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Abstract 
People with VI experience physical, informational, communicative, and social barriers that restrict 

participation in education, employment, social and intimate relationships. They are more prone to 

mental health problems including depression, anxiety, and loneliness. Challenges arise both from 

impairment and from interactions with material and social environments. In addition, reduced 

access to visual cues such as eye contact and body posture may affect social interaction. Prejudice, 

ableism and internalised ableism may contribute to psycho-emotional effects, access fatigue, 

withdrawal, and reduced well-being. Music provides an arena in which visual restrictions may be 

less determinant for participation, and people with VI use music for purposes including emotional 

regulation and social interaction. However, the limited research suggests that music therapy with 

people with VI remains uncommon.  

The study seeks to understand the therapeutic process of two Music and Imagery sessions with an 

institutionalised adult with VI from a critical disability studies and visual impairment perspective, 

informed by resource-oriented music therapy and an exploratory phenomenological approach. 

The two MI sessions from an eleven-session course were conducted by a VI music therapist. The 

single-case study employed a phenomenological, hermeneutic, and abductive analysis informed by 

disability studies, VI literature, Guided Imagery and Music-theory, and Resource-Oriented Music 

Therapy theory.  

The findings show that therapist accommodation and attentiveness constitute necessary 

conditions for relational recognition and mutuality, which together constitute necessary 

conditions for participation. Therapeutic accommodation is part of therapy, rather than 

preparation for therapy. Different configurations of participant autonomy were pertinent: 

articulated, offered, negotiated, rehearsed, refused, failed, and enacted. The co-created 

therapeutic space functioned as a rehearsal field where the participant through various applied 

resources made therapy useful and meaningful. Through varying degrees of interactional dialogue, 

the participant co-authored an ordinary, homely, accessible, imaginal dwelling where movement, 

agency, and relational bonding were possible, contrasting with the experienced strain of 

institutional everyday life. Music appeared less as a transformative agent in itself than as a 

connecting relational texture.  

The study makes contributions to practice without claiming generalisability. Music and Imagery 

may provide particular affordances for people with VI: visual cues are not required; music and 

sound constitute accessible modalities; ordinary social interactions of autonomy can be activated 

despite VI-related interdependence; limited physical movement or interaction is needed; and 

Music and Imagery as method provides predictable and stable conditions. When working with 

people with VI, music therapists should attend to physical accommodation, attentiveness, and the 

therapeutic relationship as constitutive conditions for participation. They also may need to attend 

to their own ableist assumptions, the participant’s internalised ableism, perceptions of the 

participant as interdependent, and how this affects perceived equality within the therapeutic 

relationship. As such, this study suggests that what occurred around the core music therapeutic 

activity (the music journey) may have been constitutive of what was possible in the core music 

therapeutic activity. 

 

  



iv 
 

Figures and Tables 
Figures and tables follow one sequential numbering. 

Table 1 Levels of practice in Music and Imagery and GIM. 

Table 2 Unique Principles of Resource-Oriented Music Therapy. 

Table 3 Preunderstandings within Methodological, Theoretical, Conceptual, and Personal Positionalities. 

Table 4 Characteristics of Selected Case-Sessions. 

Table 5 Examples of code, type, code family, example, and source locations. 

Figure 6 Analytical Framework. 

Table 7 Applied BMGIM adaptations. 

Table 8 Reflexivity: Examples of how preunderstandings may have shaped the study. 

Table 9 How VI-related access considerations highlighted by this case correspond to affordances of MI. 

Acronyms 
AI Artificial Intelligence 

BMGIM Bonny Method of Guided Imagery and Music 

CBT Cognitive Behavioural Therapy 

DS Disability studies 
ECC Expanded Core Curriculum 
GIM Guided Imagery and Music 

GIM/MI Umbrella term encompassing every adaptation of BMGIM 

MI Music and Imagery 

ROMT Resource-Oriented Music Therapy 

VI Visual impairment 

Dictionary 
Ableism The notion of unconscious assumptions of a certain body as valued, and others 

as less valued (Campbell, 2009b). 

Access fatigue The psychological and emotional load of constantly having to explain, educate, 

defend, and negotiate access needs (Konrad, 2021). 

Access need Whatever needs must be met for equal participation (Konrad, 2021). 

Dependence/-cy Dependence implies a neutral and factual condition, that a person relies on 

other people or on support systems. Dependency implies a socially produced 

condition, where the relationship becomes unequal, or controlling. The use of 

dependence instead of -cy may obscure the power relation. 

Disability-affirmative An approach that recognises disability as legitimate. Drawn from disability-

affirmative psychotherapy (Olkin, 2001). 

Internalised ableism The unconscious way that a person with an impairment holds themselves to 

able-bodied standards and perceives themselves the way able-bodied others 

do (Campbell, 2009a). 

Medical model This view focuses on pathology and positions the expert therapist as 

responsible for fixing the client through interventions; problems lie within the 

individual (Shakespeare, 2013). 

Microaggressions Brief, everyday verbal expressions that intentionally or unintentionally express 

ableist assumptions towards disabled people (Conner et al., 2023). 

Psycho-emotional Psychological and emotional effects from experiencing disability including 

stigma, misrecognition, ableism, exclusion, paternalism, etc. (C. Thomas, 2004). 

Social model A social model views the material and social context as oppressive forces that 

disable the person with impairment (Goodley, 2014).  
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1 Introduction 
Although music appears to be especially relevant for people who are blind or severely visually 

impaired (VI), music therapy research with people with VI is limited; the potential for music 

therapy with people with visual impairments may be underdeveloped. This thesis addresses that 

gap through an interpretive qualitative single-case study of two selected Music and Imagery (MI) 

therapy sessions with a blind participant living in an institutional setting. The thesis explores how 

the therapeutic process can be understood from a VI-sensitive, phenomenological, and resource-

oriented perspective. 

1.1 Visual Impairment as Problem Field 
In a world based on sight, people with VI experience different forms of barriers that affect several 

areas of their lives. Barriers related to the physical environment, mobility, information, and 

communication affect education, family life, employment, economy, and social life. Danish 

national studies have documented substantial inequalities in education, employment, accessibility, 

health, and societal participation among blind and severely visually impaired adults (Amilon et al., 

2017; Bengtsson et al., 2010). Literature reviews show that mental health issues such as 

depression, anxiety, and feeling lonely are prevalent among people with VI, affecting quality of life 

and social belonging (Birk, 2024; Demmin & Silverstein, 2020; Thurston et al., 2025). VI can be 

understood not only as a sensory impairment but as a life condition that may shape societal 

participation, autonomy, identity, equality, and quality of life, at both the personal and societal 

level. The Association for Blind People in Denmark shows that people with VI are overrepresented 

regarding welfare subsidies, and underrepresented regarding formal education and labour market 

attachment (The Danish Institute for Visual Impairment (Instituttet for Blinde og Svagsynede), n.d.; 

Larsen, 2024).  

From an interactional perspective, people with impairments experience psychological and 

emotional effects through interactions with material and social contexts. Thomas (2004) 

conceptualises the socially produced dimensions of these experiences as the psycho-emotional 

effects of disability. 

The oppression that disabled people experience operates on the ‘inside’ as well as on 

the ‘outside’: it is about being made to feel of lesser value, worthless, unattractive, or 

disgusting as well it is about ‘outside’ matters such as being turned down for a job 

because one is ‘disabled’, not being able to get one’s wheelchair into a shop or onto a 

bus because of steps, or not being offered the chance of a mainstream education 

because one has ‘special needs’. (C. Thomas, 2004, pp. 41–42) 

For Thomas, psycho-emotional effects emerge when disablist attitudes and behaviours enacted by 

non-disabled people undermine disabled people's self-worth, identity, and emotional well-being.  

