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ABSTRACT OF THESIS

PEOPLE EXPERIENCING HOMELESSNESS WITHIN MUSIC THERAPY
SETTINGS: A DESCRIPTIVE STUDY
The population of people experiencing homelessness has decreased less than 15%
in the last ten years, but issues like mental illness and substance use are rising. There are
many misconceptions about race, gender, location and age of people experiencing
homelessness. Music therapy research about the homeless population is minimal and
often focused on just one setting or treatment location. The purpose of this study was to
better understand the relationship between music therapists and people experiencing
homelessness. A survey of 365 music therapists in the United States revealed just under
half of working clinicians provide services to people experiencing homelessness. Results
from the survey revealed the most common settings where music therapists provided
service to people experiencing homelessness were mental health, medical, and school
systems. Additionally, the results discussed people experiencing homelessness’
demographic differences in clinician’s experiences versus annual reports. Results are not
to be generalized but to be used as a tool to better understand people experiencing
homelessness.
KEYWORDS: Music Therapy, Homeless, Helping Profession, People Experiencing
Homelessness, Descriptive Study
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CHAPTER ONE
INTRODUCTION
In the United States, people experiencing homelessness are largely ignored; most
Americans view the homeless as a population that is not managed properly or an
inconsequential issue (Tompsett, Toro, Guzicki, Manrique, & Zatakia, 2006). The United
States Department of Housing and Urban Development (HUD) reports that the
population of people experiencing homelessness has decreased less than 15% percent
between 2007 and 2016 (HUD, 2016), mental illness and substance use within the
population is rising (North, Eyrich, Pollio, & Spitzangel, 2004). People experiencing
homelessness are also vulnerable to health-related issues like weakened immune systems,
an increased risk of spreading curable diseases (Badiaga, Raoult, & Brouqui, 2008), and
early death (Morrison, 2009).
At-a-glance annual reports like the Annual Homeless Assessment Report (HUD,
2016) provide basic demographic information but often sort people experiencing
homelessness into vague categories of age, location, and ethnicity. People experiencing
homelessness receive services in a variety of settings, including specialty or emergency
housing, outpatient facilities, school systems, and healthcare organizations. Research
within various helping professions (social work, occupational therapy, art therapy, and
clinical counseling) is starting to reflect the diverse settings in which people experiencing
homelessness may reside or receive services: shelters, mental illness settings,
medical/healthcare settings, and school systems (Fantuzzo & Perlman, 2007; Prescott,
Sekendur, Bailey, & Hoshino, 2008; Song et al., 2010). Though research including
1

people experiencing homelessness within music therapy settings exists, the focus is often
extremely narrow and does not accurately portray the wide range of potential treatment
settings. There is a need for additional research on how music therapy services can
empower people experiencing homelessness.
Operational definitions
For the purpose of this study, the following operational definitions were used:
•

People/families experiencing homelessness, also referred to as PEH, are
individuals or families who lacks a fixed, regular, and adequate nighttime
residences (HEARTH, 2009).

•

Mental illness is defined as the The Diagnostic and Statistical Manual of Mental
Disorders, Fifth Edition (DSM-V) “mental disorder of a behavioral or
psychological syndrome or pattern that occurs in an individual that reflects an
underlying psychobiological dysfunction” (APA, 2013, p. 20).

•

Substance-related disorder is when substance use includes impaired control,
social impairment, risky use, and meets pharmacological criteria (APA, 2013, p
483).

•

Helping profession is a field of work that employs professional helpers as defined
by specialists who undergo extensive graduate-level training in the study of
human behavior, learn applied helping strategies, and experience supervised
training while helping individuals, families, and groups Okun and Kantrowitcz
(Okun & Kantrowitcz, 2008, p 11-12).

2

•

Music therapy is “the clinical and evidence-based use of music interventions to
accomplish individualized goals within a therapeutic relationship by a
credentialed professional who has completed an approved music therapy
program” (ATMA, 2017, para 1).
Purpose
The primary purpose of this study was to better understand the relationship

between music therapists’ practices with and perceptions of people experiencing
homelessness. The following research questions were addressed:
(1) Where are music therapists providing music therapy services to people
experiencing homelessness as defined by HEARTH 2009?
(2) What is the demographic information of the people experiencing homelessness to
whom music therapists are providing music therapy services?

