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Abstract
The present research examines the effect of music therapy on the affect of
hospitalised children. It took place on a paediatric ward of a New Zealand
public hospital. This study aimed to investigate the role of music therapy in
addressing patients’ psychosocial needs. Literature on the impact of
hospitalisation, and on the use of music therapy in hospitals and paediatrics
was reviewed. The research involved an audit of the therapist’s clinical
notes from music therapy sessions over the course of seven months. The
clinical notes included measurements of children’s mood from the beginning
and end of sessions, using McGrath’s (1990) Affective Facial Scale. It was
hypothesised that mood measures following music therapy would be higher
than pre-music therapy scores. Statistical analysis of the facial scale data did
not show a significant difference between ‘before’ and ‘after’ measures.
These results were discussed with regard to a ceiling effect (this is, the
measurements indicated patients were at the happy end of the scale before
the music therapy session, so there was little room on the scale for mood to
improve following music therapy). The measurement of emotion did not
prove to be straightforward. The hospital environment may have influenced
the patients’ responses in a number of ways. These environmental
influences are discussed with reference to examples from the clinical notes.
The usefulness of facial scales in this context is discussed, as well as other
limitations of the research. Suggestions for future research include the use
of other mood measures, and the inclusion of measurements of parental

mood and how this affects the child.
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Introduction

The present research took place on a paediatric ward of a public
hospital in New Zealand where the researcher worked as a Music Therapy
Student (MTS) on a clinical placement as part of her Master of Music
Therapy requirements. The MTS worked alongside the play specialists and
the health school teacher in the Allied Health team. The play specialists are
employed to provide children with experiences that support development
and learning, to prepare children for medical procedures and help them
cope with pain, illness, fear and anxiety associated with hospitalisation.

In working in a team with these professionals, the MTS developed an
approach that focused on many of the same issues the play specialists
addressed, so that the work carried out by play specialists and the MTS
complemented and reinforced each other. Patients typically do not stay on
the ward for long. The MTS worked on the children’s ward for 3 consecutive
days per week, to maximise the possibility of building rapport with patients
and the opportunity to work with them more than once where possible.
However, it was common for the MTS to only work with a patient once
before they were discharged. Music therapy was therefore often conducted
within a single session framework.

The music therapy practiced included a range of musical activities,
determined by the needs and preferences of the patients. Guitar and various
tuned and untuned percussion instruments were frequently used, as well as
occasional use of a piano, flute, and whistles. Sessions typically involved

interactive music making between patients and therapist, in improvisation
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and recreating familiar songs. Songwriting, movement to music, and
creating musical stories were also used.

This study focuses on psychosocial and emotional aspects of
children’s care, to reflect the goals and approaches used in the music
therapy work and more broadly, those of the allied health team. Literature
pertaining to the impact of hospitalisation on children and literature on
music therapy work in paediatrics is examined in order to provide the
context from which the present study emerged.

Personal Stance of the Researcher

The MTS went into the year’s work on the paediatric ward with her
own background, which influenced her work in this setting. This section
therefore is written in first person prose. I felt it was important to consider
my own experiences, and acknowledge they way they might impact upon
my clinical work and research. Indeed, McFerran (2006) discusses the way
research questions are borne out of underlying, more personal questions.
She states that our questions “are shaped by our experiences and our
thoughts, our clients and our colleagues, our successes and our failures.” As
a child, I suffered from respiratory illness, which saw me come under the
care of a specialist paediatrician, with several outpatient visits to hospital.
Regular visits to an endocrinologist for another matter in a neighbouring
city resulted in many blood tests, and I recall feelings of associated anxiety,
even while travelling the 1 hour 30 minute car journey to get to the
appointments.

As a teenager, an admission to hospital had a considerable impact

upon me. [ remember feeling scared and isolated, uncertain about the
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medical procedures I had to undergo, and worried about my health. Several
years later, when embarking upon a university education in psychology, |
became fascinated by developmental psychology, neuropsychology, and
examining the way the brain functions in sensation and perception, which I
discovered often overlapped with the things my friends were covering in
their medical training. When considering the music therapy placement for
the year, I was drawn to working in a hospital setting, with a particular
interest in working with children. My own experiences led me to reflect on
the way that hospitalisation impacts upon children and how music therapy
might be able to help patients cope with the hospital experience. While
using McGrath’s (1990) Affective Facial Scale in my practice on the
children’s ward, I became interested in further investigating how pooling
these data may provide a measurement of the effect of music therapy on

mood.
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Literature Review

This literature review is divided into five main sections, with various
subsections included in each section. The first section details the research
on the impact that hospitalisation has upon children and how they cope with
stress, anxiety and pain while in hospital. The second section discusses
research on the use of music therapy in hospital settings, while the third
section narrows this further to the application of music therapy in
paediatric care. The fourth section examines research using facial scales,
and the final section describes the present research.
The Impact of Hospitalisation: Coping with Stress, Anxiety and Pain

The Stress of Hospitalisation

Hospitalisation can be stressful for both children and their families
(Skipper & Leonard, 1968). Hagglof (1999) identifies that not only medical
procedures, but also the very process of being hospitalised itself can elicit
psychological stress. Children’s abilities to cope and adjust depend upon the
type of trauma, the child’s temperament, and the support provided by staff
and family.