1.2 The Moral Obligation to attend to Disability Rights for Critical Scholars 
Along with other minority rights movements in the 1960s, the disability rights movement pushed 

for formal recognition of equal rights for disabled people, which resulted in the United Nations 

Convention on the Rights of Persons with Disabilities in 2007 (Hendriks, 2007) that challenged the 

medical model, in which disability is understood as residing within the individual and requiring 

treatment or rehabilitation in order to fit into society. The United Nations convention turned it 

around and obligated nation states to make society accessible for people with impairments. These 

equal rights for disabled people include the right to independent living, to dignity, to autonomy, to 
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make one’s own choices, to personal mobility and being included in the community (Hendriks, 

2007). The underlying belief is that disabled people are fully able to make decisions about their 

own lives and are seen as active, equal, and participating citizens, rather than living passively on 

welfare benefits. Now, twenty years later, an evaluation within the EU notes that independent 

living for people is moving slowly (H. A. Thomas, 2024), which is also noted by scholars about the 

Scandinavian countries (Engwall et al., 2026). The relevance of these rights is reflected in the 

present case. The participant lives in an institutional residential unit where she cannot have a 

guest without involving staff since her front door does not connect to the outer world, and there is 

a rule that the disabled citizens have to sit together in the canteen. On a societal level, on July 1, 

2026, national news reported that the Danish Association of the Blind would file a complaint with 

the Ministry of Transportation because the newly launched national digital travel system could 

only be operated via a touchscreen with no accessibility for blind people. 

1.3 Music and Imagery as Potential Therapeutic Method for People with VI 
As a VI music therapy student, music therapy with VI persons constitutes a very personal 

motivational factor. In this field my lived VI experience can be activated through my professional 

interest and thereby potentially bring knowledge to this underdeveloped field. Given the 

challenges for VI people, what role can music play in a therapeutic endeavour towards a higher 

quality of life? 

Music may play a particularly important role for adults with VI compared with sighted peers. Park 

et al. (2015) suggest, from a comparative qualitative study of music use, that both VI people and 

sighted people valued music highly for intrapersonal purposes, but VI participants attributed 

greater importance to music for social connection and group belonging. In a qualitative study of 

adults with VI, Castle et al. (2022) show that music can provide contexts for connection across 

listening and performing roles, for instance attending concerts with others, singing in a choir, or 

performing for an audience. Music offers a particular arena of connectedness, activity, and 

identity-making, where impairment may become less limiting and where singing, playing, listening, 

or moving in musical spaces can support self-worth, empowerment, and a sense of equality. Music 

constitutes a field in which the impairment is less pervasive and where people with VI may feel 

less disabled, hence a field where they can feel socially connected in an equal way. Therefore, 

music may be a particularly relevant medium for therapeutic work. 

In a literature review, Somani et al. (2023) identified 13 studies of music-based therapeutic 

activities for people with VI, but none that examined music therapy with adults with VI as the 

primary impairment. In a scoping review, this author identified a limited number of relevant 

practice-based studies of music therapy with adults with VI (Berger, 2025). The literature describes 

several appropriate music therapy approaches with people with VI, including music-listening and 

shared singing (Dauber, 2011; Elwafi, 2018), songwriting (Elwafi, 2018), Guided Imagery and Music 

(Samara, 2016), movement to music (Elwafi, 2013), and performance (Dauber, 2011; Elwafi, 2018; 

Metell & Stige, 2016). Guided Imagery and Music (GIM) is a music therapeutic method where the 

participant, in an altered state of consciousness, through carefully selected classical music and the 

therapist’s interactional guidance, gains new insights via images and sensations. The above-

mentioned studies show that various music therapeutic activities can be appropriate for people 

with VI; however, unlike other music therapeutic methods, GIM may seem especially valuable 

both in its application and in its imaginal journey that transcends boundaries of the material and 

potentially disabling world. 
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1.4 Research Question 
People with VI can be understood as stigmatised, with unequal access and restricted societal 

participation, thus experiencing a lower quality of life due to their impairment. Music and Imagery 

may constitute a suitable music therapeutic method for people with VI to explore experiences, 

sensations, and psycho-emotional consequences from this life condition.  

The present study examines two selected MI sessions with a blind participant living in an 

institutional setting, using an interpretive qualitative single-case design from a reflexive VI-

sensitive position.  

The research question is:  

How can the therapeutic process across two selected Music and Imagery sessions with 

a visually impaired participant living in an institutional setting be understood from a 

disability studies and visual impairment perspective within a resource-oriented music 

therapeutic and exploratory phenomenological framework?  

1.5 The Intention of the Study and how to Read it? 

This study investigates two selected Music and Imagery sessions from an eleven-session music 

therapy course with Nataly, a blind adult woman living in an institutional residential setting. The 

study is conducted by a visually impaired music therapy student. This dual visual impairment 

perspective is significant, but not symmetrical: Nataly’s life is shaped by congenital blindness and 

institutional dependency, while the researcher-therapist brings an insider sensitivity of visual 

impairment together with a different life history, social position, and professional role. 

Conceptual and theoretical frameworks are described in Chapters 2 and 3, methods and ethical 

concerns in Chapter 4, the case context in Chapter 5, findings and discussion in Chapters 6 and 7, 

contributions and implications in Chapter 8, and conclusion in Chapter 9. 

The empirical material consists of video recordings, transcripts, and contextual material from the 

full eleven-session course. The analysis focuses on one early and one late MI session from the 

eleven-session course. The full course is presented to situate the selected sessions within the 

development of the therapeutic relationship and within the wider institutional context. 

The study is designed as a qualitative single-case study. The analysis is data-driven, inductively and 

phenomenologically oriented in its first step, followed by a more theoretically informed 

interpretation. My position as a visually impaired therapist-researcher is treated as part of the 

precondition. Reflexivity is therefore central to the study, particularly because I conducted the 

therapy, selected the material, and interpreted the data. 

Throughout this thesis, I deliberately refrain from using medical model deficit language such as 

client, clinical and intervention, and instead use participant, therapeutic and activity; however, I 

retain the use of client when bound to a certain context. In the text, I use both impaired person 

(identity-first language) and person with impairment (person-first language) in line with Dunn and 

Andrews’ recommendation of using both in the broader aim of educating non-disabled people 

about disability (Dunn & Andrews, 2015). The authors also claim that the labelling preference of a 

disabled person varies as a personal choice. Although person-first language is not inherently 

paternalistic, its rigid prescription may become paternalistic when professionals determine how 
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disabled people should identify without attending to their stated preferences (Kalenderidis, 2020; 

Shaw et al., 2022). 

In excerpts and session descriptions, T denotes the therapist. This reflects the resource-oriented 

position adopted in this study, where the participant is regarded as the protagonist of the 

therapeutic process, while T primarily denotes the facilitating role of the therapist, consistent with 

the resource-oriented orientation (Rolvsjord, 2010) adopted in this study. Furthermore, the 

application of T as a third-person designation supports my awareness of managing the dual 

therapist- and VI-insider positionalities. 
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2 Disability Studies, Visual Impairment, and Institutionalisation 
This chapter seeks to lay the foundation for understanding therapy with a VI person living in an 

institution from a disability studies and visual impairment perspective; thus, it combines disability 

studies, lived experiences of a VI person, therapy with a VI person, and the institutional context. 

When exploring an event with a person with an impairment, it is crucial to understand the 

different ways that this person may be understood, hence the medical and social models of 

disability. The medical model view regards the person with impairment from a deficit and 

pathological viewpoint whereas the social model view regards the person with impairment as a 

person that is disabled and oppressed by society. The two viewpoints carry different values that 

may affect the interaction between a VI participant in therapy and a sighted therapist. The 

different ways of understanding disability are coined in disability studies, which I present as a 

conceptual framework for sensitising the understanding of therapy with a VI participant. I 

especially draw on the work of Tom Shakespeare, a British sociologist and disability-rights scholar. 

