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Editors’ preface
 
It may seem a paradox that the idea of including music in the treatment of physical and 
mental problems is as old as culture itself, and yet the inclusion of music in the everyday 
practice of modern hospitals is sadly a rare phenomenon. Especially when the patients are 
children (and adolescents) with life-threatening diseases it may seem obvious that music 
can make a difference, not only as a diversion in seemingly endless hospital days but also as 
an adjunct treatment, e.g. assisting painful medical procedures, helping sick children relax 
and sleep – or expressing themselves culturally, as human beings – helping to maintain 
their identity as non-patients. However, in modern evidence-based medicine documenta-
tion of a treatment effect is required if the hospital doors are to open to experts in music 
medicine or music therapy. 

In countries like Germany, Australia and USA there is a quite long tradition of ‘music inclu-
sion’ in paediatric hospitals. However, in the Nordic countries we are only at the beginning 
of this process, as witnessed by the Norwegian pioneer Trygve Aasgaard in a special preface 
to this anthology. The anthology was initiated by Norwegian Academy of Music’s Centre for 
Research in Music and Health (CREMAH), which wanted to make a contribution towards 
the development of an evidence base and – at the same time – provide an invitation to 
hospital managers and health politicians to use the potentials of music medicine and music 
therapy and the competencies of professionals in these fields in a steady improvement of 
paediatric health care with a humanistic profile.

Based on experiences in and ideas from a Norwegian supervision group for music thera-
pists working in paediatric hospitals in Oslo, CREMAH decided to invite a larger group of 
Nordic practitioners and researchers to describe their practices and projects. We arranged 
a symposium at the Norwegian Academy of Music in February 2018, where all participants 
presented their project/article ideas and got immediate feedback from each other and the 
editors’ group. The next step was a meeting at the Nordic Music Therapy Conference in 
Stockholm in June 2018, where a few new potential authors were identified. In early 2019 
chapters were submitted and the review process began. The group then gave an international 
presentation at the European Music Therapy Conference in Aalborg in June 2019. The 
review process continued for the next six months, and – because a few planned contribu-
tions were cancelled – it was decided to add the chapters by Uggla and Bonde in order to 
make a (more or less) complete overview of the current situation in the Nordic countries.
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Editors’ preface 

As mentioned above, Trygve Aasgaard is a central figure in the development of paediatric 
music therapy in the Nordic countries. He was the first music therapist to work systemat-
ically in a paediatric ward in Norway, and he was the first Nordic music therapist to earn 
a PhD degree in the field, studying his own work with children composing songs during 
their hospital stay and their ways of sharing them with family and friends. Aasgaard’s 
contribution to the field has been invaluable with regards to clinical practice, research and 
teaching. Therefore, we are delighted to introduce this anthology with an interview with 
Aasgaard where he shares some of his experience, knowledge and reflections. Thank you, 
Karette Stensæth, for this idea and for conducting the interview. 

We should also like to thank all the authors – with Norwegian, Swedish, Finnish and 
Danish affiliations – for their contributions, providing an anthology that covers a range of 
topics and perspectives. The articles give insights into both selected practice areas within 
the paediatric hospital setting, research, theory, and core concepts – with discussions and 
reflections on the particular Nordic contexts. 

The first three chapters all explore different concepts in various ways. Alexandra Ullsten, 
Tora Söderström Gaden and Julie Mangersnes provide a historical background for the 
development of family-centred care before introducing and discussing the evolving Nordic 
approach in neonatal music therapy within the framework of family-centred care. Taru-
Anneli Koivisto and Sanna Kivijärvi’s article elaborates on the theoretical concepts of 
pedagogical tact and embodiment and discusses how these concepts could enable music 
educators to operate in complex educational settings in paediatric wards. Sarah Helander 
and Gustavo Gattino present a study exploring the experiences of a Nordic music therapist 
working in a paediatric hospital setting in Peru. The authors discuss the importance of 
including multicultural perspectives and cultural considerations in music therapy – both 
when cultural differences are apparent and in meetings with subtler cultural differences. 

Music therapy as procedural support is covered in the next two chapters. First, Maren 
Mellingen reviews available Nordic literature and discusses implications for clinical practice, 
research and methodology as well as theory development. Next, Tone Leinebø Steinhardt 
and Claire Ghetti present a documentation tool for music therapy as procedural support. 
The authors argue that the documentation tool they have developed may be a means to 
further music therapists’ reflections on the processes occurring in music therapy as proce
dural support and helpful in effectively communicating these processes and reflections to 
interdisciplinary staff. 
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Editors’ preface 

In the next chapter Lena Uggla and Lars Ole Bonde provide a summary of Uggla’s doctoral 
study, evaluating and exploring music therapy within the context of haematopoietic stem 
cell transplantation. Although this is not a peer reviewed original article, it was important 
for us to include Uggla’s pioneering work in this anthology, as it is a strong contribution to 
music therapy practice and research in the Nordic countries. 

As the last chapter of this anthology we have included a revised translation of an article by 
Lars Ole Bonde, originally published in Danish in the Nordic Journal of Arts, Culture and 
Health (1)1, here published with permission from NJACH Editors and Universitetsforlaget, 
Oslo. It is an essay providing an overview of health promotion through music activities and 
interventions in Danish/Nordic hospitals during the last twenty years, with special empha-
sis on paediatrics. The essay includes a discussion of theoretical rationales and practical 
problems related to these relatively new initiatives.

Finally, we should like to thank the group of distinguished international reviewers who 
have contributed to the high academic standard of the anthology: Unni Johns, Monika 
Nöcker-Ribaupierre, Joanne Loewy, Wolfgang Schmid, Xueli Tan and Cochavit Elefant. 
We are also grateful to the Norwegian Academy of Music, and in particular Anders Eggen, 
for skilful and precise editing and support.

Copenhagen/Oslo, 
Lars Ole Bonde and Kjersti Johansson 
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Interview with Trygve Aasgaard

Karette Stensæth 

On 13 January 2020 I paid a visit to Trygve Aasgaard at his home. Trygve is seen as a 
pioneer for the use of music therapy in paediatrics in Norway. His practice has also paved 
the way for the field in the rest of the Nordic region, and his voice therefore has a natural 
place in this anthology. Together with the editors of the anthology we decided that I would 
interview Trygve. 

As well as hearing Trygve’s views, we also wanted to provide a brief historical summary 
and create a kind of context for the fledgling work currently taking place in the field. The 
interview was conducted in Norwegian, then transcribed, lightly edited and translated. 

Let’s start with the beginning, Trygve. Can you say something about how and 
why music therapy was introduced in paediatrics in Norway?

In 1994 I was working as a music therapist at Hospice Lovisenberg in Oslo. I’d only been 
there a few months when I received a request from a childhood cancer support charity asking 
whether I’d be interested in a permanent role at the child health clinic at Rikshospitalet. 
I accepted and started work there in 1995. On the first few visits I would be taken to a 
small room (designed for physiotherapy) where 5, 6, 7, 8 children stood lined up. I’d not 
been told what to do, or why, but I had to get to know them, and we did so through music. 
After about three weeks, I think it was, I was told that being confined to this tucked-away 
room was not enough. I should come down to the foyer in the child health clinic where 
they had a grand piano. There I could really get on with the music sessions. Every Tuesday 
at the same time for 45 minutes. Having held a couple of music sessions there I was given 
free rein to work individually with the children in their rooms, including in the isolation 
units. Entry to the isolation units was very strict, but as long as I observed the hygiene 
procedures – which were stringent – I was free to come and go. 

A few months after I started working at Rikshospitalet I was asked by Ullevål University 
Hospital whether I wanted to do the same thing there. Again I accepted, but working 
conditions were slightly different. At Rikshospitalet I had my own little office, and right 

 Interview with Trygve Aasgaard, page vii–xvi
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from the start I had a good rapport with Sverre Lie (chief consultant and professor), who 
had recommended me for the job. There was none of that at Ullevål. You could say that 
the working conditions were rather miserable, but I managed to get a digital piano and the 
necessary musical equipment and worked extensively with individual patients and their 
next-of-kin. I was also fortunate to be able to follow patients from one hospital to the other 
when they were undergoing bone marrow transplants (stem cell treatment). It was amazing 
to learn what it was like to be a leukaemia patient when normal chemotherapy failed. The 
music therapist also became a kind of companion who was there to support their health in 
both good and bad times at the hospital.1

How much did you work back then? 

My hours weren’t clearly defined – I did a lot of other work, too (I was assistant professor 
in mental health at Aker School of Nursing and music therapist at Hospice Lovisenberg, 
but also free-lance musician/trombonist, specialising in early music brass/wind instru-
ments) – but I’d often be at Rikshospitalet two days a week and at Ullevål one day a week 
plus numerous short visits in the evenings or on weekends. I also attended weekly seminars 
in Mesnali near Lillehammer with various groups such as children with radiation damage 
from previous treatments or families who had lost a child to cancer in the past year.2 In the 
summers I was invited to something called Meaningful Holidays, where families with 
“cancer children” spent a week by the seaside or in the mountains.3 There I would often be 
in charge of the final concert for the adults where the children (patients and siblings) would 
perform for the grown-ups. And of course there would be rehearsals in the days leading 
up to that with soloists and different “bands”. My work in children’s clinics really was a big 
part of my life in the late 1990s.

What international practices and literature on the subject were there 
back then?

Research and literature on music therapy in paediatrics were very limited when I started 
out.4 In 1994 two German music therapists, Barbara Grießmeyer and Wolfgang Bossinger 
(1994), published a book called Music Therapy for Children with Cancer. I read it thoroughly, 

1   See also chapter 6 in this anthology presenting Lena Uggla’s work with children going through stem cell 
transplantation. 
2   Organised by the Norwegian Cancer Society for families with children suffering from cancer.
3   Idem. See also: https://www.barnekreftforeningen.no/node/214
4   See also chapter 4 in this anthology providing a literature review of music therapy as procedural support and 
also a brief summary of the international development of music therapy in paediatrics.

https://www.barnekreftforeningen.no/node/214
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contacted Barbara and was soon invited to join a working group comprising German and 
Belgian music therapists, among them Inge Bracke from Leuven. I made new international 
contacts at one of the very first international seminars on palliative music therapy. It took 
place at Sobell House in Oxford, and for the next two years I was invited there as a speaker. 
The thing is, when you talk about paediatric practice it’s quite a broad umbrella term. 
I received my salary from the child cancer charity. But one of the conditions I set was that 
I would work with every child I believed could benefit from my music work. Maybe 75% 
of my hospital practice involved children with cancer. These were the children who would 
often spend the longest time in hospital, although I also worked extensively with young 
people who had received heart transplants, who had serious anorexia, various neurological 
conditions and so on.5 

Could much of your work in the children’s clinics be classed as palliative music 
therapy?

I’ve never been very keen on putting music therapy activities into palliative (or curative or 
preventive) pigeonholes. Much of what music therapists do, irrespective of client group, has 
a pain relief or palliative element to it. Pain relief can be intimately linked to providing care. 
In fact, the way I see it music therapy can also be care work to a greater or lesser extent; a 
view that might be interesting to explore further through research.6 

Interest in “palliative music therapy” grew with the emergence of the hospice movement in 
the 1970s. As early as in 1984 Susan Munro wrote a book called Music Therapy in Palliative/
Hospice Care (Munro, 1984). She was Swiss but worked in Montreal in Canada at one of 
the first palliative hospital wards in the world. It was an informative book, albeit far too 
problem-orientated to my taste. I was just concerned with the fact that “my” patients, adults 
and children alike, in a hospice or in a hospital, were actually alive! There are no particular 
techniques reserved solely for patients on their deathbed. Music can be used to relieve pain 
and distressing symptoms such as nausea or to promote desired physiological parameters in 
people close to or far from the moment they depart life. In many of my texts on palliative 
music therapy for children I have also described patients who had been seriously ill, but 
who survived (Aasgaard, 1999, 2001, 2004, 2006). And I’ve done so with a clear conscience. 

5   Music therapy with children with cancer is still a substantial part of music therapists’ practice in paediatric 
hospitals, see for example chapter 6 and 7 in this anthology. 
6   See for instance the discussion on family-centred neonatal pain management in chapter 1 in this anthology. 

Interview with Trygve Aasgaard 
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I have the impression that your focus would shift easily between the individual 
patient and the institutional environment?

Absolutely! In terms of understanding what the work involves, I wanted to understand 
and improve people’s health (etc.) and help them live fulfilling lives while also taking an 
interest in what you could call music medicine, which was exclusively based on individual 
psychophysiological problems.7 However, by the time I started working in the children’s 
clinics I’d also developed a keen interest in milieu therapy in inpatient psychiatric treatment 
of adolescents and adults (Aasgaard, 1999; Aasgaard & Ærø, 2011). That way the children’s 
clinics became a sort of laboratory for trying out different music-related activities where 
the objectives were more general, and perhaps more vague, than when working with indi-
vidual patients. The weekly music sessions in the foyer at the Rikshospitalet children’s clinic 
became an arena for activities where patients – and sometimes their siblings, next-of-kin and 
hospital staff, including the chief consultant and kindergarten teachers – sang, performed 
music, improvised and dramatised fairy tales together. The trick was of course to enable as 
many people as possible to gain something positive from it. The children were instrumental 
soloists, ranging from “three dongs on the cymbal” to renditions of Grieg’s lyrical pieces on 
the piano or performances of songs they had created, often using tunes written by music 
therapy students or me. The chief consultant would also provide accompaniment on the 
piano while the music therapist played the trombone or recorder. One father impressed us 
with a drum solo on the congas, and so on. Next-of-kin would sometimes come and tell us 
later – after around an hour – that they’d forgotten they were in a hospital. 

Music therapist Stine Camilla Blichfeldt Ærø continued to develop the concept with her 
“shift change sessions”, which took place at a time of day when more staff were able to take 
part. The patients really got to see doctors and other staff in new and unexpected roles! 
Calling this traditional music therapy would be misguided (Aasgaard & Ærø, 2011). 

Through my research into how young leukaemia patients created their own songs and what 
significance the songs might have had (Aasgaard, 2002), I eventually became convinced of 
how many psychosocial activities were meaningful to the patients and their families and 
that a family perspective was crucial in order to understand – and perhaps also to genuinely 
help – the sick child to improve their health despite serious illness.8 

7   Music medicine – as different from music therapy – in paediatrics is addressed in chapters 1, 4 and 7 in this 
anthology. 
8   See chapter 1 in this anthology for more about a family-centred perspective. 
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In 1999 I wrote a chapter entitled “Music Therapy as Milieu in the Hospice and Paediatric 
Oncology Ward” in the anthology Music Therapy in Palliative Care. New Voices, edited by 
David Aldridge (1999). There I proffered a definition of ‘music environmental therapy’: 
“A systematic process of using music to promote health in a specified environment inside 
or outside of institutions” (p. 34). This definition was later incorporated into the concept 
of “community music therapy”, which has been useful in understanding music therapy at 
a system level. Today some of the things I helped develop could perhaps be described as 
health musicking (Stige, 2012)? Yet I also see music therapists in hospitals use environmental 
therapy as a theoretical term for their practices. At least I get the impression that today’s 
music therapists working in Norwegian children’s clinics have no problems switching their 
perspectives. I actually finished my engagement in paediatric music therapy writing two 
more general chapters on how music and art can be part of a truly integrative paediatric 
oncology (Aasgaard & Edwards, 2012; O’Callaghan & Aasgaard, 2012).9

Would you say that children with cancer have other characteristics than 
children with other life-threatening diseases?

Almost all the children in the children’s clinic, not least those with cancer, were healthy 
children who went to kindergarten or school and who had wide range of skills, varied 
interests and big social networks. And then suddenly they are patients. They might have 
had an accident or been diagnosed with cancer, which quickly takes them away from much 
of their normality: away from their peers, their home, many of the things that make for a 
good life. Their lives become “high-tech-driven”, i.e. filled with blood tests, x-rays, chemo-
therapy, stem cell treatment, surgery and radiation therapy, MRI and so on. They may be 
isolated for weeks, emaciated and with a changed appearance. It’s as far from everyday life 
as you can get. Music therapists hope to bring elements of normal life and happiness back 
into their lives, thus giving a boost to the patients and perhaps also their next-of-kin at a 
difficult time in their lives. The hospital school also helps with this. One of the teachers 
told me: “To us, every child aged between 6–7 and 15 is a ‘pupil’. If you start calling them 
patients, then many of them will realise that they are nearing the end.” 

Do the hospitals and wards you have worked at take an interest in music? 

I dare say that one distinctive feature of the university hospital is that many people there are 
simply very knowledgeable about music. There is probably an expectation that the music 

9   Chapter 2 in this anthology emphasises interdisciplinary insights and describes contributions of music 
educators to the use of music and arts. 

Interview with Trygve Aasgaard 
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therapist has to deliver, purely musically speaking. We can safely say that you will need 
every musical skill you’ve got and that you quickly work out where you need to improve. 
I chose to step out and put myself on display in the public areas. That can be taxing. Once 
I gave a lecture at a big hospital in Germany where I showed how, in Norwegian children’s 
clinics and in addition to my one-to-one work, I would organise processions through the 
corridors with slapstick humour and put on puppet theatre in the music sessions. My German 
audience were less than amused! One of the four music therapists working in a German 
institution said: “I’m sorry, Dr Aasgaard. We cannot concern ourselves with such things 
here”. When I asked why he responded that people would think they were clowns. I had to 
ask him whether it was wrong for music therapists to spread laughter and fun. Yes, that was 
wrong, they believed. When they were doing therapy – remember this was a neurological 
hospital with seriously ill young and old patients – they had a subordinate member of staff 
take the patient to the therapy room where most of the music therapy took place. Other 
music therapists have also said they don’t want to be observed while working. One therapist 
once told me that “I’ve only done this once before, and the whole hospital might hear that 
I played it wrong or did something that wasn’t entirely successful.”10 

Do you get the impression that music therapists in the field today work in the 
same way that you did?

I had to find my way and was allowed to do so. So I found that there was room for my 
somewhat anarchist, or at least improvisational, approach. Working conditions for music 
therapists in many big hospitals around the world are probably much more clearly (and 
possibly also more narrowly) defined now than they were then.11 

Indeed, it might have something to do with today’s music therapy training 
courses benefiting from extensive research and new findings. 

I’d also like to mention that to market your psychotherapeutic credentials to the hospitals, 
you must demonstrate a clear therapeutic role. In any case, I’ve found that attitudes towards 
more milieu-based approaches are becoming ever more positive. 

10   Stories like these highlight the need for music therapists to communicate the therapeutic relevance of their work 
to other health professionals in a comprehensible manner. Chapter 5 in this anthology discusses such challenges. 
11   See for instance chapter 2 and 5 in this anthology for more about working conditions and music practition-
ers’ roles in hospitals today. 
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We must also remember that there are still big differences around the world as to the per-
spectives on young patients.12 Many music therapists in children’s clinics worldwide never 
have to deal with the patients’ families. The very idea of bringing in the family might be 
alien since family members are only able to visit once in a while. 

You seem to have been especially keen to promote health in the middle of all 
the pain that probably still exists in modern children’s clinics. Is that right?

Much of my learning curve was in a decade where there was a lot of “learning by doing”, 
certainly. By jumping in at the deep end and trying things out, I ended up doing things 
every day that weren’t much to brag about. But today I’m happy that I took some risks. After 
all, there aren’t many potentially fatal outcomes when you’re dealing with music. I’ve also 
learnt a great deal from some of the music therapy students at the Norwegian Academy of 
Music. My interest in salutogenesis has been a constant almost all of the time. One of the 
founders of the positive psychology movement, Martin Seligman, said something along 
the lines of “don’t try to fix what’s wrong, but build what’s strong”. I remember the first time 
I had explained to me the behavioural traits of different types of people, with some being 
“origins” and others “pawns”. This thing about pushing people towards the “origins” is rel-
evant to health work. It goes like this: “origins” have a certain realistic hope of succeeding, 
they use realistic reasoning and, eventually, take responsibility for their lives. A “pawn”, on 
the other hand, is passive and frequently assumes the role of the victim amid a feeling of 
hopelessness. I met a large number of patients back when I was working with adults as a 
paramedic and for a care charity and, sometimes, I would meet entire families that seemed 
to be “pawns”. Of course, when you go to hospital and have many of your usual attributes 
and roles taken away from you, it is possible to experience enduring hopelessness. But 
it doesn’t do you any good. I think music therapy, almost regardless of client group, has 
the potential to promote a sense of achievement and hope. And as my mentor and friend 
David Aldridge, who sadly passed away this spring, said: music can be an excellent tool for 
performing health in yourself. I’d also like to add: “including in families and next-of-kin, 
who can sometimes suffer at least as much as their sick family member.” 

Where do the terms “origins” and pawns” come from?

As far as I’m aware it was Richard DeCharms, a professor of education and psychology, 
who in 1976 coined the term to describe different groups after studying behavioural traits 
in students. 

12   Chapter 3 in this anthology discusses cultural, or multicultural, perspectives in depth. 

Interview with Trygve Aasgaard 
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The anthology in which this interview will appear has a Nordic perspective. 
Can you talk a bit more about how Nordic music therapy in this particular 
field came about? 

I think Anne Olofsson, music therapist at Karolinska University Hospital in Stockholm, 
was the first music therapist in the Nordic region to work with cancer patients (Olofsson, 
1993). Her primary focus was on adults, though. Around the same time that I began working 
at Rikshospitalet in Oslo, Ingrid Michaelsen started as a music therapist for children and 
adults at Karlstad Central Hospital. I was invited to lecture for medical and other staff in 
Karlstad, and Ingrid came to Oslo to participate in the music session at the children’s clinic, 
where she impressed everyone by illustrating songs on a big blackboard at lightning speed 
as we sang. In around 2000 I presented my practice and lectured on the music therapy 
course at Aalborg University, where I also defended my PhD dissertation (Aasgaard, 2002). 
Eventually teachers and students began to practise the profession. Worldwide there were 
very few music therapists working in paediatrics in the 1990s. Those who did were mostly 
in Australia and Germany and some in the US, Israel and the UK. 

Is there a typically Norwegian approach to music therapy in children’s clinics?

I think there is. I think, but don’t know for certain, that despite the hierarchical nature of 
hospitals in Norway and elsewhere, it may be easier in Norway than in other countries to 
involve different staff groups in the music sessions. I also think that wards in Norwegian 
hospitals provide a fairly safe setting for trying out new things. And it’s great to see that there 
are now music therapists affiliated to all children’s clinics in Norwegian university hospitals 
and that the aforementioned milieu perspective that I helped developed can perhaps be seen 
as having some of the markers of something “typically Norwegian”. Still, it’s the individual 
contact with the patient/family during the course of the therapy that makes up the core of 
music therapy in paediatric practice.

Thank you so much for the interesting chat, Trygve. And thanks for everything 
you’ve done for music therapy in paediatrics.
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Development of family-centred care 
informing Nordic neonatal music therapy

Alexandra Ullsten, Tora Söderström Gaden & Julie Mangersnes

Abstract
Since the 1990s, the concept of family-centred care, where the family and 
healthcare staff share responsibility for the infant’s hospital care, has been 
part of an ongoing paradigm shift in neonatal care globally. The public health 
care system with family-friendly parental leave policies might be one of the 
reasons that the Nordic countries today are at the forefront of welcoming and 
including parents and partners in the care of their infant round the clock. When 
implementing neonatal music therapy (NICU MT) in the context of Nordic 
health care, music therapy models of practice as well as research ought to be 
defined and shaped by the family-centred care model, which today is considered 
best practice. The Nordic context also offers favourable conditions for further 
developing NICU MT approaches in line with family-centred care. NICU MT 
was first developed in the USA in the 1980s and the interventions were infant-
focused, emphasising the infant’s physical and medical needs, which was the 
existing care focus in neonatal care at that time. Neonatal music therapy and 
research in the Nordic countries is still in its infancy. Systematic implementa-
tion work was first initiated in Karlstad, Sweden in 2010 and in Akershus and 
Oslo, Norway in 2017. 

This essay provides the international music therapy field as well as other pro-
fessionals in paediatric and neonatal health care an insight into the evolving 
Nordic approach of NICU MT. The conclusion of this essay is that the family-
centred care approach in the Nordic NICUs, combined with the progressive 
family politics in the Nordic countries with generous parental leave schemes 
and gender equality in childcare, afford important prerequisites to further 
develop NICU MT as a truly family-centred approach. 

Keywords: neonatal music therapy, Nordic perspective, family-centred care, 
infants, pain management
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Introduction

Imagine being an infant or a small child, left alone in a huge, unfamiliar place that smells 
and sounds frightening with strangers taking care of you without any chance of meeting or 
hugging your parents1 for weeks, months or even years! Imagine being that parent who must 
abandon your critically ill child during long periods. In the 1940s and 1950s, infants and 
children were hospitalised for long time periods, especially for chronic illnesses. A hospital 
stay could be extended for several years where the child and the parents had no or little 
physical and emotional contact. The parents were either not allowed to visit or were just 
allowed to visit once per week and then perhaps just seeing their child behind a windowpane. 
Both Spitz (1945, 1946) and Bowlby (1958) revealed the devastating effects on infants’ and 
children’s emotional well-being of separation from their parents in routine hospital care. 
There are many traumatic stories about these family separations (Jolley & Shields, 2009). 

The infant’s brain is sensitive to both beneficial and harmful influences in infancy (Hart, 
2011). Much of brain growth takes place while the infant is dependent on the parent. 
Developmental neuroplasticity allows for adaptation, preparing the infant for a challenging 
environment, but it also bears a risk for maladaptation in extreme or mismatched environ-
mental conditions (Brummelte, 2017). Early-life adversity and trauma involve a substantial 
risk for the developing brain, whereas a stimulating and enriched environment on the other 
hand, has long-term effect on infants’ neurological structure and neurochemistry, enlarging 
or altering the infant’s brain (Schore, 2001; Hart, 2008, 2011). The parent’s attuned care 
regulates the infant’s brain development and the parent’s voice, which is intrinsic in the 
interplay between parents and infants, is the primary source of bonding along with touch, 
eye contact, smell, taste and movement (Hart, 2011). Music therapy and music-based 
interventions, both live and recorded, have been found to have a measurable positive short-
term physiological and behavioural impact on hospitalised infants and on their parents 
(for more detailed reviews see Ullsten, Eriksson, Klässbo & Volgsten, 2018 and Stegeman, 
Geretsegger, Phan Quoc, Riedl & Smetana, 2019). A growing body of research now shows 
that hospitalisation of an infant is a very stressful experience for the whole family and that 
parents and the parents’ vocal stimulation are underutilised tools in the care of the hospi-
talised infant (Griffin, 2006). 

This essay provides a historical background of the development of family-centred care, 
which has laid the foundation for the evolving Nordic approach with parental involvement 

1   A note on terminology is in place here. In this article we refer to parents as the legal guardians and we include 
single parents, fathers, partners and other primary caregivers.
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in neonatal music therapy (NICU MT). This essay also introduces the current clinical situ-
ation and research of Nordic NICU MT, all within the framework of family-centred care. 
When viewed from a global perspective, the Nordic health care systems in Sweden, Norway, 
Denmark, Finland and Iceland are quite similar with for example family-friendly parental 
leave policies. However, our position in this essay is based on our own pioneering research 
and clinical work as well as implementation processes within a Swedish and Norwegian 
context. This explains the emphasis in this essay on NICU MT in Sweden and Norway. 
The overall structure of the essay is chronological, starting with a historic overview of the 
evolution of the concept of family-centred care within global and Nordic paediatric and 
neonatal health care. The published literature on family-centred care was systematically 
reviewed in the databases CINAHL, PubMed and Google Scholar using the keywords “family-
centred care”, “NICU”, “parents” and “history”. The essay continues with a historical review 
of the development of NICU MT and the Nordic cultural adaption process of NICU MT 
in Sweden and Norway. We reflect upon and discuss the efforts and benefits of complying 
with the principles of family-centred care when establishing a Nordic NICU MT approach 
with parental participation. A snowballing search method was used for reviewing literature 
in the neonatal music therapy sections. The paragraph about music therapy in neonatal 
pain management, which is an area in great need of active methods to involve parents, is 
based on research by the first author of this essay. The essay concludes with implications 
for future NICU MT practice and research within a Nordic family-centred care context. 

Development of family-centred care

Family-centred care (FCC) is considered a cornerstone philosophy of current paediatric 
health care globally and there is an international agreement about the importance of family-
centred care in neonatal and paediatric settings (Dennis, Baxter, Ploeg & Blatz, 2017). FCC 
is an approach to health care rather than a care model that is respectful of and responsive 
to individual family values, emphasising the patient’s and family’s emotional, social, and 
developmental needs (Davidson et al., 2017; Ding et al., 2019). The core concepts in FCC are 
dignity and respect, information sharing, participation and collaboration in care (Institute 
for Patient and Family-Centred Care, 2010). FCC ensures that care is planned around the 
whole family, not just the individual child, and that all the family members are recognised 
as care recipients. FCC also comprises for example a culturally competent and respectfully 
supportive parent-professional collaboration and continuous information sharing (Jolley 
& Shields, 2009).
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In the middle of the 20th century, paediatric care was generally unaware of the child’s devel-
opmental, social and psychological needs. It was highly focused on the child’s physical and 
medical needs (Jolley & Shields, 2009). Nursing and medicine were slow to change, but after 
World War II and with the help of the two British theorists and investigators, John Bowlby 
and James Robertson, who researched and elucidated the traumatic effects of separation of 
mother and child, various models of FCC started to gain ground globally (Jolley & Shields, 
2009). Parents gradually became highly influential in improving the care for their hospitalised 
children. In 1959, the British government published a report of an inquiry into conditions 
in children’s hospitals, commonly known as the “Platt Report”. British parents who were 
committed to ensuring the recommendations of the Platt Report were put in place, formed 
one of the world’s first health consumer organisations (Jolley & Shields, 2009).

In the United States, FCC in neonatal care was evolving as a grassroots consumer-driven 
movement in the early 1990s as patients and families began to seek more control over their 
care (Harrison, 1993; Johnson, 2000; Gooding et al., 2011). In 1992, a group of American 
parents who were knowledgeable about the neonatal intensive care units (NICUs) from 
personal experiences and from their work in support organisations, disability rights groups 
and hospital ethics committees, met with physicians and discussed the problems described 
by parents and explored possible solutions (Harrison, 1993). Parents were frustrated over 
the way they and their infants were treated in the NICU. The parents spoke for instance 
about difficulties in obtaining accurate information about their infant’s conditions, treat-
ments, and prognoses, of parental exclusion from medical and ethical decision-making and 
of the undertreatment of infants’ pain. A document of ten principles, “The Principles for 
Family-Centered Neonatal Care,” was the beginning of a paradigm shift (Harrison, 1993). 

In the Nordic countries the shift towards FCC followed almost the same path as in the UK 
and in the USA. Until the 1940s and 1950s, most of the children in the Nordic countries 
were born at home. After that time, home births decreased and the infants were born in 
hospitals where infection control and medical interventions increasingly led to improved 
health outcomes in perinatal care (Jackson & Wigert, 2013). Care for the mother and infant 
shifted during this time from in-home, patient-, and family-focused care to the hospital 
and staff as gatekeepers of the infant, with families treated as bystanders. Parents were 
only allowed to visit their infants during certain visiting hours and see the child through 
a windowpane. There were no high-tech intensive care units for premature born and sick 
newborns in Sweden until the 1970s (Jackson & Wigert, 2013). In Norway, the first neonatal 
unit was established at Rikshospitalet in the late 1960s. In the 1970s, many county hospitals 
still did not have separate children’s wards or neonatal units, and the most recently founded 
unit in Norway was not established until 1988 (Moen, 2017). In the 1980s and 1990s, there 
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was a shift of focus in neonatal care towards a more family-centred approach based on 
respect for the infant’s and parents’ needs, cooperation with the parents and sharing of 
information (Fegran, Helseth & Slettebø, 2006). Even though FCC was introduced in the 
Swedish NICUs in the 1990s, it was not until the 21st century that the neonatal intensive 
care units started to more actively include both parents, and possible siblings in the infant’s 
care round the clock.

According to The Norwegian Neonatal Healthcare Atlas (Moen, 2017), Sweden and Norway 
have some of the world’s best treatment results for preterm infants measured in survival. In 
this Norwegian analysis of admissions and treatments of infants at NICUs in Norway, the 
factors which contribute to this fortunate situation are stated as; “good antenatal care”, “good 
foetal medicine follow-up” and the “high level of expertise among Swedish and Norwegian 
obstetricians and neonatologist” (Moen, 2017, p. 22). This report only mentions FCC once, 
in the context of “other factors that have been documented to have an effect on the length of 
stay” (Moen, 2017, p. 66). Recent systematic reviews and meta-analysis have linked FCC to 
improved infant’s weight gain, shorter length of stay in the hospital and improved survival 
quality among hospitalised preterm infants as well as improved parent-reported outcomes, 
parent satisfaction, skills, and knowledge (Ding et al., 2019; Yu & Zhang, 2019). However, 
FCC is a broad concept and clinicians have varied perceptions of and expectations about 
what the core concepts of FCC comprise and how to translate these values into action 
(Dennis et al., 2017). Since standardised FCC interventions and core outcome measures are 
still lacking, research has difficulties comparing results to show the clinical effectiveness of 
FCC (Ding et al., 2019). FCC still has some groundbreaking work left to do.

Nordic family friendly policies reinforce family-centred neonatal care

Even if most infants are still cared for in traditional multi-bed, open-bay NICUs, the Nordic 
countries are at the forefront of welcoming and including parents in the everyday care of 
their infant. In Sweden, Norway, Denmark, Finland and Iceland, the awareness of family-
centred care is very high and in constant growth. Parents are welcome to stay close to their 
infant most of the time with no restrictions in visiting hours. More and more NICUs in the 
Nordic hospitals are today built (or rebuilt) to welcome parents round the clock, with sepa-
rate family rooms, couplet care for mother and infant with zero-separation, bedside rounds 
and opportunities for siblings to stay in family rooms with no restrictions on visiting hours. 

The public healthcare system is an important factor in this paradigm shift and for the 
sustainability of the implementation of FCC in the Nordic countries. According to the 
general social security system in the Nordic countries, hospitalised children have a legal 
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right to have at least one parent present during hospitalisation. If a child is seriously ill 
and there is a significant threat to the child’s life or if the child receives treatment for their 
illness and the child’s life is in danger without this treatment, both parents have the right to 
compensation with paid care leave to be with their child for an unlimited number of days 
(Sweden) or for a total of 1300 days (Norway). The doctor must write a statement which 
includes a diagnosis and a description of the child’s illness and treatment. Other factors in 
this implementation process were the introduction of international rules and conventions 
in the 1980s and 1990s. The Nordic network for children’s rights and needs in health care 
(NOBAB) was founded in 1980 in Norway. This Nordic standard stated that sick children 
have the rights to have their parents present during hospitalisation and they should have 
the same opportunities as healthy children to develop through play, schooling and social 
connections with loved ones (NOBAB §§ 2, 3, 6, 7). In 1989, the United Nations Convention 
on the Rights of the Child was adopted and ratified a year later. Nations that ratified this 
convention are bound to it by international law. All Nordic countries have ratified the 
convention, which for example states that infants and children should not be separated 
from their parents against their will.

Today, we know from research how important the physical facilities in the NICU are in 
establishing physical and emotional parent–infant closeness. Physical closeness refers to 
being spatially close and emotional closeness refers to parental feelings of being emotionally 
connected to the infant, experiencing feelings of love, warmth and affection (Flacking et al., 
2012). The most important factor supporting parent–infant closeness is the opportunity for 
the parents to stay overnight. Having other children or a long travel distance from home 
to the hospital have no impact on parent–infant closeness (Raiskila et al., 2017). In most 
parts of Europe, the fathers are not actively involved in the care of a sick hospitalised infant. 
In the Nordic countries, the situation is reverse. The fathers with the highest proportion of 
parental presence in Europe were in the Swedish neonatal units with 96,1% of the fathers 
present in the NICU, with Norway on 80,4% (Raiskila et al., 2016). The possibility for Nordic 
fathers to partake in skin-to-skin contact (SSC) with their hospitalised infant facilitates a 
more equal parenthood (Olsson, Eriksson & Anderzén-Carlsson, 2017). Fathers experienc-
ing SSC express a feeling of improved self-esteem, closeness to their infant and a feeling 
of equality with the mother, compared to fathers of a healthy newborn where the father 
returns to work soon after the birth (Olsson et al., 2017). Both the hospitalisation of the 
newborn and the social benefits in the health care system offer the fathers in the Nordic 
countries a chance to be even more involved in their infant’s development (Olsson et al., 
2017), as well as in music therapy interventions.
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Implementation of music therapy in Nordic 
paediatric and neonatal care

The first music therapy inspired project in Sweden was introduced in paediatric habilitation 
in the beginning of the 1980s (Westerholm, 1983). Music therapy service is today available 
in a few paediatric2 wards in Sweden (Säfsten, 2017; Uggla et al., 2016, 2018). In Norway, 
music therapy was first introduced in paediatrics in the late 1990s (Ærø & Aasgaard, 2011) 
and is now relatively established in the paediatric departments at five out of six university 
hospitals in Norway. In Finland, one music therapist is working in a paediatric hospital, but 
the music therapy practice is located within child psychiatry. In Denmark, music therapy is 
for example represented in paediatric oncology research (Sanfi, 2015). However, there are 
currently no permanent music therapy positions in paediatric care in Denmark. 

