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Editorial 
 

Dear Readers, 

 

Welcome to the latest issue of the IACAT Journal. 

 

It is a pleasure to invite you to read the exciting material in this 

special issue on music therapy. Our first article is a collaborative 

one by Susan Baines, Jane Edwards, Triona McCaffrey and Jason 

Noone entitled, “Including service user perspectives in research: 

Reflections of the Music & Health Research Group at the 

University of Limerick”. Their commitment to the voice of users 

in health and disability services demonstrates the importance of 

inclusivity in policy-making and raises valuable considerations for 

future research in the field. Next, we have an article by Bill 

Ahessy entitled “The lost chord: Music therapy with a woman 

with Alzheimer’s disease”. This case study demonstrates how 

through a person centred approach, such as song writing, music 

therapy, along with the other arts therapies, can be used 

successfully with people with dementia. Finally, Lisa McAuliffe 

presents “A reflection and literature review exploring music and 

music therapy with persons who are d/Deaf or hard-of-hearing”, 

creatively explored through an arts based approach. Central to this 

article is awareness of Deaf culture and values, the perceptual 

limitations of the Cochlear Implant and the importance of music 

in this context, and implications for music therapists. 

 

While this edition has music therapy at its centre, we are also keen 

to highlight current issues in the arts therapies more widely. 

Therefore, we include a clinical reflection on the arts in health 

movement by Joan Philips, whose perspective from the United 

States begins a conversation on the arts in health in Ireland as 

creative arts therapies develop worldwide. We also include an 

interview by Lucia Šimončičová with American art therapist 
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Eileen P. McGann, who specialises in working with adolescents 

and families who have experienced trauma. 

 

The studies in this issue have the client at their centre and 

emphasise dialogue and inclusivity. We on the editorial team see 

this as an opportunity to open a discussion between the arts 

therapies and the arts in health movement in Ireland. Maybe the 

reflection by Joan Philips could open a door to a space where it is 

possible to view different ways of working through and with the 

arts in health settings as complementary, instead of potentially 

competing about precious resources and work opportunities. Arts 

therapists and arts in health practitioners offer distinctly different 

approaches and both these approaches are needed. There is also 

strength in numbers when we – arts therapists and arts in health 

practitioners – work together, alongside each other and respecting 

what each approach uniquely has to offer. Centrally, there is more 

on offer for the clients who after all, are the most important people 

to consider! This also means that the capacity of the arts to inspire, 

give hope, expand our consciousness and bring us together in all 

our humanity is highlighted and promoted in the health services, 

where it certainly seems like the arts are particularly urgently 

needed in these difficult and challenging times. 

 

We are pleased to include two book reviews in music therapy in 

this special edition. Julie Sutton reviews Music therapy and 

parent-infant bonding, edited by Jane Edwards, and Alison 

Sweeney reviews Musical encounters with dying: Stories and 

lessons, edited by Islene Runningdeer. In addition, Monika 

Rejtner reviews Soul and spirit in dance movement psychotherapy: 

A transpersonal approach, by Jill Hayes, Una Egan reviews 

Dramatherapy and destructiveness: Creating the evidence base, 

playing with Thanatos, edited by Ditty Dokter, Pete Holloway and 

Henri Seebohm, and David McCormack, reviews a classic text 

recently reissued, Marian Milner’s A life of one’s own. 
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This edition is ready just in time for the IACAT AGM 2014. 

Some of you will remember that in the Editorial for the first 

edition of the re-launched IACAT Journal we mentioned giving 

academic writing workshops. Well, the first workshop of this kind 

will take place at the AGM in Dublin on June 14
th
 2014. The 

purpose of this event will be to ‘kick-start’ the writing process for 

those who are struggling to start, to progress, or to finish a piece 

of written work. With this taster workshop, we hope to encourage 

everyone who would like to submit work to IACAT Journal to 

take up pen and paper, or get on their computer, and start writing! 

 

Eva: I also want to take the opportunity to welcome Margaret 

O’Neill, who has been our Editorial Assistant so far, into her new 

role as Co-Editor. Margaret’s work on facilitating the re-launch of 

the Journal in this current format has been invaluable I look 

forward to continuing to work with her on the IACAT Journal. 

 

We hope that you enjoy reading this issue. 

 

Eva Lindroos, Editor-in-Chief 

 

Margaret O’Neill, Co-Editor 

 

Irish Association of Creative Arts Therapists Journal 

 

May 2014 
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Including service user perspectives in research: 

Reflections of the Music & Health Research Group at the 

University of Limerick 

 

Susan Baines; Jane Edwards; Tríona McCaffrey; & Jason Noone  

 

 This paper reflects the experiences of a group of researchers 

 from the Music & Health Research Group , Sue, Triona, and 

 Jason who are undertaking PhD research studies supervised by 

 Jane that are oriented around service user
1
 experiences. An 

 overview of the inclusion of service user perspectives is 

 presented with reference to the deeper reflection on a client 

 centred approach to research developing in health and social 

 care research that is evident in recent music therapy research. 

 Descriptions of service user inclusion within the three projects 

 is provided. As can be seen from each project description, each 

 researcher uses a theoretical base to frame and shape the 

 research study.  
 

 Keywords: qualitative research; anti-oppressive; recovery 

 model; music technology; mental health; disability 

 

Service user perspectives in research, education, and service 

development 

 

In spite of evidence that shows involving service user perspectives 

in planning and evaluation improves health service delivery 

(Crawford et al, 2011) there is still minimal service user 

involvement in research studies about healthcare. This might be 

                                                           
1
 The term service user is employed here with the recognition that 

although it is increasingly in regular usage in a range of health and social 

care contexts, it has attracted criticism of its relevance and applicability 

(McLaughlin, 2009). 



2 
 

partly attributed to the lack of involvement of service users in 

health education, as noted by Higgins et al (2011). Service users 

are sometimes brought in to teach students through sharing 

aspects of their experience but they are not traditionally given any 

role in shaping what students in health and social care courses 

learn, such as giving their perspective within curriculum planning 

processes to ensure the training programme is relevant to service 

user needs, capacities and circumstances.  

Accreditation procedures for social care and health 

courses in social work, nursing and medicine, and across all of 

allied health, do not yet require perspectives from service users to 

inform the development of curriculum. Therefore it is not 

surprising that graduates acculturated into an environment where 

service user voices are rarely heard may not consider including 

such perspectives when undertaking research or developing new 

services. This somewhat hidden culture of exclusion of service 

user perspectives, and equally those in non-professional caring 

roles, locates privilege and authority in the expertise of the 

educator or researcher who arguably cannot effectively either 

investigate or teach about the needs of people receiving services if 

they only use their own practitioner experiences as a point of 

reference. At the same time there are increasing examples from 

healthcare practice in which service users have been effectively 

and meaningfully included in developments of new programmes, 

and in service reviews (e.g. Walker, Emmens, & Simpson, 2012). 

However, such reports are often described as innovative and 

include advice and tips about implementation. This suggests that 

the territory of service user inclusion in service planning and 

delivery remains new and unchartered for many health 

professionals. 
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The limited availability of research that provides 

information about service user experiences has been described as 

frustrating for those tasked with developing and implementing 

inclusive policy in mental health services. In a study of service 

users experiences of psychotic disorders, Byrne, Davies, & 

Morrison (2010) lamented that, “The lack of qualitative research 

specifically concerned with users’ priorities and preferences, and 

the general dearth of other relevant literature from which to 

extrapolate such concerns, fundamentally limits our understanding 

of key elements of mental health service provision” (p. 212). 

Therefore research that brings service user perspectives, and 

accounts for their inclusion in research about them is currently 

welcomed.  

Turner and Beresford (2005) have identified four key 

aims of what they have termed service user-controlled research: 

 The empowerment of service users and the 

improvement of their lives (through both the 

process and the purpose of research). 

 Being part of a broader process of making 

social and political change. 

 More equal relations of research production 

(where the people who carry out the research 

and are the subject of the research relate to 

each other on much more equal terms). 

 Being based on social models of understanding 

and interpretation (like the social model of 

disability). 

(p. vi) 

This approach to research differs from a more traditional 

hierarchical model of research where the researcher is positioned 

http://bjsw.oxfordjournals.org/content/40/5/1591.full#ref-65
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as expert, and the participant or subject participates in the research 

study under the direction of the researcher or the research 

assistant, often having no idea what other participants 

experienced, and having no access to the outcomes of the 

research. A service user oriented perspective values the 

contribution of the research participant not as a person from 

whom data is extracted but rather someone who contributed 

information and feedback at each step of the research process.  

The inclusion of service user perspectives is positioned as 

having an “ethics-based and evidence-based” approach to service 

development and delivery across many health and social care 

contexts (Thornicroft & Tansella, 2005, p. 1). Tait and Lester 

(2005) have posited that service user involvement should be better 

promoted and more frequently facilitated in mental health services 

because: 

 Users are experts
 
about their own illness and need 

for care. 

 Users may have different
 
but equally important 

perspectives about their illness and care. 

 User
 
involvement may increase the existing limited 

understanding
 
of mental distress. 

 Users are able to develop alternative approaches
 
to 

mental health and illness. 

 User involvement may be therapeutic 
 
in itself. 

 User involvement may encourage greater social 

inclusion. 

(p. 173) 

Additionally it is important to account for service user 

perspectives as they may be quite different to those of service 

providers. This difference must be reconciled in order to offer 

appropriate, meaningful, relevant, and sustainable services. An 
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example is a study of the needs of people in the disability services 

in the East Coast region of Ireland, which included services users 

with physical disability, services users with intellectual disability, 

and carers, service providers, and managers. 

  
The main findings of this study were that clients wished to 

receive more creative therapy services, physical activity 

sessions and relaxation therapy. A third wished to partake in 

social and recreational services more often. Service providers 

put more emphasis on physiotherapy, speech and language 

therapy, occupational therapy and counselling…During focus 

group meetings, carers not only acknowledged the need for 

therapeutic and rehabilitation services but also stressed the 

benefit of creative therapy, leisure activities and socializing for 

clients. 

(Boland, Daly, and Staines, 2008, p. 207) 

 

It is interesting that these findings reveal that the service users’ 

perspectives were different to those of service providers. The 

service provider perspective seemed to promote what is already on 

offer rather than considering a wider scope of provision. This 

suggests that if we only seek provider perspectives and ignore the 

consumers of the service we can only gain a partial and 

incomplete view of the needs and possibilities of the service. We 

run the risk of continuing with service structures and offerings 

that perpetuate obsolete delivery models, at best uninteresting, and 

at worst unresponsive, lacking flexibility or interest in the 

experiences and wishes of the participants.  

Within music therapy some research has focussed 

exclusively on service user perspectives. This indicates that music 

therapy research inquiry is open to a wider scope of knowledge 

creation than continuing to perpetuate the view of the researcher 

as sole expert, where the role of research participant is relegated 
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to the role of grateful contributor whose responses to tests and 

questions will explain the effects and benefits of music therapy. 

Two recent studies that include service user perspectives are 

described below. 

In a study of the uses and functions of music for 

adolescents and young adults receiving cancer treatment, 

interviews with 12 participants revealed that music was used in 

self-care and as part of managing treatments in a range of ways 

(O’Callaghan, Barry, & Thompson, 2012). Additionally for those 

who received music therapy not all described it as helpful, and 

one person described how he preferred one music therapist over 

another as the first had provided a friendly and flexible service 

whereas the other had made an appointment time with him, which 

made him feel like a patient. These reflections about services can 

be helpful for current and future practitioners, and are important 

points of discussion for training cohorts to consider.  

In order to understand the experiences of services users 

receiving music therapy Ansdell and Meehan (2010) conducted 

interviews with 19 service users who were experiencing chronic 

mental health problems. Each of the people interviewed had 

attended at least 10 music therapy sessions. The interviews were 

transcribed and analysed using interpretative phenomenological 

analysis, and nine themes emerged. Of the most important in the 

view of the researchers was the emergent theme of hope in the 

music. As they mused: 

 

Of all these benefits, “music’s hope” is the profoundest help for 

people living with acute or chronic mental health problems. 

Many comments by interviewees can be interpreted as 

communicating how music and music-making give them both 

an image and an enactment of a “hopeful” relationship to their 

chronic illness and its existential impact on their lives. 
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(Ansdell & Meehan, p. 34) 

 

This revelation that service users described music making as a 

vehicle for hope can bring courage and revitalisation to the music 

therapy community. Practitioners with busy session schedules can 

find it difficult to reflect with participants on the processes of 

music therapy; that is whether, how, and why it helps. It is 

therefore highly useful to be able to lean into such detailed 

research findings to restore our own hope and invigoration about 

the meaningful contribution our facilitation can make for music 

therapy participants.  

 

Research descriptions 

 

The following accounts of the research process for three PhD 

researchers in the Music & Health Research Group at the 

University of Limerick offers a perspective on the inclusion of 

service users in research which may be useful for people about to 

embark on research, or who are considering such a step in future.  

 

Susan Baines 

 

I titled my PhD Giving voice to client choice: An anti-oppressive 

analysis of music therapy practice and research. At its core, Anti-

Oppressive Analysis seeks to address power inequities, promote 

inclusivity and autonomy, and ultimately cultivate service-user 

self-determination. The focus of this researcher is to study, locate, 

and elaborate the philosophy of Anti-Oppressive Analysis within 

the field of music therapy practice and research, both enriching 

and challenging the field of music therapy. 
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 “Anti-Oppressive Practice is a heterodox, umbrella term 

[that] borrows bits and pieces from various theories…. Marxist, 

Feminist, Anti-Imperialism, Anti-Racist, critical post-modernism, 

post-structuralism …” (Baines, D., 2011, p. 13). Anti-Oppressive 

Analysis was first fostered through the educational philosophy, 

Anti-Oppressive Pedagogy (Jones, 2011; De Lissovoy, 2010; 

Stern, 2009; Taylor, 1993; Elias, 1994; Facund0, 1984; Friere, 

1970; Friere, 1994) and social work model of Anti-Oppressive 

Practice (Baines, D., 2007, 2008, 2011; Cemlyn, 1999; Collins & 

Wilkie, 2010: Heenan, 2005; MacDonald, 2008; Mullaly, 2001; 

Parrot, 2009). 

Anti-Oppressive Practice has appeared in several other 

human services professions including in the medical profession 

(Thesen, 2005), in nursing (Martin & Younger, 2000; Flood, et. 

al., 2006; Barnes & Brannelly, 2008; MacDonald, 2008), 

psychology (Campbell, 2011), sociology/anthropology (Scott, 

1999; Gunaratnam, 2008), and in disability studies (Gilbert, et. al., 

2007). Recently, anti-oppressive analysis has found a voice in 

research activities in social work (Potts and Brown, 2005) and 

education (Kumashiro, 2009). A review of the literature in early 

2012 indicated that Anti-Oppressive Analysis had yet to be 

described in music therapy.  

Further investigation has revealed a paucity of 

publications in critical post-modern models in music therapy with 

the exception of the following examples. Early roots in music 

therapy can be found in Kenny’s work in Indigenous Theory 

(1982; 1985; 1992) and Boxill’s work in peace studies (1988). 

Other like-minded approaches include Resource-Oriented Music 

Therapy (Rolvsjord, 2006, 2010), Music-Centered Music Therapy 

(Aigen, 2005; Brandalise, 2009), feminist perspectives in music 

therapy (Baines, S., 1992; Curtis, 1990; 1996; 2012; Hadley & 
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Edwards, 2004; Hadley, 2006; Edwards & Hadley, 2007; Hahne, 

2011), Culture-Centered Music Therapy (Stige, 2002a) and 

Community Music Therapy (Bunt, 1994; Ruud, 1998; Baines, S., 

2000/03; Baines, S., & Danko 2010; Kenny & Stige, 2002; 

Ansdell, 2002; Pavlicevic & Ansdell, 2004; Stige, 2002b; Stige 

and Aaro, 2012). The first piece of writing in music therapy 

specifically referring to Anti-Oppressive Practice was by Baines, 

S., (2013). 

My research is grounded in over twenty years of practical 

experience and publications incorporating the service user’s voice 

(Baines, S., 1992; 1994; 2000/03; 2010; 2013). In my Master’s 

thesis I critiqued prevalent models of music therapy using a 

sociocultural and political analysis to examine power structures. I 

asked music therapy practitioners to analyse their personal 

motivations for the manner in which they practiced music therapy 

as a matter of ethics. I also developed and published a 

Participatory Action Research (PAR) project with adults with 

chronic and persistent mental health conditions describing a 

consumer initiated and directed approach (Baines, S., 2000/03). 

This PAR project was repeated and expanded incorporating an 

interview process in Baines & Danko, 2010. 

In my research I am seeking to study and elaborate the 

process of developing anti-oppressive conditions designed to 

prioritize service-user “voice” in music therapy research and 

practice. The location of the research is the Lower Mainland Area 

of British Columbia, Canada. Two populations of persons with 

decreased communication are invited to participate; 1. fragile 

older adults, and adults with complex care needs, including 

dementia who are living in long term residential care, and 2. 

adults and teens with dual diagnoses of developmental delay and 

mental health needs who are residing in a 90-day psychiatric 
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residential centre for assessment and development of community 

treatment protocols. The focus of the research is to amplify their 

collective voice in the development of ethical client-initiated 

meaningful, efficacious, and accountable music therapy services.  

The elements of the research project are as follows: a 

literature review to locate Anti-Oppressive Analysis within the 

field of music therapy; an autoethnographic study where the 

researcher will reflect on and record her experiences of working 

with these clients in music therapy sessions as well as any relevant 

interactions with staff, family, and guardians, including reflection 

on the research process; and a series of interviews in which 

residents and the clinical team will be invited to share their views 

about music therapy. These interviews will be transcribed and 

processed using a Grounded Theory Analysis.  

To date, the ethical review was completed relatively 

quickly at the long term care facility where research proposal 

reviews are commonplace. Eight participants readily volunteered 

and were interviewed including residents, staff, management, and 

administration. These interviews were transcribed and coded and 

the categorization process has been initiated. The second site 

serving adults and teens with DD/MH has required a lengthy 

ethical review process due to a number of reasons. From the 

outset, there was no research ethical review process within the 

organisation. The development of this process has been co-

creative with the researcher, the administration on-site, the 

Unversity of Limerick Research Ethics Committee, and the 

Quality Assurance Director of the parent organization. It is felt 

that this intense degree of ethical review is appropriate due to the 

potential vulnerability of the population served and that the 

development of this process will serve the service-users in 

subsequent research projects. To this researcher, this is part and 
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parcel of an anti-oppressive approach. To date, this proposal 

seems very close to receiving the green light to proceed with the 

research. 

Anti-Oppressive Analysis offers a way of evaluating our 

work, “a way of addressing the “problems” that our clients present 

within the context of their socio-political reality and resourcing 

both ourselves, and persons we serve to address social-inequity 

toward the goal of creating a socially just future” (Baines, S., 

2013, p. 4). Amplifying the service-user voice is the heart of this 

transformation. 

 

Tríona McCaffrey 

 

As a member of the Music & Health Research Group, my 

doctoral research aims to describe the experience of service user 

participation in music therapy in mental health care. It attempts to 

bear witness to the views of those who attend music therapy in 

Ireland and considers the life world of the individual therein. The 

rationale for this research is rooted in the recovery approach in 

mental health that emphasizes the need to develop meaningful and 

collaborative relationships between service users and providers so 

as to inform healthcare planning and delivery. Such research will 

not only deepen our understanding of service user experience in 

music therapy but also consider possible ways through which the 

mental health community may garner valuable perspectives.  

Recovery in mental health is an approach or indeed 

movement that places listening to service user voices at the heart 

of its philosophy. It emerged during the 1980’s at a time when 

people began to voice their experiences of “using” or “surviving” 

mental health services (Faulkner, 2004). As interest in the service 

user perspective grew so too did recognition that such 
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perspectives were acquired by virtue of personal experience and 

that this experience was a form of expertise to be valued and 

respected. Thus the recovery approach refers to those who are 

consumers of healthcare services as “experts by experience”, 

acknowledging that service users have a valuable contribution to 

make in determining and deciding upon their own care pathways 

in collaboration with mental health professionals who are experts 

by skill and/or training.  

Anthony (1993) describes recovery as developing a new 

meaning and purpose in one’s life beyond the catastrophic effects 

of mental illness. Shepherd, Boardman and Slade (2007) 

emphasize the importance of finding and maintaining hope, re-

establishing a positive identity, and taking responsibility and 

control as one journey’s towards wellness.  It is important to 

distinguish mental health recovery from “clinical recovery”. As 

implied from the descriptions above, mental health recovery is a 

deeply personal and idiosyncratic journey that is embarked upon 

by the service user. This is different to clinical recovery that 

emerged from medical discourse of mental health professionals 

that involves being free of symptoms, restoring social function 

and “getting back to normal” (Solli, Bonde, Pedersen, Hannibal, 

& Lund, 2012). 

Recovery promotes concepts such as hope, voice, 

meaning, confidence & control, personal resourcefulness, positive 

self-image and identity, self-determination, trust in self and 

spiritual connection (Mental Health Commission, 2007). These 

central tenets of recovery deeply resonate with a humanistic and 

empowering approach to healthcare that encourages a sense of 

personal agency among service users. This is in contrast to more 

paternalistic or traditional healthcare models that venerate the 
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expertise of mental health professionals, sometimes 

overshadowing a service user perspective.  

