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Purpose: Music interventions for chronic pain harness multiple therapeutic mechanisms, including self-efficacy and social connect-
edness. Many patients cannot access face-to-face music therapy due to health conditions and/or socioeconomic barriers. We sought
patient input on an initial session protocol to determine whether a telehealth support group would benefit patients unable to attend in-
person group music therapy.

Patients and Methods: In collaboration with an osteopathic clinic, we conducted two cohorts (N = 3 unique participants) of the
Virtual Chronic Pain Support Group to develop session protocols and assess utility of outcome measures. We obtained ongoing
participant feedback through check-in surveys and adjusted session format in response. Thematic analysis of focus group data at the
conclusion of each cohort identified patients’ perceived benefits and suggestions for future groups. Lastly, we examined the feasibility
of survey data collection methods and measures.

Results: Participants reported they experienced pain relief, social support, and gained knowledge and insight into managing their pain
and other stressors using music. They preferred small group sizes and participant-centered psychoeducation, with song sharing and
music imagery central to each session. Furthermore, patients supplemented sessions by listening to recordings of the sessions’ music
and imagery experiences and group-curated playlists. They reported that the quantitative outcome measures were relevant to their pain
experiences and needs.

Conclusion: The groups were accessible and provided patients meaningful social connections, valuable psychoeducation, and self-
management resources for chronic pain. This pilot study suggests that this telehealth protocol can be a lifeline for isolated patients
facing barriers to in-person therapy. Furthermore, participants’ descriptions of increased mind-body awareness during the music
interventions highlight their potential for restoring positive interoception. Participant-centered group telehealth could significantly
expand access of music intervention resources to chronic pain patients. Further research with diverse patient communities is needed to
optimize approaches for this challenging population.
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Introduction

Chronic pain affects one in five adults in America,' including as many as 41% of U.S. veterans, and is associated with
impacts on range of mobility, daily activities, anxiety, depression and poor perceived health.>* With continuing concern
for opioid abuse, there is a greater need for adjunctive interventions for patients experiencing chronic pain and using
opioids.* Studies have shown that coordinated interventions across modalities using multiple treatment strategies are
effective for managing chronic pain,” in contrast to isolated treatment options such as surgery, physical therapy,

behavioral interventions, or alternative therapies® (a broad category of interventions aside from those already listed).
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Thus, current best practices for chronic pain management involve a personalized biopsychosocial approach acknowl-
edging the complex interaction of sociocultural, psychological, and physiological factors on pain.’

Moving patients to non-pharmacological, interdisciplinary approaches requires a well-supported tapering period and
an acceptance that pain may not be eliminated completely; the focus thus shifts to minimizing the impact of pain on
patients’ quality of life.” Practitioners have shown a growing interest in using music as an alternative and adjunctive
approach to pain management, but they require more evidence of its effectiveness to support recommending its use.®
Clinicians and researchers must also address the racial and socioeconomic disparities that exist in accessing treatments/
supports and the harms that result from opiate medications in treating acute/chronic pain. For example, recent research
examining experiences of Black American adults who are coping with chronic osteoarthritis pain found that lack of
access, time, and knowledge of resources impeded respondents’ ability to engage in self-management practices.”
Additional barriers to accessing a full range of treatment options include inadequate clinician knowledge and guidance,
unconscious bias, lack of pain management specialists, limited access to different therapeutic modalities, siloed health
systems, limited insurance coverage, and limited evidence supporting alternative pain treatments.” Our clinical experi-
ence supports these observations, as we work with patients whose ability to attend supplementary in-person services and
supports is restricted due to their lack of mobility because of pain/disability, lack of time due to the demands of managing
one’s own chronic health conditions and/or caregiving for others, and lack of financial resources. Though prescribing

% and

rates for opioids have decreased over the past 10 years, they are still commonly prescribed for chronic pain,’
addiction, abuse, and misuse of opioids among pain patients remain a primary concern.’

Music listening and the creation of music is a pleasurable activity that can affect mood, cognition, and sensory
awareness, providing a basis for its use as an accessible intervention for pain.® Music listening has been widely studied to
address pain management, with proven reductions in self-reported pain, emotional distress, and opioid use.'''®
Researchers have sought to identify neural correlates of these effects, and found that engaging with music may affect
dopaminergic pathways in the mesolimbic striatal system, which is correlated with an individual’s perception of reward,
reinforcement, and motivation.®!”"'” Though research on the neural mechanisms of music’s effects on chronic pain has
been limited, neuroimaging has shown large-scale overlap between music and pain processing networks in the brain,
involving somatosensory and prefrontal areas, the amygdala and cingulate cortex, and the insula.® Additionally, the
default mode network has been implicated in resting-state fMRI of fibromyalgia patients who experienced reduced pain
while listening to preferred relaxation music.*®

Though evidence for the effects of music-based interventions for chronic pain continues to grow, translating this
research to clinical application has been limited to research settings,® limiting access to patients who are in proximity to
labs conducting such work. Telemedicine has been shown to provide continuous care and monitoring for patients who
endure chronic pain, limiting the need for patients to attend in-person activities. Thus telemedicine saves time on and the
need for travel, as well as offers cost-cutting solutions for patients of lower socioeconomic demographics.?! Telemedicine
also provides greater access to care for patients living in rural communities who may experience geographic barriers to
accessing treatments.?* Lastly, telemedicine has been shown to empower patients through engagement and education of
their care by accessing education resources and tools through telemedicine platforms.?' > Patients report they are
generally satisfied with their telemedicine visits, which is enhanced by the other cost-cutting and time-saving measures.

Combining the accessibility of telemedicine with group music therapy sessions could help patients overcome barriers
to treatment (such as travel, costs, lack of access, limited mobility, and stress), in order to reap the known benefits of
music therapy for chronic pain. One case study showed that music therapy conducted on a virtual platform did not
diminish its effectiveness: after the conclusion of an eight-week in-person music therapy group, the patients, who were
female veterans in the Greater Boston area, requested continuation of care virtually after the lead music-therapist moved
out of the area. The group evaluated the additional five telehealth music therapy sessions, stating that the online platform
was overall effective and not a deterrent from engagement in treatment.>’” The COVID-19 pandemic also forced
practitioners to utilize telemedicine approaches for a wide range of populations, such as music therapy support groups
for chronic pain.”® Cephas et al found that telehealth sessions offered participants opportunities to exert agency in their
treatment and self-efficacy, which allowed participants to learn about and develop new coping skills for pain, a finding

supported by research indicating that perceived music choice and control over music in music listening interventions—that
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is, the mechanism of cognitive agency—had analgesic benefits.”” Cephas et al’s work reported on group sessions using
live and recorded music through the use of streaming or music videos, lyric sharing using sound, and screen sharing over
zoom, in an effort to replicate in-person sessions halted during the pandemic. Furthermore, the use of the chat feature
provided another way participants could spontaneously interact with the music and each other during music experiences.
Participants also benefited from psychoeducation about ways to use music listening on their own to manage pain outside
of sessions.*® Although more research is needed to support music therapy through telehealth platforms, studies have
already shown positive benefits towards the conversion of music therapy to a more convenient and accessible telehealth
outlet.

Group music-making helps chronic pain patients through the mechanisms of social connections and self-efficacy.®*'
Many cross-sectional studies show that social support is associated with lower levels of anxiety, depression, and pain
related distress in pain patients.>*>° Additionally, the related concept of greater social connectedness (ie, a greater sense
of belonging and ability to connect with others) is also correlated with lower anxiety and, consequently, lower levels of
pain.*® Given the challenges many chronic pain patients face attending in-person sessions, we wondered if telehealth
music therapy groups could also support these mechanisms. Synchronized, live music-making over video platforms is not
technologically feasible; however, given the success of telehealth sessions using streamed music for active listening and

272841 telehealth music therapy for groups of chronic pain patients has potential to provide accessible,

guided imagery,
effective supports for chronic pain patients. Group work would support social connections with peers, incorporate
learning coping skills for pain management outside of group meetings, and promote self-efficacy.

