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Abstract 

The costs of mental illness - economic, social, and human - are immense. However, the 

demand for evidence-based non-pharmaceutical therapies appears to exceed the availability of 

these services, and when therapy is available, sustained client engagement can remain a 

prominent issue. Cognitive behavioural therapy (CBT) has been well-established as an effective 

form of psychotherapy in the treatment of mental illness. Low-intensity CBT evolved from 

standard CBT to address availability concerns while maintaining effectiveness, but issues of 

engagement remain. Music has the potential to be a popular and effective new medium for low-

intensity CBT because of the positive emotional connection people have with it, the potential 

ease of adaptation to a low-intensity therapy format, and its non-verbal nature.  

The purpose of this project was to develop, and assess the feasibility of, two low-intensity 

CBT-based music group protocols, CBT-Music (Study 1, Chapter 2; for symptoms of depression 

and anxiety) and CBTp-Music (Study 2, Chapter 3; for symptoms of psychosis), for individuals 

in community mental health care. A randomised controlled trial (RCT - Study 1) and a pre-post 

trial (Study 2) were used. Measures of therapeutic acceptability (i.e. recruitment, attendance, & 

client feedback) and clinical effectiveness (i.e. symptomology & disability) were gathered in 

both studies.  

Development and provision of a standard CBT-based group protocol utilising music as a 

delivery medium was successful, as was recruitment from community mental health services. In 

both studies, there were high attendance rates and overall positive response from participants that 

showed acceptability of the group protocol. In Study 1, there was a significant decrease in 

measures of disability following treatment (compared to a control group), though there was no 

significant effect of symptom reduction. In Study 2, there was also a significant decrease in 
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measures of disability following treatment, plus a significant reduction in the severity of 

delusional symptoms of psychosis. 

There have been no previous trials of a low-intensity CBT-based music group for mild-

to-moderate symptoms of mental illness. The advantage of a CBT-based music group may be its 

potential for reaching a more comprehensive range of the general population, including 

individuals unsure about engagement with therapy. A CBT-based music group may help 

individuals with mild-to-moderate emotional and mental health difficulties, but also those at high 

risk of developing mental health problems.  
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Chapter 1 

General Introduction 

Mental illness affects one in five Canadians with an economic burden of approximately 

$50 billion per year (Smetanin et al., 2015). This cost amounts to a considerable strain regarding 

both personal suffering for individuals and family members coping with mental illness, and 

financial loss for our economy. This strain is also tangible concerning significant suicide rates, 

overcrowding in hospitals, lengthy waiting lists at community mental health centres and 

decreased productivity (i.e. missed work days) (Anderssen, 2017). Public healthcare funding for 

mental health issues does not appear to be in line with the demand for services in Ontario, with 

mental-health care under-funded by approximately $1.5 billion (Brien et al., 2015).  

Mental illness exists on a continuum for individuals which include mild, moderate and 

severe instances of symptoms generally to diagnosable pathologies via the DSM-5 (Diagnostic 

and Statistical Manual of Mental Disorders Fifth Edition) (American Psychiatric Association, 

2013). Medication, psychotherapy, community mental health care, inpatient & outpatient 

hospital services, and psychoeducation (including self-help material) are the commonly accepted 

forms of treatment. Medication is often the primary option for treatment, including in hospital 

settings, psychiatric and family practice, though there is little uniformity in which psychotropic 

medications work for specific individuals and side effects may prompt irregular consumption or 

discontinuation (see, e.g., Bellack et al., 2009; Robinson et al., 2002; Wilder et al., 2010). 

Psychotherapy is a method of treating psychological problems through communication and 

relationship factors between a client and a trained mental health practitioner (e.g. psychiatrist, 

general practitioner, nurse, social worker, psychotherapist, psychologist, or occupational 
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therapist). There appear to be negligible differences in treatment effect between medication and 

psychotherapy, and psychotherapy may have an advantage with fewer side effects, a higher rate 

of remission and long-term skill acquisition (see, e.g., Burns et al., 2014; Cuijpers et al., 2013; 

Huhn, 2014). However, psychotherapy requires significant client engagement, which includes 

initially attending therapy, engaging within-session, and attending therapy to the prescribed time-

course to completion, all of which can be difficult for individuals. Still, in a meta-analysis of 

studies reporting the patient preference for treatment options for psychiatric disorders, 

psychotherapy was preferred over pharmacotherapy at a 3 to 1 ratio (McHugh et al., 2013). At 

present, there is a much higher demand for psychotherapy from individuals who cannot access it 

because of the high cost in the private system, and wait times in the public sector can be between 

six to twelve months (Office of the Auditor General of Ontario, 2016). 

In summary, to address the societal and personal burdens of mental illness, 

psychotherapy would ideally be as effective as medication, provide minimal side-effects, provide 

lasting skills, have enough trained providers to meet demand, and be malleable enough to adhere 

to demands of cost-effectiveness and client needs to promote engagement. Cognitive 

Behavioural Therapy (CBT) appears to be the most suitable therapy to adhere to these criteria. 

CBT  

Background 

CBT is a psychotherapy used to treat mild to severe symptoms of depression, anxiety and 

psychosis. In recent years, CBT has been adapted to address more specific concerns of mental 

health, including obsessive-compulsive disorder (Whittal & McLean, 1999), insomnia (Perlis et 

al., 2010), substance use disorder (McHugh et al., 2010), and social phobia (Heimberg, 2002), 

among others. Despite many varieties of psychotherapy, CBT is the only form of psychotherapy 
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that combines a substantial foundation of research, high rates of efficacy, relatively low relapse 

rates, and promotes high standards of therapist supervision and competencies (see, e.g., Beck, 

2011; David et al., 2018; Kennerley et al., 2016). In addition, CBT is one of the few forms of 

psychotherapy that has been adapted to other mediums and delivery methods. For example, low-

intensity CBT refers to a shortened and manualized version of CBT therapy provided via self-

help materials, guided self-help, group therapy or online for individuals with symptoms of mild-

to-moderate intensity (Bennett-Levy et al., 2010). Also, CBT has been successfully adapted for 

provision in various cultures (see, e.g., Iwamasa & Hays, 2019; Naeem et al., 2011).  

Dr. Aaron Beck is often attributed as being the pioneer of CBT. As a psychoanalyst in the 

1960s, Beck noted the connection between client behaviours, and their resulting emotions, and 

how clients thought of those behaviours. He later refined a theory, in the form of cognitive 

therapy (CT), that postulated the prominent role of cognitions in determining emotions and 

negative behaviours that contribute to feelings of being unwell. Despite later incorporating 

various theoretical and practical applications of behaviour therapy (BT), CT was a reaction 

against the behavioural research popular in academic psychology at the time which treated 

research participant behaviours as mere responses to external stimuli with little consideration for 

the role of cognition (Beck, 2011). Today, CBT has begotten, or has a direct relation to, the 

‘third wave’ of CBT therapies, which include Acceptance and Commitment Therapy (ACT), 

Interpersonal Therapy (IT), and Mindfulness-Based Cognitive Therapy (MBCT). CBT is often 

seen by individuals as the ‘gold-standard’ of psychotherapy, with the most significant foundation 

of research activity demonstrating effectiveness, immense popularity in the form of self-help 

books, and CBT is featured in health guidelines around the world (David et al., 2018).  

 



 

4 

 

The Intervention 

Cognitive Behavioural Therapy refers to a general framework, but there are distinct 

differences in therapeutic approach within a CBT framework based on the predominant 

symptoms of the client. For example, CBT for depression may focus on negative automatic 

thoughts that contribute to underlying core beliefs (e.g. ‘I’m not lovable’) and may have an 

emphasis on behavioural activation (engaging in, and increasing, activities). CBT for anxiety 

may display very similar techniques as CBT for depression for identifying and challenging 

negative automatic thoughts, but also with an emphasis on problem-solving, fear exposure and 

reducing avoidance. CBT for psychosis (CBTp) primarily addresses negative thoughts and 

beliefs but may do so at a pace that is significantly slower than other forms of CBT to 

accommodate for reduced insight and provide more context for understanding delusional 

thoughts and hallucinations (Kingdon & Turkington, 1994). CBTp is a relatively newer form of 

cognitive behavioural therapy, though its rates of effectiveness appear to parallel standard CBT, 

and it has also been adapted to low-intensity (Naeem et al., 2016) and cultural-specific formats 

(Habib et al., 2015).  

CBT is typically provided by individuals who have been trained extensively by CBT-

certified educators, who have received many hours of supervision by experienced CBT 

therapists, and who are accredited by a licencing body. Adherence to standardised CBT 

competencies is encouraged and quantifiable in a research framework with measures such as the 

Cognitive Therapy Rating Scale, a scale for rating therapist’s adherence to CBT guidelines (Roth 

& Pilling, 2008). A typical CBT session consists of an hour-long one-on-one talk therapy session 

re-occurring weekly. The average number of sessions varies by provider, the severity of 

symptoms, and individual differences amongst clients, but estimates are often 16-20 sessions 
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(Beck, 2011). In CBT, there is a pronounced emphasis on treating the ‘here-and-now’ - 

assessment of presenting symptoms and collaborative formulation of goals and specific 

approaches between therapist and client. Introductory manuals for teaching the basics of CBT 

often highlight the need to form a collaboration with the client to encourage self-discovery, thus 

promoting the client’s engagement in-session and between sessions. Homework is a critical 

component to encourage between-session learning, and homework is frequently employed in 

CBT practice (Beck, 2011, Kennerley et al., 2016).  In review, in the standard form of CBT, the 

‘dosage’ of CBT can be variable based on the client’s needs, there is an emphasis on learning 

outside the therapy session, and CBT is present-oriented & client-centred.  

A central tenet of CBT is the adherence of practitioners to the rigorous evaluation of 

outcomes, using scientific guidance rather than clinical anecdote (Kennerley et al., 2016). In the 

systematic review of meta-analyses conducted on CBT research by Butler et al., it was discussed 

that the randomised control trial (RCT) style of experiment was primarily relied upon, which 

parallels the preferred research design utilised in pharmacological studies as support of claims of 

causality (2006). The structure of CBT, it’s time course, and the practitioner's adherence to 

documenting outcome measures, are all variables that promote its scientific validation. Repeat 

validity also is much better with CBT in comparison with other therapies because of a fixed 

framework for evaluation (Butler, 2006). It is commonplace for feasibility studies to be utilised 

in the initial stages of a multi-stage Randomised Controlled Trial to assess features of the 

research design and the intervention’s acceptability (often with additional qualitative measures). 

There is less overall emphasis on assessing the efficacy in this initial stage before proceeding 

towards a full-scale randomised control trial (Eldridge et al., 2016). 
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Effectiveness of CBT 

Is CBT effective in the treatment of severe mental illness? In a meta-analysis of 

randomised control trials comparing CBT to baseline controls in studies of anxiety, depression 

and schizophrenia, it is shown to have a significant positive effect on outcome measures 

concerning the reduction of symptoms of mental illness (Butler et al., 2006). Hofmann and 

colleagues (2012) performed a meta-analysis of numerous studies that showed pre-dominantly 

higher rates of effectiveness for CBT in treating various symptoms of mental illness as compared 

to other treatments (including medication). A meta-analysis from Tolin comparing CBT against 

other forms of psychotherapy concluded that CBT should be the treatment option of choice for 

anxiety and depression (2010). Still, a contributing factor may be the disproportionate amount of 

research conducted on CBT rather than other therapies.  

CBT is often alluded to as the ‘gold standard’ of psychotherapy. However, there should 

be caution in attributing this label to any psychotherapy, especially in a field where exact study 

replication is difficult, and client choice is essential. Nonetheless, CBT is a well-validated form 

of psychotherapy that has been rigorously tested in over 500 research studies that have often 

featured an RCT design (Hofmann et al., 2012). The format of CBT lends itself to research 

inquiry, it is popular with clients, and it resides in the public conscious. Compared to medication, 

it boasts comparable or better efficacy but also leaves clients with an agency, lifelong skills and a 

lack of substantial side effects. CBT’s basic structure also lends itself to uniformity of training 

and adaptability to other forms. One detrimental aspect of CBT is that an average of 16 or more 

sessions may be a deterrent to client engagement for individuals with mild-to-moderate 

symptoms, and it is prohibitively expensive in a private-based system. There has been 

considerable progress in creating unique and refined versions of CBT, grouped as low-Intensity 
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CBT (LICBT), to treat mild-to-moderate symptoms of mental illness. The aim is to establish a 

valid treatment strategy and compare it to high-intensity CBT (i.e. standard form CBT) to assess 

whether it maintains similar levels of effectiveness while promoting acceptability and 

accessibility. 

Low-Intensity CBT  

Background 

To meet the high demand for psychotherapy, a reasonable goal is to maximise the 

efficacy, the acceptability, and the availability of the service. As discussed, CBT boasts very 

good rates of efficacy as compared to medication and other forms of therapy. Still, issues of 

availability and cost efficiency remain as deterrents to widespread use of CBT as a treatment 

option for SMI.  

In terms of availability, there are relatively few CBT-trained therapists, in Canada and 

throughout the world, they command high hourly wages, and they struggle to meet the demand 

for services (Lecomte & Leclerc, 2013). Much like other forms of talk-therapy, attending months 

of therapy can overwhelm clients and be prohibitively expensive to themselves and the broader 

health-care system (Williams & Martinez, 2008). Brief CBT, a form similar to standard CBT but 

with a reduced number of sessions, is an efficient option that maintains the effectiveness of 

standard CBT, but the issue of access remains. Often, it is the same highly trained therapy 

providers, who typically charge a high cost-per-service, that provide Brief CBT (Bond & 

Dryden, 2005) 

One possibility is to explore the use of LICBT - a distilled form of CBT that provides a 

shortened and manualised version of CBT through various mediums, including group therapy, 

self-help materials, guided self-help and via electronic or online mediums. In many of these 
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forms, there is less reliance on the traditional therapist/client relationship, and it can often 

resemble ‘guided self-help’ with the provider acting as an anchor for individuals to check-in with 

regarding questions or concerns about their experience of the written material (Bennett-Levy et 

al., 2010). LICBT reduces the number of sessions needed, relies more on printed materials, and 

is provided in a variety of accessible formats to maximise efficacy and acceptability. This 

approach can foster greater independence for the client, not feeling that progress heavily depends 

on the therapist, and someone can provide the therapy with a less comprehensive background of 

training in CBT. ‘Low-intensity’ refers to the therapy provider, in that their engagement with the 

client, and training background, is of a low-intensity when providing LICBT to individuals with 

mild-to-moderate symptoms (Bennett-Levy et al., 2010).   

Effectiveness of LICBT 

In terms of the effectiveness of LICBT, Cuijpers et al. (2010) presented a meta-analysis 

of studies comparing standard form and low-intensity form of various psychotherapies, including 

CBT, to treat symptoms of depression and anxiety. They confirmed that there was no significant 

difference in standardised measures of clinical outcome between standard and low-intensity 

treatments. Coull and Morris (2011) conducted a meta-analysis of thirteen RCTs that tested the 

provision of LICBT (guided self-help) for individuals with symptoms of depression and anxiety. 

Results showed that LICBT is an effective treatment strategy for individuals with mild-to-

moderate symptoms of depression and anxiety (with an expected non-significant effect for those 

with severe symptoms). This was further echoed through a systematic review by Priemer & 

Talbot (2013) that identified similar rates of efficacy between LICBT and standard CBT for 

many symptom profiles (e.g. anxiety, depression, personality disorders, bulimia nervosa, etc.).  A 
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systematic review of studies of low-intensity CBTp identified a comparable rate of effectiveness 

in treating symptoms of psychosis as the high-intensity version of CBTp (Hazell et al., 2016) 

Caution should be taken in interpreting the efficacy and effectiveness of LICBT as a 

replacement for standard CBT, as there is potential for relapse of symptoms. Ali et al. (2017) 

performed a longitudinal cohort study of 439 patients to follow up on prior low-intensity CBT 

treatment (in the form of guided self-help in person, in group and online) for individuals with 

moderate symptoms of depression and anxiety. Despite significant improvements in presenting 

symptoms, the researchers reported 53% of patients reporting a relapse of symptoms within one 

year, with 75% of the incidents of relapse occurring in the first six months (Ali et al., 2017).  It is 

tempting to expect that LICBT could become a proper low-cost alternative to CBT. However, 

LICBT is not ideal, or intended, for working with individuals with complex and severe 

symptoms of mental illness. These individuals would likely respond better to an intensive and 

extended time course of CBT treatment featuring a strong therapeutic alliance. 

Problem Statement 

 

To summarise, there are many treatment options available to individuals coping with 

symptoms of mental illness, which individually have their strengths and weaknesses, but those 

options are not all equally accessible. It is important to prioritise the needs of the consumer when 

estimating treatment course, risk management and effectiveness, and providing options that they 

prefer. Psychotherapy is an integral part of mental health care in the 21st century with its high 

rates of efficacy and preferred status amongst clients, yet availability and acceptability is often 

lacking.  Arguably, CBT is the benchmark of psychotherapeutic care at this moment. Since the 

standard form of CBT, like virtually all other conventional forms of psychotherapy, is time and 

resource-intensive, the development and refinement of low-intensity forms of CBT create the 
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potential for providing research-validated psychotherapy to the most substantial amount of 

people at efficient costs. This allows CBT therapists to be available for individuals with 

persistent symptoms who may need a more intensive form of CBT. The question remains: How 

do we improve the acceptability (i.e. participant’s engagement) of CBT, and LICBT in 

particular, for individuals with mild-to-moderate symptoms of mental illness?   

 To ensure a client-focused approach, more therapeutic options, including alternative 

mediums for delivery, are needed. Group therapy, as a low-intensity approach, shows immense 

promise as an option that keeps cost-effectiveness and promotes availability. Music may be a 

delivery medium that is appealing and engaging for many, and suits the group therapy format. 

Music Therapy 

Music is a unique human activity that evokes a wide range of emotions, pleasure, and 

engagement in individuals, in addition to engaging cognitive, motor, and sensory processing via 

its multiple modes of active and passive participation. Music is enjoyable - we play instruments, 

we sing, we collect records, we listen to our favourite songs, and we dance. It is a rare individual 

that does not possess some beneficial relationship with music. The modern economy of music 

worldwide is on the scale of hundreds of billions of dollars, and music (or something very 

similar) is present in each recorded culture (Cross, 2001).  

Music, an activity often associated with leisure, paradoxically has a lengthy history as a 

therapeutic device. Since the 1950s, the field of modern music therapy has been devoted to the 

use of music in healthcare. Music therapy is “a systematic process of intervention wherein the 

therapist helps the client to achieve health using musical experiences and the relationships that 

develop through them as dynamic forces of change” (Bruscia, 2014, p. xxi). A review of the 

Canadian Music Therapy Association’s (2018) scope of practice reveals numerous distinct areas 
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in healthcare in which music therapy may be applied, including, but not limited to: mental health, 

autism spectrum disorders, terminal illness, speech impairment, substance abuse, stroke, 

dementia, and developmental disability. Music therapists work in hospitals, private clinics, 

hospices, extended care facilities, and community mental health and addiction centres. The body 

of music therapy research, similar to psychotherapy, features quantitative and qualitative 

methods of acquiring discipline and population-specific research with emphasis on randomized 

control trials (RCTs) and pre-post control group design (Wheeler, 2015). Under the 2009 Oxford 

University Centre for Evidence-Based Medicine guidelines, music therapy has featured 

numerous meta-analyses showing significant findings of the positive effect that music therapy 

has on numerous areas of healthcare, many of which are Cochrane reviews (e.g. Bradt et al., 

2013; Geretsegger et al., 2017; Aalbers et al., 2017, van der Steen et al., 2018). There is a 

particular focus, though, on issues of mental health, as many aspects of music are particularly 

suited to mental health treatment.  

