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a  b  s  t  r  a  c  t

Music  therapy  literature  often  assumes  that  reactions  of  clients  demonstrated  during  music  therapy
show  similarities  with  other  situations.  This  theory  is  described  as  the  theory  of  analogy.  This  study
aims  to  explore  these  similarities  in  the  context  of  forensic  psychiatry.  Forensic  psychiatric  patients  are
observed  by  sociotherapists  for specific  behavior  at the living  unit.  These  results  are  compared  with  the
observations  of  behavior  during  music  therapy.  Twenty  participants  are  included  in  the  study.  Scores  of
different  observation  scales  are  compared.  With  regard  to verbal  and  dysfunctional  behavior,  as  well  as
non-observed  behavior,  significant  similarities  exist.  Coping,  interaction  and  assaultive  behavior  showed
no significant  similarities.  The  results  suggest  that  the  theory  of  analogy  should  be applied  with  caution.

© 2012 Elsevier Inc. All rights reserved.

Musical analogy research within forensic psychiatry

Due to its tendency to evoke basic emotional, cognitive, behav-
ioral and neurological reactions in people, music in therapy can be
an appropriate tool to evoke emotional, cognitive, neurological and
behavioral reactions (Gabrielson, 2010; Juslin, Liljeström, Västfjäll,
& Lundqvist, 2010; Peretz, 2010; Sloboda & Juslin, 2010; Thaut,
2005). Therefore music therapy is applied in a broad area of health
care. Many theories on music therapy – one more explicit than the
other – are built around the assumption that there are (significant)
similarities between frequently occurring musical reactions and
the psycho-social-emotional reactions of patients to stimuli. Musi-
cal reactions of a patient to a musical situation are hypothesized to
show similarities to their non-musical (psychological) reaction in
real-life events. Several studies on music therapy state that there is
a similarity between reactions of a patient shown during musical
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situations and reactions in daily life (Aigen, 2005; Erkkilä & Eerola,
2010; Tyler, 2000). Sometimes, even more, musical reactions and
behaviors are not only assumed to show analogies with reactions
and behavior in daily life, but also even with offense related behav-
ior. The case of Benny (Box 1) is an example of this similarity out of a
music therapy session in a forensic psychiatric clinic. The example
illustrates how a musical situation in music therapy can be linked
to a daily-life situation, with similar reactions of a patient.

Smeijsters (1992, 2005) was one of the first to develop a the-
oretical framework about this implicit assumption apart from
psychological or philosophical theories what he called the ‘model
of analogy’. His assumption is that (musical) reactions of a patient
to (musical) situations equal outer-musical and psychological reac-
tion. “Re-sounding the client’s psyche in music (. . .) sounding his
life in the here-and-now” (Smeijsters, 2005, p. 37). This analogy
between a patient’s psyche and his music is best to be heard in a
free improvisation. Smeijsters (2005) elaborated his model of anal-
ogy upon the works of Damasio (1999, 2003) on neuro(psycho)logy,
and psychological researches by Stern (1999, 2004).

Damasio (1999, 2003) found in his studies that most human
behaviors happen automatically and unconsciously, but only as far
as our core-self has learned these behaviors through prior expe-
rience en knowledge. Our conscious is the conductor and engine
of these reactions as long as it has time enough for conduct-
ing thinking processes. Music seems to have a direct entrance to
this unconscious core-self because it has a direct path to deeper
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Box 1: Single case description of coping skills during a
music therapy session.
Benny has been convicted of incest with his daughter and is
suffering from a dependent personality disorder. The incest fol-
lowed episodes of feeling humiliated by and powerless toward
his wife. He took sexual revenge on her daughter. His overall
treatment goals focus on adequate expression of tension and
handling boundaries under stressful situations.
Benny is sitting on the right side of the piano. The music
therapist sits on the left side. They share one piano, a very inti-
mate assignment. Benny is asked to alternately (Benny – music
therapist) play musical single notes. Notes are not allowed to
sound simultaneously. The stress-enhancing situation is shar-
ing one instrument and to avoid any musical mistakes.
The music therapist plays within a rhythmic pattern every time
she plays her notes. Benny imitates her. Then she suddenly
holds one key of the keyboard pressed down, so the tone rings
out longer. Benny, not expecting this to happen, sounds his
tone. Realizing that he made a ‘mistake’ he verbally apologizes
and promises to be more alert. In the following minute he tries
to create a situation in which he can settle the scores with the
therapist and lead her into ‘mistakes’.
Later Benny and the therapist improvise ‘freely’, but have to
end the musical improvisation at the same moment, without
verbal interventions. During this improvisation, the music ther-
apist’s hands crawl up to the right side of the keyboard. Benny,
knowing that he has to work on his boundaries, tells her to
back off every time, she passes the central G. After two times
his face is coloring deep red and he threatens to stop if she does
it again. He is sweating and his mimic  and posture are tense,
but he actually stops after the third attempt of the therapist to
pass the central G.
Benny tells the therapist that there is a connection with his
(musical) reaction now and with stressful situations at home.
Just like his wife, the therapist did not stop when he asked her
to and he felt tensed. He wanted to get even with his wife (the
therapist points out his reaction during the first assignment).
In music, we observe an ambiguous reaction of what Benny
says: he apologizes for his ‘mistake’, and how Benny reacts:
he musically tries to get even with the therapist. Later, Benny
clearly describes similarities between his reactions during the
musical situation and tension that led to his criminal offense.
The stress evoking situation of losing control, being marginal-
ized, triggers familiar reactions.