We sought to leverage these advantages of music therapy and telehealth delivery to support chronic pain patients in
need of accessible adjunctive supports to manage their pain. We developed an initial group protocol that included
psychoeducation, directed music imagery (MI), and patient-selected song-sharing. Our psychoeducation component
followed the example in previous research initially addressing the neurological interaction of music and pain
perception.®’ We intended the song sharing portion of the session to promote interaction among group members, leading
to peer support. Finally, we planned to adapt the Bonny Method of Guided Imagery and Music (GIM), which is a music-
centered approach that uses curated classical music to correspond with imaging and verbal processing.** This approach
has been shown to improve overall quality of life and well-being in patients with post-traumatic stress disorder (PTSD),
depression, fibromyalgia, cancer, and rheumatoid arthritis.*>** GIM includes a continuum of techniques ranging from
supportive to intensive psychotherapy. In a group application for telehealth, a supportive form of music imagery (MI)
would involve a directed imagery experience based upon the participants’ interests and needs. Whereas previous research
on telehealth group music therapy has shown promise for pain patients,”® this application did not include MI; and
whereas individual MI delivered via telehealth has shown promise for pain patients, as of yet there has been no research
on a group application for pain patients.*!

In light of these promising outcomes and remaining clinical needs, we undertook two series of telemedicine music
therapy groups with the primary aim to collaborate with participants to develop a feasible, acceptable, and accessible peer
support telehealth protocol. We sought participant feedback throughout each series to ensure we addressed and supported
patients’ needs and preferences in the group structure and intervention delivery. In this paper, we share our findings from
this initial project, including the resulting session protocol and participant reactions. As a secondary aim, we collected
quantitative and qualitative outcome measures to evaluate the appropriateness and potential of these tools to evaluate
participant responses to the support group. This information will help us design larger studies.

Materials and Methods

Study Design

This is an initial, exploratory project to gain participants’ input on developing a feasible and acceptable session protocol
and to test relevance of selected measures. The design will inform future research involving larger samples suitable for
inferential analysis. This is a mixed method-program evaluation, convergent parallel design;*> we utilized participant

feedback to increase relevance and accessibility of programming; working at the “consult” level of Participatory-Action
Research.*
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Participants

The intervention was designed for adults aged 18 and older taking opioids for moderate to severe pain or who are diagnosed
with opioid use disorder secondary to treatment of chronic pain. The Rowan University and Virtua Health Institutional Review
Boards (PRO-2024-64) reviewed the study protocol and assured its compliance with U.S. federal regulations (45 CFR 46) and
international ethical codes (The Declaration of Helsinki). Upon approval, we recruited participants from the Rowan-Virtua
Neuromusculoskeletal Institute (NMI) who met the inclusion criteria: namely, adults (age 18 and over) at risk for opioid use
disorder who had been experiencing chronic pain for at least three months, who were interested in using music for adjunctive
pain management, who were able to access the sessions via Zoom from a private location and with reliable internet connection,
and who could communicate in English. We excluded patients who were not at risk for opiate use disorder, lacked reliable
internet connection for Zoom sessions, had moderate to profound hearing loss, and were diagnosed with a severe psychiatric
disorder or cognitive impairment. Patients were referred by the PI directly and also self-referred in response to flyers posted in
clinical areas and announcement emails sent to NMI patients. The Co-PI/music therapist screened patients via a telephone
interview to assure eligibility for the group, and if patients were eligible and available, study staff consented patients. The
consent process included patients meeting with study staff in person to review the requirements of the study and to answer
questions. Participants’ informed consent included permission to publish de-identified data and direct quotes provided in the
study. Participants who consented to enroll in the study then signed and retained hard copies of the consent form, which
included an acknowledgement that data collected from the study would be publishable.

Support Group Intervention

The first author and Co-PI (a board-certified music therapist and certified practitioner in the Bonny Method of Guided
Imagery and Music) provided two series of weekly sessions over Zoom to eligible pain patients. The first cohort met for
five sessions, one hour each, to quickly assess initial acceptability and feasibility of the intervention. After receiving
feedback from participants in the first cohort to lengthen the session time and increase the number of sessions, the second
cohort met for six sessions, 90 minutes each.

First Cohort

The session structure for the first two weeks of the first cohort included time for greeting group members and checking in,
doing any troubleshooting with the Zoom platform, followed by sharing positive music experiences over the past week, a brief
interactive psychoeducation presentation by the music therapist about the effects of music experiences on pain, and then either
participants sharing a favorite song with the group or the music therapist leading a directed MI experience.

Song sharing involved participants requesting a preferred song they wanted to introduce to the other group members, and
the sharing usually included telling personal anecdotes about the song’s importance. The group often engaged in discussion
after listening to the song, sharing about their reaction to it or how their relationship to the song has changed over time.

When the group took part in music and imagery (MI), the music therapist integrated elements of Bonny Method of
Guided Imagery and Music into the intervention, beginning with a brief relaxation exercise and then streaming one music
selection while describing a scene chosen by the group members. Usually, the scene was nature-based and included
prompts to engage with the scene with multiple senses—imagining seeing, smelling, hearing, and touching. Music
selections ranged from short classical pieces related to the GIM repertoire or ambient tracks, such as selections by
Daniel Kobialka.*” This part of the session lasted approximately 10 minutes, after which participants shared their
reactions to the experience. Sessions often closed with participants describing their personal goals for using music to
support their pain needs over the next week. Both participants stated they preferred to access music online through
YouTube, thus the therapist created a private playlist for the group that included each piece of music used in every
session, including music from the MI portion. After every session, the therapist emailed links to this playlist and the
psychoeducational material from the session to the participants.

Second Cohort
Feedback from the check-in surveys and final focus group was overwhelmingly positive, with participants requesting
a longer session length and longer series of sessions. Thus we extended each meeting time from 60 to 90 minutes and met
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weekly for 6 weeks. The elements of the session structure remained consistent, with the addition of more participant
involvement in the psychoeducation segment in response to questions arising from participants’ specific pain and other
health conditions. During this series, we recorded the MI portions of two sessions and shared those recordings with group
members for their use outside of sessions. The therapist included these links along with the YouTube playlist for this
cohort’s music over the six weeks of sessions in post-session emails to the participants.

Qualitative Measures

After each cohort’s series of sessions, a member of the research team facilitated a focus group with the participants over
Zoom. The meeting lasted an hour and addressed questions relating to participants’ experiences as group members, their
opinions on the group, and their recommendations for future sessions (see Figure 1). We recorded and transcribed these
groups for thematic analysis.

Cohort 1

1. What did you like about the virtual sessions?

2. What did you dislike about the virtual sessions?

3. Since you have been a member of this group, did you listen to music on your own to help
you with pain?

4. Since you have been a member of this group, do you listen to music on your own to help
you relax?

5. Since you have been a member of this group, do you listen to music on your own to
increase your energy and motivation?

6. What recommendations do you have for improving a group like this for people coping
with chronic pain?

7. What do you think about a phone app that would stream music that you liked and
tracked your body’s response to it to help you with your pain? Would you be willing to try
it?

8. What difficulties did you have with completing the check-in surveys? What mode do you
prefer for receiving the links to the surveys? How do you feel about the length of the

surveys? Would reminders be helpful, and if so, what kind?

Cohort 2
1. What did you like about the virtual sessions?
2. What did you dislike about the virtual sessions?
3. Since you have been a member of this group, did you listen to music on your own to help
you with pain?
4. Since you have been a member of this group, do you listen to music on your own to help

you relax?

Figure | Focus Group Questions.
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Figure | continued.

10.

1.

12.

13.

Since you have been a member of this group, do you listen to music on your own to
increase your energy and motivation?

Did you use the recorded music and imagery sessions from the groups on your own? If
so, in what ways were they helpful?

What recommendations do you have for improving a group like this for people coping
with chronic pain?

