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ABSTRACT 

 

 

Strong social skills are vital for successful functioning in life. Social skills enable 

individuals to interact appropriately with others and impact (a) academic success, (b) peer and 

family relationships, (c) employment and (d) extra-curricular/leisure activities. Research 

indicates that deficits in social functioning during childhood are linked to a variety of negative 

outcomes including: (a) substandard academic performance, (b) high incidences of school 

maladjustment, (c) expulsions and/or suspensions from school, (d) high dropout rates, (e) high 

delinquency rates, (f) impaired social relationships, (g) high incidences of childhood 

psychopathology and (h) substance abuse. Research also suggests that the impact of impaired 

social functioning in childhood can be long lasting and contribute to (a) a lack of postsecondary 

education and training, (b) unemployment or underemployment, (c) unstable and unfulfilling 

personal lives and (d) adult mental health issues. At the same time, research also indicates that 

programs designed to improve social competence can positively impact an individual‘s social 
functioning.  

The purpose of this dissertation was to examine the effect of a music therapy-based 

intervention program on improving social skills competence in children and adolescents with 

social skills deficits. Three separate studies were conducted in educational, residential and after-

school care settings to test the effectiveness of a five session social skills training curriculum. 

Music-based interventions, which were primarily active in nature, were presented in a cognitive-

behavioral group format. Specific deficits in the areas of peer relations and self-management 

skills were targeted.  Interventions included a variety of techniques such as music performance, 

movement to music and improvisation. Data were collected from the participants, from 

appropriate adult personnel and via behavioral observations before, during and after music 

therapy intervention.  

Participants (n=12) in the first study were children aged 11-16 years in an educational 

setting. All participants were diagnosed with learning disabilities, Attention Deficit 

Hyperactivity Disorder (ADHD) and/or Asperger‘s Syndrome. Participants in the second study 

(n=13) were children aged 8-17 years in a residential treatment program. These participants were 

victims of abuse and neglect and had been diagnosed with Post Traumatic Stress Disorder, 

ADHD and/or anxiety disorders. All participants were unable to function within the community. 

Participants (n=20) in the third study were children aged 6-11 years who attended an inner-city 

after-school care program. Participants for this study included a mixture of typically developing 

children and children with generalized social, conduct and/or behavioral deficits. 
The first study, which took place in an educational setting, used a one-group pretest-

posttest design. The dependent variables were:   

 Teacher ratings of the participants‘ social functioning via a researcher-created 

social skills rating system  

 Subject self-report ratings of social functioning using Likert-type ratings 

 Researcher ratings of social functioning using Likert-type ratings  

 Behavioral observations of on-task social behaviors in group sessions 

 

Results indicated both a significant difference for subject self-ratings from the first to fifth 

sessions and a significant difference for researcher ratings from the first to fifth sessions. 

Additionally, significant increases were found in on-task behavior, while significant decreases 
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were found in both on-task prompted behaviors and off-task behaviors. Teacher ratings of social 

functioning supported improved social competence but did not show significant improvement 

from pre to post treatment.  

The second study occurred at a private residential treatment program. A one-group 

pretest-posttest design was used at this site. Dependent measures included:  

 Subject self-reported social functioning using the Social Skills Assessment—
Adolescents   

 Subject peer-reported social status via an adapted sociometric scale 

 Staff social competence ratings via the Home and Community Social Behavior 

Scales—Social Competence and Antisocial Subscales 

 Behavioral Observations of on-task social behaviors in group sessions 

Results indicated a significant difference for the case manager‘s pre and post treatment ratings on 

the Antisocial Subscale of the Home and Community Social Behavior Scales; however, no 

significance was found for the Social Competence Subscale. A significant difference for the 

behavioral observations was also found. No significant differences were found for either of the 

subject measurements (Social Skills Assessment—Adolescent or the Sociometric Scale), but 

both measurements did support improvements across time.  

The third study occurred at an inner-city after-school care program. A pretest-posttest 

control group design was used for this study with participants randomly assigned to either the 

control or the experimental group.  Social skills functioning in the after-school study was 

measured via:  

 Subject self-reported social functioning using the Social Skills Assessment—
Elementary Age  

  Staff  Social Competence Ratings via the Home and Community Social   

Behavior Scales 

 Behavior Scales —Social Competence and Antisocial Subscales 

 Behavioral observations of on-task social behavior of the experimental group 

during treatment 

Results indicated no significant differences for staff ratings of participants‘ social competence or 

antisocial behaviors pre and post music therapy intervention. However, a significant 

improvement from pre to post treatment in experimental subject self-ratings of social functioning 

was found, as well as a significant improvement in on-task behavior for the experimental group 

during music therapy sessions.   

 Benefits of the music therapy-based social skills training program were found in all three 

settings, suggesting that the program was effective in combating impaired social functioning for 

children and adolescents with a wide range of deficits and/or disabilities. The fact that significant 

results were found in all three settings also suggests that the program may be applicable to a 

wide range of settings. Additionally, it appears that the active music therapy interventions used 

in a cognitive-behavioral group format were effective in combating social skill deficits. 

       Finally, the fact that behavioral observations were consistently significant could indicate that 

observations of on-task social behaviors may be the most reliable way to evaluate social 

functioning. Based on these results, it appears the program has the potential to be an effective 

vehicle for addressing social skills deficits in children and adolescents.  
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CHAPTER 1 
 

 

INTRODUCTION 

 

 

Strong social skills are vital for successful functioning in life and can impact academic 

success, peer and family relationships, employment, and extra-curricular/leisure activities. 

Children and adolescents who do display academic, social and behavioral deficits are at risk for 

both short term and long term negative outcomes (Lane, Givner, & Pierson, 2004).  For many, 

―deficits in social competence begin early in life. According to national prevalence rates, 

children display ―moderate to clinically significant socioemotional or behavioral problems‖ as 
early as preschool (Bracken & Fischel, 2007, p.110). In fact, data suggest that as much as 32% of 

preschoolers enrolled in Head Start programs display behavioral problems (Boyd, Barnett, 

Bodrova, Leong, Gomby, Robin, & Hustedt, 2005). Furthermore, according to the Child Trends 

Data Bank (2003), 18.9% of all children enter kindergarten demonstrating poor social 

interactions, with the percentage increasing to 29.1% for children in the lowest income levels.   

If left unaddressed, socioemotional and behavioral problems persist into later childhood 

and even into adulthood. Research has indicated that children with poor social skills have (a) 

high incidences of school maladjustment, (b) expulsions and/or suspensions from school, (c) 

high dropout rates, (d) high delinquent rates, (e) high incidences of childhood psychopathology 

and (f) adult mental health issues (Gresham & Elliot, 1993). Moreover, longitudinal studies have 

shown a connection between behavioral and social difficulties and academic achievement as 

children mature, with results suggesting that socially impaired secondary students often 

demonstrate ―substandard academic performance, school dropout, impaired social relationships, 

unemployment or underemployment,  substance abuse, unstable and unfulfilling personal lives, 

and a lack of postsecondary education and training‖ (Lane et al., 2004, p. 174; see also Bracken 
& Fischel, 2007). Research has even linked lower social competence in children to increased (a) 

incidences of depression and conduct problems, (b) lower academic performance and (c) anxiety 

and antisocial behavior (Rockhill, Vander Stoep, McCauley & Katon, 2008; Spinrad, et al., 

2005). 

The development of appropriate social skills plays a vital role in the development of 

social competence. Social competence involves adaptive behaviors, social skills and peer 

acceptance, and refers to the act of performing social tasks adequately or appropriately. Social 

competence can be thought of as a multi-level construct consisting of a variety of behaviors that, 

when mastered, allow individuals to function successfully in society. In order to be socially 

competent, individuals must interpret social situations correctly, identify the most appropriate 

skills to use for the given situation and be motivated to use them (Elksnin & Elksnin, 1995). 

Social competence is important for a variety of reasons. It can positively impact (a) child 

development and school readiness, (b) having positive regard for school, and (c) academic 

achievement (Spinrad et al., 2006).  In fact, research has shown that enhanced social competence 

can lead to the prevention of many negative outcomes in life (Catalano, Berglund, Ryan, 

Lonczak & Hawkins, 2004).  

Given the far reaching impact that social maladjustment can have on an individual‘s life, 
remediation serves a vital role in improving the outcome for individuals with such deficits. 

Research shows that social skills can be taught, with learning most likely to occur when 
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evidence-based programs are used (Durlak & Weissberg, 2007). A review of 317 social and 

emotional learning studies (SEL) involving 324, 303 children found that SEL programs 

positively affected children whether they had behavioral and emotional problems or not. 

Furthermore, children in those programs showed improvement in (a) social-emotional skills, (b) 

attitudes about self and others, (c) connection to school, (d) positive social behavior and (e) 

academic performance. Additionally, participants showed a reduction in conduct problems and 

emotional distress (Payton, Weissberg, Durlak, Dymnicki, Taylor, Schellinger, & Pachan, 2008). 

Research has also shown that social skills training programs can have positive treatment effects 

for children with autism spectrum disorders (Rao, Beidel & Murray, 2007), that social skills 

training has become a primary intervention with children with emotional and behavioral 

disorders (Quinn, Kavale, Mathur, Rutherford & Forness, 1999) and that social skills training 

shows great promise for children with ADHD (Chronis, Jones & Raggi, 2006). 
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CHAPTER 2  
 

 

LITERATURE REVIEW 

 

 

Social Competence 
 

Socialization, which can be defined as the process of establishing and maintaining 

relationships, enables individuals to develop the skills necessary for social competence (Bremer 

& Smith, 2004). Social competence involves a wide range of behaviors that allow individuals to 

―establish and maintain satisfactory interpersonal relationships, gain peer acceptance, establish 
and maintain friendships and terminate negative or pernicious interpersonal relationships‖ 
(Gresham, Sugai & Horner, 2001, p. 331). Social competence is vital for successful social 

functioning; in fact, research connects social competence with increased peer acceptance, 

stronger peer relationships and healthy relationships with adults (Hair, Jager, & Garrett, 2002). 

The development of social competence occurs primarily in childhood and involves a variety of 

individuals in a wide range of contexts. Parents, families, schools, community organizations and 

peer groups all play important roles in helping individuals develop social competence.  

 

 

Definitions and Taxonomy 
 

 

Defining the skills that comprise social competence can be a complex task. As Merrell 

and Gimpel (1998) point out, definitions of the term ‗social skills‘ vary from discipline to 

discipline. A basic definition offered by Elksnin and Elksnin (1995) states that social skills are 

―specific abilities that enable a person to perform competently at particular social tasks‖ (p.4). 
Another definition offered by Kolb and Hanley-Maxwell (2003) defines social skills as a 

―complex set of skills that include communication, problem-solving and decision making, 

assertion, peer and group interaction, and self-management‖ (p.163). Yet another definition 
offered by the National Association of School Psychology identifies social skills as those skills 

that enable individuals to ―know what to say, how to make good choices, and how to behave in 
diverse situations‖ (NASP Fact Sheet, ¶ 1).  

Just as definitions vary, so do methods for classifying social skills. In fact, there is 

currently no single, agreed-upon taxonomy for the classification of social skills. Early systems, 

like the one developed by Stephens (1978), provided a general framework for social skills by 

identifying broad skill areas relevant to social functioning. According to Stephens (1978), 

environmental behaviors, interpersonal behaviors, self-related behaviors and task-related 

behaviors all impact social functioning. In order to delineate the types of behaviors directly 

connected to each of the skill areas, Stephens (1978) organized each skill area into specific skills 

and provided example behaviors for each.  

In the mid 1990s, the Stephens‘ framework was refined by Cartledge and Milburn (1995) 

to focus primarily on interpersonal skills, self-related behaviors and task-related behaviors. 

Examples of all three skill areas can be found in Table 1, which also provides specific skills and 
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example behaviors. The first skill area, interpersonal skills, impacts a wide range of social 

interactions. According to a current definition offered by Kolb and Hanley-Maxwell (2003), 

interpersonal skills can be defined as skills that allow individuals to get along with others. 

Specific skills included in interpersonal behaviors are: listening, communicating, discerning, 

interpreting, having empathy and getting along with others. Research has shown that children 

who demonstrate positive interpersonal behaviors are more likely to be ―liked‖ by peers 
(Johnson, 1980).    

In addition to interpersonal skills, the Stephens (1978) and Cartledge and Milburn (1995) 

frameworks also identified two other areas pertinent to social skills development. These areas are 

self-related behaviors and task-related behaviors. Like interpersonal skills, both self-related and 

task-related behaviors are defined and broken down into specific skills. Self-related behaviors 

can be defined as behaviors that require individuals to interact with others in ways that 

encourage positive interactions while also discouraging negative interactions (Gresham & Elliot, 

1987, 1990). Self-related behaviors are important because they increase independence and allow 

individuals to interact socially without direct supervision. Included in the skill area of self-related 

behaviors are important skills like self-esteem, the ability to recognize and understand cause and 

effect, and self-management (Stitcher, Randolph, Gage & Schmidt, 2007). In fact, the ability to 

demonstrate self-control is closely linked to positive interactions with others. Specific skills 

included in the area of self-related behaviors are focusing attention, impulse control and 

following directions.  

The second skill area, task-related behaviors, includes behaviors that require individuals 

to focus on specific objectives. Attending, completing tasks, following directions/rules and 

working individually are all included in this category. Research suggests that task-related 

behaviors are crucial for effective learning, especially in group settings like the classroom 

environment (Heering & Wilder, 2006). Yet, studies have indicated that children with disabilities 

often demonstrate impaired task-related behaviors. Gresham and Reschly (1986) asked parents, 

teachers and peer judges to rate positive social behaviors and peer-acceptance for 100 non-

handicapped children and 100 mainstreamed children with learning disabilities.  Based on results 

from both teacher and parent ratings in this study, children with learning disabilities functioned 

two standard deviations below the mean for non-handicapped children in terms of their ability to 

demonstrate task-related behaviors.    

 

 

Table 1 

 

General Social Skills 

 

Skill Area   Specific Skill   Example Behavior 

 

Interpersonal Behaviors  ●Accepting authority  ●Know/follow classroom rules 

● Coping with conflict ●To walk away from a peer when angry  

● Gaining attention ●To use please and thank you  

●Greeting others ●To make eye contact when greeting others 

●Helping others   ●To help a peer when asked 

●Making conversation  ●To wait for pauses before speaking 

●Organized play   ●To follow rules during a game 

●Positive attitude toward others ●To compliment others 

●Playing informally  ●To share 
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Table 1--Continued 

 

Skill area   Specific skill   Example behavior 

 

Interpersonal behaviors  ●Property: own and others  ●To ask permission to use others‘ property 

 

Self- related behaviors  ● Accepting consequences  ●To apologize   

    ●Ethical behavior   ●To answer truthfully  

●Expressing feelings  ●To verbally describe own feelings 

●Positive attitude toward self ●To make positive statements about self 

●Responsible behavior  ●To arrive on time 

●Self-care   ●To keep clean 

 

Task- related behaviors  ●Asking and answering questions ●To ask appropriate questions for info  

    ●Attending behavior  ●To look at someone speaking 

    ●Classroom discussion  ●To use appropriate tone of voice 

    ●Completing tasks  ●To complete and return assignments 

    ●Following directions  ●To follow verbal directions 

    ●Activities   ●To share 

    ●Independent work  ●To find acceptable use of free time 

    ●On-task behavior  ●To work steadily for required time 

    ●Performing before others  ●To read aloud 

    ●Quality of Work  ●To turn in neat papers 

_____________________________________________________________________________________________ 

 

*Adapted from the work of Stephens (1978; 1992) and Cartledge and Milburn (1995), pages 355-359. 

 
 

Though the model created by Stephens (1978) and later expanded by Cartledge and 

Milburn (1995) enabled more cohesion in the areas of social skills training and research, it did 

not address the entire scope of skills necessary for social functioning. As a result, researchers 

created additional models in an attempt to better delineate the skills necessary for appropriate 

social interaction. Two primary models surfaced: (a) the Social Competence Model set forth by 

Gresham and Reschly (1987a) and (b) the Social Skills Dimensions Model outlined by 

Caldarella and Merrell (1997). The first model, the Social Competence Model (Gresham, 1986; 

Gresham & Reschly, 1987a; Reschly and Gresham, 1981), organized behaviors by differing 

categories of skills necessary for adequately performing social tasks (i.e. social competence). 

Skills in this model included both social and adaptive elements. The second model, the Social 

Skills Dimensions Model, created a taxonomy of positive social skills. 

Building on the Stephens (1978) framework, the Social Competence Model merged the 

existing social skill categories (interpersonal behaviors, self-related behaviors and task related 

behaviors) into one area while also adding adaptive behaviors and peer acceptance. Adaptive 

behaviors, which have been defined as a child‘s ability to take care of himself and get along with 
others (Harrison & Raineri, 2006), were divided into four subcategories: (a) academic-related 

behaviors, (b) physical development, (c) language development and (d) academic competencies. 

Peer acceptance, or the degree to which individuals are liked by their peers and accepted and 

included into activities (Asher & Rose, 1997), was added as the third dimension of social 

competence. As can be seen in Figure 1, the model is based on the premise that social 
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competence involves not only social skills, but also a variety of additional behaviors, all of 

which contribute to social competence. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1. Social competence model; based on a conception by Merrell and Gimpel (1998) of the 

concepts of Gresham (1986) and Gresham and Reschly (1987a), Reschly and Gresham (1981) 

 

 

Together, the Stephens general framework and the Social Competence Model provide a 

comprehensive overview of the skills and behaviors involved in social competence. However, 

these models provide little insight into research conducted in the area of social skills. As a result, 

Caldarella and Merrell sought to create a social skills taxonomy based on specific behavior 

characteristics cited in the research literature (Caldarella & Merrell, 1997; Merrell & Caldarella, 

2002). By examining twenty-one studies involving over 22,000 children and adolescents, the 

authors derived empirically based clusters from behaviors that occurred in one third or more of 

the studies examined. Primary areas were synthesized by grouping the names and behaviors of 

each social skill into five common dimensions: peer relations, self-management, academic 

behaviors, compliance behaviors and assertion. A taxonomy of positive behaviors was then 

created representing the most frequently cited skills.  

The five dimensions of the Caldarella and Merrell (1997) taxonomy, in order of 

frequency, are: (a) peer relations, (b) self-management, (c) academic behaviors, (d) compliance 

Social 
Competence

Adaptive 
Behavior 

Social Skills
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Acceptance

Self-related 

Behaviors 

Task-related 

Behaviors 

Interpersonal 

Behaviors 
al 

Academic 
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Development 

Independent 

Functioning 

Physical 

Develop-
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behaviors and (e) assertion. Using multivariate techniques like factor analysis, the researchers 

generated a list of the most common skills cited within each category. (See Table 2 for the social 

skill dimensions.) The two most cited dimensions, peer relations and self management, were 

included in over one-half of the twenty-one studies reviewed. Peer relations, the most commonly 

cited area, primarily involves behaviors that lead to positive interactions with others: 

complimenting others, praising others, offering help, and offering invitations to others are all 

examples of appropriate peer relations. Self-management behaviors, the second most commonly 

cited area, involve actions that indicate a child is emotionally well-adjusted. Such behaviors 

include the ability to compromise, control your temper, follow rules and accept criticism.   

 The third most commonly researched area, academic behaviors, focuses on those skills 

necessary for success in the academic setting. According to Cartledge and Milburn (1995), the 

teaching of social skills occurs frequently as a ―hidden curriculum‖ (p. ix) in many classroom 

settings. It is social behaviors like attention to required stimuli and complying with teacher 

instructions that make the academic tasks (like completing assignments) possible. Social and 

academic behaviors are highly correlated and as such, have seen more recognition in the school 

setting. In fact, social skills are frequently targeted on individual education plans for children in 

special education services (Cartledge & Milburn, 1995). Academic behaviors include teacher 

pleasing behaviors such as listening and following classroom rules, as well as behaviors such as 

remaining calm and showing self-restraint; these behaviors allow individuals to flourish in the 

classroom setting (Elksnin & Elksnin, 1995).  

Compliance, the fourth most commonly cited area, involves social cooperation, 

competence and cooperation-competence (Merrell & Gimpel, 1998). Specifically, compliance 

behaviors involve the ability to respond to the requests of parents and teachers, as well the ability 

to remain sensitive to others‘ feelings and desires. Compliance behaviors are developed early in 
life and serve as important indicators of social competence. Preschool children are motivated to 

comply with others‘ behavioral expectations through rewards and incentives, as well as through 

the desire to maintain warm and positive relationships with those who matter to them (Thompson 

& Raikes, 2007). Through contingent relationships, children develop the compliance behaviors 

necessary for success in a variety of settings, including home, school and community. 

The fifth area, assertive behaviors, also plays a necessary role in developing social 

competence. Assertive behaviors, as defined by Michelson, Sugai, Wood and Kazdin (1983), are 

those behaviors that allow individuals to ―let others know how you feel and what you think in a 

way that doesn‘t offend them and still lets you express yourself‖ (p.59). Assertiveness primarily 

involves acting fairly and honestly; in other words, assertive behaviors imply that a person acts 

directly while respecting the feelings, attitudes, wishes, opinions and rights of others (Michelson, 

et al., 1983). Assertive individuals, or individuals who are able to make their needs known while 

at the same time remaining respectful of those around them are often perceived as socially 

competent.  Kohn and Rosman (1972) found that preschool children who demonstrated assertive 

behaviors had increased incidences of school readiness and academic achievement as they 

matured. Conversely, children who lack appropriate social skills or who are overly aggressive in 

their interactions with others often demonstrate ineffective and inappropriate peer interactions. 

These interactions lead to negative outcomes like poor peer relationships and decreased social 

acceptance. In fact, research suggests that nonassertive behaviors lead to increased incidences of 

rejection by peers and increased instances of bullying (Fox & Boulton, 2005; Milson & 

Glanville, 2009).  
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Table 2 

 

The Caldarella and Merrell (1997) Five Most Common Social Skill Dimensions  

 

 

Peer relations   ●Social Interaction, Prosocial Behaviors, Interpersonal Behaviors, 

    Peer Preferred Social Behavior, Empathy, Social Participation, 

    Sociability/Leadership, Peer Reinforcement, General 

Peer Sociability 

 

Self -management   ●Self-control/Social Convention, Social Independence, 

Social Competence, Social Responsibility, Rules, Frustration 

Tolerance 

 

Academic    ●School Adjustment, Respect for Social Rules at School, 

    Task Orientation, Academic Responsibility, 

    Classroom Compliance, Good Student 

 

Compliance   ●Social Cooperation, Competence, Cooperation-Compliance 

 

Assertion   ●Assertive Social Skills, Social Initiation, Social Activator, Gutsy 

  

_____________________________________________________________________________ 

*Skills listed in descending order of frequency 

 

 
While social skills definitions and organization vary, there is some generalized agreement 

as to how these skills are developed. Social skills involve specific behaviors that must be 

learned, involve both initiation and responsive behaviors, and involve interactions with others. 

They also represent skills that are socially reinforced, and denote skills that are context specific.  

In other words, social skills are those skills that enable individuals to function competently at 

social tasks (Cook, Gresham, Kerns, Barreras, Thornton & Crews, 2008). For many children, 

development of these skills occurs naturally; however, due to disability specific deficits, children 

with disabilities are at a much greater risk for impaired development (Bellini, 2004; Boo & Prins, 

2006; Milsom & Glanville, 2009). 

 

 

Development in Children  
 

 

 According to child development theorists, social behaviors are acquired through peer 

interactions; these interactions begin very early in life, with infants developing essential skills 

necessary for future social development (Carpendale & Lewis, 2006; LeCroy, 2007).  One of the 

most important skills to develop during infancy is known as joint attention. Joint attention 

involves the ability to coordinate attention with another individual. Specific behaviors include: 
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(a) following someone else‘s gaze, (b) pointing, (c) social referencing such as looking towards a 
parent for guidance, and (d) pointing to make requests or to direct someone‘s attention. These 

skills first begin to emerge between three and six months of age and correlate with the 

development of social understanding later on the child‘s life (Carpendale & Lewis, 2006; Van 

Hecke, et al., 2007).   

