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“Medicineat its best is based arlationshipandconnection on
opening to the vulnerability of the other and mgvimto that
vulnerability in order to respond to the person whbabits it... It is not
about requiring the other to move towards us inrcke®f care, in
search of responsiveness. Rather, it is aleguipping those who
provide care with the tools, the spirto move into the place of
vulnerability that is inhabited by the sick person.

(Clarke, as cited in Arnason, 2006, p.16)



Abstract

This study examines the researcher’s music thergpyention with hospitalised
adolescents within a paediatric hospital The hadp# located in a New Zealand
city serving a broad multicultural population of mly Pakehz, Maori and Pacific
Island people. There is a large body of literatsh®wing that experiences of
hospitalisation are often unpleasant and that thallenges adolescents encounter
during hospitalisation can also be detrimentalhieit development. The researcher
employed an action research model of cycles ofrha; action and reflection to
explore the potential for practice improvement ieeting the needs of hospitalised
adolescents. In addition, young people’s feedbacthe sessions and input from
supervisors also contributed to the researcheraping. Personal goals in clinical
practice and specific planning for the needs ofvitilial participants were the
starting points of each cycle. Subsequently, egcledad a learning analysis to
relate planning to action and to collect the knoage for the next cycle or future
practice. The researcher found that through scryuthher clinical work she was
able to improve her professional practice. Theifigd also showed that
relationship-building through music therapy wasetd support the developmental

needs of hospitalised adolescents.
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An Action Research with Hospitalised Adolesce‘nls

Chapter 1. Introduction

This action research was conducted within a pagdiatard as part of the
requirement for the course of Master of Music Thgra his research is linked to
clinical training onsite. The researchers fully supervised in both the clinical and
research process. The clinical practice inclusexidays per week based in the
surgical playroom. There were also sessions wlugk place in the patient’s room
depending on a request or the needs of the palibatage of the children in this
hospital ranged from newborns to 15 years. Inrésgarch, the researcher has
focussed on adolescents between the ages of %ardhis research aimed to improve
the researcher’s music therapy practise with hakgéd young people to meet their

developmental needs through relationship-building.

1.1 Motivation for Research

Personal Stance

Being in a paediatric hospital was a new experidocene, both personally and
professionally. Working with young people in theedatric hospital, therefore,
became an exciting and challenging experienceve laacultural background as an
Asian immigrant. The majority of young people who had admissida this hospital
were Maori or Pacific Island peoplelue to the population within this region. Both the
young people’s ethnicity and their youth cultureamiethey were almost a ‘third
culture’ to me. It was therefore difficult, as agptitioner, for me to be confident in

working with these young people and build relatitops with them.

One of the factors that may have contributed tdauoking in confidence whilst
working with these young people could be the gediidposition of my nature and
manners | was brought up to have within my own fgiand culture. Similarly, to

these young people, | may have appeared just egfoto them as they were to me.

! Due to multiple roles | had during this reseatbl, following terms are used, as each role has a
different perspective:
* Researcher
* Practitioner/clinician
e Music therapy student
% The researcher’s ethnicity is Taiwanese.
% Pacific Island people implied here include pedpen Samoa, the Cook Islands, Tonga, Fiji, and Niue
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Professional Concerns

The hospital staff, along with myself, recognisked tinique needs of the young
people who had hospital admission. Most of the ggoeople in this hospital were
long-term patients with conditions such as; rheinfaver, osteomyelitis or SUFE
(Slipped Upper Femoral Epiphy<isThough they appeared to be more independent
than other younger children, they were harder gage and had a short attention span
for activities. Their length of hospitalisation walso unpredictable. As a music
therapy student | needed to take all of these factwo consideration to ensure | could

plan, facilitate and assess individuals effectively

The playroom has a teen room attached to catsgoiomg people’s needs for
space and age-appropriate activities. During mjicdi work in the first few months of
my placement, | noticed that most of the time,jtheng people seemed to feel
intimidated when | offered to have a music sessiih them. It usually took time to
build a one-on-one relationship between us. | usgwWersation as a tool to find out
their interests and to cater for their needs fivsfpre | could naturally introduce music.

Therefore, relationship-building became a key task.

In addition, once | came to understand the imp&kirg-term hospitalisationon
young people, (which was boredom and frustratiom tduthe limitations of their
independence and mobility), | felt the need to iowermy music therapy practice to
support them better through their period of hodigdiéion. Therefore, | identified areas
to focus on improving through my action cycles. 3dareas included improving;
confidence, flexibility, decision making, capturingcreating musical opportunities

and my facilitation skills.

* Refer to the medical term definition in Appendix 1
® Refer to the medical term definition in Appendix 1
® Refer to the medical term definition in Appendix 1
" Refer to ‘hospitalised adolescents’ (p. 8) for @mpof hospitalisation.
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1.2 Aims of Research

The motivation for the research discussed abovenkedo these research aims:
1. To improve relationship building with adolescemtsipaediatric hospital.
2. To improve music therapy practice with adolescents paediatric hospital.
3. To find ways to actively engage hospitalised admats within music therapy

sessions.
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Chapter 2. Background

2.1 The setting
The capacity of patient intake for this surgicgbaeément was 30 beds. The age

of children ranged from newborns to 15 year oldsréfore, the playroom was set up
with three compartments. The first compartment ftommdoor was set up for younger
children with play-dough, toys and puzzles. Theoadoccompartment was set up for art
based activities, dress-up corner, home cornenadical corner. The third
compartment was a teen room where there was a gempame games, books, a pool
table and other youth based activities. There w@isiet room offered to the young
people for them to use, at the end of one corimthne ward, if they needed to. There
was also a healing garden on the ground floor &iepts and family to get some fresh
air. The healing garden was used for my music gesgin two occasions with

supervision by another play specialist during mg gear clinical placement.

2.2 The staff

There were usually three play speciafisterking on the days when | was

present. Each hospital play specialist had thacisfised areas for working with
children. One specialised in working with childmgith burns in debridement, another
specialised in working with children in the openagtitheatre, and the third one was
based in the playroom and had a passion for workitlgyoung people, especially
those with rheumatic fever. | joined this team xperienced and able professionals

and aimed to complement their work with sound andioibased activities.

2.3 The resources

The music resources that were available includemall collection of
percussion instruments - mostly suited for younitdoén; a ukulele, guitar, CD player
and two keyboards. | brought in some more musritstuments to add to the
collection; a guitar, ukulele, keyboard and someeypercussion instruments — drums,

shakers, and some small African instruments.

8 Refer to Appendix 1 for a description of hospjily specialist’s role.
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Chapter 3. Literature Review

Most available music therapy literature relatetidspitalised adolescents and
focused on patients with recognised special needmotional traunta However, the
group of adolescents who took part in this resedm@dmot have such recognised needs.
Therefore, a wide range of literature sources wleag/n upon to situate the context of
music therapy with hospitalised adolescents. | galler areas; in youth development,
challenges that hospitalised adolescents are faicitegventions with adolescents,
music therapy with adolescents, and finally, thpantance of relationship

development and its relevant assessment and intérae

3.1 Adolescents

3.1.1 Youth Development

Adolescence, as a stage of development (see Tdblaslcharacterised with
immense changes in both mind and body (Eccles &@Ban, 2002; Robb, 1996). The
key themes that constantly arose in the releveeralure highlighted the adolescents’
development of identity/self-image, independencterpersonal relationship,
influences by family, peer, school, and commuratyd the key tasks that young people
develop to master (Eccles & Gootman, 2002; McLa26&02; Robb, 1996).

The age limit for young people to transfer intoaault ward in this hospital
was 15 years old. Therefore, the young peopleviieat relevant to this research
included 9 to 15 year olds, across the latencyséage (McLaren, 2002) to the
adolescence stage. The need for skill learningndiship and membership in peer
groups was evident in the young people that wecewmtered during the clinical work
for this research. Butler, Gusella and Ward (1%28yeyed 69 hospitalised adolescents
regarding their satisfaction of their hospital exgece, and their opinions regarding
how their hospital experience could be improvellatier meet their needs. They found
that although a high ratio of adolescents that watesfied, they made further
suggestions for improvement. Adolescents that wkter or had chronic conditions

reported more disadvantages of hospitalisationodieded suggestions. The five basic

° These identified emotional needs may emerge frdofeacents that were traumatized from severe
injury or burns (Robb, 1996; Edwards, 1999; Edwat@98; Daveson, 1999) in addition to stressful
procedures such as cancer treatment (Bailey, 1884)t transplant (Dun, 1995) bone marrow trangplan
(Kennelly, 2001) or children in isolation (Robb ().
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needs that were surveyed based on Denholm anddesrguiterature (1987) were;
privacy, peer visits and contact, mobility, indegence and educational continuity.
The strategies Denholm and Ferguson (1987) provinleaeet these adolescents’

needs included opportunities for communicationefiy choices, and appropriate

encouragement.

Table 1.1: Erikson’s Developmental Stages and Dewgimental Tasks
The following table summarises the tasks requiocethdve through different

developmental stages.

Infancy (Birth to 2) Social Attachment

Trust vs. Mistrust Maturation of Sensory Perceptual and motor funstion
Sensorimotor Intelligence and Primitive causality
Understanding the nature of objects and creation of
categories

Emotional development

Toddlerhood (2 to 4) Elaboration of Locomotion

Autonomy vs. Shame and Doubt Fantasy Play
Language Development

Self-Control
Early School Age(4 to 6) Sex-Role Identification
Initiative vs. Guilt Early Moral Development
Self Theory
Group Play
Latency Age(6 to 12) Friendship
Industry vs. Inferiority Concrete Operation
Skill Learning
Self-Evaluation
Team Play
Adolescencg12 to 18) Physical Maturation
Identity vs. Role Confusion Sexual Relationships

Membership in Peer Groups
Emotional Development

Formal Operations

(Gallo-Lopez, 2005, p.20; Eccles & Gootman, 200319)
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3.1.2 Hospitalised Adolescents

According to Erikson’s (1963) stages of psychodatgaelopment, adolescent
development is an identity versus role confusiageat Consequently, it is believed that
adolescents are one of the most difficult age gsdapvork with particularly for staff
who have had little experience working with themo@, 2007). It is sometimes just
as challenging for the staff to understand adolgscas it is for the adolescents to

understand themselves.

Furthermore, the impact of hospitalisation for @cknts can include; stress
from ‘separation from family, pain and discomfonjury or medical treatment,
unfamiliarity with the hospital environment andf§tand immobility imposed by the
nature of the injury or illness’ (Edwards, 1992 1. Hospitalisation for adolescents
also imposes limitations in many areas of theirell@ymental needs such as
independence, sense of control, choices, privawyjravolvement with their peers
(Robb, 1996, Butler, Gusella & Ward, 1998). McGiicit (2007) stated that the most
common challenges for hospitalised adolescentsdiecl boredom, poor discharge
planning, lack of parental support, poor sociallskilliteracy, uncertainty as to what
the future holds, and loss of control and indepandeln McClintock’s (2007) study,
the young people who were hospitalised expressdih@s of being scared, having no-
one to socialise with, and a loss of connectiois fielieved that often their

psychosocial issues are overlooked.

In order to understand children’s comprehensionosiitalisation, Bibace
(1980) discussed children’s concepts of illnes® atithor found that children’s
explanations for their illnesses were reflecte®imget’s stages of cognitive
development (pre-logical, concrete logical, andrfaklogical). This finding provided
insight into the development of meaningful, agerappate strategies to educate and
reassure children, to help them gain a sense dfaaver their ilinesses. Philip (1974)
explored different elements that contribute to psjogical effects on children
admitted to hospital. The duration of hospital agsitin can have a different impact on
the adolescent. For example, the longer the duratitvospital admission or when
adolescents experience chronic illness, the grédaampact on their psychological
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state. Therefore, it is recognised how importarg ib address the needs of this special

group.

3.2 Intervention with adolescents

3.2.1 Intervention within the paediatric hospital

Accordingly, the paediatric hospital recognisedithportance of the unique
needs of adolescents. A team of play specialistshaspital staff had gathered as an
adolescent focus group to share their strengthentributing towards meeting the

hospitalised adolescents’ needs.

McClintock (2007), a nurse who worked with an ‘auaent focus’, discussed

the 10 key themes in working with hospitalised adoénts:

1. Engagement
Privacy
Confidentiality
Independence
Giving the adolescent a voice
Flexibility
Create adolescent-friendly environments

Recreational needs

© 0O N o O b~ WD

The team approach
10.Think beyond the hospital

These themes recurred and were addressed by th&Z&sand hospital play
and recreation professionals. They also drew upestenelopmental guidelines to help
the children who may experience the impact of laipation. These were categorised
into issues, stresses in hospital, interventiond,aternative focus. Children under 12
years of age are considered to be school agehasd between the ages of 12 and 18
are considered to be young people. However, theniag themes between these two
groups were the concerns of body image, loss dfalband independence, and loss of
peers. The interventions that were suggested iedlird/olving the child in their own

healthcare and gaining an understanding of proesdiarough discussion. The



An Action Research with Hospitalised Adolesce‘nﬁ)s

importance of encouraging peer interaction amoegytiung people was also
highlighted.

3.2.2 Alternative therapies for adolescents

There are many other professional disciplinesgpatialise in working with
adolescents. In order to integrate the strendtsther professional disciplines, related
work and tools will be examined in this sectionngoof the fields included here are
play therapy (Gallo-Lopez & Schaefer, 2005), aerépy (Moon, 2007), and social
work (Eccles & Gootman, 2002; Parker & Bradley, 200Moon (2007) described her
work to reach ‘tough’ adolescents through meargrafip art therapy incorporating
psychotherapy. She discussed the importance opgraum-up activities and an

adolescent’s personal space within a group.

The assessment tools developed within social wattk ehildren and families
also provided useful insight into their needs witaimultidisciplinary practice.

Figure 1.1  The Assessment Triangle

CHILD'S DEVELOPMENTAL NEEDS _ PARENTING CAPACITY
Health Basic care
Education .
Ensunng
Emotional and safety
behavioural
development Emotional
wrartmth
Identity
feaf;tjilgznsﬁd :omal CHILD Stirnulation
¥ Safequarding
Social and promoting Guidance and
presentation boundaries
Self-care skills B
Stability
Comrmunity Family's Income Employment Housing Wider Famiy
fesources  social farnily history and
integration functioning

FAMILY AND ENVIRONMENTAL FACTORR

(Parker & Bradley, 2003, p.19)



An Action Research with Hospitalised Adolesce‘nl;@

This diagram illustrated a balance scale of elemtrat are combined to
promote a healthy child and family development.sEhelements can be considered by
a music therapist or any hospital staff to pro\neéer holistic care for young people in

hospital.

