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ABSTRACT

Advancements in medical care are helping peopliegedonger lives. However,
this longevity brings other challenges and headgués. As baby boomers age, the
needs of an increasing number of individuals aosvgrg as a consequence. Dementia
is an issue in this aging population, and is asdediwith cognitive and other types of
losses. Persons with dementia need emotional sti@pat these needs increase as the
dementia progresses. It is important that theseévithdhls with dementia receive
medical and therapeutic care to maintain their iguaf life for as long as possible.
Music therapy is one treatment option that has b&®wn to provide cognitive,
physical, emotional, social and behavioral benefiits this population. However,
music therapy-specific assessments are needecctongmt the clinical and research
outcomes of music therapy interventions.

The purpose of this study was to examine the réitialof the Music Therapy
Assessment for People with Dementia (MTAPD), a asdeer-developed measure
designed to assess behaviors or responses of pexhndementia during singing or
vocalization, instrumental improvisation and in fonsical domains. In order to
develop assessment items, the researcher, usiegtajkes, extracted and identified
essential elements of clients’ behaviors and resggnThose items were categorized
into three domains (i.e., behaviors or responsesglsinging or vocalizationnE7),
behaviors/responses during instrumental improwsat{n==16), and non-musical
response or behaviors=6)). Scoring was based on a five-point scaletEms. After
developing the assessment tool, the researched askht music therapists with
expertise in dementia to review the assessment.

Nordoff-Robbins (NR) music therapiste=0) and non-NR music therapists
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(n=14) participated in the reliability testing of tlssessment. Therapists rated the
musical behaviors and responses of clients in these domains while viewing 15
video excerpts of clients with dementia in muser#py sessions.

Results showed that the MTAPD was a reliable imsémt for assessing
musical and non-musical behaviors of individualghwidementia. An inter-rater
reliability analysis generated particularly strdimglings with all intraclass correlation
coefficients above r = 0.85 with the exceptionhd ainalysis of agreement among the
NR trained music therapists with more than 10 yedrslinical experience. With
further reliability and validity testing, the MTAPBay 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 wherself
is threatened by the chaos of the external worl&tan the
disordering effects of illness or handicap . music can
provide a more solid world than does everyday tgali
(Ansdell 1995, p. 134)

According to the World Health Organization (WHOY{2), “between 2000 and
2050, the proportion of the world’s population 0é€r years will double from about 11
percent to 22 percent. The absolute number of peaged 60 years and over is
expected to increase from 605 million to 2 bilioover the same period”

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

“by 2050, 80% of older people will live in low- amdiddle-income countries” (e.g.,
China, Chile, Islamic Republic of Iran, and numer@ountries in Africa). The speed of
aging varies, but these undeveloped countries exiierience more rapid changes in
their age structure. For example, in France, thregmtage of the country’s population
over age 65 has been gradually increasing from T4t86 for more than a century.
However, Brazil will reach this percentage in omlyo decades (WHO, 2011, p. 4).
Third world countries need to become more sociafigg more financially developed so
that they can establish better health and finamt#ads for rising elderly populations.

In today’s global economy, people now have a lorlderexpectancy, and the
main causes of death and mortality have changewh filtose involving infectious
diseases to ones involving degenerative or chrdisieases. Dementia, a disease in the

latter categories, occurs among elderly people, @ndften under-diagnosed or



perceived as part of a normal aging process.

Prevalence of Dementia and Alzheimer’s Disease

An increased life expectancy has influenced pesgiealth and quality of life in

both positive and negative ways. Widespread hezlte access and improvements in

nutrition have helped to improve people’s liveswdwer, increased life expectancy also

presents challenges regarding the needs of oldeplggeDementia and Alzheimer’s

disease have become increasingly prevalent headthigms in the United States and

other countries. Many elderly people gradually laemental and physical capacity as

they suffer from these progressive diseases, agid fdmily members also experience

difficulties as they deal with the degenerationtireir loved ones. Dementia and

Alzheimer’s disease are becoming everyone’s problkocording to the Alzheimer’s

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

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

Characteristics of Dementia

According to the American Psychiatric Associati@gd0), the essential feature of

dementia is the development of multiple cognitivefidts that include “memory

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

Aphasia: language disturbance

Apraxia: impaired ability to carry out motor actiels despite intact motor
function

Agnosia: failure to recognize or identify objectgsgite intact sensory
function

Disturbance in executive functioning: planning, anzing, sequencing, or
abstracting (pp. 148-149).

Furthermore, according to the Diagnostic and Siedils Manual of Mental

Disorders (DSM IV-TR, 2000), there are several fewhdementia:

The Alzheimer's Type, Vascular Dementia, DementineDto HIV Disease,



Dementia Due to Head Trauma, Dementia Due to Psokia Disease, Dementia

Due to Huntington’s Disease, Dementia Due to Pi€ksease, Dementia Due to

Creutzfeldt-Jakob Disease, Dementia Due to Othereé Medical Conditions,

Substance-Induced Persisting Dementia, Dementia tOudultiple Etiologies,

and Dementia Not Otherwise Specified (pp. 147-148).

Dementia is a common diagnosis among elderly pe@sigecially for people who are
85 and older, but Alzheimer’s disease typicallyeaf§ people aged 65 and older.
Dementia as a disease gradually worsens over 8#1(IV-TR, 2000).

The difficulties in intellectual functioningff persons with Alzheimer’s disease
(AD) interfere with daily activities and relatiorips. Elderly people with AD
demonstrate difficulties in spatial tasks (e.gpying a drawing), poor judgment and
poor insight (e.g., driving). Persons with AD maguse unintentional harm to others,
have suicidal thoughts, experience motor disturbame gait and balance (e.g., falling),
and exhibit slurred speech, which is associateld stbcortical pathways as in the case
of Parkinson’s disease and in the case of Huntiiigtdisease. People with AD also
lose their ability to maintain emotional controhdathey suffer from anxiety, mood
changes and sleep disturbances. They may alsoiexperpersonality changes and
behavioral problems, such as agitation, delusiand,visual hallucinations.

In early-stage dementia, individuals become fordetre less active, more
depressed and anxious. They are also resistangibg thew things, demonstrate poor
judgment and poor decision making, take more timedd routine work, accuse others
of theft, act insensitively toward others’ feelindmse track of time and lose interest in

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

behaviors are related to aging.



In middle-stage dementia, individuals become itipetin speech and action
and are forgetful. They also have difficulty comprading time and dates, need
assistance with their activities of daily living[Q), are unable to cook, tend to wander
at night, occasionally get lost in familiar places¢perience insomnia, delusions,
hallucinations, and aggression, forget the namesawily and friends, and behave
inappropriately.

In late-stage dementia, individuals become depedngaon others, have difficulty
understanding their environment, need assistante edting, are unable to recognize
family, friends, or familiar objects, are unablewalk, are prone to nonverbal agitation,
and experience an increase in aggression, andraasdecin expressive and receptive
language skills. They also tend to wander and &ckefor a spouse who has passed
away, and perform meaningless movements (WHO, 2012)

Implication of Dementia on Society, Financial Burde, and Caregivers

People with dementia often require long-term cdrecause as the disease
progresses, they are unable to live independentlg t physical and mental
deterioration. Therefore, their primary caregiveften experience stress from the
burden of this caregiving. Accordingly, the WHO dmpizes that dementia is a primary
health concern and needs the support of healthalsdimancial, and legal systems.
Society needs to develop support systems for pesphedementia as well as support
for their caregivers and families as the cost of tlare is rapidly increasing and creating
a financial burdefWHO, 2012).

The economic burden of dementia is a critical istha¢ needs to be considered
for both formal care (medical care and social cam) informal care (care that is

provided by family and friends). The WHO (2012) haported that “the estimated



worldwide cost of dementia was US$ 604 billion Bil@” (p. 8). Families are now the
primary caregivers, and caring for people with detigeis a full-time job. The WHO
has also reported that “in the United States irD2@garly 15 million families and other
unpaid caregivers provided an estimated 17 billleours of care to people with
dementia, a contribution valued at more than USHIdlion” (p. 74).

The WHO (2012) has remarked that people with deimevito live in lower- and
middle-income countries are often not provided witkdical services or home care
funding from their government. The WHO also nothat tinsufficient service and
funding may stem from a lack of awareness and wtaleding of dementia by their
governments. This lack of awareness has led gowartsmto stigmatize and isolate
people with dementia, and it has also created kadécinderstanding that can result in
delayed diagnoses for people with dementia andesulestly a decreased access to
medical and social support. Furthermore, this latkwareness and understanding of
dementia is due to “a lack of policy direction amdogram development and
inappropriate allocation of funding” (WHO, 2012,9). Thus, the lack of infrastructure
between government and health care providers neelols modified, and governments
need to consider resources to help people with d#angle.g., effective care
management and early diagnosis) (WHO, 2012).

In addition, health professionals need to considerneeds of those who act as
caregivers for people with dementia. These inforesegivers are generally family
members, and their responsibilities increase aslisease progresses. Caregivers who
provide long-term care often experience high lewélstress, depression, and financial
burdens. However, the WHO (2012) also indicatedl ¢haegivers may also experience

rewarding and meaningful moments of companionsmg, fulfilment, enjoyment, and



an improvement in quality of life.
General Treatment for Dementia (Medical)

There are no treatments to cure dementia; howelernative treatments and
therapies have been provided for people with deimeamid caregivers. The Alzheimer’s
Disease International (ADI) (2011) indicates thatrious medical treatments are
available for people with dementia, but only fongk who seek and receive a diagnosis.
This organization emphasizes that early interventsoocrucial for elderly people who
show signs of cognitive deficit and memory probleiarly diagnosis leads to delayed
institutionalization and thereby enhances qualityife for people with dementia and
their caregivers. The organization’s summary afgticates that early intervention can
help maintain or improve cognitive function andphalleviate depression. Furthermore,
the WHO (2012) has stressed what governments aridties need to do to advance
dementia care.

1) Promote a dementia-friendly society globally.

2) Make dementia a national public health piyaand a social care priority
worldwide.

3) Improve public and professional attitudesaal the understanding of
dementia.

4) Invest in health and social systems to imercare and services for people
with dementia and their caregivers.

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

The WHO has also emphasized four specific neetle trddressed that may

improve dementia care for individuals:

1) The need for early diagnosis.

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

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

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

The ADI (2011) describes two categories of inteti@rs available to those with
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dementia: pharmacological and non-pharmacologiciiere are two types of
pharmacological interventions: symptomatic treattme(e.g., Acetylcholinesterase
inhibitors, memantine, and antidepressants) anenpial disease-modifying treatments
(e.g., hormone replacement, micronutrition, antéryensive therapy, statins,
non-steroidal anti-inflammatory drugs, and Gingkadlolin). There are also
non-pharmacological interventions that use “stiatetp support and enhance cognition,
psychological and behavioral therapies, legal anantial advice, and support groups
and physical exercise for people with dementia’3@)-

One symptomatic treatment involves the use of aptiessants. The WHO has
warned against the use of antipsychotic drugs émpfe with dementia. These drugs
have been used for behavioral and psychologicapsyms of dementia; however, they
only show limited positive effects, and increase tisk of cerebrovascular adverse
events and mortality. The ADI (2011) is in agreetmeith the WHO: “These drugs lack
efficacy for the treatment of depression in dengnivhile being associated with
significant adverse effects” (p. 37).

Acetylcholinesterase inhibitors (AChEIs) ancemantine have been used as
effective treatments for people with dementia amdehshown a positive effect on
cognitive functions. According to a report from tA®I (2011), AChEIs treatment is
effective for people with early, mild, and moderd@mentia. The memantine treatment,
however, is only recommended for people with modeta severe dementia. Gingko
biloba has also been shown to be an effectivenresit to improve cognitive functions
for people with mild to moderate dementia.

The WHO also recommends that psychosocial and paemsotered approaches

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



dementia (WHO, 2012, p. 64). Strong evidence has beund for the effectiveness of
cognitive stimulation in improving cognitive andcgal functioning. There is also some
evidence to support the effectiveness of this tneat for people with early-stage
dementia through the use of support groups, belalvibeatment, and cognitive
rehabilitation (ADI, 2011).
Quiality of Life for People with Dementia

Elderly people often experience difficult life clyms (e.g., physical and
psychological deterioration, loss of relationshgmsl bereavement); these may lead to
depression and withdrawal from daily activities.e$h life changes also may diminish
their quality of life (Mazza, 1999). According toet World Health Organization (WHO)
(1995), quality of life is defined as “individualgerceptions of their position in life in
the context of the culture and value system in whlwey live, and in relationship to
their goals, expectations, and standards” (p. 1408 WHO emphasizes the need for
improved services for people who suffer from den@eand that community support
enhances the quality of life for people for thesdividuals as well as their caregivers.
The WHO (2012) also has indicated that “....it isees&l that the care provided by
health and social care services is coordinatedirstiedrated and can be adapted to the
changes that occur throughout the course of treades (p. 50).
Creativity and Quality of Life

Defining quality of life for people with dementia difficult because it involves
subjective perceptions of the person regardingohiker life. Cognitive deterioration,
limited expressive language, and temporal and apdisorientation may make it
difficult for them to have experiences, includingusical experiences that are

meaningful, insightful, or creative. Barca, Engedahd Selbak (2011) indicate that



“depressive disorder and functional impairment iemeénted patients living in
institutions, and ....the degree of cognitive impamminfluences these patients’ quality
of life in a negative way” (p. 436). To improve djtaof life, patients need to express
feelings and establish rapport with others to elpee enjoyment in their lives.

Persons with dementia suffer many types of los§hey need to feel safe and
included in experiences. They need psychological eamotional support, and these
needs increase as the disease progresses. Tisusnjgortant that they receive medical
and therapeutic care to maintain their quality @é Ifor as long as possible.
Incorporating creativity into one’s life may be eykelement for people with dementia.

Hinz (2009) defines creativity as “a special forrh iotelligence, an ability
developed through persistence and hard work, arginhendowed talent, a unique
personality trait, a response to psychopathologya anature defensive response to
instinctual forces” (p. 169). Providing creativgpexiences enhances quality of life, and
these creative experiences allow people with deimémtfeel some control and increase
spontaneity. The use of creativity with people widimentia is not product-oriented.
The process of engaging in creative activitiebiésrhost important goal in this work.

Runco and Richard (1997) indicate that creativeeggpces enhance one’s
self-control and non-verbal communication with ethelhrough creative experiences,
elderly people maintain a sense of meaning in thegs, develop enjoyment and
friendships and establish new communities.

Various forms of arts and arts therapies emphabieamportance of creativity,
and music therapy is one example of such a thettzgtymay serve to prevent further
cognitive, physical, or psychological deterioratias well as improve quality of life.

When therapist and client create or make musicthegethat creativity provides a



resource for the client that aids in finding newys/ido confront and address the issues
they face. The process of therapy is not linedgen® may take various paths to explore
themselves and the process of doing so may be fgh pgaceful or painful and
sorrowful. During this work, therapists spontandpusspond to clients, and the mutual
relationship develops that is a significant fadtothe process.
Music Therapy for Elderly People with Dementia

Among the many therapies that have been developdteat dementia, music
therapy is one approach that may address the nafedbents in a significant and
meaningful way. For example, through their exparénin music therapy, elderly
people with dementia may improve their communiagticself-expression, and
socialization (Aldridge, 2000; Ashida, 2000). Thexy alsoexperience a decrease in
agitation, depression, and isolation (Aldridge, @0Mrotons & Marti, 2003).
Additionally, they may find it easier to remembedao experience feelings, and their
overall quality of life may improve (Ashida, 200lgkahashi & Matsushita, 2006).

Music therapists usecreative (e.g., instrumental or vocal improvisation,
movement to music, composition or songwriting:creative(e.g., sing-along or song
discussion) andeceptive(e.g., music listening, relaxation, or music imayemusic
therapy interventions (Koger & Brotons, 1999). Mulierapy interventions are adapted
to meet the needs and preferences of elderly pstien
Music Therapy Improvisation

According to Bruscia (1998), goals of clinical impisation in music therapy
include 1) development of non-verbal communicatitimat enhances verbal
communication; 2) self-expression; 3) discovery s&fif in relation to others; 4)

developing interpersonal relationships; 5) develeptrof socialization; 6) expansion of
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creativity, expression, spontaneity and playfulpn&¥sievelopment and enhancement of
visual, tactile, auditory senses; and 8) develograeoognitive skills.

When a group of elderly patients experiences impeton together, each group
member contributes to the music in his or her oveaiive way. Sawyer (2003) explains
that one of the interesting elements in group imigation is intersubjectivity and
stresses that it is “not how performers come toeskgentical representations, but rather
how a coherent interaction can proceed even whendt not” (p. 9).

Elderly people with dementia may be unable to ustdeid group dynamics and
the flow in the structure of the experience. Howetlee researcher has observed that
when elderly individuals engaged in group music riovgsation, they discovered that
they were not only able to play, but also to plagether. Thus, this emergence of group
improvisation is also one of the interesting feasurof improvisation. “In group
creativity, the group leads each individual to perf at a higher level than he or she
would have been capable of alone” (Sawyer, 200311p. Another benefit of using
music therapy improvisation is the sense of groolpesion that forms among elderly
persons as a result of playing together.

Bruscia (1987) has identified a number of improticsgal models and methods
used in music therapy. Nordoff-Robbins music thgrégR) is considered a salient
improvisational method in the treatment of a raofyelinical issues.

Overview of Nordoff-Robbins Music Therapy

In Nordoff-Robbins (NR) music therapy, improvisat@ and composed music is
used in the treatment of individuals and group$ wiérious disabilities. Therapists who
first used this approach only worked with childréowever, therapists now work with

various age groups (Guerrero & Turry, 2012). Thiedsl was developed by Paul
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Nordoff and Clive Robbins who worked together fra869 to 1976. Their model was
influenced by humanistic theory and by Rudolf Steiwho emphasized that learning
could only occur through people’s experiences [(éeglings, motivation, and will). As
children experience life through their senses,rtimeier-experiences develop into more
conscious decisions or actions. According to NRagglephy, therapists accept children’s
musical responses or behaviors as manifestationsheif inner experiences. NR
therapists also encourage their adult clientsrtolaily explore their impulsive feelings
to transform their unconscious repetitive resposdxehaviors into conscious acts (e.g.,
mutual music playing).