Though most early interactions are between infants and adults, peer interactions do 

increase as babies mature. In fact, infants over the age of six months become more coordinated in 

their interactions with other children. Toddlers between the ages of one to two years begin to 

display prosocial behaviors (behaviors that involve the giving and receiving of positive social 

rewards) and demonstrate increasing peer interactions (Department of Health and Human 

Services, 2009; Parker, Rubin, Erath, Wojslawowicz & Buskirk, 2006). Around 18 months of 

age, children move from parallel play to true peer interaction, with increased sharing behaviors 

emerging around 26 months and the ability to form attachments with specific peers developing 

between 26 and 30 months (BabyCenter, 2009). 

At approximately age three, many of the aspects of social behavior directly connected to 

social competence begin to take hold. Even though children at this stage tend to be very 

egocentric and lack logical reasoning abilities, peer interactions increase in frequency, 

complexity and importance. As children progress through early childhood and communication 

skills become more critical, the emphasis on coordinated play increases and friendships begin to 

be defined by commonalities (Merrell & Gimpel, 1998). In fact, it is during early childhood that 

children first begin to establish strong peer ties (Berk, 2007).  

Around the age of six, children move out of early childhood and into middle childhood. 

During middle childhood, which approximately lasts from the age of 6 to 11, social interactions 

become increasingly complex. Children begin to develop nuances in terms of their social 

interactions, while also developing the ability to self-report peer experiences. The ability to 

better understand friendships and an increased desire for peer group membership can be seen 

during this period (Berk, 2007). Social understanding, improved social communication skills, 

effective peer relationships and school adjustment are some examples of the important social 

developmental concepts that children must master during middle childhood (Merrell & Gimpel, 

1998).  

According to Volling, Mackinnon-Lewis, Rabiner and Baradaran (1993), successful 

mastery of social development is thought to ―lay the foundation for successful adaptions in 
subsequent developmental periods‖ (p.460). Therefore, the skills learned in infancy, early 
childhood and middle childhood provide the basis for changes during adolescence. During 

adolescence, interactions with peers of the opposite sex become more important, with 

adolescents learning how to balance relationships with peers and adults (Denham, Wyatt, 

Bassett, Echeverria & Knox, 2009). Adolescents also begin to develop autonomy from their 

families, and the skills necessary for the development of future social relationships begin to 

emerge (Berk, 2007).  

While there is some consensus on what kinds of social skills develop and when these 

skills emerge, theorists often disagree on how these skills develop. According to the 

psychoanalytic perspective, development occurs in stages, during which conflicts between 

biological drives and social expectations are confronted and resolved. Erik Erikson, a prominent 

psychoanalytic theorist who developed psychosocial theory, believed that each stage involved 

the development of skills necessary for individuals to become active and contributing members 

of society. Behaviorists, on the other hand, stress modeling and observational learning. A 
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prominent behavioral perspective known as social learning theory developed by the behavioral 

theorist Albert Bandura stressed modeling and observational learning, while also stressing the 

importance of cognition. This theory recognizes that how individuals think about themselves and 

others influences learning. According to Bandura, children played an active role in their own 

learning by developing personal behavior standards and self-efficacy. A third approach known as 

cognitive-developmental theory was developed by Jean Piaget. This approach, which has been 

highly influential on the field of child development, proposed that children develop in stages. 

According to Piaget, children are active learners, constructing knowledge about the physical and 

social world through their interactions. A final perspective known as the sociocultural theory was 

developed by Russian psychologist, Lev Vygotsky.  Vygotsky‘s sociocultural theory stated that 

culture (beliefs, customs and skills of a social group) and in particular social interaction between 

different generations, allows children to acquire skills that help them develop socially accepted 

behaviors (Berk, 2007).  

 

 

Social Skills Deficits 
 

 

Based on Bandura‘s (1986) social learning model, new behaviors are acquired through a 
complex interaction between direct learning (i.e., observation, modeling, imitation and 

reinforcement) and cognitive processes. When this interaction between behaviors and thoughts is 

disrupted, impaired functioning often occurs. In fact, impairments can be the result of both direct 

learning and/or cognitive deficits. For some individuals, acquiring the skills necessary for 

adequate social functioning can be difficult, with a breakdown often occurring during direct 

learning. For others who easily acquire social skills but fail to successfully perform the 

behaviors, the breakdown may be the result of various emotional processes, cognitive processes 

or interfering problem behaviors that block adequate demonstration of the skills (Gresham & 

Elliot, 1993). Therefore, when examining deficits in social functioning, it is important to 

understand the exact cause of the deficits.  

Lack of social competence is generally viewed in one of three ways: (a) as an acquisition 

issue (i.e., skills have not been learned), (b) as a performance issue (i.e., skills are not being 

demonstrated or are inconsistently demonstrated) or (c) as a fluency issue (i.e. skills are 

awkwardly demonstrated) (Gresham, et al., 2001). Depending on the reason behind the deficit 

(i.e., acquisition vs. performance vs. fluency), different treatment models may need to be 

incorporated in order to best address inadequate social skills. Social skills training programs 

typically follow one of two approaches: a skill deficit model or a competing emotions model 

(Michelson et al., 1983). In the skill deficit model, deficits in social functioning are viewed as the 

result of a child‘s failure to learn a particular skill, whereas the competing emotions model views 
social skill deficits as the result of competing emotional or cognitive states that interfere with the 

demonstration of a skill already learned by the child (Merrell & Gimpel, 1998).   

The development of appropriate social skills is essential for normal, healthy 

development, yet many children are faced with deficits in some area of social functioning. It has 

been estimated by the U. S. National Center for Education Statistics (2008) that 13.5 percent of 

public school children enrolled in the 2006-2007 academic year demonstrated some type of 

disability, the majority of which involved deficits in social functioning.  Some of the most 

common disabilities that include social deficits are: ASD, ADHD, specific learning disabilities, 
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mental retardation and emotional and behavioral disorders (EBD). Emotional and behavioral 

disorders include a variety of disorders such as conduct disorder and oppositional defiant 

disorder. Specific deficits vary from disorder to disorder, but all contribute to impaired 

functioning in a variety of domains.  

Children with ASD, for example, display persistent impairments in social functioning, 

regardless of cognitive or language abilities (White, Keonig, & Scahill, 2007). These 

impairments, which have been well documented in the literature, include: difficulties with 

reciprocity, difficulties with conversation initiation, difficulties with eye contact, difficulties 

displaying empathy, and difficulties reading social cues. Because children with ASD not only 

lack social skills but have difficulty knowing when to use such skills, they often experience 

fewer interactions with peers and have difficulty establishing meaningful relationships (Bellini, 

2004; White, et al., 2007). Furthermore, evidence indicates that children with ASD experience 

academic and occupational underachievement, increased loneliness and mood and anxiety 

problems in later development as a result of impaired social functioning (White, et al., 2007). 

Like children with ASD, children with ADHD have difficulty interacting with others. 

Often, even though they understand social rules and norms, children with ADHD have difficulty 

acting in accord with them (DuPaul, & Weyandt, 2006). For instance, children with ADHD often 

demonstrate off-task, noisy, disruptive and rule-breaking behaviors (Boo & Prins, 2006). 

Additionally, they frequently demonstrate shifts in conversation, the inability to listen, the 

tendency to initiate conversation at inappropriate times, the tendency to frequently interrupt and 

the tendency to ‗clown around‘. Because of these behaviors, children with ADHD have been 

labeled as disruptive, unpredictable, aggressive and critical by their typically developing peers. 

These behaviors also lead to increased peer rejection and it is estimated that 50-60 percent of 

children with ADHD are rejected by their peers, compared with only 13-16 percent of typically 

developing children (Rich, Loo, Yang, Dang & Smalley, 2009).  

 Children with specific learning disabilities also display social skill deficits. Research has 

indicated that these children lack age-appropriate social skills, including deficits in assertive 

behaviors, self-control, communication and cooperation. This lack of skills often results in 

decreased peer acceptance and increased instances of being bullied (Milsom & Glanville, 2009). 

Additional research has concluded that adolescents who have been diagnosed with a specific 

learning disability or emotional disturbance were rated by teachers as functioning below the 

mean for their age group in social skills, and that children with learning disabilities exhibit less 

interpersonal understanding and social adaptation (Kravetz, Faust, Lipshitz & Shalhav, 1998; 

Lane, Carter, Pierson & Glaeser, 2006). 

 Individuals with mental retardation also suffer negative consequences due to poor social 

skills. Unlike many of the other childhood disorders, individuals with mental retardation often 

display both social skills deficits as well as social skills excesses (e.g. holding on to others and 

not letting go). In fact, social skills deficits and excesses are considered to be defining aspects of 

mental retardation (Bielecki & Swender, 2004). Research has indicated that social skills deficits 

in individuals with mental retardation can lead to isolation and stigmatization, and that these 

deficits have also been linked to depression in individuals with mild to moderate mental 

retardation (Heiman & Margalit, 1998; Helsel & Matson, 1988; Matson & Hammer, 1996). 

Moreover, research has indicated a positive correlation between the severity of mental 

retardation and the severity of social skills impairment (Bielecki & Swender, 2004).  

The social skills of children and adolescents with Emotional and Behavioral Disorders 

(EBD), also known as serious emotional disturbances (ED), have also been examined in the 
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literature. Serious emotional disturbance, a legal term, does not refer to a particular diagnosis; 

instead, it refers to a ―diagnosed mental health problem that substantially disrupts a child‘s 
ability to function socially, academically, and emotionally‖ (Brauner & Stephens, 2006, p.304). 
According to Gresham and MacMillan (1997), individuals with ED show lower social 

competence than their typically developing peers. Furthermore, they also show increased 

behavioral problems. The lack of compliance behaviors can be a particularly serious issue for 

children and youth who display antisocial behaviors. Antisocial behaviors are those behaviors 

which disregard societal norms and the rights of others. Research suggests that individuals who 

demonstrate antisocial behaviors do so because of a lack of social skills and therefore tend to be 

rejected by both peers and adults (Bullis, Walker, & Sprague, 2001).  

 

 

Research on Remediating Social Skills 
 

 

As early as the 1940s, social-psychodynamic theorists proposed that social skills were 

central to emotional adjustment and mental health. In fact, a wide range of psychiatric disorders 

has been linked to poor social skills in much of the social skills literature (Michelson et. al, 

1983). Moreover, strong correlations have been found between social functioning and academic, 

social and psychological functioning.  Even before the importance of social skills was stressed 

by theorists, developmental psychologists laid the groundwork by conducting research focused 

on children‘s social behaviors. During the 1930s, the work of Mead, Piaget, Parten and Moreno 
contributed a significant body of knowledge to the study of social behaviors in children.  

Unfortunately, due to a variety of global issues, research on the social aspects of children‘s 
behaviors declined during the 1940s and 1950s (Merrell & Gimpel, 1998). 

A renewed interest in Piaget‘s work in the 1960s led to a resurgence of research on 

children‘s social behaviors. Beginning in the 1970s, there was tremendous growth in both 

scholarly and practical work related to social skills functioning in children. During the 1980s, 

research expanded into the areas of assessment, screening, and intervention programs with rapid 

growth continuing into the 1990‘s (Merrell & Gimpel, 1998). Research has continued to grow 
and expand into the 21

st
 century, with scholars examining both social skills and socializing 

agents in a variety of contexts (family, school, peers), as well as in relation to specific 

disabilities. What‘s more, research on social skills has expanded to include the role that culture 
plays, the role that gender plays, and the role that inequalities in today‘s society plays (Handel, 
2006). 

According to Merrell (2002), ―the development of adequate social competence during 
childhood has been found to be a critical factor not only for important outcomes in childhood, 

but also in later success and adjustment in life‖ (p.8). Children who display deficits in social 

skills are more likely to drop out of school, become delinquent and show more occurrences of 

school maladjustment (Gresham, 1981). In fact, it has been estimated that as much as 15% of 

elementary teacher referrals are due to social skills deficits (Elksnin & Elksnin, 1995). In 

general, social skills research outcomes have shown that children with social and behavioral 

deficits are at risk for both short term and long term negative outcomes (Lane, et al., 2004).  

Research has also shown that inadequate social functioning leads to a variety of negative 

outcomes including: juvenile delinquency, mental health problems, conduct-related discharge 

from military service and the development of antisocial behaviors (Merrell, 2002).  Moreover, 
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evidence indicates that poor social interactions during childhood serve as a better predictor of 

later psychological functioning than other traditional predictive measures like teacher ratings, 

grades, achievement scores, IQ and absenteeism (Hoza, 2007).  

While research has shown that a lack of social skills can be detrimental, it has also shown 

that improved social skill functioning can have a positive effect. According to current research in 

the area of social skills training, children and adolescents who display positive social skills do 

better in school (Elias, et al., 2006; Greenberg et al., 2003; Hair, et al., 2002; Zins et al., 2004). 

In fact, research suggests that the impact of social competence can be seen as early as 

kindergarten, with socially competent kindergarteners demonstrating improved peer interactions 

and better school outcomes (Child Trends Data Bank, 2003). Those with strong social skills are 

also more likely to be accepted by their peers, develop friendships and maintain stronger 

relationships with both peers and parents (Hair, et al., 2002). Furthermore, strong social skills 

may even alter the impression of individuals with disabilities by their non-disabled peers. In a 

study that examined the ability of individuals with mild intellectual disabilities to engage in 

appropriate workplace ―small talk‖, results indicated that workers who demonstrated social 

competence were perceived more positively by their non-disabled peers. In fact, workers with 

mild intellectual disabilities who displayed appropriate social skills were viewed more positively 

regardless of their ability level in terms of the task-related skill (Holmes & Fillary, 2000). 

 

 

Social Elements of Music 
 

 

In today‘s culture, music serves a variety of functions. Broadly speaking, music can be 

stimulative and function to arouse the listener or music can be sedative and function to soothe or 

calm. More specifically, music can influence various aspects of behavior, affect and cognition. In 

fact, music has been shown to: alter mood, alter emotional states, alter arousal levels, impact 

attitudes, impact time perception and impact spending and waiting behaviors (Hargreaves, 

Marshall & North, 2003; Radocy & Boyle, 2003). Furthermore, the research literature also 

suggests that music has been used effectively to focus attention, structure and/or reinforce 

learning, increase awareness, facilitate non musical learning and promote social interaction 

(Cavallin & Cavallin, 1968; Standley, 1996).  

As suggested by Hargreaves, Marshall and North (2003), ―most musical activity is 
carried out with and for other people – it is fundamentally social – and so can play an important 

part in promoting interpersonal skills, teamwork, and co-operation‖, (p. 160). Some of the social 

aspects of the music making process include but are not limited to: (a) cooperation, (b) 

communication (both verbal and non verbal), (c) positive peer interactions, (d) peer 

collaboration, (e) recognizing and supporting the rights of others, (f) dependability, (g) 

responsibility, (h) focus of attention, (i) impulse control, (j) delayed gratification, and (k) 

accepting consequences (Hargreaves et al., 2003; McClung, 2000). By taking advantage of these 

social aspects, musical experiences can be used to facilitate social development by establishing 

and maintaining interpersonal relationships. Indeed, there is increasing evidence of a relationship 

between social interaction and learning the arts, including music (Hargreaves et al., 2003).  

Because music is nonthreatening and allows for successful participation by individuals 

with varying ability levels, it can be used to teach social and leisure skills simultaneously while 

also improving an individual‘s aesthetic quality of life. In fact, research indicates that not only 
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can music be used to teach non-musical skills, but that it should be used to teach those skills 

(Sharer, 1994).  Research has shown that musical experiences can be used to: (a) teach positive 

changes in social behaviors, (b) structure positive peer interactions, (c) stimulate nonverbal 

expression, (d) facilitate self-expression, (e) develop interpersonal skills, (e) facilitate social 

play,  (f) develop group cohesion and (g) improve on-task behaviors (Eidson, 1989; Gunsberg, 

1988; Humpal, 1991; Reid, Hill, Rawers & Montegar, 1975; Steele, 1977). Furthermore, music 

can also be used contingently to increase social behaviors. In a 1996 meta-analysis, Standley 

found that contingent music can be an effective reinforcement for both academic and social 

material. Like Eidson, Standley (1996) concluded that academic and social behaviors, not 

contingently reinforced, showed generalized benefits. It appears that music can, as one 

researcher observed, ―set the stage for greater socialization‖ (Madsen & Madsen, 1988, p. 140). 
Music can also play a role in managing mood, influencing choices and changing 

attitudes. Research has indicated that music can be actively used to manage mood states or 

manage levels of arousal (Hargreaves & North, 1999; Magee & Davidson, 2002; North & 

Hargreaves, 2000; Pelletier, 2004; Waldon, 2001). Research has further indicated that music 

participation can impact choices. For example, Furman and Duke (1988) observed that peer 

group preferences influenced choices made by other members of their musical organization. In 

another study involving teens and senior adults who participated in an intergenerational choir, 

Darrow, Johnson and Ollenberger (1994) found that participation in a musical ensemble that 

focused on quality interactions in an enjoyable format led to more positive attitudes for the 

opposite age group for both the teens and the seniors.  

Attitudes about children with disabilities by children of normal abilities were positively 

impacted according to a study conducted by Scott, Jellison, Chappell and Standridge (2007). 

Their results found that music teachers indicated an improved attitude towards and an increased 

awareness of the capabilities of students with disabilities by their typically developing students 

after they were allowed to interact with one another in music class. Teachers also commented 

that sensitivity improved in the students who interacted with their disabled peers.  Finally, the 

teachers observed positive outcomes for students, both with and without disabilities. It is no 

wonder that Darrow and Johnson (1994) advocate for the inclusion of students with disabilities 

in music classrooms as early as possible to ―maximize the benefits of socialization‖ (p. 275).   
Another area impacted by music is self-identity. Music both influences and is influenced 

by a variety of cultural aspects (i.e., media influences, commercial influences and 

national/regional traditions/cultures). These influences often have a profound effect on identity 

development and expression. This is especially true for children and adolescents who see their 

musical choices as a ―badge of identity‖ (Hargreaves, et al., 2003, p. 152). For them, the act of 
listening to or participating in music can be a direct reflection of their own identity, as well as a 

way to identify with a particular group or subculture.  In fact, children are often motivated to 

become involved in music because of social aspects; they participate in music activities because 

they enjoy making music in groups, because they want to meet new people or even because they 

want to spend more time with existing friends (Adderley, Kennedy, & Berz, 2003). 

In addition to promoting participation, the social aspects of music can also support 

continued musical involvement. Adderley, Kennedy & Berz (2003) suggested that children are 

socially nurtured by participation in musical activities, which thereby reinforces continued 

participation. Results of a survey of choral music education students conducted by Conway and 

Borst (2001) further support the idea that music is socially reinforcing. When asked, participants 

listed socialization, camaraderie, teamwork and working with a group as reasons for continued 
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music participation. Fredrickson (1997) likewise pointed out that college-aged non music majors 

participating in a college musical ensemble were more likely to continue participating if they had 

positive interactions with others in the ensembles. Finally, Juchniewicz (2008) found that music 

teachers who were considered ―exemplary‖ displayed high frequencies of social competence and 
social intelligence, thereby increasing their success and potentially increasing their sustainability 

in the profession.  

 

 

Music Therapy to Improve Social Skills 
             

 

Music-based activities can serve to both structure and reinforce social interactions in 

children and adolescents with social skills deficits. In fact, as Cavallin and Cavallin (1968) 

noted, music is a ―particularly effective tool for social interaction‖ (p. 218). When addressing 

social skills deficits, music therapists use music as the fundamental vehicle for skill training, 

with activities structured to allow individuals to reach their full potential. Because music is both 

a powerful and a non-invasive medium, music-based activities can be effective even with those 

who are resistant to other treatment approaches (AMTA, 2006). Music therapists have 

successfully used music-based interventions to improve social functioning; indeed, research has 

documented a variety of positive outcomes including increased verbalizations, enhanced 

interpersonal relationships and improved group cohesion (AMTA, 2006).  

An overview of the music therapy research literature provides a wide range of 

information on the use of music therapy-based interventions to improve social skills. Some of the 

earliest research on the use of music therapy interventions to improve social skills documents 

increased interpersonal skills (Cassity, 1978; Cavallin & Cavallin, 1968; Madsen, 1968). Later 

research indicates that music therapy is effective in: promoting interpersonal behaviors and 

increasing appropriate interactions, (Eidson, 1989; Humpal, 1991), increasing attention span 

(Cripe, 1986), facilitating social play (Gunsberg, 1988), improving nonverbal and verbal 

communication behaviors (Edgerton, 1994), increasing group cohesion (Henderson, 1983), 

increasing direction following abilities (Spencer, 1988) and improving self-esteem (Henderson, 

1983; Kivland, 1986). More recent research demonstrates that music therapy-based interventions 

are effective in improving attention, motivation and decreasing hostility (Montello & Coons, 

1998), increasing responsiveness to social cues and social approaching behaviors (Reitman, 

2005), improving parent-child interactions (Abad & Williams, 2007; Walworth, 2009), 

promoting social skills acquisition (Pasiali, 2004) and increasing appropriate interactions with 

peers (Rickson & Watkins, 2003). (See Table 3 beginning on page 23 for an overview of music 

therapy and social skills research with children and adolescents. Needs/objectives, setting, 

participant description, outcome measures and results are briefly summarized in the table.)  

When looking more specifically at the music therapy literature, research can be found on 

all five of the most commonly researched social skills dimensions cited by Caldarella and 

Merrell (19997). Peer relations, the most commonly researched social skills dimension, includes 

interpersonal behaviors such as listening, communicating, discerning and interpreting, as well as 

(peer) interaction, peer preferred social behaviors (peer acceptance), prosocial behaviors, 

empathy, and sociability/leadership. Research has shown that music therapy can have a positive 

effect on skill deficits in this area. For example, Kern and Aldridge (2006) attempted to improve 

peer interactions in four boys aged 3- to 5- years diagnosed with autism using a buddy system. 
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By using an outdoor music center and original music compositions, both motivation and peer 

interactions were improved for the participants. Additionally, the researchers observed that 

participant-specific songs produced the desired outcome of skill development.  

Kim et al. (2006) also addressed peer relations in their examination of the effect of music 

interventions on the interpersonal behaviors of Korean adolescent girls participating in group 

music psychotherapy sessions. Thirty-five girls took part in a six-session, school based program 

that used music listening and group singing, changing tempo and tune in music, song-writing, 

and music in conjunction with body movement. Results indicated that the music promoted 

interpersonal relatedness and provided opportunities to practice social and communication skills. 

Nurse therapists involved in the study also noted an increase in self-control skills in the group.   

Peer acceptance and peer interactions, two additional skills within the peer relations 

dimension, have also been addressed in the music therapy literature. Both Gunsberg (1988) and 

Humpal (1991) used music interventions to improve these behaviors in groups of children with 

disabilities and their typically developing peers. Both studies involved preschool age children 

and used musical play and/or singing, instrument playing, movement and musical games. During 

Gunsberg‘s (1988) study of twelve both developmentally delayed as well as non-delayed 

children, improvised musical play was used to foster social play between the two groups of 

children. Data collected via video analysis indicated that improvised musical play sustained 

social play episodes over three times the expected duration. Observations taken during the 

Humpal (1991) study indicated that interactions between disabled and non disabled peers 

increased during music activities. Additionally, a survey of the five adults who worked with the 

children revealed that all five believed music therapy sessions facilitated peer interactions and 

fostered social acceptance.  

Like Gunsberg and Humpal, Sussman (2009) examined the use of music therapy 

interventions to improve peer relations. Specifically, Sussman (2009) examined the effects of 

musical and non-musical elements on both alternating as well as sustained attention towards their 

peers of nine developmentally disabled preschoolers. Behavioral observations were collected 

during a passing game in which children passed both musical and nonmusical objects with and 

without accompanying music. Results indicated that children showed the most sustained 

attention and the highest frequency of alternating attention when passing a musical object 

without accompanying music. Therefore, Sussman (2009) suggests that musical objects can be 

used successfully to target peer awareness in preschool children with developmental disabilities.  

