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ABSTRACT 

Becnel, Mary Katelyn  R., Perceptions of music therapy contraindications with patients 
diagnosed with schizophrenia and reported treatment practices based on level of insight. 
Master of Music (Master of Music), December, 2018, Sam Houston State University, 
Huntsville, Texas. 
 

This study surveyed board-certified music therapists (MT-BC’s) who worked 

with patients diagnosed with schizophrenia within the past twelve months to determine 

how and when music therapy contraindications were identified as well as how treatment 

decisions vary based on level of insight that the patient possesses. A survey was created 

using Qualtrics survey software and dispersed to an email list obtained through the 

Certification Board for Music Therapists to MT-BC’s that identified themselves as 

working in mental health. The survey was sent to a total of 762 MT-BC’s, of which 52 

completed the survey in its entirety and that data was compiled for results. Results 

showed that music therapists reported that contraindications are more likely to be 

identified during the assessment process than during the treatment process. Additionally, 

the MT-BC’s surveyed indicated that they performed the initial assessment only about 

43.62% percent of the time, meaning that contraindications that occur during the 

treatment process may have been avoided if a music therapist personally performed the 

initial assessment. Additionally, treatment trends based on the level of insight a patient 

possesses were noted such as an increase in the amount of structure used for patients with 

lower level of insight and an increase in amount of structure used for patients with a 

higher level of insight.  

KEY WORDS: Music therapy, Contraindications, Schizophrenia, Harm, Mental health, 

Board-certified, Survey 



iv 

TABLE OF CONTENTS 

Page 

ABSTRACT ....................................................................................................................... iii 

TABLE OF CONTENTS ................................................................................................... iv 

LIST OF FIGURES ........................................................................................................... vi 

CHAPTER 

I INTRODUCTION TO THE PROBLEM ............................................................... 1 

Statement of the Problem ........................................................................................ 3 

Need for the Study .................................................................................................. 4 

Purpose of the Study ............................................................................................... 6 

II LITERATURE REVIEW ....................................................................................... 7 

Benefits of Music Therapy with Persons with Schizophrenia ................................ 7 

Music Therapy Contraindications ........................................................................... 9 

Levels of Insight ................................................................................................... 11 

Summary of the Literature Review ....................................................................... 13 

Research Questions ............................................................................................... 14 

III METHOD ............................................................................................................. 15 

Research Design .................................................................................................... 15 

Instrumentation ..................................................................................................... 16 

Procedural Details ................................................................................................. 16 

IV RESULTS ............................................................................................................. 18 

Demographic Data ................................................................................................ 18 

Professional Characteristics .................................................................................. 20 



v 

Personal Perceptions ............................................................................................. 30 

V DISCUSSION ....................................................................................................... 32 

Summary ............................................................................................................... 32 

Study Limitations .................................................................................................. 38 

Recommendations for Further Research ............................................................... 40 

REFERENCES ................................................................................................................. 41 

APPENDIX ....................................................................................................................... 45 

VITA ................................................................................................................................. 61 



 

LIST OF FIGURES 

Figure Page 

1 Amount of authority to determine music therapy should be ceased. .................... 22 

2 Frequency that music therapy is determined to be contraindicated during 

assessment and treatment process. ........................................................................ 23 

3 Reasons for determining music therapy to be contraindicated during 

assessment and treatment process. ........................................................................ 24 

4 Reported average likelihood to use each method varying by level of insight 

and including standard deviation. ......................................................................... 26 

5 Modes most likely to use based on level of insight with standard deviation. ....... 27 

6 Average amount of structure used for low and high levels of insight with 

standard deviation. ................................................................................................ 28 

7 Amount of structure for each mode based on insight level with standard 

deviation. ............................................................................................................... 29 

8 Goal areas based on level of insight. .................................................................... 30 



1 

 

 

CHAPTER I 

Introduction to the Problem 

With the increased focus on mental health care in society as well as in politics and 

the media, the number of music therapists working in mental health is growing. 

According to the American Music Therapy Association’s (AMTA) yearly Workforce 

Development Survey, the percentage of music therapists working in the mental health 

setting has grown by 5% from 2012 to 2017 (AMTA, 2012, 2017, p. 15). This growth in 

percentage, coupled with the growth in number of music therapists from 2012 to 2017, 

implies that the number of music therapists working in mental health is increasing. Thus, 

the likelihood of music therapists working with people diagnosed with schizophrenia has 

also increased. 

In the Diagnostic and Statistical Manual of Mental Disorders (DSM-5), 

schizophrenia’s prominent diagnostic features include delusions, hallucinations, and 

disorganized speech (American Psychiatric Association [APA], 2013). Additional 

features may include disorganized or catatonic behaviors and the presence of negative 

symptoms such as anhedonia and flattened affect (APA, 2013, chapter entitled 

schizophrenia spectrum and other psychotic disorders). Worldwide, this disease is 

reported among 0.3-0.7% of people and typically has a lifelong prognosis with persistent 

symptoms that prevent those affected from maintaining gainful employment and personal 

relationships outside of immediate family. With this, about 20% will attempt suicide at 

some point and about 5-6% of those diagnosed with schizophrenia will die by suicide 

(APA, 2013).  
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The primary initial form of treatment for those diagnosed with schizophrenia is 

pharmacological. Antipsychotic medications are typically prescribed to address positive 

and negative symptoms, but these medications varying in their effectiveness and usually 

have serious side effects, such as sedation, hypotension, pseudoparkinsonism, akathasia, 

tardive dyskinesia, or cardiac arrhythmias (Muench, 2010). Despite the use of 

antipsychotic medications, some individuals diagnosed with schizophrenia may find no 

relief from their positive and negative symptoms or will experience partial relief of 

symptoms but still experience hallucinations (Miyamoto, Miyake, Jarskog, Fleischhacker, 

& Lieberman, 2012). Additionally, persistent auditory hallucinations have been shown to 

contribute to increased anxiety, depression and suicidality (Kjelby et al., 2015), which 

may lead individuals with schizophrenia to be dually-diagnosed with a mood disorder. 

Medication-resistant symptoms as well as enduring prognosis length create a need 

for alternative and supplemental treatment methods to address this population’s needs. 

Research findings indicate that music therapy treatment is effective in decreasing 

negative, positive, and mood symptoms associated with schizophrenia (Peng, Koo, Kuo, 

2010). Moreover, research findings also illustrate that music therapy may decrease the 

duration and volume of auditory hallucinations (Silverman & Marcionetti, 2005) and can 

also decrease depression (Lu et al, 2013). Thus, music therapy may be an effective 

alternative treatment modality to supplement and support traditional treatment methods 

typically used to relieve pervasive symptoms of schizophrenia. 
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Statement of the Problem 

Although research is published on the beneficial effects that music therapy 

treatment can have on alleviating positive and negative symptoms of schizophrenia, there 

is a paucity of research on how to identify if music therapy is a contraindicated treatment 

modality for a member of this population. Additionally, little research exists to explore 

and identify any trends or commonalities in treatment that may lead to contraindication. 