Moreover, in a social work field, group work witd@escents is considered
significant in meeting their developmental needaléoff (2004) focused on the value
of working with adolescents in group work. The meses of planning group work
included assessment, screening, engagement, eslyaaiientation, and contracting.
Moon (2007) also stated the benefits and importafcgoup therapy for young
people. Group settings provide safety and familighat reflects their school life and
peer groups. Bandura (1989) emphasised that a@olssiearn and develop through
social interaction with others or by observing. Eldgroup setting provides a safe space
where the adolescents can learn and practise Aotgbersonal skills, such as
cooperation, turn-taking and anger management” (Ma607, p.2). Similarly, group

music therapy sessions have significant potentiahbspitalised adolescents.

3.3 Music therapy and adolescents

3.3.1 Music therapy with hospitalised adolescents

The music therapy literature which describes woitk @wdolescents who have
undergone hospital treatment or hospitalisatiooy$es on goals to increase self-
expression and self-esteem (Clendenon-Wallen, 18&di)itation of patient
adjustment to hospitalisation, improvement of ipegsonal communication, and the
recovery of repressed material (Robb, 1996). R@BB3J) provided a contextual
support model of music therapy (e.g. structureprmtny and involvement) for
hospitalised adolescents. This model of musiainermmproves coping thresholds
through the reduction of stress and the promotfactve behaviour. Henderson
(1983) found positive effects from music therapyaspitalised adolescents’
awareness of group cohesion and self-esteem. Ehefususic therapy can also
provide extensive emotional support for adolescentgcology (Kennelly, 2001).

Music therapy can provide patients with; activeinggstrategies, decreased

feelings of helplessness, promotion of self-expoes@vhich has positive effects on
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immune function and physical well-being), socidisa and/or cognitive-linguistic
development and retraining (Robb, 1996, p.31). dFeee James (1989) commented
that a successful group therapy experience is wdnérealthy’ atmosphere is present.
Yalom (1985) discussed that theorists and clingiagave referred to this ‘healthy’
atmosphere as ‘group cohesion’. However, fosteaiffgealthy’ atmosphere within a
group session is incredibly challenging due todiversity of the patients that may be
involved. These can include different cultural bgrokinds, family backgrounds,

diagnosis, strengths, interests, needs, and lafdtbspital admission.

Consequently, Edwards (2005), in discussing hézatdbn on the music
therapist’s role in supporting patients in pain aggment and psychological stress
included roles such as being a learner rathertti@expert, and learning from the
patients about what they need and what can beedfféFhe music therapist has a role
to discover and works with the existing musicalamafes and interests of the patient”
(Edwards, 2005, p.38). It is essential for the mtiserapist to observe the children’s
response and interpret these responses to guide hé practice and to provide
information to the multidisciplinary team. The fmNing section will examine some of
the music therapy methods that have been discusdigelature in relation to young

people.

3.3.2 Music therapy methods

There are several music therapy methods used tiowith young people
ranging from singing familiar songs, song writimmggtrumental improvisation, and
instructional teaching. Another area that is atspartant to music therapy work with
young people, verbal processing, is also discusstds section. The music therapy
session may be facilitated in individual sessiangroup sessions depending on the
needs of the young people and the goals for mbsiapy.

Song singing

A simple music therapy activity such as song siggiffers the patients an
opportunity to choose their favourite songs, whethe group or as an individual. It is
considered that through this activity; they gasease of control, their needs are being
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met, and a sense of belonging and security is pten@atro, 2002). Bailey (1984)
stated,
“Songs have the potential to establish human coatat can provide a
framework for enhanced communicatiorpeople choose to hear and
participate in songs which support their needsvalnidh convey the mood and

the messages they want to hear” (p.7).

The author (Bailey, 1984) also discussed the sbige themes that occur in
music therapy. In his work with cancer patientsargued that there are different stages
of song choice for the client and the therapisiedelng on the client’s state of well-
being.

Song writing

Robb (1996) described a number of therapeutic saotiong techniques with
adolescents who may be experiencing physical arafienal stress from traumatic
injuries. The author provided insights to diffedrapproaches targeting hospitalised
adolescents. She discussed the importance of uaddnsg that not all adolescents are
interested in self-expression intervention. ItiteMo build up rapport by focusing on
their interests and to provide successful expeegnthe length of time to build up this
rapport may vary depending on the individual. Orag to introduce song writing is by
asking questions and filling the answers into agssoript that contains information
about the therapist and the patient. Another wdgdditate the fill-in-the-blank format
of song writing can be introduced by finding ou atient’s favourite songs. Hence
develop a script with gaps to fill in based on tinelody of their favourite song. Robb
(1996) skilfully structured the activity into inglaction, facilitation and discussion. It
was emphasised during the facilitation that img@ortant not tdead their contribution
towards a specific direction.

Tatro (2002) highlighted the benefits of song wdti Song writing allows
“children to creatively express their emotions..fooeises attention from
negative stimuli, increases communication oppotiesui.., gives children a
sense of accomplishment and mastery, and promoggsve self-esteem. It is

also a helpful assessment tool, fun for the child iaformative for the
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clinician, as the finished product can be a catdbysdiscussion about the

stressors of illness and treatment.” (Tatro, 2@02).

Discharge songsave also been suggested, to be used for childnerhave
been admitted for a long period of tiflRobb, 1996; Tatro, 2002). This can be a
collaborative task, gathering staff's positive aredjative memories about the child’'s
admission. Adapting a familiar song with newly d¢eghlyrics to celebrate a child’'s

discharge could be a positive experience for bothchild and staff.

Robb (1996) stated, “groups provide patients th@dpnity to get together to
share and affirm feelings, socialise within a pg@up setting, receive peer approval,
and express feelings in a safe and confidentiaremwment” (p.34). The music
therapist acts as a facilitator, and draws outlfaell and ideas. Song writing in groups

is often based on serious issues but with a mamhaus approach.

The Instruments: improvisation/group drumming/instructional teaching

Musical instruments offer an extension of non-vedxgression. In order to
cater for a range of choices, the collection ofrimeents should be extensive. Also,
children’s choice of musical instrument could pa®/information for the music
therapist (Brooks & O’Rouke, 2002). Although a meakinstrument can be used
extensively in a music therapy session, Steve (PB8Bved that the real instruments

are thepeopleby using their own voices.

Improvisation with musical instruments in musicréqey elicits creativity,
memory, inspiration, intention and intuition (Nacimovitch, 1990). Improvisation is
believed to be a self-portrait from the client, amdough the shared musical
interaction, a therapeutic relationship can be ga#g formed’ (Darnley-Smith &
Patey, 2003, p.72). There is a continuum withinrongsation from structured to free

improvised music. This could be therapist-direaedlient-directed.

The ability to listen to improvisation from differelistening perspectives can
highlight inter-relationships within a group, battusically and non-musically.

McFerran (2007) narrated and analysed an improgrsaession by exploring different
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listening perspectives of; open listening (ambiemckased around a theme), musical
listening (instrumentation and different elemerftenasic, i.e. colour, rhythm,
tonality), intra-musical listening (partnershipsween different voices/instruments),

and group leader listening (synchronisation with lrader’s sound).

Steven (2003) discussed the benefits of group driaghand the techniques to
facilitate a successful session. Group drummingnal“creative freedom and unity
found in the common pulse” (p.13). It also “offars immediate portal into musical
expression, a quick-start experience with an indearning curve” (p.19) compared to

other instruments that may require more cognitraE@ssing.

Instructional teaching on how to play an instrum&héen requested by the
patient, or offered by the music therapist, may leathe beginning of a music therapy
session. In a hospital setting, young people mayvaat to expose their feelings about
hospitalisation. However, they may be drawn internest-based or skill development
music sessions. It could be argued that a musrapist is a “facilitator, not a teacher.
The facilitator is more like a coach, serving tegire, direct, conduct, and lead a group
of people through the discovery of the rhythm te been waiting inside them all
along.” (Stevens, 2003, p.29).

Teachinga pre-composed song or groove allows musical strei¢hat may be
needed by some children. Flower (1993) describeddteenage boy used a pre-
composed melody repeatedly to give himself ‘a safisical starting point from which
he could begin to explore the potentially unsafelavof the music therapy session’
(p.42-43). Priestly (1994) also identified the tiplé roles a music therapist may take
as: “observer, listener, audience, accompanisthexapupil, playmate, the mirrorer of
emotions and the introducer of the odd complemgm@acompensatory ideas” (p.263).

Verbal Processing

Bunt and Hoskyns (2002) explained that the useastie/within music therapy
sessions is vital. Frisch (1990) discussed the rtapoe of the verbal components in
music therapy work with adolescents. “Until the ladoents have acquired a minimal

mastery of the symbolic medium of the music, andtbarefore relate in the session
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on a symbolic level, they will need verbal direadconcrete communication)” (p.20).
Verbal instructions to direct specific elementslef music can enhance the process of
musical competence and communication. As a rebeltmusic therapist is teaching

them the skill of connecting music with their imtat process.

Verbal and written words can also be an importanhfof self-expression
(Robb, 1996). Nolan (2005) suggested the two marpgses of verbal processing are
that firstly, it increases one’s awareness of maethoughts and connects feelings to
external events. Secondly, it provides informafamthe therapist to validate, or gain
insight about the clients. Verbal processing mag falace within a range of contexts,
including expressive to receptive language andtsp@ous singing to spoken
discussion. However, Nolan (2005) also arguesitltain be difficult at times for the
therapist to determine the need to facilitate dakediscussion, especially after an
intense musical activity. Potter (2007) discovetteelcommonality of awkward silence
after a music activity which could be bridged byking a comment about the music to
one of the participants. This could be a way tddeithe activity and verbal discussion
without intrusion. It also allowed the acknowledgerhof a shared musical experience

between the therapist and the participant.

3.4 Relationship development

3.4.1 Importance of relationship development

In the music therapy field, much literature dis@asseelationships from different
perspectives. The relationship between a musi@gh&rand a client is believed to be
defined as; a friendship, ‘dual relationship’ aeridship and professional relationship,
therapeutic relationship, and even, comradeshipggwn, 2006; Foster, 2007, Lee,
1996, Pavlicevic, 1997, Robb, 1996).

It is believed that there is not much to our lifese have no emotional bonds
with essential people, e.g. family. Gutstein andebn (2002) devised an intervention
model for children with Asperger Syndrome and AutiSpectrum Disorder to develop
essential relationship skills. A series of relasioip development assessments (RDA)
are employed prior to the intervention. The autluategorise the different skills and

stages of relationship. These include, “Enjoymeefgrencing, reciprocity, repair, co-
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creation, we-go, social memories, maintenancegralé and acceptance” (p.19).
Furthermore, the authors emphasise the differeateden the two types of social
skills; instrumental skills to relationship skill$Social skills such as making eye
contact, waiting for your turn, smiling and askpgjite questions does not lead to
friendships” (p.21). However, both are essentialdifferent purposes. Whereas the
instrumental skills can be scripted to certainatitans, the ‘right’ relationship skills are
determined by ‘referencing’ to the opponents atuasions. “It is like an ongoing
juggling act — we try to add as many balls as fssvithout dropping any of them”
(p.23). The authors commented on the complexitapidly observing and processing

the information during the relationship-buildingopess.

3.4.2 Assessment and Intervention of Relationshipvielopment

There are tools that different professionals dgwedioto assess relationship
development. Gallo-Lopez & Schaefer (2005) focusedommunication elements
within relationship-building. The authors dividdeetcommunication into three
different stages including mechanical, verbal amdtoonal communicators. The
aspects of communication among adults can be fitabsis body language (the
mechanical), words (verbal), and the affect or toheur voice (emotional
communication). Gutstein and Sheely (2002) disaifise six levels of relationship
development in the RDI curriculum — Novice, Appieat Challenger, Voyager,
Explorer, and Partner (24 stages in total). Theaihists, parents, teachers, or ‘coach’,
will focus on supporting the ‘participants’ throughch stage. The ‘participants’ will
gain an insight into themselves and become moreesgve in their relationships.

Gallo-Lopez and Schaefer (2005) also addresseprtduotical elements of
intervention with adolescents. The choices of a¢hghtherapy environment, language,
and self-disclosure have significant influence elatronship development.
Furthermore, the authors discussed five issues tmhsidered within an appropriate
relationship between a therapist and a clienttdirand boundaries, time, exclusivity,
safety, and confidentiality. Relationship-buildiilsghe very first stage of the therapy

process, followed by process, empowerment and idosu
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Finally, the ‘power’ between a theragistl a client can be used to encourage
growth in a relationship. Authors such as Arnaszfi06, p.16), Miller and Stiver
(1997, p.16) and Kenny (1989, p.88) emphasisethimtpower’ is not power over
others but ‘power with’ and ‘power that’ empowetkers. In other words, this ‘power’

is believed to bring ‘changes’ from within.

3.4.3 Cultural Issues

Through the researcher’s experience of workindpis particular hospital, she
discovered the importance of cultural understandingas not intended to be the focus
of this research, but considering different culungthin the researcher’s practice
contributed towards connecting with some New Zehkaolescents. Therefore, the

relevant literature will be discussed.

“A culture can be simply and usefully defined asyatem of shared
understandings’ — understanding of what words atidrzs mean, of what things are
really important, and of how these values shouléXyessed” (Kinloch & Metge,
1978, p.8). Samovar and Porter (2002) also disdubseimportance of understanding
intercultural communication. Kinloch & Metge (197&rried out a study examining
different methods of communication amongdvi, Pakeha and Samoans. The authors
discussed the different expressions, both verldiiham-verbal, that exist among these
groups. Interestingly, silence in a different comizan be interpreted in diverse ways.
The definition of ‘family™® can also extend to other family members, in Paliare

culture, depending on the circumstances.

Moreover, the extended meaningcofture can have implications ethnically,
developmentally (i.e. ‘youth culture’), or religisly. This became more relevant than
first anticipated in this clinical work with the spitalised young people. Fortunately,
“culture is not innate; it is learned” (Samovar &rter, 2002). We can learn about
one’s values, attitudes, and beliefs through itésa, observation and, at times,

through imitation (Samovar & Porter, 2002).