NICU MT is an even younger discipline in paediatric care. Globally, NICU MT is still in its 
initial stages of development (Shah et al., 2017), and in its infancy in Nordic neonatal care. 
In NICU MT, the music therapist specialised in neonatal music therapy methods coaches 
the parents to use their voices to sing with their infant to enhance mutual co-regulation, 
interaction, attachment and promote the social, emotional and neurological development 
of the hospitalised infant. The first research findings that showed that premature infants 
in the NICU benefit from auditory stimulation were published in nursing research in the 
1970s (Katz, 1971). Neonatal music therapy research began in the 1980s and 1990s with 
the pioneering work of Jayne Standley at Florida State University, USA. The existing care 
focus in neonatal care at that time, which also influenced NICU MT, emphasised the infant’s 
physical and medical needs. The study undertaken by Standley’s student Janel Caine (Caine, 
1991), who used a study design with recorded auditory stimulation, opened up a new context 
of practice for music therapy (Shoemark & Dearn, 2016). Professionals in the NICU were 
protective of their fragile patients and initially there was resistance to music being present 
in the NICU since all sounds were perceived as noise (Standley, 2014). Research from the 
music therapy field, traditionally not included in medical treatment in the NICU, was met 
with scepticism (Standley, 2014). NICU MT developed in different parts of the world from 
the late 1990s and onwards in the USA (Loewy, 2000), Germany (Nöcker-Ribaupierre, 
1999), and Australia (Shoemark, 1999).

The first systematic Nordic NICU MT implementation process started in Sweden at Central
sjukhuset in Karlstad by the music therapist and first author, Alexandra Ullsten, with the 
first referrals in March 2010. The first Swedish NICU research project was initiated by the 

2   Music therapy practice and research in child psychiatry is beyond the scope of this article.
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first author in 2012 (Ullsten et al., 2016, 2017b, 2018), followed by another ongoing NICU 
MT research project in Stockholm starting in 2014 (Haslbeck & Hugosson, 2017). Recently, 
two temporary music therapy services in paediatric care/NICU was initiated in Uppsala and 
Stockholm. In Norway, a few music therapists have for shorter periods worked in neonatal 
intensive care (e.g. Kvalbein, 2011), and a few master projects have contributed with initial 
clinical experiences (e.g. Oveland, 1998; Dahl, 2012; Rundgren, 2013). These experiences 
form an important background for recent, more systematic efforts for implementation, 
which started in 2017 at Akershus University Hospital. Music therapist Tora S. Gaden ini-
tiated a 2-year project on program development and implementation with funding from 
Extrastiftelsen (now led by Catharina Janner) (Gaden & Overå, 2018). Julie Mangersnes 
followed with initiating NICU MT services at Oslo University Hospital, Rikshospitalet in 
Norway later in 2017. NICU MT research in Norway began with a meta-analysis (Bieleninik, 
Ghetti & Gold, 2016). In 2017, the international multi-site RCT “Longitudinal Study of music 
Therapy’s Effectiveness on Premature infants and their parents” (LongSTEP) was launched, 
which will be the first study to investigate the long-term effects of music therapy on parent-
infant bonding (Ghetti et al., 2019). In Finland, the first NICU MT research was introduced 
in 2006 (Teckenberg-Jansson, Huotilainen, Pölkki, Lipsanen & Järvenpää, 2011). The NICU 
MT service in Finland today is voluntary and research project-based (Kostilainen et al., 2018; 
Virtala & Partanen, 2018). In Denmark, the first pilot study with NICU MT investigated the 
effects of live music therapy on infants’ stress and parental wellbeing at Aalborg University 
Hospital (Haslund, 2015), but there are no music therapists working in the NICU field today. 

Challenges for neonatal music therapy in Sweden and Norway 

When the first author initiated music therapy in a Swedish NICU back in 2010, there were 
various predictable as well as unforeseen challenges on parallel levels. On the organisational 
level there were abrupt changes in leadership and staff and the physical facilities offered a 
multi-bed, open-bay unit where parents were jammed in between the cots. On a profes-
sional level, the possibilities for NICU MT training were limited to the USA and did not 
exist in Europe. The dearth of Swedish context-sensitive and family-centred NICU MT 
interventions and research became an issue for the implementation phase, when exist-
ing research literature and models of practice were infant-focused and lacked parental 
involvement. It became obvious that models of practice are not directly transferable across 
cultural contexts and health care systems. And then there was the noise issue which posed 
the challenging question: “To add more sound to an already noisy environment, how can 
that improve the situation for the premature infants?” A couple of years later, in 2013, the 
newly built NICU opened at Centralsjukhuset in Karlstad, which was designed to support 
parent-infant closeness and couplet care with separate family-rooms. The implementation 
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work with music therapy changed dramatically for the better. From now on, music therapy 
service could be offered individually with each family including siblings, in their family room. 

The Norwegian Music Therapy Association has contributed to rapidly increasing interest 
among the Norwegian music therapists to work with premature and ill term infants and 
their families. The association has the past years arranged introductory courses in the model 
“First Sounds: Rhythm, Breath, Lullaby (RBL)” (Loewy, 2016) with Joanne Loewy from 
New York, providing a theoretical base for NICU MT work. These courses in combination 
with a steadily growing body of international research in NICU MT have presumably con-
tributed to the implementation processes in Norway at Akershus University Hospital and 
at Oslo University Hospital Rikshospitalet. These two processes have continued parallel at 
each site with the second and third authors supervising each other along the way. To be two 
music therapists in the work of implementation is to occupy a fortunate position. The initial 
challenges from the implementation process in Sweden concerning the cultural adaption 
of NICU MT have been observed in Norway as well. Though, adding music to the NICU 
environment has mostly been accepted among staff. 

The current situation with highly involved parents seems to be ideal for the Nordic family-
centred neonatal music therapist to work in partnership with parents, guiding them to be 
equally involved in the infant-directed communication and facilitating a chance for also 
the fathers and partners to form an early attachment with the infant. The family-centred 
neonatal music therapist faces both cultural and musical challenges daily (cf. Zimmerman 
& Bauersachs, 2012, cf. Haslbeck, 2014). Sweden and Norway are today culturally diverse 
societies. There were for example an increased number of refugees during 2015 and 2016. 
Yet, every family in the NICU, regardless of heritage, could be considered as a unique entity, 
a “subculture”, with its own musical history, musical preferences and with unique inter-
generationally transmitted attachment patterns (Shah, Fonagy & Strathearn, 2010). This 
gives cause for the neonatal music therapist to individualise and tailor the music therapy 
interventions. The music chosen for the music therapy interventions is culturally sensitive 
with a base in the family’s own musical preferences. Live singing is used as a developmen-
tal stimulus as well as a relational act of love and care. It is a resource parents always have 
available, yet, not always in active use. In these cases, the music therapist may work as a 
facilitator in empowering parents to communicate with their infant in an infant-directed 
mode. The interactions with the neonatal music therapist also give the family a possibil-
ity to get to know new songs and for siblings to learn how to engage with the vulnerable 
infant. The visit from the family-centred music therapist offers a chance to share musical 
backgrounds and “songs of kin”– melodies that has been used within a family’s history or 
are representative of the culture of that family’s community (Loewy et al., 2013).
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NICU MT is used to promote normalisation in an advanced medical environment. The NICU 
MT in Sweden and Norway is humanistic resource-oriented (Rolvsjord, 2016) and informed 
by developmental psychology and attachment theories (e.g. Trevarthen, 1980; Stern, 2000; 
Schore & Schore, 2008; Malloch & Trevarthen, 2009), the biopsychosocial model (Engel, 
1977, 1980) and the biopsychosocial neuroaffective developmental psychology model (Hart, 
2008, 2011). The RBL-model is the basis for music therapy practice in both Sweden and 
Norway but has been modified to fit routines and needs of the specific units and the context 
of the Swedish and Norwegian welfare system, culture and health care. The role of the music 
therapist is as guide, supervisor and role model for the parents, also offering family support 
and psychoeducation. Working as a music therapist in the context of family-centred care 
is not always about offering musical experiences. It also involves being available to parents 
as a supportive, present, empathic part (Shoemark & Dearn, 2008).

Theoretical foundations of family-centred care

Parents’ protests, as mentioned above, against being separated from their critically ill term 
or premature infants can be seen as an enactment of common sense as well as being in line 
with theories of infant development and parent-infant bonding. This includes the trans
action model of development (Sameroff, 2009), attachment theory (fc. Bowlby, 2008), the 
notion of parental mentalisation as foundation for care giving sensitivity (Fonagy et al., 
2002), and the psychological preparation for parenthood (Berg Brodén, 2004; Raphael-Leff, 
2018). Infants need their parents, and parents demonstrate the need to be with their infant. 
The infant represents hope for the future and the parents are motivated to do their very 
best to provide their child with optimal conditions for development (Gaden & Trondalen, 
2018). Infants are born with an innate capacity and the need for social interaction and 
communication and are dependent on sensitive, emotionally available parents to regulate 
them and respond to their needs in order to develop the capacity of self-regulation and 
develop a sense of self (Schore, 2001; Stern, 2000; Fonagy et al., 2002). Parental availability, 
presence and sensitivity are all crucial elements for healthy development of the emotional 
bond between parent and infant (Hansen, 2010). However, entering parenthood is also 
entering a period of vulnerability associated with an increased risk of depression and other 
mental health problems that can impact parents’ capacity to care for their infant (Slinning, 
Hansen, Moe & Smith, 2010). Stern (1995) suggests that with the birth of a child, the mother 
enters into a new psychic organisation – the motherhood constellation – that will shape a 
new set of action tendencies, sensibilities, fantasies, fears and wishes (pp. 171). A preterm 
birth does not only result in premature infants; parents also enter parenthood prematurely. 
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The time for mental preparation and psychological changes that normally occur during 
pregnancy up until birth are shortened and many parents feel overwhelmed and unprepared. 
Parents of preterm infants are at greater risk of experiencing stress, anxiety and depressive 
symptoms which in turn affect their ability to sensitively care for their child (Korja et al., 
2008; Shaw et al., 2009). In addition, preterm and ill newborns are not fully fit for social 
interaction. Their social signals can be weak and hence difficult to understand and their 
physiology difficult to regulate. 

Both infants and parents are particularly vulnerable during NICU hospitalisation, in a high-
tech environment where stress and isolation is part of everyday life (Ramezani, Shirazi, 
Sarvestani & Moattari, 2014). This indicates a need for additional support in communication, 
regulation and an environment that fosters physical and emotional closeness. It would be 
inconsistent with the values of FCC to separate infants and parents. In family-centred care 
the family has the greatest influence over the child’s health and well-being, and because 
of this influence, families must be supported in their role as caregivers (Johnson, 2000).

Family-centred neonatal pain management

From a family-centred care perspective parents are an underused resource in neonatal 
pain management. FCC has come a long way in welcoming and including parents in the 
everyday care of their infant. However, the role of the parents in infant pain management 
is a relatively new area of research and practice, even in the Nordic context (Palomaa, 
Korhonen & Pölkki, 2016). Parental participation in neonatal pain relief is associated with 
improved infant pain care (Axelin et al., 2015; Courtois et al., 2016; Palomaa et al., 2016) 
and lower pain scores (Courtois et al., 2016). 

Infants cared for in the NICU experience on average between 7 and 17 painful procedures 
per day and very few receive appropriate pharmacological and nonpharmacological analgesic 
therapy (Carbajal et al., 2015; Roofthooft, Simons, Anand, Tibboel & van Dijk, 2014; Cruz, 
Fernandes & Oliveira, 2016). Repeated, cumulative and inadequately treated procedural 
pain in addition to separation from the parent, will not just harm the infant physically and 
psychologically in the short term, but might also jeopardise the new family’s attachment 
process and mental health in the long term.

Infant pain and pain management became a strongly disputed subject in the late 1980s 
when it was established that newborn infants, both premature and term born, are capable 
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of experiencing pain (Anand & Hickey, 1987), and implicitly remembering trauma (Noel 
et al., 2015). For decades, the prevailing belief in the medical community was that infants 
have no memories of painful experiences, nor a present perception or localisation of pain, 
or that infants are capable of experiencing pain in a manner similar to that of adults, and 
therefore the human infant is not capable of perceiving pain (Anand & Hickey, 1987). As a 
consequence of these traditional views, infants underwent numerous painful and invasive 
procedures, including surgery, without any pain treatment (Anand & Hickey, 1987). Today, 
about 30 years later, despite increased knowledge and the existence of international and 
national guidelines, pain management and pain assessment are not optimally provided 
in neonatal care. Too often, pain still goes untreated in the infant population admitted to 
the NICU and infants and parents are still separated during painful procedures, despite 
an increasing awareness regarding pharmacological and non-pharmacological analgesic 
strategies (Carbajal et al., 2008). 

Parents’ participation in infant pain management has quite recently become a focus for 
research in nursing pain science. Hopefully, the family-centred advances in neonatal pain 
care will also inform neonatal music therapy. NICU MT in neonatal pain management 
and pain research is not yet fully evidence-based and far from being family-centred. In the 
neonatal pain research literature, there is a dearth of music therapy studies and a domina-
tion of music medicine research, which usually uses pre-recorded music offered by medical 
personnel without the presence of the parents. In procedural pain management, recorded 
lullabies and recorded maternal voice have shown to have certain positive effects on infants’ 
behavioural pain indicators (Bo & Callaghan, 2000; Butt & Kisilevsky, 2000; Chou, Wang, 
Chen & Pai, 2003; Tramo et al., 2011; Bergomi et al., 2014; Pölkki & Korhonen, 2014; 
Azarmnejad et al., 2015; Shabani et al., 2016; Chirico et al., 2017; Qiu et al., 2017; Shah et al., 
2017, Shukla et al., 2018). In music medicine research, recorded music during skin puncture 
is considered to be a simple, convenient, inexpensive and complication-free intervention 
(Azarmnejad et al., 2015; Kurdahi Badr et al., 2017; Shah et al., 2017). The first author of 
this article has elsewhere argued against this uninformed use of music in neonatal pain 
management (Ullsten, 2017a). 

The research by Ullsten et al. (2016, 2017b) was the first RCT to measure the pain-relieving 
effects of live lullaby singing on behavioural and physiological pain responses during veni-
puncture in preterm and term neonates. By providing standard pain management for all 
involved infants only additive effects of the live lullaby singing could be assessed. The results 
did not show any significant pain-alleviating effects on the infants’ pain responses during 
venipuncture, but the lullaby singing significantly calmed the infants’ respiration before 
venipuncture and also showed a non-significant trend towards higher oxygen saturation 
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levels during the whole procedure in the lullaby intervention versus the control condition. 
There were non-significant indications of fewer and shorter skin punctures with lullaby 
singing. There were no indications in the data that live lullaby singing was harmful or 
stressful (Ullsten et al., 2017b). The live lullaby singing in this study was not performed by 
a parent but by a music therapy student in training. 

Implications for future research and practice 

NICU MT implementation in the Nordic countries has been initiated by single music 
therapists. When the implementation process started in Sweden 2010 and seven years 
later in Norway, the only available research results (as well as the only available NICU 
MT training and models of practice) were still infant-focused and came from American 
or Australian NICU care contexts. The three authors of this article have all trained in the 
RBL-model from New York. We have had some initial struggles to implement NICU MT 
into the Nordic family-centred neonatal care and adapt the models of practice to find a 
more culturally sensitive Nordic approach to our clinical work. We know from research that 
cultural sensitivity and context is of crucial importance for knowledge translation (Squires 
et al., 2015). Working in a Nordic NICU where families are present 24/7 puts new demands 
on the music therapist and requires other music therapy skills, even music psychotherapy 
skills. Every NICU MT intervention that is initiated must be acted and mediated through 
and together with the parents, in addition to a continuous negotiation with the staff and 
the leadership of the NICU.

Emotional support for the parents is found to be the least developed aspect of FCC globally 
(Raiskila et al., 2016; Davidson et al., 2017). Both nurses and parents have acknowledged 
that providing emotional support is a challenge for the NICU staff, which opens up an 
opportunity for new skills and actors to provide parental emotional support (Raiskila et al., 
2016). This function could be one of the more important ones for the Nordic NICU music 
therapist to pursue and to research. The music therapist can provide emotional verbal and 
non-verbal support for the whole family, not just the parents, but the parents together with 
the hospitalised infant and possible siblings. In their meta-analysis, Bieleninik et al. (2016) 
found that maternal anxiety was significantly reduced for mothers of premature infants 
who participated in music therapy during kangaroo care (KC) compared to KC alone. 
As elevated maternal anxiety is associated with post-partum depression and impaired 
parenting, this aspect of NICU MT is important to emphasise in both clinical practice and 
NICU MT research. The ongoing research study LongSTEP, investigates music therapy’s 
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effectiveness on parent-infant bonding, parent well-being and infant development during 
the child’s first two years of life, and will fill a gap in the research literature by providing 
insight into longer-term impact of music therapy with premature infants and their care
givers (Ghetti et al., 2019).  

Another research field of great interest for the Nordic NICU music therapist is the hos-
pitalised infant’s language development. The sensory deprivation and paucity of language 
exposure experienced by hospitalised preterm infants are problematic also in the Nordic 
NICUs. Music therapists are well suited to promote optimal input, and to train parents and 
staff in how to increase language exposure safely and appropriately (Sanchez & Spittle, 2019).

Neonatal music therapists in the Nordic countries can be truly family-centred also in neo-
natal pain management research. No study, as far as we are aware, has so far assessed the 
pain-alleviating effects of infant-directed live singing performed by a parent during veni-
puncture. When we study the theoretical rationales for including family-centred NICU MT 
in neonatal pain management, the arguments are overwhelming for starting to prescribe 
parents as their infant’s pain management! Emotionally available and well-informed parents 
have the biopsychosocial and multimodal resources to alleviate their infant’s pain through 
infant-directed singing (Ullsten et al., 2018). The multimodal parental infant-directed 
singing offers the parent–infant dyad experiences of pleasure, happiness, love and joy instead 
of pain, worry and stress. Shared pleasure has the capacity to dissolve a negative painful 
affective spiral (Ullsten et al., 2018). We suggest future research to further investigate what 
kinds of NICU MT interventions, combinations and methods that are effective in a painful 
context and the role of the music therapist in neonatal pain management. Nordic music 
therapy researchers have a huge opportunity to claim this new and fairly unexplored pain 
management field of family-centred NICU MT. The trend in neonatal nursing research 
nowadays is to invite the parents already at the planning stage when designing clinical 
studies. Participatory action research (PAR) is a method often used in knowledge transla-
tion, where researchers and participants/parents collaborate to understand a problem and 
change it for the better. PAR might be an exciting new path to research music therapy in 
family-centred pain care, allowing parents to guide the music therapists to find efficacious 
pain-alleviating music therapy interventions and perhaps make it easier to implement 
research results in clinical practice. 

Now is the time to build on and deepen our predecessors’ work from the past. We need 
to develop a Nordic family-centred perspective on neonatal music therapy in clinical pro-
grams, research and specialised training, which are culturally sensitive to the Nordic public 
health care systems. As music therapists, we find it essential that Nordic family-centred 
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neonatal care should offer music therapy to their patients and families. But, as of present, 
our services are rarely requested. It is not enough to have specialised training in NICU 
MT within the music therapy community. Other professions and programs need to be 
informed of NICU MT services in order to create a demand. Research and training go 
hand in hand and may create more positions for neonatal music therapists in the Nordic 
countries. Culturally sensitive Nordic neonatal music therapy research that involves parents 
and staff is important to spread the word and build new models of practice. We suggest 
that Nordic NICU MT defines the specific neonatal care goals that only music therapy may 
bring about, like for example emotional support for the whole family including siblings. 
When these music therapy interventions, that respond to specific care needs, are evidence 
based within a Nordic health care context, a demand for NICU MT might grow resulting 
in more positions in the field. We have previously seen how FCC started as a grassroots 
movement in the UK and in the USA and then spread globally to finally be considered as 
best practice. Perhaps Nordic NICU MT needs to partner up with the Nordic parent patient 
organisations to gain legitimacy and together with the parents articulate the need for music 
therapy in the NICU. The circumstances for the neonatal music therapists in the Nordic 
countries are advantageous, with the parents present 24/7. We need to take advantage of 
that framework and create a win-win situation for the infants and families, the neonatal 
care and neonatal music therapy. 
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Pedagogical tact in music education in the 
paediatric ward: the potential of embodiment 
for music educators’ pedagogical interaction

Taru-Anneli Koivisto & Sanna Kivijärvi

Abstract
This article aims to contribute to the current theoretical and practical under-
standing of music educators’ pedagogical tact through a theoretical lens of 
embodiment within a children’s hospital. Embodied pedagogical tact as a form 
of practitioner knowledge can effectively serve as a means for music educa-
tors, working along healthcare professionals, in the interdisciplinary field of 
healthcare. The article argues that intertwining pedagogical tact with an 
epistemological view that relies on the mind-body connection, enables music 
educators to operate in complex educational situations in paediatric wards. It is 
concluded that bodily reflections may serve as key competencies beyond musical 
skills for the educator in navigating through emotional arousal, while support-
ing the well-being of children and their families in a tactful, sensitive manner. 

Keywords: embodiment, healthcare, music education, paediatric ward,  
pedagogical tact

Introduction

The purpose of this article is to enrich the theoretical basis of music practitioners’ work in 
hospitals. In Finland, among other countries, there is an increasing number of initiatives at 
the political, practical and theoretical levels that justify the art practitioners’ entries into the 
most fragile of healthcare environments, such as palliative care wards, neonatal intensive 
care units and oncological wards (Dileo & Bradt, 2009; Liikanen, 2010). However, scholarly 
discussions in the field of music in healthcare have generally focused on medical, therapeutic 
and rehabilitative frameworks. Music education has been part of curriculum and teach-
ing in hospital schools (Ruiz & Álvarez, 2016), and musicians performing in hospitals is 
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a well-established practice (Preti & Welch, 2013). Regarding music practitioners’ work in 
bedside music alongside families and hospital communities, more research and professional 
debate is required. This debate would enable the construction of music practices in a more 
systematic manner1 and the organisation of future education and interdisciplinary work 
of music educators, as well as facilitating professional music practitioners’ (e.g. musicians’, 
folk musicians’ or ethnomusicologists’) work overall. In this article, we look beyond the 
concept of the “healing power of music” by examining music educators’ pedagogical tact 
in and through embodiment in the context of paediatric care (Merleau-Ponty, 1962/2014; 
van Manen, 1991). With the healing power of music, we refer to approaches taking music 
as an entity with its own ontology and laws of subordination (see DeNora, 2013) that is 
difficult to evaluate, examine or explicitly describe. 

In the context of music, health and wellbeing, music education has been mainly intro-
duced in the framework of community music that has an objective of increasing access 
to music activities outside conventional institutional settings (Higgins, 2006; Hallam & 
MacDonald, 2008). Another intriguing concept is health musicking (or health musicing), 
an interdisciplinary area of research and practice where professionals and volunteers are 
engaged in health-promoting music practices in social and healthcare contexts (Bratt-
Rawden, Trythall & DeNora, 2009; Ruud, 2012; Stige, 2012). Care music can be described 
as musicking (or musicing) mainly in care environments and mainly by music profession-
als (Foster, 2014). A conceptual framework of music, health and wellbeing was introduced 
by MacDonald, Kreutz and Mitchell in 2012 (see MacDonald, 2013). This framework is 
focused on music education, music therapy, everyday uses of music and community music 
as an interdisciplinary theoretical model that allows a broad understanding of participa-
tion in musical activities. The context of this study is delineated from these frameworks by 
contributing to the under-researched theory and practice of music education in the specific 
context of paediatric care. We use the designation of “music educator” to refer to a music 
practitioner. A music educator is assumed in this article to be a professional, who has an 
education and maintains a professional degree in her own discipline. 

Specifically, this article does not aim to analyse any similarities or differences in music-
related professions in healthcare settings. Instead, we intend to provide some interdisci-
plinary insights applicable to a variety of music-based professional practices. This article 
argues that intertwining pedagogical tact with an epistemological view that relies on the 

1   For example, there are viewpoints that music can be detrimental to the babies’ development (see Standley, 
2003); for instance, in cases of neurological overstimulation or overstepping the sound level recommendations. 
Therefore, education and professional knowledge of music practitioners should follow evidence-based practices 
when entering these fragile environments.
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mind-body connection could help music educators understand in a more profound way 
their work in paediatric wards. Our research question is: How could concepts of embodiment 
and pedagogical tact enable music educators to operate in complex educational situations in 
paediatric wards? Embodiment offers ways to rethink music educational processes, situa-
tions and environments, as it fundamentally emphasises that the mind-body connection 
forms the core of consciousness (Merleau-Ponty, 1962/2014). Hence, a starting point for this 
article is that a human being is embodied all the time. Embodiment is not something that 
music educators convey to the people that they work with; rather, it is a theoretical insight 
intertwined holistically in music educational practice. In this article, we contribute especially 
to theoretical and conceptual understandings of practitioners’ work and emphasise that 
there is no empirical enquiry as part of this examination. However, we use some empirical 
vignettes in the form of short story, constructed from the main author’s experiences in the 
field, in order to make the theoretical analysis more concrete and accessible.

In the next section, the context of the paediatric ward for music educators’ work is discussed, 
followed by an enquiry combining music educators’ pedagogical tact and embodiment. 
Finally, we reflect on the ways in which embodied pedagogical tact may support the wellbe-
ing of a child and their family in the setting of a paediatric ward. Embodied sensitivity and 
balance of power relations between the educator and students in educational interaction 
are also discussed.

Music educators in healthcare settings

The Finnish healthcare system and parallel systems in the other Nordic welfare states are 
characterised by the individual’s right to access social welfare and healthcare services. 
The objective of healthcare services requires that everyone is treated fairly; social inclu-
sion and participation are encouraged, and everyone’s health and functional capacity are 
supported. The availability of public services includes preventive, primary and specialised 
healthcare as well as environmental healthcare (Ministry of Social Affairs and Health, 2018). 
Although many private enterprises and non-governmental organisations also provide ser-
vices, hospital districts provide specialised medical care services that cannot be expediently 
incorporated into primary healthcare (Ibid.). In this study, we focus on specialised medical 
care in a paediatric context, where the treatment of the most severe diseases and disorders 
of newborns (i.e. neonates), children and youth are conducted.
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Currently, health and social services in Finland are undergoing the most comprehensive 
reforms since the introduction of the Primary Health Care Act of 1972. By reshaping 
structures and services, the aim of the current reform is to reduce inequalities in health 
and wellbeing, improve access to services and curb costs (see Regional Government, Health 
and Social Services Reform, 2018). Simultaneously, in the healthcare sector, engagement 
with art and health promotion has increased, and there is a growing number of professional 
music practitioners who call themselves, for example, hospital musicians, care musicians 
and health musicians (Bonde, 2011; Ruud, 2012). In the Finnish context, this means that 
professional musicians, music educators or other professionals conduct their work through 
active music-making with both patients and the wider hospital community. This way, their 
work is interlinked with social justice and cultural rights discourses, which have been 
promoted through governmental initiatives (Liikanen, 2010; Stickley & Clift, 2017) during 
the past two decades. Overall, there is very little research on interdisciplinary music prac-
titioner knowledge in the field which could help in mediating and integrating knowledge 
between different branches of music-related research within practice. This fragmentation 
has already generated under-theorised musical practices in the music educators’ expand-
ing working environments in healthcare (MacDonald, 2013; Koivisto & Lilja-Viherlampi, 
2019). Accordingly, the practical discussion beyond the effects and impacts (referred earlier 
as the “healing power of music”) of music remains rather scarce, and there is a risk of sim-
plification and misinterpretation that may lead to non-critical, popularised narratives that 
exaggerate the benefits of music in healthcare settings (see Bradt, 2018; Tervaniemi, 2018). 

It is common practice that music educators work on a regular basis in hospital schools 
in Finland2 (Merimaa, 2009), and the National Core Curriculum is the key political and 
practical instrument for teachers working in hospital schools. Besides hospital schools, 
music education is not a common practice in the Finnish healthcare context. In Finland, 
the paediatric ward usually indicates that specialised treatment and care of children and 
young people aged 0–18 years is conducted in the wards3 (FINLEX, Act on Specialized 
Medical Care, 1062/1989), so the setting entails adolescents as well. In paediatric care, 
the interdisciplinary ward team normally consists of the head of department, specialists 
in paediatrics, a head nurse, nurses, a department secretary and at least one rehabilitation 
assistant. The wards cooperate with, for example, physiotherapists, nutritionists, psychiatric 

2   The thorough five-year teacher education in universities, involving a great amount of practical training, is 
linked with autonomy and broad respect for teachers in everyday life; this view is also applied in master’s programs 
in music education. Additionally, four-year music pedagogue bachelor’s degrees are awarded from Universities of 
Applied Sciences; moreover, the first official in-service training for community musicians (including an option 
for hospital musicians’ training), started in 2017.  
3   The Regional State Administrative Agencies are responsible for planning, guidance and supervision concerning 
specialised medical care within their area of operation.
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nurses, psychiatrists, teachers and healthcare chaplains. They may also collaborate with early 
childhood educators and healthcare clowns. During the past decade, music practitioners 
with diverse backgrounds have started to work in paediatric care. These professionals call 
themselves hospital musicians (working mainly in public hospitals), care musicians (working 
mainly in eldercare and other care environments) and music educators (having a pedagogi-
cal or interactional emphasis in their work); typically, they work part-time and as part of 
short-term projects, often funded by grants (Koivisto & Lilja-Viherlampi, 2019). Within 
this article, we decided to call these practitioners music educators because the emphasis 
is on exploring educational and pedagogical aspects of their practice. In the context of 
the paediatric ward, music educators work, for example, in neonatal intensive care units, 
oncological and haematological wards, and paediatric surgery and neurology wards. 

In paediatrics, there are numerous challenges faced by healthcare professionals when 
encountering and interacting with patients and their families (Aagaard & Hall, 2008; van 
der Heijden et al., 2016). Instead of reaching out to attain personal growth and development, 
such patients may be chronically hospitalised, in pain and fearful of dying, under stress 
and dealing with various emotions (Hall, 1987; Kortesluoma & Nikkonen, 2006; Rollins, 
2004). Despite the family-centred care implemented in hospital wards, there can be changes 
in family dynamics, parental interaction and in the levels of parents’ own anxiety (Preti 
& Welch, 2004; Shoemark & Dean, 2016). This indicates that considerable sensitivity and 
holistic comprehension of the vulnerability of children and families, as well as the contex-
tual and situational understanding of the environment, is required from music educators 
entering the hospital environment.

Healthcare personnel have multiple responsibilities and liabilities, and in Finland they have 
specific obligations under the Health Care Act4 (FINLEX, 1326/2010). While the competen-
cies and responsibilities of healthcare personnel tend to be focused on the treatment and 
cure of children’s conditions, the work of music educators aims to contribute primarily to 
the cultural wellbeing of children, their families and personnel. Therefore, a key element 
from the educational perspective is to actively encourage arts educators to adopt an ethos 
that demonstrates concepts of inclusion, equality and accessibility in their research and 
practice; this is particularly pertinent when justifying music educators’ work in healthcare. 
In fragile healthcare environments, the objectives and means of achieving and maintain-
ing high-quality practices require alternative ways of conceptualising music education. 
Cultural wellbeing, a concept linking to (cultural) equality, is spreading fast in Finland as 

4   Some of these obligations, such as the confidentiality obligation, ethical codes and hygiene instructions, 
are assigned to the music educators’ practice as well, and hospitals may require non-disclosure agreements and 
cooperation contracts from music educators and/or the organisations they represent.
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well as in other Nordic countries (see Lehikoinen & Rautiainen, 2016), facilitating cross-
sectoral discussion and collaboration from practical to political levels. Lilja-Viherlampi 
and Rosenlöf (2019) define cultural wellbeing as one’s own experience of and connection 
to culture and arts that thereby increases one’s wellbeing. Given this background, we aim 
to contribute to knowledge-creation in this area by building a conceptual framework that 
combines embodiment and pedagogical tact when working in paediatrics.

The relationship between music educators’ 
pedagogical tact and embodiment

In the context of this article, pedagogical tact (van Manen, 1991) is integral to the entirety 
of a music educator’s professionalism. In our view, pedagogical tact includes both peda-
gogical thoughtfulness and sensitivity; it is a way for educators to grow, change and deepen 
their insights as a result of holistic reflection. The concept of pedagogical tact relates to the 
theoretical framework of embodiment, a mind-body unity, through which individuals are 
able to sense others’ actions, feelings, intentions and thoughts (Lakoff & Johnson, 1999; van 
Manen, 1991, 1992; Merleau-Ponty, 1962/2014; Shapiro, 2010; see Bonde, 2017). Pedagogical 
tact is acquired largely through association with other people and requires shared activities 
to be imparted from one to the other.

More specifically, pedagogical tact is defined through the different types of reflection that 
can take place. These reflective types are anticipative, active or interactive, mindful, and 
recollective. Anticipative reflection occurs before the interaction begins. This type of reflec-
tion enables educators to be deliberate about possible alternatives on the courses of (inter)
action, enabling them to approach situations in an organised manner. This is followed by 
interactive or active reflection, which takes place during the interaction, “allowing educators 
to decide virtually on the spur of the moment” (1991, pp. 512–513). Van Manen maintains 
that the reflection can also be mindful, which is not produced by conscious reflection 
(van Manen, 1991). This could also be referred to by using the term pre-consciousness, a 
central notion in the field of embodiment studies (Lakoff & Johnson, 1999; Merleau-Ponty, 
1962/2014; see Bonde, 2017). Some types of reflection contain an unwritten, unspoken and 
hidden understanding that is held by an educator through previous experience, whereas 
other types are more explicit (van Manen, 1991). 

Music educators’ pedagogical tact is based on their experiences, observations, insights, 
emotions, intuition and internalised understanding (van Manen, 1991, 1992). It thus has an 
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essential connection to the concept of embodiment, whereby there exists a pre-consciousness 
of how and where the body is. Embodiment abandons the Cartesian mind-body division 
and offers ways to rethink music educational processes, situations and environments, as it 
fundamentally emphasises that the mind-body connection forms the core of consciousness 
(Merleau-Ponty, 1962/2014; Shapiro, 2010). In other words, embodiment suggests that the 
mind, reasoning and knowledge are inherently shaped by the body (e.g. Lakoff & Johnson, 
1999; Shapiro, 2010). In addition, embodiment theories suggest subjectivity is embodied, 
relational and social; that is, individuals come to know the world, others and themselves 
through their bodily interactions (Lakoff & Johnson, 1999; Sutela, Kivijärvi & Anttila, in 
press). Accordingly, van Manen (2008, p. 21) argues that “The ultimate success of teaching 
actually may rely importantly on the ‘knowledge’ forms that inhere in practical actions, in 
an embodied thoughtfulness, and in the personal space, mood and relational atmosphere 
in which teachers find themselves with their students”. Pedagogical tact, therefore, may 
depend exactly upon the internalised and embodied, but thoughtful, habits and qualities 
that constitute actual teaching (van Manen, 2008).

Pedagogical tact is “a form of practical knowledge that realizes itself in the very act of teach-
ing” (van Manen, 2008, p. 16). For example, in hospital settings “teaching” takes place in the 
actual moment when the music educator enters the paediatric ward and starts to interact 
with the people present in that moment. The pedagogical space requires keen attention 
from a music educator, and sensitivity is needed when creating practical knowledge on how 
the musical moments are taking place; whether there will be singing, playing, improvising, 
discussion, or exploration of music-making themes. In practical terms, a music educator’s 
pedagogical tact is achieved through seeing, hearing, smelling, tasting, touching and emo-
tional arousal as the educator connects with the educational environment and interactional 
processes (see Juntunen & Hyvönen, 2004; Sutela, Ojala & Juntunen, 2017). Given this, we 
argue that pedagogical tact can be achieved and manifested through embodiment, which 
can help music educators operate in complex educational situations in paediatric care.

Pedagogical tact in and through 
embodiment in paediatric care

A music educator working in a paediatric ward will frequently encounter children and 
families going through a challenging physical, psychological and emotional process, and, 
in many cases, a multi-level crisis (Aasgaard, 2002; Hartling et al., 2013). For the music 
educator, these kinds of settings will require sensitivity when interacting with others and 
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in relation to space and place. In the context of this article, these complexities are referred 
to in conjunction with the concept of pedagogical tact (van Manen, 1998). As such, the 
notion of embodiment may advance the navigation in and through pedagogical situations 
that include the vulnerability of both child and family at many levels: fear of pain or death 
and various ethical aspects. According to van Manen (1998), the professionals within the 
healthcare setting should come to accept their own emotional lives, which is an essential 
aspect of their professionalism as are their differing work assignments, personalities and 
backgrounds.