Nordoff and Robbins (2007) emphasized tttae individualized musicality is
inborn in every child” (p.3). Creative music theyapncourages clients to be active
participants in the making of music. The underlythgory is that a client's music can
reveal his or her emotional and developmental statethat every person is born with
an inner “music child.” Thus, all human beings alde to respond to music without
having any prior skills or knowledge. Aigen (200%®)s discussed the need of clients to
have meaningful musical experiences. Music is tiagry medium used to access the
inner self (or the music child), and musical gaaie also clinical goals. According to
Bruscia (1987) “it is through the music that thelatcan learn to let go of fear,
inhibition, and pathological restrictions which ¢ah him or her” (p. 58). NR music
therapists use improvisation and pre-composed mtsi@ngage in spontaneous,
creative and communicative music with their clients

NR music therapists work either in a team or aglsitherapists (Guerrero & Turry,
2012). Traditional procedures of NR include “megtithe client musically, evoking

musical responses, and developing the musical sskékpressive freedom, and
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interresponsiveness of the client” (Bruscia, 198¥,44-45). NR music therapists often
use a client-centered approach with live music, @mhts generally choose their own
mode of participation (singing, moving, or playiag instrument) within the choices
made available by therapists. Therapists genetey a keyboard or other harmonic
instrument as their primarily tool in creating nugigether with their clients. NR music
therapists remain active music makers throughossiges to stimulate their clients’
own music making. In a given session, a therapssy ose both improvisational and
pre-composed music with an improvisational attitudlé sessions are videotaped and
documented (i.e., using indexing procedures) toturap“the map of the client's
‘musical geography’ for future sessions” (Bruscl®87, p. 34). During indexing, a
therapist records how clients respond to differemiponents of music (i.e., tempo,
dynamics, rhythmic patterns, and melodies) and ifsigmt behaviors. NR music
therapy considers music the primary medium for bolients and therapists. NR
therapists assess their clients’ needs through aalusnteractions and sometimes
through verbal interactions.
Client-Therapist Relationships in Nordoff-Robbins Music Therapy

According to Aigen (1998), in NR music therapy, thient-therapists relationship
is not necessarily used by the therapist to gasigitis into the client or treatment
process. Instead, the founders of NR, Paul Nordoéf Clive Robbins, used music as
the primary source for this information. Howevelrtloff and Robbins occasionally
acknowledged the relationship as a significant elenduring the post-hoc analysis of
music therapy sessions.

Verney (2010) suggests that NR therapists tendoois on their relationships

with clients while they conduct actual sessions, e also differentiates between
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relatednessand relationship in NR music therapy. Specifically, the client-thgist
relationship is established over time, whereaselatedness occurs in
“moment-to-moment qualities of distance and intijnéetween two people” (p. 70).
During improvisation, people always experience ghing new and challenging that
differs from interpersonal relationships, and thssially tends to be stable, repetitive,
and dependable. The author writes that “a relatipngan be relatively fixed, but
relatedness can change at any moment” (p. 72).

When a therapist works with persons with demefiteatedness’is as important
an element agelationship.” Due to memory deficits, these individuals may cegpin
the present moment, but they will often lose loagrt or short-term memory as their
disease progress. Music experiences often bringleeogether in the here and now.
NR Music Therapy for Elderly People with Dementia

NR music therapists initially worked exclusively tivichildren with various
disorders. More recently, NR music therapists hawoeked and are working with a
range of clients in terms of age and disabilitgluding elderly people. In traditional
music therapy work with elderly populations, receptor recreative music therapy
experiences are often the main methods employedekter, NR music therapists may
more typically use improvisational music therapypm@aches with elderly people with
dementia.

When a therapist works with a person with demerttia, therapist needs to
establish the relationship with that person as wasliconvey the relatedness of that
relationship to the client. Without establishedati@inships, it may prove difficult to
address their issues of anxiety and depressioraduition, without relatedness as

experienced through the music, clients may not e & recapture or experience
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various aspects of themselves (e.g., self-confieeself-expression, innate abilities). In
order to develop relatedness and relationshipsiapiets need to assess clients’
strengths and needs prior to sessions and thenngento assess clients regularly
throughout the course of therapy. Assessment s¢buasidered an essential feature not
only to the process of NR music therapy, but absallttypes of music therapy.
Music Therapy Assessment

Assessment in music therapy is still developing@mparison to other clinical
professions. Historically, music therapists havedugarious assessment tools developed
in other fields (e.g., psychology, counseling, spleeducation).

Accurate and thorough assessment of clients ienéab as it enables the
identification of clients’ needs and issues to ddrassed in music therapy. This initial
assessment information provides a foundation feeldping a treatment plan as well as
goals and objectives for the client. Thus, the tigaent of reliable and valid music
therapy assessments is essential for optimal ntlusrepy practice as well as providing
other professionals with additional informationtbe client’s functioning.

The Role of the Therapist

In order to assess a client, a therapist has teldp\skill in evaluating features of
his or her client’s strengths and needs. The d##uwf therapists during assessment can
impact the amount and depth of information thay thexeive from their client. During
an assessment, the therapist needs to create arsafenment for the client to openly
share his or her difficulties and problems, whenéhat is possible. The overall attitude
of the therapist needs to be warm, flexible, andaimetic toward the client. The
therapist also needs to increase his or her owturalilawareness in order to show

sensitivity toward the client (Ghaffari, K. & Capaita, L., 2004). Furthermore, Cooper
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and Aliflle (1998) explain that the role of assessiigoes beyond soliciting information
regarding the client’s social and developmentatolnys Rather, assessment implies
accessing “the patient’s inner world” (p. 2).
Assessment and Interpretation of Clients’ Music

There are two types of assessments used inc nusrapy: non-musical and
music-based assessment tools. Music therapistssalagt the type of assessment they
use according to their theoretical foundations definitions of health. Bruscia (1998)
notes that a therapist needs to define his or beception of health because this
individual definition influences the way he or slkenducts the assessment and
evaluation process. Bruscia also emphasizes thealthi does not only include
physical health, but the client’s mind and spisitveell, that is, “the process of becoming
one’s fullest potential for individual and ecolaglievholeness” (p. 84).
Assessment in Nordoff-Robbins Music Therapy

Because NR music therapists work spontaneouslyugiirca client’s musical
responses, music-based assessment tools are cequitteis approach. Clive Robbins
and Paul Nordoff developed three assessment t@plScale I: The Child-Therapist
Relationship in Coactive Musical Experience, 2)|8d¢a Musical Communicativeness
and 3) Musicing: Forms of Activity, Stages and Qued of Engagement (Nordoff &
Robbins, 2007). In addition to the assessment tdadsdoff and Robbins developed the
Tempo-Dynamic Schema that was not used as a compohe¢he formal assessment
process, but rather as a way to gauge a clientd far support from session to session.
This is intended to help a therapist understandiemtts musical responses and to
estimate a client’s emotional and pathological abgaristics. The scales developed by

Nordoff and Robbins are used to assess clientyiisrarelationships, musical
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(instrumental/vocal) responses, and the clientlleof resistance and participation.
Clive Robbins provides detailed characteristicseath these levels (Bruscia, 1987,
Nordoff & Robbins, 2007). At the present time, hoee there are no assessment scales
for elderly people with dementia in NR music thetap

Cultural Considerations

As a music therapist the current researcher hakedowith both American and
Japanese elderly people, and believes that th&sapisareness of clients’ cultural
backgrounds is an important factor in music therdfsople develop their behaviors,
personality, and communication skills through theaiultural influences. The
understanding and appreciating of culture is impurtbbecause each culture is unique
(Arkoff, 1996). Therapists need to understand thents’ cultural backgrounds may
affect their help-seeking behaviors, concepts akikéng therapy treatment, family
structure, communication style and ways of esthabient of relationships (Sue, 1981).

Japan is a mono-culture, and similar cultural vale&ist; however, therapists
need to have broader views, increase their selfevess and understand
self-expression for elderly individuals with demantTherapists need to be aware that
Japanese clients establish close relationships tivétin therapists through dependency.
They tend to look at a therapist as an expert wil@ive them guidance.

When Japanese people interact with others, thay tietve polite, formal, avoid
confrontation and eye-contact to avoid humiliatimghers and maintain their
interdependency. In contrast, American clients tente more direct and make direct
eye-contact with others. Japanese clients tendtadksh communication gradually and
formally to avoid the loss of the other’s esteebeohg, 1992).

In Japanese culture, people try to curtail theirogomal expression and
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emphasize group harmony. They hesitate to show #mabtions in public, but may
express their feelings and share personal probieitis family members. Therefore,
emotional restraint is common in the Japanese rmjltand individuals make a
distinction between their public and private selv@s the other hand, American clients
are encouraged to discuss and express their eraatiame publicly. Japanese people
may have more formal conversations, establish napplowly and prefer indirect
communication that tends to interfere with the@efisharing of their problems with their
therapists.

Music therapy may be well-suited to Japandisats, because participation does
not always require verbal responses, only musgspanses. Thus, clients who hesitate
to share their personal emotions and issues cargxthemselves more readily through
musical; this expression is more consistent widirtbultural values.

Personal Experience with Elderly People

The inspiration for the present study derives frognten years of experience as a
NR music therapist working with clients who had @ewima in the US and in Japan. In
my work, | have found assessment essential to theeps of music therapy. | do not
only assess a client’'s cognitive, communicativejapaffective, and physical functions,
but also his or her inner self. Elderly people wdtmentia often experience temporal
and spatial disorientation, and tend to live intipafar times from their past without
being consciously aware of this. Therefore, they itink that their hallucinations or
experiences of the past are real, which is a sympib dementia. However, when |
worked with clients, | choose to follow their bef@e and responses, being careful not
to discredit their worlds. | have realized thaisiimportant to be a part of my clients’

worlds without pointing out where they were expecieg confusion. This approach
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gives me access to my clients’ realities so thean examine the following types of
guestions: Why have my clients’ reverted to thigtipalar time from their past? Have
they reverted to this particular time period beeatiey have unresolved problems or
relationships with others from that time? What kindf emotions do my clients’
experience in their worlds? In considering theges$yof questions, | am able to better
assess the emotional needs of my clients.

| use an individualized approach when | work wiltiegly people with dementia.
For example, if my clients are confused about timed dates, | share songs that they
are likely to be familiar with, and | also encougatihpem to talk about the song as it
relates to their memories. Based on these typésterfactions, | am able to assess my
clients’ stage of dementia, as well as to detegtsagnificant behavioral, cognitive, or
psychological deficits. When using this approacly, goal is to become familiar with
my clients’ worlds without invalidating these wasldAfter | assess clients’ stages of
dementia, | ask them to select a song that wasiomeat during our conversation. If
clients refuse to choose a song or are unable rtaliee their song preference, then |
ask them to play an instrument with me (usually emcpssion instrument). At the
beginning of the improvisation that follows, | afteise a rhythmic exchange without
playing the piano. After clients understand whattowith the instrument, | gradually
introduce the piano part and provide supportiveimu3nce they are comfortable with
using their instruments, | encourage them to criéwdie own rhythmic patterns. Singing
songs is one of my goals with this approach, bex#uselps clients to connect with me
in the present, while they continue to live in fhest. Playing instruments is another
type of goal that enhances our relationships alakhdevelop new music skills.

When clients hesitate or refuse to participate wsim experiences, | take the

_19_



initiative to provide them with instructions. My glais to gain the trust of my clients, so
| am careful to respect any hesitations on thait. pa

Through their experiences with music, my clientdikx emotional stability,
establish rapport with others, and experience arease in confidence, independence,
and autonomy. Most importantly, my clients enjog #pontaneity of being present and
being active participants in their own music.

| have found NR music therapy to be an effectiveraach for elderly people
with dementia. They have been successful in deugjop relationship, sometimes with
the music and sometimes with the therapist. As anNRic therapist, | have attempted
to use the existing NR assessment and evaluatms; tbowever, because these tools
have been developed for children, they were noaydwelevant to elderly people with
dementia Therefore, in order to better serve muisarapy clients with dementia
through NR music therapy, an assessment needeel de\rloped that was specific to

this population. The purpose of the current studg o develop such an assessment.
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CHAPTER 2
RELATED LITERATURE

There have been many music therapy research stadieducted with elderly
persons with dementia that have focused on belayvimognitive, emotional and social
outcomes. The present chapter begins with a discusd the literature according to
these four categories of outcomes.

In the first section of the chapter, the resultewipirical studies that have been
published in music and music therapy for the eldeith dementia between 1980 and
2012 are reviewed. The author has summarized @setndies to capture trends in
music or music therapy practice for elderly peapidtn dementia.

Music Therapy Research Studies: Cognitive Outcomes

Cognitive deterioration is a salient feature ampegple with dementia (Brotons
& Kroger, 2000; Bruer, Spitznagel, & Cloninger, ZQCClair, Bernstein & Johnson,
1995; Lord & Garner, 1993; Smith, 1986). In one nodagical study, researchers
indicated that elderly individuals with dementiateof retain cognitive functioning
related to music processing (Crystal, Grober, & WMasl989). Moreover, active
music-making may enhance their memory (Prickett &oké, 1991). Musical
experiences may aid elderly people’s functionablamge skills (receptive/expressive)
which, in the studies, became more spontaneoudl@mt. Researchers have indicated
that active music experiences may improve partitgiaoverall cognitive functions

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

Empirical Studies on Music for Elderly with Demantand Alzheimer's Disease:

Cognitive Skills

Author Participants Independent variables Outcomes
Year
G. Smith N=12 -Musically cued -Improved cognitive functioning
(1986) reminiscence in active music making
-Verbally cued
reminiscence
-Active music making
Crystal et al. N=1 -Piano playing -Preservation of piano skillslan
(1989) learning of new skill of
mirroring reading
Prickett & N=10 -Singing —Reciting -Ability to learn new muaic
Moore material
(1991) -Ability to recall words and
lyrics
Lord & N=60 -Music listening and play -Improvement in memory and
Garner (42 female along cognitive functions
(1993) 18 male) -Jigsaw puzzle activities
-No special treatment
Clairetal. N=28 -free improvisation -Improved short-term memory
(1995) (18 female -Improve visual-spatial skills
10 male)
Carruth N=7 -Individual singing -Improved naming abilities
(1997) -Conversation -face-name recognition in
singing sessions
Brotons &  N=26 -Singing and song -Improvement in cognitive and
Koger (18 female,  discussion group verbal skills in music therapy
(1999) 8 male) -Conversation group group
Cevasco & N=14 Experience 1 -Experience 1
Grant (10 female -Frequent verbal cues Better responses with frequent
(2003) 4 male) -Verbal cue only once verbal cues during exercise
during an exercise -Experience 2
Experience 2 More participation when
-Instrumental music instrumental music was used
-Vocal music during exercise
Bruer etal. N=28 -Music therapy -Improvement in cognitive
(2007) -Watching videos function in music therapy and

memory retention
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Music Therapy Research Studies: Behavioral Outcomes

Cognitive deterioration can manifest as variousaberal problems, such as
physical aggression, verbal aggression, agitatandering, and repetitive behaviors.
Several studies have focused on the behavioral geament of elderly patients using
music. Specifically, the studies have suggested iinasic or music therapy may be
effective in reducing behavioral symptoms of dengerfsee Table 2)Brotons &
Prickett-Cooper, 1996; Clark, Lipe, & Bilbrey, 199&erdner, 2000; Gerdner &
Swanson, 1993; Goddaer & Abraham, 1994; Hicks-M@fRobinson, 2008; Raglio et
al., 2010; Rangneskog, Brane, Karlsson, & Kihlgre®96; Sung, Chang, Lee, & Lee,
2006; Tabloski, McKinnon-Howe, & Remington, 199%10mas, Heitman, & Alexander,
1997).

Music interventions have been used in various regtinvolving persons with
dementia, and there have been three types of naxgieriences studied: receptive,
re-creative, and creative. Several studies haved msesic listening for relaxation or to
decrease agitated behaviors (Brotons & Prickettg@gdl996; Clair & Bernstein, 1994;
Clark et al., 1998; Casby & Holm, 1994; Denny, 19%&rdner, 2000; Gerdner &
Swanson, 1993; Goddaear and Abraham, 1994; Hicks&1& Robinson, 2008; Lin,
Chu, Yang, Chen, Chen, Chang, Heich, & Chou, 2Qi&jlenmuth, Patel, & Chang,
1992; Rangneskog et al., 1996; Sung et al., 2086loski et al., 1996; Thomas et al.,
1997). In the literature, there are only a few msdhat have employed creative or
re-creative music interventions top achieve behavioutcomes (Fitzgerald-Cloutier,

1993; Raglio et al., 2010; Svandottir & SnaedaQ&0
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Table 2

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

Behavior Management

Author Participants Independent variables Outcomes
Year
Lindenmuth et N=20 -Relaxation music -Better sleep behaviors in
al. (8 male program elderly with Alzheimer’s
(1992) 12 female) -No music
Fitzgerald- N=1 -Singing and playing -Decreased wandering
Cloutier instruments behaviors during music therapy
(1993) -Reading session sessions
Gerdner & N=5 -Individualized music -Decreased agitation
Swanson listening
(1993)
Groene N=30 -Music therapy -Increased seating scores in
(1993) (16 female  -Reading group music therapy sessions
14 male) -No significant change in

Casby & Holm N=3
(1994)

Clair & N=28
Bernstein
(1994)

Goddaer & N=29
Abraham
(1994)

Tabloski etal. N=20
(1995)

Brotons & N=20
Prickett-Cooper
(1996)

Ragneskog et N=20
al.
(1996)

amount of wandering behaviors
in Music therapy and reading
sessions
-No treatment -Reduced repetitive disruptive
-Classical music listening verbalization in both music
-Favorite music listening listening

-No music -No find any differences among
-Stimulative  background three variables in agitation
music

-Sedative background

music
-No music (A) -Decreased verbal agitation
-Relaxing Background -Decreased physically
music (B) non-aggressive behavior
(A-B-A-B) -Decreased agitation when
music was used
-Relaxing music -Decreased agitation during

and after music
-Live music for subjects -Decreased agitation in both
with music background  variables
-Live music for subjects
without music background

-Relaxing music; -Decreased agitation
-Folk songs or -Decreased irritation and
-Pop music during meal fear-panic during relaxing
time music listening
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Table 2 (continued)

Author Participants Independent variables Outcomes
Year
Denney N=10 -Background music during -Decreased verbal agitation
(1997) meal time -Decreased physically
non-aggressive behavior
Thomas et al N=14 -Background music during -No differences in hiding and
(1997) bathing verbal agitation
-Decreased aggressive behaviors
Clark etal. N=18 -Preferred music during  -Decreased agitation &
(1998) (14 female bath time frequency of agitation in the
4 male) -No music experimental group
Gerdner N=39 -Individualized music -Decreased agitation during the
(2000) (30 female therapy individualized music therapy
9 male) -Relaxation music sessions
Sungetal. N=36 -Background music -Decreased agitation
(2006) -Standard care
Svandottir et N=38 -Singing & song discussion-Decreased agitation in the
al. 20 Exp. -Standard care experimental group
(2006) 18Control
Hicks-Moore N=41 -Music listening (ML) -Decreased agitation in all
& Robinson -Hand massage (HM) experimental groups
(2008) -ML & HM -Decreased agitation after one
-No treatment hour of the treatments
Raglio etal. N=60 -Instrumental -Decreased disruptive behaviors
(2010) 30 exp. improvisation (delusion, apathy, and agitation)
30 Control -Standard care in music therapy group
Lin et al. N=100 -Creative, re-creative and -Decreased agitated behaviors in
(2012) 49 exp. receptive music music intervention
51 control -Standard care
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Music Therapy Research Studies: Emotional Outcomes

Therapists who work with elderly clients with dertiaroften focus on decreasing
clients’ anxiety and depression through musicakeemces (Fischer-Terwork & Probst,
2011; Guetin et al., 2009; Sung, Lee, Li, & Wats?d]2) and also on increasing clients’
life satisfaction and positive affect (Newman & \Wat993).