 Communication skills, an important subcomponent of peer relations/interpersonal skills, 

includes a variety of verbal and nonverbal behaviors like: responsiveness, taking turns, 

attentiveness, providing feedback, conveying meaning through body language and interpreting 

body language. Many of these skills have been examined in the music therapy literature. For 

example, Sausser and Waller (2006) used group music therapy sessions over a 9 week period to 

improve and encourage communication between middle school age students. Drumming, chant, a 

group musical project and lyric analysis were used during the course of treatment. Braithwaite 

and Sigafoos (1998) compared social versus musical antecedents on communication 

responsiveness in five children with developmental disabilities. Opportunities to greet, name 

objects and request materials were presented in both the social and musical conditions, with the 

music condition using a music/singing activity as the vehicle for presentation. Results indicated 

that appropriate responses were more frequent for three out of the five children when using the 

musical antecedent.  
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Further research on the use of music therapy to improve both verbal and nonverbal 

communication can be found in a study involving thirty-two children between the ages of 5 and 

10 years with moderate intellectual disabilities. Researchers examined a variety of verbal and 

nonverbal communication behaviors including turn-taking, initiation and eye contact. Children 

were divided into two groups; both groups received identical programs in terms of content. 

However, one group received the content information using musical activities while the other 

group received information via non musical activities. Both groups participated in 30-minute 

group sessions twice weekly for 8 weeks. Pre and post-intervention scores were collected and 

results indicated significant improvements in all of the skills targeted for both groups. (Duffy & 

Fuller, 2000). These results suggest that social skills training presented via music therapy 

interventions can be as effective as more traditional social skills interventions.  

Self-management behaviors allow individuals to engage others in ways that encourage 

positive interactions. Included in this dimension are self-control behaviors like focusing 

attention, impulse control, and following directions, as well as behaviors like frustration 

tolerance and social competence. Many of these behaviors have been addressed in the music 

therapy literature; for instance, Brownell (2002) targeted the self-control behavior of following 

directions in a study involving four children with autism. During individual music therapy 

sessions, targeted behaviors were addressed using adapted social stories set to music. Results 

from the collection of 20 data points indicated that all targeted behaviors were improved through 

the use of social stories set to music.  

In a study conducted by Robb (2003), a music therapy-based early intervention program 

was used to improve attentive behaviors in preschool aged children with visual impairments. 

Participants participated in music sessions using singing, instrument play, group song writing 

and movement. Behavioral observations were used to collect data; results showed a significant 

increase in attentive behaviors during music, as well as higher mean scores for facing a central 

speaker, following one-step directions, manipulating objects according to their function, and 

remaining seated. Furthermore Spencer (1988), in his comparison of differing music therapy 

interventions concluded that movement activities set to music were significantly more beneficial 

in developing direction-following skills in individuals with mental retardation between the ages 

of 16 and 40. 

Behaviors necessary for successful functioning in the school environment comprise the 

third most researched social skills dimension of academic behaviors. Academic behaviors are 

contextually appropriate behaviors directly related to the successful completion of academic 

tasks. On-task behavior, a vital behavior for success in the school setting, was examined by 

Register and Humpal (2007) in their study of music facilitated transitions in an early childhood 

classroom. Results indicated that music assisted children in transitioning more quickly. Rickson 

(2006) also examined the use of music interventions to increase task-related behaviors in 

children with ADHD. Because children with ADHD struggle with restlessness and impulsivity, 

they often have difficulty completing assigned tasks. Based on results of a study of thirteen 

adolescent boys with ADHD, Rickson (2006) concluded that an instructional (more structured) 

approach resulted in a reduction of impulsive and restless behaviors in the classroom. The 

researcher further stated that both an improvisational approach and the instructional approach 

appeared to improve accuracy on a Synchronized Tapping Task (STT) and resulted in an 

improvement in teachers‘ ratings on the Conners‘ Rating Scales (Restless-Impulsive and 

Hyperactive-Impulsive Subscales). Based on these findings, Rickson (2006) suggested that 

music therapy can potentially reduce a range of ADHD symptoms in the classroom. Additional 
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research conducted by Rickson (2003) and Montello and Coons (1998) further supports the use 

of music therapy interventions to address hyperactivity and impulsivity, as well as to reduce 

frustration. Results from the studies conclude that individualized and highly structured music 

therapy treatment may be beneficial for hyperactive and impulsive children. Furthermore, results 

from a study conducted by Baker and Jones (2006) involving 13- to 14 year olds in an intensive 

―English as a Second Language‖ course indicated that there was a significant decrease in the 

externalizing behaviors of hyperactivity and aggression after participating in group music 

therapy sessions using instrumental improvisations, dancing, song learning, singing, popular 

music, lyric analysis, songwriting and student sharing of pre-recorded music from their home-

cultures.    

Music therapy interventions have also been found to be successful in improving 

compliance behaviors, the fourth social skill dimension listed by Caldarella and Merrell (1997). 

In a study that examined the influence of group singing on trust and cooperation on 96 adult 

Israeli males, Anshel and Kipper (1988) concluded that involvement in group singing stimulated 

trust and cooperativeness, necessary elements required in order for group members to 

constructively work together. DeBedout and Worden (2006) also reported that the presence of a 

music therapist singing and playing was more effective in eliciting positive responses (i.e., 

complying with requests to participate) with children with severe intellectual disabilities than 

other stimuli. Snell (2002) further examined the effectiveness of music therapy in improving 

compliance in a case example involving an 11-year-old autistic boy with severe communication 

and social skills deficits. The author used timed picture cues within a musical structure to 

encourage the boy to comply with social and cooperative demands. Initial demands were simple 

(a picture placed on a one-note drone on a contra bar), but became more complex as the boy‘s 
skills developed (following a two page chart with five different shapes with the shapes rotated on 

different parts of a drum set). Results demonstrated that the child‘s real time (cooperative) 
interactions increased in music therapy and that cooperative behaviors generalized to the 

classroom and home settings.  

Research in the area of assertive behaviors is somewhat limited though some support for 

the use of music therapy and assertive behaviors does exist. Slotoroff (1994) addressed 

assertiveness in his description of an improvisational drumming technique developed in an 

inpatient short-term psychiatric setting with adults and adolescents with a history of physical, 

sexual or emotional abuse. The technique was designed to help trauma survivors feel empowered 

as well as help them develop assertive behaviors. Through case examples, Slotoroff (1994) 

described how patients were able to engage in self-awareness and self-reflecting dialogue.   

Further analysis of the music therapy literature pertaining to social skills can be seen in 

the chart found in Appendix A. Based on the information gathered in the chart, the following 

conclusions can be drawn in relation to the use of music therapy interventions to treat social 

skills deficits: 

 Positive outcomes have been shown across a wide age span (toddlers to older 

adolescents) and across a variety of developmental disabilities (autism, ADHD and 

Conduct Disorder) 

 The primary treatment format has been shown to be the group setting 

 A variety of assessments tools have been used as dependent variables; these tools could 

be beneficial in clinical assessment and documentation 

 Active music interventions have been used most frequently with music group 

performance activities being most common 
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 Music therapy interventions have been successfully implemented in conjunction with 

music education and general education activities 

 

 

Social Skills Training Programs 
 

 

The effective use of social skills allows individuals to make choices that strengthen their 

interpersonal relationships and facilitate success (NASP Fact Sheet). Yet not all individuals 

successfully demonstrate social behaviors. For those who lack social competence, it is often 

necessary to engage in social skills training in order to facilitate better social functioning. Studies 

have shown that individuals involved in intervention programs do show improved social 

competence (Beelman, Pfingsten & Losel, 1994; Bracken & Fischel, 2007; Miles & Stipek, 

2006). In an analysis of social skills training literature, Gresham, Cook, Crews, and Kern (2004) 

found that approximately two-thirds of children with emotional and behavioral disorders 

demonstrated successful outcomes after social skills training in comparison to controls. An 

additional analysis by Cook et al. (2008) showed an overall improvement of 66% for secondary-

age students receiving social skills training as compared with a 34% increase for controls. In 

fact, improvements have been noted in adolescents with a variety of problem behaviors and 

psychopathologies (Asher, Parker & Walker, 1996; Greco & Morris, 2001; Gresham, 1997; 

Harrell, Mercer, & DeRosier, 2009). Moreover, social and emotional learning interventions have 

been shown to be effective in school and after-school settings for students in racially and 

ethnically diverse elementary and middle school programs (Payton et al., 2008).  

According to Gresham and Elliot (1993), social skills training involves observation 

learning, operant learning and classical learning; successful training programs provide 

instruction, rehearsal and reinforcement for appropriate social skills. In 2000, Rogers reviewed 

empirically-based social skills intervention programs for children with autism spectrum disorders 

and concluded that several strategies were effective in improving social competence; these 

strategies included peer-mediated interventions, adult instruction and social skills groups. 

Additional research indicates that an array of social skills training programs using a variety of 

strategies with a variety of populations have shown themselves to be effective, producing 

improvements ranging from 60 to 70 percent (Ang & Hughes, 2001; Beelman et al., 1994; 

Durlak, Fuhrman & Lampman, 1991; Losel & Beelman, 2003; Schneider & Byrne, 1985). For 

example, Webb, Brigman and Campbell (2005) examined the effectiveness of the counselor led 

Student Success Skills intervention program on over 400 mid- to low- range performing 5
th

 and 

6
th

 graders. This program involved a structured group approach aimed at improving academic 

and social competence. Results indicated that 72% of the participants improved an average of 19 

percentile points on the School Social Behavior Scale regarding their levels of competence 

(Merrell, 1993).  

 When looking at existing curricula, a wide range of commercially available programs 

designed to address impairments in social functioning can be found.  For example, Goldstein and 

his colleagues (Goldstein, 1988; Goldstein, Glick, Reiner, Zimmerman & Coultry, 1987; 

McGinnis & Goldstein, 1984) developed Skillstreaming, a social skills training program that uses 

a structured learning approach. This program incorporates a behavioral approach that focuses on 

a lack of acquisition, providing multiple opportunities to learn and practice specific social skills 
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behaviors.  Research indicates that Skillstreaming has been effective in teaching pro-social 

behaviors over short periods of time (Bleeker & Brands, 1986; Niehues, 2006). 

           Another example program, the Social Skills Intervention Guide (SSIG) (Elliot & 

Gresham, 1991), defines set instructional procedures that are clearly sequenced and primarily 

behavioral in nature. According to Elliot and Gresham (1993), the strategies incorporated in the 

SSIG program prove effective in teaching social skills to both children and adolescents. The 

SSIG model includes behavioral and cognitive problem solving elements, allowing it to target 

both performance and acquisition-based deficits through its combined approach (Merrell & 

Gimpel, 1998). Program techniques and strategies include: systematic selection of social skills 

for intervention, employment of proven social skills intervention techniques like modeling, 

coaching, reinforcement and teaching for generalization. A final example can be found in the 

social competence intervention model developed by Sheridan (1995). This model, known as the 

Tough Kids Social Skills Program, includes three types of training components, small group, 

class-wide and school-wide. Topics covered include social entry, maintaining interactions, and 

problem-solving. Like the other programs, empirical evidence supports the efficacy of this 

program (Sheridan, Dee, Morgan, McCormick & Walker, 1996).  

 

Program Elements  
 

Regardless of the approach used, all social skills training programs are presented within a 

developmentally appropriate framework (Elksnin & Elksnin, 1995; Merrell & Gimpel, 1998).  

However, specific methods vary based on the primary cause of the impairment in social 

functioning. Skill deficit models are geared primarily toward individuals who have yet to acquire 

social skills (i.e., the acquisition deficit model); these models focus on structured learning. 

Teaching strategies include (a) modeling, (b) role playing, (c) feedback and (d) transfer training. 

In the performance deficit model, less time is spent on the actual teaching of specific skills; 

instead, training involves cognitive problem solving to change impaired thinking processes that 

impede the performance of previously learned social skills (Merrell & Gimpel, 1998). Elksnin 

and Elksnin (1995) refer to this type of model as the social-problem solving approach. As stated 

by  Michelson et al. (1983), ―problem-solving techniques are based on the view that deficient 

social skills result in part from inappropriate cognitive strategies that children apply in their 

interpersonal situations‖ (p. 41). Therefore, children are taught to consider alternate solutions to 
interpersonal situations, to consider the means and ends of social acts and to consider the 

consequences of their behaviors (Michelson et al., 1983).  

It is important to note that there is also a third option in social skills training, the 

combination approach. Because social skill deficits occur for a variety of reasons, it is often 

necessary to combine treatment methods to best meet the needs of all individuals within the 

group. According to Elksnin and Elksnin (1995), the most effective intervention programs 

incorporate multiple treatment approaches, including techniques common to both acquisition 

deficit and performance deficit models. In fact, research has suggested that interventions that 

combine behavioral modeling, social perception training, self-regulation techniques and social 

problem solving produce the most positive treatment effects (Harrell et al., 2009). Given that 

there is no single intervention technique appropriate for all social skills deficits (Magg, 2006), 

the combination approach may provide the most flexibility, allowing training programs to meet 

individual needs.  
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 Whether using an acquisition deficit model, a performance deficit model or a 

combination approach, current training programs are based on the assumption that social skills 

deficits involve affective, behavioral and cognitive components. Early training models however, 

focused more on the behavioral aspects of social skills training. An example of the early training 

programs can be found in the model created by Stephens (1978). The Stephens (1978) model 

proposed a directive teaching model that involved: defining the behavior in observable terms, 

assessing the behavior to determine the level of performance, prescribing teaching strategies to 

fit individual needs, frequently evaluating progress and changing strategies to fit the individual‘s 
level of performance and providing opportunities for practice and generalization/transfer of 

behaviors to new situations.  Contemporary approaches now recognize that cognitive deficits and 

distortions contribute to a lack of social competence and are therefore important to include in 

social skills training. As a result, many of the more recent approaches to social skills training 

incorporate both behavioral and cognitive elements. This cognitive-behavioral approach 

combines operant (behavioral) procedures with procedures designed to alter cognitive 

perceptions (Standley, Johnson, Robb, Brownell & Kim, 2004). 

The use of a cognitive-behavioral approach is consistent with the growing body of 

evidence which supports the use of cognitive-behavioral therapy with children. Current research 

supports the use of group cognitive-behavioral therapy with children and adolescents who 

display a variety of disorders including depression, anxiety disorders and somatic disorders, as 

well as with other areas of treatment like sexual abuse (Kuehn, 2007). In a review of the research 

literature, Butler, Chapman, Forman and Beck (2006) found that the average effect size for 

cognitive-behavior therapy with children who had depressive, anxious or somatic disorders was 

.74. This suggests a relatively large effect for the use of cognitive behavior therapy in the 

treatment of children. Furthermore, a Cochrane Library review suggests that cognitive-

behavioral therapy combined with medication may be more effective than medication alone in 

the treatment of some childhood disorders (Kuehn, 2007). 

In addition to providing support for the use of a cognitive-behavioral approach, the 

research literature also points to the effectiveness of group format in the treatment of children 

and adolescents. More specifically, the literature on group work with children reports that 

cognitive-behavioral group therapy is the most widely used group format with children and 

adolescents (LeCroy, 2007; Magg, 2006; Merrell & Gimpel, 1998). According to Kopelowicz, 

Liberman and Zarate (2006), group therapy is cost effective, uses peers as role models, allows 

for peer reinforcement and offers peer support. Kroeger, Schultz, & Newsome (2007) concur, 

stating that group formats enable more children to receive services, provides partners with whom 

they can interact, and provides cost-effective services. According to Yalom (2005), group 

sessions function most effectively when groups are no larger than eight people. These small 

groups serve as ―microcosms‖ of the natural environment, allowing participants to develop, 
practice and receive feedback about skills necessary for successful functioning in the world at 

large.  

Not only is group therapy widely used with children and adolescents, it also serves as the 

primary treatment modality used in social skills training (Kopelowicz, Liberman and Zarate, 

2006). Furthermore, the research literature also provides support for the effectiveness of 

cognitive-behavioral interventions in the area of social skills training (Cartledge & Milburn, 

1995). For example, Sze and Wood (2007) cite the use of an evidenced-based cognitive-

behavioral therapy program with an 11-year-old girl with high functioning autism. Results 

suggest that the program was effective in reducing anxiety as well as improving social and 
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adaptive functioning. Likewise, Koegl, Farrington, Augimeri and Day (2008) found a multi-

faceted cognitive-behavioral therapy program to be effective in a group setting. In their study of 

80 children ages 6 through 11 with conduct problems, the authors found significant changes in 

post treatment delinquency and aggression after participating in these types of programs.  

In 2005, Blakeney, Thomas, Holzer, Rose, Beringer and Meyer conducted a study of 

sixty-four adolescents who had suffered burn injuries and who were identified as displaying   

psychosocial difficulties. Participants were divided into two groups, control and experimental, 

with the control group receiving social skills training in a small group residential format over a 

four day period. Data collected one year after completion of the program indicated that 

individuals who had taken part in the small group social skills training sessions showed a more 

significant improvement in social skills than those who did not participate. Another study 

investigated the use of a direct teaching group versus an unstructured play group to improve 

social skills in 25 four to six year olds diagnosed with autism. Results indicated that even though 

both groups showed increased prosocial behaviors, the direct teaching group showed the most 

significant gains (Kroeger et al., 2007). Additionally, a classic study by Oden and Asher (1977) 

involving third and fourth grade children showed significant social improvement when compared 

with a group of peers that did not participate in the social skills training program. What‘s more, 
one year follow-up data showed gains in peer acceptance as rated by their peers.  

 

 

Purpose 
 

 

Because social functioning plays an important role in later outcomes in children, the impact 

of a child‘s social competence is increasingly being recognized. Though social skills have been 

addressed numerous times in the music therapy literature, the creation of a curriculum to 

specifically address social skills deficits has not been explored, nor has any data been collected 

on the efficacy of such a program. In fact, to date there has been no research into the 

effectiveness of a music therapy-based social skills intervention program. Therefore, the purpose 

of this dissertation is to examine the effect of a music therapy-based intervention program on 

children and adolescents with social skills deficits in three different settings.  The primary goals 

are to improve specific social skills functioning, improve overall social competence through the 

teaching of prosocial behaviors (i.e., behaviors where individuals exhibit empathy, caring, ethical 

behavior, cooperative behaviors, honesty, compliance and support for others) and reduce 

antisocial behaviors that inhibit appropriate social responses (Batson & Powell, 2003). 

The program was not intended for one particular disability or setting and was designed to 

be implemented in group format. In order to test the effectiveness of the program, it was offered 

to children in three different settings: a school setting, a residential setting and an after-school 

care setting. Music therapy interventions were used to enhance social skills functioning in pre-

adolescents and adolescents within the specific skill areas of self-management and peer relations. 

Social behaviors were evaluated to determine changes in social competence as a result of 

participation in the music therapy social skills intervention program. Results from all three 

settings were documented and the implications of each were discussed. 
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CHAPTER 3 
 

 

METHOD 
 

 

This method section will provide a general overview of common aspects of studies held 

at the three different sites. In the results section, specific methodologies and results for each of 

the studies will be detailed individually. Results will be synthesized in the discussion section. 

 

Curriculum  
 

 A five-session music therapy curriculum targeting social skills objectives was designed 

by a researcher using the Caldarella and Merrell (1997) taxonomy. The two most researched 

dimensions of peer relations and self-management skills were chosen as broad goal areas and 

then cross-referenced with the Stephens (1978) and Cartledge and Milburn (1995) models to 

determine more detailed objectives; these objectives were then delineated into specific behaviors. 

Finally, the specific behaviors were grouped and arranged sequentially to build upon previously 

attained skills. Table 3 provides an overview of the curriculum scope and sequence.  

 Because current research suggests that cognitive-behavioral group therapy is the primary 

medium used with children and adolescents and that group therapy is the most widely used form 

of treatment for social skills training, the music therapy curriculum used in this research 

incorporates a cognitive-behavioral approach in a group format (Kopelowicz et al., 2006; 

LeCroy, 2007). Research has further shown programs of varying lengths to be effective. In fact, 

a classic study by Oden and Asher (1977) noted improvements in social functioning after 

approximately five-weeks. Therefore, the curriculum was designed to be implemented over 

approximately a five-week period in order to determine the impact of music interventions on 

social behaviors across a relatively brief period of time.   

Music-based interventions were designed to target each of the objectives (i.e., specific 

behaviors) covered in the curriculum. Current research suggests that active music interventions 

are most frequently used to address social skills deficits, therefore the majority of the 

interventions incorporated were active in nature. Research further suggests that group music 

performance is the most frequently used type of music intervention (Montello & Coons, 1998; 

Rickson & Watkins, 2003). As a result, group music performance activities were frequently 

incorporated into the program. Specific interventions included: movement to music, drumming, 

instrument playing, improvisation activities, singing, and music performance combined with 

poetic techniques. All activities were designed to be both age and developmentally appropriate. 

A variety of evidence-based teaching strategies were also used in the implementation of 

this curriculum. These strategies include: adult instruction, modeling, role playing, feedback, 

basic problem solving techniques, transfer training and opportunities for skill rehearsal. 

According to the literature, programs that incorporate opportunities for direct learning and/or 

problem solving techniques into their curriculum are most successful because they provide 

opportunities for peer interaction as well as social reinforcement. Successful programs provide 

(a) modeling, (b) role playing, (c) feedback and (d) transfer training. They incorporate 

opportunities to practice and review pertinent skills before attempting to learn new ones (Bremer 

& Smith, 2004; Elksnin & Elksnin, 1995; Merrell & Gimpel, 1998; Oden & Asher, 1977). 
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Table 3 

 

Curriculum Scope and Sequence 

 

 

 

 Session 1 Session 2 Session 3 Session 4 Session 5 

Peer Relations-

interpersonal skills 

Respect/Cooperation 

Participation (joining) 

Conversation Skills 

 Skill Review Skill Review Skill Review Skill Review 

Self Management 

Skills 

 Focusing Attention  

Impulse Control 

Following Directions 

Skill Review Skill Review Skill Review 

Peer Relations- 

Nonverbal 

Communication 

Skills 

  Eye Contact 

Personal Space  

Facial Expressions/  

Gestures 

Skill Review Skill Review 

Peer Relations-

Verbal 

Communication 

Skills 

   Taking Turns 

Listener Responsiveness 

Giving Feedback 

Skill Review 

Skill 

Integration/Social 

Interaction  

    Review of all Skills 

Skill Integration 

Skill Transfer 
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Design 

 
 A pretest-posttest design was implemented at three different sites during the course of 

this research. Sites included a school program, a residential program and an after-school 

program. Although all three sites followed the same basic pretest-posttest design, specific 

implementation of the design varied in accordance with individual site constraints.  These 

constraints necessitated the use of a one-group pretest- posttest design at the school and 

residential settings, while the after-school program utilized a pretest-posttest control group 

design.  

 The independent variable examined in these three studies was a music therapy 

intervention program targeting specific social skills deficits. The dependent variable was social 

functioning. Social functioning (i.e., social competence) was measured in a variety of ways 

including: (a) subject self-ratings of social functioning, (b) staff or teacher ratings of social 

functioning and (c) behavioral observations of on-task social behaviors. In addition to the above 

measures, researcher ratings were collected at the school site and peer sociometric ratings were 

collected at the residential site.  

A variety of measurements were used to assess the dependent variables at the three 

different sites. Researcher-created or adapted measurements included: (a) a teacher ratings scale 

for subject social skills functioning, (b) a MT Participants Self-Report Log, (c) a MT Social 

Skills Progress Log, (d) an adapted version of the sociometric scale developed by Michelson et 

al. (1983), and (e) an adapted version of the Madsen and Madsen (1997) Group On-Task/Off-

Task Teacher Response Form A. This On-task/Off-task form was adapted from the Group On-

Task/Off-Task form contained in the Observation Manual found in Teaching/Discipline 

(Madsen, 1998).  All researcher-created forms were designed specifically for use with the 

curriculum and intended to be easily accessible and require minimal time to complete. Adapted 

forms were also developed to meet the specific needs of the study. For examples of all researcher 

created and/or adapted forms, see Appendices G-L.  