brain areas. Even children born without a brain-cortex can enjoy
music and have some sense of their core-self (Peretz, 2010; Thaut,
2005). Therefore musical behavior shows analogies with uncon-
scious non-musical behavior.

Stern (1999, 2004) researched ‘present moments’ with mothers
and their infants and later in experimental studies. These present
moments or ‘key moments’ are implicit experiences of an intimate
interaction with the other(s). These key moments between people
show in their composition a remarkable resemblance with music.
The implicit experience of the moment is more important than the
explicit verbal material of the moment for the therapeutic progress.
According to Damasio (1999, 2003),  the link with making music is
as follows. When people make music together, this implicit process
itself has more meaning than any verbal comment on it during the
process or later on.

Music therapists, whether working within forensic psychiatry
or with other populations, claim this congruency between musical
and psychological engagements as well, because patients tend to
verify certain reactions in musical situations to resemble reactions
on outer-musical situations, or tend to link there musical behav-
ior to non-musical, psychological behavior. The link is not a rigid
pattern, but a “connection between the musical and psychological
dimension” as constructed in the therapeutic relationship between

the music therapist and the patient, according to Smeijsters (2005,
p. 182). This makes analogy vulnerable to the (psychological) inter-
pretation of the therapist.

Watson (2002) made a systematic comparison of her own obser-
vation of forensic psychiatric patients with statements of patient
and staff observation, to assure progression toward treatment
goals, after drumming and improvising with sex offenders in music
therapy treatment. She found that staff and music therapists alike
judged the same progress in patient’s behavior.

However, Hakvoort (1996) studied the interaction during a
piano-improvisation and found a significant difference in musical
interaction patterns between a music therapist with musicians and
a music therapist with non-musicians. The musical improvisation
of the non-musicians with the music therapist showed a significant
lower level of musical interaction than the musical improvisation of
the musicians with the therapist. If applying the theory of analogy, it
would result in the statement that non-musicians function socially
on a much lower level during daily life than musicians, due to their
limited musical interactions patterns. That such a conclusion would
be ‘incorrect’ is evident.

Expression and communication of emotion in music is a well-
researched field within music psychology. Juslin and Timmers
(2010) found that a good musical performer is well capable of
communicating and transferring his or her emotions to listeners.
However, music itself has only a limited capacity to convey this
information and the listener models the music to fit his or her
meaning and emotional state. So any assumed analogy between
emotion and music should be met  with caution.

In forensic psychiatry, the theory of analogy between specific
reactions in daily life and criminal behavior is used within other
disciplines as well. Take for example the so called offense paral-
leling behavior (OPB; Daffern et al., 2007). This approach is mainly
used in the UK and Australia to help sociotherapists, psychologists
and forensic nurses to discriminate between ‘regular violent behav-
ior’ and offense related behavior. OPB is defined as: “a behavioural
sequence incorporating overt behaviour (that may  be muted by
environmental factors), appraisals, expectations, beliefs, affects,
goals and behavioural scripts, all of which may  be influenced by the
patient’s mental disorder that is functionally similar to behavioural
sequences involved in previous criminal acts” (Daffern et al., 2007,
p. 267). The observation of OPB is applied to identify intervention
opportunities, additional risk assessments and to monitor progress
in treatment. Daffern et al. (2007) warn for the impact of observer
bias if looking for similarities between behavior in a certain sit-
uation and the presumed offense behavior. A chance observation
should be minimized in favor of systematic recorded observations.
A predicted scheme of behaviors should be matched before one
could assume any offense paralleling behavior.