The need for mental health provision that values the 

inclusion of service user perspectives and feedback is highlighted 

by both statutory and voluntary mental health bodies in Ireland. 

The Mental Health Commission, Mental Health Reform, Irish 

Advocacy Network are examples of agencies that recognize and 

value a recovery model of care. These not only advocate the 

involvement of service users in designing their own treatment 

plans but also the inclusion of service users at each and every 

stage of health care planning and delivery as described in A Vision 

for Change, the policy document that defines the future of mental 

health provision in Ireland. Indeed, the service user literature 

encourages us to move away from the idea of involvement being a 

“good thing” to involvement as being a right in a democratic 

society (Stickley, 2006). 

Acknowledging the lived experience of service users in 

quality mental health provision requires looking beyond 

symptomatic measurement, casting a wider net of inquiry that 

captures experiences and opinions of those the service is designed 

to serve. Research into music therapy and mental health has 

largely focused on clinical symptom management and reduction 

of these symptoms (Edwards, 2006). This has been an essential 

key in justifying the inclusion of music therapy as a “treatment” 

within mental health services. However, service user perspectives 

have featured minimally but are an emergent theme of interest. An 

early example of such perspective includes that described by 

Heaney (1992) who found that service users significantly rate 

music therapy in terms of pleasure and viewed the intervention to 

be just as important as any other aspect of their care. Dye (1994) 

evaluated music therapy in a mental health setting by asking 
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service users to complete a questionnaire.
2
 The results not only 

provided insight into how music therapy impacted upon 

individuals but also illuminated the components of sessions that 

were highly regarded by clients.  

In Ansdell and Meehan’s study (2010) it was found that 

service users did not necessarily experience, nor value, music 

therapy in the way therapists, referring clinicians, and researchers 

defining “outcomes” and “effectiveness” may perhaps anticipate. 

These findings are thought provoking and remind us that the 

understood intention for and outcomes of music therapy may be 

quite different when perspectives of service user and provider are 

considered.  

The primary goal of my doctoral research is to 

successfully and meaningfully include the perspectives of people 

who have mental health difficulties about their experience of 

attending music therapy in public mental health services in 

Ireland. The project will highlight ways in which music therapy 

participation is described and the findings will be used to 

recommend processes for service user involvement in mental 

health care. These goals will be realised through verbal and non-

verbal methods of data collection, namely verbal interviews and 

arts-based focus groups. The findings and views gained from each 

of these data streams will be used to describe the life-world of the 

individual in music therapy whilst also evaluating interview and 

art-based methods as a means of giving voice to the service user 

perspective.  

                                                           
2
 Jane: as the supervisor of this project for a final year project for a music 

therapy student in Australia it is lovely to see that after all these years it 

is included in Tríona’s literature review.  
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Last Autumn/Winter 2012 the National Centre for Arts & 

Health, Tallaght Hospital, facilitated me to carry out a series of 

research interviews with music therapy service users of the 

psychiatric-inpatient unit. Six participants agreed to be 

interviewed and were asked to reflect upon their experiences of 

attending music therapy at the unit. These interviews provided in-

depth, rich descriptions of people’s life-world in music therapy. 

Analysis of this data is now nearing completion using 

interpretative phenomenological analysis as a means of honouring 

and getting as close as possible to subjective experience. The 

findings from this phase of the research will make a marked 

contribution to the existing service user descriptions of music 

therapy in the literature. However, no study to date has examined 

participant’s experiences of music therapy using non-verbal 

methods. This is surprising, given that music therapy is frequently 

offered to mental health service users because of its capacity to 

offer a non-verbal means of communicating with others. 

Therefore, in further developing this research it is proposed to 

employ arts-based methods to illuminate individual and group 

perspectives about people’s experiences of music therapy. Such 

methods are increasingly used in qualitative healthcare research to 

include the views of marginalized service user voices by utilizing 

the expressive properties of art genres to contribute to human 

understanding (Barone & Eisner, 2011; Ledger & Edwards, 2011). 

Realising recovery through listening to and witnessing the 

views of experts by experience is paramount to this research. 

Findings from these multiple perspectives will be relevant to the 

profession of music therapy and to other allied health care 

professions who wish to encourage meaningful service user 

involvement in health care delivery. They will not only describe 

the life-world of people’s experience in music therapy but also 
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explore some of the ways in which such life-worlds may be 

elicited.  

 

Jason Noone 

 

I am currently engaged in a participatory action research (PAR) 

project with adults with physical and intellectual disabilities. This 

collaborative research has arisen out of 7 years of clinical work 

based on person-centred principles and focuses on our use of 

mainstream music technology in our work together. The service 

users are co-researchers on this project and we work as a team to 

design the research around shared concerns towards immediate 

and tangible benefits. PAR is a collaborative method of inquiry 

offering practitioner-researchers an ethical way of exploring and 

developing insight into practice (McLeod, 1999) by placing the 

client/service-user/consumer voice at the centre of the inquiry. 

This is an empowering and emancipatory approach to research 

which has been especially embraced by those in the field of 

disability studies (Goodley and Lawthom, 2005; Elefant, 2010). 

 

Background 

 

I have been facilitating a music therapy programme in two 

facilities for adults with physical and intellectual disabilities run 

by a national service provider for over seven years. The services 

are provided according to the person-centred planning model 

(PCP) (Noone, 2008). The principles underlying this model are 

highly congruent with the humanistic, resource-based approach 

that is the basis of my work. The common focus on individual 

capacities, collaboration, and community engagement to promote 

positive change means that a collaborative person-centred 
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approach to providing therapy has not just been personally 

satisfying (Ledger & Noone, 2011), it is supported by the 

organisational ethos of the service provider. This offers 

opportunities for a coordinated approach to maximise the voice of 

the service users in defining, planning for and reaching their 

goals. 

 As the programme has developed, the use of music 

technology within sessions for improvisation, composition and 

song recreation has become commonplace. From simple 

beginnings, with a basic interface that included a microphone, 

sound card and audio software, a bank of equipment is now part of 

our programme. The ubiquity of music technology seemed to be 

due to the appeal, accessibility and adaptability of the available 

hardware and software which includes audio devices such as 

microphones and electric guitars, mainstream MIDI devices and 

audio production software, as well as integrating assistive 

technology devices such as switch interfaces. Video game 

controllers and iPad/iPhone apps are more recent additions. The 

digital audio software we favour – Ableton Live – has a range of 

instrument sounds and effects and can be used to create various 

genres and moods. It also offers user-friendly and intuitive options 

for transducing MIDI messages to multiple parameters within the 

software as well as allowing the triggering of audio and MIDI 

loops. 

Working together, we have developed individualised 

interfaces for service users intended to optimise purposeful 

motion and aesthetic preferences. There has been a high degree of 

collaboration in the sense that I am by no means an expert with 

these resources, and we often create applications of the available 

technology in our meeting times. A high degree of control and 

creativity has been possible for service users through the 
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flexibility and intuitiveness offered by the hardware and software 

at their disposal. It became more and more commonplace for 

service users to choose the configuration their own interfaces 

(input/processing/output) with less and less help from me. Given 

that many acoustic or traditional instruments can be difficult for 

people with physical disabilities to manipulate, the accessibility 

and control offered by music technology can, based on my 

observations and feedback from service users, enhance access to 

musical expression, thereby facilitating the music therapy process. 

My initial research interest focus was how to optimise or 

formalise the use of mainstream music technology, particularly 

MIDI-based devices and software to improve accessibility to 

music for people with disabilities. When the opportunity came to 

develop a PhD proposal, it seemed that since the development of 

the initial research question arose from collaboration and active 

learning, then the investigation of this question should be 

collaborative also. For this reason, participatory action research 

was chosen as the most appropriate form of investigation. 

Participatory action research, having a particular congruence with 

Community Music Therapy (Stige, 2005), has been used by music 

therapists, in schools (Hunt, 2005), community choirs/disability 

groups (Elefant, 2010) and in prisons (Tuastad, ongoing). 

 

Participatory action research 

 

Participatory action research is a collaborative research method 

used in diverse contexts such as industry, health promotion, 

community development, education, disability studies, human 

geography and music therapy. As a form of applied research 

conducted “with people rather than on people” (McTaggart, 

1997), PAR seeks immediate socially relevant effects for 
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participants. Although there is no single way to implement PAR 

as a methodology, White, Suchowierska and Cambell (2004) have 

identified core features common to most PAR projects: 

1. Meaningful consumer involvement in all phases of 

research. 

2. Power sharing between researchers and consumers. 

3. Mutual respect for different provinces of knowledge. 

4. Bidirectional education of researchers and consumers. 

5. Conversion of results into new policy, programmes or 

social initiatives. 

 PAR projects  involve a spiral of steps of planning, acting, 

observing and evaluating around a general idea of improvement or 

change known as the “thematic concern” (McTaggart, 1997). As a 

“meta-methodology” (Dick, 2002; cited in Altrichter, Kemmis, 

McTaggart & Zuber-Skerritt, 2002), PAR can incorporate 

quantitative or qualitative methods as long as the participants are 

in control of how design, implementation, data analysis and 

dissemination occurs. Data collection methods are flexible and 

attuned with local, cultural, economic, and political conditions 

(i.e. they are context specific), and refined in light of insights 

gained from previous cycles (Altrichter et al, 2002). The research 

is necessarily iterative and unfolds as new understandings and 

insights are gained (Stevenson, 2010). 

 Disability research has advocated using participative 

methods, as a way of giving a stronger voice to people with 

disabilities in matters that concern them (Stevenson, 2010) 

especially when more traditional research approaches to disability 

may not prioritise immediate benefits, interventions or insights 

(Whyte, 2002).  Participatory action research sits well alongside 

the research philosophies of community psychology and disability 

studies due to its contextual sensitivity, emancipatory nature and 
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focus on tangible benefits for participants as well as a common 

reference to the social model of disability (Goodley and Lawthom, 

2010; Priestley, 1997). 

 

Participatory worldview and arts-based research 

 

Much in the theory and philosophy of Participatory Action 

Research resonated with my own values, corresponds with the 

organisational ethos of the proposed research site, and mapped 

quite naturally and non-intrusively onto our way of working in 

sessions. Reason and Heron’s Participatory Inquiry Paradigm 

offered important concepts to consider as the research unfolded, in 

particular the epistemological notion of a participative world view 

encompassing multiple ways of knowing: 

 Experiential knowing – through meeting and 

encounter. 

 Presentational knowing – through the use of 

aesthetic, expressive forms. 

 Propositional knowing – through words and 

concepts. 

 Practical knowing – the exercise of diverse skills 

whether intrapsychic, interpersonal, political or 

transpersonal.  

(Reason and Heron, 2001) 

An epistemological position that acknowledges multiple 

forms of knowing felt appropriate to our research context, 

particularly in light of the diversity among the proposed research 

groups and our tendency to use free music making as the basis of 

our relating within sessions. The option of using non-propositional 

methods, performance, video-analysis, multi-media and other arts-
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based methods corresponded with established ways of working. 

While these were not guaranteed to be the methods the group 

would choose, they provided promising options. Arts-based 

research methodologies have been employed in collaborative 

research projects as a way of acknowledging multiple forms of 

knowing (Liamputtong & Rumbold,2008; Daykin, 2008; Conrad 

& Campbell. 2008). To date they have not been used in music 

therapy in any elaborated or developed way though some recent 

publications have pointed to their potential (Ledger & Edwards, 

2011).  

 

Our PAR project 

 

In the case of our PAR project, there was a high degree of 

enthusiasm to explore what we had been learning (explicitly or 

tacitly) over the previous years with a view not just to improve 

our practice, but to share knowledge and demonstrate skills to the 

broader community. This enthusiasm has translated into 

ownership and agency within the research process as the two 

research teams evolve from communities of practice to 

communities of inquiry (Reason and Heron, 2001). 

 From the very beginning, service users have been active 

in each part of the research process. Consent is treated as a 

process involving repeated checking in with participants 

(Etherington, 2007). This is consistent with PAR as participant 

input is essential in refining the research to ensure tangible 

benefits are achieved. In initial consent meetings personal goals 

such as developing confidence or teamwork skills or practical 

goals such as learning more about the software or just “playing 

more music” as well as emancipatory goals such as showing 
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music skills to the broader community were all considered valid 

benefits to aim for with PAR. 

 In orientation meetings, service users expressed diverse 

interests and perspectives regarding our use of technology, but 

ultimately the group came to a consensus that a public 

performance showcasing individual skills would acknowledge and 

incorporate everyone’s goals. Sessions closely resemble PAR 

cycles as follows: 

 Planning: setting up equipment, recapping insights and 

ideas from past sessions, generating new ideas. 

 Action: improvisation or song recreation, adapting and 

refining choices along the way. 

 Reflection: discussing what worked or didn’t work, 

reflections on the music or issues relating to the thematic 

concern – the public concert.  

Interesting themes and patterns began to emerge which we 

discussed as the cycle evolved. These were: 

 “Less talk – more action” – the tension between 

propositional and presentational/experiential knowing 

was often present as some participants preferred to 

talk and discuss while others preferred to get on with 

it, that is, with making music. The group worked hard 

to acknowledge and balance these perspectives. 

 “Chaos” – we encountered frequent technical issues 

as well as having to negotiate the musical chaos of up 

to nine people playing at once. The importance of 

listening was reiterated by participants in terms of 

working towards a coherent public performance. 

 Humour and Support – this was very noticeable when 

difficulties were encountered with the technology. As 
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a facilitator, I found the atmosphere of the group to be 

very conducive to reflecting on problems and 

developing creative solutions. 

 Pride, ownership and agency – whether through 

developing individualised applications or by trying 

out different interfaces on a regular basis, there has 

been a strong sense of pride in the agency offered by 

music technology and a strong desire to demonstrate 

this agency to friends, loved ones and the community 

at large. 

Sessions were recorded on video to document verbal, 

paraverbal/physical and musical interactions. While a general 

thematic concern has been identified and worked on within the 

group, data analysis procedures were not really developed until 

the last few weeks. As such I would characterise the three months 

of work as a proto-cycle or extended development phase. The 

notion of an arts-based response to the videos and recordings was 

initiated by a participant and developed by the group. The goal is 

to tell the story of our first phase of work towards the public 

concert using our musical recordings and voice samples from the 

videos. We are currently transitioning into our second PAR cycle 

in which we will evaluate cycle one and use any insights arising 

from the evaluation to plan what we will do next. 

 

Conclusion 

 

As can be noted from the three projects, the Music & Health 

Research Group is highly committed to the inclusion of service 

user voices in the research process. As a group we value what 

service users bring to shape and direct the research process. These 

research studies introduce a critical awareness to music therapy 
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research, and allow the development of a new paradigm of 

research within health and disability services.  

If we understand the role of the service provider as 

responding to the needs of those who access services in 

healthcare, education, and disability care provision then we must 

account for the voices of the users of these services, listening 

carefully to their wishes, and hopes and dreams. Without this 

perspective we risk becoming fossilised into a way of working in 

which the only reference points for evaluation are self-generated, 

and self-perpetuating.  
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The lost chord: Music therapy with a woman with 

Alzheimer’s disease 

 

Bill Ahessy 

 

“With easy force it opens all the cells 

Where Memory slept. Wherever I have heard 

A kindred melody, the scene recurs,” 

 

Excerpt from the poem ‘Music and Recollection’ by William Cowper 

(Kirkland, 2013) 
 

 This paper examines Alzheimer’s disease in Ireland and 

 describes the person-centred approach in dementia care. It 

 considers the links between this care approach and music 

 therapy theory and practice and highlights songwriting as an 

 effective music therapy intervention in dementia care with older 

 adults. A case study is presented of individual music therapy 

 over a period of 18 months with a 92-year-old woman with 

 Alzheimer’s disease living in long-term residential care. It 

 traces Margaret’s (pseudonym) experience of person-centred 

 music therapy, highlighting songwriting as an effective 

 intervention, strengthening and validating identity and 

 providing opportunities for emotional self-expression. 

 

 Keywords: music therapy; dementia; person-centred therapy; 

 song writing; improvisation 

 

Introduction 

 

The aim of this paper is to highlight the role of person-centred 

music therapy in the care of people with Alzheimer’s disease in 

long-term residential care. To begin, it summarises Alzheimer’s 

statistics in Ireland and examines the associated symptomatology 

of the disease. It provides an overview of the research supporting 
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the use of music therapy with people who have dementia and 

identifies the methods most-frequently used by therapists. The 

commonalities between person centred care approach and music 

therapy are highlighted. The use of songwriting with people with 

dementia and an illustrative case study of a woman who received 

individual music therapy for 18 months are presented. This 

demonstrates how person-centred music therapy provides 

opportunities for strengthening and validating identity, for 

releasing emotions that may be difficult to verbalise and for 

expressing one’s experience of Alzheimer’s disease. It highlights 

songwriting as a potent therapeutic method for working with 

people who have a dementia. 

 

Alzheimer’s disease in Ireland 

 

Alzheimer’s disease is the most common type of dementia and 

occurs in 60 to 80% of cases (Thies and Bleiler, 2012). In Ireland, 

it is estimated that 42,000 people have dementia, of which 26,104 

live at home in the community without a formal diagnosis, while 

14,266 live in various public and private long-stay facilities 

(Barrett and Savage, 2012). The number of people over 65 years 

old in Ireland is expected to double from approximately 0.5 

million today to over 1 million by 2031. Consequently. those with 

dementia in Ireland are likely to increase to between 65,000 and 

140,000 over the next 30 years. This will increase demand for care 

provision for those with chronic diseases of ageing, including 

Alzheimer’s disease (Cahill, O’Shea and Pierce, 2012).  
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Alzheimer’s disease  

 

Alzheimer’s disease is a progressive brain disease that is 

associated with memory disturbances and changes in personality. 

It can affect thinking skills and the ability to carry out the simplest 

tasks, eventually leading to death. It is associated with ageing but 

occurs in people under 65. The causes of Alzheimer’s disease are 

thought to be multi-factorial. Genetics, family history and age are 

all thought to be risk factors. It may also be associated with Down 

syndrome, head injuries, vascular conditions and lifestyle traits 

(Thies and Bleiler, 2012). Dementia influences a large number of 

functions, including emotional state, perception, cognition, 

memory and linguistic capacities (American Psychiatric 

Association, 2000). As a result, it also influences interaction and 

communication of individuals with their environment (Spiro, 

2010). Symptoms can be individual; nevertheless, difficulty 

remembering names and recent events, depression and apathy are 

often present in the early stage. Later symptoms can include 

impaired judgment, disorientation, confusion, behavior and 

psychological symptoms (dininhibition, sleep disturbances, 

agitation, anxiety, psychosis, delusions and aggression), motor 

problems and difficulty speaking, swallowing, and walking (Vink, 

2000; Lowery and Warner, 2009). Behavioural and psychological 

symptoms are reported in up to 90% of people with dementia, 

often precipitating admission to long-term care (Gavan, 2011). 

  

Creative arts therapies 

 

“Creativity belongs to being alive” and for people living with 

dementia this is especially important (Winnicott, 1986, p. 41). 

Basting (2006) argues that the arts are particularly powerful for 
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people with dementia because they “operate at an emotional level, 

they don’t require rational language, and allow communication 

and connection with family/staff/the greater world” (p. 17). The 

Health Information and Quality Authority in Ireland (HIQA, 

2009), supports art-based therapeutic interventions and 

recommends that music can be used to enhance communication 

and to promote wellbeing. Music therapy has been described as an 

evidence-based clinical intervention, “particularly for individuals 

who experience emotional, behavioural, social and 

communication difficulties” (Government of Ireland, 2006, cited 

in Wall and Duffy, 2010, p. 109). 

 

Music therapy in dementia care 

 

Sacks (2007) believes that for people with dementia, “music is no 

luxury to them but a necessity, and can have a power beyond 

anything else to restore them to themselves, and to others, at least 

for a while” (p. 345). In Alzheimer’s patients, music seems to be 

the most complex part of memory that is spared by the disease 

(Spiro, 2010). Music can continue to elicit cognitive, physical, 

behavioural and social responses throughout the disease process, 

prompting motor activity and memory recall (Hatfield and 

McClune, 2002; Cuddy and Duffin, 2005). Music therapy is a 

dynamic therapeutic intervention with people living with dementia 

(Aldridge, 1993; Clair, 1996; Brontons and Koger 2000; Gerdner, 

2000; Brontons, 2002; Ridder, 2005; Spiro, 2010; Wall and Duffy, 

2010; Clair, 2011). It is highly adaptable and effective in treating 

the wide-ranging symptoms of dementia; decreasing behavioural 

symptoms, increasing social skills and communication, improving 

emotional and cognitive skills and motivating people to stay 

actively involved (Brotons, Koger and Pickett-Cooper, 1997; 
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Koger, Chapin and Brotons, 1999; Chourdaki, 2013).  