Potential for harm in regard to music therapy is often overlooked and this treatment is 

often viewed as innocuous since it is related to the humanities. Several different medical 

resource websites make statements regarding music therapy being safe and only provide 

the qualification that it should be considered an addition to traditional treatment and not a 

replacement (Husney, 2017). However, the same audio-visual component of music 

therapy that creates the potential to help those diagnosed with schizophrenia also presents 

the potential for harm (Isenburg, 2012).  

The possibility of doing harm and providing treatment despite contraindication 

within music therapy practice is not a new consideration to the field of music therapy. 

The concept is mentioned in nearly every professional document that outlines 

professional scope and expectations for board certified music therapists, both from 

AMTA and the Certification Board for Music Therapists (CBMT). The AMTA code of 

ethics states:  

In those emerging areas of practice for which generally recognized standards are 

not yet defined, the (music therapist) will nevertheless utilize cautious judgment 

and will take reasonable steps to ensure the competence of his/her work, as well 
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as to protect clients, students, and research subjects from harm. (2015, Section 

3.11) 

Additionally, the AMTA professional competencies mention that the professional 

music therapist should “recognize, interpret, and respond appropriately to significant 

events in music therapy sessions as they occur” (AMTA, 2013, section 13.1). The AMTA 

advanced competencies state that music therapists should “understand the 

contraindications of music therapy for client populations served” (2015, section 4.3). 

Music therapists’ ability to recognize the potential for harm and to avoid doing 

harm through treatment is a large part of the argument that states have for moving 

towards gaining state recognition and licensure, to avoid untrained musicians from 

performing the duties of a music therapist and doing harm to patients. The AMTA scope 

of practice states “individuals attempting to provide music therapy treatment 

interventions without formalized music therapy training and credentials may pose risks to 

clients” (AMTA, 2015, paragraph ten). According to CBMT, state recognition “protects 

clients or patients from potential harm or misrepresentation from individuals that are not 

board certified music therapists and are not practicing under the CBMT Scope of 

Practice” (2011, paragraph four). The CBMT Board Certification Domains state that 

board certified music therapists should “recognize the potential harm of music 

experiences and use them with care” (CBMT, 2015, section II.B.2). 

Need for the Study 

Despite the clear expectation that board certified music therapists should be 

trained and competent in their abilities to recognize, prevent, and handle possible 

contraindications in treatment, there is a paucity of research on the topic of 
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contraindications of music therapy with schizophrenia. Different research articles 

mention the possibility of contraindications with psychotic populations, but there are no 

mentions of how to identify when music therapy treatment poses harm to clients with 

schizophrenia.  

Research is necessary to determine best practices in music therapy with clients 

diagnosed with schizophrenia, particularly in terms of avoiding harm. Protocol and 

guidelines are in place for other areas of the music therapy field that work with clients 

that are especially physically vulnerable, such as additional Neonatal Intensive Care Unit 

(NICU) and Neurologic Music Therapy (NMT) certifications. However, the mental 

vulnerability of those diagnosed with schizophrenia and possible contraindications with 

the population and their correlation with insight level of the client, level of training of 

music therapist, modality of treatment, and philosophical orientations have not been 

explored through published research.  

Theoretical implications. This research hopes to gain insight into professional’s 

perception of contraindications within the population of schizophrenia. Specifically, this 

research hopes to identify how frequently music therapists are determining music therapy 

to be contraindicated for patients diagnosed with schizophrenia as well as what behaviors 

or reactions from the patient indicates that music therapy is contraindicated. Additionally, 

this research aspires to determine how treatment decisions vary for patients diagnosed 

with schizophrenia based on the patient’s level of insight. This is theoretically important 

because it may implicate that although music therapy may initially contraindicated for a 

patient, as they stabilize and gain insight it may no longer be contraindicated. 
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Practical implications. Practical implications from this study include providing 

music therapists that work with clients diagnosed with schizophrenia more information 

about how contraindications are identified and trends in treatment decisions based on 

level of insight. Additionally, this study may uncover a lack of consensus in the music 

therapy community on treatment decisions and contraindications which could implicate 

the need for more research or additional music therapy mental health certifications.  

Purpose of the Study 

The purpose of this research is to identify among board certified music therapists 

that work with clients diagnosed with schizophrenia what commonalities there are in 

clinical practice, how clinical practice differs based on the patients’ level of insight, and 

perception of training and preparation to work with this population. Establishing trends 

that exist among professionals in this field and population will allow further research to 

be guided to determine a clearer definition of what “correct treatment” looks like with 

this population. 

This study aims to identify music therapists’ perceived level of preparedness of 

music therapists to work with this population and make treatment decisions. Also, this 

study seeks to determine how much agency music therapists feel that they have in 

determining appropriateness of treatment, what potential contraindications may lead a 

music therapist to not recommend or discontinue treatment, and what types of music 

experiences are music therapists likely or not likely to use with patients diagnosed with 

schizophrenia based on their level of insight into their illness.  
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CHAPTER II 

Literature Review 

The following is a review of literature meant to establish the benefits of music 

therapy with patients diagnosed with schizophrenia, evaluate research describing trends 

in observed contraindications, and establish the importance of the patients’ level of 

insight on when making treatment decisions. This chapter includes foundation 

information and research currently available in relation to music therapy with persons 

diagnosed with schizophrenia and was used to guide the creation of the survey used in 

this study.  

Benefits of Music Therapy with Persons with Schizophrenia  

Both quantitative and qualitative research studies indicate that people diagnosed 

with schizophrenia may benefit from taking part in music therapy treatment. Patients 

diagnosed with schizophrenia often experience severe and pervasive symptoms such as 

auditory hallucinations, visual hallucinations, paranoia, delusions, and catatonia. These 

symptoms are typically treated with medications that often carry several severe side 

effects and may not completely eradicate the symptoms (Kjelby et al., 2015). 

Medications used to treat schizophrenia are not, as of yet, a complete or perfect fix for 

symptoms. Additionally, schizophrenia’s characteristic symptoms are often accompanied 

by other symptoms such as depression and social isolation that may vary in severity 

depending on the level of insight that the person holds.  