Reminiscence is an important music therapy intdiwanfor the elderly
(Takahashi & Matsushita, 2006). At the end of litas especially important for elderly
persons to share the stories of their lives withemne. Music reminiscence can provide

a means to achieve this.
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Table 3

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

Emotional
Author Participants Independent variables Outcomes
Year
Newman & N=21 -Music activities with -More positive affect in
Ward children structured music activities with
(1993) -Music activities without  children
children
Holmes et al. N=32 -Live music -Positive engagement in live
(2006) -Music listening music
-Silence

Takahashi & N=43 -Music reminiscence -Improved emotional stability
(I\ggt(')sg)shlta experimental -Regular treatment

(n=24) and

control

(n=19)
Guetin et al. N=30 -Individual receptive -Improved level of anxiety and
(2009) (22 female music therapy level of depression in music

8 male) -Reading session therapy session
Fischer-Terwork N=49 -Singing, music listening -Improved communication
& Probst (2011) experimental and playlng_lnstruments skills ar_ld psychological

(n=26) and -Non-specific well-being

control occupational therapy

(n=23)
Sung et al. N=55 -Playing instruments with -Improved level of anxiety in
(2012) experimental familiar songs music group

(n=27) and -Regular treatment

control

(n=28)

_2’7_



Music Therapy Research Studies: Social and Commuration Outcomes

Therapists who work with elderly individuals withemdentia may focus on
enhancing social interactions, developing clieet@ipist relationships, and establishing
new communities through musical experiences. WHdarlg patients participate in
music, they have the opportunity to share theireelgmces and memories; music may
help to improve their verbal interactions.

Increased social interaction is a common musicateigoal for elderly patients
with dementia (Brotons & Koger, 1999; Lesta & Peto2010; Olderog-Millerd &
Smith, 1989; Pollack & Namazi, 1992) along with tpapation in verbal discussion
(Olderog-Millerd & Smith, 1989; Pollack & Namazi992; Korb, 1997) and active
participation in sessions (Brotons & Koger, 199%v&sco, 2010; Clair & Ebberts,
1997). Researchers have also focused on elderop&rcommunication skills and
awareness of others (Clair & Bernstein, 1990; (altbberts, 1997).

Music therapy experiences may encourage clienpatticipate and interact with
other group members through musical activitiesag¢oomplish this, researchers have
used recreative experiences, such as singing (Bs&oKoger, 1999; Clair & Bernstein,
1990; Korb, 1997; Lesta & Petcoz, 2006; Olderogid & Smith, 1989) or
instrument playing (Cevasco, 2010; Clair & Bernstei990; Clair & Ebberts, 1997,

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

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

Social and Communication Skills

Author Participants Independent variables Outcomes
Year

Olderog-Millerd N=10 -Discussion session -Improved social behaviors and
& Smith (7 female -Group singing Increased verbal discussion
(1989) 3 male) during group singing sessions
Clair and N=3 -Music therapy (creative -Improved communication
Bernstein and re-creative) skills
(1990)
Pollack & N=8 -Individualized music -Increased social behaviors and
Namazi (3 male activities communication
(1992) 5 female)

Clair & Ebberts N=30
(1997)

Korb N=10
(2997)

Brotons & N=26
Koger (8 male,
(1999) 18 female)

Lesta & Petocz N=4
(2006)

Cevasco N=38
(2010)

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

-Singing

-Rhythmic ensemble
-Discussion session

-Singing and song
discussion group
-Conversation group

-Small-group singing
sessions

-Movement-to-music, a

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

-More solicited feedback
occurred during rhythmic
ensemble sessions

-Increased patrticipation,
awareness and social
interaction

(sleep pattern and mood)

-Improved mood and social
behaviors
-Decreased nomecial behavior

-Improved affect and

sing along, and instrumentnonverbal behaviors with

playing

therapist’s physical proximity
and affect
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Overview of Music Therapy Assessment Studies

Assessment is an important component of the mbsi@py process occurring in
the initial interview with the client and often tughout therapy. Through assessment, a
therapist identifies a client’s needs and issuesdmtermines a treatment plan (Cooper
& Alfille, 1998).

The development of assessment procedures in mhesiapy is also an important
topic. Bruscia (2005) has observed that assesdmedird gain “insights about individual
clients or client populations served by music tpgratheir clinical conditions and
problems, their musical characteristics, their peas resources and experiences and
their therapeutic needs” (p. 81).

Music therapists have developed quantitative andlitqtive music therapy
assessments for a variety of purposes (Pavlic&®@7; Bruscia, 1998; Wigram, 1999;
Chase, 2002; Wigram, Pedersen, & Bonde, 2008)ler (2006) emphasized that
“quantitative data consist of definable behaviarsile qualitative information relates to
the experience of the music therapy session andgphenological understanding of the
meaning of musical communication and interactiopp.(184-185). Because music
therapists work in various settings, the aims efrthssessments also vary.

Categories of Music Therapy Assessments

Bruscia (1998) has defined various types of assestmthat relate to the
therapist’'s objectives: a) “diagnostic” assessmiantwhich a therapist identifies a
client's issues and concerns through the clienttdua musical responses; b)
“interpretive” assessment in which a therapist ripiets a client's responses; c)
“descriptive” assessment in which a therapist ctdleall the information without

diagnosis to understand a client in a holistic wdjy,prescriptive” assessment in which
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a therapist determines what types of therapy wehdiit a client (e.g., individual or
group, active or receptive music therapy, or fremqydength of therapy session, etc.);
and e) “evaluative” assessment in which a theraggghers information during the
initial stage of therapy, and seeks to evaluateptioeess of a client’s progress in later
therapy sessions.

Wigram (1999) introduced different types of musierapy assessments for his
clients who had communication disorders. He reconded “analyzing musical
material as the essential ‘raw data’ of work anthgisnusical events as the starting
point to explain psychological, pathological andogional behaviour” (p. 7).

According to Chase (2002), there are three typesséssments in music therapy:
informal, formal and standardized. In an informasessment, music therapists do not
record information, but they observe clients andkenaental notes. In contrast, a
formal assessment is conducted by music therapistssystematic way. This type of
assessment is especially developed for a speafitiption or based on a theoretical
model. A standardized assessment is one that hexs diadied through research and
used by many music therapists.

Wigram (1999) categorized five assessment modgl®iagnostic assessment”
that identifies diagnostic symptoms through assessnb) “General assessment” that
determines clients’ needs, issues, strengths @&t¢Music Therapy Assessment” that
evaluates the effectiveness of music therapy ietdion; d) “Initial Period of Clinical
Assessment in Music Therapy” that evaluates a flistta approaches in the first few
sessions; and e) “Long-term Music Therapy Assestnthat evaluates the client’s
progress in music therapy (p. 8).

Wigram, Pedersen, and Bonde (2002) also categotidomponents of music
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therapy assessments as: intra-musical (i.e., oektiips between client and musical
experiences), inter-musical (i.e., relationshipgween client and therapist/others
through musical experiences), diagnostic, cognitared physical functions (e.qg.,
fine-gross motor skills), and musical analysis. yrhrglicated that these assessments are
subjective (i.e., therapist's interpretation andevation), yet are well organized and
provide in-depth information about clients.

Pavlicevic (1997) has described two types of mtigcapy assessment: assessing
non-musical behaviors through musical activitiesd @xamining the musical process
itself. Layman (2002) has explained that musicapgrassessments are developed for a
particular population, and these assessments &e@ oifluenced by the therapists’
theoretical orientation.

Music therapists work with various populations,shiuis difficult to develop only
one standardized assessment for all types of sligdso, music therapists often adapt
their assessments to clients’ needs. Furthermbeethierapist’s philosophy, theoretical
foundation, and music background all influencewas music therapists conduct client
assessments.

In the next section, examples of actual music fherassessment procedures
developed by several music therapists are exanfledse, 2002; Wigram, Pedersen, &
Bonde, 2002; Miller, 2006).

Procedures of Music Therapy Assessment

In her music therapy assessment process, Chasg)(Begins with collecting a
client's general information (i.e., family historynedication, cultural background,
characteristics of the client’s behaviors, and otiipes of therapies) prior to an initial

session. During the initial session, she assesseslient's motor, communication,
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cognitive, affective, and social skills. She stdtest music therapists should choose an
assessment that is appropriate for the clienteikample, a music therapist might apply
a client-centered assessment which evaluates vghanportant to the client. If a
therapist gathers a client’s information througlseation and identifies the client’s
needs, this is called a specific needs assessment

Miller (2006) provided questions therapists may #eknselves 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 theramisgroup members)

through music?

How does this person communicate through music?

How is (ongoing) music therapy affecting this p&fso

How might the music therapist optimize or shift mutherapy interventions

for improved outcomes?

® How could a music therapy program benefit a fa@lit

® \What are the strengths and weaknesses of this rthesiapist, MT instructor,
or MT department?

® \What kind of music therapy would work best in tiszironment (p. 184)

With regard to the process of assessment, Wigraml, €2002) have stated: “in
order to advance our ability to provide more spe@&tidence of what happens in music
therapy and in order to substantiate our interpgetaof behaviour and changes in
behaviour, analysis of musicis a natural starting point to formulate critefiar
systematic assessment” (p. 248).

Studies of Music Therapy Assessment

Isenberg-Grzeda (1988) has suggested that therdoarefunctions of music
therapy assessments and has recommended guidelir@sating an assessment: 1) an
assessment entails a therapist’'s musical skillar2pssessment allows a therapist to

identify a client’s pathology and functions thae alifficult to access; 3) an assessment
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allows a therapist to identify a client’s patholagyd functions that are already found in
other discipline; and 4) an assessment allows aapis to exploit gratification,
motivation, and non-intellectual aspects of muSikhe has emphasized the importance
of establishing an assessment scale for clientsdsieand for the demands of an
institution. She has indicated that the assessmesibcol is determined by four
domains: music, the clients, demands of the ingiity and therapists’ theoretical
frameworks.

Sabbatella (2004) conducted a literature reviewpaoblished assessments in
music therapy from 1985 to 2001. She searched nthsi@py journals in English,
Spanish and Portuguese. Of the 41 total artickiewed, 37 were in English journals.
Only two articles involved assessment of clientgsinal responses. She categorized the
collected articles into four types, a) “Theoretigaper” (=19), b) “Assessment and
clinical evaluation of clients”’n=14), c) “Evaluation of music improvisation or mcesli
behaviors related to music therapy=R), and d) “Treatment effectivenessi=@) (p. 9).
She concluded that, in comparison to other pradessimusic therapy assessment and
evaluation research still needs to improve and ldeve

Wilson and Smith (2000) reviewed studies of mubgrapy assessments used in
school settings. They identified 41 music theragiicles from different databases from
1980 to 1997, and they also hand-searched joutodtscate additional articles. They
identified 20 music therapy studies that had besdas standardized assessment scales
and 21 studies that used non-standardized assesscewas. They found a limited
number of replications of studies of music thergsgessment scales, as well as a
limited publication of the actual assessment scalégse authors also analyzed how

music therapy assessments had been used in #aiatlite, and found six primary
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purposes: a) to compare other assessment toots, ¢ggther information for baseline
measurements, ¢) to make recommendations for nthesiapy treatment, d) to identify
psychometric aspects of assessment, e) to ideantifgppropriate assessment scale for a
particular population, and f) to identify clientsiusical preference. The researchers
indicated that music therapists assessed the nhigibaviors and responses of children
with various disabilities.

Music therapy assessments for children with autsgpactrum disorder (ASD)
have been carried out via diagnostic and evaluassessments (Wigram and Gold,
2006). These authors indicated that because foamaéssments do not focus on
gualitative elements (e.g., creativity and procelssnusic making), it is important to
include the client's communicative and social iatdions. In addition, assessing or
analyzing elements of the music (e.g., tempo andhalycs changes, level of rhythmic
freedom, and musical phrasing) may provide a holtture of a client.

Survey Studies of Assessment Procedures for Childre

Chase (2004) conducted a survey of music therapibts work with children
with developmental disabilities. Ninety-six respents were included in this study.
Chase asked questions within the following categoria) “major skill areas and
subcategories most frequently assessed”; b) “hmsethareas are assessed”; c) “the
common features of their current assessment tog)s’positive and/or negative aspects
of their current assessment tools”; and e) “3 niogtortant features desired in a
standardized music therapy assessment for useiindimical practice” (2004, p. 28).
The respondents reported observing a client’s mintections (95%), communication
(83%), social skills (79%), cognitive (64%), and siwu (35%) (pp. 36-39). They

reported that the positive elements of their assests were thoroughness (34%),
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individualization (26%), and ease to use (26%); é&wosv, they also reported that
assessment was subjective (28%), limiting (26%)tand consuming (22%) (2004, pp.
45-46). The respondents reported that if it weras{eto use,” “comprehensive” and
“adaptable,” they might use a standardized assedsnstrument (2004, pp. 46-47).
Survey Studies of Assessment Procedures for Adults

Groen (2007) conducted a survey of assessmentaainent procedures in pain
management. She asked professional music therapidthospice nurses to participate
in this study. Seventy-two music therapists and r@@ses responded. The music
therapists were asked to provide demographic irdtion, reason for patient referral to
music therapy, types of pain assessment scalesnasit therapy interventions used.
The nurses were also asked to provide the samariafmn, without the information on
interventions, and were also asked to recommendoppate assessment tools for
non-nursing professionals. Music therapists reporntsing: a) the Pain Behavior
Observation (a checklist documented by health staff); b) Numerical Rating Scales
(NRS) (wherein the client rated pain from O to Hd)d c) Verbal Rating Scales (a
self-report scale). The nurses recommended theoutiee Picture or Faces Scale and
NRS by non-nursing professionals because of the @asadaptation and minimal
training needed for use. In the hospice settingsiotherapists reported using formal
assessments developed by other medical profesdioribis survey, it was not clear
whether or not music therapists who worked in hospised musical assessment tools.

Cassity and Theobold (1990) conducted a surveyusfiertherapists who worked
with clients who had experienced domestic violeAdey included 80 music therapists
in this study. They inquired regarding how thertpassessed in nine areas: behaviors,

physical, sensory, cognitive, social, communicatiamagery, receptive, and expressive
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language and drugs. Therapists reported usingngingong discussion and composition
as common activities to assess clients’ behavignalblems. For children and
adolescents, cognitive skills were assessed thraygh analysis, composition, and
musical games. Through these activities, therapilsls assessed clients’ coping and
organizational skills. Among adolescents, therapiséed music activities to assess
various problem areas. In contrast, therapists usetth clients’ music, including
improvisation as well as verbal responses to adsdtsred women.

Cassity and Cassity (1994) conducted a survey ioical training directors
(n=65) who worked in psychiatric populations. Thehau$ sought information about a)
how non-musical and musical behaviors were assgb$atharacteristics of behaviors
among this population, c) characteristics of musiehaviors, and d) types of music
interventions used. The directors indicated tharehwere no standardized music
therapy assessment scales for their facilities atngly recommended the
establishment of standardized music therapy assedgsmfor their clients. For
adolescents and children, therapists often assésteioral, cognitive, emotional and
social problems. Social skills were a concern amamhgt clients, and respondents used
music interventions (i.e., music listening and rnastental playing) to assess clients’
interpersonal skills. In summary, the respondesfsorted that they assessed clients’
non-musical and musical behaviors to an equal éedRespondents also focused on
clients’ interpersonal, affective, and cognitivendtions. The researchers strongly
recommended developing diagnostic music therapgsassents in psychiatric settings.
Survey Studies of Assessment Procedures for the Eidy

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

elderly (=176). The purpose of the study was to determirdeajographic information,
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b) types of assessment tools used with this pdpualat) current trends in music
therapy practice for elderly populations, and dplgoand objectives. Respondents
reported that they used assessment tools adapi@dfdicility-mandated assessments to
evaluate clients (34%), self-designed assessma8&#)( and those adapted from other
professions (32%). In these assessments, the m@spisnassessed clients’ social skills
most commonly. There was not a clear discussiorsafidesigned assessments, but
instead, the therapists focused on non-musicalMi@isain their assessments. However,
music therapists who work with this population teddo combine formal assessments
(i.e., other disciplines’ assessment scales) afminral assessments (i.e., self-designed
assessments).