Commercially and/or publicly available forms used at the three sites include: (a) the 

Home and Community Social Behavior Scales (HCSBS) (2002), (b) the Social Skills 

Assessment—Adolescents (2006), and (c) the Social Skills Assessment—Elementary School 

Age (2006). The HCSB Scales is a norm-referenced, standardized instrument developed by 

Merrell and Caldarella (2002) consisting of a 64-item behavior rating scale for children between 

the ages of 5 and 18. The HCSBS involves a series of Likert-type questions with behaviors 

organized into two subscales. The first subscale consists of 32 questions that focus on social 

competence. The second subscale, which also consists of 32 questions, focuses on antisocial 

behaviors. After all 64 questions on the HCSBS are completed, answers are organized by subset 

and totaled to generate a separate raw score for both subsets. Raw scores can then be compared 

with corresponding social functioning levels, or scores can be converted to T-scores and 

percentile ranks and used to compare each individual‘s scores with the scores in the norming 
sample. The provided standardized social functioning levels correspond with specific ranges in 

the raw scores and indicate if the individual is high risk, at-risk, average or high functioning in 

terms of social competence and antisocial behaviors. A higher score in the social competence 

subscale indicates higher functioning while a higher score in the antisocial subscale indicates a 

higher level of antisocial behaviors.  

The Social Skills Assessment—Adolescents (2006) and the Social Skills Assessment-

Elementary Age (2006) forms were developed by the Children‘s Services Council of Broward 
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County. These forms use questions adapted from The Child Development Project for Elementary 

School Students and Skillstreaming the Adolescent: New Strategies and Perspectives for 

Teaching Prosocial Skills. (These forms can be found at http://www2.cscbroward.org/ 

docs/Repository/MOST 2006SSAAdolescent.pdf or http://www2.csc broward.org /docs/ 

Repository/MOST2006SSAElementary.pdf.).) The Child Development Project for Elementary 

School Students was created in the 1980s by the Developmental Studies Center (2005) and 

validated over the course of 20 years, while Skillstreaming the Adolescent: New Strategies and 

Perspectives for Teaching Prosocial Skills (Goldstein & McGinnis, 1997) is a commercially 

available curriculum designed to teach prosocial skills. (Note: Specific measurements utilized in 

each implementation of this study will be outlined in the results section). 

 

Sites and Participants  
 

 In order to best test the effectiveness of the researcher-created curriculum, studies were 

undertaken at three separate sites. All three sites provided services for children, although each 

varied in format and context. Site one consisted of a private school designed to meet the needs of 

children with dyslexia and/or ADHD without the use of medications. Site two consisted of a 

private, residential treatment setting for children who are unable to function within the 

community, often due to issues of abuse and neglect (Vashti, 2004). The third site consisted of a 

non-profit inner city after-school program.  A total of 46 individuals from the three different sites 

participated in the study with 44 individuals completing the entire program. Participants ranged 

in age from 6 to 17 and demonstrated a variety of disabilities including: autism spectrum 

disorders, ADHD, Specific Learning Disabilities, PTSD, Conduct Disorder, and Oppositional 

Defiant Disorder. In addition to those diagnosed with a disability, typically developing 

individuals and individuals with generalized behavioral and social difficulties were also 

included.  

 

Procedure 
 

Prior to the onset of music therapy interventions, pretest measures were completed at all 

three sites by the participants and facility personnel assigned to participate in the study. 

Following pretest measurements, participants participated in five music therapy-based sessions 

targeting the specific skills addressed in the curriculum. Again, this occurred at all three sites. 

Sessions were approximately 45 minutes in length and occurred over roughly a five-week time 

period. The social skills covered during the music therapy intervention were divided into two 

skill areas, peer relations and self management skills.  Each skill area was further subdivided into 

objectives. Skills were presented in a sequential order which was designed in hierarchical format 

to build on previously addressed skills. Following the music therapy intervention, the 

participants and assigned adult personnel at all three sites completed posttest measures. 

Additionally, behavioral observations were taken during all implementations of this study.  

All skills were targeted using music therapy interventions conducted by the researcher. 

Interventions were primarily active in nature and included movement to music, drumming, 

instrument playing, improvisation activities, singing and music combined with poetic techniques. 

See Appendix M for a sample session that includes sample activities. Because the participants 

were divided among three sites and spanned a fairly wide age range, individual activities varied 

from group to group to meet the developmental needs of the participants. All covered skills were 

http://www2.cscbroward.org/%20docs/Repository/MOST%202006SSAAdolescent.pdf
http://www2.cscbroward.org/%20docs/Repository/MOST%202006SSAAdolescent.pdf
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defined and modeled. Opportunities for practice and feedback were provided on all of the skills 

addressed. Skills were reviewed repeatedly throughout the program.  

 

 

Results  
 

 

Site One 
 

A private school in a southeastern city designed to meet the needs of children and 

adolescents with disabilities without the use of medications served as the implementation site for 

the first study. Classes at the school are grouped by ability (not grade) level and have an average 

5:1 student-teacher ratio. The school is designed to serve individuals who demonstrate academic 

skills and abilities below what would be expected given their potential (Woodland Hall, n.d.) 

 

Participants. Adolescents between the ages of 11 and 17 who had been diagnosed with 

specific learning disabilities, dyslexia, ADHD and/or Asperger‘s Syndrome were solicited to 

participate in this study. All potential participants demonstrated average or above average 

intelligence, language and perceptual difficulties, attention concentration deficits, organizational 

difficulties and/or poor self-concept (Woodland Hall Academy, n.d.). After gaining approval 

from the school administration, flyers were sent to parents or guardians of children within the 

appropriate age range and an informational session was held to answer questions related to the 

study. A total of 12 adolescents and their parents/guardians agreed to participate in this phase of 

the study. Additionally, two teachers agreed to complete social ratings scales on all of the 

participants. See Table 4 for the subject demographic details. 

 

 

Table 4 

 

School Setting Subject Demographics 

11-14-year olds 14-16-year-olds 

 

Male    6     3  

 

Female    3     1 

Mean Age 12.11   15.25 

 

 

 
Specific procedures. A one-group pretest- posttest design was used for this study. For 

the purpose of program implementation (but not statistical computation), participants were 

divided into two groups by age. This allowed the participants to remain with peers in their class 

while permitting the researcher access to entire classes at the same time. The younger adolescent 
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group consisted of individuals between the ages of 11 and 14 (n=9). The older adolescent group 

consisted of adolescents between the ages of 14 and 16 (n=4). (Note: The total number of 

participants in this study was 12, not 13. Because of positive results during the first 

implementation phase, school personnel requested that one of the participants participate twice). 

Data were collected for research purposes during the participant‘s first time of participation only.  

Participants participated in a music therapy-based social skills intervention program. This 

program consisted of five, 50-minute group music therapy sessions that spanned across 

approximately a five-week period. The sessions occurred during the regular school day and took 

place in the participants‘ normal classroom setting. Participants were given ―assignments‖ in 
order to practice the skills outside of the music therapy sessions. 

Data at the school site were collected using a variety of formats. Dependent measures 

included:  

 Teacher ratings of subject social functioning via a researcher-created social skills 

ratings scale pre and post treatment.  The same teacher filled out the ratings scales 

for each individual both pre and post music therapy interventions. This scale used 

Likert-type questions to assess each individual‘s ability to demonstrate specific 
social skills, as well as to asses each individual‘s overall social functioning (see 
Appendix G).  

 Subject self-report ratings of social functioning after each session using the MT 

Participants Self-Report Log (see Appendix H). This researcher-created form 

asked participants to rate themselves using a Likert-type scale.  

 Researcher ratings of social functioning using the MT Social Skills Progress Log 

after each session (see Appendix I). In addition to the researcher, a trained, 

graduate student independently rated participants using the same form. Reliability 

was computed for 33% of the researcher ratings and determined to be 93%.  

 (Note: Even though self-report ratings and researcher ratings were taken during 

all five sessions, only those from the first and fifth sessions were used in 

statistical calculations.) 

Behavioral observations were collected via videotaping at the school setting during the 

first and fifth sessions. Using the interval recording method, each subject was viewed for the 

number of on-task, on-task prompted and off-task behaviors occurring during a specific activity; 

the same activity was used in both the first and the fifth sessions.  Observations were viewed 

independently by the researcher and by a trained graduate student. The trained observer viewed 

20% of the observations in order to establish reliability; a reliability rate of 87% was computed 

for the observations. 

The researcher-created Music Therapy Interval Recording of Specific Behavior form was 

used to track the number of on-task behaviors, on-task prompted behaviors and off-task 

behaviors demonstrated by the participants during the selected activities (see Appendix J).  The 

category of on-task social skills was operationally defined as demonstrating the following 

behaviors during the observation period: (a) active listening (looking at person speaking), (b) 

demonstration of appropriate verbal communication (taking turns in conversation, asking 

appropriate questions), (c) following directions, (d) active participation, (e) demonstration of 

impulse control, and (f) demonstration of appropriate nonverbal communication for the given 

situation (makes eye contact, uses appropriate personal space for situation, uses appropriate 

facial expressions/gestures, uses appropriate tone of voice). On-task prompted was defined as 

displaying any of the previously listed behaviors when prompted by the therapist and off-task 
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was defined as any behavior not directly related to the activity (i.e., leaving the group, making no 

attempt to interact with others, staring off into space, etc.). The mean percentages for both 

sessions for on-task behavior, on-task prompted behavior and off-task behavior were calculated.  

 

Site One Results 
 

Teacher ratings. Differences in teachers‘ pre and post intervention ratings on the 
researcher-created social skills rating scale were calculated using a Wilcoxon Matched Pairs 

Test.  Results were not significant at the .05 alpha level; however the results supported improved 

social functioning, T (n=12) = .059.  Teachers‘ ratings pre and post music therapy intervention 
for each of the participants can be found in Table 5. This table shows that 8 out of the 12 

participants demonstrated increased ratings after completing the music therapy social skills 

intervention program.  

 

 

Table 5 

School Teacher Ratings of Social Functioning  

Participant Pre music therapy Post music therapy 

 

Change in scores 

A 138 137    -1 

B 138 138     0 

C   95 105 +10 

D 100 108   +8 

E 128 121    -7 

F   48   68 +20 

G* 104   89  -15 

H   99 107   +8 

I   64   73   +9 

J   48   57   +9 

K   50   65 +15 

L   66   83 +17 

 

Note: All scores are out of a possible 140 points. *Had this subject‘s scores not been included, 

results would have been significant. Comments from the teacher indicate she was unaware of this 

subject‘s poor social behaviors prior to the study. Observation of all of the study sessions 
increased the teacher‘s awareness which led her to adjust this subject‘s rating accordingly.  

 

 

Self-report and researcher ratings. Differences in subject self-report ratings for 

sessions one and five were calculated using a Wilcoxon Matched Pairs Test for Small Sample  

Sizes.  Results indicated a significant difference at the .05 alpha level, T (n=6) = -21, p < .05. As 

can be seen in the means listed in Table 6, there was an increase from session one to session five 

in the mean self-report scores. Furthermore, Table 6 also shows an increase in mean scores for 

the researcher ratings from session one to session five. In order to analyze the differences in the 
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researcher ratings taken after session one and after session five, a Wilcoxon Matched Pairs Test 

was computed. Results indicated a significant difference between the two sessions, T (n=12) = 

.002.  

 

 

Table 6 

 

Means for School Subject Self-Ratings and Researcher Ratings  

Condition  Mean session 1  Mean session 5 

Self Ratings    2.5      3.0* 

Researcher Ratings 10.8    14.1* 

*Indicates significant difference 

 

 

Behavioral observations. Behavioral observations of (a) on-task, (b) on-task prompted 

and (c) off-task behaviors were calculated separately using Wilcoxon Matched Pairs tests. 

Results of all three of the analyses indicated significant differences between observations taken 

during the first and fifth sessions.  For social on-task behaviors, results indicated a significant 

difference, T (n=8) = -36, p < .025.  For on-task prompted behaviors, a significant difference was 

also found, T (n=8) = 33, p < .025.  Finally, for off-task behaviors, a significant difference was 

found, T (n=9) = 35, p = .025. Means for each of the behaviors, (a) on-task, (b) on-task prompted 

and (c) off-task, can be found in Table 7; this table shows that the occurrences of participant self- 

initiated on-task social behaviors increased while the occurrences of both researcher prompted 

behaviors and off- task behaviors decreased from session one to session five.  

 

 

Table 7 

 

School Setting Behavioral Observation Means 

Condition  Mean observation 1 Mean observation 2 Percent increase 

   (Session 1)  (Session 5)  or decrease 

 

On- task  5.75   9.42*   +63% 

On-task prompted 2.42     .42*   -82.6% 

Off-task  3.5   1.25*   -64.3% 
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Note: Means represent the average number of occurrences of each type of behavior noted during 

the observation period. *Indicates significant difference 

 

 

 Site one results summary: Results from the school setting showed general improvement 

across all dependent measures: (a) teacher ratings, (b) subject ratings, (c) researcher ratings and 

(d) behavioral observations. Subject self-ratings, researcher ratings and behavioral observations 

all noted significant improvement from session one to session five. Though teacher ratings of 

social functioning did not reach the level of significance, results tended to support improved 

social functioning.  

  

Site Two 
 

A private, nonprofit residential setting in a small southeastern city served as the site for 

the second study. The residential facility used in this study provided a variety of clinical services 

including (a) psychiatric and nursing assessments, (b) individual, group and family therapies and 

(c) group skills training. Treatment at the facility focused on behavioral and emotional issues 

present in a variety of environments including school, home and the community.  

 

Participants. Children and adolescents between the ages of 8 and 16 were approached to 

participate in this study. Individuals in the facility displayed a variety of emotional, behavioral 

and psychological problems including: adjustment problems, oppositional behavior, attention 

deficit disorder, poor school motivation, impulse control problems, verbal aggression, poor 

coping skills, depression, and poor interpersonal skills. The majority of the residents, many of 

whom were in state custody, had been victims of physical abuse, sexual abuse, neglect, 

abandonment, and/or unresolved trauma. All of the participants were unable to successfully 

function in their homes and communities (Vashti, 2004). 

A total of 16 individuals and their parents/guardians agreed to participate with 14 

individuals actually participating in the study. (Note: Only 13 participants completed the 

majority of the program, with 12 of the 13 completing all study components.) In addition to the 

16 adolescents who initially agreed to participate, a case manager (activity therapist) also agreed 

to complete social ratings scales on all of the participants. See Table 7 for a complete subject 

demographic breakdown.  

 

 

Table 8 

 

Residential Setting Subject Demographics 

Younger group Older group  

 

Male    3     7     

 

Female    4     0 
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Table 8--Continued 

 

Younger group Older group  

 

Mean age 13.6   15 

 
 

Note: Participants were grouped for implementation purposes only. Participants were considered 

to be one group for all statistical purposes.  

 

 

Specific procedures. A one-group pretest- posttest design was used for this study. 

Participants received five music therapy sessions over an approximate five- week time period 

using a variety of music interventions to target specific social skills. In accordance with facility 

policies and procedures, participants were divided into two groups by age and developmental 

level. The younger group (n=7) consisted of both male and female participants between the ages 

of 8 and 15. The older group (n=7) consisted of male adolescents between the ages of 14 and 17. 

Note: for statistical purposes, participants were considered to be one group.  

As was the case with the school setting experiment, the researcher-designed five-session 

music therapy intervention program targeting specific social skills was used for this experiment. 

One primary adaption, however, was made to the curriculum to accommodate for the needs of 

the participants; the focus shifted from addressing acquisition deficits to addressing performance 

deficits.  Programs that focus on acquisition deficits primarily incorporate the discrete teaching 

of specific social skills. On the other hand, programs that focus on performance issues tend to 

focus more on social problem solving. (Performance issues are often differentiated from 

acquisition issues by a child‘s inability to transfer or generalize a skill from one area to another.) 
Social problem solving involves analysis of both the social situation as well as the level of social 

competence so that individuals can identify and implement appropriate social behaviors in a 

variety of situations (Bellini, 2007).  

In reality, professionals often find that it is necessary to incorporate techniques that 

address both acquisition and performance deficits into social skills training, thereby 

incorporating discrete teaching as well as social problem solving.  Because music interventions 

provide structure while also allowing for flexibility, a variety of behaviors can be addressed in 

just one activity. Therefore, by adapting the existing activities to incorporate more problem 

solving elements, the learning process can be maximized to focus more on social problem 

solving and less on skill teaching. 

The researcher approached the staff at the facility in order to gain permission for the 

study. Upon approval, flyers were distributed to the parents/guardians of each possible subject in 

order to obtain consent for participation. (Potential participants were selected by the facility staff 

based on age and scheduling availability.) The residents themselves were also approached in 

order to gain their assent for participation. Participants received five, 50-minute music therapy 

sessions across approximately a five-week period. The sessions occurred one day per week and 

took place in an activity room located at the residential facility. Consistent with site procedures, 

participants were divided into two groups by age and functioning level, with sessions conducted 
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consecutively. The same basic activities were used for both age groups; however, some 

adaptations were made to ensure that all activities were both age appropriate and 

developmentally appropriate. (Note: participants were classified as one group for statistical 

purposes.) During this phase of the study, a token economy system was implemented. As part of 

this token economy system, group points were earned each week for demonstration of three 

researcher chosen behaviors: respect, good attitude and appropriate participation. If enough 

points were earned during the course of the program, the points would be redeemed for a reward 

during the final session. (Rewards were chosen by the participants and approved by facility 

staff.) 

 Data were collected using a variety of dependent measures; measures included:  

 Subject self-reported social functioning using the Social Skills Assessment—
Adolescents   

 Subject peer-reported social status via an adapted sociometric scale.  

 Behavioral observations 

 Staff social competence ratings via the HCSBS  

 

All social functioning measurements were collected pre and post treatment. Additional subject 

data were taken in the form of group on-task behavioral observations during all five music 

therapy sessions. These observations were conducted by trained, independent observers using an 

adapted version of the Madsen and Madsen (1997) Group On-Task/Off-Task Teacher Response 

Form A. (See Appendix K.) On-task behavior was operationally defined as demonstrating the 

following behaviors during the observation period: (a) active listening (looking at the person 

speaking), (b) demonstration of appropriate verbal communication (taking turns in conversation, 

asking appropriate questions), (c) following directions, (d) active participation, (e) demonstration 

of impulse control, and (f) demonstration of appropriate nonverbal communication for the given 

situation (making eye contact, using appropriate personal space for situation, using appropriate 

facial expressions/gestures, using appropriate tone of voice). A minimum of two activities were 

observed using interval recording during all of the sessions by trained, independent observers. 

From these activities, the mean percentage of on-task behavior was determined for each session. 

Reliability was calculated on 60 percent of the observations and was determined to be 83%.  

 

Site Two Results 
 

Case manager ratings. As was the case in the school setting experiment, data were 

analyzed for this study using an alpha level of .05. Data measurements were collected using the 

case manager‘s ratings of social competence and antisocial behaviors on the HCSBS pre and post 
music therapy intervention. Differences in the pre and post test measurements on the social 

competence subscale and the antisocial subscale were analyzed separately using separate 

Wilcoxon Matched Pairs tests. Results for the social competence subscale ratings were not 

significant, T (13) =16, p > .05; in fact, the case manager ratings of social competence actually 

decreased for nine of the participants. See Table 9 for individual scores. On the other hand, 

results for the antisocial behaviors subscale were significant, T (13) = 63, p = .03. The mean 

score for the first measurement of antisocial behaviors was 93.1, while the mean score for the 

second measurement was 82.5, indicating an average dec1rease of 10.6 points. (Note: a higher 

score indicates more antisocial behaviors, whereas a lower score indicates fewer antisocial 
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behaviors.) Table 9 shows the scores for both subscales, clearly indicating a decrease in 10 of the 

thirteen participants‘ scores on the antisocial subscale.  
 

 

Table 9 

Residential Case Manager Social Competence and Antisocial Behavior Ratings 

 

Subject 
Social competence 

session 1 

 

Social 

competence 

session 5 

 

Change 

in 

scores 

 Antisocial 

behaviors  

session 1 

 

Antisocial 

behaviors  

session 5 

 

Change 

in 

scores 

 

A 

 

80 

 

 

98 

 

 

     +18 

 

          79  73 

 

 -6 

B 83 

 

69 

 

-14  127  85 -42 

C 74 

 

69 

 

 -5  108  94 -14 

D 63 

 

62 

 

 -1  111 103  -8 

E              114 

 

          111 

 

 -3   76  72  -4 

F 73             76  +3  95  75 -20 

G 128 

 

112 

 

-16  66  68  -2 

H 79 

 

75 

 

 -4  66  57  -9 

I 112 

 

105 

 

 -7  61  62  +1 

J 73 

 

84 +11  121 100 -21 

K 79 

 

70 

 

 -9  100 103 +3 

L 126 

 

124 

 

 -2  78  91      +17 

M 75 

 

96 

 

    +21  122 

 

 90 

 

-32 

 

Note:  An increase in social competence scores as well as a decrease in antisocial scores 

indicates improved behavior. Improvements were judged separately in both categories.  

         

 

          Subject self and peer ratings. A Wilcoxon Signed-Ranks Test was used to analyze 

subject self-ratings on the Social Skill Assessment—Adolescent pre and post music therapy 

intervention. Likewise, subject peer sociometric ratings pre and post music therapy intervention 

were also analyzed using a Wilcoxon Signed-Ranks Test. Subject self-ratings on the Social Skills 
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Assessment—Adolescent were not significant, T (11) =-16, p > .05, nor were subject sociometric 

ratings significant, T(9)=-23, p > .05.  As can be seen in Figures 2 and 3, differences in scores 

pre and post music therapy intervention varied based on the individual subject. Even though the 

differences in mean scores for both the Social Skill Assessment—Adolescent self-ratings and the 

peer sociometric ratings were not significant, a slight improvement was noted across time. As 

can be seen in Figure 2, the mean score for the Social Skills Assessment-Adolescent self-ratings 

was 58.8 pre music therapy intervention, while the mean score post music therapy intervention 

was 60.9. The mean score for the sociometric ratings also rose between pre and posttest 

measurements, with a mean score of 3.78 pre music therapy intervention and a mean score of 3.9 

post intervention. Again, while the improvements in scores were not significant, graphic analysis 

shows an increase across time.  

 

 

 

 

Figure 2: Residential Subject Self-Rating Scores  
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Figure 3: Residential Subject Sociometric Ratings  

 

 

Behavioral observations. A Friedman Two-Way analysis of Variance was used to 

analyze the behavioral observations of social on-task behavior across all five sessions. Results 

indicated that the five sessions were significantly different from one another, (χ2 (8, 4) = 14.3, p 

= .006. The mean on-task behavior for each session can be found in Figure 4. As can be seen in 

the figure, on-task behavior ranged approximately 12%, with the lowest average being 86.1 in 

the third session and the highest average being 97.8 in the fourth session. An overall increase in 

on-task behavior of 8% can be seen from the onset of the intervention (session 1= 88.25%) to the 

final session (session 5 =96.25%). The figure also shows that the largest improvement in on-task 

behavior occurred between sessions three and four, with an improvement of 11.7%.  

 

Site two results summary. Results of the various dependent measures taken at the 

residential settings were mixed. Case manager ratings on the antisocial subscale and behavioral 

observations showed significant improvement in subject social functioning. Subject self-ratings 

and peer sociometric ratings also indicated improvement; however, this improvement did not 

reach the level of significance. Additionally, case manager ratings on the social competence 

subscale were not significant; these ratings actually revealed a decrease in social competence pre 

and post intervention.  
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Figure 4: Residential Subject Mean Percentage of On-task Social Behavior  

 

 

Site Three 
 

An inner-city non profit after-school program served as the third implementation site. 

After-school activities were provided for children between the ages of 5 and 11 at this facility. 

Services were primarily in a group format and activity-based.  