During many years of assessing and treating forensic psychi-
atric patients within music therapy, it can also be assumed that
forensic psychiatric patients show similar behavior reactions dur-
ing music therapy as in their daily life or even offense related
behavior. The core assumption is that an analogy can exist between
observed musical and non-musical reactions. But, is this wishful
thinking, observer bias or reality? To what extent is there confor-
mity between behavior demonstrated during music therapy and
daily life? Before exploring the researched behavior, it is impor-
tant to have some understanding of the background of the research
subjects.

Music therapy in forensic psychiatry

Forensic psychiatric patients in the Netherlands are offenders
sentenced to a consecutive hospitalization after their impris-
onment. They are hospitalized in a forensic psychiatric center
under a code of law (Van Marle, 2002). The main reason for this
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combination of incarceration and hospitalization is a (history of)
violent crime(s) in combination with psychological and/or psychi-
atric disorder(s) and an eminent chance of relapse into a violent
crime. Forensic psychiatric patients can be seen as a very hetero-
geneous population and suffer mainly from (major) deficits and
handicaps; cognitive, emotional, social, mental, psychological as
well as psychiatric. More than 80 percent of the forensic popu-
lation suffers from at least one personality disorder. Thirty-four
percent of them suffer from a Cluster B (anti-social, borderline,
narcissistic, etc.) and 40 percent not otherwise specified (NOS)
personality disorder. Over 60 percent of the forensic psychiatric
patients have a combined Ax-1 and Ax-2 diagnosis (DSM-IV-TR,
American Psychiatric Association, 2000). A majority (65 percent)
of the forensic psychiatric patients suffer from addiction of a
psychedelic substance. One of every five patients has a mental
retardation as well (Van Emmerik, 2001). The primary goal of their
hospitalization is to secure society from ‘dangerous’ individuals.
The secondary goal is to offer treatment to minimize their chances
of relapse into (similar) violent crime (Douglas Broers, 2004). A
large number of forensic psychiatric patients are not motivated
to engage in any treatment. Some of them experience their invol-
untarily hospitalization as an additional punishment, an unfair
sentence or extra imprisonment.

The main focuses of the treatment in forensic psychiatry are
on relapse-prevention. The main purpose of relapse prevention is
to change and elaborate a patient’s behavior repertoire to prevent
him from recidivism. The treatment is generally considered in a
multi-disciplinary setting to offer the patient the possibility to be
confronted with many different situations where he can practice
and demonstrate his relapse-prevention skills. Treatment modal-
ities are for example, cognitive-behavioral therapy, schema-focus
therapy and psychodrama combined with neurological, biological
and psycho-social orientations. Music therapy is often a part of this
multi-treatment approach in forensic psychiatry in the Netherlands
(Dijkstra & Hakvoort, 2010; Fulford, 2002; Gallagher & Steele, 2002;
Reed, 2002; Wyatt, 2002).

Smeijsters and Cleven (2004) interviewed music therapists
(among other art-related therapies) working within forensic psy-
chiatry in the Netherlands and showed strong consensus on the
role of music therapy within the forensic psychiatric treatment
program. The overt problematic behavior of a forensic psychi-
atric patient determines the indication for and interventions of
music therapy (Smeijsters & Cleven, 2004). Consequently, music
therapists working in forensic psychiatry have developed very spe-
cific treatment programs, oriented on overt behavior of patients
and influencing the so called risk-need-responsivity principals
(Andrews, Bonta, & Hoge, 1990; Bonta & Andrews, 2007) and
the Good Lives Model (Ward & Brown, 2004). Most music ther-
apy programs are specifically designed to contribute to reducing
risk factors and improving protective factors of offenders, such
as coping skills and preventing aggressive behavior (Daveson &
Edwards, 2001; Gant, 2000; Hakvoort, 2002; Zeuch, 2003; Zeuch &
Hillecke, 2004). So, to what extent does musical behavior of foren-
sic psychiatric patients during music therapy match daily behavior
demonstrated at the living unit?