 Since there is no cure as of yet for these symptoms, it is important to explore 

alternative therapies and treatment options that may help to alleviate symptoms in 

addition to their primary treatments. Studies have shown that music therapy is effective in 
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decreasing the perceived duration, amplitude, threat, and clarity of auditory 

hallucinations (Silverman & Marcionetti, 2005). In this study, patients stabilized on 

psychotropic medication in a state psychiatric hospital volunteered to participate in this 

study to identify whether music effects auditory hallucinations. Although the sample size 

was small, the patients perceived that the impact of the auditory hallucinations was 

decreased while listening to and playing music. 

  While the previous study examined a short-term relief from symptoms, its 

findings provide preliminary evidence that engagement in music therapy may alleviate 

clients’ experiences with auditory hallucinations. More recently, Peng, Koo, and Kuo 

(2010) the effects of daily music therapy groups on participants’ Brief Psychiatric Rating 

Scale (BPRS) scores and subscales. The BPRS is divided into subscales of affect, 

positive symptoms, negative symptoms, and resistance. The researchers found that the 

two-week music therapy treatment, when added to standard care, reduced the mean BPRS 

scores in the experimental groups as well as the mean for each of the four subscales 

significantly more that in the control group that did not receive music therapy. Specific 

items that were most reduced in the music therapy group were “anxiety, conceptual 

disorganization, hallucinatory behavior, uncooperativeness, and blunted affect” (Peng, 

Koo, & Kuo, 2010).  This study confirms that music therapy may enhance treatment in 

patients diagnosed with schizophrenia across the broad spectrum of symptoms and that it 

is effective in a group setting and over a period of two weeks which is the average length 

of stay in an inpatient psychiatric hospital (Peng, Koo, Kuo, 2010). 

 Studies continue to confirm that music therapy treatment is a beneficial mode of 

treatment for people diagnosed with schizophrenia across the broad range of symptoms 
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including positive, negative, and depressive symptoms. Although there are several reports 

of the positive outcomes of music therapy practice, there is a lack of reporting on harm or 

contraindication with this population. Without knowledge of contraindications with this 

population and what to look for in assessment and treatment, it is possible that music may 

cause harm rather than help. 

Music Therapy Contraindications 

Specific treatment guidelines and suggestions exist that provide examples of how 

to provide correct treatment for music therapists working with specific clinical 

populations, such as premature infants in the neonatal intensive care unit (NICU), 

individuals receiving hospice care, and with clients with traumatic brain injury receiving 

neurologic music therapy (NMT) interventions. For example, NICU-MT training 

includes a 30-hour specialized course with lecture and clinical fieldwork components. 

Avoiding harm is a significant portion of this course. For example, as stated on the home 

page of the National Institute for Child Medical Music Therapy “handling and interaction 

can be harmful to [the infant’s] care and must be carefully designed to promote the 

medical/developmental goals of treatment in the neonatal intensive care unit” (The 

Florida State University, 2018, paragraph three). 

While a number of clinical populations have additional certifications that prepare 

the music therapist with evidence-based specific clinical protocols to supplement the 

foundation provided by music therapy board certification and degree work. However, 

with acute mental health diagnoses such as schizophrenia, to such guidelines or trainings 

exist. Contraindications with this population are not always observable and may occur 

internally, which forces the researcher to rely on self-reporting from the patient or 
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advanced brain imaging technology. Due to the difficulty of detection and the broad 

possibilities of doing harm, research in detection and identification of themes that lead to 

harm or contraindication should be identified so that they may guide more specific and in 

depth research in the future.  

Isenberg (2012) articulates the need for the music therapy profession to identify 

and put into place guidelines for practice in order to avoid causing harm. She asserts that 

in order to warrant being viewed as a legitimate profession by society, there must be a 

possibility of harm through treatment because that indicates the effectiveness of the 

modality to alter a person’s well-being. If there is a possibility of harm through treatment, 

then that chance of harm can be lessened by having professionals that are aware of 

contraindications within the population and are educated and prepared in how to avoid 

such harm in treatment. Although Isenberg (2012) reports anecdotal instances of physical 

harm and possibility of contraindication as well as hypotheses on different possibilities of 

emotional harm, no quantitative reports of harm in patients diagnosed with schizophrenia 

exist. Moreover, anecdotal, qualitative reports may apply personally to a particular client 

and are not necessarily appropriate for mass application to the entire clinical population.  

Eyre’s (2013) edited book on guidelines for music therapy practice within the 

mental health setting and includes a chapter on music therapy with schizophrenia. In this 

chapter, Hunt (2016) analyzes different music experiences that she has found to be 

effective with patients diagnosed with schizophrenia. She explains possible 

contraindications for each experience and what the music therapist should observe 

throughout the treatment. In this chapter, Hunt (2016) describes that structured lyric 

analysis may be contraindicated for patients that are experiencing disorganized thinking 
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or may have a lower level of insight into their illness. Additionally, she cautions against 

using music relaxation with patients that are actively psychotic or “unable to tolerate 

increase awareness of internal experience,” and recommends music that is lower in 

volume, structured, and tonal in nature (p. 30). Finally, she makes a general statement 

that if patients that cannot maintain safety in a group, then group work should be 

considered contraindicated. Also, more structured group experiences may be 

contraindicated for patients with shortened attention spans unable to maintain focus for at 

least 10-15 minutes (Hunt, 2016). 

In addition to the possible contraindications mentioned in the chapter, Hunt listed 

behaviors that may indicate contraindication such as increased agitation, increase in 

response to internal stimuli, perseveration on musical components or instruments, 

inappropriate affect, decrease in reality-orientation or singing incorrect words, or 

distressing delusions in related to lyrics (Hunt, 2016). 

Trends within this chapter point to the importance of considering the level of 

stabilization or insight that the patient possesses, amount structuring of music 

experiences, and musical structure including tonality and volume within music therapy 

practice with this population. However, without a compilation of common experiences 

among music therapists with this population it is impossible to tell if these experiences 

are common throughout the field.  

Levels of Insight 

In addition to observable behaviors that may indicate that certain treatment 

modalities or approaches may be contraindicated, clinicians need to consider their clients’ 

insight levels. There are several aspects that determine the level of insight that a patient 
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diagnosed with schizophrenia possesses, such as: awareness of having a mental illness; 

an understanding of the need for treatment; awareness of the social consequences of 

mental disorders; awareness of symptoms; and attribution of symptoms to a mental 

disorder (Michel et al, 2013). In what Murri (2016) describes as “the insight paradox” 

(p.254), he describes that as the insight of the person diagnosed with schizophrenia 

increases that the likelihood of depression also increases. This relationship between 

insight and mood implies a need for understanding of the possibility of a treatment shift 

for patients diagnosed with schizophrenia as they stabilize on medication and receive 

additional treatments. The patients’ insight level may increase and lead to an adjustment 

in treatment goals. This relationship further implies that music therapists’ may alter 

treatment goals based on the level of insight that the patient holds and although music 

therapy may be contraindicated initially for a patient, it is possible for that to change as 

they are stabilized.  