 

Participants. Children between the ages of 6 and 11 participating in a non-profit, inner-

city after-school program were approached to participate in this study. Individuals in the program 

ranged from typically developing children to individuals who displayed generalized social, 

conduct and/or behavioral deficits including: difficulty appropriately interacting with peers, 

difficulty staying on-task, difficulty following directions, etc. According to the program director, 

one in ten children in the after-school program had been placed in foster care and four in ten 

children had been diagnosed with a mental illness, developmental disability or learning disability 

(M. Bardes, personal communication, September 10, 2009). (Note: due to confidentiality 

restrictions, the research staff was not allowed access to subject history or diagnosis 

information.) Participation was made available to all children between the ages of 6 and 11 who 

attended the program; a total of 20 children returned the necessary paperwork in order to be 

included in the study. (Note: an additional 3 children participated in the program but were not 

counted in the in the study due to missing data.) Additionally, the assistant director of the 

program agreed to complete social rating scales on all of the participants.  
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Table 10 

 

After-School Setting Subject Demographics 

 

Control   Experimental 

 

Male  4   4     

 

Female  6   6 

Mean age 8.5   8.5 

 
 

 

Specific procedures. A pretest-posttest control group design was utilized for this study. 

Participants (N=20) were randomly divided into two groups, a Wait-listed Control group (n=10) 

and an Experimental group (n=10). After all participants completed pretest measurements, the 

Experimental group received five music therapy sessions utilizing a variety of music 

interventions to target specific social skills while the Wait-listed Control group received no 

contact. After completion of the intervention phase, all participants participated in posttest 

measurements. Participants in the Wait-Listed Control group were then given the opportunity to 

participate in music therapy sessions.  

The researcher approached the staff at the facility in order to gain permission for the 

study. Upon approval, flyers were distributed to the parents/guardians of each possible subject in 

order to obtain consent for participation. The researcher also held an informational assembly 

with sample activities for after-school program participants and staff. A total of 23 children and 

their parents/guardians agreed to participate. However, only 20 children returned the necessary 

paperwork in time for actual participation. Additionally, the program director also agreed to 

complete ratings measurements on all participants.  

Participants were randomly divided into control and experimental groups. Dependent 

measures included:    

 Subject self-reported social functioning using the Social Skills Assessment—
Elementary Age   

 Behavioral observations 

 Staff social competence ratings via the HCSBS  

Both the control and experimental groups and the program director completed pretest 

measurements. Participants completed the Social Skills Assessment—Elementary School Age 

(2006) form, while the assistant program director completed the HCSBS.  Due to facility staffing 

and space constraints, measurements were administered to both control and experimental 

participants collectively or individually. After completion of the pretest measure, the Control 

group received no contact, returning to normal program activities. However, the Experimental 

group participated in the music therapy-based social skills training program involving a total of 

five, 45-minute music therapy sessions across approximately a five-week period.  The music 

therapy sessions occurred one day per week in an activity room located at the after-school care 

program facility.  Activities were adapted to meet the age and development level of the 
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participants at this facility, with the same goals/objectives and sequence used at this setting as 

had been used in the two previous settings.  At the end of the implementation phase, posttest 

measurements were collected from both Control and Experimental participants and the program 

director using the Social Skills Assessment—Elementary Age and the HCSBS. As had been the 

case with the pretest measurements, all subject measures were taken collectively or individually 

depending on facility constraints.  

In addition to the subject and program assistant director measurements, group on-task 

behavioral observations were taken during the Experimental group music therapy intervention. 

Selected activities were viewed by trained, independent observers during all five sessions using 

the adapted version of the Madsen and Madsen (1997) Group On-Task/Off-Task Teacher 

Response Form A.  Participants were viewed using the interval recording method. From these 

activities, the mean percentage of on-task behavior was calculated for each session. Reliability 

was calculated on 36 % of all observations, with reliability determined to be 85%. The category 

of on-task social skills was operationally defined as demonstrating the following behaviors 

during the observation period: (a) active listening (looking at person speaking), (b) 

demonstration of appropriate verbal communication (taking turns in conversation, asking 

appropriate questions), (c) following directions, (d) active participation, (e) demonstration of 

impulse control, and (f) demonstration of appropriate nonverbal communication for the given 

situation (makes eye contact, uses appropriate personal space for situation, uses appropriate 

facial expressions/gestures, uses appropriate tone of voice). 

Upon completion of all study related data collection, participants in the control group 

were given the opportunity to participate in music therapy sessions targeting social skills deficits. 

Sessions targeted the same goals and objectives utilized in the study and lasted approximately 

five-weeks. During this five-week period, participants from the experimental group returned to 

normal programming. At the end of the five-weeks, follow-up measurements were taken for the 

experimental group only using the HCSBS. The results from the follow-up data were compared 

with pre and post intervention measurements.  

 

Site Three Results 
 

Program assistant director. Data were analyzed for this study using an alpha level of 

.05. Data measurements were collected for the control and the experimental groups using the 

program assistant director‘s ratings of social competence and antisocial behaviors on the HCSBS 

pre and post music therapy intervention. Pretest scores for the two groups were analyzed using a 

Mann Whitney U test, with no significant difference found between the two groups for the Social 

Competence Subscale, (U = 66; p > .05), or for the Antisocial Subscale, (U = 46.5, p>.05).  

Posttest scores for the two groups were also analyzed using Mann Whitney U tests, with results 

indicating no significant difference for the Social Competence Subscale, (U = 42.5, p > .05) or 

the Antisocial Subscale, (U = 50.5, p > .05).  Table 11 provides scores for the Antisocial and 

Social Competence Subscales pre and post music therapy intervention. As evidenced by the 

mean scores listed in the table, both groups improved across time.  
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Table 11 

 

After-School Assistant Director Ratings of Social Competence  

 

Control 

subject 

 Social 

comp. 

pre 

Social 

comp. 

post 

 Antisocial 

pre  

Antisocial 

post 

 

CA 

  

127 

 

147 

  

41 

 

38 

CB  113 126  78 60 

CC  132 146  41 38 

CD  125 146  54 43 

CD  128 142  48 38 

CF  107 123  86 60 

CG  133 146  36 36 

CH  144 154  35 33 

CI    92 109  98 62 

CJ  136 144  33 33 

Mean 

 

 123.7 138.3  55 44.1 

Experimental 

subject 

 Social 

comp. 

pre 

Social 

comp. 

post 

 Antisocial 

pre  

Antisocial 

post 

 

EA 

  

133 

 

140 

   

 45 

 

46 

EB  134 137    56 42 

EC  139 146    40 34 

ED  127 140    52 47 

EE    83   90  100 86 

EF  138 156    35 33 

EG  137 140    36 35 

EH  142 144    36 38 

EI  146 154    32 33 

EJ    86   97    91 77 

Mean 

 

 126.5 134.4    52.3 47.1 

 

 

 

Subject self-ratings. Changes in the control and experimental participants‘ pre and post 
scores on the Social Skill Assessment—Elementary Age were analyzed using a Mann-Whitney 

U test. A total of 20 participants completed the self-ratings forms; one subject, however, (Subject 

EE) was removed from the statistical analysis.  As can be seen in Table 12, this subject‘s change 
score was clearly out of the parameters of all other participants‘ scores. Because of this 
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difference, it was determined that the accuracy of this subject‘s scores could not be verified and 
therefore should be removed from the subject pool. Results from the analysis of the remaining 19 

subject scores indicated a significant difference (U = 68; p (one-tailed) = .032). As can be seen in 

Table 12, seven participants‘ scores in the experimental group increased compared with only 

four participants‘ scores in the control group. Furthermore, it also shows that only one 

experimental subject‘s scores decreased from pre to post intervention as compared to decreases 

in five participants in the control group.   

 

 

Table 12 

 

After-school Participants’ Pre and Post Self-ratings  

 

Control 

subject 

Change 

score 

 Experimental 

subject 

Change  

score 

 

CA 

 

 -5 

  

EA 

 

    0 

CB +2  EB   +3 

CC  -3  EC    -2 

CD +2  ED   +3 

CE  -3  EE  -29* 

CF  -9  EF   +1 

CG +3  EG   +1 

CH   0  EH +10 

CI  -1  EI   +6 

CJ +2  EJ   +2 

 

*Indicates subject score not counted in statistical analysis 

 

 

Behavioral observations. A Friedman Two-Way analysis of Variance was used to 

analyze the behavioral observations of social on-task behavior across all five sessions. Results of 

the analysis indicated a significant difference between the five sessions, χ2 (12, 4) = 23.5, p 

=.000. The mean on-task behavior for each session can be found in Figure 5. As seen in the 

figure, on-task behavior ranged approximately 10%, with the lowest average being 84.8 % in the 

first session and the highest average being 94.7 % in the fifth session. An overall increase in on-

task behavior of 10% can be seen from the onset of the intervention (session 1= 84.8%) to the 

final session (session 5 =94.7%). The figure also shows that the largest single improvement in 

on-task behavior occurred in session two, with on-task behavior increasing 8.8% over session 

one.  

 

 Site three results summary: Results from the measurements taken at the after-school 

setting were mixed. Program assistant director ratings showed significant improvement for all 

participants in terms of social competence and significant improvement for the control group and 

non significant improvement for the experimental group in terms of antisocial behaviors.  
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Additionally, subject self-ratings also indicated significant improvement in social functioning. 

Finally, behavioral observations taken for the experimental group during all five intervention 

sessions indicated a significant improvement in subject social functioning.  

 

 

 

Figure 5: After-School Mean Percentage of On-task Social Behavior  

 

 

DISCUSSION 
 

 

Interpreting the Dependent Measures  
 

Teacher/case manager results. Results from the teacher/case manager ratings in the 

three studies were mixed.  In both the school and residential settings, the teachers/case managers 

were not blind to condition; however, the case manager in the after-school setting was blind to 

condition. In the school setting, teacher ratings showed improvement in social functioning that 

approached the level of significance. In the residential setting, case manager ratings showed 

significant improvement, but only for the Antisocial Subscale. In the after-school program, 

teacher ratings suggested improved antisocial behaviors and social competence for both the 

control and experimental groups. However, there was no significant difference in these 

improvements.   

Though teachers‘ (and other adult workers) ratings of social behaviors have been found 

to be reliable, concerns have been expressed when considering these ratings. Teacher ratings are 

susceptible to bias, especially when they require judgment or inferences on the part of the 
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teacher.  Ratings may be based on past interactions with the child, generalized negative thoughts 

or based on teacher-child interactions (with peer-to-peer interactions not being taken into 

consideration) (Connolly & Doyle, 1981; Foster, Inderbitzen, & Nangle, 1993; Milfort & 

Greenfield, 2002; Webster-Stratton & Lindsay, 1999). Therefore, results from the teacher/ case 

manager measurements should be considered cautiously, especially when considering the small 

sample sizes of the three studies.  

In the after-school setting, results of the assistant program director‘s ratings of social 
functioning on the HCSBS indicated improved social functioning for both control and 

experimental participants post music therapy intervention. This suggests that improvement 

occurred, regardless of music therapy intervention. Perhaps this was due to normal 

developmental growth, or perhaps the director‘s opinions were not impacted by study 

participation. Regardless of the reason, it is important to note that participation in music therapy 

did not negatively impact subject social functioning, nor did it aversely effect the assistant 

program director‘s opinion of subject functioning. In fact, comments like ―you have given X a 
place to belong‖ and ―we have never seen X smile like that‖ suggest that the impact of the 
program was recognized. 

The teacher/case manager outcomes from this dissertation appear to support the idea of a 

preconceived bias when assessing the participants. Comments provided by a teacher in the first 

setting indicated that she was unaware of the true nature of the participants‘ social functioning. 
In fact, she indicated that the program helped her to view the students‘ antisocial behaviors more 

accurately thereby causing her to reduce the subject scores on the posttest. In the residential 

setting, the participants‘ antisocial behaviors were judged by the case manager to be significantly 
improved post music therapy intervention, yet this reduction in antisocial behaviors did not 

equate to an increased perception of social competence as evidenced by a decreased rating of 

social competence post intervention by the case manager on the HCSBS. The mixed case 

manager results suggest that even though she noted a decrease in antisocial behaviors, her overall 

opinion of the participants‘ social competence did not change. Perhaps previous history 
influenced the case manager‘s judgment, suggesting that an existing bias influenced her ratings 

of subject behavior. Finally, even though comments suggest that the effectiveness of the music 

therapy intervention was recognized in the after-school setting, assistant director ratings did not 

support a significant increase in social competence as a result of music therapy intervention. 

 

Subject results. Subject self-ratings of social behaviors at all three implementation sites 

showed improvement from pre to post music therapy intervention. This improvement was 

significant at two of the three sites (the school and after-school settings), but was not significant 

at the residential site. Perhaps this was due to the fact that participants at the residential setting 

demonstrated the highest level of performance deficits; in general these participants possessed a 

basic knowledge of social skills but demonstrated an inability to perform or to consistently 

perform such skills. Research indicates that performance deficits are often the result of impaired 

cognitive or emotional processing; these deficits are the result of: affective factors (i.e., high 

levels of arousal due to anxiety or anger), cognitive deficits/distortions (i.e., distortions in the 

way in which social information is processed), competing/interfering problem behaviors (e.g., 

individuals may find aggressive behaviors more effective or receive more positive reinforcement 

for inappropriate behaviors), and deficits in interpersonal problem solving (Gresham & Elliot, 

1993; Spense, 2003). Research has also suggested that social skills training alone is insufficient 

in terms of creating lasting changes in children with emotional and behavioral difficulties. 
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Spense (2003) suggests that social skills training, when combined with interpersonal problem 

solving training, cognitive restructuring, training in social perception and social perspective 

taking, self-regulation skills training, modification of environmental contingencies, and affect 

regulation methods (such as relaxation training), can be effective in enhancing social 

competence. Therefore, while the music therapy intervention led to some improvement, music 

therapy by itself was not sufficient to create significant changes in the participants of this study.  

In clinical application, integrating the current music therapy-based social skills intervention 

program with other therapeutic techniques may increase the program‘s effectiveness.   
 

Behavioral observations. Results from the behavioral observations at all three sites were 

significant. Research has found behavioral observations to be an effective means for assessing 

subject behaviors; in fact, behavioral observations in classroom, laboratory and natural settings 

have been an important element in behavioral science research for many years (Madsen & 

Madsen 1997; Rogosa & Ghandour, 1991).  While the increase in socially competent behavior 

was roughly the same for the participants at the residential and after-school settings (8% vs. 

10%), those in the regular school setting showed a much larger increase in on-task social 

behavior (63%). There are several possible reasons as to why that site showed increased results 

more than the other two did. These reasons might include factors such as facility limitations, 

consistencies in the program, and the underlying causes and types of social skills deficits in the 

study‘s participants. 

The school site was the most structured of the three settings, with consistent participation 

by the same staff (teachers) across the entire study. Additionally, the teachers implemented 

program procedures and content outside of the program sessions, encouraging further 

development by integrating the program into day-to-day interactions. Another difference 

between the school site and the other two settings was the type of impaired social functioning 

represented at each site. Participants in the school setting primarily demonstrated acquisition 

deficits (lack of skills), whereas the participants at the residential setting and the after-school 

setting demonstrated more performance deficits (lack of demonstration or inconsistent 

demonstration) or demonstrated a combination of acquisition and performance deficits. As stated 

previously, remediation of performance deficits necessitates a variety of integrated therapeutic 

approaches. Therefore, integrating this experimental program with other therapeutic elements at 

residential and after-school settings may provide more effective clinical intervention.   

 

Measurement agreement. Previous research suggests that the use of a variety of data 

sources leads to a more accurate assessment of children across environments (Achenbach, 

McConaughy, & Howell, 1987; Barkley, 1990; Brandenburg, Friedman, & Silver, 1990; 

Cantwell, Lewinsohn, Rhode & Seeley, 1997; Costello, 1989; Murray, Ruble, Willis, & Molloy, 

2009; Rutter, 1989). In fact, some researchers have argued specifically for the use of multiple 

assessments, stating that differences in ratings reflect differences in behaviors that are context or 

situation specific (Bishop & Baird; Murray et al.; Renk and Phares, 2004). It was determined that 

the use of multiple measurements would lead to the most accurate picture of subject functioning. 

Thus, a total of fourteen dependent measures were collected from children ages 6 through 17 in 

three different settings during the course of this research.  

Of the 14 measures collected, seven indicated significant improvement for those 

participants participating in the music therapy-based intervention. Five measures showed non –
significant improvement for participants who received music therapy interventions. Even though 
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improvements were noted, no consistent agreement was found between the dependent measures 

at any of the three sites. As stated previously, multiple measurements can increase the accurate 

assessment of individual functioning; however they can also increase the instance of 

disagreement among raters. In fact, rater agreement is often low (Bishop & Baird, 2001; 

Cantwell et. al, 1997; Edelbrock, Costello, Dulcan, Conover, & Kala, 1986; Gittelman & 

Mannuzza, 1985; Schaughency, McGee, Raja, Feehan, & Silva, 1994).  

Such discrepancies in assessment may be the result of a variety of issues including: * the 

unreliability of children‘s responses, a minimization of perception by other children of socially 

undesirable behaviors, the fact that children and adults may view behaviors differently, and  the 

fact that children and adolescents may manifest symptoms differently in different situations 

(Cantwell et. al, 1997). Additionally, the child‘s age may impact agreement, with adult and child 
ratings less likely to show agreement for younger children (Achenbach et al., 1987; Cantwell et. 

al, 1997). As implied in the research literature, these disagreements may be due to the fact that 

observers were sensitive to different behaviors, thereby rating participants differently based on 

contextual differences in their interactions (Murray et al., 2009; Rapin, Steinberg, & Waterhouse, 

1999). On the other hand, perhaps the differences were the result of weaknesses in the current 

curriculum suggesting that adult-child interactions should also be assessed, or that facility staff 

should be more actively incorporated into the program. More research is needed to determine the 

true nature of the disagreements.  

  

Considerations. It is important to note that behavioral observations of on-task social 

behavior consistently showed significant improvement in all three studies suggesting that 

observation was the most reliable measurement of social functioning. This is not to imply that 

the teacher/case manager and subject measurements were not valid forms of data; rather it 

indicates that these methods should be used with more caution. As suggested by Cantwell et al. 

(1997), adult ratings often lack agreement, not because one is right or wrong but because adults 

in different settings often see and perceive behaviors differently. It is possible that the 

consistency of the behavioral observation results was due to the well-defined operant definition 

of on-task subject behavior combined with training in evidenced –based procedures. In other 

words, the results suggest that the use of evidenced-based procedures ensured that all raters were 

―seeing‖ the same behaviors which allowed consistent and effective treatment to occur. Perhaps 

by providing well-defined parameters combined with training in evidenced-based procedures for 

all involved adult personnel, treatment can be made more effective. This could then potentially 

lead to greater improvements in social skills functioning for those children and adolescents 

involved in the programs. 

 

Implications for Clinical Use 
 

The music-based program designed for this research was intended to be accessible and 

adaptable for children of differing needs and ages. Through the use of active, music-based 

interventions designed to target specific social behaviors across five sessions, the program 

sought to address specific needs while also promoting positive group interactions. Needs were 

selected based on a synthesis of research in the area of social skills training with the most 

frequently addressed objectives in the literature being incorporated into the program. By creating 

a variety of activities that addressed the same objectives, the program was designed to be both 

developmentally and age appropriate for all participants. Furthermore, the incorporation of both 



46 

 

cognitive and behavioral techniques enabled the program to address both acquisition and 

performance deficits. Cognitive behavioral techniques included: adult instruction to increase 

direct learning, modeling, role playing, feedback, transfer training, opportunities for skill 

rehearsal, problem solving techniques, opportunities for interaction with peers and social 

reinforcement. Results of this dissertation suggest that it may be beneficial to incorporate some of these 

techniques in clinical practice. Specifically, results suggest that: 

 Music-therapy based social skills interventions have the potential to be effective in 

addressing a wide range of social skills deficits with multiple individuals in a wide range 

of settings over brief periods of time.  

 Active interventions appear to be effective in producing positive changes in social 

functioning. These findings are consistent with previous research demonstrating the 

effectiveness of active interventions in treating deficits in social behaviors (Montello & 

Coons, 1998; Rickson & Watkins, 20003). 

 Music-based interventions in a group format implemented in conjunction with cognitive-

behavioral techniques appear to be effective in the treatment of social skills deficits. 

Research in a variety of fields supports the use of cognitive-behavioral formats in group 

settings (Koegl, Farrington, Augimeri & Day, 2008). 

 Music-based interventions, when combined with cognitive-behavioral techniques, appear 

to be effective in addressing social skills deficits. Research has shown the effectiveness 

of cognitive-behavioral approaches in treating a variety of outcomes with children and 

adolescents, including the treatment of social skills deficits (Cartledge & Milburn, 1995; 

Kopelowicz et al., 2006; Kuehn, 2007; LeCroy, 2007; Magg, 2006; Merrell & Gimpel, 

1998; Sze & Wood, 2007). 

 The significant improvement reflected in behavioral observations at all three sites 

suggests that behavioral observation is a consistent and effective means of judging social 

behaviors.  

 

According to quantitative meta-analyses of social skills intervention programs, traditional 

intervention programs have demonstrated minimal effectiveness in teaching social skills to 

children and adolescents (Bellini, Peters, Benner, & Hopf, 2007; Gresham, et al., 2001; Quinn et 

al., 1999). Issues that interfere with the effectiveness of these programs include: oppositional be-

havior, conduct problems, negative influences from peer groups, substance abuse, family 

difficulties, and limited cognitive abilities (Bremer & Smith, 2004). Participants included in this 

research demonstrated all of these issues, as well as others not mentioned.  

While the positive outcomes found in all three settings suggest that music-based 

interventions were effective in combating social skills deficits despite a variety of interfering 

issues, the lack of agreement among the dependent measurements indicates that further research 

is warranted to determine the true effectiveness of the music therapy-based curriculum. It is 

especially important to note that the results of only one dependent variable (the residential case 

manager ratings on the Social Competence Subscale of the HCSBS) showed a decrease in 

functioning and that this decrease occurred in the facility where participants demonstrated the 

most interfering issues. Perhaps this implies that the program itself may not be enough to elicit 

significant changes for those individuals with considerable interfering issues. Thus, as is 

suggested by the social skills research literature (Spense, 2003), it may be necessary to 

incorporate the program with a broader range of treatment objectives like cognitive restructuring, 

training in social perception and social perspective taking, self-regulation skills training, 
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modification of environmental contingencies, and affect regulation methods (such as relaxation 

training).  

 

Limitations 
 

Possibly the greatest limitation of this research is the small sample size of each of the 

three studies. While the total number of participants who participated in all research elements 

was 44, each individual study contained a small number of participants. The first two studies 

took place in the school setting and the residential setting.  There were 12 and 14 participants at 

these facilities respectively, with 12 participants completing all research elements at both sites. 

While the third study took place in a large after-school program, this study also contained a small 

number of participants (N=20). The small total sample size at this site was due in part to the 

limited availability of facility space. While other sites were contacted to participate, they were 

unwilling and/or unable to do so. Therefore, the sample, though small, was fairly exhaustive in 

terms of local resources.  

Another contributing factor was the difficulty in obtaining permission to conduct research 

both from the potential facility sites as well as from eligible participants. For example, even 

though there was a considerable amount of interest in participating at the after-school program, 

the actual number of participants was small, primarily due to the difficulty in obtaining 

completed parental paperwork. Inconsistencies in child attendance were also an issue, thereby 

eliminating some participants from final inclusion in the study. Furthermore, space and time 

constraints were a factor which also reduced the participant pool. Given the nature of these 

logistical factors, the constraining issues involved in facility selection as well as other factors 

appear to warrant consideration when planning to use the same types of settings for future 

research studies.  

Another limitation of this dissertation is the limited use of a true experimental design. 

Experimental designs allow for the most control, eliminating the most threats to internal and 

external validity. Yet, of the three sites incorporated into the research, only one incorporated a 

true experimental design. This design, the randomized pretest-posttest control group design, was 

used at the after-school setting only. The other two sites (school and residential), used a one-

group pretest-posttest design. While the use of this quasi-experimental design allowed for some 

benefits such as the use of baseline measurements, it did create serious threats to both internal 

and external validity. In the settings used for this dissertation, it was difficult to convince facility 

staff to eliminate individuals from participation for the purpose of research control. This type of 

restriction is typical of clinical research and often leads to the use of designs like the one-group 

pretest-posttest design, as was the case in two of the settings used in this dissertation. Future 

research could benefit from the use of multi-site studies when elimination of participants from 

participation in the program is difficult.  

