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ABSTRACT

The use of music therapy as a correctional rehabilitation technique remains a relatively unexplored field. In particular, the effect that music therapy may pose on inmates’ mental health – specifically anxiety, depression, and self-esteem – is a fairly new topic of research. This literature review compares ten studies on music therapy programs in correctional facilities from six authors across the globe. The studies were analyzed and compared to determine if there is a significant relation between participation in music therapy programs and improvements in participants’ anxiety, depression, and self-esteem based on state-approved evaluations or traits closely linked to the mental illnesses. Overall, the data on the subject matter is inconclusive, for there is not enough information to support a significant relation between participation in music therapy and inmates’ mental health, and further research on the topic is warranted.
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INTRODUCTION


Music therapy remains a relatively unexplored concept despite its extensive history of at least two thousand years, if not more (Darnley-Smith & Patey, 2003). According to the American Music Therapy Association, music has been casually used in cultures as a therapeutic technique dating further back than ever recorded (American Music Therapy Association, 2021a). However, the use of therapeutic or rehabilitative music has evolved over time into a scientifically-backed field of study: music therapy.  

WHAT IS MUSIC THERAPY?

Officially defined by the American Music Therapy Association as “the clinical and evidence-based use of music interventions to accomplish individualized goals within a therapeutic relationship,” the field of music therapy covers wide ground (American Music Therapy Association, 2021b). There are two main categories of music therapy programs: active and passive. Active music therapy consists of active engagement in music of both the therapist and participant. This may involve playing instruments or singing, for instance (Appello, 2021). In passive music therapy, the participant listens to music while in a relaxed state of mind. This allows the participant to examine the meaning of the song they are listening to and access their own thoughts and feelings that emerge from listening to the music (Appello, 2021). 

Between active and passive music therapies, there are five types of music therapy formats; programs may incorporate one or more of these formats into their repertoire depending on the intended outcome, targeted audience, and characteristics of the program. Receptive music therapy is the most passive format, in which the participant listens to music to draw an emotional response. In compositional therapy, participants write their own original music compositions. Music therapy may also be improvisational, in which the participant and therapist create unprompted music; re-creative, where participants learn a new musical instrument or skill; or activity-based, in which the participant and therapist engage in music-related games or activities (Appello, 2021). 

All formats of music therapy have been shown to provide a variety of benefits in both medical and psychological healing. Medically, music therapy can alleviate symptoms of neurological diseases, promote the development of language and other executive functions, and manage mild to moderate physical pain (Appello, 2021). In rehabilitation, healing and symptoms of psychological disorders and trauma can be approached through engagement in music therapy. Additionally, music therapy assists participants in managing stress, expressing feelings, enhancing memory, and improving communication (American Music Therapy Association, 2021b). 
HISTORY OF CORRECTIONAL MUSIC THERAPY

Music therapy as a profession formally developed in the 20th century after World War I (1914 to 1918) and World War II (1939 to 1945). To soothe veterans’ physical and emotional trauma, hospitals brought in musicians to perform for the wounded soldiers. After noting the veterans’ positive reactions to the music, both physically and psychologically, hospitals began to hire musicians in hope that the use of music would continue to further assist in the healing of hospitalized individuals (American Music Therapy Association, 2021a). From there, the profession of music therapy took off in a variety of areas. One area in which music therapy was implemented the latest and studied the least is in correctional rehabilitation. 

One of the first recorded implementations of music therapy in a correctional setting was in a women’s correctional facility in 1979. However, rehabilitative music therapy was not a commonly-encountered correctional technique until 1987, when Michael H. Thaut wrote that more music therapists began to enter into correctional and forensic psychiatry. Around this time, other individuals (Nolan, 1983; Cohen, 1987) began to examine specific therapeutic techniques including group music therapy and guided imagery through music. From there, music therapists took the research into their own hands, exploring the dynamics, interactions, and challenges that came with correctional music therapy. Additionally, music therapists examined the potential outcomes and adaptations that participants may have in response to rehabilitative music therapy (Daveson & Edwards, 2001, p. 137). 

Due to the increase in music therapy within correctional facilities, Thaut outlined structures for music therapists based on the goals and needs of inmate participants. Included in the goals were “reducing anxiety, stress, hostility and combativeness,” as well as “the application of music for positive mood induction” and “creating and sustaining emotional and motivational ties with reality,” (Daveson & Edwards, 2001, p. 138). Thaut also highlighted considerations for music therapists working in a correctional setting to gain the most participant response, engagement, and motivation. For instance, considering the length of the therapy sessions, letting the participants choose their own musical preferences, and utilizing both group and individual therapy sessions would increase inmates’ engagement in the program (Daveson & Edwards, 2001, p. 138). Correctional music therapists must also feel secure in their own beliefs and biases, especially when working with populations that may have attributes that connect to these biases. Such attributes may include criminal activity, mental health, abuse, and sexuality (Daveson & Edwards, 2001, p. 138). 

UPCOMING TRENDS IN CORRECTIONAL MUSIC THERAPY


Music therapy in correctional settings remains a new and fairly unstudied topic. This is particularly true when the focus is narrowed down to the benefits or impacts of music therapy programs on incarcerated individuals. In this paper, I conduct a literature review to explore the effectiveness of music therapy programs in correctional facilities on improving inmates’ anxiety, depression, and self-esteem. This will be achieved by comparing a variety of previously-conducted studies from the early 2000s onward. These studies come from a variety of places, studied a diverse pool of inmates, and used differing music therapy formats. 