In the hospital setting, a concentrated moment of shared music-making will most likely 
be abruptly interrupted at some point. The pressing schedules of procedures, a child’s 
emerging pain or visiting guests are typical interruptions, of which shared music-making 
is one part. In hospitalised life (Lupton, 2012), these kinds of interruptions combined 
with a hospital’s soundscape, create a unique atmosphere and setting for music education, 
challenging the music educators’ traditional ways of working (Livesley et al., 2016; van der 
Heijden et al., 2016). In what follows, we reflect on exemplary music educational situa-
tions from the standpoint of pedagogical tact (van Manen, 1991, 1998) and embodiment 
(e.g. Lakoff & Johnson, 1999; Merleau-Ponty, 1962/2014). The context for this analysis 
is set within a Neonatal Intensive Care Unit (NICU) and adolescents’ care unit within a 
paediatric ward in a Finnish hospital. 

Embodied pedagogical tact in the Neonatal Intensive Care Unit

The following introductory vignette is constructed from the main author’s experiences in 
the field.

When I walk into the room, there are two babies in the incubators and three 
nurses nurturing them. I start with humming a lullaby and playing Finnish kantele. 
My voice is very low, just recognisable, slowly strengthening. I observe at the 
same time the atmosphere of the room and the wellbeing of the newborn. In one 
bed, a baby is stretching her fingers. Her head is turning towards the voices and 
music, and her small toes are curling in response. I start to play for her, interact 
with her, react to her movements, and get closer to her incubator. After fifteen 
to twenty minutes of playing in different places in the room, I start to move to 
another room. The atmosphere seems to be quite calm and relaxed. A nurse is 
looking into my eyes, but no words are exchanged. 
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A NICU is an intensive care unit specialising in the care of premature or ill newborn infants. 
When entering this unit that offers highly specialised care for children in critical stages, a 
music educator aims to enhance the wellbeing of the child, family and hospital personnel. 
The educational interaction may have medically-oriented features and objectives, such as 
decreasing the heartbeat of the neonate, and artistic views in selecting repertoire, instruments 
and musical tools, but the focus of the work is in the advancement of the holistic wellbe-
ing of the parents and the newborn (Staricoff & Clift, 2011; van der Heijden et al., 2016). 
The music educator’s bodily capacities to assess complex situations in a hospital setting and 
handle their emotional response can be hypothesised as a key competency in this context. 
Accordingly, central aspects involve whether the pedagogical situation is suitable within 
the ward schedule and present atmosphere, whether the newborn is receptive to the music, 
or if the music should be directly addressed to the newborns, families or to the ward as a 
whole. The ensuing practice of the music educator will be based not only on those present 
in the ward but will function as confirmation for the educator’s body schema, which will 
adjust according to finding the best approach to work in these complex situations. 

The NICU environment can be a contradictory atmosphere: on one hand, a neonate is very 
vulnerable, and it is likely that encountering a child in such a fragile condition elicits various 
emotional responses from care professionals and families. On the other hand, the physical 
environment is impersonal, including the soundscape in the room which can be harsh as a 
result of various electronic and measurement devices. There may also be other newborns 
in the room vocalising or crying. The reactions of hospital personnel and parents can also 
vary towards music educational activities. The staff and family members may be observing 
or participating in the music-making process and commenting on it, but not necessarily. The 
modern neonatology environment is parent-friendly; for example, kangaroo care is recom-
mended to be delivered by parents of newborns and may include parental singing (Aden 
et al., 2016; Haslbeck et al., 2016). Depending on the circumstances, the atmosphere of the 
ward can also be stressful (Loewy et al., 2013), even though these types of environments are 
increasingly family-oriented and friendly.

Music education in this kind of environment does not rely on conventional music pedagogi-
cal skills, such as designing and planning the instrumentation, repertoire or consistency 
of exercising musical skills. Neither are there considerations of such virtues as the “good 
teacher” or “musical talent”. Instead, the pedagogical interaction can be described as highly 
tactful, denoting that the educator is carefully observing the situation and the people in it, 
adapting his or her interactions accordingly (van Manen, 1991). Van Manen (1991) refers 
to this practice as anticipative reflection. 
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To advance pedagogical tact and multimodal reflection in NICU environments, the educator 
focuses on their own embodied reactions and the newborn’s movements and vocalisations: 
how the baby is stretching their fingers, turning their head towards voices, or reacting to 
music. This kind of sensitivity is essential and emphasises the priority of bodily percep-
tion over reasoning, thus opposing the Cartesian body and mind division (Merleau-Ponty, 
1962/2014). This kind of focus and reflection, in the here and now, helps in finding meaning 
and direction for music education. When the parents are present, the music educator can 
advance the reflection between the newborn and the parents. This may take place in and 
through (inter)active reflection while engaging the parents to interpret the child’s ges-
tures, movements and facial expressions (van Manen, 1991). This can enhance the parents’ 
understanding of the child as a holistic being, beyond illness and need for medical care, 
and help them to adapt to a situation that differs drastically from their expectations and 
ideals regarding family life. In such emotional and unsettled situations, it is important for 
the music educator to use all presented ways of reflection before, during and after music-
making in order to professionally facilitate the wellbeing of the family and also to evaluate 
whether or not the music should be employed in the situation.

Embodied pedagogical tact in adolescent care

The following introductory vignette is constructed from the main author’s experiences in 
the field.

I knock on the door of a single room for a young patient. He is going home today 
and waiting for his parents. I have not met him before, but I had a short briefing 
with the ward staff, and I know that he is waiting for me. He has agreed to make 
some music with me. He has a plaster on his leg. Immediately when I open the 
door, I probe and try to experience the atmosphere inside the room. This time the 
patient seems wary, but friendly enough for me to enter. He is not in pain, I reflect, 
but seems to be missing something; maybe friends or parents. The afternoon 
atmosphere in the whole ward is very calm, sleepy almost. I hesitate and think of 
what kind of music he would prefer to start with. There are some instruments in 
my bag. We look at them together. There is a güiro, a pair of maracas and claves, 
a triangle and chimes. I have a guitar with me. He takes the güiro and starts to 
play it in his own, personal way. I start to sing a “school song”, and he shows me 
that he is familiar with it. He plays in his own rhythm, and I try to follow him as 
carefully and relaxed as I can. We talk a little about the instrument and continue 
playing. After the session, his parents come. I say goodbye to the young patient, 
and I wish him all the best. When I leave the room, I am wondering if I will ever 
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see him again. I wonder also if this session was in any way meaningful for him. 
Perhaps it was a joyful moment only meant for that time in the hospital. 

When working in a paediatric hospital, a music educator may visit multiple wards within 
one day. After the NICU environment, there may be, for example, an adolescent waiting 
in another unit. Usually, the wards are designed with the supposition that small children 
will be receiving treatment there; adolescents are not particularly highlighted. This also 
applies to music education, as a young person going through treatment may have different 
interactional needs or preferences than a younger child, such as those regarding his or her 
privacy. In practice, this means that music may provide the young patient with multiple 
identifiable meanings that are personal and of which all cannot be shared, or that the music 
educator has to reflect upon the space in the individual room in a more careful manner; 
for example, they may need to assess what is an appropriate physical distance between 
them and the adolescent, or they may need to consider the size of the room in relation to 
the intensity of the music.

In van Manen’s (1991) terms of pedagogical tact, anticipatory reflection may include aspects 
such as reading the personal space in the hospital room and entering this personal space in 
pertinent ways, if entering at all. This connects with the questions of subjectivity and sensitivity 
regarding power relations between the adolescent and the music educator. Accordingly, as 
van Manen (1991) presents, a pedagogical situation between a child and an adult is never an 
equal one but requires high-level active thoughtfulness. Encountering an adolescent going 
through bodily transformations due to both age and illness may be challenging, requiring 
sensitivity and even creativity, and the need to act with care and respect. As van Manen (2008) 
writes, professionals may overestimate their abilities to understand what other people feel. 
He summarises this by stating: “…we may believe that we are in a certain way caring and are 
treating his or her physical and psychological needs, but if this person’s experience of what 
we say and do differs from what we believe we do, then we may need to suspend our belief in 
favour of the person’s experience” (van Manen 2008, p. 8). This entails questions of how the 
educator supports not only self-determination and autonomy, but also identity development 
of the child in, and through, music education. Regarding this, van Manen (1998) reminds us 
that the body is always involved in awareness, and this should be recognised in the health-
care setting. This includes setting objectives for personal growth and musical agency in the 
situation at hand. In addition, it is important to consider how to support the adolescent’s 
social abilities when it comes to connecting with peers during and after the treatment, and 
through music and musical activities. An active or interactive reflection (van Manen, 1991) 
may determine, for example, whether the child at this age can be approached with lullabies, 
children’s songs or popular music repertoires. The reflection also contains embodied views, 
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such as the level of intensity or emotional response for the adolescent in the shared moment, 
varying from comfort to consolation, refreshment to joy (see Saarikallio & Erkkilä, 2007).

Equally relevant to matters of repertoire, instrument selection, material, timeframe or any 
other content regarding the musical activities, is the embodiment of the adolescent as well 
as the music educator. This entails, for example, appropriate ways of sharing space, physical 
closeness and maintaining distance in the situation (van Manen, 1991; see DeNora, 2013). 
It may be that the adolescent with a chronic condition is identifying themselves as a patient 
and has adopted the hospital environment at the embodied level (Preti & Welch, 2004; see 
Aasgaard, 2002). It cannot be expected that educational work with an adolescent patient 
has similar grounds as with “non-ill” adolescents who have grown up in environments that 
are presumably more appropriate for their development. Music-making also creates a new 
kind of framework for being in the world within the hospital setting. In this framework of 
music education, it is essential that the adolescent adequately interprets the social relations 
at hand in order to rebuild her identity beyond the hospital setting.

Discussion and conclusions

In this article, we have enquired how the concepts of embodiment and pedagogical tact could 
empower music practitioners’ work, and we have articulated the emerging environment 
of music education practices, namely within the setting of a paediatric ward in a children’s 
hospital. In order to contribute to the theoretical and practical views of music educators’ 
transforming professionalism, as well as interdisciplinary views of music, health and wellbe-
ing, we have presented a non-medical, conceptual premise of understanding the profession 
through both embodiment and pedagogical tact. This kind of theoretical commitment 
and practical understanding, which goes beyond the narratives and discourses regarding 
the “healing power of music”, may open up a window for understanding, evaluating and 
exploring musical practices in reflective ways, just as van Manen (1991) presented in his 
conceptualisation of pedagogical tact. 

On the basis of our theoretical enquiry, pedagogical tact intertwined with embodied knowl-
edge is integral to the entirety of music educators’ professionalism when working with 
children in healthcare. In such an environment, a music educator certainly needs conven-
tional pedagogical skills and knowledge; however, they are not relying solely on these but 
rather need to develop pedagogical sensitivity and thoughtfulness to deepen their insights 
in a more holistic, embodied manner. We encourage music practitioners to explore beyond 
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implicit and intuitive practices, moving towards more explicit and conscious reflection of 
their practice in order to enhance practitioner knowledge in the field. Anticipative, active 
and mindful reflection occurring before, during and after music-making in the paediatric 
wards gives a music educator a pathway to deepen and transform their pedagogical insights 
in healthcare settings, which are quite new environments for many educators. In practice 
this means, for example, thinking of the whole ward as a pedagogical space, including the 
ward’s corridors, nurse stations, halls, individual rooms, as well as understanding that all 
relationships within the ward have importance before, during and after the actual singing, 
playing, improvising or listening to music together. These reflections also include the notions 
that the music educator may herself have intriguing questions, feel unsettled or experience 
ethical dilemmas that arise unexpectedly in the moment and within the music practices. 

The realisation of embodied and tactful pedagogical knowledge starts in the actual moment 
when the music educator enters the hospital ward, and the ward environment as a peda-
gogical space requires great attention and sensitivity from the music educator. Through 
multimodal sensitivity and interaction, the music educator is able to recognise the needs 
of the children, their families and hospital personnel in music-making situations, and then 
select the appropriate themes and musical activities in the moment. Emotional arousal of 
the music educator is a natural part of pedagogical tact, as well as maintaining a professional 
attitude when encountering ethical problems or people’s fear of pain or death. This calls 
for a focus and reflection on elements that can aid in finding meaning and direction for 
music practices, which, in these cases, may include a whole range of emotional challenges 
and burdens being experienced by the patients presented by life. 

While this article seeks to contribute to active, interactive and mindful reflection of peda-
gogical tact when working with children and adolescents in paediatrics, future research 
could also focus on recollective reflection (van Manen, 1991, pp. 512–513). Recollective 
reflection offers a lens for understanding the child’s, educator’s and the wider community’s 
lived experiences. Intertwining pedagogical tact with an epistemological view that relies 
on the mind-body connection enables holistic reflection, which helps music educators to 
operate in complex educational situations within the paediatric ward. Regarding embodied 
pedagogical tact when working with particular paediatric situations and contexts discussed 
in this article; that is, those related to babies and adolescents, active and interactive reflection 
introduced by van Manen (1991) offers a key for relating with children and their families 
with care and respect.

Despite the equity-oriented pedagogical insights presented in this article, it would be naïve 
to assume that a “non-ill” professional, in this case a music educator, does not run the risk of 
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objectifying the children, their families or other people in the hospital community. Through 
recognition of—not necessarily acceptance of—potential imbalances in power relations, 
the music practitioner, children and their families may have more genuine opportunities 
in reconstructing their expectations and ideals regarding illness, health, life, family life or 
social relationships. In and through this kind of embodied practice as a tactful, sensitive 
pedagogy, a music educator may professionally engage at an interdisciplinary level within 
the ward community. This way, music educators may have the opportunity to facilitate 
cultural wellbeing and promote children’s rights to access culture, even when they are 
hospitalised for longer periods. 

In conclusion, the conceptual discussion presented in this article offers a window for explor-
ing and advancing the underrepresented research area of music education in healthcare. 
Hopefully, this article also enriches the understanding of interdisciplinary professionalism 
in the field of the arts, health and wellbeing, which has been relatively disjointed, particu-
larly in theoretical discourse. More generally, the findings emphasise the opportunity for 
personal growth and learning as a basic cultural right (Lehikoinen & Rautiainen, 2016) 
that should be guaranteed in various life situations. A clear focus on the common goal, that 
is, the wellbeing of children and their families, could offer a way forward in restructuring 
modern healthcare environments and in establishing a stabilised position for music practi-
tioners’ professionalism. In this article, we have emphasised the professional practices and 
views of music education, but we wish to embrace and acknowledge all other collaborators 
and levels of music-making in the field: from music therapists and healthcare professionals 
using music medicine to individuals and communities using music for self-recovery, and 
from voluntary music practitioners to performing artists.

In the future, music education programs and in-service training should consider new 
conceptualisation models that can be implemented in the field of healthcare. A major 
challenge is to help future music educators to cope with emotional arousal, highly sensi-
tive and reflective practices, and ever-changing working environments, such as those pre-
sented in this article. Seeing a child and their family in the middle of the intensive medical 
treatment, requires the perspective of a holistic lens from the music educator themselves. 
This involves an understanding of the embodied and tactful sensations experienced firstly 
within the practitioner themselves, and secondly, being able to take action within the ward 
environment as a result of these reflections. Additionally, it would be useful to incorporate 
interprofessional efforts that could be taken during the educational programs, such as 
teacher-healthcare professional collaborations, shadowing practices, or joint thesis seminars 
in order to strengthen interdisciplinary cooperation.
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How are multicultural considerations playing 
a role in music therapy practice? A Nordic 
music therapist’s experiences from working 
in a paediatric hospital setting in Peru

Sarah Helander & Gustavo Gattino

Abstract
In the field of music therapy, global collaborative research and clinical practice 
in multicultural settings are evolving. Therefore, there is an important need for 
integrating a multicultural perspective in music therapy. This study presents 
a heuristic analysis exploring the role of culture in music therapy, from the 
perspective of a Nordic music therapist working with paediatric patients in 
Peru during the autumn of 2017. The connection between cultural differences 
(Northern Europe and Latin America) and music therapy was explored from a 
personal and theoretical perspective. From a heuristic inquiry, nine themes were 
identified which represent the qualities of the music therapist’s personal experi-
ences of the role of culture in music therapy practice: 1) Various expectations, 
2) Music – the primary language, 3) Finding my role, 4) Expressions & reactions, 
5) Time, 6) Interactions, 7) Music & emotions, 8) To connect, and 9) Sharing 
experiences. The findings of this heuristic analysis reflect upon the importance 
of self-reflection, cultural sensitivity and the music therapist’s responsibility to 
respect, support and keep an openness to the personal-cultural-musical back-
ground of the patient. An awareness of the music therapist’s and the patient’s 
cultural backgrounds is needed, as music and culture can be considered as both 
personal and as phenomena shared with others. Therefore, cultural considera-
tions in music therapy practice can be necessary both in settings where cultural 
differences might be more apparent and in meetings with subtler multicultural 
aspects. Nevertheless, it is essential to strive for a balance between cultural 
considerations and the spontaneous connectivity in the music, in music therapy.

Keywords: Paediatrics, heuristic analysis, multicultural music therapy, here-
and-now, intersectionality 
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Introduction

Music has an ability to cross barriers of cultures and create connections between people 
regardless of their background (Morris, 2010). Music can help cultural exchange and cultural 
education (Baines, 2016) and can be seen as a universal language, but music is also linked 
to culture (Morris, 2010). This raises the questions: is the therapeutic perspective on music 
universal as well or culturally connected? What is important for the music therapist to take 
into consideration and be aware of when working across borders of countries, cultures and 
languages? These questions arose for the first author of this publication in her experience 
of working in a cross-cultural context in Peru. Yet these questions can be relevant not only 
in international and cross-cultural music therapy practice and research. Our societies are 
becoming more and more multicultural as a result of immigrants, multiracial and minority 
groups and the increasing age gap between generations. The term multicultural indicates 
contrasting elements relating or interacting with each other (Kim & Elefant, 2016). The 
term multicultural connects to the concept of intersectionality, i.e. when these contrasting 
elements, such as gender, language, class, race, ethnicity, sexual orientation, age, and dis/
ability, overlap and contribute to and increase systemic inequalities and discrimination 
(Tomlinson, 2018). The question of how to respectfully and sensitively interact with patients 
to enable a safe and beneficial space for the therapeutic process arose during the project of 
the first author in Peru. As each individual brings their own cultural background into the 
interaction in music therapy, a cultural sensitivity is essential. The aspects of cultural sensi-
tivity consist of knowledge, consideration, understanding, respect and tailoring (Foronda, 
2008). Cultural sensitivity also relies on the understanding that one’s background, values 
and biases must initially be considered so one is able to recognise how these may affect 
their perceptions of others. Furthermore, with a cultural sensitivity perspective one must 
understand the importance of other people’s beliefs and experiences. With global collabora-
tive research and clinical practice in multicultural settings evolving, there is an important 
need for integrating a multicultural (knowledge, awareness and respect of other cultures) 
and intersectional (awareness of social relations, social structures and the overlap of various 
social identities) perspective in music therapy. With this article, the roles and influences of 
culture in music therapy practice were explored from a personal and theoretical perspective. 
A heuristic analysis was conducted of the personal experiences of the first author of this 
publication of working in the public hospital for oncology patients Instituto Nacional de 
Enfermedades Neoplasicas (INEN) and in the public children’s hospital Instituto Nacional 
de Salud del Niño (INSN) in the city of Lima, Peru, during the autumn of 2017. This project 
in Peru followed the first author’s music therapy training on the master’s programme at 
Aalborg University in Denmark.
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Meeting of traditions

Music therapy traditions

The tradition of music therapy in Denmark started in the 1960s with the use of music in 
special education. It evolved from a pedagogical perspective influenced by the Nordoff-
Robbins approach from the USA and the psychoanalytic and psychodynamic perspectives 
from Germany and England (Bonde, Jacobsen, Pedersen & Wigram, 2019). Today the Danish 
tradition of music therapy is based on the psychodynamic approach (Pedersen, 2014). The 
first Danish Association for Music Therapy (Dansk Forbund for Musikterapi, DFMT) was 
founded in 1969 (Bonde et al., 2019). In 1982 the first music therapy programme in Denmark 
started at Aalborg University. Over the years the programme has developed and created a 
partnership with Aalborg University Hospital, where the Music Therapy Clinic was established 
in 1994. Furthermore, the international research programme started in 1993 and the Center 
for Documentation and Research (CEDOMUS) in 2012, sparking an important develop-
ment for music therapy from a scientific and professional perspective (Bonde et al., 2019).

In South America the music therapy tradition got underway in the 1950s in Argentina and 
Brazil (Barcellos, 2001) as a group of music educators began applying music in special pro-
grammes for children with disabilities (ASAM, 2018). In 1974 the Peruvian Music Therapy 
Society (La Sociedad Peruana de Musicoterapia) was founded by professionals in medicine, 
psychiatry, psychology and music education (Barcellos, 2001; Zagal, 2004). In 1998 the 
Music Therapy Society of Peru (La Sociedad Musicoterapeutica del Perú) was formed, and 
since then there has been a growing movement in the country with the Music Therapy 
Society of Peru, the Peruvian Association for Music Therapy (La Asociación Peruana de 
Musicoterapia) and the Center for Art Therapies’ Development (El Centro para el desar-
rollo de las Terapias de Arte) working on developing clinical practice in music therapy and 
creating music therapy training programmes in Peru (Barcellos, 2001). The theoretical 
framework was based on the ideas of the Argentinian psychoanalyst Dr Benenzon and has 
developed with influences from various approaches, such as psychoanalytical, behavioural 
and cognitive therapies (Wagner, 2007). There are still no formal music therapy training 
programmes or specialisations in Peru (Zagal, 2004).

Healthcare system

Peru is located in western South America, on the Pacific coast. It is the fourth most popu-
lous country in South America with more than 32 million inhabitants. Spanish is the 
official language in Peru, spoken by more than 80% of the population, but there are also 
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about 150 indigenous languages, of which Quechua and Aymara have official status as well 
(WPR, 2018). According to statistics on the socioeconomic situation in Peru, around 40% 
of the population belongs to the medium socioeconomic level, while more than 50% live 
in poverty, and of these, 20% in extreme poverty (INEI, 2007). There are about 72 ethnic 
groups in Peru, with roots primarily from Amerindian and Spanish traditions as well as 
from various Asian, African and other European countries (Nureña, 2009). There are 
social, political and economic inequalities between cultural groups, creating tensions and 
challenges in their interactions. Access to healthcare can be a challenge in some areas of 
the country due to geographical barriers. Strengthening the ongoing health sector reform 
toward universal health coverage is needed, as well as adapting health services to cultural 
diversity and improving the health information system (Nureña, 2009). In the last decade 
there has been a significant improvement in access to health services and in the health of 
the population of Peru (Alcalde-Rabanal, Lazo González & Nigenda, 2011), especially in 
child health and nutrition (Huicho, Segura, Huayanay-Espinoza, de Guzman, Restrepo-
Méndez, Tam, Barros & Victora, 2016). The health care system in Peru has two sectors, 
one public and one private. Treatment in the public sector is free, unlike private sector, and 
there are noticeable differences between the two sectors (Huicho et al., 2016). Denmark, 
located in Northern Europe, has a population of 5.7 million people (Healthcare Denmark, 
2018). With the basic principle of the Danish social welfare system – often referred to as 
the Scandinavian Welfare System – all citizens have an equal right to social security. All 
health and social services are financed by general taxes, e.g. education is provided free of 
charge at all levels. All residents in Denmark have access to the public healthcare system, 
and most services are provided free of charge (Healthcare Denmark, 2018).

Music therapy in paediatric hospital settings

Music therapy as a practice is still quite unknown and uncommon in Peru (Zagal, 2004). 
In Denmark the tradition for music therapy is further developed, though within the paedi-
atric hospital setting music therapy is new and not yet established compared to many other 
European countries, the USA and Australia (Sanfi & Bonde, 2019). Paediatrics is the field 
of medicine working with children and their diseases (Sundhedsstyrelsen, 2018). A child’s 
pattern of health differs from those of an adult, and therefore a child’s symptoms, treatment, 
prognoses and recovery process are also different (Sanfi & Bonde, 2019; Sundhedsstyrelsen, 
2018). Working as a music therapist in a paediatric hospital setting differs from other fields 
of music therapy, as this setting involves a broad range of ages and levels of development, 
addressing a wide diversity of diseases and needs of the patients (Sanfi & Bonde, 2019). 
The duration of the child’s time at the hospital is uncertain, therefore the focus in the music 
therapy sessions is usually short-term, on the moment, rather than on creating a long-term 
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music therapy course. Music therapy sessions can be provided for both hospitalised patients 
and ambulatory patients, i.e. out-patients visiting the hospital to receive treatment (Sanfi 
& Bonde, 2019). 

The structure of music therapy in paediatric hospital settings is often a short(-term) session 
which requires flexibility on the part of the music therapist and an ability to create a safe and 
trusting relationship with the patient in a very short time (Sanfi & Bonde, 2019). Music has 
an immediate appeal that quickly catches the child’s attention, and by using her voice, body 
language and mimic, the music therapist can engage the child in an interaction. It is through 
this active interaction that music therapy can change the child’s experience of being at the 
hospital (Aasgaard, 2002). The child needs to receive support and help to cope with diagnosis, 
treatment and hospitalisation as well as side effects. The family also needs help to cope with 
the situation and strategies to support its child in the process (Dun, 2013). With a holistic 
approach to the child’s treatment, music therapy can facilitate the child before, during and 
after medical procedures (Avers, Mathur & Kamat, 2007). The goal of music therapy is to 
support the child in managing medical procedures, decreasing experiences of anxiety and 
pain, and working against negative experiences of repeatedly painful procedures that can 
become traumatic. Another benefit is facilitating the child’s co-operation during treatments 
(Sanfi & Bonde, 2019; Whitehead-Pleaux, Zebrowski, Baryza & Sheridan, 2007). Live music 
has the advantage of creating an additional activity, offering a distraction during medical 
procedures or during waiting times (Longhi, Pickett & Hargreaves, 2015). Studies show 
that live music performed by a music therapist not only helps the child, but the parents and 
the medical staff to relax as well. When the child and the surroundings around the medial 
procedure are calmer, the staff is facilitated in performing the procedures. This provides 
efficiency of care as well as job satisfaction by the staff (Sundar, Ramesh, Dixit, Venkatesh, 
Das & Gunasekaran, 2016; Whitehead-Pleaux et al., 2007). During medical procedures, 
the music therapy intervention serves as an interdisciplinary collaboration aligning with 
the work of the medical team and the medical procedures. It is an individually focused 
session, following and listening to the child’s needs and responses during the procedures 
(Sanfi & Bonde, 2019).

Connecting to recent studies in this area of music therapy, one study explored the impact 
of music therapy on paediatric patients based on parental perception of their child’s distress 
during intravenous placement (Ortiz, O’Connor, Carey, Vella, Paul, Rode & Weinberg, 
2019). The study found music therapy intervention to enhance adaptive coping strategies 
and reduce distress in patients (Ortiz et al., 2019). Another music therapy study describes 
the qualities in interaction with children and their parents in music therapy during and 
after paediatric haematopoietic stem cell transplantation (Uggla, Mårtenson Blom, Bonde, 
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Gustafsson & Wrangsjö, 2019). Three main themes emerged from the interviews with the 
children, the parents and the music therapist: 1) Experiences of competency and recogni-
tion of self, 2) Interactive affect regulation as potential for change, and 3) Importance of 
the therapeutic relationship. The authors concluded that music therapy developed into a 
significant and helpful experience for the participants and became an important factor in 
coping with and managing the treatment period at the hospital (Uggla et al., 2019). In a 
third recent study the researchers analysed the use of live lullaby singing for two premature 
infants during venepuncture in comparison to only standard care, and the infants’ physi-
ological and affective responses emerging before, during and after this procedure (Ullsten, 
Eriksson, Klässbo & Volgsten, 2017). The authors used video microanalysis and Behavioural 
Indicators of Infant Pain (BIIP) to assess the different outcomes. The findings suggest that 
live singing with premature infants is a communicative interaction which may optimise the 
homeostatic mechanisms of the infant during painful procedures. The study highlighted that 
it is important in a painful context that the vocal performance is predictable and provide 
regular and comforting intensity, shape and sequential structures from the start of the live 
singing intervention (Ullsten et al., 2017).

Theoretical perspective

Music & culture

Music is a complex phenomenon shaped by culture and, at the same time, one that influ-
ences culture (Baines, 2016). Music is an important element in social contexts, and its role 
is contextualised whereby the experience of music is connected to the perceiver’s attention 
and personal cultural context (Chase, 2003). Music can have a fundamental and essential 
role in a person’s life and identity, with the potential to remind him/her of joyful memories, 
to provide sensation of safety, and to help strengthen the sense of identity (Cominardi, 
2014). When working with paediatric patients, encouraging them to explore another 
person’s perspective can be a resource , as this can help them to understand how people in 
cultures different from their own culture construct knowledge and interpretations of the 
world, including music (Howard, 2018). As communication is based on learning a system of 
signs, customs and tendencies unique to every culture and understood by us after repeated 
experiences, musical understanding is similarly developed (Yehuda, 2002). Reception of 
music is based on understanding the structure of music (Baines, 2016). When we under-
stand the structures, the music becomes more communicative and opens up for emotional 
attachment (Ansdell & Pavlicevic, 2005). Music is a culturally derived phenomenon, and 
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the challenge is finding a balance between cultural considerations and the spontaneous 
connectivity of music in music therapy (Morris, 2010). There is a risk in perceiving music 
as a universal language, recognised and accessible to all, as it may create the false notion that 
multicultural considerations are not necessarily an issue in music therapy (Brown, 2002). 

Music therapy – a multicultural engagement

Adapting to a culture, i.e. acculturation, is a process of learning the language, the social 
norms, lifestyles and “hidden rules”. Stige (2002) describes culture as customs connecting 
to and regulating a group of people and traditions transferred from generation to genera-
tion. Culture is also a personal matter, with the music therapist and the patient bringing 
their own culture into music therapy (Kim & Whitehead-Pleaux, 2015). In the dynamic 
therapeutic process the music therapist is not an external observer (Mössler, Gold, Aßmus, 
Schumacher, Calvet, Reimer & Schmid, 2019). According to Stige (2015), music therapy 
is a cultural engagement, meaning that each person has a cultural identity, and when par-
ticipating in cultural experiences it promotes socialisation that can improve the person’s 
quality of life. Music therapists need to understand the role of music within the patient’s 
culture and familiar environment. Music can offer a contraindication in music therapy if the 
music therapist is not aware of how specific songs, sounds or genres can affect the patient 
(Schwantes, 2009). Consulting with cultural liaisons or professionals who are familiar 
with the present culture is crucial. As music therapists move across borders, taking music 
therapy into multicultural practices, cultural differences may impact the therapy session 
and the relationship, and cultural considerations are important, therefore (Gadberry, 2014). 
Pavlicevic (1997) describes therapy as a mutual meeting where the music therapist and the 
patient together create their own musical culture. This connects to Stige’s (2002) statement 
that it is not always possible to adjust completely to the patient’s culture, but the interest 
and respect communicated by the music therapist are more important than the degree of 
success in adjusting to those specific cultural codes. Aigen (2001) emphasises that cultural 
references may facilitate the therapeutic process, but there should not be the assumption 
that a musical idiom will suit a patient only because the music therapist believes he/she has 
knowledge of the patient’s musical identity or is able to play in the patient’s cultural style, 
or that having a similar cultural background will automatically make the music therapy 
sessions beneficial or easier.

Cultural sensitivity in music therapy

In music therapy it is critical for the music therapist to respect, support and keep an openness 
to the personal-cultural-musical background of the patient together with an awareness of 
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cultural sensitivity (Grimmer & Schwantes, 2018). Having a musical cultural understanding 
is essential, and assumptions should be put aside and not imposed on the patient (Morris, 
2010; Wood & Ansdell, 2018). Cultural sensitivity is a term used in many contexts when 
discussing the topic of culture, but with various descriptions of its meaning (Ruddock & 
Turner, 2007). Through a concept analysis, Foronda (2008, p. 210) defines cultural sensi-
tivity as “employing one’s knowledge, consideration, understanding, respect, and tailoring 
after realizing awareness of self and others and encountering a diverse group or individual”. 
As music therapists, an openness to explore one’s own cultural identity, as well as that of 
the patient, is essential (Donley, 2018). Additionally, it is important to explore personal 
thoughts on cultural differences and the music therapist’s opinion of the patient’s cultural 
background (Gonzalez, 2011). Both perspectives of cultural consideration – the music 
therapist’s self-exploration and the understanding of the patient’s culture – are essential, 
and differences and similarities that exist between the music therapist and the patient need 
to be taken into consideration as this may affect the therapeutic process (Hadley & Norris, 
2016). As cultural assumptions, cultural values, misinterpretation and culturally unsuitable 
reactions can occur in the therapeutic process, an awareness of the patient’s cultural world 
is critical (Bilu & Witztum, 1994). Music is a process based on elusive cultural symbols that 
contain meanings beyond verbal definitions and is a fundamental element of the cultural 
experience (Gouk, 2017). 

Method

A heuristic analysis design was chosen to explore the role of culture in music therapy and 
why cultural considerations can be necessary in the field of music therapy. In heuristic 
methodology one seeks to obtain qualitative depictions that are at the heart and depth 
of a person’s experience – depictions of situations, events, conversations, relationships, 
thoughts, values, feelings and beliefs (Moustakas, 1990). This research design has proved to 
be an inquiry particularly suited to exploring personal, internal and subjective experiences 
(Borgal, 2015). This approach gives personal descriptions of subjective experiences with the 
phenomenon being studied (McGraw, 2016). With this analysis, personal experiences of 
working as a music therapist across borders of language, culture and countries were studied. 

According to Moustakas (1990), heuristic research is organised in three main stages: 
1) Formulating the question, 2) Exploring and answering the question, and 3) Creating 
the research manuscript. A heuristic inquiry is a process that begins with a question that has 
been a personal puzzlement in the search to understand one’s self and the world in which 
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one lives. Interactions with people have always fascinated the first author of this publica-
tion, who is the main object of this study. According to her, there is something captivating 
about meeting people, sharing a moment together and through that, learning more about 
that other person. Through meeting others, she finds that she learns more about herself 
as well. Interacting in music is a particularly amazing experience as here exist other ways 
of communicating – of expressing oneself, listening to and sharing with each other – and 
other rules and traditions, creating a possibility for interactions where limits or barriers in 
other situations might not be present. In music therapy, interactions in various ways can 
develop. As music is often described as a universal language, she wanted to explore whether 
the therapeutic perspective on music is also universal or whether it is culturally connected. 
With an aspiration to understand this experience more fully, she searched for an internship 
in a country with a culture and language different from hers. From her experiences, the 
research questions for this heuristic study developed:

Based on a heuristic inquiry, how is culture playing a role in music therapy 
practice within the interaction between a Nordic music therapist and paediatric 
patients in a hospital setting in Lima (Peru), according to the perspective of 
the music therapist in an autobiographical analysis?

There are different ways of answering a question in heuristic research. In this study we used 
the autobiography design (where the first author, as a music therapist, is the only participant 
in this study). This design follows trends in social science research focusing on personal 
narratives (Etherington, 2004). Such narratives can focus on parts or the entirety of one’s 
life, on particular kinds of experiences, or on others at a particular time in one’s life (Denzin, 
1989). We believe that this is a relevant heuristic design, as it allows a deep comprehension 
of the first-person experience with the phenomenon (Bruscia, Abbott, Cadesky, Condron, 
Hunt, Miller & Thomae, 2005). After defining the type of heuristic research, it is necessary 
to define how the data will be collected. We have chosen the reports and notes written by the 
music therapist as the main resource. In addition, we consider information from transcrip-
tions of music therapy sessions and questionnaires conducted and filled out by the music 
therapist during the development of her clinical practice. These questionnaires were part 
of another research process conducted by the music therapist and integrated in the same 
music therapy project in Peru. This second research analysed through a thematic analysis 
the parents’, volunteers’ and medical team’s perception of the music therapy interventions 
at the hospitals (Helander, 2018). Following the third main stage suggested by Moustakas 
(1990) when developing a heuristic study, we wrote the research manuscript. This document 
has been created according to the different steps suggested by McGraw (2016), who wrote 
guidelines on how to describe the research processes of a heuristic investigation in music 
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therapy. The steps proposed by McGraw (2016), adapted from Moustakas (1990), for the 
research processes in a heuristic approach are:

1.	 Initial engagement 
Identifying the focus of the inquiry.

2.	 Immersion 
Exploring personal and professional experiences related to the research topic, as 
well as reading about related topics.