3

CHAPTER TWO
REVIEW OF LITERATURE
Homeless Overview
Population Rates
The Homeless Emergency Assistance and Rapid Transition to Housing Act of
2009 (HEARTH) is the most up-to-date and current definition and legal act relating to
PEH and housing in the United States. HEARTH functions as a major reform of previous
laws and regulations. The most notable reform is the final definition of people
experiencing homelessness. HEARTH (2009) defines a person/family experiencing
homelessness as:
1. an individual or family who lacks a fixed, regular, and adequate
nighttime residence;
2. an individual or family with a primary nighttime residence that is a
public or private place not designed for or ordinarily used as a regular
sleeping accommodation for human beings, including a car, park,
abandoned building, bus or train station, airport, or camping ground;
3. an individual or family living in a supervised publicly or privately
operated shelter designated to provide temporary living arrangements
(including hotels and motels paid for by Federal, State, or local
government programs for low-income individuals or by charitable
organizations, congregate shelters, and transitional housing);
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4. an individual who resided in a shelter or place not meant for human
habitation and who is exiting an institution where he or she temporarily
resided (pp. 33–34).
According to the Annual Homeless Assessment Report (AHAR) of 2016, it is estimated
that 549,000 Americans were experiencing homelessness on any given day in 2016.
People experiencing homelessness are a part of the US population that has long
been ignored (Tompsett, Toro, Guzicki, Manrique, & Zatakia, 2006). The literature
reports the population of people experiencing homelessness has decreased less than 15%
percent between 2007 and 2016 (HUD, 2016). Even then, the exact accuracy of
population rates and annual reports may be questionable. While census, systematic
reviews, and prevalence studies provide information regarding homelessness statistics,
obtaining accurate numbers can be challenging. These studies may fail to include those
persons who experienced homelessness for a shorter periods of time, who were in
situations where census completion could not be achieved, or who initially chose to
conceal identity and experiences. Link and colleagues (1994) conducted a study using
random dialing and phone interviews to examine participants’ history experiencing
homelessness. Findings were analyzed against the most recent census and the researchers
saw a higher number of people experiencing homelessness compared to the numbers
from the census. Although records and annual analysis provide useful information,
accurately reporting the population of people experiencing homelessness might not be
feasible.

5

Health Risks
Due to poor diet and limited opportunities for health education or preventative
medicine, people experiencing homelessness often have weaker immune systems. Living
in places unintended for human habitation and/or residing in crowed and potentially
unclean spaces increases the risk of spreading disease. This experience paired with
minimal access to healthcare and a poor immune system leads to an epidemic of various
contagious but treatable diseases among people experiencing homelessness (Badiaga,
Raoult, & Brouqui, 2008).
Without proper health education and preventative and/or consistent care,
ambulances and emergency services become the primary from of healthcare and medical
attention (Hamming, Jozkowski, & Jones, 2014; Mackelprang, Qian, & Rivara, 2015).
This emergency intervention style medical care potentially solves the initial issue for
admittance but fails to provide the post-discharge medical care and education necessary
to sustain health and limit readmission. Doran and colleagues (2013) found that more
than 50% of people experiencing homelessness admitted into the hospital were
readmitted within 30 days of discharge, often with the same initial diagnosis or medical
issue.
PEH who reside in places unintended for human habitation can undergo a
downward spiral of health (Badiaga, Raoult, & Brouqui, 2008). These potentially
crowded and unclean environments lead to increases in the spread of disease. This first
increase creates a domino effect, which leads to increase in emergency healthcare
interventions, which can create issues for aftercare and end in hospital remittance. The
6

end of this spiral is death. Barrow, Herman, Cordova, and Struening (1999) concluded
that experiencing long period of homelessness, regardless of the number of
hospitalizations or preexisting disabilities, negatively impacts life expectancy and
mortality. In a similar study conducted 10 years, Morrison obtained similar findings,
naming homelessness as an independent risk factor for death (Morrison, 2009).
Substance Use and Mental Illness
In addition to heightened health risks, people experiencing homelessness are also
extremely susceptible to mental illness/disorder and addiction. The Diagnostic and
Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) defines mental disorder as
“a behavioral or psychological syndrome or pattern that occurs in an individual that
reflects an underlying psychobiological dysfunction” (APA, 2013 p. 20). The DSM-5
also includes 10 specific types of substance-related disorders based on substance. While
the 10 disorders vary with specific diagnostic criteria, four common behaviors exist
between them:
1. Impaired control
2. Social Impairment
3. Risky use
4. Pharmacological criteria (APA, 2013)
Substance use and mental illness often lead to high comorbidity within the already
vulnerable population of people experiencing homelessness. Though the population rate
of people experiencing homelessness has slowly decreased over time, the prevalence of
mental illness and substance use may be rising (North, Eyrich, Pollio, & Spitzangel,
7

2004). Homelessness and substance use could be a continuous cycle. A long-term study
found that people experiencing homelessness while using substances have difficulty
obtaining and maintaining stable and consistent housing over time. The continuance of
substance use is as a long-term predictor for housing attainment (North, Eyrich-Garg,
Pollio, & Thirhalli, 2010).
One could also attribute this high relation of substance use and inconsistent
housing with a lack of healthy coping skills or present positive support system. Votta and
Manion (2004) sought to answer and address this possibility by interviewing male
adolescents experiencing homelessness about various substance use, legal issues, high
risk situations, and suicidal ideations. The researchers then compared these results to
male adolescents who visited a drop-in center but had stable nighttime housing and lived
with parents/guardians and had no history of homelessness. The results showed a high
rate of substance use, suicidal ideations, symptoms of depression, disengaging coping and
general behavior issues in adolescents experiencing homelessness compared to those in
stable housing.
Perceptions and Stereotypes
One of the largest misconceptions surrounding people experiencing homelessness.
In spite of the fact that black males are over-represented among people experiencing
homelessness, they do not represent a majority or even the most common racial group
among people experiencing homelessness (Carter, 2011). According to the Annual
Homeless Assessment Report, more than 48% of PEH are white (HUD, 2016).
Perceptions and views of the US general public do not mirror this objective information.
A survey conducted in 1998 found that participants viewed the majority of people
8