Peebles-Kleiger (2000) goes further and identifies hospitalisation as
a traumatic stressor. The Diagnostic and Statistical Manual of Mental
Disorders (American Psychiatric Association, 2000), defines a traumatic
stressor as an event where there is “actual or threatened death or serious
injury, or a threat to the physical integrity of self or others” (p. 463).
Peebles-Kleiger goes on to explain that hospitalisation can be particularly
traumatic when life is under threat, death occurs, there is displacement from

one’s community, or one is exposed to disfigured bodies.
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Shields (2001) identifies seven factors that augment emotional
trauma in hospitalised children, based on a review by Wright (1995; as cited
in Shields, 2001). These factors are:

1. Admission exceeding 2 weeks

2. Painful injuries or illness

3. Lack of sufficient preparation for routine admissions

4. Prior negative experiences of hospitalisation

5. Parental absence

6. Parental anxiety

7. Inadequate paediatric training for hospital staff.

While there does not seem to be any easy way to avoid some of these
factors (such as lengthy admission or painful injuries), others in this list can
be addressed to promote coping with hospitalisation. Hospitals could
implement programmes to prepare children for surgery and other medical
procedures, parents could be encouraged to actively be involved in caring
for their child in hospital, staff could take time to help parents with their
fears for their child, and hospitals might request staff working on children’s
wards to be educated in paediatric care.

Indeed, hospitals seem to be taking steps in these directions.
Increasingly, hospitals are including family-centred approaches to children’s
care (Ayson, 2007). The roles of music therapists, and play specialists or
child life specialists, focus upon providing psychosocial care alongside the
medical care that the patients receive (Edwards, 2005; Froehlich, 1984;
Hendon & Bohon, 2008; McDonnell, 1984; O'Neill & Pavlicevic, 2003,

Rudenberg & Royka, 1989). These therapists and specialists use their skills
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to support family units, provide information and use other methods to
relieve anxiety and prepare both children and their families for upcoming
procedures (K. Aldridge, 1993; Brewer, Gleditsch, Syblik, Tietjens, & Vacik,
2006, Whipple, 2003).

Like Shields’ (2001) list of factors that increase trauma, Petrillo &
Sanger (1980) list some of the difficult and stressful situations faced by the
hospitalised child. These include:

1. Separation from family and home

2. Unfamiliar people and room

3. Being subject to nurses and staff carrying out procedures that

could be painful

4. Unfamiliar environment, equipment and routines

5. Understanding of illness - young children often perceive illness as

being a consequence of something they or their family did.

It seems important to take steps to help children cope with the
impact of hospitalisation when one considers the myriad of issues they are
faced with when admitted to the hospital ward.

Physiological and Behavioural Effects of Stress and Anxiety

The relationship between stress and anxiety is delineated by D.
Aldridge (1993). He explains that stressors experienced by the individual
can produce a state of anxiety. Anxiety can involve both the subjective
feelings of worry and nervousness as well as physiological changes. When
people have little control over their situation, and may not understand their

diagnosis or the medical procedures necessary, and may not have readily
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available support; then it would seem likely that hospital could provoke
anxiety and other negative emotions.

Lepore, Miles, & Levy (1997) indicate that the negative emotions
associated with stressful environments can adversely impact upon health
and wellbeing. Rozanski & Kubzansky (2005) state that negative emotional
states can effect physiological changes. They explain that there is an
increase in stimulation of the sympathetic nervous system, which in turn
leads to a faster heart rate, higher blood pressure, and delayed recovery.
Additionally, Skipper & Leonard (1968) note that stress can cause higher
temperatures, sleep disturbances and post-operative nausea. Therefore,
interventions that aim to reduce negative affect and promote coping seem
particularly valuable in the hospital environment.

In addition to physiological manifestations of stress, children'’s
behaviour can also be affected by stress and hospitalisation. Harbeck-Weber
& McKee (1995) cite two earlier studies that provide statistics on children'’s
reactions to hospitalisation. They report that within 2 weeks of undergoing
surgery, 11% of children exhibit severe behaviour problems (Lumley,
Melamed & Abeles, 1993, as cited in Harbeck-Weber & McKee, 1995) and
that increases in anxiety and/or aggression have been observed in 93% of
preschool children following hospitalisation (Aisenberg, Wolff, Rosenthal &
Nadas, 1973, as cited in Harbeck-Weber & McKee, 1995).

