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Abstract

This pilot study examined the effects of singlesg@ss of music therapy on the level of
anxiety in older persons with psychiatric disorddrise studied intervention was a 30
minute music therapy group and the control intetieenwas a verbal therapeutic
intervention in the form of a reminiscence grougartieipants acted as their own control.
The measurement tool was the state part of a “Statié Anxiety Inventory”. It was
administered a total of four times, pre- and ptis-music therapy intervention and pre-
and post- the reminiscence therapy (control) gropotal of 9 participants were
recruited for the study. The results indicated thiaigle sessions of music therapy
significantly reduced the level of anxiety for aldgersons with psychiatric disorders
[t(8)=4.626, p<0.0017] as compared to the contrtdrivention as measured by the state
part of the “State Trait Anxiety Inventory”. Themas no evidence for a significant
carryover effect since the baselines prior to eatdrvention did not differ significantly
(p=0.55). These results can be considered to l@@tapa pilot study and early inquiry
into this field since methodological difficultiesé the time limitation of the research
resulted in some necessary deviations from thenadigpgrotocol. A major limitation of
the study was the choice of a measurement toolchwhequired the client to be
cognitively high functioning. Thus these resulte amited to cognitively able clients,
which is a relatively small proportion of this aliegroup that could potentially benefit
from music therapy. It is suggested that for futtesearch with this client group the
measured variable be physical relaxation, rathem #nxiety.
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1 Introduction

1.1 Research Problem

This research was designed to investigate thetaffesingle sessions of music therapy
on anxiety in older persons with psychiatric digwsdin an acute admission service.
The literature search carried out for this studgnitfied no current research that
contained all the research study variables of glsisession, music therapy, anxiety and
older persons with psychiatric disorders. Most muberapy research literature with
this client group focused on longer term musicdbpgrinterventions. The reality of the
process for most acute admissions in psychiatrthas clients may only be able to
attend a single session of music therapy becagsavitrage stay in an acute setting is
between one to three weeks. Therefore a reseaopcpthat explored the change in
anxiety before and after single sessions of musécapy with this client group was

considered beneficial to evaluate the effects ofimtherapy within this area.

1.2 Research Background and Setting*

This research project arose from a music therapgesitt placement, which formed a
part of the New Zealand School of Music - Masteivfsic Therapy programme. The
placement was for one and a half days a week fraancMto November 2008. This
research was conducted with the team from “Mentdlth Services for Older People”
at a large general hospital in New Zealand. Thentpeovided an integrated assessment
and treatment service for older adults (65 and Jowath mental health problems or
dementia with bi-polar syndrome disorder (BPSD}Y] gaunger adults with early onset
of dementia and BPSD. This service consisted d@ beld capacity inpatient acute unit

and a multidisciplinary community mental healthntea

The criterion for a person to be referred for aseasment and admission to the inpatient
acute unit was a diagnosis of a mental health déesothat required specific medical,
nursing or other paramedical treatment. It inclutiemke individuals who by virtue of

their mental state represented a substantial oiskémselves or others and who were

! The information in this section “Research Backgwand Setting” was obtained from the “Operational
Manual” for the department at which the researcls warried out. For confidentiality purposes this
document has not been referenced. If further in&tion about this section is required, please comnkec
researcher or research supervisor.



detained under the terms and conditions of the Mdrealth Act. Patients were also
referred if they suffered from a profound mentalaks that resulted in behaviours or
levels of dependence that could not be safely methagother environments and which

required nursing or medical intervention.

The community team offered a multidisciplinary seevto older persons in the
community who required specialised mental healgessment and management. The
services provided included home visits, specialissdessment, treatment, ongoing
follow up, liaison with other services, advice asdpport for carers and families,
inpatient admission if required, education and adey in the area of mental health

services for older people.

Music therapy sessions were carried out at the waddalso within the community. In
the ward, group sessions were run every week. Adl patients whom the staff
considered appropriate were invited to participatsually there were between 3 to 6
participants attending each session. The sessicngred in the meeting room within
the ward. They consisted of live music, includimg-pomposed songs and instrumental
improvised music. A number of instruments were atsmle available for the clients to
explore and use in music making. The music usethgliine sessions was client centred

and adapted to meet the social, emotional andralilheeds of the given group.

Other work was done in the community at rest hoaras residences of patients who
were under the community team. These patients pres$eavith psychiatric symptoms,
though were not in an acute state and thereforendidneed to be admitted to the
hospital. Patients whom the community team felt Mdoenefit from music therapy
were referred for an initial music therapy assesgnihe aim of the assessment was to
determine if music therapy was appropriate for thent. If deemed appropriate,
individual sessions were scheduled for them witfioeus on using music to help

achieve the care plan goals for the patient.



2 Literature Review

2.1 Client Characteristics

In New Zealand the proportion of people aged 65a@ret in 2006 was 12.3% and this
is predicted to rise to over 25% of the populatigr2051 (StatisticsNZ, 2007). The key
document that frames the health of this increapimgulation of older persons in New
Zealand is the “Health of Older People Strategyinistry Of Health MOH, 2002). It
outlines the targets and aims for meeting the healjuirements for this client group.
This document identifies mental health as beingrgortant issue for older persons. It
indicates that, “Older people with a physical iBseor disability have a greater tendency
than others to have or develop psychiatric sympteuth as depression or treatment-
related psychoses” (MOH, 2002 p.30).

The main psychiatric conditions attributed to tblignt group are: dementia, delirium,
depressive disorders, manic syndromes, neurotiorabss, late-onset schizophrenia,
very-late onset schizophrenia-like psychosis andstsmce abuse (Jacoby &
Oppenheimer, 2002). The standard symptoms of palahiillness are differently

manifested for this client group due to effectsotd-age complicating the resulting
presentation by the clients. These effects inclogerall diminished ability in all

functions; general decline of good health and hgm adjust to changes within the
environment such as retirement, loss of closeivelatand friends, moving house and

loss of social roles (Raijmaekers, 1993).

The treatment of these conditions is usually cdrreat by a team that utilises
pharmacological and psychological interventionsr Egample, the “Mental Health
Services for Older People” team within which therent research was carried out
consisted of a varied range of professionals ssgbsgchiatrists, nurses, psychologists,
social workers and occupational therapiskdusic therapy can be considered to be a
psychological intervention. There are four maianwhes of psychology of particular

value with older people (Jacoby & Oppenheimer, 200Bese are listed below.



1. Clinical approach: Psychological models are usedunderstand, reduce
emotional distress (eg: depression, anxiety, areget shame) and address
behaviours experienced as unhelpful by the patiémtsilies or staff.

2. Health approach: Psychological models are useduriderstand and, if
appropriate, adapt unhelpful health-related behasio(for example: non-
compliance with medication) and responses to phyginess.

3. Cognitive approach: Investigation of the thirkiprocesses, the impacts of
thoughts upon emotions and behaviour, and viceavers

4. Neuropsychology: Identification and measuremanperceptual abilities and
cognitive functions such as memory, language, méiion processing and

planning.

These psychological interventions are provided byumber of different professions.
Perkins (2004) provides a comprehensive list ofpychological interventions used in
the treatment of dementia in New Zealand. Althotigbse interventions are listed
specifically for dementia clients, they provide @od basis of information for
therapeutic interventions with older persons witbyghiatric disorders. This list
includes occupational therapy, dietetics, psychglgohysiotherapy, social workers,
speech therapy, music therapy, behaviour modiGioatherapy, cognitive behavioural
therapy, validation therapy, reality orientatiominiscence therapy, acupuncture,
aromatherapy, herbal remedies, homeopathy, Maatitional healing, reflexology, art

therapy, massage and doll therapy.

2.2 Music Therapy with the Older Persons with Psychiatric
Disorders

This literature search identified a body of litewat in relation to older persons in
general. Internationally, authors such as Brigl99(@0), Aldridge (2000) and Odell-
Miller (2005) have published research in this field New Zealand as well, articles
have been published that explore the use of musglt elder persons (Brooks & O-
Rourke, 1992; Hepburn, 1997; Rickson, 1998; WebsiéB4). However, when
focussing on elderly mentally ill, it was found thaost of the research specifically

related to clients with dementia.



In New Zealand, overall 1 in 40 adults have beegmbsed with a serious mental
iliness (depressive disorder, bipolar disorderarizophrenia) (MOH, 2004). There is
minimal music therapy research internationally #pdly relating to psychiatric
symptoms such as schizophrenia in older persondy Halications of the lack of
research in this field were identified by Odell-Mil (1995). Odell-Miller (1995) also
indicated that the research prior to 1995 tendeid¢as on music teaching rather than
music therapy strategies. This has continued tgthsent day. The available literature
for this client group and relevant generalisedrditere for mental health disorders are

summarised below.

2.2.1 Diagnosis and Assessment

Raijmaekers (1993) writes about the role of muserdpy as part of the diagnostic team
for a psycho-geriatric unit. The author explainat ttlients with a functional psychiatric
disorder may have their cognitive functions disaatlhowever their internal emotional
state may still be intact. Cognitive dysfunctiors&d to be related to the cortical region
of the brain while emotions are said to use thebiamsystem as an important
neurological circuit. Music enters through the eamd brainstem and it may influence
the limbic system directly, even before entering ttortex. Therefore, music may
enable understanding of the emotional state of gnitgely impaired client.
Raijmeakers (1993) argues that a music therapyssissnt with this client group could
provide unique information for the assessment teRaijmeakers’s (1993) music
therapy assessments focussed on the fields of @matognition and communication.
Raijmeakers (1993) detailed that the informati@ingd included areas such as the
ability to understand instructions, free associateyose, explore and combine ideas;
long and short term memory; musical language, tgbilcontact and interaction;

reactions to simple and complex situations andas@anctioning.

2.2.2 Dementia

Dementia is a clinical syndrome characterised leydévelopment of multiple cognitive
deficits (including memory impairment) that are doethe direct physiological effects
of a general medical condition, to the persistiffgats of a substance or to multiple
etiologies (e.g.: the combined effects of cerebsoular disease and Alzheimer’s
disease) (DSMIV, 1995). The common types of deraentie Alzheimer's disease,
vascular dementia, mixed Alzheimer's disease anscwlar dementia, lewy body



dementia and frontotemporal dementia (Perkins, R0@& indicated above, the

majority of the music therapy studies with oldergmss with psychiatric disorders

focus on dementia patients. The following studigmmarise the research carried out in
this field.

Sherratt, Thornton and Hatton (2004) carried out\aew of 21 published articles of
clinical empirical studies on the effects of a e&yiof music activities on the emotional
and behavioural responses in people with dementia.results indicated that most of
the studies reported music to be effective in desirey a range of challenging
behaviours including aggression, agitation, wamdgrirepetitive vocalizations and
irritability. Music was also found to increase Kigabrientation scores, memory recall,
time spent with one’s meal, engagement, partiapasind improved social behaviour.
This review provides a comprehensive list of theaar where music is used with

dementia clients.

An investigation of the effectiveness of thesernéntions was carried out in a study
by Vink, Birks, Bruinsma and Scholten (2003). Troayried out a Cochrane review to
assess the effects of music therapy in the tredtofdsehavioural, social, cognitive and
emotional problems for older people with demen@lachrane Reviews investigate the
effects of interventions for prevention, treatmemtd rehabilitation in a healthcare
setting (Cochrane, 2009). They are designed tditidei the choices that doctors,
patients, policy makers and others face in headtte.cMost Cochrane Reviews are
based on randomized controlled trials, but othpesyof evidence are also be taken into
account, if appropriate. Vink et al. (2003) condddhat the methodological quality of
the studies reviewed was generally poor and thexetfte study results could not be
validated or pooled for further analysis. They caded that more rigorous studies were
needed to establish whether music therapy might aleole in the treatment of older
people with dementia. They suggested that futuméstshould include conditions such
as randomisation, concealing the allocation ofigigdints to treatment groups, blinding
the outcome assessors to treatment allocatiorydimg reliable and validated outcome
measures, be of sufficient duration to assess medid long-term effects and follow
the Consolidated Standards of Reporting Trials (SORT) guidelines. The

CONSORT guidelines provide an evidence based, mimnset of recommendations



for the reporting of Randomised Control Trials (ROT(CONSORT, 2009). It was
designed to alleviate problems arising from inadegueporting of RCT'’s.

Based upon these recommendations, Bruer, Spitt@ageCloninger (2007) designed a
study to explore the temporal limits of cognitiveaage from music therapy in elderly

persons with dementia or dementia-like cognitiveaimment. The study was an 8 week
randomised control trial using a cross-over desigre assessors were blinded to the
subjects’ assigned intervention. The assessmehtusmal to assess cognition was the
“Mini Mental State Examination.” The results showedignificant difference between

the baseline (pre-session) and the morning-afteultee However the results for the

comparison between the baseline (pre-session)ranckdiately after the session (post-
session) were not significant. The conclusion west 8 music therapy intervention

facilitated by a trained and accredited music thistasignificantly improved next-

morning cognitive functioning among dementia pasen

2.2.3 Schizophrenia and Psychosis

Schizophrenia is a disturbance that lasts foratleix months and includes at least one
month of two or more active-phase symptoms whiah @elusions, hallucinations,
disorganised speech, grossly disorganised or catatbehaviour and negative
symptoms (DSMIV, 1995). No research was found ¢ipacifically related to the use of
music therapy with older persons with schizophremipsychosis. However, the articles
that assessed the effectiveness of music therapyglients with this diagnosis are

summarised below.

The majority of articles on music therapy with oli® with schizophrenia and psychosis
have been qualitative. Silverman (2003) indicateat they provide information that
may not be generalised to other clients with theesdiagnosis or objectives. Therefore,
Silverman (2003) carried out a meta-analysis torsanse the quantitative research
literature that evaluated the influence of musionuphe symptoms of psychosis. The
results provide a summary of the use of music thevdth this client base. The results
showed that music therapy was statistically sigaiit in suppressing and combating the
symptoms of psychosis. However there were no diffeeffects between live versus
recorded music, structured music therapy groupsugepassive listening, preferred



versus therapist-selected music. The researchradgmated that classical music did not

prove as effective as non-classical music.

A further analysis was carried out done by Gold|deke Dahle and Wigram (2005).
They carried out a Cochrane review into the effe¢teusic therapy for people with
serious mental illnesses such as schizophrenia.c®helusion was that if a sufficient
number of sessions were provided, music theragnaaldition to standard care helped
people with schizophrenia to improve their globites and may also improve their
mental state and functioning. They suggested tindhdr research could address the
dose effect relationship and the long-term effettsiusic therapy.

2.2.4 Depression

Hanser & Thompson (1994) investigated whether oiaiilitated psycho-educational
strategies for depressed older adults experiersingptoms of depression, distress and
anxiety could be administered within a home setfirige idea of the intervention was to
provide access to psychotherapeutic interventiordder adults who were homebound
and could neither afford nor travel away from hoifiee study involved the participants
engaging in music listening strategies that wetleeeisupported by weekly home visits
or weekly telephone calls by the music therapisie Tontrol group was the wait list.
The results indicated that participants in both imgsnditions performed significantly
better than the controls on standardised testsldpression, distress, self-esteem and
mood. In addition these improvements were mainthioger a 9-month follow-up

period.