experiencing homelessness as black males and, because of their race, inherently
dangerous (Whaley & Link, 1998). According to Carter (2011), this same race-based
stereotype has not changed over time.
Another misconception faced by people experiencing homelessness is related to
age. The stereotypical view of people experiencing homelessness as a black male older
adults has changed. While older adults still experience homelessness, young adults
ranging from early twenties to early thirties are predicted to be most frequent age group
of people experiencing homelessness. Unfortunately, the ARAH provides little
information on age breakdown of people experiencing homeless. Only three categories
are used: Under 18, 18-24, 24+ (HUD, 2016).
Fortunately, Culhane, Metraux, Bryne, Stino, and Bainbridge (2013) completed
research to help better understand this age breakdown. According to the researchers, the
United States is in a time of transition with PEH. A potential reason for the shift in ages
of PEH could be attributed to deinstitutionalization of people with mental illness and the
influx of children in the foster systems.
Summary
Though reports and analyses about people experiencing homelessness are
published frequently, details necessary to understand the population and their needs are
not explored. Completely accurate information relating to age, gender, and the number of
people experiencing homelessness is difficult to acquire due issues with self-disclosure.
The experience of homelessness has alarming social, mental, medical, and potentially
deadly consequences. Lack of appropriate healthcare, preventative measures, and
ignorance of diversity and can create additional barriers.
9

Settings
General Settings
People experiencing homelessness are present in and receive services in a variety
of settings, including specialty or emergency housing, outpatient facilities, school
systems, and healthcare organizations. Instead of specific information, annual reports
often classify people experiencing homelessness into four major categories (HUD, 2016):
1. Individuals, sheltered
2. People in families, sheltered
3. Individuals, unsheltered
4. People in families, unsheltered.
This classification system can provide a beneficial at-a-glance synopsis of people
experiencing homelessness, but the categories are vague and lack specific setting
information. For example, “families, sheltered” could mean adult siblings, spouses, single
parent and children, or adults with extended families. Understanding the age, setting, and
population type breakdown of people experiencing homelessness helps provide better
insight on care, interventions, and health considerations.
Helping Profession Settings
Professional helpers are defined as “specialists who undergo extensive graduatelevel training in the study of human behavior, learn applied helping strategies, and
experience supervised training while helping individuals, families, and groups” (Okun &
Kantrowitcz, 2008, pp. 11–12). Research within various helping professions are starting
10

to investigate different populations and discuss the various areas where PEH might work,
live, and receive services.
Shelters and Emergency Short-Term Housing Facilities
Various studies examined the experiences of the homeless in shelters and
emergency short-term housing facilities (Baggerly, 2004; Prescott, Sekendur, Bailey, &
Hoshino (2008). Baggerly (2004) investigated the use of group play therapy on selfconcept, depression, and anxiety of children experiencing homelessness receiving
services at a drop-in shelter. Baggerly conducted between 9 and 12 groups at half an hour
each. The results indicated that participants in the groups showed increased their selfperception and reported decreased levels of anxiety and depression. Prescott, Sekendur,
Bailey, and Hoshino (2008) conducted a study in a similar setting but examined the use
of art therapy techniques on resiliency and life achievements with adolescents. The list of
life achievements included: gaining secure housing, obtaining employment, gathering art
skills, returning to school, ending substance use, increasing motivation, and increasing
appropriate and professional social development. Researchers found that participants who
regularly attended art therapy groups had higher rates of resilience and life achievements.
Mental Illness
The prevalence of mental illness in people experiencing homeless is consistently
increasing over time (North, Eyrich, Pollio, & Spitzangel, 2004). In a meta-analysis,
Meislert et al. (1997) examined the literature on helping professions who use communitybased rehabilitation focused groups and education and training-based models; researchers
found that these types of groups act as an effective intervention and treatment for people
11

experiencing homelessness with mental illness. Literature reviewed in the meta-analysis
consisted of academic articles from social work, clinical counseling, psychiatry,
psychosocial rehabilitation, and public health journals (Coldwell & Bender, 2007). One
of the studies reviewed by Meislert et al. (1997) showed that assertive community
treatment and outreach with PEH diagnosed with a mental illness decreased the need for
hospitalization, while Lehman et al. (1997) found that the same type of community
treatment decreased days spent while in an inpatient facility. Helping professionals can
directly address the rising issue of mental illness and substance use within the homeless
community (Coldwell & Bender, 2007).
Medical and Healthcare Facilities
PEH can have unique and potentially recurring healthcare needs (Hamming,
Jozkowski, & Jones, 2014). Occupational therapy interventions can help address
rehabilitation and decrease possible persistent healthcare concerns. The implementation
of a work therapy program on inpatient veterans supervised and administered by an
occupational therapist showed to have positive long-term health benefits including using
outpatient services when appropriate, reporting fewer medical complications from
substance use, and decreasing further medical decline (Kashner et al., 2002).
Song et al. (2010) investigated the use of one-on-one counseling and end of life
care planning with people experiencing homelessness, which is a service often not
received by this population. Researchers recruited participants with terminal conditions to
complete end of life preferences and advanced directives. The researcher compared the
use of written self-educational information about advanced directives versus one-on-one
12