Coping with Stress

In developmental psychopathology literature, it is widely recognised
that individuals have three fundamental psychological needs. These are

namely relatedness, competence and autonomy (Skinner & Wellborn, 1994).
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Relatedness refers to having a healthy sense of self-esteem and feeling
connected with other people in secure attachments; competence involves
interacting effectively with the environment to achieve positive outcomes
and avoid negative outcomes; and autonomy relates to the need to make
choices and garner some control over the environment.

Coping resources are drawn upon when any of these three basic
needs come under threat. Various theorists and researchers have proffered
a number of different definitions for childhood coping. One such definition is
that provided by Rutter (1983; as cited in Skinner & Wellborn, 1994). This
definition describes coping as “what the person does about the stress
situation. Coping mechanisms include individual’s attempts to directly alter
the threatening conditions themselves, and the attempts to change only
their appraisal of them so that they need not feel so threatened” (p. 95).
Although there are many different definitions, in essence, Skinner and
Wellborn (1994) maintain that coping is a construct used to explain the way
in which people regulate their own emotions, behaviour, and outlook under
psychologically stressful conditions.

Coping responses can vary greatly. Some have referred to different
individual coping styles, but Skinner and Wellborn (1994) argue that it is
more appropriate to frame these in terms of different patterns of coping
responses. Some of the responses outlined in Skinner and Wellborn’s (1994)
motivational theory of coping include help-seeking, avoidance, contact-

seeking, aggression, negotiation and information-seeking.
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Child Development and Coping

Children’s coping with stress is influenced by their developmental
level, which determines their ability to cognitively process an event and
respond. For example, in Piaget’s (1929, as cited in Siegel & Conte, 2001)
preoperational stage of development (age 2-6), children have a different
understanding of illness, and may think that invasive procedures are
punishments (Edwards, 1999b).

Melamed & Siegel (1980) identify younger children as being
particularly susceptible to emotional and behavioural problems associated
with hospitalisation (as cited in Siegel & Conte, 2001). Young children’s
difficulties with understanding the concept of illness may lead to heightened
anxiety and fear (Siegel & Smith, 1991, as cited in Siegel & Conte, 2001).

The Parents’ Role in Child Coping

Young children depend upon parents to provide coping resources for
them, in the form of a secure attachment (Peterson, 1989). Skinner &
Wellborn (1994) assert that “close relationships are seen as critical to
whether children’s needs are met and hence to the development of their
coping” (p. 92). Therefore, supporting children’s relationships with their
family members while in hospital should promote coping with the stressors
and anxieties presented in the environment. Siegel & Conte (2001) report
studies where information about medical procedures and routines provided
to mothers led to a reduction in maternal stress and in children’s emotional
distress (Skipper & Leonard, 1968; Skipper, Leonard & Rhymes, 1968, as
cited in Siegel & Conte, 2001). Supporting and preparing parents of

hospitalised children, therefore, can help facilitate children’s adaptive
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coping. Skipper & Leonard (1968) note that reductions in parental distress
can indirectly affect social, psychological and physiological responses in
their hospitalised child. A further consideration of the impact that
preparation of parents may have upon their child’s coping is the
phenomenon of emotional contagion. Hatfield, Cacioppo, & Rapson (1994)
explain that people have an automatic tendency to “mimic and synchronise
facial expressions, vocalisations, postures, and movements with those of
another person, and, consequently, to converge emotionally” (Hatfield, et al.,
1992, pp. 153-154, as cited in Hatfield, et al., 1994). It thus follows that
distress and anxiety experienced by parents can be transferred to the child.
Addressing parent’s fears may then in turn help alleviate children’s anxiety.

Hospitals in both developed and developing countries claim to adopt
a family-centred approach to paediatric care. However, it was found that in
practice, this was not always the case (Shields, 2001). Family-centred care
refers to the inclusion of families in planning their child’s care, and
supporting parents in their role as primary caregivers (Ayson, 2007).
Shields maintains that parental involvement in their child’s treatment and
good communication between parents and staff are key to providing quality
care for the hospitalised child.

Indeed, Kennedy, et al. (2004) discovered that hospitalised children
showed more behavioural problems when families were less emotionally
involved in their care. In their study, the parents of 210 hospitalised
children from Hong Kong and China completed a Chinese version of the
Child Behaviour Checklist and the Family Assessment Device to determine

predictors of behavioural problems.
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Facilitating Coping

Preparation programmes are often used to help children cope with
hospitalisation, particularly in preparing children for surgery and invasive
procedures. Siegel & Conte (2001) identify five main components to
preparation programmes:

1. Providing information

2. Encouraging expression of emotions

3. Building trusting relationships between the patient and staff

4. Informing parents

5. Providing coping strategies for both children and their families.

In addition to preparation programmes, other strategies may further
promote effective coping. Fernandez (1986) discusses the literature on
cognitive coping strategies for pain. He states that psychological factors such
as anxiety and perceived control can have a considerable impact upon pain.
Addressing these psychological factors through cognitive strategies such as
imagery and attention distraction can help alleviate the experience of pain.

