invitations to participate in the study, 

including 131 board-certified music therapists and 32 board-certified music therapists 

with NR training. Twenty-three individuals participated in this study.  

The sample size of the study was determined by using Hopkin’s (2009) 

spreadsheet to calculate the intraclass correlation coefficient (ICC). Based on a 95% 

confidence level and a desired r between .65 and .93, 10 participants were required for 

the sample. Thus, the number of individuals who participated in the study exceeded the 

minimum number required. 

Materials 

      A researcher-developed assessment tool and segments of video from music 
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therapy sessions comprised the materials used in this study.  

     In each excerpt, the researcher selected a particular client’s response or behavior 

while they vocalize or improvise. Video was selected according to several criteria: 1) if 

clients were engaged in musical experiences, and could be observed in those 

experiences; 2) clients were engaged in musical behaviors that was included in the 

assessment; and 3) clients were engaged in non-musical behaviors that included the 

assessment.  

Procedure 

A number of stages were used in the current study. These stages are presented 

below. 

The researcher used two types of clinical tapes from music therapy sessions with 

Japanese and American clients. For a data analysis, the researcher used Japanese clinical 

tapes, and for a quantitative data collection, the researcher used the clinical tapes from 

music therapy sessions with American clients. Through an analysis of clinical tapes, the 

author extracted and identified essential elements of clients’ behaviors and responses to 

develop an assessment tool. Subsequently, the author conducted a quantitative data 

collection to evaluate the reliability of the assessment tool. 

The researcher developed and tested the inter-rater reliability of a music therapy 

assessment tool for persons with mild to moderate dementia. The assessment was 

focused on the functioning of persons with dementia in the following domains: 

cognitive, behavioral, emotional, and social/communication within music experiences.  

Phase I: Development of the Assessment Tool 

The procedure for developing the assessment scale included the following steps. 

1) The researcher assembled and reviewed videos of her own clients with dementia who 
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had received music therapy between 2005 and 2010. The researcher, as a professional 

member of the nursing home staff where she worked in Japan, had previously obtained 

consent forms for the videotaping from the Japanese participants. A translated copy of 

this consent form was included. The video tapes were only used for noting typical 

behaviors and responses of clients during music experiences to inform the development 

of the assessment tool, and no clients’ personal information was revealed in this study. 

Only the student researcher had access to and viewed these videotapes. They were 

viewed by the researcher in a private location.  

In addition, these sessions had been previously indexed during the time the 

researcher had worked with these clients, (i.e., the researcher had viewed each video 

and noted any responses and behaviors that happened in a session). Also, the researcher 

had written a brief summary of the session that included personal comments of the 

client and his or her music responses. Session videos and all notes regarding the clients 

had been stored in the researcher’s locked filing cabinet. Computer files that included 

the indexing of sessions were protected and secured by a password that was known only 

to the researcher. 2) From the videotapes of her work with Japanese clients, the 

researcher selected clients who received at least three months of music therapy sessions 

with the researcher. The videotapes of clients who had received fewer than three months 

of music therapy were not viewed by the researcher. 3) The researcher read the selected 

clients’ progress notes. 4) After she read the progress notes and selected the session 

video, she viewed the video and noted the occurrence of the typical symptoms of 

dementia according to four domains (i.e., cognitive, behavioral, emotional, and 

social/communication. 5) She noted musical behaviors and responses related to the 

client’s typical symptoms and categorized them according to these four domains. The 
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form to be used for recording the clients’ musical and non-musical behaviors and 

responses appears in Appendix C. 

The researcher also identified symptoms of dementia manifested in clients’ 

non-musical and musical behaviors in the following four domains.    

1. Cognitive skills: the researcher identified symptoms of cognitive deterioration 

such as impaired short-term memory and limitations in language skills.  

2. Behavioral functions: the researcher identified behaviors such as wandering, 

and agitation.  

3. Emotional reactions: the researcher identified common emotional reactions 

such as fear, anxiety, and depression.  

4. Social and communication skills: the researcher identified patterns of clients’ 

communication and social interaction. 

6) The music therapy assessment tool for elderly with dementia was organized so that 

music therapists could assess the cognitive, behavioral, emotional, social and 

communication abilities of the client: 1) during singing and vocalization experiences, 2) 

during instrumental improvisation, and 3) non-musical response or behaviors.   

Scoring was established for the assessment items and based on a five point scale.  

The ratings could be tallied according to type of musical experience or 

non-musical behavior. The assessment tool was intended to be suitable for an initial 

evaluation as well as for ongoing therapy sessions to determine if a client decreased, 

maintained or increased scores according to each musical experience or in a total score. 

Higher scores indicated the client demonstrated positive or improved functioning in the 

relevant item for the experience. Lower scores indicated a lower level of functioning, 

and that the client needed the therapist’s visual, verbal and physical prompts in order to 
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perform the relevant item of the assessment. 

Phase II: IRB Approval 

The study was submitted to Temple University’s Institutional Review Board 

(IRB) and approved. 

Phase III: Expert Input 

According to DeVellis (2012), after developing an assessment tool, expert input 

could confirm or disconfirm the newly developed assessment items. He indicated there 

were three reasons to have expert input: 1) to verify or invalidate the items; while 

reviewing each item, the experts can assess the relevance of each item and the 

researcher’s intentions for measuring the items; 2) to clarify or evaluate each item (i.e., 

identify confusing items); and 3) to find any overlooked or new items that the 

researcher has failed to include.    

The researcher asked eight music therapists with expertise in dementia to review 

the assessment for content, format, ease of use, clarity of terms and relevance. This 

procedure was done via email (n=2) and in face-to-face meetings (n=6).  A consent 

form for these therapists is attached their input was compiled and reviewed, and 

revisions were made to the assessments tool. Three items were removed, eight items 

were changed and the rating scale was revised. A final version of the assessment was 

developed. The assessment thus contained the following number of items for the 

musical experiences: 1) during singing and vocalization experiences (n=7 assessment 

items), 2) during instrumental improvisation (n=16 assessment items), and 3) 

non-musical response or behaviors (n=6 assessment items) (See Appendix D).   

Final scoring was established for the assessment items and based on a five point 

scale. For this scale, scoring involved five possible outcome levels (0, 1, 2, 3 and 4) as 
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follows: 

 0=not at all or not observed 

 1= inconsistently with prompting*  

 2= inconsistently without prompting* 

 3= consistently with prompting* 

 4= consistently without prompting 

 *prompts can be verbal, physical, visual or musical 

Phase IV: Development of Inter-Rater Reliability Study 

After developing and revising the assessment tool, 163 music therapists were 

invited over a three week period via email to use the assessment to rate the musical 

behaviors and non-musical responses of clients while they viewed 15 video clips of 

these clients in music therapy sessions.  

     The researcher selected 15 brief video excerpts of music therapy sessions with 

persons with dementia conducted in the United States by the researcher or another NR 

music therapist; each excerpt was approximately two minutes or less in length. In these 

excerpts, clients were talking to the therapist or engaging in musical experiences with 

the therapist (singing or playing instruments).  

All excerpts were selected from videotapes housed at the Nordoff-Robbins Center 

for music Therapy in New York. The researcher was formerly a music therapist at this 

center and had provided individual and group music therapy for persons with dementia.  

At the Nordoff-Robbins Center for Music therapy, all music therapy sessions are 

routinely videotaped for supervision, research and educational purposes, and a standard 

consent form is obtained from all clients prior to the beginning of music therapy. Thus, 

the video excerpts used in this study came from these videos. The identity of the clients 
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in the video excerpts was kept strictly confidential. Releases were signed by the clients 

(or legal guardians of all clients shown in the video excerpts). Clients’ names were 

removed from the video. Approval for using these tapes in the current study was 

provided by Dr. Alan Turry, Executive Director of the Nordoff-Robbins Center for 

Music Therapy.  

Each excerpt depicted a client with dementia participating in a music therapy 

session, where the music therapy intervention involved one or more of the following 

music therapy interventions: free improvisation (non-referential improvisation), 

semi-directed improvisation (alternate free improvisation and directed improvisation), 

and directed improvisation (referential improvisation). Each excerpt contained one or 

more examples of clients’ behaviors in the four target domains. The researcher selected 

various excerpts that presented the widest range of clients’ responses and behaviors in 

these four domains. 

Clients were engaged in the following music therapy experiences in the video 

excerpts: 1) instrumental improvisation (hand drum): excerpts 1, 3, 4, 5, 6; 2) 

instrumental improvisation (melodic instruments): excerpts 2, 7, 8; 3) instrumental 

improvisation (drum and cymbal): excerpts 9, 10, 11, 12; and 4) vocal improvisation: 

excerpts 13, 14, 15. 

Only items from the assessment relevant to the video excerpt were included with 

each excerpt. Thus, participants did not have to score the entire assessment for each 

video excerpt.   

Phase V: Implementation of Reliability Study 

After receiving the email invitation, invitees interested in participating in this 

study were able to click on a link in their emailed invitation; the link took them to the 



- 66 - 
 

SurveyMonkey website (www.surveymonkey.com) where they could record their responses. 

By clicking on the link to the survey website, the subjects provided their informed 

consent to participate. In order to preserve their anonymity, participants were asked not 

to return a signed consent form to the researcher. 

After providing informed consent, participants read the survey instructions, 

viewed each of 15 video excerpts and spent as much time as they wanted rating clients’ 

behaviors using items from the assessment tool; however, the participants were not able 

to download the videos, as these were the property of the Nordoff-Robbins Center for 

Music Therapy. This also protected the anonymity and confidentiality of the clients in 

the videos. The videos contained no identifying information regarding the clients, 

including age or diagnosis.  

Participants completed the survey anonymously, and it was estimated that the 

survey took about 45 to 60 minutes to complete. The participants were able to complete 

the survey according to their own schedules. No compensation was provided for 

participation. The following information was included in the consent form: 1) 

participants could withdraw from the study at any point. The researcher was not able to 

determine the identity of those who withdrew, as subjects participated anonymously. 2) 

There were no risks associated with the individual’s participation in this study. 3) The 

information participants provided was recorded anonymously through the Survey 

Monkey website, and no record of the participant or any personal information was 

recorded. 4) Survey results were provided to the researcher in aggregate form, and the 

researcher did not have access to individual surveys. 5) No interruption to the 

participant’s routine activities was anticipated, and participants could complete the 

online survey according to their own schedules. 6) There were no specific benefits for 
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any one subject for participating in this study, however information gained in this study 

might provide useful information for music therapy clinical and training practices for 

music therapists who work with persons with dementia. 

The questionnaire remained open online for two weeks. The researcher sent an 

email reminder to all persons initially contacted after one week even if they had already 

completed the survey.  

Data Analysis 

Survey results were provided to the researcher in aggregate form. Data were 

inputted into SPSS 18.0. Descriptive statistics were then calculated for each 

demographic variable for the total sample population and within each subgroup (i.e., 

NR music therapists and non-NR music therapists). Correlational statistics were also 

applied to the data to determine inter-rater reliability. Thirteen participants completed 

less than 50% of the rating form or did not rate some of the items. As a result, 15 items 

were imputed for replacing missing data; imputation was calculated based on the means 

of the entire population. 