Because we meet online, patients have been able to take part in the group from
wherever they are, even if they are not at home. How do you feel about people joining
the group during medical treatments or from semi-public places? What would make this
group accessible and safe for you and others to take part?

Do you think the survey questions are relatable and relevant to your experiences/needs?
(for example, they refer to listening to Spotify, and you may not use Spotify at all for
music listening). What do you suggest we change or consider?

How important is it that participants join every week? How do you feel about participants
joining on occasion, maybe missing a few weeks here and there?

How would you feel about another practitioner, like a medical student or nurse, attending
the sessions to talk for a limited amount of time about pain, medications, and other
medical questions related to music for pain management?

How do you think we can encourage other patients to take part in this group?

Any other comments/suggestions?

Quantitative Measures

For the purposes of this project, we wanted to explore feasibility and acceptability of administering gold-standard

measures with this population. We selected standardized measures relating to pain experience and quality, general health,

and psychosocial impact of pain and self-efficacy for coping with chronic pain. Surveys were administered via Qualtrics,

where participants received links via Email and text at each data collection point.

The Pretest survey asked participants to provide demographic information, including age, ethnicity, race, and

educational background. The survey then included several measures from the PROMIS® bank of measures (Patient

Reported Outcome Measurement Information System), specifically:**

e SF-3a Pain Intensity

e SF-4a Pain Interference

e 5a Neuropathic Pain Quality

e SF4a Psychosocial Illness Impact — Positive

e 4a Self-efficacy for Managing Chronic Conditions — Managing Symptoms
e Global Health v.1.2
Investigator-created, biweekly check-in surveys asked participants to rate their pain severity and tolerability before

and after each session, with an additional open-ended comment added to the second cohort’s survey where participants
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could add any further feedback. The second cohort’s check-in survey included several additional items, asking
participants to rate the helpfulness of the music interventions and whether and how often they used recordings of the
MI interventions outside of sessions. The posttest survey repeated the pretest measures and also asked patients to state in
their own words what factors impacted their pain in the previous 7 days. We conducted descriptive analysis of these data
to determine trends in responses.

Results

Recruitment

Recruitment proved to be challenging, despite outreach to staff and physicians at the NMI, flyers posted in clinical areas,
and the PI’s direct encouragement with eligible patients. For the first cohort, we screened four patients; one did not meet
eligibility criteria and another did not complete the enrollment process, leading to two patients enrolling in the study.
Participants in the first cohort included: a Black male, age between 60 and 70, with a high school degree, experiencing
neuropathic pain, and a white female, age between 60 and 70, with an associate’s degree, experiencing neuropathic pain.
For our second cohort, the two original participants continued in the group, and we screened four new patients: two did
not meet eligibility criteria, one did not complete the enrollment process, and one enrolled in the group. The second
cohort included the original two participants and the new member, a white male, aged between 40 and 50, with some
college education, also experiencing neuropathic pain. With the first cohort consisting of two patients and the second
consisting of three (though one member only attended one session), our recruitment fell short of our anticipated N of §—
10 per cohort.

Qualitative Feedback from Focus Groups

Our thematic analysis of the two focus group discussions revealed four overarching major themes: Self-efficacy,
Structure and Music Techniques, Social Connections, and Practical Applications, comprised of thirteen sub-themes
(indicated in italicized font within the text), several of which included multiple subcodes (indicated in italicized font). We
provide example quotes for each main theme and some sub-themes within the summary below and present the main
themes and sub-themes with brief definitions and example quotes from the focus groups in Table 1.

Self-Efficacy

In this primary theme, participants described ways their engagement with the group supported their increased awareness
of the music’s effect on their body, pain experience, and self, and incorporating this awareness into daily living. First, two
out of the three participants shared a marked difference between their Personal Relationships with Music prior to taking
part in the groups compared to after. Prior to the music therapy groups, these participants had limited their listening to or
making music due to physical and/or emotional pain. By contrast, while they were taking part in the music therapy
groups, these participants initiated listening to and/or making music for the first time in years. One participant vividly
described reconnecting with his musician identity that had been lost due to his chronic pain:

I’m still learning the piano thanks to [D]. And that’s something I’ve wanted to do for a very long time, and now that I’m able to
do it, and what it led to was me for the first time in 30 years, picking up my drumsticks. I never thought I would do it again [...]
now I’m back to practicing my rudiments on a daily basis [.] And it makes me also know that I didn’t dream it all. Sometimes
I look back in my life thinking maybe I just dreamt it, it wasn’t really me. ... It’s something I never thought I would do again....
But this was something very positive that also came out of being in this group. [R]

All participants described experiencing different effects of music (Music Effect) as a catalyst to shift one’s physical,
psychological, and/or emotional experience, eg, using upbeat music to motivate physical movement or dance, to shift
one’s mood, or intentionally elicit positive memories. This theme often related to specific techniques used in the group:

And doing the imagery that we were doing during the program also is very effective and helps me to relax a lot. When Andi was
gently speaking, like we were going to a special place. And it just was so relaxing to me. It almost takes you away from
everything. And distracts you too, from the pain. [L]

Journal of Pain Research 2026:19 https: 7
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Table | Qualitative Themes

Relationships with

music

making music, or reconnecting with past music practices/identities

Self-efficacy
Sub-theme Definition Example quotes
Personal Descriptions of how participating in the group affected one’s initiating listening to or

| never listened to music, until pretty much recently. And then the group started, and

| have been listening more. And the reason | have not is because | am scared to hear

a song that reminds me of my late fiance. But music group has helped me be able to open
that door again.[D]

Music Effect

Descriptions of musical features that shifted participants’ physical, psychological,

and/or emotional experience

And music has a way of kind of like time traveling, so certain songs that | hear, or things
like that, it reminds me of the way | was before my nerve problem came out. So it’s kind of
like time traveling in a way. When you hear music that you heard and you loved when you

were younger before your injury. It just has a way of putting you back in that place. [D]

Mind-Body
Relationships

Descriptions of lived experience of pain, emotion, thoughts, relaxation, and mind in

relation to music experiences

[Sharing music is] another way to heal both physically and mentally. That’s probably the
number one thing that | love so much about being in this group.[R]

And doing the imagery that we were doing during the program also is very effective and
helps me to relax a lot. When Andi was gently speaking, like we were going to a special
place. And it just was so relaxing to me. It almost takes you away from everything. And
distracts you too, from the pain. [L]

Music in Daily Life

Descriptions of ways participants intentionally used music to modulate emotional or
physical states

Well, recently, | mostly listen in the car when | am going to like dialysis and stuff. | am
usually in a lot of pain because my legs are very swollen. So it does take my mind off it, at
least while | am driving to the center | have to go to. And then, sometimes when | am just
alone in the house, | like to listen to the music as well. It really helps me so much as far as
pain because | do not think about the pain when | am singing with the music. [smiles] It
just really helps me be distracted.[L]

Structure and Music

Techniques

Group format

Suggestions and feedback on group structure, format, content, modality, etc.

| am also glad that the group ran an hour and a half instead of an hour, because in an hour,
you talk for 15 min, then each person shares, and then it’s like, well, okay, group’s over. So
the length of the group really was a plus, because it actually allowed us to really get into it,
get comfortable with it and get further with it. [D]

If you have so many people, there might be things you want to get out or get in. And since
it's so condensed with so many people, it would just take away from that. So that was
always a concern of mine, like they would look at it, “Well, there’s only 2 people. Why do
we need to keep going with it?”’[R]

[M]aybe, | suggest, maybe we do more songs! Instead of just one person a week, you
know, maybe both or 3? However many people we have, you know, each pick a song.[R]
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Therapist Techniques

Descriptions of how specific MT interventions affected participants

And the subjects that we go into, the visualization, which | have incorporated into my daily
life, and then you know the songs. Having that song to share all week, you know your
mind is racing. Okay, which song do | really want to highlight, you know which song | want
people to hear, maybe, that they have never heard? [...] so that helps me to incorporate
that also into my life. And again, it’s another way to heal both physically and mentally.
That’s probably the number one thing that | love so much about being in this group.[R]
[I]t was great to bring music to each other. [R] brought music | never heard, and | think
| brought a couple of songs he never heard, and it was, you know, powerful songs. [D]
So anything involving music that’s good | am going to definitely, you know, cleave to it. But
more so with this, just like when Andrea was saying about when | got the keyboard,
through neurological benefits and everything, that’s something that | noticed like right
away. [R]