planning combined with counseling administered by a social worker. The researchers
concluded that the participants fully benefitted from and fully engaged in services when
delivered one-on-one as evidenced by an increase in completion rate.
School Systems
An estimated 2.5 million children experienced homelessness in the United States
in 2014 (HUD, 2014). This translates to high rates of children and adolescents
experiencing homelessness in U.S. public school systems (Sulkowski & Joyce-Beaulieu,
2014). Much of the helping professionals school-based research is conducted to identify
and find ways to remove additional obstacles for children experiencing homelessness
within the classroom. Additional stress and lack of stable housing can create or
exacerbate in-class issues. Social workers Fantuzzo and Perlman (2007) conducted an indepth examination of what academic implications homelessness creates. The researchers
found that children experiencing homelessness have increased risk for poor performance
on standardized tests, increased issues with literacy, increased classroom behavior
problems, and higher rates of suspension or detention. Barriers that can cause or enhance
these academic implications might be lack of transportation, general embarrassment to
ask for help, lack of family/support system, minimal personal and/or school resources,
and poor physical well-being (Canfield, 2014).
Canfield, Nolan, Harley, Hardy, and Elliot (2016) took the information from
Canfield’s (2014) study about increased risks to explore what interventions would best
decrease some educational barriers, specifically school absences. The researchers
concluded that while experiencing homelessness does not directly affect number of
13

absences, it can worsen other risks or issues that might contribute to skipping classes or
missing school. The study suggests using an individualized, person-centered approach as
each student reacts differently to the experience of homelessness
Music Therapy Treatment Settings
Music therapy is defined as “the clinical and evidence-based use of music
interventions to accomplish individualized goals within a therapeutic relationship by a
credentialed professional who has completed an approved music therapy program”
(ATMA, 2017, para.1). Music therapists create individualized goals and are able to serve
a variety of patients and clients in diverse settings due to the adaptability and flexibility
of the services. Interventions used to address these individual goals include but are not
limited to songwriting, therapeutic singing, lyric analysis, and moving to music (AMTA,
2017, para 1).
The workforce analysis is a survey sent to the members of the American Music
Therapy Association to collect information about what populations music therapists serve
and in what setting services are occurring (AMTA, 2016). The 2016 work force analysis
mention 38 populations served by music therapists, 37 specific setting and one “other”
that allowed for write in answers. People experiencing homelessness are not included in
the 37 options or represented in the “other” write in settings (AMTA, 2016). Music
therapy literature focused on people experiencing homelessness is small in number and
often limited in setting with many articles focusing on only shelters or mental illness
settings (Jungensmeier, 2012; Marino, 2013).
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Music Therapy in Homeless Shelters.
Much of the music therapy research about people experiencing homelessness in
shelters focuses on similar psychosocial goals of anxiety, self-efficacy, self esteem, and
coping (Jungensmeier, 2012; Marino, 2013). Jungensmeier (2012) compared the use of
talk-based therapy to music therapy with adolescents experiencing homelessness. The
group acted as their own control as the researcher alternated therapy treatments. Both
approaches saw an increase in coping skills and self-esteem in the participants, but the
attendance rates were higher in music therapy. The participants also reported preferring
the music therapy as the music interventions allowed for creative expression. A
comparable study was done examining music therapy and songwriting to poetry writing
on self-efficacy (Marino, 2013). Researchers found similar outcomes: both treatment
interventions increased self-efficacy but music therapy yielded slightly higher results.
Music Therapy in Mental Illness Settings.
Music therapy can provide people experiencing homelessness opportunities for
appropriate and safe social interaction and creative expression through singing,
improvisation, and songwriting. Iliya (2011) found using these techniques with men
diagnosed with a mental illness while also experiencing homelessness contributed to selfesteem and feelings of acceptance. The music therapy interventions used allowed
participants to successfully complete a task and explore and express emotions in a safe
and supportive environment.

15

Summary
Literature on people experiencing homelessness is often vague and limited.
People experiencing homelessness reside and receive services in a variety of settings
including but not limited to school systems, shelters and emergency residential facilities,
end of life, and healthcare systems. Other helping professions are beginning to accurately
mirror and represent this diversity in setting and treatment locations. Music therapists
work in a variety of settings but some populations are underrepresented or completely
ignored. Though research exploring people experiencing homelessness within music
therapy settings exists and is published, the focus is often extremely narrow and does not
accurately portray the wide range of potential treatment settings. Therefore, there is a
need to diversify and expand current research. The purpose of this study is to investigate
music therapists’ clinical relationship with PEH. Research questions include:
1. Where are music therapists providing music therapy services to people
experiencing homelessness as defined by HEARTH 2009?
2. What is the demographic information of the people experiencing
homelessness to whom music therapists are providing music therapy services?