LITERATURE REVIEW


A variety of studies conducted by Daveson and Edwards (2001), Gallagher and Steele (2002), Reed (2002), Gold et al. (2014), and Chen et al. (2016) explored the impacts of music therapy programs on inmates’ mental health. The common objective of these studies was to determine if participation in music therapy programs decreased inmates’ levels of anxiety and depression, while also boosting their levels of self-esteem. These studies were conducted in several different countries including Australia (Daveson & Edwards, 2001), China (Chen et al., 2016), Norway (Gold et al., 2014), and the United States (Gallagher & Steele, 2002; Reed, 2002). Each author conducted only one focused music therapy group, with the exception of Reed (2002) who examined six different music therapy groups within one facility (Soul Music Listening Group, Rock Group, Gospel Choir Group, Music Improvisation Group, Special Activities, and Rhythm Improvisation Group). As a result, the total number of music therapy groups being examined is ten. Although the format of each of these studies differed in their participants, sessions, music therapy interventions, focused goals, and evaluations, they were all committed to identifying the impact of music therapy interventions on inmates’ mental health. 

PARTICIPANTS

The participants of each study varied on many levels, including the number of participants, their demographics (gender, age, race/ethnicity, socioeconomic status, and mental illnesses), the offense(s) they were convicted of, musical background, and other additional information relevant to their participation in the program. 
Number of Participants

The number of participants in each study was limited due to voluntary participation in the music therapy groups, limits on the amount of participants per group, and facility transfers or release dates for particular inmates. The outliers of the studies were the smallest group, which ranged from 1 to 6 participants (Reed, 2002), and the largest groups with up to 113 (Gold et al., 2014), 188 (Gallagher & Steele, 2002), and 192 participants (Chen et al., 2016). Participants in Chen et al.’s (2016) study were placed into 24 groups of 8. The number of participants for the rest of the studies averaged around 8. Data on the number of participants was unknown in three of the studies (Reed, 2002). The number of participants per study was subject to variation due to inmate release dates, facility transfers, or inadequate participation. 

Participant Demographics

In all but two of the studies, the participants were male-identifying. The exceptions are the studies by Daveson and Edwards (2001) who studied female-identifying inmates, and Gallagher and Steele (2002) whose inmates’ gender identity was unknown. 

Although all of the participants were adults above the age of 18, the ages of the participants varied as well. The youngest participants were 18 years old, and the oldest were around 82 years old. The average age range of participants was from age 20 to about age 60. Data on the age of the participants was unknown in two studies (Gold et al., 2014; Chen et al., 2016). However, it is known that in Gold et al.’s study (2016), the participants were of a diverse age range, and in Chen et al.’s (2014) all of the participants were considered to be adults. 

The race and ethnicity of participants was unknown in all but four of the studies. The known demographics varied greatly. Two studies were entirely composed of participants of one racial and ethnic group: Daveson and Edwards’s (2001) study contained entirely Caucasian (white) participants, and Chen et al.’s (2016) study was composed entirely of Chinese participants. Two of Reed’s (2002) studies contained a variety of racial and ethnic groups: one was highly multi-racial, composed of African American, Caucasian, Hispanic, and Native American participants; the other was mostly Caucasian, but also had some Hispanic participants. It is unknown if the racial and ethnic participant demographics in each of the studies were self-identified. 

The socioeconomic status of the participants in every study were unknown. 

The participants’ mental illnesses varied between each study. In every study, the participants suffered from some form of anxiety and depression, and also had issues with self-esteem. In the study by Gallagher and Steele (2002), which drew participants into a Substance Abuse/Mental Health (SA/MI) treatment program, each of the participants was dually-diagnosed with a form of mental illness (schizophrenia, schizoaffective disorder, and/or other thought disorders) and substance abuse. These participants were all officially diagnosed with their respective mental illnesses while in prison. Reed’s (2002) Music Improvisation Group was initially only available to participants who qualified as Mentally Disordered Offenders (MDOs) under California law. Additionally, in Reed’s (2002) Rhythm Improvisation Group, each of the participants were diagnosed with schizophrenia. In the remaining studies, participants suffered from a variety of symptoms of mental illnesses, such as reality stimulation (Daveson & Edwards, 2001); social avoidance (Gallagher & Steele, 2002); poor impulse control, poor communication skills, and psychotic thinking (Reed, 2002); poor interpersonal skills (Reed, 2002); poor socialization and interpersonal skills (Reed, 2002); attention deficit (Reed, 2002); and a low Intelligence Quotient (IQ) (Chen et al., 2016).  

Offenses


There were a small number of participants who were non-offenders included in the study by Gallagher and Steele (2002). These individuals were receiving treatment for mental illnesses in the Substance Abuse/Mental Illness (SA/MI) treatment program. Non-offenders composed 30 to 35 percent of the participants in that particular study. With the exception of this study, the remainder of participants in this study and the others were convicted offenders engaging in music therapy programs either while in prison or at a facility for mental health treatment. The offenses of the participants varied. The specific types of offenses were unknown for two studies: Gallagher and Steele (2002) and Reed (2002), with the exception of one of Reed’s studied groups. Reed’s (2002) study did specify that 50.2 percent of participants were on parole, 25.5 percent of participants were convicted sex offenders, and 17 percent of participants were referred from the California Department of Corrections. 