Music and Mental Health  

If a psychotherapist uses music in their practice, it would be as an adjunct to talk-therapy. 

A music therapist has similar treatment goals as the psychotherapist but instead solely utilises 

active or receptive uses of music to achieve similar outcomes (Bruscia, 2014). Active approaches 

use improvisational or compositional clinical techniques in which both therapist and patient sing 

or play musical instruments to work on songs or musical phrases that provide insight into 

relational or emotional problems identified by the patient, and receptive approaches to music 

therapy feature patients listening to different types of musical stimuli to induce physical and 

emotional changes with the help of a therapist (Aalbers et al., 2017). Either approach may be 

used in practice with a client, or a combination of the two.   
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A common problem in psychotherapy, especially with clients with persistent symptoms 

of mental illness, is the potential for lack of engagement given the challenges of building a 

therapeutic alliance with an unfamiliar professional and the requirement of self-reflection related 

to difficult personal issues (Holdsworth et al., 2014). Outcomes of psychotherapy are positively 

correlated with the degree of client engagement (see, e.g., LeBeau et al., 2013; Wang et al., 

2006). Engagement can encompass the initiation of psychotherapy, engaging within-session with 

the therapist, and continuing to attend until completion of therapy. Music may uniquely address 

these three engagement issues.  

A psychotherapist may benefit in different ways by adding music to their practice. The 

following is a review of factors relevant to the development of the CBT-Music protocol and the 

general use of music in psychotherapy and music therapy to treat symptoms of mental illness:  

● Music can help individuals evoke positive emotions and understand negative emotions, 

two responses that are typically difficult to elicit and deconstruct in therapy (Eerola & 

Vuoskoski, 2013).   

  ● Music has the potential to facilitate a critical factor in psychotherapy: Establishing a 

strong therapeutic alliance between therapist and client. A meta-analysis regarding the 

importance of a therapeutic alliance has shown the overwhelming significance of rapport 

on clinical outcomes (Ardito & Rabellino, 2011).   

  ● Music is unique to everyone and reflects the essential aspects of their identity. Using 

music in therapy can be a vital part of a client-centred approach.   

  ● Music can be a great example of incorporating an understandable metaphor into 

treatment by eschewing clinical terminology for familiar context to promote retention, 

engagement, and understanding of the psychotherapeutic material 
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  ● Music can facilitate stress-reduction in individuals and be used as a coping strategy 

between therapeutic sessions (Bradt et al., 2013). 

  ● Music may be a therapeutic medium with the unique ability to entice individuals into 

trying therapy (Hakvoort & Bogaerts., 2013) 

  ● Music is well-suited to group settings given its inherent social features and can promote 

group cohesion in psychotherapy groups, one of Irving Yalom’s primary therapeutic 

factors (1995). Music’s suitability for the group therapy format also strengthens its 

justification for inclusion in cost-effective provision of CBT. 

There is a diverse and extensive literature base showing the positive effect of music 

therapy in the treatment of mental illness. However, the therapeutic orientation (or provider 

training background; music therapist or psychotherapist) is often not explicitly stated in the 

literature, which adds additional rationale for a more transparent classification of studies. The 

complexities of how music may help in mental health are mitigated by understanding the 

provider’s theoretical orientation, and associated training background, regarding music and 

mental health. A psychotherapist who uses music embedded in practice has received primary 

training in mental health provision and often incorporates music based on personal affinity (with 

a variable amount of music training). It may be surmised that the therapist possesses a theoretical 

orientation that music is a beneficial tool to be used selectively in therapy. Conversely, a music 

therapist has received primary training in music and the use of music in clinical practice, with a 

variable amount of training in the provision of mental health treatment, and establishes with the 

client that music is the exclusive method of treatment. This distinction is vital in making 

judgements and predictions of efficacy in mental health outcomes, whether through critiquing 

research or through assessment of providers.   
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Numerous meta-analyses published in the Cochrane Database of Systematic reviews 

show music therapy’s impact on mental health. Geretsegger et al. reviewed 19 randomised 

control trials, and they found music therapy to be effective in reducing symptoms of 

schizophrenia, in conjunction with standard care, and participants had significant treatment gains 

in social functioning and quality of life (2017). Aalbers et al. reviewed nine studies, including 

controlled clinical trials and randomised control trials with active and passive forms of music 

therapy, and found music therapy to produce short-term beneficial effects for individuals coping 

with symptoms of depression (2017). Edwards performed a meta-analysis reviewing studies of 

music therapy in the treatment and management of mental disorders since 1994, which revealed 

a strong effect of music therapy on various psychiatric disorders (including anxiety, depression 

and psychosis) in conjunction with standard treatment methods (2006).  

To this point, there has been no formal integration of CBT in a musical context for 

symptoms of depression, anxiety or psychosis within a research setting. However, in recent 

years, some researchers have theorized about the potential benefits of combining CBT and music 

interventions (Dingle et al., 2008; Hakvoort & Bogaerts, 2013). Or researchers have made small 

steps towards integrating CBT with music, though not in a formalised or extensive way (Hilliard, 

2001; Magill et al., 2008).   

Overview of Chapters  

This dissertation addresses the feasibility of developing and testing a novel low-intensity  

CBT-based music group, using active and passive means of music intervention, for individuals in 

community mental health care with a range of mental health symptoms. Two papers, which are 

presented in Chapters 2 and 3, present CBT-Music as a unique LICBT adaptation adhering to the 

principals of CBT provision. The dissertation provides initial evidence that the intervention is 
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accessible and acceptable to clients, and it demonstrates rates of efficacy across participants with 

varying symptoms of mental illness to justify a much larger multi-site study.  

Given the originality of this study, an initial challenge was the development of the 

protocol, merging aspects of music therapy with traditional CBT group therapy, for mental 

health professionals.  Adhering closely to the main features of CBT was important to interpret 

positive participant outcomes because of underlying CBT. Chapter 2 outlines the rationale for the 

creation of the CBT-Music protocol along with specific details about the development and 

implementation of the intervention. Further, the study reported in Chapter 2 explores the first 

application of the CBT-Music group, for individuals with symptoms of depression and anxiety, 

in community mental health care using an RCT design. The scope of the paper is to determine if 

recruitment was possible, to present initial results related to effectiveness (using measures of 

depression, anxiety and disability level related to daily functioning), and to assess the initial 

acceptability of the intervention from group participants. 

The study reported in Chapter 3 is a partial adaptation, and replication, of the protocol in 

the previous chapter with modifications to the protocol made for individuals with symptoms of 

psychosis (CBTp-Music) in community mental health care. This paper builds upon the previous 

paper by demonstrating the flexibility of the CBT-Music protocol to include the specific features 

of CBTp appropriate for participants with symptoms of psychosis. Given that feasibility is the 

primary aim of this dissertation, it was determined that expanding the CBT-Music protocol 

beyond a single population of participants was to reflect the inherent flexibility of CBT. In 

addition, by demonstrating similar outcomes for different populations, strengthened the 

generalizability of the protocol to symptoms of mental illness, rather than a symptom-specific 

intervention.  
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Chapter 2 

Low-Intensity Cognitive Behavioural Therapy-Based Music Group (CBT-

Music) for the Treatment of Symptoms of Anxiety and Depression: A 

Feasibility Study 

 

 

This chapter represents a consolidation and expansion of two previous publications: 

 

Trimmer, C., Tyo, R., & Naeem, F. (2016). Cognitive behavioural therapy-based music (CBT-

Music) group for symptoms of anxiety and depression. Canadian Journal of Community Mental 

Health, 35(2), 83-87. 

 

Trimmer, C., Tyo, R., Pikard, J., McKenna, C., & Naeem, F. (2018). Low-Intensity Cognitive 

Behavioural Therapy-Based Music Group (CBT-Music) for the Treatment of Symptoms of 

Anxiety and Depression: A Feasibility Study. Behavioural and Cognitive Psychotherapy, 46(2), 

168-181. 
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Abstract 

Music has the potential to be an effective and engaging therapeutic intervention in the 

treatment of mental illness. This research area remains underdeveloped. This paper reports the 

feasibility of an innovative low-intensity CBT-based music (CBT-Music) group targeted to 

symptoms of depression and anxiety. A total of 28 participants with symptoms of depression and 

anxiety who were attending community mental health services were recruited for the study and 

randomised into TAU (treatment as usual) plus low- intensity CBT-Music (treatment) or to TAU 

alone (control). The treatment group comprised of an 8-week music group that incorporated 

various components of CBT material into a musical context. Feasibility was the primary 

outcome. The secondary outcomes were a reduction in depression, anxiety (Hospital Anxiety and 

Depression Scale) and disability (WHO Disability Assessment Schedule 2.0) assessed at baseline 

and 10 weeks. Recruitment proved feasible, retention rates were high, and the participants 

reported a high level of acceptability. A randomised control study design was successfully 

implemented as there were no significant differences between treatment and control groups at 

baseline. Participants in the treatment group showed improvement in disability (p = 0.027). 

Despite a reduction in depression and anxiety scores, these differences were not statistically 

significant. A low-intensity CBT- based music group can be successfully administered to clients 

of community mental health services. There are indications of effectiveness in reducing 

disability, although there appears to be a negligible effect on symptoms of anxiety and 

depression. This is the first report of a trial of a low-intensity CBT-based music group 

intervention.  

Keywords: CBT, depression, anxiety/anxiety disorders, music, mental health services, empirical 

supported treatment 
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Low-Intensity Cognitive Behavioural Therapy-Based Music Group (CBT-Music) for the 

Treatment of Symptoms of Anxiety and Depression: A Feasibility Study 

Background 

Cognitive behavioural therapy (CBT) has been well-established as an effective treatment 

of depression, anxiety and psychosis (Butler et al., 2006; Burns et al., 2014). The national 

guidelines in the United Kingdom, USA, Australia, New Zealand and Canada recommend CBT 

for a variety of emotional and mental health problems, including depression and anxiety (APA, 

2010; NICE, 2016; Parikh et al., 2009; RANZCP, 2004). There are, however, some obstacles to 

providing CBT. Even when CBT can be provided, clients might have to wait for a long time to 

access treatment, engagement might be poor, and beneficial effects may only be seen after many 

sessions, making the treatment cost-prohibitive to the individual or the mental health care 

industry (Bennett-Levy et al., 2010). Currently, there is a trend towards providing CBT in a low-

intensity form to address some of the above concerns (Naeem et al., 2017b). Low-intensity CBT 

(LICBT) is broadly defined as a ‘... CBT intervention that aims to communicate key CBT 

principles in accessible ways, to deliver content in a variety of flexible forms, to focus on the use 

of CBT self-help materials and techniques, emphasising the value of between-session homework, 

and to assess, monitor and evaluate progress as an intrinsic part of the intervention’ (Bennett-

Levy et al., 2010). 

CBT can be provided in a variety of LICBT formats, including, but not limited to:  group, 

guided self-help, self-help, and online. Delivery of CBT in a group format is a common form of 

low-intensity CBT provision in North America. The two primary advantages of CBT group 

therapy are the connection among group members to facilitate symptom reduction and insight, 

and to increase the efficiency of service delivery. There are increasingly greater demands for 
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low-intensity CBT interventions to efficiently address gaps in mental health services, including 

as an option for individuals with mild-to-moderate symptoms (Williams & Martinez, 2008). The 

effectiveness and popularity of low-intensity guided self-help CBT has been well documented 

(Coull & Morris., 2011), especially in the UK, where it is delivered nationwide through 

Improving Access to Psychological Therapies (IAPT; www.iapt.nhs.uk). Guided self-help CBT 

uses therapeutic principles from an evidence-based intervention perspective and involves 

facilitation by a health professional, or layperson, with minimum direct contact. For clients with 

mild-to-moderate symptoms of mental illness, these alternate formats of CBT can promote 

diversion from long-term, and costly, community and hospital mental health services, or offer 

options when wait lists are long or resources are scarce (Bower & Gilbody, 2005). Access to 

therapy and cost-effectiveness (via the reduced number of sessions and less intensive 

involvement from the therapist) are improved through LICBT (while maintaining similar rates of 

effectiveness), but engagement remains an issue as individuals may be wary of engaging with 

new mediums of delivery, adhering to a treatment course with reduced therapist involvement, or 

maintaining treatment gains following therapy (e.g. Cavanagh, 2010; Ali et al., 2017) 

What if the same low-intensity CBT material could be creatively adapted and delivered in 

an engaging and enjoyable manner, using a framing metaphor that is personally relevant to 

participants? Music, as a collective activity, is conducive to the resource-saving group therapy 

format as it can introduce clients to CBT therapy concepts by adding non-verbal facilitation, and 

it may be able to sustain therapeutic engagement beyond the talking form of CBT. Music is a 

universal activity, enriching every culture, and it is the rare person who does not possess a 

connection to music or a fundamental music-making ability (e.g. the implicit understanding or 

production of melody, harmony, rhythm or other common components of music such as 



 

27 

 

intonation or phrasing) (Cross, 2003).  In the context of the present intervention, music is not the 

therapy itself, but rather a delivery medium. 

Research focusing on the use of music as a serious treatment delivery tool for mental 

illness is underdeveloped, although the potential for positive effect is considerable (Maratos et 

al., 2008; Mössler et al., 2011). Among its many unique attributes, music can be viewed as an 

ideal medium for providing psychotherapeutic material because of its enjoyability, its flexibility 

as a metaphor for psycho-education, and its potential for creating a common language between 

therapeutic group members and the group facilitator — thus placing a positive light on therapy 

for the client. Maratos et al. (2011) aptly describe the state of research involving music in a 

mental health context with the title of their paper, ‘Music therapy for depression: It seems to 

work, but how?’. Perhaps associating a pleasurable activity like music with psychotherapy is a 

way to maximize treatment efficacy and engagement. Castillo-Pérez et al. (2010) conducted a 

randomised control study identifying that a receptive use of music therapy resulted in a greater 

reduction of symptoms of depression in clients with low and medium grade depression compared 

with clients in psychotherapy, although both groups showed positive results. Maratos et al. 

(2008) completed a systematic review of randomised trials targeting symptoms of depression 

with music therapy. In the review, the authors outlined the difference between ‘active’ and 

‘receptive’ forms of music therapy. Active approaches utilise improvisational techniques in 

which both therapist and patient play musical instruments to work on songs or musical phrases 

that provide insight into relational or emotional problems identified by the patient, and receptive 

approaches to music therapy comprise of patients listening to ‘different types of musical stimulus 

to induce physical and emotional changes’. Despite a wide variance of the interventions used, 

populations studied, and outcome measures tested, it was concluded that using music in therapy 
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is accepted by individuals with depression and is associated with improvements in mood (2008). 

There is a growing need to develop interventions that use music as a medium in which to deliver 

evidence-based psychotherapeutic treatments. 

Many researchers have identified the unique potential for combining CBT and music 

interventions, though research is still in its infancy. Hakvoort & Bogaerts (2013, p. 195) 

proposed the use of cognitive behavioural music therapy in forensic psychiatry settings, citing 

that the use of music “...could become a motivator, inspirer, reinforcement, or even ‘seducer’ to 

psychotherapy.” Dingle et al. (2008) used music therapy as an adjunct to group CBT (in separate 

sessions) and found increased attendance and engagement for CBT. Magill et al. reported 

successfully combining CBT and music, though it was within a single group therapy session for 

cancer patients to cope with symptoms of depression and anxiety, with CBT being provided by a 

CBT therapist separately from music therapy provided by a music therapist (2008). 

The present study aims to build upon these findings through the development and 

research of a CBT-based music group (CBT-Music) to identify the potential effects of low-

intensity, brief CBT that is delivered through musical activity. In basic terms, CBT-Music group 

therapy brings individuals with mild-to-moderate symptoms of depression and anxiety together 

in a therapy group that “musicalizes” traditional aspects of CBT.  This is a novel treatment 

strategy. 

Development of a Low-Intensity CBT-Music group  

Development of a CBT-based music group can address the limitations of restricted access 

and poor engagement by using music as a delivery medium for CBT in a low-intensity group 

format. This therapy holds the potential to become an accessible, enjoyable and efficient therapy 

to treat mild-to-moderate symptoms of mental illness. Music is conducive to the resource-saving 
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group therapy format, it has the potential to introduce clients to CBT therapy concepts, and 

music may sustain therapeutic engagement over and above the talking form of CBT. These 

hypotheses need to be tested with a standardised CBT-based music group protocol to identify the 

potential effects of low-intensity CBT being delivered through receptive musical activity (i.e. 

pre-written songs and musical activities).  

In the present study, community mental health programs were targeted for recruitment to 

a) determine the process of recruitment within an available population in need of additional CBT 

interventions, and to b) show acceptability in the secondary care system. A group-therapy 

intervention was chosen as a preferred therapy format to adhere to low-intensity CBT principles 

of cost-efficiency and increased accessibility. In addition, the group-therapy format is ideal to 

reflect the social aspects of music. Given the novel nature of the intervention, and lack of prior 

studies to model the intervention upon, it was decided that a multi-stage project would be 

beneficial with the initial stage being a focus on feasibility of the intervention before proceeding 

to a large-scale randomised control trial in the final stages. Feasibility studies focus on 

establishing study design, recruitment, retention and feedback, with the measurement of 

symptomology and large sample size of secondary importance (e.g. Bowen et al, 2009).  

The CBT-Music group is an eight-week guided self-help group derived from a guided 

self-help approach that has been adapted from an established protocol (Naeem et al., 2016). The 

program is intended for delivery by one or two facilitators, with basic training in CBT and a 

moderate musical skill-set, in a community mental health-care setting and supervised by an 

experienced CBT therapist. The aim is to infuse music into nearly every aspect of CBT group 

therapy as a means for further comprehension and to promote engagement with the 

psychoeducational material by participants. This includes the use of both active and receptive 
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modes of music therapeutic activities, including: critical listening to the musical material with 

lyrics reflecting core concepts of CBT, songwriting exercises to express learned principles of 

CBT, and playing various musical instruments as a means of non-verbal expression of emotions 

and behaviours (besides being a salient learning device). All instances of music-performance in 

the group is geared towards the non-musician through the use of easily playable instruments 

(e.g., shakers and bells) that integrate well together (i.e., all pitched instruments are played in the 

key of C).  

Music is also used as a point of reference in group discussion about psycho-education 

material and as a framing device for homework assignments. Group participants will engage with 

playing & listening to CBT-based songs, discussion of musical metaphors of CBT principles, 

music activities reflecting CBT-themes and music-based homework assignments. See Appendix 

A for detailed guides of the CBT-Music and CBTp-Music interventions.   

We developed a low-intensity CBT-based music group to address symptoms of 

depression and anxiety. This paper describes feasibility testing of this innovative intervention.  