Various types of music therapy assessments are oftieienced by clients’ goals
and objectives, the therapist’s theoretical badkgdy therapists’ preferred interventions,
types of population that the therapists serve, demhands of the institution. For the
purpose of this study, the author has categorizenbws types of assessment scales by
population and Bruscia's assessments types (ii@gndstic, interpretive, descriptive,
prescriptive, and evaluative assessments). Thewoll table gives a complete list of
reference in chronological order, including autlirfear 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 schocl-Musical-Perception
and day care Assessment of Cognitive
Development (M-PACD)
Jones 1986 Children with mental -Musical-Perception

Branswell et al. 1986

Bruscia

Orff
Riordan
Stephens

Wells
Goodman
Gran
Thompson,
Arnold &
Murray
York

Lipe
Wigrarnr

Pavlicevic

Loewy

Schumacher &
Calver-Kruppe

Brunk &
Coleman

Hintz

Lee
Adler

1987

1987

1987

1987

1988

1989

1989 & 199!

1990

1994

1995

1995 & 200!

1997

2000

1999

2000

2000

200c¢
2001

retardation Assessment of Cognitive
Development (M-PACD)

Adults with psychiatric ~ -Music/Activity Therapy Intake

disorder Assessment for Psychiatric
Patients (MATIA)
All population -Improvisational Asseent
Profiles (IAPs
All population -Not Specified (NS)
All population -NS
Adults in psychiatric -Adult Improvisational Music
disorder Therapy Model
Adolescents with -NS

psychiatric disorders
Children with ED -Music Therapy Assaant

Tool for Emotionally Disturbed

Childrer

Children in school settir ~ -NS

Adults in medical setting -NS

Elderly people with -Residual Music Skills Test

dementia (RMTS)
Elderly people with -Music-Based Evaluation of
dementia Cognitive Functioning
(MBECF)

Children with autisr -NS

Adults in psychiatric -Musical Interaction Ratings
disorder (MIRS)

All populations in medical -NS
setting

Children with delayed
development

Children in special
education setting

-Analysis of Quality of the
Relationship (AQR

-Special Education Music
Therapy Assessment Process
(SEMTAP)

Elderly people -Geriatric Music Therapy
Assessment (GMTA)
Adults in private clinic -NS
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

Kaplan & 2005
Steele

Oldfield 2006
Waldon 2006
Magee 2007 aand b

Children with ED

Children with autism

Children in psychiatric
setting

-Beech Brook Music fidpmy
Assessment

-Music Therapy
Outcomes-Based Measurement
Program
-Music Therapy Diagnostic
Assessments (MTDAS)

Children in medical setting -Computasdxl Perception

Adults in medical setting

Assessment for Children
(CMPAC)

-Musierapy 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 Aswent of Cognitive
Development (M-PACD) for children with developmdndisabilities. The researcher
used 15 music performance tasks to assess cliemgsitive skills; these tasks were
based upon Piaget's developmental concepts. Acuprti Piaget, children learn the
concept of time after they understand and expegienovement and speed. From this
theoretical framework, the researchers believed #hahild’s cognitive development
occurs through auditory stimulation. Rider used MdACD to test 109 children
without any disabilities; the procedure was carrged over a six month period. He
evaluated children’s cognitive development throughsical tasks (i.e., identify a
rhythmic pattern, dynamics, etc.), and found thatM-PACD was a useful assessment
for children’s cognitive functions.

In 1986, Jones replicated the assessment of thedMuBerception Assessment of
Cognitive Development (M-PACD) for children with addopmental disabilities.
Through musical assessment sessions, Jones fouatd nibsical perception and
cognitive functions were related to subjects’ meatad chronological ages. Therefore,
the M-PACD appeared to be an accurate assessmeahifdren with developmental
disabilities. However, the researcher raised corscabout the use of this assessment
with this population. Some participants were unatolefollow two-step instructions
during the performance tasks, and the researchietcharompt them to complete tasks
that were different from those used in Rider’s ioidd) study.

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

(i.e., sensorimotor, cognitive, communication, autial skills). He indicated that a
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standardized assessment for children in a schttoig@&eeds to follow public law (i.e.,
IEP). The assessment focused on a client's muskiié and behaviors. He did not
attempt to test or standardize this assessment.

Schumacher and Calvert-Kruppa (1999) developed\tiaysis of Quality of the
Relationship (AQR) for children with delayed devmieent. This assessment measured
the quality of relationship between the client atmrapist through music (i.e.,
self-expression and interpersonal relationship$)e &uthors ranked that the client’s
relationships to musical instruments according @vesal levels of expression (i..e..,
modi 0 to 6), and these levels were categorizethénfollowing ways: a) “0 lack of
contact,” b) modi “1 contact-reaction,” ¢) modi f@nctional-sensory contact,” d) modi
“3 contact to himself/self-awareness,” €) modi @htact to others/intersubjectivity,” f)
modi “5 relationship to others (to another persatgfactivity,” and g) modi “6 joint
experience/interaffectivity” (pp. 18-19). This assement was developed for long-term
treatment and focused on the development of thatepmusical relationships.

Layman (2002) conducted a pilot study of 20 seyerzhotionally disturbed
children using the Beech Brook Music Therapy Assest scale. This scale examined:
a) behavioral and social functions, b) emotional spomsiveness, c)
language/communication abilities, and d) musiclskiThe therapist evaluated and
categorized behaviors into three areas; 1) defensivwithdrawn (i.e., shy, timid,
withdrawn); 2) target behavior (i.e., socially apmiate behavior); or 3) disruptive or
intrusive (i.e., over-powering, dominating and aggive). The author collected clients’
background information prior to the assessmeni@essand based on this information,
developed a session plan. She provided detailedniation for the assessment scale.

Results showed that observable behaviors weretddtby the assessment during music
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activities (i.e., music skills, attention span,gmral boundaries, and coping skills). The
author suggested that the assessment scale wéfe@ive assessment tool for use with
emotionally disturbed children. Layman (2002) atsophasized that a music therapy
assessment should be able to translate musicaresp for other professions.

The Music Therapy Diagnostic Assessment (MTDAs) degeloped by Amelia
Oldfield. The areas of assessment include choigestfuments, playing tonal or atonal
music, developing rhythmic interactions, singingydaothers. The MTDAs were
developed for assessing musical and non-musicahieds (Oldfield, 2006).

Evaluative Assessments

Kaplan and Steele (2005) developed the Music Tler@utcomes-Based
Measurement Program to evaluate the effectivenkessusic therapy interventions for
children with various disabilities. They implemenhtthe assessment with 40 children
with autism who participated over a two-year perod examined the following areas:
children’s communication and language skills; bédra@y and psychosocial skills; and
cognitive, musical, and motor skillBhe researcher conducted initial assessments of the
children’s performance, and evaluated children'ogpess according to clinical
objectives at intermediate points. The researchased the *“individualized
Outcomes-Based Measurement computer databasgjubati the information gathered
(p. 7).

Combined Assessments: Diagnostic and Interpretivegsessments

Wells (1988) developed an assessment procedusltdescents with psychiatric
disorders. She used a case study to illustrateeduwes used in her assessment sessions.
She introduced three tasks for assessment: a) dwige to establish relationships, b)

writing a story based on a music piece to assess ossues and conflicts, c) five
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structured musical improvisations i.e., exploretringients, choose an instrument that
represents oneself, free improvisation with thestapeferential improvisation, and then,
free choice of improvisation or sing along). Theearcher also used clients’ musical
behaviors and interactions (intra and inter-musiedhtionships) to interpret their
relationships with peers, friends and family. Basedthe assessment, the researcher
made recommendations and made implications fointreat.

Goodman (1989) developed the Music Therapy Assegsho®| for Emotionally
Disturbed Children. The assessment included 6 o&Egs: a) musical response choice,
b) musical preference, ¢) musical responsivengsseibal associations, e) nonverbal
reactions, and f) client/therapist interaction. Tiyefour children in long-term and
short-term treatment facilities for various emogbdisturbances were included in this
study. Goodman provided two case studies to exjplam the assessment was used for
long-term and short-term clients. She used desegiphusic therapy assessments to
check and to make comments on the categorized alimbaviors. Her assessment was
both subjective (i.e., explained and interpretedsical behaviors) and objective (i.e.,
assessed a client’s attitude towards instrumenisjanand therapist).

Wigram (1995) suggested that music therapists shosg various music therapy
approaches for assessing clients. He emphasizedheérapists should have a purpose
of assessment in mind: a) to use music as a treattoel, b) to recognize a client’'s
responses (i.e., quality of resistance, physicabt®nal and cognitive functions), c) to
identify effective treatment approaches, and d)dentify the relationship between
client and therapist. He also emphasized that eapis should focus on a client’s
responses: a) to physical and psychological prayjr) to directions and adjustment to

the therapy situations, c) to musical elementsiastluments, d) when communicating,
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and e) general musical responses. The researchgnasined that a music therapy
assessment should include actual musical mat¢oiglsscribe a client’s behavior.
Combined Assessments: Diagnostic and Prescriptivesdessments

Brunk and Coleman (2000) developed the Special &dut Music Therapy
Assessment Process (SEMTAP) for school settings; absessment was designed to
complement an Individualized Education Program JIHMe authors indicated that the
assessment could be an educational tool for sctistlicts and parents who were
unfamiliar with music therapy services. The SEMTAPnot a standardized music
therapy assessment; rather, it is intended to bptad to an individual student’s needs.
The researchers described detailed informatiomefassessment procedures used, and
their music therapy objectives were developed fthenchildren’s IEP objectives.

Waldon (2006) developed the Computer-based Peorepfissessment for
Children (CMPAC) to assess children’s listening amasical behaviors during invasive
medical procedures. Forty-nine children were inetlich this study, i.e., 31 elementary
school and 18 hospitalized children. Ten music dpists were asked to use the
computer-based assessment to assess the frequehdyration of the children’s music
listening, music preference, and musical engagemé&he therapists also wrote
narratives and anecdotal notes. It was concludadl tte assessment tool was an
effective instrument for music therapists to makeisions for referral.

A list of the aforementioned assessments is providdable 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 -musical behaviors
-Interpretive -non-musical behaviors
-Evaluative -make recommendation for
music therapservice
Goodman 1989 -Descriptive -non-musical behaviors
-Interpretive -musical behaviors
Grant 1989 &1995  -Diagnostic -musical behaviors
-non-musical behaviors
Wigram 1995 & 2000 -Diagnostic -musical behaviors
-Interpretive -nor-musical behaviol
Schumacher & 1999 -Diagnostic -musical behaviors
Calvert-Kruppa -non-musical behaviors
Brunk & 2000 -Diagnostic -non-musical behaviors
Coleman -Prescriptive -make recommendations for
services
Laymar 200z -Diagnostit -nor-musical behavic
Kaplan and 2005 -Evaluative -musical behaviors
Steele -non-musical behaviors
-progress of clients’ objectives
Oldfield 2006 -Diagnostic -non-musical behaviors
Waldon 2006 -Prescriptive -musical behaviors
-Descriptive
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Music Therapy Assessment Studies for Adults
Diagnostic Assessments

Gillian Stephens (Bruscia (1987) developed the Aduodprovisational Music
Therapy Model for adults in psychiatric institutsorirhis tool is used with both verbal
and nonverbal adults. Stephens used music imptawisgéo identify clients’ personal
and interpersonal issues.

Thompson, Arnold, & Murray (1990) designed a musierapy assessment for
stroke patients (i.e., Cerebrovascular Accidengt thsed music to assess clients’
cognitive, motor, communication, social and visdiahctions in order to provide
information to other treatment professionals. Ththars provided detailed information
of assessment procedures for a client suffering facstroke.

Braswell, Brooks, Decuir, Humphrey, Jacobs, & Suitb986) conducted a study
to investigate the Music/Activity Therapy Intake skssment for Psychiatric Patient
(MATIA). Prior to this study, the researchers hamhducted a preliminary study with
university students to examine the properties efAtiitude Survey. They found internal
consistency among the participant groups.

In their 1986 study, two types of assessments vested: the Activity Preference
Inventory (19 items) and the Attitude Survey (58nis). The first assessment was
administered to clients when they were admittea facility, and the second assessment
was administered during the last week of residémtiee facility. This was conducted in
an interview format. There were three sub-categoofethe Attitude Survey including
Self-Concept (20 items), Interpersonal Relationsiiif items), and Altruism/Optimism
(14 items). Ninety-three participants were includethis study, and they had following

psychiatric diagnosis: adjustment reaction, sultgtambuse, schizophrenia, and
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affective disorders. Results showed internal coescy for the attitude scales (i.e.,
interpersonal relationships, altruism-optimism awedf-concept), and the researchers
found that the sub-categories significantly disemamed among diagnostic groups. The
researchers concluded that the assessment wase uggibboth non-psychotic and
psychotic clients, both genders and various ettyngzbups.
Combined Assessments

Pavlicevic (1997) developed the Musical Interactiatings (MIRs) for clients
with schizophrenia. She assessed interpersonaindéedmusical relatedness and rated
the results on 9-point scales that focused on th&agal communication between client
and therapist. The scale included the followingngst: a) “no communication” in which
no musical interactions occur, and a client denratest unorganized music playing; b)
“One-sided contact: No response from P” (Personylinch one begins to see some
interactions, but a therapist (T) is following B; ‘©ne-sided contact: non-musical
response from P” in which P begins to respond w®iiiterventions, but not musically,
and T is still following P to play music togethet) “Self-directed musical response
from P” in which P responds to T's music by notatglg with T's music, and it is
difficult to create music together; e) “Tenuous maBy directed response from P”
which is the beginning of musical interactions, aRdresponds to T's music; f)
“Sustained musically directed response from P” mclwv P begins to sustain musical
interactions, and takes an initiative role, bubaB T to have the initiative role; g)
“Establishing mutual contact” in which P beginsdeate his or her own ideas and
contribute them to the improvisation; h) “Extendimgitual contact” in which P begins
to create new musical ideas and is spontaneousnpmovisation; and i) “Musical

partnership” in which T and P share musical expees and give each other musical
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ideas while they acknowledge their musical contidou (Pavlicevic, 1997,
pp.176-177).

Lee (2000) developed an analysis of improvisatiommiusic therapy. He asked
four people to participate in this study (i.e., leer@t, musician, psychotherapist, and
music therapist). He created nine stages for tisesasent of the client's music: 1)
holistic listening in which a therapist listens tfte entire improvisation to identify
musical structure and elements; 2) musical respohte therapist to identify a client’s
inter-musical relationships and identify the thest® musical projection through the
music experience; 3) musical responses where thataliscusses important musical
elements of the improvisation with the therapi$tagking others’ (e.g., psychotherapist,
music therapists or musicians) perceptions of y@ravisation including the significant
moments in the music improvisation (all the clisrahd other discipliner’s conversation
are recorded during the interview); 5) detailedns@iptions of the music; 6)
identification of its musical significance, such @sanges in timbre and dynamics; 7)
based on stage 6, verbalizations concerning segm&nthe music; 8) analysis of
segments of music structure and comparison witeradbgments of improvisation; and
9) evaluation and recommendations. Through thisicabsanalysis, the researcher
sought connections between a client’'s personabchernistics and music improvisation.
He concluded that this method of analysis increasetherapist's knowledge and
understanding of the client and the dynamics ofrowigations in music therapy.

Magee (2007a, 2007b) developed the Music Therampegsnent Tool for Low
Awareness States (MATLAS) for patients in vege&at{¥S) or minimally conscious
states (MCS). Magee emphasized that it is cruociadiéntify patients’ diagnoses (e.qg.,

coma, VS and MCS). The MATLAS includes fourteemisethat assess five behavioral
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domains: “motor responses, communication, aroasalitory and visual responsiveness”
(p. 321). This assessment tool was developed fogndising patients’ low-awareness
levels, and identifies musical responses/behawbthese levels. Magee recommended
conducting four assessment sessions, and she asediss music interventions (e.g.,
creative and re-creative music experiences) withie assessment (Magee, 2007a;
Daveson, 2010).

Daveson (2010) conducted research using Mageegssisgnt scale. She found
that the MATLAS was a useful assessment tool faiepts in low-awareness states, and
also a useful tool to communicate client informatim other professionals (Magee,

2005).

Table 7

Music Therapy Assessments for Adults

Author Yeal Types of Assessme Areas of Assessme
Braswell, et 1986 -Diagnostic -non-musical behaviors
al. -musical preferenc
Stephens 1987 -Diagnostic -musical behaviors

-musical interpretation
Thompson, 1990 -Diagnostic -non-musical behaviors
Arnold &
Murray
Pavlicevic 1997 -Diagnostic -musical behaviors
-Descriptive
-Interpretive
Lee 2000 -Descriptive
-Interpretive
Magee 2007 aand b  -Diagnostic -musical behaviors
-Prescriptive -make recommendations for
services

Music Therapy Assessment Studies for Elderly Persen

Diagnostic Assessments
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York (1994) has indicated that musical behaviord aognitive function have a
strong relationship, and that music therapy mighab effective intervention for people
with dementia. This researcher developed the Rakilwsic Skills Test (RMST) to
assess musical behaviors of elderly persons withedéa (i.e., singing familiar songs,
recalling a song title, recalling the name of imstents through listening, rhythmic
responses, recalling rhythmic patterns, and rexpliind imitating melodic phrases).
This assessment was intended for diagnostic pusp@sedetermine a client’s general
level of functioning). York assessed the clientasical ability, but not the process of
musical communication. Results showed that the RM8uld be used to assess
various cognitive functions that overlap with thenMMental State Examination, as
well as to detect different types of cognitive ftion. The researcher concluded that the
RMST may yield additional information regarding tbegnitive functions for people
with dementia.

Lipe (1995) developed an assessment tool, the MBm$ed Evaluation of
Cognitive Functioning (MBECF), for clients with demtia. In the first section of the
assessment, she collects information regardingntslienusical backgrounds, and asks
them to rate the importance of music in their liviesthe second part of the tool, she
assesses clients’ verbal responses following mussiening, as well as their
performance on four singing and eight rhythmic saskhe researcher found strong
relationships between levels of musical tasks andl$ of cognitive function in clients
tested. When a client’s cognitive function detextes, her/his communication skills,
singing ability and verbal fluency also decline.vitver, the researcher concluded that
rhythmic responses remained even as the clientggssed in their disease.