12 Sometimes the cousins, aunties or uncles aredcsiiéer or brother depending on their age diffeeen
There are also cases when the child calls theityaarmuncle ‘mother’ or ‘father’ respectively, whéme
child is under their care.
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Finally, most of the hospitalised young peoplehis particular hospital
appeared to be most comfortable with music eitlénar own choice, or music from
their cultural background, (either by religion drtleeir own language). Young people
that shared a similar musical preference or backgia@ould be encouraged to ‘share’
their music through singing, rapping, playing masiastruments or percussion
improvisation. This music structure can provideugreaohesion and encourage peer
interaction. Therefore, through peer support, avpites coping strategies for those in

hospital and also meets their need for peer intieorato enhance self-esteem.
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Chapter 4. Methods
4.1 Methodology

This research was carried out using an action relsegoproach. Action

research is a ‘process of systematic reflectioqueg and action carried out by
individuals about their own professional practiffe’ost, 2002, p.25 from Costello,
2003, p.4). An action researcher examines ongaitigres, or cycles of actions, that
are taken in the chosen setting or within the chgegoulation (Anderson & Herr,
2005). The basic model of steps taken in actioeakeh involves studying and
planning, taking action, collecting and analysirdgeg and reflecting to enhance the
next cycle of the same process (Riel, 2007). osdel of research was developed to
assist professionals to problem-solve, and becoore ftexible and receptive to new
ideas. The purpose of action research is to waklatds change compared to
quantitative and qualitative research which dessrifhe subject ‘as it is’ (Munn-
Giddings & Winter, 2001).

Nevertheless, Munn-Giddings and Winter (2001) dised the weaknesses of
this research approach. These include the posailelgretation of oversimplification
that the ‘overall focus has to remain fixed'. Anethveakness is the emphasis on
repeated cycles requires a large amount of tinoeaplete basic tasks such as
reflections. It is also difficult to implement whémere is a high rate of turnover among

participants.

“In an action research project all participantsrasearchers. Data-gathering is
thus gjoint enterprise, undertaken by all participants in otdegive a ‘voice’ to
differing perspectives (Munn-Giddings & Winter, 20p.19).” McNiff (1996) stated
the choices available for collecting data in actiesearch, including: 1) To observe the
effects of one’s own action or being observed lnet; 2) To ask other people for
their opinions, i.e. feedback, which can contribaiternative points of view; 3)
Fingerprint data, i.e. audio/video, children’s wonkitten records or documentary

information.

Though the focus of action research is ‘I’, selfest and self-improvement, it

cannot be done in isolation from others. Differgidups of people that are likely to be
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involved in this collaborative task include pamiants, critical colleagues, supervisors,
fellow action researchers and validating groupsNNf¢c 1996). Additionally, an
informed action research does not base itselfysolelthe observation and reflection of

our actions, but also requires the input of the8erdnt groups of people.

Anderson and Herr (2005) discussed the continuupositionality in action
research. The positionality of researcher can rémge insider (researcher studies own
practice), collaboration with other insiders orsadérs, outsiders study insiders, to
multiple positionalities. Furthermore, the auth@saderson and Herr, 2005) stated the
quality criteria for action research. The criteanaluded ‘Guality, goodness, validity,
trustworthiness, credibilityandworkability” (Anderson & Herr, 2005, p.49).

There have been a few music therapists who haligegtithe action research
approach in improving or reflecting upon their omsic therapy practice (Hunt,
2005; Potter, 2007; Rickson, 2006; Wilkinson, 200Ris particular research model,
action research, was chosen because it providespgh@tunity to support and improve
the practice of the researcher in order to offételeervice for hospitalised young

people.

4.2 Recruitment

In this study, there were several young people@avio participate in the
research over an approximate three month perioel cfiteria for potential participants
included young people aged from 9 to 15 years,yanthg people who had the
possibility of staying in hospital longer than aekeTo avoid researcher coercion, the
potential participants and their caregivers wengreached by the hospital play
specialist who invited them to take part in thise@rch. If they accepted the invitation,
both the information sheet and consent form weosiged to parents/caregivétand
the young people involvétd However, there were only four who were able t@gi
consent within the time available to participatéhés were invited but did not give
consent due to; their length of stay, complicatisriated to the need for play

1 See Appendix 2 and 3.

12 See Appendix 4 and 5.
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specialists to meet their parents, or when the gqarson or their parents were not
interested in participating.
In addition, young people who participated in a imggssion were invited to

submit session feedback forms. Ten people responded

4.3 Ethical Considerations

There were some ethical complications to the shebause the sessions
themselves were not restricted solely to young [geapo had given consent to take
part in the research. In order to not affect theirad practice of music therapy sessions
facilitated in the hospital setting, there wereepghinvolved in the sessions who were
not part of the research. In the interests of ateurbservation, the presence of others
in the group, and their potential influence upoa plarticipant, may be mentioned.
However, in consideration of ethical approval aondficentiality, their presence will
only be noted as another boy/girl or a family membe

Also young people in hospital are vulnerable andettimes quite ill, so it was
important to have short, simple ways to gather,datd not to disrupt the support that
music therapy might be providing as a clinical imméation. Therefore, | did not
involve the young people as fully within the acti@search process as might have been

the case with a less ‘ill' population.

4.4 Description of Participants®

The four young people who consented to participatbe research came into
the hospital for surgery or medical care. Theyatlerwent different medical
procedures. Richard, Christine, Rachel and Megam@éd school in the hospital as
they each stayed in hospital for a long periodroét The school programme usually

took two hours in the morning.

Richard was a 12 year old boy who had hospital aslion for rheumatic fever.
Richard usually had at least one family member mg@nying him in the playroom.

The family member sometimes also joined in the mssgsions.

13 pseudonyms are used throughout this research.
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Christine was a 12 year old girl who had hospitahesion for chronic fatigue
syndrome. She would feel ‘dizzy’ easily when sleodtup or concentrated for too
long. She had a low threshold for noise, e.g. wdteer boys played music.

Rachel was a 10 year old girl who had hospital adion for tendon
lengthening. Rachel’s family members also joinethmfirst session with her and

other group sessions with some other boys.

Megan was a 10 year old girl who had hospital adimisfor SUFE (slipped
upper femoral epiphysis) that required her to stayed rest during the times that |
visited. Megan had a family member who also joimeldoth of her music sessions

prior to her discharge.

4.5 Data Collection

Data was systematically collected via,

1) Clinical notes (by myself as the cliniciah)

2) Journal entries (by myself as the researcher)

3) Session feedback (by the adolescent participénts)

A peer debriefing proce¥salso took place with a fellow music therapy studen
ensure the relevance and quality of data colleictealy clinical notes and journal

entries.

A detailed description of each is as follows:
4.5.1 Clinical Notes

The clinical notes were usually written up eithiteraeach session, or at the end
of the day depending on the workload. The notesried what happened during the
session. However, due to ethical considerationy,tbe consenting participants will
be described in this research, whereas other pantits in the group sessions will not

be discussed.

14 Refer to a template in Appendix 7.
15 Refer to an example in Appendix 8.
16 Refer to the template in Appendix 6.
" Refer to Appendix 9.
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The clinical notes describe the music therapy waetion used. It generates a
pattern of preference of interventions for diffdrgaung people. The clinical notes
helped to form the basis of my reflections in argladevelopment, issues that arose

and ideas for solutions.

4.5.2Journal Entries

The journal entries gather my reflections and dismns with supervisors,
colleagues and peers. This journal consists dfesiges, questions, dilemmas and
possible solutions that arose regarding the clinicak. These journal entries also
include interactions each participant had with nifys¢her staff and peers outside of

the music therapy sessions.

4.5.3Session Feedback

This was designed for the young people to responle session(s) they took
part in. The young people were invited to partitgpa this process but they did not
have to if they chose not to. Due to the hospé#irsg, a participant could participate
in a session ranging from 10 minutes to one anafehburs, or participate in several
sessions during their stay in hospital. Young pegplve consent to be part of this
process by filling in the feedback form. No ideyitiiy details other than gender, age,

and languages spoken were recorded. (See Appephdix 6

4.6 Action Cycles

The short-term, ‘choice-based’ nature of this clhipractice meant that the
action cycles were planned around the availabilitgarticipants. Each cycle included
two clinical sessions. The collected session feekibad notes about other issues that
arose in the clinical work were then reflected upojournal entries. There were four

cycles in total.

Each cycle of available sessions included the implgation of the following
steps:
1) Planning based on previous contact or infornmaftiom a referral.
2) Conducting the session according to the planning

3) Reflecting on the session or interactions ireotd plan for the next cycle.
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Table 4.1: Action Cycles

ficton Date Participant Data collection
Cycle
* Planning
. )
1 | 23/10 - 30/10 Richard |, 2 >essions

* Journal entry
* Session feedback

* Planning

* 2 Sessions

* Journal entry

* Session feedback

2 30/10 - 31/10 Christine

* Planning

* 2 Sessions

* Journal entry

* Session feedback

3 5/11 - 6/11 Rachel

* Planning

* 2 Sessions

* Journal entry

* Session feedback

4 20/11 - 21/11 Megan




An Action Research with Hospitalised Adolesce‘nzﬁ

Chapter 5. Findings

The findings are organised into four cycles of sessions each. Within each
cycle, the data will be presented in the order)d®lanning, 2) Clinical notes, 3)
Journal entries, and 4) Analysis of learning. Safine participants’ session feedback

comments and my thoughts reflecting on my persgoalswill also be included here.

The sessions are presented chronologically to dentithe process of change
in my practice through the cycles of action reseaBome of the journal entries
include extra information about interactions thed¢wrred outside the music therapy
sessions to provide context and detail. Each dyiglelights some of the different
characteristics of working with young people withinns hospital setting. The time span
between cycles varied in length due to the avditglmf encounters with the young
people and the time at which they gave their cangemddition, in the final action
cycle, I have included a discussion with my supans regarding an issue that arose
within the clinical practice. At the end of eacltley the section on ‘analysis of
learning’ discusses features of professional amsigmal learning that have been
highlighted in the cycle. These ‘learning’ portiomsl be brought together at the end
of this chapter in a discussion summary on thealvkrarning, challenges, ideas and
future considerations gained through this reseanctglation to relevant literature in
this field.

The following table provides a summary of the datesontact, and music
therapy sessions that took place, with young peaple consented during the period of

research.

Table 5.1 Dates of contact with participants

Name Dates of Contact
Richard 15 Oct, 23 Oct, 30 Oct 2007
Christine 23 Oct, 30 Oct, 31 Oct 2007
Rachel 5 Nov, 6 Nov 2007
Megan 12 Nov, 13 Nov, 20 Nov, 21 Nov 2007

(Highlighted dates were the days when music sessioaurred following consent).

To comply with ethical requirements, there are sgessions that cannot be

described here due to the date that the consengiwes (that is, consent could not be
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given retrospectively). However, my planning of #essions was based on previous
contact to provide clinical continuity. A summarykmowledge gained from previous
sessions will be identified to provide contextshibuld also be noted that it was often
difficult to execute session plans directly on astoof the unpredictability and fluidity
of other participating group members and situatiéssa clinician, | recognise that it is
always important to be open and flexible to thedsesf the day and patients who are
present. However, | still felt that planning basedprevious learning was relevant to

my development as a practitioner and could be dtfmefuture use.

The following table presents data of session feeklballected prior to the first

cycle. These results contributed to the proceg®nérating personal goals.

Table 5.2 Music Session Feedback A

Music Session Feedback

Participant 1: Girl, 13 years old

Participant 2: Boy, 11 years old

Participant 3: Boy, 12 years old
Participant 1 Participant 2 | Participant 3

Languages Spoken Samoan Cook Island Samoan

Hospital Satisfaction | 5, it is really fun 3 5

(1-bad, 5-good)

Music Session 5, learning about music | 5 Bad

Satisfaction is very fun. | have been
able to play different
tunes and enjoy myself.

Likes or Dislikes in | Liked everything. To play the It was good

the session Thanks to LJ for being | piano
supportive.

Music session again?g Yes Yes No

Group/individual? Individual

Any suggestions? Work with others more No No thank you
often so that they can
enjoy it and like it.

General comments The session was really It was kind of
fun. LJ was a very good boring
teacher and | hope she
can help me some more.

5.0 Planning of Personal Goals

Throughout my half year of clinical practice inghgaediatric hospital, | had

identified certain areas of my music therapy pcacwith hospitalised adolescents that
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would benefit from scrutiny and development. | plad personal goals based on my
own reflections, discussions with supervisors dreddinical assessment process
within the clinical practice. For the sake of conity and coherence, | decided initially
to focus my development on five areas, with thesfimlity of adjustment as my
knowledge developed through my research. Theseafigas will be reflected upon
and described in the ‘analysis of learning’ sectbeach cycle. The five areas of

development are as follows:

Figure 5.1 Personal Planning Cycle 1

Personal Goals:

» Confidence: To become more confident.

* Flexibility: To become more flexible at adapting npfanning.

» Decision Making: To improve my ability to make irsttaneous decisions.

» Opportunities: To improve in being able to ‘capturer ‘create’ musical
opportunities.

» Facilitation: To improve my facilitation skills inorder to encourage young
people to be empowered and take the ‘lead’.

These five personal goals emerged from the re@iranommendations of colleagues
and supervisors prior to the commencement of theareh. It was recognised that |
needed to gain confidence in working with adolessémbuild relationships and to
facilitate sessions. The ability to be flexible delable to adapt my planning
according to the circumstances was crucial ingbting. In comparison to my
previous clinical experience, where the sessiontddee timetabled, it was not
possible within this setting. | struggled to ‘crefad spontaneous session. Therefore, |
wanted to improve my ability to make instantanedesisions and capture
opportunities. Through discussion with a colleampgarding allowing the adolescents
to have their own ownership of the session, | fotlrede were times | was dominating
without facilitating this.

There was potential for new elements to be addeda#g of the nature of action
research (depending on how the clinical work aséaech developed), to meet the
clients’ needs. These five areas allowed a redrdarework and starting point for my
thinking.
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5.1 Action Cycle 1: More group sessions!

(Challenges of balancing the dynamics in a group &mg)

During previous sessions, | encountered challebgiscing the dynamics of the
group setting. Some young people were dominatihgret both personally and
musically. | found | needed to learn how to obseand respond sensitively in these

situations.