Method 

Trial Design  

This feasibility study was conducted using a randomised controlled clinical trial. This 

was a single-blind study.  

Procedures  

All participants were referred to the music group by mental health professionals at 

Addictions and Mental Health Services – Kingston, Frontenac, Lennox & Addington (AMHS- 

KFLA) and were initially seen by a facilitator for psychopathology, risks, and motivation to 

attend the group. The potential participants were given oral and written information about the 
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study and written informed consent was sought. Consenting participants who met the inclusion 

criteria were randomly allocated to one arm of the trial. A blind rater interviewed participants at 

baseline and end of therapy. The raters were psychology graduates that had received training in 

the use of the scales used in this study. Assessors were blind to allocation and were based in a 

separate location.  

Setting  

Each low-intensity CBT-Music group was held at the H’Art Studio in Kingston, Ontario, 

Canada. The H’Art Studio is a non-profit arts centre for individuals with a disability. This setting 

was chosen as a location outside of existing community mental health services with the intent to 

foster an environment for creativity and the feeling of attending ‘band practice’ for participants.  

Participants  

Individuals invited to this study were attending community mental health services of 

AMHS- KFLA (Addiction & Mental Health Services – Kingston, Frontenac, Lennox & 

Addington) in Kingston, Ontario. The study was conducted from February 2015 to April 2016.  

Participants were eligible for inclusion if the following criteria were met: (a) age 18–65 

years; (b) living within travelling distance of the community mental health centre, as AMHS-

KFLA covers a wide area; and (c) with a diagnosis of anxiety or depression according to the 

DSM-V. They were excluded if they had: (a) a co-morbid alcohol or substance dependence; (b) 

significant cognitive impairment; (c) active symptoms of psychosis; (d) high levels of disturbed 

behaviour or high risk of suicide or homicide.  

A total of 52 participants were referred. Of those meeting the inclusion criteria (n = 32), 

only four refused to attend. The remaining participants (n = 28) were equally randomised (14 in 

each group) to the intervention arm [low-intensity CBT-Music plus treatment as usual (TAU)] or 
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the control (TAU) arm. Each participant in the low-intensity CBT-Music plus TAU group 

received intervention over 8 weeks.  

Randomisation  

Participants who consented to participate were randomly allocated to one of the groups: 

Low- intensity CBT-Music plus TAU (treatment group) or TAU alone (control group). 

Randomisation was performed using www.randomization.com. Participants were assessed at 

baseline, and 10 weeks after baseline. At the follow-up appointment, each assessment was re-

administered. Research assistants, blinded to treatment allocation, carried out the assessments.  

Outcome measures  

Assessment of Feasibility 

Feasibility was assessed through recruitment, retention and informal feedback from 

participants and professionals. Participants at the end of the intervention were asked to describe 

their experience. They were also requested to name the sessions they found the most helpful or 

unhelpful and suggestions to improve the intervention.  

Assessment of Clinical Outcomes 

 Psychopathology was measured using the Hospital Anxiety and Depression Scale 

(HADS), and disability was measured using the WHO Disability Assessment Schedule 2.0 

(WHODAS 2.0). These scales were chosen for a high degree of inter- rater reliability, test 

validity, and open accessibility.  

The HADS (Zigmond and Snaith, 1983) rating scale consists of fourteen items, equally 

divided into anxiety (HADS-A), and depression (HADS-D) items. The scale has been used 

internationally in many studies. Studies most commonly use a cut-point of ≥8 for each of the 

constituent subscales, as suggested by its authors, to indicate probable cases.  
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The WHODAS 2.0 (Üstün et al., 2010) was developed by the World Health Organization 

to measure disability due to physical and psychological problems and has been used extensively 

in research settings.  

The Intervention  

The authors C.T., R.T. and F.N. developed the intervention. These authors met weekly 

for six months to develop the intervention. The intervention was based on low-intensity guided 

self- help CBT developed locally (Naeem et al., 2017a). Both C.T. and R.T. wrote songs and 

designed musical activities based on the subjects provided by F.N. During these meetings, 

further details of the group, such as frequency, number and format of the group were also agreed 

upon.   

The low-intensity CBT-Music group is an 8-week guided self-help group used to provide 

CBT for individuals with symptoms of depression and anxiety. The intervention adheres to a 

traditional CBT group structure, including theme weeks, and the use of CBT tools such as 

behavioural experiments, thought records and homework assignments. There was additionally a 

focus on skill-building. The intervention consists of songs and musical activities based on CBT 

components from guided self-help material that had been tested locally for its effectiveness.  

This intervention aims to infuse music into nearly every aspect of CBT group therapy as a means 

for deeper understanding and engagement with the material.  

The songs and activities focused on the following CBT themes: psycho-education, 

symptom management, changing negative thinking, behavioural activation, problem-solving, 

emotion regulation and learning breathing techniques. Each week of the intervention adhered to 

one of these topics, with a core CBT-based song performed as a group, and various musical 

activities, discussions and homework assignments reflecting the weekly theme. Each CBT-based 
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song was adapted from a popular classic rock song with the original lyrics replaced with revised 

lyrics focused on principles of CBT derived from a CBT self-help manual developed locally.  

Genres of music other than classic rock, such as hip-hop or country music, can be used too, 

depending on the group participants and their musical background and interests.   

A primary goal of the group was to promote the feeling of attending ‘band practice’, so 

the group was held in an arts-performance space in the community outside of mental health 

services. Even group guidelines adhered to the musical metaphor (e.g. ‘arrive on time for band 

practice’, ‘one solo at a time’ and ‘practice at home’). Participants were asked to take part in 

singing, playing instruments and even contribute to songwriting for the group. All the musical 

instruments were accessible to non-musicians, with no prior musical experience for participants 

necessary. A prior musical background was unnecessary for group facilitators, although 

enthusiasm for playing music and some basic knowledge of guitar chords was helpful.  

Some salient CBT adaptations that we incorporated into the music group were:  

• A fixed session group (eight sessions)  

• Each session followed the typical format of a CBT group, with review of 

homework (15 minutes) at the start of each session, CBT music adaptations (60 

minutes) and feedback, and homework assignments (15 minutes) at the end.  

• Each week a CBT-based theme song was presented and a psycho-education 

handout was provided to the participants that described the same concept in 

details.  

o Re-writing popular song lyrics – lyrics for the core CBT songs, which 

describe the basic concepts of CBT for depression and anxiety, were 

adapted from popular songs. For example, ‘Your Beatin’ Heart’ (formerly 
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‘Your Cheatin’ Heart’ by Hank Williams) describes how thoughts and 

emotions share a close link to our physical state. ‘Eight Days a Week (of 

Problem Solving)’ (formerly ‘Eight Days a Week’ by The Beatles) 

describes the steps to effective problem-solving. Figures 1 & 2 give an 

example of song lyrics used in the group. 

[Insert Figures 1 & 2 here] 

• Analysing lyrics from popular songs for themes of CBT for depression and 

anxiety – for example, ‘Sittin’ on the Dock of the Bay’ by Otis Redding and ‘I 

Can See Clearly Now’ by Johnny Nash were both used as examples of songs with 

lyrical content that alludes to symptoms of depression and negative thinking 

patterns.  

• Thought records – for example, participants were asked to complete a ‘musical’ 

thought record for a homework assignment in which they rated their mood and 

anxiety levels and prescribed themselves a song that may have a positive effect on 

their mood and/or anxiety. Table 1 is an example of the musical thought record 

used in the intervention.  

[Insert Table 1 about here] 

• Behavioural experiments – for example, participants were asked to play a novel 

instrument, one they had never played before, in front of their peer group as part 

of exposure to an anxiety- provoking situation. They were supported by the 

facilitators and other group members playing guitar and shaker instruments. In 

this case, the novel instrument is a Moog Theremini that can be adjusted to only 
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play notes in the key of C, so effectively, no wrong note can be played. They 

discuss their expectations and experience with the group.  

• CBT psycho-education music metaphors.  

o The five-piece band model – a link was drawn between the standard ‘four-

piece rock band’ (i.e. guitar, drums, bass, vocals) playing a live show and 

the five-part model of CBT. For example, a scenario was presented where 

a guitarist of a fictional band is overwhelmed with negative thoughts 

regarding his/her romantic relationship during a concert and how this 

might affect the entire band’s performance. This was used as a metaphor 

to describe how negative thoughts might have a negative effect on 

emotions, behaviours and physical reactions.  

o Musicalize your breathing – to show effective deep-breathing techniques, 

each participant was given a harmonica to help ‘musicalize’ the breathing 

process. Facilitators played a harmonica in certain ways to demonstrate 

the difference between shallow breaths and breathing from the diaphragm, 

with group members echoing the playing style. The aim was for group 

members to make a connection between the sound of the harmonica and 

techniques of deep-breathing. Group members were given the harmonicas 

to take home for practice.  

Facilitators  

The group facilitators were authors C.T. and R.T., trained mental health crisis workers, 

each with over five years of experience working in the Canadian mental health system. Both 

facilitators have experience playing in musical groups and have received specialised training in 
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providing CBT in both group and individual formats. Author F.N. provided fidelity checks to 

songwriting and musical adaptations of CBT material, and training in the use of low-intensity 

CBT with regular supervision.  

The TAU  

Local primary care services (AMHS-KFLA) provided treatment as usual. All participants 

received an initial assessment along with TAU. We obtained the details of any treatment 

received by each participant. Group facilitators delivering the intervention were not involved 

with the participants in an additional role outside of the music group. TAU normally involves 

case management with crisis support and prescription of medication via community mental 

health services.  

Statistical Methods  

Analyses were carried out using SPSS v 22. SPSS frequency and descriptive commands 

were used to measure descriptive statistics. The SPSS explore command was used to measure 

normality of the data, using histograms and the Kolmogorov–Smirnov test. Comparisons 

between the two groups were made on an ITT (intention-to-treat) basis. Continuous variables 

(for example, the questionnaire scores at baseline) were compared using t-tests while categorical 

variables (for example, gender) were compared using χ-squared or Fisher’s test. End of therapy 

scores on various outcome measures between the treatment and the control groups were 

compared using an analysis of covariance (ANCOVA) to adjust for baseline scores.  

Results 

Recruitment, Retention and Engagement  

Recruitment to the intervention was successful. Of the 52 referrals initially received, 41 

participants were reachable and were screened for suitability. Of these, 32 participants were 
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considered suitable for the group. Four individuals were unable to participate (one was moving 

out of Kingston, another could not join because of their work schedule, and two refused to 

attend). This amounts to a recruitment rate of 93.75%. Figure 3 displays a consort flow diagram 

of the study. 

[Insert Figure 3 about here] 

The CBT-Music group gained immense popularity with the group being run in other 

areas of local mental health services with very positive feedback. Other areas of the mental 

health system, notably Child and Adolescent Mental Health Services and the Early Intervention 

in Psychosis services, invited the group facilitators to run the CBT-Music groups in Kingston 

and the vicinity. The demand for the group is ongoing.  

Retention to the intervention group was excellent, with only one drop out (92.85%). A 

drop- out criteria of six or fewer sessions was established. Engagement with the group was high, 

with one participant attending seven sessions, two attending eight sessions and 10 participants 

attending all nine sessions (76.92% of all the participants who completed therapy).  

Treatment Acceptability  

The study received very positive feedback from almost all of the participants and their 

carers. Informal feedback from the participants and the professionals was positive; they 

described the intervention as acceptable and helpful. The authors (C.T. and R.T.) were invited to 

conduct similar groups in other community and hospital settings, which highlights the 

acceptability of the treatment.  

Almost all of those who completed the study reported the intervention to be easy to 

understand and engaging. Of those who completed the intervention, participants (13/13) 

described the session on breathing to be the most helpful. Participants also found sessions on 
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behavioural activation (11/13), thoughts (9/13), problem solving (8/13) and explanation of CBT 

(9/13) helpful.  

Some examples of the positive feedback included: ‘music brought us together as a 

group’, ‘there was less of a medical focus with this group’, ‘I had heard about CBT, but didn’t 

expect it to be so fun’, ‘music brings soul to the process of dealing with mental illness’, and ‘it 

gave me more options to cope’. One notable negative comment was: ‘I wish there were more 

sessions.’ In terms of making suggestions for improving the intervention, two common themes 

emerged: Suggestions for playing songs related to the participant’s favourite genre of music and 

having recordings of the songs from the group available online for listening in between sessions.  

Clinical Outcome Measures  

Baseline demographics and clinical characteristics of the participating individuals are 

shown in Table 2. There were no statistical differences in any baseline values between the two 

groups. Table 3 illustrates the differences between the two groups at the end of the intervention, 

and in comparison, with baseline.  

[Insert Tables 2 & 3 about here] 

Discussion 

To the best of our knowledge, there is no previously reported trial of a low-intensity 

CBT-based music group for depression and anxiety. The results demonstrate that CBT can be 

adapted to a musical context and that music can be a medium to deliver guided self-help for 

depression and anxiety. This low-intensity CBT-Music intervention proved to be feasible, 

acceptable and became very popular locally. There was also a reduction in disability. However, 

the results did not reach statistical significance in a reduction of psychopathology. This might be 

because the clients were attending secondary care and therefore some clients may have had a 
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higher level of severity of symptoms than would be expected to be addressed by a low-intensity 

intervention.  

There is great potential in the development of low-intensity therapies, such as the CBT-

Music group, that use client-centred interventions with metaphorical potential within mental 

health-care systems and beyond. These therapies can increase engagement, adhere to effective 

and efficient models of delivery, while also meeting clients at their cognitive and emotional 

level. Despite the potential barriers of incorporating music to the traditional group CBT protocol 

for clients and facilitators (e.g., additional facilitator skills & training and the exclusion of 

individuals without a strong relationship to music), it stands that the inclusion of music to CBT 

therapy may greatly increase the attractiveness of therapy to many clients. This therapy may be 

suited for individuals who are reticent towards, or have previously struggled with, the challenges 

of direct verbal therapy that exclusively focuses on their problems and struggles (and those of 

their fellow group members). Though self-analysis is a component of CBT-Music, this is 

bolstered by a ‘fun’ therapy that promotes additional skill-building and introduces CBT concepts 

slowly using both verbal and non-verbal methods. In addition, CBT-Music may be particularly 

suited as a ‘primer’ to further CBT therapy and for maintaining mental well-being in the general 

population. 

In the present example, music can be thought of as a gateway to psychoeducation and 

self-help, thus broadening the concept of therapeutic delivery. The present intervention is 

intended to be delivered by front-line workers, after a short period of CBT training, with a 

moderate degree of musical expertise and under special supervision. The principles of the present 

intervention mirror the IAPT model from the United Kingdom, where the use of non-specialists 

is preferred in the delivery of user-friendly therapy solutions (Clark, 2011).  
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Difficulties in overcoming barriers to availability, accessibility and acceptability of CBT 

are numerous (Williams and Martinez, 2008). One way forward might be to promote low-

intensity CBT. The most commonly used self-help material is delivered through paper or digital 

media. However, these mediums might not be to everyone’s taste, and therefore other media 

need to be assessed. Popular media like music and drama can be used as psychotherapeutic 

delivery methods to improve the acceptability of otherwise available and accessible low-intensity 

CBT material.  

Music is often described as a universal language, and it is rare to find a person who does 

not have a positive relationship with music in some manner. Despite a wide variety of recorded 

music and musical ability, there appears to be a basic level of innate musicianship and shared 

awareness of popular music in the general population that allows it to be an ideal medium 

through which to understand mental health and treatments.  The high attendance rates of the 

CBT-Music group and the positive informal comments from group attendees reflect the high 

level of engagement they had with the music group format. The potential of the music medium 

extends beyond the therapy group; opportunities to engage with music (e.g. through music-based 

homework assignments, popular culture references, or purposeful/incidental music listening) are 

numerous between therapy sessions and present ample reference points to connect with 

psychotherapeutic themes learned within the therapy session. For example, participants seemed 

to connect with the homework assignment of ‘prescribe yourself a song to improve your mood or 

reduce your anxiety’. Music is now easily accessible via the internet and can be a ubiquitous 

prompt for helpful therapeutic concepts.  

The burden of common mental disorders (e.g. anxiety and depression) to society is 

immense and includes economic, social and human costs. These common mental disorders can 
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be addressed through low-intensity CBT approaches and self-help. With this in mind, there is a 

need to employ population-based approaches to promote well-being. The major advantage of 

CBT-Music over and above low-intensity CBT is its acceptability; it’s potential for reaching a 

wider range of the general population. This can not only deal with those with mild emotional and 

mental health difficulties but also target those at high risk of developing mental health problems.  

There is evidence to suggest that music therapy can be effective in helping those with 

mental disorders (see, e.g., Gold et al., 2005; Maratos et al., 2008). However, music therapy is 

currently not included in evidence- based guidelines. It is not just because of lack of robust 

evidence, but also due to a lack of theoretical underpinning of this therapy (Maratos et al., 2011). 

We have suggested that it is important to discover the underlying therapeutic processes that heal 

emotions, as well as using music as a medium to deliver evidence-based and theory-driven 

interventions to help those with mental health issues (Naeem, 2016).  

However, so far, no attempts have been made to use music as a medium to deliver CBT. 

We showed that delivering CBT through music is achievable if the intervention contains music 

activities, song lyrics, and music-based psychoeducational material that conveys the core 

concepts of CBT self-help material in structured sessions. We believe this approach has not just 

helped in developing an intervention that is grounded in the theory that underpins evidence-

based psychological interventions, but in its current manualized form, it is also repeatable and 

testable across situations.  

Future directions include testing the CBT-Music groups for depression and anxiety in a 

larger, possibly multi-site, RCT. If larger randomised controlled trials find this intervention to be 

effective, and if the rates of engagement remain high in future studies, we can offer CBT to a 

greater number of participants with common mental disorders. In addition, there is progress on 
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adapting the CBT-Music group for people with symptoms of psychosis since CBT, as well as 

music therapy, have been shown to be effective for this population (e.g. Silverman, 2003). Our 

intent is to develop the CBT-Music groups and adaptations into a manual-based therapy to be 

shared with other service providers and researchers.  

Limitations and Recommendations  

Several study limitations are noteworthy. This was a small-scale study that focused on the 

feasibility of the intervention. Due to limited resources, we could not assess the detailed 

acceptability of the intervention using qualitative interviews (though unstructured feedback was 

received throughout the study). By engaging clients through qualitative work, it would be 

possible to explore therapeutic processes to further improve the intervention. In addition, no 

prior power calculations were conducted. Given this, future research may seek to test this 

intervention in larger, well-designed studies with long-term follow-up. Some clients might not 

find music engaging, and this needs to be explored in future trials. These future trials can also 

test whether this intervention can be delivered by different facilitators, and by comparing it with 

other control groups, beyond TAU, in a group format.  

To address the unique functions of music and CBT in the CBT-Music research protocol, 

the future addition of a music control group (where active and passive music activities are 

provided in a similar group format without components of CBT) and a CBT control group (in the 

form of a traditional low-intensity CBT group) would help identify differences in acceptability, 

effectiveness, and engagement in these therapeutic groups as compared to the CBT-Music group. 