Lipe, York and Jensen conducted another researdly sh 2007 comparing
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results of York's RMST and Lipe’s MBECF in identifig participants’ cognitive
functions. The results indicated positive correlasi between musical skills (rhythm,
singing and melodic components) and cognitive fionatg as assessed by the RMST
and the MBECF.

Combined Assessments: Diagnostic and Prescriptive

Hintz (2000) developed the Geriatric Music Theraggsessment (GMTA) to
analyze a client’s behaviors and musical skille 8aveloped five areas of assessment:
expressive musical skills, receptive musical skbishavioral/psychosocial skills, motor
skills and cognitive memory skills. The researchaggested observing these areas
during music therapy assessment sessions. Shesaddegh active music making and a
client's musical participation in addition to nonssical behaviors. This assessment is
considered prescriptive because it is used to mhater the types of interventions or
treatments that might benefit clients.

Adler (2001) developed the Musical Assessment ofofelogic Needs and
Treatment (MAGNET) for elderly persons with variowulsabilities. Before the
assessment session, the following information teegad on the client: a) background
information, b) musical preference, and c) a chetkef observable behaviors. The
author provided an example of a music therapy sessi demonstrate the use of the
assessment scale, along with a format for extendo®mentation (i.e., cognitive,

physical, emotional, social, musical and recommgoda
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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 -non-musical behaviors
-Prescriptive -musical behaviors
Adler 2001 -Diagnostic -non-musical behaviors
-Prescriptive -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 &arl Orff, but others (e.g.,
Gertrude Orff, Carol Bitcon, and Irmgard Lehrer-@arhelped develop his model
further. Bitcon developed a checklist to be usedcfent assessment that included the
following areas: clients’ creativity, understandiog instruments’ use, attention span,
retention, attitudes, and basic concepts (i.e., imgmcoloring, numbering, and
identifying body parts) (Bruscia, 1987, pp. 229-R30
Combined Assessments: Diagnostic and Interpretive

Bruscia (1987) developed the Improvisational Assesg Profiles (IAPs) to
analyze music according to six elements: “integrativariability, tension, congruence,
salience and autonomy” (Bruscia, 1987, pp. 403-4Mariability referred to the
sequence of music; tension reflected modulatiostesiance and release of musical
tension; congruence reflected the organization aofot®ns, states, and role
relationships; salience related to prominence amdrol of certain musical elements of
the improvisation; and autonomy indicated the refsthip between the improvisers.
The IAPs may be used to assess a client’s suttabilimusic therapy treatment as well
as the evaluation of the client's progress. TheslARay also be used to assess the
following areas: general information, musical prefees, level of participation, motor
skills, “intentionality, musical organization, exssive range and variability, use of
media and instruments, musical reception, expraesefofeelings, congruence, body
language, awareness, and interactions” (Brusci@y/,19p. 523-524). Bruscia explained
that the outcomes of this assessment could bepneted differently based on therapists’

theoretical orientation.
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Loewy (2000) developed a music psychotherapy assmdsfor her hospital
patients. She stressed that music is a primaryceofor understanding a patient’s
process in the moment. In a medical setting, aimadyand writing a patient’s words are
important. She developed 13 elements to considethén assessment process: 1)
awareness of self, others and of the moment, 2pdkie expression, 3) listening, 4)
performing, 5) collaboration/relationship, 6) contation, 7) range of affect, 8)
investment/motivation, 9) use of structure, 10egmation, 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 -musical behaviors
-Diagnostic -musical interpretation
Orff 1987 -Diagnostic -musical behaviors
- nor-musical behaviol
Loewy 2000 -Descriptive -musical interpretation
-Interpretive

Assessment in Nordoff-Robbins Music Therapy

Nordoff-Robbins (NR) Music Therapy Assessment Tools

In NR music therapy, there are several assessnmehewaluation tools. Before
the therapists apply the scales, they usually parén “indexing,” and this occurs after
each session. During the indexing, therapists desdrehaviors that characterize who
the client is, his or her musical and non-musieaponses, range of tempi and dynamics,
as well as transcribe musical ideas for futureisass

Three scales have been developed by Nordoff andbiReb Scale |

Child-Therapist Relationship in Musical Activity sesses “observable changes in the
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child-therapist relationship” (Nordoff & Robbins,0@7, p. 368); Scale Il Musical
Communicativeness assesses a child’s ability tarusg#c as a communication tool; and
Scale lll Musical Response assesses a child’s ¢daesit tempo range, rhythmic form,
expressive components and melodic form” (Mahon8$%02 Nordoff & Robbins, 2007,
pp. 444-445).

Mahoney (2010) assessed the interrater reliallitthe Nordoff-Robbins Scale
I: Client—Therapist Relationship in Musical ActiitOf the 34 participants, all of whom
had been working with children for at least 3 yeansluded in his study, 21 were
certified NR music therapists and 13 were musicapists without NR training. Based
on the results, Mahoney concluded that there widiereht rates of agreement between
the certified NR music therapists and non-NR mubhigrapists, and suggested that
music therapists without NR training might requedditional training to use this
assessment scale.

Carpente (2009) used the Developmental, Individiiférence,
Relationship-based (DIR)/Floortime model to invgate whether progress in achieving
musical goals parallels progress in achieving naoal goals among 4 children with
autism participating in NR music therapy. Based ne@asurement of the children’s
social-emotional development before and after cetmg 26 individual music therapy
sessions, Carpente concluded that the DIR modek&xon the biological differences
that influence children’s ability to interact, wikas NR music therapists focus more on
their musical responses. Nevertheless, he indicttaidthe use of NR music therapy
contributes to the use of the DIR model, as bo#td l®® improvement in the common

areas of self-regulation, engagement, and inteactbommunication.
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Summary and Implications for the Present Study

The current literature supports the premise thatplee with dementia respond
positively to music therapy experiences. Throughsigal interventions, these
individuals may maintain, enhance, improve or ewmenease their cognitive, behavioral,
emotional and social/communication skills. Empiristudies have demonstrated to
some extent the effectiveness of music therapy Witk population. Various music
therapy interventions have been tested, and mottesk interventions have involved
receptive or re-creative music therapy intervergiofrew studies have utilized
improvisational music therapy as an interventitnist it is not known if this approach
may also be an effective intervention in dementiae c

Paul Nordoff and Clive Robbins developed three mukierapy assessments
scales for children with various disabilities whiokere focused on a child’'s
development. In contrast, the focus of music thenaperventions for elderly people
has been on maintaining functions, a concept whmely be inconsistent with the NR
music therapy scales. There are no NR music theasggssment scales for elderly
persons with dementia.

The Purpose of this study was to develop a muscagly assessment tool for
elderly people with dementia and to collect ineger reliability data through an online,
anonymous survey.

Thus, the current research study was designedswearnthe following research

guestions:

1. Is there agreement among music therapists in theirgs of musical
behaviors of persons with dementia using the ass=#sscale

developed for this study?
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2. Is there agreement in responses between NR musapiists and non-NR
music therapists with experience in dementia wrengithe assessment scale
developed for this study? Are there responsesectlattheir educational

levels and/or years of clinical experiences?

_58_



CHAPTER 3
METHOD
Participants

Participants in this study were board-certified mutherapists, some with
training in Nordoff-Robbins music therapy. Inclusicriteria included: 1) a minimum of
a master’s degree in music therapy or a relatdd, f& board certification in music
therapy and 3) clinical experience in music therapy

Participants’ names were selected at random fromimelyoster of the American
Music Therapy Association and 2) the list of mugierapists who have completed at
least Level 1 training in NR music therapy mainggirby the Nordoff-Robbins Center
in New York City, New York. To achieve a random gdenof participants from each
group, the researcher: 1) selected forty partidgpam each group; 2) numbered every
individual in each group (e.g., 1 to 40); and 3dus random numbers table to select
the participants.

A total of 163 participants received invitations participate in the study,
including 131 board-certified music therapists &&lboard-certified music therapists
with NR training. Twenty-three individuals partieifgd in this study.

The sample size of the study was determined bygusiopkin's (2009)
spreadsheet to calculate the intraclass correlatamificient (ICC). Based on a 95%
confidence level and a desiredetween .65 and .93, 10 participants were requoed
the sample. Thus, the number of individuals whdigipated in the study exceeded the
minimum number required.

Materials

A researcher-developed assessment tool agiohesds of video from music
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therapy sessions comprised the materials usedsistiidy.

In each excerpt, the researcher selectedteydar client’s response or behavior
while they vocalize or improvise. Video was seldcéecording to several criteria: 1) if
clients were engaged in musical experiences, angldcbe observed in those
experiences; 2) clients were engaged in musicab\wets that was included in the
assessment; and 3) clients were engaged in norcahusehaviors that included the
assessment.

Procedure

A number of stages were used in the current stlilgse stages are presented
below.

The researcher used two types of clinical tape® finausic therapy sessions with
Japanese and American clients. For a data anatlgeisesearcher used Japanese clinical
tapes, and for a quantitative data collection,rdsearcher used the clinical tapes from
music therapy sessions with American clients. Tohoan analysis of clinical tapes, the
author extracted and identified essential elemehtdients’ behaviors and responses to
develop an assessment tool. Subsequently, the raotimulucted a quantitative data
collection to evaluate the reliability of the ass®aent tool.

The researcher developed and tested the interneltability of a music therapy
assessment tool for persons with mild to moderametia. The assessment was
focused on the functioning of persons with dememtiathe following domains:
cognitive, behavioral, emotional, and social/comination within music experiences.
Phase I: Development of the Assessment Tool

The procedure for developing the assessment seelleded the following steps.

1) The researcher assembled and reviewed videosraiwn clients with dementia who
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had received music therapy between 2005 and 20i®.r8searcher, as a professional
member of the nursing home staff where she workethpan, had previously obtained
consent forms for the videotaping from the Japamestcipants. A translated copy of
this consent form was included. The video tapesewsnly used for noting typical
behaviors and responses of clients during musiermpces to inform the development
of the assessment tool, and no clients’ persotiaiimation was revealed in this study.
Only the student researcher had access to and di¢hese videotapes. They were
viewed by the researcher in a private location.

In addition, these sessions had been previouslexied during the time the
researcher had worked with these clients, (i.e,rdsearcher had viewed each video
and noted any responses and behaviors that happeaeskssion). Also, the researcher
had written a brief summary of the session thatuohed personal comments of the
client and his or her music responses. Sessiorosidad all notes regarding the clients
had been stored in the researcher’s locked filmigireet. Computer files that included
the indexing of sessions were protected and sedyredpassword that was known only
to the researcher. 2) From the videotapes of herk wgth Japanese clients, the
researcher selected clients who received at |leest months of music therapy sessions
with the researcher. The videotapes of clients dubreceived fewer than three months
of music therapy were not viewed by the resear@)efhe researcher read the selected
clients’ progress notes. 4) After she read the nq@sg) notes and selected the session
video, she viewed the video and noted the occuerasfcthe typical symptoms of
dementia according to four domains (i.e., cognjtiehavioral, emotional, and
social/lcommunication. 5) She noted musical behavamd responses related to the

client’s typical symptoms and categorized them ediog to these four domains. The
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form to be used for recording the clients’ musieald non-musical behaviors and
responses appears in Appendix C.
The researcher also identified symptoms of dememtamifested in clients’
non-musical and musical behaviors in the followiogr domains.
1. Cognitive skills: the researcher identified sympsoof cognitive deterioration
such as impaired short-term memory and limitatiorlanguage skills.
2. Behavioral functions: the researcher identifiedaw@brs such as wandering,
and agitation.
3. Emotional reactions: the researcher identified comremotional reactions
such as fear, anxiety, and depression.
4. Social and communication skills: the researchentifled patterns of clients’
communication and social interaction.
6) The music therapy assessment tool for elderthh dementia was organized so that
music therapists could assess the cognitive, betayi emotional, social and
communication abilities of the client: 1) duringging and vocalization experiences, 2)
during instrumental improvisation, and 3) non-makiesponse or behaviors.
Scoring was established for the assessment itedhbased on a five point scale.
The ratings could be tallied according to type ofisinal experience or
non-musical behavior. The assessment tool wasdetérto be suitable for an initial
evaluation as well as for ongoing therapy sesstondetermine if a client decreased,
maintained or increased scores according to eadlicailexperience or in a total score.
Higher scores indicated the client demonstratedipesr improved functioning in the
relevant item for the experience. Lower scorescaigid a lower level of functioning,

and that the client needed the therapist’s visteabal 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 itntibnal Review Board
(IRB) and approved.

Phase III: Expert Input

According to DeVellis (2012), after developing sss@ssment tool, expert input
could confirm or disconfirm the newly developedesssnent items. He indicated there
were three reasons to have expert input: 1) tofyen invalidate the items; while
reviewing each item, the experts can assess tlevamte of each item and the
researcher’s intentions for measuring the itemgsp 2jarify or evaluate each item (i.e.,
identify confusing items); and 3) to find any owaked or new items that the
researcher has failed to include.

The researcher asked eight music therapists witeréige in dementia to review
the assessment for content, format, ease of uastycbf terms and relevance. This
procedure was done via emai=@) and in face-to-face meetings=6). A consent
form for these therapists is attached their inpuats wompiled and reviewed, and
revisions were made to the assessments tool. Titeers were removed, eight items
were changed and the rating scale was revisedna\ Viersion of the assessment was
developed. The assessment thus contained the fojowumber of items for the
musical experiences: 1) during singing and voctbtimaexperiencesnE7 assessment
items), 2) during instrumental improvisatiom=06 assessment items), and 3)
non-musical response or behaviarsq assessment items) (See Appendix D).

Final scoring was established for the assessmamsitand based on a five point

scale. For this scale, scoring involved five pdssdutcome levels (0, 1, 2, 3 and 4) as
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follows:

O=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 musica
Phase IV: Development of Inter-Rater Reliability Stdy

After developing and revising the assessment th68 music therapists were
invited over a three week period via email to use assessment to rate the musical
behaviors and non-musical responses of clientsewthiéy viewed 15 video clips of
these clients in music therapy sessions.

The researcher selected 15 brief video exsavptmusic therapy sessions with
persons with dementia conducted in the United Sthyethe researcher or another NR
music therapist; each excerpt was approximatelyrwuaites or less in length. In these
excerpts, clients were talking to the therapisewngaging in musical experiences with
the therapist (singing or playing instruments).

All excerpts were selected from videotapes houséldeaNordoff-Robbins Center
for music Therapy in New York. The researcher waserly a music therapist at this
center and had provided individual and group mtieécapy for persons with dementia.
At the Nordoff-Robbins Center for Music therapy] alusic therapy sessions are
routinely videotaped for supervision, research eddcational purposes, and a standard
consent form is obtained from all clients priorthe beginning of music therapy. Thus,

the video excerpts used in this stedme from these videos. The identity of the clients
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in the video excerpts was kept strictly confidentReleases were signed by the clients
(or legal guardians of all clients shown in theeddexcerpts). Clients’ names were
removed from the video. Approval for using thespetin the current study was
provided by Dr. Alan Turry, Executive Director diiet Nordoff-Robbins Center for
Music Therapy.

Each excerpt depicted a client with dementia paditng in a music therapy
session, where the music therapy intervention wewlone or more of the following
music therapy interventions: free improvisation r(referential improvisation),
semi-directed improvisation (alternate free impsation and directed improvisation),
and directed improvisation (referential improvisadi. Each excerpt contained one or
more examples of clients’ behaviors in the fougéardomains. The researcher selected
various excerpts that presented the widest rangdiasits’ responses and behaviors in
these four domains.

Clients were engaged in the following music therapperiences in the video
excerpts: 1) instrumental improvisation (hand drurexcerpts 1, 3, 4, 5, 6; 2)
instrumental improvisation (melodic instrumentsxcerpts 2, 7, 8; 3) instrumental
improvisation (drum and cymbal): excerpts 9, 10, 12; and 4) vocal improvisation:
excerpts 13, 14, 15.

Only items from the assessment relevant to theovadeerpt were included with
each excerpt. Thus, participants did not have towesthe entire assessment for each
video excerpt.

Phase V: Implementation of Reliability Study
After receiving the email invitation, invitees intsted in participating in this

study were able to click on a link in their emaileditation; the link took them to the

_65_



SurveyMonkey websiterMyw.surveymonkey.coinwhere they could record their responses.

By clicking on the link to the survey website, thebjects provided their informed
consent to participate. In order to preserve tAeonymity, participants were asked not
to return a signed consent form to the researcher.

After providing informed consent, participants rette survey instructions,
viewed each of 15 video excerpts and spent as rmmehas they wanted rating clients’
behaviors using items from the assessment toolekiery the participants were not able
to download the videos, as these were the promértize Nordoff-Robbins Center for
Music Therapy. This also protected the anonymitgt aonfidentiality of the clients in
the videos. The videos contained no identifyingoinfation regarding the clients,
including age or diagnosis.

Participants completed the survey anonymously, iandas estimated that the
survey took about 45 to 60 minutes to complete. @drticipants were able to complete
the survey according to their own schedules. No pmmeation was provided for
participation. The following information was incled in the consent form: 1)
participants could withdraw from the study at amynp The researcher was not able to
determine the identity of those who withdrew, alsjscts participated anonymously. 2)
There were no risks associated with the individuphrticipation in this study. 3) The
information participants provided was recorded amoously through the Survey
Monkey website, and no record of the participantany personal information was
recorded. 4) Survey results were provided to tisearcher in aggregate form, and the
researcher did not have access to individual sstvéy No interruption to the
participant’s routine activities was anticipatedidaparticipants could complete the

online survey according to their own schedulesTi®@re were no specific benefits for
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any one subject for participating in this studywkeer information gained in this study
might provide useful information for music therapiynical and training practices for
music therapists who work with persons with dengenti

The questionnaire remained open online for two wedlke researcher sent an
email reminder to all persons initially contactéttaone week even if they had already
completed the survey.