He is Professor of Disability Research at the London School of Hygiene & Tropical Medicine. His 

research examines disability rights, social policy, inclusion, bioethics and the experiences of 

disabled people. Shakespeare has a genetic condition (achondroplasia, also known as dwarfism) 

which, at age 52, led to a spine-injury that left him paralysed, thus with one more impairment. 

According to Shakespeare “[T]his change in life expanded my understanding of disability greatly” 

(2013, p. 6). 

To create meaning of therapy practice with people with VI, it is incumbent to be aware of certain 

aspects of living with a visual impairment in a sighted world. It is not as much about 

characteristics, demographics, and medical descriptions of the client group measured from 

outside, but rather an account of how it can be experienced psychologically and psycho-

emotionally from within. In this attempt, I draw on disability psychology and rehabilitation 

psychology (Dunn, 2014, 2019; Vash & Crewe, 2003). I find that unconscious use of visual cues is 

so embedded and integrated into everyday life that an attempt to convey these consequences 

must be made. I will draw on personal experience, though preferably backed by academic 

references. Further, it is equally important to be conscious about one’s own perception of visually 

impaired persons as a sighted therapist. I therefore offer insights into the therapeutic setting with 

a VI person partly from my own perspective and supported by research when possible. 

Finally, this chapter carries the intention to bring an understanding of living in an institution, since 

this lived experience is brought into the therapeutic setting by Nataly. I draw on the one-year-long 

insider fieldwork described by sociologist Erving Goffman in Asylums: Essays on the Social 

Situation of Mental Patients and Other Inmates (Goffman, 1961). I present selected characteristics 

of total institutions where they lend merit to understanding the actual institutional context in this 

study. Specific contextual institutional aspects are described in section 5.2. 

2.1 Disability Studies as Conceptual Background 
This study draws on disability studies, while not treating the field as one consistent strand. 

Ableism is understood as beliefs and practices through which certain ways of functioning are 

treated as normal, desirable, or superior, while other bodies and abilities are treated as flawed 

and less valued (Campbell, 2001). Internalised ableism designates the way people with 

impairments devalue themselves (Campbell, 2009a). From a medical model of disability viewpoint, 

people with impairments are disabled by their bodies, and the aim is to fix the person through 

assistive technology, medication, surgery, and rehabilitation, to make the person fit better into the 
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ableist society. The social model of disability is formulated as opposed to the medical model from 

the viewpoint that the person with impairment is being disabled by society through oppressive 

means and not by the body (Goodley, 2014). From this viewpoint, the aim is to remove the 

oppressive barriers that prevent disabled people from equal societal participation and living their 

fullest potential. Shakespeare (2013) views both the medical and social model of disability as 

limiting the full understanding of life with an impairment. He argues that even when all societal 

barriers are removed, the lives of people with impairments will still be affected by the impairment. 

The blind person may have full access to information orally but will still find it difficult to navigate 

turn-taking in a group discussion. The VI person with light sensitivity still depends on filtered 

glasses to move safely around even in a barrier-free world. Thus, Shakespeare argues that people 

with impairments are disabled by their bodies and by society and suggests an interactional model 

of disability. Shakespeare’s interactional model can be pedagogically organised into three mutually 

constitutive dimensions: the fit between impairment and the physical environment; the 

interaction between the impaired person and social contexts; and the person’s subjective 

negotiation of these interactions as mediated by personal-psychological factors. Each dimension 

both shapes and is shaped by the others, so that disability is best understood as a dynamic process 

arising from the ongoing interaction between intrinsic and extrinsic factors. 

2.2 Living with Visual Impairment 
Disability such as VI has psycho-emotional effects, both dealing with the physical environment and 

the social context. Not being able to read the slides in your class, register your tax-information 

digitally, find your colleagues in the canteen, locate the right bus-stop or just cross the road safely 

is annoying, irritating or frustrating and can create fear, anger, and sadness. However, these 

predicaments constitute conditions of life; disabled people generally regard dealing with other 

people as more demanding than dealing with the physical environment (Dunn, 2014; Vash & 

Crewe, 2003). An important psychological aspect in social interaction is the difference between 

how the VI person and the sighted person experience the same situation. The sighted person 

tends to see the impairment as constitutive of the person; as weak, helpless, awkward (Dunn, 

2014), less capable (Vash & Crewe, 2003), and of less value (Campbell, 2001). Fiona Kumari 

Campbell is an Australian disability studies scholar and professor whose work centres on ableism 

and critical disability theory. She is best known for developing the concept of ableism as a 

pervasive social system that privileges able-bodiedness and constructs disability as deficiency.  

Furthermore, the sighted person perceives the impairment as far more devastating and limiting 

than the VI person themselves (Shakespeare, 2013). This may lead to situations of paternalistic 

behaviour, overhelp that may be experienced as devaluating, overpraise that may be experienced 

as infantilisation, pity and degradation, leading to a feeling of inequality, shame and low self-

worth. VI is generally regarded negatively or as the least attractive impairment by sighted people 

(Demmin & Silverstein, 2020; Giridhar et al., 2002; Vash & Crewe, 2003), which may amplify risk of 

paternalistic demeanour towards people with VI. 

Internalised ableism explains how social devaluation may be turned inward as shame, self-blame 

or pressure to not appear different (Lourens & Swartz, 2016). Studies show how people with VI 

refrain from using assistive technologies or hide the impairment as a reaction to ableist norms and 

perceived risk of stigma (Dos Santos et al., 2022; Konrad, 2021), which may even depict VI people 

as more dependent, thus more disabled. Bruce (2016), a Canadian blind music therapist, similarly 

shows how internalised ableism may become embedded in valued competence and 
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independence, becoming visible only through later critical reflection on the drive to become so 

competent that impairment no longer appears visible to others, or to oneself. 

Fatigue is a crucial psycho-emotional effect of visual impairment. Drawing on interviews with blind 

and visually impaired participants as well as reflection on her own experience, disability studies 

scholar and teacher Annika M. Konrad (2021) develops the concept of access fatigue. This concept 

is useful because it underlines that fatigue is more than tiredness, namely also the cumulative 

exhaustion of seeking access in the form of explaining needs, negotiating assistance, managing 

disclosure, weighing whether access is worth the effort, and convincing sighted people of the 

legitimacy of one’s needs. When others forget, misunderstand, trivialise, or refuse these needs, 

people with visual impairment may become exhausted, withdraw, or even hide the impairment. 

Shakespeare (2013) notes that life may be transformed by enhancing the self-esteem and self-

confidence of the disabled person, and McLinden et al. (2016) distinguish access to learning from 

learning to access. In this pivotal distinction, the person with VI is seen as the active participant in 

managing their own life with whatever resources and vision they have.  

Children learn and develop from incidental learning, observing others, ranging from gaining 

knowledge about common artefacts, and modelling peers in social settings (Bøttcher & 

Dammeyer, 2010). Observing others may also stimulate curiosity and experiential learning through 

trial and error. Observing and mimicking are restricted for people with VI, which reduces 

experiences, learning and maturing (Bøttcher & Dammeyer, 2010). The Expanded Core Curriculum 

(ECC) was developed in order to provide children with VI compensatory skills for incidental 

learning (Lohmeier et al., 2009). The expanded refers to whatever compensatory skills people with 

VI need just to have the same opportunities as sighted people. The skills that people with VI lack 

originate from a variety of areas and may demonstrate the vast influence of VI on one’s life. Skills 

are connected to: 1) be able to access the educational environment, 2) knowledge about what job 

may be achievable, 3) everything about living independently in practice, 4) how to orient oneself, 

move around safely including how to access public transportation, 5) how to engage in leisure 

activities, 6) how to interact with other people and in groups when eye contact and body language 

is not accessible, 7) how to evaluate one’s own needs, be self-determined, and exert self-

advocacy, 8) how to experiment, learn about, and use assistive technology, and 9) how to 

effectively use remaining vision, and other sensory modalities. 