Coping and musical assessment

As mentioned before, within forensic psychiatry there is an
emphasis on overt behavior during assessment and treatment.
This offers an opportunity to systematically assess and compare
patient’s behavior in musical and outer-musical situations. Overt
behavior in general is a very broad field of study. To narrow down
the behavior component of this study, we focus on coping skills as
a psychological validated classification of reactions of people. Cop-
ing in this study follows the definition of Folkman and Moskowitz

(2004) and is defined as those behaviors and thoughts applied to
deal with demands, whether external or internal, of confronting cir-
cumstances that are considered to be stressful by a person. Coping
skills can be observed as overt reactions during everyday activities
as well as staged activities, such as assignments during music ther-
apy. Coping skills concern the repertoire of cognitive, behavioral
and emotional adjustment a person is able to make to (shifting)
situations. A person has ‘healthy coping skills’ if he can react flexi-
ble and is able to adjust to confronting stress-enhancing situations
(Folkman & Moskowitz, 2004).

Notwithstanding their inherent behavioral orientation coping
skills are commonly measured through self-rating formats, such
as the American ‘Ways of Coping Checklist’ (Folkman & Lazarus,
1984, 1988) or the Dutch ‘Utrecht Coping List’ (UCL, Schreurs,
Van de Willege, Brosschot, Tellegen, & Graus, 1993). A drawback
of self-rating formats – reported in most of the meta-analyses of
coping lists – is  the crucial problem of socially desirable answers
(Bijttebier, Vertommen, & Vander Steene, 2001; Somerfield &
McCrae, 2000). The instruments measure probability reactions on
fictitious situations, or at most the recalls of confrontations with
stressful situations. Besides, these checklists are validated on ‘reg-
ular’ people. They are diffcult to apply with populations that lack
treatment motivation such as forensic psychiatric patients. The UCL
for example misses any norm-group for psychiatric patients, let
alone forensic psychiatric patients (Van Beurden, 2005). There is no
norm-group in any self-rating formats in coping research for coping
skills of forensic psychiatric patients. In Dutch forensic psychiatry,
there are a number of observer checklists used as risk assessment
tools to monitor patients development and skills. Reliability and
objectivity of these risk assesment tools differ (Harte & Breukink,
2010). One of those assessment tools is the ‘Forensic Psychiatric
Profiles 40’ (FP40), developed by Brand and Van Emmerik (2001).
This risk assessment-tool has a specfic coping observation scale
validated for forensic psychiatric patients. Brand and Van Emmerik
(2001) adapted the self-reported questions from the UCL and added
‘aggressive, destructive behavior’ to fit the population of forensic
psychiatric patients. After scale analyses, they defined three coping
skill scales for forensic psychiatric patients, positive coping, neg-
ative coping and avoidance. Positive coping comprises reactions
such as acceptance, seeking support, humor and adequate reactions
on the situation. Avoidance contains behaviors such as ignoring,
retraction, evation and denial. Negative coping includes verbal
threats, scolding and fysical aggression. Sociotherapists score these
coping skills on special observer checklists for each patient during
his daily routines.

Forensic psychiatric patients are confronted with stress-
enhancing situations on the living unit (such as having to obey to
rules of sociotherapists, being confronted with the disappointment
for ungranted street time). Their coping reactions are observed
and scored. The more stress-enhancing a situation is perceived,
the more ferocious or rigid the coping reactions tend to be. Study
showed that forensic psychiatric patients tend to show rigid coping
strategies, with reactions of avoidance, or aggression, on different
situation (Brand & Van Emmerik, 2001).

Coping skills can be observed during musical assignments as
well. During music therapy patients are staged into (musical) sit-
uations in which they are forced to demonstrate their (musical)
capabilities and limitations to modify their behavior and adjust to
a situation. The music therapist manipulates different situations.
Box 1 illustrates such a confronting intervention.

Music therapists create controlled situations to measure the
adaptive abilities and coping reaction of (forensic psychiatric)
patients (Smeijsters & Cleven, 2004). Again the assumption of anal-
ogy is applied. Music therapists initiate musical assignments that
could realistically resemble outer-musical coping-situations. These
musical situations can be manipulated to certain stress-levels. The
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ability of music therapists to create a specific stress-evoking sit-
uation for a patient while making music is one of the strengths
and achievements of music therapy. In (musical) situations the
therapist is able to confront a patient and assess his reactions
on this confrontation. Since a confrontation in a stress-evoking
situation occurs while playing music, following the theory of anal-
ogy, patients are assumed to show their typical coping skills. But
because the situation is perceived to be ‘just about playing music’,
most of these (sometimes unpleasant) confrontations do not have
ethical consequences for a patient.

Benny, for example, confronts feeling powerless. He shows sim-
ilar reactions during the musical assignment as during situations
leading up to his offenses. Because the reactions occur while making
music he perceives them as not traumatizing although very con-
fronting. His reactions are less ferocious than the ones he showed
during the situation leading up to his offenses. This suggests that
music therapy might be a ‘safe’ situation to assess offense related
behavior. The aggressive behaviors seem to be tempered, while the
other coping skills seem to show similarity.