Session with Richard
5.1.1 Planning
Summary of previous contact:
Richard had a group music session{T&t) with two young boys from the
hospital. He showed interest in playing the druhesrhost. His music preference was

Bob Marley songs.

Planning for Richard based on previous contact:

* As Richard appeared to enjoy the drums the masill Explore different
drumming activities.

» Continue to build a relationship with Richard thgbuconversation and shared
experiences in music.

» Provide opportunities for successful experiencdsuital his self-esteem through
the use of positive encouragement, and offerinkstégat can be challenging yet
achievable for him.

* Provide opportunities for him to build relationsbipith other staff or children
through shared musical experiences in group setting

5.1.2 Clinical Notes
239 October 2007

Session: Group with family members

Richard brought the keyboard to the centre talikr afiy invitation. He was
rough with the instrument. | asked him to play tinee again (the one that he was
playing prior to my invitation). He withdrew andddnot want to play. | assured him
that | would play with him on the guitar. He playéthlfway through the song, he got
lost. He then asked his friend’s brother to plag aaid, “He is better at it”. |
encouraged and affirmed that his playing was gbélmavever, his friend’s brother

started playing the keyboard after Richard’s irtiota
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Richard started to look through some of the sondke ‘Teen Song Book’ (a
folder that is a compilation of the lyrics of somell-known songs for this population).
He requested “I Tried So Hard” (Akon) and did thp with his friend’s older brother
while | accompanied them on the guitar. Richard alsowed interest in the song “Me
Love” (Sean Kingston). | showed him a simple rifftloe bass line on the keyboard so
he could join to play. He showed determinationlaymg his part but he lost the beat
after several repetitions. He was frustrated. Rigllaen moved on to playing the
drum. His friend then moved from the pool table aadhe to join the group. Because
Richard was hitting the cymbal really hard (thesra iimitation of shared space within
the hospital, and other staff and children in hiadpnay not like the noise level), |
offered him a pair of drum brushes to which he canted, “Yeah right! You've got
stupid stuff”. He hit the cymbal really hard witiethandle of the drum brushes. |
asked him to play with the bristle not the han#ie.insisted on hitting the cymbal with
the handle. Not long after, one of the brush handiepped from the middle. Richard
just laughed and continued with the other one.ntwe pick up the broken brush from
the floor and pretended to look sad and asked Rich&/hat do you say?” Richard
apologised with a look that showed he knew he shrouhave done that. | diverted the
attention to a solution. So | asked the young boyke playroom, “Is there any
handyman here who can fix the drum brush for mae@h#&d’s brother offered to fix it
with some sticky tape. After the incident, Richasked for the drumsticks to play the
drum. | explained to him that the drum skin woutddk if he used the sticks because
they were not expensive tough drums. Richard §¥iehh? Like $10?” Richard went
on to mock a bit more about the drum. His friedasther then commented, “Like you

have one at home”. All the other boys laughed.

We had an interactive session with Richard, henftiand both of their
brothers. There was lots of laughter and conversdietween one another. Towards
the end, another young boy joined the group asavellplayed the egg shaker. They
also requested the song “I Can See Clearly Nowtkvke all sang and played
together. There were times when | sang, that Rithauld ask his friend’s brother to
be quiet, because he wanted to hear me sing. H=Eeggbto be much more interested
in what | could offer, compared to the beginninghad session.
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30" October 2007

Session: Individual in group setting (brief encauiht

Richard showed interest in the ukulele when hepvasgiously participating in
a medical play group in the medical corner. He @icthe ukulele string and
experimented, holding it down and moving his fingprand down the neck of the
instrument. | picked up the guitar and tried toagghim by imitating a similar motion
to make a response to his playing. After severaherds playing, he looked at me as if
| was doing something strange. | then asked ifdwdccmake different sounds by
showing him how to slide down the string after jging. He first listened and took
interest. He copied several times but not for Idrgent on and asked if he would like
to learn some chords. He agreed. We worked onlhtbels C and F on the ukulele. He
was determined to get better at how to switch foma chord to the other. | then tried
to show him the chord G. He learned. But oncertetiato sing the song “Me Love”
(Sean Kingston) to go with the chords he was payie said, “This is dumb”, and did
not want to play anymore.

5.1.3 Journal Entry

Most music therapy sessions with adolescents ssiiting, during my clinical
work, were usually initiated by the patients. Tleeyld choose whether or not to
accept the invitation for music sessions. Therefibongas important to make contact or
build a relationship with the young people priontasic sessions. This journal entry
describes the initial stages of relationship-buaiddwith young people. The process

may include standard greetings, conversations badreations.

“During the day, two teen boys (Richard and anothey of similar age) came
into the teen room, each with their older brotheptay pool. Since there was
only a short time before they had to go to schodiaspital, there was not
enough time to start a session with them. | gretiteth and found out the other
two boys were their brothers. | then left themly@mnd just observed alongside
while | worked with another younger child in thayrloom”.

“After lunch, all the young people came into therteoom again. The boys were

taking turns at the pool table while | was helpamgpther patient. After awhile,
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Richard started to doodle on the keyboard, tryimdgigure out the tune of “Lean
on Me”. | then gathered some instruments on thétabthe centre of the room
and invited Richard to bring the keyboard over toeve | was.”

Taken from Journal Entry #30ctober 2007

The interactions with young people were often atéd by the staff when a
young person felt unfamiliar with the environménhis journal entry described how
Richard had grown in confidence to initiate intéi@ts with me, both non-musically

and musically.

“Richard came into the playroom early this mornimg initiated the greeting
but followed by asking, “What’s your name again?tiwa laugh. He made
that same comment several times today. | wondérezlwas playing a joke;
experiencing the impact of hospitalisation; realig find it hard to remember
my name because of the inconsistency of my presaneceybe he didn’t know

how else to initiate a conversation with me.”
Taken from Journal Entry #30ctober 2007

“After | entered the playroom with my bag of instrents after another session
elsewhere, Richard was participating in a medidalypwith a child life
specialist and a much younger boy. He positionetsklf on the peripheral,
almost as an observer but made comments regartiaglay. | walked up to
the group as they greeted me. As soon as | put tleevibag of instruments,

Richard picked up the ukulele from my bag to play”.
Taken from Journal Entry 800ctober 2007

There were some challenges and dilemmas encountetied cycle. These will

be discussed in these following journal entry desons.
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“Richard appeared to be very unhappy at first wihencame into the playroom.
He made remarks about people and objects. He waghrwith the instruments.
He appeared to have low self-esteem. He appearedaitenge my authority by
making cheeky comments about the instruments, mmigathakills, and insisted

on doing what he wanted to do even after he wasdagkdo otherwise”.

“There were times during the session when anotlesphalised adolescent’s
siblings showed interest in taking part. | had Bedima as to whether or not to
include these newcomers. My concern was; if | mhetlithem it may make
Richard feel ‘not good enough’, if the newcomeietto dominate. However, if |
did include the newcomers it may draw their hodigieal sibling into the session.
In doing so, Richard could benefit from this shaegg@erience to develop peer

relationships”.
Taken from Journal Entry #30ctober 2007

“When Richard chose to stop playing the ukulelénwie, was it because it was
getting too challenging for him to cope with? Coitlde because there was a
young child beside him who made him feel self-donsof his success? Or
was it the song | chose that he may not have liKéafagh | chose a song that

was popular at the time, it may not have been Wethard liked”.
Taken from Journal Entry $00ctober 2007

This cycle was the beginning of my dual role joyras both the clinician and the
researcher. These thoughts from the journal engtylight the emergence of this dual
role thinking.

“When Richard made negative comments about me @assion, could there
have been a better way to react to the situatiokffolw at the beginning of my
clinical work with young people, | would not haedithe confidence to confront
these issues. I've noticed | don't take the comsasipersonally as | did before.

I've become more able to analyse the situation@rdment objectively. This has
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enabled me to work through any issues that arisd,lelp me work towards

potential solutions”.

“The other play specialist commented that they dapbod session and | seemed
more comfortable working in a group situation wiie teenage boys than before.
Did it work better because | have grown in confickemworking with them? Did

my role as a researcher complement my clinical work

Taken from Journal Entry #30ctober 2007

5.1.4 Music Session Feedback

The following table presents data collected frontiviuals who provided
session feedback in the first cycle. These resists contributed to the process of

generating my personal goals.

Table 5.3 Music Session Feedback B

Music Session Feedback

Participant 4: Boy, 12 years old
Participant 5: Boy, 12 years old

Participant Participant 5

4
Languages Spoken Tongan
Hospital Satisfaction (1-bad, 5t 5 5
good)
Music Session Satisfaction 5 4, music session weitirey
Likes or Dislikes in the sessior] It was cool
Music session again? Yes Yes
Group/individual? Group session
Any suggestions? No | think more group sessionsavou

be better

Anything else? No No

5.1.5 Analysis of Learning

Through interactions with Richard, | was exposedanous situations suitable
for building a relationship with him or others thegre with him. Our first encounter
was when Richard was playing pool while his fostether watched. | felt | needed to
build a relationship with his foster mother andlekpmy role as a music therapy

student. Richard was listening and he would joiwit the conversation occasionally.
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| was usually nervous, at first, when interactinthwhe parents of patients, especially
with the parents of young people. | was concernigld mow parents might perceive the
way | interacted with their children. Parents thate friendly made it easier.

Even though Richard was the only participant of tielsearch among his group
of peers in the hospital, it was important for ménvolve them all in the clinical
process. It was sometimes overwhelming managimgasoy different relationships,
especially with the high turnover rate. Buildingat@nships within a short time

gradually became easier as | worked towards myopatgoals.

There were five personal planning goals implememtetis cycle. Each goal has been

reflected upon as follows:

Confidence

When Richard was rough with my instruments and nmesdmtive remarks
about me, | had to resist the feeling of being umileed. Some of my personal
emotions had emerged from Richard’s behaviour tdevare (see Journal entry 5.1.3).
It resurfaced the feelings of dreadfulness | hati@beginning of the placement when
| was being undermined by a group of young pediitavever, the role of being a
‘researcher’ helped me to examine the incidentlerclinical situation, from a third
person point of view (see Journal entry 5.1.3). fids®lution was to realise that it was
not for a personal reason that Richard chose taugethat way. Therefore, | attempted
to find solutions rather than allow the fear to mvieelm me (see Clinical notes 5.1.2).
Since that session, | felt my confidence has growwmorking with groups, and
especially in resolving potential conflicts. Congently, | discovered that displaying
confidence is essential when working with younggbeoand it is important to
understand that | am not ‘defeated’ when theydrguerpower me.

Another factor that affected my confidence durinig tycle was the comments
young people gave in the session feedback. The emtsnmcluded, ‘the music session
was exciting’, ‘it was cool’, and ‘more group sess’. These positive comments
became some of the building blocks to my confidehNmwvertheless, there was a

negative comment, ‘it was kind of boring’, that reade concerned. In reflection of all
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the comments that were given, there were some tiatefements that may have

affected the nature of the response:

1) The young people who wrote the feedback may hdveressured to write
positive comments due to their relationship with me

2) When I invited the boy (who later commented, ‘itsA@ring’), to fill out the
feedback, he asked what he needed to do. | jokd#dhin about how he could
write about how bad the session was and how I digimg in tune, or anything
he could suggest to help me facilitate the musisisas better. He may have
responded honestly, or my way of explanation ctwalde invited his negative
response.

3) Another potential factor that could have affectddeadback response may be
that the person who filled out the feedback forns wat prioritised in the group
situation, leading them to feel unsatisfied with gession. In contrast, others
that were prioritised may have given more positeedback, as the session had

more readily met their needs.

Even though the comments were more often positige hegative, it was
important to take the criticism constructively mtlthan have my confidence

suffer.

Flexibility

One of the keys to working in this setting was ittéiky. There is no delegated
time, space, or patients. Hence, my ability tolbilble was ultimately stretched when
allowing a ‘session’ to happen. On most occasitrese was no formal referral for
candidates for music therapy. | either chose thiepa who would potentially benefit
from music therapy or, | met the children in thaypbom and chose potential
candidates based upon our encounters. Initiallyag nerve-racking to work using this
approach. However, as | developed aspects of ntfipeai.e. my confidence, music
repertoire, and content of conversation), it supgzbmy ability to be more flexible in
many situations. For instance, | planned to hanisic session with Richard as the
priority, but Richard invited some other boys tmjthe session (see Clinical notes

5.1.2). | felt Richard needed his peer supporafeense of safety, enjoyment and well-
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being. A group session was adapted to provide thesds. Consequently, my ability

to be flexible was challenged and developed.

Decision Making

| often had to make instantaneous decisions inntgractions with Richard.
There were times | felt | had made reasonable messwhilst there were some that
could be improved over the next few cycles. Thosgaintaneous decisions included;
what music or activities should | do next? How mattiention should I give to the
family members (See Clinical notes 5.1.2)? Shouslgit a music session now or later,
when there would be a better length of time avélé8ee Journal entry 5.1.3)? How
should | approach young people for music sessiortbat we both feel safe enough to
start a session? There were times that | felt Irhesded an opportunity or spoiled a
chance by approaching a young person in a waydiiatot suit them (See Journal
entry 5.1.3). Being an ‘action researcher’ allowaelto examine those moments and

work towards improvement for the future.

Opportunities

In this cycle, one of the challenges for me wasréate a spontaneous group
session while some of other people in the room wera@ved in other activities. It was
a battle to draw the young boys into a music sessiten the pool table or Playstation
were readily available. It was critical to capttine ‘cue’ and the ‘moment’ that young
people offered. The ‘cue’ could be a phrase they thsed in a conversation which
could be linked to a popular phrase in a songoulat be a push on the keyboard
switch; a bang on the cymbal with the pool cuesiomply humming along to a song
that was on the radio. It was important that | oesjed to their ‘cues’, even in small
ways, to connect with them. This allowed a relatop to grow gradually and could
possibly lead to a music therapy session. WhenaRittried to figure out the tune of
“Lean on me”, | felt it was the moment to invitarhto join me for a music session (see

Clinical notes 5.1.2). It became an appropriate stat developed into a group session.