The majority of the offenses committed by participants in the other studies were crimes against persons, including fraud, robbery, and crimes involving physical injury or harm (Daveson & Edwards, 2001); violent crimes against women (Reed, 2002); violence, burglary, and sex offenses (Gold et al., 2014); and theft, and crimes involving physical injury (Chen et al., 2016). Other additional offenses committed by participants included traffic offenses, financial crimes, and drug offenses (Gold et al., 2014). The security levels of the facilities housing the participants varied, as did their respective sentence lengths. There is not much information available on facility security and sentence length within these studies. 

Musical Background


The musical background of participants in each of the studies varied greatly. In two of the studies (Daveson & Edwards, 2001; Gallagher & Steele, 2002) participants did have some form of musical background. Daveson and Edwards’s (2001) study found that the musical background of the participants ranged from interest in simply listening to music to formal music study, and the participants expressed interest in developing new musical skills. Gallagher and Steele’s (2002) study found that 43 percent of participants had experience with instruments, 28 percent had experience with singing, and 68 percent wished to learn how to play an instrument. The Music Improvisation Group (Reed, 2002) was originally intended for individuals with developed musical skills and the ability to read music; further information on new requirements was not provided. Two studies, the Soul Music Listening Group and the Rock Group (Reed, 2002), did not explicitly outline participants’ experience with music, but the groups did require an interest in music. Three other studies, the Gospel Choir Group, Special Activities, and the Rhythm Improvisation Group (Reed, 2002), were for individuals of all abilities. The musical background and abilities of participants in Gold et al.’s (2014) study varied; there was no additional information provided on the range of abilities. Chen et al.’s (2016) study was unable to gauge the musical background and abilities of participants due to their random placement in the control and experimental therapy groups. 

Additional Information

A few of the studies provided unique additional information that was relevant to the participants’ participation in the music therapy groups. Daveson and Edwards’s (2001) study found that the 5 perpetual participants knew each other, either as friends or lovers, prior to participation in the program. There is no additional information on how their prior connections influenced their participation or outcome. In the study by Gallagher and Steele (2002), participants’ participation may have been required as probation, upon release from jail, or while inpatient through the Substance Abuse/Mental Illness (SA/MI) treatment program. Additionally, as previously mentioned, each of the participants in Gallagher and Steele’s (2002) study were dually diagnosed with a form of mental illness and substance abuse. Gold et al.’s (2014) study mentioned that the correctional facility strongly emphasized rehabilitation. In addition, the facility only housed 90 inmates at a time, meaning there was a bit of participant turnover due to inmate releases, facility transfers, or drops from the study. Additional information was not relevant to the music therapy groups or not provided for the remaining studies (Reed, 2002; Chen et al., 2016). 

SESSIONS


Details on the music therapy sessions including the number of sessions, the length of the music therapy study, the length of individual sessions, and other additional information differed between the studies in this review.

Number of Sessions


The number of sessions for each music therapy study varied greatly. In seven of the studies (Gallagher & Steele, 2002; Reed, 2002), the number of sessions was not provided. Six of the unknown studies (Reed, 2002) were labeled as “indefinite,” meaning that the number of sessions was unlimited or unspecified. For the groups that did provide the exact number of sessions, the numbers varied. Daveson and Edwards’s (2001) study hosted 12 music therapy sessions total. Gold et al.’s (2014) study provided 321 sessions total. Participants in this study attended on average 5 to 27 sessions. In Chen et al.’s (2016) study, each group of participants (24 groups total) participated in about 20 music therapy sessions, with about 240 sessions total occurring over the course of the study. 

Length of the Music Therapy Study

Similar to the number of sessions for each study, the length of the individual music therapy studies was labeled “indefinite” for five of the studies (Reed, 2002). However, for four of the “indefinite” studies, the number of sessions per week or month was listed. The Rock Group, Gospel Choir Group, Music Improvisation Group, and Rhythm Improvisation Group all met once per week. Daveson and Edwards’s (2001) study lasted for 14 weeks, hosting one session per week. This study only hosted 12 sessions, but it was held over 14 weeks due to holidays. Gallagher and Steele’s (2002) study did not list the number of sessions, but did mention that their sessions occurred quarterly. Beyond that, no information on the length of the quarters was provided. Special Activities, one of the groups of Reed’s (2002) study, was hosted once per month. Gold et al.’s (2014) study was ideally supposed to be hosted over 6 months, however, external factors impacted the study length. Chen et al.’s (2016) study was hosted over 10 weeks, with 2 sessions occurring per week. 

Individual Session Length

The length of the individual sessions averaged around 60 minutes (Reed, 2002), with the shorter sessions lasting about 45 minutes (Gallagher & Steele, 2002; Reed, 2002) and the longest ones about 90 minutes (Chen et al., 2016). The length of individual sessions was unknown for Daveson and Edwards’s (2001) study, two groups from Reed’s (2002) study (the Music Improvisation Group and Special Activities), and Gold et al.’s (2014) study. 