Data Analysis

Survey results were provided to the researcherggresate form. Data were
inputted into SPSS 18.0. Descriptive statistics eweahen calculated for each
demographic variable for the total sample popufatmd within each subgroup (i.e.,
NR music therapists and non-NR music therapiste)ralational statistics were also
applied to the data to determine inter-rater rdligb Thirteen participants completed
less than 50% of the rating form or did not ratmef the items. As a result, 15 items
were imputed for replacing missing data; imputatias calculated based on the means
of the entire population.

The first analysis was a calculation of the religbof the assessment tool for the
entire group of the participants. The researched USronbach’s Alpha to examine the
internal consistency of content, as well as Itertallstatistics and the Intraclass
Correlation Coefficient. The second analysis inedlvthe use of the Intraclass
Correlation Coefficient between the two groups, NRsic therapists and non- NR
music therapists. This analysis assessed the pitémtel of agreement between the
two groups. For instance, if all raters agreed onitam in a specific category, the
Cronbach’s Alpha would equal to +1.00. Howeverthié raters disagreed, the alpha

would have a smaller value (Huck, 2008). For thedtanalysis, the researcher used the
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ratings from the individual excerpts<(15) to examine overall reliability (i.e., how each
excerpt was rated by the raters). Then, each ifdimecassessment (29 items) (including
those that had been used over several video exfexpis analyzed to determine if it
was appropriate for use in the assessment of peofiielementia.

The concept of reliability consistency is describednumerical index and the
value is somewhere between 0.00 and +1.00. If #hevis close to 0.0, consistency is
absent. If the value is close to +1.00, it is caetglly consistent. There is a commonly
described internal consistency criterion for Cranii® alpha: less than .5 indicates
unacceptable, .5 to .60 indicates poor, .6 to dicates questionable, .7 to .8 indicates
moderate agreement, .8 to .9 indicates adequateabhnde .9 indicates excellent
consistency (George & Mallery, 2003). However, fa&e (2003) indicated that high
reliabilities (e.g., .95 or higher) may not be dalsie because this indicated that the item
may be redundant.

The study was constructed to measure the degreensfstency of ratings among
participants between the scores resulting fromrsaté5 music therapy excerpts
assembled by the researcher, with the total sche&sg considered by the unit of

analysis.
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CHAPTER 4
RESULTS
Participants
There was 163 music therapists invited to partteipa this study; however, 126
failed to respond and give consent to participftteaddition, five individuals were
eliminated from data analysis because they provideahographic information only;
two were eliminated because of failure to meetntiiemum requirement of possessing
a master’s degree; and two individuals indicateslythad never worked with clients.
Seven participants completed less than 50% ofétieg form. Six participants did not
rate some of the items. Following the eliminatidrtlee participants described above,

there were 23 participants whose data were ustéekianalysis (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
Credential:
Non-NR music
therapists
Yes
No
NR music therapists
Yes
No
Years of MT
Practice:
1to 10 Years
More than 10 Years
Currently Working
as Music Therapists
Yes
No

18
5

10

13

78.3
21.7

78.3
21.7

39.1
60.9

43.5

56.5

82.6
17.4
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Participants were divided into two groups: NR mubierapists r{=9) and music
therapists without NR music therapy training (noR)N (h=14). The participants
provided information regarding their degrees, cnéidés, and years of clinical practice.

This information is included in Table 11.

Table 11
Description of the NR Music Therapists and Non-NBsi®l Therapists’ Educational

Levels and Years of Clinical Experiences (N=9)

Typesof Degree N Clinical n Currently N

Group Experiences Working as
Music
Therapist
NR music Master's 8 1to10 Years 6 Yes 7
therapists Doctoral 1 Morethan10 3 No 2
Years
NonNR Master's 10 1to 10 Years 4 Yes 12
music Doctoral 4 More than 10 10 No 2
therapists Years

Expert Inputs for the Music Therapy Assessment Toolor People with

Dementia

The researcher asked eight experienced mhbemgists with master’s or PhD
degrees to review the assessment for its clarity laofguage, ease of use,
comprehensiveness and relevance of use for peafiiedementia. They were asked to
rate each item in the assessment, including thtemsi categorized according to
behaviors or responses during singing, behaviorgsesponses during instrumental
improvisation, and non-musical behaviors. Expested each item using a five- point

scale (poor, fair, acceptable, good and excelleAt)summary of their ratings is
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presented in Table 12. Experts also made suggestegarding the wording of the

assessment items and rating scale used in thesasesas
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Table 12

Expert Inputs for the Music Therapy Assessment fbodteople with Dementia

Clarity of language Ease of Use ComprehensivenesRelevance of use for people with
dementia
Behaviors or responses .4 os) Mean (4.75) Mean (4.5) Mean(4.75)
during singing
Acceptable 1f=1) Good 0=3) Good 0=3) Fair (h=1)
Good 0=1) Excellent (=5) Excellent (=5) Good 0=2)

Excellent (=6)

Behaviors or response
during instrumental
improvisation

Mean (4.5)

Good 0=2)

Excellent (=6)
Non-musical behaviors Mean(4.82)
Good 0=1)
Excellent (=7)

Mean(4.75)

Good 0=2)
Excellent (=6)
Mean(4.64)

Good 0=2)
Excellent (=6)

Mean(4.75)

Good 0=1)
Excellent (=7)
Mean(4.57)

Good 0=3)
Excellent (=5)

Excellent (=5)

Mean(5)

Excellent (=8)

Mean(5)

Excellent (=8)
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Research Question 1: Agreement among music theragssin their ratings of

musical behaviors of persons with dementia using ¢hassessment scale

Reliability statistics were conducted for the emsample (N=23) and all items of
the assessment with (N=129). This number inclutletems assessed in all 15 excerpts
with a repetition of the items that appeared in enttran one excerpt on the MTAPD
(see Table 13). Some participants only partialljnpteted the MTAPD, and there were
15 items missing for which a mean was imputed. Aalysis was conducted across all
participants, including both NR therapists and N#-trained therapists, and the
resulting Cronbach’s Alpha was .891.

Interrater reliability of the MTAPD for the entisample was high and with an
intra-class correlation coefficient (ICC) of .8%ere was a 95% confidence interval the
true r was between .82 and .95. The ICC demondtratdigh level of agreement

between all raters for the MTAPD totals and indiatlitems.

.74.



Table 13

Individual Items Used in Video Excerpts

Item

Excerpts

Behaviors/Responses During Instrumental Improvisaon (1)

I- 01 CL attempts to move body/hands to music Excerpt: 1, 2, 3,5, 7
[-02 CL actively participates in music making 1546,7, 8,9, 10,
11,12
I-03 CL stays engaged in the music 1,3,4,5,8,9,
10, 11, 1.
1-04 CL imitates the TH’s music 4,6,7,9, 10, 12,
1-05 CL initiates new musical ideas while playing (metpd 2,5,7,8,9, 10, 11
rhythmic and/or dynamics)
[-06 CL matches the TH’s tempo 9
I-07 CL initiates new tempo in the music 4, 6,10,
[-08 CL engages in instrumental call and resp 11, 1:
1-09 CL plays instrument(s) in manner demonstratedH 2,512
I-10 CL elaborates on the TH’s music 3,5
1-11 CL holds mallet in one ha 1,2,4,5,6,7,9
[-12 CL is able to hold mallets in both hands 10
1-13 CL plays instrument with one hand 2,4,5/80
I-14 CL plays with both hands togetl 4, 1(
I-15 CL tolerates TH's hand-over-hand while he or she 2,7,10
plays instrument(s)
I-16 CL changes own music to match the TH’s music , 8,3, 10, 11, 12
Behaviors/Responses During Singing (S)
S-01 CL comments on his/her music experiences 14
S-02 CL responds appropriately to TH questions 123,
S-03 CL sings along with TH 13, 14, 15
S-04 CL makes an observable response when mukizages 13
S-05 CL engages in singing 13, 14, 15
S-06 CL initiates new musical ideas within the TH’s nuadi 13, 14, 15
Structure
S-07 CL imitates TH’s musi 13,14, 1
Non-Musical Behaviors
U-01 CL remains seated during music 4,6,7,8,9,10, 11,
12,13,14,1
U-02 CL makes eye-contact with TH 1,2,3,5,9,110
12, 13, 14, 15
U-03 CL makes eye-contact with others 12

uU-04 CL looks at instrument(s) while playing music
U-05 CL reminiscences in response to music
U-06 CL responds appropriately to TH’s directions

2,3,4,8,9,10,11
7,14
, 326

-75.



The reliability of ratings was also analyzed acaaydo participants’ educational
levels, i.e., master’s degree only=(8) and doctoral degrees=f). The participants
who held master’'s degrees had good consistendyein fiatings (.897), and confidence
intervals at the 95% level ranged from .817 to .984e participants who held doctoral
degrees also had good consistency in their ratjr@f6), and their 95% confidence
intervals ranged from .568 to .981. However, the&es a wider range in the ratings of
participants with doctoral degrees than participavito held master’s degrees only (See

Table 14).

Table 14

Intraclass Correlation Coefficient of All Participés According to Educational

Level
Degree N ICC 95% Confidence Interval
Low High
Master’s 18 .897 .817 .95¢
Doctoral 5 .846 .568 .981

Ratings were also analyzed according to particgaetars of clinical experiences,
i.e., less than 10 years=(10) and more than 10 years of clinical experier(ced3).
The participants who had been working less thanyé&@rs had a high level of
consistency in their ratings (.899), and their 9&8nfidence intervals ranged from .785
and .970. The participants who had more than 1@syefaclinical experience also had
good consistency in their ratings (.870), and ti8586 confidence intervals ranged

from .747 to .952. The participants who had moentthO years of clinical experiences
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showed a wider range in the consistency of theinga than participants who had been
working less than 10 years (See Table 15).
Table 15

Intraclass Correlation Coefficient of All Participgs According to Their

Number of Years of Practice

Years N ICC 95% Confidence Interval
Low High
1to 10 Years 10 .899 .785 970
More than 10 13 .870 747 .952
Years

Analysis of MTAPD ltems

Mean and Standard Deviation (SD) scores ofMAAPD items were analyzed.
Salkind (2011) indicates that standard deviatiothésaverage distance from the mean,
and there are relationships between means andasthmviations. A high standard
deviation, indicates that the range of scores tewvere wide (i.e., more variance in the
scores). In contrast, a low standard deviationciaudis 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, 1-04,3, 1-02, 1-12, 1-03, 1-08 and
I-14 (See Table 16).

Item I-11 (i.e., CL holds mallet in one hand) had towest SD scores (M=3.87,
SD=0.34). This item was used in excerpts #1, 8, 8, 7, 9 and 12. In excerpt 1, the SD

was more than half of mean indicating more variancie scores. For other excerpts
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that included 2, 4, 5, 6, 7, 9, and 12, the SD lsas than half of mean (i.e., there was
less variance in the scores).

Item 1-06 (i.e., CL matches the TH’s tempo) had éowsD scores (M=3.78,
SD=0.42). In excerpt 9, the SD was less than Haffi@an (i.e., there was less variance
in the scores).

Item I-13 (i.e., CL plays instrument with one harad3o had lower SD scores
(M=3.74, SD=0.41). The item was used in excerpt#4, 5, 6, 7 and 9. The SD in all
of these excerpts was less than half of mean itidgéess variance in the scores.

Item 1-02 (i.e., CL actively participates in musitaking) had lower SD scores
(M=3.80, SD=0.44). This item was used in excerdis4¢ 5, 6, 7, 8, 9, 10, 11 and 12.
The SD in all excerpts was less than half of themimdicating less variance in the
scores.

Item 1-12 (e.g., CL plays instrument with one hahdyl lower SD scores (M=3.65,
SD=0.49). In excerpt 10, the SD was less thandfalie mean (i.e., less variance in the
scores).

Item 1-03 (e.g., CL stays engaged in the music) loagr SD scores (M=3.63,
SD=0.61). This item was used in excerpts #1, 3, 8, 7, 8, 9, 11 and 12). In excerpt 3,
the SD was more than half of mean indicating maegawce in the scores. For other
excerpts that used the 1-03, the SD was less tladinoh mean (i.e., there was less
variance in the scores).

Item 1-08 (e.g., CL engages in instrumental caltl assponse) had lower SD
scores (M=3.39, SD=0.97). In excerpt 11 and 12Sbewas less than half of mean (i.e.,
less variance on the score).

Item 1-14 (e.g., CL plays with both hands togeth®x)l lower SD scores (M=1.89,
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SD=0.44). In excerpts 4 and10, the SD was less ltla#fnof mean (i.e., there was less

variance in the scores).
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Table 16
Mean and Low Standard Deviation of the Instrumentaprovisation Items and

Relationship between an Individual Item and Videodtpts

ITEM Mean SD Excerpt Mean SD
1 2 1.57
2 3.78 0.52
4 3.62 0.80
5 3.9¢ 0.21
6 3.96 0.21
7 3.91 0.29
I-11 9 3.96 0.21
CL holds mallet in one hand 3.88 0.34 12 3.96 0.21
1-06
CL matches the TH's tem 3.7¢ 0.4z 9 3.6E 0.4¢
1 3.78 0.52
2 2.64 1.26
4 3.96 0.21
5 3.96 0.21
I-13 6 3.91 0.29
CL plays instrument with one 7 3.96 0.21
hanc 374 0.41 9 3.9¢ 0.21
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
1-02 10 3.91 0.29
CL actively participates in music 11 3.96 0.2
making 381 (45 12 3.91 0.29
I-12
CL plays instrument with one
hanc 3.65 0.4¢ 10 3.6¢ 0.4¢
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
1-03 11 3.96 0.21
CL stays engaged in the music  3.63 0.61 12 3.78 0.67
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Table 17 (Continued)

ITEM Mean SD Excerpt Mean SD
1-08 11 3.22 1.04
CL engages in instrumental call
and response 3.39 0.97 12 3.57 0.90
I-14 4 0.09 0.43
CL plays with both hands togethef .89 0.44 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 score$6, I-15, I-05 and 1-04
(See Table 17).

Item 1-16 (i.e., CL changes own music to match Th&s music) had moderate
SD scores (M=2.69, SD=1.13). This item was useexiterpts #2, 8, 9, 10, 11 and 12.
In excerpt 8, 11 and 12, the SD was more thandiatiean indicating more variance in
the scores. For other excerpts that included 2910, the SD was less than half of
mean (i.e., there was less variance in the scores).

Item 1-15 (i.e., CL tolerates TH’s hand-over-handcile he or she plays
instrument(s)) had moderate SD scores (M=3.10, SP1 This item was used in
excerpts #2, 7, and 10; the SD was less than haikan (i.e., there was less variance in
the scores).

Item 1-05 (i.e., CL initiates new musical ideas l&hplaying) had moderate SD
scores (M=2.95, SD=1.19). This item was used iregxs #2, 5, 7, 8, 9, 10 and 11. In
excerpt 2 and 5, the SD was more than half of medicating more variance in the
scores. For other excerpts that include #7, 80%rid 11, the SD was less than half of
mean (i.e., there was less variance in the scores).

Item 1-04 (i.e., CL imitates the TH’s music) had deoate SD scores (M=3.16,
SD=1.19). This item was used in excerpts #4, 8, 10, 11 and 12. In excerpt 6 and 7,
the SD was more than half of mean indicating magawce in the score. For other
excerpts that included #4, 9, 10, 11 and 12, thev8Bless 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 ligrumental Improvisation ltems

and Relationship between an Individual Item ancebi&xcerpts

ITEM Mean SD Excerpt Mean SD
2 1.6C 1.1
8 1.17 1.75
9 3.7 0.56
I-16 1C 3.8 0.3¢
CL changes own music to mati 11 291 1.47
the TH’s music 2.69 1.14 12 291 1.62
115 2 2.55 15
CrI;_ItoIeratt]es TH's hanﬁ—over—?ar 7 3.3 1.26
while e or she a
instrument(s) P 3.11 1.30 10 3.48 1.16
2 1.4C 1.C
5 2.78 1.44
7 3.2¢ 1.2¢
105 8 3.6 0.90
CL initiates new musical idec 20 ggg igg
while playing (melodic, rhythmic o g
and/orpdyﬁa%igzs) M 30 1.20 11 2.83 1.40
4 3 1.24
6 2.91 1.56
7 2.17 1.77
9 3.68 0.89
10 3.7 0.63
1-04 11 3.22 1.17
CL imitates the TH's music 3.17 1.19 12 3.48 1.08
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Mean and Higher SD of instrumental improvisation items

The following items had high SD scores: 1-10, 14897 and I-01 (See Table 19).
Iltem 1-10 (i.e., CL elaborates on the TH’'s musigdhhigh SD scores (M=1.32,
SD=1.39). This item was used in excerpts # 3 afich.SD in all of these excerpts was
more than half of mean indicating more variancthanscores (See Table 18).

Item 1-09 (i.e., CL plays instrument(s) in mannemntnstrated by TH) had high
SD scores (M=1.89, SD=1.32). This item was useexierpts #2, 5 and 12. In excerpt
2 and 5, the SD was more than half of mean indigatiore variance in the scores. In
excerpt 12, the SD was less than half of mean, @lere was less variance in the
scores).

Item 1-07 (i.e., CL initiates new tempo in the nmdiad high SD scores (M=2.11,
SD=1.38). This item was used in excerpts 4, 6,rdd H.. In excerpt 4 and 10, the SD
was less than half of mean (i.e., there was lesanae in the scores). For other excerpts
that included excerpt 6 and 11, the SD was mone tiadf of mean (i.e., there was more
variance in the scores).

Item 1-01 (i.e., CL attempts to move body/handsrmosic) had high SD scores
(M=2.49, SD=1.35). This item was used in excerfits2# 3, 5 and 7. In excerpt 2 and 5,
the SD was more than half of mean indicating maegawce in the scores. For other
excerpts that included 1, 3 and 7, the SD wastless 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 Instrumertaprovisation ltems and

Relationship between an Individual Item and Videodtpts

ITEM Mean SD Excerpt Mean SD
I-10 3 1.2 0.6t
CL elaborates on the TH's music 1.33 1.40 5 2 1.57
1-09 2 1.59 0.85
CL plays instrument(s) in manne 5 1.26 1.51
demonstrated by TH 1.89 1.32 12 2.83 1.61
[-07 4 3.26 1.21
CL initiates new tempo in the 6 0.96 1.55
music 10 3.0¢ 1.31
2.12 1.39 11 1.17 1.47
[-01 1 3.43 1.20
CL attempts to move body/hand: 2 1.41 1.00
to music 3 1.43 1.50
5 3 1.60
250 1.35 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®102 and S-03; moderately
high SD scores: S-06 and S-07; and high SD scedd: (See Table 19).