16

CHAPTER THREE
METHOD
Prior to conducting this research study, an exemption for approval was submitted
to the Institutional Review Board (IRB) of the University of Kentucky. The researcher
sought an exemption due to the use of a survey with no identifying information and no
more than minimal risk posed to research participants. An exemption from IRB approval
(See Appendix A) was received prior to conducting the study.
Participants
Board certified music therapists within the 50 United States who opted to receive
emails from the Certification Board for Music Therapists (CBMT) were contacted to
participate in this survey (N = 6,608). One email address was invalid and 89 emails were
not delivered and sent back to the researcher, resulting in a total of 6,518 possible
participants. A total of 381 music therapists responded to the researcher concerning the
online instrument and 365 completed the survey. Of the 16 who did not complete the
survey, seven reported having no music therapy clinical experience with people
experiencing homelessness, six stated they were retired or no longer music therapists, and
three asked to be removed from the researcher’s participant list.

17

Instrumentation
Survey
The survey tool used in this study was designed by the researcher and was
comprised of three main components: demographic information, current music therapy
work, and people experiencing homelessness within music therapy settings. The survey
consisted of 15 questions that sought to collect data relating to music therapy settings and
providing services to people experiencing homelessness. The instrument used in this
study can be found in Appendix B.
Demographic Information
The survey began by asking participants three multiple choice questions regarding
participants’ gender, age, and ethnicity. The multiple-choice style questions allowed
participants to write in choices under “other-please specify” that were not initially
included in the answers (see Appendix B).
Current Music Therapy Work
The second section of the survey included five multiple-choice and check-box style
questions regarding participants’ highest level of education, affiliated region, theoretical
orientation, years of experience as a professional, and categorization of area where music
therapy services are provided (see Appendix B).
People Experiencing Homelessness within Music Therapy Settings
The survey’s third and final section included seven questions about participants’
current and past music therapy work with people experiencing homelessness. The initial
question of this section asked participants if they have ever provided music therapy services
to people experiencing homelessness. The survey prompted participants to discontinue
18

survey if they answered no. The rest of the section was comprised of six multiple-choice
and check-box style questions regarding a. settings in which participants currently or have
previously provided music therapy services to people experiencing homelessness, b. most
frequent settings, c. age range of people experiencing homelessness to whom participants
provided services, d. most frequent ages, e. most common gender of people experiencing
homelessness, and f. most common ethnicity of people experiencing homelessness (see
Appendix B).

Procedure
The researcher bought and obtained email addresses from the Certification Board
for Music Therapists (CBMT) for all board-certified music therapists practicing within
the United States who opted to received emails (N = 6,608). A cover letter explaining the
nature of the study, purpose, instructions, and consent of the participant was included as
the first page in every survey invitation (see Appendix C). A survey was considered
completed if the participant completed a section relating to basic demographic
information, a section current music therapy work, and a section relating to current and
past music therapy work with people experiencing homelessness. Participants were
encouraged to answer every question truthfully but were allowed to skip questions if
preferred. A total of 365 participants responded to the survey.
The REDCap survey was published online for a two-and-a-half-week window
after the initial invitation was sent out to all participating emails on the CBMT list. After
two weeks, the researcher sent out a reminder email to potential participants. The
REDCap survey was closed after two and a half weeks and no additional data was
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collected. All surveys were submitted and saved through REDCap using a nonidentifying format. The REDCap account was password protected and only accessible by
the researcher.
Data Analysis
Data were analyzed using and displaying descriptive statistics in the form of
graphics.
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CHAPTER FOUR
RESULTS
This study used a survey to examine music therapy’s role in treating people
experiencing homelessness. A total of 6,608 music therapists were asked via e-mail to
participate in the study. One email address was invalid and 89 emails were undeliverable
and returned to the researcher, resulting in a total of 6,518 possible participants. During
the two-and-a-half-week window, 365 music therapists completed the survey. The
number of music therapists working directly with people experiencing homelessness is so
small, that the AMTA Workforce Analysis does not identify people experiencing
homelessness as a population or setting. While the response rate of this survey is small, it
reflects the current music therapy workforce. Because participants were allowed to skip
questions, the number of participants (n) may differ by question. Results are based on the
total number participants who answered each question.

Demographic Information
Age and Ethnicity
Three hundred sixty-three participants reported gender; 89.5% identified as
female (n = 325), 9.4% identified as male (n = 34), 0.8% identified as non-binary (n = 3)
and 0.3% identified as transgender (n = 1). No participants identified as other. Of the 364
participants who reported age, 42.3% reported fitting into the age range of 20–29 years (n
= 154) making this the largest age range. No one reported falling into the age range of <
20 years. See Figure 1.
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Figure 4.1. Age range of music therapists
The majority of participants (N = 363) reported their ethnicity as Caucasian (n =
325, 89.5%) followed by Hispanic (n = 9, 2.5%), African American ( n = 7, 1.9%), Multiethnic ( n = 7, 1.9%), Latinx (n = 4, 1.1%) other (n =0.6%). Written responses within the
“other” category included Multi-racial and Russian American. No participant reported
Native American/Native Alaskan or Pacific Islander as their ethnicity.
Current Music Therapy Work