These life-sustaining skills illuminate the range of competencies that cannot be automatically 

assumed by sighted people in interactions with people with VI. Sighted people may therefore need 

to act differently than with sighted peers: to assume responsibility for the visual context, make 

relevant visual information explicit, stimulate and support social interaction, probe rather than 

presume, and adjust one’s own participation in ways that preserve dignity, equality, respect, and 

autonomy. From an ECC perspective, autonomy must be provided as structured opportunities for 

choice-making, self-advocacy and problem-solving. Participation depends on whether these 

structures support the person’s ability to make choices and influence what happens, rather than 

making the person more dependent on others (Agran et al., 2007; Lewis et al., 2014). 

2.3 The Therapeutic Setting with People with VI 
The therapeutic setting may be understood as a micro-context in which the broader disability 

dynamics described above may become intensified. Therapy does not take place outside ableist 

social life, but within. A client with VI may therefore enter the room already oriented toward social 

risk: whether needs can be disclosed without shame, whether nonvisual strategies will be 
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accepted, whether help can be refused without seeming ungrateful, and whether uncertainty or 

dependence will be interpreted as incompetence and met by paternalism (Reich, 2006). These 

concerns may remain implicit, but they can shape the client’s openness, initiative, fatigue, 

compliance, and possible withdrawal (Wieland et al., 2026). The client may also take responsibility 

for the therapist’s comfort by accepting unwanted help, avoiding correction, hiding irritation or 

hurt, reassuring the therapist, or expressing gratitude to protect the relationship (Konrad, 2021). 

This also means that the therapist cannot treat accessibility as a purely practical matter. The 

therapist’s own perception is part of the access conditions. Following Dunn’s (2014) notion of 

outgroup homogeneity bias, a central risk is that the therapist perceives the impairment before 

the person, so that VI becomes the organising category through which the client’s behaviour, 

needs, competence, vulnerability, and participation are interpreted (Lourens & Swartz, 2016). 

When therapists unconsciously treat able-bodied adults as the default, clients with disabilities may 

be understood through general assumptions about their disability instead of through their unique 

experiences and personhood. Conner et al. (2023) note how therapists’ good intentions may take 

the form of microaggressions, for instance when the therapist anticipates needs too quickly, 

overhelps, protects, overpraises ordinary competence, pities, fixes, or becomes preoccupied with 

imagined practical problems. Originally developed in minority studies, the concept of 

microaggressions has been applied within disability studies and refers to the everyday language 

and interactions through which able-bodied people may express prejudice, stereotype, patronise, 

invalidate, or otherwise marginalise disabled people (Deroche et al., 2024). To reduce the risk of 

disability-related microaggressions, Olkin and Carlos (2026) argue that therapists should attend 

reflexively to their own assumptions, implicit biases, countertransference, and emotional 

reactions, including pity, admiration, awkwardness, or discomfort, rather than allowing these 

responses to shape their understanding of or response to the client. Rhoda Olkin is an American 

clinical psychologist and Distinguished Professor Emerita at the California School of Professional 

Psychology, Alliant International University. Her work has been central to the development of 

disability-affirmative psychotherapy and to understanding disability as a dimension of diversity 

within clinical psychology. Conner and colleagues’ study is based on Olkin’s work. 

A central therapeutic challenge is to practise equality within dependence. The client may depend 

on the therapist for visual information, orientation, environmental predictability, access to the 

method, and relational repair. There is a risk that dependence may define the client as inferior 

(Rolvsjord, 2014). Autonomy in this context does not mean independence from support; it means 

being able to direct, accept, refuse, correct, and shape support (Kittay, 2011). The client is 

regarded as the primary authority on their own experience, needs, strategies, and meanings, while 

the therapist remains responsible for the therapeutic frame. This also requires awareness that 

many ordinary forms of therapeutic communication rely on sighted norms such as eye contact, 

facial expression, gaze direction, gesture, body language, and visually mediated turn-taking. These 

therefore may require adaptation through explicit, natural, and adult forms of addressability, 

confirmation, timing, and repair (Wieland et al., 2026). 

Conner et al. (2023) argue that VI-sensitive therapy requires a negotiated asymmetry, thus the 

therapist must be sufficiently responsive to reduce the social cost of being VI in the therapeutic 

encounter, but not so passive that the client is left to carry the process alone. Similarly, they argue 

that therapists should be present, affectively available, able to name uncertainty, receive 

correction, repair rupture, and hold the process without becoming merely accommodating. Help 

should be available without becoming control; containment should be present without becoming 
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infantilisation; and professional authority should be exercised without overriding the client’s 

experiential authority (Conner et al., 2023). In this sense, the therapeutic relationship becomes a 

place where dependence can be present without becoming inequality, and where the client can 

participate as an adult subject within an asymmetrical but mutually responsive frame (Rolvsjord, 

2014). 

2.4 Institutionalisation 
Canadian sociologist Erving Goffman coined the term total institution from his year-long fieldwork 

which sought to understand the social world of the patients from their perspective (Goffman, 

1961). This work is based on experiences from an American psychiatric hospital with 7,000 

patients in the 1950s, thus it may differ from a Danish contemporary institution. 

Goffman (1961) describes types of institutions that are typically physically closed communities to 

the outside world. His general characteristics cover five different types of institutions, amongst 

others “institutions established to care for persons felt to be both incapable and harmless, these 

are among others, the homes for the blind” (Goffman, 1961, p. 4). Goffman uses “inmate” to refer 

to the people who live in the institution. I will carry that term. 

Normally, people share their lives in different arenas: job, leisure, home; they do it with different 

people in the different arenas under separate authorities. The overall feature of the total 

institution is the breakdown of this social arrangement. In the total institution, people work, sleep, 

and play in the same physical place under the same authority. All the activities are carried out 

together with other inmates who are treated alike and required to attend to the same activities 

together. All the daily activities are scheduled shoulder to shoulder in a rigid sequence imposed 

from above by formal rules and a body of staff. The various enforced activities are part of a 

rational plan designed to fulfil the obligations of the institution. Goffman identifies three relevant 

characteristics: namely the split between staff and inmates; the logic of work, and how it differs 

from the outside world; and mortification of self. 

The institution operates with two groups: staff and inmates. During the application of different 

functions, surveillance of the inmates is expected to ensure that everyone does what has been 

told and is required of them. Inmates typically live inside the walls, whereas staff only spend part 

of their lives at the institution. Each group sees the other in terms of narrow, hostile stereotypes: 

staff regards inmates as bitter, secretive, and untrustworthy, while inmates see staff as 

condescending, highhanded, and mean; staff tends to feel superior and righteous, inmates tend to 

feel inferior, weak, blameworthy, and guilty. There is limited social interaction between staff and 

inmates. Staff may maintain control over information as a means of maintaining authority and 

reducing opportunities for resistance, for example providing information about activities as late as 

possible so that inmates don’t have time to prepare a way to disturb the activities. Inmates may 

generally be excluded from information about their daily lives, which positions staff as having 

control over inmates. 

Work (or education) has a different function than on the outside, where a person can exert 

autonomy regarding types, levels, and fields of work. On the outside, choice of work may be 

driven by intrinsic/extrinsic motivation such as pay, skills achievement, social life. In the 

institution, work has no strong reward, hence motivation may be low, and it may even be 

demoralising; there may not be production goals, hence it may be carried out at a slow pace and 

elicit boredom. The inmate cannot be fired, and they cannot quit, and a transfer to another 
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activity is controlled by staff. Further, work may not carry any identity. Work therefore becomes 

detached from ordinary social and economic purposes. 

Everyone must be treated the same way; there is no room for individual needs since you do 

everything together, at the same time. The residential unit may not be equipped with sufficient 

facilities, or space, which make you need to use the common facilities for meals, leisure, or visits. 