In particular, it could be illuminating to view the pattern of results on the WHODAS 2.0 scale 

across these three groups to identify any potential positive cumulative effect on participant 

functioning by pairing CBT with musical activities. 
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Conclusions  

This trial shows that it is feasible to offer a low-intensity CBT-based music group to 

participants who regularly attend community mental health services. Further studies are needed 

to generalise these findings.  
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Figure 1 

‘The Less You Do’. A song about behavioural activation 

 

 
Figure 1. ‘The Less You Do’. A song about behavioural activation.

THE LESS YOU DO, THE WORSE YOU FEEL 

THE WORSE YOU FEEL, THE LESS YOU’RE BOUND TO DO 

IT’S A VICIOUS CYCLE, LET’S GET OUT 

START TO DO THINGS THAT ARE RELAXING TO YOU 

INCREASE ACTIVITIES THAT INSPIRE YOU 

AND ENHANCE YOUR POINT OF VIEW 

START SMALL, GET UP AND GO 

BREAK IT DOWN INTO ATTAINABLE GOALS 

MAKE A LIST OF ACTIVITIES 

AND BUILD ON IT DAY TO DAY 

IT FEELS GOOD 

IT FEELS GOOD 

TO BE JOURNALING THOUGHTS 

AND TO GO FOR A WALK 

OR SIT DOWN AND TALK

The Less You Do 
(To the tune of Bob Dylan’s song, ‘Like a Rolling Stone’)
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Figure 2 

 ‘Your (Fast) Beatin’ Heart’. A song about the connection between negative thoughts, emotions, 

and physical reactions 

 

Figure 3. ‘Your (Fast) Beatin’ Heart’. A song about the connection between 

negative thoughts, emotions, and physical reactions.

YOUR BEATIN’ HEART, WILL MAKE YOU WEEP 

YOU’LL TRY AND TRY, AND TRY TO SLEEP 

BUT SLEEP WON’T COME, THE WHOLE NIGHT THROUGH 

YOUR FAST-BEATIN’ HEART BRINGS THOUGHTS TO YOU 

WHEN THOUGHTS COME DOWN, LIKE FALLING RAIN 

YOUR CHEST WILL RISE, AND RISE AGAIN 

YOU’LL FEEL THE FEAR, THE WAY I DO 

YOUR FAST-BEATIN’ HEART BRINGS THOUGHTS TO YOU 

YOUR BEATIN’ HEART WILL SLOW SOMEDAY 

(IF YOU) VIEW THAT THOUGHT IN A DIFF-RENT WAY 

THE TIME WILL COME, WHEN YOU’LL BE BLUE, (MIGHT BE) 

YOUR FAST-BEATIN’ HEART BRINGS THOUGHTS TO YOU 

WHEN THOUGHTS COME DOWN, LIKE FALLING RAIN 

YOUR CHEST WILL RISE, AND RISE AGAIN 

YOU’LL FEEL THE FEAR, THE WAY I DO 

YOUR FAST-BEATIN’ HEART BRINGS THOUGHTS TO YOU

Your (Fast) Beatin’ Heart 
(To the tune of Hank Williams’ song, ‘Your Cheatin’ Heart’)
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Figure 3  

Consort flow diagram of the CBT-Music study 
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Table 1 

An example of a ‘musical’ thought record 
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Table 2  

Differences in demographic variables and psychopathology at baseline
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Table 3 

Differences between the treatment (CBT-Music & TAU) and control (TAU) groups 
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Chapter 3 

CBTp-Music: A feasibility study of a low-intensity Cognitive Behavioural 

Therapy music group for individuals with symptoms of psychosis 

 

A very similar version of this chapter is submitted for publication as: 

Trimmer, C. & Naeem, F. (2020). CBTp-Music: A feasibility study of a low-intensity Cognitive 

Behavioural Therapy music group for individuals with symptoms of psychosis. Centre for 

Neuroscience, Queen’s University, Kingston, Canada. 
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Abstract 

Cognitive behavioural therapy for psychosis (CBTp) is among the most effective psychological 

treatments for symptoms of psychosis, and yet, the delivery of CBTp is not widespread because 

of issues of reduced accessibility and acceptability. The development of a new flexible medium 

for CBTp provision that is engaging for clients and that requires fewer resources may further its 

growth. The present study focuses on the feasibility of implementing a low-intensity CBTp-

based music group for individuals with symptoms of psychosis to foster a therapeutic 

engagement, reduce symptomology, and enhance daily functioning.  

A low-intensity CBTp-Music group therapy protocol was carried out at four community 

mental health program sites across Southern Ontario, Canada. The intervention included music 

activities, music metaphors to understand psychoeducational material, and songs based around 

concepts of CBT. Twenty-six adults with symptoms of psychosis completed the eight-week 

group with pre- and post-testing of measures of symptomology (PSYRATS - Psychotic 

Symptom Rating Scales) and functioning (WHODAS 2.0 - World Health Organization Disability 

Assessment Scale 2.0). Attendance was monitored throughout, and qualitative feedback was 

collected at the end of the intervention.  

A CBTp-based music group is feasible and acceptable to participants in a community 

mental health setting, as shown by a high attendance rate (84%) and positive client feedback.  

There were improvements in the level of daily functioning (WHODAS 2.0; P=.008) and 

psychopathology, specific to symptoms of delusion (PSYRATS; Delusion Subscale, P=.024), 

but not for symptoms of hallucination (PSYRATS; Hallucination Subscale, P=.307). 

This is the first report of CBTp being adapted to a musical context. The results suggest a 

positive effect of the intervention on the level of daily functioning, and to a smaller extent, 
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psychopathology. Participants found the intervention acceptable. Due to study limitations, 

caution is warranted in the interpretations of the results. A large-scale trial of the intervention is 

recommended. 

Keywords: CBTp, schizophrenia, guided CBT, music, psychotherapy 
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CBTp-Music: A feasibility study of a low-intensity Cognitive Behavioural Therapy music 

group for individuals with symptoms of psychosis 

Traditionally, medication has been the first-line treatment for symptoms of psychosis, 

though adherence, effectiveness and the severity of side-effects often vary for the individual (see, 

e.g., Coldham et al., 2002; DiBonaventura et al., 2012). Cognitive behavioural therapy for 

psychosis (CBTp) is an effective evidence-based psychotherapeutic treatment for individuals 

with a diagnosis of schizophrenia or other illness with symptoms of psychosis (Burns et al., 

2014; Hutton and Taylor, 2014; van der Gaag et al., 2014). CBTp is an evidence-based form of 

psychotherapy, specifically targeting symptoms of psychosis, that helps clients identify how 

negative thoughts and emotions influence negative behaviours. The influential National Institute 

for Health and Care Excellence in the United Kingdom recommends CBTp as part of a best-

practice treatment strategy for symptoms of psychosis in addition to antipsychotic medication 

(NICE, 2014). However, there are notable barriers to the provision of CBTp.  Barriers to access 

include too few trained therapists (Lecomte & Leclerc, 2007; Mueser & Noordsy, 2005) and the 

high cost-of-service for CBTp provision, including therapist and space fees (Kingdon et al., 

2004). Kopelovich et al. (2018) estimated that only 0.3% of individuals in the U.S. with a 

primary diagnosis of psychosis are able to access any form of CBTp, though the authors identify 

the potential for improvement through the use of a stepped-care system, such as the one 

implemented in the UK, where the level of care varies by the severity of symptoms and the needs 

of the client.  

LICBTp 

One possibility for improving access to CBTp are low-intensity (LI) psychotherapeutic 

interventions that can be provided by mental health professionals with basic training in CBTp.  
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LICBTp is a cost-effective and flexible intervention, in comparison with standard CBTp, since it 

requires fewer treatment sessions and it can be provided in a variety of accessible formats (e.g. 

group therapy, self-help materials, and online mediums) while maintaining the overall efficacy 

and acceptability of the standard form of CBTp (Hazell et al., 2016). In many of these low-

intensity formats, there is less reliance on the traditional client/therapist relationship and it can 

often resemble ‘guided self-help’ with a provider acting as an anchor for individuals to check-in 

with regarding their experience of the material (Bennett-Levy et al., 2010). This approach can 

foster greater independence for the client, and someone with a less comprehensive background of 

training in CBTp can provide the therapy. In terms of its effectiveness, Coull and Morris (2011) 

conducted a meta-analysis of thirteen randomised control trials (RCT) that tested the delivery of 

LICBT via guided self-help for individuals with symptoms of depression and anxiety. Results 

showed that LICBT is an effective treatment strategy for individuals with mild-to-moderate 

symptoms (with an expected non-significant effect for those with severe symptoms). A meta-

analysis of ten controlled trials by Hazell et al. (2016), featuring both individual and group 

interventions by CBTp-trained psychotherapists, reported effect sizes for LICBTp that were 

comparable to the standard form of CBTp.  

Improving access to therapy is critical, but so are the issues of client engagement within 

therapy and therapy completion. LICBTp, with its flexible access and various modes of delivery, 

may improve access to therapy, but there are still concerns for individuals with symptoms of 

psychosis about their engagement within therapy sessions. Startup et al. (2006) looked at 29 

cases of individuals who dropped out of CBTp therapy and found that primary reasons for drop-

out included a lack of curiosity about their illness and a tendency to minimise its effect on their 

lives. Menon et al. (2015) reviewed factors related to symptoms of psychosis that may contribute 
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to reduced engagement with group psychotherapy (including CBTp group therapy). They suggest 

that the specific profile of symptoms of psychosis, which can include delusional thought 

processes and sensory hallucinations, may contribute to a reduced level of insight that negatively 

influences engagement with treatment. In addition, social isolation can be a predominant 

outcome of psychotic illness, and can co-occur with reduced social cognitive. Menon et al. 

(2015) also speculate that self-stigma plays a large role in preventing clients with symptoms of 

psychosis from engaging in group therapy. A new medium for the delivery of LICBTp would 

ideally improve upon issues of engagement (e.g. participant’s notions that therapy can be 

uninteresting, difficult, or isolating) and treatment acceptability by presenting LICBTp in a 

social, fun, and meaningful format. Music may fit this criterion.   

Music-based LICBTp 

The client’s pre-existing positive relationship to music can become a motivator to attend 

and engage with therapy. There is a diverse and extensive literature base showing the positive 

effect of music therapy in the treatment of mental & physical illness (Wheeler, 2015). Numerous 

meta-analyses show music therapy’s positive impact on mental health (see, e.g., Aalbers et al., 

2017; Geretsegger et al., 2017). Music therapy appears to strengthen the therapeutic relationship. 

This might be because of a reduction of stigma associated with therapy, or lessened resistance to 

engaging in therapy.  

 Music, however, is not limited to the exclusive use of music therapists in a mental health 

care setting. Music has potential as a delivery medium for low-intensity psychotherapeutic 

material by frontline mental health workers (i.e. non-music therapists) in the group therapy 

format. Trimmer et al. (2018) showed that it is possible to adapt standard group CBT to a 

musical context (CBT-Music), which included the use of songwriting and music activities to 
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treat symptoms of depression and anxiety. Participants randomly assigned to the CBT-Music 

group described their experience in the group as positive and showed a significant improvement 

in measures of daily functioning over the control group - though there were no significant 

improvements between groups on measures of psychopathology. 

The present study is intended to initiate research on the incorporation of music in low-

intensity CBTp group therapy to introduce clients with symptoms of psychosis to CBTp therapy, 

and to promote greater access and engagement with CBTp. CBTp-Music consists of standard 

LICBTp psycho-educational material adapted to a group musical context – including group 

performance of songs re-written with CBTp-based lyrics and unique music activities (e.g. group 

song-writing, performance, and music-based discussion). There are no previous clinical trials 

that have tested the feasibility and effectiveness of a low-intensity CBTp-based music group for 

individuals with symptoms of psychosis. 

Method 

Research Ethics 

The Queen’s University Ethics Review Board approved the present study (no. 6016396).  

The study was conducted in compliance with the Declaration of Helsinki. The authors abided by 

the Ethical Principles of Psychologists and Code of Conduct as set out by the American 

Psychological Association (APA).  

 

Study Setting 

The study was conducted between March 2017 and June 2018 in four locations in 

Southern Ontario, Canada (Brockville, Brighton, Lindsay, Kingston). Each CBTp-Music group 

was held in a non-clinical community setting outside of mental health services (e.g. a Veteran’s 
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Hall, a Community Centre). Locations were chosen to maximise accessibility for travel, to foster 

a relaxed environment away from treatment centres, and to promote the feeling of attending 

‘band practice’ for participants (e.g. the group space was decorated with posters of famous 

musicians). Between one and three case managers would attend each week to help promote 

group cohesiveness and to support any individuals in need during the group session.  

Study Design 

This study featured a pretest-posttest design using an opportunity sample with no control 

group. The authors determined that the focus of this initial study would be to establish the 

feasibility of the intervention. Measures of recruitment, engagement, and initial client feedback 

would take precedence over the statistical validity of symptom-based outcome measures. 

Participant Recruitment and Procedures 

Participants were referred to the music group by case managers at community mental 

health services in four separate locations. Of these mental health programs, there were three First 

Episode programs (for symptoms of psychosis) and one Assertive Community Treatment Team.  

Inclusion criteria included: a) participants were between the ages of 18–65 years; (b) they lived 

within travelling distance of the community mental health centre, and (c) they exhibited 

symptoms related to psychosis in the 30 days prior to study commencement as according to the 

DSM-V. Participants were considered ineligible for participation if they had: (a) significant 

cognitive impairment; or (b) high levels of disturbing behaviour, or high risk of suicide or 

homicide, based on clinical assessment. 

The potential participants at each site were provided with oral and written information 

about the study and written informed consent was sought. The CBTp-Music group was offered 
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as an add-on to treatment-as-usual (case management and psychiatric support) for study 

participants attending community mental health services.  

The Intervention 

CBTp-Music is an eight-week fixed-session CBTp-based music group for individuals 

with symptoms of psychosis. This low-intensity intervention is based on a guided self-help 

CBTp (GSH-CBTp) therapy manual developed by author F.N. (Naeem et al., 2016).  The manual 

features guided self-help CBTp (GSH-CBTp) handouts on psycho-education and symptom 

management. Author C.T., who previously co-adapted CBT-Music (Trimmer et al., 2018), 

completed the musical adaptation of the therapy manual. Psycho-educational content from the 

GSH-CBTp therapy manual was incorporated in all facets of the music group. 

The intervention followed a typical CBTp group structure and incorporated standard tools 

of CBTp. This included a weekly CBTp theme, homework, and various traditional aspects of 

CBTp (e.g. behavioural experiments and thought records). All activities, songs, and discussions 

were related to the weekly CBTp theme. The weekly themes included: psycho-education, 

stigma/normalisation, stress management, problem solving, beliefs & paranoia, dealing with 

unhelpful thoughts, activities & well-being, and dealing with hallucinations. Each 60-minute 

session included ten minutes of check-in and homework review, forty minutes of CBTp music-

adaptations and feedback, and ten minutes to discuss homework for the next week. The CBT-

based music group for symptoms of depression and anxiety, as reported on by Trimmer et al. 

(2018), was a guideline for the present study with some overlapping material (when appropriate 

to both populations).  

The facilitator attempted to provide an inclusive atmosphere for group members to take 

part in singing, songwriting, and music playing. All instruments used in the group were intended 



 

65 

 

for non-musicians. Prior knowledge of music performance was not required since the group was 

designed for non-musicians.   

[Insert Figures 4 & 5 here] 

A few noteworthy psychotherapeutic and musical components of CBTp-Music: 

CBTp Theme song - The centrepiece of each week was a group performance of a theme 

song based on the music of a popular classic rock song with rewritten lyrics reflecting the 

principles of the week’s CBTp theme. For example, ‘Breath of Gold’ (formerly ‘Heart of Gold’ 

by Neil Young) features lyrics related to using relaxed diaphragmatic breathing to cope with 

stressful situations that may exasperate symptoms of psychosis.  For lyrical examples of a CBTp-

themed song, see Figures 4 & 5.  

Stress reduction - During the theme-week ‘Stress & Psychosis’, group members were 

introduced to a music-based version of attentive, non-judgemental listening as a low-intensity 

introduction to mindfulness meditation. A popular song was played with the instructions to 

attend to a specific instrument or voice within the song. Following the listening activity, a group 

discussion ensued following the activity with the facilitator seeking mindfulness-related 

impressions of the activity (e.g. the experience of being lost in thought, re-focusing attention, and 

attending to bodily sensations). Participants were encouraged to utilise this technique with their 

favourite music to reduce stress between sessions.  

CBT music metaphors - Often, various facets of music were used as metaphors for key 

concepts of CBT to aid in participant understanding and retention. For example, the ABC model 

of CBT (i.e. an Activating event conjures a Belief that elicits a behavioural Consequence) was 

explained using a traditional Blues song structure. The Blues genre typically features a three-line 

verse structure wherein the first and second lines state a problem and the third line states a 
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consequence. In the CBTp-Music group, the Blues song-writing process was adapted to include a 

troubling event (e.g. the Police drove by my house twice this morning) activating a core belief 

(e.g. I’m a bad person and they’re coming to arrest me) that leads to a negative outcome (e.g. I’ll 

stay in bed today and smoke cannabis). 

Facilitator 

The group facilitator was lead author (C.T.), a mental health crisis worker for seven years 

in the Canadian mental health system with extensive training in CBT, and five years of 

experience in facilitating music groups in the community mental health system. Author F.N. 

provided training to C.T. in the use of low-intensity CBTp along with psychotherapeutic fidelity 

checks to pre-written songs and musical adaptations of CBT material. 

Outcome Measures 

Assessment of feasibility & acceptability 

 Feasibility was assessed through recruitment and attendance/dropout rates.  

Acceptability was assessed through structured feedback from participants via mixed-methods 

questionnaire responses at the end of the intervention. Specifically, participants were requested 

to rate their enjoyment of the intervention, how easy it was to understand the intervention, and to 

identify the CBTp themes that were helpful. Also, they were encouraged to write what they liked 

about the group and what they would like to see improved. Case managers working with the 

participants administered questionnaires at the end of the group. Administration instruction was 

provided to the case managers by the lead researcher (C.T.).  

Assessment of clinical outcomes 

Psychopathology was measured using the PSYRATS, and daily functioning level (i.e. 

disability level) was measured using the WHODAS 2.0. The PSYRATS is a well-established 
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psychotic symptom rating scale that measures mental state related to primary symptoms of 

psychosis (Haddock et al., 1999). It consists of two sub-scales (PSYRATS Auditory 

Hallucination; PSYRAT Delusion) which measure the severity of several dimensions of auditory 

hallucinations and delusions. The WHODAS 2.0 (Üstün et al., 2010) is a self-report 

questionnaire that assesses disability (i.e. level of daily functioning) in the past 30 days due to 

physical and psychological problems. 

These scales were chosen for their high degree of inter-rater reliability, test validity, and 

open accessibility (Drake et al., 2007; Üstün et al., 2010). Clinical outcome scales were 

administered by case managers working with the participants at baseline and end-of-therapy. 

Administration instruction was provided to the case managers by the lead researcher (C.T.).  

Statistical Methods 

 Data entry and analyses were carried out using SPSS v25. SPSS frequency and descriptive 

commands were used to measure descriptive statistics, questionnaire results, and measures of 

engagement. Differences in symptom-related outcome measures at baseline and end-of-

intervention were compared using a paired-sample t-test. 