During music therapy the observation of coping skills and
possible social dysfunction and aggressive behavior will be on non-
musical as well as on musical behavior and interaction (e.g., Dijkstra
& Hakvoort, 2010; Gant, 2000; Hoskyns, 1995). Situations under
investigation are failing, being declined, etc. during music therapy
and at the living unit. There are some differences as well. Socio-
therapists do not manipulate living situations to provoke reactions
of a patient as music therapists do. So it is interesting to explore
in a small study whether there is an analogy of coping skills, social
dysfunction and aggressive behavior between music therapy and
sociotherapy.

The research-question is defined as: to what extent does the
assessment of musical coping skills, social dysfunction and aggres-
sive behavior of forensic psychiatric patients during music therapy
match the coping skills, social dysfunction and aggressive behav-
ior demonstrated at the living unit? The dependent variable in the
research would be: (a) the number of matching coping skills, and
(b) the number of matching social dysfunction and aggressive reac-
tions of patients during music therapy and at the living unit. In line
with the theory of analogy, at least some analogy between the cop-
ing skills of patients during music therapy assessment and coping
skills during daily life at the unit is expected. There is one excep-
tion and that is the similarity between the aggressive behaviors
of patients as shown during music therapy and in daily life. It is
hypothesized that they show no similarity, because music therapy
is a ‘safe’ situation; a confrontation with stirring emotions tend to
provoke less violent reactions during music therapy than at the
living unit.

Method

Participants

The study was approved by the Medical Ethical Commission of
the University of Groningen. Participants for the present study were
male patients within their first 12 months of admittance in one
of three Dutch forensic psychiatric clinics in the years 2009 and
2010. Patients who suffered from acute psychosis or schizophre-
nia, or patients who had an intelligence quotient lower than 75
were excluded from the study. The reason for the exclusion of
these categories is that patients were observed in music therapy
observation sessions during which subjects were manipulated into
stress-enhancing situations. These patients might not stand the
pressure, and could decompensate into a psychosis or irrational vio-
lence. Because 94.6 percent of the forensic psychiatric patients are
male, and very few patients are older than 60 when they first enter
the forensic psychiatric system, female subjects and subjects older

than 60 year were excluded from the study in order to increase the
external validity of results.

Design

To be able to analyze similarities of coping skills and dysfunc-
tional or aggressive behavior of the patients between music therapy
and their daily life, these behaviors of the patients were scored.
The music therapists observed systematically the coping skills,
dysfunctional and aggressive behaviors during two  protocol led
one-hour individual music therapy assessment sessions. During the
same period sociotherapists independently assessed and scored the
patient’s coping skills, dysfunctional and aggressive behaviors at
the living unit.

Musical assessment program

The patients participated in a standardized musical assessment
program (two one-hour sessions of one week apart). Hakvoort
(2007) developed a standardized musical assessment procedure on
the basis of several years of working experience, a triangulation of
literature on (music) therapy assessment procedures, and critical
input by music therapy colleagues in the field of forensic psychiatry.
During the individual musical assessment the patient is confronted
with standardized stress enhancing situations through a number of
(well-defined) musical assignments and improvisations.

The music therapists who carried out the observations were
board-certified. They were trained in the protocol led observation
procedure and carried out these standardized observation with a
number of their patients. They were skilled to trigger, handle and
score the coping skills and the possible dysfunctional or aggressive
reactions of forensic psychiatric patients. They filled out the score
forms right after the second observation session (see outcome mea-
sures). Besides they partook in regular supervision sessions with
the researcher and one another to optimize the internal integrity
of the study.

Outcome measures (tests)

Each music therapist assessed the coping skills of her patients
and scored them immediately after the second musical observation
session, using a (for music therapy) adapted version of the coping
checklist for forensic psychiatric patients, the Forensic Psychiatric
Profiles 40 (=FP40 coping lists by Brand, 2006).

In addition, they filled out selected scales of the Atascadero
Skills Profile – Dutch Version: the “ASP-NV” (Vess, 2001, translated
by researchers of Forensic Psychiatric Center Dr. S. van Mesdag,
2004). The selected scales are: scale 1 (self-management of psychi-
atric symptoms), scale 3 (substance abuse prevention skills), scale
4 (self-management of assaultive behavior), and scale 9 (interper-
sonal skills). The Atascadero Skills Profile was checked for reliability
and validation in music therapy, as a part of rehabilitation therapy
(Neville & Vess, 2001) at the Forensic Services of the Atascadero
State Hospital, San Luis Obispo in California.