Suzuki (1998) examined the effects of music the@mpynood changes and accessibility
of positive and negative memories among depredsedeindividuals in a residential
rest home. The participants received 9 music thyesapsions over 3 weeks. The results
indicated that the negative moods of the partidpagignificantly decreased after
participating in music therapy sessions and thgestibrecalled unpleasant past events
significantly less frequently after music therapyese findings are said to imply that
music therapy may assist depressed elderly indalsdwho reside in residential care

homes in decreasing negative moods and negativeoriesn



2.2.5 General Studies

Odell-Miller (1995) carried out research into theeuof music therapy with elderly
mentally ill. The research consisted of two paRart one consisted of eight music
therapy and reminiscence therapy (control) sessitims hypothesis was that the clients
would show a greater level of engagement duringiertherapy than during the control
group. The results indicated no significant diffese between the levels of engagement
in the two conditions. In part two of the researtB, weekly music therapy sessions
were carried out to measure the cumulative effeeteekly music therapy. In addition
to pre- and post- the session, measurements wseréadden 30 minutes after the session
on music therapy and non-music therapy days to uneake longer-lasting effects of
music therapy. The hypotheses were that there woeild greater level of engagement
during the last few sessions compared to the thrgte sessions and also a higher level
of engagement, 30 minutes after music therapy tma non-music therapy day. The
results showed that there was increasing engageasethie sessions progressed. There
also was increased engagement during the musigpheessions than 30 minutes after
the sessions. However, there was no evidence tigaigement was greater in the period

after music therapy sessions than on the days wbenusic therapy was provided.

In summary, the literature on music therapy witlleol persons with psychiatric
disorders indicates that music therapy has poshiemeefits for this client group. The
reviewed authors indicate that the music therapgntjtative research in this field

carried out in the future would need improved mdthiogical standards.
2.3 Music Therapy and Single Sessions

2.3.1 The Practicalities of Research in Psychiatry

Silverman and Marcionetti (2004) noted that redearoncerning persons who were
severely mentally ill was intricate and difficutt tontrol. They explain that research in
psychopathology has many complications such as piesence of obscure and
unreliable data, choosing between scientificallie and clinically significant problems,

issues of clinical responsibility and ethics andhpbtications of execution. Aldridge (as
cited in M. J. Silverman & Marcionetti, 2004) issal said to note the difficulties in
guantitative research in the psychiatric field. Jénedifficulties consist of finding

matching groups of acute psychotic patients udwegparameters of age, syndrome, and



diagnosis that are not complicated by other problesnch as alcohol or drug
dependency; medication variables and differentesrisnd issues for psychotic
breakdown. These are all said to contribute tativelly small numbers of participants.
To minimise the effects of these variables on #wearch, Silverman and Marcionetti
(2004) proposed a single session intervention withre- and post- test design with
subjects as their own control. They mentioned thatsingle session intervention with a
pre- and post-test design ensures that the cordrelsnaximised and the results are
minimally influenced by other variables. These picat issues raised by Silverman and
Marcionetti (2004) were also present within thereot medical ward where this
research was carried out. Music therapy is trawi#ily a long-term intervention with
the gradual development of a therapeutic relatipns¥ith the client. Research (by
music therapists in a variety of fields) on singleisic therapy interventions, its

challenges and methods of working are summariskesvbe

2.3.2 Single Sessions and Psychiatry
Silverman and Marcionetti (2004), evaluated the edrmate changes in common

psychiatric deficit areas in patients with severental illnesses during a single music
therapy intervention. The psychiatric deficit areeere identified as self-esteem, self-
expression, coping skills, anger management, mewaptoms, how the participants

felt about their situation at hospital and how gagticipants felt about music therapy.

The effects of 5 different music therapy intervent were compared for each specific
psychiatric deficit areas. The five music therapteiventions were facilitated group

drumming, music games, lyric analysis, song-writiagd music listening. The results

demonstrated that irrespective of the interventiotherapeutic technique used, music
therapy consistently was rated as positively infttieg participants. Future research
suggestions included comparing music therapy tordral group to strengthen the

research design. The other suggestion was thatwabemal data tracked by a mental

health professional might provide more objectiveutes than self-report data. The use
of a reliable testing instrument was another recenuation. It was suggested that the
concept of using the clients, as their own consbbuld be continued since each
participant had unique symptoms, issues and méalicaariables.

The study by Bruer et al. (2007) listed in sectib®.2 also has an element of a single
session intervention. It identifies that pre- arabtp session measurements of single
sessions appear to be useful for demonstratingittggchange within participants.

10



2.3.3 Psychotherapeutic Considerations for Single Sessions

The practice of music therapy occurs within varidkasneworks such as humanistic,
behavioural, psychodynamic and Guided Imagery ansi®1(GIM) (Wigram et al.,
2004). Practioners of a psychodynamic approachusiartherapy have written articles
about the considerations and adaptations of utighis approach for short-term work.
Psychotherapeutic music therapy interventions eaditionally long term where the
therapeutic process can gradually unfold. Idea$ sisccontainment, boundaries and
holding can be developed. Trust can also be grhdoailt upon and therapeutic themes
can begin to emerge (Molyneux, 2005). However ilogle sessions, boundaries such as
meeting at the same place and time for every sess®absent. A few music therapists
have written about structures that have to be ptd place to accommodate these

concepts in short term work.

Molyneux (2005) writes about short-term music tpgravork with individuals and
families in a child and adolescent mental healtivise. Within this article, the author
offers ideas regarding containment and boundafiée author states that the key
features of short term interventions need to bé&arstatement of aims, protection of
the therapeutic space for the client, a focus entlierapeutic aims during the session,
clarity concerning endings and an open procesgValuating and reviewing progress
that involves the client and their carers. Thesecgsses are said to offer a safe and

fruitful therapeutic space for the clients and tterapist.

Rickson (2006) believes that the psychotheraperdiccept of the “holding” function
can be achieved through musical improvisation fagle session interventions. The
author explains that even a single improvisatiosaisl to be able to convey and receive
many of the virtues intrinsic to the therapeutidatienship. Within this single
improvisation the therapist is said to be able &etrthe client in the moment, gain
information about the client’s level of functionimgd support and encourage the client

to participate at levels that he or she has perhapexperienced before.

2.3.4 Other single session interventions

Krout (2005) discusses the benefits of one-timeefgelated support groups and
programs. The benefits of these one-time sessionsad to be that they allow the
bereaving person to “check in” with how they arendo get reassurance that they are
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grieving “normally” and “feeling or doing the rightings.” It is also said to allow staff
members to assess if the bereaved person is agldptiife after the loss in a healthy
way and to offer further grief services if such deare identified. This article explores
the use of therapist-composed songs to meet tgesession goals. It is explained that
due to the time limitations of single session wméations it is preferable for the
therapist to pre-compose relevant songs ratherubartechniques such as song parody
or facilitation of client-composed songs. The béan#fusing original songs rather than
standard songs is said to be that the song lyndss&ructure can better be composed to
meet the specific needs of the individual and @navably obtain a more efficient result.
Krout (2005) achieved this goal via pre-identifyinthe members who would be

attending the given group and pre-planning the smogrdingly.

Ayson (2008) describes her research that explohed role of music therapy in
supporting child-parent well being in a paediatvard. The author explained that music
therapy was offered at the facility for one daytlué week and therefore in most cases
patients were not admitted long enough to receiweenthan one session of music
therapy. Therefore the sessions were designed Higvac meaningful outcomes in a
single session. The study involved analysing dihimotes, semi-structured interviews
with parents and a staff member and a persona&atefe journal to study the effects of
single sessions of music therapy on three childiidre results showed that single
sessions of music therapy for the children promotedmalisation and provided
emotional/psychological support. For parents, ip&e elicit positive changes in mood,

reduce anxiety and support parental learning/pergnt

Krout (2001) carried out a study into the effedtsiogle sessions of music therapy on
the observed and self-reported levels of pain chnphysical comfort and relaxation in
hospice patients. The study concluded that musiagly interventions appeared to be
effective in increasing the subject’s pain contptiysical comfort and relaxation during

both observed and self-reported data collectionates.

2.3.5 Single Sessions and Anxiety

Most of the single session studies that were faartte literature considered anxiety as
one of the main research variables. In clinicairsgs, research into the effects of music

therapy on anxiety included studies with patiemslargoing chemotherapy (Ferrer,
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2007); paediatric patients during donor site dresshanges (Whitehead-Pleaux et al.,
2006); paediatric patients due to undergo surgéfyipple, 2003); coronary care units
(Bonny, 1983), ventilator-dependent patients (Chla®98; Wong et al., 2001) and

substance abuse patients (Cevasco, 2005). Thereval® a number of experimental
single session studies that analysed the effeatsusic on anxiety (Knight & Rickard,

2001; Robb, 2000; Walworth, 2003). The researcimelisated that anxiety presented as
a common symptom for hospitalised patients. Sirgglesions of music therapy are
identified as beneficial to reducing anxiety in dbesettings.  The section below

explores anxiety and the uses of music therapydtdsareduction.

2.4 Exploring Anxiety

Anxiety disorders are classified as mental dis@das per the “Diagnostic and
Statistical Manual of Mental Disorders” (DSMIV, 139 These disorders include Panic
Disorder Without Agrophobia, Panic Disorder withgkgphobia, Agoraphobia Without
History of Panic Disorder, Specific Phobia, Sockttobia, Obsessive-Compulsive
Disorder, Posttraumatic Stress Disorder, AcutesSti@isorder, Generalised Anxiety
Disorder, Anxiety disorder Due to a General Medi€aindition, Substance-Induced

Anxiety Disorder and Anxiety Disorder Not OtherwiSpecified.

There are numerous definitions of anxiety that weentified throughout literature
obtained for this study. However, having a stand#tinition and understanding of
anxiety is an essential step to exploring meanamdiety reduction. The following
understanding of the concept of anxiety presented aommon-sense explanation of
this term and was congruent with other texts sl aldberger and Breznitz (1982)
and Wolpe (1982) studied about the same topic.

Anxiety can be identified as an element of a stét&tress (Spielberger, 1979). Stress is
a complex psychobiological process that consistthode major elements as listed
below and represented in figure 1.
* A stressor, which is a situation, or stimulus th&atpotentially harmful or
dangerous to an individual initiates this process.
 The next element is the perception of this stressorthe individual. The
individual could perceive the stressor as dangeootisreatening..

e If this occurs then it elicits a state of anxietythe individual.
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Figure 1. Elements of Stress

Anxiety can be classified into two types (Spielleerd.979)

* Objective Anxiety: This is a reaction or respons@treal danger in the external
world. This is a normal adaptive reaction to exaéstimuli that serves to act as
a danger signal that mobilises an individual foping with harmful situations.
Consequently, the reaction to this stressor is llysyzroportional to the
perceived danger.

* Neurotic Anxiety: This is the reaction or respotseéhoughts and memories of
repressed traumatic experiences. It is maladajineemobilises the individual
to respond based upon repressed memories of dahgérso longer exist. Thus,
there may be no real danger, only a perceptionaoigdr. Consequently, the
reaction may not be in proportion to the perceitredat.

2.4.1 Physiological Effects of Anxiety

When an individual enters a state of anxiety, tbeybreacts with a fight-or-flight

response (Spielberger, 1979). In this reactionptiiy mobilises its resources to either
attack an enemy or to escape to safety. Tradilignidis is an adaptive reaction that
serves to mobilise a person for coping with harnsitliations. However, the energy
needed to prepare the body for the fight-or-flighképonse utilises energy needed for
other bodily functions. Consequently regular arbudaa state of anxiety can cause

physiological damage since there are limits toeiti@ptive capacity of an organism.
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Humans tend to exhibit stereotypical bodily reatdiand experiences when in a state of
anxiety (Spielberger, 1979). Low to moderate arxistcharacterised by feelings of
apprehension, tension and nervousness. Moderathigio levels of anxiety are
characterised by restlessness, trembling, shortoiebseath, sweaty palms, increased
heart rate, rise in blood pressure and musculasiden High levels of anxiety are
characterised by overwhelming fear and sometinmesicgoehaviour.

2.4.2 Techniques to reduce anxiety

The following are the broad categories that arel tseeduce anxiety (Spielberger,
1979).

* Psychotherapy, which gives the patient an insigtat how repressed feelings,
associated with childhood events contribute torthegsent anxiety issues.

* A behavioural therapy approach that aims to corevthe client that neurotic
anxiety is caused by their faulty perception aational fears about stressful
events, rather than the event itself.

* Use of techniques such as meditation to relax tinel @nd body. A conscious
effort to relax is said to be effective in reliegitension and anxiety.

* Use of chemical substances to diminish anxiety $gmp.

2.4.3 Music Therapy and Anxiety

The majority of literature in relation to music tapy and anxiety relates to its use in
hospital settings. Walworth (2003) mentioned tha benefits of lower anxiety in
clinical settings were decreased length of stagredesed medication such as sedatives
and pain relievers and an overall increased pespierception of the hospitalisation

experience.

Music therapy is sometimes used before hospitatquhores to reduce the anxiety of
patients. Whipple (2003) provides anecdotal evident a music therapy program
entitled “Surgery Buddies” that involves the paédtapatients and their families in
music activities prior to surgery decreasing opmaties for anxiety to develop. The
author explained that the program assisted not dhé/ patient in coping with
hospitalisation, but also the patient’s family irmmaging their own anxiety and the

hospital staff in carrying out the necessary salgiceparation procedures.
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Music therapy has also been used during hospi@tepiures to aid reduce patient
anxiety. Ferrer (2007) demonstrated significant roepments on the measures of
anxiety, fear, fatigue, relaxation, and diastol@da pressure for clients who listened to
familiar live music during chemotherapy as compatedhose who had no music.
Whitehead-Pleaux (2006) studied the effects of mtiserapy on pain and anxiety in
paediatric burn patients. However, the results wased and inconclusive.

Chlan (1998) studied the effects of music therapyredaxation and anxiety reduction
for patients receiving ventilatory assistance. Toaclusion was that a single music
therapy session was found to be effective for destng anxiety and promoting
relaxation, as indicated by decreases in heartaradeespiratory rate. Music listening as
a type of music therapy intervention is also oftanried out in clinical settings. Biley
(2000) identified that music listening to reduceiaty has been used in settings such as
during anaesthesia, magnetic resonance imagingtaldeettings and following

coronary bypass surgery operations.

Music therapy can sometimes be carried out withemtlctivities to aid anxiety
reduction. Cevasco (2005) compared the effects ovement-to-music, rhythm
activities, and competitive games on depressioasst anxiety and anger in females in
substance abuse rehabilitation. The results inglicab significant differences for the
three types of music therapy interventions. Howeyee- and post- session results
indicated that individuals reported a decreaseepreksion, stress, anxiety, and anger
immediately following the music therapy sessionsbiR (2000) carried out a study to
compare the effects of music assisted progressusia relaxation, progressive muscle
relaxation, music listening and silence on measafesxiety and perceived relaxation.
The results revealed that each treatment conditias equally effective in producing
significant changes in anxiety and perceived rdlarafrom the pre- to the post- test

period.

Some studies compare the effects of various mumgcapy techniques on reducing
anxiety. For example, Jones (2005) compared soitgiyrand lyric analysis

techniques to evoke emotional change in a singési@e with people who were
chemically dependent. The results indicated thabfih interventions, music therapy

elicited significant emotional change during a &ngession and was perceived as
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therapeutic by the participants. The results atslicated a reduction in anxiety though
the results were not statistically significant.