On the outside, people may live with their family, or in solitude, depending on personal 

preferences. In the institution, you eat, sleep, and work with people that you have not chosen, and 

may not match your preferences of age, gender, culture, religion etc. The common factor is the 

impairment, or your pathological condition. Due to physical structure, lack of private space, and 

the institution’s regulation of activities in a tight schedule, social interaction with people from the 

outside can be challenging which can lead to social isolation and a feeling of separation from 

society. Goffman argues that since every aspect of the inmate’s life is controlled by the institution, 

individuals gradually adapt to the institution’s expectations rather than preserve their own agency. 

The mortification of self captures that the individual’s identity is changed due to conformity: 

eating, living, schedules, activities etc. and the weakening of the personal role as worker, parent, 

lover etc. This may weaken self-esteem, and the sense of self-dignity. Another effect is loss of 

autonomy. Daily decisions about waking, eating, working, taking a break, having a haircut, going 

shopping are made by the institution. Gradually, inmates may become less confident in making 

choices, solving problems, or taking initiative, affecting self-determination. This may turn into 

institutional dependence that makes it difficult to act outside the institution even when 

opportunities arise. Obedience is yet another effect since resistance to rules and order is 

punished; inmates learn to suppress disagreement or their own preferences, which weakens self-

advocacy. Since institutional practices challenge the inmate’s previous understanding of 

themselves, the inmate may internalise the institutional perception of self. In a total institution 

every member of staff is perceived to be entitled to information about every inmate, thus inmates 

may develop an anxiety for the “echelon” of the institution.  

Traits may be relevant for therapists. According to Goffman, expression of especially perceived 

negative emotions is suppressed by the inmates due to risk of punishment. Furthermore, inmates 

may exert coping behaviour such as performing compliance without revealing their own 

preference; managing information according to what staff expect from the “good” inmate; 

cultivating specific staff-members to obtain advantages; and playing staff members against one 

another to exploit differences in rules commitment. These dynamics may contribute to 

experiences of not being heard as an autonomous person, but primarily as an institutional inmate. 

Even though Goffman’s description of a certain type of institution has been criticised as being 

grounded in the historic context, total institution still serves as a sociological concept. For 

instance, a contemporary Australian ethnographic study of a residential care facility for people 

with psychosocial disability, applied Goffman’s total institutions, and found that “These settings 

are found to meet many of the criteria for total institution” (Dearn et al., 2022). Even when 

institutional care facilities are formally transformed into private homes or residential units as 

required through the disability right to independent living (Hendriks, 2007), institutionalisation 

may persist through architecture, staffing structures, rules, dependency, and collective 

management. A person may therefore live in a formal private “home” and pay rent, while still 

experiencing restricted autonomy, limited privacy, and externally governed access to everyday 

possibilities (Engwall et al., 2026).  
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3 Theoretical Framework 
In this chapter, I present the theoretical frameworks that informed the analysis, namely Guided 

Imagery and Music (GIM/MI) and Resource-Oriented Music Therapy (ROMT). 

3.1 GIM/MI 
Helen Bonny was an American music therapist, PhD, who worked at a psychiatric hospital in the 

treatment of patients with mental diseases and addiction. Bonny developed, partly as a part of her 

PhD, what became The Bonny Method of Guided Imagery and Music (BMGIM), a form of 

psychotherapy where participants entered an altered state of consciousness, while listening to 

music, and doing imagery work, guided by a therapist. The music therapy method applied in this 

study belongs to the field of Guided Imagery and Music. This section describes the theoretical and 

practical foundations of the original Bonny Method of Guided Imagery and Music (BMGIM), and 

later adaptations, such as Music and Imagery (MI) as a shorter and less intense version of BMGIM. 

I use GIM/MI to designate the entirety of the field of therapy that originates from BMGIM. 

Adaptations are understood as changes applied in relation to the original method to 

accommodate the needs of the particular participant in the particular setting. I draw on the 

literature of music therapy with people with VI to present recommended adaptations for music 

therapy with this group of participants. I am aware of the current ontological disputes in the field 

(Lawes, 2022). GIM/MI functions both as a theoretical background on which the specific 

configuration of BMGIM, applied in the therapy sessions in this inquiry, must be understood, and 

as a theoretical framework that informed the interpretation of the study’s empirical data.  

In the book Music & Your Mind, Bonny and Savary describe the human mind as a many-storied 

skyscraper where the ground floor represents normal consciousness as the state of mind we 

ordinarily use in “thinking, problem solving, feeling, sensing, remembering, communicating, and so 

on”; and continue “In this skyscraper of the mind there are many higher and deeper levels of 

consciousness – realms of creativity, insight, self-realisation, deep memory, the unconscious, 

dreams, transpersonal, and religious experience” (Bonny & Savary, 1973, p. 13). The Bonny 

Method of Guided Imagery and Music (BMGIM) offers possibilities to make other levels than those 

on the ground floor even perceivable. It constitutes an elevator to move to other stories, and once 

there, a way to explore the new level. 

In this section, I present the background for the method that was applied in this study. This entails 

the description of the fundamentals of GIM, though without presenting a complete review of 

various aspects or history of GIM/MI. Apart from explicating the fundamentals, the purpose is to 

present how different adaptations of BMGIM work to better understand the specific configuration 

that was applied in this study. For this purpose I will primarily draw on the canonical handbook 

“Guided imagery and music: The Bonny method and beyond” (Bruscia & Grocke, 2002), including 

the updated edition (Grocke, 2019a). I include Bruscia’s “Notes on the Practice of Guided Imagery 

and Music” (2015) for detailed practical and conceptual distinctions. I recognise the limitation of 

primarily representing viewpoints from Bruscia and Grocke. 

To understand the various adaptations and how to distinguish MI from GIM, I draw on Summer’s 

(2015) Continuum Model of clinical practices, and the compilations of various adaptations in 

Grocke and Moe’s book “Guided Imagery & Music (GIM) and Music Imagery Methods for 

Individual and Group Therapy” (Grocke & Moe, 2015). 
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I draw on Grocke and Moe (2015) as a source for making different adaptations of BMGIM visible as 

one field of practice, and systematically placing different adaptations within a continuum of 

approaches; from the original BMGIM to the shorter Music and Imagery (MI) method. 

In the text, I use BMGIM as the method originally developed by Helen Bonny, GIM/MI as the 

overarching notation covering all approaches, including BMGIM; and GIM as a specific 

configuration of BMGIM. I limit the presentation to individual GIM/MI. 

Kenneth E. Bruscia is an American music therapist; Professor Emeritus of Music Therapy at Temple 

University (USA). He worked closely with Helen Bonny and has been one of the major developers 

of BMGIM theory.  

Denise E. Grocke is an Australian music therapist; formerly Associate Professor at the University of 

Melbourne and a Bonny Method Fellow. She has been active in GIM education, training, and 

research internationally. 

There seems to be no agreed upon definition of GIM/MI. Lawes concludes in 2022 that 

terminology and scope of practice are used inconsistently across regions, and recommends 

discussion to establish an agreed position (Lawes, 2022). Abbott (2019) states that even if no 

agreed upon definition exists, the three formal associations of Music and Imagery centre on 

common elements: music as a central part of the therapeutic process; exploration of 

consciousness and inner experiences; the possibility of physical and/or psychological 

transformation; and the promotion of different qualities of well-being. 

Since research on GIM/MI with people with VI is scarce, I present recommendations and 

experiences from studies on music therapy in general with people with VI. Studies of music 

therapy with people with VI describe contextual conditions regarding the physical and 

psychological environment. I present in detail the one study I found on GIM with people with VI 

(Samara, 2016). 

3.1.1 The Bonny Method of Guided Imagery and Music 

The Bonny Method of Guided Imagery and Music can be defined as: 

1) an individual form 2) of exploring consciousness (e.g., in healing, psychotherapy, self-

development, spiritual work), 3) which involves spontaneous imaging 4) in an expanded 

state of consciousness 5) to pre-designed (taped) programs of classical music, 6) while 

interacting with a guide, 7) who uses nondirective, non-analytical, music-based 

interventions, 8) within a client-centered orientation, 9) all within a session that has the 

following components: preliminary conversation relaxation/induction, guided music-imaging 

experience, return, and postlude discussion. (Bruscia, 2002, p. 46). 