Another tool to increase the ‘cues’ that young peaffered was to set up the
music instruments in the room. | often felt theche@amplify the ‘cues’ that were

offered by young people who appeared to be temaliliis required a sensitive



An Action Research with Hospitalised Adolesce‘nﬁ

approach to avoid drawing too much attention, @sfigén group situations. | have
also learned that by increasing the interachietweenyoung people, (by referring
young people to support one another in the sesstagn ease the tension of them

being the centre of the attention.

Facilitation

In this cycle, | had the intention to facilitate mdividual session for Richard.
However, he invited his peers into the musical spaanderstood the importance of
Richard having a shared experience with his psershad to change my facilitation to
include others. It was helpful that his peers wectuded in the session because they
supported me when Richard was venting his frusinat{See Clinical notes 5.1.2). |

felt Richard started to trust me more once his pdéat.

There were some feelings that arose in this actyafe, which led me to add
another personal goal for the next action cycle:

Figure 5.2 Personal Planning Cycle 2

Personal Goal:
e One-on-one relationships: To reduce the awkwardn@ssne-on-one
situations

My encounter with Richard in music therapy sessiwas begun within a group
setting and had transitioned into an individuaks®as Richard appeared to be more
comfortable interacting with me musically withirgeoup setting. Although he had
taken the step from passive interaction to takimegginitiative, he was not confident in
interacting with me musically. | felt there wasesmse of awkwardness and uneasiness
when Richard interacted with me on an individuai®al wondered if it was because
he felt safer in a group, or maybe he was shy draerassed having to interact with a
female authority figure. | also wondered if it whg tension that usually presents itself
in a new relationship, when in a one-on-one setlimgll explore the dynamics of one-

on-one sessions in the next few action cycles iasappropriate.
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5.2 Action Cycle 2:Too much noise!?

(Group versus individual needs)

Christine participated in a group session but sag very sensitive to the noise. This
made the group session very challenging for me.

Session with Christine
5.2.1 Planning

Summary of previous contact:

Christine was sensitive to sound. She complaindeatlaches and dizziness

Planning for Christine based on previous contact:

* Suggest some gentle music activities that she ragicgate in.

* Use music that she has a connection with.

- Her favourite TV programme is ‘Friends’.

» Suggest a goal for the music session.

- Recording and implementing the computer technology.

» Extend her comfort zone of skills.

- Suggest new songs? Or suggest new musical act¥itie

» Explore Christine’s capacity of teaching others idtee knows about
music to facilitate relationship-building with otlyppoung people.

when the level of sound was beyond what she caype avith (see Christine’s medical
condition in Description of Participants 4.4). Sk&used the idea of joining a music

group. She enjoyed doing quiet activities suchraiscand colouring in.

5.2.2 Clinical Notes

30" October 2007
Session: Individual

Christine was initially playing Nintendo prior the session. | approached her
and prompted, “Guess what | brought?” | displayeslyrics of the song and started to
strum lightly, testing how much noise she couldeptcand sang the song “I'll be there
for you” (Theme song from ‘Friends’). She instarglygaged with the music. She
joined in singing though slightly out of time. Stiiel not mind. Christine grew in
confidence and her singing dynamic grew strongsuggested playing the

introduction on the keyboard. | brought the keybloarer to the centre table.
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(Richard came in with his brother and wanted ta jaibut was told by his
brother that we were having a session. Richardmmoad to stay around where
Christine and | were. He told us that he was gbiogpe today).

Christine was determined to get it right. She camidy asked for my opinion on
how she should play. What sound should she us¢agduistarted to suggest song
writing activities for that song, her physiotheistgtame in to take her for a
physiotherapy session. Christine said she wouldirmo® her music session when she
came back. Upon her return we continued singirayipyy and arranging the song

which repeated for about 30 minutes. Then a nuasgedn to take her for a check-up.

31%' Oct 2007

Session: Individual/Group

When we were setting up for a music session withstihe, a child life
specialist invited another boy to join the musioug. That boy then also tried to invite

another boy. The second boy refused to join inoagterved throughout the session.

The first boy participated in the group. Christmade funny faces at the level
of noise the boy produced when he played the dnuaymabal. The interaction
between them was tentative at first. After someedhausical experiences, their

verbal interactions increased. They then startexkpoess their opinions of each other.

Then, during the recording session, there weretaahgterruptions from a
much younger child. Christine and the other bothangroup became so frustrated with

the discontinuity of their performance that the loegided to leave.

Christine then requested to do the recording inrbem. So we moved the
instruments into her room. Christine wanted to afgethe camera to record, and at the
same time play and sing her music. After the fiesbrding, she wanted to make
improvements, so she did a second and third takietiie memory card was full. We

went back to the playroom and uploaded the moyearito the computer.
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5.2.3 Journal Entry:
This journal entry demonstrated the skills Christyained from the music
session that could be developed to interact odbmiktionships with others. This also

showed Christine’s growth in confidence.

“Christine was playing a game with a child life émh after our session. After
they had finished, Christine wanted to show th&ldtie intern what she had
learned on the keyboard (the theme song from ‘$8n Christine also offered
to teach the Child Life intern to play.”

Taken from Journal Entry 800ctober 2007

These two quotes from the journal entries inclugeestions that arose from
the sessions. They also reflected the need foc&s@and ‘variety’ in relationships,

both musically and non-musically.

“How could | change the use of one song? She seéorsel engaged with one
song for a long time. Does she actually enjoy plgyust one song or did she

just want to stay in her comfort zone?”
Taken from Journal Entry 800ctober 2007

“Christine was engaged with one song for nearly tvoairs. During this time
we tried different tasks related to the song andracted with a range of

different people. | was exhausted. | wonder ifwhs t00.”
Taken from Journal Entry $10ctober 2007

This journal entry described the multiple roles thanusic therapist may be
required to take on within this hospital environmea build relationships with young
people. It also highlighted the importance of regsmg and supporting young

people’s other interests in a practical way.
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“This morning, Christine wanted to make cards oa tomputer for
Halloween. She asked for my help. We also explbweflinctions on the digital
camera and figured out how to upload pictures ani@® onto the computer.
Afterwards we discussed the possibility of recaydire song we had played

yesterday using Movie Maker.”

“In the afternoon, Christine asked for help to makene crafts. Following this,

Christine requested to do music.”
Taken from Journal Entry $10ctober 2007

It has always been a challenge to make decisiopsanitising individual or
group needs in this setting. This journal entrgdsses my dilemma of whether or not

to include others in Christine’s music session.

“It was difficult including the other boy at firsts Christine was my priority.
But since Christine interacted comfortably with tanfirst, | felt it could
damage our session if | turned him away in a shapte. They joked about
singing ‘Campfire Song’ (from SpongeBob SquareBahtid not know the
song. When | look back, maybe | should have tdksropportunity to change

the focus of the session to let them build a rexetnip.”

Taken from Journal Entry $10ctober 2007

5.2.4 Music Session Feedback
The following table presents data collected frontividuals who provided
session feedback in the second cycle. These redstisontributed to the process of

generating my personal goals.
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Table 5.4 Music Session Feedback C

Music Session Feedback

Participant 6: Girl, 14 years old

Participant 6
Languages Spoken Tongan, Niuean
Hospital Satisfaction
(1-bad, 5-good) 4
Music Session Satisfaction 4
Likes or Dislikes in the session| | was happy najhimworry about
Music session again? Yes
Group/individual? Group session
Any suggestions? Have some more people
Anything else? | have enjoyed what | did today

5.2.5 Analysis of Learning

The sessions with Christine had been quite diffeirem those with other
young people that | had worked with. She appeardxttconfident and was helpful to
others. However, due to her condition the soundllesas an issue. At first, | had to
build a relationship with her, so she would be ablgust me that the music we were
going to make would be safe and not give her adas A lot of conversation and
support in other activities was required. | neetegay more careful attention to using
a gentle prompt when inviting her to partake in imastivities, and ensure that there

was a successful initial musical experience forisiime.

In discussion with a play specialist regarding hbwas possible to engage
Christine with one song repeatedly for two hoursids suggested the possibility of
attention seeking. Even though | could not be gettas was the explanation, it made
me wonder where the balance of music therapyli€hristine found the attention
needed through music therapy, was that good enoDgla® a music therapist, do |
need to encourage the young people to see othplgeaeeds as well as their own?

How shall | appropriately respond?

Finally, working in the paediatric hospital settifigwas helpful to be orientated
with the playroom and activities that were avakalgarticularly for young people in
this case. Having the knowledge or skills to plad aet up other activities for young
people offered me another key to relationship-logdit was also important for both



An Action Research with Hospitalised Adolesce‘m@

the young people and myself to interact in non-alsactivities. Participating in other

activities allowed exploration of young people’seirests outside of hospital.

There were six personal planning goals implemeimteklis cycle. Each goal

has been reflected upon as follows:

Confidence

My first encounter with Christine took place in meom. She appeared to be a
competent girl with many talents. When | askedihgne liked music, she responded
that she did not like noise. My confidence iniyadleclined. | felt | was rejected in
what | could offer even though | knew she was agjeting me directly. Therefore, |
started to ask her questions about her other stete cover my feelings of
uselessness. However, through other interactiotieeiplayroom, | was able to
discover her interests in television programmesidendtify her favourite celebrities.
The use of the theme song to her favourite telemiprogramme gained her interest to
start a music session with me. My confidence teraffiusic continued to develop

throughout these sessions (See Clinical notes)5.2.2

Flexibility

Although | had planned sessions for Christine innalividual setting (as it
would be easier to monitor the sound level), | ttaddapt the session to include others
(See Clinical notes 5.2.2). Initially, | was notllmig for change to occur as | was
concerned as to what Christine’s response mighibewing that Christine was my
priority in that particular music therapy sessibfelt | should let Christine decide. |
observed Christine’s response and asked her pnefefer other young people to join
the music session. Another boy joined after Chmess permission. They started to
build a relationship within the session throughyplg music together and talking about
the music they liked or disliked. However, as tg got more comfortable with the
relationship and the music session, he wanted tb@song$eliked. It was difficult
for me to explain that Christine was the priority the session. We then discussed if he
could have his song after we first finished hergsdrhe unexpected situation and how
it evolved made me realise that although it is ingodt to be flexible, at times the
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situation may require an instantaneous decisidretassertive in order to maintain

boundaries.

Decision Making

In both of Christine’s sessions there were constdatruptions. | had to decide
whether or not we should move into a more privatation for the second session. The
only private spaces available were the preparatiom or the patient’s own room.
However, the preparation room was often occupigt atiher activities or patients’
family members. It was sometimes a dilemma whetheffer young people music
sessions in their own room, as it was a privatespawork and | did not want them to
feel | was intruding on their privacy. However thre second session, with Christine’s
agreement, we moved the music session into her (8em Clinical notes 5.2.2). When
we were in her private space, the atmosphere a$ession changed. Christine became
more animated and expressive. Therefore, | beltagemportant to consider the
adolescent’s preference of privacy vs. an openespgaecnhance the relationship

development within the session.

Opportunities

In this cycle, Christine did not offer any musitale’ or show any interest in
music. Through verbal conversation | was ablend fut her likes in order to ‘create’
or ‘capture’ musical opportunities that relatechew favourite TV theme tune (See
Clinical notes 5.2.2). This helped me to gain adefice in ‘creating’ or ‘capturing’
opportunities for music sessions even when theeadehts initially refused.

Facilitation

| felt Christine had the confidence in her integmeral skills to be able to ‘lead’
the situations once a safe environment was est&lolid provided the musical structure
and then asked for her opinions in possible perémee directions. Christine was able
to express her ideas when | suggested that wedégeersong (See Clinical notes

5.2.2). | felt Christine’s ‘lead’ in the sessiondh@eveloped throughout our interactions.
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One-on-One Relationship

It felt a bit awkward when | first encountered Gline in her room. Our one-
on-one relationship developed through conversatmhother activities. | learned that
it is possible for the awkwardness of a one-onginetion to be naturally present in
an initial encounter, regardless of the particifgagénder. Trust needs to be earned.
The feeling of awkwardness could be projected foora to another or could exist on
both sides.

From this action cycle, | felt the need to addiiseie of boundaries into my

personal planning for the next action cycle.

Figure 5.3 Personal Planning Cycle 3

Personal Goal:
* Boundaries: Session length and professional bounigar

As mentioned earlier in the journal entry, Christimas engaged with one song
for nearly two hours. This made me exhausted amghider if it was the same for her
(See Journal entry 5.2.3). It was difficult to @dbe second session as we had a goal to
achieve. We also did not know if we would have haosession before she was
discharged. Therefore, we took as much time asegded to finish our ICT project
incorporating the music. In reflection, | felt bw@d have been detrimental to our
relationship-building, as there was no appropratendary for the length of our

session.

It was also important to have a professional bounddien other professionals
wanted to work with the patient, whom | was workimigh at the time (See Clinical
notes 5.2.2). Therefore, | aimed to improve on kegethis professional boundary in

the next few action cycles.
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5.3 Action Cycle 3: My own world!

(Moving from my world into other’s)
Rachel loved music. She loved to play on her otwvak interesting to explore her

capacity to connect with others through music.

Session with Rachel
5.3.1 Planning

It was mentioned in the handover meeting that Raeladly liked music. A
child life intern went into her room and askedhésvould like a music session. Her
family agreed but due to Rachel’s mobility problethey requested that the session

take place in Rachel’'s room.

Planning for Rachel based on previous experiente waung people:

* Explore Rachel’s interest in instruments.

» Assess Rachel’s musical background.

* Observe Rachel’s relationship with her family.

» Examine any possible concerns with hospitalisation.

* Increase her sense of belonging.

» Assess the potential for further music therapyisassif ‘yes’, then decide on
group or individual sessions.

Planning for the second session:

» Continue the game-like music activities and devehbp a story?
* Explore a different instrument or develop her stming?
* Integrate conversation into music making.

5.3.2 Clinical Notes
5" November 2007

Session: Individual with two family members

When the instruments were offered to Rachel, sbeecthe guitar. She had a
shy manner yet was very absorbed in her strummiiiling and playing different
notes on one string did not appeal to her. So hgéd the tuning to an open G chord.
At first, | just improvised to her G chord on theykoard. | started small melodic
motives which Rachel naturally responded to rhytaihy. | added singing a simple
melody, then added words. We explored differengsamith the open chord. After

singing some songs, | played a short rhythmic patbe the keyboard. Rachel
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instinctively copied, and so it became a game. ¥é& turns to copy each other. It
came to a natural ending with a cadence progresRBiachel’'s mother laughed and
Rachel smiled too. | asked if she would like tooth@ more song before we finished.
Rachel said she sang ‘YMCA'’ at school so we saagtthgether. After the session, her

mother asked me where they could learn music.