Distraction is used to redirect attention away from noxious stimuli.
Because the perception of pain is in part controlled cognitively, then
diverting attention with a distraction or imagery renders less attention
available for perceiving pain (Kleiber, 2001). The findings from two meta-
analyses (Broome, Lillis & Smith, 1989; Kleiber & Harper, 1999, as cited in
Kleiber, 2001) show that the use of distraction techniques with children
during medical procedures generally results in a reduction of observable

behavioural distress.
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Assisting children in coping with hospitalisation has become more
prominent in hospital care, as a part of promoting psychosocial wellbeing.
The last 50 years has seen a shift in paediatric care to give more emphasis to
attending to children’s psychosocial and emotional needs, as well as their
physical needs (Ayson, 2007). Hospitalisation presents a wide range of
situations that can elicit distress and anxiety in paediatric patients and their
families, which can lead to impaired health outcomes for patients. Children’s
developmental level and the involvement of parents are important
considerations in supporting coping through the development of
appropriate programmes in the hospital environment.

Music Therapy in Hospitals

History of Music in Hospital Settings

Anecdotal evidence of music in hospitals supports the notion that it is
generally viewed as something that enhances patient’s quality of life while
in hospital. In the popular magazine, Readers’ Digest, a short article in a
section entitled “Kindness of Strangers” by Cunningham (2007) tells of the
positive impact of music on lightening patients’ mood effected by a simple
song performed by a health care assistant. While some may regard the
concept of music in health care as relatively new, Pratt (1997) points out
that music has been linked with healthcare practices dating as far back as
the ancient Egyptians and Greeks, who incorporated chants, incantations,
rhythm and other aspects of music in their healing practices.

Edwards (2008) outlines the history of music in health care from the
1890s through to the 1940s. She explains that music was used as therapy for

injured US soldiers upon returning from the Second World War. This use of
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music for medical and psychological treatment is now generally recognised
as the beginnings of modern music therapy. Milford (1992) maintains that
general interest in holistic health approaches is on the rise, and this
provides opportunities for music therapy to expand in hospital and health
contexts.

Research on the Use of Music Therapy in Hospitals

A summary of music therapy research in hospitals is provided by
Maranto (1996). She states that in general, the research is often related to
changes in pain and anxiety. The findings from research on the general
effects of music therapy in hospitals show a reduction in pain and stress-
related behaviour, positive increases in mood, and more verbal responses
related to hospitalisation. Standley's (1986) comprehensive meta-analysis
of music research in medical and dental settings found that for 54 of the 55
measured variables, medical goals (be they physiological, behavioural or
psychological observations) were enhanced by music. These two studies
provide analyses of a number of different research projects on music
therapy, and through careful and methodical examination, the authors were
able to reach these overarching conclusions. However, because the present
research is concerned specifically with music therapy for hospitalised
children, a more in-depth assessment of paediatric music therapy is merited.
Music Therapy in Paediatric Care

Music Therapy as a Brief Intervention

Paediatric settings, such as the one where the present research is
based, often necessitate single-session interventions. Patients are generally

relatively transient, and may only stay in the hospital for one or two days.
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The brevity of a patient’s stay has a considerable impact upon the way music
therapy treatment is offered. The therapist is challenged to adapt the music
therapy practice to offer single-session interventions accordingly. In many
other music therapy settings, long-term approaches are more usual.

Rees (2005) provides thoughtful reflection upon two examples of her
clinical work with young children who were terminally ill. She shows how,
in only one session with each of the children, the time spent in the music
therapy session elicited responses such as a smile or tapping of toes that
took on great meaning for the families of these children. When their children
were very ill, the smallest sign of connection with their environment and the
people in it reminded them that their child was still present and with them.

In the midst of many painful and traumatic events, moments such as
these became very special to these families. Rees explains that even when
she wondered what she could offer in a time as brief as even 15 minutes, she
felt that she had a job to do, and at the very least could give the child a
musical experience. The encounters she discusses show that much can
happen in a short space of time, within a single session with a patient.

Models of Paediatric Music Therapy

Edwards (1999b) outlines three different models of paediatric music
therapy work. These three models are namely the Psychological Stress
Model, the Developmental Model, and the Pain Management Model. In the
psychological model, music therapy is used to address psychological stress
by providing the child with familiar music to comfort, by offering
opportunities to make choices and gain some control over their

environment, by facilitating creative expression of emotions through music,
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and by offering a relationship with an adult who is not connected with
medical procedures (Edwards, 1999b).

The primary focus in the developmental model involves the
consideration of the child’s age and level of development. To highlight, one
such consideration is related to working with preschool age children. Robb
(1999), referring to Erikson’s stages of psychosocial development,
comments that it is normal for young children to experience separation
anxiety when separated from a parent. Secure attachments with parents can
help reduce the child’s distress at separation. Music therapy can help
support quality interactions between children and parents, encouraging
secure attachments.