 A meta-analysis in 1999 of the effectiveness of music 

therapy in dementia care identified improved social behaviours, 

including participation in group singing, socialising, vocalising 

and reduced behavioural symptoms such as wandering, 

restlessness during meals and agitation (Koger, Chapin and 

Brotons, 1999). Sherratt, Thornton and Hatton (2004) also found 

that most studies reported music therapy to be effective in 

decreasing many behavioural symptoms, including aggression and 

irritability, while increasing reality orientation, memory recall and 

social behaviours. The most recent review of music therapy in 

older adults with dementia emphasised a positive influence on 

behaviours, decreased levels of agitation and a positive increase in 

participants’ mood and socialisation skills (Wall and Duffy, 

2010). A theme to emerge from the review was the role of 

caregivers in managing behavioral symptoms of dementia and 

how music therapy interventions carried over by family members 

or health care staff can induce therapeutic effects (Wall and 

Duffy, 2010). Findings from an overview of music therapy in 

dementia care conducted by Prickett (2000) suggest:  

 

Music therapy in dementia care 

 

 

1. Patients with dementia are capable of participating in 

structured music activities late into the disease. 

2. Instrument playing and dance/movement are preferred 

activities. 

3. Modelling the patient’s expected response increases patient 

participation. 

4. Individual and small group sessions are most effective. 

5. Social and emotional skills, including interaction and 

communication can be enhanced. 
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6. Cognitive skills can be enhanced. 

7. Music interventions can be an alternative to 

pharmacological and physical restraints.  

 

     (Cited in Koen, 2011, p. 192) 

 

 

 In relation to therapeutic goals, Prinsley (1986) 

recommends that music therapy in dementia care be based on 

treatment objectives in four domains: “the social goals of 

interaction and co-operation; psychological goals of mood 

improvement and self-expression; intellectual goals of the 

stimulation of speech and organisation of mental processes; and 

the physical goals of sensory stimulation and motor integration” 

(Aldridge, 1992, p. 14). There are many different approaches and 

interventions used when working with people with dementia. A 

survey by Vink (2002) of music therapists demonstrates that the 

stage the person is at in their disease process can influence what 

form music therapy takes and the interventions indicated. In the 

early and middle stages, therapists undertook both group and 

individual therapy using a mix of active and receptive music 

interventions. As the disease progressed to the later stage, 

individual sessions with more receptive interventions were 

preferred. This author finds a combination of improvised and pre-

composed music works best using a variety of interventions, 

including vocal and instrumental improvisation, singing, 

drumming, songwriting, movement to music, lyric analysis, 

performing and music listening. Such an integrated approach is 

supported by Darley-Smith (2002). This author has also found the 

use of a choir group to be an effective intervention in the early and 

middle stages of dementia. In a randomised control trial this 

method significantly reduced depression and increased quality of 
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life and cognitive function with adults with dementia (Ahessy, 

2010), as shown by Robertson-Gillam (2008). In the late stages of 

the disease, he found that active methods are still possible as 

people can retain the ability to sing, hum and engage until the very 

end of their lives. Although music therapy can be used as an 

effective behavioural intervention in dementia care, there has been 

a shift in the profession, focusing more on providing opportunities 

for emotional self-expression, comfort, growth, meaning making 

and continuing quality of life within a person-centred paradigm 

(Hatfield and McClune, 2002).  

 

Person-centred care 

 

Kitwood and colleagues have designed a holistic psychosocial 

approach for people with dementia that was underpinned by 

person-centred principles and summarised in Kitwood’s (1997) 

book Dementia Reconsidered, The Person Comes First. He 

presented new ideas on a person-centred model of care, including 

the term ‘personhood’, which he defines as “the standing or status 

that is bestowed upon one human being, by others, in the context 

of relationship and social being” (Kitwood, 2007, p. 8). He also 

developed Dementia Care Mapping (DCM), an audit tool to 

evaluate the care and the lived experience of people with 

dementia, which is used in many nursing homes today. Kitwood 

considered ‘malignant social psychology’ that impinges on quality 

of life for those with dementia. His model of psychological needs 

in dementia identified the five needs that have to be met in order 

to maintain well-being: attachment, comfort, identity, inclusion 

and occupation (Kitwood, 1997).  
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 Person-centred care has become a valued holistic 

approach in dementia care that complements theory and practice 

as health professionals have moved away from more task-oriented 

methods and “old cultures of care” (Kitwood, 1995). Elements of 

the approach include, “valuing people with dementia and those 

who care for them, treating people as individuals, looking at the 

world from the perspective of the person with dementia, and a 

positive social environment in which the person can experience 

relative well-being” (Brooker, 2009, cited in Gavan, 2011, p. 

141). People with dementia are seen as unique and valued 

members of society with something to give back. They are with 

the correct support and facilitation, capable of living fulfilling and 

creative lives. A beneficial outcome of person-centred care has 

been the “de-emphasis on the medical and behavioural 

management of dementia, which led to the exclusion of people 

with dementia from everyday life” (Gavan, 2011, p. 141). The 

person-centred approach is highlighted as a model by which 

multiple disciplines, including music therapy, can offer hope for 

increased quality of life for people with Alzheimer’s, focusing on 

the individual experience of the person within their cultural 

contexts (Koen, 2011, p. 198). 

 

Person-centred music therapy 

  

Kitwood (1997) highlights the importance of the presence of 

emotion and feeling in dementia care and music is a natural 

vehicle that can carry and hold both. Ridder (2005) used Kitwood 

to summarise music therapy interventions with clients who have 

dementia: “The heart of the matter (is) acknowledging the reality 

of a person’s emotions and feelings, and giving a response on the 

feeling level” (p. 91). Brydon and MacKinlay (2008) also 
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highlight that people with dementia are left with the mask of their 

emotions, of their relationships and feelings when their outer 

mask of cognition is removed. Because music function is often 

spared in dementia where other skills are lost, music can provide 

meaning through relationship and provide avenues for expression 

of emotions and feelings at any stage of dementia (Bright, 1972; 

1991). “Art in all its forms is an encounter with emotion – a big 

reason why we need art, not as a luxury and leisure activity, but as 

a daily balance to our fear of feeling, our fear of the consequences 

of feeling” (Jeanette Winterson, 2010, cited in Killick and Craig, 

2012). 

 Hatfield and McClune (2002) identify an underlying 

principle of person-centred music therapy as recognising the 

actions and behaviours of a person with dementia as a form of 

communication, even if it is difficult to decipher the meaning: 

“Person-centred music therapy is a means by which we can enable 

person’s to continue experiencing personal growth in spite of 

advancing cognitive impairments. These experiences lead to 

improved well-being” (Hatfield and McClune, 2002, p. 84). 

Ridder and Aldridge (2005) linked four aspects of music therapy 

sessions with Kitwood’s model of needs, describing them as; 

“constitutional, regulative, dialogical and integrative” (p. 98). 

Music therapy can address goals in multiple domains, but it is 

particularity effective in the psychological and emotional domains 

and can meet the Kitwood’s psychological needs, which are 

necessary to maintain wellbeing. 
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Meeting Kitwood’s psychological needs through music therapy 

 

 

Psychological 

needs 

 

Therapeutic practice & music therapy 

interventions  

 

Uphold the person’s 

Identity 
 

 

 

The therapist can seek opportunities to explore 

the life history of the person through music and 

music-based reminiscence. Singing familiar and 

significant songs, lyric analysis and songwriting 

can all honor personhood. To experience oneself 

in dynamic relationship with another reinforces 

a sense of self. 

 

Engage the person 

in Occupation  

 

Supporting and encouraging the person to 

engage in meaningful experiences. Facilitated 

songwriting, instrumental improvisation, 

singing and other music activities participative. 

They focus the mind, and encourage the 

development of skill and imagination.  

 

Provide  

Comfort  

 

Demonstrating warmth and acceptance of the 

person when talking with them. Developing 

therapeutic alliance in a safe environment. 

Music listening experiences that provide 

consolation and support. Music’s consoling 

power can reach depths of the psyche that far 

surpass the level that can be reached by words.  

 

Enable  

attachment 

 

Recognising the important feelings and 

emotions a person may have for past or present 

relationships. Being sensitive to recognise the 

person’s sense of reality. The communicative 

potential of improvised music means that 

relationship may continue regardless of verbal 

deficits. 
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Include the person 

in what is 

happening 

 

Enabling a person to be involved both 

physically and psychologically. Music making 

is spontaneous and the client’s personal 

contribution is vital for musical interaction to 

occur. 

 

(Adapted from Dementia Partnerships, 2013; 

Simpson, 2000, p. 182) 

  

 

 Robertson-Gillam (2008) asserts, “through music making, 

singing and listening, personhood is validated and expressed in 

the deepest and most meaningful way. People can maintain their 

essential uniqueness, which never dies but can become buried 

under layers of symptoms and behaviours that typify the 

dementing process.” Songwriting is a potent but perhaps 

underused intervention in music therapy with people with 

dementia.  

 

Songwriting in music therapy 

 

Songwriting can address a range of needs providing opportunities 

for emotional self-expression, support, and to express the lived 

experiences of the client (O’Callaghan, 1996, 1997; Ledger, 2001; 

Edwards, 1998; Wigram and Baker, 2005; Tamplin, 2006; Baker 

et al. 2009; Grocke, Bloch and Castle, 2009). It is a “relational 

experience” that facilitates mastery of skills and can influence 

client’s sense of self-esteem and self-efficacy (Rolvsjord, 2005, p. 

98). The degree of input provided by music therapists in 

songwriting with clients varies, depending on the physical, 

communicative, and cognitive abilities of the clients as well as the 

time available to create the songs (O’Brien, 2005; O’Callaghan, 

1990; Baker et al. 2009).  
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 With older adults, a song is usually created in a single 

session. Most often, the therapist facilitates the client with lyric 

generation, but has more input with the music creation. The music 

is usually limited to pre-composed melodies and songs are only 

occasionally recorded for and/or performed to a wider audience 

(Baker et al. 2009). Song writing with older adults can be used to 

facilitate emotional self expression, stimulate cognitive 

functioning, increase socialisation, foster reminiscence, provide 

comfort and to express the lived experiences of the person with 

dementia. The process of songwriting not only provides 

opportunities for emotional expression but “may counteract the 

negative social, emotional and cognitive influences of the disease” 

(Silber and Hes, 1995, cited in Hatfield and McClune, 2002, p. 

84). In this instance, the author also found it to be a powerful tool 

for reminiscence, emotional self-expression and validating 

identity. Four forms of songwriting are included in the case study 

that follows: (1) client and therapist collaborate in writing a new 

song, (2) client and therapist collaborate in re-writing a familiar 

song, (3) client composes lyrics independently inspired by an 

improvisation and (4) therapist composes a song for the client. 

 

Case study 

 

Margaret was a single woman who was born in Dublin in 1921. 

She grew up in the inner city and came from a large family. She 

spent her life working in the printing industry, which she enjoyed 

very much. Margaret was a sociable woman with a great sense of 

humour. Margaret developed Alzheimer’s disease and was 

admitted to long-term care because she was not coping at home. 

She stayed in one nursing home for 5 years and for two of those 

years shared a room with her sister. Margaret’s sister passed away 
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and then the nursing home closed down. In 2011, she was 

admitted into the nursing home where I work. Margaret was 

friendly, with a sharp wit, and settled in very quickly. She was 

sociable and well-liked by other residents and staff and her niece 

visited her regularly. She had good communication, especially 

gestural and non-verbal forms. Margaret often spoke in long 

monologues about her parents and siblings, how each one died 

and the fact that she was the only one left alive. These utterances 

were often repetitive and long in dysarthric speech. She would 

say, “Lord have mercy on their soul” after she named each one, 

and then every time she mentioned their name thereafter. In a 

matter of fact way, without expressing much emotion, she would 

say that she was the only one left.  

 Margaret had severe short-term memory difficulties and 

scored a moderate to severe cognitive impairment on the Mini 

Mental State Examination (Folstein, Folstein and McHugh, 1975). 

She had poor orientation to time and place and did not benefit 

from reality orientation due to the stage of her dementia. Although 

she had a severe cognitive impairment, she functioned well and 

attended weekly group physiotherapy sessions and some 

activities. Margaret experienced mood variation and frequent 

agitation, especially in the mornings. She would not recognise any 

of her own clothes and accuse staff of trying to dress her in other 

people’s clothes. When thus agitated, she would refuse to get 

dressed and stay in bed for most of the morning. If staff managed 

to get her dressed she would spend the next few hours convinced 

she was wearing someone else’s clothes. In both these instances 

her mood would be low, she would be angry and agitated and her 

character very different to her usual bright self.  

 Her long-term memory was reasonably intact and she 

could recount stories about her working days and her family life 
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growing up. She often repeated stories and had catch phrases she 

would use frequently. When asked how she was, Margaret would 

always say, “Game ball! It’s hard to kill a bad thing!” Whenever 

she got into he lift she would religiously say, “Are we going up to 

heaven or down to hell? Well, wherever we go there’ll be plenty 

of company!” She often used to say to people she just met, 

“Where do I know you from? Ah it’s Mountjoy Prison! That’s it!” 

She also used humour as a coping mechanism to counter her 

cognitive impairment, particularly when disorientated, confused, 

insecure or uncertain of what she should do. When leaving a 

session she would always say, “Sure I don’t know where I’m 

going, I’m on the mystery tour.” Humour often can serve as a 

defence mechanism for people with Dementia. Other responses in 

the path of survival include illusion, denial, anger, apathy and a 

search for meaning (Brydon, 2005). Margaret never learnt how to 

swim and always asked people if they could. She would highlight 

the health benefits of the sport “You’d do right! The water’s good 

for you.” She sometimes added that she had been born with a caul 

around her neck and the nurse had said “Margaret you’ll never 

drown.” 

 Margaret loved music and attended a weekly choir group 

music therapy session. She participated in learning and singing 

songs, but sometimes found it difficult to follow direction and 

would become confused and disengage. At this stage it was 

decided that she would benefit more from individual weekly (1-

hour) music therapy sessions. These would provide opportunities 

for emotional self-expression and stimulate cognitive functioning 

and mood. Margaret was always enthusiastic to attend and 

participated in a range of music-based experiences including song 

singing, reminiscence, vocal and instrumental improvisation and 

song writing. Margaret enjoyed making song choices from lists 
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provided by the therapist. Some of her favourite songs included 

“My Wild Irish Rose” (1899), “If You’re Irish” (1919) and “By 

the Light of the Silvery Moon” (1909). When Margaret sang her 

whole face lit up with joy. She would often improvise words, 

where she was uncertain of the correct lyrics, but she sang with 

gusto and much expression. 

 

Beginnings 

  

When I introduced Margaret to improvising with me on the piano, 

she would often laugh and say she couldn’t play: “I’ll only mess it 

up”. Nevertheless, after much encouragement she began to 

improvise with me and responded to my playing by copying 

simple rhythmic or melodic patterns. In the early sessions, she 

found it difficult to focus on the music, regularly interrupting with 

jokes or anecdotes and often stopped playing after less than a 

minute. I would then encourage her to begin again, which would 

launch another interrupted period. Thus, improvisations were 

fragmented, constantly starting and stopping. I wanted Margaret 

to immerse herself more in the improvisations and encouraged her 

to focus and maintain her attention.  The method I used was one 

of gentle encouragement using gesture. Each time she started to 

speak while we were playing together, I made eye contact, smiled 

and nodded in acknowledgement. I then nodded towards the piano 

to encourage her to play more and repeated this each time she 

interrupted the music. This, I hoped, would lead to deeper levels 

of musical and interpersonal interaction. 

 Over time, Margaret reduced her verbalisation during 

improvisations until she seemed entirely focussed on the music. 

As she listened more her improvisations increased in duration (up 

to 8 minutes) and became more musically varied. She became 
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more expressive in her playing and there were increased non-

verbal and musical interactions. Margaret responded more to my 

music and often took the lead, creating rhythmic and melodic 

phrases. She also explored improvisation on other instruments 

such as the glockenspiel, the xylophone and the djembe and bongo 

drums. She had excellent auditory attention skills, especially in 

playing percussion instruments and picked up rhythms very easily. 

She enjoyed communicating through rhythm and often used 

expressive facial expressions as she played the bongos or the 

woodblock.   

 When asked to give names to the improvisations after we 

had finished playing, Margaret found this cognitively challenging 

and often would use humour to mask this. When asked to name a 

piece, she would always first say “The Lost Chord”. I would 

acknowledge her suggestion, inform her that we had used that 

name for a different piece, and ask her could she think of a new 

name for this piece. Margaret, from her expression, obviously 

found this very challenging and needed time to think. But given 

time she often contributed a name. The first piece she named was 

a flowing and slow improvisation we both played on the piano. 

She named it “All is Love”. She said she felt that the notes were 

“loving notes, sweet notes”. Sometimes Margaret contributed 

names that indicated the musical elements of the improvisations. 

A rather staccato piece she named “The Hop Music.” Another 

improvisation, where I played the djembe drum and she played the 

glockenspiel, she called “Far Away”, because she said the music 

sounded exotic and different. More often Margaret would name 

the improvisation based on its apparent emotional quality. A few 

improvisations that were quite major in sound and had a happy 

quality she named “A Happy Note for us”, “A Pleasant Time”, 

“The Smile Music”, and “How Happy to be”. Another she named 
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“We don’t know, but we’re going to try”. When improvisations 

had more of a minor sound and a sadder quality she named them, 

for example, “Cloudy Sounds” and “The Shadows.” By the time 

Margaret was expressing herself more and more creatively 

through music and words, it was decided to see if Margaret would 

engage in songwriting.  

 

Songwriting  

 

The first song Margaret and I wrote together was called “It’s 

Never too Late to Swim”. Margaret had been talking about 

swimming again and was reminiscing about paddling as a child in 

the sea. I asked her if she would like to write a song about 

swimming and she agreed. The methods used for lyric generation 

included facilitated brainstorming, a method by which client/s are 

encouraged to contribute ideas and communicate feelings around 

a pre-determined theme and asking direct and open ended 

questions. Brainstorming is a method that has been used in 

songwriting by music therapists in aged care, psychiatric, 

oncology and neurological settings (Baker, Wigram, Stott and 

McFerran, 2009). Clients with significant cognitive and 

communication impairments often require facilitated 

brainstorming to encourage the therapeutic process (Tamplin, 

2006). 

  I started this process with Margaret in a session 

by asking her to talk about swimming for the purpose of writing a 

song. She seemed motivated and excited by the idea. She 

recounted how she always wished she had learnt to swim and how 

beneficial it was and where she would like to swim if she could. 

With encouragement and gentle questioning she contributed a lot 

of material. Her contributions were then grouped into themes and 
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Margaret collaborated in choosing a chorus and building the 

verses. After a dialogue about the music, I played a few sample 

musical forms for Margaret. She liked the waltz with a gentle 

rocking tempo “like the sea”. Offered a few different major and 

minor keys to listen to, she chose D Major. Between sessions I 

worked on the creating the melody and chords. The following 

week the song was presented to Margaret who first seemed 

puzzled and did not remember writing it. I explained that we had 

written a song and I sang it through as she read the lyrics and sang 

along with me. After the first chorus, she recognised herself in the 

song and after singing it a couple of times she acknowledged 

writing the song. When praised for her work and contribution she 

seemed proud and was pleased to have copy to display in her 

room. This was a source of conversation between her care team 

and ward staff with Margaret. Nevertheless, by her next session, 

she could not remember writing the song, but was always able to 

sing it with me. The realisation that the lyrics were about her 

would always elicit a smile. Slowly, over time, she began to sing 

some of the lyrics from memory, demonstrating that it is still 

possible, even with cognitive deficits, to learn new things. At a 

music therapy choir session a few weeks later, Margaret proudly 

sang the song to the choir to a huge round of applause. Thus, 

through music, residents are able to “transcend the ‘regulatory 

confines’ of institutional life to master new skills, create music, to 

give back to their communities, to be productive and to have 

meaning in their lives” (Claire, 2011, p. 239). The song was used 

in most music therapy sessions with Margaret as an anchor, to 

acknowledge her personhood and to stimulate positive mood and 

increase self-esteem. Composition of music is audible evidence of 

the essential personhood of an individual and, in addition, creating 

and performing songs improves a resident’s quality of life and 
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prolongs creativity, which is vital and productive in the face of 

deteriorating cognitive function (Allison, 2011). 

 

Song 1:  “It’s Never to Late to Swim” [Client and therapist write a 

new song] 

 

 

It’s Never too Late to Swim 

 

Chorus: 

 

It’s never too late to swim,  

So come on down into the sea. 

It’s never too late, the water is great,  

It’s healthy you’ll feel care free. 

 

I was born with a caul around my neck, 

The nurse said Margaret you’ll never drown, 

But I often regret, I never got wet, 

I kept my feet on dry ground. 

 

Chorus  

 

I’ve dreamed about swimming in the sea, 

Portmarnock on a fine day, 

Or Dollymount strand, all covered in sand, 

Or swimming in Galway Bay. 

 

Chorus 

 

I recommend anyone to swim, 

You do right the water’s good for you. 

I know plenty of strokes, but not the right ones, 

To swim in the ocean blue. 

 

Chorus 
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 In another session a few months later, Margaret had 

chosen the song “Get Me to the Church on Time” (1956). After a 

joint amusing and theatrical performance she began to recount 

episodes from her early life, particularly her joyful dancing days. 

She also spoke about how she had never married. Later on in the 

sesssion we sang “Oh Susanna” (1848) and she was invited to 

create a song based on her reminiscences, using “Oh Susanna” as 

a template. Margaret continued to reminisce and answered many 

questions about her younger life as best she could and from her 

contribution and the following song was created. 