Understanding the level of insight that a patient possesses and any possible 

contraindications are necessary for the therapist to avoid malpractice. Linden (2012) 

established a framework and specified terminology that can be used to identify the 

difference between “adverse treatment reactions” and “malpractice” (p. 288) While 

Linden wrote this article in reference to psychotherapy in general, many of the concepts 

are also directly applicable to music therapy. Specifically, he identified contraindications 

as “Conditions of the individual case, which make severe [Adverse Treatment Reaction] 

(ATR) highly probable. An ATR of treatment in spite of given contraindications are one 

form of [Malpractice Reaction] MPR” (Linden, 2012, p. 288). Additionally, he defined 

adverse treatment reactions (ATR) as “any unwanted event probably caused by correct 
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treatment” (p. 288) as compared to Malpractice Reaction (MPR) which is defined as “any 

unwanted event that is probably caused by incorrect or improperly applied treatment” 

(Linden, 2012, p. 288). Therefore, the differentiation between malpractice and an ATR is 

contingent on the knowledge and implementation of correct treatment. 

The possibility of contraindication of music therapy when working with patients 

diagnosed with schizophrenia is mentioned in many textbooks and articles on music 

therapy in mental health, and there are different cautionary considerations suggested in 

the literature. However, it is difficult to trace these cautionary statements back to 

evidence based research, and often they appear to originate from the author’s personal 

experience, which is valuable but not necessarily generalizable. This suggests that music 

therapists experience instances where music therapy is contraindicated for schizophrenic 

populations, but that there is little to no evidence-based research on this subject. The 

paucity of research on the possibility of harm and how treatment may differ depending on 

the level of insight that the patient holds into their own illness in this population eludes to 

a greater problem of the lack of definition of correct treatment. Without the universal 

agreement on what correct treatment is with this population, it is impossible to determine 

if an unwanted event in music therapy treatment is simply and adverse treatment reaction 

or malpractice.  

Summary of the Literature Review 

 Research suggests that music therapy can effective address clients’ various 

schizophrenia symptoms and possible associated depressed mood. However, little is 

known about if and how music therapists avoid doing harm with this population through 

identification of contraindications. The possibility of contraindication of music therapy 
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when working with patients diagnosed with schizophrenia is mentioned in several 

textbooks and articles on music therapy in mental health, and there are different 

cautionary considerations suggested in the literature. However, it is difficult to trace these 

cautionary statements back to evidence-based research, and often they appear to originate 

from the authors’ personal experiences, which is valuable but not necessarily 

generalizable. These personal anecdotes suggest that music therapists experience 

instances where music therapy is contraindicated for clients with schizophrenia, but that 

there is little to no evidence-based research on this subject.  

Research Questions 

 This study addressed the following research questions: 

1. How often is music therapy determined to be contraindicated with clients 

diagnosed with schizophrenia? 

2. How much authority do music therapists have to decide whether treatment 

should be discontinued or not? 

3. How and when are music therapy contraindications identified? 

4. How does treatment differ based on level of insight? 

5. How do music therapists perceive contraindications with this population? 
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CHAPTER III 

Method 

Research Design 

The purpose of this research was to gather data from board-certified music 

therapists (MT-BCs) across the country in order to establish commonalities in practice 

regarding identifying and avoiding contraindications in treatment with patients diagnosed 

with schizophrenia.  

This was a national cross-sectional survey that gathered responses from MT-BCs 

that self-identified as having worked with clients diagnosed with schizophrenia within the 

last 12 months. The researcher hoped to identify trends within the data that clarify 

common contraindications and potential for harm in order to establish a framework for 

future practice with those diagnosed with schizophrenia.  

Sample 

Participants were MT-BCs whose current or recent clinical work involved clients 

diagnosed with schizophrenia. The researcher purchased from the Certification Board for 

Music Therapists (CBMT) an email list of all MT-BCs who indicated that they work in 

“mental health” and who had opted in to receive emails about research opportunities. 

When potential participants accessed the survey, they were asked to self-identify if they 

had current or recent experience in working as a music therapist with clients diagnosed 

with schizophrenia or have done so in the past 12 months. Those individuals who 

indicated “yes” were directed to answer additional survey questions.  
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Instrumentation 

The researcher created a survey and utilized Qualtrics research software to 

disseminate the survey and collect information from participants. The survey was 

organized into three major sections, including background and demographic information, 

music therapy assessment, and music therapy treatment. The background and 

demographics questions pertained to gender, region currently residing, highest level of 

education, and theoretical orientation. The assessment section included questions 

regarding how often the MT-BC performs the initial assessment, the frequency of 

identifying contraindications during assessments, and the type of contraindication. The 

music therapy treatment section included questions about methods, modes, structure, and 

goal areas for patients with varying levels of insight.  

The survey was designed to collect information from participating music 

therapists working with patients diagnosed with schizophrenia to obtain information on 

how often music therapy is perceived to be contraindicated, how the evidence of 

contraindication presents itself, as well as any signs in the assessment process that music 

therapy may be predicted to be contraindicated although not implemented yet. The survey 

also sought to gain insight into how music therapists alter treatment based on the level of 

insight that the patient holds into their own illness as well as what kind of support and 

authority the music therapist feels that they have in order to make treatment decisions 

regarding the continuation of care for their client.  

Procedural Details 

The survey was distributed via email in August 2018 via email to the individuals 

on the purchase CBMT list. MT-BCs that received the email were asked to read an 
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informed consent document outlining the purpose of the study, study procedures, 

eligibility, and so on. to proceed to taking the survey if they had worked with patients 

diagnosed with schizophrenia in the past twelve months in the capacity of a music 

therapist. After determining eligibility, the researcher explained the procedures and 

confidentiality of the research study as well as any possible risks or benefits of 

participating in the research. If the music therapist qualified and agreed to participate in 

the study, they proceeded to complete a survey for which there was no compensation for 

their responses. A follow up email was sent one week following the initial email to 

remind those who had not completed the survey to do so.  
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CHAPTER IV 

Results 

The survey was distributed to a total of 762 board certified music therapists via 

email from a list provided from the Certification Board of Music Therapists (CBMT) to 

music therapists that indicated to CBMT that they work in mental health. Of these 762 

emails distributed, 100 surveys were opened and 95 responses were collected. Of these 

95 responses collected, 80 participants consented to participate in the survey and 

responded that they had current or recent (within the past 12 months) experience working 

with clients diagnosed with schizophrenia. Out of the 80 music therapists that qualified to 

participate in the survey, 52 participants completed the survey in its entirety. The overall 

completion rate of respondents that answered “yes” to having current or recent 

experience in working with clients diagnosed with schizophrenia was 65%. 