The first analysis was a calculation of the reliability of the assessment tool for the 

entire group of the participants. The researcher used Cronbach’s Alpha to examine the 

internal consistency of content, as well as Item-Total Statistics and the Intraclass 

Correlation Coefficient. The second analysis involved the use of the Intraclass 

Correlation Coefficient between the two groups, NR music therapists and non- NR 

music therapists. This analysis assessed the potential level of agreement between the 

two groups. For instance, if all raters agreed on an item in a specific category, the 

Cronbach’s Alpha would equal to +1.00. However, if the raters disagreed, the alpha 

would have a smaller value (Huck, 2008). For the third analysis, the researcher used the 
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ratings from the individual excerpts (n=15) to examine overall reliability (i.e., how each 

excerpt was rated by the raters). Then, each item of the assessment (29 items) (including 

those that had been used over several video excerpts) was analyzed to determine if it 

was appropriate for use in the assessment of people with dementia.   

The concept of reliability consistency is described in numerical index and the 

value is somewhere between 0.00 and +1.00. If the value is close to 0.0, consistency is 

absent. If the value is close to +1.00, it is completely consistent. There is a commonly 

described internal consistency criterion for Cronbach’s alpha: less than .5 indicates 

unacceptable, .5 to .60 indicates poor, .6 to .7 indicates questionable, .7 to .8 indicates 

moderate agreement, .8 to .9 indicates adequate and above .9 indicates excellent 

consistency (George & Mallery, 2003). However, Streiner (2003) indicated that high 

reliabilities (e.g., .95 or higher) may not be desirable because this indicated that the item 

may be redundant.  

The study was constructed to measure the degree of consistency of ratings among 

participants between the scores resulting from raters’ 15 music therapy excerpts 

assembled by the researcher, with the total scores being considered by the unit of 

analysis. 
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CHAPTER 4 

RESULTS 

Participants 

There was 163 music therapists invited to participate in this study; however, 126 

failed to respond and give consent to participate. In addition, five individuals were 

eliminated from data analysis because they provided demographic information only; 

two were eliminated because of failure to meet the minimum requirement of possessing 

a master’s degree; and two individuals indicated they had never worked with clients. 

Seven participants completed less than 50% of the rating form. Six participants did not 

rate some of the items. Following the elimination of the participants described above, 

there were 23 participants whose data were used in the analysis (see Table 10).  
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Table 10  

Description of Participants (N=23) 

 Characteristics of 
Participants 

Number of 
Participants 

Percent (%) 

Degree:  
Master’s 
Doctoral 

 
18 
5 

 
78.3 
21.7 

Credential: 
 

 
Non-NR music 

therapists   
        Yes 
        No 

 
NR music therapists   

        Yes 
        No 

 
 
 

18 
5 
 
 
9 
14 

 
 
 

78.3 
21.7 

 
 

39.1 
60.9 

Years of MT 
Practice: 
 

 
 

1 to 10 Years 
 

More than 10 Years 

 
 

10 
 

13 

 
 

43.5 
 

56.5 
Currently Working 
as Music Therapists 
 
 

 
 

Yes 
No 

 
 

19 
4 

 
 

82.6 
17.4 
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Participants were divided into two groups: NR music therapists (n=9) and music 

therapists without NR music therapy training (non-NR). (n=14). The participants 

provided information regarding their degrees, credentials, and years of clinical practice. 

This information is included in Table 11.   

 
Table 11  

Description of the NR Music Therapists and Non-NR Music Therapists’ Educational 

Levels and Years of Clinical Experiences (N=9) 

Types of 
Group 

Degree N Clinical 
Experiences 

n Currently 
Working as 

Music 
Therapist  

N 

NR music 
therapists 

Master’s 
Doctoral 

8 
1 

1 to 10 Years 
More than 10 

Years 

6 
3 

Yes  
No 

7 
2 

Non-NR 
music 

therapists 

Master’s 
Doctoral 

10 
4 

1 to 10 Years 
More than 10 

Years 

4 
10 

Yes  
No 

12 
2 

 
 

Expert Inputs for the Music Therapy Assessment Tool for People with 

Dementia 

     The researcher asked eight experienced music therapists with master’s or PhD 

degrees to review the assessment for its clarity of language, ease of use, 

comprehensiveness and relevance of use for people with dementia. They were asked to 

rate each item in the assessment, including those items categorized according to 

behaviors or responses during singing, behaviors or responses during instrumental 

improvisation, and non-musical behaviors. Experts rated each item using a five- point 

scale (poor, fair, acceptable, good and excellent). A summary of their ratings is 
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presented in Table 12. Experts also made suggestions regarding the wording of the 

assessment items and rating scale used in the assessment.  
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Table 12 

Expert Inputs for the Music Therapy Assessment Tool for People with Dementia 

 Clarity of language Ease of Use Comprehensiveness Relevance of use for people with 
dementia 

Behaviors or responses 
during singing 

Mean (4.25) 

 

Acceptable (n=1) 

Good (n=1)  

Excellent (n=6) 

Mean (4.75) 

 

Good (n=3) 

Excellent (n=5) 

Mean (4.5) 

 

Good (n=3) 

Excellent (n=5) 

Mean (4.75) 

 

Fair (n=1) 

Good (n=2) 

Excellent (n=5) 

Behaviors or responses 
during instrumental 
improvisation 

Mean (4.5) 

 

Good (n=2)  

Excellent (n=6) 

Mean (4.75) 

 

Good (n=2)  

Excellent (n=6) 

Mean (4.75) 

 

Good (n=1)  

Excellent (n=7) 

Mean (5) 

 
Excellent (n=8) 

Non-musical behaviors Mean (4.82) 

 

Good (n=1)  

Excellent (n=7) 

Mean (4.64) 

 

Good (n=2)  

Excellent (n=6) 

Mean (4.57) 

 

Good (n=3)  

Excellent (n=5) 

Mean (5) 

 
Excellent (n=8) 
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Research Question 1: Agreement among music therapists in their ratings of 

musical behaviors of persons with dementia using the assessment scale      

Reliability statistics were conducted for the entire sample (N=23) and all items of 

the assessment with (N=129). This number includes all items assessed in all 15 excerpts 

with a repetition of the items that appeared in more than one excerpt on the MTAPD 

(see Table 13). Some participants only partially completed the MTAPD, and there were 

15 items missing for which a mean was imputed. An analysis was conducted across all 

participants, including both NR therapists and non-NR trained therapists, and the 

resulting Cronbach’s Alpha was .891.   

Interrater reliability of the MTAPD for the entire sample was high and with an 

intra-class correlation coefficient (ICC) of .891, there was a 95% confidence interval the 

true r was between .82 and .95. The ICC demonstrated a high level of agreement 

between all raters for the MTAPD totals and individual items.   



- 75 - 
 

Table 13 

Individual Items Used in Video Excerpts 

Item Excerpts 
Behaviors/Responses During Instrumental Improvisation (I)   
 

 
 
Excerpt: 1, 2, 3, 5, 7 I- 01 CL attempts to move body/hands to music 

I-02 CL actively participates in music making 1, 4, 5, 6, 7, 8, 9, 10, 
11, 12 

I-03 CL stays engaged in the music 1, 3, 4, 5, 6, 7, 8, 9, 
10, 11, 12 

I-04 CL imitates the TH’s music 4, 6, 7, 9, 10, 11, 12,  
I-05 
 

CL initiates new musical ideas while playing (melodic, 
rhythmic and/or dynamics) 

2, 5, 7, 8, 9, 10, 11 

I-06 CL matches the TH’s tempo 9 
I-07 CL initiates new tempo in the music 4, 6, 10, 11 
I-08 CL engages in instrumental call and response 11, 12 
I-09 CL plays instrument(s) in manner demonstrated by TH 2, 5, 12 
I-10 CL elaborates on the TH’s music 3, 5 
I-11 CL holds mallet in one hand 1, 2, 4, 5, 6, 7, 9,  
I-12 CL is able to hold mallets in both hands 10 
I-13 CL plays instrument with one hand 2, 4, 5, 6, 7, 9 
I-14 CL plays with both hands together 4, 10 
I-15 
 

CL tolerates TH’s hand-over-hand while he or she  
plays instrument(s) 

2, 7, 10 

I-16 CL changes own music to match the TH’s music 2, 8, 9, 10, 11, 12  
Behaviors/Responses During Singing (S)  
 

 
 
14 S-01 CL comments on his/her music experiences 

S-02 CL responds appropriately to TH questions 13, 14,  
S-03 CL sings along with TH 13, 14, 15 
S-04 CL makes an observable response when musical changes 13 
S-05 CL engages in singing 13, 14, 15 
S-06 
 

CL initiates new musical ideas within the TH’s musical  
Structure 

13, 14, 15 

S-07 CL imitates TH’s music 13, 14, 15 
Non-Musical Behaviors   

4, 6, 7, 8, 9, 10, 11, 
12, 13, 14, 15 

U-01 CL remains seated during music 

U-02 CL makes eye-contact with TH 1, 2, 3, 5, 9, 10, 11, 
12, 13, 14, 15  

U-03 CL makes eye-contact with others 12 
U-04 CL looks at instrument(s) while playing music 2, 3, 4, 8, 9, 10, 11 
U-05 CL reminiscences in response to music 7, 14 
U-06 CL responds appropriately to TH’s directions 2, 3, 6 
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The reliability of ratings was also analyzed according to participants’ educational 

levels, i.e., master’s degree only (n=18) and doctoral degrees (n=5). The participants 

who held master’s degrees had good consistency in their ratings (.897), and confidence 

intervals at the 95% level ranged from .817 to .954. The participants who held doctoral 

degrees also had good consistency in their ratings (.846), and their 95% confidence 

intervals ranged from .568 to .981. However, there was a wider range in the ratings of 

participants with doctoral degrees than participants who held master’s degrees only (See 

Table 14).  

 
Table 14 

Intraclass Correlation Coefficient of All Participants According to Educational 

Level 

Degree N ICC 95% Confidence Interval 
Low            High 

Master’s 18 .897 .817             .954 
    

Doctoral 5 .846 .568             .981 
 
 

Ratings were also analyzed according to participants’ years of clinical experiences, 

i.e., less than 10 years (n=10) and more than 10 years of clinical experiences (n=13). 

The participants who had been working less than 10 years had a high level of 

consistency in their ratings (.899), and their 95% confidence intervals ranged from .785 

and .970. The participants who had more than 10 years of clinical experience also had 

good consistency in their ratings (.870), and their 95% confidence intervals ranged 

from .747 to .952. The participants who had more than 10 years of clinical experiences 
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showed a wider range in the consistency of their ratings than participants who had been 

working less than 10 years (See Table 15). 

 
Table 15  

Intraclass Correlation Coefficient of All Participants According to Their 

Number of Years of Practice 

Years N ICC 95% Confidence Interval 
Low            High 

1 to 10 Years 10 .899 .785             .970 
    

More than 10 
Years 

13 .870 .747             .952 

 

 

Analysis of MTAPD Items 

     Mean and Standard Deviation (SD) scores of the MTAPD items were analyzed. 