Leadership Role of
Therapist

Descriptions of ways the MT provided resources, implemented techniques, or
explained concepts

That’s happened a few times, [when others in the group shared songs] that | have never
heard, and | have fallen in love with it. And then Andrea sends us the playlist and
everything. [R]

Social Connections

Interpersonal
Connections/Group
Support

Descriptions of ways participants experienced connection and support by talking
about music and personal contexts as well as sharing music experiences

My life has been very isolated since my wife died... and now the music group gives me
a chance to socialize with people that | love, that | respect, that | appreciate. And
especially with something like music, which has always been at the forefront of my life.[R]

Practical Applications

Comparisons

Ways this support group compared with other support groups

| just wish they would let it go on for longer than just 6 weeks. | mean, it’s like 6 weeks,
just really just getting started. Maybe it’s part of this, you know, comparison with [another
support group], but still, you know, | do not see why they cannot let it go on for longer
than just 6 weeks.[R]

It's really that impactful compared to addiction recovery, grief and loss [groups]. The

music group is actually more productive than any of those.[D]

Needs and
Recommendations

Recommendations for survey format and content, whether to include additional

facilitators for other expertise

But as far as the surveys themselves, | think they ask good questions. And especially, you
know, we deal with pain. The questions... seem like they were geared specifically to
people, you know, in our shoes, so to speak.[R]

| think maybe having a section where people can add their comments into each question,
because if you look at my answers, you might get confused, because one week | have less
pain, more pain, feel better after group, things like that. But there’s a lot going on with my
pain in my body that might make it seem like, well, this is not working because he said this,
this and this....I wish | could add in a reason why...so you guys can understand why

| chose the answer | chose.[D]

I'd rather have text [reminders for surveys], only because | am not real good at always
following my Email too much. You know, some days | get to it, some days | do not. So, I'd
rather have texts, because | usually see them right away.[L]

When | go see my pain management... most of the time there’s students, they are in a real
world environment, not just reading books or in a lab somewhere, but dealing with real
breathing human beings.... So, | think it would definitely be a plus.[R]
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The Music Effect theme also emerged in tandem with descriptions of how group members intentionally used Music in
Daily Life to attain different emotional or physical states. Participants then often described how they chose music
according to specific attributes, such as tempo, timbre, etc, to support pain relief or avoid exacerbating pain.

When pain is at its worst, there’s some music I’ll avoid because I don’t want to move, and sometimes certain music can make
you want to just get up and move around, and I know I can’t. So I try to avoid it sometimes. [R]

In addition to descriptions of the effects of the dynamic qualities of music, participants also reported their awareness of
Mind-Body Relationships: their lived experience of pain, emotion, thoughts, relaxation, and mind in relation to the music
experiences and that their immersion in the music experience could help them manage their pain. The participants often
described the interplay between thoughts, emotions, conscious awareness, and bodily states along with their use of Music

in Daily Life or along with Techniques they experienced in the sessions.

[M]usic just has a way of...it distracts you as well as...it’s kind of like a crutch to help you through physical or emotional pain.
And it’s just so much more powerful than just words, you know. And the group was absolutely amazing. I could tell that my
pain was... not that my pain was better, but it helped me process something else instead of the pain, which was a huge plus. [D]

Structure and Music Techniques
This primary theme encompasses feedback and suggestions regarding the group format and the therapist’s techniques and
role employed in the sessions. With respect to Group Format, participants expressed their preferences regarding the
length of sessions, how sessions were structured, group size, accessibility of sessions, and privacy. Nearly all participants
shared that in terms of Structure-time a 90-minute-long session was much better than 60 minutes, noting that even with
the longer sessions, the therapist needed to manage the time so that participants could share longer pieces of music
without concern of needing to cut them short. Participants in the second cohort suggested reorganizing the elements of
the session to allow participants to share their individual songs before the MI portion of the session to allow time to hear
the entire song. All participants expressed sadness and disappointment with the limited Number of sessions, saying they
wanted the group to continue indefinitely. Participants highlighted the Accessibility of the groups, sharing that they liked
the convenience and ease of using Zoom. Two of the participants had previous experience using Zoom for other group
support sessions, therefore they were familiar and comfortable with the platform. At times participants joined the
sessions from public locations (like a bookstore cafe) or from a hospital bed; in the second focus group, participants
shared they were not overly concerned about Privacy in these situations, though the therapist checked with participants at
the time to ensure everyone consented to these situations, and that participants were using headphones/earbuds so that
audio from the call could not be overheard by non-group members. The second cohort discussed how the ideal Group
size would be small (no more than five members) to allow time for each participant to share and be heard.

Related to the Group Format, participants described how they benefited from each of the specific Therapist
Techniques the music therapist employed in the session, which could reinforce their self-efficacy (MI/Relaxation with
music, Selecting and listening to a song together, Teaching about research or other narratives related to participant

needs).

She’d ask us where we want to go, and then we would, like, I picked Hawaii. And she would set the scene. Just in a soft voice,
plus she had the music playing. And she would just speak the whole time, most of the time. Kind of getting you in the mood, so

to speak. For, you know, to listen to and relax with the music. And it was very effective. [L]

The participants also often described the Leadership Role of the therapist, including ways the therapist implemented
techniques and things the therapist did or explained that enhanced the mind-body effects of the music experiences.

The guided imagery was amazing, because it totally... it helps you with your pain. You’re focused on, you know, from your
head to your feet. Then you go somewhere else. She was very good at describing the small things as well as the big things. And

it really...it just puts you in a different place and a different frame of mind.[D]
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Social Connections

This main theme included themes and subthemes related to the importance of members’ interactions in the context of the
support group: Interpersonal Connections and Group Support. These themes were central to the participants’ descrip-
tion of the benefits they experienced in terms of their pain and overall well-being. Participants shared the value of both
discussing music and their personal contexts (Interpersonal connections-Talk) and sharing music experiences
(Interpersonal connections-Music) with peers during the sessions.

Being able to sit and talk with someone about something that I love so much as music, and especially in, you know, dealing with
pain, that was a great idea.... And learning to play that and all the connections and everything to it, talking about the music that
we love to hear. The last time we were on, in fact, [L] suggested a song that is now my first thing in the morning song. “Good
Day” I think it is called. And, you know, being able to talk to other people about music instead of just the usual, you know, my
friends, my inner circle, whatever. And especially dealing with pain and how it’s associated with pain, I thought, was a great
idea. [R]

Practical Applications

The final primary theme included subthemes related to the practical experience and outcomes of participating in the
group. One unexpected subtheme that emerged included Comparisons between this group with other support groups
participants had experienced previously or currently. One participant [D] spoke about the holistic role the group played in
addressing not only their pain needs, but other co-occurring needs.

And, you know, like addiction recovery is very dear to my heart. I’ve been clean for 14 years now. Grief and loss is very
important to me. .... And I honestly would trade both [addiction recovery and grief] groups for the music group, because the
music group covers all avenues, mental and physical pain. Whereas each of the other groups don’t. [D]

Finally, in the theme of Needs and Recommendations, we asked participants about the accessibility, utility, and relevance
of the surveys, and for any other concerns or recommendations they had. Most participants preferred to receive the
survey links via text message, and they all stated that they found the length of the surveys very manageable. They also
stated the surveys addressed relevant needs and concerns they have. One participant requested that the survey include
a space to comment about their pain ratings over the previous two weeks, as they felt that these ratings might not reflect
the positive effects of the music group; rather, their pain may have worsened for other reasons.