Additional Information

As with the details on the participants, some of the studies provided additional information that was relevant to the studies’ individual sessions. Daveson and Edwards’s (2001) study hosted open sessions for the first three weeks – anyone was able to attend these sessions. After the three weeks had passed, session numbers 4 through 12 were closed sessions to those who were actively participating in the music therapy group. To continue their participation in the program, the participants needed to attend all of the sessions. In both Daveson and Edwards’s (2001) and Gallagher and Steele’s (2002) studies, the first session was intended to explain what music therapy was, its purpose, and the music therapy profession. The following sessions then dove into the implementation of actual music therapy techniques. In Reed’s (2002) Soul Music Listening Group and Rock Group studies, participants were responsible for attending all sessions and for notifying the group leader of any expected absences. Reed’s (2002) Special Activities group was not a traditional music therapy group, and was formatted more as a “talent show” for participants to perform before an audience. 

MUSIC THERAPY INTERVENTIONS


As previously mentioned, music therapy can be divided into two general categories, active and passive, with five types of formats: receptive, compositional, improvisational, re-creative, and activity-based (Appello, 2021). Most of the studies incorporated a combination of music therapy techniques or activities into their sessions’ agendas. Some of the studies would focus on a different technique per session; others would include a variety of techniques in each session. In Gold et al.’s (2014) study, at the beginning of each session, the therapist and participants would decide what type of technique or activity they wanted to focus on for that session. 

Five of the studies (Daveson & Edwards, 2001; Gallagher & Steele, 2002; Reed, 2002; Chen et al., 2016) engaged in receptive music therapy, in which the participants listened to music to evoke an emotional response. In addition to simply listening to the music, some of the groups rated the musical selections, discussed the music and how they were feeling, and created art while listening (Daveson & Edwards, 2001; Gallagher & Steele, 2002; Reed, 2002, Chen et al., 2016). Reed’s (2002) Soul Music Listening Group and Rock Group were entirely based on listening to and discussing music. In these groups, each participant was instructed to pick two music selections, either prior to or at the beginning of the session, playing the pieces for the group, and putting the records away. Along with showcasing talents, one of the largest parts of Reed’s (2002) Special Activities group was respectfully listening to and observing others’ performances. 

Four of the studies (Daveson & Edwards, 2001; Gallagher & Steele, 2002; Gold et al., 2014, Chen et al., 2016) incorporated compositional music therapy. This mainly involved song-writing, such as lyric composition or replacement and melody composition. 

Three of the music therapy groups (Reed, 2002; Chen et al., 2016) emphasized improvisation – two of Reed’s (2002) groups were entirely based on improvisation (Music Improvisation Group and Rhythm Improvisation Group). Improvisation involved creating unprompted music, vocally and instrumentally. Participants could improvise individually, as small groups, or as one large group. Reed’s (2002) Music Improvisation Group had access to a variety of instruments including a piano, keyboard, drums, conga drums, saxophone, harmonica, and trumpet. The Rhythm Improvisation Group also utilized instruments, but it did not specify which ones. Chen et al.’s (2016) study incorporated both free and thematic improvisation, vocal and instrumental, and the participants had access to a stereo, electronic piano, two guitars, glockenspiel, and percussion instruments such as African drums, cymbals, tambourines, and xylophones. 

Nearly all of the groups (Daveson & Edwards, 2001; Gallagher & Steele, 2002; Reed, 2002; Gold et al., 2014; Chen et al., 2016) engaged in re-creative music therapy. Re-creative music therapy included learning pre-written songs, learning to play instruments, and learning new musical skills. The majority of the groups focused on singing songs and playing instruments. Reed’s (2002) Gospel Choir Group also worked on skills such as memorization, coordination (such as clapping in time with the music), and following musical directions. Reed’s (2002) Music Improvisation Group would implement and practice skills learned from previous sessions, and the Rhythm Improvisation Group focused on rhythm-related skills such as syncopation. 

Not many of the studies incorporated activity-based music therapy techniques, in which the participants would engage in music-related games or activities. Gallagher & Steele’s (2002) group would engage in music games such as Jeopardy and Name That Tune, while also incorporating mental health and substance abuse questions or prompts. In Reed’s (2002) Soul Music Listening Group, participants would actively stand up and dance, laugh, or sing along to the music they were listening to – in contrast, Reed’s (2002) Rock Group would typically lay on the floor and would rarely interact with the music or each other. Reed’s (2002) Gospel Choir Group would engage in call and response play, mostly to learn the music that they would eventually perform, but also as a fun activity. 

Many of the studies would open or close their music therapy sessions with discussions. These discussions were focused around music selections they listened to, activities that they enjoyed or disliked, and how they were feeling. Additionally, discussions may revolve around the participants’ recovery from any mental health or substance abuse issues, their criminality, or other personal factors. These discussions occurred verbally in the group setting, or on paper such as through surveys. One study (Chen et al., 2016) even encouraged their participants to keep a diary while participating in the music therapy group, but only one participant shared their diary with the therapist. 