Salkind (2011) indicates that standard deviation is the average distance from the mean, 

and there are relationships between means and standard deviations. A high standard 

deviation, indicates that the range of scores is wide were wide (i.e., more variance in the 

scores). In contrast, a low standard deviation indicates a relatively narrow range of 

scores (i.e., the scores had less variance).  

Mean and Low standard deviation (SD) of instrumental improvisation items 

The following items had low SD scores: I-11, I-06, I-13, I-02, I-12, I-03, I-08 and 

I-14 (See Table 16).  

Item I-11 (i.e., CL holds mallet in one hand) had the lowest SD scores (M=3.87, 

SD=0.34). This item was used in excerpts #1, 2, 4, 5, 6, 7, 9 and 12. In excerpt 1, the SD 

was more than half of mean indicating more variance in the scores. For other excerpts 
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that included 2, 4, 5, 6, 7, 9, and 12, the SD was less than half of mean (i.e., there was 

less variance in the scores).  

Item I-06 (i.e., CL matches the TH’s tempo) had lower SD scores (M=3.78, 

SD=0.42). In excerpt 9, the SD was less than half of mean (i.e., there was less variance 

in the scores). 

Item I-13 (i.e., CL plays instrument with one hand) also had lower SD scores 

(M=3.74, SD=0.41). The item was used in excerpts #1, 2, 4, 5, 6, 7 and 9. The SD in all 

of these excerpts was less than half of mean indicating less variance in the scores.  

Item I-02 (i.e., CL actively participates in music making) had lower SD scores 

(M=3.80, SD=0.44). This item was used in excerpts #1, 4, 5, 6, 7, 8, 9, 10, 11 and 12. 

The SD in all excerpts was less than half of the mean indicating less variance in the 

scores.  

Item I-12 (e.g., CL plays instrument with one hand) had lower SD scores (M=3.65, 

SD=0.49). In excerpt 10, the SD was less than half of the mean (i.e., less variance in the 

scores).  

Item I-03 (e.g., CL stays engaged in the music) had lower SD scores (M=3.63, 

SD=0.61). This item was used in excerpts #1, 3, 4, 5, 6, 7, 8, 9, 11 and 12). In excerpt 3, 

the SD was more than half of mean indicating more variance in the scores. For other 

excerpts that used the I-03, the SD was less than half of mean (i.e., there was less 

variance in the scores).  

Item I-08 (e.g., CL engages in instrumental call and response) had lower SD 

scores (M=3.39, SD=0.97). In excerpt 11 and 12, the SD was less than half of mean (i.e., 

less variance on the score).  

Item I-14 (e.g., CL plays with both hands together) had lower SD scores (M=1.89, 
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SD=0.44). In excerpts 4 and10, the SD was less than half of mean (i.e., there was less 

variance in the scores). 
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Table 16 

Mean and Low Standard Deviation of the Instrumental Improvisation Items and 

Relationship between an Individual Item and Video Excerpts 

ITEM Mean SD Excerpt Mean SD 

I-11 
CL holds mallet in one hand 

 
 
 
 
 
 
 
3.88 0.34 

1 2 1.57 
2 3.78 0.52 
4 3.62 0.80 
5 3.96 0.21 
6 3.96 0.21 
7 3.91 0.29 

 9 3.96 0.21 
12 3.96 0.21 

I-06 
CL matches the TH’s tempo 

 
3.78 0.42  9 

 
3.65 

 
0.49 

I-13 
CL plays instrument with one 
hand 

 
 
 
 
 
 
3.74 0.41 

 1 3.78 0.52 
2 2.64 1.26 
4 3.96 0.21 
5 3.96 0.21 
6 3.91 0.29 
7 3.96 0.21 
9 3.96 0.21 

1-02 
CL actively participates in music 
making 

 
 
 
 
 
 
 
 
 
3.81 0.45 

1 3.61 0.89 
4 3.78 0.42 
5 3.78 0.42 
6 3.74 0.45 
7 3.96 0.21 
8 3.43 0.90 
9 3.96 0.21 
10 3.91 0.29 
11 3.96 0.2 
12 3.91 0.29 

I-12 
CL plays instrument with one 
hand 

 
 
3.65 0.49   10 

 
 

3.65 

 
 

0.49 

I-03 
CL stays engaged in the music 

 
 
 
 
 
 
 
 
 

 
3.63 0.61 

  1 3.48 0.9 
  3 2.61 1.41 
  4 3.83 0.49 
  5 3.48 0.95 
  6 3.87 0.34 
  7 3.96 0.21 
  8 3.04 1.07 
  9 3.96 0.21 
  10 3.96 0.21 
  11 3.96 0.21 
  12 3.78 0.67 
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Table 17 (Continued) 

 

ITEM Mean SD Excerpt Mean SD 
I-08 

CL engages in instrumental call 
and response 

 
 
3.39 

 
0.97 

  11 3.22 1.04 

  12 
 
3.57 

 
0.90 

I-14 
CL plays with both hands together 

 
1.89 0.44 

4 0.09 0.43   
10 3.7 0.47   
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Mean and Moderately high SD of instrumental improvisation items 

The following items had moderately high SD scores: I-16, I-15, I-05 and I-04 

(See Table 17). 

Item I-16 (i.e., CL changes own music to match the TH’s music) had moderate 

SD scores (M=2.69, SD=1.13). This item was used in excerpts #2, 8, 9, 10, 11 and 12. 

In excerpt 8, 11 and 12, the SD was more than half of mean indicating more variance in 

the scores. For other excerpts that included 2, 9 and 10, the SD was less than half of 

mean (i.e., there was less variance in the scores).  

Item I-15 (i.e., CL tolerates TH’s hand-over-hand while he or she plays 

instrument(s)) had moderate SD scores (M=3.10, SD=1.29). This item was used in 

excerpts #2, 7, and 10; the SD was less than half of mean (i.e., there was less variance in 

the scores).  

Item I-05 (i.e., CL initiates new musical ideas while playing) had moderate SD 

scores (M=2.95, SD=1.19). This item was used in excerpts #2, 5, 7, 8, 9, 10 and 11. In 

excerpt 2 and 5, the SD was more than half of mean indicating more variance in the 

scores. For other excerpts that include #7, 8, 9, 10 and 11, the SD was less than half of 

mean (i.e., there was less variance in the scores). 

Item I-04 (i.e., CL imitates the TH’s music) had moderate SD scores (M=3.16, 

SD=1.19). This item was used in excerpts #4, 6, 7, 9, 10, 11 and 12. In excerpt 6 and 7, 

the SD was more than half of mean indicating more variance in the score. For other 

excerpts that included #4, 9, 10, 11 and 12, the SD was less than half of mean (i.e., there 

was less variance in the scores). 
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Table 17 

Mean and Moderately High Standard Deviation of the Instrumental Improvisation Items 

and Relationship between an Individual Item and Video Excerpts 

ITEM Mean SD Excerpt Mean SD 

I-16 
CL changes own music to match 
the TH’s music 

 
 
 
 
 
2.69 1.14 

2 1.60 1.1 
8 1.17 1.75 
9 3.7 0.56 
10 3.9 0.34 
11 2.91 1.47 
12 2.91 1.62 

I-15 
CL tolerates TH’s hand-over-hand 
while he or she plays 
instrument(s) 

 
 
 
3.11 1.30 

2 2.55 1.5 

7 3.3 1.26 

10 3.48 1.16 

I-05 
CL initiates new musical ideas 
while playing (melodic, rhythmic 
and/or dynamics) 

 
 
 
 
 
 
3.0 

1.20 

2 1.40 1.0 
5 2.78 1.44 
7 3.26 1.29 
8 3.6 0.90 
9 3.48 1.08 
10 3.35 1.23 
11 2.83 1.40 

I-04 
CL imitates the TH’s music 

 
 
 
 
 
 
3.17 1.19 

4 3 1.24 
6 2.91 1.56 
7 2.17 1.77 
9 3.68 0.89 
10 3.7 0.63 
11 3.22 1.17 
12 3.48 1.08 
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Mean and Higher SD of instrumental improvisation items  

The following items had high SD scores: I-10, 1-09, I-07 and I-01 (See Table 19).  

Item I-10 (i.e., CL elaborates on the TH’s music) had high SD scores (M=1.32, 

SD=1.39). This item was used in excerpts # 3 and 5. The SD in all of these excerpts was 

more than half of mean indicating more variance in the scores (See Table 18).  

Item I-09 (i.e., CL plays instrument(s) in manner demonstrated by TH) had high 

SD scores (M=1.89, SD=1.32). This item was used in excerpts #2, 5 and 12. In excerpt 

2 and 5, the SD was more than half of mean indicating more variance in the scores. In 

excerpt 12, the SD was less than half of mean (i.e., there was less variance in the 

scores). 

Item I-07 (i.e., CL initiates new tempo in the music) had high SD scores (M=2.11, 

SD=1.38). This item was used in excerpts 4, 6, 10 and 11. In excerpt 4 and 10, the SD 

was less than half of mean (i.e., there was less variance in the scores). For other excerpts 

that included excerpt 6 and 11, the SD was more than half of mean (i.e., there was more 

variance in the scores). 

Item I-01 (i.e., CL attempts to move body/hands to music) had high SD scores 

(M=2.49, SD=1.35). This item was used in excerpts #1, 2, 3, 5 and 7. In excerpt 2 and 5, 

the SD was more than half of mean indicating more variance in the scores. For other 

excerpts that included 1, 3 and 7, the SD was less than half of mean (i.e., there was less 

variance in the scores). 
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Table 18  

Mean and High Standard Deviation of the Instrumental Improvisation Items and 

Relationship between an Individual Item and Video Excerpts 

ITEM Mean SD Excerpt Mean SD 
I-10 

CL elaborates on the TH’s music 1.33 1.40 
3 1.23 0.65 
5 2 1.57 

I-09 
CL plays instrument(s) in manner 
demonstrated by TH 1.89 1.32 

2 1.59 0.85 
5 1.26 1.51 
12 2.83 1.61 

I-07 
CL initiates new tempo in the 
music 

2.12 1.39 

4 3.26 1.21 
6 0.96 1.55 
10 3.09 1.31 
11 1.17 1.47 

I-01 
CL attempts to move body/hands 
to music 

2.50 1.35 

1 3.43 1.20 
2 1.41 1.00 
3 1.43 1.50 
5 3 1.60 
7 3.22 1.54 
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Mean and SD of singing and vocalization items 

The following items had low SD scores: S-05, S-01, S-02 and S-03; moderately 

high SD scores: S-06 and S-07; and high SD score: S-04 (See Table 19).  

Item S-05 (i.e., CL engages in singing) had the lowest SD scores (M=3.9, 

SD=0.29). This item was used in excerpts #13, 14 and 15, and The SD in all of these 

excerpts was less than half of mean (i.e., there was less variance in the scores).  

Item S-01 (i.e., CL comments on his/her music experiences) had low SD scores 

(M=3.87, SD=0.34). In excerpt 14, the SD was less than half of mean (i.e., there was 

less variance in the scores).  