The music therapists also rated the scores of the patient on the
Dutch Social Dysfunction and Aggression Scale: the “SDAS”(Wistedt
et al., 1990) with Dutch forensic psychiatric patients as a norm-
group (Nijman et al., 1999). This rating took place after the second
session of the musical assessment program was completed. An
independent second observer viewed the videotapes of the music
therapy observation sessions and scored them on similar score
forms.

Sociotherapists were trained to observe and score coping skills
and dysfunctional and aggressive behavior. On the day of the second
musical observation, two sociotherapists were asked to indepen-
dently fill out the FP40 coping list for Sociotherapy (Brand, 2006) in
order to obtain data on the coping skills of the subjects at the living
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Fig. 1. Scatter plots of Atascadero Skills Profiles of self management of psychiatric symptoms and substance abuse prevention skills as observed during music therapy
(horizontal) and by sociotherapy at the living unit (vertical).

unit. In addition, they filled out scales 1, 3, 4, and 9 of the ASP-
NV (Vess, 2001). They had to use their observations of the last two
weeks. The SDAS (Wistedt et al., 1990) was scored by sociothera-
pists during four consecutive weeks, starting two weeks before the
start of the first music therapy observation (for validation reasons
of this score form).

Statistical analysis

Outcome measures are the scores of the music therapists and
sociotherapists on the FP40 coping lists, the ASP-NV skills profile,
and the SDAS scale. The scores of the two sociotherapists and of the

music therapist and independent observer were compared and in
case of differences between the two adjusted to a mean score.

The items in the SDAS and ASP-NV are ordinal data. Although the
items in the FP40 lists are ordinal as well, the sum of items in three
subscales (COPP for positive coping, COPN for negative coping, and
COPA for avoidance coping) are recalculated and treated as contin-
uous variables. Scatter plots were created for a visual inspection
of the relation between the scores of music therapy and socio-
therapy on each specific scale. Because the data are not always
normally distributed, and the n is small (see for example the scat-
ter plot for negative coping skills) a “distribution free” Spearman’s
Rho (�sp), a nonparametric correlation test, was used to compare
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Fig. 2. Scatter plots of Atascadero Skills Profiles of self management of assaultive behavior and interpersonal skills as observed during music therapy (horizontal) and by
sociotherapy at the living unit (vertical).

the scores of coping skills assigned by music therapists to subjects
with the scores of coping skills collected by sociotherapists during
subjects’ daily life at the unit. The same procedure was  followed
with the scores for dysfunctional and aggressive behavior (SDAS)
during music therapy and sociotherapy. Scores for the four scales
of ASP-NV were analyzed using the same methods.

Results

Participants results

The total number of musical observation assessments com-
pleted for analysis is 20. This is about 10 percent of the 200 recently
admitted forensic psychiatric patients in the Netherlands in 2009

and 2010 (Van Gemmert & Van Schijndel, 2011). The small sample
size can be explained by the fact that music therapy is conducted
in a limited number of forensic psychiatric centers in Netherlands,
despite the increasing interest in music therapy as a result of posi-
tive behavioral observations. A fair amount of forensic psychiatric
patients do meet the exclusion criteria or are hospitalized in one of
the clinics that did not partake in this study. Of the twenty-three
initially invited participants 3 refused to partake.

Atascadero Skills Profile results

These data mainly contain the verbal explanation of patients
about what strategies they would use when confronted with
possible reoccurring of psychiatric symptoms. See Fig. 1 for scatter
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Fig. 3. Scatter-plots of coping skills observed during music therapy (horizontal) and sociotherapy at the living unit (vertical).

plot of self management of psychiatric symptoms and substance
abuse prevention skills. For self management of psychiatric symp-
toms there is a positive and significant association between the
scores obtained during music therapy and those obtained at the
living unit (�sp = 0.527; n = 15; p ≤ 0.04). The scores on substance
abuse prevention (�sp = 0.872; n = 5; p ≤ 0.05) show significant
match of discussions about substance abuse during music therapy
and with sociotherapists at the living unit. An n of 5 is extremely
low. Hardly any music therapist discussed the substance abuse of
patients, or came across substance abusing behavior.