Results 

Participants Description and Characteristics 

 A total of 26 participants completed the study.  Participants had a mean age of 35.0 (SD = 

16.2) years. Participants self-identified their gender (69% male; 31% female).  Most of the 

individuals reported their marital status as single (96.1%), which included participants 

identifying as being divorced or widowed (19.2%). All participants had completed a high-school 

education, with approximately one-third (34.6%) having completed college or university 

education. Most participants were unemployed (80.8%) at the time of the study.  
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 In terms of psychopathology, all participants experienced recent symptoms of psychosis in 

the 30 days before the commencement of the group, as confirmed by baseline scores on the 

PSYRATS (see Table 4). In addition, all participants had experienced physical or psychological 

problems in the past 30 days, as indicated by baseline scores on the WHODAS 2.0 (see Table 4).  

Participants had not received any prior group or individual CBT psychotherapy (CBT or CBTp). 

 In terms of musical background, only 8 of the 26 participants self-identified as a musician.  

Still, music experience was significant for most participants as 73% of participants stated that 

they had spent a significant amount of time playing a musical instrument in the past, 77% of 

participants self-identified as regular singers (in private or public), and 92% of participants stated 

that music lyrics are important to them. 

Feasibility: Recruitment & Engagement 

 To show feasibility, we focused on whether recruitment was possible, the participant's rate 

of completion, and whether participants would attend consistently. 

 Recruitment for the intervention was successful. A total of 38 individuals were referred 

from community mental health care across four sites in Southern Ontario (twelve from Site 1, 

eight from Site 2, eight from Site 3, ten from Site 4). Of those referred, six individuals were 

unreachable or declined, and four individuals could not attend due to scheduling conflicts.  

Twenty-eight participants began the group. Participants who attended less than four sessions 

were considered having dropped out of the therapy. Two individuals dropped-out of the group 

across all locations, resulting in twenty-six individuals completing all study procedures and a 

dropout rate of 9%. 

 Engagement with the intervention was excellent, with 82% of participants attending six or 

more sessions. Eight (29%) participants attended all eight CBTp-Music sessions. The attendance 
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rate, overall participant attendance across all group sessions, was 84%. If planned absences 

(often for doctor appointments or work commitments) are considered, the adjusted attendance 

rate was 90%. 

Treatment Acceptability 

 To assess acceptability, participants were asked about their satisfaction with the CBTp-

Music group intervention at the end of the trial. Three forced-choice questions were asked in a 

post-group questionnaire, which included: ‘Was the group engaging and fun?’, ‘Was the group 

easy to understand?’, and ‘What was the most helpful session for you?’. It also included the two 

open-ended questions: ‘What did you like about the group?’, ‘What improvements would you 

suggest?’. 

Of the participants who completed the study, 88% (23/26) concurred that the intervention 

was engaging and fun and 96% (25/26) of participants felt the group was easy to understand. 

Participants were also asked to identify the most helpful session, with the highest-rated theme-

weeks being Stress-Management (7/26 or 27%) and Problem-Solving (6/26 or 23%).  

Participants were asked for open-ended comments (both positive and critical) about the 

group. Some examples of positive comments included: ‘I enjoyed learning about psychosis and 

learning about music’, ‘I liked meeting and connecting with people with similar challenges as 

myself’, ‘I enjoyed playing music as a group’, ‘I found new ways to deal with stress’ & ‘I liked 

that we talked about psychosis & other people’s psychosis while having fun with music’. Two 

prominent themes emerged from the group comments:  Participants appreciated the combination 

of music with challenging psycho-educational material, and the participatory nature of group 

music-making/listening was a highlight for participants. Some examples of comments from 

participants that featured suggestions for improvement to the group included: ‘I wish there were 
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more group members to play music with’, ‘I’d like it if the classes were more than one hour’, 

‘Longer group sessions to better understand new concepts’, ‘More music activities that involve 

working as a group/team’. In terms of suggestions for improving the intervention, two common 

themes emerged:  Requests for even more musical components to the group and a longer 

duration to each weekly group session.  

Clinical Outcome Measures 

A paired-samples t-test was conducted to assess the effectiveness of the intervention as 

related to symptoms of psychosis and measures of daily functioning. Table 4 displays data from 

baseline and end-of-intervention assessments.   

[Insert Table 4 here] 

Discussion 

CBTp is a unique non-pharmaceutical treatment for symptoms of psychosis that has been 

well-researched and well-accepted as a leading psychological intervention, including across 

cultures via cultural adaptation (Naeem et al., 2015). Low-intensity CBTp interventions that can 

be provided by frontline mental health workers represent a further evolution of CBTp that can 

address the client issue of engagement, and provider issues of cost-effectiveness and 

accessibility. CBTp-Music proved to be feasible as a newly developed protocol delivered in 

community mental health care for individuals with symptoms of psychosis. As a form of low-

intensity CBTp, it demonstrated effectiveness (with a significant reduction in symptoms related 

to delusional thinking and disability) and was well-accepted by group participants as 

demonstrated through successful recruitment, high attendance rates, and positive post-therapy 

participant feedback. A therapy group that can accommodate numerous individuals, and is 

popular with attendees, is by design a cost-efficient implementation of CBTp as it can 
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accommodate numerous clients per therapist and requires fewer sessions than standard CBTp 

one-on-one therapy. 

 Our results suggest that there are important reasons why music might be useful as a 

psychotherapeutic medium for individuals with symptoms of psychosis. There is a near-universal 

appeal to music; its popularity and prominence in popular culture can make it a very appealing 

medium to both providers and participants, and this was reflected in the groups that comprised 

the present study. Music is social and can promote connection; playing (or listening) to music as 

a group, or identifying with others based on mutual affinity for musical artists, is vital for 

individuals with symptoms of psychosis for whom there is a risk of social isolation. Music may 

bring a level of play, or fun, to therapy that may be missing for individuals overwhelmed by 

positive and negative symptoms of psychosis. It may also be a way for participants to adapt an 

activity already present in their lives (e.g. listening to music) into new ways to manage their 

symptoms. Also, music provides a very flexible metaphor for understanding difficult psycho-

educational material by reconfiguring this material in a less clinical format. As seen in the 

present study, these factors may contribute to promoting engagement with the intervention, 

including increased attendance and positive participant experiences.  

 Attendees in the CBTp-Music group demonstrated their engagement with the protocol with 

high attendance rates and ratings of the intervention that reflected their enjoyment, satisfaction, 

and high levels of engagement with the protocol. The open-ended comments from group 

members following completion of the group were particularly illuminating with regard to the 

relationship the participants had to the therapy sessions; the group members reported very 

positive comments about the musical aspects of the group and this seemed to extend to the 

psychotherapeutic material as well. A surprising pattern of responses provided from the group 
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members were the numerous requests for longer therapy sessions and also their ease of 

understanding the group (positive and negative symptoms of psychosis may interfere with 

cognitive processes such as attention and memory). This may reflect an effective balance 

between the elements of engagement (i.e. music) and therapy (i.e. CBT) within the CBTp-Music 

intervention.  

 Alternatively, music may not be for everyone. With different participant musical preferences, 

a challenge exists in using music in a standardised format in a way that appeals to a broad range 

of musical preferences. The authors of the present study face a future challenge to increase the 

diversity of musical genres used in the CBTp-Music intervention and also to improve the gender 

representation of musical examples used within the group. Future research could also assess the 

role of music listening (i.e. receptive music approaches to therapy) vs. music making (i.e. an 

active music approach to music making) in the role of increasing social connections and 

‘community building’ within the CBTp-Music group. 

Significant parallels exist between the results of the present study and the CBT-Music 

intervention for symptoms of depression and anxiety by Trimmer and colleagues (2018). In both 

studies, there was a significant improvement in scores of disability and relatively high attendance 

rates. However, in the present study, there was a significant effect of psychopathology but only 

related to symptoms of delusions (and not hallucinations). One interpretation of this result may 

be that symptoms of delusions are more prominent than hallucinations in individuals with mild-

to-moderate symptoms of psychosis, or if they are present, symptoms of sensory hallucinations 

may already be adequately controlled by medication. 

There are several significant study limitations. Given that this study focused on feasibility, 

and with limited resources available, only a small number of participants were recruited and only 
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one group facilitator was utilised across four testing sites. Pre-Post outcome measures were 

completed by case managers, introducing a potential source of bias. The validity of the results 

was also compromised by a lack of control groups, including TAU, CBT only, and Music only 

conditions. Further, given that recruitment was not from a random sample, there was an over-

representation of individuals with a musical background.  

With a novel treatment, it was imperative to first determine that the provision of the 

intervention is feasible and whether it is acceptable to an initial cohort of participants at different 

testing sites. Although these results raise hope that low-intensity CBTp-Music may have a role in 

routine care, caution should be taken when interpreting this study’s results given the significant 

limitations.  

Future research, in the form of large multi-site RCTs, would provide the robustness needed to 

generalise the present study results. The value of the CBTp-Music program may extend beyond 

showing symptom reduction. The CBTp-Music program holds value as a primer to therapy with 

its ability to introduce psycho-educational concepts and promote a stronger engagement with 

therapy. Alternatively, CBTp-Music could provide novel experiences of CBTp material in 

parallel with one-on-one CBTp therapy. Future expansion of the CBTp-Music program will 

include manualising the protocol and offering a standardised training package for providers.  

Conclusions 

The present trial is the first report of a low-intensity CBTp-based music group delivered in a 

community mental health care setting. This small-scale study shows it is feasible to offer a 

CBTp-based music group, when provided with treatment as usual, to individuals experiencing 

mild-to-moderate symptoms of psychosis within community mental health care. The recruitment 

for this study was satisfactory, and retention was excellent.  Symptom-related outcomes were 
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promising, and participants found the treatment acceptable. The results of this study demonstrate 

the potential of CBTp-Music to successfully address issues of therapy accessibility, client 

acceptability and therapeutic effectiveness related to the wide-spread provision of CBTp.  

Individuals in this study had a mild-to-moderate degree of psychopathology and disability, so 

caution is advised when applying these results to individuals with severe symptoms of psychosis 

and with significant difficulties in daily functioning. The present results support the usefulness of 

adapting CBTp to a musical context for participants and providers. There is a need to conduct 

additional large-scale studies with improved methodology featuring CBTp-Music to elicit 

accurate and generalisable results.  
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Figure 4 

‘Challenge the Harmful Ones’.  A song about challenging negative thoughts and unbelievable 

beliefs 

 

Figure 5. ‘Challenge the Harmful Ones’.  A song about challenging negative 

thoughts and unbelievable beliefs.

THERE IS A WAY TO CHANGE YOUR THOUGHTS 

CHALLENGE THE HARMFUL ONES 

FIND THE EVIDENCE AGAINST THAT NEGATIVE THOUGHT 

AND YOU’LL HAVE A BALANCED ONE 

BE AWARE OF YOUR NEGATIVE THOUGHTS 

ARE THEY BRINGING DOWN YOUR MOOD? 

THEY MATTER TO YOUR BODY’S HEALTH  

AND INFLUENCE OUR ACTIONS TOO 

TO WEAKEN THAT UNHELPFUL THOUGHT 

FIRST THINK ‘WHAT WOULD MY BEST FRIEND SAY’? 

THEY MIGHT KNOW THE RIGHT QUESTIONS TO ASK 

TO HELP SEE IT IN ANOTHER WAY 

YOU MIGHT SEE THE WORLD IN BLACK OR WHITE OR 

GIVE AWAY THE GOOD FROM THE PAIN 

WE CAN CHOOSE TO SEE THE POSITIVE 

IN THIS WORLD, THERE ARE SHADES OF GREY 

—REPEAT FIRST VERSE—

Challenge the Harmful Ones 
(To the tune of The Animals song, ‘House of the Rising Sun’)
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Figure 5 

‘Breath of Gold’. A song about dealing with stress and the benefits of deep breathing 

 

 
Figure 6. ‘Breath of Gold’. A song about dealing with stress and the benefits 

of deep breathing.

WHAT CAUSES STRESS 

MAY CAUSE PSY-CHO-SIS 

STRESS & WORRY NEED A BREATH OF GOLD 

SLOW TO THE BELLY, AND NOT THE CHEST 

I CAN COPE BY USING BREATH OF GOLD 

CALM AND IN CONTROL 

I CAN COPE BY USING BREATH OF GOLD 

CALM AND IN CONTROL 

I’VE GOT TO EAT WELL 

I’VE GOT TO SLEEP WELL 

MY HEALTH’S DEPENDENT ON A BREATH OF GOLD 

TOO FAR IN MY MIND? 

IT’S SUCH A FINE TIME 

(TO KNOW) I COPE BY USING BREATH OF GOLD 

CALM AND IN CONTROL 

I CAN COPE BY USING BREATH OF GOLD 

CALM AND IN CONTROL 

___________ HELPS ALONG WITH BREATH OF GOLD 

___________ HELPS ALONG WITH BREATH OF GOLD 

___________ HELPS ALONG WITH BREATH OF GOLD 

Breath of Gold 
(To the tune of the Neil Young song, ‘Heart of Gold’)
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Table 4 

Comparison of pre and post group results for clinical outcome measures 
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Chapter 4 

Conclusions & General Discussion 

I began this dissertation by underscoring the necessity for more therapeutic options that 

adhere to, or improve upon, acceptable levels of effectiveness, accessibility and acceptability of 

therapy provision in community mental health services. Rapid innovation and proliferation of 

feasible and evidence-based therapies, based on effective options (such as CBT), is an efficient 

and practical way to expand therapeutic options for individuals with symptoms of mental illness.  

This study contributes to this ongoing expanse.  

Using LICBT for individuals with mild-to-moderate symptoms of mental illness can 

promote cost-savings while improving accessibility and maintaining effectiveness. However, 

increasing engagement with therapy (specifically: initial engagement, adherence to the ongoing 

therapy, and preventing attrition from therapy) is an ongoing issue that may necessitate creative 

solutions.  Chapter 2 identified the development of a unique framework for integrating CBT and 

music into a low-intensity group therapy format along with the successful implementation of a 

feasibility study for clients of community mental health with symptoms of depression and 

anxiety. An RCT study showed high engagement and acceptability from CBT-Music group 

participants (in the form of attendance and client feedback) along with suggestive rates of 

efficacy, as compared to control group participants. Chapter 3 showed that the CBT-Music 

protocol could be further adapted to include CBTp and that the resulting music group can be 

acceptable to individuals in community mental health care with presenting symptoms of 

psychosis. Evidence of feasibility was belied by a parallel of results between Studies 1 and 2 – 

participants scores on a test of disability related to tasks of daily living, the WHODAS 2.0, was 

improved following completion of the CBTp-Music group.  Evidence of improvement on 
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measures of symptomology (i.e. PSYRATS) following completion of the CBTp-Music group 

was enough to justify further large-scale studies. Overall, the CBT-Music & CBTp-Music 

protocols were feasible, acceptable to clients and showed promising evidence of effectiveness.  

Perhaps the most notable parallel of results between Chapters 2 and 3, as separate studies 

targeted for different populations featuring different research designs, were the significant 

changes in WHODAS 2.0 scores following completion of the CBT-Music groups. Participants 

showed a substantial decline in measures of disability (i.e. they were better able to complete 

daily tasks, engage socially, etc.) following the CBT-based music group intervention in both 

studies. Although this pattern of results can be attributed to the specific guidelines of CBT that 

encourage changing negative behaviours and increasing positive emotions, it may be the 

additional benefit of including music in the group therapy that helped strengthen the positive 

impact for participants. Therapy can be isolating for an individual, focusing particularly on 

problems, even in traditional CBT group therapy. The CBT-Music protocol fosters positive 

connections between group members in a shared experience of psychoeducation and musical 

experiences in the eight-week group. This can have a substantial impact on client’s ability to 

engage with positive activities (such as music), improve social interactions, and acquire positive 

skills (e.g. music-making and music listening skills).  

   The feasibility studies that comprise this dissertation were not intended to demonstrate 

effectiveness as a primary outcome, though the resulting data was suggestive of patterns of 

positive results. Instead, the studies were designed to demonstrate the feasibility and 

acceptability of implementing an innovative protocol in community mental health services. This 

is a necessary first step in a long-term process of establishing a framework of research for a 

novel treatment prior to a conclusive randomised control trial (Eldridge et al., 2016).  Numerous 
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changes to the study design of this dissertation will be necessary prior to the proper assessment 

of the validity of results stemming from the CBT-Music and CBTp-Music interventions. For 

example, there was no qualitative analysis in Study 1 (Chapter 2), no control group was utilised 

in Study 2 (Chapter 3), and a small participant sample size, with no power analysis, was used in 

both studies. While these weaknesses may severely limit the validity and generalizability of the 

present research, the results of the study should instead be seen as indicators that warrant further 

investigation.  

Future research will address many of these concerns, but with a foundation of feasibility 

to build upon. Adjustments could be made to the present research to further investigate the role 

of important variables on study results. First, it is important to investigate the role of the 

facilitator, by including multiple trained mental health professionals as group facilitators for 

multiple groups, since the author (and developer of the protocol) was the lead facilitator in the 

studies that comprise this dissertation. Second, a larger study with power analysis, featuring 

multiple sites, will help address issues of validity and generalizability.  Finally, another issue that 

is critical is the long-term follow-up following the provision of the group. Follow-up at regular 

intervals will help assess to what degree did participants internalise CBT material from the group 

and sustained positive gains. Further, it would be beneficial to understand whether engagement 

with the group may have led to further engagement with CBT or with therapy in general.  

  Music has the potential to increase client access to therapy by increasing the 

attractiveness of therapy to individuals who may have previously been unsure of therapy or have 

had a negative experience with therapy in the past. A therapy that uses music as a delivery 

medium can be fun, client-centred, and present information in a direct or in-direct manner using 

verbal and non-verbal methods. Conversely, music may also be a barrier to access if not 
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implemented properly. Additional trainings, or pre-existing musical skills, are needed by 

facilitators to supplement the basic skills needed to provide a CBT-based group. For successful 

implementation of CBT-Music in private or community-based mental health services, a focus on 

the provider skillset, their therapeutic orientation, and provider training programs is critical to 

encourage providers to implement this therapy on a large scale, in a variety of settings, and with 

varying populations of individuals.  The main barrier to replication and implementation of CBT-

Music & CBTp-Music on is likely the availability & training of future facilitators.  

The CBT-Music protocol presents a pathway for using music in psychotherapeutic 

practice and strengthening psychotherapeutic provision in music therapy. A predominant guiding 

philosophy in music therapy is that music is the tool to use in all clinical situations, whereas the 

psychotherapist mainly relies on verbal (and written) means to provide therapy with the option of 

supplementing this with musical techniques. In either case, there is a distinct role for music in 

therapy, with process-based results that include improving client rapport & engagement with 

therapy, and outcome-based results of reducing symptoms & stress, and improving socialisation 

& coping. The treatment of mental health issues has made substantial progress towards evidence-

based and client-centred interventions, and as a unique medium for service delivery, music in the 

therapeutic setting holds immense potential. Embedding music in psychotherapy can offer 

psychotherapists a new client-centred treatment tool with the potential for building client rapport, 

a new metaphor for difficult therapy concepts, increasing engagement in therapy, and general 

interest in psychotherapy. Additional research is needed to define and expand this field.  