Demographic Data 

Participants’ ages ranged from 28 to 69 years with an average response of about 

45 years old. Around 88% (n = 46) of respondents identified themselves as female, with a 

total of 46 female and 6 male. All of the American Music Therapy Association regions 

were represented in the survey except for the New England region. The Mid-Atlantic 

region had the highest percentage of participants at 30.77% (n = 16), followed by the 

Western Region at 19.23% (n = 10). The Great Lakes Region had 17.31% (n = 9), 

followed by the Southeastern 15.38% (n = 8), Midwestern region at 11.54% (n = 6), and 

Southwestern region at 5.77% (n = 3). 

The education level reported was primarily Master’s level with 38.46% (n = 20) 

indicating Master’s degree as highest level of music therapy education obtained and an 



19 

 

additional 17.31% (n = 9) reporting Equivalency with Master’s degree as highest level of 

music therapy education. This results leaves 44.23% (n = 23) reporting Bachelor’s degree 

or Equivalency only as their highest level of music therapy education and zero reporting 

having a doctoral degree. 

Years of experience in working with patients diagnosed with schizophrenia varied 

from three to 44 years with an average of about 17 years’ experience. Most professionals 

surveyed (around 65.40%, n = 36) indicated that they do not hold any additional music 

therapy certifications or designations, but the highest reported certification was that for 

Neurologic Music Therapy at 14.55% (n = 8). Neonatal Intensive Care Unit Music 

Therapy (NICU-MT) accounted for 5.45% (n = 3), Hospice and Palliative Care Music 

Therapy 1.82% (n = 1), Bonny Method of Guided Imagery and Music 3.63% (n = 2), 

Analytical Music Therapy 1.82% (n = 1), and Nordoff-Robbins at zero. Four responses 

were categorized as “other” and are excluded from this report due to not being music 

therapy specific designations and certifications and therefore being included in a 

following category.  

Theoretical orientations were reported fairly evenly between behavioral with 

19.12% (n = 26), cognitive at 19.85% (n = 27), humanistic/existential at 19.12% (n = 26). 

Holistic accounted for 16.18% (n = 22), Neuroscience 8.09% (n = 11), and 

Psychodynamic at 12.50% (n = 17). Some participants indicated “other” and offered 

responses of “a blend of different,” “music-centered,” “cognitive-behavioral,” 

“dialectical behavior therapy.” and “integral.”  

Lastly, when asked about additional licenses or certifications relevant to mental 

health, a majority of respondents (67.27%, n = 37) reported that they did not hold any 
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additional licenses or certifications relevant to mental health. Licensed Professional 

Counselors accounted for 5.45% (n = 3), Licensed Nurse at 1.82% (n = 1), Licensed 

Creative Arts Therapist at 7.27% (n = 4). The “other” responses accounted for 18.18% 

and varied in response from Certified Child Life Specialist, Certified Life Coach, 

Licensed Associate Counselor, Licensed Senior Psychological Examiner, cognitive 

enhancement coach, certified Gerontologist, and Certified Somatic Experience 

Practitioner. 

Table 1 

Reported Theoretical Orientations 

Theoretical Orientations Percentage Count 

Behavioral  19.12% 26 

Cognitive 19.85% 27 

Holistic 16.18% 22 

Humanistic/Existential 19.12% 26 

Neuroscience 8.09% 11 

Psychodynamic 12.50% 17 

Other, Please specify 5.15% 7 

Note. Respondents were asked to identify the theoretical orientations that most closely 
aligned with their current music therapy practice and were able to select multiple 
responses. 

 

Professional Characteristics 

Respondents reported having a minimum of two years and maximum of 44 years’ 

experience in working with patients diagnosed with schizophrenia in the capacity of a 

music therapist. The average number of years in working with this population was 14.83 

years. In the past 12 months, the research participants identified that the percentage of 

their music therapy work that involved patients diagnosed with schizophrenia was on 
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average about 48.5% and that most of these patients were seen in an inpatient psychiatric 

facility either for long-term care or for an acute stay. Patients diagnosed with 

schizophrenia were least often seen in private practice or in-home care and an average of 

10% were seen in outpatient settings.  

Table 2 

Percentage of work in the past 12 months 

 
Minimum Maximum Average 

Standard 

Deviation 

With patients 
diagnosed with 
schizophrenia 

5.00 100.00 48.50 27.37 

Private Practice 
0.00 20.00 .58 3.05 

Inpatient acute 
psychiatric 

hospital 

0.00 100.00 46.92 44.92 

Inpatient long-
term treatment 

facility 

0.00 100.00 42.50 46.06 

Outpatient 
PHP/IOP 

0.00 100.00 10.00 26.18 

Note. Percentage of music therapy work in the past 12 months in each of the following. 

Most music therapists surveyed perceived that they had either a great deal or a lot 

of authority to decide whether or not a client should or should not receive music therapy 

treatment. 23.08% (n = 12) reported having a moderate amount, 15.39% (n = 8) reported 

having “a lot” and 38.46% (n = 20) reported having “a great deal” of authority to decide 

appropriateness for music therapy treatment. However, 15.38% (n = 8) only believe 
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themselves to have “a little” and 7.69% (n = 4) reported having “none at all” to decide if 

a client is appropriate for music therapy treatment.  

 

 

Figure 1. Amount of authority to determine music therapy should be ceased. 
 

Assessment Practices and Contraindications.  

This survey section consisted of a series of questions intended to determine the 

frequency and type of identified contraindications that occur during the assessment 

process of music therapy treatment. Respondents indicated that in their most recent 

clinical work with clients with schizophrenia, they only personally perform the initial 

assessment on average about 39.31% of the time. 

In reference to the assessment process, no music therapists surveyed reported that 

they determined music therapy to be contraindicated during assessment process “very 

often”. “Often or on a fairly regular basis” was reported by 3.85% (n = 2) of respondents. 

About 40.38% (n = 21) of music therapists reported finding music therapy to be 
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contraindicated “not regularly, but occasionally.” Most music therapists reported “rarely” 

at 44.23% (n = 23) and about 11.54% (n = 6) reported “never.” 

 When asked about the reasons for discontinuing music therapy treatment during 

the assessment process, the least reported response was “an increase in catatonic 

behaviors” with only .89% (n = 1). The most commonly reported response was “an 

increase in agitation/dangerous behaviors such as physical aggression” at 27.68%            

(n = 29). Several respondents (8.04%, n = 9) indicated “something else” and elaborated 

in the comment section. These comments included signs such as increased anxiety, 

likelihood of rumination on negative memories, inappropriate for group treatment due to 

psychosis, increased paranoia, and chance for dissociation, high likelihood that the 

patient may disrupt the group process, patients chose not to participate, client is unable to 

engage and respond, or client was not comfortable in a group setting.  