Only one study was found relating anxiety spedilycep psychiatric clients. Choi, Lee
and Lim (2008) carried out a study to test whetjreup music therapy was effective
for improving depression, anxiety and relationships psychiatric patients. The
intervention was for 15 sessions and the controugrwas a routine care group. The
results were that the music therapy interventioowsd significant improvements in

depression, anxiety and relationships compared thélcontrol group.

2.4.4 Type of Music and its Effect on Anxiety

People often classify certain music as anxiety cetdy or relaxing music. Music
therapists have carried out studies to validateidenitify the type of music that would
result in anxiety reduction. Walworth (2003) statieat usually music used to reduce
anxiety and increase relaxation is slow in tempd mstrumental (that is, no lyrics).
However, she explains that if a person has a lyistbrnegative association with a
particular genre, then the person would not be ebkelax with this music and might
even become more tense than he or she would halieuvimusic. Based upon this
premise, Walworth (2003) designed a study to exarttie effects of listening to a song
from the subjects preferred music genre, prefes@ag selection or listening to no
music. The results indicated that there were nnifsignt differences between the two
music groups however subjects listening to mus$ionwed statistically significantly less

anxiety than subjects not listening to music.

Hanser (1988) also had identified familiarity an@fprence of the music selection as
important factors to reduce anxiety via music hgtg. However she also identified
slow tempi, lengthy phrases and soft dynamics asssary ingredients. While giving
directions for future research, Hanser (1988) dtaitat it was not clear whether the
music must mirror the listener's mood by starting at a faster tempo with a gradual

change in dynamics and tempo.

2.4.5 Measurement of Anxiety

Anxiety is usually measured by observing subjectivephysiological responses of

individuals (Knight & Rickard, 2001). Psychologic@ubjective) anxiety is measured
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via questionnaires such as the “State-Trait Anxiketyentory” while physiological
responses are measured via heart rate, blood peessutisol and salivary IgA samples
(Knight & Rickard, 2001).

Hanser’s (1988) article provides a base of theditee for analysing the measurement
of anxiety related to music listening up to thery2888. The author concluded that
when measuring the effects of music on anxietyue of physiological measurements
was inconclusive and hoped that the means of miegstivese variables would improve.
Hanser(1988) preferred the use of behavioural ebfens and psychological

measurement techniques. Biley’s (2000) literatengew also confirms that the results
of the measurement of physiological variables amditator of anxiety appears to be

least conclusive with conflicting results beingaibed.

Due to this lack of consistent research about fifiects of music on physiological
variables, Knight and Rickard (2001) researchedrdibeistness of using physiological
variables to measure anxiety. They carried out mpemmental study where the
participants were subjected to a cognitive stre€9ae group had music playing in the
background while the other had no music. The ressiftowed that exposure to the
music prevented the significant increases in stib@nxiety, systolic blood pressure
and heart rate caused by a cognitive stressorniusc piece also attenuated diastolic
blood pressure and salivary IgA levels, independéat stress response. The results are
said to provide experimental support for claimst thiusic is an effective anxiolytic

treatment.

Ferrer's (2007) study of music therapy with clientglergoing chemotherapy treatment
showed statistically significant improvement foretrexperimental group on the
physiological measures of anxiety and diastoliotlpressure, however there were no
significant differences for heart rate and systdlicod pressure. The author explains
that the possible lack of consistent results fer physiological measures could be due
to some subjects having received blood pressurecatezh prior to the beginning of
chemotherapy treatment or undergoing intravenarssstiuring the intervention or that
patients in the music group often clapped, sanggalwr tapped their feet which may

have altered cardiac activity.
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The above article by Knight and Rickard (2001) dseggest the effectiveness of
physiological measures, though this study was coteduin an experimental setting. A
more realistic comparison for the present studylditne the research by Ferrer (2007)
since it occurred within a hospital setting. Thigdy demonstrates that the addition of
medication and other factors in hospitals may tasuhaccurate physiological results.

Hanser (1988) points out that when the listenen ia state of stress, their reaction is
further complicated by the physiological respongestress interacting with responses
due to factors such as medication. Therefore Ha(ik@88) indicates that it is not

possible to elucidate the precise responses thaldwie expected in a music therapy

stress reduction program.

2.4.6 Psychological Measures of Anxiety

Kabacoff, Segal, Hersen and Van Hasselt (1997)tiftkoh that for older persons, to
avoid the fatigue effects common in long test begseand structured interviews, test
instruments that can be quickly administered ansilye@ompleted are particularly
desirable. Correspondingly the authors identify tha most commonly used self-report
measures of anxiety are the Beck Anxiety Inven{@#l; Beck & Steer, 1990) and the

State-Trait Anxiety Inventory (Spielberger et 4B83).

The Beck Anxiety Inventory (BAI) is a 21 item Likescale self-report questionnaire
measuring common symptoms of clinical anxiety, sashnervousness and fear of
losing control (Kabacoff et al., 1997). Respondemdécate the degree to which they are
bothered by each symptom. Each symptom is rateal for-point scale ranging from
zero (not at all) to three (severely, | could basthnd it), and the total scores can range
from zero to 63, with higher scores correspondmgigher levels of anxiety. 13 items
assess physiological symptoms, five describe cogrégispects, and three represent both
somatic and cognitive symptoms. However, the BAhsuges the anxiety present in a
week for the client. Thus this would represent lhrgg-term anxiety for a client. It is
unfeasible to assume that a single session of ntheiapy will affect the long-term
anxiety of a client. However, it is hoped that neuierapy will result in a reduction of

the immediate (current) anxiety of a client.

A Gregory (2000) that investigated the applicawdnest instruments in music therapy
research used by “Journal of Music Therapy” auttians 1984 to 1997. The research
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identified 92 out of the 220 articles published idgrthis period that used test
instruments. Of these, the State Trait Anxiety hteey (STAI) was the most frequently
used and functioned as a dependant measure byesearchers with eight different
populations. The State Trait Anxiety Inventory (SY4s a 40-item Likert scale that
assesses separate dimensions of “state” anxietygil-20) as well as “trait” anxiety
(items 21-40) (Spielberger et al., 1983). The stabdety represents the current anxiety
state of an individual while the trait anxiety repents the longer-term anxiety traits of
an individual. Kvaal, Ingun, Nordhus and Engedd#@lO&) carried out a study to assess
whether the state part of the STAI was useful asse-finding instrument of mental
disorders in geriatric patients. The study includ& participants who were non-
demented geriatric inpatients in stable clinicatdibon. The mean age was 83.3 years
with a range of 64 to 96 years. The conclusion thas$ the STAI state scale was a
useful instrument for detecting a variety of memislorders in older people. Therefore
the STAI presents as a valid measure for this theoup.

2.5 Literature Review Summary
The key findings of the literature review are sumsel below:

* There is a paucity of quantitative research andrae of practical difficulties
experienced by researchers conducting studiesythfzric settings.

» Single session interventions where clients achas bwn control with pre- and
post-test measurement presents as a feasible aesgesign to minimise the
influence of the practical difficulties experiencéd conducting research in
psychiatric settings.

* Anxiety is the most commonly measured researchalbeifor single session
music therapy intervention studies.

» Research studies indicate that music therapy ietgion causes a reduction in
anxiety across various client groups.

» Psychological rather than physiological measurenwsis are preferred within
hospital settings due to patient medication actiaga confounding variable for
physiological measurement.

« There is a wider use of the “State Trait Anxietydntory” than other

measurement tools for the measurement of anxiatyusic therapy research.
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2.6 Hypothesis

Music therapy will be more effective than reminisce therapy (p=<0.5) in reducing
anxiety in older persons with psychiatric disordes measured by the state part of the

“State Trait Anxiety Inventory.”
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3 Method

3.1 Rationale for the Research Decisions

The needs of the clients were the primary factodetermining the research decisions
for this study. These research decisions wereduitiformed and shaped by results and
ideas from previous research as outlined in theipus chapter of the thesis reviewing
the literature. This section outlines the persamelvs of this researcher to explain the

rationale for the research decisions.

Based upon the practicalities of obtaining staffl @ansecure environment to carry out
research, the ward staff and | felt that having bsearch based within the hospital
would be more feasible than within the communitiyefiefore, the decision was made to

limit and base the research within the fifteen-tmggitient unit.

Health-related environments have traditionally e@&lion quantitative rather than
qualitative studies to determine the effectivenefssarious interventions. (However
attitudes about the relevance of qualitative stdoe complex issues have begun to
change in recent yeaisGiven that this research was being carried otftiwithe health
sector and the first experience of music therapythés unit, | felt that it would be
useful to carry out a quantitative, rather thanlitptave research for this current project.
Positive findings from a quantitative research giuzhsed on outcomes for the clients,

could help evaluate the use of music therapy foeiopersons with psychiatric disorders.

In the in-patient ward, the clients were usuallynéted for a maximum of three weeks.
Given conditions such as medication and other na¢dicd psychological interventions,
realistically, clients could only be expected teatl a single music therapy session. The
literature review also indicated that single sassmerventions minimise the influence

of confounding variables in research in psychiatgttings. Therefore, we decided that

Z Subsequent difficulties with recruitment necessialrawing on the community clients as participant

This will be discussed further in the Methods am$iRts sections.

3 A series of articles in the British Medical Jourtial 2008 give strong justification for the place of
qualitative research in the medical environment amtourages medical practitioners to
understand it better. For example: Kuper, A., Reg®&, & Levinson, W. (2008). Qualitative
Research: An introduction to reading and appraigijglitative researchBritish Medical
Journal, 33716 August 2008), 404-409
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the most practical and feasible option for thigent study would be to study the effects
of single sessions of music therapy for this clgnaup.

Within the music therapy group sessions on the wharebticed that typically clients
would appear to smile more, be less agitated amibgxmproved co-operation and
communication. Often people would come on to thedwafter an emergency where
their mental health had deteriorated and/or theyewmt coping at home. Regularly
they were distressed and confused about a hoggitaission. The hospital also seemed
different and unfamiliar as compared to their hoanerest-home. | felt that music
therapy was a positive influence on the clientsseHre some examples, which, in the
interest of client confidentiality, are not realopée but are gleaned from genuine

clinical experiences on the ward in the course yBrmonth placement.

Case Study 1:

Jenny, a 68 year old client, had been diagnosdd alittical depression. She has spent
the morning sleeping in her bed since she saidvsisetoo depressed to interact socially.
When she heard about the music therapy sessiorsastheshe liked music and would
give it a try. As the music therapy session praggdsshe began to sing when she heard
songs familiar to her. She then began to talk abeutpast experiences and share her
life journey with group. She became increasinglymated and laughed, smiled and
joked with the other group members. Following teesson, she was willing to mingle
in the main lounge with the other patients andf stther than return to her room. The
music therapy session appeared to offer Jennyaiéi&r language of music and song
as a basis to begin relating socially. It also ssho encourage sharing of experiences
and, through this process reduced her social isalat

Case Study 2:

John was a 72 year old man diagnosed with Genedafsxiety Disorder. On the ward
he seemed constantly concerned with issues abgsutifei John initially appeared
restless during the session. He tended to looknartiue room and outside the window.
When the group was introduced to the instrumerdssdemed intrigued by the ocean
drum. This is an instrument with a large round diftame containing small beads that
creates a sound like the ocean. During the freeramgation that followed, John
appeared to be engrossed in sounding the oceanatrdraxploring the various sounds
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it created. The improvisation lasted about 10 na@autiuring which time John’s main
focus was the ocean drum. At the end of the imgaiion, he said that the sounds
created reminded him of the ocean. He said thaiskd to live near the sea and missed
the life he had had when he lived there. For tlsé¢ séthe session, John appeared to be
more focussed on the session and laughed and seeteeelsted in comments and
music of other group members. When leaving thei@@s3ohn got into a conversation
about the sea with another group member. Half am &fter the session, he was noticed
still engrossed in the conversation with the otir@up member. The music created by
the musical instruments seemed to help John liftobinis state of anxiety. It appeared
to help him reflect on a happy period of life irs lpast. This correspondingly helped

him focus on the session and seemed to reduceistyabout the future.

Case Study 3:

Jane was a 68 year old woman experiencing audiersecutory hallucinations. On the
ward she tended constantly to talk back to thetandhallucinations. At the start of the
session, she often interrupted the music to tellgitoup what the “voices” were saying
to her and seemed to be distressed. Jane was ageduo focus on the music. She said
that the band “Abba” was her favourite. We sangesdthba songs for her. During the
singing of these songs, her responses to the “sbiemded to reduce. She was also
encouraged to engage within active music making wie other patients in the room.
For Jane, the music therapy sessions appearetketoaof alternate focus to the auditory
hallucinations. As a follow up it was recommendbdttJane could be supplied with
Abba CD'’s in her room. During the week, Jane wakeado be singing in her room

when she needed respite from the auditory hallticins.

Other staff and myself felt, from a clinical perspee, that reduction in
agitation/increased pleasure would be a valuablgribaition for music therapy to
improve clients’ well-being on the ward. In plangiresearch it seemed that changes in,
and particularly reduction of anxiety, might relate these clinical goals and could
practically and ethically be measured in this cehteth the resources | had available
to me. Therefore, the proposed research variabdectvasen.

The music therapy sessions at the hospital wem@pan group format. It was open to

all clients and not limited to patients with an ety diagnosis. Conversations with staff
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and personal observations indicated the most oflteets demonstrated some degree of
anxiety even if it was not part of their diagnosifis may have been in relation to
being within an acute state of their illness. Thame it was decided to study anxiety as
a general condition rather than limit the studyc#pzlly to clients with a diagnosis of
anxiety. A suggestion by Charles Spielberger, titba of the STAI (See Appendix A)
was to administer the Trait anxiety scale to thdig@pants prior to commencing the
study to allow an evaluation of the differentiafeets of music therapy on S-Anxiety
for patients who are high and low in T-Anxiety. Heawer, given the staffing restrictions
of a student project and the considerations of acht@ring an additional scale, it was
decided to not implement this measure for thisesurstudy.

Physiological measurements were felt to be inteisivthe clients who are faced with a
battery of testing while at the hospital. Minimigithese tests as part of the research
was an important consideration in choosing psydiodd rather than physiological
measurements for this study. In addition, the diiere search also identified that
physiological variables are likely to be influencey other medication and thus

psychological measurement may be preferred.

The State Trait Anxiety Inventory (STAI) was chosam the measurement tool since
dialogue with psychologists on the ward and prigsearch identified it as the main
standardised tool to measure the effects of sithgdeapy sessions. In addition, Charles
Spielberger, the author of the STAI was contaceghrding the suitability of this tool
for this client group. He commented that he believkat this tool would be an
appropriate measure for assessing change in statety before and after the

interventions (Spielberger, 2008) (See Appendix A).

The section below represents the ideal methodotbgly was chosen based upon the
decisions discussed above. However, during the dali@ction phase, there were
practical difficulties that resulted in some dewmat from this method outlined for a
few participants. These deviations are discusseskeation 3.4.2 within this methods

section.
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3.2 Sample

3.2.1 Total Population

The sample population was chosen from the acusgismt ward. This sample consisted
of males and females aged 65 years and over. Tiieipants potentially belonged to

any ethnic group.

The exclusion criterion was:
» Patients for whom the clinical staff felt that musherapy was inappropriate
based on clinical grounds.
» Patients for whom it was felt cognitive difficuliievould create challenges in

understanding and answering the “State Trait AgXi@tentory” questionnaire.