Aside from the surveys, participants recommended spending more time in the sessions to listen to songs members
share with the group; this could mean members could share more than one song within each session, or members could
choose longer songs to share without fear of running out of time before the session ended. As group members D and
R discussed this in the focus group, D shared:

Yeah, it’s very important to be able to express how that song makes you feel and why it makes you feel that way. So putting it
somewhere in the middle would probably be better.

Finally, when asked about welcoming a medical student in future groups who would assist with providing psychoeduca-
tion about the physiology of chronic pain and related conditions, participants in the second focus group expressed
enthusiasm.

Therapist Themes
In this section, the first author/interventionist (AMH) writes from her personal perspective to consolidate themes in
response to the focus group data.

After we analyzed the focus group data, I reviewed my session notes and considered the participants’ qualitative
themes in the context of my experience as the facilitator of the group sessions. The most resonant themes I found
included the participants’ strong desire for social connection, their pre-existing and evolving musical identities, finding
a shared language in the group to describe and explore the pain experience, group bonding and solidarity over music and
pain experiences, and the transformational power of the music for each participant.
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Social Connection and Belonging

Early in the first series of sessions, it became clear that these participants greatly needed this group for social contact, as
the members emphasized that any interruption in sessions had to be rescheduled that week to maintain the weekly
connection. For all of the participants, their medical conditions combined with their pain had caused significant social
isolation, further exacerbated by COVID-19 lockdowns and restrictions, and from which they never really recovered
a few years later. For R, at least, this led to further mobility limitations, exacerbated by being ill with COVID; together
these prevented him from attending concerts and other social gatherings he dearly missed. In L’s case, her comorbidities
required ongoing and time-consuming treatments and appointments, leaving her with little energy and time to attend
social gatherings. D was managing full-time caregiver responsibilities on top of his treatment schedule and pain
condition. Some participants also shared how their pain diminished their sex lives, too, robbing them of physical

intimacy on top of the social isolation from friends and family.

Individual Relationships with Music and Musical Identities

Before taking part in the support group, each participant had unique, strong relationships and identification with music in
some way. Whether it was a history of playing music, attending concerts, connecting to a spiritual tradition, or relating to
important people and life events, music was incredibly important to each person regardless of any musical training or
performing experience. Pain also interfaced directly with these musical relationships and identities. In negative ways,
pain interfered with playing music or attending concerts, or certain music associated with major losses caused emotional
pain, causing participants to avoid freely listening to music on the radio or TV. Such interference further exacerbated
difficulty regulating emotions when in pain. In positive ways, listening to music could be a safe haven from emotional
and physical pain, providing support, distraction, and connection with others. Thus, even if experiencing music was
sometimes emotionally or physically difficult for these participants, they knew that music could be beneficial for their
pain experience, and they were drawn to this support group.

As group members shared, talked about, and experienced music over the course of several weeks, each of them
rediscovered their previous musical self in a new way and/or formed new relationships with music and developed another
part of their musical identities. For example, R began learning to play a new instrument to him, the keyboard, while at the
same time feeling motivated to begin practicing drumming again. Other group members shared their eagerness at
learning about new music from others and hearing how this music was meaningful to their peers. The MI portion of
the session almost always involved introducing the members to music unfamiliar to them, and in each case the
participants shared the positive associations they had with the music and the imagery experiences they underwent with
it. In some cases, music that had been emotionally painful in the past for members became enjoyable and positive once it
was shared in the context of the group. Thus, the group members reconnected with and expanded their musical identities
along with their emotional and social spheres and capabilities.

Shared Language Around the Pain Experience

In the original concept of the group structure, I had planned to provide psychoeducation around how music can support
pain relief; I drew from the latest published literature to select topics and led discussion around those topics with the
group members. These discussions often led participants to raise questions I had not anticipated nor was I prepared to
address them. Therefore, I would look up research on these questions and return the following week with additional
information. Ultimately, the process evolved to the point where the participants directed the psychoeducation portion of
each session, and I responded to their interests. For example, R described to us how playing his keyboard on his own
helped with his “fibro-fog”; I researched and then provided evidence to support his anecdotal experience showing the
possible mechanism of that action.*” This led to me understanding their pain and music experiences more deeply, making
connections between participants’ experiences with music and pain that even they were not aware of or understanding
until we explored them. Therefore, through our collaboration, the sessions validated participants’ experiences, while also

finding a shared language about pain among group members, using music as a vehicle.
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Song Sharing for Connection and Emotional Healing

The group emphasized the importance of song sharing and describing memories and feelings associated with these songs.
This was particularly powerful for D given he had been avoiding listening to the radio for years so he would not
inadvertently hear any songs that would remind him of his deceased partner; but when participants and he shared and
reminisced about songs from his young adulthood, D shared he found himself emotionally and even physically
connecting to music again—recalling how his body felt when he first heard that music, prior to the onset of his pain
condition. The group resonated with the concept of music from their past as a “time machine”, where participants felt
they could travel back to experiencing their bodies from before their pain conditions began. In addition, participants
appreciated hearing music they had never heard before, and listened to songs they especially liked outside of sessions via
the running playlist. For example, R described how a song that L had shared was his “new favorite”, and he chose to
listen to it every morning to help him start his day.

Music and Imagery for Relaxation and Restoration

I had intended for the MI portions of the sessions to include positive, pain-free body awareness within the images that the
participants wanted to experience. In these images, I described our bodies moving freely in peaceful scenes. For example,
every MI experience began with a breath-based relaxation induction and mental body scan, from head to toe. Following
the request of the participants, I started playing the music selection and guided the participants to feel their bodies
standing firmly, sensing the ground under their feet. In one scene, I then described walking along an uphill path as
a nature scene unfolded around them. I emphasized feeling the ground with each step, the ease of the gentle ascent, and
breathing in the clean air. When we reached the scenic lookout in the imagery, I described the physical sensation of
sitting on a large flat boulder, feeling the hardness of the rock, and relaxing in a comfortable position. Toward the end of
the music selection, I guided the participants to imagine standing up and gently walking again, still aware of the
sensations of each step. In each session, participants reported that they felt physical relief and emotional calm after the
MI experiences, providing a much-needed “break”. We discussed how these breaks were beneficial, and I had a sense
they were also opening participants to be less at odds with their bodies—because they could experience the capabilities
and strengths of their bodies for a while through their imagination.

Limitations of Music for Pain

Sometimes music cannot address severe pain, or it can exacerbate certain types of pain. Having myself recovered from
a severe, painful illness several months before working with this group, I knew firsthand that music could not help every
pain situation. The group found solidarity and commiseration sharing about such experiences and how they cope with
them. These discussions included naming the ways they work to regulate their emotions, and shift their attention and
body awareness to gain more control over the pain until it subsides. For example, R shared once that during extreme pain
flares, he would “close off” all other stimuli he was experiencing, and also strive to manage his emotional state so it
would not exacerbate his pain. Though we discussed this topic several times, none of the participants reported worsening
pain or related symptoms during or after the support sessions.

Feasibility of Quantitative Measures

Given our aim to assess the feasibility and utility of the measures, and the very small sample size of the groups, we
present the quantitative results for trend observation only. We assessed trends in ratings across individual cases to verify
that participants did not report worsening symptoms during the study and to corroborate their responses as a group with
the focus group data. For this section, we refer to participants A, B, and C, however these initials are not linked to the
initials used in reporting the focus group data in the subsequent section. Not all participants completed the entire survey
at both data points, limiting our ability to make comparisons. Only Participant B completed both pre-tests and post-tests
in both cohorts; Participant A completed only the pretest in both cohorts. Participant C completed the pre- and post-test
surveys for cohort 2 only. PROMIS*® ratings in the pre- and post-tests were within expected ranges for patients with
varying pain conditions. We calculated T-scores for each measure and, for measures with available cut-off scores,
determined categorical ranges (eg, severe, moderate, good) for the participants’ scores. In cases where we obtained
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complete pre- and post-test scores, we calculated the difference between T-scores; PROMIS* guidelines state that
a change of 5 to 7 points in individual T-scores suggests “meaningful change”.