Finally, in the pain management model, music listening and activities
can be practically applied to distract children from pain during medical
procedures such as burns dressing changes (Edwards, 1999b). These three
models encompass many of the goals that music therapy endeavours to
address. Music therapy has been used to support development (Barrickman,
1989; Edwards, 1999b; Kennelly, 2000; McDonnell, 1984; Robb, 1999),
provide opportunities for choice and control (Robb, 1999; Sheridan &
McFerran, 2004; Wallace, 1996), distract patients during painful medical
procedures (Edwards, 1999b; Edwards & Kennelly, 1999; Malone, 1996;
Robb, 1999), assist pain management in other ways (Edwards, 1999c; Han,
1998; O'Callaghan & Colegrove, 1998; Perez, 1989; Pfaff, Smith, & Gowan,
1989), facilitate expression of emotion (Edwards, 1999b; Loveszy, 1991;
Wallace, 1996) and address anxiety and fear (D. Aldridge, 1993; Barrera,

Rykov, & Doyle, 2002; Loveszy, 1991; McDonnell, 1984; Micci, 1984; Preti &
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Welch, 2004; Wallace, 1996). Literature pertaining to each of these six areas
of music therapy application is detailed here.

Supporting Development

Music therapy can support children’s cognitive, motor, language and
social development in the hospital. Music is a typical part of children’s
normal development, and therefore musical activities can be used in music
therapy to promote normalisation in the hospital environment (Barrickman,
1989). This is particularly important for children who may be repeatedly
hospitalised, or admitted for long periods of time. Edwards (1999b) notes
that music therapy can be used to support development in three different
ways: to assess, assist and understand.

Some of the ways that music therapy can support a child’s
development in hospital are outlined by Kennelly (2000). She states that
music therapy can help children with speech, language and communication
skills, sensory and motor skills, social skills, gross motor skills and fine
motor skills. Assistance in achieving developmental milestones may be
particularly important for hospitalised children as their development can be
impeded both by the experience of hospitalisation and as an aspect of their
illness or disability.

O'Neill & Pavlicevic (2003) interviewed a child, her mother and
hospital staff to determine the psychosocial needs of children and to
discover views on the experience of music therapy. From these interviews,
they determined that the overall need expressed was normality. The

importance of normalisation for supporting development in hospitalised
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children has been highlighted by Barrickman (1989) and Knafl, Deatrick, &
Kirby (2001).

Music therapy can engender interactive and social experiences,
allowing the child to experience pleasure and a sense of agency. O’Neill and
Pavlicevic (2003) observed that some of the patients with lengthy
admissions were delayed in reaching developmental milestones, and they
also commented that some patients may regress. They give an example from
the clinical records that a 3-year-old patient was unable to crawl or walk.
This was deemed to be partly due to his medication, but they also
acknowledged that the impact of hospitalisation was likely to have
contributed to his delayed development.

Music therapy work with hospitalised children can be framed in
developmental psychology theories, such as Piaget's theory of cognitive
development and Erikson’s stages of psychosocial development (Robb,
1999). For example, Erikson’s second stage of psychosocial development is
characterised by a dichotomy between autonomy versus shame and doubt.
Children in this stage (typically aged 1 to 2) begin to acquire skills such as
toileting, dressing and feeding themselves. Opportunities for children to
assert their autonomy and practice recently acquired skills may be lacking
in the hospital environment, yet these are considered important for the
development of the child at this age.

Providing Opportunities for Choice and Control

Hospitalisation inevitably leads to fewer opportunities for the child
to exert control over their environment, which may foster feelings of

helplessness. Enabling children to make choices during music therapy
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activities helps them gain a sense of control and independence (Robb,
1999). Opportunities in a music therapy session might include choosing
whether or not to engage in music therapy, choosing instruments to play
and deciding how to play them, selecting songs, and controlling musical
elements such as rhythm, tempo, dynamics and melodic contours in
improvisations.

Sheridan & McFerran (2004) explore the opportunities provided for
choice and control in music therapy with a paediatric hospice clientele.
These opportunities are exemplified through recounting three case
vignettes. They discuss the way choice and control can reinstate a sense of
“empowerment” for the individual through concentrating on a patient’s
abilities and their potential for wellness rather than focusing on their illness
and incapacities.