All suitable clients were approached until the regpisample size was achieved.

The clients were provided an information sheet altbe study. There were two
versions of the information sheet due to the astate of the clients. One version was a
single page “Summary Sheet” that listed in bulleihfs in a large font the summary of
the research and what it required of the partidp@8ee Appendix B). Once the client
consulted this sheet and if they wished to go ahemmy were given and explained the
“Information Sheet” that contained detailed infotmoa about the study (See Appendix
C). If the clients agreed to participate in thedgtithey were given the “Consent Form”
to read and sign (See Appendix D). To minimise cioer, the occupational therapy
staff without the presence of the researcher/studarsic therapist carried out this

process.

3.2.2 Sample Size

The sample size for this study was agreed as wareh participants. This was based
on advice from a statistician. Please refer to Aylpe E for the statistician’s report for
the sample size analysis. An important considemaftbo this sample size was that the
project was restricted by the time and resourcestcaimts of a university educational
course. However, the statistician reported that¢thosen sample size of ten participants
would enable potentially large treatment effectbéaxamined, if they occurred.
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3.3 Interventions

The following are the intervention details for egarticipant:

* One 30 minute group music therapy session

« One 30 minute travel group (reminiscence therapygrvention. This was
designed to act as the control group

* Both sessions were designed to be carried out dydbkearcher/student music
therapist and an occupational therapist. The odoupd therapy team that
formed a part of the “Mental Health of Older Peisoservice provided support
for the project.

e The testing site for both interventions was propogebe the meeting room on
the ward. This provided a private space to engagéheérapy with minimal

external distractions.

3.3.1 A Typical Music Therapy Intervention

The music therapy session design focussed on theesshighlighted within the
literature review in chapter two. These includedaapts such as the need for focus and
direction by the therapist within single sessiotelimventions to ensure the client’s
therapeutic safety and goals are met. In additionaid reduction of anxiety client
preferences were considered rather than relying mrescriptive style of music

The session usually started with a verbal welcamtbe clients, explaining that this was
a private therapeutic space and that if they fedtrieed to leave the session they could
inform one of the staff who would assist them b&zkthe ward. The therapist then
usually sang the song, “Welcome to My World” asimtnoductory song, inviting the
clients to either join in, or just listen if theyishk to. The instruments provided during
the music therapy sessions were the ocean drum,stak, triangle, bongo, caxixi,
wind-chimes, bells and egg shakers. While the tdiexplored the instruments, the
therapist would provide an improvised musical bagkio support the resulting group
improvisation. At the end of the improvisation, tlidents were invited to, or
volunteered recollections or associations stimdldig the music or the instruments.
This was usually followed by further improvisations songs based on the verbal
reflections or the cultural preferences indicatgdte clients. Towards the end of the
session, the therapist aimed to re-orientate tiemtsl to the present and ended with a
song such as “What a Wonderful World” or “You arg ®unshine.” Although the

27



above description is of a typical session, evergsisa had different clients that
correspondingly created a different dynamic that mhusic therapist had to use as a

basis to structure the sessfon.

3.3.2 A Typical Control Group (Reminiscence Therapy Intervention)

The control group model selected was an alternati@gatment control group. This
group was designed to be a typical non-music ietgion intended to affect the
dependant variable in a similar manner to the musetment. It was felt that this type
of control group would provide the most effectivengarison to the music therapy

group.

The control group was implemented in conjunctiothwhe occupational therapy team
on the ward. It was decided to choose a reminisedinerapy group in the form of a
travel group since the occupational therapy teard haecdotal feedback of its
effectiveness in helping reduce anxiety along with pre-existing resources for its
implementation. The travel group acted as a remm@mese therapy group that stimulated

verbal conversation through information, pictured éood from a given country.

3.4 Data Collection Method

* The data collection was via the state part of at&irait Anxiety Inventory”
(See Appendix F).
e It was administered by the occupational therapff stidhout the presence of the
researcher (student music therapist).
» The clients acted as their own control.
* The measurement tool was administered a totalwoftimes:
1. pre- music therapy
2. post- music therapy
3. pre- control group
4. post- control group
» Ideally, the order of interventions would have besmmdomisation by the use of
a program such as Microsoft Excel. Appendix E paesi the statistician’s

indicated ideal method of randomisation. Howeveregi the perceived

* The individual sessions in rest homes settindevi@d a similar structure to these group settings,
though the musical style selection was more catrdioe individual's preferences.
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practicalities of client availability, the order délivery of the interventions was
dependent on the client availability. Thereforetfus study, randomisation was

considered to be provided by client availability.

3.4.1 The State Trait Anxiety Inventory

The State Trait Anxiety Inventory (STAI) is a 4@ Likert scale that assesses
separate dimensions of “state” anxiety (items |-29)well as “trait” anxiety (items 21-
40) (Spielberger et al., 1983). The state anxiepyesents the current anxiety state of an
individual while the trait anxiety represents thender-term anxiety traits of an
individual. Each item is rated on a 4-point intéysscale. The total score can lie
between 20 and 80. A higher score indicates a higheiety. The state anxiety scale
has demonstrated construct validity (Spielbergeal.et1983). Construct validity is the
support for the intended interpretation of the ables (Wikipedia, 2009). It also has a
high Cronbach alpha co-efficient for the state-atyiscale with an overall median co-
efficient of 0.92 (Spielberger et al., 1983). Craab'sa is a coefficient of consistency
and measures how well a set of variables or ite®TA( items) measures a single,
unidimensional latent construct (anxiety) (WikipdR008). Appendix F contains a

copy of the state part of the STAI.

3.4.2 Practical Challenges to the Planned Method

Difficulties with recruiting clients who presentedth the cognitive ability to complete
the STAI resulted in a shortage of appropriateigpents from the acute inpatient ward.
Therefore, additional participants were recruitednt the community to meet the
required sample size, due to research timelines.méthodological deviations for these
participants are listed below.

* The sample population was clients who were servimethe community team.
These were clients who were older persons with tpayric disorders. They
were not in an acute stage of their illness andetbes did not require being
within the inpatient ward, though their conditiotll svarranted the need for
support from the hospital community team.

* The testing site was the client’s room within testrhome.

* The music therapy intervention was administerechiwitan individual rather

than group setting.
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The control intervention was a verbal discussiorthwthe individual about
anxiety management rather than a travel group. TWas because it was
administered by the occupational therapy team ak gdaa standard anxiety
management session rather than the music theraggrgtdue to time constraint

availability of the participants

Further details about these deviations are predevithin the results section.

3.5 Ethical Issues

3.5.1 Ethical Approval

The project has the following approvals:

3.5.2

Approval from the Northern X Regional Ethics Comed, New Zealand
(NTX/08/08/055) (See Appendix G).

Clinical board approval from the “xxxxx District ldith Board.”

Scientific assessment and approval by an indepeénderiew of the academic

committee of the New Zealand School of Music (Seeéhndix H).

Minimisation of Harm

The researcher was also the treatment provideddstumusic therapist). This
presented the possibility of coercion and a conficinterest. To minimise this
risk, the occupational therapy staff did the relonent process of obtaining

consent and administrating the test instrument.

The research was designed to minimise its impacstandard music therapy
treatment for the clients. Therefore, the testsewadministered pre- and post-

the sessions rather than data being gathered dinengessions.

Possible psychological risks to the participantsia@dave occurred through the
process of completing the STAIL To minimise thissgible harm the test
instrument used was a standardised instrument lthdt been used in prior

research and found to be effective in measuringegynwith this client group.
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* The music therapist monitored individuals during gession for any possible
harmful effects. A debriefing meeting occurred witte staff conducting the
research after each intervention and its consequaemd collection. This
debriefing helped identify and take action on amggible issues that arose

during the session and the data collection process.

* Since the clients were in an acute state the pbgsibf medical emergencies
arising during the sessions was high. Howevem iémergency did occur, since
the research occurred within the clinical settirths, team of professionals that

care for the patients could easily be approached.

3.5.3 Privacy and Confidentiality

The following processes were implemented to enptivacy and confidentiality for the
clients.

* The data was stored securely at the facility dutivegdata collection period. At
this stage only the researcher and the occupatibeshpy staff assisting with
the project had access to the data.

» After the completion of the project, the data v stored in a locked cupboard
at the New Zealand School of Music for a periodeof years. At this stage, only

the researcher and the research supervisor wid hagess to the data.

3.5.4 Cultural Issues

Cultural advice and approval was sought was froaréevant persons and professional
bodies to ensure that this research would respecaddress relevant cultural issues.

* The, “Maaori Research Review Committee” of the “Xxx District Health
Board” has approved the project.

* During the initial project planning, project desigmd data collection Maori
cultural consultation was sought from the Maori Ketua Kuia at the Marae
for the Tangata Whaiora and Whanau of the xxxxxrigisHealth Board mental
health services.

* During the course of the project, assistance wag/gofrom the cultural team

and the ward staff at the hospital when emergitigial issues arose.
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4 Results

4.1 Summary of the Results

The analysis provided the following main statidtressults.

e The music therapy intervention significantly reddicehe anxiety level
[t(8)=4.626, p<0.0017] as reported by the state pathe “State Trait Anxiety
Inventory” when compared to the control group.

* There is no evidence for a significant carryovéeafsince the baselines prior to

each intervention did not difference significarft{)=0.6315, p<0.55].

Thus the hypothesis is supported that there isatisstally significant difference at
p=<0.5 between the impact of single sessions ofientierapy as compared to the
control intervention in the reduction of anxietyéds for older persons with psychiatric
disorders as measured by the state part of thég*Stait Anxiety Inventory.”

4.2 Data from the Measurement Tool
Due to time constraints and practical consideratiamne rather than the projected 10

participants were recruited for this research stdde results for the state part of the
“State Trait Anxiety Inventory (STAI)” for the paetpants are listed in Table 1. Figure
2 is a graphical representation of the particiganstores. The total score for the STAI

ranges from 20 to 80. A higher score indicategyaédr anxiety.

Table1l: STAI Results

Participani | Raw Scores Difference between Raw Scores | Difference between pos
post & pre MT scores & pre ctrl scores
Pre- | Post- Unit Percentage | Pre- | Post- Unit Percentage
MT MT Change Change ctrl ctrl Change Change
1 25 27 2 3% 21 27 6 10%
2 41 25 -16 -27% 40 39 -1 -2%
3 74 60 -14 -23% 67 71 4 7%
4 38 25 -13 -22% 34 35 1 2%
5 50 31 -19 -32% 50 48 -2 -3%
6 40 29 -11 -18% 42 40 -2 -3%
7 32 31 -1 -2% 20 23 3 5%
8 36 24 -12 -20% 36 36 0 0%
9 20 23 3 5% 22 24 2 3%
Mean 39.56 | 30.56 | -9.00 -15% 36.89 | 38.11 1.22 2%

Notes for Table 1: MT=Music Therapy; ctrl=control

Figure2: STAI Scoresfor Each Participant
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STAI State Domain

Pre-MT

Post-MT

Intervention

Pre-ctrl

Post-ctrl

-Seriesl
*Series2

Series3

*Series4
*Series5
*Series6
*Series7

Series8

*Series9
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4.3 Order of Interventions

Table2: Order of Interventions

Participant Order of Interventions

Music Therapy- Control

Music Therapy- Control

Control-Music Therapy

Music Therapy- Control

Music Therapy- Control

Music Therapy- Control

Music Therapy- Control

Music Therapy- Control

OO |N|O|U|RWINF

Music Therapy- Control

Table 2 lists the order in which the interventiovere administered for each participant.
It indicates that for all the participants excemrtizipant 3, the music therapy

intervention was administered before the contr@rirention.

Due to the service being an acute in-patient senfar the purposes of the research, it
was assumed that the clients would only be on thedvior a week. Therefore, both
interventions were carried out within a week. Thasia therapy intervention was
usually the first intervention carried out duriniget week. Since the clients were
recruited during the week before the music therstoigent’'s practicum day, the first
intervention that the clients attended was usualysic therapy. Client number 3 was
not available when the music therapy interventias wdministered for the week, and
therefore the first intervention was the contraug, followed by music therapy in the

following week.
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4.4 Main Results

4.4.1 Treatment Effects - Addressing the Hypothesis

Table 3: Treatment Effects Calculations
Number Of Values 9
Minimum -1.00
25% Percentile -4.00
Median 12.00
75% Percentile 16.00
Maximum 18.00
Mean 10.22
Standard Deviation 6.63
Standard Error 2.21
Lower 95% CI of Mean 5.13
Upper 95% CI of Mean 15.32
D’Agostino and Pearson’s Normality Te
K2 1.12
p value 0.57
Passed Normality Test Yes
(alpha=0.05)?
p value summary Ns

Shapiro Wilk Normality Test

w 0.93
p value 0.46
Passed Normality Test Yes
(alpha=0.05)

p value summary ns

One Sample t-test

Theoretical mean 0.00
Actual Mean 10.22
Discrepancy -10.22
95% CI of discrepancy 5.13to
15.32
t, df t=4.63, df=8
p value (two tailed) p=0.0017
Significant (alpha=0.05)? Yes
Wilcoxon Signed Rank Test
Theoretical Median 0.00
Actual median 12.00
Discrepancy -12.00
Sum of signed ranks (W) 43.00
Sum of positive ranks 44.00
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A statistician was employed to carry out a statgdtanalysis. The data were analysed
using PRISM v5.0 (www.graphpad.com). The resultsioled are summarised in Table
3.

For each of the participants the difference betwsest and pre the musical intervention
was subtracted from the difference between the gogdtpre the control intervention.

This formed the primary endpoint. This is represdnh figure 3.

The median (50% percentile) was 12.00 with 25%hefutalues lying below -4.00 (25%
percentile) and 75% of the values lying above 1§{8% percentile). The minimum

value was -1.00 and the maximum value was 18.00.

The mean (average) value was 10.22 with a standiewthtion of 6.63. The standard
error of the mean which quantifies the precisionhef mean and provides a measure of
how far the sample mean is likely to be from theetpopulation mean has a value of
2.21 (Graphpad, 2009). The 95% confidence inteiafathis sample has a lower value
of 5.13 and an upper value of 15.32. This represar@5% chance that the confidence
interval of 5.13 to 15.32 contains the true mednesdor the entire sample population
for this study (Graphpad, 2009).

The data would ideally be analysed using a t-tdst.carry out a parametric test, such
as a t-test on a sample requires the assumptiorihibaampled data is being analysed
from a population that follows a Gaussian (norntall)-shaped distribution (Graphpad,
2009). Normality tests compute the probability thhé data is consistent with a

Gaussian (normal) distribution.

For this study a D’Agostino-Pearson normality t@ss used to compute the normality
of the sample. A large p value indicates that theads consistent with a Gaussian
distribution. The data passed the normality teshwi p value of 0.5726, which was
greater than the alpha value of 0.05. This indg#tat a t-test could be performed on
the data since the data is assumed to be consmtbrd Gaussian (normal) distribution.