 

Song 2: “Oh Margaret” [Client and therapist re-write a 

familiar song] 

 

 

Oh Margaret 

 

Well I come from Old Kilmainham with a banjo on my knee, 

I’m going to lower Kimmage Rd, my true love for to see. 

She works all day in the printing press, down in Dolphin’s Barn, 

When she clocks off, she meets her friends and goes off dancing 

in the town. 

 

Oh Margaret please, won’t you marry me? 

I come from Old Kilmainham with a banjo on my knee. 

 

Well I come from Old Kilmainham with a banjo on my knee, 

I’m going to lower Kimmage Rd, my true love for to see. 

She has green eyes, she has broewn hair,a real beauty to me, 

In her cream dress dowm Parnell Square, dacing old time and 

Ceili. 

 

Oh Margaret please, won’t you marry me? 

I come from Old Kilmainham with a banjo on my knee. 
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 This song encouraged reminiscence for Maragret and 

fostered happy memories of her younger days. When we sang it, 

she laughed and smiled. The song promoted her identity and 

enabled attachment. Songwriting affords an individual to reach 

beyond the current life, “to touch on the past and bring it into the 

present” (Clair, 2011, p. 229). 

 

Endings 

 

Margaret had a cardiac arrest early 2013 and spent some time in 

hospital. Although she recovered enough to come back to the 

nursing home, her general health status seeemd to have 

deteriorated. There was a slight decline in her cognitive 

functioning and processing and her hearing impairment had 

deteriorated. She was still very active and attended music therapy 

sessions, interacting positively with me. Her mood was more 

variable now and she was quieter than before. She still engaged 

very well in singing, making song choices and improvising in 

sessions, but needed much more support. 

 In a session a few months before Margaret died she chose 

two slow Irish airs that she had never chosen before, “She Moved 

Through the Fair” (1909) and “My Lagan Love” (1905). Both had 

somewhat sombre qualities to them. She also requested we sing 

“Molly Malone”. When it came to singing the last verse, “She 

died of a fever and no one could save her…”, Margaret kept 

repeating this verse. She seemed sad and this was reflected in her 

improvisation on the piano. Her music was slow with very few 

notes used. After improvising with me on the piano, she started to 

talk about her family and then dying. She seemed scared of the 

unknown and what was coming next. I comforted her and sang her 

a soothing song that she liked “Good Luck, Good Health, God 
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Bless You” (1950). Margaret looked at me as I sang and played 

and nodded her head in time with the music. When I finished she 

said “It’s funny how when the music stops, it just keeps going, it’s 

still there”. Kneafsey (1997) reflects how “music in synchrony 

with mood can act as a catalyst, releasing emotions and opening 

better channels of communication” (p. 342). 

 In another later session after a long improvisation on the 

piano, in which the music was legato, steady and slow, Margaret 

had tears in her eyes as we finished playing. When invited to 

name the piece, she took only a few moments to suggest, “I’ll call 

it Remembering”. She then spoke about her family with a 

connection to the emotions and feelings she was experiencing. 

She also spoke about not knowing what to expect next. I held her 

hand and sat with her for a while. The improvisation had acted as 

a “container” for Margaret’s emotions regarding missing her 

family and facing death. It was the first time she had ever 

expressed herself emotionally like that in the session. In another 

improvisation a few weeks later, Margaret and I played the piano. 

The piece had a sombre mood and after we had finished playing, 

Margaret, named it “Colours”. She started to talk about colours 

and death and agreed that we try and write some words inspired 

by the improvisation. I took out a pen and paper and asked 

Margaret to try to give me a few lines for a short poem/song. She 

composed the following lines independently: 

 

Song 3: “Colours” [Client creates lyrics independently inspired by 

an improvisation] 

 

 

Colours 

 

I don’t know what colour to die, 
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I don’t know what colour. 

White, clean, a clean soul. 

I don’t know whether to die or what colour to die. 

Green for me country, 

I’m too Irish not to say green. 

But I don’t know. 

 

 

 Claire argues music text has the potential “to carry both 

the concrete and esoteric, the day to day and the emotionally 

charged. The songwriting process provides a unique and flexible 

interpersonal dynamic” (Clair, p. 228). Lyrics or words often 

emerge from a client after improvising a piece of music in a 

therapy session. The sound, feel, emotional quality and the 

associated thoughts the client may attach to the music can inspire 

words or lyrics to surface. Although this method has been well 

documented across varied populations, it is uncommon with 

clients who have dementia, cognitive impairment and require 

higher input from the therapist (Baker et al. 2009). Songwriting in 

the nursing home provides the older person with a creative vessel 

that can explore and hold feelings and emotions that may be 

difficult to process or verbalise. It also provides opportunities for 

“intellectual, artistic, relational and spiritual growth” (Clair, 2011, 

p. 240). 

 

 Conclusion 

 

Killick and Craig (2012) identify the possible functions of the arts 

with people with dementia: “(1) the arts create an “internal 

dialogue” a form of “self communicating”, (2) they provide a 

method of outward communication through the individual 

language of the related art form, (3) the arts offer people 
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meaningful activity and beauty and (4) They are psychologically 

therapeutic” (p. 20-21). Through music therapy, Margaret was 

able to develop her emotional communication both inward and 

outward and to process and express her feelings and emotions. 

Western cultures are often “hypercognitive”, where cognitive 

function is more highly valued than other aspects of being human 

(Post, 1995, cited in Dewing, 2008, p. 5). Because we live in a 

culture that values thought above feeling, obstacles are often in 

the way of people expressing their creativity. People living with 

dementia are “living from a place of emotion”, and the arts can act 

as a “natural outlet for their reaction to all the experiences they are 

going through” (Killick and Craig, 2012, p. 19). Brydon (2005), a 

woman experiencing dementia, highlights that each person with 

dementia is travelling a journey deep into the core of his or her 

spirit. Person-centred music therapy has the potential to enable 

people to “keep experiencing personal growth in spite of 

advancing cognitive impairments” (Hatfield and McClune, 2001, 

p. 84). Although Margaret’s cognition was impaired, her 

musicality was spared, exhibiting auditory and rhythmic attention, 

the ability to sing, improvise music and collaborate and compose 

songs. There were many other aspects of her being also present: 

personality, memories, a life story, sense of humour, creativity 

and emotions and feelings. By exploring Margaret’s life story, her 

emotions and her feelings through music therapy she could 

experience herself in new ways and process what was happening. 

“Music of the right kind can serve to orient and anchor a patient 

when almost nothing else can” and through person-centred music 

therapy, clients with dementia can experience feelings of 

autonomy and authenticity where ‘personhood’ is validated 

(Kitwood, 1997).  
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 Although at the beginning there were barriers to 

improvising musically with Margaret, she developed the ability to 

immerse herself in the musical dialogue and the need for 

verbalisation or interruptions diminished as her creativity, 

confidence and ability to attend increased. The improvisations 

provided her with a vehicle for self-expression and emotional 

release and importantly created a platform for therapeutic 

songwriting. Margaret was also able to revisit her life story and 

express herself through significant songs. Her “songprint”, which 

Vander (1988) defines as “the total repertory or musical 

experience of an individual unique to their culture, age and 

personality” (cited in Nettl, 2005, p. 183) was her own. It is the 

role of the music therapist to discover the “songprint” of the 

individual and to try and create meaning, security and coherence 

for the person through the music. People with dementia often 

experience a sense of disconnection with parts of the self and 

singing can be a valuable tool for promoting identity, connecting a 

person to breath, physicality and emotion (Austin, 1999). Through 

songwriting, Margaret was able to strengthen her sense of self by 

illuminating aspects of her personality, memories and current 

experience as well as processing difficult feelings. In addition, she 

contributed to her community and developed her creativity. The 

“relational experience” of songwriting with older adults affords 

them the opportunity to bring meaning into their life. When those 

living in nursing homes engage in songwriting their draw not just 

on their current experience, but on experiences throughout their 

entire lives (Rolvsjord, 2005; Claire, 2011). This case study shows 

how active music therapy interventions, such as songwriting, can 

be used successfully with people with dementia. It highlights the 

different types of songwriting that can be utilised, taking into 

account cognitive and functional abilities and supports the 
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effectiveness of this intervention to address a range of 

psychological and emotional needs. 

 Chavin (2002) emphasises the importance of music in 

dementia care: “music is not a frill. It is not something that we 

should simply consider adding into our dementia care programs. It 

is essential to life” (p. 155). Music therapy along with the other 

creative arts therapies can be effective in reducing behavioural 

and psychological symptoms in dementia. More importantly, they 

can provide support, meaning and beauty to people in their 

journey and meet the psychological needs of “attachment, 

comfort, identity, inclusion and occupation” (Kitwood, 1997). 

Sometimes it is difficult to quantify and measure outcomes in 

creative arts therapies. Hatfield and McClune (2002) stress that 

often the deep connections that can occur in a session are often 

difficult to capture in clinical description “from the therapists 

standpoint the excitement felt after an effective session has as 

much to do with the quality of the client’s experience as the 

ability to objectively describe his or her behaviours” (p. 81). It is 

however imperative that creative arts therapists continue to 

investigate effective methods and interventions for working with 

people who have dementia and to write about their experiences 

with this population. “As dementia abates through scientific 

discovery, music therapy is sure to continue meeting human needs 

for better physical, emotional and cognitive functioning. The 

ongoing development of music therapy to bring comfort to the 

human condition and the establishment of its viability and efficacy 

through evidence based outcome are sure to continue long into the 

future” (Claire, 2011, p. 216). 
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Postscript  

 

Margaret died in August 2013, while I was on annual leave and I 

never got the opportunity to say goodbye. Margaret often inserted 

funny words into songs or changed them slightly for humorous 

effect. “You Are My Sunshine, My Only Sunshine” would 

become “You Are My Sunshine, My Twenty Woodbines”. A few 

months before she died, I decided to compose a humorous 

goodbye song for her session based on “We’ll Meet Again” (Ross 

Parker and Hugh Charles, 1939), a song she loved. Margaret’s 

way of jokingly saying when she met people, that she knew them 

from Mountjoy prison inspired the song. Mary would laugh and 

joke as we sang this song to conclude sessions saying, “I will meet 

you in there, I know I will.” 

 

Song 4: “We’ll Meet Again in Mountjoy” [Therapist creates song for 

client] 

 

 

We’ll Meet Again in Mountjoy 

 

We’ll meet again, 

I know where, but not when, 

But I know we’ll meet again in Mountjoy 

See you inside, in cell 45, 

Cause I know we’ll meet again in Mountyjoy 
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A reflection and literature review exploring music and 

music therapy with persons who are d/Deaf or hard-of-

hearing 

 

Lisa McAuliffe 

 

 This paper presents the findings of a narrative, qualitative 

 literature review investigating the use of music therapy with 

 people who are d/Deaf and hard-of-hearing, particularly 

 Cochlear Implant recipients. The review sought to gather 

 information relevant to music therapy students and practitioners 

 who may encounter and work with this population in their 

 clinical practice. This information includes an awareness of 

 Deaf culture and values, perceptual limitations of the Cochlear 

 Implant, appraisal and enjoyment of music by Cochlear Implant 

 recipients, and implications for music therapists. 

 Accommodations and recommendations for successful 

 participation in music therapy are presented, as well as some 

 methods, goals and activities used by music therapists. An arts 

 based approach is used to illustrate particularly important 

 concepts and findings.  

 

 Keywords: Music therapy, deaf, hard-of-hearing, cochlear 

 implants, perception, narrative literature review, arts-based 

 inquiry  

 

Reflexive statement 

 

The following article stems from a research project undertaken as 

part of my final studies in the MA in Music Therapy at the Irish 

World Academy of Music and Dance, supervised by Professor 

Jane Edwards. It emerged from a personal interest that I have in 

the use of music and music therapy with people who use Cochlear 

Implants. This is due to the recent experience of a personal 
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acquaintance of mine who received a Cochlear Implant. At the 

time, those of us who knew her well and supported her through 

the surgery and subsequent changes had very little awareness 

about the device and the process involved in receiving it; namely 

hospital waiting lists,  assessments, surgery, rehabilitation and 

recovery. In her younger years Sally
1
 had played several musical 

instruments, and engaged in various musical activities such as 

accompanying a choir. Over her lifetime, her residual hearing 

deteriorated significantly, restricting and eventually eliminating 

her involvement in active and receptive musical activities. Having 

now received her Cochlear Implant, Sally has returned to active 

music-making, and is once again accompanying her local choir.  

 

Introduction  

 

Although Sally herself did not participate in music therapy, her 

story encouraged me to investigate the use of music and music 

therapy with people who are d/Deaf and hard-of-hearing, 

particularly those who receive and use Cochlear Implants. In 

regular consultation with my research supervisor, a qualitative, 

narrative literature review was chosen as an appropriate method to 

investigate, appraise and summarise the literature relevant to the 

above topic. I reviewed information relevant to music therapy 

students and practitioners who work with people who are d/Deaf 

and/or hard-of-hearing. I also explored methods, techniques 

and/or adaptations that can be used when working with people 

who are d/Deaf, and appreciated the learning opportunity that this 

exploration of the literature provided.  

                                                 
1
The name used in this research is fictional to protect the privacy and 

confidentiality of the person described  
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 Over the course of my academic studies, and in 

considering various approaches to analysing and presenting 

research findings, I have also been drawn to arts-based research. 

Described by Leavy (2009) as “a set of methodological tools used 

by qualitative researchers across the disciplines during all phases 

of social research, including data collection, analysis, 

interpretation, and representation” (p. 2-3), arts-based research 

uses forms such as “poetry, music, visual art, drama, or dance to 

explore and process research topics” (Ledger, 2010, p. 83). Arts-

based practices are seen as a holistic and dynamic extension of the 

qualitative paradigm, which allows flexibility and creativity in the 

communication of information (Leavy, 2009). The theoretical 

underpinnings of this method of inquiry lie in creativity, and 

personal exploration through the use of arts (Austin & Forinash, 

2005).  

 Throughout the gathering of the information presented in 

this article, I have frequently engaged in arts-based inquiry, 

namely the creation of collages, which I then collated in a photo-

story. Schreibman and Chilton (2012) describe ‘response art’ as a 

tool used by art therapists “to understand therapeutic dynamics or 

to find meaning” (p. 191). In a similar way, engaging in the 

process of arts-based inquiry allowed me to deepen my 

understanding of the material found in the literature review, and 

further communicate important findings and recommendations. In 

the following photo-story (accessible through the link below), 

these collages are presented as a slide show, during which I 

narrate the information that inspired the collage, and describe 

some of my arts-based responses to the literature. The collages are 

also included at the end of this article. Readers may wish to view 

the photo-story after they have read this paper, or view each 

collage as I make reference to it throughout the article. For 
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example, the first collage was inspired by Sally's story (as 

previously described), and the images depict the active and 

receptive musical activities she was once involved in, and has 

subsequently returned to.  

https://dl.dropboxusercontent.com/u/67987155/JIACAT%20photo

story.wmv 

 

Terminology  

 

There are a range of terms that are used in the research and 

literature, and many that are used by persons who self-associate 

with Deaf culture. A general term used to describe all types of 

hearing loss, from mild to profound, is hearing impairment 

(Darrow, Gfeller, Gorsuch & Thomas, 2000). However those who 

associate with the Deaf culture often reject this term as it implies 

an impairment or deficit. Instead, within Deaf culture, the most 

common terms used to describe persons with a hearing loss are 

Deaf, deaf and hard-of-hearing. The term Deaf (with a capital 

“D”) is used to describe people with hearing loss who share a 

language, for example American Sign Language, or Irish Sign 

Language, and who also share a culture (Darrow, 1993; Darrow & 

Loomis, 1999). The word deaf with a lower case “d” is commonly 

used to describe people who have become postlingually deaf, and 

communicate through oral language; for example people who may 

have lost their hearing as a result of illness, accident, or old age. 

For people who have defective hearing loss, but can function as a 

hearing person by using assistive devices, the term hard-of-

hearing is used.  

The distinction between the use of the terms deaf and 

Deaf is significant, and can also be problematic when used in 

literature. As a result many authors and scholars use the combined 
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term of d/Deaf, which “highlights the multidimensional nature of 

a complex situation” (Senghas & Monaghan, 2002, p. 72.) 

 

Deaf culture 

 

Deaf culture, like any other culture, is a way of life that 

differentiates and identifies a particular group of people. This 

group of people demonstrate some level of hearing loss, ranging 

from moderate to profound (Darrow et al., 2000). A person may 

be born into Deaf culture, or may join the Deaf community later in 

life by adopting its language, values and practices. Deaf cultures 

are part of larger societies, however they “remain enigmatic to 

most of the hearing population” (Darrow, 1993, p. 94).  

 In Ireland, the term Deaf community is more appropriate, 

as our population is small when compared to countries such as the 

US, and the Irish Deaf community does not have a “geographical 

nucleus” (Matthews, 1996, p. 8). Instead, Irish Deaf people are 

dispersed across a primarily 'hearing' population and country, 

however similar to other Deaf cultures, they do “not see deafness 

as a problem and will have positive attitudes towards and be proud 

of signing” (Matthews, 1996, p. 8).   

 

Music and deaf culture 

 

Several studies have examined music and Deaf culture (Darrow, 

1993, 2006; Darrow & Loomis, 1999). Darrow and Loomis 

(1999) highlight that no culture is without music, and many Deaf 

people have some aural access to music. It is important to note 

however that research related to music/music therapy and Deaf 

culture was most prevalent in the 1980’s and early 1990’s, 

therefore generalisations to recent decades should be made 
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cautiously. Further detail outlining historical trends regarding 

music therapy and hearing loss can be found in Gfeller (2007), 

who provides a retrospective reflecting on the developments of 

clinical and research practices over the past 30 years or so. One 

event, which Gfeller (2007) highlights as important in altering 

perceptions of deafness and Deaf culture, was the Deaf President 

Now movement at Gallaudet University. This event took place in 

1986, when students of Gallaudet University (a University for 

d/Deaf and hard-of-hearing students) protested at the hiring of a 

‘hearing’ president. After much debate and demonstrations by the 

students and those who associated with Deaf culture, a Deaf 

president who used American Sign Language was appointed. 

Images of Gallaudet University and the protesters can be seen in 

the second collage of the accompanying photo-story, which also 

highlights the issues raised by this historical event.  

 As a result of this movement, national awareness of Deaf 

culture in the US was dramatically heightened, sparking further 

research into the values and beliefs of Deaf people. For example 

the role of music in Deaf culture was examined by Darrow (1993), 

who surveyed a random sample of d/Deaf Americans using 

questionnaires and personal interviews. Those who responded 

identified as members of the d/Deaf culture, members of the 

hearing culture, and people who interacted with both cultures. 

Results indicated that “cultural identification is a strong influential 

factor in deaf individuals' involvement with music” (Darrow, 

1993, p. 105). For those that do involve themselves in music, 

many do in similar ways to hearing individuals, however d/Deaf 

people do not participate in most common ritual uses of music to 

the same extent that hearing individuals do. Singing and singing 

songs, listening to music, and moving/dancing to music were 

identified as musical activities most enjoyed by d/Deaf persons, 
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and the extent to which a d/Deaf person's family may be involved 

with music and musical training appear to be indicative of the role 

music will play in their lives. Another significant finding of the 

research was that some d/Deaf people value music with little or no 

importance at all.  

 These results have many significant implications for 

music educators and music therapists who may encounter 

individuals that associate with d/Deaf culture. Encouragingly, 

music therapy may be relevant and used with part of this 

population, particularly those who do enjoy musical activities. 

However it is important for music therapists to be aware of the 

views and beliefs of d/Deaf persons, and show respect and 

sensitivity for their community or culture.   

Indeed it is also important for music therapists and 

educators to be cautious in accepting and relying on media 

representations of d/Deaf people, as suggested by Darrow & 

Loomis (1999), and instead “openly discuss” (p. 107) the musical 

perceptions, experiences and relationships any d/Deaf clients may 

have. These suggestions by Darrow & Loomis (1999) arose from 

their investigation into the depictions of music and d/Deaf people 

by the visual media (particularly film and television) and the 

validity of these depictions by d/Deaf people. Results of this 

investigation showed that d/Deaf participants and hearing 

participants were similar in their negative and positive statements 

and responses, however d/Deaf subjects were more likely to 

identify examples that they found condescending or representing 

hearing values. An example of misrepresentations in the excerpts 

included the assumption that d/Deaf people can hear nothing at 

all.  

 In a more recent study, Darrow (2006), examined whether 

hard-of-hearing students who associate with the d/Deaf culture, 
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attach the same emotions to music as normal hearing students. 

Sixty two Deaf and hearing students were asked to assign 

emotions to twelve film score extracts, which had been designed 

to depict primary emotions. Results showed that Deaf students did 

not always assign similar emotions to music as hearing students, 

and typically hearing students were more in agreement with the 

composers' intent. Further analyses also suggested that music 

elements such as timbre, texture and rhythm were more effective 

in “transmitting emotion to persons with a hearing loss” (p. 2). By 

being aware of the emotions attached to music by d/Deaf and 

hard-of-hearing students, music therapists can accordingly adapt 

their strategies with clients in this population, to allow for the 

opportunity for clients to achieve their full potential in expressing 

and perceiving emotions through music. 