Given the available data, we compared complete pre-/post-test datasets for pain intensity (SF-3a), pain interference
(SF-4a), and neuropathic pain quality (5a) (Table 2). The patients’ ratings of pain intensity and quality shifted slightly
across cohorts. Participant A’s Pain Intensity scores were in the Mild range at pretest in both cohorts, whereas participant
B’s ratings were in the Severe range, and C’s ratings were in the Moderate range; these ranges did not change for
Participant B and C at posttest. In cohort 1, Participant B showed a decrease in pain intensity and interference from pre-
test to post-test, with a meaningful change of reduced pain intensity at posttest in both cohorts. Participant C had no
change in pain intensity or interference from pretest to posttest. All participants rated their pain as neuropathic at pretest
(causing sensations such as burning, tingling, or stabbing); however, there were no meaningful changes from pre-test to
posttest in either cohort.

We obtained incomplete data in the Self-efficacy scale (4a) (Table 2), with additional missing pre-test responses from
Participant B in the first cohort. When comparing this participant’s pre- and post-test responses for cohort 2, they showed
a slight increase in their confidence in managing their symptoms (higher scores indicate more confidence). In contrast,
Participant C’s ratings indicated a meaningful decrease in confidence managing symptoms from pre-test to posttest in cohort 2.

In response to the SF4a Psychosocial Illness Impact items (Table 2), participants rated the degree to which they were
comfortable with themselves, their connection with their friends, their ability to adjust to change, and feeling their lives
are meaningful—these ratings related to two data points, reflecting on their perceptions from before the onset of the pain
condition, and since the onset of the pain condition. Table 2 displays the T-scores for ratings since the pain condition
began. Whereas participants indicated that their pain condition often had a negative impact on these phenomena at the
start of the study, with meaningful differences between these points for Participants A and B, there were few changes in
ratings post-illness onset across pre- and post-test surveys.

Responses to Global Health v.1.2 (Table 3) had the same response patterns as the other measures. This scale results in two
scores, Global Physical Health and Global Mental Health, with single item ratings of general health and ability to carry out
usual social activities/roles. Overall, Participant B’s ratings indicated both poor physical and mental health, according to
PROMIS cut-off scores; the physical health scores did not change at posttest for cohort 2, however the mental health scores
slightly (but not meaningfully) improved. Participant A’s physical health scores fell in the Fair range at both cohorts’ pre-tests,
and Participant C’s physical scores also fell in the Fair range at pre-test in cohort 2. This pre-test score resulted in the only
meaningful change score across all Global Health subscales, where Participant C’s physical health ratings moved from Fair to
Poor health range. Whereas this participant’s mental health ratings worsened slightly between pre- and post-test, the difference
was not meaningful. In terms of general health, Participant A rated their health the highest as “Good” at both pre-tests, along
with Participant C in cohort 2. Participant C downgraded this rating to “Fair” at post-test, consistent with their other ratings on

Table 2 Individual Pre- and Post-Test T Scores on PROMIS Pain Intensity, Interference, Self-Efficacy, Psychosocial lliness Impact-
Positive Scales

Pain Intensity Pain Interference Neuropathic Pain Self Efficacy Psychosocial lliness Impact-Positive
Quality (Post-lliness Ratings)
ID | Pre | Post | Chg | Pre | Post | Chg | Pre Post Chg | Pre | Post | Chg Pre Post Chg
Cohort |
A | 585 - 65.2 - n/a 54.4 - n/a 44.6 n/a 355 40.1 4.6
B (778 | 72 | -58% | 66.6 | 69.7 | -3.1 | 51.8 - n/a - 329 | nla
Cohort 2
A | 548 - 61.2 - 58.1 - n/a 428 - n/a - - -
B |8l8| 72 | —9.8%| 756 | 756 0 47.1 47.1 0 329 | 346 | 1.7 37.8 33.0 —4.8
C | 649 | 649 0 716 | 71.6 0 63.3 66.3 -3.0 | 412 | 346 | 6.6* 423 40.1 -22

Note: *indicates Meaningful Change Score for individuals.
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Table 3 Individual Pre- and Post-Test T Scores
on PROMIS Global Health Scale

Global Physical Global Mental

ID | Pre | Post | Chg | Pre | Post | Chg

Cohort |

A | 235 nfa | 363 - n/a
B 235 n/a - 284 n/a
Cohort 2

A | 398 - nfa | 363 -

B | 235 | 235 0 25.1 | 284 | —33
C | 374 | 296 | 7.8% | 31.3 | 284 29

Note: *indicates Meaningful Change Score for individuals.

the scale. Participant B reported their health as “Poor” at pretest and at both cohort’s post-tests. Participant B and C rated their
ability to participate in social activities and roles as “Poor” across datapoints, whereas Participant A reported their ability as
“Good” at pre-test for cohort 1, and “Fair” at pre-test for cohort 2.

Figures 2 and 3 include the obtained responses from the biweekly check-in surveys for both cohorts regarding pain
severity and pain tolerance before and after sessions. Responses were incomplete at times, with no responses beyond
the second check-in survey in cohort 2. In cohort 1, Participant A reported a decrease in pain severity following the
intervention, with a corresponding increase in pain tolerance following that week’s session (rating a 0 pre-session and 4
after the session). In cohort 2, Participants B and C reported a decrease in pain severity from before to after sessions at
both check-in surveys. Participant B reported an increase in pain tolerance following intervention at both check-ins
whereas Participant C reported a decrease in pain tolerance following intervention at both check-ins.

The check-in surveys also asked participants to indicate their preferences regarding session length and to indicate
which parts of the session were their favorite, which parts were their least favorite, and any suggestions for changing the
session. The surveys for cohort 2 also asked participants to rate the helpfulness of group sharing about music for pain and
the MI intervention, as well as how often participants used the recordings of the MI intervention outside of sessions.
These responses are summarized in Table 4. Participants rated the session length as either “about right” or “too short”.

Participant A Participant B Participant C

Figure 2 Pain Score Ratings (0= no pain, |0 = worst pain); before sessions at check-in | (dark red), after sessions at check-in | (light red); before sessions at check-in 2
(dark yellow), after sessions at check-in 2 (light yellow).
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0

Participant A Participant B Participant C

Figure 3 Pain Tolerance Ratings (0 = no tolerance, |0 = most tolerance): Before sessions at check-in | (dark blue), after sessions at check-in | (light blue); before sessions at
check-in 2 (dark green), after sessions at check-in 2 (light green).

Participant A, who only responded to the check-in for cohort 1, focused their comments on playing music and discussing
the songs, whereas Participants B and C focused their comments on the benefits of MI for their pain, which corresponded
to their high ratings on the helpfulness of MI. Participant B rated the helpfulness of group discussion high as well (8/10),
however Participant C commented across both check-in surveys in cohort 2 that they disliked long discussion around
members’ personal history with music and wanted more direct discussion about using music for pain management.

In summary, according to the guidelines set by PROMIS,*® the only meaningful changes in scores included
participant B’s decreased pain intensity ratings from pretest to posttest (cohorts 1 and 2), and Participant C’s decreased
ratings of self-efficacy and physical health (cohort 2). However, according to the submitted check-in surveys, all
participants reported trends of decreasing pain following the intervention, whereas Participants A and B reported an
increase in pain tolerance following the intervention. Contrarily, despite highly rating the helpfulness of MI, Participant
C reported a decrease in pain tolerance after the intervention, results that could reflect their worsening health condition as
reported in the Global Health measure, or could be an error in their understanding of the survey item given their free

Table 4 Summary of Check-in Survey Ratings and Responses to Session Structure

ID A B C
Helpfulness of MI | — 9/10 10/10

Helpfulness of - 8/10 4/10

Discussion

Use of Imagery - 4-6 times/week 0

Recordings

Session Length Too short About right About right/too short

Favorite Parts of
Sessions

Playing music,

discussing songs

Imagery, it’s very

relaxing

”

MI; “Takes you to another place free of pain” “...for even just a moment... your

pain can subside while you are immersing yourself in the guided imagery”

Least Favorite
Parts of Sessions

“Nothing”

“The end. | so

enjoy the session”

Dislikes discussing music history, wants more direct connection between music

listening/use and pain

Add/change to
Sessions

“Increase the

time”

“More members

and more songs”

Less discussion around personal history with music; more emphasis on how music

affects the brain and pain
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response to the open-ended comment on the survey. Participants also stated that their favorite parts of the sessions
included song sharing and MI, and they indicated their desire for longer sessions, more information and discussion about
using music for pain relief.