To reinforce the normality of the distribution, hapiro-Wilks Normality test also was

carried out. The data passed this normality test aip value of 0.46, which was greater

than the alpha value of 0.05
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A one-sample two-tailed t-test was carried out be tlata. This test compared the
sample mean against a theoretical mean of zero.pTtalue obtained, answers the
question that if the data were sampled from a Gang®pulation with a mean equal to
the theoretical value, what is the chance of radgaalecting N (9) data points and
finding a mean as far (or further) from the thelwadtvalue as observed in this study
(Graphpad, 2009). The p value obtained for thidytwas 0.0017. p<0.05 was
considered to be statistically significant. Therefthe results support the hypothesis
and it can be concluded that it is unlikely tha thscrepancy observed between sample

mean and theoretical mean is due to a coincidemgsiagfrom random sampling.

Given the small sample size, there may have beepdhksibility that the normality test
provided an inaccurate result. Therefore, to regdothe results, a non-parametric
“Wilcox Signed Rank Test” was also carried out.sTtest does not require the data to
follow a Gaussian distribution. Instead, the valassranked from low to high, and the
analyses are based on the distribution of rankis. fEst compares the sample median of
the study against a theoretical median (Graphp@@9)2 This test presents the results as
the sum of the signed ranks. If the data is salsktsampled from a population with the
theoretical mean, W could be expected to be near #e/V (the sum of signed ranks) is
far from zero, the p value will be small. Since Welue obtained for W is 43, it
considered to be far from zero and therefore hamall p value. As the p value is small,
it is said that the idea that the difference is tuehance can be rejected and instead it
can be concluded that the population has a medgimat from the theoretical value.

Thus this test reinforces the validity of the résul
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Figure 3: Difference (control-music) in Change (pre-post) in State Domain
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4.4.2 Carry-Over Effects
Table 4: Carry Over Effects Calculations

Number Of Values 9
Minimum -7.00
25% Percentile -2.00
Median 0.00
75% Percentile 4.00
Maximum 12.00
Mean 1.11
Standard Deviation 5.28
Standard Error 1.76
Lower 95% CI of Mean -2.95
Upper 95% CI of Mean 5.17

D’Agostino and Pearson’s Normality Test
K2 3.07
p value 0.22
Passed Normality Test (alpha=0.05)? Yes
P value summary Ns

Shapiro Wilk Normality Test

W 0.93
P value 0.50
Passed Normality Test (alpha=0.05) Yes
P value summary Ns

One Sample t-test

Theoretical mean 0.00
Actual Mean 1.11
Discrepancy -1.11
95% CI of discrepancy -2.95 to
5.17
t, df t=0.63,
df=8
p value (two tailed) 0.55
Significant (alpha=0.05)? Yes
Wilcoxon Signed Rank Test
Theoretical Median 0.00
Actual median 0.00
Discrepancy 0.00
Sum of signed ranks (W) 6.00
Sum of positive ranks 17.00

To assess carry-over effects, the difference irue&lpre-music and pre-control
interventions were compared. Table 4 lists theyeaver effects calculations and figure
4 represents the difference in scores between et and pre-music therapy that
were used to carry out these calculations. Carrginga similar analysis as for the

treatment effects, the mean obtained was 1.11 avidwer confidence interval of -2.95
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and an upper confidence interval of 5.17. The gatsed the D-Agostino and Pearson
Omnibus Normality test and the Shapiro-Wilk Normaltest. Consequently a one
sample two tailed test was carried out with a testila p value of 0.55. A p-value
smaller than 0.05 was considered to be significamice the value obtained was greater

than 0.05, it can be concluded that there wasgrofgiant carry-over effects.

Figure 4. Difference In Scores Between Pre-Music Therapy And Pre-Control For Each Participant

151

H
e

ol
I

o
1
[ ]

Difference (pre control- pre music)
n

40



4.5 Secondary Results

4.5.1 Reliability of the Measurement Tool

Table 5: Comparison Of Pre-Intervention Scores For Each Participant

Participant Pre-music therapy Pre-control Variation of State Anxiety
Unit change | Percentage chan( p
1 25 21 4 7%
2 41 40 1 2%
3 74 67 7 12%
4 38 34 4 7%
5 50 50 0 0%
6 40 42 2 3%
7 32 20 12 20%
8 36 36 0 0%
9 20 22 2 3%
Mean 39.56 36.89 3.56 6%

Table 5 indicates that the nine pre-music therapyes have a mean value of 39.56 and
the nine pre-control group scores have a mean \@fl86.89. Thus the overall mean
score pre-intervention for both groups was 38.22 ©utlier of participant 3 that is
graphically displayed in Figure 2 would affect thmgean value. Without including
participant 3, the overall mean score pre-inteieentwould have been 34.19.
Normative or clinically significant scores for thiient group were not available from
the STAI manual. However, the results could be cameg to research into the use of
the STAI with 70 non-demented geriatric patientskwaal et al. (2005). The mean
score for the state part of the STAI was 56.3 uioitshat study. This mean of 56.3 is
higher than the mean of 38.22 obtained for thigenurstudy. The lower mean value
obtained in this current study could be due to alensample size or a reflection of the
ability of the ward to help this client group maiimt a relatively low level of state

anxiety.

The variation in the state anxiety scores obtaibetdveen the pre-music intervention
and pre-control intervention for all the participmhas a mean value of 3.56 units. This
difference of 6% could represent a relatively loaviation in pre-intervention scores. It
indicates that the participants tended to exhibilatively stable state of anxiety over

time and thus could reinforce the reliability ofstiest instrument for these participants.
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4.5.2 Change in Test Scores for Each Participant
Table 6: Changein Scoresfor Each Participant

Participant | Difference between scores post- and pre- the iatgions | Relative decrease in sco p
Music Therapy Interventio Control Intervention for music therapy compar g
Unit Change | Percentage | Unit Change | Percentage | to the control interventior
Change Change
1 2 3% 6 10% -7%
2 -16 -27% -1 -2% -25%
3 -14 -23% 4 7% -30%
4 -13 -22% 1 2% -23%
5 -19 -32% -2 -3% -28%
6 -11 -18% -2 -3% -15%
7 -1 -2% 3 5% -1%
8 -12 -20% 0 0% -20%
9 3 5% 2 3% 2%
Mean -9.00 -15% 1.22 2% -17%

The following points can be noted from Table 6 &gdre 5.

Music therapy resulted in a 17% greater decreaaaxiety as compared to the
control intervention.

Seven out of 9 (78%) participants showed a decrieamexiety after the music
therapy intervention while only 3 out of 9 (33%psled a decrease in anxiety
after the control intervention.

The mean change in anxiety for the music theragywention was a reduction
of 9 units (-15%) while there was an increase 22 linits (2%) in mean change
in anxiety after the control intervention.

The highest reduction in anxiety after the muserapy intervention was of 19
units (-32%) while the highest reduction of anxiafier the control intervention
was 2 units (-3%).

The highest increase in anxiety after music thevegy of 3 units (5%) while

the highest increase in anxiety after the contrt@rvention was of 6 units (10%).
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Figure5: ChangeIn Scores For Each Participant For Both Interventions
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4.6 Study Limitations

Table 7: Deviations From the Proposed Resear ch Design

Music Therapy Control Intervention
Type of Testing Type of Type of Testing Type of
Participant Intervention Location Setting Intervention Location Setting
1 Music Therapy | Hospital Group Travel Group Hospital Group
2 Music Therapy | Hospital Group Travel Group Hospital Group
3 Music Therapy | Resthome | Individual Anxiety Resthome¢ | Individual
management
4* Music Therapy | Hospital Group Travel Group Hospital Group
5 Music Therapy | Resthome | Individual Anxiety Resthome¢ | Individual
Management
6* Music Therapy | Hospital Group Travel Group Hospital Group
7 Music Therapy | Hospital Group Travel Group Hospital Group
8 Music Therapy | Resthome | Individual Anxiety Resthom Group
Management
9 Music Therapy | Hospital Group Travel Group Hospital Group
* Participants 4 and 6 is the same participant i the test administered twice

The recruitment of participants from the acute wmés hampered due to the clients
being acutely unwell and their cognitive impairmessulting in them being unable to
complete the STAI. As a result, during the datdectibn phase it was felt that the
required number of clients might not be obtainabithin the given time frame.

Therefore, as indicated in the methodology, it Wasided to recruit participants from

the community as well.

Three participants were recruited from the comnyurkibr these three participants, the
research was carried out at the rest homes whene rigsided. Thus, the research
intervention location was at their rest home, rathan in a hospital setting. Also, the

interventions occurred in individual rather thamowgy settings. Also, the control
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intervention used was a verbal discussion aboutegnxnanagement rather than the

travel group since it was an individual session.

Since it was the effects of single sessions beamgidered and there was an anticipated
shortage of appropriate participants, one of theigigeants was asked and agreed to
engage in the research twice and thus participaaridi6 are the results for the same

individual who engaged in two separate sets of daltaction.

Based upon these considerations, it was decidedny out some further analysis to
study the effects of these limitations on the rssoibtained.
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4.6.1 Results with Exclusion of Participant Measured Twice

Table 8: Treatment Effect Calculations without One Scor e for the Client M easured Twice

Number Of Values 8
Minimum -18
25% Percentile -16.50
Median -13.00
75% Percentile -4.00
Maximum 1.00
Mean -10.38
Standard Deviation 7.07
Standard Error 2.50
Lower 95% CI of Mean -16.29
Upper 95% CI of Mean -4.64
D’Agostino and Pearson’s Normality Test
K2 1.56
p value 0.46
Passed Normality Test (alpha=0.05)? Yes
P value summary Ns

One Sample t-test

Theoretical mean 0.00

Actual Mean -10.38
Discrepancy 10.38

95% CI of discrepancy -16.29 to -4.64
t, df t=4.15, df=7

p value (two tailed) 0.0043
Significant (alpha=0.05)? Yes

Table 8 and figure 6 identify the results with thelusion of the result for participant 6,
which is the same participant as participant 4. Saeple size now consists of 8
participants. Overall there still remained a sigiht reduction in anxiety after the
music therapy sessions compared to the changeeircahntrol sessions (t(7)=4.15,
p=0.0043).
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Figure 6: Difference In Changes In Scores Between Pre-Control And Pre-Music Therapy With the
Exclusion of One Scorefor the Participant M easured Twice
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4.6.2 Results Compared for Different Settings

Table 9: Comparing Interventions In Different Settings

Rest home-Individual

Hospital-Group

Number Of Values

3

5

Minimum -18.00 -15.00
25% Percentile -14.50
Median -17.00 -4.00
75% Percentile -1.50
Maximum -12.00 1.00
Mean -15.67 -7.20
Standard Deviation 3.22 6.98
Standard Error 1.86 3.12
Lower 95% CI of -23.65 -15.87
Mean
Upper 95% ClI of -7.68 1.47
Mean

D’Agostino and Pearson’s Normality Test
K2 N too small N too small
p value
Passed Normality Te:
(alpha=0.05)?
P value summary

One Sample t-test

Theoretical mean 0.00 0.00
Actual Mean -15.67 -7.20
Discrepancy 15.67 7.20
95% CI of discrepanc | -23.65 to -7.68 -15.87 to 1.47
t, df t=8.44, df=2 t=2.31, df=4
p value (two tailed) 0.0137 0.0823
Significant Yes No

(alpha=0.05)?

Table 9 stratifies the results into the two groapthe rest home setting and the hospital
setting. The resultant individual sample sizes wei@ small to test for normality.
However, carrying out a one sample t-test indicdteat the rest home setting had
significantly reduced anxiety [t(2)=8.44, p=0.013vhile the hospital setting failed to
reach conventional statistical significance [t(4B32 p=0.0823]. The statistician

identified that the small number of participants @ach sample group could be

considered to be insufficient for a conclusive agrisw
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Table 10: Compar ative Analysis of the Rest Home (I ndividual) And Hospital (Group) Settings

Unpaired t-test
p value 0.1012
p value summary Ns
Are means signif. different (alpha=0.05 | No
One or two-tailed p value? Two-tailed
t, df t=1.94, df=6

Table 10 and figure 7 compares the average changexiety levels between music
therapy and the control intervention for the pgvaats in the rest home and hospital
settings. The results indicate that the differeisceot statistically significant t(6)=1.94,

p=0.1012. This means that there is no significafier@nce between the changes in

anxiety for the two settings.

Figure 7. Comparing the Hospital to Rest Home Settings

in Change
(post-pre) in
State Domain
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4.6.3 Variations in Research Personnel

Table 11: Variationsin Resear ch Personnel

Music Therapy Control Intervention
Participan Intervention Measurement Intervention Measurement
1 MTS & OT 1 0oT1 0oT1 OoT1
2 MTS & OT 1 oT1 MTS & OT 1 OoT1
3 MTS & OT 1 oT1 OoT1 OoT1
4 MTS & OT 2 OT 2 MTS & OT 2 OT 2
5 MTS & OT 2 OT 2 MTS & OT 3 OT 3
6 MTS & OT 3 OT 3 MTS & OT 3 OT 3
7 MTS OT 2 OT 2 OT 2
8 MTS & OT 3 OT 3 MTS & OT 3 OT 3
9 MTS & OT 3 OT 3 MTS & OT 3 OT 3

Notes for Table 3: MTS - Music Therapy Student; QOccupational Therapy Staff

The research was carried out with the voluntarystssce of the occupational therapy

team within the service. Given other professioeabonsibilities and high turn over of
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staff, there were in total three different occupadl therapist who assisted with the
research project. The details of this variatiorparsonnel are listed in table 11. The

following points can be noted from table 11.

» All music therapy interventions included the studmnsic therapist.

» All control group interventions included an occupaal therapist.

e For participant 1, 3 and 8 due to practical cormsitiens, only the occupational
therapy staff member carried out the intervention.

e For participant 7, due to practical considerationgly the student music
therapist carried out the music therapy condition.

e All administration of the measurement tool was iearout by the occupational

therapy staff without the presence of the studamgiotherapist in the room.

It was decided that since all the interventionsenmearried out by professionals from
within the same department, the variation betwden gtyles of carrying out and
supporting the interventions and measurement wallldbe to the same professional

standard and that therefore the effect of thisadei could be considered to be minimal.

Table 4 lists the order in which the interventiovere administered for each participant.
It indicates that for all the participants excemrtgipant 3, the music therapy
intervention was administered before the contrtérivention. It was unclear how long
the participants would stay in the ward. Thereftre first intervention administered
was the music therapy intervention and if this wascessfully administered then it was

followed by the control intervention.

5 Discussion

This project is a quantitative study and thus #@stion compares it to the CONSORT
statement for reporting randomised control trialgiol is the gold standard that
identifies the features of a randomised contrall ttMoher et al., 2001). This section
also explores practical difficulties and offers gestions on how future studies could
overcome these difficulties. It offers an explamatof the reasons why music therapy

might help reduce anxiety and corresponding consitms for the design of music
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therapy sessions. It concludes with a descriptioih® possible components of a future
study of a similar nature, recommended by thisaxeseer.

5.1 Interpretation of the Results

All the participants were older persons (over 6argeof age) with a diagnosis of
psychiatric disorders. Therefore, the results iadica positive outlook for the use of
music therapy to help reduce anxiety in older pesswith psychiatric disorders.
However, these results are restricted to repres@gtthe clients who were cognitively
able to answer the STAI and therefore this restrilce generalisation of the results for
this client group. The deviations from the proposesearch design due to practical

recruitment challenges inevitably had the effecvefikening the results.