And as:   

…a process that involves: a client that is willing to and able to explore his/her inner process, 

through carefully selected music, in an altered state of consciousness, with a trained BMGIM 

therapist […] in the exploration of problems, issues, strengths as well as hopes, fantasies and 

desires for the future. (Ventre, 2002, p. 29). 

This is mirrored by the aforementioned central tenets of Abbott (2019). Bonny understood 

BMGIM as a process of healing, self-actualisation, and growth through release of emotions that 

have been suppressed, insight, and action (Bruscia, 2019b). 
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In the 1960s, treatment of patients in medical settings was inspired by personal insight from an 

altered state of consciousness. Helen Bonny was engaged as a music therapist at a mental hospital 

in treatment of patients with mental diseases with LSD while listening to music through imagery 

work in an altered state of consciousness. Bonny found that music in itself could facilitate patients 

entering an altered state of consciousness, and that patients could remember the experiences 

even better when brought back compared with LSD treatment (Bruscia & Grocke, 2002). Bonny 

and Savary (1973) suggest that music can facilitate an expanded consciousness in which the 

patient may connect to both the lower unconscious that contains hard-to-reach states such as 

phobias, obsessions, compulsions, and delusions; and to the supra conscious that connects to 

creative insight. Supported by the therapist’s questioning while listening to music, the participant 

describes the experienced imagery to achieve an understanding of the inner self and being in the 

world with others from their own perspective.  

The Process 

At its core lies music and imagery within a structured process of pre-talk, induction, music journey, 

return including representation, and post-talk. BMGIM is performed in a clinical setting involving 

therapist, client and music, with access to tools for representation. The client is lying on a couch 

with closed eyes. 

In pre-talk, therapist and client have a conversation based on the client's present state and the 

focus of the session. The purpose of the pre-talk is to establish safety, trust and attunement; and 

to have the client find a focus for the session. During pre-talk, the therapist decides on appropriate 

music selection based on the client’s state, and the chosen focus. Abbott (2019) states the 

importance of establishing the relationship in pre-talk. Induction is a therapist-guided physical 

relaxation where the therapist may choose different relaxation techniques, such as breathing, 

tension/release, or body-scan. The purpose of the induction is physical and mental regulation, 

relaxation to prepare an experience of altered state, and to prepare the client for the music 

experience. In the music journey, the therapist will play the music pieces from the selected music 

program while guiding the consciousness shift and stimulating the inner image discovery by 

prompting the client for the experienced sensations. The therapist ensures that the client returns 

safely from the altered state into an alert state. In post-talk, therapist and client engage in a 

dialogue about the experienced sensations in the journey, maybe based on a client’s Mandala 

drawing. The purpose of the post-talk is to ground the client, and to assist the client in exploring 

and making meaning of the experience and imagery. The Mandala drawing is part of the grounding 

coming-back process and further serves to maintain the essence of experiences from the music 

journey, for instance inviting the client to provide a title, a theme or keywords to the mandala. In 

post-talk the client may be invited to connect the experiences to other sessions, to everyday life, 

and the therapeutic goals. A BMGIM session lasts for 1.5 to two hours. 

Bruscia states that GIM is contraindicated when the client lacks sufficient emotional stability, ego 

strength, ego boundaries, intellectual and verbal abilities or reality orientation to partake in the 

BMGIM experience. Importantly, the client should also be able to appreciate and use Western 

classical music for the self-exploration (Bruscia, 2015, Note 14). 

The Music 

From the experiences of usage of particular music pieces in treatment with LSD, Bonny developed 

a number of music-programs to be used in a BMGIM session. The programs consist of 3-8 pieces of 

Western classical music, 30-45 minutes in duration. Programs vary in characteristics from beginner 
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to advanced and in purpose of treatment, for instance anger, relationships, grieving, spiritual 

orientation and resistance (Grocke, 2019b). According to Grocke (2002), Bonny describes six 

factors as attributing to the function of music; the music must: have elements of expectation and 

suspense to evoke change in imagery and experienced emotions; should function as a container 

according to the client’s needs; stimulate movement in the imagery by tempo and bass lines; 

ensure imagery by appropriate redundancy and variability through change in timbre, melody, 

harmonics and dynamics; and an appropriate mood according to its sequential place in the 

program must be evoked. Bruscia further notes that music may influence the body directly by 

entrainment, resonance and vibration of the energy field; stimulate various sensory modalities; 

arouse emotional states; invite identification and transference; evoke reflection and insight; 

facilitate creativity; alter the experience of time; facilitate healing; and bring an experience of 

wholeness (Bruscia, 2015, Note 18).  

Bonny assigned pieces of Western classical music to specific moods based on her own intuition 

and empirical studies of how high-school students perceived particular musical works using 

Hevner’s Mood Wheel (as cited in Bonny & Savary, 1973). This recognition of the inherent 

objective characteristics of music is represented in research where a music program is depicted as 

a graph of an intensity curve (Leslie, 2015; Wärja & Bonde, 2014). Bonny found that only Western 

classical music was appropriate due to the music being multilayered, offering variability within a 

predictable structure, a dynamic change, and possible ambiguity. For selecting music, the therapist 

relies on observations of the client’s appearance, posture, facial expressions, eye contact, energy, 

quality of speech, and verbal congruency, together with the therapist’s musical intuition (Bruscia, 

2015, Note 7). Music is understood in BMGIM to function as the co-therapist, as an intermediary in 

the relationship and sometimes even “music is the therapist, and the guide is the co-therapist” 

(Bruscia, 2015, p. 2, Note 18). Since music provides the emotional background for the imagery, 

listening to the music together “helps the therapist enormously to feel what the client is feeling” 

(Bruscia, 2015, p. 5, Note 7). 

In Note 18, Bruscia states that since the earliest days of GIM, the assumption was that music could 

be described objectively, that there was a causal relationship between music and imagery, thus 

predictions could be made from the objective properties of the music to the evoked imagery and 

the effect on the client (Bruscia, 2015, Note 18). Bruscia recognises that the inner experiences of 

the client may be affected by the music, the imagery experience, the client, and the therapist in 

constant interaction. Moreover, the function of music may be understood on a continuum from 

transformation as music, where music functions as the transformative agent thus the primary 

“therapist,” and transformation in music, where music functions as background stimulus thus as 

the “co-therapist” (Bruscia, 2002). 

When clients have a different cultural background than the therapist, culturally sensitive 

adaptation has been argued as necessary (Short, 2006, 2019). 

Imagery 

Imagery should not be understood literally and restricted to being visual, but can be: “visual 

sensations and images, body sensations and images, smells, tastes, feelings and emotions, 

thoughts, self-reflections, self-dialogues, fantasies, archetypal myths, dream fragments, memories, 

past life experiences, dialogues with deceased loved ones, spiritual enlightenment, and 

transpersonal experiences” (Bruscia, 2015, Note 9). According to Bruscia, significant images are 

those that reveal the most valuable information about the client’s world. Bruscia (2015, Note 17) 
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claims that the therapist may identify significant images that the client does not recognise. A 

primary consideration is to help the client understand how the experienced imagery is connected 

to real life. Certain imagery behaviour can indicate that clients resist or avoid material that 

emerges in the imagery. When clients perceive themselves as observers rather than participants in 

the imagery, Bruscia suggests that this may reveal avoidance of a conflict; similarly, when clients 

experience a relationship in the imagery as different from the real world, this may reflect a wish to 

relate differently in real life. Moreover, the therapist has a special role in helping clients notice and 

interpret myths, archetypes, metaphors, symbols, and analogies in order to expand awareness and 

understanding of their real-life experiences. 