 

Figure 2. Frequency that music therapy is determined to be contraindicated during 
assessment and treatment process.  
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Observed signs of contraindications in assessment and treatment process. 

When asked about the reasons for discontinuing music therapy treatment during the 

assessment process, the least reported response was “an increase in catatonic behaviors” 

with only .89% (n = 1). The most commonly reported response was “an increase in 

agitation/dangerous behaviors such as physical aggression” at 27.68% (n = 29). Several 

respondents (8.04%, n = 9) indicated “something else” and elaborated in the comment 

section. These comments included signs such as increased anxiety, likelihood of 

rumination on negative memories, inappropriate for group treatment due to psychosis, 

increased paranoia, and chance for dissociation, high likelihood that the patient may 

disrupt the group process, patients chose not to participate, client is unable to engage and 

respond, or client was not comfortable in a group setting. 

 

Figure 3. Reasons for determining music therapy to be contraindicated during assessment 
and treatment process.  

In regards to observing contraindications during the treatment process, no music 

therapists indicated that “increase in catatonic behaviors” was a behavior observed that 
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led to them discontinuing music therapy services. The two most common behaviors 

observed that led to the discontinuing of music therapy treatment were increased response 

to internal stimuli (22.41%, n = 26) and observed increase in agitation or aggressive 

behaviors (25%, n = 29).  Some of the “other” responses which accounted for 5.17%  

(n = 6) of this category included observations of increased anxiety, worsening paranoia, 

chance for dissociation, unable to follow directions, or “none.”  

Music Therapy Methods by Insight Level.  

This section of the survey asked the respondents to provide information on their 

treatment methods for patients with both low and high levels of insight. The questions 

were posed to assess how professionals vary their treatment methods for patients with 

differing levels of insight. Likelihood of use of five differed methods were evaluated on a 

five-point scale with 1 being the least likely to be used and five being the most likely 

method to be used.  

The treatment method that had the highest average likelihood of use with patients 

that possess a low level of insight were improvisation with an average of 3.69 and re-

creative music with an average of 3.97. However, each of these had a significant standard 

deviation greater than 1. The method that therapists indicated was least likely on average 

to be use was adapted music lessons with an average of 2.40.  

The three methods of treatment that were indicated to be the most likely to be 

used with clients considered to have a high level of insight were re-creative music with 

an average of 4.20 and standard deviation of .89, composition/songwriting with an 

average of 4.22 and standard deviation of .86, and improvisation with an average of 4.17 

and standard deviation of 1.04. The method that was indicated to be least likely used was 
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adapted music lessons with an average of 2.88 and standard deviation of 1.36.

 

Figure 4. Reported average likelihood to use each method varying by level of insight and 
including standard deviation.  

 
Modes of treatment based on insight level. In terms of aspects of the treatment 

process that music therapists were likely to use or not use with clients considered to have 

a low level of insight, the use of live music had the highest average response of 4.41 and 

a standard deviation of only .80. Having a primary focus on the music experience itself 

had the second highest average with 4.08 and a standard deviation of 1.06. The mode 

with the lowest average response of likeliness to use was primary focus on verbal 

processing with an average of 2.62 and standard deviation of 1.06. Music games had the 

highest standard deviation of 1.44 and an average response of 3.19. The responses for the 

level of structuring for each mode of treatment were highest for primary focus on the 

music experience itself at an average of 4.00 and music games with an average response 

of 4.01.  
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Out of the modes of the treatment that music therapists were likely to use or not 

use with clients possessing moderate to high level of insight. The highest likelihood was 

recorded in the use of verbal processing of music experiences with a mean of 4.20 and 

standard deviation of .91 and live music with an average of 4.36 and standard deviation 

of .74. The lowest average likelihood was found to be in music games with an average 

response of 2.83 and standard deviation of 1.31.  

 

Figure 5. Modes most likely to use based on level of insight with standard deviation.  
 
Amount of structure used with varying levels of insight. In regard to clients 

with a low level of insight, music therapists indicated that they would use a higher level 

of structuring for patients overall regardless of which method they would use. Each 

method had an average level of structuring that was over 4 on a five-point scale and each 

also had a lower standard deviation, below 1. The level of structure used for each method 

were each around 3.50, making the reported level of structuring lower for the patients 

with higher level of insight than those considered to have a low level of insight. 

0

0.5

1

1.5

2

2.5

3

3.5

4

4.5

5

Primary focus on
music itself

Primary focus on
verbal processing

Live music Recorded music Music games

Average amount of structure with low insight Average amount of structure with high insights

Standard deviation with low insight Standard deviation with high insight



28 

 

 

Figure 6. Average amount of structure used for low and high levels of insight with 
standard deviation.  

 
For clients with a low level of insight, the responses for the level of structuring for 

each mode of treatment were highest for primary focus on the music experience itself at 

an average of 4.00 and music games with an average response of 4.01. For clients with a 

moderate to high level of insight, the amount of structuring that music therapists use in 

the modes of music therapy treatment such as focus on the music experience itself  

(M =3.56), verbal processing (M = 3.69) and live music (M = 3.66) were the highest 

structured modes indicated. The lowest amount of structuring needed was found to be 

recorded music with an average response of 3.09. Overall, the level of structure reported 

for these modes of music therapy were on average lower in comparison with the 

responses given in regard to work with patients possessing a low level of insight. 
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Figure 7. Amount of structure for each mode based on insight level with standard 
deviation.  

 
Goal areas based on insight level. The three highest responses for goal areas that 

were likely to be addressed for clients with a low level of insight included social 

interactions with an average of 4.38 and standard deviation of .71, emotional 

expression/regulation with an average of 4.25 and standard deviation of .94, and reality 

orientation with an average of 4.1 and standard deviation of 1.08. The lowest average 

response was focus on medication management, but this also had a high standard 

deviation of 1.29.  

The goal areas with the highest response of likelihood to address for clients with a 

moderate to high level of insight were emotional expression and regulation with a mean 

of 4.48 and standard deviation of .77, decrease depression with a mean of 4.31 and 

standard deviation of .89, and social interaction with a mean of 4.31 and standard 
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deviation of .77. The goal area with the lowest recorded average of likelihood to address 

was medication management with an average of 2.79 and standard deviation of 1.29. 

 

Figure 8. Goal areas based on level of insight.   
 