6" November 2007

Session: Individual

Rachel came into the teen room and started jamamdgexploring different
sounds on the keyboard. | joined her and we playledv different games. | played a
short tune and she tried to guess what the tunelwass trying this out to explore her
interest in playing a particular tune. Howevedid not last long. She initiated the copy

game again.

She found the ‘motorcycle’ sound on the keyboale &njoyed just pressing
different keys to get a different pitch for the m@ycle sound. | asked: “What are the
cars doing?” She said, “Racing”. We then made akggame with cars going around
the race track, and | asked which car was leadiegdce. She replied, “G” (the key
G).

Session: Group of three boys and Rachel

This group was prioritised for the other three bdyswever, Rachel wanted to
be part of the group. We sang songs that allowadesfor each individual to take turns

playing their own instrument.

5.3.3 Journal Entry

Currently, in New Zealand there are no music thetagmployed within the
paediatric hospital field. Hence, the role of amawvative practice would, at times,
require clarification. This journal entry noted avfehe dilemmas | faced regarding my
role as a music therapist in a hospital setting.

“When Rachel's mother asked me if | could contittug#each’ her daughter

music after her discharge, it made me wonder i&$wore like a teacher than
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a therapist to them, or could it be that music #mris unknown to them so
‘teaching’ was more familiar for them to relate t@?, maybe Rachel’'s mother
became more aware of the importance of developenghild’s interest?”

Taken from Journal Entry"5November 2007

The individual music therapy sessions with Racleehdnstrated the versatility
of using music in building relationships. This joal entry excerpt described the

potential for entering Rachel’s world through masiconversation.

“| felt it was difficult for Rachel to follow teaatg instructions or
demonstrations. She would rather ‘play’ for enjoyim&achel could get very
absorbed in her own playing, constantly strummirittp wpen strings.
However, when | attempted to ‘converse’ with hecit®ating fragments of
music rhythmically or melodically, she had a stravagural instinct to respond,

within a musical conversation, by turn-taking.”

Taken from Journal Entry”SNovember 2007
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5.3.4 Music Session Feedback

The following table presents data collected frontividuals who provided
session feedback in the third cycle. These reaidts contributed to the process of

generating my personal goals.

Table 5.5 Music Session Feedback D

Music Session Feedback
Participant 7: Girl, 12 years old
Participant 8: Girl, 14 years old
Participant 7 Participant 8
Languages Spoken Maori Maori,
Cook Island
Hospital Satisfaction | 5, Because you can go to the5
(1-bad, 5-good) playroom everyday
Music Session 5, Because | can play the | 5, it was cool because |
Satisfaction drum all the time haven’t played with those
instruments in ages
Likes or Dislikes in | Good, | liked everything It was cool because | like
the session music
Music session againg Yes Yes
Group/individual? | prefer group Group
Any suggestions? To have more children playNo. She’s cool because she’s
with you funny and gets everyone
involved.
Anything else? Play the drum IT WAS COOL!!

5.3.5 Analysis of Learning

Rachel was one of the very few young people tinsade contact with for
music therapy sessions through a referral. Shealgasthe only participant | did not
have any interaction with prior to the initial sess Relationship-building with her
was limited to the music therapy sessions, yet weevempowered through our shared

music space.

Due to Rachel’s restriction in mobility, the fistssion had to be conducted in
her room. Her mother was present in the sessiose®ation of their relationship and
interactions showed that Rachel had a supportietioaship from her mother.
However, there were times when | wondered abouh&acindependence in

interacting with others. However, the second daysd that Rachel was comfortable



An Action Research with Hospitalised Adolesce‘nﬁﬁ)

interacting with me through music. She was alse &bbparticipate within a group of
people she did not know. Although she did not taketive in interacting with others,
she was comfortable in other people’s music space.

There were seven personal planning goals implerdentthis cycle. Each goal

has been reflected upon as follows:

Confidence

| recognised that before | entered Rachel’s rom anticipation of entering a
young person’s room to have a music session arsuencounter, was not as
daunting as it had been previously. Instead, becatithe confidence | now had, | was
intrigued to meet a young person and wondered hevgéssion would progress.
Rachel’'s mother was present in the room also. Myidence with interacting and
including parents in sessions had also developkdt that by having the confidence to
interact with the parents, it would positively irince the young people’s interaction

with me.

Flexibility

At the beginning of my clinical work, | struggled have more than one or two
sessions with the same child on the same daylyrir$elt the need to use the time
available to work with children who would benefther than being occupied with the
same children throughout the day. Secondly, ltfedtneed to set a limit for the amount
of time a young person should have music sessigthswe. In this cycle with Rachel,
she had participated in three music sessions meday (8 Nov); one individual
session and two group sessions (but only one wasnalented). In the two group
sessions Rachel was more of an observer or apangtipant, and | needed to be
flexible in order to make her feel more included.

Decision Making
This element was not applicable to this cycle afparh the natural decisions

that a music therapist would make in any musicapgisession.
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Opportunities
This element was also not very relevant in thidepecause Rachel had her
music session in her room through referral. Orsttmnd day, it was Rachel who took

every opportunity she could to participate in a iImggssion.

Facilitation

Rachel appeared to enjoy exploring the guitar ayb&ard when she was by
herself. She became very self-absorbed in whatlish&Vhen other musical ideas were
suggested, they did not appeal to her. Howeverywshid respond intuitively when |
responded to her musical ideas. She really came walen her musical ideas

connected with mine. This enhanced our relationship

One-on-One Relationship
Even though Rachel appeared to be shy and queekrsdw what she wanted to

do with her music. It did not feel awkward for noehiave her in a one-on-one session.

Boundaries

The sessions were kept to an appropriate lengthsrcycle. However, a
medical interview took place in the middle of ori@or sessions. The staff recognised
Rachel's enjoyment at playing the guitar, yet did recognise the music therapy work.
| felt undermined in an environment where there i@y hierarchy of professions. It
became important to hold on to my belief that garctiessional position has its value.
It may be valuable to communicate to other protesss how music can help their

patients. This would highlight the benefits of nuuierapy.

For the next cycle, | added this element into nngpeal goals:

Figure 5.4 Personal Planning Cycle 4

Personal Goal:
+ Directive and choices: To be direct but also offgroices

| felt girls who appear to be shy or quiet require facilitator to be directive

but also offer choices. | thought they may feel excomfortable when the music
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therapist ‘creates’ the music choices first, coragdao some boys who may prefer a

suggestive tone of facilitation.

5.4 Action Cycle 4:1 am different!?

(To be accepted, recognised and understood)
Megan appeared to be quite talkative with the staffwould shy away from her peers.

She would refuse when | suggested she play a gathether peers.

Session with Megan
5.4.1 Planning

Summary of previous contact:
Megan was on bed rest. She was very reluctantrtipate in any musical
activities in the playroom. She would play iCameyamnes or make crafts. She was, at

times, accompanied by one of her family members.

Planning based on previous contact:

» Explore her musical interests and experiences.
* Increase her self-esteem by creating successferexmges through music

Planning for the second session:

» Continue to observe Megan'’s choice of words andoask-ended
questions.

» Continue to record the songs that she wrote andgesuccessful
experiences through music.

» Continue to build a relationship with her and wathers (young people or
staff) through music making or conversation.

5.4.2 Clinical Notes
20" November 2007

Session: Individual with a family member

| went to visit Megan in her room while she and oh&er family members
were watching TV. They commented that they weretdrut did not want to come to
the playroom either. | asked if they would likeni@mve a music session with me in the
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playroom or alternatively, in their room. They agkil could help them to write a

melody to their lyrics.

Megan had a song that she had written yesterddly,wards about her ‘homie’
friends. She wrote lyrics about what her friendakiwhen she is sad, or upset. She
had used some negative emotional words in her $rigoon decided to discard the
song. She wrote a second one titled “Blues”. It alasut a time when she felt blue and
someone came along to cheer her up. Words jusetiawt from Megan’s pen. She
was fluent in writing sentences that rhnymed. | dskbat kind of style she wanted for
her melody. She said, “Hip Hop”. She then trieghleoy some Hip Hop tunes from her
mobile phone for me to listen to. | tried with twonor chords, D minor and A minor,
with lively strumming. There was not much respofiee her, but once | started
improvising short fragments of melody, Megan s&fgkah, that’s how it goes!” She

then started singing and made up her own melotlygtavords she had written.

21%' November 2007

Session: Individual with a family member

When | entered Megan’s room with the guitar andooeyd, she told me that
she had written another song that she would like¢ord. She mentioned that she
would also like to try playing the keyboard thayda@he new song she wrote was
about going to a party and being caught by her erofdthough the lyrics of her new
song did not contain emotional words (i.e. upsad, @& cry), she agreed to use a
melancholy chord progression after | suggested stiffegent examples. During our
previous contact, she had usually asked politelypémission or waited for others to
ask her first. But in this session, she instruetbdt she wanted for her song, in terms
of style, speed and its ending. She grew in confidesinging into the Mp3 player that
we used for recording. After the song recording.explored different tunes that she

was interested in.

5.4.3 Journal Entry
During the first music therapy session with Meggre gave the impression of
being frustrated at being hospitalised for suabng Iperiod of time. It could be

observed in Megan’s expression of boredom and@ce of subject in her lyrics. |
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faced dilemmas in discussing Megan’s emotions. jthisal entry excerpt

demonstrated some of the dilemmas | experiencedrimal discussion.

“Megan used a few emotional words (i.e. upset,@acty) in her writing. |
wanted to find out more about the words she chossé. The verbal
discussion became difficult for me, as | did nohitta assume nor ask
guestions that could lead to a situation, wher@lrbt have the skills or time
to contain her emotions. Is it good enough to jeave her emotions expressed

within the music?”

Taken from Journal entry 30November 2007
“Had | built enough trust in our relationship tostiuss the possible issues

reflected in Megan’s lyrics?”
Taken from Journal entry 2INovember 2007

However, in the second music therapy session, Mstated to take the ‘lead’.

This journal entry noted some of the changes indethave observed.

“Megan had started a new song after our sessioteyday to be worked on
today. She appeared to be more confident in heg 8witing and singing into
the recording device. She also started to takel¢tael’ in what she wanted to

do in the session.”

“There seemed to be quite a change in Megan’s ehoicontent in the new

song. | wondered if there had been a change irstege of mind.”
Taken from Journal entry 2INovember 2007

The following journal entry was written after aclission with the clinical
liaison and visiting music therapist regarding esthat had arisen from young
people’s choice of songs. There was an incidentevAgioung person had requested

some popular songs, with lyrics that were consili@rappropriate. The nature of the
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lyrics was not immediately obvious due to the uise cheerful melody, or use of

youth-orientated metaphors. It highlights the imi@oce of being more aware of young

people’s song choices, and whether they are apptegor the setting.

“It may be a way to build relationships with youpgople to show interest in

their interests. But, what is the rationale of gsarequested song that may

have a negative message in the lyrics? How coatthpt the song or address

the possible issues that arise in the song? Howoitapt is it to help the

young people be aware of lyrics in the songs ¥ @deeady sing the songs so

often in their own time?”

Taken from Journal Entry 2INovember 2007

5.4.4 Music Session Feedback

The following table presents data collected frontiviuals who provided

session feedback in the fourth cycle. These realdtscontributed to the process of

generating my personal goals.

Table 5.6 Music Session Feedback E

Music Session Feedback

Participant 9: Girl, 10 years old

Participant 10: Boy, 9 years old

Participant 9

Participant 10

Languages Spoken

English

English

Hospital Satisfaction (1-bad, 5t 5
good)
Music Session Satisfaction 5, itis really cool | 5

and lots of fun

Likes or Dislikes in the sessior

| liked everything

| liked recording songs on th
small iPod

D

Music session again? Yes Yes
Group/individual?

Any suggestions? No

Anything else? It is very cool

learning music
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5.4.5 Analysis of Learning

It would have been possible to write down the mglofdthe song Megan
wrote, but it would have taken a long time and kploeé moment of inspiration.
Though most young people in this setting did natirmusic, they showed very good
sense of aural memory. It felt appropriate to rdc¢be songs they wrote or played.
They then could be played back. Discussion coutdectrom this and changes to the
recording could be made. Consequently, on oneeo$éission feedback forms the
participant commented how they had enjoyed recgrdangs into the iPod (Mp3

recorder).

In response to discussion with the supervisor,rdigg instances where young
people were choosing songs containing inapproplyatss, steps were put in place to

improve future practice should the issue ariseragai

The steps were as follows:

» First, try asking them why they like the song, t@rether or not they know
what the song is about? Follow with open questamt®rding to their response.

« Ifitis the style of the song they like, try adagtthe lyrics to more appropriate
content. Alternatively, if there is an instrumergalt they like, try to arrange it
on the keyboard, and add other elements such éeedt instrumental
melody or rap.

e If a child with a particular concern (i.e. suicidahdency) were to choose a
song with hidden messages relating to the coneesimilar plan (as above)
could be followed. However, a safe environment ipayecessary to provide
further discussion. Alternatively, refer the issa@nother professional team

member.

There were eight personal planning goals implenakeint¢his cycle. Each goal has

been reflected upon as follows:

Confidence
The development of my confidence when interactiith Megan had been an

interesting progression. Megan seemed to be ineeté@s what my role was in the
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hospital, but when other staff invited her to jama participant in my research, she
refused. However, one of her parents gave congwent,later Megan reconsidered and
gave consent too. | was confident and comfortatikracting with Megan even though
she was very shy. She did not like to interact wither young people in the playroom,
and would at times want to leave the playroom bgeather young people were
around. However, when | heard that she did naotliytconsent to the research, |
wondered if | had been refused as a clinician @saarcher. | felt that either she did
not want to be involved in music, was feeling unéantable with my presence, or
maybe she did not want to be ‘analysed’ in theaese | tried to stay positive and
after Megan’s consent, was pleased that | had wioikenaintain my confidence

levels, in my interactions with her and her sister.

Flexibility

There were occasions when another family membempwnesent in the session.
Sometimes they showed an interest in learning cpéar song. | felt there were times
when it was helpful to respond to the other familgmber’s request, to draw the young
people into participating together. However, it waportant to give priority to the
needs of the young patient, if they were feelirgs lenportant or inferior, when their

family members became more dominant.