Item S-05 (i.e., CL engages in singing) had theestwSD scores (M=3.9,
SD=0.29). This item was used in excerpts #13, Idt 5 and The SD in all of these
excerpts was less than half of mean (i.e., themel@ss variance in the scores).

Item S-01 (i.e., CL comments on his/her music egmees) had low SD scores
(M=3.87, SD=0.34). In excerpt 14, the SD was Iéssthalf of mean (i.e., there was
less variance in the scores).

Item S-02 (i.e., CL responds appropriately to THegjions) had low SD scores
(M=3.83, SD=0.39). In excerpt 14, the SD was |éss1thalf of mean (i.e., there was
less variance in the scores).

Item S-03 (i.e., CL sings along with TH) had low S€bres (M=3.71, SD=0.65).
This item was used in excerpts #13, 14 and 15 lae@ED in all excerpts was less than
half of mean indicating less variance in the scores

Item S-06 (i.e., CL initiates new musical ideashimitthe TH’s musical structure)
had moderately high SD scores (M=3.12, SD=1.27is Ttem was used in excerpts #13,
14 and 15. In excerpt 14, the SD was more thandiatiean indicating more variance
in the scores. For other excerpts that include@rd® 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 modelahigh SD scores (M=3.18,
SD=1.37). This item was used in excerpts #13, 1dl En In excerpt 15, the SD was
more than half of mean indicating more variancthinscores. In excerpt 13 and 14, the

SD was less than half of mean indicating less wagan the scores.
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Item S-04 (i.e., CL makes an observable responsenwhusic changes) had
higher SD scores (M=2.7, SD=1.72). In excerpt b8,$D 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 Woaton Items and Relationship

between an Individual Iltem and Video Excerpts

Item Mean M/SD Excerpt Mean SD
13 3.82 0.39
S-05 14 4.0 0.21
CL engages in singing 3.9 0.29 15 3.91 0.29
S-01 14  3.87 0.34
CL comments on his/her music experiences 3.810.34
S-02 14  3.83 0.39

CL responds appropriately to TH questions 3.830.39

13 3091 0.29

S-03 14 4.0 0.21

CL sings along with TH 3.71 0.65 15 3.26 1.45
S-06+ 13 3.0 1.4

CL initiates new musical ideas within tt 14 2.87 1.46
TH’s musical structure 3.12 1.27 15 3.52 0.95
13 291 1.56

S-07 14 361 0.94

CL imitates TH’s music 3.18 1.37 15 3 1.6
S-04* 13 2.7 1.71

CL makes an observable response w
music changes 2.7 1.72

*These items were highlighted in pink due to higéiandard deviation
+These items were highlighted in green due to naidbr higher standard deviation
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Mean and SD of non-musical items

The following items had low SD scores: U-01, U-0fl &J-04; moderately high
SD scores: U-02; and high SD score: U-06 and U-©8(Rable 20).

Item U-01 (i.e., CL remains seated during music)l liae lowest SD scores
(M=3.96, SD=0.21). This item was used in excergts% 6, 8, 9, 10, 11, 12, 13, 14 and
15, and the SD in all of these excerpts was less Half of mean (i.e., there was less
variance in the scores).

Item U-05 (i.e., CL reminiscence in response to igjusad the low SD scores
(M=3.8, SD=0.5). This item was used in excerptsa#id 14, and the SD all of these
excerpts was less than half of mean (i.e., theeless variance in the scores).

Item U-04 (i.e., CL looks at instrument(s) whileyihg music) had the low SD
scores (M=3.27, SD=0.96). This item was used iregxs #2, 3, 4, 8, 9, 10 and 11. In
excerpts 2, 4 and 9, the SD was more than halfegfmndicating more variance in the
scores. For other excerpts that included 3, 8,rikD B 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) ithé moderately high SD
scores (M=2.2, SD=1.08). This item was used in gtse#l, 2, 3, 5, 9, 10, 11, 12, 13,
14 and 15. In excerpts 1, 2, 3, 9 and 10, the S®mare than half of mean indicating
more variance in the scores. For other excerptsiticluded 5, 11, 12, 13, 14 and 15,
the SD was less than half of mean indicating lesg&wce in the scores.

Item U-06 (i.e., CL responds appropriately to Tligections) had the high SD
scores (M=2.27, SD=1.22). This item was used iregts 2, 3 and 6. In excerpt 2 and 3,
the SD was more than half of mean indicating mamgawce in the scores. In excerpt 6,

the SD was less than half of mean indicating lesg&wce in the scores.
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Item U-03 (i.e., CL makes eye-contact with othelngd the high SD scores
(M=2.04, SD=1.8). In the excerpt 12, the SD wasemiian half of mean indicating

more variance in the scores.
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Table 20
Mean and Standard Deviation of the Non-Musical Beand Relationship between an

Individual Item and Video Excerpts

Item Mean M/SD Excerpt Mean SD
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

U-01 14 3.96 0.21

CL remains seated during music 3.96 0.21 15 3.96 0.21
U-05 7 3.91 0.29

CL reminiscences in response to music  3.80 0.5 14 3.7 0.7
2 1.95 1.25

3 3.48 1.16

4 3 1.54

8 3.78 0.67

U-04 9 2.78 1.7

CL looks at instrument(s) while playing 10 4.0 0.21
music 3.27 0.96 11 4.0 0.21
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Table 20 (Continue)

Iltem Mean M/SD Excerpt Mean SD

*These items were highlighted in pink due to higdngard deviation
+These items were highlighted in green due to naidestandard deviation
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Research Question 2: Agreement of responses betwedgardoff-Robbins
music therapists and non-Nordoff-Robbins music thempists with
experience in dementia when using the assessmerglsc Are there
responses related to their educational levels and/gears of clinical

experiences?

To answer this research question, ratings of NRethmusic therapist$€9) and
non-NR trained music therapists=(4) were compared. Computations were based on
the individual item scores of all items by the rateResults indicated a positive
agreement between the two groups. The Intraclaseli@bons Coefficients (ICC) was
as follows: NR music therapists group= .874 (95%Gainfidence Intervals, .722
to .966) and non-NR music therapists group= .90498 Confidence Intervals, .809
to .962). Salkind (2011) indicates 95% of confidematervals (Cl) means that 95% of
times there is agreement between the two scoresmNBic therapists and non-NR
music therapists’ Cl ranges overlap with each otinelicating that there were no
significant differences in assessment scores betweetwo groups. In other words, NR
music therapists and non-NR music therapists hadisnt agreement in their scores
on the assessment.

The ratings of NR music therapists and the non-Ni&imtherapists were also
analyzed according to their educational levels. MNbsic therapists who held master’s
degrees=8) had good consistency in their ratings (.85h)Y &eir 95% confidence
intervals ranged from .671 and .966. The non-NRimtierapists who had master’s
degreesr{=10) also had a high level of agreement (.918). id®-NR music therapists
who held doctoral degrees=4) had a good agreement (.864). Their 95% condielen

intervals ranged from .568 to .981.
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NR music therapists who held doctoral degreesl) could not be analyzed
because a minimum of two raters is needed to assdisbility. Non-NR music
therapists with doctoral degree showed a widereangheir ratings than the non-NR
music therapists who held master’s degrees (Sde Zal.

Ratings of NR music therapists and non-NR musicaihists were analyzed
according to their years of clinical experience. NRsic therapists who had worked
less than 10 years£6) had excellent consistency in their ratings 4)9and their 95%
confidence intervals ranged from .788 and .986cdntrast, the NR music therapists
who had worked more than 10 yeans3) had a very low level of agreement (.433),
and their 95% confidence intervals ranged from8&.® .986.

The non-NR music therapists who had less than &@syef clinical experience
(n=4) had excellent agreement (.903), and their 958fidence intervals ranged
from .693 and .993. The non-NR music therapists b been working more than 10
years (=10) had good agreement (.892). Their 95% confideimtervals ranged
from .771 to .968. The NR music therapists and N8music therapists with doctoral
degrees showed greater variability than the nonaNRic therapists who held master’s

degrees (See Table 21).
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Table 21

ICC in NR Music Therapists and Non-NR Music Thesspivith Educational

Levels and Years of Clinical Experience

Education ICC 95% Clinical ICC 95%
Confidence | Experience Confidence
Interval Interval
NR music Master's (=8) .857 .671t0.966: 1to 10 914 .788 to .986
therapists Doctoral 6=1) *N/A Years
(n=6)
More than .433 -1.086 to
10 Years .986
(n=3)
Non-NR Master's (=10) .918 .8251t0.975: 1to 10 .903 .693 to .993
music Doctoral (=4) .864 .57210.990 | Years
therapists (n=4)
More than .892 .771 to .968
10 Years
(n=10)

*There are too few cases<1) to analyze.
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CHAPTER 5
CONCLUSION AND DISCUSSION

Advancements in medical care are helping peopldiveo longer lives.
However, this longevity brings other challenges,de baby boomers age the needs of
an increasing number of individuals are growing@®nsequence. Dementia is an issue
in the aging population, and it is associated witignitive and other types of losses.
Persons with dementia need emotional support, &edet needs increase as the
dementia progresses. It is important that suchrsopereceives medical and therapeutic
care to maintain her or his quality of life for lasg as possible. Music therapy is one
treatment option that has shown cognitive, physisatial and behavioral benefits for
this population.

This study examined the reliability of the Musicerapy Assessment for People
with Dementia (MTAPD), a researcher-developed mesdasigned to assess behaviors
or responses of persons with dementia during sSiigitalization, instrumental
improvisation and in non-musical domains. The redes used a quantitative approach
to data collection. In order to develop assessiitemis, the researcher, using videotapes,
extracted and identified essential elements ofhtdiebehaviors and responses. Those
items were categorized into three domains (i.ehabrs/responses during singing and
vocalization, behaviors/responses during instrualeimiprovisation, and non-musical
response or behaviors. Scoring was based on apdive- scale for items. After
developing the assessment tool, the researcherd asight music therapists with
expertise in dementia to review the assessment.

Music therapists (N=23) participated in the relidpitesting of the assessment.
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Therapists rated the musical behaviors and respasfselients in these three domains
while viewing 15 video excerpts of clients with demiia in music therapy sessions.
This study showed that the MTAPD was a reliablérument for assessing the
musical behaviors of individuals with dementia. Amter-rater reliability analysis
generated particularly strong findings with allr&atlass correlation coefficients above r
=0.85 with the exception of the analysis of agresmemong the NR trained music
therapists with more than 10 years of clinical eipee. With further reliability and
validity testing, the MTAPD may serve a varietymfrposes in music therapy clinical

practice and research.

Research Question 1: Agreement among music theragssin their ratings of

musical behaviors of persons with dementia using ¢hassessment scale

Ratings across all participants on the Mugieripy Assessment for People with
Dementia (MTAPD) showed good inter-rater reliagilifThis suggests that music
therapists are consistent in their ratings of tieens of the MTAPD. These include
ratings of client behaviors associated with inseatal improvisation, singing and
non-musical behaviors. The consistency of partitigaratings was also analyzed
according to their educational levels, years afichl experience and their designation
as NR music therapists or non-NR music therapRe&sults revealed good ratings of
consistency among participants, even when thewata further analyzed according to
participants’ various educational levels, clinieaperiences or credentials.

Because the sample size was small, thesetsesahnot be generalized to the
larger populations of NR music therapists or non-Misic therapists with similar

educational levels and years of clinical experisnsebgroups. However, some of the
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data suggested a similar pattern: participants adw master’'s degrees tended to have
higher agreement with each other. In contrast,igyaints who held doctoral degrees
tended to have lower levels of agreement amonggsbkmes. Again, the sample size was
small, and it is impossible to make generalizatiabsut this finding. Correspondingly,
the participants who had more years of clinical exignces tended to have more
variance in their scores. It might be that partcis’ expert knowledge of clients’
behaviors and responses might differ from eachrathée unique. However, because it
is not possible to generalize results beyond thuslys this finding needs additional

research.
Discussion of items on the assessment

The researcher analyzed participants’ agreemeeoh item of the MTAPD. In
the section, “Behaviors or Responses during Ingtnial Improvisation,” the mean and
SD of the items were calculated and showed a rahgesponses (higher SD to lower
SD). In the previous chapter, the researcher destriour items that had a higher SD
(i.e., 1-10, 1-09, 1-07 and 1-01). The first threé these items involved clients’ active
musical responses (i.e., elaborate, imitate antiaiai music). Results indicated that
there was more variation among participants’ respsrfor these items. 1-10 (i.e., CL
elaborates on the TH’s music) showed the highesta®D this indicates that there was
substantial disagreement among participants’ ratiog these items. There are several
possible explanations for this. Item 1-10 was usedwo excerpts (#3 and 5), and in
both excerpts, the clients had physical disabdiee., difficulty in moving hands or
arms, difficulty in sitting up by themselves). Alsthe nature of the video itself may

have contributed to this lack of reliability, that it was not easy to observe the clients’
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musical responses or behaviors because of thendestz the client from the camera, or
there was an obstructed view of the client. Itsogbossible that the wording of the item
was not clear and that there was a variety of pmé&ations concerning the information
about the client that the item solicited.

In contrast, four items had a lower SD (items I-11, 1-06, 1-13, 1-02, 1-12, 1-03,
I-08 and I-14), indicating that participants hatdigher level of agreement. These items
included observing concrete musical actions thateweasily recognized (i.e., holds
mallet in hand and plays instrument with one hamdboth hands). Other items
described passive musical participation (i.e., staiygaged, matches therapist’s music,
stay engaged in music) that involved music thetajastive interventions.

In the “Behaviors or Responses during Singing ara¥i@aation,” the mean and SD
of the items were also calculated and showed aerahgesponses (higher SD to lower
SD). There were three items that had a high or matelly high SD (i.e., items S-04,
S-07 and S-06). The S-04 (i.e., CL makes an obbkrvesponse when the music
changes) showed the highest SD. This indicatedtligaiterm had disagreement among
participants. The S-07 (i.e., CL imitates TH’s nesind the S-06 (i.e., CL initiates new
musical ideas within the TH’s musical structuredwhd moderately high SD. There are
several possible explanations for these scoresseTlitems might be unclear, and
participants may have had different ideas regardivgyr meaning (e.g., makes an
observable response and initiates new musical jJdéa®ther possible explanation for
these scores was the length of the survey. Thesesitvere used in excerpts 13, 14 and
15 in the last part of the survey. Participants maye lost focus or were fatigued at this
point in the survey.

On the contrary, four items had a low SD (i.emi$eS-05, S-01, S-02 and S-03),
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indicating participants had a high level of agreem&hese singing or vocalization
items were also observable, concrete musical actipre., comments on one’s
experience, appropriate responses). Other itemsrided aspects of musical
participation (i.e., client stays engaged and saigsg).

In both the instrumental improvisation items anaigsig or vocalization items,
there were some similarities in levels of ratereagnent. When the items described
concrete musical actions or passive musical pp#imn, these items tended to have
lower SD (i.e., less variance and more agreemennhgmarticipants). In contrast, when
the items described clients’ active music partitgra or music making, the scores
tended to show a higher SD (i.e., more variance amude disagreement among
participants). The lack of clarity in the wordinftbese particular items or in the rating
criteria may have been responsible for these foslint may also be that it is much
more difficult to rate musical participation or nsaking consistently.

The first three non-musical behavior itemscdégd clients’ actual behaviors or
responses (i.e., remains seated, reminiscencegakslat instruments), and these items
had higher agreement among participants. In cdntifasre were three items that had
lower agreement (i.e., makes eye-contact and respappropriately). The items that
described eye-contact may have had lower agreeamahg participants because the
quality of the video excerpts may have made iticiff to observe these behaviors or
the participants may have had different interpretst of the behavior. Another item
involved rating the “appropriate responses” of ¢hent, and it might be that wording is
ambiguous, and there will need to be a changeerathguage 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 NRusic therapists and
non-NR music therapists when using the assessmegtate. Are there
responses related to their educational levels and/gears of clinical

experiences?

The NR music therapists and non-NR music therapiste compared, and a high
inter-rater agreement was found between these gr&gsed on these results, it appears
that the MTAPD scale may show promise for its wntger reliability when used with
persons who have dementia. In addition, when the ¢gwoups of participants were
compared, the non-NR music therapists showed atllignigher level of agreement
among themselves.

When the data were analyzed by the group (NR mih&iapists and non- NR
music therapists) and further according to the atiowal level of each group (i.e., the
NR music therapists with master’s degrees, the MiBnmusic therapists with master’s
degrees and the non-NR music therapists with dakctiegrees), it was found that the
non-NR music therapists who held master's degread the highest inter-rater
agreement.

The data were also analyzed by participants’ yefctinical experiences (i.e., the
NR music therapists with less than 10 years of egpee, the NR music therapists with
more than 10 years of experience, the non-NR nthsi@pists with less than 10 years
of experience, and the non-NR music therapists mibie than 10 years of experience).
The NR music therapists who had 1 to 10 yearsiofcal experience had the highest
levels of agreement. Because analysis of thesegmaups resulted in very small
numbers, these results must be interpreted wittered caution. However, these results
might indicate that participants’ educational lesvahd clinical experiences might have
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been related to their assessment skills when usiegy MTAPD. Even though
participants’ ratings revealed a high amount ofeagrent, the participants who had
worked with elderly people with dementia for moharn 10 years tended to have much
less agreement with each other in their ratingss Ty indicate that participants with
more experience may have unique ways of viewing ttients and consequently may
assess behaviors of clients in more descriptiviaterpretive ways than what was stated
in the MTAPD.