Personal Perceptions 

For the final portion of the survey, music therapists were asked to indicate the 

amount that they agree or disagree with each statement posed. Options for responses 

included strongly agree, somewhat agree, neither agree nor disagree, somewhat disagree, 

and strongly disagree. The statements addressed feelings of preparedness from the 

respondent’s music therapy degree work to identify and act appropriately if music 

therapy is contraindicated for a patient, whether the respondent feels music therapy has 

the potential to cause harm, and if music therapy contraindications for patients diagnosed 

with schizophrenia should be further researched.  
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In response to the statement “I feel that my music therapy education and training 

prepared me to identify and take appropriate steps to address clients' contraindications for 

music therapy” 40.38% (n = 21) reported that they “somewhat agree” and 23.08%  

(n =12) reported that they “strongly agree.” Those that reported “neither agree nor 

disagree” accounted for about 15.38% (n = 8) of responses. Another 15.38% (n = 8) 

stated that they “somewhat disagree” and 5.77% (n = 3) reported “strongly disagree.” 

In response to the statement “I feel that music therapy has the potential to be 

harmful”, over 60% of respondents indicated either “somewhat agree” (32.69%, n = 17) 

or “strongly agree” (30.77%, n = 16). Additionally, over 25% of respondents indicated 

that they either “somewhat disagree” (15.38, n = 8) or “strongly disagree” (11.54%, n = 

6) and another 9.62% (n = 5) stated they “neither agree nor disagree.” 

For the last statement of “I feel that the topic of music therapy contraindications 

with patients diagnosed with schizophrenia should be further researched” nearly 90% of 

participants reported either “somewhat agree” (32.69%, n = 17) or “strongly agree” 

(55.77%, n = 29). About 5.77% (n = 3) responded “neither agree nor disagree” and 

another 5.77% (n = 3) stated “somewhat disagree.” 
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CHAPTER V 

Discussion 

Summary 

The data collected spanned an audience of 52 board-certified music therapists 

from a wide variety of regional and theoretical backgrounds. Despite the relatively small 

response size, the respondents’ backgrounds and practices were varied and offered a 

diverse and expansive representation of the field. Each of the research questions posed 

will be further discussed and answered with the data collected from the survey. 

How often music therapy is determined to be contraindicated with clients 

diagnosed with schizophrenia. Respondents were surveyed on their experience with 

music therapy being contraindicated in their work with clients diagnosed with 

schizophrenia. The responses indicated that music therapy was more often determined to 

be contraindicated during the assessment process than it is during the treatment process. 

In regard to frequency of determining contraindications for music therapy during the 

assessment process, most music therapists indicated that they experience this either 

“rarely” or “not regularly, but occasionally” although a few respondents indicated that it 

occurs “often or on a fairly regular basis” and “never.”  

 There were more reports of music therapy occurring “not regularly, but 

occasionally” and “often or on a fairly regular basis” and fewer reports of “never” for 

identifying music therapy as being contraindicated during the assessment process 

compared to during the treatment process. This indicates that contraindications are caught 

more frequently in the assessment process. This finding is significant because of 

additional findings in this survey indicating that the music therapist is often not 
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personally performing their own initial assessment. This finding could imply that 

contraindications that are discovered during the treatment process may have been 

prevented if the music therapist was able to personally perform their own initial 

assessment more frequently.  

How much authority music therapists have to decide whether treatment 

should be discontinued or not. Music therapists surveyed indicated that a majority felt 

as if they had at least “a moderate amount” of authority to decide if music therapy 

treatment should be discontinued. Most music therapists surveyed (n= 20, 38.46%) felt as 

though they have “a great deal” of authority to decide appropriateness for music therapy 

treatment. However, some (n =12, 23.07%) indicated that they have either only “a little” 

or “none at all”. This finding is problematic because it indicates that nearly a quarter of 

the time, clients may still be receiving music therapy treatment even though it could be 

harmful to them. The limitation of music therapists personally not being able to decide on 

a client’s placement in music therapy may be dependent on hospital policy for group 

attendance or the administration’s limited knowledge of the possibility of harm from 

music therapy.  

How and when music therapy contraindications are identified. The responses 

gathered through this survey indicate that when music therapy is determined to be 

contraindicated, it is more often due to an increase or exacerbation of positive symptoms 

related to the diagnosis than negative symptoms. Very few people indicated that music 

therapy was determined to be contraindicated both either during the assessment or 

treatment process due to an increase in catatonic behaviors.  
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The most common behaviors during the assessment process that led to 

determining music therapy treatment to be contraindicated were high likelihood of an 

increase in agitation or aggressive behaviors, high likelihood of increased response to 

internal stimuli, and high likelihood of delusions centered on song lyrics or musical 

performance. Contraindications identified during the treatment process were most often 

reported as either an observed increase in agitation or aggressive behaviors or and 

observed increase in response to internal stimuli. This finding supports the 

recommendations provided by Hunt (2016) that these behaviors may indicate 

contraindication with this population.  

These findings indicate the importance of the initial assessment being performed 

by a music therapist in order to determine possible contraindication before any harm can 

occur. However, music therapists reported on average personally performing the initial 

assessment about 43.62% of the time, which is less than half. Additionally, if other 

professionals are performing the initial assessment, they may determine music therapy to 

be contraindicated when it is not and incidentally prevent a patient from receiving 

treatment that may be beneficial.  

The low percentage of music therapists performing their own initial assessment 

may be related to the fact that most music therapists surveyed reported working with 

clients diagnosed with schizophrenia in either and inpatient long-term or acute care 

hospital or facility or an outpatient program. Some hospitals may utilize standardized 

assessment measures used across different professions such as music therapists, 

recreational therapists, and art therapists, which limits the amount of discipline-specific 

assessment information that can be collected. With these standardized measures being 
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used or with another professional that is not necessarily a music therapist performing the 

initial assessment, music therapy contraindication may not be discovered until the 

treatment process begins. 

How treatment differs based on level of insight. Treatment methods, modes, 

amount of structure used, and goal areas differed significantly depending on level of 

insight. Overall, re-creative music and improvisation were indicated to be most likely to 

be used with clients with a low level of insight, but each of these responses had a 

standard deviation greater than one. These relatively large standard deviations indicate 

that the respondents did not all meet a consensus on which methods are most appropriate. 

This finding may be a result of the paucity of research dedicated toward music therapy 

contraindications with this population, or it may also be due to the variety of theoretical 

orientations and professional preferences and opinions of the respondents. 

 For average likelihood of use with clients possessing a moderate to high level of 

insight, respondents indicated a high average likelihood to use each of the methods 

except for “adapted music lessons” which was a significantly lower average response. 

The method with the lowest standard deviation for clients with high level of insight was 

composition or songwriting. This was the most agreed upon method of music therapy 

with a standard deviation of only .74.  

 The responses recorded for different modes of music therapy were more 

significantly varied based upon insight level. Across both insight levels, “live music” 

held the rating for the most likely to be used as well as the lowest standard deviation. 