Decision Making
| have learned that not all young people want tpdo of a ‘group’ if it makes
them uncomfortable. | decided to accept Megan'fepeace to have her own space. |

recognised her need for privacy and support. Fteen bn, Megan grew in confidence.

Opportunities

| attempted a few times to ‘create’ musical momevtien Megan was in the
playroom but it did not appeal to her. | visiteddde in her room to invite her for a
music session, and she happily requested my syppdrelp her with her song writing
(See Clinical notes 5.4.2).

Facilitation
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As mentioned earlier (See clinical notes 5.4.2)ghtehad taken on a clearer
‘leading’ role in our second session. It was imaottto recognise a young person’s
comfort zone in a leading role, and in combinatoth development of my

confidence, to adapt my facilitation style to gh# situation.

One-on-One Relationship
This element was not relevant in this action cyadéviegan was always

accompanied by her sister during the sessions.

Boundaries

In this cycle, | kept my session length within ngubndaries.. | did not
encounter the professional boundary dilemma | egpeed previously, within the two
sessions | had with Megan. No medical procedurals ptace during Megan’s music

sessions.

Directive and Choices

The most challenging part of the music therapyisassith Megan was the
verbal discussion in relation to her lyrics. Thedg were written in the context of
friendships or party themes. There was the pogyiltiat the words she chose to use
portrayed her current state, or could have simpbnbwhere the rhyming words had
led her next line of lyrics. It was challengingask questions without making
assumptions or directing. It was afterwards suggkly one of the play specialists that
the situation could be improved by using an opetredmjuestion like, “Can you tell
me more about...?” Other possible open-ended qumsstiould be based on the
material the young people had already provided, 8Mhy did you choose to write the
lyrics based on that theme?”, “Which part of thecly did you like/dislike the most?
Why?” However, due to the limits of session avaligband the time span of my
research, this may need to be explored in thedutur

However, in music sessions, when | was able toiteetdi.e. by adapting
Megan'’s ideas for her song style), Megan was abhetdecisive in the choices she
made (See Clinical notes 5.4.2).
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Chapter 6. Discussion

This section provides discussion on the overalettgyment of cycles of
learning analysis. The findings will be linked teetresearch aims and the relevant
literature discussed previously. Furthermore, sofrtee challenges which came up
during the research process will be included. Theree also unanticipated issues

which caused limitations in providing some inforioat

6.1 Summary of Learning Analysis

I intended to work towards my personal goals oleoito improve my music
therapy practice with hospitalised adolescents.drkas that | identified to be
developed included confidence, flexibility, decisimaking, opportunities, facilitation,
one-on-one relationships, boundaries, and balaetveslen being directive and offering
choices. The last three elements were included iatiection upon each previous

cycle.

Although it was a challenging experience executiregclinical work in this
research process, | foundsignificantlybeneficial. Action research allows the
researcher to examine her ongoing actions, or syaflactions, undertaken in the
chosen setting and with the chosen population (fswate& Herr, 2005). My clinical

practice was therefore developed through reaclmegget personal goals.

As has been noted, | have examined my interactagtisthe participants in the
context of reaching my personal goals, throughueeof clinical notes, journal entries,
collection of session feedback, and discussions supervisors and other staff. This
was to ensure the development of the research ggo@éthin the given time period,
this research provoked me to improve my music fhepaactice and therefore, better

meet the needs of hospitalised adolescents.

6.2 Improving Relationship-Building




An Action Research with Hospitalised Adolesce‘nﬁﬁ)

The findings showed that | improved my music thgrpgactice with
hospitalised adolescents through relationship-mgldThis was particularly observed
in the areas of; enjoyment, communication and ceangnd is detailed as follows:

Enjoyment

According to Gustein and Sheely (2002), enjoymerat basic skill of
relationship-building. Other skills will progressiy build upon ‘enjoyment’ over a
period of time. Throughout the action cycles, liced that the young people
increasingly enjoyed the music sessions as | ingatauy practice. The feedback from
young people who had music therapy sessions, iadladmments such as “it’s really
fun”, “I enjoyed it”, “she’s cool because she’s fynand gets everyone involved”, “IT
WAS COOL!"" Nine out of ten individuals commentéaiat they would like to have a
music session again. There were four who respotidedhey would prefer a group
session and one responded how she would prefadandual session. This suggested
that the music sessions were able to meet sonte afdvelopmental needs of a

majority of young people, in the specific areaseaim play and peer interaction.

Some of the young people commented how they enjbged) able to play on
the drums, or being able to learn to play tunetherkeyboard e.g. “| have been able to
play different tunes and enjoy myself”, “I likedcarding songs on the small iPod”.
This feedback reflected young people’s need fatifig enjoyment through mastering
a skill (Gallo-Lopez, 2005, Denholm and Fergus@87, Eccles & Gootman, 2002,
McLaren, 2002; Robb, 1996). | found my enjoymenthaf music sessions increased as

I improved my ability to develop relationships witbhung people.

Communication

Gallo-Lopez and Schaefer (2005) discussed therdiffestages of mechanical,
verbal and emotional communicators as a key tosagstationship-building. There
were some aspects of communication from the ppaits that showed changes, such
as; their body language, the depth of their coraters, and the affect or tone of their
voice when expressing emotions. | found my commatioa also showed

improvement in relation to connecting with youtltere.
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Changes

Gustein and Sheely (2002) addressed the develophsdnitt in the focus of
relationship. The ‘power’ in a relationship can em@ge ‘changes’ when the
‘participants’ gain insight into themselves (Arnas@006, Miller & Stiver, 1997,
Kenny, 1989). The changes in the participants @seen in; Richard’s change in
attitude towards me as music therapy student, @igis change in her threshold to
noise, Rachel’'s change in independence, and Megaaisge in the content of her
lyrics. There were also changes in my ability tddpositive relationships with young

people.

6.3 Improving Music Therapy Practice

The continuous development of music therapy pradgi@n ongoing journey.
This action research provided opportunities fortmmexamine and develop different
areas of my music therapy practice. Through themcycles, | increased my
confidence in a range of areas relating to my pexsgoals including: flexibility in
adapting my planning; ability to make instantanegesisions; being able to capture or
create musical opportunities; facilitating skilajilding one-on-one relationships;
setting boundaries; and being able to be direanakalso offer choices. According to
Darnley-Smith and Patey (2003), the personal silittabf the music therapist is as
essentially important as her musicianship. Theasthlso discussed the process of
self-learning and confronting one’s own defence anderability to improve one’s
practice. Therefore, | was able to improve my mtiserapy practice by improving my

personal awareness, my flexibility, confidence eaftéctive capacity.

Some of my music therapy practices are linked leveat literature as follows:

Song singing

The use of song folders provided a gateway to assmsg people’s repertoire,
music preference and musical ability. Appropriaiegs that were suggested could be
added to the folder. The song folder offered clotbat allowed me to respond to
young people’s requests. In the process of somgyrginyoung people were offered
choices, support and independence. Bailey (1984)sihted that the use of songs have

the potential to establish human contact.
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Song writing

Song writing did not appeal to all of the adoles¢serowever, | gained
confidence in encouraging song writing throughetdight techniques. Song writing in
groups could be introduced through familiar somgspves from popular songs, or

personalised lyrics when appropriate.

The Instruments: improvisation/group drummingfiastional teaching

The musical instruments tended to be the mostlpopay to intrigue young
people for music sessions. Most of the young peioptleis hospital had musical
backgrounds, either through family, school or chuiithere were a variety of ways to
develop a music session using an instrument. S$e(28©3) showed how the musical
instruments can be an extension of people’s volassticed that the way a young
person improvises or ‘practises’ on an instrumeften offers a range of non-musical
information in the assessment stage. This inclualésntion span, interests, personality
dynamics, interpersonal skills, intrapersonal skéind the level of impact

hospitalisation is having on them.

Verbal Processing

The depth of verbal discussion was what | foundtraballenging. Therefore, |
believed there was a need for more training to ldgvile skills needed to discuss
personal or sensitive topics. However, verbal dismn had become more comfortable
as my knowledge of young people, my medical knogéednd my understanding of

the impact of hospitalisation on adolescents degezlo

6.4 Ways to Actively Engage Adolescents

Throughout the process of finding ways to activeigage adolescents within
music therapy sessions, | implemented the followmmeghods; instrumental playing,
recording, project based music activities, playanginging favourite/familiar songs,
and lastly, peer interaction through group musssems. The instruments had the
potential to draw adolescents’ attention and allbwes opportunity for adolescents to
initiate and become engaged in a music sessiomuimental playing also offered skill

learning for the adolescents to give them a sehaelsevement. Most adolescents
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were intrigued by technology (such as recordingaisy) that appeared to be up-to-
date, hence the incorporation of an Mp3 recordéPod encouraged them to set a
higher standard for their own ‘performance’. In@rtb achieve the standard the
adolescents wanted for themselves, they becameatedi to practise and
communicate with one another regarding their nolthe recording. Project-based
music activities allowed the adolescents to hagead to work towards. Most
adolescents that were hospitalised could not gatieiwhich day they would be
discharged. An achievable project that adolescamitd accomplish could promote
self-esteem. Playing or singing familiar songs pfed structure, for adolescents to
share what they knew with one another. Hence, #hoals that are discussed above
could be incorporated to enhance positive intevastbetween adolescents in group

sessions, and help to build peer relationships.

6.5 Research Challenges

Initially, during the ethics approval period, |emtded that for each action cycle,
I would recruit two adolescents to take part inradividual session, over a three week
cycle. They would be co-participants in this reshaHowever, it was difficult to
restrict the cycles to a specific time period,lesddolescents’ admission to hospital
occurred at different times in the cycle, and #rggth of their stay also varied. In
addition, it was my intention to recruit one or tadolescents to participate in the
session feedback process of every cycle (thesehanag overlapped with those that
gave consent to be the co-participants of the resgad\evertheless, it was practically

too difficult to structure the cycles as plannedtfe following reasons:

1. The length of young people’s hospital admission ugsredictable and
uneven.

2. The challenge of recruitment due to the stressepitalisation, or the
absence of parents/caregivers during playroom hours

3. The complication that arose with having sessiorimunction with
other young people who did not have consent todoegd my research.

Therefore, | considered that what was learnt frachegoarticipant may be a

cycle in itself, which could contribute towards thext cycle or participant.
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It was challenging to be both a practitioner argtegcher. The dual roles could
cause a bias in the clinical work by prioritisimg tpatient who gave consent, in a
group setting. This was constantly reflected umominimise the effects of the dual
roles. However, it was standard practice, withis #etting, for some patients to be

considered a priority by staff, depending on thel®f concern.

In contrast, the aim of this research was to imenmy music therapy practice
through relationship-building. Because of this réhweere some factors that got
overlooked. For example, when young people’s sdragce was inappropriate for the
setting, it was considered important to make agssibnal decision, to discuss why
their choice was inappropriate, rather than justé@gg to their choices for the sake of
‘building a relationship’. There was also a dilemmaelation to the amount of
information | would disclose when the young peasdked me personal questions.
Therefore, any questions that | deemed to be togopal were usually answered in

humour.

6.6 Unanticipated Issues

There were some unanticipated issues that weredrdisring the research
period. Firstly, it was not anticipated that we \brecord some of the music therapy
sessions. The audio/video consent form was nongwéhe participants or their
caregiver(s) in advance. Secondly, there was namdy involvement than | had
anticipated. However, there was no consent fornfidimily members to be included in
the prepared research. It is common in Pacifimtsleultures for extended family to be
called as the siblings, even though they may baenate, aunty or cousin. At times it
was confusing for me as to what relationship eistetween the family member and
the adolescent. Thirdly, the participant’s ‘parémgyht actually be their foster
parents. There were times when obtaining consent firth parents was not
appropriate. It could be that the foster parentsdiblegal rights. It was therefore
important to have some information about a famibeskground before recruitment.

Furthermore, most young people participated in gktvithin the hospital, in

the mornings. By the time they came down to thgrplam after lunch, there were less
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than three hours left for me to work with them. ®times they would request to play
pool, games or do other art activities. There weasy other young people who were
interested in participating in music sessions, witbnot consent or did not have the
opportunity to be invited as a participant in teegarch. It became difficult to work

with everyone who was interested in having a msegsion on an individual basis.
Finally, the spontaneity of group sessions alloywedng people with a wide

range of ages and backgrounds to participate. Héimeree were times when it was

difficult to engage all of those present in a greegsion.

6.7 Considerations for Future Research

Due to 1) limited length of time for this resear2hthe high rate of turnover of
patients, and 3) the nature of action researatutid be valuable to carry out more
music therapy action research in this settingeeitver a longer period of time, or for
a more intense block of contact such as threevéodays a week. This would allow the

observation of continuous changes.

Music therapy sessions that occur in this settiitg voung people may
frequently involve other family members, especiailylings. A study of how music

therapy can support both young people in hospitdltheir families may be explored.

Finally, there is a wide range of diverse profesals working in the paediatric
ward. A study to draw out the strengths of othefgssionals, and the possibility of
team work, incorporating music therapy and otheciglines could be undertaken.
This would provide insight into houmclusive‘medical treatment’ could benefit young

people, physically, emotionally and socially witlarmospital setting.
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Chapter 7. Conclusion

The action research process allowed me to examyn@wn music therapy
practice with hospitalised adolescents, throughesyatic reflection, enquiry and
action. Though many challenges arose whilst ina@fjpay an action research model
within this setting, it has provided valuable laagiin both my researcher and clinician
roles. I initially set goals in relation to my penmal attributes, professional techniques

and approach.

The four participants and those anonymous younglpevho participated in
the session feedback procedure, provided a rangseddl information and responses
when relating the music sessions or interactioayg tad with me. The findings have
shown the benefits of music therapy for providingpgment, support and skills for

hospitalised adolescents.

This research has helped me to scrutinise my peaatd thus develop my
confidence and ability, to work within the professal field of music therapy. The
cycles of action research led to growth in my itidm, and increased my capacity to

build relationships with hospitalised adolescents.