5.2 Participant Recruitment

As listed in section 4.1.1 the total population whaes patients in the acute inpatient ward
during the data collection phase. The exclusioteitan was patients identified by the
clinical staff as inappropriate based on clinicabunds and for whom it was felt
cognitive difficulties would create challenges mderstanding and answering the “State
Trait Anxiety Inventory (STAI).”

The acute unit had a provision for 15 patientsc&ithe patients were acutely unwell,
they were often not mentally or physically fit tiesd group activities. Therefore, on
average, there were 4 patients attending the ntlusiapy group each week. From these
patients attending the group, there was on avepageclient every three sessions that
would present as cognitively able to answer the ISTAese potential participants were
approached to participate in the research. Howes@ne of these clients declined to
participate in this research. Therefore, givenaheve list of practical exclusions, there

was a small sample population realistically avadatithin the acute setting.

Due to time restrictions of the project being paftan educational course, it was
decided to expand the sample population to inclpakgents from the community as
well. These were patients who were provided a serloy the “Mental Health for Older
Persons” team. The result, as listed in table sewwticates that three of the nine

participants were recruited from the community.
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The results indicated that participants from thet reome setting had significant
reduction in anxiety, though the sample sizes vieoesmall to validate these results.
Indicating significant results in both the settingmugh, would help reinforce that
music therapy could be effective in individual asliwas group settings, with group
settings being presented as a more economical iodatreatment for current hospital
settings.

It was considered that since the study measuredhiiege in the anxiety pre- and post-
a session, it would be permissible to carry outrésearch on the same client more than
once. It was felt that even if the client was adyeaxposed to music therapy, it was the
relative change for each session that was of retevdo this project. Consequently,
table 7 identified that participant 4 and 6 is #@me participant who had the test
sequence administered twice. Exclusion of the stc@t of results for the participant
measured twice, still resulted in achieving statagtsignificance.

5.3 Measurement Tool

One of the major limitations in recruiting partiaits was the cognitive ability of the
participants to answer the STAI. It was observednduinitial trial runs before the data
collection phase that cognitively impaired clieesxded to get confused and had
difficulty comprehending the STAI. However, at tistdge of the study it was felt that
there would still be the possibility of obtainingafficient number of clients who would
be capable of answering the STAI. Also, there wer@ther obvious standardised tools
and it was felt by the researcher and supervisdretovorth the risk. However, as the
data-gathering phase progressed, it was realisgdthle cognitive ability required to
answer the STAI presented as a major hurdle towalntining a sufficient number of
participants. Also, it caused the results to beaasgntative of only a portion of the
clients on the ward who could benefit from musieréipy. There were a number of non-
verbal, cognitively impaired clients for whom anetaly it was observed music
therapy had an impact on anxiety reduction howewées,perceived reduction in anxiety
could not be quantified due to the limitation oéthesearch tool requiring cognitive

ability.

Research by Kvaal et al (2005) described in se@idr6 identified the state part of the

STAI as a useful case-finding instrument for merdelorders in geriatric patients.
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However, the study was limited to non-dementedageci inpatients in a stable clinical
condition. Having carried out this present studing the STAI with geriatric patients
with mental disorders, it is felt that presentifgsttool as effective along with the
limitations of non-demented and stable critical dibons is misleading. It is felt that
the majority of this client group would be in renably advanced states of dementia
and in critical conditions and excluding this prapm of the population would result in

the study not being representative of the majaitthis client group.

The issue of the cognitive level of this client gpois also highlighted in the study by
Ashida (2000) who studied the effects of reminiseemusic therapy sessions on
changes in depressive symptoms in elderly persathsdementia. This study mentions
that it is difficult accurately to diagnose depiessin elderly persons with dementia
because of their impaired ability to express tmeoods and inner feelings. Charles
Spielberger, the author of the State Trait Anxigtyentory, was also contacted to
obtain his feedback on the use of the scale wiih ¢hent base, given the practical
problems that this study faced. He commented tipatsaibility would be the use of the
State-Trait Anxiety Inventory for Children (STAICyhich would be considerably

easier to respond to by persons with lower levélgiactional intellectual ability (See

Appendix ).

Further discussions with the psychologist in thenteafter the data collection phase,
resulted in identifying more anxiety scales that @esigned for use specifically with the
elderly. Table 12 lists these scales. Some of tlses¢es have the benefit of being
shorter in length and may therefore be easier toiradter. However, all these scales
require the clients to identify how they are feglamd therefore would still result in the
exclusion of the same patients as the STAI. Thifsreygort scales in general may be
useful as representative of the general mood ofp#ient, however it is felt that for

research purposes there would need to be an aectoat that can be reliably

administered to have validity of the results.

Table 12: Anxiety M easurement Scalesfor Older Persons

Scale Description

Beck Anxiety Inventory 21 question likert self-report inventory about htve
(Beck & Steer, 1990) person is feeling during the past week

Geriatric Anxiety Inventory 20 item self-report or nurse-administered scale tha
(Pachana et al., 2006) measures dimensional anxiety in elderly people
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The Hospital Anxiety andA 14 item scale that provides a brief state measitire
Depression Scale both anxiety and depression
(Zigmond & Snaith, 1983)

Short Anxiety ScreeningA 10 item self report anxiety screening test thetedts
Test anxiety disorders in the elderly, even in the pneseof
(Sinoff et al., 1999) depression

A visual representational scale may present asbieagption since the clients may be
able to comprehend visual images even though treytmave difficulties with verbally
expressing how they feel. A simple measurement, thalt has been used with other
populations presents as possible solution. ThikasVisual Analog mood scale (VAS)
(Robb, 2000). This scale is represented in figur@t®& VAS consists of a horizontal
100mm line which subjects mark to indicate theirrent level of anxiety. The left
anchor of the scale is identified as “zero anxieagd the right anchor is identified as
“maximum anxiety.” The distance from the left anchmthe mark made by the subjects
can be measured in millimetres and the post- te &t difference can be used to
identify change in anxiety. This presents as a Emjsual tool that may be accessible
by more clients. A further modification of this tocould be the use of visual face
representations along the scale to help client®banderstand and indicate how they

feel.

Figure 8: Visual Analog M ood Scale Example

| ANXIETY |
| |

Zero anxiet Maximum anxiet

Krout (2001) used a modified version of the VAS @s observational tool for

measuring relaxation in the study of effects of gn session music therapy
interventions on self-reported levels of pain cohtphysical comfort and relaxation of
hospice patients. Similar to the VAS, the authatservational form consisted of a
100mm line that connected polar opposites to desdche problem area for relaxation.
The two limits were the left anchor for “completédenced relaxation” and the right
anchor of “complete evidenced tension.” Howeveraith the observer, under the line
the researcher listed behavioural observations ggde for the observer to determine
where on the scale each client lies. The behavialrservations from left to right were
calm/states no tension; some observed muscle tergrimnacing; clenching hand/arm;

flinching/withdrawing; body contortion/fetal; statents of worst tension. This means
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of an observational scale presents as a possiblleoth®f measuring the anxiety for
older persons with psychiatric disorders, however presence of a standardised,
reliable observational tool to measure anxietyt'srrelated areas of relaxation appears

to be absent within the literature.

The issue of utilising well documented scales ghhghted in the Cochrane review for
music therapy for people with dementia (Vink et, &003). It notes that the
methodological quality of the existing studies assgy the effects of music therapy is
generally poor and identified that more rigorougdgts are needed to establish whether
music therapy may play a role in the treatmentldéiopeople with dementia. One of
the recommendations for future trials was the useelable and validated outcome
measures. Clearly there is a need for researchedgvelop and validate appropriate

tools for evaluating interventions with this sentiwf the population.

In section 2.4.5 it was identified that the measert of anxiety can be carried out via
measuring subjective or physiological responsef®fparticipants (Knight & Rickard,
2001). After experiencing a period of facilitatingusic therapy with this client group,
this author would agree that physiological respsnseuld not provide an accurate
measure of anxiety in a hospital setting due tontlmerous medications being taken by
the patients.

Anxiety presents as a state of mind and only tlividual themselves can identify
accurately their level of anxiety. Therefore, ifeft that the measurement of anxiety for
cognitively impaired clients will always be diffitu An alternative means of
measurement of physical observable changes suitte &sdividual’'s state of relaxation

may be a more appropriate and valid measure ferctlént group.

5.4 Testing Conditions

The use of clients from the community resulted amiation of testing conditions. 3 of
the 9 clients were administered music therapy st f@mes in individual settings.
Carrying out the music therapy at the rest homadividual settings would have added
confounding variables (for example, the absencegaup dynamics within the

individual settings). These confounding variablesild have affected the resultant
change in anxiety. However, it can be noted thasimtherapy in both settings were

carried out by the same student music therapisichwéhould result in consistency of
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the delivery style of the music therapy interventiblowever, the control participants
had a variety of facilitators that could have atiéelcthese results.

5.5 Randomisation

As mentioned, the use of randomisation was notemphted in this project due to the
practical restrictions of client recruitment. Clienwere in the unit for a relatively short
period of time. Randomisation provided a level omplexity that potentially further

reduced recruitment. For future projects, with agler time frame, the advice of the
statistician about the method of randomisation @¢daé implemented. This method of

randomisation is listed below.

Each of the patients who meet the eligibility arde(informed consent provided, etc.)
would be randomised (sealed envelopes allocatimgezmutive patients to groups by
high or low random numbers (Microsoft Excel) intedrrandom number list) to either
having STAI followed by music therapy, followed IBTAI in one week and STAI

followed by the control group, followed by STAI the subsequent week OR STAI
followed by the control group, followed by STAI one week and STAI followed by

music therapy, followed by STAI in a subsequentkvee

5.6 Blinding assessors

Given the limited resources of a student projduog occupational therapy staff that
aided with running the interventions also carriad the assessments. Incorporating
blind assessment into the study would have requihed presence of another staff
member, which would have not been practically fedasiTherefore, blinding of the
assessors to minimise assessment bias could rmatrbed out. This could have created
an assessment bias of the occupational theraplyvedating the occupational therapy
model travel group to present more effective rastiin music therapy. It is assumed
that the staff acted as professionals adherinigeio professional code of ethics and thus
administered the STAI in a non-biased fashion. dwli@on, this client group often
requires the person administering the test to emgagonversation with them to elicit
their responses to the STAI. This may have requimt/ersations about the session the
client is due to or has just completed attendirfgusTpractically, blinding the assessors

in this setting would be difficult to achieve.
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5.7 Other Confounding Variables

Due to the nature of an acute service, the paamntgp could have been on various
medications at the time of the music therapy grdamme of these medications may
have resulted in a change in the level of anxidtywever, the study was carried out at
various times of the day every week and therefois felt that the effects of all the
patient’s results being affected by the medicatoold be minimal.

5.8 Appropriateness of the Control Group

The presence, of a control group has been usefigolating the effects of the music
therapy intervention from other factors such asdfiect of the therapists on the clients.
The need for a control group was also highlightedther studies measuring anxiety by
Krout (2001) and Choi (2008). Also the Cochrandewvfor dementia identified the
lack of control groups as one of the limitationsnadisic therapy studies (Vink et al.,
2003).

The use of a travel group as a verbal therapewiitral group was beneficial in this
setting since it was a well established group wite-existing resources. It aimed to
function as a distraction for the clients from thegality of being within the hospital
setting. However, there also are specific anxiegnagement occupational therapy
based group models. These may provide a better aasop since they specifically

focus on anxiety management.

5.9 Why might Music Therapy reduce anxiety?

Interestingly, all the music therapy literatureiesved for this study, failed to indicate
the reason for music therapy causing anxiety reoiicT he literature tended to present
results that indicated that music therapy does aedanxiety though the process or
reason for this phenomenon was not really discussEde possible reason for this
discrepancy is that the area of anxiety and anxigipagement is a complex field that
would require specialised research to study thisetation between anxiety reduction
and music therapy. The following section aims tovpte a personal understanding of
the phenomenon and offer a personal view on th@gsuMdt is not intended to be a
comprehensive authoritative view on this subjeat, father as a personal explorative

musing to understanding this area.
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The first step to exploring this question was twehan in-depth understanding and
defining of the terms stress, anxiety and relaxatithese terms are often interchanged
in literature though they actually seem to presétit unique characteristics that define
the role of each of these terms. One definitiorstoéss and anxiety is explained in
section 2.4. As this section indicates, firstlgtate of anxiety requires the presence of a
stressor. In an ideal world, a hospital environnfaoetvides no objective anxiety since
there should be no reason for the human “fightlight” mechanism to be activated.
Thus any anxiety caused in this setting can beidered to be neurotic, rather than
objective anxiety. The anxiety could be said talbe to repressed past memories being
triggered such as the past fear of hospitals, déaew environments. While these are
realistic fears for a person to experience, themoi theoretical reason for this resulting
in a high state of anxiety. Section 2.4.1 mentithresstereotypical bodily reactions to a
state of anxiety. These reactions seem to be desaised by the body physiologically
being in a state of tension. This can be repredeadehe body being a state opposite to

that of a state of relaxation.

The possible means by which music can aid a reslucif anxiety is gleaned from the
work by Joseph Wolpe with regard to systematic nigiisation (Wolpe, 1982). These
treatments work by pairing a state of physical amehtal relaxation with an anxiety
arousing object or scene imagined by the patiehe eatment rationale is that a
physical state of relaxation is incompatible witte tphysical state of tension that is
experienced when a person is in a state of anXidéiigic therapy is often proven to aid
physical relaxation. Therefore, it could be hypsibed that since music therapy aids
physical relaxation, it correspondingly createshgsical state that is incompatible with
the physical state of tension that is experienneal state of anxiety. Therefore, it results

in a reduction of anxiety.

The possible reason for music aiding physical iiax is rooted in the entrainment
theory. Music could exert it's effect via the emtraent or synchronisation of body
rhythms with those of the musical selection (Chia®98). Entrainment is the process
whereby two objects vibrating at similar frequesomll tend to interact and come into
sync with one another, thereby resonating at tieestiequency. The entrainment of
body rhythms with relaxing music is thought to d&ge sympathetic nervous system

activity, resulting in a dampening in the arousipibf the central nervous system. This
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response, in turn, lead to altered states of consness and decreased neuromuscular
arousal which are manifested as physiological etois of the relaxation response by
decreases in heart rate, respiratory rate, metalhoie, oxygen consumption, skeletal
muscle tension, epinephrine level, gastric aciditg motility, and sweat gland activity

with decreased blood pressure in hypersensitivigighehls (Chlan, 1998).

Thus it can be concluded that a personal interpoetaf the effect of music on anxiety
is that music results in physical relaxation, whishincongruent with the state of

tension associated with anxiety and thus musi@pheresults in a reduction of anxiety.

5.10 Anxiety Considerations for Music therapy Sessions

This study examines the role of music therapy duoeng anxiety. It provides ideas for
how and why music therapy can aid reduce anxiebwéver, as part of the reflection
on anxiety and music therapy, it was felt that mukierapy could also potentially
present the opportunity for an increase in anxidtys hoped that suitably qualified
practicing music therapists would already be awaréhe scenarios below and thus
have minimised their impact and effectively usedsimitherapy to reduce anxiety.
However, to reinforce these ideas, they are offéreldw. These ideas are a personal
view from the researcher based upon the practigaéreence of working with older
persons with psychiatric disorders, rather thandpbased upon pre-existing literature.