Limitations of the study

A major limitation of the study was the poor respemate and small sample size
of each group (NR music therapists and non-NR milgcapists). The small response
rate was likely due to the fact that the survey Veasgthy, and potential participants
were not interested in devoting the time necessargomplete it. Although some
participants partially completed it (e.g., the dgnaphic information), but then stopped
when they found out that it would take a long titme&omplete. It was also possible that
participants were reluctant to provide assessnméotrnation from a video because they
did not want their responses compared to othespamses. In spite of the poor response
rate, the number of participants (N=23) exceededtwias necessary as determined by
the power analysis (N=10)

Another limitation was the nature of the assessnitents. The video excerpts
came from NR music therapy clinical work involvingusic improvisation. There could
be concerns about whether the items selected wbeldepresentative of musical
behaviors of persons with dementia or whether tinesgical behaviors were unique to
the individual client. Also, because the video egteincluded were derived from NR

sessions involving improvisation, there were nosses included that involved
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song-singing or receptive activities.

Another issue that should be addressed was theetoflassessment scale items
used for the different video excerpts. Some assassitems were used several times
for different video excerpts, and some items weseduonly once. A possible bias that
could have occurred as a result of this is thatpgheicipants may have familiarized
themselves with some items and not others. The smaitained an unequal number of
items for each video. To avoid these potentialdsagqual 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 arsliife emphasis on services for
elderly people with dementia. Health professiorsem to be focusing on individual
client needs and to the provision of servicesliese unique needs in daycare centers or
nursing homes. It is clear that more service opgtiane needed for these elderly
individuals and their families. However, availaldgptions are inherently limited by
economic factors.

Music therapy is a relatively new field of treatthenmpared to physical therapy
or occupational therapy. Music therapy must thematestrate that it is an effective
intervention for persons with dementia within a ltteare environment that demands
such evidence. It is also necessary to provideeenie on the uniqueness of music
therapy as an intervention, i.e., that music thei@m address needs that other services
cannot. Funding for music therapy hinges on thidence.

Greater efforts must be made to evaluate fleetereness of music therapy both
guantitatively and qualitatively. Although thereeastandardized instruments for

evaluating a variety of behaviors of persons wigmentia, there are no standardized
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assessments available for evaluating musical betsin this population. Thus, a major
drawback to evaluating the effectiveness of mubierdapy treatment has been the
absence of concise, valid and reliable assessimelst t

The MTAPD may provide a reliable tool for providiray portrait of elderly
people’s musical responses and behaviors. In addithe assessment tool may be
effective in helping to track client decline, pregs or stabilization at various functional
levels, i.e., according to the amount of assistarempiired by the client from the
therapist to participate in music experiences. His way, the differential effects of
specific musical experiences can be assessed a&wgdadclients’ maintenance, loss or
gain in their abilities.

As a reliable assessment tool, the MTAPD maysed: 1) during initial music
therapy assessment sessions and in the developrhemttreatment plan, 2) as an
on-going music therapy assessment tool for people dementia, and 3) to assess
clients’ cognitive, behavioral, emotional, commuation and social skills through
musical experiences.

The positive results of the study support the dshe MTAPD with people with
dementia by both music therapists who are and whoat trained in NR music therapy.
A user guide to accompany the MTAPD would be ustfi@dnsure proper administration
and scoring of the instrument.

Implications for Research

The researcher developed the MTAPD to evaluaietis-rater reliability, and the
scale demonstrated a high degree of reliabilityoserdifferent participants and was
practical and easy to administer. The scale wilchéo undergo further testing in the

future. It will be important to replicate this sjudith a broader scope of assessment,
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including verbal discussion with the client. It iimportant to assess the test-retest
reliability of the scale by having the same ratess the scale on two different occasions.
It is also necessary to compare the original MTAREh a revised version of the
MTAPD to compare potential differences in sendiyivdnd reliability of these measures
for clients in music therapy.

Future research for the MTAPD should involve londihal studies to understand
clients’ progress or changes in functional abititer time as assessed by this instrument.
There should be research concerning the use cddale for all stages of dementia, as
this use may influence its reliability.

Validity testing of the MTAPD is essential in thatdire. The MTAPD can be
correlated with other standardized tests to idgrgimilar assessment results. If the
MTAPD and the standardized test correlate with eztbler, and scores on the MTAPD
vary according to stages of the disease, this tay be useful in allowing the
determination of patterns of regression in fundilowlisability. Furthermore, the
assessment tool could be useful in discriminatiegwben individuals who are at
different stages of dementia.

The unigueness of the instruments rests in the tfaat this is among the first
reliable music therapy assessments for peopleewsitly to moderate stage of dementia.
It is also one of the few instruments with this plgpion that can evaluate over time not
only which functions are deteriorating, but alsoichhaspects of musical responses,
behaviors or skills remain intact.

The MTAPD scale may have a positive impacthmical practice and research
for individuals with dementia. The assessment sadlehelp music therapists to make

decisions regarding the choice of a suitable musitarvention. It will also allow the
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planning of a treatment process that will take iaimcount the client’s particular
cognitive, behavioral, and emotional, communicatosocial behaviors that deteriorate
as a result of the illness. As a research toolilt be useful in describing the

characteristics of musical responses and behaldopeople with dementia.
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Project Titte:  Developmental and Reliability of A Music Therapy Assessment Tool for People with Dementia

The IRB approved the protocol 21098.

If the study was approved under expedited or full board review, the approval period can be found above. Otherwise, the study was deemed
exempt and does not have an IRB approval period.

Befora an approval period ends, you must submit a "Continuing Review Progress Report” to request continuing approval. Please submit the
form at least 60 days before the approval end data to ensure that the | is reviewed and app! and the study can continue.

Finally, in ing this h, you are 1o submit modification requests for all changes to any study; reportable new information
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APPENDIX B

CONSENT FORMS

Boyer College

& of Music and Dance
TEMPLE UNIVERSITY

Department of Music Education and  phone 215-204-8310
Therapy fax 215-204-1982

110 Presser Hall web www.temple.edu/boyer
2001 North 13 Street

Philadelphia, Pennsylvania 19122

Informed Consent for Minimal Risk Social and Behavioral Research

Development and Reliability of a Music Therapy Assessment Tool for People with Dementia
. Page 1 of 2

Development and Reliability of A Music Therapy Assessment Tool for People with Dementia

Dr. Cheryl Dileo (Primary Investigator) cdileo@temple.edu and Yukiko Mitsudome (Student
Investigator) tuc67349@temple.edu

This study involves research. The purpose of the research is to develop a music therapy
assessment tool and assess inter-rater reliability of this tool.

What you should know about a research study:

« Someone will explain this research study to you.

You volunteer to be in a research study.

Whether you take part is up to you.

You can choose not to take part in the research study.

You can agree to take part now and later change your mind.

Whatever you decide, it will not be held against you.

Feel free to ask all the questions you want before and after you decide.

By signing this consent form, you are not waiving any of the legal rights that you otherwise
would have as a participant in a research study.

The estimated duration of your study participation is 45 minutes over a 2 week period.

The study procedures consist of completing the assessment tool while watching videos of clients in
music therapy sessions. This assessment tool will be available via the internet. .

There are no reasonably foreseeable risks or discomforts involved.

There may be no specific benefit for any one subject, however information gained in this study may
provide useful information for music therapy clinical and training practices for music therapists who
work for persons with dementia.

The alternative to participating is not to participate.

Please contact the research team with questions, concerns, or complaints about the research and any
research-related injuries by calling 215-777-4677 or e-mailing cdileo@temple.edu or

tuc673 le.edu TEMPLE UNIVERSITY
c67349@remp IRB APPROVAL

APPRQVED TQ;
TN/ d

Subject Initials: - / 7

Date: -

Temptate Revision: December 28,2012
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Informed Consent for Minimal Risk Social and Behavioral Research Page 20of 2

Development and Reliability of a Music Therapy Assessment Tool for People with Dementia Page 2 of 2

This research has been reviewed and approved by the Temple University Institutional Review Board.
Please contact them at (215) 707-3390 or e-mail them at: irb@temple.edu for any of the following:
questions, concerns, or complaints about the research; questions about your rights; to obtain
information; or to offer input.

Confidentiality: Efforts will be made to limit the disclosure of your personal information, including
research study records, to people who have a need to review this information. However, the study team
cannot promise complete secrecy. For example, although the study team has put in safeguards to
protect your information, there is always a potential risk of loss of confidentiality. There are several
organizations that may inspect and copy your information to make sure that the study team is following
the rules and regulations regarding research and the protection of human subjects. These organizations
include the IRB, Temple University, its affiliates and agents, Temple University Health System, Inc.,
its affiliates and agents, and the Office for Human Research Protections.

TEMPLE UNIVERSITY
IRB APPROVAL

APPROVED FROM.
b E??}r/

/7

Subject Initials:
Template Revision: December 28,2012

3 —
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[5Tal Boyer College Ferm A

¥ of Music and Dance
TEMPLE UNIVERSITY

Department of Music Education and  phone 215-204-8310
“‘Srpiw " fax 215-204-1982

resser Hal web www.temple.edu/boyer
2001 North 13 Street
Philadelphia, Pennsylvania 19122

Consent Form (for Expert Inputs)
Title of Research Study:

Development and Reliability of a Music Therapy Assessment Tool for People with
Dementia

Name and Department of Investigators:

Cheryl L. Dileo, Ph.D. (Principal Investigator)
Professor, Boyer College of Music and Dance: Therapy
cdileo@temple.edu

Yuki Mitsudome, MMT, NRMT, MT-BC (Student Investigator)
Music Therapy Ph.D. Candidate, Boyer College of Music and Dance
tuc67349@temple.edu

January XX, 2012
Dear Music Therapy Colleague,

1 am conducting a study as part of my dissertation on the reliability of a music therapy
assessment tool that I have developed for people with dementia. The purpose of this
research is to investigate if there is significant agreement among responses of music
therapists when using the assessment scale developed for this study.

T am contacting you, an expeit in the area of music therapy and dementia, for your input
to this assessment tool prior to its being tested for reliability Your input will help in the
refinement of this assessment tool, as we will consider all of your suggestions for _

. TEMPLE UNIVERSITY
revision. IRB APPROVAL

. APPROVED RO ;
. . oA/
We ask that you review the assessment for its clarity of language, ease of use, \T‘»;%@‘
comprehensiveness (whether or not particular areas of assessment are missing), LLL

relevance for use with individuals who have mild to moderate dementia.
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We ask that you provide your responses within 2 weeks after receiving this request.
Participating in this study may bring no direct benefit for you other than the knowledge
that you have contributed to further understanding of this topic.

All documents and information pertaining to this research study will be kept
confidential, unless required by applicable federal, state, and local laws and regulations
to be disclosed.

You understand that records and data generated by the study may be reviewed by
Temple University and its agents, the study sponsor or the sponsor’s agents (if
applicable), and/or governmental agencies to assure proper conduct of the study and
compliance with regulations. You understand that the results of this study may be
published. If any data is published, you will not be identified by name.

We welcome questions about this study at any time. We may be contacted at the phone
number or email address listed at the beginning of this letter. This research has been
reviewed and approved by the Temple University Institutional Review Board. Please
contact them at (215) 707-3390 or e-mail them at: irb@temple.edu for any of the
following: questions, concerns, or complaints about the research; questions about your
rights; to obtain information; or to offer input.

Confidentiality: Efforts will be made to limit the disclosure of your personal
information, including research study records, to people who have a need to review this
information. However, the study team cannot promise complete secrecy. For example,
although the study team has put in safeguards to protect your information, there is
always a potential risk of loss of confidentiality. There are several organizations that
may inspect and copy your information to make sure that the study team is following
the rules and regulations regarding research and the protection of human subjects. These
organizations include the IRB, Temple University, its affiliates and agents, Temple
University Health System, Inc., its affiliates and agents, and the Office for Human
Research Protections.

Thank you in advance for your participation. We are particularly appreciative of your help
in developing and refining this assessment tool.

TEMPLE UNIVERSITY
IRB APPROVAL

APPREVED FROM:
/4
;5/’75%‘7/9/:
7 7
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Sincerely,
Yuki Mitsudome, MMT, NRMT, MT-BC

Do you give your informed consent to participate in this study?
Yes
No

By clicking on “Yes” you will be linked to the survey.

TEMPLE UNIVERSITY
IRB APPROVAL
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Attrchmeny Consent | ron 8

TEMPLE UNIVERSITY

Department of Music Education and  phone 215-204-8310
Therapy fax 215-204-1982

110 Presser Hall web www.temple.edu/boyer
2001 North 13 Street

Philadelphia, Pennsylvania 19122

INFORMED CONSENT FOR MINIMAL RISK SOCIAL AND BEHAVIORAL
RESEARCH

Title of Research Study:

Development and Reliability of a Music Therapy Assessment Tool for People with
Dementia

Name and Department of Investigators:

Cheryl L. Dileo, Ph.D. (Principal Investigator)
Professor, Boyer College of Music and Dance: Therapy
cdileo@temple.edu

Yuki Mitsudome, MMT, NRMT, MT-BC (Student Investigator)
Music Therapy Ph.D. Candidate, Boyer College of Music and Dance: Therapy.

tuc67349@temple.edu
January XX, 2012

Dear Music Therapy Colleague,

I am conducting a study as part of my dissertation on the reliability of a music therapy
assessment tool that I have developed for people with dementia. The purpose of this
research is to investigate if there is significant agreement among responses of nflsiEEMP'-E UNIVERSITY

] IRB APPROVAL
therapists when using the assessment scale developed for thisstudy. | aiiioveo o

APPROQVED FROM:
|
. L m[ ATPRVED D
You were contacted for possible participation in this study because you are--a ; /0/ vy
Board-Certified Music Therapist (MT-BC), or a Certified Nordoff Robbins Music
Therapist.

As a participant, you are asked to watch video excerpts and use the assessment tool to
rate musical and non-musical behaviors of clients with dementia in the music therapy
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sessions presented in the videos. You will do this through the online SurveyMonkey
website. This will take approximately 45 minutes of your time. As a volunteer in this
study, you are free to complete all, some or none of the items of the assessment tool.
Please do not include your name or other identifying information with your comments.

There are no risks associated with your participation in this study. The information you
provide will be recorded anonymously through the Survey Monkey website, and no
record of your participation (i.e., your email address) or any personal information will
be recorded. Survey results will be provided to the researchers in aggregate form, and
no individual results will be identified.

The survey may be completed at a time convenient for you; however, we ask that you
provide your responses within 2 weeks after receiving this request. You may receive a
follow-up reminder from us even if you have already completed the survey.

There may be no specific benefit for any one subject, however information gained in
this study may provide useful information for music therapy clinical and training
practices for music therapists who work for persons with dementia.

All documents and information pertaining to this research study will be kept
confidential, unless required by applicable federal, state, and local laws and regulations
to be disclosed.

You understand that records and data generated by the study may be reviewed by
Temple University and its agents, the study sponsor or the sponsor’s agents (if

applicable), and/or governmental agencies to assure proper conduct of the studyJandEmPLE UNIVERSITY

compliance with regulations. You understand that the results of this study may be IRB APPROVAL.

published. If any data is published, you will not be identified by name. Y97/
ﬁpgéén 70,
i g ?

We welcome questions about this study at any time. We may be contacted at the phore
number or email address listed at the beginning of this letter.

This research has been reviewed and approved by the Temple University Institutional
Review Board. Please contact them at (215) 707-3390 or e-mail them at:
irb@temple.edu for any of the following: questions, concerns, or complaints about the
research; questions about your rights; to obtain information; or to offer input.
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Confidentiality: Efforts will be made to limit the disclosure of your personal
information, including research study records, to people who have a need to review this
information. However, the study team cannot promise complete secrecy. For example,
although the study team has put in safeguards to protect your information, there is
always a potential risk of loss of confidentiality. There are several organizations that
may inspect and copy your information to make sure that the study team is following
the rules and regulations regarding research and the protection of human subjects. These
organizations include the IRB, Temple University, its affiliates and agents, Temple
University Health System, Inc., its affiliates and agents, and the Office for Human
Research Protections.

The study team will put the following safeguards in place to protect your information:

« SurveyMonkey will store email addresses and online survey responses on a secure
server. The SurveyMonkey Privacy Statement can be viewed at the following address:
http://www.surveymonkey.com/mp/policy/privacy-policy/

« The survey will be configured to collect anonymous responses. No email addresses
will be saved in the analysis section and no IP addresses will be collected.

« The study team will have access to aggregate data only. No individual responses will
be identified in this survey.

« Downloaded aggregate data will be stored in the Student Investigator's
password-protected computer or a locked file cabinet. Aggregate data shared with the
Principal Investigator or dissertation committee will also be stored in a
password-protected computer or locked filing cabinet.

The consent form and anonymous online survey can be accessed by clicking the
following link (www. ). If you consent to participate in this study, please
answer ‘Yes’ at the end of the consent form. Only individuals answering ‘yes’ will have

TEMPLE UNIVERSITY
IRB APPROVAL

APPROVED FRo:

access to the survey.

Thank you in advance for your time and consideration.
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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
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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 VocalizatiofB)

0 1 2 3 4 Description of client’s responses/behavs

Si -CL comments on his/her music experiences

Sz -CL responds appropriately to TH questions

Sé -CL sings along with TH

Y -CL makes an? 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

O=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 musica
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B. Behavioral/Reponses During Instrumental Improvisaton (1)

0 1 2 3 4 Description of client’s responses/behavs

11 -CL attempts to move body/hands to music

12 -CL actively participates in music making

13 -CL stays engaged in the music

14 -CL imitates the TH'’s music

15 -CL initiates new musical ideas while playing
(melodic, rhythmic and/or dynamics)

16 -CL matches the TH's tempo

17 -CL initiates new tempo in the music

18 -CL engages in instrumental call and response

19 -CL plays instrument(s) in manner demonstrated by
TH

110 -CL elaborates on the TH's music

111 -CL holds mallet in one hand

112 -CL is able to hold mallets in both hands

113 -CL plays instrument with one hand

114 -CL plays with both hands together

115 -CL tolerates TH’s hand-over-hand while he or she
plays instrument(

116 - CL changes own music to match the TH’s music

O=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 musica
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C. Non-Musical Responses or Behaviors (U)

0O 1 2 3 4 Description of client’'s responses/behavs

Ul -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

O=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 musica
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