See Fig. 2 of ASP-NV for scatter plots on self management
of assaultive behavior and interpersonal skills. No significant
association is found for self-management of assaultive behavior
(�sp = 0.269; n = 16; p ≤ 0.31) or interpersonal skills (�sp = 0.377;
n = 19; p ≤ 0.11). There is no match between interpersonal skills as
demonstrated by patients during music therapy and as observed
by sociotherapy at the living unit. So for the four scales of ASP-NV
different patterns of similarities are found between the scores of
music therapists and sociotherapists.

Coping skills results

The comparisons of coping skills of the subjects based on the
FP40 lists, both during music therapy and in their daily life at the

living unit show hardly any matches. Fig. 3 shows that positive
and avoidance coping skills show variation in the reactions of sub-
jects, both during music therapy and in their living unit situation.
Negative coping is very little observed during music therapy, and
observations on this scale are highly skewed.

Spearman’s Rho reveals no significant matches between the pos-
itive and avoidance coping skills during music therapy and those
at the living unit for avoidance (�sp = 0.205; n = 15; p ≤ 0.46); for
positive coping (�sp = −0.160; n = 13; p ≤ 0.60).

For negative coping however there was a significant similarity
between the behavior shown during music therapy as well as at
the unit (�sp = 0.538; n = 14; p ≤ 0.05). During music therapy there
was hardly any negative coping observed (4 times out of N = 14). In
seven cases both sociotherapy and music therapist did not observe
any negative coping skills. For methodological reasons of the FP40
the scores are reversed here; the higher the score the less amount
of negative coping was  observed.

As noted earlier, some values are missing for subjects’ scores
on coping skills at the living unit (values are reported not to be
observed by sociotherapists). In order to test whether subjects with
specific music therapy coping skills generated ‘missing values’ for
coping skills at the living unit, the music therapy scores of sub-
jects with missing scores on sociotherapy were compared with
those without missing scores. An independent samples t-test, for
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Fig. 4. Scatter-plot of social dysfunction and aggression observed during music therapy (horizontal) and sociotherapy at the living unit (vertical).

differences in music therapy scores for subjects with and without a
coping skill rating from the living unit, shows that both groups do
not significantly differ in their mean scores and standard deviation
for all three types of coping skills.

Social dysfunction and aggression results

Fig. 4 shows a scatter plot of social dysfunction and aggression.
Spearman’s Rho reveals that there is a significant similarity of sub-
jects who score higher (lower) on social dysfunction and aggression
in music therapy to also score higher (lower) on these behaviors
at the living unit (�sp = 0.585; n = 17; p ≤ 0.01). However, average
scores tend to be much higher at the living unit than during music
therapy. The highest score for social dysfunction and aggression
during music therapy is 5, while at the living unit the score is tripled
(15).

Discussion and conclusion

The objective of this study was to explore whether similari-
ties emerge in the assessment of coping skills, social dysfunction
and aggressive behaviors of forensic psychiatric patients as demon-
strated during music therapy and those observed by sociotherapists
at the living unit. All patients were hospitalized in one of three
forensic psychiatric centers under a code of law. In line with the the-
ory of analogy, it is expected that at least some similarities can be
observed between these behaviors of patients during music therapy
assessment and during daily life at the unit.

Self-management of assaultive behavior and interpersonal skills
seem to show hardly any similarities when scored on the Atas-
cadero Skills Profiles (APS-NV) during music therapy and at the
living unit. One patient, for example, may  demonstrate good self-
management of assaultive behavior during music therapy but may
lack this behavior at the living unit. Another patient may  have
difficulty in controlling his assaultive behavior both during music
therapy and at the living unit. There seems to be no tendency in
the results that hints at the existence of an analogy between these
skills of forensic psychiatric patients during the music therapy and
at the living unit.

For positive and avoidance coping skills no significant correla-
tion was observed that would support the theory of analogy. When
focusing on the level of positive and avoidance coping skills, the
results suggest that patients can react quite differently at the living
unit and during music therapy. A patient may  use avoidance cop-
ing skills (such as retreating in his room, ignoring the problem) at
the living unit, but may  use positive coping skills (such as trying to
explain his feelings) during music therapy.

Three significant correlations in our data are observed. In the
first place, a significant correlation is found between the verbal
reactions of forensic psychiatric patients during music therapy and
at the living unit for the Atascadero Skills Profiles items of self man-
agement of psychiatric symptoms and substance abuse prevention
skills. If patients talk about self management of psychiatric symp-
toms and substance abuse, these are often socially desirable verbal
signals toward all members of the treatment staff. The obvious
reason is that substance abuse is strictly regulated in forensic psy-
chiatry. The same applies for verbal signals about the management
of psychiatric symptoms (for example the regular intake of their
medication). Therefore, it is doubtful whether these similarities
in the verbal reactions provide support for the theory of anal-
ogy. However, these significant correlations suggest that patients
consistently communicate the same messages, verbally, to music
therapists and sociotherapists. This offers an indication that ASP-
NV was  indeed an appropriate instrument to measure the skills
under investigation.