A third limitation of this study involves differences in data collection at the three 

different sites. Although the researcher strove to be consistent, differences in ages and settings 

necessitated use of slightly different data measures at each of the three sites. For example, a 

researcher-created social skills rating form and a researcher-created subject-self ratings form 

were used at the first site, while standardized or commercially available forms were used at the 

remaining two sites. Furthermore, researcher subjective ratings were only taken at the school site 

and subject sociometric ratings were only taken at the residential site. Behavioral observations of 

on-task social behavior were taken at all three sites, but the school setting involved individual 
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counts of on-task/off-task social behavior while the residential and group settings used group 

counts of on-task/off-task behaviors. Even though data for each of the three sites were factored 

independently, results could have been strengthened by using more consistent measures at all 

three sites.  

While the overall outcome of these studies appears to be positive, results should be 

considered with caution. Although there has been considerable support for the use of music 

therapy interventions to address social skills deficits, the majority of this support has been 

obtained from data collected during investigations using other research variables, as well. In fact, 

to the researcher‘s knowledge, there has been no investigation to date of a music-therapy based 

program designed to address the specific behavior deficits targeted in this study. The results of 

the current investigation, however, show considerable potential for the general use of music 

therapy interventions to ameliorate social skills deficits, as well as support for the use of a music 

therapy-based curriculum specifically targeting impaired social functioning.  

Due to the flexible nature of the program, no recommendations are suggested for the 

curriculum at this time; however, it is possible that more extensive research could reveal changes 

that could improve the program‘s success. Increasing the number of sessions or incorporating 

additional treatment objectives such teaching methods of affect regulation could potentially 

improve the program‘s effectiveness. More research is needed to investigate these variables.  
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APPENDIX A 
 

 

MUSIC THERAPY SOCIAL SKILLS LITERATURE OVERVIEW 
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Needs/Objectives Research Study Music Therapy 

Setting  

Specific Interventions 

Utilized  

Participant  

Description 

Outcome Measures Results 

●To increase 
developmental 

stimulation 

●To develop 
positive parent/ 

child 

Interactions 

●To teach parents 

specific skills  

●To foster 

behavioral/ social/ 

communication 

skills 

Abad,  &  

Williams (2007) 

Parent-child sessions Singing, movement to 

music, instrument play 

At risk children 

under the age of 3 

●Pre/post parent surveys 

●Clinical Observation 

Feedback from 

collaborating 

organizations/families 

●Project administration 
records 

●Usefulness of  MT 

interventions for 

increasing parent-

child interactions 

documented 

●87% of parents 

reported using 

music for behavior 

management at 

home 

●70% of parents 

reported feeling 

closer to their child 

 

 

●To enhance 

creative self-

expression, non-

violent 

communication 

●To improve 

sense of identity 

and self-esteem 

 

 

 

Austin (2007) Group music therapy; 

individual music 

lessons 

Music listening, 

composing, singing, 

instrument performance, 

structured improvisation 

Adolescent girls and 

boys in foster care 
●Anecdotal information ●Improved 

communication and 

interactions 

●To decrease 
hyperactivity 

●To decrease 
aggression 

Baker & Jones 

(2006)  

Group music therapy 

sessions 

 Instrumental 

improvisations, dancing, 

song learning and singing 

and students sharing pre-

recorded music from their 

cultures or current 

popular music charts, 

lyric analysis and 

songwriting 

 

 

 

Refugees ages 13-14 ●Behavior Assessment 
System for Children 

●Decreased 

hyperactivity and 

aggression 
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Needs/Objectives Research Study Music Therapy 

Setting  

Specific Interventions 

Utilized  

Participant  

Description 

Outcome Measures Results 

●To increase 
social engagement 

●To decrease 
problem 

behaviors 

●To improve 
music skills 

 

Boso, Emanuele, 

Minazzi, 

Abbamonte, & 

Politi, (2007)  

Group music therapy 

sessions  

Active music activities 

like drumming, piano 

playing and singing 

Eight young adults 

(23-38 years of age) 

with Autistic 

spectrum disorder 

●Clinical Global 
Impressions-Severity scale 

(CGI-S) 

●Clinical Global 
Impressions-Improvement 

(CGI-I) scale 

●Brief Psychiatric Rating 
Scale (BPRS) 

●Musical skills 
questionnaire (Likert- type) 

●Significant 

improvements were 

found on both the 

Clinical Global 

Impression (CGI) 

scale and the Brief 

Psychiatric Rating 

Scale (BPRS) 

●To increase 

communication 

responsiveness 

Braithwaite & 

Sigafoos (1998) 

Group music therapy 

sessions 

Songs accompanied by 

props 

Five  children ages 3 

and 4 
●Behavioral observations ●Musical antecedent 

increased 

appropriate 

responses in 3/5 

children 

●To increase 

verbal 

participation 

Brantley (2003) Group music therapy 

sessions 

Popular music (lyric 

analysis) to focus 

discussion 

At-risk African –
American 

Adolescents 

●Behavioral observations ●Increased 

verbalizations 

●To modify social 
behavior 

Brownell (2002)  Individual music 

therapy 

Musically adapted, sung 

versions of social stories 

First and Second 

grade students 

●Collection of 20 data 

points 

 

●Targeted behaviors 

improved 

●To increase 
social 

development 

Cassity (1978) Music performance 

groups 

Bell choir, drum corps, 

chorus 

Twenty- seven 

institutionalized 

individuals with 

mental retardation 

ages 10-23 

●Stanford-Binet, Wechsler, 

Frostig, Child Behavior 

Rating Scale, Vineland 

Social Maturity Scale and 

teacher performance 

ratings 

●Music athletic 

ensemble 

participants 

outscored non 

performers in social 

quotient/ adjustment 

●To determine the 
influence of a 

socially valued 

skill on peer 

acceptance 

Cassity (1981) Group music therapy 

sessions 

Piano performance Thirteen physically 

handicapped 

preadolescents  

● Sociometric 

questionnaire 

●Results suggest 

that a musical skill 

may significantly 

enhance status 

●To develop 
socially 

acceptable 

behaviors 

Cavallin & 

Cavallin (1968) 

Group and Individual 

Sessions 

Music activities, music 

lessons and music 

ensemble participation 

 

Adolescents ●Descriptive data only ●Positive feelings 

re: staff 

●Decreased 

elopements 
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Needs/Objectives Research Study Music Therapy 

Setting  

Specific Interventions 

Utilized  

Participant  

Description 

Outcome Measures Results 

●To develop 

social behaviors 

Chan (2005) Individual music 

therapy sessions 

Musically adapted social 

stories 

Four Children with 

autism in Hong 

Kong  

●Behavioral observations ●Problematic 

behaviors in 2 of the 

4 participants were 

significantly 

modified suggesting 

that viability of 

social stories set to 

music  

 

●To compare the 

effect of two 

music lessons 

(non-adapted vs. 

adapted)on on/off 

task, success rate 

at music tasks and 

social interaction 

with peers 

Cowell (1995) Regular elementary 

music classroom 

Music education activities ●Two students with 
special needs 

mainstreamed into 

regular music 

classes 

●Behavioral observations ●Social interactions 

increased (Subject A 

from 27-36 and 

Subject B 13-14) 

Self initiated 

interactions in 

Subject A went from 

4 in the non-adapted 

lesson to 14 in the 

adapted lesson 

 

●To decrease 
activity level 

●To increase 
attention span 

Cripe, (1986)  Individual music 

therapy sessions 

Rock music played via 

headphones during free 

play, maze work and 

coloring 

Boys ages 6 to 8 

years 

●Parent questionnaire 

●Behavior Checklist 
●Significant impact 

of music on activity 

level (significant 

decrease in motor 

responses) 

●To analyze the 

impact of the 

music therapist 

vs. switch 

activated 

toys and recorded 

music in evoking 

physiological, 

affective, and 

vocal responses  

 

 

DeBedout & 

Worden (2006) 

Individual sessions Recorded music, therapist 

singing and guitar playing 

Seventeen children, 

ages 5-13, 

determined to be 

severely 

intellectually 

disabled 

●Behavioral Observations ●Playing and 

singing by a music 

therapist elicited 

more positive 

responses than other 

stimuli 
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Needs/Objectives Research Study Music Therapy 

Setting  

Specific Interventions 

Utilized  

Participant  

Description 

Outcome Measures Results 

●To improve 

prosocial 

behaviors 

De Mers (2007) Group music therapy 

sessions 

Not available Three children with 

autism and/or 

developmental 

disabilities 

●Behavior observations ●MT had gradual 

effects on hitting, 

screaming and 

asking; hitting and 

screaming decreased 

and asking increased 

●Effects were 

maintained 3 weeks 

following 

intervention 

●To examine the 
effectiveness of 

social stories 

combined with 

music therapy on 

challenging 

behaviors 

De Mers, Tincani, 

Van Norman & 

Higgins (2009) 

Group music therapy 

sessions 

Movement, guided 

instrumental activities, 

singing 

Three case studies 

involving three 

young children with 

challenging 

behaviors 

●Visual analyses  ●Problem behaviors 

were decreased; 

alternative behaviors 

increased for 2/3 

children 

●To investigate 

the effects of a 

token economy 

system  

Dileo (1975) Group music therapy 

sessions 

Singing, instrument 

playing, dancing 

Sixteen members of 

the senior chorus 

(CA 13-19) 

●Mean daily scores 

(number of tokens 

removed and earned) 

●Significant 

increases in 

appropriate behavior 

and decreases in 

inappropriate 

behavior. 
●To improve 
social skills (turn-

taking, imitation, 

vocalization, 

initiation and eye 

contact) 

Duffy & Fuller 

(2001)  

Group music therapy 

sessions 

Various activities as 

designed by researcher 

and implemented by 

trained staff 

Children with 

developmental 

disabilities ages 5-

10 years 

●5 minute researcher 
designed social skills test 

●Social skills 

training via music 

interventions was 

equally as effective 

as non music 

interventions 

●To increase self-

expression 

●To develop 

group 

cohesiveness 

●To increase self-

esteem 

Edgerton (1990) Group music therapy 

sessions 

Creative songwriting Two different 

groups of 

Emotionally 

impaired male 

adolescents 

●Case study anecdotal 

information 

●Improved group 

cohesion and 

respect, increased 

cooperation and 

improved 

interpersonal 

relations 
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Needs/Objectives Research Study Music Therapy 

Setting  

Specific Interventions 

Utilized  

Participant  

Description 

Outcome Measures Results 

●To improve non 
verbal 

communication 

behaviors 

●To improve 

verbal 

communication 

behaviors 

 

Edgerton (1994)  Individual music 

therapy sessions 

Improvisational singing 

and improvisational 

instrument play 

Children with 

autism ages 6-9 

years 

●Checklist of 
communicative 

responses/acts score sheet 

●Results suggest the 

efficacy of 

improvisational music 

therapy in increasing 

communication 

behaviors in 

children with autism 

 

●To improve 
interpersonal 

behaviors in 

group sessions 

and in the 

classroom 

Eidson (1989) Group music therapy 

sessions 

Rock and rap music 

taught and then  

performed in a music 

video 

Twenty-five 

students ages 11-16 

enrolled in 5 

different classrooms 

for the emotionally 

handicapped  

 

●Madsen and Madsen 
(1974) Behavioral 

Observation Form 

●Continuous Observation 
Program (1988) 

●Participants 

learned to 

demonstrate 

appropriate 

interpersonal 

behaviors in music 

therapy sessions  

●Participants 
appeared to transfer 

the interpersonal 

behaviors to their 

classrooms. 

 

●To facilitate 
social play 

Gunsberg (1988)  Group music therapy 

sessions  

Musical play Twelve 

developmentally 

delayed and non 

delayed children 

ages 3-5 

●Video analysis ●Increased peer 

acceptance 

●Increased peer 

interactions 

●To analyze the 

responses to art 

and music therapy 

and their impact 

on behavior, 

communication, 

socialization and 

pre academics 

Hairston (1990) Group music therapy 

sessions 

Chant, instrument playing Eight autistic and 

non-autistic 

mentally retarded 

children 

●Developmental Therapy 

Objectives Rating Form 

●The Systematic-Who-to-

Whom-Analysis Notation 

●Trend for increase 

in developmental 

milestones in all 4 

developmental areas 

(behavior, 

communication, 

socialization, pre 

academics) 

 
 



55 

 

Needs/Objectives Research Study Music Therapy 

Setting  

Specific Interventions 

Utilized  

Participant  

Description 

Outcome Measures Results 

●To improve  

communication 

skills  

Harding & 

Ballard (1982) 

Individualized music 

activity program 

Employing music as 

both an antecedent 

stimulus and a reward 

Three physically 

handicapped 

preschool aged 3-5 

 

●Behavioral observations ● Increases in verbal 
responding 

accompanied the 

incorporation of 

music activities 

into the individual 

sessions 

●To determine the 

effectiveness of 

combined music 

therapy 

techniques/Cog. 

Behavioral  group 

treatment  

 

Hendricks (2001) Group music therapy 

sessions  

Music therapy techniques 

combined with cognitive 

behavioral techniques 

Adolescents ages 

13-18 with 

depression 

●Beck Depression 
Inventory  

●Piers-Harris Self Concept 

Scale 

●GPA 

●Reduced 

depression scores 

●increased self-

concept scores 

●To increase 

group cohesion 

●To increase 

positive oral 

statements 

 

Horton (2005) Group music therapy 

sessions  

Stepping At-risk African-

American 

adolescent females 

●Behavioral Observations ●Significant 

participation 

increase 

●Significant 
increase in positive 

oral statements 

 
 

●To increase 
social interaction 

Humpal (1991)  Inclusive preschool 

music program 

Singing, instrument 

playing, movement, 

musical games 

Preschool children 

with and without 

disabilities  

 

 

●Observation Checklist 
●Staff Questionnaire 

●Increased peer 

acceptance and 

interactions 

●To reduce 
hyperactivity 

●To assist 
learning 

●To increase 
auditory 

perception 

●To improve 
language skills 

 

Jackson (2003)  A survey of music 

therapists about Group 

music therapy 

practices 

Music and movement, 

instrumental 

improvisation, musical 

play,  group singing 

Early elementary 

children with 

ADHD 

●Survey of music 
therapists 

●89% of music 

therapy survey 

respondents reported 

working on 

psychosocial goals 

with children with 

ADHD 
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Needs/Objectives Research Study Music Therapy 

Setting  

Specific Interventions 

Utilized  

Participant  

Description 

Outcome Measures Results 

●To facilitate 

social interactions 

and acceptance   

Jellison, Brooks 

& Huck (1984) 

Music classroom with 

large and small groups 

and small group with 

music contingency 

conditions  

Performing rhythm 

patterns and arranging 

them into a rhythm score 

100 typically 

developing   

students ages 9-12 

and 26 handicapped 

students aged 8-15 

●Behavioral observations 

●Children‘s attitudes 
toward handicapped peers 

scale  

●Acceptance within music 
scale  

●Increase in 

positive attitude 

●Increase in 
positive interactions 

●A Case study of 

a child‘s 
participation in 

music education 

and music therapy 

Jellison & Gainer 

(1995) 

Group music 

education and music 

therapy classes in a 

public school 

Music education and 

music therapy activities 

Eleven year old girl 

with mild mental 

retardation 

●Behavioral observations ●Individual 

behaviors rates 

(approximation, 

correct, incorrect, or 

initiation) were 

higher than assisted 

or noncompliant 

behaviors.  

●Rates for correct 
responses were 

higher in music 

therapy 

than in music 

education 

●On-task behaviors 

were 2x as high in 

music therapy than 

in music education 

●To modify social 
behaviors 

Jorgenson & 

Parnell (1970) 

Group music therapy 

sessions 

Signing, movement to 

music, music listening 

Four children with 

moderate mental 

retardation 

●Behavioral observations  ●Interfering 

behaviors 

decreased and 

participation 

increased 

●To improve peer 

interactions and 

meaningful play 

Kern & Aldridge 

(2006) 

Individual intervention 

in an inclusive child 

care program 

Playground musical 

adaptations 

Four boys with 

autism 
●Behavioral observations ●Facilitated play 

and peer 

involvement 

●To improve 

social interaction 

with adults /peers 

●To decrease 
stereotypic 

behaviors 

Kern & Wolery 

(2001; 2002) 

Individual 

intervention/ adult 

interactions in 

inclusive setting 

Playground musical 

adaptations 

One 40-month old 

boy 
●Behavioral observations ●Staff  training on   

musical adaptations 

resulted in increased 

peer interactions and 

a marked increase in 

adult interactions 
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Needs/Objectives Research Study Music Therapy 

Setting  

Specific Interventions 

Utilized  

Participant  

Description 

Outcome Measures Results 

●To improve 

independent 

behaviors 

Kern, Wolery, & 

Aldridge (2007) 

Individual intervention 

in an inclusive 

classroom 

Individually composed 

songs 

Two young children 

with autism 
●Behavioral observations ●Songs assisted 

children in entering 

the classroom, 

greeting 

teachers/peers and 

engaging in play 

●To improve 
relationships 

●To improve self- 
confidence 

●To improve self-
control 

Kim, Kverno, 

Lee, Park, Lee, & 

Kim (2006) 

Group music therapy 

sessions 

Music listening and group 

singing, changing 

tempo/tune in music, song 

writing, music and body 

movement 

Thirty five 7
th

 grade 

girls (ages 11-12) 

●Video-taped behavioral 

observations 

●Participant self report 

●Interpersonal 

relatedness was 

promoted 

●Opportunities to 

practice social and 

communication 

skills were provided  

●To increase self- 
esteem 

Kivland (1986)  Individual music 

therapy  sessions 

Music instruction, music 

composing 

Twelve year old 

with conduct 

disorder 

●Frequency of 
spontaneous positive and 

negative self-statements 

●Frequency of prompted 
positive self-statements 

●Ability to list 
accomplishments during 

session/accept positive 

feedback 

●Decrease in 

negative comments 

●Increase in 

prompted positive 

self-statements 

●Improved ability to 

accept positive 

comments 

appropriately 

 

●To determine 

frequency of two 

distracting 

behaviors 

●To determine 

appropriate 

participation 

Kostka (1993) Regular music classes 

and special music 

classes 

Music education 

classroom activities 

One 9-year old boy 

with autism 
●Behavioral observations ●Stereotypic 

behaviors  decrease 

in regular music 

classes as compared 

to special music 

classes 

●To improve a 

target objective 

for each 

participant 

(various goals) 

 
 

Krout (1987) Group music therapy 

sessions 

Movement to music, 

rhythm instrument 

activities, singing 

Six multiply 

handicapped 

students in a special 

education setting 

●Behavioral observations ●Improved eye 
contact 

●Improved 
communication 
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Needs/Objectives Research Study Music Therapy 

Setting  

Specific Interventions 

Utilized  

Participant  

Description 

Outcome Measures Results 

●To decrease 
abusive behaviors 

●To decrease 
emotional 

responses  

●To develop 

prosocial 

communication  

Madsen & 

Madsen (1968) 

Music as a behavior 

modification technique 

Guitar lessons Fifteen year old boy 

under court 

supervision 

●Case study descriptive 
data only 

●Improved progress 

and frequency of 

social behavioral 

skills 

●To increase 
social and 

academic skills 

Madsen, Smith & 

Freeman (1988) 

Cross-age tutoring Music as a contingency 

and teaching aid 

Sixteen elementary 

aged learning and/or 

behaviorally 

disordered students 

and 32 kindergarten 

aged students with 

learning deficits 

●Likert--type attitudinal 

assessment 

●Basic Skills Assessment 
Test 

●Video analysis 

●Improved acad.  

skills/ mood 

●Problem students 

(tutors) viewed as 

gifted, on-task, 

positive, socially 

appropriate, above 

grade level and 

behaviorally normal   

●Tutees were 

perceived as mostly 

on -task, positive, 

socially appropriate 

and behaviorally 

normal 

 

●To increase  

attention span  

and nonverbal 

communication 

●To reduce 
autistic behaviors  

Mahlberg (1973) Individual music 

therapy sessions 

Clapping, instrument 

playing, action songs, 

marching to music 

Seven year old 

autistic boy in 

residential treatment 

Anecdotal case study 

information 
●Improved 

communication/ 

attention span 

●Decrease in 

stereotypical 

behaviors 

●To decrease the 

frequency of 

inappropriate bus 

riding behaviors  

 

McCarty, 

McElfresh, Rice 

& Wilson (1978) 

 

Group bus riding Contingent music  Children aged 3-14 

years with 

emotional disorders 

●Behavioral observations ●Decrease in 

inappropriate 

behaviors 

●Increase in helping 

behaviors 
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Needs/Objectives Research Study Music Therapy 

Setting  

Specific Interventions 

Utilized  

Participant  

Description 

Outcome Measures Results 

●To determine if 

the learning of 

simple musical 

skills would affect 

self esteem 

●To determine if 

further instruction 

could produce 

increased 

attention span 

Michel & Farrell 

(1973) 

Group music therapy 

sessions 

Ukulele sessions Fourteen  African- 

American boys 

between 10 and 12 

years old 

●Coopersmith Self-Esteem 

Inventory /Behavior Rating 

Form 

●Behavioral observations 

●Teacher subjective 

observations 

●Increased attention 

span 

●Improved attentive 
behavior (10% 

increase in 1 week) 

●To increase self 
expression 

●To improve 
anger 

management 

Montello & 

Coons (1998) 

Active and passive 

group music therapy 

sessions 

●Active---

reading/performing 

rhythms and performing 

accompanied stories 

●Passive---listening, 

discussion of song 

choices  

Preadolescents/ 

early adolescents 

ages 11-14 with 

emotional, learning 

and behavioral 

disorders 

●24 item subset of the 
Achenbach's (1991a) 

Teacher's Report Form 

(TRF). 

●Individual and 

structured treatment 

appeared more 

effective in reducing 

hyperactivity and 

impulsiveness 

●To establish 

relationships with 

―psychotic‖ 
children  

North (1966) Not specified Instrument playing, 

improvisation 

Emotionally 

disturbed, psychotic, 

schizophrenic, 

infantile autistic 

children  

●Case study anecdotal 

information 

●Increased 

verbalizations 

●Enhanced 
relationships with 

others 

 

 

●To promote 
social skills 

acquisition 

Pasiali (2004) 

 

Home -based 

individual sessions 

Prescriptive Therapeutic 

Songs based on social 

stories guidelines; songs 

were listened to, 

accompanied by rhythmic 

instruments and sung 

Three children 

diagnosed with 

Autism 

●Researcher designed data 
collection form completed 

by parent for 7 days and an 

additional person for 3 

days  

●Provides support 

to anecdotal claims 

that children with 

autism follow 

directions imbedded 

within songs 

 

 

●To teach social 

skills 

Reid, Hill, Rawers 

& Montegar 

(1975) 

Individual Music 

Therapy sessions  

Contingent use of music One nonverbal, 

hyperactive boy  
●Behavioral Observations ●Increased 

appropriate 

walking/car riding 

●Reduced 

hyperactivity 
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Needs/Objectives Research Study Music Therapy 

Setting  

Specific Interventions 

Utilized  

Participant  

Description 

Outcome Measures Results 

●To promote on- 

task behavior 

during group 

transition times 

 

 

Register& 

Humpal (2007) 

Music used during 

transitions in early 

childhood classrooms 

Music facilitated 

transitions from one 

activity to another  

Children in Early 

Childhood 

●Measurement of the 
latency  of response time 

via stopwatch 

●Quicker, more 

effective transitions 

●To promote 

appropriate 

interaction with 

peers 

Rickson & 

Watkins (2003) 

Group Music Therapy 

sessions  

*Author noted that 

smaller, more 

structured groups may 

work better with 

children with ADHD 

 

 

 

Client centered approach 

involving, self selected 

music, songs to practice 

social interaction, rhythm 

activities, improvisation, 

instrument care  

 

Boys Ages 11-15 

with intellectual, 

emotional and social 

deficits 

●Parent and Teacher 
versions of the 

Developmental Behavior 

Checklist 

●Individual and 

structured treatment 

appeared more 

effective in reducing 

hyperactivity and 

impulsiveness 

 

●To reduce 
impulsive 

behaviors 

●To reduce 
restless behaviors 

Rickson (2006)  Group music therapy 

sessions  

Instructional approach- 

teaching/modeling of 

rhythm based tasks on 

percussive instruments 

Improvisational- 

instrumental 

improvisation on 

percussive instruments 

 

 

Eleven boys ages 

11-16 with ADHD, 

learning disabilities; 

some also had  mild 

intellectual 

disability and other 

co morbid diagnoses 

●Synchronized Taping 
Test 

● Conners‘ Rating Scales 

●Decreased 

impulsive behaviors 

●Decreased restless 

behaviors 

●To improve 

social 

interaction, 

relatedness, to 

increase self-

expression and 

self-esteem, 

and decrease 

hostile and 

disruptive 

behavior. 