GOALS


All of the studies shared the common overarching goal of investigating the role of music therapy interventions in correctional facilities; in particular, how music therapy impacted inmates’ anxiety, depression, and self-esteem (Daveson & Edwards, 2001; Gallagher & Steele, 2002; Reed, 2002; Gold et al., 2014; Chen et al., 2015). In addition, all but two of the studies (Daveson & Edwards, 2001; Chen et al., 2016) expressed specific, individualized goals for the participants. The individual goals mentioned in the studies can be grouped into four major categories: rehabilitative goals, social goals, skill-developing goals, and musical goals. 


Individual rehabilitative goals were present in all of the studies with individualized goals. These goals focused on improving one’s own psychological and physical well-being. Included in these goals were the appropriate identification and expression of thoughts and feelings; addiction recovery and relapse prevention; mental health education; values clarification; spirituality; appropriate behavior; self-expression (verbal and non-verbal); the ability to think independently; recognizing and admitting mistakes; accepting new challenges; accepting comments, critiques, criticism, and praise; increased attention span; increased interest and participation; positive acknowledgement; social responsibility; reality orientation; developing a sense of achievement; self-esteem, self-awareness, and self-regulation; and developing a sense of identity (Gallagher & Steele, 2002; Reed, 2002; Gold et al., 2014). 


Social goals were also present in all of the studies with individualized goals. These goals focused on establishing and improving one’s mannerisms and sense of self while in a group setting. Social goals included group cohesion and communication; following instructions; acceptance of authority; tolerance for group activities; tolerance and respect for others; motivation to participate in group settings; the ability for self-expression and interaction in group settings; increased social and verbal interactions; group attendance; gaining knowledge from others; appropriate socialization with a group; experiencing being needed by others; appropriate participation; the development of positive social relationships; cooperation; and exploring one’s role in a group (Gallagher & Steele, 2002; Reed, 2002; Gold et al., 2014). 


Contained in all of the studies with individualized goals were skill-developing goals. Skill-developing goals focused on learning and obtaining new non-musical physical or psychological skills that could aid in one’s lifelong physical and psychological rehabilitation. These goals included the development of stress management, relaxation, and anger management skills; leadership skills; decision-making skills; active listening skills; task mastery; perceptual-motor coordination; and participation in new leisure activities (Gallagher & Steele, 2002; Reed, 2002; Gold et al., 2014). 


Lastly, musical goals were expressed in five of the studies with individualized goals. Musical goals focused on the development or understanding skills related to music or musical knowledge. Included in musical goals were a demonstrated understanding of musical material; expanded musical knowledge; a developed sense of rhythm and musical creativity; improvement of pre-existing musical skills; musical participation; and demonstration and playing musical instruments (Reed, 2002). 

EVALUATIONS


All but four of the studies noted how they evaluated the participants’ progress and results; the exceptions were Reed’s (2002) Soul Music Listening Group, Rock Group, Music Improvisation Group, and Rhythm Improvisation Group. Of the six that measured participants’ progress, two of the studies (Reed, 2002) used informal evaluation measures. Reed’s (2002) Gospel Choir Group measured participant progress based on their psychiatric, social, emotional, physical, perceptual, and environmental adjustment. This was mainly seen through the expansion and enhancement of individual participants’ coping skills; their ability to take responsibility for past and present behavior; and their ability to think about and cope with change. Reed’s (2002) Special Activities group informally measured progress through individual participation in exhibiting a creative ability in front of a group, as well as responsibility and patience while observing others’ performances. 


The remainder of the studies utilized client-report or self-report assessments to identify, observe, and measure participants’ progress. In Daveson and Edwards’s (2001) study, two self-report surveys were designed by music therapy researchers and administered by the therapist running the program. The surveys were voluntary and confidential, and were administered at the completion of session numbers 4 and 12. The surveys collected information on the perceptions of the participants in the program and the exploration of music therapy’s benefits, and allowed participants to freely provide their feedback on the music therapy program. 

Gallagher and Steele’s (2002) study utilized both client-report and self-report surveys to gather information on the participants’ progress. Staff members who attended the music therapy sessions were required to fill out a “check sheet evaluation form” for participants, which identified their participation quality, participation level, affect, and mood. The music therapist would add a short narrative to the form about how the participant responded to the interventions, as well as the participants’ understanding and insight of the music therapy activities. The music therapist would also complete a CMSS group data chart, which recorded all of the clients’ participation quality, participation level, affect, mood, stated feelings, ability to process the session, number of comments made, and the percentage who met that session’s goals. The participants would fill out a self-report of Rogers’ (1981) Happy/Sad Faces Assessment Tool at the beginning and end of each session, which would also be included in the CMSS chart. If participants’ moods changed between the beginning and end of the session, they would also explain why.  

In Gold et al.’s (2014) study, data on participants’ progress was collected through self-report surveys. These surveys were administered during the first session and after one month, three months, and six months of sessions, and/or upon release from the facility. Questions on the surveys were pulled from a variety of official mental health, life satisfaction, and relationship questionnaires. These included the State-Trait Anxiety Inventory (STAI) for anxiety; the Hospital Anxiety and Depression Scale (HADS) for anxiety and depression; the Quality of Life Enjoyment and Satisfaction Questionnaire (Q-LES-Q) for life satisfaction; and the Relationship Questionnaire (RQ) and Relationship Scale Questionnaire (RSQ) for relationships. Each of these questionnaires provided between 11 and 30 questions to be answered on a 4- or 5-point Likert-type scale, in which respondents specify their level of agreement or disagreement with particular statements. After collecting the survey data, Gold et al. (2014) used statistical analysis to analyze group differences in responses. 