3.1.2 The Continuum Model of Clinical Practices 

The BMGIM method has been conducted with adaptations in order to better fit clients’ needs or 

setting requirements (Grocke & Moe, 2015). Adaptations may cover: sitting instead of reclining, 

shortening the induction to prevent too deep an altered state, lengthening the induction to ensure 

relaxation, setting a starting image to limit the range of imagery, letting the client have open eyes, 

using less challenging music, using the same music repeatedly, selecting the music spontaneously, 

prioritising positive imagery (Bruscia, 2015, Note 14), and including homework for the client 

(Perilli, 2017). The BMGIM session may typically be shortened to fit institutional time constraints, 

and formally be designated “GIM” to distinguish from the original Bonny version (Grocke & Moe, 

2015). In practice, the adapted versions of BMGIM may be used more frequently (Bonde, 2017; 

Grocke, 2010). 

With clients for whom BMGIM was not appropriate, Summer and Goldberg formulated a shorter 

version of BMGIM, namely Music and Imagery (MI) (Summer, 2015). Working with clients with 

mood and anxiety disorders and substance dependence, Summer had the intention to shorten the 

BMGIM process and limit the imagery to a single image “that was easily verbalised and readily 

understood” in order to assist the patient “confront his issues,” whereas Goldberg’s goal was to 

“help clients to get access to inner strength,” also from a simplified adaptation (Summer, 2015, p. 

341). They formulated Music and Imagery as a “directed method that utilises brief relaxation and 

simple, repeated music to stimulate a single image” (Summer, 2015, p. 341). MI deviates from 

BMGIM in two major aspects: MI uses a brief relaxation as a centring process; and the client draws 

a mandala from one image while listening with no guidance to only one piece of music that could 

be selected by the client. MI is simple and focused and “serves to contain, simplify, and deepen 

the experience of a single image” (Summer, 2015, p. 343). BMGIM, GIM and MI share the same 

structure, components, and setting but differ in application. GIM entails a process of deeper 

relaxation, interactional guidance and transformation-oriented imagery while MI is more 

supportive, focused and contained (Summer, 2015) and is intended for more vulnerable people.  

Drawing on Wohlberg’s categories of supportive, re-educative, and reconstructive psychotherapy 

(as cited in Summer, 2015), Summer formulated GIM/MI as three levels of practice inspired by the 

field of psychotherapy: supportive, re-educative and reconstructive as the Continuum Model of 

Clinical Music Therapy Practice (Summer, 2015). According to the Continuum Model, GIM/MI has 

six versions: supportive, re-educative, and reconstructive MI; and supportive, re-educative, and 

reconstructive GIM, where BMGIM is understood as reconstructive GIM (Table 1). At the 

supportive level, focus is on finding the inner resources of the client. At the re-educative level, 

focus is on acceptance, understanding, and insight; and on the reconstructive level, the focus is on 

finding new ways. 
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Music in the GIM levels is selected from Bonny’s programs or later adaptations. Summer is only 

specific in music description for the supportive level as simple, repetitive, with little tension. 

Studies have drawn on the taxonomy from Wärja and Bonde (2014) in selecting music for the 

different levels of GIM, and found moderate agreement among 63 music therapists on the high-

level categories: supportive, mixed supportive/challenging, and challenging (Bemman et al., 2023). 

Summer emphasises that the model should not be understood rigidly, but as a flexible framework 

in order to meet the needs of the client, hence levels can be mixed in one session; or supportive 

GIM can follow a session of supportive MI. Furthermore, even definitions of MI and GIM are not 

normative.  

Levels of practice in Music 
and Imagery and GIM 

Supportive 
 

Re-educative Reconstructive 

Music and Imagery (MI): 
Brief relaxation 
1 piece of music, can be 
chosen by client, can be 
repeated 
15-20 minutes 

Transcend limits of 
external reality by shifting 
attention to internal, 
unlimited resources. 
 
Brief relaxation 
Resource-oriented 
imagery 
Supportive music and 
drawing 

Gain acceptance, 
understanding, new 
insights in regard to 
emotional limitations. 
 
Brief relaxation 
Inner-oriented imagery 
Re-educative music and 
drawing 

Uncover solutions that 
free emotional limitations. 
 
Brief relaxation 
Transformation-oriented 
imagery 
Reconstructive music and 
drawing 

Guided Imagery and 
Music, GIM: 
Western classical music 
with interactive guiding 
Up to two hours. 

Accessing the client’s 
positive internal 
resources. 
 
Extended relaxation with 
resource-oriented 
induction 
Supportive music and 
guiding 
Post-talk with drawing 

Getting new perspectives 
in regard to client’s 
emotional issues. 
 
Extended relaxation with 
inner-oriented induction 
Supportive and re-
educative music and 
guiding 
Post-talk with drawing 

Transformation of client’s 
emotional struggles. 
 
Extended relaxation with 
exploratory induction 
Supportive, re-educative, 
and reconstructive music 
and guiding 
Post-talk with drawing 
 
(Compares to BMGIM) 

Table 1 Levels of practice in Music and Imagery and GIM. 
Note. Inspired by Summer (2015, p. 347). 

3.1.3 GIM and People with VI 

General recommendations on music therapy with people with VI  

The literature suggests that music therapy with participants with VI places specific demands on the 

therapist’s communicative, relational, and practical conduct. The therapist must know and adapt 

to the participant’s visual conditions (Elwafi, 2013; Nightingale, 2015), be open to perceiving in 

new ways (Elwafi, 2013) and treat the client as the expert on their own access needs (Metell & 

Stige, 2016). This requires a descriptive and instructive style, careful use of voice and intonation, 

verbalisation of events in the room, guidance in and around the space, and support for tactile 

exploration of instruments and surroundings (Elwafi, 2013; Nightingale, 2015). Touch may function 

both practically and relationally, for orientation, contact, recognition, and independence, but it 

requires ethical sensitivity and therapist comfort (Nightingale, 2015). Trust may take longer to 

establish and depends on predictability, detailed framing, stepwise introduction of the session, 

empathy, and time (Samara, 2016).  

Music therapy with adults with VI requires careful organisation of the therapeutic environment, 

especially the auditory space. The auditory field must provide emotional, cognitive, orientational, 

practical, communicative, and relational information in a balanced way; otherwise, sound can 
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become confusing or overstimulating (Cylulko & Gladyszewska-Cylulko, 2021). Music should 

therefore be used cautiously as background sound during verbal instruction, and sound pauses are 

important because people with VI continuously scan the environment for auditory information 

(Elwafi, 2013). The room itself must be predictable, navigable, sensorially comfortable, and visually 

adapted, with stable organisation, appropriate lighting, limited visual overstimulation, and 

attention to temperature and smell (Elwafi, 2013; Nightingale, 2015).  

Experiences from a GIM Study with People with VI 

Samara (2016) reports on a qualitative study of six GIM sessions with five visually impaired clients, 

three of whom were congenitally blind, following the standard GIM process of pre-talk, induction, 

music journey, post-talk and representation as tactile mandalas of clay. Samara notes that all 

clients were able to experience imagery in the music journey, carried through visual, auditory, 

tactile, kinaesthetic, olfactory, affective, and embodied forms of experience (Samara, 2016). 

Samara describes how the participants surprised themselves through their access to visual 

sensations. Research suggests that other senses may be strengthened and that cross-modal brain 

plasticity may offer some ability for people with VI to perceive visual images, light and spatiality 

(Fielder & Proulx, 2019). Participants who had never seen colours did not use colour-related 

language in their descriptions, and participants who were born visually impaired generally did not 

provide highly detailed visual descriptions. Instead, they tended to describe their experiences 

through other sensory modalities. The presence of light held particular significance for all 

participants during their journeys, being described as “life giving,” “energizing,” “healing,” 

“warming,” and “giving freedom” (Samara, 2016, p. 51).  