Education and Regional Affiliation
A bachelor’s degree was identified as the most common and highest level of
education for participants (52.1%, n = 186) followed in frequency by a master’s degree
(44.4%; n = 161) and PhD (4.4%; n = 16). Of the 362 participants who indicated an
affiliated region, 22.4% reported practicing in the mid-Atlantic region (n = 81) making
this the most represented of the seven geographical regions specified by AMTA (AMTA,
2015). Twenty-two point 1 percent reported practicing in Great Lakes (n = 80), 21.0%
reported practicing in Southeastern (n = 76), 10.2% reported practicing in the Midwestern
region (n = 37), 10.2% reported practicing in the Western region (n = 37), and 7.2%
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reported practicing in the New England region (n = 26). The Southwestern region
constituted 6.9% of participant reporting, making it the smallest region represented in the
study (n = 25).
Theoretical Orientation
The survey question relating to theoretical orientation allowed participants to
check multiple orientations, making the percentage over 100%. The largest reported
orientation was “behavioral” ( n = 204), making it the highest represented theoretical
orientation. Twenty-one participants reported “other” making it the lowest represented
theoretical orientation. Responses for other included: acceptance and commitment
therapy, body-centered, eclectic, integral/eclectic, narrative, person-centered, neurologic
music therapy, biopsychosocial, transpersonal, feminist, multicultural, culture-centered,
resource oriented, family-centered, narrative, music-centered, bio medical, and depends
on need of client. See Figure 2 below for complete breakdown of participants’ theoretical
orientation.
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Figure 4.2. Theoretical orientation of music therapists
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Length of Practice and Service Area
Of the 323 participants who reported years of experience as a music therapy
professional, 39.2% identified working 1–5 years (n = 142) followed by 5.8% reporting
working 6–10 years (n = 85), 9.9% reporting 11–15 years (n = 36), 6.9% reporting less
than 1 year (n = 25), 6.6% reporting 21–35 years, (n = 24), 6.4% reporting 30 or more
year (n = 23), 5.8% reporting 16–20 years (n = 21), and 1.7% reporting 26–30 years (n =
6). Three hundred fifty-seven participants opted to report how they categorize the area in
which they provide music therapy services. The largest category was urban/city at 54.3%
(n = 194). See Figure 3.
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Figure 4.3. Categorization of service areas
Music Therapy and People Experiencing Homelessness
All 365 participants answered the question, “Have you ever provided services to
people experiencing homelessness?”. One hundred ninety-four reported “yes”, 152
reported “no”, and 19 reported “unknown”. See Figure 4.
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Figure 4.4. Provided music therapy services to people experiencing homelessness
If participants reported “no” to providing services to people experiencing
homelessness, they were prompted to end the survey. Because of this, N was altered from
365, the number of participants who completed the survey, to 213, the number of
participants who reported “yes” or “unknown” to providing music therapy services to
people experiencing homelessness. Participants’ data who reported “no” to providing
music therapy services to people experiencing homelessness will not be included in the
subsequent analysis.
Research Question 1
Where are music therapists providing music therapy services to people experiencing
homelessness as defined by HEARTH 2009?
Two hundred-twelve participants identified what setting they currently or have
previously provided music therapy services. This survey question allowed participants to
check more than one setting, making the percentage over 100%. 64.2% reported
providing services in a mental health setting (n = 136), making mental health the most
represented setting. 7.5% participants reported providing services in early
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childhood/early intervention settings (n = 16), 7.5 % reported private practices (n = 16),
and 7.5% reported older adult facilities (n = 16). 2.4% reported unknown (n = 5) and
10.8% reported “other” (n = 23). Responses for “other” included: homeless hospice,
hospice, inpatient hospice, church free lunch, community-based creative arts therapy
program, community outreach program, traditional foster home, community music
school, non-profit music therapy clinic, child welfare agency, permanent supportive
housing, personal homes, walk in community space, community center, transitional
housing facility, forensic psychiatric setting, correctional setting, veterans affairs (VA)
living center, VA hospital, and on the streets. See Figure 5 below.
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Figure 4.5. Settings in which music therapists currently or have previously provided
services to people experiencing homelessness
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Participants were asked to identify the most common setting in which they
provided music therapy services from the answers chosen in the previous question. Of the
211 participants who opted to answer, 51.2% of participants identified mental health,
making it the highest represented setting (n = 108). 3.8% pf participants reported
unknown (n = 8) and 7.6% reported other (n = 16). Responses for “other” included:
hospice, inpatient hospice, hospice for homeless, community-based creative arts therapy
company, transitional foster home, community outreach program, non-profit music
therapy clinic, child welfare agency, permanent support housing, community center,
forensic psychiatric setting, correctional setting, and equally in mental health and
medical. See Figure 6.
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Figure 4.6. Most frequent settings in which music therapists currently or have previously
provided services to people experiencing homelessness.

27

Research Question 2
What is the demographic information of the people experiencing homelessness to whom
music therapists are providing music therapy services?
Age Range
Two hundred eleven participants reported the age range of people experiencing
homelessness to whom they have provided music therapy services. This survey question
allowed participants to check more than one age range, making the percentage over
100%. One hundred thirty-four participants reported providing music therapy services to
people experiencing homelessness whose ages range from 35–49 years, making this
group the highest represented age range. Twenty-one participants reported providing
services to people experiencing homelessness whose age ranges from 0–2 years, making

number of participants

it the lowest represented range. Twenty participants reported “unknown”. See Figure 7.
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Figure 4.7. Age ranges of people experiencing homelessness to whom music therapists
provided services.
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Participants were prompted to identify the most common age range of people
experiencing homelessness to whom they provided services from the answers chosen in
the previous question. Of the 210 participants who identified most common age range,
32.4% reported 35–49 years. 1.9% reported 18–24 and 16.2% reported “unknown”. See