3.	 Incubation 
Taking a step back from going deeper into the topic in order to allow experi-
ences and knowledge to integrate, clarify and develop into a new, broader under-
standing of the topic.

4.	 Illumination 
Experiencing a gaining of new awareness, insight or epiphanies as the under-
standing of the core nature of the topic unfolds.

5.	 Explication 
Developing a broader understanding of the topic by comparing and contrast-
ing aspects of the topic that have appeared during the process. New views and 
alternative explanations are identified as a comprehensive picture of the topic 
falls into place.

6.	 Creative synthesis 
Integrating experiences, insights and understandings to form a coherent descrip-
tion of the meaning of the topic.

Personal perspective

The first author of this publication, being the music therapist who conducted the music 
therapy sessions at the hospitals in Peru, is a Swedish-speaking Finn originally from Finland, 
with a BA and a MA in music therapy from Aalborg University, Denmark. In this section 
of the article, when presenting a personal experience of how culture is playing a role in 
music therapy based on the music therapist’s own experiences of working in a cross-cultural 



55

How are multicultural considerations  
playing a role in music therapy practice? 

setting in Peru, the authors found it relevant to describe the personal perspective in the 
format of the first person.

Initial engagement

I began the process by considering my personal experiences of the connection between 
culture and music therapy. Before going to Peru I reflected on how to prepare myself for a 
meeting with a new culture and for working in a new language (Spanish). How would they 
react to my coming to their hospital as a white, European woman, not being able to speak 
Spanish fluently? Would they be receptive to music therapy? How would I be able to explain 
or present myself and my purpose at the hospital? During my time in Peru I regularly kept 
notes recording personal descriptions of my experiences, thoughts from discussions with 
my supervisor in Peru and Skype conversations with my university in Denmark. After 
returning to my studies in Denmark I reflected on my experiences of cultural influences 
in my work in Peru and my experiences of the role of culture in music therapy practice. 
Consequently, I became interested in going deeper into exploring the importance of cultural 
considerations in music therapy.

Immersion 

With the focus on cultural influences, I started exploring my personal and professional expe-
riences based on notes I had written before, during and after my time in Peru, and I began 
structuring the various aspects of the topic through the following mind map (Figure 1). 
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Figure 1. Mind map of my experiences of cultural influences in music therapy

To contextualise the immersion process of my experiences and to provide examples of what 
happened in the music therapy sessions, the following section contains eight portraits that 
describe my interactions with patients in music therapy. These quotations are taken from 
the questionnaires and transcriptions of music therapy sessions that I filled out over the 
period of the three last weeks of my music therapy project in Peru. These questionnaires 
were part of another research project integrated in the same music therapy project in Peru, 
which through questionnaire-based interviews and a thematic analysis analysed the parents’, 
volunteers’ and medical team’s experiences of music therapy interventions in this hospital 
setting (Helander, 2018). 

Finding my role

Exploring the experience from a professional perspective, I reflected on coming into a new 
culture, meeting new people, and presenting myself and my cultural background. Based 
on my cultural background, taking an approach of slowly finding one’s place within the 
structure of the hospital is a respectful way to arrive in a new situation. Due to the lan-
guage barrier, I was not able to verbally communicate very much in the beginning, which 
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meant having a quieter and more observant presence. It was not until further into my stay 
that I discovered how important socialisation and small talk were in this culture and in 
creating a good connection with my co-workers. Interacting, communicating and being 
social were also expressed in a different way than in the Nordic countries, e.g. in Finland 
an interaction typically uses fewer words and gestures, whereas in Peru more words, more 
hand gestures and greater volume are used to express oneself and to react to each other’s 
expressions. Personally, I found it difficult not to be able to communicate and respond as 
freely as I would have liked and not to be able to create interactions through verbal com-
munication. However, having a more observant presence created a new experience for me 
and presented a different side of me. With the challenge of limited skills of communication, 
I experienced the strength in entering a new setting through mainly observing and taking 
part gradually. This approach provided me with a different observation of others, of the 
hospital setting and of myself in this context.

Various expectations 

I experienced an important lesson in being professional and learning how to present a distinct 
role with integrity and confidence, especially as my role (and music therapy) at the hospital 
was unfamiliar to the other staff members. Once it became clearer to my co-workers that 
I was a music therapist at the hospital, the communication and teamwork became easier. 
There remained the challenge of various expectations for my role by the staff and by me. 
Setting aside the language barriers and not being able to explain music therapy in a deeper 
way, the whole new experience of working as a music therapist in this particular clinical 
setting presented its own challenges. In other words, I needed to allow myself time to find 
out what my job entailed and how to describe it. The understanding of therapy, its implica-
tions and benefits as well as expectations of therapy can be rather different from culture to 
culture. Therefore, when coming into a new culture I discovered that showing how music 
therapy could be integrated in this setting was more relevant than trying to explain it. It did 
not matter whether they thought I was a hospital clown, volunteer, “the music lady”, or 
something else. The important thing was to focus on interacting with the patients and that 
those moments shared in music therapy could be meaningful and helpful for the patients. 
The patient, and the interaction with the patient, was my primary focus and purpose of 
being at the hospital, and once that became clearer to me it was possible to become clearer 
to my colleagues as well. The hospital staff would make suggestions and requests for how 
I could help patients. I found it inspiring that they experienced music therapy as relevant 
and helpful, e.g. during a medical procedure. At the same time I found it important to trust 
my own knowledge of music therapy and focus on developing my professional decisions 
on what and how to work as a music therapist in this setting.
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Portrait 1

“When entering the room I focused on finding my ground and being obser-
vant of the room today and not on my expectations of the room. It was a 
new experience to not directly look for (or being asked by) a patient who 
needed me but instead starting to play ‘background music’ for a while. I was 
not stressed by not having a direct interaction with a patient but I needed 
to focus to stay grounded as I was ‘just standing there playing music’ and 
instead working with and following the changes in the environment and 
the patients in this way.”

Music – the primary language

Even as my role at the hospital began to evolve, I recognised that being able to verbally present 
myself and my work was not really an option. In addition to the language barriers it was dif-
ficult presenting myself in this continuously changing environment of people coming and 
going. Over time I realised that the music itself presented me, which made the role of music 
in my work increase. In my meetings with patients, their families and hospital staff, the music 
itself was the primary language and way of communicating. Therefore, I had to rely on the 
music, and through this I got to experience the broader possibilities of music as a means of 
communication as compared with if I had been able to speak Spanish fluently. This enhanced 
both my personal connection to music as well as my ways of using music to connect to others.

Portrait 2

”I felt that the music changed the environment, it was distracting in a good way 
from the stressful and boring silence. The baby had a calmer body language, she 
did not move as much as before we started. She kept eye contact and though 
she did cry now and then, she laughed as well, and her crying was not hysteri-
cal or aggressive, nor lasted for as long as when I first started working with her.”  
 
”Through the interaction, many kids started to talk more, they got more energy 
(woke up) and laughed. Lots of eye contact. Some got tired, relaxed and fell 
asleep. Many expressed joy, that the music activity was fun and enjoyable both 
for the kids playing and for the ones listening to it, even if they do not have the 
energy or if I was not able to work directly with them, they could be a part of 
the activity as well.”



59

How are multicultural considerations  
playing a role in music therapy practice? 

Expressions & reactions

When working in a field that requires a connection to one’s intuition and inner personal 
perspective, expressing oneself in a different language is challenging for many reasons. Even 
if the words might be familiar to me and I might find “a good therapeutic response”, my 
reaction might feel inauthentic. I found that there is an emotional connection to words and 
expressions, a personal cultural connection to how we react and respond, and a personal cul-
tural expectation to my own and others’ reactions. The language barrier could also be helpful 
sometimes, as it created a distance and helped me to focus on what the patient was sharing 
without emotionally reacting to how those words might otherwise affect me. This enabled me 
to maintain an added professional stance instead of becoming too emotionally attached or 
involved in the therapeutic situation. On the other hand, not working in my native language 
required a translation process to happen before responding. Even if this process was not always 
perceived as a conscious step, it was present and made a delay in the response to the patient. 
Because of the language barriers, I was forced to give myself more time to understand what the 
patient was expressing and how to react. This “extra” time given to both the patient and me was 
many times shown to be meaningful, and had the conversation been in my native language, 
I might afterwards have felt that I had responded “too fast,” with less depth of understanding. 

Portrait 3

”Most of the kids wanted to play today, both during and between treatments. I also 
played for some kids while they listened. Development in increased eye contact, 
relaxed body language, laughing, interacting (with me, their parents or the kid in 
the next bed). The children mostly wanted to play together, I followed their signs 
of tempo, rhythm, volume and added vocals, sometimes words as well (the kid’s 
name, talking or asking them in the song). The music helped them to relax, as well 
as their parents. Some parents wanted to talk a lot with me, making it challenging 
to keep the interaction and communication with the children, but I tried to involve 
all of them in the activity, as many parents wanted to take part in some way.”

Time

In the Nordic part of Europe and, perhaps, especially among Finns, time is perceived as 
being quite fixed and non-negotiable. As I sometimes prefer to have a more flexible view on 
time, I looked forward to experiencing the “South American style” and had expectations of 
time being perceived differently in Peru. I experienced that when talking about time; there 
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was a strange combination of both relaxed and stressful attitudes which were often quite 
confusing. I was not able to expect things to happen in the same way as when something 
was discussed and planned in the Nordic countries. The word for now (ahora or ahorita) 
was used for describing when, for example, a meeting would be held, but it would often 
mean “at some time it will happen”. Given this flexible understanding of time in relation to 
the intensive pace at the hospital, the only solution I could find was focusing on the present. 
In this here-and-now focus, with an uncertainty about time, I also needed to give time to 
the interaction. This meant allowing more time for patients as well as giving myself time to 
find a connection to myself with all the changes happening around me. I noticed that I was 
acclimatising to the culture of Peru in the way they communicated, in expressing myself 
and with the flexible attitude towards time. But in some ways I remained connected to my 
Nordic culture by bringing a calmer, less talkative and more patient side into my role as a 
music therapist. Admittedly, it was sometimes a challenge to find a balance between those 
two cultures, but also an opportunity to try different ways of communicating and adjusting 
to the present moment.

Portrait 4

“The girl caught my attention, but it was difficult finding an interaction with her at 
first. It took some time but with time we found an interaction. It was intense but 
I felt it to be very important to stay with her. I enjoyed the interaction and it was 
difficult to stop. The girl wanted to continue. We had a great interaction and I am 
happy that we got a longer time together. The patients I worked with today all needed 
time, it was important to give time and stay with them to build an interaction.”

Interactions

When looking at the perspective on music, I was interested in exploring how cultural dif-
ferences would be noticed in music therapy. Would it be a problem, challenge or barrier in 
my interaction with patients if I was not familiar with a Latin repertoire, not able to sing 
in Spanish or play instruments in a Latin musical style? Even though these questions kept 
coming up now and then during my time in Peru, I found that in the meeting with a patient, 
it was more about creating an interaction than demonstrating my musical background or the 
patient presenting his/hers. It was about a meeting between two people and an interaction 
between the personal cultures of these two people. My most important task was to be there 
in that moment together with the patient, for in that moment we created music together 
that became our way of communication and our culture. There were cultural influences 
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in the musical expressions, but even though I learned and practised Latin rhythms to use 
in music therapy, I also retained my own music style. I found it important to be authentic 
in my meetings with the patients. This meant, in my connection to the patient, that I also 
maintained a connection to myself and my own culture. The music I expressed was created 
from the music of the patient with my personal interpretation and influences. Especially when 
I was using receptive music therapy methods with a patient, I found the music I provided 
being similar to the improvised music I had used in music therapy sessions in Denmark. 
Creating music to express emotions and support was the main focus, rather than creating 
music within a Latin music style.

Portrait 5

“The girl started interacting more, she laughed and communicated both through 
laughter and by playing music. We found an interaction, the girl laughed and 
interacted with me. When we began, she was kicking a lot and throwing things, 
but when she realised that she could have some control with me/in the music, she 
became freer. In our music, she could decide how she would play and she noticed 
that I followed her. I followed her signs and she did notice mine as well, but she 
preferred to lead. It created a fun atmosphere and activity which also inspired and 
captured the attention of other kids. More kids wanted to play and wanted an activity. 
The music was a fun diversion where the kids could take a lead, show the others.”

Music & emotions

Music is deeply connected to emotions and a way to get in touch with, express and share 
emotions. This was my experience of using music in another culture, where barriers of fully 
knowing another person’s language and background mattered less. Music created a way 
to interact and share not only that moment, but the emotions that arose in that moment. 
Although there were not many common elements in my and the patient’s diverse back-
grounds, we could find a connection in music. Since the experience of being at the hospital 
could be quite challenging for the patient, the connection could become a source of strength. 
With an intensive pace, various opposing needs and emotions, many changes and noises 
surfacing at the same time, using words alone to deal with the situation was inadequate. 
When approaching patients, I presented the instruments I had with me and let the patient 
explore the instruments. I then tried to listen and follow the signs and motions the patient 
expressed non-verbally, verbally and musically. I knew little of the patient’s background, 
but in our interaction the patient could share expressions, feelings and thoughts. Even 



62

Sarah Helander & Gustavo Gattino

without putting into words the things being shared, the interaction could be supportive 
and helpful for the patient.

Portrait 6

”The baby’s mother started to cry while I was playing and singing. She said to 
me and to the mother by the bed beside her, that the music was nice and helpful. 
That she and her baby liked it. The mother’s body language became more relaxed, 
less stressful and she started also playing with her kid and in the end holding her 
child in her arms and singing to her. This was the first time that I got such a strong 
connection to a parent. Through the kid, I also interacted with the mother. Not 
only with the focus on the kid but also connecting with the needs of the mother. 
It was a strong and powerful experience, that the mother felt empowered and 
found a way to interact with her kid and both started playing with her daughter 
and then singing for her.”

To connect

Once I began to find my role in this work, I sometimes “forgot” that I was from a different 
cultural background. This was especially noticeable in new meetings, as a tall, blond girl 
with a guitar was a surprising and exotic experience for many. This had both advantages and 
challenges for the interaction. Some people were curious and wanted to ask me about my 
background, while others became shy or did not know how to interact with me. Children, 
however, often have a natural openness and interest in exploring new things. I discovered 
that walking around with a guitar (as well as some shakers and small percussion instruments 
in my pockets) helped to create an immediate connection to the children – both the sound 
of music and the sight of the instruments caught their attention. I found that the child often 
looked at me, especially when I was singing, and I found the eye contact to be strengthen-
ing the interaction. In Peru there are easier and more immediate interactions, and the pace 
can also be faster and more enthusiastic compared to interactions in the Nordic countries. 
During medical treatments, however, I noticed that interactions between the medical team 
and the patient were infrequent. When patients were alone, without any family members 
around them, no one would interact with them. If there was a family member present, only 
they would often become involved in the medical procedure and interact with the staff. 
I therefore tried to “be allowed to” stay by the patient’s side to keep eye contact with and 
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support the patient. If the situation made it possible, I tried to start creating a connection 
with the patient before the medical procedure took place and then remained until the 
procedure was over and continued to interact with the patient once the medical team left. 
Sometimes I was not able to stay next to the patient, but I tried to maintain eye contact if 
possible or keep a musical interaction going, e.g. keep singing from behind the bed. 

Portrait 7

“The boy interacted and kept eye contact with me during the whole treatment 
and his breathing and body language became more relaxed. I felt that the time 
flew. I wanted to work with more kids, but I had started taking more time for each 
patient, for each day. Therefore, I was also not able to reach out to as many kids. 
But the interaction and the change in his body language gave me the impression 
to stay with him and that it was a good distraction for him. After the doctors 
left, I stayed with him until he fell asleep. He did not share a word during our 
interaction, but kept eye contact with me the whole time.” 

Sharing experiences

Exploring the topic from a personal point of view, I came to think about the need to share 
my work experiences at the end of the day. My studies and previous work experiences in 
music therapy had been in Danish, and my identity as a music therapist was, in a way, con-
nected to the Danish language. I realised the importance of having supervision in a language 
where I would be able to describe my experiences freely. Even while expressing myself in 
English or Danish there was a translation process happening in my mind. In Spanish that 
process was even more extensive, as I knew only a few expressions and words. After each 
day the team of volunteers from the NGO I was collaborating with at the hospital met for 
a debrief and to hear each other’s experiences of what happened each day. These meetings 
and moments reminded me of the importance of working together in and as a team. Even 
as I was doing my work on my own at the hospital, having a consistent moment for sharing, 
using sometimes more, sometimes fewer words was really important and necessary to find 
motivation, inspiration and ways to proceed with our work. Especially, when working 
abroad, the support of a team becomes even more critical and valuable.
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Figure 2. Themes in personal reflections of music therapy practice in a new culture

Portrait 8

“There were big changes all the time, the tempo was intense. There were a lot of 
sounds and things going on today. At some moments there were many kids seeking 
and needing attention and support from me and I needed to make a choice who 
to stay with, who to work with. The room was quite stressful today, with many 
changes from a lot of crying to a lot of laughter. Even when the room is quieter, 
there is always a feeling underneath of stress and pain in the room. Some of the 
nurses, as well as the volunteers, have started to ask me to come along when they 
are going to a patient. To be a part of the team during the patient’s treatment is an 
amazing feeling of collaboration and of trying to do the best we can for the patient.”
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Incubation & illumination

After some time had passed I re-read my reflections and wrote down a title for each section 
to portray the different themes I had identified in my descriptions of my experiences. 
These nine themes (Figure 2) highlight emergent themes describing my experiences with 
cultural aspects in music therapy. Then I connected these themes with quotations from 
the questionnaires and transcriptions of music therapy sessions that I filled out during my 
time in Peru in order to broaden the descriptions of the context where the music therapy 
interventions were taking place.

Explication

As Morris (2010) suggests, having a common cultural background might make commu-
nication easier, and therefore in meetings with other cultures, cultural considerations are 
needed. But cultural understanding is not enough, both in the case of sharing the same 
culture or having a different culture to the patient. An openness to the patient’s culture is 
important together with setting assumptions aside and not imposing them on the patient 
(Morris, 2010). As I see therapy to be a personal exploration, I find it important that the 
music therapist is respectful and open to the cultural background of the patient. This con-
nects to Stige’s (2002) description of culture being both a personal matter and a phenom-
enon connected to and regulated by a group of people. As I experienced in music therapy, 
there is not only a meeting between two cultures but between two identities – each having 
a personal and social cultural background influencing the interaction and the creation of 
the culture in their meeting. I experienced the importance of being observant and listen-
ing to the here-and-now as the interaction is created based on that moment. This view is 
connected to the description of Pavlicevic (1997) who explains therapy as being a mutual 
meeting where the patient and the therapist create their own musical culture. 

As Baines (2016) speaks of the importance of self-reflection on the therapist’s own sense 
of culture, I reflected more on my cultural background and its meaning in my work as a 
music therapist. As a Swedish-speaking Finn, I grew up in a country with two very differ-
ent cultures existing next to each other. Swedish-speaking Finns are a small minority of 
Finland (5%), and even while sharing the same language as the people of Sweden, those 
cultures are also quite different. During my adult life I have lived in several countries. 
This has given me the opportunity to experience different cultures, and it has also had an 
influence on the development of my personal culture. At times I feel a connection to my 
Swedish/Finnish roots, in other situations like I am a stranger to the Finnish cultures – both 
when being in Finland and abroad. My experiences with and education in music therapy, 
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as well as developing my identity as a music therapist, have involved many languages 
and cultures. In my experience, there is a special connection to one’s native language, as 
singing or expressing personal thoughts in one’s mother tongue offers a special, personal 
and emotional connection to these expressions. In meetings between different cultures and 
languages, we get a chance to experience different ways of expression and communication 
which can be helpful in both understanding others and oneself.

Creative synthesis

The aim of this heuristic analysis was to describe my reflections on my personal experiences, 
adding a perspective from relevant literature to explore the complex phenomenon of culture 
and its relation to music therapy and why cultural considerations may be needed in this field. 
In music therapy there is an opportunity for the patient to get in touch with his/her truly 
personal core, and it is the music therapist’s responsibility to support, respect and listen to 
the patient in his/her self-discovery. In every meeting between people there is a meeting 
between personal cultures interacting. This may be obvious in meetings across borders of 
cultures and countries where strong differences are present, but it is just as important to 
recognise that there are cultural considerations needed in meetings within similar cultures. 
In multicultural meetings some cultural signs might be easier to notice, whereas others are 
more difficult to read and understand. However, what I experienced is that being open to 
those signs enables interactions across any borders. We might not understand all aspects of 
the other person’s culture, or be able to respond in the same way as the other person does or 
expects, but this does not mean an interaction cannot be created. In music we can share and 
express elements that are created from our culture and that we have built in our interaction 
in music. Finally, in meetings across cultures there will always be misunderstandings. These 
can be of various degrees – some more challenging than others – but misunderstandings 
cannot be avoided. Based on my experiences, I found it important to proceed with respect 
and openness, to dare to try and not be impeded by fear in meetings across cultures. In my 
experience it is when one tries that one can learn, and in all interactions being respectful, 
sensitive and open to trying is the key.

Discussion

With the heuristic inquiry, nine themes were identified as various roles of culture in clinical 
music therapy practice. From the reflections of the music therapist in an autobiographical 
analysis the themes of various expectations, music becoming the primary language, finding 
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one’s role, variations in expressions, reactions, perception of time and interactions, connect-
ing, expressing and sharing emotions (especially through music), and sharing experiences 
verbally and non-verbally in a foreign language were discovered as personal experiences 
of cultural influences in music therapy. Cultural factors can have a more present and more 
direct influence in some of these themes (Various expectations, Finding my role, Sharing 
experiences, Expressions & reactions, and Time) in comparison with the other themes 
(Music – the primary language, Interactions, Music & emotions, and To connect) where 
elements of culture might not become cultural barriers but may have less of an influence 
or perhaps become a helpful and useful element in creating an intermusical relationship 
(Jones, Baker & Day, 2004). The first “group” of themes can be considered to have roles 
that are more dependent on cultural elements such as language and communication, social 
hierarchies, social relations, relations of power and beliefs and the perception of aesthetics 
(Fiske, Dupree, Nicolas & Swencionis, 2016). The second “group” of themes show that the 
musical interactions develop mainly from forms of non-verbal communication centred in 
the engagement, shared attention and affective synchrony that are usually developed from 
the first month of life where there is no clear cognitive identification with cultural differ-
ences (Hart, 2008). From this broad perspective on the themes we will now discuss them 
more in detail and explore their understanding by connecting them with other publications 
– within and outside of the field of music therapy.

The theme Various expectations presents the particular element of music therapy practice 
involving each participant’s unique perception of the music therapy process and of possible 
ways to interact. A concept related to this theme is The Field of Aesthetics established by 
Carolyn Kenny (2006) within her model described as The Field Play. According to Kenny, 
the aesthetics is the first field presented in an interaction between the music therapist and 
the patient. The field of aesthetics refers to aesthetic perceptions related to music, especially 
on the view on beauty. Each person has their own aesthetic musical understanding based on 
their previous cultural-social experiences, whereby they have acquired their conceptions of 
what is beautiful to play and listen to (Kenny, 2006). Among the seven phenomenological 
fields present in the Field of Play model, this is the only one where there are clear boundaries 
separating the patient’s field from the music therapist’s field. Considering the results of this 
research, the expectations arose mainly through the dialogue of the different aesthetic fields 
of the participants. Neither was sure if the other would accept their aesthetic expressions 
or perceptions of the music, especially as they did not share the same verbal language to 
give and receive feedback on their musical expressions. When coming into a new setting 
the music therapist experienced the need to find her way of working and interacting within 
that specific culture – the Peruvian culture, the hospital culture, the child’s culture and the 
music therapy culture. Within a multicultural music therapy practice the music therapist 
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discovered the importance of keeping an awareness of the balance between adjusting to 
the cultures she met and sticking to her own ways. This connects to the following theme 
of finding one’s role within a setting with various expectations.

In the themes Finding my role and Time the music therapist expressed the need to under-
stand the context one is in. She searched for her role and place in that specific hospital 
environment, taking into account the cultural aspects involved in the therapeutic setting 
(including how time was perceived by the patients on the basis of their subjective percep-
tion linked to cultural aspects). These themes can be understood through the concepts of 
cultural competence and cultural humility (Fisher-Borne, Cain & Martin, 2015). Cultural 
competence involves understanding and appropriately responding to the unique combination 
of cultural variables and the full range of dimensions of diversity that the professional (the 
music therapist) and client, patient, or family brings to the interactions (Fisher-Borne et 
al., 2015). For cultural competence to be reasonable, the music therapist needs to consider 
these competences from a perspective of humility. In this sense, cultural humility is defined 
as having traits of respect, empathy and critical self-reflection on both an intrapersonal and 
an interpersonal level (Foronda, Baptiste, Reinholdt & Ousman, 2016). In this study the 
music therapist did not only seek to identify the cultural differences existing in this context 
in order for her to find her role in the clinical practice but strove to understand these dif-
ferences and to find ways to respond (cultural competences) with a humble attitude in the 
interactions with the cultural variations.  

Regarding Time, the music therapist respected cultural differences and focused on finding 
a perception of time that could be shared between her and the patient: the here-and-now 
focus. Psychotherapist Irvin Yalom is one among many therapists who emphasises the here-
and-now focus in therapy. According to Yalom (2005), a shorter intervention is required 
in a hospital setting, the focus being on the dynamics that occur in the session rather than 
going into the child’s past history. The music therapist experienced the strength in being 
sensitive to the moment, for example by giving more time to the interactions in this high-
paced and constantly changing hospital environment. She needed time to translate both 
verbal and non-verbal signs and expressions in order to know how to respond. Therefore, 
she gave more time and more silence to the interactions than if she would have been able 
to respond in her native language. The time within the silence was found to be a powerful 
tool in music therapy. Within such an intensive hospital setting it was helpful and mean-
ingful to provide a moment where the child could choose the pace of his/her interaction, 
and this gave the child more control in this setting as well. Interactions in Peru were often 
quite hectic and at a faster pace compared to interactions in the Nordic countries. The 
music therapist found value in the more “Nordic” approach of communicating by lowering 
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the pace, using less verbal communication and being together with the patient in silent 
and non-verbal interactions. This approach connects to slow music therapy – a concept 
that highlights the importance of being in the here-and-now, appreciating the moments 
and resting in them to enrich the experience and the interaction (Johansson, 2017). Slow 
music therapy is not about stopping the time or being in a timeless state but rather about 
being together in the present moment and being sensitive to how the moment develops 
(Johansson, 2017). Whether the music therapist had only one interaction with a patient 
or met that same child several times, it was important to be present and meet the child 
where he/she was in that moment. Even in regularly scheduled therapy sessions, where the 
music therapist will probably meet the patient over a longer period, it is important to be in 
the present moment and in that particular session. The process is continuing but cannot 
be planned out and followed in a step-by-step detailed plan. Johansson (2017) emphasises 
resting in the moment, capturing the here-and-now and creating a space to develop and 
deepen the experience. In this study the music therapist experienced the value of giving 
time to the here-and-now to deepen and develop the interaction with the patient. 

The themes Music – the primary language and Music & emotions represent the possibility 
of musical communication regardless of the languages spoken by the participants in the 
clinical setting. This theme is directly related to the concept of communicative musicality, 
created by Malloch and Trevarthen (2018), which explores the intrinsic musical nature of 
human interaction and is used to explain the root of musical interactions in music therapy 
(Holck, 2019). Communicative musicality is defined as the innate ability to move, remember 
and plan sympathetically with others, creating an endless variety of melodic narratives by 
instrumental music or singing. This can be seen in the communication between a mother 
and her infant where noticeable patterns of timing, vocal timbre and melodic gesture exist. 
Without intending to do so, the mother-infant communication follows typical rules of 
musical performance, with distinct timing and melodic narratives (Malloch & Trevarthen, 
2018). In other words, although the understanding of how we perceive music can be cultur-
ally learned, the musical interaction originates from a form of basic communication that 
develop in infants. This is not to suggest that the music therapist copies a mother-infant 
relationship but that the music therapist can musically increase and strengthen basic forms 
of interaction, thus encouraging communicative interaction and connection. The findings 
from this research showed that communicative musicality allows forms of interaction, 
enables ways of sharing affections and creates non-verbal ways of communication that are 
significant for both the music therapist and the patients, cultural differences aside. 

In the theme Expressions & reactions the music therapist presented ways in which both the 
patients and herself responded in different ways in their interactions. In some situations there 
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were verbal reactions and in others only forms of non-verbal communication. This theme 
has an interesting resonance with the concepts of narrative metaphors (Barcellos, 2012) and 
analogy in music therapy (Smeijsters, 2012). According to Barcellos (2012), it is possible to 
understand music as metaphorical narratives from a contemporary musicological perspective, 
where the patient acts as a performer, as a narrator, and the therapist acts as the receiver of 
musical traces and seeks to give meaning to these musical expressions. The analogy in music 
therapy has the function of portraying internal states, expressed through music. In this way, 
what the patient expresses through music is a reflection of how he/she feels internally. There 
is an equivalence between the musical expressions and the internal experiences of how the 
patient feels, thinks or acts (Smeijsters, 2012). From the different expressions and reactions 
found in this research, some of them were centred on metaphorical elements and others on 
analogical elements. In situations where the interactions involved verbal expression it was 
important to reflect on what the respective words were connected to in the patient’s history. 
When there is a verbal involvement there is a direct relation to a narrative understanding of 
what the patient shares and the way the music therapist understands this expression. In the 
case of this research, the receiver did not have all the resources to understand what was 
being presented, so there was a need to create analogical situations where expressions and 
reactions could reflect non-verbally the internal states in the here-and-now. 

The music therapist found the cultural differences and language barriers not always to be 
a challenge but also a way to create an interaction and a resource for sharing with each 
other their personal backgrounds. This gave the patient some control, a contact with their 
identity – their life and identity besides being a patient at the hospital – and a resource 
in being able to show and teach someone else, both verbally and non-verbally. The music 
therapist’s experiences connect to the statement that communication is not only about 
learning the spoken language but also about the non-verbal signs and expressions and the 
musical language of the culture (Gadberry, 2014). In interactions there are many things 
being said in various ways of which some are more observable to a person of that culture, 
while other signs are only noticeable to a foreigner (Gadberry, 2014). Both music and 
culture are complex phenomena, providing a sense of the person’s identity and background 
(Baines, 2016; Cominardi, 2014). Yehuda (2002) describes a connection between these two 
phenomena by saying communication is based on learning a system of signs, customs and 
tendencies which is unique to every culture and understood after repeated experiences. In 
the same way our musical understanding is developed.

The themes To connect and Interactions presented how the music therapist found ways to 
initiate and develop interactions with patients through music. These themes share aspects 
with the description of The Processual Stages, presented by John Carpente (2016) on how 
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to develop an intermusical relationship between the patient and the music therapist. These 
stages were inspired by the Nordoff-Robbins model and the interaction model by the free 
play DIRFloortime. According to Carpente, the first step in this process is to follow the 
patient’s lead in the musical interaction. Although the music therapist can initiate a musical 
interaction, she needs to be aware of the different ways in which the patient shows an inter-
est in music and how he/she is regulated by the musical interactions. The second step is a 
two-way propositional communication where the patient and the music therapist create 
different circles of communication in their interaction. The last step is the affective synchrony 
where the music therapist and the patient share various elements of affection within the 
musical interaction. These stages of Carpente are evident in the two themes, as these stages 
were developed to connect and create interactions independent of the cultural differences 
in repertoire and the difficulties in verbal communication between the participants. 

As previously stated, the music therapist has a responsibility to respect, support and keep 
an openness to the personal-cultural-musical background of the patient (Grimmer & 
Schwantes, 2018). In this research the music therapist expressed her experiences of cultural 
influences and differences being present in meetings between multiple cultures. But first 
and foremost it is a meeting between two people, and although considerations are needed, 
it is important to use the here-and-now focus as a source for the interaction and to put 
assumptions aside. The music therapist found that in the mutual meeting in music therapy, 
regardless of whether or not you are working in your own culture, the music therapist and 
the patient bring two personal cultural backgrounds into the interaction where a third 
shared culture evolves. In the heuristic analysis, music was found to be a guide in the 
session. Music could provide a structure, keep the child’s attention, build anticipation and 
create playful interactions. Music therapy gave the child an opportunity to be heard in an 
unfamiliar and intense hospital atmosphere where members of the medical team often did 
not have much time and might not interact or consult with the patient during the often 
painful procedures. In music therapy the child can receive an interaction with the music 
therapist, who only seeks to engage in a creative play where the child has the option of 
control and interaction (Wildman, 2010). Through an emotionally compelling experience 
of making music together, the patient can have a meaningful and enjoyable moment in the 
hospital (Wildman, 2010). The interaction, engagement and enjoyment of music in music 
therapy help the patient to better cope with the time spent in the hospital and contribute 
to the patient’s treatment from a holistic perspective (Longhi et al., 2015; Sanfi & Bonde, 
2019; Whitehead-Pleaux et al., 2007). 

The theme Sharing experiences presented the opportunities and difficulties for the music 
therapist to communicate her experiences of the music therapy sessions. There was a 
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challenge in not being able to express her feelings in her mother tongue, in the place of 
practice and in supervisions. This theme connects to the field exploring the experiences 
of multilingual people. According to Stavans (2001), changing languages ​​is like imposing 
another role on oneself, like being temporarily someone else. Koven (2001) asked French-
Portuguese bilingual informants to tell the same story in Portuguese and in French, and 
they were subsequently interviewed about the experience itself. The author found that 
bilinguals performed quite differently depending on the language being used, suggesting 
that different languages ​​allow us to “perform a variety of cultural selves” through a range of 
communicative tendencies and strategies and conversational forms and styles. In another 
study conducted by Pavlenko (2007), two-thirds of the 1,039 multilingual participants in 
the study provided evidence through the Bilingualism and Emotion Questionnaire (BEQ) 
that multi-linguals might feel more authentic in their first language. Therefore, the chal-
lenges experienced by the music therapist in this study were beyond the ability of com-
municating in a language other than her mother tongue, but mainly due to the fact that 
expressing and describing one’s experiences in a different language require a translation 
process. One’s original perception of a situation might change in the process of translating 
the experience into words, especially into a foreign language. Therefore, one’s description of 
the experience might become quite different from how a person experienced and originally 
intended to express herself. 

Considering previous publications on heuristic investigations, this study can be considered 
a novel heuristic study in music therapy, as it is the first to present in a first-person analy-
sis how a Nordic music therapist reflects on the role of culture in a clinical music therapy 
practice performed in a paediatric hospital setting in a Latin American country. In some 
previous heuristic studies the analyses were also conducted from a cultural perspective. 
The study of Han (2015) explored music therapy students’ experiences of the respect for 
cultural identities in relation to music therapy practice with patients from diverse cultural 
backgrounds. One of the differences of the heuristic inquiry conducted by Han (2015) in 
comparison with the present study is that the paediatric patients and their families in our 
study came from similar backgrounds. The study of Bell (2016) also verified how cultural 
aspects influence the music therapist’s perception of herself. Comparing Bell’s study with 
our study, Bell explored a music therapist’s reflection on her Métis heritage and how it 
might influence her personally, instead of verifying how this heritage relates to other cul-
tural backgrounds. In comparison with other heuristic studies, the present research used 
the same six methodological steps created by Moustkas (1990) and adapted by McGraw 
(2016) for the music therapy context. In comparison with the other heuristic studies in 
music therapy, one limitation of this investigation was the absence of a creative product, 
like a song or a poem at the end of the heuristic analysis, which would offer a more artistic 
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aspect to the heuristic process. The reason for not using a song or poem as a summary of the 
creative synthesis was due to the need to creatively summarise the whole heuristic process. 
Another limitation of the study was the absence of one incubation procedure suggested by 
Moustskas (1990), i.e. the engagement in activities that were not related to the study during 
the incubation period. It is important to clarify that this is only one of the two possibilities 
of the incubation step suggested by Moustskas (1990). Another possibility that was used in 
this research refers to the recognition of the value of the researcher retreating from intense 
and focused attention on the topic being explored.

Future perspectives in this field of research point to the need for more heuristic studies based 
on autobiographical analysis in music therapy. The number is still small, and further studies 
exploring cultural influences in music therapy practice and research would be important. 
In addition, it would be significant to see the experiences of other European music therapists 
in paediatric hospital settings in Latin American countries. From several examples of inter-
actions between different cultures, it would be possible to learn more about subjectivities 
and the different phenomena present in music therapy from a multicultural perspective. 