Discussion

Here, we discuss both the practical and theoretical implications of this initial data collection, focusing on our aims to
develop a participant-focused approach for a telehealth support group and the feasibility of data collection and use of the
selected measures. We note that the qualitative themes from the focus groups reflect our findings from our background
literature search, indicating that self-efficacy in music experiences, social connection, and accessibility related to the
group structure, measures, and data collection procedures are significant and relevant to the needs of these patients.
Table 5 presents our synthesis of themes from our review of the literature with specific interventions of the protocol, the
themes derived from the focus group data and therapist reflections, and the quantitative trends and comments from check-
in survey responses. We found that these themes overlapped and enhanced one another, leading to practical and
theoretical implications for practice and future research.

At a very practical level, the participants’ enthusiasm and endorsement of the support groups indicate the model is
worthy of further investigation and development. These participants face significant challenges in their physical and
mental health that imposed barriers on even meeting in person for the consenting process, let alone completing all the
steps of the enrollment process. Based on what participants shared during sessions, the likelihood that they would
regularly attend an in-person support group was very low; in contrast, the participants expressed great disappointment in
the limited number of Zoom sessions and desired that they continue for much longer than 5-6 weeks. Thus the telehealth
option provided an accessible opportunity for patients who can be difficult to reach and support.

We had initially included psychoeducation as part of the group structure with the intention of providing participants
information about their pain condition to support their self-efficacy in managing their pain. As the group format evolved,
with participants directing the topics for psychoeducation through their questions and descriptions of their pain
experience, this intention shifted to the participants taking more control over the information they wanted and, thus,
enacting self-efficacy within the group structure. In so doing, the participants educated us on their experiences and how
music interacts with their pain in their day-to-day lives. This led to a much more egalitarian relationship between the
music therapist and the group members, though the therapist’s role as the information-bearer remained. As topics and
questions evolved from session to session, the music therapist had to gather information from outside her knowledge
base, requiring her to attempt to decipher medical research that was beyond her scope of practice. At the completion of
the second cohort, the music therapist felt that it would be most effective and ethical to have a medical practitioner assist
with the psychoeducation piece in future cohorts.

Our use of receptive music therapy interventions that did not require additional materials such as instruments or
supplies allowed for much easier access for participants to join the groups from different locations than their homes, and
our approach did not inhibit the effectiveness or interaction with the materiality of the music. Other music therapy
telehealth models have worked well with live music, though with some limitations of simultaneous music-making,
requiring interventions that can work with audio lag.?’-** Whereas our participants did not express interest in live music-
making together, future cohorts may desire it. We will remain open to participant feedback and explore this possibility.

Over the course of this project, we determined a clinical need to expand access to patients who are unable to use
opioid medication. With our initial aim focused on reducing opioid use, we excluded at least one patient who desired to
participate in the group, and became aware of other potentially eligible patients who had a similar need. Such patients
also need adjunctive treatment options, and this intervention could benefit them. Therefore, future studies should address
this treatment gap.

The telehealth delivery model raised interesting practical and ethical implications. We found that extending the reach
of music therapy services to patients in their own living spaces not only increased accessibility for our participants but
also helped garner their trust; this was the case in other applications of telehealth music therapy.”’ However, we also
encountered situations that tested participants’ confidentiality and privacy when one patient wanted to join the session
from a public cafe, and another patient joined the session from her dialysis bay. As each of these situations arose, the
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Table 5 Synthesis of Themes: Research Gap, Telehealth Interventions, Qualitative Themes, and Quantitative Trends

Research
Gap

Intervention

Qualitative Themes and Sub-Themes

(Table 1)

Therapist Qualitative Themes

Quantitative Trends

Practical
access to
treatment

options

Receptive MT via telehealth (song-sharing
and MI)

Song sharing

Music Imagery

Acknowledging limitations of music for
pain

Structure

® Group format: Suggestions and feedback on

group structure, format, content, modality,

etc.

® Therapist Techniques: Descriptions of how

specific MT interventions affected

participants

® |eadership Role of Therapist: Descriptions of

ways the MT provided resources, imple-

mented techniques, or explained concepts

Social connection and belonging: Participants
describing losses and isolation due to pain or
exacerbated by pain, expressing desire for

more social contact

Check-in survey feedback (Table 4):

® High Helpfulness of MI Ratings

® Middle
Ratings

Helpfulness of Discussion

| frequent user of imagery Recordings
Longer session length

Favorite parts of sessions

Some preference for more music,
more members, less personal history

discussion

Structural
conditions
that
promote
agency and

interaction

Participant-directed psychoeducation
Song sharing
Music Imagery

Self-efficacy
® Personal  Relationships with

Descriptions of how participating in the

group affected one’s initiation of listening to

or making music, or reconnecting with past

music practices/identities

® Music Effect: Descriptions of musical fea-

tures that shifted participants’ physical,

psychological, and/or emotional experience

® Mind-Body Relationships: Descriptions of

lived experience of pain, emotion,

thoughts, relaxation, and mind in relation to

music experiences

® Music in Daily Life: Descriptions of ways

participants intentionally used music to

modulate emotional or physical states

Music:

Individual Relationships with Music and Musical
Identities: Participants describing how group
helped them reconnect with music and musical
identities that had been disrupted due to pain
Shared Language around the Pain Experience:
Participant-directed psychoeducation and
discussion around pain and music led to MT
and group collaborating to learn about specific
pain-related needs and experiences

Song Sharing for Connection and Emotional
Healing: Participants describing the helpfulness
of reminiscing about songs from their personal
history to reconnect with physical and
emotional selves from the past, and increase

comfort listening to new music

PROMIS Pain Intensity (Table 2)

® A in Mild range at pre and post

® B & C severe-moderate range at pre
and post

® All Ps rated pain quality as
neuropathic

® No meaningful changes from pre-post
Self-Efficacy (Table 2)

® B: slight increase

® C: meaningful decreased self-efficacy
pre-postPsychosocial lliness Impact-
Postive (Table 2): No meaningful
changes pre-postPROMIS Global
Health (Table 3)

® A: Poor physical health, Fair physical
health

® B: Poor physical and mental health

® C: Fair-poor physical health (meaning-
ful decrease) from pre-post; poor
mental health

Access to
meaning-
making and

self-efficacy

Participant-directed psychoeducation
Group discussion around music
experiences and pain Acting on
participant feedback on session and

research procedures from cohort | to 2

Practical Applications
® Comparisons

® Needs and Recommendations

Individual Relationships with Music and Musical
Identities: ibid.Shared Language around the Pain
Experience: ibid.

Check-in survey feedback (Table 4)
® Wanting more information on using
music for pain

® Requesting longer sessions
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Social
connections
through
sharing

Song Sharing

Social Connections

® |nterpersonal  Connections/Group  Support:

Descriptions of ways participants experi-
enced connection and support by talking
about music and personal contexts as well

as sharing music experiences

Shared Language around the Pain Experience:
ibid.Social Connection and Belonging: ibid.

Check-in survey feedback (Table 4): A’s
preference to play music and discuss

songs
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group discussed the need to protect privacy and confidentiality, and gained all attendees’ verbal agreement to proceed
with the session. Participants are, ultimately, the only ones who can be responsible for managing privacy on their end by
ensuring that no one out of view of the camera is overhearing the session, and even if they are wearing headphones in
a treatment setting, that they do not reveal private or confidential information within earshot of others. Music therapists
retain responsibility for establishing clear inclusion criteria for programs, managing any internet interruptions during
sessions, and abiding by all legal and ethical requirements inherent in telehealth services.