 While these studies present information relevant to music 

educators and music therapists who may find themselves working 

with d/Deaf people, it is important to be aware of their limitations. 

The studies were conducted in the US, making generalisations to 

other cultures, such as the Irish deaf community, difficult. 

Additionally, great diversities within d/Deaf cultures are likely to 

exist, and Gfeller (2007) highlights the importance of future 

studies examining these diversities. Current trends in 

communication and media may also be important to consider, 

such as involvement in social media and access to the internet. 

Future studies examining these trends with members of the d/Deaf 

community, and their links to involvement in music activities, 

may be of particular relevance to music therapists. 

 As previously mentioned, it is also important to remember 

that some d/Deaf people value music with little or no importance 

(Darrow, 1993). It can often be viewed as a hearing value, as can 

speech and oral communication. Other controversies and debates 
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also exist within the d/Deaf culture e.g. oral vs. manual 

communication (Gfeller, 2007). Recently, the invention and 

approval of the Cochlear Implant has sparked controversy, with 

some members of the d/Deaf culture rejecting the device, 

believing that it undermines the values of Deaf culture (Gfeller, 

2000). The traditional medical perspective views deafness as a 

disability, and something to be cured. Deaf communities reject 

this, as many feel that their deafness is a source of pride and 

identity. With recent trends involving the implantation of children 

with Cochlear Implants, the debate extends to whether someone 

too young to make a personal decision about the device should be 

implanted (Gfeller, 2000). Two collages contained in the 

accompanying photo-story reflect some of these controversies, 

and also strengthen the recommendations of the literature for 

music therapists to remain culturally sensitive and aware of these 

issues.  

   

The cochlear implant 

 

A Cochlear Implant (CI) is an assistive hearing device; however it 

differs from a hearing aid as it does not amplify sound. Instead it 

has two components, an external processing unit and a surgically 

implanted unit in the cochlea, which codes portions of the sound 

signal considered most salient to speech perception (Gfeller, 

2007). This signal is then sent to an electrode array in the cochlea. 

From here it stimulates the auditory nerve fibres. Initially, after its 

approval by the U.S. Food and Drug Administration in 1985, CIs 

were available for adults with postlingually acquired binaural 

hearing losses, and who received little benefit from conventional 

hearing aids. More recently, Cochlear Implants are now 

commercially available for both adults and children, and criteria 
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generally constitute “a moderately-severe to profound bilateral 

sensorineural hearing loss in the speech frequency range” (Looi, 

2008, p. 172). Recent developments also include the Hybrid 

device (Gfeller et al., 2012), which transmits both acoustic and 

electrical stimulation. It is usually combined with a recipient’s 

hearing aid (in the same ear), and was designed for those who 

have retained residual hearing in low frequencies, but have 

significant loss in the high frequencies.  

 All CIs have been found to be very effective at 

transmitting spoken communication in quiet listening 

environments. However it is important to note that a CI does not 

cure deafness, and in order to restore a functional level of hearing 

a person must undergo considerable recovery and rehabilitation 

time (Gfeller, 2001; Gfeller, Driscoll, Kenworthy, & Voorst, 

2011). Additionally the sounds transmitted through a CI differ 

from those heard by normal-hearing persons.  

 Implantation for children differs greatly from implantation 

for adults, with most adults typically having a mental memory of 

'normal' sounds, and experience in perceiving and attaching 

meaning to sounds heard prior to hearing loss. Children rarely 

have these memories, and do not have a 'normal' idea of sound, 

however over time their perception of sound develops and 

changes, through experience and practice (Gfeller, 2000; Gfeller, 

2001; Gfeller et al., 2011).  

 

Music and cochlear implants 

 

As a result, literature describing and regarding CIs is often divided 

into adult CI recipients, and paediatric CI recipients. The music 

therapy literature is no different (Gfeller, 2000, 2001; Gfeller, 

Christ, Knutson, Witt & Mehr, 2003; Gfeller, Jiang, Oleson, 
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Driscoll & Knutson, 2010; Gfeller et al., 2011; Stordahl, 2002). 

Additionally, much of the literature focuses on music perception 

(McDermott, 2004; Looi, 2008), and an understanding of the 

elements in music that are most accessible to CI recipients is of 

particular relevance to professionals. With the expanding number 

of CI recipients worldwide, music therapists and educators are 

more likely to work with persons who use CIs (Gfeller et al., 

2012). The following section outlines some of the main findings 

regarding music perception. 

 It may be important to note at this stage that many 

investigations pertaining to the study of Cochlear Implantation 

and music therapy are generally quantitative in nature, with few 

studies examining the psychosocial aspects of receiving and using 

a Cochlear Implant. An excellent example of research 

investigating these psychosocial aspects, as well as implications 

for quality of life, exists in Finlay and Molano-Fisher’s (2008) 

phenomenological research into Patricia Molano-Fisher’s 

implantation, and the subsequent struggles, exhilarations, and 

challenges she experienced. Future research describing the 

existential aspects of implantation, particularly with regard music 

perception, enjoyment and appraisal, would be relevant to music 

therapists. 

 

Perception of music through cochlear implants 

 

Music is difficult to define (McDermott, 2004). Much of the 

literature on music perception and CIs characterises music as an 

organised sequence of sounds, containing principle features such 

as rhythm, melody and timbre. Additional features may also 

include harmony and dynamics. These features may be described 

as separate attributes; however their combinations and interactions 
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largely contribute to what we know to be music (Looi, 2008). 

Focuses in the literature include perception of rhythm, perception 

of melody, and perception of timbre.  

 In relation to the perception of rhythm, Gfeller et al., 

(2012) highlight that CIs are “effective in transmitting durational 

elements of music” (p. 72), including rhythm and tempo, with 

rhythm often being the most accessible musical attribute (Gfeller 

et al., 2011). As a result, CI recipients generally perform similarly 

to normal-hearing adults or children on rhythmic or temporal tests 

(Gfeller, 2000; Gfeller et al., 2011; McDermott, 2004; Looi, 

2008).  

 However in contrast to rhythm, CI recipients generally do 

not perform as well as their normal hearing (NH) counterparts on 

pitch-based tests (Looi, McDermott, McKay & Hickson, 2004; 

Looi, 2008). Despite their ability to code and transmit features 

salient to speech, CIs are poor at transmitting pitch (Gfeller, 2000; 

Gfeller et al., 2003; Gfeller et al., 2011). Tasks that require 

accurate pitch perception, such as melody recognition, song 

recognition, group singing, or identification of melodic features of 

music tend to be very challenging for many implant recipients 

(Gfeller et al., 2012).  

 Similarly, perception of timbre is generally less 

satisfactory among CI users. Timbre has been described as “a 

multi-dimensional attribute related to differences in sound 

spectra” (Looi, 2008, p. 183), and instrument identification tests 

are commonly used to assess timbre perception. NH adults are 

significantly more accurate than implant recipients in recognition 

of familiar musical instruments (Gfeller, 2000), and CI users 

generally rate the quality of musical sounds as less pleasant than 

NH adults (McDermott, 2004). Although further discussion and 

investigation into music perception through Cochlear Implants is 



 

90 

 

beyond the scope of this article, two particularly detailed reviews 

can be found in Looi (2008) and McDermott (2004). Additionally, 

in considering the perceptual limitations of the Cochlear Implant, 

the fourth collage contained in my photo-story considers the 

contrast between musical elements perceived by NH persons, and 

those with CIs. 

  

Appraisal and enjoyment of music through cochlear implants 

 

Research investigating the perception of music by Cochlear 

Implants is often coupled with research examining music 

appraisal and enjoyment. As previously mentioned, adult CI 

recipients often have mental schemata for sounds, and these 

memories can serve as cues for making sense of the new sounds 

heard through a CI. As a result of this, and the difficulties 

experienced in perception of features of music, many CI recipients 

are disappointed with music listening experiences post-

implantation (Gfeller, 2001). However, factors such as listening 

environments can be influential for music enjoyment (Gfeller et 

al., 2003) as well as individual characteristics such as age or 

music listening experiences. Therefore it is important to assess 

these variables when considering the enjoyment and appraisal of 

music by individual CI recipients.  

 

Involvement in musical activities 

 

Additionally, much of the literature recognises that music, and 

enjoyment of music, in the lives of children with CIs is 

differentiated from that of adults (Gfeller, Witt, Spencer, Stordahl 

& Tomblin, 1998; Trehub, Vongpaisal & Nakata, 2009). While 

adults often find music unacceptable through CIs, children who 
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use CIs do not evaluate music based on how music used to sound, 

as they often do not have the same mental memory or schemata of 

music that adult CI recipients have. Adult CI users, such as Sally, 

who return to careers as performing musicians, are generally 

limited in number, and considerable effort is usually needed in 

order to regain previous status and skill (Drennan, 2010). Child CI 

recipients, on the other hand, very often find music “highly 

engaging” (Trehub et al., 2009, p. 535), although their exposure to 

music (post-implantation) is usually much later than many normal 

hearing children. Many participate in a range of musical activities, 

including singing songs, dancing to music, and attending concerts. 

(Images of these activities can be found in the photo-story relating 

to this article). This often coincides with attending elementary 

school and participating in music education (Gfeller et al., 1998); 

however despite this, accommodations are not frequently made in 

the music classroom.  

 

Implications for music therapists 

 

This information is important for music therapists, who may 

encounter clients from this population in their work as therapists. 

By being aware of the difficulties in perception, appraisal and 

enjoyment of music by CI recipients, music therapists may adapt 

the types of music they use in aural rehabilitation, the ways in 

which music is presented, and the goals and objectives they might 

associate with CI recipients. The following section presents some 

of the main recommendations from the literature.  

  

Music therapy with adult cochlear implant recipients 

 

While much of the literature contains suggestions for enhanced 
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inclusion for paediatric CI recipients in educational and music 

therapy settings, some authors outline steps that can be taken to 

enhance participation of adult CI recipients. Gfeller et al. (2012) 

make a number of suggestions arising from their findings on adult 

CI recipients' recognition of real-world musical excerpts. The 

excerpts used were those heard through popular media sources 

such as the radio, and included pop, country and classical styles. 

Adult CI recipients were found to be significantly less accurate 

than NH listeners in recognising these excerpts, particularly in the 

absence of lyrics. Linguistic cues (lyrics) were identified as 

helpful in the recognition of melodies from real-world genres such 

as pop and country music. The use of linguistic cues could be 

further enhanced “through multisensory input or contextual cues, 

such as providing song titles, a copy of song lyrics, or names of 

musical artists or composers” (p. 94). In a therapeutic setting, CI 

recipients may engage in activities such lyric analysis and 

reminiscence through songs, while in an educational setting 

activities which involve active music-making and music 

appreciation are likely to occur. As linguistic cues assist in song 

recognition, using musical materials (e.g. songs) that have lyrics 

may be successful in enhancing participation. 

 The study also identified the advantage of residual hearing 

for perceiving elements such as pitch, melody and timbre, and the 

benefits of using a device such as a Hybrid implant. Therefore 

clinicians should be aware of individual hearing profiles, and the 

technical characteristics of certain Cochlear Implants such as the 

Hybrid device. It is also essential that individual needs and 

abilities need to be taken into account when assessing and 

indentifying goals and objectives with regard listening tasks. 

 Additionally, because Cochlear Implants are more 

effective in transmitting rhythmic elements of music, emphasising 
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tasks or activities that are based on rhythmic structures of music 

may be appropriately use in music therapy settings. Rhythmic 

activities also provide multi-sensory perceptual input. For 

example playing drums or other rhythm instruments can provide a 

clear visual representation of the rhythm as well as auditory 

information (Gfeller et al., 2011).  

 

Music therapy for paediatric cochlear implant recipients 

 

Gfeller (2000) outlines a number of accommodations for 

paediatric CI recipients in music therapy and music education. 

These include care of the implant, and the acquisition of basic 

information regarding its components. By understanding the 

technical features of the CI, and limitations in perception, music 

therapists will be better equipped to develop appropriate goals, 

objectives and activities in the therapeutic setting. Preparations for 

a suitable learning environment are also described, including 

reducing and removing background noise, using good quality 

sound equipment, and playing music at a moderate volume. 

Reducing echo in a room can also improve the acoustical 

environment, and using carpets and drapery can contribute to this. 

Live music is also optimal, as it provides visual as well as audible 

input. 

 It may also be important to investigate the type of 

communication used by the child. This includes whether the child 

still relies on the use of sign language or speech reading. Standard 

rules of communication with children who speech-read include 

not covering your mouth, speaking slowly but without 

exaggerating mouth movements or over-enunciating, speaking at 

normal conversational level and varying intonation (Gfeller 2000; 

Hsiao & Gfeller, 2011).  
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 The use of visual aids and representations can be paired 

with musical activities, such as using musical notation, lyrics, 

pictures, icons, movements, or dancing (Hsiao & Gfeller, 2011; 

Hsiao & Gfeller, 2012). Examples of images and collages 

exploring these visual aids can be found in the accompanying 

photo-story. Indeed this accommodation can be made with most 

d/Deaf or hard-of-hearing children, regardless of presence or type 

of assisted hearing devices (Darrow & Novak, 2007). These visual 

representations may assist in the perception of elements such as 

melodic contour, or changes in pitch direction. They may also 

clarify for children what they are hearing. Exercises designed 

around music listening may be paired with relevant pictures and 

stories, to enhance participation and involvement. 

 When choosing activities for inclusion in music therapy or 

education programmes, it is important to bear in mind the 

perception of music through the CI, as illustrated above. Children 

will more than likely be able to participate successfully in 

rhythmic activities; however activities that involve pitch 

discrimination or matching will be more difficult. Similarly, 

limitations in timbral perception may mean that a music therapist 

or educator may need to identify the personal instrumental 

preferences of the CI recipient, both for listening and playing. 

 

Music therapy for preschool cochlear implant recipients 

 

In a recent publication, Gfeller et al. (2011) provide a consolidated 

source of research and clinical information relevant to music 

therapists working with preschool cochlear implant recipients. 

While many of the suggestions echo those previously described, 

additional considerations may be taken into account with this 

younger population. Music therapy may provide opportunities for 
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reinforcing speech and language goals and communication, and 

should be designed to support listening skills, speech production, 

and language development. These may include the ability to 

detect, discriminate, identify and comprehend sound. 

Collaboration with an audiologist or speech-language pathologist 

is advised when devising these goals; the overall aim being the 

development and mastery of awareness, discrimination, 

recognition, and comprehension of words and environmental 

sounds (Darrow et al., 2000; Gfeller et al., 2011; Schraer-Joiner & 

Prause-Weber, 2009). Detection involves determining the 

presence or absence of a sound, while discrimination involves 

deciding if two or more sounds are alike, the same, or different. 

Being able to recognise sound sources (identification) and 

understanding the meaning behind sound sources 

(comprehension) are also common goals. Socialisation, cognition 

and emotional-behavioural development may also be relevant, but 

are not specifically described by Gfeller et al. (2011). 

 Similar to older child CI recipients, preschool CI 

recipients will generally be able to participate successfully in 

developmentally appropriate rhythm-based activities, particularly 

as these activities have the advantage of multi-sensory perceptual 

input, including tactile, visual and auditory input. Despite 

limitations in perceiving pitch, and accurate matching of pitches, 

preschool CI recipients can typically enjoy participating in 

activities that involve singing, particularly as these activities 

provide opportunities to practice speech production and 

vocabulary. Further descriptions of the singing activities of d/Deaf 

children who use CIs can be found in sources such as Yennari 

(2010), who proposes a sequence for the development of song in 

d/Deaf children which may be of interest to music therapists. 

Playing instruments is also appropriate, and will allow a child to 
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explore and become more acclimatised to their acoustic 

environment. This activity will also provide opportunities to 

explore new and interesting sounds, and identify instrumental 

preferences (Gfeller et al., 2011).  

  

Conclusion 

 

What is common to most recommendations and finding from the 

literature is the importance of individualised assessment, goals 

and objectives with both adult and child CI recipients (Gfeller, 

2000; Gfeller et al., 2011; Hsiao & Gfeller, 2011). This is further 

highlighted in the final collage of my photo-story, which also 

emphasises that CI recipients show high variability in their 

perception of music, and engagement in musical activities. Factors 

such as hearing history, health of the auditory systems, and 

environmental factors must be taken into account when planning 

activities in music therapy.  

 As previously mentioned, it is also important for 

clinicians to be aware of cultural factors, such as a person’s 

affiliation with Deaf culture, and to show respect and sensitivities 

for their values and beliefs. Future studies examining current 

trends and developments in Deaf culture are of relevance to music 

therapists, particularly in relation to access to and involvement in 

music. This may include recent innovations in technology and 

communication, including the high prevalence of social media and 

the internet. Acknowledging and understanding debates and 

controversies within the d/Deaf community is also important, 

particularly regarding adversity towards the Cochlear Implant, and 

implantation of young children.  

 When working with clients who may have Cochlear 

Implants, knowledge of the device’s technical features and 
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limitations is vital, particularly when considering the device’s 

ability to transmit fundamental attributes of music, such as pitch 

and timbre. An awareness of activities, goals and objectives (such 

as those previously described) that may be more accessible and 

promote successful participation is paramount, however, the 

author feels that further studies examining the psychosocial 

aspects of receiving and using a CI are also warranted. These may 

include music therapy interventions, initiatives and methods that 

may address these needs, as well as descriptive accounts from CI 

recipients about their experiences of music and/or music therapy.  

  

Arts based response and reflection  

 

Despite my access as a musician to musical skills and materials 

that may have further communicated my research findings, I felt 

that using visual arts was more appropriate, particularly given the 

frequent references in the literature to using visual aids and cues 

in enhancing musical activities. As previously mentioned, 

engaging in arts-based inquiry strengthened my understanding of 

the material found in the literature, and I hope the collages/photo-

story will reinforce the important findings and recommendations 

documented here.  
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(2) “Musical Activities Enjoyed by Children with CIs” 
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(3) “Enhancing the Perception of Music” 
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(4) “Controversies and Debates” 
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Reflection on creative arts therapy practice: 

 

The case for inclusion and collaboration in the creative 

arts in healthcare movement  

 

Joan Phillips 

 

 The field of arts in health is burgeoning all over the world and 

 has strong roots in Ireland. However, examining the goals and 

 providers of such services raises questions about training and 

 collaboration as this field moves forward. How is the work done 

 by artists in healthcare settings when they are engaging patients 

 and families in art process different from an art therapy 

 process? There is a collaborative potential between creative arts 

 therapists training and the use of arts in healthcare and other 

 settings. The stimulus for this reflection was provided by an 

 Arts Facilitation gathering hosted by Crawford College in Cork, 

 which looked at arts facilitation and the connections between 

 arts in health and art therapy. In addition, a perspective from the 

 United States is brought from personal experience with 

 reference to work and thinking of American art therapists 

 around this issue as well as the role of the Global Alliance for 

 Arts in Health. This reflection is an invitation to continued 

 reflection and debate as creative therapies develop worldwide.  

 

 Keywords: arts in health; creative arts therapies; art therapy; 

 collaboration 

 

Introduction 

 

The original impetus for this commentary was a small gathering 

sponsored by Crawford College of Art and Design in October 

2011 to explore Arts Facilitation in health settings. I attended 

during my Fulbright Scholar appointment at Athlone Institute of 
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Technology, for some time having looked at the uses of art 

outside of the traditional clinical and psychotherapy venues that 

creative arts therapists are typically associated with. That 

gathering, plus subsequent forays into the arts and health 

community in Ireland, led to this consideration of  what is the role 

creative art therapists play in the provision of services to 

populations beyond the traditional scope of practice for creative 

arts therapists.  

 

Background 

 

As background it is important to note that the arts and health (also 

referred to as arts in medicine) movement has been developing 

internationally for roughly the last 40 years. One organization 

leading this development has been the Society for the Arts in 

Healthcare (SAH), now called the Global Alliance for Arts in 

Healthcare (GAAH), based in the United States: 

 

While there has been “art as decoration” in hospitals for some 

time, the trend in the current AIH [Arts in Health] movement to 

include programming in a wide variety of arts disciplines and 

designs has been shaped by the concurrent tides and trends 

within the community arts and public arts movements, as well 

as the healthcare system itself. Gradually, during the 1980s, 

AIH practitioners began to connect with each other, sharing 

information and asking advice. In 1989, a small group convened 

to discuss establishing a national organization, which 

culminated in the founding in 1991 of what was to become the 

Society for the Arts in Healthcare (SAH). In the last decade, 

there has been a growing awareness of the relationship between 

the arts and health among the public at large. (Society for Arts 

in Healthcare, 2003, pp.11-13) 

 

By 1998 the American Art Therapy Association Journal featured 
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an editorial entitled: “Art as Healing, Art in Healthcare, and Arts 

Medicine: New Names for Art Therapy?”, pointing out the 

ambiguity yet drawing no specific conclusions (Malchiodi, 1998, 

p. 154). Yet only ten years later the current Editor of the Journal, 

Lynn Kapitan, considered the differences in European 

understandings of the term “arts in community”, which in the 

United States is discussed in terms of a “studio approach”. She 

described the following: 

 

Chicago art therapist Randy Vick met with people involved in 

community-based studio programs in Europe, almost everyone 

insisted that they weren’t actually doing art therapy. It seemed 

an odd declaration, given that their goals and expectations were 

no different from the expressly therapeutic studio programs in 

the United States that Vick used as a basis for comparison. The 

Europeans addressed such concern as self-esteem, vocation and 

quality of life, social perceptions, and empowerment. 