Chen et al.’s (2016) study utilized very similar assessments to Gold et al. (2014). Participants filled out self-report surveys prior to beginning the music therapy programs, mid-way through the program (10 sessions), and after completion of the program (20 sessions). The self-report assessments also pulled questions using official questionnaires, including the State-Trait Anxiety Inventory (STAI) for anxiety, the Beck Depression Inventory (BDI) for depression, and the Rosenberg Self-Esteem Inventory (RSI) and Texas Social Behavior Inventory (TSBI) for self-esteem. All of the assessments, with the exception of the BDI, utilized 4- or 5-point Likert-type scales for anywhere from 10 to 32 questions; whereas the BDI used a 21 multiple-choice question self-report scale. 

FINDINGS


Overall, it was suggested that participation in music therapy programs likely had a positive impact on inmates’ mental health, particularly their levels of anxiety, depression, and self-esteem, but most findings lacked enough information to be considered conclusive. Of the studies with informal or no evaluation measures used (Reed, 2002), three groups (Soul Music Listening Group, Rock Group, and Rhythm Improvisation Group) did not report any improvements relating to participants’ mental health. The remainder of the studies with informal or no evaluation measures used (Gospel Choir Group, Music Improvisation Group, Special Activities) found various improvements in participants’ temperament, skills, and abilities. These improvements were not directly connected to participants’ anxiety, depression, and self-esteem, but it can be assumed that they play a role in the improvement of mental health. Examples of these included improvements in time-ordered and reality-ordered behavior; enhanced coping skills; the ability to come to terms with change; and the provision of verbal and non-verbal opportunities to enhance self-esteem and awareness. 


Reed’s (2002) Music Improvisation Group was the first group in which the author found reversed information on how mental illness impacts music therapy participation. Mental illnesses (unspecified) could impact participants’ ability to hear correct melodies and harmonies, play 12-bar blues patterns, and read sheet music. Additionally, personality disorders (unspecified) as well as narcissistic and antisocial attitudes impacted the group process of music therapy through attempts to dominate the group, such as frequent soloing or friction with other individuals playing the same instrument, and self-focus or the lack of group awareness (Reed, 2002). 


All of Reed’s (2002) groups reported improvements that can be linked to participants’ mental health. Unspecified improvements were seen in the cognitive, psychological, behavioral, and social functionings of participants. These music therapy groups were found to allow improvements in functioning for isolated and socially-impaired participants; additionally, unspecified benefits were seen in withdrawn and lower-functioning participants. 


As previously noted, the remainder of the studies used self-report assessments to gather data and measure participants’ progress. The majority of Daveson and Edwards’s (2001) findings were directly related to participants’ levels of anxiety. Examples of anxiety-related improvements seen in participants included increased relaxation; reduced stress; increased self-expression; reduced anger and frustration; reduced tension and anxiety; increased motivation; and increased ties with reality. No explicit information on participants’ depression and self-esteem were stated, however, improvements were seen in areas that could be related to those topics. The increased ability to express loss, grief, and regret can connect to improvements in depression, and the increased ability to express oneself, release feelings, and find acceptance within a group can relate to improvements in self-esteem. 


Gallagher and Steele’s (2002) study produced similar results to Daveson and Edwards (2001). In Gallagher and Steele’s (2002) study, the self-report responses were not outwardly related to participants’ levels of anxiety, depression, or self-esteem, but assumptions regarding those levels can be made from the data collected. The responses from the self-report surveys indicated that 91 percent of participants actively participated, 82 percent independently expressed thoughts and feelings, and 68 percent had a positive change in affect throughout the session. Overall, results from this study found that participation in music therapy provided effective coping skills for stress management, recovery, mental health stability, and relapse prevention. It is likely that these coping skills would, in turn, positively impact participants’ anxiety, depression, and self-esteem. In addition, through the self-report measures, participants expressed that the music therapy group was one of their favorite groups offered at the facility. 


As previously noted, Gold et al. (2014) and Chen et al.’s (2016) studies directly measured levels of anxiety, depression, and self-esteem through state-approved evaluations. The baseline evaluations of Gold et al.’s (2014) study found overall subclinical levels of anxiety (M = 7.59, cutoff for Generalized Anxiety Disorder = 8 based on HADS-A) and depression (M = 5.51, cutoff for Major Depressive Disorder = 8 based on HADS-D) for the participants. Equal among both the control and experimental groups, 45 percent of the sample had clinically relevant levels of anxiety, and 29 percent had clinically relevant levels of depression; additionally, 50 percent had a secure attachment style while 33 percent were socially avoidant or fearful of intimacy. After two weeks, only the experimental group was re-evaluated, and a significant decrease in anxiety (M difference = -3.95) was found. No significant changes were found for depression or self-esteem. The results of this particular study were inconclusive overall. 