The majority of studies looking at music as a therapeutic medium for the treatment of 

mental health (which do not employ specific music therapy techniques) involve passive music 

listening with no integration of psychotherapeutic methods. However, music listening can be 
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integrated with a psychotherapeutic approach. Eckhardt & Dinsmore (2012) proposed a novel 

method for psychotherapists to incorporate music listening in their treatment of depression, by 

listening in a ‘mindful’ way that reflects the tenets of mindfulness-based cognitive therapy.  

Music listening may also be successful as an adjunct to psychotherapy. Castillo-Pérez et al. 

(2010) reported a randomised control trial of 79 individuals with low- and medium-grade 

depression assigned to either a group that would listen to classical music for one hour a day or a 

group that would attend weekly CBT group sessions. The music group displayed better outcomes 

on measures of depressive symptoms (Zung Depression Scale). An opportunity was missed to 

have included a third group of music listeners and CBT group attendees.   

The overlap between music therapists and psychotherapists embedding music in their 

practice is significant. Ultimately, they share the same goals of positive outcomes (e.g. reduction 

of symptoms and increase in quality of life) for their clients in their therapeutic practice. They 

are both faced with the challenge of promoting client acceptance for the use of music as a 

treatment tool. For many people, music is seen as a hobby or leisure activity, and therapists may 

need to address questions regarding music as an appropriate and useful tool for the treatment of 

mental illness. Also, the techniques utilised in music therapy and music-embedded 

psychotherapy are similar. They may comprise listening to music (including song analysis, 

passive listening) or active music-making (improvisation or composition).  

One difference that is difficult to quantify is public perception. Music therapy is often 

classified as an ‘alternative therapy,’ both by extended health insurance companies and in 

marketing, which may influence the perception of its legitimacy. Conversely, there is a standard 

of rigorous training in psychotherapy to treat disorders of mental illness, while in music therapy 

there may only be requirements of a clinical internship experience. A music therapist may 
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possess accreditations for both psychotherapy and music therapy. Regarding access to clients, 

there are relatively fewer music therapists accessible to the public.  

Establishing differences between music therapists and psychotherapists that embed music 

in their practice helps clarify treatment orientation for clients and helps guide research. As 

mentioned, there is a significant ideological difference amongst music therapists and 

psychotherapists in the degree to which they may use music or verbal techniques in their 

practice. Not surprisingly, the degree of prominence should correlate with the amount of music 

training or psychotherapy training, respectively. Music therapists often rely on standardised tools 

when using music, while psychotherapists using music embedded in practice are often relying on 

novel adaptations of standardised psychotherapeutic tools. There is a much more extensive and 

nuanced foundation of evidence-based practice in using music in music therapy. In music 

therapy, there are accreditation and professional standards of music training to use music in 

therapy.  

The ultimate goal might be to bring the fields of music therapy and psychotherapy 

together in collaboration, establishing a greater base of research, shared training opportunities, 

validation of shared techniques, and generally exploring the role of music in the treatment of 

mental illness. For the present studies, the lead author and group facilitator (C.T.) drew upon his 

elementary musical skills (e.g. playing open chords on the guitar, basic knowledge of music 

theory, & experience of playing in amateur bands) and non-specialized experience in mental 

health provision (basic certification in CBT and employment as a community mental health crisis 

worker) to lead the development of the CBT/CBTp-Music protocols. Future facilitators of the 

CBT-Music protocols do not require extensive education or experience in either domain, but 

rather a breadth of knowledge in both domains. This may allow for either psychotherapists or 
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music therapists to facilitate the CBT/CBTp-Music groups in the future by attending basic 

training sessions for CBT-Music and receiving additional (minimal) training in the area of 

psychotherapy or music therapy (wherever they feel the most deficient).  

To bring greater acceptance to the use of music to treat mental illness, it may be helpful 

to develop short training programmes that demonstrate effective ways to incorporate music into 

psychotherapy practice would broaden its use and improve the likelihood of further research on 

the embedded use of music in psychotherapy. The College of Registered Psychotherapists of 

Ontario (CRPO), like many regulatory bodies, mandate annual continuing education and re-

training. One to three-day workshops could be provided for psychotherapists as part of 

continuing education and re-training on ways to incorporate music effectively in their existing 

psychotherapeutic practice. This may take the form of ‘basic’ and ‘advanced’ training. Sessions 

can be targeted to ‘non-musicians’ (with educational material and activities oriented towards 

receptive musical activities) and ‘casual musicians’ (with educational material and activities 

oriented towards active and receptive activities for those with a moderate amount of musical 

experience - e.g. the ability to sing and play open chords on the guitar).  

The ‘basic’ form of training would introduce providers to the unique qualities of music 

that may improve therapeutic alliance, provide understandable metaphors for therapy, and ideas 

for using music as a coping strategy between sessions. By focusing on music as an ideal 

‘connector’ to be featured in any therapy practice, the emphasis is not on learning a new type of 

therapy, but ways to refine and bolster their current practice through the use of music. The 

‘advanced’ form of training would introduce more specific musical adaptations, including 

providing psychodynamic, CBT and mindfulness-based approaches through music for providers 

who may already be using music, who have a strong music background, or for music therapists 
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looking to gain more skills. With participation by music therapists and psychotherapists in 

attending and facilitating workshops, these two fields would have an opportunity for 

collaboration. Promoting more collaboration in an educational or training setting can lead to 

greater communication and future research collaboration.  
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Appendix A 

CBT-Music/CBTp-Music Facilitator Instructions 

CBT-Music Group - Week 1  
(Theme: Introduction to CBT-Music) 

 
Set-up: Arrive 30 mins. early. Arrange the chairs in a semi-circle. Distribute the binders & sheets. Allow people to 

choose instruments. White board and papers ready to go. One facilitator outside. Take attendance. 
Materials: Shaker/Bell instrument suitcase, Theremini (w/ stand & amplifier), guitar, Zoom audio recorder, 

djembe, glockenspiel, new binders with Wk. 1 materials.  

 

1) Review  

 - Introduce ourselves 

 - Why we’re here  

 - Define CBT, Music Therapy 

 - Universality & Ubiquity of music  

 - No music experience required 

 - How can music help our mental health? 

 

2) Music Jam 

- Facilitators distribute various instruments. Create a bell/drum circle. Begin with a short 

group jam, then a focused jam, adding layers one at a time w/ volunteers who raise hand. 

 

3) Group Discussion - ‘Favourite Music’ 

 - “A way to introduce ourselves & know our influences” 

- One Socratic question (re: identity, mood, etc.) as a follow-up for each participant  

 - Sum up: It’s subjective, we all love music 

 

4) Guidelines for Group or, “Expectations of a Band” 

- “Close your eyes” - picture what kind of band we want to be. What’s our backstory? 

Where’s our jam space, how do we decide what type of music we want to play? Do we 

hire a publicist? How do we song-write? What’s our musical style, focus on live show, 

albums, etc.? How do we co-exist? Write group guidelines together, ask for commitment. 

 

5) Music as Metaphor *Group Activity: Ask for answers* 

 -Remind about their commitment to liking/loving of music 

-Question: What do you like/love about music? 

-Question: How can we use music as a metaphor for in life?  

            *positive psychology        *music as communication 

         *music to cope (a tool)     *mental health 

         *rules of music/life           *inter-connectedness 

 

6) Behavioural Experiment 

 a)  Question to identify person’s musical core beliefs - Are you a musician?  

     b)  At least 30 sec. on a novel instrument (Theremini) w/ group musical accompaniment 
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 c)  Socratic Q: What did that experience feel like? 

 

7) CBT Theme song - “I Can see Clearly Now” 

 a) Play together 

 b) Discussion about lyrics - Socratic Qs 

  * What role does music play for this person? 

  * How might have music helped them get through this? 

  * Set up homework by rewriting 2-3 words in one verse, one chorus 

  * To consider - What do you want to get out of this group? 

 

Homework 
1. Songwriting: Re-write parts of “I Can See Clearly Now” using your own personal 

experiences 

2. Music Activity Record 

*At noon each day…. 

*Is there music playing? 

*Did I put it on? 

*What is it? 

*Where am I? 

*Mood 1-10 

 

Guided Self-Help Handout 
 *What is CBT? 

 *Starting from where you are (article on learning music at any age)
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CBT-Music Group - Week 2 
(Theme: Depression & Anxiety Psychoeducation) 

 

Setup: Arrive 30 mins. early. Arrange the chairs in a semi-circle. Distribute the Week 2 sheets. Allow people to 

choose a shaker, bell, & instruments. One facilitator outside. Take attendance. 
Materials: Shaker/Bell instrument suitcase, Theremini (w/ stand & amplifier), guitar, djembe, glockenspiel, Wk. 2 

handout papers.  
 

1) Review Group guidelines 

 - Typed, presented as handout 

 - Agreement? Other guidelines to add? 

 - Everyone signs one copy 

 

2) Review HW 

 - “I Can See Clearly Now” re-write 

 - Musical mood and thought record 

 - Review Guided Self-Help material from last week 

 

3) Psychoeducation: What is Depression? Anxiety? 

 - Key words, in two columns, on big paper (impressions from the group) 

     - Brief review of guided self-help handouts 

 

4) Music Jam - Theme: ’Connection’ 

 - No-connection 

          - Shaker exercise - everyone plays out of rhythm 

  - Glockenspiel & instruments - playing out of key 

    - Connection 

         - Therapeutic drummer pairs 

          - Jam in Key of C 

 

5) Group Discussion (write on big sheet) 

 - Interconnection - insight into CBT 5-part model  

- CBT/Music Metaphor – 5-piece band (guitar, bass, drums, keys, singer) = CBT 5-part 

model (environment, thoughts, behaviours, moods, physical/body) 

 

6) CBT Theme song  

 - “Bad Moon Rising" 

  - triggering event 

  - automatic thoughts 

  - core belief 

 - “Sittin’ on the Dock of the Bay” 

  - 5-part model (environment, thoughts, behaviours, moods, physical/body) 

 

Homework 
 1) Music Thought Record 
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- Every day - rate your mood. If it is greater than a 5 for anxiety, or less than a 5 for 

depression than prescribe yourself a song that may have a positive effect on your 

anxiety/mood level. 

 - Thoughts? Triggers? What else happened? 

  

2) Behavioural Experiment 

 - Sing to someone acapella, have them sing with you.  

 

Guided Self-Help Handout 
 *Introduction to Anxiety & Depression 
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CBT-Music Group - Week 3 
(Theme: Breathing) 

 
Setup: Arrive 30 mins. early. Arrange the chairs in a semi-circle. Distribute the Week 3 sheets. Allow people to 

choose a shaker, bell, & instruments. One facilitator outside.  Outline printed on a big paper. Take attendance. 
Materials: Shaker/Bell instrument suitcase, guitar, djembe, glockenspiel, Wk. 3 handout papers.  

 

1) Review HW 

 - Highlights that people would like to share, insights 

 - Go around the circle 

  - What song did people prescribe themselves? And why? 

  - How did the behavioural experiment go?  

   -What were your expectations? Were they met?  

 - Review Guided Self-Help material from last week 

 

2) Music Jam - Theme: Singing & Breathing 

     - Connecting with each other through singing. Role of body in singing. 

 - ‘Proud Mary’ sing together & jam 

 

3) Psychoeducation Group Discussion  

 - What role does breathing have on mental health?    

-Relate to physical/body component within the CBT five-part model (and five-

piece band)   

      **Write on big piece of paper** - to be used for song-writing exercise 

 

4) CBT/Music Metaphor – Guitar Breathing and Drum Heart-Beat 

- Describe how the drum can represent the heartbeat, and the guitar can represent our 

breathing 

- Facilitators demonstrate how these are connected (e.g. faster heartbeat,  

faster breathing) 

 - Description of deep breathing, relaxation breathing 

 

5) Music Listening and Lyric Analysis 

 - Group listen to Beck’s “Heart is a Drum” 

 - Socratic Qs: 

How does Beck communicate how the mind and body are connected within 

the lyrics of the song? 

 

6) CBT/Music Metaphor - Harmonicas 

 - Provide a harmonica to each group member 

  - Discussion of ‘musicalizing’ our breath using the harmonica 

 - Demonstrate how to connect the sound of our harmonica playing to our breath 

 - Provide tips on how to play the harmonica 

 

7) CBT Theme Song - “Your (fast) Beatin’ Heart” 

 - Play together 
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 - Discussion about lyrics - Socratic Qs 

  * How do your thoughts affect your sleep, body, etc.? 

  * How does poor sleep or aches & pains affect your body? 

  * What comes first - negative thoughts or negative emotions? 

 

 

Homework 
1. Harmonica practice notes 

2. Re-write new section of lyrics to the Byrds’ ‘Turn, Turn, Turn' 

 

Guided Self-Help Handout 
 *Breathing and Physical responses to Depression & Anxiety 
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CBT-Music Group - Week 4 
(Theme: Unhelpful Thinking) 

 
Setup: Arrive 30 mins. early. Arrange the chairs in a semi-circle. Distribute the Week 4 sheets. Allow people to 

choose a shaker, bell, & instrument. One facilitator outside.  Outline printed on a piece of big paper. Take 

attendance. 
Materials: Shaker/Bell instrument suitcase, harmonica, guitar, djembe, glockenspiel, Week 4 handout papers.  

 

1) Review HW 

 - Discuss lyric writing for ‘Turn, Turn, Turn’ 

 - Discussion about your harmonica exploration. How did it feel? 

 - Review Guided Self-Help material from last week 

 

2) Music Jam & Activity - The ‘Again’ song 

 - A song-writing activity for an introduction to challenging negative thoughts 

- Example - You’re at the grocery store, you pay with change, but get a nasty look, and 

ruminate on it for the rest of the day  

  - In pairs, identify a persistent negative thought, and a possible cause 

  - Then each person read aloud to the group their thought & cause, and the 

partner will help them identify a positive perspective (i.e. challenging the negative 

thought). 

- Each example will be used for a 12-bar blues song, with verses devoted to each 

person’s negative thought and positive counterpoint, followed by a harmonica 

solo after their verse.  

 

3) Psychoeducation Group Discussion - Unhelpful Thinking 

 - What is Unhelpful Thinking?  

  - Recognizing —> challenging —> alternative thoughts 

      - Connection to the CBT five-part model 

      - Balanced thoughts (refer to ‘Again’ song) 

  - Finding evidence for/against, finding an alternative thought 

      - Review of unhealthy thought patterns (handout) - examples? 

     - On the White-Board (CBT/Music Metaphor) 

          Automatic Thoughts      →     Lyrics 

          Core Beliefs        →     Song Title 

         Schema        →     Album 

 

4) Music Listening & Lyrics Analysis 

 - Group listen to The Beatles’ “Rain” 

     -Socratic Questions 

*How could a change in perspective impact our daily lives, relationships 

and understanding of ourselves? 

*What is the importance of being aware of our own perspective or way of 

thinking? 
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5) CBT/Music Metaphor - Music-based Mindfulness 

Instructions: For the next ten minutes we will listen to an instrumental song featuring drums, bass, guitar 

and electronics. In this time, please focus on the bass amongst all the other accompanying instruments. 

Follow the bass notes as they move upwards and downwards. You may notice that other thoughts will enter 

your mind, if they do, gently acknowledge their presence, and allow them to dissipate as you bring the 

spotlight of your attention back to the bass tones.  If it is helpful, you may wish to focus on your breathing 

as a counterpoint to the bass - focusing on the pattern & rhythm of controlled deep breaths. 

 

*Use your beginner’s mind to explore the interconnection of instruments with the bass - how does their 

sound differ? What visual images to they create in your mind’s eye? 

 

**It is important to be non-judgemental in this process - do not label your thoughts as good or bad, just 

gently acknowledge them as they pass through your mind like leaves in the wind.  

 

 

6) CBT Theme Song - “Challenge the Harmful Ones” 

 - Play together 

 - Discussion about lyrics - Socratic Questions 

  *Why is a best-friend a good person to offer a different perspective? 

*What’s an example of ‘black-and-white’ thinking? What is ‘gray’ thinking? 

 

Homework 
 1. CBT Thought Record - Lyrics/song-title/album 

- Document three {lyrics/song-title/album} thought records throughout the week 

to represent different {situation/automatic thought/core belief} you experience.  

(e.g. “He’s mad at me again” could be lyrics from the song ‘I have let him 

down’). Then try to represent the core-belief underlying the thought by naming 

the album that song would be heard on (e.g. I have let Him Down can be heard 

on the LP, I Am Not Loveable). 

 

Guided Self-Help Handout 
 *Unhelpful Thinking 
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CBT-Music Group - Week 5  
(Theme: Emotions) 

 

Setup: Arrive 30 mins. early. Arrange the chairs in a semi-circle. Distribute the Week 5 sheets. Allow people to 

choose a shaker, bell, and instruments. One facilitator outside. Take attendance. 
Materials: Shaker/Bell instrument suitcase, guitar, djembe, glockenspiel, Wk. 5 handout papers.  

 

1) Review HW 

- Highlights that people would like to share re: CBT Thought Record (lyrics/song/album).  

- What insights do people have? What would the music sound like to your album? 

     - Review Guided Self-Help material from last week 

 

2) Music Listening & Lyrics Analysis 

 - Group listen to Dave Mason’s ‘Feelin’ Alright’ 

  - First, review lyrics together without music. 

- Second, listen to the song together. How does the emotion of the music change 

the meaning of the lyrics? 

 - Recognizing emotion in lyrics & music 

  -Discuss use of minor chords, emotional ambiguity of the lyrics 

 

3) Psychoeducation Group Discussion - Emotions 

 - How do we display emotions? 

  - Identify face emotions examples (see handout) 

- Examples of songs with Sadness, Happy/Joy, Fear, Anger (on whiteboard) 

(either song, artist, or genre) 

 - How are our emotions reflected in the body? How do thoughts affect emotions? 

 

4) Behavioural Experiment - Creating our Emotions 

 - Displaying our emotions in speech 

- Ask for volunteers to say ‘The Bottle is on the Table’ in basic emotions (Anger, 

Fear, Joy, Sadness) 

 - Directing our emotions in music 

          - Guitar Emotions - volunteer to instruct guitar player how to play 'Feelin’  

  Alright’ (various basic emotions)  

 

5) CBT Theme Song - “Breath of Gold” 

 - Play together 

 - Discussion about lyrics - Socratic Questions 

  *What negative emotions can result from negative thoughts? 

  *How can our ‘Breath of Gold’ interrupt this cycle of negative thoughts/  

  emotions? 
 

Homework 
1. Positive emotions can help to ‘buffer’ potential destructive consequences of negative 

emotions. Positive emotions can serve as: breathers, sustainers, and restorers. 
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  Breathers: to get away from a threat (ex. listening to music, leaving a situation,  

  letting someone else do a solo, etc.) 

  Sustainers: to facilitate coping and preserve morale (music jam, deep breathing,  

   church) 

  Restorers: to permit healing and recovery (counselling, songwriting, medication,  

  etc.) 

 

Each day, document a negative mood. Then, use a positive mood as a breather, 

sustainer, or restorer. Document what you did, and what the outcome was. Did it 

help to alleviate a negative mood? Did it change your thoughts, emotions, and 

state of physiological arousal (heart, breathing, etc.)? 