(Kapitan, 2008, p. 2) 

 

The different kinds of terminology and territorial issues are the 

backdrop for the current growth of the arts in health movement, 

but can be generalized into other areas of broadening of “arts 

therapies” into settings such as the community, galleries and 

museums, and the corporate world just to mention a few. When 

does it stop being art therapy and start being something else, and 

do we really have to define that line in stone? Maybe this is more 

an issue of payment sources, training, community and consumer 

perception, and professional adaptation to today’s climate.  

 

Arts facilitation in healthcare, Crawford College event in 2011 

 

The event in 2011 at the Crawford College art therapy program 

brought together those interested in the topic of arts facilitation 



110 

 

from numerous therapeutic and creative disciplines. The day was 

well attended with approximately two dozen in attendance 

representing art therapy, arts facilitators, arts programs and local 

practitioners. Hosted by Louise Foott and Ed Kuczaj, both faculty 

members of the graduate art therapy program of Cork Institute of 

Technology (CIT), the format was one of presentations and 

discussion, and some focus was given toward the end of the day to 

synthesizing and sharing what the collective understanding of 

those present was of “arts facilitation”. 

 As background for this day, participants were reminded 

that Crawford College of CIT has been offering a course for a 

certificate in arts facilitation for some time now. The Arts in 

Group Facilitation Certificate (formerly Arts & Empowerment 

Facilitation Training Course) is a HETAC level 8 (10 credits) 

certificate comprising of two 5 credit assessed modules. It is an 

experiential training course, aiming to provide participants with 

the skills to facilitate arts in group work in a broad range of 

settings. The aim of the Arts in Group Facilitation Certificate is to 

enable the participation of people from a broad range of 

backgrounds, in the development of their leadership skills in 

creative group work. Their work in this area is loosely based upon 

the long history of arts in community and health in the UK. The 

facilitation program at Crawford College and CIT is about 

becoming a good group facilitator with the arts and understanding 

creative processes. The day started with a quote from D.W. 

Winnicott: “It is only in being creative that the individual 

discovers the self” (1971, p.54). 

 Leading off the day was Charlotte Donovan, community 

healthcare worker, presenting her work through the Niche 

Knocknaheeny/Hollyhill Community Health Project located in an 

area of Cork’s Northside. The Niche Arts for Health Program 
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aims to demonstrate the benefit of access to and participation in 

the arts for community and individual health and well being. 

 Charlotte has more than 20 years experience in community and 

healthcare arts and spoke articulately about the goals and focus of 

such work. She described the use of arts in community in service 

of the following goals:  

   

1. Arts participation - open to all, open studios, some projects 

and specific type session, some arts on prescription, e.g. a 

family open studio was well utilized and she does a men’s 

art for health group that worked on fused glass projects. 

2. Environmental enhancement - creating art to place in 

public places as a decorative element and to enhance 

community pride and connections. This type of art is 

typically collaborative in nature. 

3. Arts for health promotion - focusing on a particular issue, 

promoting access to services, developing awareness 

through creation of pamphlets and other projects, e.g. the 

bra art project in support of breast cancer awareness. 

4. Professional development - using arts to train those in 

community health, arts, art therapy or inclusion in other 

creative arts therapies programs, e.g. seeking their own 

continuing development in art. 

 

 The next presentation exemplified some of the points 

Charlotte made, clearly bringing in the arts and health perspective, 

and focused on the work of artist Marie Brett and art therapist 

John McHarg. Their shared presentation provided the perspectives 

of both the service provider (in this case an art therapist) and the 

artist coming into that service environment. Each emphasized the 

need to understand the context and relationships one is working 

in. An additional focus was that the art was not developed as 
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“special” or presented as done by individuals with some sort of 

disability, if they had any; Marie emphasized that the art definitely 

can “stand on its own” and indeed in gallery shows has done so.  

Additionally it was noted how very important it is to pilot work 

and communicate well with those you will work with to find the 

best fit and way of working. Healthcare and the arts are two 

completely separate areas with their own agendas and ways of 

working, so to effectively collaborate the communication of goals 

and methods in a respectful adaptive way is paramount. 

 Nancy Falvey, a founding member of the Ballyphehane & 

Togher Arts and Crafts initiative, shared a moving story of her 

life, leaving school at 14 to work in a factory and years of hard 

work as a mother and worker. She shared how the community arts 

group and her involvement in community arts has been an 

amazing and creative journey; one that she is still on. The use of 

crochet as a group arts activity, for intergenerational learning, and 

in collaboration with other artists was shared. 

 Rounding out the presentations was Sinead Moloney, a 

dramatherapist, who shared work being done at St. Patrick’s 

Hospital in Dublin, both in site-specific art installations and work 

that is collaborative in nature as well as supportive arts 

experiences that clients of their care system can take part in.  

 As the above presentations highlight, the area of 

community arts facilitation is active and vibrant in many 

manifestations. The availability of training in the form of the arts 

facilitation certificate was examined in group discussions as 

Crawford College looks at the focus and content of their 

coursework. The discussions assisted them in some research about 

what are the core skills or values that training should provide and 

at what level of certificate or degree. 
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Broadening the discussion 

 

In general within Ireland there appear to be pockets of isolated 

training at the three and four year degree level preparing 

individuals to work in social care and helping professions which 

include creative arts skills and facilitation. Several applied social 

care degrees offered in the Institutes of Technology give  some 

form of creative arts training in facilitation and development of 

reflective and creative practitioners. Ireland seems fully in 

agreement that the role of Master’s level training is to prepare 

psychotherapists in each creative arts field. While still lacking a 

Master’s program in dance/movement therapy there are quality 

existing programs in art, music and dramatherapy. 

 The questions for educators, practitioners and those 

wanting to go into these fields remain: What is your path going to 

be: Artist led work? Collaborative work? Facilitator? Teaching? 

Arts psychotherapy? Some combination? Master’s degree or 

certificate? What about those that have no training yet do 

exemplary community arts programs? Is this trend taking away 

jobs that could be filled by creative arts therapists – but who 

would require higher levels of pay or different working 

environments that are more clinical and confidential in nature?  In 

the United States, as elsewhere, there is very little undergraduate 

training in arts facilitation of any kind. Thus the work Crawford 

College has done is of interest and possibly a model in 

development for other undergraduate programs. Similarly the 

inclusion of creative arts modules in applied social care degrees 

within the Institue of Technology system also poses a exemplary 

model for undergraduate inclusion of training, while respecting 

that the Master’s level will train the creative arts psychotherapists. 
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 New training programs will develop and existing ones 

continue to evolve.  Recently National Universiy of Ireland, 

Maynooth began offering a Postgraduate Certificate in Arts in 

Healthcare Settings. It is billed as the first accredited course in 

arts and health in Ireland. The course is delivered by NUI 

Maynooth Kilkenny Campus in association with the National 

Centre for Arts and Health at The Adelaide and Meath Hospital, 

Tallaght. All students attending the course have the opportunity to 

attend a short placement in an arts and health setting. This 

program runs one semester part-time.  The University of Florida 

in the United States offers an arts in healthcare certificate program 

open to all students. 

 

The certificate recognizes practical competency and academic 

achievement in the use of the arts to enhance individual and 

community health and to impact healthcare environments. 

Students who complete the requirements for the certificate gain 

unique life experience and capabilities. This certificate, 

recognizing these special skills, can serve as a credential for 

developing career options and will encourage healthcare 

facilities to expand or to initiate arts programs (University of 

Florida, 2013).  

 

I believe other programs exist or are in development but as of this 

date very little integration of networking, community and program 

information is taking place within Ireland or internationally. But 

exciting work and education continues to flourish. As training 

evolves the issue of how much, what kind, and what sorts of 

applied experiences to include in it will all need to be addressed. 

 The organization Society for Arts and Healthcare has 

historically been the promoter of arts in health work in the United 

States. Recently they changed their name and the new name 

represents a wider focus: Global Alliance for Arts and Health. In 

http://www.arts.ufl.edu/CAHRE/certificate.asp
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addition, this organization has incorporated a separate 

organization called the Arts in Healthcare Certification 

Commission (AIHCC). This group will develop valid testing for 

this area of work, beginning with defining core competencies for 

entry level artists in healthcare environments. The goal is to 

develop and pilot a test and related credential of some kind. 

Results and outcomes from this work will be informative to all in 

the area of community and healthcare settings for arts programs, 

but must also be looked at for potential overlap into the domains 

of arts therapies. 

 But arts-in-community goes beyond healthcare, although 

one could argue that any community arts program is linked to a 

healthy life as it supports individuals in healthy creative living.  

The use of arts for a variety of purposes, not just psychotherapy, is 

the main direction this work takes. Yet art psychotherapists, often 

also being practitioners of the art form they do therapy through, 

also may want to practice as an arts facilitators or artists from time 

to time; we are those as well by training and experience. 

 It seems that community arts programs both in the 

community and in healthcare settings benefit from skilled group 

facilitators that are knowledgeable and comfortable with art. The 

presence of a creative arts therapist as consultant or program 

planner or supervisor could, and often does, add additional 

expertise to the way a program is delivered. But I don’t think 

anyone is ready to say that community arts must be facilitated 

only by a certain specifically trained cadre. 

 Worldwide, arts in community occurs in a variety of ways 

with many different practitioners. Terms such as artist- in-

residence, arts specialist, community development specialists, 

creative and expressive arts facilitators, are all in play in various 

countries and settings but to my knowledge no particular 
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credential has yet to emerge, nor may one be needed. Though, this 

is open to debate. Creative arts therapists at the Master’s level 

continue to work toward governmental regulation and recognition 

in most countries and to add another level of training for 

community based or arts-in-health work or recognition would no 

doubt weigh down an already difficult proposition.  However, 

skilled facilitation and some education of the settings that utilize 

arts practitioners could work to protect clients and make for 

quality programs. The continuum of services that is represented 

from volunteer, artist-in-residence, arts facilitator or certificate 

holder, clear through to creative arts therapists is a vibrant and 

very interconnected continuum. These connections need to be 

better defined, fleshed out and integrated into service delivery in 

many settings.  Continued discussions such as the one facilitated 

in Cork will add much to this evolution and bring awareness to the 

many excellent programs taking place all over Ireland, and the 

world. 

 What does this mean to creative arts therapists? One clear 

message is that if creative arts therapists have the training and 

investment in an art medium, we need to document and maintain 

that in order to qualify at times as an artist and/or as a creative arts 

therapist. For some creative arts therapists with extensive art 

background and training this will be more likely than others, but 

within our field we have a continuum of arts activity that would 

prepare us for arts and health projects. In Ireland the arts and 

health movement is clearly wanting to identify that the providers 

of such services are professional artists only. In reviewing case 

studies of successful programs they are described as 

“characterised by clear artistic vision, goals and outcomes, and are 

delivered by professional artists” (Arts and Health, 2013). But 

what defines a professional artist? As an art therapist I still create 
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and show my art, having recently had a two-person show and 

participating in ongoing training for my art skills through 

workshops and art practice. Do I qualify as a professional artist if 

I want to develop and propose an arts in health project? I think 

yes, but the landscape of shrinking funds and competing 

governmental bodies for those funds means that such definitions 

and lines drawn are crucial; although potentially limiting in terms 

of what the public then can access either in community, healthcare 

or clinical settings. 

 Sometimes it is easier to enter healthcare settings under 

different titles and work from within to promote a full continuum 

of services in the longer picture. Shands Hospital, in Gainesville, 

Florida, USA, is the home of the best known US Arts in Medicine 

programs, yet their online description of their work fully 

illustrates this muddying of terms mixing “arts in” and “art 

therapy”, and I believe is a more American use of the term art 

therapy giving a broad stroke to the work and the setting: 

 

 At Shands Hospital in the Arts in Medicine Program, Art 

therapy is being used with children, adolescents, and their 

families to support the medical healing process. Even the most 

compassionate care can be traumatic for patients and families. 

Art therapy is a way for people staying in the hospital to 

express, process, communicate or just release how they feel 

about the healthcare experience. (Shands, 2013)  

 

To me this sounds very much like arts in health in Ireland, yet the 

Shands program does not focus on professional artists as the 

providers of services. One illuminating comment from the 2012 

member survey conducted by IACAT addresses this labeling 

issue: “I had a very successful placement while in college and was 

asked to come back in a paid capacity 'to do more of the same' but 
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the centre supervisor said 'please don't say its Dramatherapy - it’s 

just a nightmare to get cleared by our Psychology Department'. I 

ended up doing creative drama classes instead…” (IACAT, 2012). 

 

Conclusion 

 

It may be frustrating to those trained at a Master’s level to 

describe ourselves as “facilitators” or our work as “expressive 

arts” when in practice it is not such a clear distinction. Flexibility 

in our willingness to work under or within a variety of settings 

and nomenclatures ultimately serves our field, and most 

importantly, the recipients in need of our services. This is where 

the growth of training and certification programs comes in.  It 

does beg the question,what is a “professional” in the field of arts 

and health?  This is where the creative therapies sometimes get 

caught up, being professionals in our disciplines and working 

alongside or in jobs designed for arts and health at times.  Thus 

creative therapists may also be functioning at times as arts and 

health professionals, but it is less likely- due to the specific 

graduate training required, that an arts and health professional 

might also function in creative therapies jobs, in Ireland. 

 The ethical bottom line is that anyone involved in creative 

arts therapies, arts facilitation, arts in health, or community arts, 

should have the needed skills and sensitivity to provide quality 

services. Awareness, dialogue, and collaboration can bring 

strength to all our collective endeavours. This discussion is meant 

to provoke continued dialogue and clarification of what is meant 

by arts-in-medicine, arts in healthcare, and to ultimately broaden 

the entire landscape of creative arts therapies practice and 

training. Given new developments in potential GAAH 

certifications, shifting landscapes internationally in terms of 
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payment sources and government funding, and other issues – this 

is an area that needs continued discussion and debate, with an 

international focus as well.  
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Interview with Art therapist Eileen P. McGann, MA, 

ATR-BC, LCAT
*†

 

 

Lucia Šimončičová 

 

 Lucia Šimončičová: The first time that I came across Eileen Mc 

 Gann, an American art therapist from New York, was through 

 reading her fascinating article about her art therapy practice 

 with adolescents who had been victims of racism called “Color 

 Me Beautiful Racism, Identity Formation, and Art Therapy”.
‡
 I 

 got an opportunity to translate this article and publish it in a 

 Czech Art Therapy magazine. Some time later, we got a chance 

 to meet personally in Ireland and discuss Ms. McGann’s 

 special art therapy approach that focuses on a symbolic visual 

 communication of the therapist with the client, coming from 

 client's imagery. Recently, in October 2013, I co-organized an 

 International Art Therapy Conference in Slovakia that focused 

 on “Overall Care of Children in a School Setting” and we 

 invited Ms. McGann as the main speaker. She introduced her 

 special approach with traumatized adolescents in her workshop 

 “Developing a Visual Vocabulary: Art therapy and trauma” 

 there. It received an enthusiastic feedback from people 

 attending the conference. I asked Ms. McGann if she would 

 agree to be interviewed since I was very interested in the 

 context of her approach and her clinical experience. The 

 interview was organized through email communication (held on 

 7/9/2013) and it is verbatim. 

                                                        
*
 Consent to publish this interview in IACAT Journal was obtained from the 

art therapist Eileen P. McGann. 
†
 This interview has appeared in: Šimončičová, L. (2013). “Interview with 

Art therapist Eileen P. McGann, MA, ATR-BC, LCAT”. Trans., L. 

Šimončičová, Arteterapie, 33(13), pp. 23-27 and Šimončičová, L. (2013). 

“Interview with Art therapist Eileen P. McGann, MA, ATR-BC, LCAT”. 

ATOL, 5(2) (available from http://journals.gold.ac.uk). 
‡
  McGann, E. P. (2006). “Color Me Beautiful: Racism, Identity Formation 

and Art Therapy”. Journal of Emotional Abuse, 6(2/3), 197-217. 

(Translation found in Arteterapie, 11(26), 23-35). 

http://journals.gold.ac.uk/
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Eileen P. McGann 

 

Eileen P. McGann, MA, ATR-BC, LCAT has over thirty years 

experience working with people who have experienced trauma, 

particularly adolescents and their families. Her approach to art 

therapy has been published in the United States and Europe; she 

has lectured extensively nationally and internationally; her 

publications address issues of trauma, violence, aggression, 

racism and identity in art therapy. She is on the Editorial Board of 

Art Therapy Journal and a long-standing faculty member of the 

School of Visual Arts and New York University graduate art 

therapy programs, in New York, where she teaches and supervises 

art therapists in training. Ms. McGann is also a faculty member of 

the Honors program at Molloy College, Rockville Centre, New 

York, teaching Nursing Students about Art and Healing. 

 Ms. McGann has worked in mental health agencies, 

schools and art programs in the New York area collaborating with 

multi disciplinary staff in program development; providing art 

therapy services to school age children, adults survivors of sexual 

abuse, women veterans and adolescents. Her clinical work is 

focused on therapeutic milieu and studio approach with persons 

who have experienced trauma. 

 Ms. McGann is currently developing and leading the art 

therapy  program at MercyFirst, an agency in New York devoted 

to helping children and families who have experienced traumas, 

including refugee or undocumented immigrant children to the 

United States. 
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Interview 

 

Lucia Šimončičová 

 What motivated you to choose art therapy as a career? 

 

Eileen P. McGann 

 In many ways, art therapy chose me as a life pursuit. I feel 

 very fortunate in that I have always been clear about my 

 interest and passions to work with and help people and 

 my love of art. It really was a natural evolution of steps, 

 studying art, working with children with special needs and 

 finding my way to “art therapy”. I have always been 

 inspired by the power of the image, the process of art 

 making as personal communication and revelation of what 

 lies within that we often do not have or even care to have 

 words for.   

 

Lucia Šimončičová 

 You mentioned you studied Art Therapy at New York 

 University with the well- known art therapist Edith 

 Kramer. Would you like to tell us a little more about that? 

 How did it influence your art therapy practice? 

 

Eileen P. McGann 

 Yes, I did study at New York University with Edith 

 Kramer. I had many teachers whose practice and approach 

 influenced my development as a therapist and to whom I 

 am grateful. Edith was an incredible person to study with. 

 Full of high energy and a brilliant mind, she was a tough 

 teacher who made us work very hard… hard work is 

 good, and you learn much. Her understanding of 
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 psychodynamics, combined with her sensibilities, as an 

 artist was quite important in her approach. Edith saw the 

 relationship of the art therapist to help support the process 

 of sublimation and maintain art making in the sessions. 

 She challenged her students to develop as competent 

 artists, and in this her approach emphasized personal skill 

 building in the art expression as well as depth of 

 psychological understanding. These are two core or 

 central tenants of my approach: to have the artistic skills 

 to support client’s process and to understand their process 

 from a well-informed, psychological perspective.   

 I can share also share some very light hearted times spent 

 in the company of Edith Kramer. In class she would get 

 up on the table, bring a student up with her and together 

 they would dance and jump around. Our job was to be 

 able to draw the figures in motion as it happened. This 

 was to develop skills of quick observation and artistic 

 expression. It is very hard to help your client draw a 

 figure in motion if you cannot do this yourself!  

 You must be able to have a highly developed range of 

 artistic skill and expression if you are going to help 

 someone in art therapy. The art materials and art making 

 process are our primary tools, we need to be able to take 

 clients to the next step and understand what will happen 

 when using a wide range of media. 

 Another “Edith story” which will be well known from 

 anyone who went to NYU or knew her is that Edith 

 always hosted an annual holiday party. We would all 

 bring food and drink, gather in her studio loft, surrounded 

 by her paintings and sculptures, first hand view her works 

 in process and affirm our place as artists. She decorated a 
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 small evergreen tree with hand painted ornaments, eggs 

 and candles. Yes, the candles did some years set the tree 

 in flames! But no one was ever hurt.  

 

Lucia Šimončičová 

 What are the key art/psychotherapy theories that 

 influenced your art therapy practice? How is it reflected 

 in your practice as an art therapist? 

 

Eileen P. McGann 

 My approach in art therapy is based upon training from a 

 psychodynamic perspective. This is the foundation of my 

 work to which I have included psychological 

 understanding of a relational approach, milieu treatment 

 and trauma treatment. As my practice has evolved to be 

 primarily with persons who have experienced trauma, the 

 understating of a trauma perspective to therapy has been 

 critical. Understanding the physical, neurological imprints 

 of trauma are essential in order to consider the range of 

 impact for the person, and then the manner of 

 intervention. The art aspect of my work focuses on 

 working in the metaphor, art as therapy from a studio 

 approach and visual communication through art 

 interventions.  

 

Lucia Šimončičová 

 I find myself being very inspired by one of our 

 conversations. You spoke about your emphasis on the 

 non-verbal visual communication that you have been 

 using with clients. Could you please describe for us your 
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 specific non-verbal approach and how it is manifested in 

 your sessions with clients? 