 

Rio & Tenney 

(2002) 

Group music therapy Lyric analysis, active 

music making, singing, 

songwriting 

Male and female 

adolescent offenders 
●Anecdotal information ●Development of 

interpersonal 

attachments 
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Needs/Objectives Research Study Music Therapy 

Setting  

Specific Interventions 

Utilized  

Participant  

Description 

Outcome Measures Results 

●To increase 
socially engaged 

behaviors 

Robb (2000)  

 

Individual Music 

Therapy sessions  

Greeting songs, action 

songs, instrumental 

activities 

 

Ten Oncology 

patients ages 4-12 

●Observational measures 

●The Affective Face Scale 
as a self report measure 

 

●Increased active 

engagement during 

music therapy 

●Increased focus of 

attention 

●Increased making 

choices 

●Increased  positive 

affect 

 

●To improve 
attentive 

behaviors 

Robb (2003)  Music therapy-based 

early intervention 

program for children 

with visual 

impairments 

Music sessions involving 

singing, instrument play,  

group song writing and 

movement 

Preschoolers ages 4-

6 with visual 

impairments 

●Student on-task behavior 

form (Madsen & Madsen) 
●Significant 

increase in attentive 

behaviors  

●Higher mean 
scores for: facing a 

central speaker, 

following one-step 

directions, 

manipulating objects 

& remaining seated. 

 

●To establish 

communication  

 

Saperston (1973) Individual Music 

Therapy sessions  

Therapist piano 

improvisation to client 

movement 

Eight-year-old 

micro cephalic, 

profoundly retarded 

boy with a social 

quotient of 27 

●Anecdotal case study data ●The primary goal 

of establishing 

communication  

through music was 

accomplished 

 

●To increase 

assertiveness and 

anger 

management 

Slotoroff(1994) Individual and group 

music therapy session  

Specialized drumming 

technique (1:1); group 

sessions outside of 

technique) 

Adolescent and 

adult survivors of 

trauma 

●Anecdotal case study 

observations 

●Ability to dialogue 

about self-awareness  

●Ability to Self-

reflect 

●To increase 
ability to follow 

directions 

 

 

 

Spencer (1988) Group music therapy  Instrumental and 

movement activities 

Twenty seven 

individuals with 

mental retardation 

ages 16-40 

 

●Experimenter designed 

pretest  
●Significant 

increases in 

following direction 

skills 
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Needs/Objectives Research Study Music Therapy 

Setting  

Specific Interventions 

Utilized  

Participant  

Description 

Outcome Measures Results 

●To improve on- 

task, behavio 

appropriate 

behavior, and 

motor skills 

●To encourage 
self expression, 

communication 

and socialization 

●To reinforce 
cognitive skills 

Sausser & Waller 

(2006) 

Group music therapy 

sessions   

Drumming, chant, group 

musical project, lyric 

analysis 

Middle School aged 

students 

●Beech Brook Music 

Therapy Assessment for 

Severely Emotionally 

Disturbed Children (Initial 

assessment) 

●Behavioral observation in 
60 second intervals for on-

task participation 

●Anecdotal observations 

●Improved 

communication 

●To identify  dev. 
appropriate 

activity 

components 

(social, cognitive, 

motor) within an 

inclusive pre-K 

early intervention 

MT program 

●To assess 
developmentally 

appropriate 

teaching 

interactions and 

evaluate student 

responses 

Standley & 

Hughes (1996) 

Group music therapy 

sessions  

Various interventions 

including movement to 

music, singing, music 

combined with various 

manipulatives, etc.  

Two inclusive 

preschool classes (4 

year olds) 

●Behavioral observations ●Data support use 
of MT to address 

social, motor and 

cognitive goals in 

group situations 

●Data demonstrate 
that MT activities 

can be conducted 

within NAEYC 

guidelines  

●On-task levels  

were comparable 

to the highest levels 

reported in the 

research literature 

●High task success 

rate  

●To teach 

independent 

problem solving 

skills 

Staum(1993) Group music therapy 

sessions  

Singing, dance/rap 

activities, contingent 

instrument playing and 

musical drama 

Homeless Children 

aged 5-14 
●Behavioral observations 

(Frequency counts) 

●No apparent 

trends/improvement; 

although MT could 

address concerns of 

homeless children  

with a limited 

number of children, 

and fast paced, 

familiar activities 
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Needs/Objectives Research Study Music Therapy 

Setting  

Specific Interventions 

Utilized  

Participant  

Description 

Outcome Measures Results 

●To compare 

primary 

reinforcers to 

music in 

motivating 

children to 

participate in the 

learning of 

empathy and 

cooperation 

Staum & Brotons 

(1995) 

Group music therapy 

sessions  

Creative music activities Thirty children 

participated in group 

sessions but only six 

were included in the 

study 

●Attendance 
measurements 

●Video analysis 

●Inconsistent 

responses in terms 

of social skills due 

to inconsistent 

attendance 

●50% children 

chose music 

reinforcers while the 

rest were split 

between food and 

clothing 

●To improve 
behavior 

Steele (1975) Individual and group 

music therapy sessions 

Choral ensemble, 

individual instruction, 

music performance 

Pre-teen/adolescent 

behaviorally deviant 

youngsters in 

residential treatment 

 

●Behavioral observations ●High percentage of 
on-task behavior 

●To improve 
target behaviors: 

decrease verbal 

interruptions and 

inapporpriate 

questions,  ―I 
can‘t 
statements;‖to 
increase 

unprompted 

comments/ 

appropriate 

responses 

 

Steele (1977) Individual and group 

music therapy sessions 

Various interventions Over 250 

individuals 

including children 

and adults 

●Behavioral observations ●Improved targeted 
behaviors 

●To improve 

various behavioral 

objectives 

(negative affect, 

etc.) 

Steele (1984) Individual and group 

music therapy 

Instrument playing, 

composing original songs 

and poems, learning 

musical notation and 

theory 

Three case studies 

of children with 

learning disabilities; 

2 individual and one 

group of 5 children  

 

 

●Behavioral Observations ●Various anecdotal 

accounts of 

improved targeted 

skills 



64 

 

Needs/Objectives Research Study Music Therapy 

Setting  

Specific Interventions 

Utilized  

Participant  

Description 

Outcome Measures Results 

●To reduce 

behavioral and 

adjustment 

problems 

Steele, Vaughan 

& Dolan (1976) 

Direct service group 

music therapy sessions  

Various music activities 

 

 

 

 

 

 

Multiple groups; 

specific example of 

7 hyperactive 1
st
 and 

2
nd

 graders 

●Behavioral Observation ●Hitting decreased 

to an average of .9 

occurrences per 

session per child 

●Verbal out –of- 

turn behavior 

decreased from an 

average of 16 to 4.1  

●Nonverbal out -of -

turn behaviors 

decreased from 13.3 

to 1.1 occurrences  

 

●To increase 
social-emotional 

communication 

Stewart (2002) Group music therapy 

sessions  

Instrument playing and 

improvisation 

Four boys ages 4 to 

9 

●Video behavioral 
observations 

●Overall 

improvement in 

attention, social 

skills and musical 

response 

 

 

●To increase peer 

awareness 

Sussman (2009) Group music therapy 

sessions  

Passing games with music 

and musical objects 

Nine children ages 2 

to 6 
●Behavioral observations ●Increased 

sustained attention 

●Increased 

alternated attention 

between peers 
 

●To use music to 

enhance 

development 

(cognitive, 

communication, 

motor & social) 

Swedberg (2009) Home use of music 

learned at parent/child 

music groups 

Songs paired with: 

movement, stories, 

puppets, sign language, 

scarves; songs for 

greetings, transitions, 

bonding/affection 

Parents and children 

ages 6 to 24 months 
●Survey ●Songs and 

activities that 

teach/reinforce 

social skills were 

most  used outside 

group; 95% used 

transitional songs,  

90% greeting, 60% 

for affection/ 

bonding 
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Needs/Objectives Research Study Music Therapy 

Setting  

Specific Interventions 

Utilized  

Participant  

Description 

Outcome Measures Results 

●To improve 
social cognitive 

skills 

Ulfarsdottir, & 

Erwin (1999) 

Group music therapy 

sessions  

Musical dialogues, 

improvisation 

Preschool children 

(27 actually 

receiving MT) aged 

5 in Iceland 

●Adaption of the Pre-

School Interpersonal 

Problem Solving test 

(hypothetical vignettes to 

which the children 

provided responses) from 

the Interpersonal and 

Cognitive Problem Solving 

(ICPS) program by Spivak 

and Shure 

●7 moth follow up 

showed significant 

improvement in 

social problem 

solving in the music 

therapy group 

●To identify MT 

activities that 

address SCERTS 

goals  (social 

communication, 

emotional 

regulation and 

transactional 

support) 

Walworth (2007); 

Walworth, 

Register & Engel 

(2009) 

Survey of music 

therapists with a 

follow up video 

analysis of  33 clients 

with ASD 

Not specified Music therapists 

reported working 

with individuals 

with ASD of all 

ages 

●Goals and objectives 

addressed by music 

therapists contained in the 

SCERTS model 

●Music therapists 

reported working 

most on social 

communication 

goals but video 

analysis identified 

transactional support 

as the most 

addressed goal area  

●To increase 
social play 

●To increase 

positive parent-

child  interaction 

Walworth (2009) Parent/Infant Music 

Play Groups 

Parents and infants 

participate in 

developmentally 

appropriate music 

activities involving 

singing, movement and 

instrument playing,  

Infants ages 6 to 24 

months 

●Video-taped Behavioral 

observations   

●Parent Questionnaire  

●Infants in the 

developmental 

music groups 

showed significantly 

more social toy play 

●Parents attending 

the music group 

showed more + play 

behaviors 

●To encourage 

ego strength 

●To encourage 

resocialization of 

the patient within 

the unit, the 

family and the 

community 

●To improve 

communicaiton 

Wasserman 

(1972) 

Group music sessions Group singing and 

instrumental ―jam‖ 
sessions 

Varied ages, but 

majority in late 

teens and early 20‘s 

●Case study anecdotal 

information 

●Improved social 

awareness and 

cooperation 
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Needs/Objectives Research Study Music Therapy 

Setting  

Specific Interventions 

Utilized  

Participant  

Description 

Outcome Measures Results 

●To address 

social, 

psychological and 

educational goals  

 

Werbner (1966) Group and individual 

music therapy sessions 

Instrument playing, 

singing songs, movement 

to music 

Psychotic children 

ages three to sixteen  
●Case Study anecdotal 

information 

●Improved social 

awareness and 

cooperation 

●To improve 

functioning in 

children with 

autism (including 

social behaviors) 

Whipple (2004) A meta analysis of 

music therapy 

literature 

Background music, 

singing, movement, music 

games, music 

accompanied activities 

Children with 

autism 
●Computed effect sizes  ●All effects were in 

a positive direction 

●Body of literature 
reports the benefits 

of : increased 

appropriate social 

behaviors, decreased 

inappropriate social 

behaviors, increases 

attention to task, 

increased 

communicative acts, 

increased 

engagement 

●To decrease 
inappropriate, 

disruptive  

behaviors (temper 

tantrums, hitting, 

etc.) 

Wilson (1976) Group music therapy 

sessions 

Contingent use of rock 

music 

Six children from a 

therapeutic nursery 

aged 5-7 years 

●Behavioral observations 
(frequency counts) 

●The use of rock 
music, time-out, 

social rewards, and 

tangible rewards 

decreased targeted 

behaviors 

●To increase 

responsiveness 

●To increase 

parent/ child 

interactions 

Witt & Steele 

(1984) 

Home-based  

individual sessions 

Music, music related 

activities and musical 

objects 

Mother and 14-

month old child with 

multiple disabilities 

●Behavioral observations ●Significant 

improvement 

indicated in eye 

contact, purposeful 

reaching for objects 

and response to own 

name 
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Office of the Vice President For Research 

Human Participants Committee 

Tallahassee, Florida 32306-2742 

(850) 644-8673 · FAX (850) 644-4392 

 

APPROVAL MEMORANDUM (for change in research protocol) 

 

Date: 10/24/2008 

 

To: Lori Gooding 

 

Address: 4525 Hickory Forest Circle 

Dept.: MUSIC SCHOOL 

 

From: Thomas L. Jacobson, Chair 

 

Re: Use of Human Participants in Research (Approval for Change in Protocol) 

Project entitled: The Effect Group Music Therapy on Social Skills, Coping Skills and 

Creativity in Children with ADHD and  LD 

 

The form that you submitted to this office in regard to the requested change/amendment to 

your research protocol for the above-referenced project has been reviewed and approved. 

 

Please be reminded that if the project has not been completed by 10/21/2009, you must 

request renewed approval for continuation of the project. 

 

By copy of this memorandum, the chairman of your department and/or your major 

professor is reminded that he/she is responsible for being informed concerning research 

projects involving human participants in the department, and should review protocols as 

often as needed to insure that the project is being conducted in compliance with our 

institution and with DHHS regulations. 

 

This institution has an Assurance on file with the Office for Human Research Protection. The 

Assurance Number is IRB00000446. 

 

Cc: Alice-Ann Darrow, Advisor 

HSC No. 2008.1796 

 

APPROVAL MEMORANDUM (for change in research protocol) 

 

Date: 4/23/2009 

 

To: Lori Gooding 

 

Address: 4525 Hickory Forest Circle 
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Dept.: MUSIC SCHOOL 

 

From: Thomas L. Jacobson, Chair 

 

Re: Use of Human Participants in Research (Approval for Change in Protocol) 

Project entitled: The Effect of Group Music Therapy on Social Skills, Coping Skills and 

Creativity in Children with ADHD and  LD 

 

The form that you submitted to this office in regard to the requested change/amendment to 

your research protocol for the above-referenced project has been reviewed and approved. 

 

Please be reminded that if the project has not been completed by 10/21/2009, you must 

request renewed approval for continuation of the project. 

 

By copy of this memorandum, the chairman of your department and/or your major 

professor is reminded that he/she is responsible for being informed concerning research 

projects involving human participants in the department, and should review protocols as 

often as needed to insure that the project is being conducted in compliance with our 

institution and with DHHS regulations. 

 

This institution has an Assurance on file with the Office for Human Research Protection. The 

Assurance Number is IRB00000446. 

 

Cc: Jayne Standley, Advisor 

HSC No. 2009.2609 
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Office of the Vice President For Research 

Human Participants Committee 

Tallahassee, Florida 32306-2742 

(850) 644-8673 · FAX (850) 644-4392 

 

RE-APPROVAL MEMORANDUM 

 

Date: 10/16/2009 

 

To: Lori Gooding 

 

Address: 4525 Hickory Forest Circle 

Dept.: MUSIC SCHOOL 

 

From: Thomas L. Jacobson, Chair 

 

Re: Re-approval of Use of Human participants in Research 

The Effect of Short Term Intensive Group Music Therapy on Social Skills, Coping Skills and 

Creativity in Children with ADHD Transitioning from Elementary to Middle School 

 

Your request to continue the research project listed above involving human participants has 

been approved by the Human Participants Committee. If your project has not been 

completed by 10/13/2010, you are must request renewed approval by the Committee. 

 

If you submitted a proposed consent form with your renewal request, the approved 

stamped consent form is attached to this re-approval notice.  Only the stamped version of 

the consent form may be used in recruiting of research participants. You are reminded that 

any change in protocol for this project must be reviewed and approved by the Committee 

prior to implementation of the proposed change in the protocol.  A protocol 

change/amendment form is required to be submitted for approval by the Committee. In 

addition, federal regulations require that the Principal Investigator promptly report in 

writing, any unanticipated problems or adverse events involving risks to research 

participants or others. 

 

By copy of this memorandum, the Chair of your department and/or your major professor 

are reminded of their responsibility for being informed concerning research projects 

involving human participants in their department.  They are advised to review the protocols 

as often as necessary to insure that the project is being conducted in compliance with our 

institution and with DHHS regulations. 

 

Cc: Alice-Ann Darrow, Advisor 

HSC No. 2009.3206 
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APPENDIX C 
 

 

PROGRAM OVERVIEW 
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BSTM Overview 

Purpose: The purpose of this program is to help children with social skills deficits to develop social skills 

that will empower them as they function in school and life. By using a creative music-based approach, 

participants will have the opportunity to improve creativity, improve social skills and develop positive 

coping, as well as behavioral self-regulation skills.  

Participants will listen to music, analyze lyrics, perform music and create music while also developing 

positive interactions with peers, practicing positive coping skills and exploring their own creativity. 

Activities will be structured to optimize success and participants will have the opportunity to earn 

individual music rewards.  

Goals and Activities 

 

Goals and objectives: To enhance creativity, improve social skills and increase coping skills  

 

Specific, measurable activities to accomplish these objectives: This program will involve active music 

therapy groups presented during a time selected by the facility. Goals and objectives will be tracked via 

participant self-report, video review of behavioral observations and teacher/staff surveys taken at 

various points during the program.  

 

 Approach:  While music therapists function under many theoretical orientations, a cognitive 

behavioral approach combined with direct contingency management will be used during this 

program. Participants will be given social skills training and coping skills training that uses self 

evaluation and transfer tasks. Positive reinforcement will be stressed.   

 Format: The primary goal of any social skills training program is to improve the social 

functioning and social competence of its participants. Though programs may differ, there are 

evidenced-based practices that have proven to be effective. Research suggest that incorporating 

age and developmentally appropriate practices, combining affective, cognitive and behavioral 

components, using  group-based formats and addressing both acquisition and performance 

deficits (as needed)  improves success.  This program, therefore, will be group based, age and 

developmentally appropriate and will incorporate feedback and practices opportunities, as well 

as music-based activities.  

 Schedule: Group music therapy will be provided during facility approved times. Participants will 

take part in two data collection sessions and five music therapy sessions over approximately a 

five-week period. Times will be set up in conjunction with the needs of program staff and will be 

designed to accommodate facility constraints.  
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APPENDIX D 
 

 

SUBJECT ASSENT FORMS  
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Please note: This form was reapproved by the FSU Human Participants Committee on 10/16/09 (HSC #2009.3206). 
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APPENDIX E 
 

 

CASE MANAGER/TEACHER CONSENT FORMS 
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College of Music, Tallahassee, Fl32306-1180. Additional questions can be addressed to Dr. Darrow at 

aadarrow@fsu.edu or by phone at 645-1348. 

If you have any questions or concerns regarding this study and would like to talk to someone other than the 

researcher(s), you are encouraged to contact the FSU IRB at 2010 levy Street, Research Building B, Suite 276, 

Tallahassee, Fl 32306-2742, or 850-644-8633, or by email at iicooper@fsu.edu. 

Sincerely, 

Lori Gooding, MM, MT-BC 

Doctoral Candidate in Music Therapy 
* •••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• 

Teacher/ Staff Name ______________________________ _ 

Teacher Staff Signature-------------------------------

Date ___________________________________ _ 

.-

FSU Human Subjects Committee Approved on IOn4/08 Void After 10/21 /09 HSC# 2008.1796 
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Case Manager/Teacher Consent Form 

(Building Skills through Music) 

The Effect of Group Music Therapy on Social Skills, Coping Skills and Creativity in Children with Social Skills 

Deficits. 

Dear Teacher/Case Manager: 

You are invited to be in a research study that looks at the impact of music therapy on social skills, coping skills 

and creativity. (Sentences removed with contact names from previous location.) I ask that you read this form 

and ask any questions you may have before agreeing to be in the study. 

This study is being conducted by Lori Gooding, MM, MT-BC , NICU MT, College of Music, Florida State 

University. 

Background Information: I am a graduate student under the direction of Dr. Jayne Standley in the College of 

Music at Florida State University. I am conducting a research study that examines the impact of a group music 

therapy program on social skills for children with social skills deficits. I would like to invite you to participate in 

this study. 

Procedures: The study involves participation in group music therapy sessions for adolescents in your program. 

However, I would like to ask you to complete several brief questionnaires to provide me with behavioral 

information about the children in your program pre, during and post music therapy treatment. The 

information collected will be very brief and will only be collected once assent has been obtained. 

Voluntary Nature of the study: Your participation is voluntary. If you decide not to participate or choose to 

withdraw from the study at any time, there will be no penalty; it will not affect your students' treatment or 

participation in the program. 

Compensation: No compensation will be provided for participation. 

Risks and Benefits: Possible benefits as a result of your participation in this study include enhanced creativity, 

improved social skills and increased coping skills. Additionally, information gathered in this study may lead to 

future support for additional programs for children with social skills deficits. 

Confidentiality: The results of the research study may be published, but your name will not be used. 

(Adolesce(lt participant names will also not be used.) Any videotaping that occurs in this study would not 

involve you. 

Contacts and Questions: If you have any questions concerning this research study or your child's participation 

in the study, please call me at 241-2533 or email me at ldg07c@fsu.edu or via 122 N. Copeland Ave, 042 KMU, 

College of Music, Tallahassee, FL 32306-1180. Additional questions can be addressed to Jayne Standley at 

jstandley@music.fsu.edu or by phone at 644-4565. 

FSU Human Subjects Committee Approved on 4/23/09 Void After 10/21/09 HSC# 2009.2609 
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Please note: This form was reapproved by the FSU Human Participants Committee on 10/16/09 (HSC #2009.3206). 
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APPENDIX F 
 

 

PARENTAL/ GUARDIAN CONSENT FORMS FOR MINORS 
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If you have any questions or concerns regarding this study and would like to talk to someone other than the 

researcher(s), you are encouraged to contact the FSU IRB at 2010 Levy Street, Research Building B, Suite 276, 

Tallahassee, FL 32306-2742, or 850-644-8633, or by email at jjcooper@fsu.edu. 

Sincerely, 

Lori Gooding, MM, MT-BC 

Doctoral Candidate in Music Therapy 

* * * * * * ******************************************************************************** 

I give consent for my child----------------------to participate in the 
above study. 

I do not give consent for my child------------------- to participate in the 

above study. 

Additionally, I give consent for (check all that apply) 

_____ audio/video recording of my child during the program 

_____ willingness to complete parent ratings scales (with the understanding that the information will 

be used as part of the study) if asked to 

_____ release of video footage for research study use (e.g. allow researcher to video to collect 

behavioral observation data) 

_____ release of video footage for educational purposes only 

Parent's 
Name, ____________________________________ _ 

.-

Parent's Signature--------------------------------

Dare ________________________________ __ 

FSU Human Subjects Committee Approved on 10/24/08 Void After 10/21/09 HSC# 2008.1796 



84 

 

 

Parental/Guardian Consent Letter for Minors 

(Building Skills through Music) 

The Effect of Group Music Therapy on Social Skills, Coping Skills and Creativity in Children with Social Skills 

Deficits. 

Dear Parent or guardian: 

Your child/ward is invited to be in a research study that looks at the impact of music therapy on social skills. 

ask that you read this form and ask any questions you may have before agreeing to be in the study. 

This study is being conducted by Lori Gooding, MM, MT-BC, NICU MT, College of Music, Florida State 

University. 