 

* You can use musical or non-musical activities/actions. Whatever you find 

most helpful. 

 

Guided Self-Help Handout 
 *Emotions 
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CBT-Music Group - Week 6  
(Theme: Songwriting) 

 

Setup: Arrive 30 mins. early. Arrange the chairs in a semi-circle. Distribute the Week 6 sheets. 

Allow people to choose a shaker, bell, & instrument. One facilitator outside. Take attendance. 

Materials: Shaker/Bell instrument suitcase, guitar, djembe, glockenspiel, Wk. 6 handout papers.  

 

1) Review HW 

 - Discuss moods they experienced and breather/sustainers/restorers 

 - Review Guided Self-Help material from last week 

 

2) Group Discussion - Learning to Write Songs 

- Goal: To learn more about the song-writing process and approach song-writing as a skill 

that can be learned by anyone (and to be used by the group in later weeks). 

 -Agenda 

  1. Theme/mood/situation 

  2. Chords: A B C D E F G 

  3. Structures (e.g. Blues structure) 

  4. Rhyming (or no rhyming) scheme for lyrics 

  5. Melody 

  6. Lyrics 

  7. Instrumentation 

 

 Chorus: The chorus is a lyrics-music combination that is repeated with little or  

 no change throughout the song. Usually, the chorus's lyrics include the song title  

 and give the listener a general idea about the song's topic. The chorus music  

 includes the catchiest melody in the song and it is usually the part that your  

 listener will remember from your song.  

 Verse: The verse has the second melody of the song; this melody hardly changes  

 throughout the song. The verse's lyrics are actually what usually change; as the  

 verses usually give details about the song's topic. Notice that no matter how the  

 lyrics change they all have to fit the same melody, without having to look  

 "artificial"...This actually is a great challenge for the lyricist ;).  

 Bridge: The third melody and the one that -in most song structures- appears only  

 once. It is better if the listener gets a small surprise in the bridge; may be a change 

 in the chord structure or a smooth shift to another scale...etc. However, the  

 bridge's melody almost always ends by shifting back to the original mood and  

 repeating the chorus all over again. As for the bridge's lyrics they usually   

 represent a conclusion or a flash back to the whole song, this adds to the surprise.  

 Sometimes, -especially in Rock- the bridge is just an instrumental solo with no  

 lyrics.  

 Some ‘Guidelines’ 

1. Include the title in the chorus. 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2. Make sure the chorus is a general explanation of the topic    

3. The verses are a detailed explanation of the chorus.... try to avoid repetition 

4. Do not repeat the same word more than two times (or three max.) in a    

 verse or chorus (the chorus itself is repeated, but within it no over    

 repetition allowed)     

5. If it happens that the music doesn't fit the lyrics neatly, alter the lyrics    

 not the music. 
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CBT-Music Group - Week 7  
(Theme: Behavioural Activation) 

 

Setup: Arrive 30 mins. early. Meet with co-facilitator. Arrange the chairs in semi-circle. 

Distribute the Week 7 sheets. Allow people to choose one of the various instruments. One 

facilitator outside. Take attendance. 

Materials: Percussion/Bell instrument suitcase, acoustic guitar, synthesizers, djembe, 

glockenspiel, Week 7 papers.  
 

1) Review HW  

 - Discuss and review Wk.6 songwriting handouts 

 - Check-in regarding expectations of the group 

 

2) Group Discussion  

 -What music have you been listening to since the group began? 

 

3) Psychoeducation - Behavioural Activation 

 - What activities do you do?  

  - What activities help with mood, thoughts? 

  -Introduction to the Vicious Cycle (draw on whiteboard) 

   - Reference 5-part model 

- What are music-related activities (easy —> challenging)? How can they help our 

mood/anxiety level? 

 

4) Behavioural Experiment - ‘Write a simple song’ 

 -What is our expectation of this activity? 

 - Use dice to determine chord structure of the song 

- Group discussion of simple words that rhyme —> create a story, using objects in the 

room for instruments.  

 - What words are meaningful to us as a group?  

 - Write a 2-verse song with a chorus 

 

5) CBT Theme Song: “The Less You Do” 

 - A song about behavioural activation 

 - Add activities to the last verse 

 - Discussion about lyrics - Socratic Qs 

  *What comes first: Feeling bad or doing less things? 

  *How do you break a ‘vicious cycle’?  
 

Homework 
1. Music Activities Card Game 

Have a ‘deck’ of blank cards with the following activities written on the back. Have people each 

draw a card randomly. There is an option to give the card back to the facilitator if the activity 

isn’t feasible for them. Homework is to complete the musical activity.  

 

• Write some lyrics 
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• Have a conversation with someone about music 

• Design a new music instrument (include a sketch on a piece of paper) 

• Discover a new genre of music 

• Tap your toe to the beat of an entire song 

• Stop and listen to a busker for a whole song 

• Sing along with a favourite song 

• Dance to a song 

• Whistle a melody 

• Find out the influences of your favourite band/musician 

• Listen to the lyrics of one song very closely 

• Explore: learningmusic.ableton.com (Be prepare to tell the group about it) 

• Focus on one instrument throughout a song 

• Figure out the structure of a song on the radio 

• Find a concert to watch this weekend 

 

Guided Self-Help Handout 
 *Behavioural Activation (Activities)
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CBT-Music Group - Week 8  
(Theme: Problem Solving) 

 

Setup: Arrive 30 mins. early. Meet with co-facilitator. Arrange the chairs in a semi-circle. 

Distribute the Week 8 sheets. Allow people to choose one of the various instruments. One 

facilitator outside. Take attendance. 

Materials: Percussion/Bell instrument suitcase, acoustic guitar, synthesizers, djembe, 

glockenspiel, Zoom Recorder, Week 8 papers.  

 

1) Review HW 

 - Last week: Behavioural Activation (Music Activities card game) 

- Each person reviews how they’re music activity went. Any challenges? How 

was the experience to add a new activity to their week? What was learned? 

 

2) Psychoeducation Group Discussion - Problem Solving 

 - How do you achieve effective Problem Solving? (on paper)  

- What are real-life problems you’ve needed to problem-solve while coping with 

depression and/or anxiety? 

   - Improvisation & Creativity vs. Rumination & Reacting;    

   Interfering Cognitions (automatic thoughts) 

 

3) CBT/Music Metaphor - The Skyscrapers problem-solving scenario (Group Problem-

Solving) 

- Do this activity as a group discussion, using whiteboard 

 - Create a diagram for group with Skyscrapers logo, diagrams of different  

 instruments in the band, Cajun vs. Country, new fans vs. old fans. 

- Problem solving situation is read to the group: A band is in conflict, they can’t decide 

on whether to change ‘the sound’ of the band (bring in an accordion player for a more 

Cajun sound) to attract a new audience. How does the group determine effective steps 

forward? 

      1. Specify problem  

  2. Devise solutions  

  3. Select a solution  

  4. Implement it  

  5. Evaluate effectiveness 

 

4) Music Jam & Songwriting- Electronic Music Problem Solving Scenario 

- Facilitators present a problem to the group: Write a one-minute song from scratch in 

30 minutes (should include a verse, chorus and instrumental solo) 

- Band name, song name (everyone involved w/ a voice in the process) 

- Major constraint: Time! (facilitators can be utilized as resources) 

- Use the effective steps to problem solving throughout the process 

 

5) CBT Theme Song: “Eight Days a Week (of Problem Solving)” 

 - Play together 

 - Discussion about lyrics - Socratic Questions 
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  *What steps of problem solving are in the lyrics of the song? 

*What problems could the Beatles have needed help solving in this manner? 

 

Homework 
1. Listen to The Beatles’ “Fixing a Hole” - how do the lyrics reflect effective problem 

solving? 

 

2. CBT/Music Metaphor - Provide the Guitar Strings Handout. Very short discussion of 

how our ‘internal’ strings need to be tuned.  

  - How much tuning (if any) does each of your ‘strings’ need?  

  - How will you do this? Break it down into smaller goals. 

 

Guided Self-Help Handout 
 *Problem Solving 
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CBTp-Music Group - Week 1  
(Theme: Psychosis Psychoeducation) 
 

Set-up: Arrive 30 mins early. Arrange chairs in a semi-circle. Set-up food on the table. Distribute binders, sheets, 

name-tags. Hang posters on the wall. Allow people to choose an instrument for the music activity. Instruments & 

easel paper ready to go with lyrics. Music playing in background. Take attendance. 

Materials: Percussion/bell instrument suitcase, glockenspiel, laptop (w/ Spotify) & Bluetooth speaker, acoustic 

guitar, posters, electronic instruments, new binders with Wk. 1 materials. Questionnaires w/ pens.  

 

Remember: Keep material a) short/simple, b) very concrete, c) w/ short discussion, d) lots of 

review, e) clear/concise  

 

1) Review 

- Introduce myself 

- Why we’re here  

 - Installation of hope: Past results, research, social, try for a few sessions 

 - Define CBTp, Music Therapy 

 - Universality & Ubiquity of music  

 - No music experience required (We’re a band → importance of home practice) 

 - How can music help our mental health? 

   

2) Group Discussion - ‘Favourite Music’ 

 - “A way to introduce ourselves & know our influences” 

- One Socratic question (re: identity, mood, etc.) as follow-up for each participant, with 

reframing to focus on next person.  

  - Sum up: It’s subjective, we all love music 

 

3) Guidelines for Group or, “Expectations of a Band” 

- “Close your eyes” - picture what kind of band we want to be. What’s our backstory? 

Where’s our jam space, how do we decide what type of music we want to play? Do we 

hire a publicist? How do we song-write? What’s our musical style, focus on live show, 

albums, etc.? How do we co-exist? Write group guidelines together, ask for commitment. 

 

4) Music Jam 

- Facilitators distribute various instruments. Create bell/drum circle. Begin with short 

group jam, then a focused jam, adding layers one at a time w/ volunteers who raise hand. 

      - Shake to our own rhythm - make ‘bad’ music 

     - In C jam, natural rhythm & all instruments in-tune 

- Conductor - Point to participants to encourage their participation (i.e. ‘just 

rhythm’, ‘just bells’, ‘solos', ‘everyone together’) 

 

4) Psychoeducation - What is Psychosis? (10min) (My Role re: psychosis) 

 - If writing a song on psychosis, what lyrics?  

- (experience, personal understanding of symptoms, role-modeling, focus not on 

diagnosis but symptoms) 

- Psychosis is viewed on a continuum between normal and ill, rather than all or nothing  
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- “Subjective nature of symptoms’ (like lyrics), writing from another’s perspective 

‘challenging evidence for/against’ 

 

5) ABCs of Songwriting (intro to weekly CBTp song) 

 - ABC Model of CBT: Event (A) -- Interpretation (B) -- Song (C) 

  - ‘Every Rose Has It’s Thorn’ 

  - ‘Here Comes the Sun’ 

  - ‘Hotline Bling’  

  - ‘Beyoncé - Lemonade’ 

 

6) CBT Theme Song - People Are Strange 

     - Play together (encourage participation with percussion) 

 - Discussion about lyrics - Socratic Qs 

 

Homework 
 1) Am I a musician? Consider carefully this question 

  -Evidence for/against? 

 

Guided Self-Help Handout 
 *Introduction to symptoms of Psychosis 

 *Starting from where you are? (article on learning music at any age)
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CBTp-Music Group - Week 2 
(Theme: Stigma/Normalization) 
 

Set-up: Arrive 30 mins early. Arrange chairs in a semi-circle. Set-up the food on the table. Hang posters on the 

wall. Allow people to choose instrument for music activity. Instruments & easel paper ready to go with lyrics. Music 

playing in background. Take attendance. 

Materials: Percussion/bell instrument suitcase, glockenspiel, laptop (w/ Spotify) & Bluetooth speaker, acoustic 

guitar, posters, electronic instruments (including Theremini and amp), new binders with Wk. 2 materials. 

 

 

Remember: Keep material a) short/simple, b) very concrete, c) short discussion, d) lots of review, 

e) clear/concise  

Goal: Decrease social disability, increase active participation, decrease relapse, create safe space 

 

1) Review HW & Group Guidelines 

 - Review of last week: What is psychosis? Favourite music (Spotify), Guidelines 

 - Review of HW: Group Discussion - ask for volunteers 

- ‘Do you consider yourself a musician?’ Introduce the concept of a belief. Ask 

for evidence for/against.  

 

2) Group Discussion - What instrument would you play (if talent/skill wasn’t an issue)? 

- “Close your eyes” - picture what kind of band we want to be. (“The _____ play ____ in 

Brockville/Kingston”). What’s our backstory? Here’s our jam space, how do we decide 

what type of music we want to play? Do we hire a publicist? How do we write songs? 

What are our instruments? What’s our musical style, focus on live show, albums, etc.? 

 

3) Behavioural Experiment & Music Jam - I Am Not a Musician  

- Set up ‘In C’ Orchestra (harmonica, guitar, drum machine, bells, glockenspiel, rhythm, 

synthesizer) 

 - Theremin Experiment, ‘I am not a musician’ 

a)  Question to identify person’s musical core beliefs - Are you a musician?  

   - Stigma (self, others) - set apart, alone, different 

   - Normalizing - mistakes, nervous, untalented 

   - Behavioural Experiment - TEST IT! Expectation? 

b)  At least 30 sec. on Theremini instrument w/ group musical accompaniment 

  c)  Socratic Q: What did that experience feel like? Being a Musician     

(Evidence for/against) 

 

4) Psychoeducation - What is stigma & normalization? 

 - What does it look like? 

          Ex. -  unpredictability        dangerousness         incompetence 

               stability          responsibility             being ignored/left out 

              biases             different/being alone    judge 

 - What is NORMALIZATION? 

          dreams        sensory deprivation  hostage astrology 
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5) CBT Theme Song: “You Might Know How it Feels” 

     a) Play together 

 b) Discussion about lyrics - Socratic Qs 

* Do the people closest to you have to deal with their mental health (even if they 

don’t have a formal diagnosis)? 

* How can someone best understand the experience of having symptoms of 

psychosis? 

  

Homework 
 1) Music Thought Record 

  - Every day - rate mood greater than 5 anxiety, less than 5 depression 

  - Rx of one song 

  - Thoughts, trigger, what else happened 

  - How do you feel after listening to the song? 

 

Guided Self-Help Handout 
 *Stigma/Normalization 

 



 

111 

 

CBTp-Music Group - Week 3  
(Theme: Stress Management) 

 

Set-up: Arrive 30 mins early. Arrange chairs in a semi-circle. Set-up the food on the table. Hang posters on the 

wall. Allow people to choose instrument for music activity. Instruments & easel paper ready to go with lyrics. Music 

playing in background. Take attendance. 

Materials: Percussion/bell instrument suitcase, glockenspiel, laptop (w/ Spotify) & Bluetooth speaker, acoustic 

guitar, posters, electronic instruments (including Theremini and amp), Wk. 3 materials. 
 

1) Review HW 

 - Homework - What is your song you’d prescribe yourself? (Go around) 

 - Last week’s Material: What is stigma/normalization?  

    -To treat unfairly w/ disgrace or disapproval (different & devalued) 

    -Relating stigma to not being a musician (also, challenging a belief) 

            -Fences lyrics - how they dealt with stigma 

-Normalization - understanding thoughts, behaviours, emotions 

related to psychosis through thoughts, behaviours, emotions of 

people not dealing with psychosis 

 

2) Group Discussion  

 - Interconnection - Insight into CBT 5-part model  

- Music Metaphor - 5 Piece band (guitar, bass, drums, keys, singer) = CBT 5-part model 

(environment, thoughts, behaviours, moods, physical/body) 

 

3) Psychoeducation - Dealing with Stress 

 - What does stress look like? How do we deal with it? 

 - Stress/Vulnerability model (How is it relevant to you?) 

- Stress is the only thing we can change in the model 

- Vulnerability influenced by family hx, drugs, diagnosis 

 

4) CBT/Music Metaphor - Harmonicas 

 - Provide a harmonica to each group member 

  - Discussion of ‘musicalizing’ our breath using the harmonica 

 - Demonstrate how to connect the sound of our harmonica playing to our breath 

 - Provide tips on how to play the harmonica 

 

5) CBT Theme Song - “Your (fast) Beatin’ Heart” 

 - Play together 

 - Discussion about lyrics - Socratic Qs 

  * How do your thoughts affect your sleep, body, etc.? 

  * How does poor sleep or aches & pains affect your body? 

  * What comes first - negative thoughts or negative emotions? 

 

6) Music Metaphor - Music-based Mindfulness 

Instructions: For the next ten minutes we will listen to an instrumental song featuring drums, bass, guitar 

and electronics. In this time, please focus on the bass amongst all the other accompanying instruments. 

Follow the bass notes as they move upwards and downwards. You may notice that other thoughts will enter 
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your mind, if they do, gently acknowledge their presence, and allow them to dissipate as you bring the 

spotlight of your attention back to the bass tones.  If it is helpful, you may wish to focus on your breathing 

as a counterpoint to the bass - focusing on the pattern & rhythm of controlled deep breaths. 

 

*Use your beginner’s mind to explore the interconnection of instruments with the bass - how does their 

sound differ? What visual images to they create in your mind’s eye? 

 

**It is important to be non-judgemental in this process - do not label your thoughts as good or bad, just 

gently acknowledge them as they pass through your mind like leaves in the wind.   
 

Homework 
1. Music Metaphor - Provide the Guitar Strings Handout. Very short discussion of how 

our ‘internal’ strings need to be tuned.  

  - How much tuning (if any) does each of your ‘strings’ need?  

  - How will you do this? Break it down into smaller goals. 

 

Guided Self-Help Handout 
 *Stress Reduction
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CBTp-Music Group - Week 4 
(Theme: Problem Solving) 
 

Set-up: Arrive 30 mins early. Arrange chairs in a semi-circle. Set-up the food on the table. Hang posters on the 

wall. Allow people to choose instrument for music activity. Instruments & easel paper ready to go with lyrics. Music 

playing in background. Take attendance. 

Materials: Percussion/bell instrument suitcase, glockenspiel, laptop (w/ Spotify) & Bluetooth speaker, acoustic 

guitar, posters, electronic instruments, Wk. 4 materials. 
 

1) Review HW 

 - Last week: Stress management 

      - HW review - ‘Guitar Strings’ Handout 

   - How much tuning (if any) does each of your ‘strings’ need?  

   - How will you do this? Break it down into smaller goals. 

 

2) Music Metaphor - The Skyscrapers problem-solving scenario  

- Do this activity as a group discussion, using whiteboard 

 - Create a diagram for group with Skyscrapers logo, diagrams of different  

 instruments in the band, Cajun vs. country, new fans vs. old fans. 

- Problem solving situation is read to the group: A band is in conflict, they can’t decide 

on whether to change ‘the sound’ of the band (bring in an accordion player for a more 

Cajun sound) to attract a new audience. How does the group determine effective steps 

forward? 

      1. Specify problem  

  2. Devise solutions  

  3. Select a solution  

  4. Implement it  

  5. Evaluate effectiveness 

 

3) Psychoeducation Group Discussion - Problem Solving 

 - How do you achieve effective Problem Solving? (on paper)  

- What are real-life problems you’ve needed to problem-solve while coping with 

depression and/or anxiety? 