  

Eileen P. McGann 

 In communicating with clients, developing what I call a 

 “visual vocabulary” we enter into a mode of circular 

 relating that is based upon, subtle and overt non-verbal 

 communication. Working in the metaphor is critical in 

 this, as is understanding psychodynamics, trauma, body 

 expressions and visual processing. What this means is that 

 I use art making as a way of communicating in session: 

 drawing, painting sculpting side by side may occur, or 

 being the artist support to help them do their work. The 

 main idea here is to understand how the process and 

 image reflect the metaphor of experience and to respond 

 in a similar manner. If we are asking our clients to 

 communicate through art making, we need to be able to 

 respond and intervene in this manner and not rely too 

 much on our words. 

 

Lucia Šimončičová 

 How do you see the relationship between the art therapist 

 and the client? What role do you yourself take in session? 

 

Eileen P. McGann 

 Each relationship of course has its own unique quality and 

 defining characteristics and depending upon why 

 someone is in treatment will impact how the relationship 

 evolves. However, an overall way of looking at the 

 relationship to me is in the role of developing a 

 therapeutic alliance. I see my role as working to provide 
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 structure, safety and sanctuary where the young person 

 can begin to feel safe. Once someone feels safe, they can 

 begin to engage in treatment and trust. Without trust, 

 treatment does not occur.   

 My role may vary and range from active participant, silent 

 observer, teaching, modeling …. It all is in response to 

 intervening in a way that is most aligned with the client’s 

 needs and goals in therapy.  

 

Lucia Šimončičová 

 Do you favor, for example a directive or non-directive 

 approach? 

 

Eileen P. McGann 

 My approach is non-directive for art making, meaning I 

 do not assign a task or ask someone to create anything 

 specific. I work to help them find a voice in the art, tell 

 the story they come in with.  All the work is guided by 

 assessment, observation and Intervention. All actions in 

 session are therapeutic interventions and communication. 

 

Lucia Šimončičová 

 What is the usual structure of yours sessions, if you could 

 share that with us?   

 

Eileen P. McGann 

 I begin sessions with a range of materials to choose from; 

 typically basic drawing, paint and clay, to start. However, 

 I always support any choices of media or process if 

 available. I invite the client to use the materials to make 

 what they would like. From this I assess the way in which 
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 they work, the process, image, body mannerisms and any 

 dialogue.  These observations guide me in assessment of 

 the persons functioning and from this I provide support, 

 intervention as needed. I do not, would never, interpret 

 the work to the client, I allow them to tell the story. 

 Sessions are generally about 45 minutes long.  

 

Lucia Šimončičová 

 You are currently developing and leading the Art Therapy 

 program at Mercyfirst in New York, an agency devoted to 

 helping children and families who have experienced 

 trauma including refugees and immigrants.  Could you 

 please tell us more about it?  

 

Eileen P. McGann 

 MercyFirst is an agency that has for over 100 years 

 provided support to children and families in need. There 

 is an overall feeling of compassion and devotion in all the 

 programs of support in this agency. Programs include, 

 group homes, mother-baby residences, residential 

 treatment centers, clinics, foster care programs and after 

 school prevention and support. 

 The agency is trained and operates from a Sanctuary 

 perspective, meaning that the focus of the work comes 

 from being informed from a Trauma perspective. The 

 treatment is to provide safety, emotional stability in a 

 highly sensitive, psychologically informed manner that 

 involves much collaboration on the part of staff. 

 The staff is devoted and highly dedicated the mission of 

 the agency in their work to help children and families. 

 MercyFirst provides internship-training opportunities for 
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 Psychology Doctoral, Social Work and Art Therapy 

 students who then work directly with clients.   

 I feel very honored to be working at MercyFirst. In my 

 role, I am developing the Arts and Art Therapy programs 

 in the agency.  This involves a wide range of planning to 

 include the intensive, trauma informed individual, group 

 and family art therapy sessions. 

 Also included is a broader scope of the Arts. In this work, 

 community building by programs, yoga, outdoor art 

 works and murals to engage the youth and provide a sense 

 of artistic identity and competency. Additionally, in 

 conjunction with another staff member, we provide 

 workshops that address issues of compassion fatigue for 

 staff. In these workshops we combine an educational 

 approach about the impact of trauma and include an art 

 experiential as part of this training. The response has been 

 very positive. 

 The Arts at MercyFirst has grown in a short period of 

 time to have four art therapy interns and myself on 

 campus now. The response from the staff and residents 

 has been very positive, there are more requests for art 

 therapy and arts programing each week.  

 

Lucia Šimončičová 

 Let's come back to art: Are you doing art in your free 

 time?  

 

Eileen P. McGann 

 Yes, I maintain my work as an artist. At certain times of 

 the year, depending upon teaching and clinical practice, 

 the amount of time I have free does vary, however, it is an 
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 ongoing experience for me. When I am away from it for 

 any length of time, I miss making art. Creating is part of 

 what is central in me to be balanced and whole. Art 

 therapists believe so strongly in the need for and value of 

 personal expression, it does not make any sense to 

 abandon this in your life. 

 Most recently I have been working in mixed media, 

 reconstructing images. Attached are several examples of 

 the work I have done.  The first is a sample of plein aire 

 painting I often do, and the second is collaged mixed 

 media. 

 

Lucia Šimončičová 

 How do you achieve balance in the demanding work with 

 clients, how do you manage to juggle your time between 

 clinical work, personal life and art therapy lecturer? 

 

Eileen P. McGann 

 I am very fortunate in that at this point in my life, I love 

 all the work I am doing. I look forward to the clinical 

 setting, working with the young people in residence, their 

 families; collaborating with other staff and supervising 

 and teaching graduate students.  To keep a balance I do 

 make sure to also maintain the things outside of work that 

 keep me at peace. I spend time with my husband, 

 children, family and friends; painting in the art studio; 

 swimming; being outside; kayaking; reading, some 

 cooking and more… it is so important to have things that 

 are fun to do! You need to take good care of yourself and 

 enjoy your life.  
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Book Reviews 

 

Music therapy and parent-infant bonding, edited by Jane 

Edwards, Oxford, Oxford University Press, 2011, 212 pp., £31.99 

(paperback), ISBN 9780199580514 

 

This book is a welcome addition to the literature and is of 

relevance to those with an interest in music therapy, early 

development, and attachment theory. It is also a strategic book, 

something I believe is important in our profession, as it reminds 

us not only to document our observations and thoughts about our 

clinical work, but also to test these against existing and new ideas, 

in the form of research.  

 Within the thirteen chapters Jane Edwards has drawn 

together a number of practitioners working in the field. Australian 

colleagues make up the majority of the book, perhaps reflecting 

Edwards’ own roots, while also incorporating her knowledge of 

the profession in Ireland and the UK in the lesser numbers of 

authors from these parts of the world. I often feel disappointed 

when attending conferences or reading edited editions of new 

publications, that so many times there are ‘the usual suspects’ in 

terms of well-known music therapists represented. During my 

time as editor-in-chief of the British Journal of Music Therapy I 

make it a central aim to encourage new writers, and I am 

heartened to see this approach reflected in Music Therapy and 

Parent-Infant Bonding. It is also welcome to see that alongside 

these new writers, Edwards includes established international 

authors on the topic, such as Joanne Loewy and Helen Shoemark 

(their neonatal work), Amelia Oldfield (her developmental focus) 

and Alison Levinge (her integration of music therapy and analytic 
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theory and practice). Overall, this balance makes the book 

accessible to both practising therapists and those in training. 

 After a brief introduction, the main thrust of the book is 

led by Edwards’ overview of foundational aspects of theories of 

early development, a chapter that will enable the student reader in 

particular to orientate themselves with the different approaches of 

the authors to come. While not specifically stated, this raised the 

question for me about our stance as therapists in terms of child 

development, and our understanding of whether or not infants are 

object-related from the beginning, or become so with help from 

the adults around them, usually with the mother being the primary 

focus. What is not in question throughout the book is the 

relevance of musical phenomena in the early years and its role in 

the infant’s forming of attachment to others, as noted for example 

in the work of Stern and Trevarthen (authors referenced by 

Edwards, Drake, Oldfield, Burrell, Cunningham, Shoemark, 

Loewy). The music in music therapy is of special interest to me 

and I think its complexity and depth can be under-represented in 

the literature.  

 The book aims to offer a variety of integrated approaches 

stemming from these fundamentally significant early years, with 

the unique potential their musical aspects offer music therapy 

practitioners. Stern’s observation of our musical beginnings is 

explored in a number of ways that range from the conceptual right 

through to the detailed, many layered thinking of Levinge’s work. 

There are different views of the role of parents in music therapy, 

from Levinge’s insightful and moving work with depressed 

mothers and their infants, to Oldfield’s thoughtful consideration of 

what parents’ experiences of involvement in their child’s therapy 

may be, and Burrell’s openness to supporting families alongside 

bearing in mind the therapist’s role and responsiveness in such 
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work. This theme of the therapist supporting the family the child 

lives in as a system that affects the child is taken up by Kelly in a 

chapter that provides a structure for thinking about such work, in 

the context of larger systems such as school and areas of high 

unemployment. Ledger also provides her view of this area in work 

with parents and children between 3-6 years of age, including 

raising important questions about bringing a therapeutic approach 

into an environment that is not specifically designed for such. I 

am sure that the reader is well aware of the challenges of 

maintaining a therapeutic frame in a busy school or community 

centre, and of how easily mis-understandings can occur regarding 

the necessity for a regular space and time for sessions. Ledger 

advises team and co-working, as do all authors working in such 

settings. 

 Another strand of the book is of work with different 

populations, such as in marginalised communities (Cunningham), 

vulnerable families (Kelly), life-threatening illness (O’Callaghan 

and Jordan) and adoption (Drake). There is another strand that 

enables the reader to look at how early trauma can affect a family 

system or leave ripples throughout life, as in depression 

(Levinge), early abandonment (Drake), developmental delay 

(Oldfield), early hospitalisation (Shoemark, Loewy), and abuse 

(Day and Bruderer). This range of populations alongside distinct 

ways of working is of help to anyone new to the profession as 

they begin to develop their own specialities and interests through 

their experience of working life. 

 Other approaches include the use of song, either via the 

Sing and Grow approach, or in terms of individual work with 

mothers whose own early experiences has affected their capacity 

to be a caregiver (as in the chapter from Day and Adams). There 

is also some reference to research, either in introducing particular 
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ways of working, or as a central focus (the chapter about the Sing 

and Grow approach from Williams, Nicholson, Abad, Docherty 

and Berthelsen). Moving earlier into infant life, Shoemark and 

Loewy give the benefit of their rich experience of neonatal work 

in two chapter that I recommend for anyone unfamiliar with the 

significance of our musical beginnings. I found Shoemark’s 

sensitivity and clarity refreshing, while Loewy’s chapter in 

particular was both moving and full of the very real dilemmas that 

depth work brings, and of how important it is for the therapist 

concerned to maintain their own support network. The work will 

often take us to places that change us profoundly, something I 

think indicates that when the work goes well it is both those we 

work with and ourselves who are changed.  

 Book reviews not only outline the contents of a book, but 

also point out where there may be gaps, or suggest areas for future 

consideration. As an author myself, I find these comments helpful 

and they encourage me to continue to refine my own thinking in 

terms of future publications. In relation to this, I would have liked 

to have gone beneath the surface or into finer musical detail and 

thinking in a number of chapters. This is not just a personal 

preference, but for me, something unique about our work, and 

what sets us apart from other music specialists. In this area I 

would especially single out two chapters. Loewy’s descriptions of 

her work with Daniel and Tasha goes beyond the overall mood of 

the music, right into the minutiae of attunement that takes us 

inside the music. Levinge’s account of Daniel and his mother is a 

wonderful example of the integration of a clear working stance 

informed by psychoanalytic theory, and the musical identity and 

sensitivity of the therapist. Both these chapters will take the reader 

to the core of the work, and both chapters recognise with clarity 
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the real potential that music has in building relationships from 

moment to moment. 

 While I have acknowledged the importance of new 

authors, I did find at times that the mix between different ideas 

and stances was not always easy to move between with the 

authors’ varied amounts of experience. I have nothing against 

being challenged to work as a reader, but this was a feature that at 

times made the book less easy to read for me. It may be 

unavoidable, because I think this is also a feature of edited 

publications, that they always carry the dilemma of how to offer 

variety without too much jarring for the reader. What is good 

about this book is that it is always held together by its main 

theme, giving the reader something to return to in the midst of a 

wide range of experience and approach.  

 I have drawn attention to the work of Stern and 

Trevarthen as core texts throughout the book, and while there is 

reference to music therapists’ thinking about the area of early 

development, I was surprised not to see more mention of the work 

of Monika Nocker Ribaupierre, who is so well know for her 

comprehensive texts on music therapy and early life. There is one 

exception, a reference in Loewy’s chapter.  I would therefore 

commend to the reader Nocker Ribaupierre’s work as additional 

reading to the book. 

 Overall, I think this book potentially has different uses for 

different readers. For the experienced clinician working in the 

area of early development, and specifically with mothers/care 

givers and/or infants, Edwards’ publication offers documentation 

to support such work that may be of use for non-therapist 

colleagues and fundholders. Some chapters may be helpful for 

parents whose children are in therapy, while others may especially 

interest teachers or medical staff. The clinical material that 
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appears within the book may serve to stimulate therapists’ and 

students’ thinking about their own work. Personally I am also 

pleased to see represented therapists writing about what I have 

often termed ‘pioneer work’, something that takes place in many 

parts of Ireland, north and south. This is particularly helpful for 

those at the beginning of their careers, where the very practical 

issues of how to work within a setting and integrate what one is 

bringing to a team is a central focus. The job is even more 

challenging when we are tasked with being the first music 

therapist working in the setting, being held responsible for further 

funding, for one’s own identity and for the identity of the music 

therapy profession as a whole.  

 But perhaps above all, this is a useful book for those in 

training, offering a range of ways of thinking about the application 

of music therapy in different settings, from different stances. As 

such the book serves as an addition to the existing core texts on 

early development, with examples of taking and applying this 

knowledge into the different ways and settings that therapists may 

choose to work. I hope that the reader new to the profession or the 

student in training will feel excited about what may lie ahead as a 

result of this. The book will definitely enable further integration 

between developmental theory and the application of music 

therapy and is thus a valuable addition to the bookshelf because of 

this. Finally, I think the book will be of great interest to therapists 

practising in other arts modalities. It would be wonderful if it 

promoted further exchange amongst arts therapists about what is 

similar and different in our work. 

 The book left me thinking about beginnings that are 

common to all of us, whether clients, patients, parents, children, 

therapists, teachers or service managers. While we have these 

beginning in common, they are also unique experiences in each 
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individual’s case. In relation to this, how and in what ways does 

music have its role, in developmental terms and in terms of our 

own personalities and our identities as therapists. When we are 

truly engaged musically, we are in the process of creating and of 

beginning something new. How and in what ways we do this has a 

great bearing on who we are and who we were from infancy 

onwards. Therefore, there are no prescriptions or set ways about 

how to undertake work in the area of infants and care givers, but 

only encouragement to be aware of and make use of what we 

have. It is fitting to end with the words of an expert who has been 

referenced within this book, where Winnicott said, in words to a 

mother:  

 

 It might be thought that I have been trying to teach you now 

 how to hold a baby. This seems to me to be far from the truth. I   

 am trying to describe various aspects of the things you do 

 naturally, and in order that you may be able to get the feeling of   

 your natural capacity. (Winnicott 1998: 21) 

 

I think this holds a clue about how to read this book, as 

encouragement to us in our roles as music therapists, who may 

work in different - perhaps even unique - ways from each other, 

but who all hold a common trust in the immense delicacy and 

depth of the tools we work with: the music and ourselves. 

 

Julie Sutton 

Belfast January 2014 

juliepatricia.sutton@belfasttrust.hscni.net 
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end of life care. It is not a text laden with theoretical practice but 

rather very honest and deeply personal reflections on the work of 

a music therapist with individuals nearing end of life. It is both 

compelling and at times very moving, as Runningdeer describes 

through the use of various case examples moments of human 

relating and expression. Throughout the book, one is presented 

with opportunities to connect with the core question this text urges 

one to consider – how can the music therapist best work with 

clients approaching end of life?  

     In the opening page, Runningdeer introduces the reader to 

Mavis, an older adult in the final stage of life. Mavis was all too 

familiar with the concept of loss having lived through the 

untimely passing of six of her eight children. An important 

component in each music therapy session with Mavis was the 

incorporation of the song 'You are my Sunshine' (Davis, Mitchell, 

1939). Runningdeer notes how Mavis held very strong eye contact 

with her as they sang this song, assuming a child like facial 

expression when singing the line “you'll never know dear how 

much I love you, please don't take my sunshine away” (Davis, 

Mitchell, 1939). Although it may not be clear what Mavis was 

feeling during these moments, this song made it possible for her to 

experience these emotions in a deep and powerful way in the 

presence of another who was fully engaged in that moment with 

her. Runningdeer refers to this as Mavis' “death song” due to the 

manner in which it “repeatedly delivered her to a deep, inner place 

of remembering and love and loss” (p. 22).  Here, in the opening 

page and a half, we are introduced in a most captivating and 

intimate way to the relationship between music and dying.  

     The concept of the death song is central in this book and 

Runningdeer tracks its history back to Native American culture 

when such songs were used to quiet the fear of death and as a 
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prayer for the soul of the dying person. Death songs have 

appeared in other cultures too, including Buddhism and western 

Christian culture, and examples are provided in each. However, 

what interests me most is how relevant the death song is in our 

modern world, as in the case of Mavis and so many other 

examples presented in this book. As individuals approach the end 

of their life, many do so concerned with the need to appear okay 

for family and loved ones. Yet, a wide range of emotions may be 

suppressed within that individual. Music helps us to access these 

feelings and in doing so unlocks our inner song at a time when 

words may be lost or seem unable to aptly express our thoughts 

and emotions. The death song not only honours a person’s life but 

creates a vessel where one can unload and share their deepest 

emotions. In this way, it offers peace to the dying person and 

allows them to live out their remaining life in a way that is 

meaningful to them. As a music therapist with some experience in 

palliative care, this is the hope I hold for my clients. 

     Central to the work of any therapist is the therapeutic 

relationship. Runningdeer begins her discussion on the topic by 

introducing us to a music therapy student she was supervising. 

Having observed her first session, she posed a question: “how do 

you do it? How do you just walk in, so calm and assured, 

unafraid?” (p. 35). This question of “how to be” with another in a 

therapeutic relationship is possibly one of the most important 

things we as creative arts therapists learn and the inclusion of this 

piece in the book serves to draw us closer to the practice we 

engage in. Here the concept of “human love”, also referred to as 

“inner disarmament”, appears as Runningdeer describes the 

process of freeing the mind of fears and expectations and entering 

the therapeutic relationship with a sense of calm, an open heart 

and a willingness to enter into the world of the client (p. 36).  



 

145 
 

     An important chapter in this book addresses the issue of 

working through difficult emotions in the therapeutic relationship 

and provides several case examples which demonstrate how anger 

can be used as an alternative for deeper, more complex emotions. 

One of the most compelling cases of this kind is that of Agnus, an 

older adult who lost her husband very early in life and had no 

family to speak of.  Agnus was reputed by staff as being “an 

aggressive bully” and Runningdeer utilised a very direct approach 

with this client, simply stating “Agnus I’ve been told you are a 

very angry person” (p. 81). Although I was somewhat perplexed 

by this statement, it prompted a conversation which later resulted 

in Agnus leaving her room and attending a music therapy session 

in the communal area. Staff helped Agnus choose a special outfit 

for the session. In a way, this signifies a wonderful coming 

together of staff and service user as Agnus actively stepped back 

into the community of the residential unit through her 

involvement in music therapy. A therapeutic relationship 

blossomed and in turn Agnus’ attitude towards the team 

improved. 

      Music therapy offered Agnus the opportunity to reconnect 

with others and Runningdeer suggests this may have been an 

important part of her dying process. The concept of actively 

participating in the process of dying is discussed extensively in 

this book with one of the core needs being to complete a life 

review. Other individuals need to actively engage in normal, daily 

activities until they pass away, whilst others again simply need the 

time to do nothing. Whatever the needs of the person in the final 

stages of life, the music therapist can use music and their 

relationship to promote a sense of togetherness so that the client 

knows they do not have to leave this world alone.  
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     One of the final chapters in this book discusses the importance 

of self care in the music therapy profession. Here Runningdeer 

writes about the needs of the therapist and the importance of 

leaving time in your life to engage in activities other than work 

which bring you joy. This chapter is filled with practical advice on 

maintaining good health and serves as a reminder to therapists to 

engage in healthy self care practice.  

    This is a powerful, captivating book which draws you in and 

urges you to think deeply about your own music therapy practice. 

Runningdeer's ability to express so honestly her experiences lead 

to a deep understanding of the text which urge the reader to reflect 

on the privileged position of working with individuals in the final 

stage of life.  