Conclusion

Multicultural music therapy is evolving due to international collaborations and more multi
cultural societies. Through a heuristic analysis, the role of culture in music therapy was 
explored from a theoretical and personal perspective. The heuristic analysis presented the 
need for multicultural considerations, with an awareness of the patient’s culture as well as 
the therapist’s. A person’s cultural-musical background is a phenomenon of both personal 
and interpersonal aspects, and it is important to respect, support and keep an openness 
to the personal-cultural-musical background of the patient together with an awareness of 
cultural sensitivity. Presumptions must be put aside in meeting with a patient, both when 
sharing a cultural background and in meetings across borders of countries, cultures and 
languages. In the dynamic therapeutic interaction the music therapist is not an observer but 
is like the patient, bringing his/her own culture into music therapy. The therapy becomes 
a mutual meeting where the music therapist and the patient together create their musical 
culture based on the here-and-now moment and their backgrounds. Cultural differences 
can become a way to create a unique interaction and serve as a resource for interactions in 
music therapy. It is important to remember the music in music therapy, the power of music 
as communication, and to strive for a balance between considerations and the spontaneous 
connectivity in music therapy. 
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Music therapy as procedural and treatment 
support in paediatric healthcare: a review of 
the literature from a Nordic perspective

Maren Mellingen

Abstract
Music therapy (MT) is here understood as a relational therapy with the poten-
tial to alleviate pain and anxiety in hospitalised children and support them 
in coping with medical procedures and treatment. Research indicates that 
children who receive MT as procedural support before, during and after painful 
or frightening medical procedures are better equipped for coping with future 
procedures and less likely to develop symptoms of paediatric medical traumatic 
stress. MT can improve the ability of a child to cooperate, thereby reducing the 
duration of the procedure. This article explores some of the methodological 
and epistemological issues in MT as procedural support research, and mixed 
methods research is suggested as a suitable approach for acquiring new knowl-
edge. Few studies on MT as procedural and treatment support have so far been 
conducted in paediatric settings in Denmark, Sweden and Norway, and there 
is a need for more randomised controlled trials (RCTs). The Nordic countries 
have strong MT traditions, but only a small number of music therapists are 
currently working with procedural support for children. More studies can lead 
to inclusion of recommendations of MT as procedural and treatment support 
in national guidelines for evidence-based clinical practice in these countries 
as well as serve to further develop the theoretical framework. The available 
Nordic literature will be reviewed, and important aspects of research, clinical 
practice and theory development will be discussed from a Nordic perspective 
while drawing upon the rich international evidence base for MT as procedural 
and treatment support.

Keywords: music therapy, procedural support, paediatric care, child trau-
matic stress
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Introduction

Children in paediatric hospitals are at substantial risk of developing long-term negative 
effects as a consequence of undergoing painful, frightening or unpleasant medical procedures 
(Young, 2005). There is a need for supportive interventions that can alleviate the pain and 
anxiety that young children experience in association with medical procedures (Young, 
2005). Research suggests that music therapy (MT) can be helpful to patients and that music 
therapists can work in clinical paediatric settings employing various MT methods to address 
stress, anxiety, pain and emotional states in patients (Edwards & Kennelly, 2017; Ærø & 
Aasgaard, 2011). There is an increasing interest in MT as procedural support for children, 
and while the evidence base for paediatric MT has become quite substantial, there is a need 
for more research supporting MT for procedural support as an evidence-based practice (Beer 
& Lee, 2017; Edwards & Kennelly, 2017). There is considerable diversity across studies in 
terms of types of music interventions and methodology, and more good quality research is 
necessary for the development of systematic reviews. The main purpose of this review is to 
identify the available literature on MT as procedural and treatment support from Denmark, 
Sweden and Norway which might serve as an indication of recent developments within 
this area of MT in these countries. Firstly, a brief overview of the historical development of 
paediatric MT will be presented. Secondly, the rationale for using MT as procedural support 
will be discussed. Thirdly, studies performed in Denmark, Sweden and Norway on MT as 
procedural and treatment support identified through a literature search will be subject to 
analysis. Fourthly, issues regarding study methodology and design in MT as procedural 
support studies will be considered. Finally, the current use and implementation of MT in 
paediatric healthcare services in the Nordic countries will be explored, including recom-
mendations for future research and clinical practice.

Literature search strategy

The following search engines and databases were used: Bergen Open Research Archive, 
Cochrane Library, the Danish National Research Database, the Norwegian Library System, 
PubMed, and WorldCat. Search terms included "Music", "Music Therapy", "Procedural", 
"Procedures", "Support", "Intervention", "Child", "Hospital", "Hospitalised", "Paediatric", and 
"Medical". The Arts in Psychotherapy, the Australian Journal of Music Therapy, the British 
Journal of Music Therapy, the Canadian Journal of Music Therapy, the Journal of Music 
Therapy, the Journal of the Association for Music & Imagery, Music and Medicine, Music 
Therapy Perspectives, the Nordic Journal of Music Therapy, the New Zealand Journal of Music 
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Therapy, Psychology of Music, and Voices were all hand-searched. Relevant publications 
were also identified through the websites of the Nordic MT research centres: the Center 
for Documentation and Research in Music Therapy (CEDOMUS) at Aalborg University, 
Denmark, the Royal College of Music in Stockholm, Sweden, the Grieg Academy Centre 
for Music Therapy Research (GAMUT) at the University of Bergen, Norway, and the Centre 
for Research in Music and Health (CREMAH) at the Norwegian Academy of Music, Oslo.

Inclusion and exclusion criteria

The following inclusion criteria were used for the literature review: the article was (a) 
original research (quantitative or qualitative), a review article or a case study, (b) written in 
English, Danish, Swedish, or Norwegian, (c) conducted in Denmark, Sweden or Norway, 
(d) published after January 2000, and (e) considering the topic of MT as procedural or treat-
ment support. The following types of articles were excluded: (a) studies with participants 
in the neonatal period or adults, (b) studies without a music therapist responsible for the 
intervention, (c) studies not related to medical procedures or treatment, and (d) studies 
including participants with disorders of consciousness.

Terminology, definitions and distinctions

There is a need for clarification of the terminology, as paediatric healthcare personnel use 
music in a few ways, with varying incentives. The terms music medicine (MM) and music 
therapy (MT) are sometimes equivocated and used ambiguously in the literature despite the 
fact that MT and MM are two very different treatment forms based on different paradigms 
(Bonde, 2019b). In procedural support research it is therefore important to differentiate 
between MT and MM interventions (Gooding, Yinger & Iocono, 2016). MT as procedural 
support can be defined as "(...) the use of music and aspects of the therapeutic relation-
ship to promote healthy coping and decrease distress in individuals undergoing medical 
procedures." (Ghetti, 2011, p. 6). MT can be defined as a relational and interaction-based 
therapy form, which can be viewed as a triad consisting of interaction between the child, 
the therapist and the music (Uggla, Bonde, Hammar, Wrangsjö & Gustafsson, 2018). The 
presence of the music therapist is seen to contribute as an individual factor to the pain-
reducing effect of MT (Schou & Bonde, 2012), and so the therapeutic relationship formed 
through MT sessions is a key difference between MM and MT (Bonde, 2019b, p. 209). Music 
employed by other healthcare professionals is often used as means of fleeting distraction 
(e.g. from pain), whereas it is important in MT in paediatric care to obtain more sustained 
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attention to the music in order to manage pain and anxiety (Edwards & Kennelly, 2017; 
Mondanaro, 2013). Live music has the potential for altering musical parameters, thus engag-
ing the child in the musical activity for longer (Edwards & Kennelly, 2017). MM typically 
refers to the use of specially selected pre-recorded music for music listening in a hospital 
setting, usually administered by other healthcare personnel than music therapists, with 
the aim of improving well-being of patients (Edwards & Kennelly, 2017). As reviews often 
include both MM and MT, it can be challenging to determine the exact level of evidence 
for MT as procedural support. Several meta-analyses show that MT has a clinically more 
meaningful effect across somatic treatment forms than MM (Bonde, 2014a, 2019b; Lee, 
2016), but more good quality research is needed in order to compare these interventions 
(Ghetti, 2016). Lastly, medical diagnostic and treatment procedures can be classified into 
(a) non-invasive and non-painful procedures, (b) invasive and painful procedures, and (c) 
surgery (Ghetti, 2011; Sanfi, 2012).

Paediatric medical traumatic stress 

Children with serious medical conditions have experienced unsafety and are therefore in 
particular need of safety and control. Being in hospital can create a feeling of helplessness, 
a sense of foreboding and a feeling of actual or perceived threat or of life being at stake 
(Nielsen, 2013). Many factors determine what preprocedural expectations, beliefs and 
coping skills a person has, and their pain response is further influenced by factors related 
to the present situation in which the procedure is being carried out (Young, 2005). It is 
important to also keep in mind that ahead of any medical procedure, the child is likely to 
have experienced an accident or illness, which adds to the pain and anxiety associated with 
the procedure itself (Nielsen, 2013). Anxiety increases the pain response (Young, 2005) 
and, conversely, fear of pain increases anxiety (Schou & Bonde, 2012). Medical procedures 
and treatments are seldom recognised as one of the most frequent causes of post-traumatic 
stress reactions in young children (Gjems & Diseth, 2011; Nielsen, 2013), and pain is often 
undertreated in paediatric patients (Diseth & Reinfjell, 2018). Several studies have shown, 
however, how repeated painful procedures and medical treatments can lead to symptoms 
in children similar to post-traumatic stress symptoms associated with PTSD1 (Diseth & 
Reinfjell, 2018; Kazak et al., 2005; Nielsen, 2013; Stuber, Shemesh & Saxe, 2003; Stuber, 

1   Post-traumatic stress disorder (PTSD) in children is a severe, often chronic, and impairing mental disorder 
seen in some children after exposure to traumatic experiences involving actual or threatened injury to themselves or 
others (Brent, Cohen & Strawn, 2019). PTSD is characterised by intrusive thoughts and reminders of the traumatic 
experience(s), avoidance of trauma reminders, negative mood and physiological hyperarousal (Brent et al., 2019).
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1996; Young, 2005) and have resulted in a change in medical procedures in children. The 
youngest children, who are not able to understand the reason behind medical procedures, 
are at the greatest risk of being traumatised, while older children are generally less affected 
by medical procedures (Diseth & Reinfjell, 2018; Nielsen, 2013; Sanfi, 2012). Even minor 
procedures have been shown to cause significant pain and distress in children, and inad-
equate use of interventions to ameliorate this can predispose children to long-term negative 
effects (Young, 2005). Long-term effects are partly determined by memories of the painful 
procedure, which can be accurate in children as young as three years old (Young, 2005). 
Such memories can become exaggerated, triggering increased distress in future procedures 
(Noel, McMurtry, Chambers & McGrath, 2010; Young, 2005). Pain experiences in early life 
directly influence how a person responds to future medical procedures (Young, 2005), and 
patients with chronic or complex diseases may be reluctant to undergo treatment because 
of fear that there will be pain involved. Due to the potentially severe consequences, there 
is a need for early identification and intervention (Diseth, 2009) as initial pain and anxiety 
management is essential to the prevention of post-traumatic stress symptoms2 (Diseth & 
Reinfjell, 2018). The pain response is to some extent modifiable through pain- and anxiety-
reducing interventions (Young, 2005) such as MT, which can help the child regain a feeling 
of safety, comfort, strength and physical and mental self-esteem (Nielsen, 2013). MT can 
lower anxiety and modify distorted memories of procedural pain, thereby preventing a 
continuous negative cycle and lowering the risk of developing paediatric medical traumatic 
stress (Nielsen, 2013; Young, 2005).

International and historical perspectives

Internationally, there is a long-standing tradition of using music with hospitalised children, 
particularly in the United States and Australia, which began with MT in neonatology in 
the United States in the late 1980s (Shoemark & Dearn, 2017). MT support for newborns 
subsequently evolved in many parts of the world from the 1990s onwards to encompass a 
wide array of medical contexts where also older children were supported during hospitali-
sation (Shoemark & Dearn, 2017). MT for newborns as well as the general MT profession 
are now well established in countries such as Australia, Canada, Germany, Israel, Sweden, 
Switzerland, United Kingdom and the United States, where much of the clinical work and 
research has taken place (Shoemark & Dearn, 2017). MT in paediatric settings has evolved 

2   Pre-procedural psychological assessment and screening tools for the prevention of adverse psychological effects 
in children receiving medical treatment and their families are discussed in more detail by Diseth & Reinfjell (2018).



86

Maren Mellingen

along with changes in medical practice and is still growing as a profession in healthcare 
worldwide (Ghetti, 2016), moving steadily towards becoming an integral part of paediatric 
care in many Western countries (Mondanaro, 2013). Numerous music therapists are at 
present employed in paediatric oncology, including in Australia, Germany, Norway, Sweden 
and the United States (O’Callaghan & Aasgaard, 2012). However, the establishment of 
hospital-funded music therapist positions continues to pose a challenge for clinical practice 
and research in several countries including Australia, Norway and the United States (Ghetti, 
2016). In line with the growth of the profession, the amount of internationally published 
literature on paediatric MT has increased significantly since the 1990s (Ghetti, 2016). Over 
the years a selection of systematic reviews (Klassen, Liang, Tjosvold, Klassen & Hartling, 
2008; Yinger & Gooding, 2015), meta-analyses (Bradt, Dileo, Magill & Teague, 2016; Lee, 
2016) and RCTs (Robb et al., 2008, 2014; Yinger, 2016) have been published on paediatric 
MT including procedural support. Both the systematic reviews and meta-analyses point 
out the need for differentiating between MT and MM interventions, and although findings 
generally indicate that MT may be effective as procedural support in hospitalised children, 
there is considerable heterogeneity and a high risk of bias among the studies included. The 
RCTs investigated the efficacy of MT interventions only and recommend the use of MT 
for procedural and treatment support as it potentially improves outcomes. Comprehensive 
introductions to paediatric MT can be found in The Oxford Handbook of Music Therapy 
(Edwards & Kennelly, 2017) and in Guidelines for Music Therapy Practice in Paediatric Care 
(Bradt, 2013). Even though increasing emphasis is placed on providing MT as procedural 
support as part of a family-centred care model (Edwards & Kennelly, 2017), research on 
MT with hospitalised children and their families has until recently not been very prevalent 
in the literature and is still being developed in clinical practice (Jacobsen, 2019).

Historical development in the Nordic countries

Norwegian music therapists began working clinically with hospitalised children in the 
mid-1990s and have since been gradually integrated in some paediatric departments, 
making them pioneers in the area within the Nordic context (Ærø & Aasgaard, 2011). 
MT in Norway is historically closely linked to special education work, which provides a 
developmental perspective on working with procedural support for children, also in being 
resource-oriented (Ruud, 2008). Early MT work in Norwegian paediatric wards often took 
place in communal areas where more children and their families could take part3 (Ruud, 
2008). This perspective is still relevant, as making institutional changes in the hospital 
environment can have a positive impact on patients, which in turn may help them cope 

3   MT in this setting is known as ‘Environmental music therapy’ (Sanfi & Bonde, 2019).
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better with medical procedures (Ruud, 2008). Paediatric MT is within the Nordic context 
relatively well established in Norway (Sanfi & Bonde, 2019). In Denmark MT remains a 
comparatively new and not yet fully integrated treatment form in paediatric medicine and is 
still being developed within healthcare services (Sanfi & Bonde, 2014). Research in Denmark 
has so far focused particularly on guided imagery and music (GIM)4 for treatment of side 
effects of chemotherapy and on MT as procedural support (Sanfi & Bonde, 2019). MT in 
Sweden has had close ties with MT associations in Denmark and Norway for a long time 
(Hammarlund, Körlin, Johansson, Wallius & Paulander, 2008). Its beginnings can similarly 
be traced back to special education work and has since expanded to include a number of 
work areas for music therapists, including paediatric settings (Hammarlund, 1993). Swedish 
MT also has a tradition of GIM training, practice and research (Hammarlund, 1993). MT 
in Sweden has been characterised by multidisciplinary work, where music therapists have 
collaborated with various health professionals as well as art therapists (Hammarlund et al., 
2008). The increasing amount of outcome-focused research emphasising specific procedures 
is testimony to how MT as procedural support is shaped by the field of medicine (Gold, 
2012) but can be regarded as an addition to the rich humanistic European MT tradition 
(Ridder & Bonde, 2019a). The current expansion of MT practice within paediatric health-
care is very much in line with the developments seen in somatic healthcare in Northern 
Europe in the past few decades (Bonde, 2014b). Due to the development of an holistic and 
patient-centred medical healthcare model and, by extension, the integration of MT services 
with healthcare, music therapists in the Nordic countries are opportunely placed for further 
advancing the use of MT as procedural support (Bonde, 2014b). 

Methods in music therapy

Music is used in a systematic way in MT to promote health and positive changes in a child 
(Bonde, 2019a). MT as procedural support is described in the literature as an augmentative 
practice that facilitates medical procedures (Bonde & Trondalen, 2019). Music experiences 
and activities are applied before, during and after completion of the procedure (Sanfi, 
2016). For instance, the music therapist can engage the child in MT prior to a procedure, 
which then continues throughout the procedure itself (Ghetti, 2011). Therapeutic goals of 
MT as procedural support are (a) to reduce stress, anxiety, pain and the duration of the 
procedure, (b) to prevent trauma and negative long-term effects, (c) to promote relaxation 

4   Guided Imagery and Music (GIM) is a receptive MT method developed in the 1970s in the United States and 
is often referred to as the Bonny Method of GIM (Trondalen & Oveland, 2008). GIM has grown in popularity in 
particularly Asia and Europe and is today practised worldwide (Bonde, 2019c).  
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and well-being, and (d) to support and promote the ability of the child to cope during the 
procedure and help with mental processing of the experience (Sanfi, 2012, 2016). Methods 
that are commonly applied across different MT models and orientations are based on 
improvisation, song-writing, therapeutic use of voice and receptive methods such as music 
listening and music imagery (Jacobsen & Bonde, 2019). The use of improvisation allows 
the therapist to motivate and engage the child, offer support and acceptance, and give them 
the joy of being creative (Sanfi, 2012). In addition, improvisation can be used as means of 
expressing feelings, to create an understanding of and ascribe a purpose to a situation (Sanfi, 
2012). A well-documented approach that is used in improvisation and has been shown 
to alleviate pain in children is based on entrainment, a synchronisation of physiological 
rhythms and external musical stimuli (Ærø & Aasgaard, 2011). Musical parameters (e.g. 
frequency, dynamics, melody, tempo and rhythm) can be used in specific ways to affect the 
autonomic nervous system, the processing of nociceptive stimuli, and a number of physi-
ological processes (e.g. heart rate, respiratory rate and arousal) (Bonde, 2019b). More often 
than not, the music therapist will consecutively apply a combination of methods (Jacobsen 
& Bonde, 2019) in order to accommodate the needs of a child throughout the course of a 
procedure (Reid, 2017; Sanfi, 2016). In summary, MT as procedural support is individual-
ised according to the child’s needs and the nature of the procedure (Sanfi & Bonde, 2019).

Literature review: research on music therapy as 
procedural support in Denmark, Sweden and Norway

Three RCTs have been published on the topic of MT as procedural and treatment support 
in paediatric settings in Denmark (n=1) (Sanfi, 2012) and Sweden (n=2) (Uggla et al., 2018; 
Uggla et al., 2016; Ullsten, 2017). Ullsten (2017) focused on MT as procedural support 
for preterm and term neonates undergoing venepuncture in the form of lullaby singing 
performed by a music therapist. While beyond the scope of this review, this conforms to a 
tendency internationally where there appears to be a predilection for clinical trials on MT 
for neonates or hospitalised infants. The remaining two RCTs will be subject to analysis, the 
first using MT in relation to peripheral intravenous access (PIVA) in young children (Sanfi, 
2012) and the other investigating the efficacy of MT for children undergoing haematopoietic 
stem cell transplantation (HSCT) (Uggla et al., 2018; Uggla et al., 2016). An interview study 
(Uggla, Blom, Bonde, Gustafsson & Wrangsjö, 2019) published in relation to the latter and, 
finally, two selected case studies conducted in Norwegian (Aasgard, 2002) and Danish 
(Nielsen, 2013) paediatric departments respectively, will be discussed.
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Needle-related procedures

Procedures that require the insertion of needles into a vein can be defined as invasive and 
can cause pain, elevated anxiety and distress in children to the extent that it is often necessary 
to hold children still by physical restraint (Sanfi, 2012). Sanfi (2012) assessed the efficacy of 
MT during needle procedures in a study at a Danish nephro-urological paediatric outpatient 
clinic. Children were randomly divided into an MT group who received MT directly before, 
during and after the procedure and a control group on whom the procedure was carried 
out according to standard PIVA procedure (Sanfi, 2012). The MT intervention comprised 
receptive, re-creative, improvisational and compositional music experiences (Sanfi, 2012). 
MT support led to a significant reduction in the duration of the procedure5 by 33% compared 
to the control group, which can most likely be explained in terms of the child cooperating 
better with the medical staff (Sanfi, 2012). This is a considerable advantage not only for 
the child and everyone involved, but equally from an economic perspective (Sanfi, 2012). 
Similarly, child anxiety6 was 18% lower in the MT group and thereby significantly reduced 
by MT support (Sanfi & Bonde, 2014). While the MT intervention did not have a significant 
effect on child distress, the author found that the parents of the children who had been 
allocated to the MT group were content with the MT intervention and had found it to be 
helpful with regard to the medical procedure7 (Sanfi, 2012). In summary, the study provides 
preliminary evidence of the efficacy of MT as procedural support for PIVA by showing 
that MT reduced anxiety in children, who thereby became more compliant, which in turn 
reduced the duration of the procedure (Sanfi, 2012). Self-reported pain may be subject to 
social desirability bias (Sanfi, 2012), but duration of the procedure is an objective, quantita-
tive outcome measure that allows for comparison of results between clinical trials. Because 
the MT intervention and subsequent assessment of outcome measures were done within 
a relatively short time frame, it is beyond the realms of the study to predict any possible 
long-term effects of MT as procedural support intervention (Sanfi, 2012). MT sessions were 
provided by the same music therapist, and involvement of more therapists in future trials 
may account for any possible therapist-specific effects (Sanfi, 2012). The results from this 
trial are likely to be applicable to paediatric settings in Sweden and Norway, where PIVA 
is performed in a similar way. Arguably, the results may be generalised to children with 
other diseases undergoing PIVA, but a separate trial would be needed to evaluate whether 

5   The duration was measured by a research assistant by use of stopwatches (Sanfi, 2012).
6   The tools used to measure child anxiety levels were Visual Analogue Scales (VAS) and a modified version of 
the Faces Pain Scale - Revised (FSP-R) (Sanfi, 2012).
7   The author used a Likert-type scale for rating parents’ overall satisfaction with the procedure and also included 
optional comments from parents but underlines that the latter were non-validated data, and that this was not a 
mixed methods study (Sanfi, 2012).
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MT has the same effect on children with more severe or chronic diseases who repeatedly 
undergo PIVA and other medical procedures (Sanfi, 2012).

Haematopoietic stem cell transplantation

Haematopoietic stem cell transplantation (HSCT) is a hazardous procedure used to treat 
severe haematological conditions. The treatment involves isolation, poses a substantial risk of 
complications, and causes high levels of anxiety (Uggla et al., 2018). HSCT leads to a reduc-
tion in health-related quality of life (HRQoL)8 in children that lasts for up to one to three 
years after end of treatment (Uggla et al., 2018) and is known to cause post-traumatic stress 
disorder symptoms or PTSD (Uggla et al., 2016). Hence, specific interventions are called for 
to mitigate the risk of negative mental health effects (Packman, Weber & Bugescu, 2010).

Heart rate outcomes

Uggla et al. (2016) investigated the effect of MT as a psychosocial intervention for children 
undergoing HSCT by measuring objective physiological parameters including heart rate 
(HR). A control group received standard care (i.e. no MT during hospitalisation), and an 
intervention group received MT sessions (approximately 45 minutes) twice a week during 
hospitalisation for four to six weeks until donor engraftment was established (Uggla et al., 
2016). In the MT sessions the child was invited to sing, play instruments and listen to music 
with the therapist, and sessions were guided by the child's initiative and involvement (Uggla 
et al., 2016). Oxygen saturation, blood pressure and HR were measured regularly according 
to hospital protocol (Uggla et al., 2016). Infection parameters and haematological blood 
tests showed no difference between the two groups, supporting the fact that they were 
eligible for comparison (Uggla et al., 2016). HR was the primary outcome of the study, as 
previous studies have shown a correlation between HR and PTSD, and increased HR has 
been proposed as an early marker of PTSD risk (Bryant, Salmon, Sinclair & Davidson, 2007; 
De Young, Kenardy & Spence, 2007). By relying on standard vital sign recordings on the 
paediatric ward, Uggla et al. (2016) found that children in the MT group had a significantly 
lower HR compared to the control group that persisted between four and eight hours after 
the MT intervention, which points towards a potent effect of MT in this context. Although 
HR can be precisely measured, it is subject to great variability, and changes are inconsist-
ent (Young, 2005). Young (2005) therefore recommends that physiological changes should 

8   Health-related quality of life (HRQoL) is defined as ‘an individual’s or a group’s perceived physical and 
mental health over time’ (National Center for Chronic Disease Prevention and Health Promotion, 2018). The 
PedsQL 4.0 generic score scales and PedsQL 3.0 cancer module scores are created for assessment of HRQoL in 
children (The Pediatric Quality of Life Inventory) (Varni, 2019).
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be interpreted with care and treated as corroborative evidence only. However, repeated 
measurements over a period of time increase the reliability of the data in this trial. While 
it is likely that the MT effect is also reflected in immunological and endocrinological bio-
markers, studying these biomarkers would only be of value for understanding the impact 
of music if they were all studied in relation to each other and not in isolation (Fancourt, 
Ockelford & Belai, 2014). As this would require numerous additional blood samples, it 
would probably defeat the object of reducing stress associated with medical treatment and 
procedures, and choosing a 'non-invasive outcome measure' such as HR is therefore both 
practical and sensible (Uggla et al., 2016). The authors propose that significantly lower HR 
in the MT group potentially reduced the risk of PTSD in these children (Uggla et al., 2016). 
One might, however, question whether prevention of tachycardia is in fact sufficient for 
lowering the risk of PTSD. As such, the conclusion that the decreased HR observed in the 
MT group indicates a reduction in stress levels and possibly a lower risk of developing PTSD 
may be too strong. A weaker claim might be more appropriate, such as 'an increased HR 
can to some unknown extent predict PTSD, and as MT interventions led to a reduction in 
HR, MT interventions could constitute part of preventive measures or early interventions 
for children that may potentially be at risk of developing PTSD due to HSCT'.

Health-related quality of life outcomes

In a second article the primary outcome measure was health-related quality of life 
(HRQoL), which was measured using the PedsQL 4.0 generic score scales9 and PedsQL 
3.0 cancer module scores10 (Uggla et al., 2018). The MT group received MT sessions during 
hospitalisation, while the control group received MT in an outpatient setting between 
discharge and follow-up at six-months (Uggla et al., 2018). Measurements of HRQoL 
were done in both groups at admission, at discharge and after six months through a set 
of questionnaires11 (Uggla et al., 2018). At discharge the MT group showed significantly 
better estimated physical functioning than the control group and showed fewer signs of 
treatment anxiety and worry (Uggla et al., 2018). At six months,the control group showed 
improved results in all items measured on the PedsQL 4.0 generic score scales (Uggla et al., 
2018). Hence, both groups experienced an increase in scores, indicating a better HRQoL 
during the time period in which they received MT. In particular, the outcome measures 
that had been significantly better in the MT group at discharge had remained stable at 

9   Measuring (1) physical functioning, (2) emotional functioning, (3) social functioning, and (4) school func-
tioning (Varni, 2019).
10   Measuring pain and hurt, nausea, procedural anxiety, treatment anxiety, worry, cognitive problems, perceived 
physical appearance and communication (Varni, 2019).
11   Where appropriate (i.e. in the youngest children), parents evaluated their children’s status and filled in the 
questionnaires (Uggla et al., 2018).
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follow-up at six months (Uggla et al., 2018). The study design allowed for assessment of 
both short and long-term effects of MT on the well-being of children undergoing HSCT 
and made it possible to evaluate the impact of timing of MT interventions with regard to 
the medical procedures (Uggla et al., 2018). The combined findings of reduced HR four to 
eight hours after the MT intervention and improved HRQoL that persisted after the end of 
treatment further strengthen the evidence that MT has positive physiological and mental 
health effects on children undergoing HSCT and should be offered as a complementary 
intervention (Uggla et al., 2018).

Discussion of limitations

It is difficult with a small sample that reduces statistical power to produce significant results 
(Uggla et al., 2018), and low-power experiments are subject to false negatives and false posi-
tives, the latter being the most likely in this case. Consequently, the results from this pilot 
study undoubtedly warrant future studies with larger sample sizes. However, because of the 
severity of the treatment and vulnerability of these children, all evidence indicating even a 
subtle improvement in physical functioning and reduction of anxiety is extremely valuable 
(Uggla et al., 2018). It is questionable to what extent results from this study are generalisable 
to other procedures and treatments of a less complex and hazardous character. The trial has 
high reproducibility, and results are likely to be applicable to children undergoing HSCT 
in Denmark and Norway. Blinding is not possible in the case of MT interventions, and 
individualisation is intrinsic to MT as procedural support. The quality of RCTs on MT as 
procedural support may also be reduced by factors such as confounders (e.g. prognosis and 
medication)being unevenly distributed in children with severe conditions (O'Callaghan & 
Aasgaard, 2012). Due to the highly subjective nature of outcomes that are measured, such 
as pain, MT trials in this context may be at risk of positive bias and estimation of larger 
effects (Nunan & Heneghan, 2018). Arguably, standardised measurement scales (such as 
questionnaires) used in RCTs often include information that is less relevant to the patient 
than to the researcher (O'Callaghan & Aasgaard, 2012). Results were not analysed in terms 
of age or gender of participants, presumably due to small sample sizes. 

Music therapy as an interpersonal process

In a third article qualitative aspects of the MT intervention were explored through col-
laborative research interviews with families both from the MT group and the control group 
7–13 months after completion of HSCT treatment (Uggla et al., 2019). The music therapist 
responsible for the MT intervention also participated in interviews with the intention of 
recreating the dynamic that had been present during MT sessions and thereby helping 
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families evoke memories of these interactions (Uggla et al., 2019). Questions were focused 
on the interpersonal relationships created through MT sessions, and the aim was to iden-
tify key elements in the interaction with the music therapist. Three common themes were 
derived from the data: (1) the experience of MT bringing forward memories of mental 
states from times when the children had felt at their best self, (2) being emotionally moved 
by the musicking12, causing feelings of happiness and a sense of being recognised, thereby 
allowing for intersubjective affect regulation, and (3) the experience of how essential the 
therapeutic relationship was for regulating both bodily sensations (e.g. diversion from pain) 
and emotions (positive and negative) (Uggla et al., 2019). Negative feelings were reinforced 
in the absence of MT, highlighting not only the importance of the developed relationship 
with the music therapist but also the importance of creating an optimised framework for 
MT interventions for children undergoing HSCT (Uggla et al., 2019). The authors conclude 
that interactions with the music therapist played a significant role in helping children cope 
during hospitalisation, and they stress the importance of developing MT interventions that 
include the family of a child undergoing HSCT (Uggla et al., 2019). Uggla et al. (2019) were 
the first to use this study design in a paediatric setting, and the study is highly relevant for 
promoting family-centred paediatric MT interventions (O'Callaghan & Aasgaard, 2012). The 
fact that the data was collected and analysed by the same person is addressed by the authors, 
as it puts the study at risk of interviewer bias. Results are also susceptible to recall bias in 
participants, e.g. due to the opportunity to play music during interviews. The study did not 
illuminate further the topic of the timing of the MT intervention (during or after HSCT), 
as families were mostly content with and even preferred taking part in MT in the period 
they had done (Uggla et al., 2019). Although ethical concerns relating to withholding MT 
support from one group during hospitalisation were perhaps not unfounded (O'Callaghan 
& Aasgaard, 2012), this study shows that the design was probably justified. While the results 
are based on personal experiences of MT in a vulnerable setting, the findings are relevant for 
music therapists working with families during complex medical procedures and treatment.

Case studies

Song creation

Aasgaard (2002) performed five case studies in children undergoing treatment for hae-
matological disease in Norwegian hospitals, using song creation with children and their 
families. The different elements of the song creation process, which encompassed various 

12   'Musicking' is a proposed understanding of music as an activity and form of interaction that has the ability 
to promote health and thus lies at the heart of MT for supporting hospitalised children (Aasgaard, 2008).
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techniques, are explored and analysed in order to gain new insight from their narratives about 
the potential of song activities in this context to add health and meaning to life, including 
beyond the hospital setting (Aasgaard, 2002). While the primary focus of the songs was 
on health and normality, this practice served to alleviate some of the discomfort related to 
the procedures the children underwent through the expression of emotions in song activi-
ties (Aasgard, 2002). In Denmark a project conducted by Bonde and Sørerensen showed 
similar results (Sanfi & Bonde, 2019). Children who were currently undergoing treatment 
at an oncological paediatric ward or as outpatients took part in a number of MT sessions in 
conjunction with their medical treatment, which helped shifting the focus of the children 
and their parents from pathology to normality through creativity (Sanfi & Bonde, 2019). 
The writing and composing of own songs together with the music therapist is a key method 
in MT as treatment support, but little research was done on this topic before 2000. The case 
studies by Aasgaard were some of the first published research of this kind (Aasgaard, 2008).  

Treatment of traumatic stress symptoms 

Sometimes, regardless of what other psychosocial support the child has received, a medical 
procedure leads to traumatisation of the child (Nielsen, 2013). Nielsen (2013) details a case 
study from a Danish hospital of a four-year-old boy with two chronic conditions that required 
numerous medical procedures. After an induction of anaesthesia had not gone according 
to plan, the boy had panicked and refused all subsequent medical treatment, which was 
understood as paediatric medical traumatic stress (Nielsen, 2013). Due to the nature of 
his diagnoses, however, it had been necessary that he undergo the same procedures again, 
and this had led to further traumatisation manifesting in stress symptoms that negatively 
affected his everyday life, as well as making future hospitalisation very unpleasant for both 
the boy and his parents (Nielsen, 2013). He was referred to MT together with his parents 
and six-year-old brother, who had also shown changes in behaviour as a consequence of the 
frequent hospital admissions of his younger brother (Nielsen, 2013). The family participated 
in MT over the course of ten sessions while the boy was not currently being treated in hos-
pital (Nielsen, 2013). By using music and play therapy, song writing and GIM, the author 
helped the boy change behaviour and learn coping strategies for managing procedures in 
the future (Nielsen, 2013). Uncomfortable and anxiety-provoking procedures are not only 
a burden for the child but can be particularly difficult for the parents or guardians and 
challenging for the healthcare worker responsible for performing the procedure (Aasgard, 
2002; Ærø & Aasgaard, 2011). Parents or guardians and other family members such as 
siblings should therefore be included in MT sessions whenever possible, as they are the 
most important psychosocial support the child in hospital has and are at risk of developing 
post-traumatic medical stress symptoms themselves (Alderfer, Labay & Kazak, 2003; Diseth 
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& Reinfjell, 2018; Long & Marsland, 2011; Nielsen, 2013; Stuber, 1996). Furthermore, if the 
parents are not able to cope well with their child undergoing a procedure or experiencing 
distress and discomfort, this can negatively affect the child (Norberg, Lindblad & Boman, 
2005; Sanfi, 2012). Case studies like this are a valuable contribution to research as they are 
close to clinical practice, and detailed descriptions allow readers to judge for themselves 
the relevance to their own work and research (Ridder & Bonde, 2019b).

Reflections on research methodology and design

It is a key condition that researchers reflect upon their choice of epistemological position 
when deciding what method to apply in order to acquire new knowledge on a topic. Ridder 
and Bonde (2019b) suggest dividing research into three areas of science: (a) exploratory, 
(b) descriptive, and (c) explanatory (causal) rather than the qualitative versus quantitative 
paradigm. According to this view, studies with a qualitative design belong to the explora-
tory area and RCTs to the explanatory, or causal, area. In explanatory research the aim is 
to identify causal relationships between variables identified in advance (Ridder & Bonde, 
2019b). A researcher using a descriptive approach will define the main variables of the 
study but not make assumptions about their causal relationships (Ridder & Bonde, 2019b). 
In the case of exploratory research, one does not know what one does not know, and the 
data, which is often rich and complex and based on few participants, must be approached 
open-mindedly (Ridder & Bonde, 2019b). Exploratory research might ask how certain phe-
nomena are experienced by participants during MT as procedural support and is dependent 
on words, music and non-verbal communication (Wheeler, 2017).  