number of participants

Figure 8.
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Figure 4.8. Most common age range of people experiencing homelessness to whom music
therapists provided services.
Gender and Ethnicity
Of the 208 participants who reported the most common gender of people
experiencing homelessness, 61.6% reported “male” (n = 127), 23.1% reported
“unknown” ( n = 48), 12.5% reported “female” (n = 26), 0.5% reported “transgender” (n
= 1), and 2.9% reported other (n = 6). No one reported “non-binary”. Other written
responses included: about equal, male and female; cannot precisely state; equally
male/female/transgender; and can’t tell. Of the 209 participants who reported ethnicity of
people experiencing homelessness, 33.5% reported “African American” (n = 70), 32.5%
reported Caucasian (n = 68), 24.4% reported unknown (n = 51), 3.3% reported Hispanic
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(n = 7), 1.4% reported Multiethnic (n = 3), 1.0% reported Latinx (n = 2), 0.5% reported
Asian/Asian American (n = 1), 0.5% reported Pacific Islander (n = 1), and 2.9% reported
other (n = 6). No one reported Native American/ Native Alaskan. Responses for other
included: Jamaican; equal mix of African American, Asian, and Multiethnic; West
Indian; equal mix of African American, Caucasian, and Latinx; and one ethnicity is not
prominent.
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CHAPTER FIVE
DISCUSSION
Research Question 1
Where are music therapists providing music therapy services to people experiencing
homelessness as defined by HEARTH 2009?
Settings of People Experiencing Homelessness
Participants reported providing services to people experiencing homelessness
most frequently in mental health settings, medical settings, and school systems. Fewer
than 26 participants reported providing services to people experiencing homelessness in
homeless shelters and women and children’s shelters. Recent literature reports the most
common settings for people with homelessness to reside being emergency shelters or
housing (Jungensmeier, 2012; Marino, 2013). Music Therapy studies that focus on people
experiencing homelessness diagnosed with a mental illness take place in homelessspecific environment, not a separate mental health hospital setting (Iliya, 2011). Other
helping profession’s literature mirrors what the participants of this study reported, as
evidenced by research with people experiencing homelessness in mental health settings
(Coldwell & Bender, 2007) medical settings (Kashner et al., 2002; Song, et al., 2010),
and school systems (Canfield, Nolan, Harley, Hardy, & Elliot, 2016; Fantuzzo &
Perlman, 2007).
Current music therapy literature does not accurately reflect where music therapists
are providing services to the homeless population. This discrepancy in current music
therapy literature could be attributed to the misunderstanding or realization that clients
and patients served could be experiencing homelessness. Nineteen participants reported
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“unknown” to the initial question “Do you currently or have you ever provided music
therapy services to people experiencing homelessness” and multiple participants reported
“unknown” to more specific questions throughout the survey.
Research Question 2
What is the demographic information of the people experiencing homelessness to whom
music therapists are providing music therapy services?
Age and Gender of People Experiencing Homelessness
In this study, participants identified ages of PEH as 39–48 years of age, 50–64
years of age, and 25–34 years of age. Therefore, music therapists in this study are most
likely to provide services to people experiencing homelessness between the ages of 25
and 64 years. While this age range might seem large, it does reflect the current
demographic trends of people experiencing homelessness. The homeless population is
currently experiencing a demographic shift from older adults (give an age range) to
young adults in their mid-thirties to late forties (Culhane, Metraux, Bryne, Stino, &
Bainbridge, 2013). This variation in ages could be attributed to the increased number of
young children experiencing homelessness (Sulkowski & Joyce-Beaulieu, 2014) or the
decreased life expectancy homelessness creates (Barrow, Herman, Cordova, & Struening,
1999).
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Participants identified “male” as the most common gender of people experiencing
homelessness, followed by “unknown” and “female”. A few participants identified an
even split between male and female. A previous study found most Americans view most
people experiencing homelessness as “male” (Whaley & Link, 1998) and data based
reports confirm that view (HUD, 2016). The data from this study is consistent with
current literature.
Ethnicity of People Experiencing Homelessness
Previous studies investigating perceptions of people experiencing homelessness
found that many Americans assume that a majority of people experiencing homelessness
are black (Carter, 2011; Whaley & Link, 1998). Participants of this study echoed those
findings and reported “African American” as the most common ethnicity of people
experiencing homelessness. It should be noted that the margin between “African
American” and “Caucasian”, the second most common ethnicity, was narrow. Whaley
and Link (1998), Carter (2011), and the data from this survey are contradictory to the
current annual reports and objective research. As of 2016, the most common ethnicity of
people experiencing homelessness is “White”, followed by “Black”, and “Native
American” (HUD, 2016). Conflicting results between these studies could be attributed to
unknown status of patient and client housing/living situation. Another possible cause for
this incongruence could be that patients and clients music therapists are providing
services to are not truly representative of all people experiencing homelessness.
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Limitations
Because this study is one of the first focusing on music therapy treatment settings
with people experiencing homelessness, further research is imperative. This study posed
multiple limitations. Due to the fact that a survey relies on self-report, there is no way of
knowing if participants provided unbiased and accurate responses. While the survey was
sent to 6,608 music therapists, only 365 completed and submitted a completed version. It
is difficult to say if these other music therapists did not fill out the survey due to the lack
of clinical interaction with people experiencing homelessness or because it was lost or
not seen before the deadline.
Another limitation of this survey deals with consent and understanding of patient
and client background. If the music therapist is not able or allowed to access health
records or patient history, they may not fully know the housing of a patient or client
unless it is self-disclosed. Additionally, participants who reported “unknown” to
providing services to people experiencing homelessness were not prompted to end the
survey completely like those who answered “no”. While “unknown” was an option on
every subsequent question, the participants who answered “unknown” to the initial
question were not required to pick “unknown” continuously. These participants could
have made educated guesses throughout the rest of the survey, altering the results.
Generalizations of these results is not suggested. This is a descriptive study and
sought only to collect preliminary information about settings and demographic
information to better understand the relationship of music therapy and people
experiencing homelessness. This purpose of this study is not to stereotype or generalize
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people experiencing homelessness, but to provide a better understanding of this specific
population.
Suggestions for Future Research
This study was designed to collect preliminary information concerning music
therapy treatment settings and people experiencing homelessness from the perspectives of
currently practicing music therapists in the United States. The findings and results can
operate as a starting point for future research. Future research could examine the specific
music therapy goals and objectives of people experiencing homelessness within the
various settings or analyze the effectiveness of a specific music therapy intervention with
people experiencing homelessness within one of the particular settings discussed.
Future research could also explore the idea of interdisciplinary collaboration.
Other helping professions address similar goals as music therapy, and it would be
interesting to see the interaction of various interventions and techniques.
Implications for Music Therapy
This study does not examine the specific needs and goals of people experiencing
homelessness; in conducting this study, the researcher strove to educate and show where
clinicians might knowingly and unknowingly provide services to this population. The
researchers sought to decrease apathy and increase music therapists’ awareness about
where people experiencing homelessness live, work, and receive care.
As music therapy literature grows, the variety in populations and settings
discussed and explored should grow, too. While doing follow up research and continued
studies on specific areas is critical to developing a better understanding, this can
potentially cause the suffering of other populations and settings. This study shows the
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diversity in settings and demographic information people experiencing homelessness
represent. Current music therapy research is lacking and contributes to insufficient
understanding and concern this population receives. This study sheds light on an often
underserved and ignored population that, at times, can remain invisible even when in
sight. Music therapists may unknowingly treat people experiencing homelessness and
further knowledge is imperative to providing the highest quality of care for this
population. The researcher also hopes this study encourages other music therapists to
contribute to the literature and further explore this population.
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Experiencing Homelessness, meets federal criteria to qualify as an exempt study.
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Appendix B: Survey