Item S-02 (i.e., CL responds appropriately to TH questions) had low SD scores 

(M=3.83, SD=0.39). In excerpt 14, the SD was less than half of mean (i.e., there was 

less variance in the scores).  

Item S-03 (i.e., CL sings along with TH) had low SD scores (M=3.71, SD=0.65). 

This item was used in excerpts #13, 14 and 15 and the SD in all excerpts was less than 

half of mean indicating less variance in the scores.  

Item S-06 (i.e., CL initiates new musical ideas within the TH’s musical structure) 

had moderately high SD scores (M=3.12, SD=1.27). This item was used in excerpts #13, 

14 and 15. In excerpt 14, the SD was more than half of mean indicating more variance 

in the scores. For other excerpts that included 13 and 15, the SD was less than half of 

mean indicating less variance in the scores.     

Item S-07 (i.e., CL imitates TH’s music) had moderately high SD scores (M=3.18, 

SD=1.37). This item was used in excerpts #13, 14 and 15. In excerpt 15, the SD was 

more than half of mean indicating more variance in the scores. In excerpt 13 and 14, the 

SD was less than half of mean indicating less variance in the scores.  
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Item S-04 (i.e., CL makes an observable response when music changes) had 

higher SD scores (M=2.7, SD=1.72). In excerpt 13, the SD was more than half of mean 

indicating more variance in the scores.  
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Table 19 

Mean and Standard Deviation of the Singing and Vocalization Items and Relationship 

between an Individual Item and Video Excerpts 

Item Mean M/SD Excerpt Mean SD 

S-05 

CL engages in singing 

 

0.29 

13 3.82 0.39 

 14 4.0 0.21 

3.9 15 3.91 0.29 

S-01 

CL comments on his/her music experiences 3.87 0.34 

14 3.87 0.34 

S-02 

CL responds appropriately to TH questions 3.83 0.39 

14 3.83 0.39 

S-03 

CL sings along with TH 

 

0.65 

13 3.91 0.29 

 14 4.0 0.21 

3.71 15 3.26 1.45 

S-06+ 

CL initiates new musical ideas within the 

TH’s musical structure 

 

1.27 

13 3.0 1.4 

 14 2.87 1.46 

3.12 15 3.52 0.95 

S-07 

CL imitates TH’s music 

 

1.37 

13 2.91 1.56 

 14 3.61 0.94 

3.18 15 3 1.6 

S-04* 

CL makes an observable response when 

music changes 2.7 1.72 

13 2.7 1.71 

*These items were highlighted in pink due to higher standard deviation 

+These items were highlighted in green due to moderately higher standard deviation 
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Mean and SD of non-musical items 

The following items had low SD scores: U-01, U-05 and U-04; moderately high 

SD scores: U-02; and high SD score: U-06 and U-03(See Table 20). 

Item U-01 (i.e., CL remains seated during music) had the lowest SD scores 

(M=3.96, SD=0.21). This item was used in excerpts #4, 5, 6, 8, 9, 10, 11, 12, 13, 14 and 

15, and the SD in all of these excerpts was less than half of mean (i.e., there was less 

variance in the scores).  

Item U-05 (i.e., CL reminiscence in response to music) had the low SD scores 

(M=3.8, SD=0.5). This item was used in excerpts #7 and 14, and the SD all of these 

excerpts was less than half of mean (i.e., there was less variance in the scores).  

Item U-04 (i.e., CL looks at instrument(s) while playing music) had the low SD 

scores (M=3.27, SD=0.96). This item was used in excerpts #2, 3, 4, 8, 9, 10 and 11. In 

excerpts 2, 4 and 9, the SD was more than half of mean indicating more variance in the 

scores. For other excerpts that included 3, 8, 10 and 1, the SD was less than half of 

mean (i.e., there was less variance in the scores). 

Item U-02 (i.e., CL makes eye-contact with TH) had the moderately high SD 

scores (M=2.2, SD=1.08). This item was used in excerpts #1, 2, 3, 5, 9, 10, 11, 12, 13, 

14 and 15. In excerpts 1, 2, 3, 9 and 10, the SD was more than half of mean indicating 

more variance in the scores. For other excerpts that included 5, 11, 12, 13, 14 and 15, 

the SD was less than half of mean indicating less variance in the scores. 

Item U-06 (i.e., CL responds appropriately to TH’s directions) had the high SD 

scores (M=2.27, SD=1.22). This item was used in excerpts 2, 3 and 6. In excerpt 2 and 3, 

the SD was more than half of mean indicating more variance in the scores. In excerpt 6, 

the SD was less than half of mean indicating less variance in the scores.  
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Item U-03 (i.e., CL makes eye-contact with others) had the high SD scores 

(M=2.04, SD=1.8). In the excerpt 12, the SD was more than half of mean indicating 

more variance in the scores.  
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Table 20 

Mean and Standard Deviation of the Non-Musical Items and Relationship between an 

Individual Item and Video Excerpts 

Item Mean M/SD Excerpt Mean SD 

U-01 

CL remains seated during music 

 

0.21 

4 3.96 0.21 

 6 3.96 0.21 

 7 3.96 0.21 

 8 3.96 0.21 

 9 3.96 0.21 

 10 3.96 0.21 

 11 3.96 0.21 

 12 3.96 0.21 

 13 3.96 0.21 

 14 3.96 0.21 

3.96 15 3.96 0.21 

U-05 

CL reminiscences in response to music 

 

0.5 

7 3.91 0.29 

3.80 14 3.7 0.7 

U-04 

CL looks at instrument(s) while playing 

music 

 

0.96 

2 1.95 1.25 

 3 3.48 1.16 

 4 3 1.54 

 8 3.78 0.67 

 9 2.78 1.7 

 10 4.0 0.21 

3.27 11 4.0 0.21 
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Table 20 (Continue) 

Item Mean M/SD Excerpt Mean SD 

U-02 

CL makes eye-contact with TH 

 

1.08 

1 2.23 1.63 

 2 1.23 0.75 

 3 0.23 0.61 

 5 3.78 0.85 

 9 1 1.73 

 10 2 1.45 

 11 0 0 

 12 3.61 1.16 

 13 3.48 1.27 

 14 3.17 1.4 

2.2 
15 3.43 1.12 

U-06 

CL responds appropriately to TH’s 

directions 

 

1.22 

2 1.77 1.02 

 3 1.74 1.66 

2.27 6 3.3 1.02 

U-03 

CL makes eye-contact with others 2.04 1.8 

 

12 

 

2.04 

 

1.8 

*These items were highlighted in pink due to high standard deviation 

+These items were highlighted in green due to moderate standard deviation 
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Research Question 2: Agreement of responses between Nordoff-Robbins 

music therapists and non-Nordoff-Robbins music therapists with 

experience in dementia when using the assessment scale. Are there 

responses related to their educational levels and/or years of clinical 

experiences? 

     To answer this research question, ratings of NR trained music therapists (n=9) and 

non-NR trained music therapists (n=14) were compared. Computations were based on 

the individual item scores of all items by the raters. Results indicated a positive 

agreement between the two groups. The Intraclass Correlations Coefficients (ICC) was 

as follows: NR music therapists group= .874 (95% of Confidence Intervals, .722 

to .966) and non-NR music therapists group= .90 (95% of Confidence Intervals, .809 

to .962). Salkind (2011) indicates 95% of confidence intervals (CI) means that 95% of 

times there is agreement between the two scores. NR music therapists and non-NR 

music therapists’ CI ranges overlap with each other indicating that there were no 

significant differences in assessment scores between the two groups. In other words, NR 

music therapists and non-NR music therapists had consistent agreement in their scores 

on the assessment.  

The ratings of NR music therapists and the non-NR music therapists were also 

analyzed according to their educational levels. NR music therapists who held master’s 

degrees (n=8) had good consistency in their ratings (.857), and their 95% confidence 

intervals ranged from .671 and .966. The non-NR music therapists who had master’s 

degrees (n=10) also had a high level of agreement (.918). The non-NR music therapists 

who held doctoral degrees (n=4) had a good agreement (.864). Their 95% confidence 

intervals ranged from .568 to .981.  
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NR music therapists who held doctoral degrees (n=1) could not be analyzed 

because a minimum of two raters is needed to assess reliability. Non-NR music 

therapists with doctoral degree showed a wider range in their ratings than the non-NR 

music therapists who held master’s degrees (See Table 21).  

Ratings of NR music therapists and non-NR music therapists were analyzed 

according to their years of clinical experience. NR music therapists who had worked 

less than 10 years (n=6) had excellent consistency in their ratings (.914), and their 95% 

confidence intervals ranged from .788 and .986. In contrast, the NR music therapists 

who had worked more than 10 years (n=3) had a very low level of agreement (.433), 

and their 95% confidence intervals ranged from -1.086 to .986.  

The non-NR music therapists who had less than 10 years of clinical experience 

(n=4) had excellent agreement (.903), and their 95% confidence intervals ranged 

from .693 and .993. The non-NR music therapists who had been working more than 10 

years (n=10) had good agreement (.892). Their 95% confidence intervals ranged 

from .771 to .968. The NR music therapists and non-NR music therapists with doctoral 

degrees showed greater variability than the non-NR music therapists who held master’s 

degrees (See Table 21). 
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Table 21  

ICC in NR Music Therapists and Non-NR Music Therapists with Educational 

Levels and Years of Clinical Experience 

 Education ICC 95% 
Confidence 
Interval 
 

Clinical 
Experience 

ICC 95% 
Confidence 
Interval 
 

NR music 
therapists 
 

Master’s  (n=8) 
Doctoral   (n=1) 
 

.857 
*N/A 
 

.671 to .966 1 to 10 
Years 
(n=6) 
More than 
10 Years 
(n=3) 

.914 
 
 
.433 
 

.788 to .986 
 
 
-1.086 to 
.986 

Non-NR 
music 
therapists 

Master’s  (n=10) 
Doctoral   (n=4) 

.918 

.864 
.825 to .975 
.572 to .990 

1 to 10 
Years 
(n=4) 
More than 
10 Years 
(n=10) 

.903 
 
 
.892 

.693 to .993 
 
 
.771 to .968 

*There are too few cases (n=1) to analyze.  
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CHAPTER 5 

CONCLUSION AND DISCUSSION 

    Advancements in medical care are helping people to live longer lives. 

However, this longevity brings other challenges, for as baby boomers age the needs of 

an increasing number of individuals are growing as a consequence. Dementia is an issue 

in the aging population, and it is associated with cognitive and other types of losses. 

Persons with dementia need emotional support, and these needs increase as the 

dementia progresses. It is important that such a person receives medical and therapeutic 

care to maintain her or his quality of life for as long as possible. Music therapy is one 

treatment option that has shown cognitive, physical, social and behavioral benefits for 

this population. 