This finding means that live music is agreed upon to be an effective mode of treatment by 

most respondents surveyed. Participants indicated that they were more likely to have a 
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“primary focus on music itself” with clients that possess a low level of insight than with 

those with moderate to high level of insight. Additionally, participants indicated that they 

were much less likely to have “primary focus on verbal processing” with clients with low 

level of insight when compared with those with moderate to high level of insight.  

 These findings indicate that across different insight levels, live music is typically 

agreed upon to be effective. Additionally, less verbal processing and more focus on 

music itself with those with a low level of insight is preferred. These findings may help to 

guide treatment planning in the future based upon the insight level of the client.  

 Additionally, recorded music and music games had a similar level of response 

across insight level. This finding may indicate that they are equally effective despite level 

of insight and may help to guide treatment in the future with mixed groups with varying 

levels of insight.  

Across each mode and method, music therapists reported that they would use a 

higher level of structuring with clients with a low level of insight when compared with 

the level of structure reported for the moderate to high level of insight. The higher level 

of structure may allow for more patients with low level of insight to engage more easily 

or to be able to re-engage if focus is interrupted. Additionally, a higher level of 

structuring may ensure a higher chance of a successful experience.  

Goal areas varied dependent on insight level as well and may offer some insight 

into treatment decisions that were found in this survey as well. For clients with a low 

level of insight, the goals most likely to be addressed were determined to be increase 

social interaction, increase emotional expression, and increase reality orientation. The 

methods reported earlier to likely be used allow the music therapist to address these goal 



37 

 

areas through improvisation, re-creative music experience, live music, and primary focus 

on the music experience itself. Additionally, the higher level of structure may allow for 

the client to more easily achieve these goals.  

One of the goals reported to be most likely addressed for clients with a moderate 

to high level of insight was “decrease depression” which confirms research stated 

previously in the literature review. The “insight paradox” refers to the paradox for clients 

diagnosed with schizophrenia that indicates that as the clients’ insight level increases, the 

risk of depression also increases. It is fitting that music therapists indicated a higher 

likelihood to address depression in a client with a higher level of insight.  

How music therapists perceive music therapy contraindications with this 

population. In regard to the feeling of preparedness to identify and take appropriate steps 

to address clients’ contraindications for music therapy, music therapists varied in their 

responses. Although a majority of participants agreed to some extent that they felt 

prepared to address the contraindications that may arise, there was still a large number of 

respondents that did not agree with feeling prepared to handle those situations. As stated 

in the literature review previously, this is problematic because as is stated in code of 

ethics as well as the list of competencies, both the American Music Therapy Association 

(AMTA) and the Certification Board  for Music Therapists (CBMT) hold the expectation 

that board certified music therapists are competent and capable at identifying 

contraindications in their populations served. The lack of comfortability in identifying 

these contraindications may stem from a lack of research on the subject which creates a 

lack of unified approach. 
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The respondents to this survey were somewhat divided over the statement “I feel 

that music therapy has the potential to be harmful.” While over 60% responded that they 

agree to some degree, still over 25% indicated that they disagree to some degree and 

about 10% remained neutral. This indecisiveness amongst responses may be indicative of 

the differing perspectives of the variety of philosophical orientations represented in the 

respondents of this survey, or it may be supportive of the lack of research regarding 

contraindications and this population.  

 Despite being widespread in the previous response, nearly 90% of respondents 

indicated that they agree either strongly or somewhat with the statement that “I feel that 

the topic of music therapy contraindications with patients diagnosed with schizophrenia 

should be further researched.” This further supports the possibility that many respondents 

were divided on their responses in regard to the possibility of harm from music therapy 

due to the paucity of research on the subject of contraindications for music therapy with 

this population.  

Study Limitations  

Although the sample surveyed consisted of a diverse group of music therapists 

working in mental health, one of the limitations that existed in this survey was the small 

sample size used. Although there are many music therapists working in mental health that 

are board certified through CBMT, not all of these music therapists have indicated to 

CBMT that they work in mental health. Therefore, the list of board certified music 

therapists that has indicated that they work in mental health were not the full extent of 

this population. The researcher received emails from participants asking if they would be 

able to send the survey to a colleague that was a music therapist working with clients 
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diagnosed with schizophrenia who did not indicate to CBMT that they worked in mental 

health.  

 Throughout the data collection portion of the survey, the researcher received 

asking about the limitation of excluding participants who do not have “current or recent” 

(as identified as within the past 12 months) experience working with clients diagnosed 

with schizophrenia. Many potential participants expressed having a great deal of 

experience with this population, but not in the past 12 months. This limitation was set 

purposefully to be able to gather the most current observations and treatment practiced 

with this population due to the rapidly evolving nature of mental health treatment. 

 A limitation encountered early on in the research process for this subject is the 

lack of research on the subject of contraindications with clients diagnosed with 

schizophrenia. Although, as shown by the results of this study, a need for this research 

exists and is wanted by the music therapy community working in mental health.  

One limitation of this study was the use of a survey that provides limited response 

types. Although some questions held an “other” option that allowed for the respondent to 

provide a written response, a majority of the questions were multiple choice or a sliding 

scale. Although the options given were intended to be varied and representative of 

popular possible responses, this may have limited some of the responses of the 

participants and their ability to express their experience with this population.  

 Throughout the data collection portion of the survey, emails were received asking 

about the limitation of excluding participants who do not have “current or recent” (within 

the past 12 months) experience working with clients diagnosed with schizophrenia. Many 

respondents expressed having a great deal of experience with this population, but not in 
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the past 12 months. This limitation was set purposefully to be able to gather the most 

current observations and treatment practiced with this population due to the rapidly 

evolving nature of mental health treatment.  

 A limitation encountered early on in the research process for this study is the lack 

of research on the subject of contraindications with clients diagnosed with schizophrenia. 

Although, as shown by the results of this study, a need for this research exists and is 

wanted by the music therapy community working in mental health.  

Recommendations for Further Research  

In the future, the sample size should be broadened in order to capture a better 

consensus from the entire population of music therapists working with clients diagnosed 

with schizophrenia. One way of achieving this would be to send the survey to the entire 

CBMT registry and have the participants exclude themselves with the first question of the 

survey if they are not the appropriate population. Further research involving a qualitative 

approach may also be beneficial in guiding further research. Interviews with music 

therapists to determine trends in their experiences may help to guide further research on 

the subject. Since this survey found that music therapists often times do not conduct the 

initial assessment for clients diagnosed with schizophrenia, further research into 

assessment procedures would be beneficial in identifying current practices and how to 

improve these practices. Improving assessment practices could result in fewer 

contraindications as well.  
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