In Chen et al.’s (2016) study, measurements of anxiety, depression, and self-esteem prior to the study were not provided. Mid-program, anxiety and depression levels were significantly lower and self-esteem was significantly higher in the (experimental) group than in the control group. Post-program, large positive effect sizes were found for anxiety and depression, and medium positive effect sizes found for self-esteem. It was found that anxiety in the experimental group improved significantly after two weeks of the program, and that participants with schizophrenia experienced an improvement in mood and relaxation. This study also examined how participants’ age and education levels impacted their mental health. Chen et al. (2016) found that anxiety scores were smaller in older participants mid-program, but were approximately the same as younger participants post-program. However, younger participants experienced greater improvements in self-esteem than older participants post-program. Additionally, participants with lower educational levels experienced greater improvements in anxiety post-program. The results from this study also support previous findings on anxiety, self-esteem, and social behavior. 

LIMITATIONS

Only Gold et al. (2014) and Chen et al. (2016) explicitly stated the limitations of the studies. Gold et al. (2014) found that the low number of sessions held throughout the study greatly reduced the power of the study. Similarly, the great rates of inmate turnover in the facility and the short duration of their stays posed problems for researchers to follow-up on their progress. As a result, no long-term data on the effects of music therapy was reported. In addition, this study found that the majority of participants had subclinical (not severe enough to present observable symptoms) levels of anxiety and depression prior to the study. This made it difficult to measure improvements in participants’ levels of anxiety and depression throughout the study. Chen et al.’s (2016) study found limited generalizability with its results. Since all of the participants were male Chinese adult prisoners, it is not possible to generalize the results of the study across an entire diverse population. Similar to Gold et al.’s study, the long-term effects of music therapy on inmates' anxiety, depression, and self-esteem were unknown due to a lack of follow-up evaluations. 


Limitations from the remainder of the studies were not explicitly stated. The number of studies available on the impact of music therapy on inmates’ anxiety, depression, and self-esteem was fairly limited – extensive research on the topic has not yet been conducted. In all of the studies, but especially Daveson and Edwards’s (2001) and Reed’s (2002), the number of participants was far too few to result in conclusive data and make generalizations. As previously noted, the number of participants across the studies ranged from less than 10 to just under 200. Although sample sizes were limited due to extenuating factors (facility population, qualifications to participate in the music therapy program, participant drop-outs or releases from facilities, etc.), it would be more ideal for conclusive and generalizable results to have a larger sample size. 


The number of sessions per study was also a limitation in the research, with the overarching question of how many sessions conduces a sufficient number. The specific number of sessions was unspecified for six of the studies (Reed, 2002), and the remainder of the studies found that individual perpetual participants attended anywhere from 5 to 27 music therapy sessions. As with the number of participants, the amount of data collected from the few sessions is not sufficient to produce conclusive or generalizable results. 


The lack of official evaluations used poses another limitation to this research. In all but two of the studies (Gold et al., 2014; Chen et al., 2016), no state-approved evaluations (such as the STAI, HADS, BDI, or Q-LES-Q) were used to assess participants’ anxiety, depression, or self-esteem. As a result, participants’ improvements were assumed or implied based on their responses to self-report questionnaires as well as measurements of improvement through participants’ active participation, their use of coping skills, their self-expression, and more. Without the use of universal evaluations across all of the studies, comparing the results was difficult. Additionally, some studies (Reed, 2002) did not provide any specific or detailed information on the participants’ improvements, resulting in very little data for comparison. 


In all but one of the studies, individual goals for the participants were known. Gallagher and Steele’s (2002) study only reported group-oriented goals, without taking participants’ individualized goals into consideration. This may have impacted the data that was collected through friction between how the participants viewed their own improvement and progress and how the therapist saw the group’s improvement and progress. The music therapist and participants were unable to express if their individualized goals were met since they were not explicitly recorded. 


The positive outcomes found in these studies could have been attributed to a variety of other factors not controlled for. For example, most of the participants were attending regular therapy sessions in addition to their music therapy groups. Their reduction of anxiety and depression and increase in self-esteem could have resulted from improvements in the individual therapy sessions rather than the music therapy ones. Other extenuating circumstances such as nearing release dates, visitations, spirituality, and other positives from prison life may have played a role in participants’ improvements, too. Additionally, participants’ offense, gender, level of imprisonment, education, and age can impact the potential effects of music therapy on the participants’ progress. 


In addition, participation in music therapy programs may hold positive benefits for offenders, but the benefits are masked by offenders’ unmet needs. For example, correctional populations are more susceptible to infectious diseases, including chlamydia, syphilis, tuberculosis, human immunodeficiency virus (HIV) and acquired immunodeficiency syndrome (AIDS), and recently, coronavirus disease 2019 (COVID-19) (Cropsey et al., 2012). Despite this, the medical care that inmates receive is far below sufficient, allowing illnesses to spread throughout entire facilities. Similarly, inmates with severe physical or psychological illnesses may be improperly medicated, either not affecting or worsening their condition. The food that prison inmates are provided is highly processed, mass-produced, and nutritionally inadequate, oftentimes not meeting the minimum requirements for fruits, vegetables, whole grains, protein, and dairy, and exceeding the recommended amounts of starches, sugars, and sodium (Sawyer, 2017). Inmates are not provided with adequate support for employment post-release and social support both during and after incarceration. Before the rehabilitative benefits of music therapy can be measured, inmates’ basic needs must be met. 