This study examined the reliability of the Music Therapy Assessment for People 

with Dementia (MTAPD), a researcher-developed measure designed to assess behaviors 

or responses of persons with dementia during singing/vocalization, instrumental 

improvisation and in non-musical domains. The researcher used a quantitative approach 

to data collection. In order to develop assessment items, the researcher, using videotapes, 

extracted and identified essential elements of clients’ behaviors and responses. Those 

items were categorized into three domains (i.e., behaviors/responses during singing and 

vocalization, behaviors/responses during instrumental improvisation, and non-musical 

response or behaviors. Scoring was based on a five-point scale for items. After 

developing the assessment tool, the researcher asked eight music therapists with 

expertise in dementia to review the assessment.  

Music therapists (N=23) participated in the reliability testing of the assessment. 
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Therapists rated the musical behaviors and responses of clients in these three domains 

while viewing 15 video excerpts of clients with dementia in music therapy sessions. 

This study showed that the MTAPD was a reliable instrument for assessing the 

musical behaviors of individuals with dementia. An inter-rater reliability analysis 

generated particularly strong findings with all intra-class correlation coefficients above r 

=0.85 with the exception of the analysis of agreement among the NR trained music 

therapists with more than 10 years of clinical experience. With further reliability and 

validity testing, the MTAPD may serve a variety of purposes in music therapy clinical 

practice and research.    

Research Question 1: Agreement among music therapists in their ratings of 

musical behaviors of persons with dementia using the assessment scale 

     Ratings across all participants on the Music Therapy Assessment for People with 

Dementia (MTAPD) showed good inter-rater reliability. This suggests that music 

therapists are consistent in their ratings of the items of the MTAPD. These include 

ratings of client behaviors associated with instrumental improvisation, singing and 

non-musical behaviors. The consistency of participants’ ratings was also analyzed 

according to their educational levels, years of clinical experience and their designation 

as NR music therapists or non-NR music therapists. Results revealed good ratings of 

consistency among participants, even when the data were further analyzed according to 

participants’ various educational levels, clinical experiences or credentials. 

     Because the sample size was small, these results cannot be generalized to the 

larger populations of NR music therapists or non-NR music therapists with similar 

educational levels and years of clinical experiences subgroups. However, some of the 
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data suggested a similar pattern: participants who had master’s degrees tended to have 

higher agreement with each other. In contrast, participants who held doctoral degrees 

tended to have lower levels of agreement among themselves. Again, the sample size was 

small, and it is impossible to make generalizations about this finding. Correspondingly, 

the participants who had more years of clinical experiences tended to have more 

variance in their scores. It might be that participants’ expert knowledge of clients’ 

behaviors and responses might differ from each other or be unique. However, because it 

is not possible to generalize results beyond this study, this finding needs additional 

research.    

Discussion of items on the assessment 

The researcher analyzed participants’ agreement on each item of the MTAPD. In 

the section, “Behaviors or Responses during Instrumental Improvisation,” the mean and 

SD of the items were calculated and showed a range of responses (higher SD to lower 

SD). In the previous chapter, the researcher described four items that had a higher SD 

(i.e., I-10, I-09, I-07 and I-01). The first three of these items involved clients’ active 

musical responses (i.e., elaborate, imitate and initiate music). Results indicated that 

there was more variation among participants’ responses for these items. I-10 (i.e., CL 

elaborates on the TH’s music) showed the highest SD, and this indicates that there was  

substantial disagreement among participants’ ratings for these items. There are several 

possible explanations for this. Item I-10 was used in two excerpts (#3 and 5), and in 

both excerpts, the clients had physical disabilities (i.e., difficulty in moving hands or 

arms, difficulty in sitting up by themselves). Also, the nature of the video itself may 

have contributed to this lack of reliability, that is, it was not easy to observe the clients’ 
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musical responses or behaviors because of the distance of the client from the camera, or 

there was an obstructed view of the client. It’s also possible that the wording of the item 

was not clear and that there was a variety of interpretations concerning the information 

about the client that the item solicited.  

     In contrast, four items had a lower SD (i.e., items I-11, I-06, I-13, I-02, I-12, I-03, 

I-08 and I-14), indicating that participants had a higher level of agreement. These items 

included observing concrete musical actions that were easily recognized (i.e., holds 

mallet in hand and plays instrument with one hand or both hands). Other items 

described passive musical participation (i.e., stays engaged, matches therapist’s music, 

stay engaged in music) that involved music therapists’ active interventions.      

In the “Behaviors or Responses during Singing or Vocalization,” the mean and SD 

of the items were also calculated and showed a range of responses (higher SD to lower 

SD). There were three items that had a high or moderately high SD (i.e., items S-04, 

S-07 and S-06). The S-04 (i.e., CL makes an observable response when the music 

changes) showed the highest SD. This indicated that the item had disagreement among 

participants. The S-07 (i.e., CL imitates TH’s music) and the S-06 (i.e., CL initiates new 

musical ideas within the TH’s musical structure) showed moderately high SD. There are 

several possible explanations for these scores. These items might be unclear, and 

participants may have had different ideas regarding their meaning (e.g., makes an 

observable response and initiates new musical ideas). Another possible explanation for 

these scores was the length of the survey. These items were used in excerpts 13, 14 and 

15 in the last part of the survey. Participants may have lost focus or were fatigued at this 

point in the survey.  

On the contrary, four items had a low SD (i.e., items S-05, S-01, S-02 and S-03), 
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indicating participants had a high level of agreement. These singing or vocalization 

items were also observable, concrete musical actions (i.e., comments on one’s 

experience, appropriate responses). Other items described aspects of musical 

participation (i.e., client stays engaged and sings along).   

In both the instrumental improvisation items and singing or vocalization items, 

there were some similarities in levels of rater agreement. When the items described 

concrete musical actions or passive musical participation, these items tended to have 

lower SD (i.e., less variance and more agreement among participants). In contrast, when 

the items described clients’ active music participation or music making, the scores 

tended to show a higher SD (i.e., more variance and more disagreement among 

participants). The lack of clarity in the wording of these particular items or in the rating 

criteria may have been responsible for these findings. It may also be that it is much 

more difficult to rate musical participation or music making consistently.  

     The first three non-musical behavior items described clients’ actual behaviors or 

responses (i.e., remains seated, reminiscences and looks at instruments), and these items 

had higher agreement among participants. In contrast, there were three items that had 

lower agreement (i.e., makes eye-contact and responds appropriately). The items that 

described eye-contact may have had lower agreement among participants because the 

quality of the video excerpts may have made it difficult to observe these behaviors or 

the participants may have had different interpretations of the behavior. Another item 

involved rating the “appropriate responses” of the client, and it might be that wording is 

ambiguous, and there will need to be a change in the language for this item, or this item 

may need to be eliminated from the MTAPD.  
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Research Question 2: Agreement of responses of NR music therapists and 

non-NR music therapists when using the assessment scale. Are there 

responses related to their educational levels and/or years of clinical 

experiences? 

The NR music therapists and non-NR music therapists were compared, and a high 

inter-rater agreement was found between these groups. Based on these results, it appears 

that the MTAPD scale may show promise for its inter-rater reliability when used with 

persons who have dementia. In addition, when the two groups of participants were 

compared, the non-NR music therapists showed a slightly higher level of agreement 

among themselves.  

When the data were analyzed by the group (NR music therapists and non- NR 

music therapists) and further according to the educational level of each group (i.e., the 

NR music therapists with master’s degrees, the non-NR music therapists with master’s 

degrees and the non-NR music therapists with doctoral degrees), it was found that the 

non-NR music therapists who held master’s degrees had the highest inter-rater 

agreement.  

The data were also analyzed by participants’ years of clinical experiences (i.e., the 

NR music therapists with less than 10 years of experience, the NR music therapists with 

more than 10 years of experience, the non-NR music therapists with less than 10 years 

of experience, and the non-NR music therapists with more than 10 years of experience). 

The NR music therapists who had 1 to 10 years of clinical experience had the highest 

levels of agreement. Because analysis of these sub-groups resulted in very small 

numbers, these results must be interpreted with extreme caution. However, these results 

might indicate that participants’ educational levels and clinical experiences might have 
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been related to their assessment skills when using the MTAPD. Even though 

participants’ ratings revealed a high amount of agreement, the participants who had 

worked with elderly people with dementia for more than 10 years tended to have much 

less agreement with each other in their ratings. This may indicate that participants with 

more experience may have unique ways of viewing their clients and consequently may 

assess behaviors of clients in more descriptive or interpretive ways than what was stated 

in the MTAPD.   

Limitations of the study 

A major limitation of the study was the poor response rate and small sample size 

of each group (NR music therapists and non-NR music therapists). The small response 

rate was likely due to the fact that the survey was lengthy, and potential participants 

were not interested in devoting the time necessary to complete it. Although some 

participants partially completed it (e.g., the demographic information), but then stopped 

when they found out that it would take a long time to complete. It was also possible that 

participants were reluctant to provide assessment information from a video because they 

did not want their responses compared to others’ responses. In spite of the poor response 

rate, the number of participants (N=23) exceeded what was necessary as determined by 

the power analysis (N=10) 

Another limitation was the nature of the assessment items. The video excerpts 

came from NR music therapy clinical work involving music improvisation. There could 

be concerns about whether the items selected would be representative of musical 

behaviors of persons with dementia or whether these musical behaviors were unique to 

the individual client. Also, because the video excerpts included were derived from NR 

sessions involving improvisation, there were no sessions included that involved 
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song-singing or receptive activities.  

Another issue that should be addressed was the number of assessment scale items 

used for the different video excerpts. Some assessment items were used several times 

for different video excerpts, and some items were used only once. A possible bias that 

could have occurred as a result of this is that the participants may have familiarized 

themselves with some items and not others. The scale contained an unequal number of 

items for each video. To avoid these potential biases, equal number of items could have 

been used for each excerpt. 

Implications for Clinical Practice for People with Dementia 

In recent years, there appears to have been a shift in the emphasis on services for 

elderly people with dementia. Health professionals seem to be focusing on individual 

client needs and to the provision of services for these unique needs in daycare centers or 

nursing homes. It is clear that more service options are needed for these elderly 

individuals and their families. However, available options are inherently limited by 

economic factors.  

Music therapy is a relatively new field of treatment compared to physical therapy 

or occupational therapy. Music therapy must then demonstrate that it is an effective 

intervention for persons with dementia within a healthcare environment that demands 

such evidence. It is also necessary to provide evidence on the uniqueness of music 

therapy as an intervention, i.e., that music therapy can address needs that other services 

cannot. Funding for music therapy hinges on this evidence.  

     Greater efforts must be made to evaluate the effectiveness of music therapy both 

quantitatively and qualitatively. Although there are standardized instruments for 

evaluating a variety of behaviors of persons with dementia, there are no standardized 
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assessments available for evaluating musical behaviors in this population. Thus, a major 

drawback to evaluating the effectiveness of music therapy treatment has been the 

absence of concise, valid and reliable assessment tools.  

The MTAPD may provide a reliable tool for providing a portrait of elderly 

people’s musical responses and behaviors. In addition, the assessment tool may be 

effective in helping to track client decline, progress or stabilization at various functional 

levels, i.e., according to the amount of assistance required by the client from the 

therapist to participate in music experiences. In this way, the differential effects of 

specific musical experiences can be assessed according to clients’ maintenance, loss or 

gain in their abilities.  