Mixed methods research

Because MT interventions for procedural support are complex, it is intrinsically difficult 
to standardise the independent variable (i.e. the MT intervention) in explanatory research, 
and it is perhaps misleading to understand MT as procedural support interventions as a 
single variable (O'Callaghan & Aasgaard, 2012; Tråsdahl, 2011). As a result, it is challeng-
ing to identify the exact component or combination of components in MT as procedural 
support intervention (e.g. musical factors, relational factors and ways in which parents 
are affected by the musicking that the child notices) that is responsible for change in a 
child and whether they simply disconnect the child from the unpleasant stimuli or rather 
refocus their attention (O'Callaghan & Aasgaard, 2012). A better approach to addressing 
such questions may be to collect different types of data through a combination of study 
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designs, i.e. a mixed methods approach. Although much MT research is gradually becom-
ing more oriented towards the sciences and medicine (Ridder & Bonde, 2019b), mixed 
methods research is relatively new in MT research (Wheeler, 2017). Most often RCTs do 
not contain sufficient information as to why a particular MT intervention for procedural 
support is effective, because the experiences of children benefiting from individualised MT 
sessions cannot be accessed in this type of study (Bradt, Burns & Creswell, 2013). Mixed 
methods research can incorporate elements such as systematic enquiry, clinical experience 
and individual patient perspectives, thereby compensating for the problems of only using 
either a quantitative or a qualitative methodology (Bradt et al., 2013). Despite pragmatic 
and philosophical concerns over combining methods (Wheeler, 2017), the application and 
combination of methods from different areas of science is important, as they generate dif-
ferent kinds of knowledge about MT in paediatric settings (Reid, 2017). Mixed methods 
studies can provide a more comprehensive understanding of mechanisms at play in the 
topic being investigated, which in turn will render them more applicable to clinical settings 
(Bradt et al., 2013). Systematically combining different types of data (known as 'merging') 
is an essential but challenging part of mixed methods research (Bradt et al., 2013). As the 
authors point out, Uggla et al. (2019) did not merge results and theirs can hence not be 
considered mixed methods research (Bradt et al., 2013). By reporting results separately, 
they do not take full advantage of integrating the objective data (i.e. HR and HRQoL) 
with the subjective interview data (i.e. participant perspectives) (Bradt et al., 2013). This 
combining may lead to new insight into data collection in one dataset based on analysis of 
another dataset. It may determine the degree to which the exploratory data is supported by 
the explanatory (causal) data, and it may result in increased depth of understanding of the 
numerical outcome measures based on interviews (Bradt et al., 2013). For instance, explora-
tory mixed methods studies that include child and parent perspectives may contribute to 
our understanding of why children respond differently to MT as procedural support (Ghetti, 
2016). RCTs on MT as procedural support prove a meaningful addition to the knowledge 
base insofar as they are based on a sound theoretical framework and take into account 
interpersonal interactions, and the intervention is carefully documented (Bradt, 2016). 
The significance of the interpersonal relationships formed in paediatric MT underlines the 
importance of also applying research methods other than RCTs, which by extension would 
strengthen evidence-based practice in paediatric MT (Bradt, 2016).  
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Implementing music therapy in paediatric 
departments in Denmark, Sweden and Norway

In 2019 the numbers of professional music therapists working in somatic paediatric care 
were five in Denmark, five in Sweden and ten in Norway (Bonde, 2014a; Due & Ghetti, 
2018; Sanfi & Bonde, 2014).  

Denmark

Although several clinical MT trials have been conducted in Denmark, more research 
performed on Danish patient populations has been requested for implementation of MT 
in paediatric departments (Bonde, 2014a). The profession is now highly present within 
healthcare and is facing demands for quantitative research (RCTs), a requirement for the 
inclusion of MT in Danish national clinical guidelines for evidence-based practice (Bonde, 
2014a). According to Bonde (2014a), music therapists are part of a good multidisciplinary 
collaboration and are often involved in pain management (p. 227). Bonde (2014a) suggests 
that all larger hospitals may in the future employ at least one music therapist who can 
provide individualised MT interventions to patients as well as develop MM procedures 
and products that can be used by other health professionals in the hospital (p. 227). MT is 
recommended in the national guidelines for palliative treatment of children, young patients 
and their families for alleviation of pain, distress and anxiety as well as for emotional 
support (Sundhedsstyrelsen, 2018). According to a recent report, fewer than 12% of Danish 
hospitals use MT as an intervention (Jensen & Nielsen, 2019), even though Sanfi (2012) 
showed that MT as procedural support was feasible in the clinical setting, was compatible 
with the working routines of the paediatric department, and was cost-effective as it saved 
time for physicians and nurses.

Sweden

MT is offered in Swedish healthcare in accordance with national guidelines and is con-
sidered an integral part of palliative care (Socialstyrelsen, 2013). However, only a small 
number of Swedish music therapists currently work in paediatric departments and have the 
experience and expertise to work with procedural pain and perform research on this topic. 
Studies such as the ones by Uggla and colleagues are likely to have a positive influence on 
the implementation of MT services in more Swedish paediatric departments than currently 
offer MT. The national recommendations emphasise the benefits of MT for the whole family 
of a child in hospital but point out the lack of research evidence for the effectiveness of MT 
interventions (Socialstyrelsen, 2013). A main challenge in Sweden is promoting recognition 
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of MT within healthcare services and elsewhere, which is a common theme in the Nordic 
countries and to a great extent dependent on more Nordic research (Hammarlund et al., 
2008). Increased demand for professional music therapists is predicted, which will require 
an increase in funding of MT in healthcare (Socialstyrelsen, 2013).  

Norway

MT has roots within the humanities in both Denmark and Norway (Ridder & Bonde, 2019b) 
and there is a qualitative MT research tradition (Tråsdahl, 2011), but this is changing as 
there is increasing demand for evidence supporting MT within somatic healthcare. MT is 
recommended in national guidelines as an intervention in palliative care for children and 
young people (Due & Ghetti, 2018). Due and Ghetti (2018) performed a focused ethno-
graphic case study in a Norwegian paediatric department identifying key challenges with 
regard to establishing more full-time music therapist positions and developing MT services 
in paediatric medical settings in Norwegian hospitals, such as the need for documentation, 
hospital funding and gaining acceptance within the paediatric team. In some cases imple-
mentation of MT may require a change in the hospital culture and beliefs among healthcare 
professionals (Due & Ghetti, 2018). Documentation of MT processes and outcomes in 
patient journals may increase referrals to MT by other medical personnel and allow for the 
best possible multidisciplinary care of the child (Due & Ghetti, 2018). The authors conclude 
that MT practice is still a long way from being systematically integrated in most paediatric 
departments in Norway as part of the standard treatment offered (Due & Ghetti, 2018).

Ongoing research

There are currently at least two ongoing projects on MT as procedural and treatment support. 
One is a collaboration between paediatric oncologic departments at Aarhus University 
Hospital (Denmark), Rigshospitalet Copenhagen (Denmark) and university hospitals 
in Oslo (Norway), Tromsø (Norway) and Lund (Sweden), investigating music imagery 
in conjunction with chemotherapy (Sanfi & Bonde, 2019). Another ongoing project is 
investigating MT for procedural support and pain relief at Haukeland University Hospital 
(Norway). There is likely to be an increase in national and multisite trials in the Nordic 
countries such as these, which can provide not only larger sample sizes and better powered 
studies but also allow for cross-cultural collaboration and examination, transfer of skills 
and knowledge and broader expertise (Ghetti, 2016).
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Suggestions for future research and clinical practice

Even though MT has been shown to effectively reduce anxiety in children, some chil-
dren already cope well with procedures, irrespective of the MT intervention (Sanfi, 2012). 
By identifying the children and families who experience the most distress and are the most 
vulnerable to suffering from harmful effects, interventions can be focused on those most 
likely to benefit from MT (Sanfi, 2012, 2016; Yinger & Gooding, 2015). Lack of sufficiently 
large sample sizes is a general problem in MT research, and larger sample sizes would 
increase reliability of results (Sanfi, 2012). Also, inclusion of more music therapists would 
enable assessment of potential therapist effects (Sanfi, 2012). When only one MT interven-
tion is performed (which is often the case with MT as procedural support), it is possible to 
measure and compare the efficacy with other non-pharmacological and pharmacological 
interventions (Ærø & Aasgaard, 2011; Sanfi, 2012), which might shed light on important 
properties of MT. A further topic for future research is the timing of MT interventions, 
which in turn could contribute to the development of a framework for MT support regarding 
specific procedures and treatments (Uggla et al., 2019). There is little research evaluating 
long-term outcomes of MT as procedural support interventions (Ghetti, 2016), as there are 
often limited possibilities for follow-up (Sanfi & Bonde, 2019). Long-term interventional 
studies would allow for investigations into the potential of MT as procedural support to 
act as a buffer against traumatisation during and after hospitalisation and whether posi-
tive effects are sustained over time (Ghetti, 2016; Sanfi, 2012). Paediatric pain is typically 
assessed either through evaluation of the child's behaviour, physiological parameters or 
self-report of pain intensity by the child (Young, 2005). However, pain and anxiety reactions 
in distressed children can be indistinguishable (Edwards & Kennelly, 2017), and there may 
be discrepancies between outcomes reported by children and by their parents or staff (Sanfi, 
2012; Uggla et al., 2018). It is also important to be aware that when using physiological 
parameters as outcome measures, these may change in response to musical stimuli without 
being direct indicators of changes in pain and anxiety levels (Yinger & Gooding, 2015). 
As a consequence, consistent use across studies of instruments for evaluation of pain and 
anxiety levels, multidimensional assessment of intervention outcomes, and careful report-
ing of study design and methodology are important (Young, 2005). Detailed reporting of 
MT interventions contributes to increased validity and reproducibility of results (Bonde, 
2019a; Yinger & Gooding, 2015). Ghetti (2011) and Yinger and Gooding (2015) recom-
mend that future studies aim to develop further the theory of MT as procedural support, 
as knowledge in a field is acquired through a combination of advances in theory and new 
empirical evidence. A better understanding of for whom, under which procedures, and 
in what ways different MT approaches are the most beneficial can help clinical decision-
making regarding MT (Sanfi, 2012; Yinger & Gooding, 2015). MT researchers in Denmark, 
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Sweden and Norway are in a privileged position to make further valuable contributions to 
the development of the theoretical framework of MT as procedural support. Lastly, efforts 
to establish standardised referral of hospitalised children to MT services are called for in 
all three countries.

Final remarks

MT as procedural and treatment support is a specialised practice that normally aims to take 
into account the individual child and their family, the single procedure or longer treatment, 
and the multidisciplinary organisation of the paediatric department (Sanfi & Bonde, 2019). 
The literature indicates that MT as procedural support can lower pain and anxiety levels 
and improve coping abilities in children undergoing medical procedures and treatment, 
thereby preventing paediatric medical traumatic stress (Nielsen, 2013; Sanfi, 2012; Uggla 
et al., 2016). MT is currently being integrated in paediatric care in Denmark, Sweden and 
Norway (Bonde, 2014a), but further good quality research is needed for increased awareness 
and implementation of MT as part of evidence-based practice in paediatric care.
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Resonance between theory and practice: 
development of a theory-supported  
documentation tool for music 
therapy as procedural support 
within a biopsychosocial frame

Tone Leinebø Steinhardt & Claire Mathern Ghetti

Abstract
Music therapists are challenged to communicate the therapeutic relevance of 
their work in a manner that enables other health professionals to appreciate 
and comprehend the subtleties and unique contributions of their practices. 
When music therapists provide support during painful or anxiety-provoking 
procedures, their nuanced and patient-centred interactions with children may 
not be fully understood or appreciated by the interdisciplinary team, which may 
undermine the team’s understanding of the therapeutic aim. Music therapists 
need to convey the theoretical and practical aspects of their work to the inter-
disciplinary team in a way that is comprehensible yet is consistent with their 
unique identity and contributions. The purpose of this article is to build from 
the working model of music therapy as procedural support (Ghetti, 2012) by 
proposing a documentation tool that provides a practical translation of the 
various on-going therapeutic processes taking place during procedural support. 
The music therapy as procedural support documentation tool presented in this 
article serves a dual purpose: 1) to provide a practical tool that furthers music 
therapists’ reflections on the therapeutic processes occurring in music therapy 
as procedural support, and 2) to translate that reflection into terms and con-
cepts that can be effectively communicated to interdisciplinary staff to improve 
continuity of care. We demonstrate the clinical relevance of the documentation 
tool through use of an illustrative case example. Developing theory-supported 
documentation tools can contribute to the evolution of professional practice, 
by helping music therapists and interdisciplinary staff to become more aware 
of important therapeutic processes. If such a documentation tool strikes a 
balance between the professional languages, cultures and values of music 
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therapists and the interdisciplinary staff, it may facilitate more meaningful 
communication amongst professionals, which in turn may contribute to better 
biopsychosocial care of paediatric patients and their families.   

Keywords: procedural support, biopsychosocial, documentation, interdisci-
plinary collaboration

Introduction 

When music therapists write about their work, they contribute to the generation of dis-
course. This discourse is necessarily situated within the contexts and frames in which music 
therapists practice, contemplate, and in essence perform themselves. Such discourse reflects 
a system of thinking that is both constituted and executed within and by a system of verbal 
communication (Ansdell, 2003). How we describe and discuss music therapy (whether the 
focus is theory, practice or research) then contributes to our understandings of it. Music 
therapists practicing in medical contexts are posed with the challenge of navigating how to 
describe their various roles and the nature of their work to their interdisciplinary colleagues.

In the fast-paced environment of a medical hospital, the electronic health record becomes 
a key avenue for enabling communication between disciplines and promoting collabora-
tive care (Reitz, Common, Fifield & Stiasny, 2012). Patients may transfer between several 
medical units during a single hospital stay, and staff with busy schedules are challenged to 
find efficient ways to communicate with each other in a way that assures quality patient 
care. The electronic health record enables various professionals to track what each person 
is doing with a patient, allowing them to support each other’s efforts and contribute to a 
shared treatment approach (Reitz et al., 2012). Documenting in the patient’s health record 
enables professionals to provide continuity of care across time and despite variations in 
care providers (Waldon, 2016).

Through music therapy, a child1 may connect with resources that can be drawn upon in 
subsequent challenging situations that present themselves in the medical environment. 
The music therapist can document about patient preferences, coping strategies, and resources, 
in such a way that other disciplines can beneficially incorporate such elements into their care 
of the child and family. For example, a music therapist may document particular support 

1   Here and elsewhere in the text, “child” may refer to an infant, child or adolescent
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factors (e.g. child choosing volume, nature and pacing of music used before, during and 
after the procedure; child’s preferences for attending to aspects of the procedure or for 
alternatively engaging attention elsewhere; child’s choice of specific images/sounds/video 
to play on a tablet or song playlist that is specifically tailored to the procedure) that have 
been beneficial to the child and that other interdisciplinary team members might be able 
to implement during a medical procedure. When procedures occur repeatedly over time, 
some children may develop more fixed support rituals, elements of which can be facilitated 
in an adapted manner by others in the team, given sufficient preparation from the music 
therapist. Some of these factors will require the presence and expertise of a music therapist 
in order to facilitate, while other factors may be effectively incorporated into the standard 
care practices of other members of the interdisciplinary team when they interact with that 
child. If the latter, it is important that the team clearly understands the intention behind the 
supportive use of music and knows how to use the agreed upon strategies to accommodate 
the child’s preferences and needs. Effective interdisciplinary communication enables staff 
to use or build upon key strategies that are identified through music therapy, in order to 
improve the quality of family-centred care. Such practices do not negate the unique role 
and expertise of the music therapist within the team, but instead enhance the quality of 
care given by the interdisciplinary team when the music therapist is not able to be present.

How music therapists describe music therapy within patient documentation impacts not 
only the patient’s care, but also how interdisciplinary colleagues understand music therapy. 
Words become the representation of music therapy clinical work within a medical record 
(Loewy, 2000). Clear and readily comprehensible written communication can facilitate 
mutual understanding between music therapists and their interdisciplinary colleagues, 
and promote further collaboration (Edwards & Kennelly, 2016; Leinebø & Aasgaard, 2017). 
Documenting in the medical record enables other professionals to gain awareness of the 
therapeutic aims and approaches used in music therapy (Ghetti, 2013), which contributes 
to their understanding of music therapy practice (Loewy, 2000). When music therapists 
provide support during painful or anxiety-provoking procedures, their nuanced and patient-
centred interactions with children may not be fully understood or appreciated by the inter-
disciplinary team, which may undermine the team’s understanding of the therapeutic role 
of the music therapist and the music. Music therapists need to convey the theoretical and 
practical aspects of their work to the interdisciplinary team in a way that is comprehensible 
yet is consistent with their unique identity and contributions. Flexible documentation tools 
may facilitate this aim, by helping structure music therapists’ reflection and documentation 
practices in a way that enables interdisciplinary exchange.
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The discourse on music therapy in medical settings is expanding in breadth and depth within 
Norwegian contexts (e.g., Aasgaard, 2002, 2004; Due & Ghetti, 2018; Leinebø & Aasgaard, 
2017; Mangersnes, 2012; Noer 2017; Ærø, 2016; Ærø & Aasgaard, 2011; Ærø & Leinebø, 
2017). The literature is characterized by music therapists who critically examine their roles 
within the medical context and interdisciplinary team, and bring salutogenic, humanistic 
and ecological perspectives to the fore in their work. The current article aims to contribute 
to this discourse by introducing a theory-supported documentation tool to help frame how 
music therapists might describe their work when supporting children through painful or 
anxiety-provoking medical procedures. It is acknowledged that the way this tool is created 
and used will influence how music therapists will perceive, contemplate and write about 
their work, which may then influence how other interdisciplinary team members under-
stand such work. Such constructive influence presents both opportunities and limitations.

Contextual considerations

Within the practice of music therapy in paediatric medical contexts, the use of music therapy 
as procedural support for painful or anxiety-provoking procedures provides a rich ground 
for examining practice and developing and testing theory. Music therapy as procedural 
support requires the competence of a qualified music therapist and may be defined as, 
“the use of music and aspects of the therapeutic relationship to promote healthy coping 
and decrease distress in individuals undergoing medical procedures” (Ghetti, 2012, p. 6). 
The process involves a complex interplay of factors related to the child, the context, the 
music therapist, the music, the procedure, family members and other healthcare workers. 
It is particularly challenging to support children during prolonged, repeated, and painful 
procedures, as children may develop traumatic responses to the procedures themselves 
(Ghetti & Whitehead, 2015; Loewy, 2019; Saxe, Vanderbilt & Zuckerman, 2003). 

As music therapists, we have journeyed with children as they encounter, struggle with and 
persevere through potentially painful and anxiety-producing medical procedures. Tone 
comes to this work with a background as a trained nurse. She has extensive practical expe-
rience being a music therapist within an interdisciplinary team that uses a biopsychosocial 
perspective to explain and understand the relevance of their work. Tone’s background as a 
nurse also impacts her familiarity with and appreciation for standardized documentation, 
which she feels can give care a joint direction, limit misunderstandings between interdis-
ciplinary staff, and enable music therapists to share strategies identified through music 
therapy that can transfer to other areas of a patient’s care.



113

Resonance between theory and practice

Claire has additional qualification in the area of Child Life, a profession that focuses on 
providing developmentally-appropriate support to children in medical contexts, and has 
experience supporting children through intensely painful medical procedures. Her theoreti-
cal orientation to music therapy practice in medical settings is primarily humanistic and 
relationship-based, with an appreciation for biopsychosocial and ecological perspectives 
related to health and to care. After articulating a preliminary theoretical model of how music 
therapy might serve as procedural support for invasive medical procedures (Ghetti, 2012), 
Claire is currently interested in further developing the model through critical reflection, 
including consideration of how ecological perspectives might inform its further development. 

We feel that our orientation to music therapy within paediatric medical settings is well 
represented by Ærø’s (2016, p. 55) “Trident for music therapy in pediatrics” (Figure 1). 
This trident illustrates that music therapists can address physiological, psychological, and 
environmental aspects of health, and these practices are informed by theory within areas 
of biology, neurology, psychodynamic psychotherapy, cognitive psychotherapy, resource-
oriented approaches and social psychology. Thus, the trident represents clinical practice in 
paediatric medical settings, and is adapted to a Nordic practice with emphasis on ecological 
and milieu-oriented approaches. The trident, and the biopsychosocial and ecological per-
spectives inherent within it, are consistent with our practice of music therapy, and inform 
our understandings. Our orientation and understandings also impact our valuing of, and 
approach to, documentation in the area of music therapy as procedural support. 

Figure 1. Trident of music therapy in pediatrics (Ærø, 2016, p. 55)
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Our shared interest in further exploring theoretical aspects of music therapy as procedural 
support and a desire to translate the working model into a practice-relevant documentation 
tool, form our motivation for this article. We hope that generating a practical documenta-
tion tool can serve a two-fold purpose: 1) to further music therapists’ understandings of the 
therapeutic processes involved in music therapy as procedural support, and 2) to provide 
a practical avenue to communicate the processes and outcomes of music therapy as proce-
dural support to interdisciplinary staff in order to improve quality and continuity of care.

In Norway, patients have the right to view and receive a copy of their entire medical record, 
and to receive a simple explanation of information that is unclear to them (Pasient- og 
brukerrettighetsloven, 1999, §5–1). In certain parts of Norway, patients over 16 years of 
age, and parents of child patients under 12 years of age can access medical records digitally 
(Helsedirektoratet, 2018). The medical record includes information related to diagnosis, 
course of illness, and treatment; and other information that may be of importance to treat-
ment. Thus, the medical record serves an important communicative function, not only for 
members of the interdisciplinary team, but also for patients who wish to review specific 
aspects of their care.

Figure 2. Working model of music therapy as procedural support (Ghetti, 2012, p. 28)
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A theoretical model of music therapy as procedural support

Music therapists describe a variety of approaches for using music therapy as procedural 
support (e.g., Fratianne et al., 2001; Loewy, 2019; Loewy, MacGregor, Richards & Rodriquez, 
1997; Mondanaro, 2013), but their rationales for these various approaches differ, and in 
some cases conflict (see Ghetti, 2012, for further elaboration). For example, there are various 
conceptualizations related to how music therapy promotes pain and anxiety management 
during procedures. Some music therapists argue that music therapy enables procedural 
support by helping a child actively engage their attention in musical and interpersonal 
interactions with the therapist (and others present) as a means of reducing awareness of 
painful or anxiety-provoking occurrences during the procedure (e.g., Prensner et al., 2001; 
Fratianne et al., 2001). Other music therapists posit that the therapeutic means underly-
ing music therapy for pain and anxiety management relate to its ability to integrate the 
experience, enabling a child “to come into the body by focusing on the breath, heart rate, 
emotional intention, and resonance, i.e., the feeling of the pain itself ” (Loewy et al., 1997, 
p. 48). The resulting release that comes from integrating the pain experience is understood 
to diminish pain perception, while also building trust among therapist, child, family and 
staff (Loewy, 2019, Lowey et al., 1997). Some of these authors do not distinguish between 
alternate engagement and distraction and argue that distraction can be perceived by chil-
dren as manipulative (e.g., Loewy, 2019). In this brief example, one set of music therapists 
is arguing for the therapeutic importance of alternately engaging attention in a sensorily 
absorbing experience away from the pain sensations, while the other set is arguing for the 
therapeutic importance of acknowledging and integrating current sensations related to the 
pain (as well as experiences of all those present in the room), and focusing inward before 
enabling externalizing release (Loewy et al., 1997; Turry, 1997). Despite articulating different 
rationales for the use of music therapy as procedural support, the aforementioned authors 
generally agree that music therapy assessment plays a critical role in enabling effective 
procedural support (Edwards, 1999; Fratianne et al., 2001; Loewy, 2019; Loewy et al., 1997).

Claire found it curious that despite contrasting theoretical rationales regarding procedural 
support, music therapists report flexibly using a variety of approaches, in order to meet the 
needs of the patient in the moment. Could there be an overarching theoretical frame that 
helped explain why music therapists would naturally choose to alternate approaches and/
or adjust them in the moment? In order to inductively construct a theoretical frame from 
the existing music therapy literature, Claire engaged in a process of qualitative document 
analysis. The process of qualitative document analysis included systematic analysis of 19 
journal articles and book chapters, and subsequent synthesis of the data in order to iden-
tify key concepts, define those concepts and begin to elucidate the relationships between 
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concepts in order to develop a preliminary conceptual model (Ghetti, 2012). The model, 
therefore, is grounded in music therapy clinicians’ and researchers’ descriptions of how 
and why they make certain decisions when using music therapy as procedural support.

Theoretical synthesis of the 19 music therapy texts included in the qualitative document 
analysis led to the identification of concepts that play a key role in the use of music therapy 
as procedural support: 1) assessment is an ongoing and continuous process that often begins 
before a procedure and ends after it, 2) this continuous process of assessment influences 
how a therapist adjusts clinical approaches before, during and after the procedure, which 
results in an individualized approach to care, 3) preparation prior to procedures is advisable, 
4) various individual factors (e.g., developmental level, personality traits, medical and coping 
history, trauma history, pain history and sensitivity, level of anticipatory distress, level and 
nature of family support, cultural background, relationships with staff, medications) impact 
how the patient perceives and/or responds to a procedure, and 5) music therapy can play an 
important role in assessing and altering the environment in which the patient experiences 
the procedure, including how caregivers and medical staff interact with the child, how the 
child perceives the medical staff, or how sensory aspects of the environment can be modi-
fied to meet the child’s needs or preferences (Ghetti, 2012). In addition, patients’ level of 
engagement in musical processes, and the focus of their attention are dependent upon the 
role of the music, role of the music therapist, and role of the patient within the process of 
procedural support. When a music therapist assesses a patient’s needs continuously across 
time and adjusts the role of the music, role of the patient and/or role of the therapist, it is 
considered to be an example of the concept of reflexivity. Claire identified these concepts 
through the process of qualitative document analysis and proposed relationships among 
them within a “Working model of music therapy as procedural support” (see Figure 2), 
which may be summarized as follows:

Multifaceted moderators including personal variables, demands of the procedure, 
and contextual variables enter into the individual’s experience of a procedure. 
Factors relating to the therapist, role of the music and patient responses combine 
to serve as a lens that filters the individual’s experience of the procedure. This fil-
tering process results in the individual’s perceptions of the procedure, perceptions 
of pain/anxiety, coping approaches, and resultant behaviours. The music therapist 
uses these outcomes in the moment within a reflexive process of re-assessing 
and re-focusing the intervention ‘lens’ in an on-going manner to positively alter 
outcomes. (Ghetti, 2012, p. 28)
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The conceptual model is primarily situated from the therapist’s perspective, as was the lit-
erature that was analysed to generate it. Family members who might be present to support 
the patient are part of the “contextual variables” that directly impact how a patient expe-
riences a procedure. Staff may be included when a music therapist draws them into the 
musical experience, enabling them to be humanized and to gain the child’s trust, which 
may be considered a way in which music therapy “modifies the context” in which the child 
and staff experience the procedure. In a recent extended discussion of how music therapy 
enables integration during procedural support, Loewy (2019) articulates how music therapy 
integrates the team with the child through music, a process that plays a critical role in 
engendering trust, and in turn, promoting resiliency. In Loewy’s perspective, inclusion of 
family members must be considered carefully, as parents/caregivers may on some occasions 
be so overwhelmed by the situation that their capacity to effectively support the child is 
severely limited (2019).

The working model of music therapy is meant to be a transactional model, in that it depicts 
complex and non-linear interactions among therapist, patient, caregivers, music, procedure 
and context; and outcomes in the moment in turn impact the further evolution of the pro-
cedural support given. The patient’s perception of the procedure is similarly impacted by 
these interrelationships, and not solely by one element alone. The model has informed the 
theoretical description of single studies evaluating music therapy as procedural support 
(e.g., Sanfi, 2012), and various music therapists have informally reported that it aligns with 
their practice, but to our knowledge, it has not yet been translated into a pragmatic tool that 
could be used in clinical practice. Our aim is to create a documentation tool grounded in 
the theoretical constructs inherent in the working model that: 1) furthers music therapists’ 
understandings of the therapeutic processes occurring in music therapy as procedural support, 
and 2) helps communicate the processes and outcomes of music therapy as procedural 
support to the interdisciplinary staff so that they can better support patients’ coping efforts.

Documentation tool for music therapy as procedural support

This documentation tool addresses key elements in the therapeutic process of music therapy 
as procedural support and places particular emphasis on clarifying how, why and when the 
music therapist adjusts her/his therapeutic “treatment lens” (Figure 3). From this informa-
tion, the music therapist is able to summarize translatable patient outcomes, and synthesize 
this information into implications for interdisciplinary staff. 
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Figure 3. Adjustment of the therapeutic “treatment lens” during procedural support

The documentation tool consists of two parts: 1) a pre-procedural assessment portion, and 
2) a per-session template to document the procedure itself. The pre-procedural assessment 
will be completed when the patient is first referred to music therapy, and the procedural 
component will be completed following each procedure that had significant impact on patient 
outcomes. In instances where a patient will be seen more than once, or will be seen in other 
contexts in addition to procedural support, a comprehensive music therapy assessment is 
indicated in addition to this pre-procedural variant (for examples of a comprehensive music 
psychotherapy assessment see: Loewy 1999, 2000; for other comprehensive music therapy 
assessments see: Douglass, 2006; Ghetti & Walker, 2008; Lindenfelser, 2013; Shaller Gerweck 
& Tan, 2010; for an example of a prioritization matrix see Ghetti, 2013). The procedural 
documentation tool can be used for single procedures, or for procedures that occur multiple 
times across a patient’s hospitalization. The templates are formatted in a way that make them 
easy to incorporate into a hospital’s electronic documentation system and can be adapted 
to incorporate culturally-specific terminology. The tool is being trialled in clinical use by 
three experienced music therapists in a paediatric hospital setting for children who must 
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undergo the same procedure multiple times. Still in an early stage of implementation, the 
tool enables the music therapists to more clearly articulate session outcomes, which enables 
better cooperation with other staff. The degree to which other staff are accessing the tool 
in the documentation system has yet to be determined. 

Procedural support might sometimes be conceived of as occurring “in the heat of the moment” 
with the focus of getting the job done. Completing the tool while considering what occurred 
before, during and after each procedure helps the therapist take a more conscious approach 
to documentation and may promote the use of more consistent and translatable language. 
The tool is structured around the various actors within the procedural support experience, 
namely, the patient, music therapist, family members, and other staff; and the music, pro-
cedure and context. It is recommended that music therapists complete a pre-procedural 
assessment of the patient and their resources and needs (Ghetti, 2013; Loewy, 2019). Table 
1 provides a template for a pre-procedural assessment.

 
Pre-procedural assessment tool Key points 

Procedural demands Define the procedural frame. When does the 
procedure start for the patient? What must the 
patient do and experience during the course 
of the procedure? What are the requirements 
from the medical staff, and what can the patient 
choose, if anything? 

Brief patient background Diagnosis, age, developmental level, communi-
cation skills, cultural frames, previous medical 
history and hospital experience, previous music 
experiences and preferences, previous experi-
ences with music therapy

Family history Assess family-related elements that could affect 
ability to support child during procedure. 
Parental stress level? Siblings? Other resources? 

Coping assessment

    Identified stressors

    Identified resources

    Previous coping strategies

    Coping preferences for procedural support

Trauma assessment, as appropriate. Are there 
known factors that might stress the child? (e.g. 
fear of new things, fear of medical staff, fear of 
people talking over the child’s head?). What type 
of coping strategies does the child use? How 
does the child use other people for support? 
What do we know of the child’s attachment 
style? What has previously comforted the child? 
Who does the child trust? 

Table 1. Pre-procedural assessment tool
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Pre-procedural assessment facilitates better coordination between staff members for subse-
quent support of the patient and helps the music therapist build a treatment alliance with the 
patient and family prior to the procedure. The preparation and assessment process provide 
a mutual ground for involving team members and patient alike and defining clear roles and 
expectations for the procedure. The music therapist becomes familiar with how the pro-
cedure has been described to the patient, what choices the patient can make regarding the 
procedure, and the team becomes aware of the patient’s preferences and coping strategies.

During a preparation and pre-procedural assessment session, the music therapist can begin 
to build rapport with the patient and family and collaborate to identify and try out various 
music-facilitated coping strategies. In collaboration with the therapist, the patient can plan 
how she or he would like to use music during the procedure, and in so doing, exercise choice 
and control in a way that promotes a sense of agency and facilitates healthy coping. For 
example, the child can determine how she will use a specific instrument, sound or phrase 
to indicate that she needs a short break during the procedure, and this information can be 
conveyed to the staff through the pre-procedural assessment documentation. The music 
therapist can serve as anchor point during the procedure, a person that the child can rely 
on to meet their needs. The music therapist will also note particular fears, stressors, and 
psychosocial factors that would otherwise cause the patient or staff distress if not addressed 
and suggests means for successfully eliminating or reducing such challenges. Since this 
assessment process provides a frame for subsequent procedural support, it is important 
that the music therapist practices therapeutic reflexivity.

After completing an assessment prior to the first session, the music therapist will use the 
session-based documentation tool (Table 2) after each occurrence of the procedure itself. 
For repeating procedures, the music therapist is encouraged to use the tool each time, to 
help further tailor and develop the intervention and update interdisciplinary staff of any 
changes in patient preferences or responses. Once a child copes consistently well with 
procedural support, and support can be carried out sufficiently by other members of the 
interdisciplinary staff, the music therapist may no longer be required for that patient and 
other patients may instead receive priority. The documentation tool for music therapy as 
procedural support helps structure reflection upon the various factors that inter-relate during 
a session of procedural support and includes implications for other interdisciplinary staff 
that can continue to support the child even in the absence of the music therapist.
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Documentation tool for each session 

Contextual factors Where did the procedure take place and what were important 
aspects of the environment? Which contextual factors were 
critical, and which were preferred, but not critical? Who was 
present and what effect did that have? Pre-procedural medica-
tion given (and effect)? MT already present (e.g., environmen-
tal MT to change the atmosphere of the room?). Equipment 
for the procedure prepared in advance?

Role of the therapist Pre-assessment completed? First time? Therapeutic aims 
(intentions) for the procedure? Took role as interdisciplinary 
team leader? Verbal and musical roles, for example: arousal 
regulation (e.g., Ghetti & Whitehead, 2015), tension-release 
(e.g., Loewy, Azoulay, Harris & Rondina, 2009; Mondanaro, 
2013) including tonal intervallic synthesis (Loewy, 2011), 
musical alternate engagement (e.g., Prensner et al., 2001), 
validation of emotions and sensations (e.g., Turry, 1997), 
or clarifying aspects of the procedure (e.g., Edwards, 1999)? 
Support for parents, and inclusion in music therapy, as appro-
priate? Support for staff performing the procedure? How 
did the therapist adjust approaches over the course of the 
procedure?

Post procedure: to what degree were reconstitution and 
reorganization necessary (Turry, 1997), and how were they 
promoted?

Role of the music Type of music therapy approaches used (if not already 
included in “role of the therapist”)? Type of music (e.g., genre, 
improvised vs. re-created, familiar vs novel) and instruments 
used? Musical characteristics? Nature of child’s engagement in 
the music and how this changed over the procedure. 

Patient role Level of engagement? Focus of attention? Role within the 
music? Body language? Eye contact? Signs of distress? 
Interaction with other staff? Interaction with supportive 
person? Choices made and preferences during procedure?

Patient and family outcomes

Which coping strategies were used? How did the patient and 
family perceive the procedure and MT approaches (What 
worked and why? What did not work and why?)? What fears 
or fantasies were expressed? Patient preferences for future.

Interdisciplinary implications

What are the practical translatable outcomes? What does the 
patient need from other staff? What does the staff need from 
the music therapist to build a trusting environment? Which 
techniques can be used by other staff when MT is not present? 
Important contextual factors? Is a supplement to MT required 
(e.g., need for medication)? How did the staff respond to the 
presence of MT?

Table 2. Documentation tool for music therapy as procedural support
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It should be noted that there are occasions when a child does not wish to engage in music 
therapy as procedural support. In such cases, an attempt should be made to understand 
the child’s (or family’s) resistance, and the choice not to have music therapy should be 
respected. The music therapist can work to connect the child and family to other sources 
of support and can remain available in case the child or family desires to engage at a later 
point. Similarly, a music therapist may encounter staff members who resist the presence 
of music therapy during procedures, for various reasons. When such resistance occurs, 
the music therapist can work to build rapport and alliances with these staff members and 
seek to understand why they feel their needs or the needs of the patient are not being met. 
A concerted effort to try to understand and meet the needs of staff can often help open 
possibilities for future collaboration.

In order to demonstrate how the music therapy as procedural support documentation tool 
can be used in practice, we will provide a case example, followed by corresponding pre-
procedural assessment and session documentation that follows the templates given above. 
The following case is a typical example from clinical practice that has been modified slightly 
for the purpose of this article. Sensitive information has been anonymized and written 
consent was obtained from both parent and child. 