   - Improvisation & Creativity vs. Rumination & Reacting;    

   Interfering Cognitions (automatic thoughts) 

- Idea: Improvisation & Creativity vs. Rumination & Reacting; Interfering 

Cognitions (automatic thoughts) 

 

4) CBT Theme Song: “Eight Days a Week (of Problem Solving)” 

 - Play together 

 - Discussion about lyrics - Socratic Questions 

  *What steps of problem solving are in the lyrics of the song? 

*What problems could the Beatles have needed help solving in this manner? 

 

5) Music Jam & Songwriting- Electronic Music Problem Solving Scenario 
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- Facilitators present a problem to the group: Write a one-minute song from scratch in 

30 minutes (should include a verse, chorus and instrumental solo) 

- Band name, song name (everyone involved w/ a voice in the process) 

- Major constraint: Time! (facilitators can be utilized as resources) 

- Use the effective steps to problem solving throughout the process 

 

Homework 
1. Music Listen to The Beatles’ “Fixing a Hole” - how do the lyrics reflect effective problem 

solving? 

 

Guided Self-Help Handout 
 *Problem Solving 
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CBTp-Music Group - Week 5 
(Theme: Beliefs & Paranoia) 
 

Set-up: Arrive 30 mins early. Arrange chairs in semi-circle. Set-up food on table. Hang posters on wall. Allow 

people to choose instrument for music activity. Instruments & easel-paper ready to go with lyrics. One facilitator 

outside to greet group members. Music playing in background. Take attendance. 

Materials: Percussion/bell instrument suitcase, glockenspiel, laptop (w/ Spotify) & Bluetooth speaker, acoustic 

guitar, posters, electronic instruments, Wk. 5 materials. 
 

1) Review HW 

 - Last week: Problem Solving (Who can sum it up?) 

       - HW review: The Beatles, ‘Fixing a Hole’ 

     - SocraticQ: Take-away from last week? 

 

2) Group Discussion  

 - What is the first CD or Tape you owned? 

 - Segue to beliefs about what is ‘good’ vs. ‘bad’ music 

          -Thought? I’m into better music now 

          -Belief? I listened to bad music back then 

  -Collection of thoughts, ‘truth’, beliefs developed early 

 

3) Psychoeducation - Thoughts vs. Beliefs vs. Delusions vs. Paranoia 

 

4) Music Metaphor - Beliefs & Paranoia in Musical Context                      

       (prepare chart → Thought/Belief/Delusion/Paranoia) 

Challenged by this in different ways 

  Music Belief - Am I a musician? 

  Music Belief - Is this ‘good’ or ‘bad’ music? 

  Music Belief - The bagpipes never sound good 

 

5) CBT Theme Song: ‘ABCs’ of Blues 

 - Basic ABC model 

    How does it work? What problems are created by thoughts? 

     Ex. You wave to a person on the street 

A - world, people, experience, future 

B - belief, thought 

C - consequence, feel, behaviour 

 

 - Blues song 

         - Socratic Q: Who knows about the blues? (mode of expression) 

          A, B // A, B // C, Call & Response, example lyric, happy/sad 
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Waved at Friend on Street 

E                                   A 

I waved at my friend on the street, but they did not wave back 

E                                    A 

They must not like me, I thought we were friends from way back 

B                    A            E ---> B 
I got so stressed when it happened, I had an anxiety attack 

        
Police passed by three times 

E                                    A 

Since I got up this morning, three times I watched the po-po drive by 

E                             A 

It got me thinking, what do they want w/ me & why? 
B                             A                E ---> B 

I cancelled my plans, stayed in, ate a pizza pie and got high 

 

Google surveillance 

E                                A 
Looked in the news today, read about google keeping my stats 

E                                    A 

They know what I like, my problems, I feel it might lead to a cyber attack 

B                    A            E → B 

I pitched my phone & computer, but now I can’t skype my Mom back 

 

What Helps? 

IDEA: succeeding in music - practice → rehearsal → shows 

ABC underlying belief, Challenge belief that causes problem with evidence 

1. Signs something is wrong 

2. Gather info (probing questions) (Talk to a friend!) 

3. Evidence for/against 

4. Challenge   

 

Homework 
1. Unbelievable Music Beliefs – What’s an unbelievable music belief that you hold? 

(e.g. All songs with bagpipes are bad, Bruce Springsteen is the greatest musician 

ever) 
 

Guided Self-Help Handout 
 *Unbelievable Beliefs and Paranoia 
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CBT-Music Group - Week 6  
(Theme: Beliefs & Paranoia pt. 2) 

 
Set-up: Arrive 30 mins early. Arrange chairs in a semi-circle. Set-up the food on the table. Hang posters on the 

wall. Allow people to choose instrument for music activity. Instruments & easel paper ready to go with lyrics. Music 

playing in background. Take attendance. 

Materials: Percussion/bell instrument suitcase, glockenspiel, laptop (w/ Spotify) & Bluetooth speaker, acoustic 

guitar, posters, electronic instruments, djembe, cajon, beat-making electronic device. 6 materials. 
 

1) Review HW 

- Last week: Unbelievable Beliefs & Paranoia, pt. 1 

- HW review: ABCs of Blues; Steps; Unbelievable music beliefs 

- SOCRATIC: Take-away from last week? 

 

2) Music Jam – Group ‘Drum Kit’ 

- Each member of the group plays a percussion instrument as an individual piece of a 

group drum kit.  

- Goal: To have group work together to make two different drum beats (rock, hip-hop, 

techno, waltz) 

           Bass drum: djembe 

         Snare: shakers 

          Hi-Hat: tambourines 

           Cymbal: cymbal 

*More on Unhelpful thinking patterns* How we can deal…. 

 

3) Group Discussion  

- The Greatest Ever… discussion. (Name the greatest ever...DJ? Band? Guitarist? 

Singer?) 

 

 

4)  Behavioural Experiment - ‘I’m the Greatest Singer’ vs. ‘I am a Horrible Singer’ 

        -These are two very fixed beliefs  

     

**Play tone-deaf artists: Florence Foster Jenkins, William Hung*** 

Fixed belief ‘I am a great singer’ (How can you help Florence and William?) 

 

Story of Tone-Deafness  

1. Can’t hear differences in notes, phrasing, timing  

2. Around 4% of population  

3. Also, can’t hear when ‘they’re’ off  

 

1. Signs something is wrong 

   - Audience reaction (other’s perspective) 

   - Lack insight (how do you explain the audience’s reaction?) 

2. Gather info (weakening the ‘fixed’ - Challenge the Rising Sun - not your feelings) 

  - Other’s reactions, recording, audio analysis 
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 -” Yes, it’s possible you’re a great singer, but what are other possibilities? 

Probabilities?” 

  3.  Evidence for/against (Can’t believe what you see/hear, believe with evidence) 

   - FOR- sounds good to me 

   - AGAINST - low audience, looks on faces, what others say 

4. Challenge & Balanced Thought 

   - ‘I may not be a great singer, but I love singing’ 

 

5) CBT Theme Song - “Challenge the Harmful Ones” 

 - Play together 

 - Discussion about lyrics - Socratic Questions 

  *Why is a best-friend a good person to offer a different perspective? 

*What’s an example of ‘black-and-white’ thinking? What is ‘gray’ thinking? 

 

6) Rock & Roll AMA “I want to be a rock star, being a rock star will make my life better” 

Describe to the group the experience of playing in a band. Allow them to Ask-Me-

Anything about the experience. What was positive, what was negative? 

1. Sign something is wrong 

-Negatives of being in a band - obsessing about it, not taking care of basic 

needs, sacrifice $, time, relationships, anxiety 

2. Gather info 

   - Talk to other musicians - touring, $, fun, prestige, selling yourself 

 

3. Evidence for/against 

 

4. Challenge & Balanced Thought 

 

Guided Self-Help Handout 
*Beliefs and Paranoia, pt. 2 
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CBTp-Music Group - Week 7  
(Theme: Activities (Behavioural Activation) 

 
Set-up: Arrive 30 mins early. Arrange chairs in a semi-circle. Set-up the food on the table. Hang posters on the 

wall. Allow people to choose instrument for music activity. Instruments & easel paper ready to go with lyrics. Music 

playing in background. Take attendance. 

Materials: Percussion/bell instrument suitcase, glockenspiel, laptop (w/ Spotify) & Bluetooth speaker, acoustic 

guitar, posters, electronic instruments, Wk. 7 materials. 
 

 

1) Review HW 

 - Last week: Unbelievable Beliefs & Paranoia, pt. 2 

 - SOCRATIC: Take-away from last week? 

 

2) Group Discussion  

 -What music have you been listening to since the group began? 

 

3) Behavioural Experiment - ‘Write a simple song’ 

 -What is our expectation of this activity? 

 - Use dice to determine chord structure of the song 

- Group discussion of simple words that rhyme —> story, using objects in the room for 

instruments.  

 - What words are meaningful to us as a group?  

 - Write a 2-verse song with a chorus 

     

4) Psychoeducation - Behavioural Activation 

 - What activities do you do?  

  - What activities help with mood, thoughts? 

  - Introduction to the Vicious Cycle (draw on whiteboard) 

   - Reference 5-part model 

- What are music-related activities (easy —> challenging)? How can they help our 

mood/anxiety level? 

 

5) CBT Theme Song: “The Less You Do” 

 - A song about behavioural activation 

 - Add activities to the last verse 

 - Discussion about lyrics - Socratic Qs 

  *What comes first: Feeling bad or doing less things? 

  *How do you break a ‘vicious cycle’? 

 

Homework 
1. Music Activities Card Game 

Have a ‘deck’ of cards with the following activities written on the back. Have people 

each draw a card randomly. There is an option to give the card back if the activity isn’t 

feasible for them. Homework is to complete the musical activity. 
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• Write some lyrics 

• Have a conversation with someone about music 

• Design a new music instrument (include a sketch on a piece of paper) 

• Discover a new genre of music 

• Tap your toe to the beat of an entire song 

• Stop and listen to a busker for a whole song 

• Sing along with a favourite song 

• Dance to a song 

• Whistle a melody 

• Find out the influences of your favourite band/musician 

• Listen to the lyrics of one song very closely 

• Explore: learningmusic.ableton.com (Be prepare to tell the group about it) 

• Focus on one instrument throughout a song 

• Figure out the structure of a song on the radio 

• Find a concert to watch this weekend 

 

Guided Self-Help Handout 
 *Behavioural Activation (Activities) 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CBTp-Music Group - Week 8 
(Theme: Voices) 
 

Set-up: Arrive 30 mins early. Arrange chairs in a semi-circle. Set-up the food on the table. Hang posters on the 

wall. Allow people to choose instrument for music activity. Instruments & easel paper ready to go with lyrics. Music 

playing in background. Take attendance. 

Materials: Percussion/bell instrument suitcase, glockenspiel, laptop (w/ Spotify) & Bluetooth speaker, acoustic 

guitar, posters, electronic instruments, Wk. 8 materials. 

 

1) Review HW 

 - Last week: Behavioural Activation 

   - HW review: Music activities 

 - Socratic Questions: Take-away from last week? 

 

2) Music Jam & Group Review - Music Group JINGLE (for summary of group) 

- Question: What’s one take-away from this group that we could turn into a jingle? 

        - Jingles are: one memorable sentence, musical & catchy. 

  - Decide one or two best ones, and facilitator will create jingle with help of group. 

 

3) Psychoeducation - Voices  

- Normalization…. but others question you, causing problems (projection of thoughts) 

 - Relationship to CBT 5-part model 

- Learn more about the voices e.g. TIME/ LOCATION/ OTHERS/CONTENT 

 *CBT can’t stop them, but can help with what you do when you hear them 

         -key is to change relationship with them (thoughts aren’t bad, it’s the after-effect) 

-experimenting with changing our relationship (e.g. one hour a day, 

challenge, balanced thoughts) 

  *Remember: Voices can’t make you do anything 

  *Checking in with someone else 

 

4) CBT/Music Metaphor - Experimental Music, Experimenting with Voices  

We can try different approaches in music to get very different results 

-This applies to our own voice too (Behavioural Experiment: use an app that 

creatively changes your voice, mimicking typical content of internal voices) 

-What helps with voices? Distraction, relaxation (stress reduction), 

documentation, talking to someone 

 

5) CBT Theme Song: ‘The Other Voice of Mine’  

 - Play together 

 - Discussion about lyrics - Socratic Questions 

  *What negative emotions can result from negative thoughts? 

  *How can our ‘Breath of Gold’ interrupt this cycle of negative thoughts/  

  emotions? 

 

Guided Self-Help Handout 
 *Emotions 
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Appendix B 

Additional CBT-Music/CBTp-Music Songs 

Figure 6 

‘People are Strange’. A song about experiencing symptoms of psychosis 

 

Figure 7. ‘People are Strange’. A song about experiencing symptoms of 

psychosis.

PEOPLE ARE STRANGE, WHEN YOU’RE A STRANGER 

VOICES SOUND UGLY, WHEN YOU’RE ALONE 

OTHERS SEEM WICKED, WHEN YOU’RE UNWANTED 

FEARS GROW LARGER, WHEN YOU’RE DOWN 

WHEN YOU’RE STRANGE 

TIRED WITH CONFUSION AGAIN 

WHEN YOU’RE STRANGE 

IT’S HARD TO REMEMBER YOUR NAME 

WHEN YOU’RE STRANGE 

WHEN YOU’RE STRANGE 

WHEN YOU’RE STRANGE 

—REPEAT—

People are Strange 
(To the tune of The Doors song, ‘People are Strange’)
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Figure 7 

‘You Might Know How it Feels’. A song about the stigma and normalization of mental illness 

 

 
 

 Figure 8. ’You Might Know How it Feels’. A song about the stigma and 

normalization of mental illness.

LET ME TELL YOU SOMETHING TRUE 

PSYCHOSIS IS ABOUT YOU TOO 

LACK OF SLEEP, STRESS, OR ISOLATION 

BRING PARANOIA OR HALLUCINATION 

SO LET ME GET TO THE FACTS, TAKE A SEAT AND RELAX 

WHAT YOU’RE SAYIN’ ABOUT ME, YOU MIGHT CONSIDER USING ‘WE’ 

YOU MIGHT KNOW HOW IT FEELS 

YOU MIGHT KNOW HOW IT FEELS TO BE ME 

PEOPLE LABEL, AND PEOPLE JUDGE 

SOME HOLD FEAR, AND SOME A GRUDGE 

THINK OF ME WHAT YOU WILL 

BUT WE ALL TAKE SOME KIND OF PILL 

SO LET ME GET TO THE FACTS, TAKE A SEAT AND RELAX 

WHAT YOU JUST SAID ABOUT ME, YOU MIGHT CONSIDER USING ‘WE’ 

YOU MIGHT KNOW HOW IT FEELS 

YOU MIGHT KNOW HOW IT FEELS TO BE ME

You Might Know How it Feels 
(To the tune of Tom Petty’s song, ‘You Don’t Know How it Feels’)
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Figure 8 

‘Eight Days a Week (of Problem Solving)’. A song about the steps of problem-solving 

 

 
 
Figure 9. ‘Eight Days a Week (of Problem Solving)’. A song about the 

successful steps to problem solving.

IF YOU HAVE A PROBLEM 

FIRST KNOW WHAT IT IS 

BRAINSTORM SOME SOLUTIONS 

THEN WHAT YOU DO IS THIS: 

PROS AND CONS OF  

YOUR BEST OPTIONS 

PICK ONE AND THEN TRY IT 

AND THEN REPEAT! 

DON’T SIT THERE AND MOPE 

TRY PROBLEM-SOLVING 

THE BEST WAY TO COPE IS  

KNOW WHAT STEPS TO TAKE 

EIGHT DAYS A WEEK 

PROBLEMS NEVER END 

EIGHT DAYS A WEEK 

C’MON, LET’S NOT PRETEND

Eight Days a Week (of Problem Solving) 
(To the tune of The Beatles song, ‘Eight Days a Week’)
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Figure 9 

 ‘Bad Moon Rising’. A song about negative beliefs and paranoia. 

 

 
 
Figure 10. ‘Bad Moon Rising’. A song about negative beliefs and paranoia. 

I FEAR A BAD MOON RISING 

I FEAR THAT OTHERS DON’T SEE THE SAME 

I FEAR THAT THEY’RE ALL OUT TO GET ME 

I KNOW THERE’LL BE BAD TIMES TODAY 

OH, DON’T BE ALONE TONIGHT 

SOMEONE’S BOUND TO EMPATHIZE 

FIND THE EVIDENCE WITH YOUR EYES 

I FEEL THE STRESS OF LIFE IS GROWIN’ 

I FEEL THE ANGER IS TO BLAME 

I FEEL A THOUGHT IS NOW SUSPICION 

I KNOW THERE’LL BE BAD TIMES TODAY 

OH, DON’T BE ALONE TONIGHT 

SOMEONE’S BOUND TO EMPATHIZE 

FIND THE EVIDENCE WITH YOUR EYES 

I HOPE YOU FEEL IT WILL GET BETTER 

I HOPE THAT YOU DO NOT BLAME YOURSELF 

LET’S LOOK AT THE EVIDENCE TOGETHER 

WE ALL NEED HELP WITH MENTAL HEALTH

Bad Moon Rising 
(To the tune of the Creedence Clearwater Revival song, ‘Bad Mood Rising’)
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Figure 10 

 ‘I Heard the Other Voice of Mine’. A song about hearing voices due to symptoms of psychosis 

 

 
 

 Figure 11. ‘I Heard the Other Voice of Mine’. A song about hearing voices due 

to symptoms of psychosis. 

I BET YOU’RE WONDERIN’ HOW I KNEW 

‘BOUT YOUR PLANS TO MAKE ME BLUE 

WITH SOME OTHER VOICE THAT I KNEW BEFORE 

SOUNDS SO REAL, COMIN’ THROUGH THE FLOOR 

IT TOOK ME BY SURPRISE I MUST SAY 

THAT OTHERS DON’T HEAR THE SAME 

I HEARD THE OTHER VOICE OF MINE 

NOT MUCH LONGER WILL YOU BE MINE 

OH I HEARD THE OTHER VOICE OF MINE 

OH I’M NOT ABOUT TO LOSE MY MIND 

HONEY, HONEY YEAH 

I KNOW SOMETIMES YOU HEAR ONE TOO 

LIKE WHEN FALLING ASLEEP OR ON THE TV TUBE 

BUT NOW THEY’RE CAUSIN’ PROBLEMS IN MY LIFE 

LIKE WORRIES, STRESS AND STRIFE 

YOU COULD CHALLENGE THEM OR QUESTION THEM 

BUT BEST OF ALL, BEFRIEND ‘EM 

I HEARD THE OTHER VOICE OF MINE, NOT MUCH LONGER WOULD YOU BE MINE 

OH I HEARD THE OTHER VOICE OF MINE, OH I’M NOT ABOUT TO LOSE MY MIND 

HONEY, HONEY YEAH 

I Heard the Other Voice of Mine 
(To the tune of the Marvin Gaye song, ‘I Heard it Through the Grapevine’)
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Appendix C 

General Research Ethics Board Approval 
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