     As a reliable assessment tool, the MTAPD may be used: 1) during initial music 

therapy assessment sessions and in the development of a treatment plan, 2) as an 

on-going music therapy assessment tool for people with dementia, and 3) to assess 

clients’ cognitive, behavioral, emotional, communication and social skills through 

musical experiences. 

The positive results of the study support the use of the MTAPD with people with 

dementia by both music therapists who are and who are not trained in NR music therapy. 

A user guide to accompany the MTAPD would be useful to ensure proper administration 

and scoring of the instrument.  

Implications for Research 

The researcher developed the MTAPD to evaluate its inter-rater reliability, and the 

scale demonstrated a high degree of reliability across different participants and was 

practical and easy to administer. The scale will need to undergo further testing in the 

future. It will be important to replicate this study with a broader scope of assessment, 
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including verbal discussion with the client. It is important to assess the test-retest 

reliability of the scale by having the same raters use the scale on two different occasions. 

It is also necessary to compare the original MTAPD with a revised version of the 

MTAPD to compare potential differences in sensitivity and reliability of these measures 

for clients in music therapy.  

Future research for the MTAPD should involve longitudinal studies to understand 

clients’ progress or changes in functional ability over time as assessed by this instrument. 

There should be research concerning the use of the scale for all stages of dementia, as 

this use may influence its reliability.  

Validity testing of the MTAPD is essential in the future. The MTAPD can be 

correlated with other standardized tests to identify similar assessment results. If the 

MTAPD and the standardized test correlate with each other, and scores on the MTAPD 

vary according to stages of the disease, this tool may be useful in allowing the 

determination of patterns of regression in functional disability. Furthermore, the 

assessment tool could be useful in discriminating between individuals who are at 

different stages of dementia. 

     The uniqueness of the instruments rests in the fact that this is among the first 

reliable music therapy assessments for people with early to moderate stage of dementia. 

It is also one of the few instruments with this population that can evaluate over time not 

only which functions are deteriorating, but also which aspects of musical responses, 

behaviors or skills remain intact.   

     The MTAPD scale may have a positive impact on clinical practice and research 

for individuals with dementia. The assessment scale will help music therapists to make 

decisions regarding the choice of a suitable musical intervention. It will also allow the 
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planning of a treatment process that will take into account the client’s particular 

cognitive, behavioral, and emotional, communication or social behaviors that deteriorate 

as a result of the illness. As a research tool, it will be useful in describing the 

characteristics of musical responses and behaviors for people with dementia. 



- 107 - 
 

REFERENCES 

Aigen, K. (1998). Paths of development in Nordoff-Robbins Music Therapy. Gilsum, 

NH: Barcelona Publishers. 

Aigen, K. (2005). Music-centered music therapy. Gilsum, NH: Barcelona Publishers.   

Aldridge, A. (1995). Music therapy and the treatment of Alzheimer’s disease. Clinical 

Gerontologist, 16(1), 41-57.  

Aldridge, D. (1994). Alzheimer’s disease: Rhythm, timing and music as therapy. 

Biomedical and Pharmacotherapy, 48(7), 275-281. 

Aldridge, D. (1998). Music therapy and the treatment of Alzheimer’s disease. Journal of 

Clinical Geropsychology, 4(1), 17-30.  

Aldridge, D. (Ed.) (2000). Music therapy in dementia care. London: Jessica Kingsley 

Publishers. 

Aldridge, D., & Aldridge, G. (1992). Two epistemologies: Music therapy and medicine 

in the treatment of dementia. The Arts in Psychotherapy, 19, e243-255. 

Alzheimer’s Association. (2011). Alzheimer’s disease facts and figures. Alzheimer’s & 

Dementia, 7(2), 1-68. Retrieved from 

http://www.alz.org/downloads/Facts_Figures_2011.pdf  

Alzheimer’s Disease International. (2011). World Alzheimer report 2011: The benefits 

of early diagnosis and intervention. Retrieved from 

http://www.alz.co.uk/research/WorldAlzheimerReport2011.pdf 

Ansdell, G. (1995). Music for life: Aspects of creative music therapy with adult clients. 

London: Jessica Kingsley Publishers. 

Arkoff, A., Thaver, F. & Elkind, L. (1996). Mental health and counseling ideas of Asian 

and American students. Journal of Counseling Psychology, 13(2), 219-223. 



- 108 - 
 

Ashida, S. (2000). The effect of reminiscence music therapy session on changes in 

depressive symptoms in elderly persons with dementia. Journal of Music Therapy, 

37(3), 170-182.  

Bacca, M. L., Engedal, K., & Selbak, G. (2011). Quality of life among elderly patients 

with dementia in institutions. Dementia and Geriatric Cognitive Disorders, 31(6), 

435-442.  

Branswell, C., Brooks, D., Decuir, A., Humphrey, T., Jacobs, K., & Sutton, K. (1986). 

Development and implementation of a Music/Activity Intake Assessment for 

Psychiatric Patients. Part II: standardization procedures on data from psychiatric 

patients. Journal of Music Therapy, 23(3), 126-141. 

Brotons, M., & Marti, P. (2003). Music therapy with Alzheimer’s patients and their 

family caregivers: A pilot project. Journal of Music Therapy, 40(2), 138-150. 

Brotons, M., & Prikett-Cooper, P. K. (1996). The effect of music therapy intervention on 

agitation behaviors of Alzheimer’s disease patients. Journal of Music Therapy, 

33(1), 2-18. 

Brotons, M., & Kroger, S. M. (2000). The impact of music therapy on language 

functioning in dementia. Journal of Music Therapy, 37(3), 183-195.  

Bruscia, K. (1987). Improvisational models of music therapy. Springfield: Charles C 

Thomas Publisher.  

Bruscia, K. (1998). The Dynamics of music psychotherapy. Gilsum, NH: Barcelona 

Publishers. 

Bruer, R., Spitznagel, E., & Cloninger, C. R. (2007). The temporal limits of cognitive 

change from music therapy in elderly persons with dementia or dementia-like 

cognitive impairment. A randomized control trial. Journal of Music Therapy, 



- 109 - 
 

44(4), 308-328.  

Brunk, B. K., & Coleman, K. A. (2000). Development of a special education music 

therapy assessment process. Music Therapy Perspectives, 18(1), 59-68.  

Bruscia, K. (1995). Modes of consciousness in Guided Imagery and Music (GIM): A 

therapist's experience of the guiding process. In C. Kenny (Ed.), Listening, 

playing, creating: Essays on the power of sound (pp. 165–197). Albany, NY: 

SUNY Press. 

Bruscia, K. (1998). Defining music therapy (2nd ed.). Gilsum, NH: Barcelona 

Publishers. 

Bruscia, K. (2005). Research topics and questions in music therapy. In B. Wheeler (Ed.), 

Music therapy research: Second editions (pp. 81-93). Gilsum, NH: Barcelona 

Publishers.  

Carruth, E. (1997). The effects of singing and the space retrieval technique on 

improving face-name recognition in nursing home residents with memory loss. 

Journal of Music Therapy, 34(3), 165-186. 

Casby, J. A., & Holm, M. B. (1994). The effect of music on repetitive disruptive 

vocalizations of persons with dementia. American Journal of Occupational 

Therapy, 48(10), 883-889.  

Cassity, M., & Cassity, J. (1994). Psychiatric music therapy assessment and treatment in 

clinical training facilities with adults, adolescents, and children. Journal of Music 

Therapy, 31(1), 2-30. 

Cassity, M., & Theobold, K. (1990). Domestic violence: Assessments and treatments 

employed by music therapists. Journal of Music Therapy, 27(4), 179-194. 

Cevasco, A. M. (2010). Effects of the therapist’s nonverbal behavior on participation 



- 110 - 
 

and affect of individuals with Alzheimer’s disease during group music therapy 

sessions. Journal of Music Therapy, 47(3), 282-299. 

Cevasco, A. M., & Grant, R. E. (2003). Comparison of different methods for eliciting 

exercise-to-music for clients with Alzheimer’s disease. Journal of Music Therapy, 

40(1), 41-56.  

Cevasco, A. M. (2010). Effects of therapist’s nonverbal behavior on participation and 

affect of individuals with Alzheimer’s disease during group music therapy 

sessions. Journal of Music Therapy, 47(3), 282-299.  

Chase, K. M. (2002). The music therapy assessment handbook. Columbus, MS: 

Southern Pen Publishing. 

Chase, K. M. (2004). Music therapy assessment for children with developmental 

disabilities: A survey study. Journal of Music Therapy, 41(1), 28-54.  

Christie, M. E. (1995). The influence of a highly participatory peer on motivating group 

behaviors of lower functioning persons who have probable Alzheimer’s type 

dementia. Music Therapy Perspectives, 13(2), 87-90. 

Clark, M. E., Lipe, A. W., & Bilbrey, M. (1998). Use of music to decrease aggressive 

behaviors in people with dementia. Journal of Gerontological Nursing, 24(7), 

10-17. 

Clair, A. A., & Bernstein, B. (1990). A preliminary study of music therapy programming 

for severely regressed persons with Alzheimer’s type dementia. The Journal of 

Applied Gerontology, 9(3), 299-311. 

Clair, A., & Bernstein, B. (1994). The effect of no music, stimulative background music 

and sedative background music on agitation behaviors in persons with severe 

dementia. Activities, Adaptation and Aging, 19(1), 61-70. 



- 111 - 
 

Clair, A., Bernstein, B., & Johnson, G. (1995). Rhythm playing characteristics in 

persons with severe dementia including those with probable Alzheimer’s type. 

Journal of Music Therapy, 32(2), 113-131.  

Clair, A., & Ebberts, A. (1997). The effects of music therapy on interaction between 

family caregivers and their care receivers with late stage dementia. Journal of 

Music Therapy, 34(3), 148-164.  

Cooper, J., & Alfille, H. (Eds.) (1998). Assessment in psychotherapy. London: Karnac 

Books.  

Crystal, H., Grober, E., & Masur, D. (1989). Preservation of musical memory in 

Alzheimer’s disease. Journal of Neurology, 52, 1415-1416.  

Cohen, J. & Cohen, P. (1975). Applied multiple regression: Correlation analysis for the 

behavioral sciences. Hillsdale, NJ: Lawrence Erlbaum Association. 

Darrow, A. A. (1984).  A comparison of rhythmic responsiveness in normal and 

hearing-impaired children and an investigation of the relationship of rhythmic 

responsiveness to the suprasegmental aspects of speech perception. Journal of 

Music Therapy, 21(2), 48-66. 

Daveson, B. (2010). An audit about music therapy assessments and recommendations 

for adult patients suspected to be in a low awareness state. Journal of Music 

Therapy, 47(4), 408-422. 

Denney, A. (1997) Quiet music: An intervention for mealtime agitation? Journal of 

Gerontological Nursing, 23(7), 16-23. 

DeVellis, R. (2012). Scale Development. Theory and Applications: Third editions. Los 

Angeles, CA: SAGE Publications, Inc.   