The data collection process proved to be challenging; the participants shared in the focus groups that some preferred
to access the surveys through their emails, while others preferred receiving reminders and links through text messages.
However, when we implemented both options, we still had incomplete responses. Thus, we need to continue refining our
data collection procedures. Furthermore, our trend analysis of the incomplete measures, particularly the PROMIS*
measures, did not clearly mirror the participants’ qualitative descriptions of benefit from the intervention. In contrast, the
check-in surveys appeared to more generally reflect the participants’ descriptions of beneficial effects of the intervention.
Whereas the PROMIS pain scales have been extensively tested and validated, they are relatively new compared to other
pain scales, therefore additional research needs to establish their long-term reliability, responsiveness to change, and
applicability to chronic pain patients.’® To best detect participants’ response to the intervention, in future studies we will
investigate multiple formats for assessing participants’ individual pain experiences.

Though this is a very small dataset, our initial findings also revealed some theoretical and conceptual implications to
consider for future iterations of this intervention. These considerations include possible mechanisms of action and
potential research approaches that could shape the design of future studies.

The focus group themes echoed findings from previous research that showed belonging and social inclusion as
important mechanisms in chronic pain treatment in general and in studies on music therapy for chronic pain;**%3'-1-3
Whereas previous research on group music therapy emphasized active music making in their interventions, our study
implemented receptive interventions delivered via telehealth. Similar to the previous music therapy studies, our
participants experienced significant loss around their social lives resulting from their chronic pain and comorbidities,
and also shared how this group provided a much-needed social connection. The telehealth delivery method did not
impede these connections, rather it enabled them to establish and develop among these participants. This benefit of
telehealth has been reported in other studies as well.*®

Unique to this project, however, are the social benefits of receptive music therapy methods delivered via telehealth.
The participants’ emphasis on sharing preferred songs with each other in tandem with sharing about their pain
experiences highlighted the importance of finding language and understanding around challenging circumstances in
order to be understood. In this vein, author Elaine Scarry wrote about the inexpressibility of pain that exacerbates its
isolating effects, especially when facing chronic pain.’* Sharing songs in this support group context also provided an
opportunity for participants to engage in cognitive agency in their pain management via sustained attention to each
selection and the meaning it held for their peers. Sustained attention to self-selected, familiar music for pain management
is a component of the Cognitive Agency mechanism; this involves top-down processing in moderating pain. Often,
participants shared songs that carried strong personal meanings, memories, and pleasant experiences. Research indicates
that these deeper connections to music have an even stronger analgesic effect and may indicate another cognitive
mechanism of Meaning Making and Enjoyment.* These participants may have also engaged these mechanisms by using
music as a mediator for making sense of and telling a story about themselves and their world of pain. Altogether, the
participants’ song sharing supported several important phenomena: bridging participants’ embodied experience with
language to integrate their emotional, physical, and spiritual pain, taking agency over their pain experience through
selecting preferred music, and in experiencing personally meaningful and enjoyable music for themselves as well as
sharing with others.

The participants’ enthusiasm for the MI intervention is reflected in their reports of how the imagery experience
provided a respite from their pain long after the session. Whereas the participants requested imaginal scenes in relaxing
places, away from day-to-day stressors and problems, the music therapist often directed the guiding to support a positive,
pain-free connection to the body by invoking body awareness and imagining unhindered, gentle movement. Research
shows that body awareness (versus body dissociation) is important in healing from physical and psychological trauma,
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including chronic pain.>®> Chronic pain patients often use body dissociation to cope with pain, however research shows
this has been detrimental for patients.”® Whereas previous researchers emphasized active music therapy techniques to
help chronic pain patients restore a positive relationship with their bodies through singing, instrument playing, and
movement,®’ MI can also facilitate increased body awareness with directed imaging to help patients mentally rehearse
pain-free movements and body sensations that could be disrupted due to the chronicity of their pain. Just as many
approaches such as yoga, mindfulness meditation, and Feldenkrais can facilitate the mind-body connection, MI affects
somatosensory regions along with the insula, a critical structure that integrates sensory and affective perception and
forms part of the interoceptive neural network.’” > Thus there could be a neurological basis for MI interventions to
improve patients’ mind-body awareness that would be interesting for future study.

Therefore, with a feasible trial protocol in place, it is possible to design future studies to examine both the efficacy
and the mechanistic roles of music interventions designed for limitations of telehealth—that is, using listening-type
interventions rather than live, synchronized music. The telehealth delivery model can recruit patients from many
locations and could be ideal for a multicenter trial; this would support a suitably-powered clinical trial, which is often
difficult to achieve in music-based intervention studies. The trial could include head-to-head comparisons of the effects
of a non-music support group against a group involving music interventions such as MI and song sharing, and perhaps
directly compare MI against verbal-only guided imagery. If these next studies continue to show promising results,
including qualitative data indicating subjective phenomena relating to the music interventions and pain relief, then we
can begin to study neurological mechanisms of MI interventions that facilitate beneficial body awareness for pain,
perhaps involving biometrics through mobile apps and self-reports to track longitudinal responses and outcomes.

We note several important limitations of this report. First, this is a very small dataset involving three unique
participants, and with inconsistent completion of the quantitative measures. Whereas we may have found some trends
in ratings of pain intensity, interference, and quality, as well as pain severity and tolerance, we cannot conclude that these
are the result of the telehealth intervention. The mixed and incomplete responses to the PROMIS*® measures indicate the
need for further investigation to determine whether participants faced difficulty with the data collection process or with
the measures themselves. Furthermore, all these measures are based on perceived effects of the intervention, and do not
indicate clinical efficacy. In addition, participants self-selected to participate in the study based on their personal interest
in music interventions for pain, thus we cannot rule out selection bias.

Given these initial outcomes, we have started a third cohort to obtain additional data to finalize the group protocol and
structure in advance of larger trials in different settings. We have included patients who were previously excluded due to
health conditions that contraindicate opiate medications, resulting in higher recruitment numbers. In response to
participant feedback, we will evaluate the feasibility of this larger group size (N of 6) and a longer series of weekly
sessions. We have also included a medical student to assist with the patient-directed psychoeducation component of the
sessions. With more participants, we will undertake a deeper analysis of feasibility and utility of quantitative measures
for this intervention, as well as a more holistic qualitative analysis of the focus group interview, integrating both video
and transcript data into the analysis. These analyses will help us determine the final group protocol and measures for
future feasibility studies in different settings.

Conclusion

When combined with the accessibility of telehealth delivery, receptive music therapy techniques such as song sharing and
MI in a support group format can be vital tools in supporting chronic pain patients who may not be able to undertake
face-to-face music therapy due to limited mobility, chronicity of health conditions, or other barriers. Participants in these
initial groups reported that the song sharing, MI, psychoeducation, and group support within the telehealth delivery
model promoted their ability to manage their pain within and outside of sessions, improved their personal relationships
with music, and provided meaningful social support and shared knowledge about how music can support them in
managing their pain and other stressors. This model provides a cost-effective and accessible way to support patients in
great need but who are also difficult to reach and treat. Patients who undertake telehealth music support may ultimately
elect to attend face-to-face music therapy sessions once their health or other circumstances allow; otherwise, they can
remain connected to an online support system that could reduce social isolation and provide pain management tools.
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In sum, advances in video conferencing, music streaming and sharing, and biometrics hold great potential for
extending and advancing greatly needed music-based support to medically, socially, and economically isolated patients
with chronic pain. Such support has the potential to reduce the risk of opioid use and dependence while improving the
quality of life for many patients via feasible, cost-effective delivery models. Furthermore, research into the mechanisms
of these interventions will continue to inform the refinement of MI techniques and selecting music for listening
interventions. With these advances in technology and delivery models, practitioners can bridge a substantial treatment
gap using a proven non-pharmacological and patient-centered approach.
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