5.10.1 Attending music therapy for the first time

Given the nature of an acute setting, clients mdy attend one music therapy session.
Therefore, when asked to attend music therapyay present as their first experience
of this form of therapy. From the experience ofmug this group, it was noticed that
the main stressor for this encounter is that thentd feel that they may be expected to
sing or play instruments. They often mentioned thay are non-musical or “don’t have
a musical bone in their body.” To minimise the effef this stressor, it was always
mentioned to the patients that there is no needtfem to have to sing or play
instruments during the session and they couldgaste along and listen to the music

and that it would be permissible to leave at ameti
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5.10.2 Entering the Music Therapy Room

The music therapy sessions occurred at the meetioigp on the ward. Most of the

clients who came for music therapy would have néesn in this room before. There
could possibly be anxiety in entering a new roord aaw setting of a music therapy
session. To minimise this anxiety for the clientds ensured that the room is set up
before they arrived to minimise the confusion osodientation caused by having to
move chairs or furniture. At the start they arealsrbally welcomed and informed that
they can leave at any time they wish to, thus altawp possible sense of being trapped.
The session also started with a welcome song tp hwlsically extend a sense of

invitation to the clients

5.10.3 The Presence of Instruments

The presence and introduction of instruments dutiregsession could create within the
clients the sense of anxiety felt when asked ®ndtthe session about not being able to
play musical instruments. However, it is preferdenting the music therapy session to
have the clients be able to use the instrumenexpoess themselves. To aid the access
of the instruments by the clients, the instrumentitssen for the session were mainly
instruments that could be used for music-makingheut a great deal of prior
knowledge or musical ability. The instruments aafalié were an egg shaker, bongos,
rain stick, caxixi, ocean drum, jingle bells andhrigle. These instruments can be
sounded without the need for musical knowledge exteatity required to play
instruments such as a guitar. These instruments rajgresent instruments that the
clients have usually never seen or encountereddsiah as the ocean drum. Thus this
also helps create a sense of curiosity that aelslibnt desire to engage in interacting
with the instrument. Also, if a client strongly egpses the desire to not wish to play,
then this decision is respected. Thus these comditcan help reduce the possible

anxiety created by the idea by the client that tte@ynot play the instrument.

5.10.4 Unfamiliar Musical Structures

The styles and ethnic preferences of a client neaylt in them being unfamiliar with
certain musical structures they could encountemduthe music therapy session. An
example is engaging in an atonal improvisationsThay present as a hew experience
for the client and may cause a state of anxietyhdlp minimise this possible anxiety,

the sessions were client focussed and took intoustdhe musical preferences of the
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clients. In addition, when new experiences suchragnprovisation were attempted, it
was done within a framework that could be familiarthe clients such as the blues
format. It was hoped that in these cases, the mlusitucture would provide a holding

function that would help reduce any possible ampxigtthe clients.

5.10.5 Ability of music to evoke memories

Music can evoke memories for clients. These meraaeild trigger a state of anxiety.
When this did occur, the student music therapisiedito use music’s cathartic effect to
hold the evoked responses (Casement, 1990). Thausaltility of music to evoke
memories could consciously be used by the therapidtclient within the session to
help the client recreate and deal with the stresgibin the safe therapeutic space of the

music therapy session.

5.10.6 Comparing Music Therapy to the Control Intervention

For this study, music therapy resulted in greagstuction of anxiety pre- to post-
session as compared to the control group. The medso this difference are explored in
this paragraph. The perception of music as an &aolep familiar and fun activity as
compared to the travel group, which was a new qainte most clients, could be the
reason for differences in the reduction of anxieBnother view is the psychoanalytic
concept of the presence of the third in a therapeelationship. The third can represent
a point of reference outside of the dyad of theapist and the patient (Benjamin, 2004).
Within the music therapy session, the music coealdibwed as the third and within the
travel group the pictures and words bought into ghssion could present the third.
Given that a person acted as their own control thatl both the music therapy and
control group were run by the same facilitatorg, tesultant anxiety change would be
due to this described factor of “the third.” Assagnithat the aim of the session would
be to create physical relaxation, the idea wouldhag¢ music therapy would be more
effective due to a better “holding condition” (Casant, 1990).
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5.11 Recommendations for Future Studies

5.11.1 Quantitative Studies

Based upon the experience gained from this cupesjéct, the following is a proposed
design for future similar studies. Future studiesdal on the same principles as the

current study would help validate the studies gjalication.

Sample Population:

Patients admitted to the hospital ward for, “Ol@&rsons with Psychiatric Disorders.”
The exclusion criteria would be only the patierds Wwwhom the clinical staff felt that

music therapy was inappropriate on clinical grounds

Sample Size:
The sample size could still be considered to besit@e this current study demonstrates

that this sample size has the potential to debtatistically significant results for a pilot

Randomisation:

Randomisation could be done via the use of sealedl@pes allocating consecutive
patients to groups by high or low random numbere(dsoft Excel) in sorted a random

number list.

Interventions:

The music therapy intervention could continue astpe current format along with
considerations for the potential stressors inhdarentusic therapy sessions. The control
group could be an established reliable occupatitrehpy anxiety management group

programme.

Measurement Tool:

A majority of the clients within this client groupresent as cognitively impaired.
Anxiety presents as a state of mind. Thereforeetoap accurate understanding of the
state of anxiety of a person, researchers needdoire of the person him or herself to
indicate perceived levels of anxiety. This projeas demonstrated that this process is
difficult to achieve with a majority of the cliemroup. Physical relaxation has been

demonstrated to be a means of achieving anxietyctesh. Physical relaxation is
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potentially observable. Therefore the recommendatiould be to use an observational
tool to measure the change in physical relaxatioth® client. A standardised tool to
carry out this measure was not found within therditure. Measures such as heart rate

and respiratory rate could be considered as meastirelaxation.

Data Collection Method:

The data collection could be carried out in a desligd observation period pre- and
post- the interventions. The clients can continudunction as their own control to

reduce the impact of extraneous variables.

5.11.2 Qualitative studies

Qualitative studies could be used to reinforce famnther explore the area of anxiety and
music therapy. Following are some suggested arfaasearch.

* A study of the subjective perception of the changethe clients due to music
therapy by their carers or hospital staff. Thisdgtwould help create a list of
areas that music therapy is perceived to benealigropersons with psychiatric
disorders.

* A study of music therapists’ experiences and péiaep of the effect of music
therapy on anxiety. This study would help develop umderstanding of the
reasons for the effects of music therapy on anxiety
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6 Conclusions

In this pilot study, single sessions of music tpgraignificantly reduced the level of
anxiety for older persons with psychiatric disoslg(8)=4.626, p<0.0017] as compared
to the control intervention measured by the stag pf the “State Trait Anxiety
Inventory”. There was no evidence for a significeatryover effect since the baselines
prior to each intervention did not differ signifitdy (p=0.55). Two possible limitations
of these results are as follows: 1) That the outcoapresents only a minority of the
sample population since the participants were reduio be sufficiently cognitively
able to answer the “State Trait Anxiety Inventorghd 2) 3 out of the 9 participants
were recruited with a deviation from the standarotgrol and one of the clients was
sampled twice, due to practical considerationsabiiering the sample size within the
given time. The study highlights the lack of a abié measurement tool for evaluating
music therapy with a client base of older persoith wsychiatric disorders. It also
illustrates some of the challenges of conductingregriate outcome research with this
vulnerable population in short-term care, as hasnbebserved in previous music
therapy studies in the field. The measurement skonkable rather than client reported
variables is suggested as a means of samplingex vadge of this population. Physical

relaxation, rather than anxiety, is suggestedrasasure for future studies.
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Appendix A: Personal Communication with Charleseferger re. the suitability of
the State Trait Anxiety Inventory for Older Persenth Psychiatric Disorders.

FPrint Page 1 of 2

From: Spielberger, Charles (spielber@cas.usf.edu)

To: Ajay Castelino

Date: Saturday, 7 June, 2008 7:38:05 AM

Subject: RE: Query about the use of STAI for a research project

Ajay Castelino, MA in Music Therapy
New Zealand School of Music

Dear Mr. Castelino:

I was pleased to learn of your interest in using our State-Trait Anxiety Inventory (STAT) in your thesis
research on the effects of music therapy on anxiety in older persons with psychiatiic disorders, and
appreciate your sending me a summary of your pilot study. Based on the information that you provided,
I believe the STAI would, indeed, be an appropriate measure for assessing change in state anxiety before
and after your intervention.

In addition to obtaining pre- and post- measures of S-Anxiety, I recommend that you also administer the
STAI T-Anxiety scale in your study. This would permit you to evaluate the differential effects of music
therapy on S-Anxiety for patients who are high or low in T-Anxiety. If you have any questions about
the STAL please don't hesitate to bring them to my attention.

If you decide to use the STAIin your thesis research, please fill out the attached Request Form, which
must also be signed by your faculty advisor. Permission to reproduce and use this copyrighted measure
in your research without charge requires your agreement to share your research findings with us when
these are available.

I sincerely hope the STAT will prove useful in your research. Very best wishes.

Charles D. Spielberger, PhD, ABPP, Distinguished Research Professor of Psychology
Director, Center for Research in Behavioral Medicine and Health Psychology,

PCD 4118G University of South Florida, 4202 East Fowler Avenue, Tampa, FL 33620-7200
Phone (813) 974-2342; Fax (813) 974-4617; Email: spielber@cas.usf.edu

From: Ajay Castelino [mailto:ajaycastelino @yahoo.co.nz]
Sent: Wednesday, June 04, 2008 6:13 PM

To: Spielberger, Charles

Cc: Sarah Hoskyns

Subject: Query about the use of STAT for a research project

Hello Mr Spielberger

I obtained your email address through www.mindgarden.com. I'm currently studying for a Masters in
Music Therapy' through the 'New Zealand School of Music.' As part of my course requirements, I'm
doing a research project for which I wanted to use the State Strait Anxiety Inventory. Below is a
summary of the research design.

Would you be able to advise me if the STAI is an appropriate tool to vse for this study? In particular, is

http://nz.mg2.mail.yahoo.com/dc/launch?. gx=0&.rand=5q23emSaikka? 14/07/2009
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Appendix B: Summary Sheet for Potential Researctidjzants
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NEW ZEALAND
SCHOOL:EMUSIC

SUMMARY SHEET FOR PARTICIPANTS IN A
RESEARCIH PROJECT INVESTIGATING THE
EFFECTS OF MUSIC THERAPY ON LEVELS OF
ANXIETY

e This is an invitation to participate in a research
project that studies the effect of single sessions of
music therapy on the level of anxiety.

e [t involves attending one 40 minute session of music
therapy and one 40 minute session of reminiscence
therapy. We will compare if either of these help you
with anxiety.

e Music therapy is the use of music to help people
express themselves through listening, singing or
playing music.

e Reminiscence therapy is the use of material objects
to aid recall memories of past events.

e There also is a questionnaire to be filled 4 times.
The questionnaire takes about 10 minutes to
complete and consists of questions about how you
are feeling at the present moment.

e [f you wish to participate, we will provide you with
an information sheet with more details and a

consent form to sign.
Version Number 1
24 June 2008
Pglofl
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Appendix C:

Information Sheet for Potential Resbdarticipants

%
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NEW ZEALAND
SCHOOL:EMUSIC

INFORMATION SHEET FOR PARTICIPANTS IN A RESEARCH
PROJECT INVESTIGATING THE EFFECTS OF MUSIC
THERAPY ON LEVELS OF ANXIETY

Principal Investigator Supervisor

Ajay Castelino Sarah Hoskyns

Masters of Music Therapy Student | Associate Professor,

New Zealand School of Music Director of Master of Music
Therapy Programme

NZSM, PO Box 2332, Wellington
Phone: (04) 8015799 x 6410
Email: sarah.hoskyns @nzsm.ac.nz

About Myself and the Research

You are invited to take part in research to study if single
sessions of music therapy can help reduce anxiety levels. I'm
Ajay and am currently studying towards a ‘Masters in Music
Therapy’ through the ‘New Zealand School of Music.” As part
of my training, I’ve been practicing as a music therapist at this
ward since February 2008. I'm also going to be carrying out the
research. After receipt of this information sheet, you will have at
least two days to consider if you wish to participate before
having to make a decision. You have the right to decline and
you will still be able to attend music therapy and continue to
have full access to all the services you are currently being
offered at the hospital.

What the Study Involves

® The study involves you having to fill in a questionnaire
4 times. The questionnaire consists of 20 questions
about how you are feeling at the given moment. You
have to rate your answers on a scale of 1 to 4. The
questionnaire takes about 10 minutes to complete.

Version No. 2
24 June 2008
Pglof4
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This questionnaire will need to be filled before and after
a 40 minute music therapy session. Music therapy is the
use of music to help people express themselves through
listening, singing or playing music. There is no
requirement for you to be able to sing or play any
instrument to participate in music therapy.

The questionnaire will also have to be filled before and
after a 40 minute reminiscence therapy session.
Reminiscence therapy is the use of material objects to
aid evoke associations and memories of past events.

The information will be studied to analyse if music
therapy helps reduce anxiety levels as compared to
reminiscence therapy.

After the study is concluded, the questionnaire will be
stored in a locked secure place at the New Zealand
School of Music for 10 years and then destroyed.

There will be a total of 10 participants in the study and
the overall research will last for 4 months.

The benefit of participating in the study is that you will
have the experience of music therapy and have the
opportunity to assess for yourself if this intervention
will be of benefit to you.

If you do agree to take part you are free to withdraw
from the study at any time, without having to give a
reason and this will in no way affect your continuing
health care. Participation in this study will be stopped
should any harmful effects appear or if the doctor feels
it is not in your best interests to continue.

General

More information can be obtained about the study by talking to
me or the occupational therapists at the ward. If you require an
interpreter during the research, it can be provided through the
interpreter services at Middlemore Hospital. You may also have
a friend, family or whanau support to help you understand the

Version No. 2
24 June 2008
Pg2of4
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risks and/or benefits of this study and any other explanation you
may require.

If you have any questions or concerns about your rights as a
participant in this research study you can contact an independent
health and disability advocate. This is a free service provided
under the Health and Disability Commissioner Act.

Telephone: (NZ wide) 0800 555 050.

Free Fax (NZ wide): 0800 2787 7678 (0800 2 SUPPORT)
Email (NZ wide): advocacy@hdc.org.nz

Results

As the research is part of a Masters thesis, it may take some time
for all the research to be written up. A copy of the completed
research results will be provided to the office at the ward for
‘Older Persons with Psychiatric Disorders’ at Middlemore
Hospital.

Please feel free to contact me or my supervisor (contact
details at the beginning) if you have any questions about this
study.

Statement of Ethical Approval
This study has received ethical approval from the Northern X
Regional Ethics Committee.

Compensation

In the unlikely event of a physical injury as a result of your
participation in this study, you may be covered by ACC under
the Injury Prevention, Rehabilitation and Compensation Act.
ACC cover is not automatic and your case will need to be
assessed by ACC according to the provisions of the 2002 Injury
Prevention Rehabilitation and Compensation Act. If your claim
is accepted by ACC, you still might not get any compensation.
This depends on a number of factors such as whether you are an
earner or non-earner. ACC usually provides only partial

Version No. 2
24 June 2008
Pg3of4
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reimbursement of costs and expenses and there may be no lump
sum compensation payable. There is no cover for mental injury
unless it is a result of physical injury. If you have ACC cover,
generally this will affect your right to sue the investigators.