An illustrative case example of music therapy as procedural support: Lisa

Lisa is a 12-year-old girl and is the youngest child of three siblings. Her family lives in a small 
town. Her mother is a teacher and her father is a carpenter. Lisa loves to read, listen to music 
and play soccer when she is not at school or playing with her friends. Lisa had no prior history 
of hospitalization or illness, until she was admitted to the hospital due to disturbances in sense 
of balance and reports of nausea during the past month. She had been feeling unwell for some 
time and found it difficult to be as active as she used to. Sometimes she would vomit after 
engaging in simple activities and her need to rest was markedly increased. She had to stay at 
home from school and did not feel like spending as much time with her friends as she normally 
would. After admission to the local hospital, an MRI scan confirmed a brain tumour that 
required resection. The family was then referred to the general hospital for further treatment 
and care. Comprehensive treatment of the malignant tumour included: chemotherapy in various 
forms and methods of administration, possible radiation and additional surgery, all depending 
upon how the tumour responded to treatment. After the initial surgery, Lisa found it hard to 
adjust to the demands of the hospital and of treatment. She underwent numerous procedures, 
required continuous monitoring of her neural activity, which impeded her independence, and 
experienced a high volume of staff involved in her care. She missed her friends, her home and 
her dog. She often felt overwhelmed with fear, and had difficulty regulating her own feelings 
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and articulating what she was specifically afraid of. It was during a moment of particularly 
acute distress that Lisa’s nurse first paged the music therapist and asked for assistance. 

When the music therapist entered the room, Lisa was sobbing and had a look of panic in her 
eyes. Her father was trying to comfort her by stroking her hair. The music therapist began by 
acknowledging Lisa’s fear and offered Lisa a chance to use music to help her relax. Lisa nodded 
in assent, and the music therapist began playing her guitar quietly and leading Lisa in a brief 
relaxation exercise that focused on slowing down her breathing and alternatively contracting 
and relaxing various parts of her body. Once Lisa’s breathing became slower and deeper, her 
body tension eased, and she was ready to engage verbally with the music therapist, they talked 
a bit about what she was afraid of, what she likes to do, and how she felt about the music. Lisa 
talked about her interests and her friends at home, with her father supplementing from time 
to time, and expressed how much she loves stories. The music therapist offered that they could 
explore a musical story together (via an adapted form of Guided Imagery and Music composed 
by music therapist and researcher Ilan Sanfi). Lisa closed her eyes and listened closely to the 
story, and soon fell fast asleep. 

The music therapist came back to process the experience once Lisa had awoken. Lisa said that 
the music made her feel relaxed, and that the story helped her stay focused. She experienced 
vivid images facilitated by the music story and said, “it was almost like being in the forest.” 
This first meeting served as both an actual supportive session and as an initial assessment, 
and it enabled building of rapport as well as identification of strategies for further support. 

At the time of this first session, it was not yet known to what extent the resection of the tumour 
would affect Lisa. Considering Lisa’s preferences and needs as expressed in the initial music 
therapy session along with dialogue with the interdisciplinary team, it was decided that Lisa 
might benefit from help to: 1) improve her ability to self-regulate during stressful experiences, 
and 2) promote resilience through regaining a sense of control and the ability to identify and 
use concrete coping strategies. 

Due to Lisa’s fascination with stories and her preferences for using music, the music thera-
pist decided to continue using an adapted form of Guided Imagery and Music. Aims were 
to promote relaxation and to help Lisa focus on breathing, picturing a safe place in order to 
relax. Verbal processing after sessions opened up for self-expression. Lisa was able to use the 
music to regulate her stress levels, report vivid imagery and respond to input from the music 
therapist in her initial two sessions. 
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As part of chemotherapy treatment, Lisa needed to have medicine injected through a thin 
needle into a reservoir that is surgically inserted under the skin to provide access to the spinal 
canal, known as an Ommaya reservoir. The procedure itself is not very painful but may be 
perceived as uncomfortable and potentially anxiety provoking. The medical staff must position 
themselves very close to the patient’s head while the patient remains completely still while the 
medicine is injected. Patients may be intimidated by these procedural demands, due to the 
perception of medical staff invading such a personal space, and due to fears and anticipation 
about what might happen next. 

The interdisciplinary team, Lisa and her parents decided it might be a good idea to use music 
therapy as procedural support. Lisa’s father admitted that he himself was not very comfort-
able in procedural situations due to his own heightened level of stress, and thus it was decided 
that in this procedure, Lisa’s mum would accompany her. For the pre-procedural assessment, 
the music therapist talked with Lisa about what the procedure would be like from a sensory 
standpoint (the sights, sounds and sensations). The nurses and doctors had already informed 
Lisa about practicalities of the procedure. The music therapist used the structure of the pre-
procedural assessment to get an idea of which elements of the procedure were frightening for 
Lisa, and to create a plan for how to best support her through it. Based on the previous two 
music therapy sessions, Lisa identified that she would like to use the relaxation techniques they 
practiced to create an image of her favourite beach where she could “just be safe and relaxed.” 
She was not sure if she wanted anyone to be there with her in the imagery but wanted to leave 
it open to “just see what happens.” Lisa talked about her fear of being held down and how she 
feels overwhelmed when there are many people standing over her. Lisa also expressed that it 
is important to her that she receives information that is accurate and consistent and that the 
procedure is as predictable as possible. In other situations within the hospital, Lisa benefits 
from a clear delineation of when she is finished with an important job. Through dialoguing 
with the music therapist, Lisa identified that she would like to be in her own room for the 
procedure with as few staff present as possible. It is standard practice for procedures to take 
place in the treatment room, however, Lisa clearly indicated that she had been so scared in 
the treatment room previously that she wanted the procedure to take place in her own room. 
She felt safer in her own bed and knowing that there was an established plan for her procedure. 
The music therapist discussed these preferences with the interdisciplinary team who would 
perform the procedure. To honour Lisa’s choices and need for control, the team decided to try 
accommodating her wishes, and affirmed that they were pleased to have the music therapist 
provide procedural support.
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The procedure:

Lisa and the music therapist chat together a bit before the procedure. Lisa chooses the ocean 
drum that was previously introduced by the music therapist, to create an image of a safe and 
calming beach where she can simply “be” while the procedure takes place. 

The music therapist is present before the procedure starts and agrees with Lisa to start the 
relaxation induction while the nurse and the doctor are preparing for the procedure. Lisa says 
that she is “really nervous,” but follows the therapist’s instructions. The music therapist intensifies 
the cues for relaxation by reminding Lisa to focus on her breathing, or by prompting Lisa for 
details in the imagery when needed, such as when Lisa opens her eyes, starts to cry or expresses 
fear in other ways. The music therapist creates a slow, back-and-forth rhythmic “swoosh” with 
the ocean drum as a foundation for introducing the imagery. The music therapist cues Lisa to 
consider how she experiences the weather, the sun that warms her body from her fingertips to 
her toes, head etc., in order to promote progressive relaxation. Lisa engages in describing what 
she sees at her beach. At this point, the doctor is ready to pump the reservoir and Lisa starts to 
cry, asking for her mum to hold her hand. The music therapist gently cues Lisa to keep taking 
deep breaths and asks how the ocean is right now, to which Lisa replies, “The ocean is chaotic, 
and the waves are big!” Lisa also envisions two seagulls flying over her. The music therapist 
plays louder to reflect Lisa’s input. Lisa’s eyes are now open, and she continues to engage in the 
imagery while maintaining intense eye contact with the music therapist. The doctor is ready 
to place the needle into the catheter, where it must remain undisturbed for approximately 
2–3 minutes to extract spinal fluid for analysis and to subsequently inject the chemotherapy. 
Lisa tells the music therapist that she is scared and wonders if it hurts. The music therapist 
reassures her and tells her that she might feel it (specific and accurate information), but that 
she is doing such a great job of helping things go smoothly and sitting still. Once Lisa’s current 
emotions have been fully validated, the therapist guides her back into the imagery. Lisa reports 
that the waves have quieted down a bit, which is also reflected in the music therapist’s play. 
Lisa describes how the water feels on her feet, and tells the music therapist that her favourite 
pet, the family dog, is also at the beach together with her. The doctor comments on Lisa’s 
imagery and says that it sounds like a lovely beach. The procedure is finished, and the doctor 
pushes the reservoir eight times to finish, then tells Lisa that the procedure is over and that it 
went very well. Lisa is surprised that the procedure is over, and says that even though it was 
scary, she feels proud that she could do it. As the music therapist is about to start playing one 
of Lisa’s favourite songs for closure, the doctor starts talking to Lisa’s mum and says that he 
will “just have a look at the reservoir.” Lisa starts to cry as the doctor moves in closer and the 
music therapist reminds the doctor that the team has previously made a deal with Lisa that 
once she is told the procedure is finished, she can relax and be done with procedural aspects. 
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The doctor laughs and moves away, gesturing that he will come back to talk to Lisa and her 
mum later that day. The music therapist stays after the other medical staff have left to finish 
the concluding songs, promote a sense of reconstitution and reorganization (Turry, 1997), 
and to assess feedback from both Lisa and mum’s perspective. Together they agree on some 
basic rules that will help the next time Lisa has the procedure, and the music therapist also 
highlights that it was Lisa that did the real work here, and that she did it so well despite the 
fact that she was initially so afraid of the needle. The music therapist reminds Lisa of what she 
said after the procedure, mainly that she did not really feel the injection when she was relaxed 
and focused on something else. Lisa had found a way to cope with her fear. After concluding 
with Lisa and her mum, the music therapist briefly chats with the team to assess how they 
perceived the procedure and to discuss ways in which they could more actively engage in the 
music during future procedures, and then completes her documentation in the medical record.

Example of corresponding documentation

Given the rich case example above, we can now illustrate how the documentation templates 
might be used to describe music therapy as procedural support with Lisa. The following is 
an example of documentation that might be included in Lisa’s electronic medical record.

Pre-procedural assessment: Lisa 

Procedural demands: Ommaya procedure involving intrathecal injection into 
scalp, Lisa needs to sit completely still during procedure. Must tolerate pressure pre 
and post pump (x 8) onto the reservoir. Skin numbing by EMLA 1 hour prior to 
procedure. Expected pain experience: minimal, however, psychological component 
of fear is highly possible due to nature of the procedure. 

Brief patient background: 12-year-old female, youngest of three children; loves 
reading, music and soccer. Age coherent, recently admitted to hospital with no prior 
history of hospitalization. 

Communication/appearance: Withdrawn, high anxiety level, fear of needles and 
hospital staff dressed in “white.” 
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Previous hospital experience: First time in hospital, met with the MT x 2 during 
current hospitalization (receptive interventions with focus on deactivation of stress, 
emotional support and identifying coping strategies).

Caregiver / family history: Supportive family with both parents actively involved 
in care. Father experiences elevated anxiety during procedures. Mother able to 
effectively support Lisa during procedures. 

Coping assessment: No previous history of traumatic experiences that might impact 
current coping. When fearful, is able to refocus on preferred safe place when given 
cues and musical support by music therapist. Safe place is the beach, engages in 
vivid imagination and is able to articulate imagery. Loves family dog, many good 
friends at home, close relationship with both parents (although mum preferred for 
procedures due to father’s level of anxiety). 

Stressors: Becomes acutely distressed when actively held down during procedures, 
and when there are multiple staff people in the same room.

Resources: Able to express needs verbally and nonverbally; able to become highly 
absorbed in music and imagery experiences; consistent emotional support from 
parents, with calming and nurturing support from mother during procedures.

Preferred coping strategies for procedural support: Lisa desires adequate time 
for preparation & explanation prior to procedure and is an information-seeker. 
Benefits from calm environment with as few staff as possible. Prefers own room/ 
lying in own hospital bed. Lisa desires support for self-regulation and alternatively 
engaging attention during procedures. 

In Lisa’s case, completion of the pre-procedural assessment helped the music therapist 
identify Lisa’s preferred coping strategies and resources, which in turn helped her form a 
plan for subsequent procedural support. It also enabled Lisa to bring in safe and familiar 
elements of her choice into a new and scary situation. The assessment helped the music 
therapist identify contextual elements of the procedure that Lisa could control accord-
ing to her preferences; including location, number of people present, and the particular 
parent present. Furthermore, Lisa’s preference for receiving clear information regarding the 
logistical and sensory aspects of the procedure in advance of the procedure itself, assured 
that she was adequately prepared for the sensations she would experience. The process 
of pre-procedural assessment also enabled Lisa and the music therapist to identify that a 
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modified version of Guided Imagery and Music incorporating imagery related to Lisa’s safe 
space of the beach and including her beloved dog would likely serve as effective supports 
to alternatively engage her attention and promote self-regulation during the course of the 
procedure. Communicating Lisa’s preferences to the medical team created a joint focus that 
enabled a predictable procedure to take place. 

After Lisa completed the procedure, the music therapist documented outcomes related to 
the procedural support within Lisa’s medical record. The following is an example of this 
template completed for Lisa’s experience of the Ommaya reservoir procedure.

Session documentation tool: Lisa 

Contextual factors: As per her choice, Lisa is in her own room, lying down on her 
bed. EMLA cream has been administered by Lisa’s mother, no use of other pre-
medication. Established ground rules: only one doctor, one nurse, MT and caregiver 
present at the procedure; once the doctor declares the procedure is “finished,” no 
further examination or handling should occur. All procedural materials will be 
ready before the procedure begins. 

Role of the therapist: As Lisa and music therapist have agreed upon during pre-
procedural assessment, MT introduces a brief music-assisted relaxation exercise, prior 
to engaging Lisa in an adapted form of jointly-created guided imagery and music 
as support to the procedure. Lisa signals doctor when she is ready for the procedure 
to commence then closes her eyes and engages deeply in imaging. MT intensifies 
verbal support and musical accompaniment on the ocean drum in accordance to 
changes in Lisa’s imagery, and particularly when Lisa shows signs of fear. MT sings 
phrases like: “you are safe,” “we are looking after you,” “you are being very brave.” 
MT cues Lisa to identify sensations in her body and to refocus on positive resources, 
when appropriate. Afterward, the MT verbally processes the procedure with Lisa 
and caregiver to evaluate their experiences and plan for future support.

Role of the music: Use of ocean drum to reinforce Lisa’s preferred imagery of being on 
a favourite beach with pet. Continuous rhythm that cues deep inhalations and exhala-
tions, conveys intention of creating a holding space, and is predictable and framing. 

Patient role: Lisa engaged throughout procedure in instructing therapist to create 
desired ocean wave intensity using ocean drum. She contributed to adjusting imagery 
as her needs changed during the procedure. 
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Patient and family outcomes: Lisa states she benefits from refocusing strategies. 
When scared, music therapy helps guide her back to a calm and relaxed state. 
Maintaining eye contact helps her stay focused on the imagery and support. Lisa 
expresses feeling very proud and happy after completion of the procedure. She says 
it helps to “think of other things and picture herself relaxing on a beach.” Lisa’s mum 
supported Lisa’s engagement in guided imagery and music and stated that she feels 
comfortable enough to try to use safe space imagery with Lisa during procedures 
when the music therapist cannot be present.

Interdisciplinary implications: Lisa feels safer when the procedure takes place in her 
own room, with as few staff present as possible. Lisa benefits from preparation related 
to the sensory and logistical aspects of the procedure, information given during the 
procedure, predictability, and reassurance that connect her with her coping resources. 
Concrete strategies for support include: preparing equipment prior to procedure, 
maintaining continuity of staff, and providing reminders to take deep breaths. When 
staff state that Lisa is finished with the procedure, this should be respected as final in 
order to promote trust and predictability. Lisa requests music therapist to be present 
at procedures when possible and perceives her mother as a support during procedures.

Use of a pre-procedural assessment and communication of Lisa’s preferences and coping 
strategies identified during that assessment to interdisciplinary staff helped assure that Lisa 
experienced elements of choice, control and mastery during the procedure itself. Although 
Lisa exhibited some anxiety during the procedure, she maintained resilience and felt safe 
enough to release her anxiety through tears, which enabled her to express what she needed 
during the procedure. She was subsequently able to refocus on her preferred safe space and 
coping resources and remained an active participant in both the procedure and the guided 
imagery and music experience. 

Discussion

Reflecting upon use of the documentation tool for 
music therapy as procedural support

The biopsychosocial model, originally developed by George Engel (1977), offers a holistic 
and systems-based approach to understanding how multiple factors from the societal to 
the molecular interact to result in health and/or illness. A biopsychosocial consideration 
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of music therapy practice in medical settings acknowledges how biological, psychological, 
and social aspects are interrelated when addressing children’s needs through music therapy 
(Dileo, 1997; Ullsten, Eriksson, Klassbo & Volgsten, 2018). These areas influence the patient’s 
lived experience of a medical procedure and require a high level of knowledge, reflexiv-
ity and flexibility from the music therapist. A music therapist may need to use different 
therapeutic approaches and musical interventions within a single procedure, in order to 
adequately meet a child’s needs (Ghetti, 2012). How the music therapist, child, family and 
staff work together to best meet the child’s needs and assure a successful procedure evolves 
throughout the course of a single procedure and develops over time for repeated procedures.

Ommaya reservoir procedures provide a useful context for a discussion of the importance 
of procedural support documentation, since patients who require these procedures will 
experience them repeatedly. The usual treatment protocol involves approximately 4–7 
punctures (1–2 per day over 3–4 days) every second week for up to a year. Standardized 
documentation of the therapeutic process and outcomes of music therapy as procedural 
support can help positively alter patient experiences during subsequent procedures. Paediatric 
patients and their families have already experienced severe stress, sometimes possibly even 
traumatic in nature, prior to commencing with Ommaya procedures. Thus, they enter into 
the experience of this medical procedure carrying the baggage of previous experiences and 
are potentially taxed in their coping resources. The procedure itself requires several profes-
sionals, the number of which can be particularly high at teaching hospitals and specialized 
hospitals like Rikshospitalet where medical staff come for training. For the family, this 
entails encountering a large number of different professionals, who do not always know 
the patient or the family’s full story. By systematically identifying and documenting key 
elements of a child and family’s coping strategies and preferences, the music therapist can 
contribute to better care of the patient during such procedures, despite the large number 
of professionals involved. 

Elements that promote healthy coping including a sense of predictability, feelings of safety, 
and opportunities for choice and control, are important to assess and document, as well as 
factors that contribute to the development of the therapeutic relationship. Since a child’s 
coping strategies and abilities may vary over the course of hospitalization, it is important 
that the music therapist documents such changes over time (Ghetti & Whitehead-Pleaux, 
2015). Use of the documentation tool for music therapy as procedural support helps to 
systematically assess and track variation in coping strategies and preferences over time, 
which can improve the quality of support and ensure continuity of care across providers. 
Such documentation helps improve continuity of care when one music therapist is passing 
off care to another. Consistent documentation over time can provide valuable information 
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for professionals who are involved less frequently in care of the patient, such as psycholo-
gists, who need reliable sources of information to obtain a broader understanding of the 
patient and family.

In Lisa’s example, the documentation tool enabled the music therapist to reflect more 
consciously over the different aspects that took place in the procedure. When writing 
directly about the role of the music within music therapy, it became clear that the ocean 
drum served to reinforce and enhance Lisa’s preferred imagery. The music therapist also 
chose to document on the therapeutic role of the music in order to educate the team about 
music therapy and avoid misconceptions. Nursing and medical staff sometimes have the 
impression that all that is required to support the patient is to just play a certain instru-
ment. Documenting the therapist’s specific role highlights the therapeutic intention and 
how the therapist uses a reflexive process of continual assessment and adjustment of the 
therapeutic “treatment lens” to meet the child’s changing needs. This documentation also 
reveals competencies that the therapist possesses, and reports in a practical and concrete 
manner the processes that are taking place with Lisa. By clarifying the therapeutic inten-
tion, the music therapist can elucidate why it is important that Lisa be left alone to focus 
solely on the music therapist when she is engaged in an imagery experience. When other 
members of the interdisciplinary team understand the therapeutic intention, they may be 
able to avoid making well-intentioned, but ill-advised comments that end up breaking the 
patient’s concentration. 

Implications for interdisciplinary collaboration and  
communication

When all team members have a conscious awareness of what is actually taking place during 
music therapy, the results benefit the patient as everyone is working from a shared under-
standing. The music therapist must communicate in concise and professional language, 
in a way that can be easily understood by medical staff. The documentation tool may be 
used to help the therapist develop such a practical language. By articulating various factors 
inherent in the tool, the music therapist can clarify which elements of procedural support 
require the specific skills of a music therapist, and which elements can be effectively imple-
mented by other staff. The latter is documented within the “interdisciplinary implications” 
section of the tool and should be stated in language readily understood by all members of 
the interdisciplinary staff. In Lisa’s case, the practical suggestions mentioned in this section 
were easy for other staff to implement (e.g., have equipment ready beforehand, procedure 
to take place in her own room). By respecting and consistently following Lisa’s “ground 
rules,” the staff gain Lisa’s trust. 
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One may argue that identifying and following a patient’s coping preferences in relation to a 
procedure falls within the professional domain of nurses or doctors, which is often the case. 
In North America, it is common for Child Life Specialists, as well as music therapists, to 
take a leading role in providing developmentally-appropriate preparation and procedural 
support. Some music therapists choose to pursue additional education and certification in 
Child Life, in order to learn more about how development impacts perceptions of illness 
and injury and how development, in turn, is impacted by illness and injury (Ghetti, 2011). 
Music therapists have a relatively long history of providing procedural support, supported 
by their own theoretical and research base, and are well-qualified to assess and address the 
biopsychosocial needs of children undergoing anxiety-provoking or painful procedures, 
and those of the families and staff who surround them (Ghetti, 2012). Music therapists are 
specifically trained in how to work nonverbally and verbally to help others process a broad 
range of emotional experiences. Music therapy assessment processes help determine how 
past or current traumas might impact current plans of care, and how current resources can 
be built upon. The various professions represented within the interdisciplinary team will 
vary by hospital, but all teams should strive to help each other while keeping the patient’s 
best interests in mind. Music therapists often have the privileged position of being able 
to focus exclusively on helping patients, families and staff cope, and as such, serve as an 
important anchor within the interdisciplinary team for supporting children and their 
parents during medical procedures. 

Incorporating documentation tools into standard practice may facilitate a practical and 
conscious approach to care. The act of completing such tools can enhance clinical reflection, 
and the content within the notes themselves can help bring awareness to the professional 
role of the music therapist within the interdisciplinary team. This documentation practice 
and the accompanying reflection inherent within it may heighten the holistic quality of 
care involved in procedural support since key elements of the tools are derived from salient 
concepts in the literature (e.g., Edwards, 2005; Loewy, 2000, 2019; Loewy et al., 1997; 
Turry, 1997; Whitehead-Pleaux, Baryza & Sheridan, 2006). Furthermore, documenting 
the processes and outcomes of procedural support is in alignment with expectations of 
professional practice (Waldon, 2016).

The aforementioned case of procedural support for Lisa provided an example of inter-
disciplinary collaboration and procedural support that worked well. When patients are 
given the opportunity to articulate their preferences related to procedural support, and 
these preferences are clearly communicated to the team, better quality and continuity of 
care are possible. When team members are familiar with working with each other, have 
good interdisciplinary communication practices, and have a shared understanding of the 
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therapeutic aim, they are more likely to provide patient-specific support in a coherent 
manner. In contrast, it is sometimes difficult to identify factors that are likely to support 
the patient’s coping, and the team struggles to find ways to console a child and complete the 
procedure without unduly stressing the child. When procedural support does not lead to a 
child successfully tolerating a procedure, and when the procedure must be discontinued, 
one wonders what can be meaningfully documented.

Within this chaotic and challenging context, there often lay key elements upon which the 
music therapist can reflect in an effort to understand what went “wrong”. The music thera-
pist might have perspectives that vary from the perspectives of other team members, and 
documentation of such can help to further the team’s thoughtful response to the challeng-
ing situation. Completing the documentation tool offers the music therapist a chance for 
structured reflection, with the various sections and questions serving as conceptual prompts 
that can promote deeper and more holistic reflection. The music therapist is prompted to 
think of aspects related to where, when, what, why, and how elements happened, and how 
the therapist adjusted (or failed to adjust) the therapeutic “treatment lens” (Figure 3). The 
therapist can clearly articulate the therapeutic intention during a documentation note, 
along with comments about what did or did not ultimately support the child, so that both 
the music therapist and team learn from the experience. Therapeutic aims should include 
provision of support to parents and framing the patient’s fear. The latter may occur sepa-
rately from the parents, as some children may not feel safe enough to fully express their 
fears while their parents are present. Music therapy can serve as an anchor and compan-
ion throughout the course of the procedure, most particularly when it proves difficult to 
reduce the patient’s perceptions of fear or pain. It is important that the team understands 
the therapeutic aim and the corresponding approaches that were used, in order to counter 
the overly simplistic conclusion that “music therapy didn’t work for this child.” Thus, the 
documentation tool provides an opportunity for the music therapist to document the full 
therapeutic process. When procedures occur repeatedly over time for a particular patient, 
it is especially important for the team to become familiar with what the tool provides, so 
that they can find information relevant for future procedures. It must be acknowledged, 
however, that no amount or quality of procedural support may sufficiently ease distress and 
pain for some patients. In such cases, it is important that the staff evaluate their approaches, 
but also acknowledge that such situations will arise, despite their best coordinated efforts. 

Limitations and future directions

As therapists who frequently move between verbal and nonverbal experiences, we are 
often challenged to set words to the complex phenomenon that is music therapy. It is 
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acknowledged that the exploration of the qualities of the music and the role of the music 
within procedural support is limited within the proposed documentation tool. The aim 
of the documentation tool is to provide a pragmatic means of enabling discipline-specific 
reflection while also promoting interdisciplinary understanding and communication. 
Though some music therapists have gone further to explore the particulars of the music 
within music therapy as procedural support (e.g., Loewy, 2019; Loewy et al. 1997; Turry, 
1997; Ullsten, Eriksson, Klassbo & Volgsten, 2016), there is a need for further theoretical 
and empirical exploration of this essential element. There is also a need to understand how 
social and cultural values tied to Nordic contexts impact the manifestation of health care, 
and how these manifestations might impact the development of theory and practice related 
to music therapy as procedural support. For example, in countries where health care is con-
sidered a human right for children and adults alike, and not a privilege, user perspectives 
and preferences are given serious weight. In order to understand the significance of music 
therapy as procedural support, we must seek the perspectives of the child or adolescent 
themselves, as well as their families. Thus, asking children, adolescents and parents about 
their experiences during music therapy will provide essential understandings of the role 
of music therapy in this context. 

We maintain that clinical documentation is an important part of music therapy practice 
within medical settings, and we encourage music therapists to test out and adapt the tool 
described herein. Written documentation can serve as a crucial bridge between professionals 
in a way that improves patient care (Edwards & Kennelly, 2016), however, “even the best-
written information still cannot completely replace verbal communication and exchange of 
thoughts between professionals” (Leinebø & Aasgaard, 2017, p. 298). Thus, we also recognize 
that in-person verbal communication plays a significant role in facilitating interdiscipli-
nary collaboration, and we are aware of the value of oral communication. Music therapists 
will be well served by updating the team verbally when patient preferences have recently 
changed, or when a new approach to support is warranted. Updates typically occur during 
daily rounds, but could also arise during less formal interludes, such as when a patient’s 
status changes or when procedures occur emergently. Furthermore, a music therapist may 
choose to make brief comments during the course of a procedure to help illustrate what 
is happening in the therapeutic process, so that all team members and family present can 
better understand the therapeutic aims and approaches. 

The documentation tool for music therapy as procedural support was pilot tested at 
Rikshospitalet during its development, which helps assure that it is relevant and functional 
in practice. With continued use, and expansion to a variety of cultural settings, the tool will 
no doubt evolve and require adaptation. Our hope is that the templates included herein 
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will serve as a useful starting point for music therapists working in medical settings and 
will promote both reflection and interdisciplinary communication. Further evolution of 
the tool from a conceptual and practical standpoint is welcomed.

Conclusion

The professional practice of music therapy in paediatrics is expanding within Norwegian 
hospitals, a consequence of a growing recognition of the benefits of music therapy for the 
individual patient, the family unit and the hospital environment. As Norwegian hospitals 
increasingly adopt a biopsychosocial approach to care, music therapy can provide an 
essential model for how patients and their families can be met, understood and helped in 
a holistic manner. When music therapists specifically and clearly describe the processes 
underlying procedural support, including patient and family contributions and preferences, 
other health professionals can use such knowledge to help the child cope more effectively 
in other contexts. For example, music therapists can explain ways in which staff can adjust 
environmental factors or verbally prepare children according to the therapeutic outcomes 
from music therapy to better support the child and family. Some of these strategies may be 
appropriate to implement when the music therapist is not able to be present.

Given the ineffable nature of music itself, it is no surprise that it is difficult to describe what 
music therapy is, or to clearly articulate its processes and value. It is not surprising that other 
health professionals sometimes struggle to grasp the full and complex scope of what music 
therapy as procedural support represents. The proposed theory-supported documentation 
tool represents a modest and pragmatic step in translating theoretical processes into practical 
terms in a way that promotes understanding for the music therapist and interdisciplinary 
team, alike. Developing theory-supported documentation tools can contribute to the evo-
lution of professional practice, by helping music therapists and interdisciplinary staff to 
become more aware of important therapeutic processes. By striking a balance between the 
professional languages, cultures and values of music therapists and the interdisciplinary 
staff, the tool may facilitate more meaningful communication between these profession-
als, which in turn may contribute to better biopsychosocial care of paediatric patients and 
their families. If the tool is found to be culturally relevant, it can be used by a wider body 
of music therapists, to navigate their clinical work and better communicate outcomes to 
co-workers, employers and patients.
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In conceiving of music therapy as a discourse, Ansdell (2003) asks us to consider what our 
theoretical depictions of practice allow us to do. When situated within an interdisciplinary 
context that espouses a biopsychosocial perspective to understanding health, describing 
music therapy in a procedural support context using the guiding frames of the proposed 
tool enables us to enrich our own understandings of our practices as well as more fully 
share some of the wonders and challenges we encounter along the way with our valued 
interdisciplinary colleagues. 
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Music therapy for children going through 
haematopoietic stem cell transplantation

Lena Uggla & Lars Ole Bonde

Introduction

Paediatric haematopoietic stem cell transplantation (HSCT) is a well-known treatment for 
aggressive leukemias, advanced haematopoietic and metabolic diseases (Miano et al., 2007). 
Medical developments in HSCT procedures have led to increased use of HSCT, and overall 
survival has improved in the paediatric population (Remberger et al., 2011). During the 
initial three to six months the HSCT procedure is very intense, including a period of isolation 
for 4–6 weeks, mainly due to the risk of infection. The child is monitored frequently after 
the initial hospitalisation in order to early detect infections etc. but also graft-versus-host 
disease (GVHD) or relapse of the disease. 

The treatment affects the whole body and has a major impact on the child’s and the parents’ 
psychological wellbeing as well as their health-related quality of life (HRQoL) (Packman, 
Weber, Wallace & Bugescu, 2010). The lowest ratings of the child’s HRQoL are noted one 
and three months after the HSCT (Rodgers, Wills-Bagnato, Sloane & Hockenberry, 2015). 
It takes approximately one to three years to return to the same level of HRQoL as before 
HSCT (Tanzi, 2011; Tremolada, Bonichini, Pillon, Messina & Carli, 2009). 

Going through HSCT can be life-threatening. In terms of psychological reactions, post-
traumatic stress disorder (PTSD) and traumatic stress symptoms as well as neurocognitive 
dysfunctions have been reported in HSCT survivors (Buchbinder et al., 2018; Stuber, Nader, 
Yasuda, Pynoos & Cohen, 1991). Earlier research has also reported high levels of stress 
and depressive symptoms in families of children going through HSCT (Phipps, Dunavant, 
Lensing & Rai, 2005). 
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Why music and music therapy?

Music affects the whole brain and the neurochemical systems of reward, motivation and 
pleasure, and can reduce stress levels and strengthen social attachments (Chanda & Levitin, 
2013). Music evokes and affects emotions. The use of music in emotional regulation is sup-
ported by behavioural and neural evidence due to music’s function in early infant-parent 
bonding and its developmental fitness (Sena Moore & Hanson-Abromeit, 2015). Musical 
activations also have an effect on different biomarkers, e.g. the stress hormone cortisol and 
reducing increases in blood glucose. Familiar music, singing, creating and improvising are 
other factors that seem to have an impact on emotional regulation and reduce activity in 
the amygdala (Fancourt, Ockelford & Belai, 2014; Finn & Fancourt, 2018; Moore, 2013). 

Music therapy is used in paediatric healthcare with the goal of helping children through 
serious experiences and supporting health (Bradt, 2012). Music therapy is a relational 
therapy, and one main objective is to increase the patient’s experiences and intersubjective 
knowledge by being involved and relating through music (Trondalen, 2016).

Previous research reported increased well-being and decreased procedural pain after music 
interventions for children with cancer (Barrera, Rykov & Doyle, 2002; Nguyen, Nilsson, 
Hellstrom & Bengtson, 2010). Music therapy in the HSCT context for children showed 
reduced levels of anxiety and, in the young adult population, improved coping and social 
integration were reported (Robb et al., 2014; Robb & Ebberts, 2003).  

Study design and music therapy protocol

From February 2013 to November 2017 a randomised study was conducted at the Karolinska 
University Hospital, Sweden. Thirty-eight patients from 2 months to 17 years of age were 
included in the study. Music therapy was performed twice a week for 4–6 weeks in the music 
therapy group. The patients were hospitalised until donor engraftment. After engraftment 
the children were monitored in an outpatient paediatric ward at the hospital. The children 
in the control group were offered music therapy after discharge in the outpatient ward, 
twice a week for 4–6 weeks. 

The music therapy intervention included both expressive and receptive methods (MacDonald, 
Kreutz & Mitchell, 2012). The session took place in the child’s hospital room, and the child was 
invited to play different musical instruments, sing and listen to music with the music therapist. 
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The parents and siblings could also participate. The music therapy intervention was designed 
to build a trusting relationship between the child and the music therapist. The session had the 
goal of being flexible and varied in order to provide a holding structure to benefit both children 
and parents so that they could stay emotionally regulated (Fosha, Siegel & Solomon, 2009).

The aims of our study were:

	• To evaluate physiological endpoints such as heart rate, blood pressure and saturation 
as well as evaluation of pain and mood between treatment groups during HSCT. 
The music therapy group received music therapy twice a week, and the control group 
received supportive conventional treatment.

	• To compare HRQoL questionnaires at admission, discharge and after 6 months 
between music therapy group and control group.

	• To explore the subjective experiences and memories of interactions between 
children, parents and music therapist during music therapy interventions. 

Results

We have published three articles based on our research project. In our first article, which 
included 21 patients, 0–16 years of age, we reported on the children’s heart rates, blood pressure 
and saturation in connection with music therapy (Uggla et al., 2016). The children’s physiological 
parameters in the morning were noted in both the music therapy group and the control group 
and were then compared with corresponding parameters that were recorded in the evening. 
The children’s heart rates in the music therapy group were significantly lower (p < 0.001) in the 
evening 4–8 hours after the music therapy intervention in comparison to the control group. 

In our second article, which included 29 patients, 0–17 years of age, we reported that the children’s 
self-reported health-related quality of life (HRQoL) improved after the music therapy interven-
tion. In the music therapy group, the physical functioning improved at the time of discharge 
(adjusted p = 0.04), and the control group showed improved results after the music therapy 
interventions in all domains. (p= 0.015) (Uggla, Bonde, Hammar, Wrangsjo & Gustafsson, 2018). 

Our third article was a qualitative study using the collaborative interview format as a data 
collection method, examining the families’ experiences and memories of the interaction in 
the music therapy session. One of the questions was: what was it like to experience music 
therapy? Six families were included, and child, parents and music therapist were interviewed at 
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the same time by an independent psychologist who also performed the analysis. The analysis 
emerged in three themes: experiences of competence and recognition of the self; experiences 
of interactive affect regulation as potential for change; experiences of the importance of the 
therapeutic relationship (Uggla, Mårtenson Blom, Bonde, Gustafsson & Wrangsjö, 2019).

Discussion

The aim of the doctoral study was to evaluate and explore music therapy in the particular 
HSCT context. Heightened heart rate was reported to be related to increased levels of distress, 
and elevated heart rate after an accident may predict symptoms of PTSD 6 months later for 
children and adolescents (De Young, Kenardy & Spence, 2007; Morris, Hellman, Abelson 
& Rao, 2016). Previous research has reported symptoms of stress in children, parents and 
siblings after HSCT. The significantly decreased heart rate levels in the evening in the music 
therapy group may indicate decreased levels of stress due to decreased activation in the 
amygdala through emotional regulation. 

The increasing physical functioning reported by the children at discharge in the music 
therapy group and the overall increased HRQoL in the control group after music therapy 
at 6 months follow-up indicate the importance of the music therapy intervention. The 
musical elements – melody, rhythm, movement and dynamic shifts in intensity – have the 
potential to facilitate an intersubjective regulation experience. Shared affects and intentions 
in music therapy are cross-modal and do not need to be explained in words. Affect attune-
ment through musical experiences in music therapy gives the participants an opportunity 
to interact and thereby influence the interplay. This could be seen as important to these 
children and parents, whose current life circumstances greatly reduce their opportunity to 
influence their situation and the challenging medical treatment. 