Background Information: I am a graduate student under the direction of Dr. Jayne Standley in the College of 

Music at Florida State University. I am conducting a research study that examines the impact of a group music 

therapy program on social skills for children/adolescents with social skills deficits. I would like to invite your 

child/ward to participate in this study. 

Procedures: Your child/ward's participation in this study will consist of active participation in music therapy 

group sessions. Data will be collected during the sessions through group assignments, ratings scales and/or 

audio/video recording of the sessions. Additionally, your child's teacher/case manager may be asked to 

complete several brief ratings scales dealing with your child's behavior prior to, immediately after and 

following the program. 

Voluntary Nature of the study: Your participation, as well as that of your child, is voluntary. If you or your 

child chooses not to participate or chooses to withdraw from the study at any time, there will be no penalty; it 

will not affect your child's treatment or participation in the program. 

Compensation: No compensation will be provided for participation. 

Risks and Benefits: Possible benefits of your child's participation in this study include enhanced creativity, 

improved social skills and increased coping skills. Additionally, information gathered in this study may lead to 

future support for additional programs for children with social skills deficits. 

Confidentiality: The results of the research study may be published, but your child/ward's name will not be 

used. ｖｩ､ｾｯＯ｡ｵ､ｩｯ＠ recordings will be for data collection purposes only and will not be used outside of the 

research project. 

Contacts and Questions: If you have any questions concerning this research study or your child's participation 

in the study, please call me at 241-2533 or email me at ldg07c@fsu.edu or via 122 N. Copeland Ave, 042 KMU, 

College of Music, Tallahassee, FL 32306-1180. Additional questions can be addressed to Dr. Standley at 

jstandley@music.fsu.edu or by phone at 644-4565. 

FSU Human Subjects Committee Approved on 4/23/09 Void After 10/21/09 HSC# 2009.2609 
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Please note: This form was reapproved by the FSU Human Participants Committee on 10/16/09 (HSC #2009.3206). 
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APPENDIX G 
 

 

MUSIC THERAPY SOCIAL SKILLS BRIEF BEHAVIOR 

RATING 
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MTSS Brief Behavior Rating 

Name ____________________  Age __________  Date ___________________ 

Group____________________  Therapist/Teacher_____________________________________ 

 

Rate each skill on a scale from 1 to 10 with 1 being significantly below competency and 10 being the 

highest level of competency. (Competency is defined as developmentally appropriate skill demonstration 

for a typically developing individual.) This scale may be used at different points during the training 

program to assess progress in the skills targeted within the program.  

    

Not competent    Average      Extremely Competent 

Awareness of others  1 2 3 4 5 6 7 8 9 10 

Demonstrates self control 1 2 3 4 5 6 7 8 9 10 

Cooperates with peers 1 2 3 4 5 6 7 8 9 10 

Able to focus attention 1 2 3 4 5 6 7 8 9 10 

Dem. Imp control  1 2 3 4 5 6 7 8 9 10 

Actively listens  1 2 3 4 5 6 7 8 9 10 

Approp. eye contact 1 2 3 4 5 6 7 8 9 10 

Approp. personal space 1 2 3 4 5 6 7 8 9 10 

Res. to nonverbal cues 1 2 3 4 5 6 7 8 9 10 

Greets others  1 2 3 4 5 6 7 8 9 10 

Initiates conversations  1 2 3 4 5 6 7 8 9 10 

Dem. verbal planning  1 2 3 4 5 6 7 8 9 10 

(Thinks before speaking) 

Follows Directions  1 2 3 4 5 6 7 8 9 10 

Overall SS behavior 1 2 3 4 5 6 7 8 9 10 

Comments:  
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APPENDIX H 
 

 

MT PARTICIPANT SELF-REPORT LOG 
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Self-Report Log 

Name ____________________________________________________________      Session _______________  

Session ________________ 

 

 

Today I worked on ____________________________________________________________________________________________________.   

I had difficulty with ____________________________________________________________________________________________________. 

I did well with ________________________________________________________________________________________________________.  

I will continue to work on _______________________________________________________________________________________________.  

I would rate my participation today as:     1                   2               3  

 

 (Need to work on it)     (Okay)       (Good) 

 

Session ________________ 

Today I worked on ____________________________________________________________________________________________________.   

I had difficulty with ____________________________________________________________________________________________________. 

I did well with ________________________________________________________________________________________________________.  

I will continue to work on _______________________________________________________________________________________________.  

I would rate my participation today as:     1                   2               3  

 (Need to work on it)     (Okay)           (Good) 
 

 

Session ________________ 

Today I worked on ____________________________________________________________________________________________________.   

I had difficulty with ____________________________________________________________________________________________________. 

I did well with ________________________________________________________________________________________________________.  

I will continue to work on _______________________________________________________________________________________________.  

I would rate my participation today as:     1                   2               3  

 (Need to work on it)     (Okay)           (Good) 
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APPENDIX I 

 

 

MT SOCIAL SKILLS PROGRESS LOG 
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Progress Log 

Name _________________________________  Group _______________________  MT____________________________ 

Diagnosis ______________________________  Goal ________________________  Other __________________________ 

 

 

 

 

 

 

 

 

*Complete this chart for each session that the participant attends. Insert the date into the far left column and circle the skill level for each area beneath the correct 

heading. Place any specific information pertinent to the participant‘s demonstration of the skill areas in the Comments box.  

Key: + indicates appropriate use of the skill area and/or marked improvement; / indicates some appropriate aspects mixed with some inappropriate uses of the 

skill area and/or minimal improvement; — indicates inappropriate demonstration of the skill area and/or no improvement; NA indicates that the skill was not 

assessed  

Interpersonal Skills: awareness of self/others, demonstrates self control, able to regulate emotions 

Self Management: able to focus attention, impulse control, follow directions 

Non verbal communication: actively listens, appropriately uses body language, accurate response to NV cues 

Verbal communication: displays basic speaking etiquette, initiates conversations, takes turns in conversations, displays verbal planning (thinks before speaking/ does not blurt out)  

Other: behaviors specific to child and/or groups; may include attitude, respect, etc. 

 Interpersonal  

Skills 

Self 

Management  

Skills 

Non Verbal 

Communication 

Skills 

Verbal 

Communication 

Skills 

Other (please 

specify): 

 

Overall 

Participation 

Comments 

Date        

 +     /    —     NA +     /    —     NA +     /    —     NA +     /    —     NA +     /    —     NA +     /    —     NA  
 +     /    —     NA +     /    —     NA +     /    —     NA +     /    —     NA +     /    —     NA +     /    —     NA  
 +     /    —     NA +     /    —     NA +     /    —     NA +     /    —     NA +     /    —     NA +     /    —     NA  
 +     /    —     NA +     /    —     NA +     /    —     NA +     /    —     NA +     /    —     NA +     /    —     NA  
 +     /    —     NA +     /    —     NA +     /    —     NA +     /    —     NA +     /    —     NA +     /    —     NA  
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APPENDIX J 
 

 

MUSIC THERAPY INTERVAL RECORDING OF SPECIFIC BEHAVIOR 
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Interval Recording of Specific Behavior(s) 

Name _________________________________  Date/Session__________________________________ Time _______ to _______ 

Behavior Recorded _____________________________________________________________________________  

After defining the behavior to be recorded (see above), circle all of the ways in which that behavior is demonstrated (i.e., on-task, on-task 

prompted or off-task) during each interval. 

Interval       On-task 

                    

     1        On-task prompted           

                    

                   Off task  

Interval       On-task 

                    

     2        On-task prompted           

                    

                   Off task  

 

 

Interval       On-task 

                    

       3      On-task prompted           

                    

                   Off task  

 

 

Interval       On-task 

                    

 _______    On-task prompted           

                    

                   Off task  

 

 

Interval       On-task 

                    

 _______    On-task prompted           

                    

                   Off task  

 

 

Interval       On-task 

                    

 _______    On-task prompted           

                    

                   Off task  

 

 

Interval       On-task 

                    

 _______    On-task prompted           

                    

                   Off task  

 

 

Interval       On-task 

                    

 _______    On-task prompted           

                    

                   Off task  

 

 

Interval       On-task 

                    

 _______    On-task prompted           

                    

                   Off task  

 

 

Interval       On-task 

                    

 _______    On-task prompted           

                    

                   Off task  

 

 

Interval       On-task 

                    

 _______    On-task prompted           

                    

                   Off task  

 

 

Interval       On-task 

                    

 _______    On-task prompted           

                    

                   Off task  

 

 

Interval       On-task 

                    

 _______    On-task prompted           

                    

                   Off task  

 

 

Interval       On-task 

                    

 _______    On-task prompted           

                    

                   Off task  

 

 

Interval       On-task 

                    

 _______    On-task prompted           

                    

                   Off task  

 

 

Interval       On-task 

                    

 _______    On-task prompted           

                    

                   Off task  

 

 

Interval       On-task 

                    

 _______    On-task prompted           

                    

                   Off task  

 

 

Interval       On-task 

                    

 _______    On-task prompted           

                    

                   Off task  

 

 

Interval       On-task 

                    

 _______    On-task prompted           

                    

                   Off task  

 

 

Interval       On-task 

                    

 _______    On-task prompted           

                    

                   Off task  

 

 

Interval       On-task 

                    

 _______    On-task prompted           

                    

                   Off task  

 

 

 

Total: On-task_____    On-task prompted ______   Off-task ______ 
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APPENDIX K 
 

 

GROUP ON-TASK/OFF-TASK FORM 
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Group On-task/Off-task Form 

 

Observer________________________________________ Therapist_________________________ 

 

Reliability Observer _______________________________ Group_____________ Date_________ 

 

No. of group participants__________________________ Time: Start _________ End________ 

 

Activity________________________________________ Page __________ of ______________ 

 

Observation Interval _____________________________ Record Interval___________________ 

 

Behavior Recorded:  On-task ____________________ Off-task ________________________   (Circle one) 

 

Behavior Defined: 

__________________________________________________________________________________________________ 

Instructions: For each interval, circle the behavior observed (on or off-task) and write in the number of participants 

observed demonstrating the target behavior.  

Interval   

1 

# participants 

______________ 

On-task  

Off-task 

Interval   

2 

# participants 

______________ 

On-task  

Off-task 

Interval   

3 

# participants 

______________ 

On-task  

Off-task 

Interval   

4 

# participants 

______________ 

On-task  

Off-task 

Interval   

5 

# participants 

______________ 

On-task  

Off-task 

Interval   

6 

# participants 

______________ 

On-task  

Off-task 

Interval   

7 

# participants 

______________ 

On-task  

Off-task 

Interval   

8 

# participants 

______________ 

On-task  

Off-task 

Interval   

9 

# participants 

______________ 

On-task  

Off-task 

Interval   

10 

# participants 

______________ 

On-task  

Off-task 

Interval   

11 

# participants 

______________ 

On-task  

Off-task 

Interval   

12 

# participants 

______________ 

On-task  

Off-task 

Interval   

13 

# participants 

______________ 

On-task  

Off-task 

Interval   

14 

# participants 

______________ 

On-task  

Off-task 

Interval   

15 

# participants 

______________ 

On-task  

Off-task 

Interval   

16 

# participants 

______________ 

On-task  

Off-task 

*Adapted from Form H: Group On-Task/Off-Task Teacher Response (Madsen & Madsen, 1998) 
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APPENDIX L 
 

 

SOCIOMETRIC SCALE  
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Peer Sociometric Scale 

Name ___________________________   Date____________________________ Group ______________________ 

Directions: How do you feel about your peers? Circle the number that goes with the statement that best tells how you feel about your peers. 

   I don‘t like this  Sometimes I don‘t   This person  I like this  I like this   

   person at all  like this person   is OK   person   person a lot 

 

______________ 1   2    3   4   5 

 

______________ 1   2    3   4   5 

 

______________ 1   2    3   4   5 

 

______________ 1   2    3   4   5 

 

______________ 1   2    3   4   5 

 

______________ 1   2    3   4   5 

 

______________ 1   2    3   4   5 

 

______________ 1   2    3   4   5 

 

______________ 1   2    3   4   5 

 

______________ 1   2    3   4   5 

 

______________ 1   2    3   4   5 

 

______________ 1   2    3   4   5 

 

______________ 1   2    3   4   5
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APPENDIX M 
 

 

 SAMPLE SESSION FOR AGES 6-11 
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Sample Session 

Goal: Self-Management Skills Objectives: Focusing Attention, Impulse Control,   

     Following Directions 

Intro/Concept Review—(10 minutes)                                                                           Say Hello 

1) Play current music as participants enter the room. Have everyone sit in a semi circle and 

turn the music off after everyone is seated.  

2) Have the children sing along to ―Say Hello‖ (to the tune of Lollipop), practicing previous 

ways to say hello and incorporating new ones. Provide opportunities for role playing by 

asking children to practice saying hello to different individuals (teacher, friend, etc.).  

3) Review RAP rules (respect, attitude, participate) as well as any necessary information 

from the previous session.   

 

Say Hello 

Say Hello, Say hello, everybody say hello 

Say Hello, say hello, everybody say hello 

Say, Hello! 

   

Skill Introduction/Warm Up activity—(20) minutes)                           Baby Elephant/Iko, Iko 

                                                                                                                                 

Baby Elephant:  

1) Introduce the skill for the day (following directions/impulse control/paying attention). 

Describe, in words, exactly what the skill involves. Ask the children to describe what you do 

when you ―follow directions‖ ―wait‖ or ―pay attention.‖  
2) Introduce ―Baby Elephant‖. Tell the children that you will be playing a song for them and that 

they are to copy all of your movements. Let them know that you will only change your 

movements when all of them are making eye contact. Tell them that you would like for them to 

guess what the movements represent once the song is over.  

3) Begin recorded music. Change movements to match the music. Only change movements when 

all children are watching. Provide reinforcement for correct skill demonstration during and after 

the activity. 

 

Iko, Iko:  

1) Sing the modified version of Iko, Iko (James Crawford/Dixie Cups). Have the children join in. 

(See below for song.) 

2) After singing, pass out instruments or allow children to select instruments. Reinforce children 

for waiting and follow directions during this process. After all instruments are out, sing the song 

again, but tell the children that they can only play their instruments on the phrase ―I can play the 

drums for you all day.‖ 

3) Provide reinforcement for correct skill demonstration during and after the activity. Have the 

children discuss when/why it is important to follow directions and pay attention. 

Iko, Iko 

 

Hey now (MT), Hey now (children) (X2) 

Iko, Iko let‘s play. 
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I could play the drum for you all day, 

Iko, Iko let‘s play! 
Specific Skill Activity-- (10 minutes)                                                                             Drum Circle 

1) Learning Activity 2B---Drum Circle   
2) Skill Area: Self Management Skills  

3) Objective: Impulse control 

4) Materials Needed: Various drums 

5) Suggested Ages: all 

6) Procedure: Lead the participants in structured drumming activities (my turn/your turn, big 

drums/little drums, one person per four beats, etc.). Start by playing steady beats and 

asking the participants to play along. Add a variety of modifications like playing on 

specific beats, playing a variety of dynamic levels, adding call and response patterns and 

taking turns. (Use combinations of verbal and non verbal communication during the 

exercises.)  After those exercises, allow participants to improvise both individually and as 

a group (consider alternating group structured playing with individual or group 

improvisation or individual improvisation and structured therapist led segments). After 

all exercises, discuss any difficulties they had waiting and focusing; review strategies to 

enhance waiting and focusing in group situations. 

7) Provide specific and timely reinforcement during the activity.  (Examples: ―I really like 

the way you are waiting‖ or ―John, I know it is hard to wait, but you are doing a nice job 
of watching me and waiting to come in when I tell you to.‖ 

8) Stop and address any problems in skill demonstration that you see. Have the group 

provide feedback to each other about the skill (impulse control).  
9) Be sure to address why the skill is important in their everyday lives. Discuss examples 

outside of group where they need to do the skill. Provide a scenario where they might 

have to use impulse control and then provide several behavioral options that they might 

choose. Discuss the outcomes of each of those options.  
  

Wrap up/transfer—(10 minutes)                                                                        Transfer Task Sheet 

1) Review the session concepts. Discuss what they did well, and any difficulties they might 

have had. Ask them to share ways that they can practice following directions, waiting and 

paying attention between now and next week (i.e., ways to transfer the skill from the 

session to life contexts). 

2) Close with a goodbye song. Assign any ―homework task‖ that you might have for the 

group. For example, you might ask them to write down three times that they follow 

directions between now and the next session.  
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APPENDIX N 
 

 

SCHOOL PARTICIPANTS RAW DATA 
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Teacher Pre-intervention Ratings 
 

    

 

 

    

 

 A 9 10 10 10 9 10 10 10 10 10 10 10 10 10 

B 10 8 10 10 10 10 10 10 10 10 10 10 10 10 

C 5 4 8 7 5 7 9 6 7 8 9 3 10 7 

D 5 5 8 5 5 5 9 5 9 9 9 9 10 7 

E 10 8 9 8 8 10 10 10 10 10 9 7 10 9 

F 1 2 6 5 3 6 4 2 1 2 1 6 5 4 

G 7 3 6 8 7 9 9 8 8 5 8 9 9 8 

H 8 10 7 8 9 6 6 9 5 4 3 9 8 7 

I 5 2 4 4 2 6 8 3 6 5 2 5 9 3 

J 4 3 7 3 2 3 5 4 3 5 3 1 2 3 

K 5 4 3 2 5 2 4 6 6 3 2 4 1 3 

L 4 2 4 4 2 5 6 7 4 6 8 5 5 4 

 

 

Teacher Post-intervention Ratings 

 

 

A 10 10 10 9 10 10 9 10 10 10 10 10 9 10 

B 10 10 10 10 9 10 10 10 10 10 10 9 10 10 

C 5 5 8 9 7 7 8 6 9 9 9 5 10 8 

D 8 6 8 8 6 8 8 5 8 8 9 9 9 8 

E 10 9 8 9 9 10 8 7 9 7 8 9 9 9 

F 2 2 7 6 4 7 6 4 3 7 3 6 6 5 

G 8 4 4 9 4 8 5 4 7 6 8 9 6 7 

H 7 0 9 8 9 8 9 9 8 8 8 7 9 8 

I 5 3 3 5 4 7 7 4 6 4 5 7 7 6 

J 5 4 6 3 4 4 6 5 3 5 2 3 3 4 

K 4 4 4 4 4 4 5 6 6 5 5 5 4 5 

L 6 5 5 9 4 4 7 8 7 6 9 5 4 4 
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Subject Self-Ratings and Therapist Ratings 

 

 

Therapist  Ratings 

 Subject Session 1 Session 5 

A 11 15 

B 12 15 

C 10 15 

D 10 14 

E 12 15 

F 11 14 

G 10 13 

H 12 13 

I 12 14 

J 10 10 

K 10 15 

L 10 15 
 

 

 

Subject Behavioral observations  

 

 
   

 

Session 1 

  

Session 5 

    ON PROMPTED OFF ON PROMPTED OFF 

A 10 0 0 10 0 0 

B 10 0 0 10 0 0 

C 2 3 8 10 0 0 

D 4 1 8 10 0 1 

E 4 4 5 10 0 0 

F 1 7 8 7 3 5 

G 5 4 4 10 0 1 

H 8 0 4 10 0 0 

I 2 4 4 8 1 3 

J 3 6 1 8 0 3 

K 10 0 0 10 0 0 

L 10 0 0 10 1 2 
 

 

 

 

 

Self  Ratings 

 Subject Session 1 Session 5 

A 2 3 

B 2 3 

C 2 3 

D 1 3 

E 2 3 

F 3 3 

G 3 3 

H 2 3 

I 3 3 

J 3 3 

K 3 3 

L 3 3 
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APPENDIX O 
 

 

RESIDENTIAL PARTICIPANTS RAW DATA 
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Case Manager Ratings Scores 

 

 

 HCSSB--

PRE Exp 

   

 HCSSB--

POST EXP 

Subject Social 

Competence  Antisocial  

  

Subject Social 

Competence  Antisocial  

A 80 79 

  

A 98 73 

B 83 127 

  

B 69 85 

C 74 108 

  

C 69 94 

D 63 111 

  

D 62 103 

E 114 76 

  

E 111 72 

F 73 95 

  

F 76 75 

G 128 66 

  

G 112 68 

H 79 66 

  

H 75 57 

I 112 61 

  

I 105 62 

J 73 121 

  

J 84 100 

K 79 100 

  

K 70 103 

L 126 78 

  

L 124 91 

M 75 122 

  

M 96 90 

 

 

Subject Social Skills Assessment Ratings-- Social Skills Assessment—Adolescent  

 

 

 Subject Pre Post 

A 51   

B 53 48 

C 57 63 

D 49 43 

E 52 71 

F 68 60 

G 55 67 

H 58 67 

I 70 75 

J 64 55 

K 59 55 

L 63 63 

M 59 64 

 

 

 

 



106 

 

Subject Sociometric Ratings 

 

    Pre average Post average 

A 26 3.7 24 4 

B 30 4.3 26 4.3 

C 26 3.7 22 3.7 

D 27 3.8 23 3.8 

E 26 3.7 25 4.2 

F 23 3.3 23 3.8 

G 25 3.6 26 4.3 

H 21 3 20 3.3 

I 27 3.9 24 4 

J 23 3.3 19 3.2 

K 32 4.6 23 3.8 

L 33 4.7 28 4.7 

M 25 3.6 22 3.7 

 

 

Subject Behavioral Observations  

 

 

 Session 1 Session 2 Session 3 Session 4 Session 5 

Number of 

On-task Obs. 

395 396 358 408 346 

Total Possible 

On-task 

Observations  

448 448 416 416 360 

Percentage of 

On-task 

Social 

Behaviors 

88.2 88.4 86.1 98.1 96.1 
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APPENDIX P 
 

 

AFTER-SCHOOL PARTICIPANTS RAW DATA 
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Program Assistant Director—Control Participants  

 

 

HCSSB 

PRE 

    

HCSSB 

POST   

Subject Social Comp Antisocial 

  

Subject Social Comp  Antisocial  

A  127 41 

  

A  147 38 

B   113 78 

  

B  126 60 

C   132 41 

  

C  146 38 

D   125 54 

  

D  146 43 

E   128 48 

  

E  142 38 

F   107 86 

  

F  123 60 

G  133 36 

  

G 146 36 

H  144 35 

  

H 154 33 

I  92 98 

  

I  109 62 

J  136 33 

  

J  144 33 

 

 

Experimental 

 

  

HCSS 

PRE 

    

 

HCSSB 

POST 

 

 

 

Subject Social 

Competence  Antisocial  

 

Subject Social 

Competence  Antisocial  

A   133 45 

 

A   140 46 

B   134 56 

 

B   137 42 

C   139 40 

 

C   146 34 

D   127 52 

 

D   140 47 

E   83 100 

 

E   90 86 

F   138 35 

 

F   156 33 

G  137 36 

 

G   140 35 

H  142 36 

 

H   144 38 

I   146 32 

 

I   154 33 

J  86 91 

 

J  97 77 
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Subject Social Skills Assessment Ratings-- Social Skills Assessment—Elementary Age  

 

 

Control Participants       Experimental Participants 

 

 

 

 

 

  

 

 

 

Subject Pretest  Posttest   Change 

  

Subject Pretest Posttest Change 

A  57  52 -5 

  

A   53 53 0 

B  53  55 +2 

  

B   55 58 +3 

C  46  43 -3 

  

C   58 56  -2 

D  53  55 +2 

  

D   52 55 +3 

E  58  55 -3 

  

E   60 31 -29 

F  52  43 -9 

  

F   48 49 +1 

G 52  55 +3 

  

G  59 60 +1 

H 53  53 0 

  

H  41 51 +10 

I  45  44 -1 

  

I   51 57 +6 

J  52  54 +2 

  

J  47 49 +2 

  

   

  

   

Subject Behavioral Observations 

 Session 1 Session 2 Session 3 Session 4 Session 5 

Number of 

On-task Obs. 

46 48 76 58 65 

Total Possible 

On-task 

Observations  

210 375 790 675 855 

Percentage of 

On-task 

Social 

Behaviors 

78.1 92.7 91.4 92.1 91 
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