Distraction

Distraction techniques are specifically aimed at removing the
patient’s focus from their illness. Kleiber (2001) lists 29 different distraction
techniques (for example storytelling, blowing bubbles, finger games,
puppets) and indicates which age groups are appropriate for each. It is
noteworthy that music is the only technique in the list that is considered
appropriate for all ages from infants through to adolescents. Robb (1999)
discusses the use of “active engagement” as a coping strategy. When a child
is undergoing a painful or distressing medical procedure, music therapy can
be used to engage the patient in familiar songs and activities that focus

attention and welcome active participation.
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The provision of music before, during, and after a medical procedure
is able to distract the patient from the procedure, support the child and
assist with pain management (Edwards & Kennelly, 1999). Spending time
with the patient and family before the procedure can help the therapist to
ascertain the child’s musical preferences and build rapport before the
commencement of the procedure. Edwards (1999b) points out that singing
and music listening have been shown to benefit children by distracting from
pain, even when employed by non-music therapists (Fowler-Kerry &
Ramsay-Lander, 1990, cited in Edwards, 1999b).

Research carried out by Malone (1996) sought to assess the effect of
live music on levels of behavioural distress in paediatric patients receiving
needle insertions. Forty patients, aged 0 to 7, received intravenous lines,
injections, venipunctures or infant heel sticks. All of these procedures
involve the insertion of a needle. Patients underwent these procedures in a
private treatment room either on the children’s ward or in the Emergency
Room. The music therapist sang age-appropriate children’s songs and
accompanied on guitar for 20 of the patients. The other 20 patients served
as a control group and did not receive music therapy.

Behavioural distress was measured through an analysis of video
recordings of the patients during the needle insertions, with an observation
scale and an adaptation of the Behaviors Category List used to interpret
observed behaviour. Overall, Malone found a significant difference between
the music therapy group and the no-music control group, with those who
received music therapy exhibiting less behavioural distress for pre-needle

and post-needle stages. A further analysis examining this effect by taking
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into account different age groups, revealed significant reductions in
behavioural distress, particularly in the music condition for infants aged 1
and below.

An experimental study was conducted to assess the effects of music
therapy not only on behavioural distress, but also on psychological and
physical correlates of pain and anxiety in 14 paediatric burns patients
(Whitehead-Pleaux, Baryza, & Sheridan, 2006). Patients were aged between
6 and 16, and were divided into two groups: 8 patients were assigned to the
music therapy condition and 6 were assigned to a control group. For those
in the experimental group, the music therapist sang requested songs with
guitar accompaniment, and improvised songs with lyrics that supported the
child (for example, “you’re doing great”) during the patient’s dressing
change. For those in the control condition, the music therapist accompanied
the child to the treatment room and engaged them in conversation,
providing verbal support and talking with the patient about their interests.
Self-report measures of fear and pain and physiological measures of
respiration and heart rate were used before and after treatment, along with
the Nursing Assessment of Pain Intensity (NAPI), which provided
behavioural measures of distress. The results were mixed, but suggested
that music helped reduce fear in patients. In addition to this, heart rates
decreased significantly more in the patients who received music therapy,
compared with those who received verbal support.

Other Forms of Pain Management

Music therapy can also be used to help children manage pain through

the use of relaxation to music and the use of music to provide support,
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security and comfort (Edwards & Kennelly, 1999). Edwards (1999c)
describes the way music is thought to reduce the perception of pain. She
explains that biochemical theory draws on knowledge that a pleasurable
music listening experience can bring about a release in endorphins.
Endorphins act as a natural opiate, and their presence has been used to
explain a decrease in pain experienced by the individual when music is
played.

Being in pain can cause a patient considerable anxiety, which in turn
can lead to tension in the muscles. This tension is then relayed to increased
pain, resulting in a vicious cycle. The use of relaxation techniques aims to
break this cycle by allowing the tension in muscles to dissipate and blood to
flow more freely (Han, 1998). Therefore music therapy sometimes involves
the use of music as a relaxant to assist the patient with pain management.
For those with the relevant training, Guided Imagery and Music (GIM,
Bonny, 1983; as cited in Han, 1998) can be used to stimulate relaxation and
reduce pain in adolescents. GIM involves a specific application of selected
music recordings paired with therapist-led guidance through images
brought to the patient’s mind.

Lorenzato (2005) presents a case example of the use of guided
imagery to help a teen oncology patient deal with pain and fear associated
with the administering of chemotherapy drugs. This enabled the patient to
remain calm during the procedure and keep herself still, whereas previously
she had needed to be restrained by six medical staff.

Furthermore, a study on music-assisted relaxation for children with

leukaemia was conducted by Pfaff, et al. (1989). Six patients between the
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ages of 6 and 15 were observed during two bone marrow aspirations, the
first without music therapy intervention, and the second with recorded
music and relaxation exercises guided by the music therapist. While
significant results were not obtained, there were trends suggesting music
facilitated a decrease in experienced and self-reported fear and pain.
Behavioural observations also showed trends in the direction of music
intervention decreasing distress.