38

39

40

Appendix C: Survey Cover Letter
Dear CBMT Member,
Study Overview
You are being invited to participate in a research study about people experiencing
homelessness in music therapy settings. You were selected because you are a board
certified music therapist who opted to receive emails through the CBMT.
This study is a research project conducted by Amelia Ehmling, MT-BC, to fulfill her
master’s thesis requirement as part of the master’s degree program at the University of
Kentucky. Your participation in this study will help advance the filed of music therapy by
providing a better representation of people experiencing homelessness within music
therapy settings.
What will you be asked to do?
If you agree to participate, you will complete a brief survey about your work in any
setting where you provide services to people experiencing homelessness. For the purpose
of this study, a person experiencing homelessness will be defined as “a person who lacks
a fixed, regular, and adequate nighttime residence” (Homeless Emergency and Rapid
Transition to Housing Act of 2009). You will be asked about treatment settings and
general demographic information. The survey will take no more than 10 minutes to
complete. Your participation and submission of the study will indicate your consent to
take part in this research study. Only complete this survey if you are a board certified
music therapist in the United States.
Your input and answers are important in providing a more accurate representation of
people experiencing homelessness in music therapy settings. You are free to withdrawal
from the survey or skip survey questions at any point. Your answers will not be saved if
you chose to withdrawal from the study. You will receive no monetary compensation for
taking part in this study. There are no known risks to participating in this study.
Answers will be saved in a non-identifying format through REDCap so no names or
identifying information will appear in any publications or presentations. The research
team will not know what, if any, information came from you. All answers are
anonymous. Please be aware, while we make every effort to safeguard your data once
received on our servers via REDCap, given the nature of online surveys, as with anything
involving the Internet, we can never guarantee the confidentiality of the data while still
en route to us.
Contact
If you have any questions concerning the study, please feel free to contact me using the
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information provided below. If you have complaints, suggestions, or questions about your
rights as research volunteer, contact the staff in the University of Kentucky Office of
Research Integrity at 859-257-9428 or toll free at 1-866-400-9429.
Thank you in advanced for your participation an assistance in this research project. To
ensure your responses/opinions will be included, please submit your completed survey by
.
Sincerely,
Amelia Ehmling, MT-BC
Department of Music Therapy
University of Kentucky
amelia.ehmling1@uky.edu
Lorna Segall, PhD, MT-BC
Thesis Advisor
University of Kentucky
lorna.segall@uky.edu
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