 

Alison Sweeney 

Music Therapist 

alisonsweeneymt@gmail.com 
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Soul and spirit in dance movement psychotherapy: A 

transpersonal approach, by Jill Hayes, London and 

Philadelphia, Jessica Kingsley Publishers, 2013, 240 pp., £22.99 

(paperback), ISBN 9781849053082 

 

I must begin this review with a reservation: I do use movement 

and dance as therapeutic tools in my Dramatherapy practice, but 

as I am not a Dance Movement Psychotherapist many terms in 

this book were previously unknown to me. This reservation is 

necessary because Soul and Spirit in Dance Movement 

Psychotherapy. A Transpersonal Approach is multidimensional in 

terms of theory and thus a demanding read. Jill Hayes explains her 

method as clearly and as much detail as possible. Her approach is, 

however, complex and “woven from many ideas, from Jungian 

and post-Jungian theory and practice, from animate ecological 

phenomenology, and from embodied mindfulness and other 

contemporary spiritual somatic practices” (p. 191) and this 

demands a lot of knowledge. 

 The book begins with a detailed summary of the 

Transpersonal approach in Dance Movement Psychotherapy. 

Hayes introduces many fundamental terms, such as: “soul spirit”, 

“centre”, “flow”, “depth”, “transition” and “journey”. Because the 

author consistently uses this specific terminology, the second half 

of the text could be unintelligible for readers not in possession of 

a deep understanding of these concepts. The terms “bodysoul” and 

“bodymind” are particularly interesting. Hayne disagrees with the 

common division of the body and soul or body and mind and she 

perceives them as an indivisible whole. The loss of connection 

with the wholeness causes many disorders in mental and physical 

health. Hayes also reminds us about the important role of soul in 
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the human life and its influence on human health, which is often 

ignored in medicine, even by mental health specialists.  

 It is practically impossible to describe the scope of 

subjects covered by the book in such a short review, because it is 

extensively insightful. Hayes presents the theoretical grounds of 

her method, as well as an in-depth description of the practical 

application of the Transpersonal method. Hayes underlines that it 

is very important to connect theory and practise in Dance 

Movement Psychotherapy, and she does just that in this book. As 

Hayes states: 

 

 Researching, re-perceiving and re-conceiving Dance Movement 

 Psychotherapy from a transpersonal perspective is essential for 

 a vision of healthcare which integrates the known with the 

 unknown factors in wellness. There is much we do not see in 

 medical science, much that we do not understand.  (p. 191) 

 

In my opinion, this is both a strength and a weakness of this study. 

Hayes mixes very poetic language with scientific terms, which 

makes her disquisition obscure. As a matter of fact, this fault was 

predicted by Hayes. She writes:  

  

 Both practice and researches, in the field of mental health, are 

 required to produce visible or quantifiable evidence as proof of 

 the inner health of the person. The problem with this is that 

 much healing is invisible and unquantifiable. It simply cannot 

 be rendered in abstract language and certainly not encompassed 

 by tick box terms. But it can be articulated through poetic 

 language, which has not lost the soulful, somatic imaginative 

 involvement with the invisible, emergent, energetic and psychic 

 processes of healing. (p. 196) 

 

The only problem that I see with this book is that it tries to 

connect research with poetry and sometimes falls into ambiguity. 
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This is particularly noticeable in descriptions of case studies. They 

contain some reflections about the therapeutic process, but they 

also include many stories, poems, pictures and photos. However, 

this allows the readers a deep understanding of this method and 

the changes that occurred, and above all it shows the 

Transpersonal Approach in action. Thanks to the constant 

reference to the introduced terms and terminology, we can see a 

close relationship between theory and practice in Dance 

Movement Psychotherapy. These descriptions demand, however, 

not only a lot of attention and commitment, but also incredible 

imagination. They are sometimes tiresome, over-poetic and 

devoid of clarity.  

 However, this reproach is not intended to discredit the 

book nor its author. Hayes describes the theory of her approach in 

a comprehensive way and presents the possibilities of applying it 

in a psychotherapeutic practise. The book is in itself an illustration 

of oppositions that Hayes mentions, of the conflict between 

quantifiable evidence and the unquantifiable process of healing. 

On one hand, the author tries to be clear and precise and on the 

other, we can see how difficult it is for Hayes to share her 

experience using the academic discourse only, without losing the 

poetic sense. Hayes deserves all the more respect for this. This 

book might be interesting for a Dance Movement Psychotherapist 

and for any Creative Arts Therapists, as it not only provides an 

explanation of an inspiring approach but it is also an attempt to 

describe the indescribable. Jill Hayes’ Soul and Spirit in Dance 

Movement Psychotherapy. A Transpersonal Approach is a 

demanding read but worth the commitment. I recommend this 

book for those therapists who wish to learn more about the 

Transpersonal approach in Dance Movement Psychotherapy, but 

also for those who would like to ask themselves new questions, go 
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deeper in their reflection and demand new challenges from their 

therapeutic practise. 

 

Monika Rejtner 

Dramatherapist 

mrejtner@gmail.com 

 

Monika Rejtner is a Dramatherapist and member of IACAT. She holds 

an MA in Theatre Studies from National Academy of Dramatic Art, 
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Dramatherapy and destructiveness: Creating the evidence 

base, playing with Thanatos, edited by Ditty Dokter, Pete 

Holloway and Henri Seebohm, London and New York, 

Routledge, 2011, 232 pp., £27.99 (paperback), ISBN 978-

0415558518 

 

Dramatherapy and Destructiveness brings together ten 

dramatherapists working in Britain to explore the idea of 

“destructiveness” as it is applied to working with people who 

“offend” - either against others or against themselves. Many of the 

contributors work in forensic settings. For example, Maggie 

McAlister describes her work with clients involved in serious 

psychotic violence, sometimes with fatal consequences, in a 

medium-secure psychiatric unit in the NHS. Others work in a 

range of socio-political and health care contexts from addiction to 

intellectual disability. Several of the contributors work with 

clients who present serious challenges to service providers and in 

situations where dramatherapy can be a last resort: “my work in 
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the community tends to be with individuals who have exhausted 

community mental health team resources and/or optimism by 

virtue of their chronic self-harm and/or numerous suicide 

attempts” (Holloway, p. 172). Despite the challenges, the common 

thread that binds the “story” of each dramatherapist is their desire 

to facilitate clients in working creatively and constructively with 

destructive manifestations of energy. Significantly, this desire 

links each practitioner/researcher directly to the paradox at the 

heart of this text: 

 

 whilst this volume has attempted to deconstruct destructiveness 

 as an unambiguously negative phenomenon, when we attempt 

 to link its manifestation to diagnostic categories it inevitably 

 falls back into a negatively-construed ‘problem’ located within 

 the psycho-pathology of the individual, rather than the far more 

 complex, relational and systemic phenomenon we have 

 attempted to illuminate. (Dokter et al, p. 182). 

 

This paradox is explored and held in consciousness throughout the 

text as the editors and contributors consistently and relentlessly 

problematize the notion of destructiveness and all attempts to 

work with it. 

 By way of introduction, the editors of Dramatherapy and 

Destructiveness declare their general aim as “a modest attempt to 

explore the phenomenon of destructiveness as it arises and is 

worked with in the dramatherapeutic encounter” (3). Emanating 

from this is their aim “of producing a body of practice-based 

evidence” (p. 4) documenting the experience of dramatherapists 

working with the phenomenon of destructiveness. Further, there is 

an explicit desire to address gaps in the existing literature by 

including previously undocumented evidence, e.g. Jackson’s focus 

on self-harm in clients with learning disabilities. Contributing to 
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the evidence base is, in itself, problematic as the editors recognise 

that the “clinical vignettes and practice-based discussions … 

remain(s) a long way from the objective, quantitative evidence of 

effectiveness or efficacy that is currently the vogue” (p. 181).  

Undaunted by this, the editors, Dokter in particular, interrogate 

the dominant discourses regarding what constitutes “evidence”. 

This is not surprising in a text that undertakes a multi-layered 

interrogation of the phenomenon of destructiveness with 

considerable success.    

 Other specific aims emerge as the text progresses and 

individual contributors address pertinent issues. For example, 

Zografou clearly states: “I hope this chapter will provide support, 

encouragement and creative ideas to dramatherapists facing 

similar problems” (p. 110). Meanwhile, in evaluating the 

evidence, the editors delineate three aims that are less explicitly 

stated at the outset, namely, an exploration of dilemmas of human 

existence experienced by clients in relation to destructiveness; 

dramatherapy’s potential to encourage ‘acting out’ of dangerous 

material vis-à-vis its potential to transform destructive energy; and 

how destructiveness manifests and relates to clinical diagnoses. 

These considerations are implicitly woven through each chapter to 

greater or lesser extents depending on the focus of individual 

authors. The first and third aims are certainly achieved; however, 

a more explicit and rigorous examination of the material with 

regard to the second aim would strengthen the research. 

 Structurally, Dramatherapy and Destructiveness is 

divided into three sections. Part I, “Destructiveness and 

Dramatherapy” comprises three chapters that stimulate the reader 

in critically considering “destructiveness” through numerous 

frames. In chapter 1, the editors explore our understanding of 

“destructiveness” through several lenses ranging from a socially 
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constructed linguistic signifier through psychoanalytic 

understandings, attachment theory, Jungian analytical psychology, 

and group analysis. It presents an argument for viewing 

“destructiveness” as “primarily a propensity within the psyche and 

within relationships” (Holloway et al, p. 10). This propensity 

sometimes results in violent acts of aggression against the self or 

others but is equally capable of forcing an individual to 

completely withdraw from the external world for fear of releasing 

this toxic force. The aim of dramatherapy is seen to be to facilitate 

clients to reflect on the destructive act within the containment of 

the creative process.   

 A review of literature in Chapter 2 explains 

destructiveness “as purely negative, allied with individual and 

group violence, distress and illness” (Jones, p. 26) necessitating 

interventions to “combat or eliminate” it (Jones, p. 26). In contrast 

to this, Jones posits that destructiveness is not always negative and 

creativity is not always positive. With this in mind, an analysis of 

the dominant discourses within dramatherapy examines how 

dramatherapists contend with destructiveness and creativity, 

revealing that “Creativity is not seen as the opposite of 

‘destructiveness’, but can be identified as a way of encountering, 

reframing and enabling dialogue between areas that are often 

positioned as opposites” (Jones, p. 37).   

 Chapter 3 “introduces the debates around evidence-based 

practice and practice-based evidence” (Dokter, p. 38). The 

relevance of research from other countries to the UK context is 

considered, and the chapter concludes: “a narrow definition of 

evidence, which privileges particular types of evidence, does not 

enable practitioners to use available research with their clients” 

(Dokter, p. 49). In contrast, it argues, “A wider engagement with 

practice-based evidence proves an excellent opportunity for 
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dramatherapy practitioners to evaluate evidence as to its 

suitability for their client work” (Dokter, p. 49). 

 Part II, “Clinical Practice”, offers practice-based evidence 

from nine dramatherapists working with diverse client groups, 

united through their common experience of destructiveness. There 

is much to be gleaned from the work of these therapists and it is 

important to note that it is impossible to do justice to their 

contributions within the confines of this review.  Ramsden draws 

attention to “the fickle nature” (p. 58) of the children’s play as 

they switch from playing bank robbers to playing softball, 

suggesting that enactment can reduce and even transform 

destructive energy. Meanwhile, Zeal presents evidence that 

dramatherapy offers schools “a designated chaos and destruction 

zone, which acknowledges rather than simply tries to control the 

behaviour of excluded adolescents” (p. 77). Dokter highlights the 

potential for self-destruction and destructive acting out in the 

therapist as well as the client, cautioning that therapist 

hopelessness is detrimental. She also pinpoints peer work as 

significant, a point that is picked up in the book’s conclusion, 

where more research into the possibility of developing a fourth 

dimension to the traditional triadic relationship in creative arts 

therapies is suggested: “therapist, client, medium + collective 

sense/solidarity of the group (and anti-group) – that socialises” 

(Dokter et al, p. 191). Jackson’s research addresses a gap in the 

literature regarding people with intellectual disability and self-

harm, and she presents evidence of self-harm among this client 

group as communication rather than behaving badly or attention 

seeking. Zografou highlights the challenges to dramatherapists 

working with addiction and the need to bracket out assumptions 

and make an ally of resistance. Seebohm’s essay focuses 

compellingly on the theme of surviving the transference in 
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working with destructiveness (a theme that has run through the 

two previous chapters) as well as the challenge of creating, and 

then sustaining, the dramatic space in the face of destructiveness 

and “captivity”.   

 Sustaining the dramatic space is again a theme in Thorn’s 

research as her client “slowly ‘killed off’ the ‘drama’ with her 

unconscious attacks of sleep, a defence mechanism to fend off 

new experiences” (p. 143). McAlister finds that the gradual use of 

symbol in dramatherapy is a useful intervention with violent 

offenders with psychotic illness, facilitating their transition from 

the concrete to the symbolic and from disassociation to owning 

disturbing aspects of themselves. Finally, Holloway presents 

findings from his work with survivors of suicide.  He stresses the 

importance of client feedback as, through collaboration, the 

structures of his work developed to facilitate clients in re-

connecting with the body they had previously tried to kill off. 

Like previous practitioners, he draws attention to the difficulty of 

evaluating the effectiveness of his intervention as it coincided 

with an intensive programme of interventions. 

 Part III, “Towards An Evaluation Of The Evidence Base 

So Far”, comprises a single chapter “Playing with Thanatos:  

Bringing Creativity to Destructiveness”. This chapter offers a 

summary of the main arguments and conclusions drawn from the 

evidence presented by clinical practitioners. It identifies emerging 

clinical themes and highlights areas for further consideration and 

research, concluding with a hope that it has provided stimulation 

for further contributions to the evidence base to “play with 

Thanatos” (Dokter et al, p. 193). 

 Dramatherapy and Destructiveness is an important book 

and an essential addition to every dramatherapist’s library. All 

dramatherapists are familiar with the theme of “destructiveness” 
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though it may not always be so-named: Dramatherapy and 

Destructiveness names it, (re)defines it and explores it – all 

essential components to addressing and surviving it. In its 

consistent multi-dimensional critical engagement with the concept 

of destructiveness it enables dramatherapists to have a better 

understanding of what destructiveness means in practice and 

theory. In exploring destructiveness as a communication it 

supports dramatherapists in finding the means to facilitate clients 

in symbolically expressing that communication. In its focus on 

engaging with destructiveness rather than remedying it, it supports 

dramatherapists in being with clients, in their hardships and pain, 

withstanding external (and internal) pressures to ‘fix’ people.  

 Paradoxically, in terms of practice-based evidence, this is 

an explicitly UK-centric book. As such, a glossary of terms (e.g. 

NICE) would be a useful addition rather than having to trudge 

back and forth to remind oneself of the words behind the 

acronym. Meanwhile, as the volume concludes it states that: 

 

 findings on the centrality of the dramatic process would seem to 

 support our initial hypothesis that ‘enactment’ of 

 destructiveness moves clients beyond an ‘acting out’ state of 

 evacuation and intolerability, and provides the space for gradual 

 reflection upon and re-incorporation of such destructive 

 potential. (Dokter et al, p. 185) 

 

More explicit exploration of this idea would strengthen the 

research and offer more clarity to the reader. However, this is a 

minor objection in the context of what is otherwise an excellently 

structured and highly accomplished book that, overall, delivers 

what it sets out to do and contributes substantially to practice-

based research in the field of dramatherapy.   
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Una Egan 

Dramatherapist 
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dramatherapist with adult groups in a variety of community education 
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A Life of One’s Own, by Marian Milner, 2011, London, 

Routledge, 180pp., £15.99 (paperback) ISBN 9780415550659 

 

Marion Milner was a distinguished psychoanalyst whose fresh and 

unique perspective has had a particular relevance and reputation 

within the Arts therapies for many decades, a reputation built 

primarily on her important book On Not Being Able To Paint 

(2011). Routledge have begun reissuing all of her books in the last 

few years and have recently published a biography by Milner 

scholar Emma Letley (2013). 

 A Life of One’s Own is a book that I think will be of 

enormous use to practitioners who need to find and refind 

resources for understanding their own inner worlds and those of 

clients. Milner wrote about mindfulness well before it was a 

current and fashionable term, and constructed a method for herself 

and for her readers of engagement with the complexity of their 

own minds in such a way that is liberating, and that can lead to 

creative and generative principles for living and relating. 

 The book was originally written in 1927 as a record of “a 

seven years’ study of living” (p. xxxiii), during which she set 

about inquiring into the workings of her own psyche as she went 
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about her daily life. As a result of a vague impulse to write freely, 

she set herself the simple task of using journal writing to record 

and observe the endless chattering complexity of her own mind, 

trying to discern what kinds of experiences and attitudes led to 

happiness and those that led her away from a positive and 

generative relationship with her own inner life. 

 Milner explicitly acknowledges what therapists know – 

that there is a gulf between the version of knowledge we have 

inherited from schooling (Milner was at the time an 

educationalist), and an alternative version of knowledge as 

emerging from lived experience. As she says, one can “handle 

ideas with apparent competence and yet be utterly at sea in trying 

to live one’s knowledge” (p. xxxiv). It was this very “gap between 

knowing and living that determined the first steps in the 

developing of my method” (p. xxxv). The book offers a highly 

engaging account of what she discovered on this journey and 

explicitly serves as a model for how readers might embark on 

such a journey of their own. 

 Writing about her own methods of perception then alerted 

her to two modes of thought – one characterised as narrow and 

associated with cerebral thought, the other more rooted in wider 

awareness of the world as perceived through the body.  Narrow 

awareness is goal driven, automatic and is focused on meeting 

immediate needs. It is, as she says, akin to “a questing beast 

keeping its nose close down to the trail” (p. 78). In contrast, wide 

attention involves descending from the head as a limited gateway 

of perception into a fuller participation in the world through and 

with body and emotions. “To attend to something and yet not 

want nothing from it”, she says, “these seemed to be the essentials 

of the second way of perceiving” (p. 79) and this was an entry 
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point to an attitude of playful vigilance that opened up creative 

possibilities in her daily life. 

 But her journey was no easy one. She became aware 

throughout the process that her mind “was something quite 

unknown to me” (p. 34). Indeed perhaps one of the most 

interesting parts of the book is the insight she offers into the 

pettiness and drabness of her own mind – she was “constantly 

catching butterflies of resentment” (p. 84),  trying to understand 

interpersonal conflict and weaving reveries that were painfully 

removed from grounded reality. We will each be able, I think, to 

recognise in ourselves with some relief what she describes as the 

vicious circle of “deficiency, of weakness and inferiority” (p. 72) 

that coloured her experience of the world. The remedy Milner 

discovered, however, did not involve overcoming this tendency, 

talking back to it or reframing it. It didn’t even involve a therapist 

for support, catharsis or clarification. Rather it involved tolerating 

it, not by way of suffering impotently, but by way of refusing no 

thought, resisting no thought or feeling, but using writing to allow 

them all, sift through them for their origin in what she sees as the 

irrationalities of  “childish preoccupations” (p. 148). 

 Milner recognised “the necessity of continually admitting 

… in words those thoughts I was ashamed of” (p. 106). Catching 

these thoughts she likened to chasing butterflies, not to eradicate 

them, but to sift and sort through them, appreciating their origins 

in her early wordless experience. Part of the guarantee of writing 

was to allow them to be thought and understood as well as felt and 

experienced, and this offered relief and understanding. 

 Her central point is the value of immersion in that which 

is difficult and troubling, a refusal to turn away from vulnerability 

and a willingness to see it as meaningful and to integrate it into 

fuller awareness. She articulates, with writerly brilliance, the art 
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of sitting with the mess of the self without needing to control it or 

tidy it up prematurely. Journal writing is a method by means of 

which we can hold our controlling selves in check, allowing the 

imagination and the body to have and to express its own wisdom. 

 In her own case, she learns that her automatic way of 

being in the world was based on a sense of deficiency that 

required of her constant unceasing effort and achievement. The 

book offers a rich and resonant account of her confrontation with 

her inner taskmaster, which required of her, unconsciously of 

course, more and more effort, harder and harder work, for no real 

and truly satisfying gain. She comes to see that her thoughts are 

not for bullying or marshalling at all, and never to be pushed. 

Rather they are to be allowed, observed and understood, and in 

this way, their magic emerged. From her experiment, she begins 

to relate to her mind less as a cart-horse and more as a Pegasus, 

capable of magic, excitement and lightness. 

 She concludes this valuable book by telling us: 

 

Without understanding I was at the mercy of blind habit; with 

understanding, I could develop my own rules for living and find 

out which of the conflicting exhortations of a changing 

civilisation was appropriate to my needs. And, by finding that 

in order to be more and more aware I had to be more and more 

still, I had not only come to see through my own eyes instead of 

at second hand, but I had finally come to discover what was the 

way of escape from the imprisoning island of my own self-

consciousness. (p. 164) 

 

Milner wrote this book well ahead of her training as an analyst. 

Two other books, An Experiment in Leisure (2011) and Eternity’s 

Sunrise: a Way of Keeping a Diary (2013) also deal directly with 

journal writing as a method of learning from experience. 

However, though not all commentators will agree, I see A Life of 
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One’s Own as her best book, untrammelled as it is with 

psychoanalytic opacity. She sought to write with urgency and 

directness and she does so with a measure of brilliance. The 

bottom line? Buy it, read it, try it out. 

 

David McCormack 

NUI Maynooth 

david.mccormack@nuim.ie 
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