In conclusion, hospitalised young people encoumizny challenges especially
at this stage of their development. The experiafi¢wspitalisation for them may be
detrimental in many aspects. There are many priofegls such as child life specialists
(hospital specialists), psychology team memberstaids, nurses, and professionals of
other disciplines who recognise and work with thegue needs of this group. It is
hoped that the result of this study will 1) promtite use of music therapy with
hospitalised adolescents in New Zealand paediati$pitals, 2) encourage other music
therapists to engage with this particular grouj, anencourage other music therapists
to carry out action research in hospital settidgs‘music” is an important and
attractive culture for young people, it is a stroogl with which to make contact, build

relationships, and ultimately provide support thyloout their period of hospitalisation.
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Appendix 1: Glossary

Hospital Play Specialist (Child Life Specialist)

The hospital play specialist (child life speciglistms to provide therapeutic play
within a paediatric hospital to minimise the trauomanxiety of hospitalisation, and is
concerned with meeting the emotional and developah@eeds of paediatric patients
and families (Froehlich, 1988; Ayson, 2007).

Osteomyelitis

Osteomyelitis is aacuteor chronicbone infection, usually caused by bacteria. When

the bone is infected, pus is produced within theehevhich may result in aabscess
The abscess then deprives the bone of its blogaysuphe symptoms can include

fever, pain in the bone, local swelling or nausea.

Rheumatic Fever

Rheumatic fever is common worldwide and is resgdador many cases of damaged
heart valves. Rheumatic fever mainly affects ckitdbetween the ages of 6 -15, and
occurs approximately 20 days after strep throatcarlet fever. The symptoms can
include fever, joint swelling and pain, and headfjpems that result in shortness of
breath and chest pain.

SUFE

A slipped upper (or capital) femoral epiphysis oadition that is most common in
growing children, especially between the ages e13.1This disease may affect both
hips. An epiphysis is an area at the end lohg bonethat is separated from the main
part of the bone by the physeal plate (growth platethis condition, a displacement
occurs in the upper epiphysis while the bone Ibggbwing. The symptoms can

include knee pain, hip pain, restricted hip movetnendifficulty walking.
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All medical references were retrieved from Medigatyclopaedia. (2006).

MedlinePlus Retrieved February 9, 2008, framtp://www.nlm.nih.gov/

Appendix 2: Information Sheet for Parents/Caregives

\\\ s

NEW ZEALAND
SCHOOLsMUSIC

Your child is invited to take part in a project wlehe researcher will explore how she
can develop and improve her skills in building tielaships with hospitalized
adolescents. It will also explore whether it isuadle to have a music therapy
programme during your child’s stay and aims to ttgwvgood music therapy service
with adolescents in a hospital setting. This projeandertaken as part of the Master
of Music Therapy under the supervision of Sarahllios (Director of Master of
Music Therapy Programme).

I will invite adolescents who are willing to parpate as a co-participant to be part of
the project by participating in music therapy sassior contributing towards session
feedback procedures. The music therapy sessiond caoge from 15 minutes to 1
hour, depending on the circumstances. The sessamtbéck can be completed within
15 minutes. As to standard practice, | will recevbdat happened during the music
sessions. For this study, the relevant materiardes in the session notes may be used
for reference if the adolescents and their parararégiver have given consent to be
part of the study. As to the session feedbaclantlme completed in either written form
or audio recorded as you and your child choose. é¥ew your child will not be
excluded from the music therapy service if you auarychild does not wish to take part
in this study.

There will be no information used in this projedtieh could personally identify you
or your child. I will protect the confidentialityf adentity by using pseudonyms for the
write-up of the researclData from the study will be stored in a secure rcanthe
New Zealand School of Music for a period of tenrge®nly the researcher and her
supervisor will have access to the data. Once theegs is completed, a copy of the
dissertation will be held in the Massey and Viaddniversity libraries.

Participation in this project is entirely voluntaiou have up to a week to decide, and
can decide after the music therapy session if yish.wour child will not be excluded
from the music therapy clinical service if you dat wish your child to take part in this
research. You are under no obligation to acceptithiitation. If you decide to give
consent for your child to participate, you haverigét to:
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e withdraw your child from the study at anytime uphe completion of the study

(January 08);
* ask any questions about the study at any time dyoanticipation;
* provide information on the understanding that yand your child’s name will
not be used;
* have access to a summary of the project findingsnwh is concluded.

If your child consents to participate in an anonysieession feedback:
* He/ she has the right to decline to answer antyqodarr question.

If you wish to have a copy of the summary of thejget findings, it will be available
upon request. However, the results may not be reEadyublication until midway
through 2008 as this may be a progressive pro¥esscould get hold of the
researcher through contacting the Play & Recreaienvice irjjit. or through
her contact. If you prefer, a copy of the releuasults can be mailed to an address
supplied.

If you have any concern or require more informatiegarding the project, please
contact Lisa Wang (LJ) or my supervisor, Sarah kinskas the contact provided.

Researcher: Supervisor:
Lisa Wang Sarah Hoskyns (Director of music therapy)
Music therapy student Nesaland School of Music
Ph: 0212671117 Box 2332
09 4182668 Wellington
tzuyaya@gmail.com 04 8099 extn 6410

This study has received ethical approval from tleetiNern X Regional Ethics
Committee.

If you have any queries or concerns regarding yigits as a participant in this
research study, you can contact an independentiaad Disability Advocate. This is
a free service provided under the Health and Disaliilommissioner Act:

Telephone (NZ wide): 0800 555 050
Free Fax (NZ wide): 0800 2787 7¢€0800 2 SUPPORT)
Email: advoga® hdc.org.nz

Lisa Wang (LJ)
Researcher
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Appendix 3:  Information Sheet for Young People

\\\ s

NEW ZEALAND
SCHOOLsMUSIC

Lisa (LJ) is going to offer music sessions to sgfoeng people in our hospital. She
will write a project about the young people andrthausic for her university teacher to
mark. The project will be made into a book for peo read. The project will not

have our real names in it. The project will be @dwaw young people who have music
think of the music program.

You are invited to take part in LJ's project. LJllwiave music sessions, group or
individual, with young people. If you'd like to lpart of LJ’s project, part of your story

can be written into the project. We can play musigstruments together, singing, or
any music activities that you can think of. The mugoup will be about half an hour.

The individual session can be 10 minutes to 40 tesdepending on how you feel.
You are also welcome to give your comments abauts#ssion to help LJ work better
with young people. You don’'t have to answer all thuestions in the feedback if you
don’t want to. You can also join in the music s&sss normal and not be part of the
project, if you would prefer.

This project will be read by other music therapisksctors, nurses or play specialists
when it is finished. You can take some time to khatbout whether you would like to
be a part of this project or not. You can talk %X (member of play specialist staff
or LJ, and ask questions about the music sessidheoproject before you sign this
paper. XXXX will read it through with you and makare you know what'’s involved.
If you would like to have music and be in the pobj@lease sign the ‘consent’ page.

If you have any worries or want more informatiomabthis project, please contact
Lisa Wang (LJ) or my supervisor, Sarah Hoskyndyedsw.

Researcher: Supervisor:
Lisa Wang Sarah Hoskyns (Director of music therapy)
Music therapy student Nesaland School of Music

Ph: 0212671117 Bax 2332
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09 4182668 Wellington

tzuyaya@gmail.com Ph804 5799 extn 6410
This Study has received ethical approval from tloetihern X Regional Ethics
Committee.

If you have any queries or concerns regarding yighits as a participant in this
research study, you can contact an independentiHmad Disability Advocate. This is
a free service provided under the Health and Diisaliommissioner Act:

Telephone (NZ wide): 0800 555 050

Free Fax (NZ wide): 0800 2787 760800 2 SUPPORT)
Email: advoga® hdc.org.nz

Read and explained to: (name of patient)

By: meNd staff member)

Signature: Date:
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Appendix 4: Consent Form for Parent/ Guardian

\\\ s

NEW ZEALAND
SCHOOLsMUSIC

1. I have read and | understand information sheetldl@eSeptember 2007 for
volunteers to take part in the project to inveseadgsow music therapy can support
young people facing hospitalisation and whether inportant / valuable to have
music therapy sessions in the hospital.

2. lunderstand that it is my choice for my child @ fart of this study and that we
can withdraw from the study at anytime before thegletion of this project (Jan
/08) and that this will not affect my child’s eligiity to receive music therapy
outside of the project.

3. lunderstand that any information relating to mildh participation in this study is
confidential and that no material that could idigniim / her will be used in any
form in this study.

4. | understand that the research will cease if iutthappear harmful to my child.

5. | have had time to consider whether | will give sent for my child to take part in
this study.

6. | know who to contact if | have any questions ona@&rns regarding to this study.

7. lunderstand that the study will be presented eyésearcher as a project towards
the qualification of Master of Music Therapy, Newaland School of Music.

8. | give consent for the researcher to use the sessites relating to my child:
YES / NO

9. | wish to receive a copy of the results: YES /NO
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(full name amiguardian), hereby give

consent for

(full name of

child) to take part in this study.

Signature:

Date:

Signature of witness:

Name of witness:
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Appendix 5: Consent Form for Young People

\\\ s

NEW ZEALAND
SCHOOLsMUSIC

| have read and | understand information sheetdB®eSeptember 2007 as

explained to me about having music sessions wih [lLJ) and being in her
project. | know LJ will include parts of her notisout what happened in the
session with me in her project to share with ofieaple.

. I know that my real name will not be used in thej@ct for confidentiality.

| have had the chance to ask questions, and apyheth the answers.

I know that | do not have to have music sessionis iad and that | can say no at
any time.

| have had enough time to think about whether ke fzart in the music sessions.
I know | can talk to LJ or XXXX about my feelingbaut the music session(s), and

that | can ask LJ or XXXX any questions about thesim sessions.

viikeltb have music

sessions with Lisa (LJ) and be part of her project.

Patient signature:

Date:

Project explained by:




An Action Research with Hospitalised Adolesce‘n’@

Appendix 6: Music Session Feedback Date
Are you a boy / girl? (please circle)
How old are you?

What language (s) do you speak?

Please score how you feel about your stay in haisipdm 1 to 5
(1 — not so good, 5 — really good). Comment (s)?

Please score how you feel about the music sessithe ihospital from 1 to 5. .
Comment (s)?

How was the session for you? (Was there anythingliked or did not like?)

Would you like to have a music session again nex¢? Y / N (please circle)
If yes, would you prefer a group or individual ses8

Is there anything you could suggest to help LJ vmater with you or any other young
people?

Is there anything else you want to say about tesise?
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Thank you very much for joining in and doing thiof me!!

Appendix 7: Example of Clinical notes
20" November 2007

| went into Megan’s room while they were both wanchTV. Megan and her family
member (A.) appeared to be quite bored but didwvaoit to come down to the
playroom either. They asked if | could help thenwtidte a melody to their lyrics. |
asked if they would like to do that in the playroomin their room. They chose to stay

in their room. So, | went to gather some instrureemd materials.

Megan showed me the lyrics for a song that sheAwrdaten yesterday (with words
about her homie friends). The lyrics mentioned whay thought of her if she was sad
or upset. She wanted to discard that song andastatv one. The second song she
started writing was titled “Blues”. It talked abduthen | feel blue, you cheer me up’.
When | asked if she was thinking of someone wherwgs writing the song, she
jokingly said it was her cute nephew and niece. &tecpntinued to write lyrics, and
asked for words that would rhyme with her linesrethough she came up with all the
words by herself. Megan tried to complete her s&hges’ but she was stuck with the
phrase “when life was not OK”. | asked her, “Howabnow?” She commented, “Still
not OK".

When we wanted to develop a melody for Megan'séyrl consulted Megan for the
style of song she wanted. She played some songsHen mobile to show me the ‘Hip
Hop’ style she was after. | tried with Dm and Anodls with lively rhythm. Megan
stared at me looking lost. | started making upriragts of melody by humming.
Megan listened and said, “Yeah, that's how it go&sie then started making up her
own melody to the words she had written.

| asked Megan if she would like to record the s@tte agreed. Megan did not want to

hold the recording device (Mp3 player) close tg Berher voice sounded quite faint
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when we listened to it together at the end. Wesffiad the session by agreeing to

continue working on the song the next day.

Appendix 8: Example of a Journal Entry
20" November 2007

Megan seemed to have a close relationship witliameity member (A.). A. was also
quite supportive of Megan’s choices and interd3tsing previous contact, Megan did
not want to be part of the music therapy researcbgss, so | felt that she was slightly
defensive towards what | could offer. After a pdraf contact through non-musical
circumstances, Megan accepted the invitation togyaate in the research. | wondered
if she had changed her decision due to our relgtigpndevelopment, or maybe due to
her curiosity about being part of a research ptojec

| wondered if | should have encouraged Megan ntwai t did, to go to the playroom
to interact with others, when | offered the chatevhere to have the music session. In
hindsight, Megan had already been to the playrodewaimes but was not
comfortable interacting with others. We would prolyanot have had the privacy and
space to develop what Megan and | wanted to achieespace that was shared with

others.

Megan used a few emotional words (i.e. upset, sadyd in her writing. | wanted to
find out more information about the words she chosgse. The verbal discussion
became difficult for me, as | did not want to assumor ask questions that could lead
to a situation, where | did not have the skillgiore to contain her emotions. Is it good
enough to just leave her emotions expressed wili@mmusic? Was there an issue
regarding Megan’s emotional state? | expressedangerns with one of the play
specialists. Together we decided to observe Megdate further to see if other
intervention was needed. If Megan expresses hesseilarly in the next session,
maybe | should ask more ‘open’ questions such@an’you tell me a bit more

about...?”
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Appendix 9: Peer Debriefing Process

The peer debriefing process took place with a fehlousic therapy student who
reviewed my findings from the fourth action cycladats relevant appendices
(Appendix 7 and 8).

The main points suggested and discussed were:

» Paraphrasing some of the sentences.

* Some potential misunderstandings which requiredficiation.

* The tone of language needed to be more formal/atade the ‘learning analysis’
section (even though it was written from a firstqoa perspective). It was
suggested that | try to be more objective and damdiow the reader would
perceive the information.

* The reasons for journal quote selection needee &ldborated on, to communicate
the significance of why it was being referred to.

Therefore, the changes made included:

* The introductions to journal entries were extentbegive better context. Instead of
presenting journal entries in one section from tagay, they were broken down
into different categories.

* Words that were considered too informal were regrlagith more formal
alternatives. e.g. ‘typical’ changed to ‘convenabn

* | have added examples of what ‘emotional’ words mhea

» Some of the phrases which started with “it felefikvere taken out and

paraphrased.
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