However, music therapy can have different roles and effects in
various stages of the surgical process. Taylor (1997) delineates four stages
of surgery; the preoperative stage, the moments immediately prior to
surgery, during surgery itself, and the postoperative stage. Analysis of the
way music therapy may be used in each of these stages was presented in a
paper at the Seventh World Congress of Music Therapy (Puppo, 1993, as
cited in Taylor, 1997). In the preoperative stage, Puppo proposed that music
could reduce anxiety, facilitate relaxation, increase pain tolerance, balance
internal rhythm, demystify surgery and psychologically prepare the patient
for anaesthesia and surgery. Immediately prior to surgery, music was
suggested to alleviate tension in the muscles and regulate physiological
responses in pulse, body temperature and blood pressure, enabling
anaesthesia to be received more effectively by the body thus reducing the
amount required. During the course of the operation, music was thought to
assist the patient by masking the sounds in the operating theatre, including
the noises produced by equipment and instruments as well as conversations
among members of the surgical team. Following surgery, in the

postoperative recovery stage, music was believed to ameliorate recovery
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through positive effects on homeostasis maintenance (physiological
maintenance of internal equilibrium) and reactions following shock.

Taylor (1997) also describes a paper presented by Alain Carre at the
Seventh World Congress of Music Therapy in 1993. This paper too outlined
research in a paediatric facility noting the analgesic effects of music.
However, the type of music experience offered to patients is not explained.
When patients were subjected to music, the quantity of anaesthetic used
during surgery reduced by approximately 32% and postoperative pain was
less marked, or sometimes absent. Additionally, Carre argued that music
could have a positive effect on the hospital staff. The atmosphere may
become more pleasant and relaxed, and staff morale and productivity
increased.

Music therapy improvisations can help children process both pain
and emotions immediately following treatment. Turry (1999) provides a
case example of an 8-year-old boy who had just undergone a needle stick
procedure. It had taken 12 attempts to find a viable vein, and the child was
in pain and traumatised. The therapist and patient improvised a 12-bar
blues song about the procedure; role-playing the parts of the patient, nurse,
and doctor, with the aid of a medical play doll. Through music, the patient
was able to minimise the pain of the experience, but also acknowledge what
he had gone through.

Five types of music therapy pain intervention are discussed by
Loewy (1999). In addition to distraction, relaxation and sedation, and music
to comfort and soothe, she describes vibration/toning, and release.

Vibration/toning involves the use of vibrating instruments such as body
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gongs; tone bars and chimes resonating at particular loci of the patient’s
body such as the head, abdomen and lower body. The patient engages in
deep breathing, muscle relaxation and vocalisation at intervals of a third or
fifth from the tonic note. It is thought that this process can assist patients by
evoking a sense of balance and facilitating a shift in energy.

Loewy’s (1999) description of release involves the music therapist
providing a safe and contained environment for the expression of pain.
Loewy recommends the use of hand drums such as African djembe for this
work. Through drumming, the patient can express themselves, their pain
and anger, releasing built-up tension, which in turn may provide pain
alleviation. It seems that the experience of pain is closely tied in with
emotional responses. Music therapy can also be used as an outlet for
patients to express their feelings, and can assist in reducing fear and anxiety.

Facilitating Emotional Expression

A paediatric patient’s quality of life can be improved by the inclusion
of music therapy. Not only is it able to provide comfort, distract, encourage
socialisation, but it may also present as an outlet for emotional expression
that may not be possible elsewhere in the hospital (Lathom-Radocy, 2002).

Robb (2003) explains how music therapy can help alter patients’
emotional states, along with behavioural, attentional and physiological
states. Facilitating regulation of these states in turn may promote coping
with stress. “...Music functions to modify a child’s attentional focus, mood
state, and arousal levels. It is hypothesized that by helping children to more

effectively regulate their mood and arousal levels, they are able to become
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more actively engaged in their environment, exercise attentional control,
and in turn experience more effective self-regulation” (p. 121).

Rudenberg & Royka (1989) outline the various emotional responses
commonly observed at different stages of recovery for paediatric burns
patients. For infants, they list protest, followed by despair, and finally,
detachment. Protest involves crying and insisting upon the presence of the
mother or caregiver. Despair involves the start of feelings of hopelessness,
which may be fuelled by misunderstandings about illness, treatment and
absence of parents. Lastly, detachment involves the child emotionally
distancing themselves from others to prevent being further hurt. Rudenberg
and Royka state that music therapists can help infants in these stages by
holding and rocking them while singing lullabies, and encouraging parents
to sing and interact with their child through playing vocal games and using
toys.

The emotional responses of school-age children and adolescents are
likely to be somewhat different. Rudenberg and Royka give Prugh’s (1979,
as cited in Rudenberg & Royka, 1989) three stages of emotional responses
for these ages groups. These are namely impact, recoil and restitution.
Impact involves shock and disorientation, fears associated with mortality,
denial, and possible regression. The music therapist can offer support to the
patient and family through conversation, music-assisted relaxation, and
distraction or reality orientation. Recoil, the second stage, involves grieving
over the loss of self and viewing illness as a punishment. Choice and control
are important in this stage to help the child overcome feelings of

helplessness. Rudenberg and Royka recommend instrumental, vocal and



Paediatric Music Therapy and Affect 26

movement improvisations, discussion of lyrics, and songwriting. The final
stage, restitution, involves acceptance of the changes to oneself and the
development of adaptive coping responses. In this stage, interaction with
others is emphasised. The same types of activities are used as in the
previous stage, but the focus is on encouraging independence, and dealing
with feelings around returning home and going back to school (Rudenberg
& Royka, 1989).