In the second place, a significant correlation is found in the neg-
ative coping skills of patients during music therapy assessment
and at the living unit. This significant relationship arises from the
fact that most participants exhibited only very few negative coping
skills during music therapy as well as on the living unit. The asso-
ciation is “driven” by one patient with negative coping skills both
during music therapy and at the living unit.

When studying the broader social dysfunctional and aggres-
sion scale (SDAS), a significant similarity can be observed between
behavior during music therapy assessment and at the living
unit. This is against the hypothesized outcome. Differences were
expected here, due to the ‘safe’ environment of music therapy,
where aggression would occur less. Interestingly, this behavior
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appears to be magnified at the living unit. If a patient shows some
modest dysfunctional behavior during two observation sessions of
music therapy, there is a larger probability that this dysfunctional
behavior is more explicitly present at the living unit. Hence, these
results support the hypothesis that some analogy can be observed
in the behavior of patients during music therapy assessment and
in their behavior during daily life at the unit.

The mixed evidence for the theory of analogy may  probably be
explained by some limitations of this study. First, sample size is
small (N = 20). An additional caveat is that there are missing values
in the sociotherapy observations. According to sociotherapy four
to six patients did not show any coping skill, or no specific situa-
tion occurred where a patient could have shown his coping skills.
Second, the specific therapeutic context may  have driven some of
the results. The music therapy was offered individually by female
music therapists. This context clearly differs from the living unit in
which several sociotherapists are present together with ten male
forensic offenders. Interventions also can differ markedly. Being
rejected by the therapist to partake in a musical improvisation is
probably perceived differently by a patient from being rejected to
partake in card playing game at the living unit. Being physically or
verbally confronted by a therapist (while making music in an indi-
vidual setting) with the fact that one neglects his boundaries might
be perceived as less threatening than being confronted with fellow
patients and staff.

Some forensic psychiatric patients make the parallel between
their behavior during music therapy and daily life themselves. Most
often these statements occur after situations (such as rejection,
incompetence, failure) that confront patients with overwhelming
feelings (abandonment, fear, shame). Patients recognize these feel-
ings very clearly throughout their lives. These feelings tend to be
dominant, painful emotions in their life’s history. So they feel the
parallel emotion, but they do not show parallel behaviors. The
results of this research suggest that on the level of specific behav-
ior, a patient tends to show different behavior under different
circumstances, although the stress-enhancing situation might be
similar. Accounts of analogy in, for example, single case studies
(e.g. Smeijsters, 2005) might occur out of these emotional analo-
gies. However the possibility of observer bias and vulnerability to
the (psychological) interpretation of the therapist should be kept
in mind as well. There is also a chance of the patient playing up to
the therapist, because he wants to be ‘healed’.

Besides the discussion and conclusion on analogy, the results of
this study can be important for treatment as well. When inves-
tigating the outcomes of the scatter plots and the missing data
from the sociotherapy, music therapy seems to produce far more
(nuances in) observations of coping skills. Especially positive and
avoidance coping skills are more often applied and observed dur-
ing music therapy. This could indicate that there might be more
points of departure for treatment of these coping skills during
music therapy than at the living unit. This underlines the neces-
sity of multi-treatment approach. If certain behavioral reactions
can not be observed (and therefore not be influenced or treated) at
the living unit, it might be possible to start to work on them dur-
ing music therapy and vice versa. A careful suggestion might be to
assign an aggressive patient first to music therapy to work on his
aggressive behavior, because there he may  be only mildly overtly
aggressive. Deriving from this research is a possible earlier referral
of forensic psychiatric patients for music therapy. These patients
tend to react less aggressive when confronted with anger control
problems during music therapy than on the living unit.

Obviously, research in this area should be broadened to further
investigate the theory of analogy. The population of forensic psy-
chiatry is very heterogeneous. It would be interesting to find out if
analogy can be observed with people with a more similar disorder
or with less social desirable behavior or more focused on the goal

of their treatment. Thus, research can be expanded with more sub-
jects, focus on other behaviors, social or emotional reactions can be
observed and compared. To compare outcomes of observed behav-
iors with those perceived by the patients might be interesting to
investigate as well.
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