If you have any questions about ACC, contact your nearest ACC
office or the investigator.

Version No. 2
24 June 2008
Pg4of4
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Appendix D: Consent Form for Potential Researatti¢iaants

NEW ZEALAND
SCHOOLsMUSIC

CONSENT FORM

Older Persons With Psychiatric Disorders

Title of Research Project: Effect Of Music Therapy On The Level Of Anxiety In

REQUEST FOR INTERPRETER

English I wish to have an interpreter. Yes No
Maor E highia ana ahau ki tetahi kaiwhakamaorifkaiwhaka pakeha korero. Ae Kao
Cook Ka inangaro aui tetal tangata uri reo. Ae Kare
Island
Fijian Au gadreva me dua e vakadewa vosa vei au To Sega
Niuean Fia manako au ke fakaaoga e taha tagata fakahokohoko kupu. E Nakai
Samoan Ou te mana’ o ia i ai se fa’amatala upu. Toe Leai
Tokelaun Ko au e fofou I he tino ke fakaliliu te gagana Peletania ki na gagana Toe Leai
o na motu o te Pahefika
Tongan Oku ou fiema’u ha fakatonulea. Io Tkai
Other languages to be added following consultation with relevant
communities.

[] Thave read and I understand the information sheet dated 24 June 2008 for

volunteers taking part in the study designed to measure change in anxiety
levels due to music therapy. I have had the opportunity to discuss this
study. [ am satisfied with the answers I have been given.

I have had the opportunity to use whanau support or a friend to help me
ask questions and understand the study.

I understand that taking part in this study is voluntary (my choice) and that
I may withdraw from the study at any time and this will in no way affect
my continuing health care

I have had this project explained to me by a member of staff team

I understand that my participation in this study is confidential and that no
material which could identify me will be used in any reports on this study.

I understand that the treatment, or investigation, will be stopped if it
should appear harmful to me.

Version Number 2
24 June 2008
Pglofl
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[ I understand the compensation provisions for this study.
[ Ihave had time to consider whether to take part.
[ Iknow who to contact if T have any side effects to the study.

U Iknow who to contact if I have any questions about the study.

Iwish to receive a copy of the results YES/NO
I (full name) hereby consent to take part in this study.
Date

Signature

Researcher: Ajay Castelino
Contact Number: 0212606302

Project Explained By
Occupational Therapist / Music Therapy Co-facilitator

Signature

Date

Version Number 2
24 June 2008
Pg2of2
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Appendix E: Statistician’s Report for the Proposéethod of Analysis

Print Page 1 of 1

From: Greg Gamble (gd. gamble @aunckland.ac.nz)
To: Ajay Castelino

Date: Wednesday, 9 July, 2008 2:02:31 PM
Subject: RE: Stats report request

Hi Ajay,

Tunderstand that your project aims to explore the change (if any) in anxiety levels after a music intervention session in older
people with psychiatric disorders. The setting is an inpatient acute hospital.

The instrument chosen is the ‘state” domain of the State Trait Anxiety Inventory (STAI). Originally it was proposed that this
instrument be administered before and after the intervention music session however given the lack of experience of repeated
testing in this patient cohort a cross-over design with subjects randomized to either music intervention first or just vsval
observation was suggested as a way of demonstrating that changes over time (if any) were likely to resvlt from the music
therapy rather than just temporal drift, providing partial control for patient fatigue and or increase familiarity with the
instrument.

The STAT manuval provides a standard deviation (13.24) for the State domain in male nevropsychiatric patients. This group is
likely to be similar to the patient cohort proposed. A difference of about one standard deviation would be considered
clinically relevant. Ten patients in total would provide adequate power (80%) at the 5% significance level for a two tailed
test to detect a 13 unit difference in the change in state domain between two sessions (Hintze, J (2004) NCSS and PASS.
Nuomber cruncher statistical systems, Kaysville , Utah . WWW NCSS .COM) in the same patients (ie a cross-over design).
One session would have music therapy in the middle the other session would have usual observation.

Each of the 10 patients who meet the cligibility criteria (eg informed consent provided etc) would be randomized (sealed
envelopes allocating consecutive patients to groups by high or low random numbers (MS EXCEL) in sorted random number
list) to first either having STAI followed by music therapy, followed by STAT in one week and STAT followed by usual
observation, followed by STAT in a subsequent week OR STAI followed by usval observation, followed by STAI in one
week and STAT followed by music therapy, followed by STALin a subscquent week. If it is anticipated that patients may
drop out or withdraw from the study between the first and second visit additional patients maybe recruited (for example it
would be reasonable to aim for 12 subjects in total with the expectation that at most 2 would refuse the second measvrement
period).

The primary method of analysis will be by Student’s paired test where the difference in State domain in the study arm with
music therapy will be compared with the difference in State domain in the study arm without music therapy. P< 0.05 will be
considered statistically significant.

In secondary analysis a mixed models approach to repeated measures will be used to partition variance between the study
arms to test for carryover effects (ie that the baselines were different between groups depending upon when the music therapy
was implemented), and to see if order changes effect size. Although these analyses will by their natore be of limited power
they may serve a purpose in planning future studies.

‘We may in some ways consider this a pilet study since it is limited by the time and resource constraints of your requirements
to complete a masters thesis nevertheless it would be possible to examine potentially large treatment effects while collecting
information on the application and repeatability of the study instruments in the proposed patient group.

I hope this is of use to you Ajay.
Best wishes

Greg Gamble,
Biostatistician

Greg Gamble * Department of Medicine * The University of Auckland
Private Bag 92019 * Auckland * New Zealand
office (+64 9) 373-7599 x86262 * fax (+64 9) 373-7677 * mob 027 423 0959

http://mz.mg2.mail. yahoo. com/dc/launch?. gx=0&.rand=chOm4scraqo52 14/07/2009
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Appendix F: State Part of the State Trait Anxietentory

m?nd garden

SELF-EVALUATION QUESTIONNAIRE
STAI Form Y-1

Please provide the following information:

Name Date S
Age Gender (Circle) M F T
DIRECTIONS:
A number of statements which people have used to describe themselves are given below. @OO %\
Re.ad \each statement anc? then circle thfe appro'priate number to the right 9f the statement /[6 J’o 6}87 '?}‘
to indicate how: you feel right now, t-hai is, at this moment. There au;e no right or wrong ?:7 % ?@
answers. Do not spend too much time on any one statement but give the answer which > %‘7 {)‘ Q?
seems to describe your present feelings best. 7{ ¢ > ‘po ‘PO
1. I feel calm 2 .3 .4
2. | feel secure 2.3 4
3. I am tense - 2. a3 a4
v 20 10 1] RO ] T T (O G e S O GO o3 S SOOI SO S G SR TNG A NE 1.2 .3.:.4
St el atiease:: .. o L i i e e i e ssd et S e et B s S B Li..2::3 7ed
6. e UPSEE S e s L B T b st an it dor Sl e sk e R e S 1, 2. -3 4
7. 1 am presently worrying over possible misfortunes .............c.cocoooirn i Lo 203 04
8. Lteelisatistred . i i s e e e g St e s R o2 .3 .4
L % 1 (Y (1T (s O R P SRt SRS R LR DUIE RPN CRPPE RPN It et L2 a3 ol
HoRkfeelicomfortables o loa e i Dl s e L e L2003 <ol
(B T a0 PSSO P BT S SN SO SO JES BTt 1..2 .3 4
{0 P D7 o T e Cote L M OISV SN S - SP SO e ST I LR Lo 2, 34
U B F Ty T O e O R e vt O NRRS QP e S S OD U R RN 1...2..3 >4
T4, 1 feel INAECISIVE ..ottt et s e ean et ess s nee s Lo ondoacd
FSlpamipelaxedis, ol o e s e e e Lios2inn3 524
L 3 (o FLETot = RO VRO ORI RS L SOOI TR TSN SN S SN SO LA PR Loin 23 004
17, deam aWormiedh cr . e et s seede b sene e e e b o223 =4
[i§ilsfeelconfusedis: | .. o aon O B e e e L..2 .3 4
L T T £ o OO SN0 L ROt SERE LIS S PRSP S S O 1 2 3 4
20l Feelpledsant f.o. i i it i i enshot st s e sose s sinasds s smas ot besonde it asssnassedsarines 1 2 3 4

Published by Mind Garden, Inc. www.mindgarden.com
© Copyright 1983 by Consulting Psychologists Press, Inc. Ali rights reserved
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Appendix G: Project Approval from the Northern Xdronal Ethics Committee, New
Zealand

Health Northern X Regional Ethics Committee
and Wisisiry of Hoslt~
Bisability 3rd Finon, Uniisys Buiding
Ethics €5G CGreat South Road, Pemiose

_ x Frivale Bag 02 522
g Commitiees Wieliesley Stest, Aucklind

| 52C 2105

Ernail: pat_chainey@moh.govi.nz 9 BAC G001

24 July 2008

Mr Ajay Castelino
8 Benbigh Ave
Mt Roskill
Auckiand 1041

Dear Ajay

NTX/08/06/D55 The effects of single sessions of music therapy on the level of anxiety in older
persons with psychiatric disorders: PI5/Cons VE#2, 24/06/08

Principal Investigator  Mr Ajay Castelino, Massey University

Supervisor: Mg Sarah Hoskyns, NZ Schoaol of Music

Thank you for your lefter @ July 2068 attaching the Commitiee reguiremenis.  The abave study has baen
diven ethical approval by the Northern X Regional Ethics Committee. A list of members of this committee
is attached.

Approved Documents
« Information Sheet/Cansent Form V#2 dated 24 June 2008,
s Seff Evaluation Questionnaire V#1 dated 24 June 2008.
» Summary Sheet V#1 dated 24 June 2008

Certification
The Committes [z satisfied that this study iz not being conducted principally for the benefit of the
manufacturer or distributor of the medicine or itern in respect of which the trial s balng carried out.

Accredifation
The Committee involved in the approval of this study is accredited by the Health Research Council and is
constituted and operates in accordance with the Operational Standard for Ethics Committees, April 2008,

Final Report

The study & approved untit 31 December 2008, A final report is required at the end of the study. The
report form is gvailable on hito:fwww.ethicscommittees health.govt.nz (forms-progress reports} and should
be forwarded along with a summary of the resulis. [ the study will not be completed as advised, please
forwerd a progress repori and an application for extension of ethical approval one month heforz the above
date.

Requirements for SAE Reporting
The Principal Investigator will inform the Commiltee as socn as possibie of the Tollowing:
*«  Any sericus adverse events oceurring during the study which are considered refated to the siudy.

Ali SAE reports must be signed by the Principal Investigator and include a comment on whether hejshe
congsiders there are any ethical issues relating to this study cantinuing due to this adverse avent.

& Mirstry of

Aparovor by the Health Rasearch Caunof Tiizie ffeennesiiiesormitises heallb govl oz
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Amendments

Al amendments (including adverlisements/posters efc) to the study must be advised to the Commiflee prior
to their implementation, except in the case where immediaie implementation is required for reasons of
safety. In such cases the Commitiee must be notified as soon as possible of the changes.

Please quote the above ethics committee reference number in 2ll correspondence.

It should be noted that Ethics Committee approval does not imply any resource commitment or
administrative facilitation by any healthcare provider within whose facility the research is to be
carried out. Where applicable, authority for this must be obtained separately fram the appropriate
manager within the organisation.

Yours sincerely
P

s
L

e
P T,

Pat Chainey
Administrator
Northern X Regional Ethics Committee

Cc: CMDHB Research Office
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Appendix H: Project approval by the Academic Cotbeei of the New Zealand
School of Music

FPrint Pagelof 1

From: Hoskyns, Sarah (S L. Hoskyns@massey .ac.nz)

To: Ajay Castelino

Date: Wednesday, 21 May, 2008 7:33:07 PM

Ce: Claire Carruthers; Donald Maurice

Subject: Approval of Research Project by Academic Committee NZSM

Dear Ajay,

[ am pleased to inform you that your research project entitled ‘The effects of single sessions of
music therapy on the level of anxiety in older persons with psychiatric disorders’ was
reviewed and approved by the Academic Committee of the New Zealand School of Music on

Tuesday 13t May.

The committee complimented you on a clear and well designed proposal.
Kind regards,

Sarah Hoskyns

Sarah Hoskyns

Associate Professor

Director of Master of Music Therapy Programme
New Zealand School of Music,

PO Box 2332

Wellington

New Zealand

T: 00 64 4 801 5799 x 6410

Email: S.L.Hoskyns@massey.ac.nz
WWW.NZSM.AC.NZ

http://nz.mg2.mail.yahoo.com/dc/launch?. gx=0&.rand=ch0m4scraqo52 14/07/2009
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Appendix I:  Personal Communication with Charleseferger re. the suitability of
the State Trait Anxiety Inventory for Older Persenth Psychiatric Disorders,
following the carrying out the data collection phas

Print Page | of 2

From: Spielberger, Charles (spielber@cas.usf.edu)

To: Ajay Castelino

Date: Saturday, 6 December, 2008 7:56:50 AM

Ce: Sarah Hoskyns

Subject: RE: Use of STAI for music therapy research in NZ

Ajay Castelino, MA, Music Therapy
New Zealand School of Music, Auckland

Dear Mr. Castelino:

Many thanks for the progress report for your research on the effects of music therapy on older persons
with psychiatric disorders. Your finding that the music therapy intervention significantly reduced the
state anxiety level as compared to a non-music control group was very impressive.

I can certainly understand the difficulty in evalvating the effects of music therapy on cognitively
impaired older persons with psychiatric disorders. Ratings of observations regarding relaxation and the
reduction of agitation following music therapy would be especially interesting if the effects of music
therapy were compared for a control group with similar problems who received some other form of
treatment. Another possibility would be to use the State-Trait Anxiety Inventory for Children (STAIC),
which would be considerably easier to respond to by persons with lower levels of functional intellectual
ability.

I regret that I am not familiar with other measures that might be more nseful in your research, but would
like to encourage you to write an article to report the findings that you have described which are, indeed,
very interesting.

Warm personal regards and very best wishes for a happy and enjoyable Holiday Season.

Charles D. Spielberger, PhDD, ABPP, Distinguished Research Professor of Psychology
Director, Center for Research in Behavioral Medicine and Health Psychology,

PCD 4118G University of South Florida, 4202 East Fowler Avenue, Tampa, FL 33620-7200
Phone (813) 974-2342; Fax (813) 974-4617; Email: spielber@casusf.edu

From: Ajay Castelino [mailto: ajaycastelino @yahoo.co.nz]
Sent: Wednesday, November 26, 2008 9:55 PM

To: Spielberger, Charles

Cc: Sarah Hoskyns

Subject: Use of STAI for music therapy research in NZ

Hello Dr Spielberger,

I'm writing to report on the progress of the research titled "Effects of Single Sessions of Music Therapy
on Older Persons with Psychiatric Disorders." As you'd be aware, you'd kindly given us permission to
use the STAT to measure the reduction of anxiety for this study. We've completed the data collection
phase and have obtained encouraging results. The statistical analysis indicates that the music therapy
intervention significantly reduces the anxiety level [1(8)=4.626, p<0.0017] as reported by the state part
of the STAT when compared to a similar non-music control group (verbal intervention-travel group).

http://mz.mg2.mail. yahoo. com/dc/launch?. gx=0&.rand=chOm4scraqo52 14/07/2009
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