Division of Mental Health World Health Organization Geneva. (1995). Field trial 



- 112 - 
 

WHOQOL-100: February 1995. Retrieved from 

www.who.int/mental_health/who_qol_field_trial_1995.pdf  

Fischer-Terwork, C., & Probst, P. (2011). Evaluation of a TEACCH- and music therapy 

based psychological intervention in mild to moderate dementia: A controlled trial. 

The Journal of Gerontopsychology and Geriatric Psychiatry, 24(2), 93-101. 

Fitzgerald-Cloutier, M. (1993). The use of music therapy to decrease wandering: an 

alternative to restrains. Music Therapy Perspectives, 11(1), 32-36. 

Gerdner, L. (1997). An individualized music intervention for agitation. Journal of the 

American Psychiatric Nurses Association, 3, 177-184.  

Gerdner, L. A. (2000). Effects of individualized versus classical “relaxation” music on 

the frequency of agitation in elderly person with Alzheimer’s disease and related 

disorders. International Psychogeriatrics, 12(1), 49-65.  

Gerdner, L. A., & Swanson, E. A. (1993). Effects of individualized music on confused 

and agitated elderly patients. Archives of Psychiatric Nursing, 7, 284-291. 

Ghaffari, K., & Caparrotta, L. (2004). The function of assessment within psychological 

therapies: Psychodynamic view. London: Karnac Books.  

Goddaer, J. & Abraham, I. (1994). Effects of relaxing music on agitation during meals 

among nursing home residents with severe cognitive impairment. Archives of 

Psychiatric Nursing, 8(3), 150-158.  

Goodman, K. D. (1989). Music therapy assessment of emotionally disturbed children. 

The Arts in Psychotherapy, 16, 179-192. 

Grant, R. E. (1989). Music therapy guidelines for developmentally disabled children. 

Music Therapy Perspectives, 6, 18-22.  

Grant, R. E. (1995). Music therapy assessment for developmentally disabled clients. In 



- 113 - 
 

T. Wigram., B. Saperston, & R. West (Ed.), The art and science of music therapy: 

A handbook (pp. 273-287). Switzerland: Harwood Academic Publishers.    

Gregory, D. (2000). Test instruments used by the Journal of Music Therapy. Journal of 

Music Therapy, 37(2), 79-94. 

Groen, K. M. (2007). Pain assessment and management in end of life care: A survey of 

assessment and treatment practice of hospice music therapy and nursing 

professionals. Journal of Music Therapy, 44(2), 90-112. 

Groene, R. W. (1993). Effectiveness of music therapy 1:1 intervention with individuals 

having senile dementia the Alzheimer’s type. Journal of Music Therapy, 30(3), 

138-157.   

Guerrero, N & Turry, A. (2012). Nordoff-Robbins music therapy: An expressive and 

dynamic approach for young children on the autism spectrum. In P. Karen & M. 

Humpal (Eds.), Early childhood music therapy and autism spectrum disorders 

(pp. 130-144).London: Jessica Kingsley Publishers.  

Guetin, S., Porter, F., Picot, M. C., Pommie, C., Messaoudi, M., Djabelkir, L., Olsen, A. 

L., Cano, M. M., Lecourt, E., & Touchon, J. (2009). Effect of music therapy on 

anxiety and depression in patients with Alzheimer’s type dementia: Randomized, 

controlled study. Dementia and Geriatric Cognitive Disorders, 28(1), 36-46.  

Hicks-Moore, S. L., & Robinson, B. A. (2008). Favorite music and hand massage: Two 

interventions to decrease agitation in residents with dementia. Dementia: The 

International Journal of Social Research and Practice, 7(1), 95-108. 

Hintz, M. R. (2000). Geriatric music therapy clinical assessment: Assessment of music 

skills. Music Therapy Perspectives, 18(1), 31-40.  

Hinz, D., L. (2009). Expressive therapies continuum: A framework for using art in 



- 114 - 
 

therapy. New York: Routledge.  

Holmes, C., Knights, A., Dean, C., Hodkinson, S., & Hopkins, V. (2006). Keep music 

live: music and the alleviation of apathy in dementia subjects. International 

Psychogeriatrics, 18(4), 623-630.  

Huck, S. W. (2008). Reading statistics and research (5th ed.). Boston: Pearson 

Education, Inc.  

Hopkins W. G. (2009). Calculating the reliability intraclass correlation coefficient and 

its confidence limits (Excel spreadsheet). Retrieved from: 

http://sportsci.org.resource/stats  

Isenberg-Grzeda, C. (1988). Music therapy assessment: A reflection of professional 

identity. Journal of Music Therapy, 25(3), 156-169.  

Jones, R. (1986). Assessing developmental levels of mentally retarded students with the 

Musical-Perception Assessment of Cognitive Development. Journal of Music 

Therapy, 23(3), 166-173.  

Kaplan, R., & Steele, A. L. (2005). An analysis of music therapy program goals and 

outcomes for clients with diagnosis on the Autism Spectrum. Journal of Music 

Therapy, 42(1), 2-19.  

Karlawish, J. H. T., Casarett, D., Klocinski, J., & Clark, C. M. (2001). The relationship 

between caregivers’ global ratings of Alzheimer’s disease patients’ quality of life, 

disease severity, and the caregiving experience. Journal of American Geriatrics 

Society. 49, 1066-1070. 

Korb, C. (1997). The influence of music therapy on patients with diagnosed dementia. 

Canadian Journal of Music Therapy, 5(1), 26-54. 

Koger, S., & Brotons, M. (1999). Is music therapy an effective intervention for 



- 115 - 
 

dementia? A meta-analytic review of literature? Journal of Music Therapy, 36(1), 

2-15.  

Landis, J. R. & Koch, G. G. (1977). The measurement of observer agreement for 

categorical data. Biometrics, 33, 159-174. 

Lawton, M. P. (1994). Quality of life in Alzheimer disease. Alzheimer’s Disease and 

Associated Disorder, 8(3), 138-150. 

Layman, D. L., Hussey, D. L., & Laing, S. J. (2002). Music therapy assessment for 

severely emotionally disturbed children: A pilot study. Journal of Music Therapy, 

39(3), 164-187. 

Ledger, A., & Baker, F. (2007). An investigation of long-term effects of group music 

therapy on agitation levels of people with Alzheimer’s disease. Aging & Mental 

Health, 11(3), 330-338. 

Lee, C. (2000). A method of analyzing improvisation in music therapy.  Journal of 

Music Therapy, 37(2), 147-167.  

Leong, F. (1992). Guidelines for minimizing premature termination among Asian 

American clients in group counseling. Journal of Counseling Psychology, 42, 

217-222. 

Lesta, B., & Petocz, P. (2006). Familiar group singing: Addressing mood and social 

behaviour of residents with dementia displaying sundowning. Australian Journal 

of Music Therapy, 17, 2-17.  

Lin, Y., Chu, H., Yang, C., Chen, C., Chen, S., Chang, H., Heich, C., & Chou, K. (2011). 

Effectiveness of group music intervention against agitated behavior in elderly 

persons with dementia. International Journal of Geriatric Psychiatry, 26, 

670-680.  



- 116 - 
 

Lindenmuth, G. F., Patel, M., & Chang, P. K. (1992). Effects of music on sleep in 

healthy elderly and subjects with senile dementia of the Alzheimer type. The 

American Journal of Alzheimer’s Disease and Other Dementias, 2, 13-20.  

Lipe, A. (1995). The use of music performance tasks in the assessment of cognitive 

functioning among older adults with dementia. Journal of Music Therapy. 32(3), 

137-151. 

Lipe, A. W., York, E., & Jensen, E. (2007). Construct validation of two music-based 

assessments for people with dementia. Journal of Music Therapy, 44(4), 369-387. 

Loewy, J. (2000). Music psychotherapy assessment. Music Therapy Perspectives, 18(1), 

47-58.  

Lord, T. R., & Garner, J.E. (1993). Effects of music on Alzheimer patients. Perceptual 

and Motor Skills, 76(2), 451-455.  

Magee, W. L. (2005). Music therapy with patients in low awareness states: Approaches 

to assessment and treatment in multidisciplinary care. Neuropsychological 

Rehabilitation, 15(3/4), 522-536. 

Magee, W. L. (2007a). Development of a music therapy assessment tool for patients in 

low awareness states. Neuro Rehabilitation, 22, 319-324.  

Magee, W. L. (2007b). Music as a diagnostic tool in low awareness states: Considering 

limbic responses. Brain Injury, 21(6), 593-599. 

Mahoney, J. F. (2010). Interrater agreement on the Nordoff-Robbins Evaluation Scale I: 

Client-therapist relationship in musical activity. Music and Medicine, 2(1), 23-28.  

Mazza, N. (1999). Poetry therapy: Interface of the arts and psychology. Boca Ranton: 

CRC Press. 

Miller, E. B. (2006). A mosaic of music therapy assessments. In S. Brooke (Ed.), 



- 117 - 
 

Creative arts therapies manual: A guide to the history, theoretical approaches, 

assessment, and work with special populations of art, play, dance, music, drama 

and poetry therapies (pp. 182-194). Springfield, IL: Charles C Thomas 

Publishers.  

Newman, S., & Ward, C. (1993). An observational study of intergenerational activities 

and behaviour change in dementing at adult day care centers. International 

Journal of Aging and Human Development, 36(4), 3221-333. 

Nordoff , P., & Robbins, C. (2007). Creative music therapy: A guide to fostering clinical 

musicianship. Gilsum, NH: Barcelona publishers.  

Olderog-Millerd, K. A., & Smith, J.M. (1989). The influence of group singing on the 

behaviour of Alzheimer’s disease patients. Journal of Music Therapy, 26(2), 

58-70. 

Oldfield, A. (1993). A study of the way music therapists analyze their work. Journal of 

British music therapy, 7(1), 14-22.  

Oldfield, A. (2006). Interactive music therapy in child and family psychiatry. London: 

Jessica Kingsley Publishers.  

Pavlicevic, M. (1997). Interpersonal processes in clinical improvisation: Towards a 

subjectively objective systematic definition. In T. Wigram, B. Saperston, and R. 

West (Eds.), The art and science of music therapy: A handbook (pp. 167-178). 

Australia: Harwood Academic Publishers.  

Pollack, N., & Namazi, K. (1992). The effect of music participation on the social 

behaviour of Alzheimer’s disease patients. Journal of Music Therapy, 28(1), 

54-67. 

Prickett, C. A., & Moore, R. S. (1991). The use of music to aid memory of Alzheimer’s 



- 118 - 
 

patients. Journal of Music Therapy, 28(2), 101-110. 

Raglio, A., Bellelli, G., Traficante, Gianotti, D., Ubezio, M. C., Villani, D., & Trabucchi, 

M. (2008). Efficacy of music therapy in the treatment of behavioral and 

psychiatric symptoms of dementia. Alzheimer Disorder Association Disorder, 

22(2), 158-162. 