Children may experience a wide range of emotions while in hospital.
In an examination of the use of toys in music therapy for paediatric
orthopaedic patients, Wallace (1996) makes a précis of the emotions that
children may experience. The emotions she identifies include anger, fear and
anxiety, fear of pain, guilt for becoming ill, and boredom. She discusses the
ways that toys and puppets used within music therapy can help the child to
express their emotions, as the patient can project their feelings onto the toy.
This can allow the child to act out or say things that may otherwise be
difficult to do or say.

However, it may not always be easy to identify these emotions. One
goal that Perez (1989) highlights in work with hospitalised children is
understanding contradictory emotions. As part of this goal, she notes that
intense feelings can bring about conflicts and confusion. She argues that
improvisation, song parody, listening and playing/singing to recorded
music, and movement to music can help the child to regain the balance
between feeling and thinking, and assist in helping to understand

contradicting emotions.
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In an account of music therapy in paediatric burns care, Neugebauer
and Neugebauer (2003) discuss the effects of trauma on the patient. Flat
affect can be symptomatic of the impact of trauma on the child. Engaging the
child in musical play and using therapeutic songwriting are two techniques
that Neugebauer and Neugebauer recognise as useful for helping the child
recover emotionally.

Several case studies appear in music therapy literature that
demonstrate how music therapy helped children express themselves.
Loveszy's (1991) account of her work with Eduardo, a young boy who had
severe burns, focuses strongly on his emotional wellbeing and the use of
music therapy to enable him to express his feelings. The use of familiar
songs and styles of music from his native Honduras brought back memories
for this boy, displaced from his home for treatment and with little
understanding of English. The initial song sung by the music therapist “Las
mananitas” elicited a smile, while he became tearful when she sang another
song about a butterfly. When asked about his reaction, he said he had sung it
with his sister, who had died in the same fire that caused his burns.

Further into the music therapy programme, Eduardo liked to imagine
he was a lion and roared to vent his anger and frustration. A particularly
poignant session commenced with Eduardo asking to write a song. He took a
drum and, banging with energy, began to shout out the story of how he and
his sister had been playing with matches and how he had burned himself
and killed his sister. The song concluded with Eduardo breaking down into
tears. Up until this point, almost 3 years after the fire, he had not been able

to tell anybody about what had happened. Loveszy states that through this
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experience Eduardo was able to finally mourn for his sister and begin to
emotionally heal.

Kennelly (1999) presents a case study of her work with a teenage
cancer patient, detailing the emotional journey he took in music therapy.
Writing songs and improvising allowed the patient to gain emotional
support from others through sharing his songs with them. He was able to
explore themes about life and mortality, and reflect in his improvisations his
feelings of being ‘stuck.” Through this period, he established a trusting
relationship with the music therapist and was able to open up to her
emotionally whereas he was unable to with others. This demonstrates the
importance not only of the music, but also of the therapeutic relationship
between the patient and therapist in facilitating the patient to freely express
emotions.

Music therapy has been shown to not only allow for emotional
expression, but to also alter patients’ mood. It was hypothesised by Hendon
& Bohon (2008) that there may be a difference in children’s mood in play
and music therapy. They observed 60 children engaged in play or
participating in music therapy groups and coded the number of smiles
exhibited by the patients in 3-minute blocks. The results showed that
children smiled, on average, approximately twice as often in music therapy
compared with play. These findings demonstrate the value of music therapy
for increasing positive affect in hospitalised children.

The impact of hospitalisation can bring about a wide range of
emotions in the patient. However, research has shown that the stress

related with hospitalisation often leads to feelings of distress, anxiety and
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fear (as described earlier). Because of the considerable impact these feelings
can have upon a child’s health and wellbeing in hospital, these emotions are
examined more closely with regard to music therapy literature.

Addressing Anxiety and Fear

Music therapy can be used to manage anxiety in hospitalised children
through promoting coping (Edwards, 1999a). Edwards (1999c) states that
music therapy can help children manage feelings of anxiety and the
manifestations of this (such as withdrawal, developmental regression and
aggression) by concentrating on giving children opportunities to feel a sense
of control, skill mastery and capability. Barrera, et al. (2002) posited that
engaging children in interactive music therapy could decrease distress and
increase their play through the elicitation of positive emotions.

Family music therapy sessions can help children with their anxiety
and fear by creating an enjoyable atmosphere and allowing parents to gain
some respite and replenish their resources. The resulting reductio