One of the largest limitations of this research was the use of self-report evaluations to collect data and assess participants’ progress. There are many considerations regarding the use of self-report assessments. Certain participants may have difficulty understanding or comprehending the questions being asked on the assessments on their own – they may need assistance interpreting the prompts. Depending on the assistance received, either from a fellow participant or the music therapist, their answers to the respective question may be influenced or swayed. The truthfulness of the participants’ responses cannot be evaluated through the use of self-report measures. In attempts to receive potential facility benefits based on their “improvement,” such as “good time,” and access to resources, participants may have stretched the truth or completely reported untruths on their self-report measurements. Similarly, participants may have sped through the self-report assessments to get them over with, without taking the time to comprehend or answer questions honestly and to the best of their ability. The dishonest reporting may have influenced the results of the studies, suggesting that participants were actually benefiting from the music therapy groups when, in reality, they were not. The integrity of the responses is always at stake when utilizing self-report assessments. 

CONSIDERATIONS FOR FUTURE RESEARCH


The role of correctional music therapy and its impacts on inmates’ anxiety, depression, and self-esteem remains largely unexplored. As a result of this, there are many considerations for future researchers to implement into their studies. Similar to the limitations, only Gold et al. (2014) and Chen et al.’s (2016) studies explicitly stated considerations for future research. Gold et al. (2014) suggested that careful planning and knowledge of the facilities being researched prior to engaging in the studies is necessary. Furthermore, Gold et al. (2014) thought that it would be valuable for music therapists to be established at the respective facilities prior to the development of the trial designs. The music therapists should also be involved in designing the trials to ensure that the music therapy program would best fit the abilities of the music therapist, the needs of the participants, and the outcomes being studied. Gold et al. (2014) also found that participant selection should be narrowed down. In particular, Gold et al. (2014) suggested that participant selection should focus only on those participants with mental health problems that the intervention seeks to improve. Participants with longer duration stays should also be selected to ensure that they will be present for the entirety of the music therapy study, especially since it has been proven that a certain number of music therapy sessions is required to have an effect on participants’ mental health. The researchers also recommended identifying the most appropriate outcomes to assess in terms of participants’ improvement. For example, this study found that improvements in anxiety were much more prominent than improvements in depression or self-esteem. As a result, future studies should focus more on assessing anxiety or other outcomes that music therapy may have a more direct impact on. 


Chen et al. (2016) suggested that future research on this topic should investigate other outcomes to measure success, such as participants’ improvements in social skills, empathy, and impulse control. Because this study focused on adult males of one race or ethnicity, the researchers recommended that randomized controlled trials (RCTs) of a similar nature are conducted with other populations, such as female inmates or adolescent delinquents. Chen et al. (2016) also suggested that more comprehensive outcome measures should be used, either in place of or in addition to the self-report assessments and state-approved evaluations for measuring inmates’ anxiety, depression, and self-esteem. In particular, Chen et al. (2016) recommended utilizing behavior observation and physiological measures as outcome evaluations. Additionally, the researchers found that it would be beneficial for other variables to be controlled for in this type of research, including participants’ offense, gender, level of imprisonment, age, and education. The researchers also suggested value in developing a more comprehensive and profound understanding of correctional music therapy. This includes understanding the prison environment as a whole and its potential detrimental effects on inmates, the process of music therapy in correctional facilities, and understanding how prisoners interact with each other. 


The remainder of the studies did not explicitly state considerations for future research in a formal section, however, considerations were implied or assumed. Daveson and Edwards’s (2001) study suggested that an increased awareness of the potentials of correctional music therapy would, in turn, increase the number of music therapists willing to study this topic. This would result in more studies conducted on the potential benefits of music therapy in corrections, and would increase the base of knowledge on the topic, contributing to future research. Gallagher and Steele (2002) suggested value in collecting data on individualized goals, instead of just focusing on group-oriented goals. This would allow for more detailed comparison of successes and outcomes of individual participants, contributing more data to the body of knowledge on music therapy and inmates’ anxiety, depression, and self-esteem. Reed’s (2002) study did not specify any specific considerations for future research. 


All of the studies directly or indirectly made it clear that further research on this topic is necessary. The current number of studies identifying how music therapy impacts inmates’ mental health – let alone other topics such as re-offending or recidivism – is limited. The need for researchers to conduct further studies and develop more rehabilitative correctional interventions has been universally recognized. In future studies, it is recommended that researchers look into the considerations from previously conducted studies to truly further the body of knowledge on this topic. 

CONCLUSION

Despite its extensive history, the use of music therapeutically is still a fairly unstudied topic. In many areas of rehabilitation, but especially in correctional settings, music therapy has just barely made an indent as an established therapeutic technique. Current research on how music therapy impacts inmates in correctional facilities is very limited, and there is much for future researchers to explore and contribute to a largely unstudied field. As seen in the ten studies, not enough research has been conducted on music therapy and inmates’ mental health to establish concrete conclusions. Overall, based on the ten studies from this research project, it appears that participation in music therapy groups positively benefits inmates, but the lack of available research to support this prevents solid conclusions from being reached. In the meantime, researchers should continue to explore music therapy’s potential and further implement music therapy programs as a therapeutic technique to aid individuals in achieving individual goals and rehabilitation. 
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