Conclusions

Music therapy developed into a significant and helpful experience for the participants, 
an important factor in coping and managing the treatment period at the hospital. The 
combination of reduced heart rate values four to eight hours after the intervention in the 
music therapy group and the improved HRQoL reported by both groups suggests that 
music therapy can be an effective, complementary intervention during and after HSCT. 
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Music and health promotion in Danish/
Nordic hospitals – who and how? An essay.

Lars Ole Bonde

Abstract
The purpose of this article is to provide an overview of health promotion 
through music activities and interventions in Danish/Nordic hospitals over 
the last twenty years, with particular emphasis on paediatrics. The article 
also discusses theoretical rationales and practical challenges related to these 
relatively new initiatives. The methodology is a mixture of heuristics and litera-
ture review. The author has been an active agent in this field – as a clinician, 
researcher, supervisor and teacher – and has taken part in the development of 
the theoretical concept of “health musicking”, which serves as a framework for 
many of the professionals (‘agents’) in the field. Findings include a presenta-
tion of the present evidence base for music interventions in Nordic hospitals 
and a systematic overview of agents in the field. There is a growing body 
of evidence from different types of research studies in the Nordic countries. 
However, the evidence base tailored to this specific field is still limited. Two 
different approaches or roads to the implementation of music therapy/music 
medicine in hospitals are identified and discussed, and practical implications 
are highlighted in a number of recommendations for professionals in the field.

Keywords: health musicking, music therapy, music medicine, hospital, evidence

Introduction 

In this essay I look back on a process that I have followed and actively participated in for more 
than two decades: the use of music activities and music experiences in the healthcare system 
– primarily in Denmark but also in other Nordic countries. As a researcher, I have worked 
with music therapy in cancer rehabilitation (Bonde, 2004; Bonde, 2015), with music therapy 
in palliative and hospice care (Bode & Bonde, 2011; Bonde, 2012), with music therapy for 
patients in psychiatric treatment (Bonde, 2010; Bonde & Pedersen, 2013 ) and with the devel-
opment of music medicine for different populations, including elderly people with dementia 
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(Krøier, Anderson-Ingstrup & Bonde, 2019). I have guided Danish and international PhD 
students with projects in many different clinical areas, for example women with gynaecologi-
cal cancer (Wärja & Bonde, 2014) and children with cancer and their families (Sanfi & Bonde, 
2014; Sørensen & Bonde, 2015). I have followed the paediatric Music and Imagery in Child 
Oncology study (MICO is described in detail later) for more than ten years. As a teacher of 
music therapy at Aalborg University, I have helped train music therapists who are currently 
employed in psychiatry, elderly care, hospices, the rehabilitation of patients with acquired 
brain injury, in work with children and young people with physical and mental health issues, 
etc. (Bonde, 2014). Yet I have never seen a music therapist employed in the Danish hospital 
system. Conversely, in Norway I have guided an ever-growing group of music therapists 
working in paediatric hospitals, and I have followed a pioneering Swedish project on the 
effects of music therapy for cancer-affected children and adolescents who receive stem cell 
treatment (Uggla et al., 2019; Uggla, Mårtenson Blom, Bonde, Gustafsson & Wrangsjö, 2018). 

 I have contributed to the development of the theoretical concept of “health musicking”, which 
I will briefly introduce to provide a broader background. In recent years I have researched 
the wider field of music and public health, research which partly focuses on the use of music 
as a health-promoting factor in everyday life and partly discusses musical prevention efforts 
for selected – clinical as well as non-clinical – groups (Bonde & Theorell, 2018).

Method

The starting point for the present essay is a recently published report on the use of music in 
Danish hospitals (Jensen & Nielsen, 2019), which gives me an opportunity to reflect on the 
current situation in Denmark and the Nordic countries. The article focuses on a problem 
or dilemma that I have encountered many times over the years: despite good evidence in 
the form of meta-analysis such as Cochrane Reviews, music therapists – researchers as 
well as clinicians – are often met with scepticism by doctors, hospital administrators and 
politicians. I reject the simple explanation that the healthcare sector is currently under-
financed and therefore that there is no room for new initiatives or professional groups. 
Instead I will try to point to other causes – and possible solutions. My method is a mixture 
of heuristics (I want to reflect on personal experiences over three decades), literature review 
(presentation of and comments on key literature in the field), which in the end leads to 
various suggestions and recommendations. First, I focus on the broad concept of health 
musicking and on research in music and public health. Then I zoom in on the specific topic 
of music in hospitals, especially paediatric hospitals, where my starting point is the new 
Danish study of this field.
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Theory: Health musicking

The idea that music can be part of individual and public health promotion goes all the way 
back to ancient Greece. The Asclepion sanctuary in the old city-state of Epidaurus can 
be understood as the first integrative health centre in the world where music, dance and 
theatre were included in treatment and prevention (Bonde, 2014). Norwegian music therapy 
pioneer Even Ruud was the first from a Nordic country to launch an academic publication 
on the broader subject: Music and Health (Ruud, 1986). In 2006 his countryman Trygve 
Aasgaard published the anthology Music and Health (Aasgaard, 2006), and Ruud further 
developed the ideas, partly as a researcher at the Centre for Music and Health (today the 
Centre for Research in Music and Health, CREMAH) from 2008, partly as initiator of the 
Music, Culture and Health network (MUCH, 2011-13) and partly in a series of articles and 
book chapters on various aspects of the health potential of music experiences and activities 
(Ruud, 1998, 2001; Ruud & Stensæth, 2012) . Following a pre-conference in connection 
with the 4th European Public Health Conference in Copenhagen 2011, a Nordic Network 
for Research in Music and Public Health was established which in 2018 co-authored the 
first scientific anthology on the subject, Music and Public Health (Bonde & Theorell, 2018).

Our knowledge of how and why music has a health potential for most people is gradually 
consolidating (and) based on contributions from both the humanities and the social and 
natural sciences. Scientific research into the effect of music on the body, mind and spirit 
includes 1) neuroscientific studies of the brain’s response to and processing of musical 
stimuli in musicians as well as non-musicians, 2) analysis of the “mechanisms” that are 
activated: when we sing, play or listen to music a number of neurochemical systems are 
set in motion, regulating a) the brain reward system, motivation and emotions, b) stress 
responses, c) immunity, and d) social attachment. These are effects that can be measured 
objectively, and results can be calculated using statistical methods. If humanists or social 
scientists ask informants (of many different types) what they are experiencing when lis-
tening to music, we get subjective accounts of how music is used to regulate mood, bodily 
states (alleviate stress or boost energy) and socialising. Finally there are the aesthetic and 
existential experiences which music can provide in rich measure (Gabrielsson, 2011; Bonde, 
Ruud, Skånland & Trondalen, 2013; Trondalen & Bonde, 2014). These experiences can be 
described phenomenologically and/or interpreted hermeneutically. Hallam (2015) maps 
what she calls “the power of music” in relation to other areas of life – the so-called trans-
fer effect – through a comprehensive overview of studies on the effects of active musical 
engagement on e.g. learning, memory, creativity, attention, prosocial behaviour and personal 
development. The last chapter of Hallam’s book is about music and health, and the author 
summarises numerous studies that document the impact of music activities throughout life, 
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including listening to music, on physical and mental well-being – not least through music’s 
potential to alleviate anxiety, reduce stress and strengthen the immune system. Hallam 
underlines the importance of engagement in music early in life, since the pre-school years 
are formative in shaping a direction for the brain’s development and the development of 
empathy and social engagement.

Norwegian music therapy researcher Brynjulf ​​Stige (2002, 2012) was the first to develop the 
concept of health musicking. The concept itself incorporates a clear reference to the music 
researcher Christopher Small’s concept of musicking (Small, 1998), which emphasises that 
music as a form of activity is more than an (aesthetic, social or commercial) object, just as 
he points out that participation can take on a multitude of different forms. Stige asserts that 
when musicking is combined with health, the user is offered several opportunities or tools 
that they can use in relation to their personal resources and interests. Stige refers to social 
psychologist Gibson’s concept of affordance, while music sociologist De Nora (2000, 2007) 
has coined the supplementary concept of appropriation. In this view health is regarded as 
a bodily, creative and aesthetic action (performance) and attitude in a social and cultural 
context. Stige (2002; 2012, p. 186) proposes the following definition of health musicking: 
“... the appraisal and appropriation of the health affordances of the arena, agenda, agents, 
activities, and artefacts of a music practice”. 

In a special issue of Arts in Action (Bonde, 2011) I describe health musicking as any use 
of music activities and music experiences to regulate physical, emotional and relational 
states, typically for the purpose of promoting the experience of well-being. Many empirical 
music psychological studies have documented how humans use music in many different 
ways to regulate physical and mental well-being and improve quality of life (DeNora, 2000, 
2007; Lilliestam, 2013; MacDonald, Kreutz & Mitchell, 2012; Bonde, Ruud, Skånland & 
Trondalen, 2013). The music and health field is comprehensive and ranges from laypeople’s 
“self-therapeutic” use of music in everyday life to specially designed music activities and 
environments targeting groups with special needs (community music and community music 
therapy) to professionally facilitated interventions in music medicine and music therapy. 
Bonde (2011) describes the four main purposes of health musicking as:

1.	 Identity formation and development through music
2.	 The professional use of music and sound to help individuals 
3.	 The development of communities and values ​​through music
4.	 Creating and sharing musical environments.
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A map of the field

In the model below (Figure 1) the four goals or possibilities of health musicking (or music-
ing) are placed in a quadrant model, locating music medicine and some music therapy 
models in relation to each other.

In the article mentioned earlier (Bonde, 2011) I give several examples of musical experi-
ences and research projects within each of the four quadrants. Here I will briefly describe 
the quadrants using playlists as an example – that is, the use of specially designed lists of 
(recorded or live) music that have been developed and adapted for various health purposes. 

In the upper left quadrant trained music therapists help individuals – for example, people 
with acquired brain injury or dementia, and their relatives – to compile a personal playlist 
consisting of music that has meant something to that person throughout their life. Staff at 
the care centre/institution/hospital can then use the playlist for various purposes in treat-
ment and daily life, for example, to create a calm atmosphere in a care situation or (vice 
versa) to provide stimulation or inspiration for dialogue or training. In music psychotherapy, 
working with the client’s meaningful ‘special music’ can play a crucial role (Butterton, 2004, 
2008; Fønsbo, 2013).

In the lower left quadrant the example can be musical autobiographies based on personal 
playlists (Bonde, 2013; Ruud, 1997, 2013). Music therapy students examine their personal 
musical life story by selecting important examples of music that have meant something 
special and thus contributed to the shaping of their musical identity. Based on these personal 
playlists, the student is interviewed (possibly using the special interview technique (and 
software program) RepGrid, based on Kelly’s personal construct psychology) so that pat-
terns and lines of development in the student’s musical identity are identified. Afterwards 
the student shares some of his/her experiences with the group of fellow students, and a 
common awareness is raised of situations, personal choices and values that contribute to 
the development of musical identity. With a similar focus, one or two pieces of “signature 
music” are often used as a starting point for listening groups in psychiatric hospitals and for 
courses or workshops in music psychology or music therapy, where participants are asked 
to introduce themselves to each other through the selected music. Thus, in a very short 
space of time everyone gets a strong personal impression of each participant. 

In the upper right quadrant we find the playlists with relaxing, imagery-stimulating music 
and specially composed music and imagery narratives used in the Music and Imagery in Child 
Oncology (MICO) study. MICO is a Scandinavian research project evaluating the impact 
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of medical music therapy / music medicine on side effects of chemotherapy in children 
aged 7–17 with cancer. The playlists and the musical narratives have been developed and 
composed especially for this study, and they can be used in many ways, including parents 
reading the narratives to the music (www.micostudy.com). Another example is the Music 
Star application with its specially designed playlists. Music Star was developed by music 
therapists for psychiatric inpatients at Aalborg University Hospital, and it functions as an 
app on iPads or smartphones. It has an intuitive interface where each playlist is color-coded, 
from blue to red, indicating increasing intensity (Lund, Bertelsen & Bonde, 2016). All the 
music in the 12–16 playlists (of 30–60 minutes’ duration) belongs to the “supportive” 
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Figure 1. HEALTH MUSICING: A THEORETICAL MODEL. Inspirered by G. Ansdell 
(2001) and Ken Wilber et al. (2013). Reference: Ekholm, O., Juel, K. & Bonde, L. O. 
(2015): Music and public health: An empirical study of the use of music in the daily 
life of the adult Danish citizens and the health implications of musical participation. 
Arts & Health, 8(2), 154–168. 

https://www.micostudy.com/
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music category in the taxonomy of music for therapeutic use (Wärja & Bonde, 2014), but 
no information about the style or genre of the music is given – only durations and titles of 
the tracks and the name of the playlist. Music medicine can also be played live, as pianist 
Margrethe Langer Bro PhD has documented in her study Resonance; Music as adjuvant for 
cancer treatment in which respectively live, recorded and no music was offered to 344 adult 
lymphoma patients in primary chemotherapy at six outpatient haematology departments 
in Denmark (Bro, 2019; Bro & Johansen, 2017). 143 patients accepted the offer, and of the 
41 who listened to patient-selected live music, many experienced improved mood and 
reduced anxiety. In a nurse’s words: “On the days when live music is played all participants 
benefit: patients, co-patients, relatives and staff. It creates a very relaxed atmosphere despite 
the seriousness of the situation” (Bro & Johansen, 2017, p. 270). 

In the lower right quadrant we can place the special music concept MusiCure, which was 
originally developed by the composer Niels Eje as a specially designed sound environment 
for recovery rooms at Rigshospitalet’s intensive care unit 4131 (Eje ​​& Eje, 2019). One of 
the author’s main points is that: “Music should not be dosed according to classic recipe 
principles as “tablets”. The perspective must be that music has an impact on basic condi-
tions such as anxiety, stress, etc. and should therefore be used when needed and when the 
opportunity is there” (Eje & Eje, 2019, p. 174). The newer commercial playlist concept 
Musicmind has been specially developed for care homes/centres where the nursing staff 
manage the many playlists – both in larger groups where the music creates a recognisable 
and affirmative environment and individually where the musical needs of the individual 
(with/without dementia) can be met. The concept consists of two separate list types: (1) a 
number of style and genre-specific playlists categorised according to a conscious regulation 
of the individual’s arousal – low arousal for calm and anxiety, high arousal for activation 
and revitalisation, medium arousal for accompaniment of simple activities and interaction 
between individuals; (2) a number of thematic playlists featuring specific artists, styles or 
music from specific periods or for specific purposes, for example seasons, holidays etc. 
(www.musicmind.me).

Music and public health 

In 2018, as mentioned earlier, I co-edited the first major internationally based book on 
music and public health (Bonde & Theorell, 2018). A number of Danish and Nordic (and 
also international) studies indicate that there is a significant positive health effect associ-
ated with an active, sustained commitment to music on an amateur basis, e.g. as a choral 
singer or a band musician (Bonde, Ekholm & Juel, 2018; Løkken et al., 2018; Theorell, 
Knudtsen, Horwitz & Wikström, 2016). Professional musicians, on the other hand, face 

https://musicmind.me/
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several health challenges which manifest themselves in the form of occupational physi-
cal pain and stress and – as compensation – significant overuse of alcohol and various 
substances. Nevertheless, and maybe paradoxically, professional musicians describe their 
overall health as being better than all the other groups. There are only a few longitudinal 
studies on the relationship between health and long-time leisure activities (e.g. music as a 
hobby), and they point out that the health effect is probably more due to active engagement 
as such and the associated social community interaction in general than the specific musical 
activity (Løkken et al., 2018; Weziak-Bialowolska, 2016). I will return to this question in 
the discussion section of this article.

Results: Music in Danish hospitals

Two articles on the possible health effects of music/art were recently published in the 
Journal of the Danish Medical Association (Ugeskrift for læger) (Jensen & Bonde, 2017; 
Eje & Eje, 2019) and, as mentioned above there is fairly extensive literature documenting 
these effects. One might therefore think that this knowledge is widespread in the Danish 
healthcare system. However, this is not the case.

A new Danish report (Jensen & Nielsen, 2019) has mapped the current use of music in 
Danish hospitals and hospices. The respondents were 315 senior nurses in 24 hospitals 
across all five regions, and in 75 per cent of the cases they reported that their department 
had at least one musical offering for their patients. However, a closer analysis of these offer-
ings shows that this is no systematic effort at all, as the five most frequent options were:

1.	 Opportunity to listen to music on personal equipment (offered by 73%)
2.	 Opportunity to listen to music on hospital equipment (offered by 51%)
3.	 Other options (offered by 32%)
4.	 Instrument available in the department (offered by 23%)
5.	 Regular opportunities for individual music listening & background music 

(offered by 21%).

The three most common purposes of the music initiatives were: 1) distraction/entertain-
ment (67 per cent), 2) relaxation & anxiety reduction (65 per cent), 3) stress reduction 
(55 per cent), and the most frequent initiator of the music activity was the patient him/
herself (88 per cent), while in 71 per cent of the cases it was a nurse and in 33 per cent a 
relative who took the initiative. In May 2019 no music professionals were employed in the 
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Danish general hospital system, including paediatrics. This is in stark contrast to reports 
on the situation in the 21 Danish hospices (not including two newly established children’s 
hospices), of which 13 (65 per cent) have employed a music therapist and two (10 per cent) 
a musician, which allows for a completely different range of music initiatives:

1.	 “Singing out” (“Udsyngning”; music to accompany the deceased when leaving 
hospice) (80%) 

2.	 Option of listening to music in the patient’s private room (75%)
3.	 Regular/occasional music events (75%)
4.	 Music therapy (70%)
5.	 Community singing (70%)

The hospital nurses’ descriptions of music initiatives do not correspond with the Danes’ 
specific experiences. In a memo report (from the Think Tank Music and Health, 2017) it 
appears that only 17 per cent of the 1,013 respondents stated that they had experienced 
music in hospital. In the same report 63 per cent agreed that “music should be incorporated 
and used more actively in the Danish healthcare system”. Only 5 per cent disagreed.

In a broader perspective the theme “arts in hospitals” has been the subject of much debate 
in recent years and was funded by a dedicated government initiative in 2016. Four major 
‘culture on prescription’ projects have been offered to citizens on long-term sick leave in the 
municipalities of Aalborg, Silkeborg, Nyborg and Vordingborg. Knowledge of the effects of 
these projects on, for example, the participants’ relationship with the labour market awaits 
the final reports, of which only one has been published so far (Jensen, 2019). This report 
indicates that participants experience improved quality of life and social engagement, and 
on this basis the municipality of Aalborg has decided to continue the programme without 
external funding. Key questions are what can the individual arts contribute, how can the 
activities be most appropriately mixed (also in relation to the participants’ gender), and is 
the effort economically viable or reasonable.

A Nordic perspective on music in hospitals – 
with a special glance at paediatric wards 

Since the early 1980s there have been some music therapy and music medicine projects at 
Nordic hospitals, especially in paediatrics (see the chapter by Ullsten, Gaden & Mangersnes 
in this anthology). Today there are established music therapy programmes on paediatric 
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wards in Sweden and Norway. In Sweden music therapist Lena Uggla has defended her PhD 
thesis on music therapy in the treatment of children and adolescents who undergo haemat-
opoietic stem cell transplantation (Uggla et al., 2016; Uggla, 2019; Uggla, Mårtenson Blom, 
Bonde, Gustafsson & Wrangsjö, 2019)1. In Finland one single music therapist is employed 
at a paediatric hospital, while music therapists are not yet employed in any Danish hospital. 
In Denmark researchers such as Karin Schou and I have worked on (externally funded) 
projects for cardiac and cancer patients (Bonde, 2008; Schou, 2008; Schou, Pedersen & 
Bonde, 2012). Music therapist postdoc Ilan Sanfi has been conducting externally funded 
research projects at Aarhus University Hospital for more than ten years, and he is head of 
the above-mentioned Nordic research project Music and Imagery in Child Oncology (MICO) 
that investigates the effect of specially designed music narratives and ‘guided music journeys’ 
for children and young people in treatment for life-threatening cancer diseases (Sanfi & 
Bonde, 2014, www.micostudy.com). The project evaluates the impact of music therapy on 
side effects of chemotherapy in children aged 7–17 with cancer, i.e. whether music therapy 
can reduce nausea, vomiting and other side effects. In addition the project focuses on the 
psychological significance of music therapy in terms of enhancing the participants’ inner 
resources, resilience and overall well-being in relation to their courses of treatment. The 
MICO research project is the first of its kind in the world and is currently running at five 
university hospitals in Denmark, Norway and Sweden (Aarhus, Copenhagen, Oslo, Tromsø 
and Lund). These projects, supported by private foundations, put music therapy, both clini-
cal and research, on the Danish (and Nordic) hospital map, but so far it has not led to the 
appointment of music therapists in Danish hospitals. In all countries there is a small number 
of music-medical projects (Thorgaard, 2004; Lund, Bertelsen & Bonde, 2016; Eje & Eje, 2019; 
Ullsten, Gaden & Mangersnes, this volume).

I have personally followed the development of the music therapy programmes at the three 
major paediatric hospitals in Oslo, where six music therapists are currently on the staff. 
The development here has convinced me that music interventions can only be established 
and followed up systematically if the music therapists are formally employed in the hospital 
as members of the hospital staff. This enables them to develop and reflect upon interventions 
and measures in relation to the concrete clinical practice and specific treatment culture in 
the individual departments. On this basis, research naturally grows out of the interdisci-
plinary collaboration and the need for specific documentation. The same picture can be 
seen in Danish hospices, where music and music therapy have been an integral part of the 
institutional culture for more than 10 years.

1   See the separate report on Uggla’s project in this anthology.

https://www.micostudy.com/
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Agents in music for health promotion

As can be seen above, many different professional agents are operating in the field when music 
is offered in a hospital ward or at other treatment and rehabilitation centres: professional 
musicians who play and sing, some for a fee and as part of municipal services, others as 
volunteers; amateur musicians – soloists, smaller groups and choirs – who act as volunteers; 
and music therapists who offer a wide range of music activities. There is a widespread, basic 
confusion when it comes to understanding the differences between music therapy and music 
medicine (Gold et al., 2011). In order to reduce the confusion and create more clarity in 
relation to the various professional approaches to ‘music in hospitals’, I have developed an 
overview (Bonde, 2019) which is presented here in an extended version (Table 1).

1.	 Music therapy is the specialised expertise in the use of musical experiences 
to treat both mental and somatic disorders. In the Nordic countries music 
therapy is practised in the healthcare system by university-trained music 
therapists (with a master degree), and the following tasks are typical: (1) treat-
ing patients with special needs one-to-one, (2) offering tailor-made interven-
tions and activities for larger or smaller groups, (3) developing environmental 
therapeutic services, (4) advising and training staff in the use of music inter-
ventions and music medicine in the day-to-day running of the institution or 
hospital, (5) offering support services to the hospital/institution staff. 

2.	 Music medicine is the use of music (recorded or live, often using specially 
designed sound systems) for the benefit of hospital patients, outpatients or 
citizens in specialised institutions, both in the treatment and rehabilitation 
phase and in palliative care. Many different agents are active in this field: 
composers develop special music for various purposes, such as music in 
ambulances. Professional musicians play for patients with an explicitly stated 
treatment goal, such as reducing anxiety or improving mood. Music medicine 
must always be administered in close consultation with doctors, nurses and 
trained music therapists. 

3.	 “Health musicians” are most often professional musicians who use their 
advanced skills and commitment to create joy and improve quality of life for 
patients in hospitals and care centres through specially designed and personal-
ised live performances. This is neither music therapy nor music medicine as it 
does not have an intended treatment component, yet it may have a therapeutic 
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Table 1. Music in hospitals. Systematic overview of agents and interventions.

The overview is a specification of Stige’s previously mentioned definition of health musicking 
as it explains and exemplifies arenas (e.g. patient rooms or common areas), agendas (e.g. 
stress reduction or arousal regulation), agents (e.g. musicians, music educators and music 
therapists), activities (e.g. community singing or music listening) and artefacts (e.g. playlists, 
instruments or songbooks).

effect. The field is mainly self-regulating, and activities are currently expand-
ing in parallel to the activities of hospital clowns, another non-treatment-
oriented offer, so far financed 100 per cent by private funding. 

4.	 Music as health promotion. Specially organised music experiences – in line 
with other cultural experiences – are included in ‘culture on prescription’ 
projects, among other things. In this field we are talking about authentic art 
experiences – not as treatment offered by therapists, but developed by the arts 
institutions, based on the documented fact that arts experiences can have a 
health-promoting function. In Aalborg the Nordjysk Centre for Culture and 
Health (NOCKS) operates an interdisciplinary and cross-sectoral research and 
development unit that initiates and documents new projects in this subfield.

5.	 Music as a diversion/entertainment in hospitals and institutions. More tech-
nological solutions are currently being developed such as commercial playlists 
and apps specifically aimed at adult hospital patients or people with dementia. 
The area is interesting in a health promotion context if specially composed 
music is included and/or if the choice of music is based on professional exper-
tise on e.g. music for regulating arousal. 

6.	 Music pedagogy / music education. Paediatric wards in larger hospitals may 
employ a music teacher or educator. Their work is framed by the primary 
school curriculum’s objects clause and subject descriptions. But, of course, the 
situation and needs of the child or the young person in the hospital are obvi-
ously based on whether they are singing, playing or teaching music compre-
hension.1 

1   See article by Taru-Anneli Koivisto and Sanna Kivijärvi in this anthology.
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The current evidence base 

It is a challenge to plan and conduct controlled studies of the effects of music therapy (and 
to a lesser degree of music medicine) in the treatment of various somatic (and psychiatric) 
disorders. It takes a long time to conduct studies that involve, for example, therapeutic 
processes over six to ten sessions (which is typically the smallest ‘dose’ needed to achieve 
an effect) when statistical power is endeavoured, because only a few participants can be 
recruited per week or month. Nevertheless, over the years a number of effect studies have 
been conducted and published internationally, and several Cochrane Reviews are available. 
Table 2 above shows the status in spring 2018 (Jacobsen, Pedersen & Bonde, 2019, p. 438). 
It presents a summary of Cochrane Reviews documenting the effects of music therapy and 
music medicine in various clinical areas.

Discussion and recommendations

Against this background one might expect that qualified personnel such as physicians, 
hospital administrators and decision-makers would respond positively and curiously to 
music intervention programmes and wish to employ music therapists to develop these in 
relation to the specific treatment culture in their hospital/ward. However, it has been my 
experience over the years that researchers and clinicians are often met with scepticism and 
that projects can only be completed when external funding is secured. The explanation 
can not only be that the health sector is under financial strain. For example, it is difficult 
to understand why many Danish physicians demand specific Danish effect studies before 
wanting to try out a treatment when there is international evidence of the intervention. 
After all, one of the biggest challenges in a small country like Denmark is that it takes a very 
long time to reach the sufficient number of participants in an effect study involving both 
experimental and control groups. One example is the above-mentioned MICO study: even 
though it is a multi-site study (involving five university hospitals in Denmark, Norway and 
Sweden and has been running for years), only 70 children and teenagers had been recruited 
by 18 October 2018 (www.micostudy.com). Another example is a pending Danish study 
comparing the effects of music therapy and music medicine for people with schizophre-
nia in a strict RCT design (Pedersen et al., 2019). After three years of recruitment there 
is still a way to go to obtain the planned number of participants, determined on the basis 
of a conservative calculation of statistical power. Logistically, it is also a great challenge to 
arrive in a hospital as a “guest” who must fit a sensitive intervention study into an already 
complex hospital setting. It is therefore comforting to know that many projects have actually 

http://www.micostudy.com
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Clinical population 

Author (year)

Number of studies and 
participants

Music therapy (or music inter-
vention) has beneficial effects 
on…

Acquired brain injury 

Magee et al. (2017)

29 studies 
n=775

Gait, the timing of upper extrem-
ity function, communication 
outcomes and quality of life after 
stroke

Autism spectrum disorders 
Geretsegger et al. (2014)

10 studies  
n=165

(age: 2–9 years)

Social interaction, non-verbal 
and verbal communicative skills, 
initiating behaviour, social-emo-
tional reciprocity, social adapta-
tion, joy, parent/child relationship

Cancer

Bradt, Dileo, Magill and Teague 
(2016) 

53 studies 

n=3731

Anxiety, pain, fatigue, quality of 
life + small effect on heart rate, 
respiratory rate and blood pres-
sure. (24 music therapy studies, 
29 music medicine studies)

Dementia

van der Steen et al. (2017)

17 studies 

n=630

Depressive symptoms 
(music-based therapeutic inter-
ventions and music therapy)

Depression

Aalbers et al. (2017)

9 studies 

n=411

Short-term beneficial effects on 
depressive symptoms, anxiety 
and functioning

Mechanically ventilated patients 

Bradt and Dileo (2014)

14 studies 

n=805

Anxiety, respiratory rate, systolic 
blood pressure plus possible ben-
eficial impact on the consump-
tion of sedatives and analgesics

Preoperative anxiety 

Bradt, Dileo and Shim (2013)

26 studies 
n=2051

Anxiety before surgery, heart 
rhythm and diastolic blood 
pressure

Schizophrenia

Geretsegger et al. (2017)

18 studies 
n=1215

Global state, mental state 
(including negative and 
general symptoms), social 
functioning, quality of life

Table 2. Overview of Cochrane Review: Music therapy and music medicine with 
different clinical populations
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been completed. The present anthology of research articles on music and music therapy 
in paediatric hospital wards in the Nordic region documents the clinical specialty that is 
currently the most advanced at implementing music initiatives. 

Based on my personal experiences and research projects as well as a literature review 
focusing on the conditions in the Nordic countries, I have shown that the use of music and 
the inclusion of music therapy in the hospital system are mainly coincidental. Two paths 
have been followed in an attempt to change this: 1) music therapy (and music medicine) 
researchers have conducted externally funded research projects in hospital wards which, 
in the case of positive results backed by international evidence, should pave the way for 
the inclusion of music therapists on the staff; 2) music therapists have been employed in 
hospitals based on the management’s desire to add new colours to the treatment palette; 
they build a practice respecting the existing culture, and then they start research projects 
based on a multi-disciplinary perspective. The first model, which Ilan Sanfi’s and my own 
projects illustrate, has so far not proved a viable path. The second model has been more 
successful as illustrated by e.g. Aasgaard’s and Uggla’s research and by the Norwegian music 
therapists at the Oslo hospitals: three of them are currently employed as PhD fellows with 
projects related to their paediatric expertise. In Denmark it is easier – paradoxically – to 
point out the success of music therapy at hospices: not one of these positions has been based 
on previous research projects, and only a few of them involve preliminary documentation 
studies of the music therapist’s daily practice. In other words, the decisive connection between 
the visibility and the interdisciplinary exchange and the integration of music practices into 
the hospital culture and daily routines are crucial.

A different aspect is the question of the special possibilities and benefits of music as com-
pared to other arts. As mentioned in the health musicking section, many studies indicate 
that there may be a positive effect of active music engagement on health behaviour and 
perceived quality of life, and the Cochrane reviews document the effect of the music inter-
ventions in a wide range of clinical areas. At the same time some of the longitudinal studies 
mentioned earlier show that the link between health and lasting, stable leisure activities may 
be more general – i.e. linked to cultivating an active interest together with other people – 
than specific, i.e. related to the musical activity. It is therefore a kind of ‘Dodo Bird Verdict’: 
all serious recreational community activities on an amateur basis have a genuine health 
potential. This seems quite logical to me, and I therefore do not argue that music activities 
and experiences have a ‘better’ or ‘greater’ health potential than other art or activity forms. 
Instead, the specific reasoning for music activities should have a different character, an 
ethical and a practical one.
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A significant ethical argument especially related to paediatrics is that – according to the 
United Nations’ Convention on the Rights of the Child (article 31) – all children, including 
children with disabilities and diseases, have a right to participate in cultural activities. In most 
cultures, including the Danish and Nordic ones, song, dance and music are culture and 
community-promoting, and music activities in the community are basically non-competitive.

Practical-social reasoning addresses the fact that it is relatively easy and not very resource-
demanding to organise all kinds of music activities for smaller and larger groups – not least 
in kindergartens and schools, i.e. early in life, because this is the phase in life where good 
and health-promoting habits are acquired. Music activities – coloured by the participants’ 
preferences, competences and experiences – can moreover be cultivated at all ages and 
stages, adapted to the participants’ physical, mental and musical capacities, designed with 
purely musical or with non-musical goals. In the Nordic countries, for example, there is 
a highly developed and highly differentiated choral culture which engages children from 
nursery and kindergarten, later young people in the school system and adult amateur choirs 
of all styles, also including specially designed choirs for the elderly or people with special 
needs. These skills and the complementary knowledge of the health potential of singing, 
playing and dancing could be utilised much more than is the case today as ‘music for health 
promotion’, not least in rehabilitation projects. 

It is my hope that I have provided some arguments that music therapists with their expertise 
in music therapy, music medicine and music for health promotion can provide hospitals 
with a range of treatment and environmental initiatives and measures that can improve 
conditions not just for patients but also for their relatives and for the staff.

References

Aasgaard, T. (2002). Song creations by children with cancer: Process and meaning 
(PhD thesis). Aalborg University, Aalborg. https://vbn.aau.dk/en/publications/
song-creations-by-children-with-cancer-process-and-meaning-2 

Aasgaard, T. (Ed.). (2006). Musikk og helse. Oslo: Cappelen.
Bode, M. & Bonde, L. O. (2011). Din ven til det sidste: Musikterapi på hospice og i 

palliativ pleje. In M. H. Jacobsen & K. M. Dalgaard (Eds.), Humanistisk Palliation, 
(pp. 255–269). Copenhagen: Hans Reitzels Forlag.

https://vbn.aau.dk/en/publications/song-creations-by-children-with-cancer-process-and-meaning-2
https://vbn.aau.dk/en/publications/song-creations-by-children-with-cancer-process-and-meaning-2


165

Music and health promotion in Danish/Nordic hospitals – who and how?

Bonde, L. O. (2004). The Bonny Method of Guided Imagery and Music (BMGIM) with 
cancer survivors: A psychosoical study with focus on the influence of BMGIM on mood 
and quality of life (PhD thesis). Aalborg University. Aalborg. https://vbn.aau.dk/da/
publications/the-bonny-method-of-guided-imagery-and-music- 
bmgim-with-cancer-su 

Bonde, L. O. (2008). Forskning, der ikke blev til noget. Dansk Musikterapi 5(2), 23–28.
Bonde, L. O. (2010). Music as support and challenge: Group music and imagery with 

psychiatric outpatients. In H. Schirmer (Ed.), Jahrbuch Musiktherapie, (Vol. 6, 
pp. 89–118). Berlin: Reichert.

Bonde, L. O. (2011). Health music(k)ing – music therapy or music and health?: A model, 
empirical examples and personal reflections. Music and Arts in Action, 3(2 Special 
issue: Health promotion and wellness), 120–140. Retrieved from http://
musicandartsinaction.net/index.php/maia/article/view/healthmusicingmodel/58 

Bonde, L. O. (2012). Forskning i musikterapi: Den palliative indsats. Dansk Musikterapi, 
9(1), 13–20. 

Bonde, L. O. (2013). The musical identities of Danish music therapy students: A study 
based on musical autobiographies. In L. O. Bonde, E. Ruud, M. Skånland & G. 
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Music can be a significant health resource for 
children and their families in paediatric hospitals. 
Music therapy, music medicine and other music 
approaches are developing as part of children’s 
hospitals in the Nordic countries. Positions 
are established in some countries, and there 
is a growing interest in the field, both among 
politicians and health professionals. Still, the 
inclusion of music in paediatric hospitals is not  
a matter of course and the process of integrating 
music in Nordic hospitals could be said to be in  
an early phase.

This anthology is a contribution to the growing 
evidence base for music approaches in paediatrics 
– with a unique focus on Nordic perspectives. It is 
of value to both practitioners and researchers 
interested in how music can be integrated in 
paediatric hospitals. At the same time, it is an 
invitation to hospital managers and health 
politicians to use the potentials of music therapy, 
music medicine and other music approaches and 
the competencies of professionals in these fields  
in a steady improvement of paediatric health care.
The anthology covers a range of topics and 
perspectives. The articles, written by authors 
from across the Nordic countries, give insights 
into both selected practice areas within the 
paediatric hospital setting, research, theory, and 
core concepts. Although Nordic contexts are 
highlighted, the insights are also highly relevant  
to the international community. 

“This state-of-the-art music therapy anthology 
highlights the depth of theory and clinical practice 
taking place in pediatric hospitals. The insights 
so generously provided from a vast array of Nordic 
perspectives will certainly influence global music 
therapy research and practice.” 

Joanne V. Loewy DA LCAT, MT-BC
Director, The Louis Armstrong Center  
for Music & Medicine
Mount Sinai Beth Israel, NYC

Norwegian Academy of Music
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