Raglio, A., Bellelli, G., Traficante, D., Gianotti, M., Ubezio, M. C., Villani, D., & 

Trabucchi, M. (2010). Efficacy of music therapy treatment based on cycles of 

sessions: A randomized controlled trial. Aging and Mental Health, 14(8), 

900-904. 

Rangneskog, H., Brane, G., Karlsson, I., & Kihlgren, M. (1996a). Influence of dinner 

music on food intake and symptoms common in dementia. Scandinavian Journal 

of Caring Science, 10, 11-17. 

Rider, M. S. (1981). The assessment of cognitive functioning level through musical 

perception. Journal of Music Therapy, 18(3), 110-119.  

Runco, M. A., & Richards, R. (1997). Eminent creativity, everyday creativity, and health. 

London: Ablex Publishing. 

Sabbatella, P. E. (2004). Assessment and clinical evaluation in music therapy: An 

overview from literature and clinical practice. Music Therapy Today, 5(1), 1-32. 

Retrieved from http://musictherapyworld.net  

Sawyer, R. K. (2003). Group creativity: music, theater, collaboration. Mahwah, NJ: 

Lawrence Erlbaum Associates publishers. 

Schumacher, K., & Calvert-Kruppa, C. (1999). The AQR—An analysis system to 

evaluate the quality of relationship during music therapy. Nordic Journal of 

Music Therapy, 8(2), 188-191. 



- 119 - 
 

Smith, D., & Lipe, A. (1991). Music therapy practice in gerontology. Journal of Music 

Therapy, 27(4), 193-210.  

Smith, G. (1986). A comparison of the effects of three treatment interventions on 

cognitive functioning of Alzheimer’s patients. Music Therapy, 6a(1), 41-56. 

Sue, D. (1981). Counseling the culturally different. New York: A Wiley Interscience  

Publication. 

Sung, H., Chang, S., Lee, W., & Lee, M. (2006). The effects of group music with 

movement intervention on agitated behaviours of institutionalized elders with 

dementia in Taiwan. Complementary Therapies in Medicine, 14(2), 113-119. 

Sung, H., Lee, W., Li, T., & Watson, R. (2012). A group music intervention using 

percussion instruments with familiar music to reduce anxiety and agitation of 

institutionalized older adults with dementia. Journal of Gerontopsychology and 

Geriatric Psychiatry, 27, 621-627. 

Svansdottir, H. B., & Snaedal, J. (2006). Music therapy in moderate and severe 

dementia of Alzheimer’s type: A case-control study. International 

Psychogeriatrics, 18(4), 613-621. 

Tabloski, P., McKinnon-Howe, L., & Remington, R. (1995). Effects of calming music 

on the level of agitation in cognitively impaired nursing home residents. 

American Journal of Alzheimer’s Care and Related Disorders and Research, 

10(5), 10-15. 

Takahashi, T., & Matsushita, H. (2006). Long-term effects of music therapy on elderly 

with moderate/severe dementia. Journal of Music Therapy, 43(4), 317-333. 

Thomas, D. W., Heitman, R. J., & Alexander, T. (1997). The effects of music on bathing 

cooperation for residents with dementia. Journal of Music Therapy, 34(4), 



- 120 - 
 

246-259. 

Thompson, A.B., Arnold, J. C., & Murray, S. E. (1990). Music therapy assessment of 

the cerebrovascular accident patient. Music Therapy Perspectives, 8, 23-29. 

Verney, R., & Ansdell, G. (2010). Conversations on Nordoff-Robbins music therapy. 

The Nordoff-Robbins music therapy monograph series. Volume five. Gilsum, 

NH: Barcelona Publishers. 

Waldon, E. G., & Wolfe, D. (2006). Predictive utility of the computer-based music 

perception assessment for children (CMPAC). Journal of Music Therapy, 43(4), 

356-371. 

Wells, N. F. (1988). An individual music therapy assessment procedure for emotionally 

disturbed young adolescents. Arts in Psychotherapy, 15, 47-54. 

WHOQOL group. (1995). The World Health Organization quality of life assessment 

(WHOQOL): Position paper from the World Health Organization. Social Science 

& Medicine, 41(10), 1403-1409. 

Wigram, T. (1995). A model of assessment and differential diagnoses of handicap in 

children through the medium of music therapy. In T. Wigram, B. Saperston and R. 

West (Eds.), The art and science of music therapy: A handbook (pp. 181-193). 

Chur, Switzerland: Harwood Academic Publishers.  

Wigram, T. (1999). Assessment Methods in music therapy: A humanistic or natural 

science framework? Nordic Journal of Music Therapy, 8(1), 7-25. 

Wigram, T. (2000). A method of music therapy assessment of the diagnosis of autism 

and communication disorders in children. Music Therapy Perspectives, 18(1), 

13-22. 

Wigram, T. (2002). Indications in music therapy: Evidence from assessment that can 



- 121 - 
 

identify the expectations of music therapy as a treatment for Autistic Spectrum 

Disorder: Meeting the challenge of evidence-based practice. Journal of British 

Music Therapy, 16(1), 11-28.  

Wigram, T., Pedersen, I. N., & Bonde, L. O. (2002). Music therapy research and clinical 

assessment. In A comprehensive guide to music therapy: theory, clinical practice, 

research and training (pp. 221-266). London: Jessica Kingsley Publishers.  

Wigram, T., & Gold, C. (2006). Music therapy in the assessment and treatment of 

autistic spectrum disorder: Clinical application and research evidence. Child: 

Care, Health and Development, 32(5), 535-542. 

Wilson, B., & Smith, D. (2000). Music therapy assessment in school settings: A 

preliminary investigation. Journal of Music Therapy, 37(2), 95-117. 

World Health Organization. (2011). Global health and aging. Retrieved from 

http://www.who.int/ageing/publications/global_health.pdf  

World Health Organization. (2012). 10 facts on ageing and the life course. Retrieved 

from http://www.who.int/features/factfiles/ageing/en/index.html  

World Health Organization. (2012). Dementia: A public health priority. Retrieved from  

http://whqlibdoc.who.int/publications/2012/9789241564458_eng.pdf 

World Health Organization. (2012). Interesting facts about ageing. Retrieved from 

http://www.who.int/ageing/about/facts/en/index.html  

York, E. (1994). The development of a quantitative music skills test for patients with 

Alzheimer’s disease. Journal of music therapy, 31(4), 280-296. 

  



- 122 - 
 

APPENDIX A 

INSTITUTIONAL REVIEW BOARD APPROVAL 
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APPENDIX B 

CONSENT FORMS 
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APPENDIX C-1 

EXTRACTION OF CLIENTS’ NON-MUSICAL AND MUSICAL BEHA VIORS: 

COGNITIVE SKILLS  

Client’s Behaviors Client’s Musical Behaviors 

(1) For example: Short-term 
memory 

-Unable to recall (last week 
session, beginning of activity 
within a session) 

 

(2) For example: limits in 
language -reading lyrics  

 

- be able to understand and 
discuss based on lyrics words 

 

- be able to use expressive 
language to talk about one’s 
story/experiences 
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APPENDIX C-2 

EXTRACTION OF CLIENTS’ NON-MUSICAL AND MUSICAL BEHA VIORS: 

BEHAVIORAL SKILLS  

Client’s Behaviors Client’s Musical Behaviors 

(1) For example: Wandering 
-length of seating 

 

-shifting body  

-looking somewhere else  

-try to leave a room   

(2) For example: Agitation 
-disrupt conversation 

 

-throws objects  

-grabs objects/others  
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APPENDIX C-3 

EXTRACTION OF CLIENTS’ NON-MUSICAL AND MUSICAL BEHA VIORS: 

EMOTIONAL SKILLS  

Client’s Behaviors Client’s Musical Behaviors 

(1) For example: Various feelings 
-Fear 

 

-Anger  

-Anxiety  

-Depression  

(2) For example: Seeking 
emotions 

-Happiness 

 

  

  

 
 

  



- 134 - 
 

APPENDIX C-4 

EXTRACTION OF CLIENTS’ NON-MUSICAL AND MUSICAL BEHA VIORS: 

SOCIAL AND COMMUNICATION SKILLS  

Client’s Behaviors Client’s Musical Behaviors 

(1) For example: Isolation 
-ignoring others 

 

-avoidance  

  

(2) For example: Withdrawal  
-not responding 

 

-falling sleep  

-selective mutism  

-closed eyes and head down  

(3) For example: Communication 
and social interaction 

-passively participate 

 

-maintain conversation with 
others 

 

Gives ideas for group/therapist  

-eager to try new activities  
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APPENDIX D 

MUSIC FUNCTIONING ASSESSMENT SCALE FOR ELDERLY PEOP LE 

WITH DEMENTIA  

A. Behaviors/Responses During Singing or Vocalization (S) 

 0 1 2 3 4 Description of client’s responses/behaviors 
S1      -CL comments on his/her music experiences 
S2      -CL responds appropriately to TH questions  
S3      -CL sings along with TH 
S4      -CL makes an う observable response when musical 

changes 
S5      -CL engages in singing  
S6      -CL initiates new musical ideas within the TH’s 

musical structure 
S7      - CL imitates TH’s music 

 
0=not at all or not observed 

 1= inconsistently with prompting*  

 2= inconsistently without prompting* 

 3= consistently with prompting* 

 4= consistently without prompting 

 *prompts can be verbal, physical, visual or musical 

   

  



- 136 - 
 

B. Behavioral/Reponses During Instrumental Improvisation (I) 

 0 1 2 3 4 Description of client’s responses/behaviors 
I1      -CL attempts to move body/hands to music 
I2      -CL actively participates in music making 
I3       -CL stays engaged in the music 
I4      -CL imitates the TH’s music 
I5      -CL initiates new musical ideas while playing 

(melodic, rhythmic and/or dynamics) 
I6      -CL matches the TH’s tempo 
I7      -CL initiates new tempo in the music 
I8      -CL engages in instrumental call and response 
I9      -CL plays instrument(s) in manner demonstrated by 

TH 
I10      -CL elaborates on the TH’s music 
I11      -CL holds mallet in one hand 
I12      -CL is able to hold mallets in both hands 
I13      -CL plays instrument with one hand  
I14      -CL plays with both hands together 
I15      -CL tolerates TH’s hand-over-hand while he or she 

plays instrument(s) 
I16      - CL changes own music to match the TH’s music 

 

0=not at all or not observed 

 1= inconsistently with prompting*  

 2= inconsistently without prompting* 

 3= consistently with prompting* 

 4= consistently without prompting 

 *prompts can be verbal, physical, visual or musical 
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C. Non-Musical Responses or Behaviors (U) 

 0 1 2 3 4 Description of client’s responses/behaviors 
U1      -CL remains seated during music  
U2      -CL makes eye-contact with TH 
U3      -CL makes eye-contact with others 
U4      -CL looks at instrument(s) while playing music 
U5      -CL reminiscences in response to music 
U6      -CL responds appropriately to TH’s directions 

 

 0=not at all or not observed 

 1= inconsistently with prompting*  

 2= inconsistently without prompting* 

 3= consistently with prompting* 

 4= consistently without prompting 

 *prompts can be verbal, physical, visual or musical 

 

 

 