In addition to bringing general therapeutic themes into the therapy, participants encountered 

aspects specifically related to life with visual impairment, such as repression, anger, envy, 

loneliness, social isolation, lack of trust in others, a sense of being limited in life, anxiety, fear of 

the future, and experiences of bullying. At the same time, participants sought acceptance, 

stability, and safety. They struggled to abandon defence mechanisms that had been developed 

over a lifetime of experienced dependency, in order to embrace the ability to change. Samara 

observed that, during the music journey, participants displayed an irresistible urge to move, act, 

and explore with curiosity. 

Participants experienced a sense of being normal, of not needing recognition, and of simply being 

able to exist in the present moment without depending on seeing with their hands or holding 

themselves back. They were able to exist without fear of bumping into something, being hit by 

something, being physically obstructed, and without being affected by the attention of others. The 

participants met new experiences, new ways of being in the world, and a new way of being part of 

the world. Samara concluded that “GIM appeared to be a striking and powerful experience for all 

the clients participating” (2016, p. 52).  

3.1.4 Inherited Values and Therapeutic Orientation in GIM/MI 

While the procedural steps of BMGIM together with the elements of music and imagery in a 

setting where the therapist is guiding the participant, i.e. the what is being done, may constitute a 

relatively stable therapeutic frame; how the therapy is conducted may vary with the therapeutic 

orientation that the therapist uses (Grocke & Moe, 2015). Bruscia (2002) and Grocke (2019a) 

suggest different therapeutic orientations within GIM/MI, e.g. Jungian, psychodynamic, Gestalt, 

mentalisation-based, and transpersonal. In their seminal book on GIM/MI (Grocke & Moe, 2015), 

the editors have case-study chapter authors describe their therapeutic orientation; applied 
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orientations include salutogenic (Meadows, 2015), Existential (Wärja, 2015), resource-oriented 

(Trondalen, 2016b), and humanistic (Reber, 2015). The applied orientation may be decisive for 

what the therapist listens for, how an image is understood, how and when the therapist guides, 

and what accounts for transformation and change. Bruscia (2019b) recommends that the therapist 

concurrently, and within sessions, aligns the choice of therapeutic orientation to the need of the 

client and situation. 

The availability of different orientations does not mean that GIM provides a neutral procedure 

onto which any orientation can simply be added. Bruscia states that “by its very nature, GIM is 

deeply rooted in psychodynamic thinking. In fact, even when working within another orientation, 

the basic concepts and procedures of psychodynamic thinking are at work” (Bruscia, 2019a, p. 

309). Grocke and Moe (2015) also understand GIM/MI as being a psychodynamic form of therapy. 

Psychodynamically ingrained values thus may emphasise the therapist as the authoritative 

interpreter expert carrying assumptions of unconscious patterns, defence, resistance, and 

transference in the pursuit of bringing understanding of hidden conflict from the past and affect-

release to the participant. Participant disagreement or initiative may be framed as resistance or 

noncompliance, while therapeutic progress is attributed to the therapist's actions and insight, 

thereby privileging the therapist's interpretation (Rolvsjord, 2010). 

3.2 Resource-Oriented Music Therapy 
Randi Rolvsjord, music therapist, PhD, is currently professor of music therapy at the Grieg 

Academy, University of Bergen, Norway, while still practising within psychiatry. She developed her 

Resource-Oriented Music Therapy approach (ROMT) as part of her PhD, rooted in a critical 

opposition to the medical model’s deficit orientation and building on the participant's resources.  

Rolvsjord herself describes ROMT as a sensitising framework, rather than a music therapeutic 

method, and states that it can meaningfully be applied to various methods of music therapy 

(Rolvsjord, 2010). I describe the basic tenets of ROMT as the epistemological sensitising lens from 

which I recognise, understand, and interpret my empirical data. Rolvsjord states that ROMT does 

recognise the participant’s problems and negative emotions; however, she appears vague in how 

to deal with these within the framework. 

A review of music therapy and ROMT reveals a number of studies from which I draw authors’ 

application and understanding of pertinent ROMT constructs to inform this study. 

3.2.1 Basic Tenets of Resource-Oriented Music Therapy 

The meaning of "resource-oriented" in Resource-Oriented Music Therapy must be understood as 

opposed to deficit-oriented, and not so much to highlight the qualities, applications, and measures 

of resource. Rolvsjord’s approach opposes the medical model view of therapy as treatment of the 

client’s problems and symptoms; and the therapist as the active, expert therapist doing clinical 

interventions with a passive, weak client. Furthermore, Rolvsjord notes that resources in the music 

therapy literature are often related to entertainment and joy of musicking; Rolvsjord understands 

therapy as much “about nurturing resources, and strengths as it is about fixing pathology, and 

solving problems” (2010, p. 5). ROMT is deeply rooted in Empowerment philosophy and feminist 

critical thinking. 

Resource-Oriented Music Therapy (ROMT) may be understood not as a formal therapeutic 

method, but as an epistemological and practical approach “(1) involving the nurturing of strengths, 

resources, and potentials; (2) involving equal collaboration rather than interventions; (3) viewing 
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the individual within their context; and (4) seeing music as a health resource” (Rolvsjord, 2017, p. 

712). This sensitises the therapist to clients’ existing and potential strengths, agency, preferences, 

and possibilities for participation. ROMT makes it more pertinent for therapists to be aware of the 

participant’s contribution; thus, as something that is offered by the therapist in mutual 

collaboration. At the same time, equality and mutuality within ROMT do not erase the 

professional asymmetry of therapy; instead, equality and mutuality call for a non-oppressive and 

collaborative negotiation of that asymmetry.  

Aligned with the common factor approach (Wampold, 2015), Rolvsjord highlights that “how the 

therapist is doing what she does is considered as important as what she is doing” (Rolvsjord, 2017, 

p. 713). By not giving guidelines to types of musical interactions or types of music therapy, ROMT 

aims to “challenge the therapist to be flexible and to make considerations of how to work and 

what to do together with the client” (Rolvsjord, 2017, p. 711). 

Resources 

Rolvsjord has a broad understanding of resources: both as strength, capability, capacity, skill, 

potential, and effort; both used in everyday life, and during sessions in the therapeutic process. 

The pivotal aspect is for the therapist to recognise whatever resources the participant brings to 

the therapy. In the therapeutic process resources may be enhanced or developed to be used in 

and outside of therapy. ROMT recognises problems and suffering but insists that participants’ 

resources, preferences and capabilities matter in therapy. 

The participant’s Craft and Contribution 

Drawing on Hubble and Miller (2004) from the positive psychology field, Rolvsjord (2010, p. 186) 

underlines that “therapy does not make clients work, but rather clients make therapy work.” The 

participant's active role is pivotal in ROMT. Thus, an important question for the therapist to ask is 

how the participant is able to actively use the therapy provided. ROMT is based on participation, 

equality, capability, and collaboration. Participation is understood not only as independent 

verbalising but is also recognised in other forms, e.g. that the participant simply attends therapy or 

contributes with positivity and engagement. 

From this perspective, the participant is understood as having competences, values, intentions 

and potentials that matter for the therapeutic process. Equality means that the participant is not 

seen as inferior and passive. Rolvsjord points to collaboration rather than interventions, meaning 

that therapy is not just delivered from the expert therapist to the passive client, but rather co-

authored in a process where participants’ preferences, initiatives and ways of participating matter. 

If music therapy does not pay attention to what participants do to make therapy work, therapists 

risk becoming “oppressive to the people whom we are intending to empower” (Rolvsjord, 2010, p. 

186). 

Participants may enter therapy already with knowledge about what would be best for them, the 

nature of their problems and how therapy may help them. Rolvsjord claims that changes in the 

participant’s life hinge on the participant’s active use of the therapeutic situation. Hence, the task 

of the therapist is to “provide a workspace for the client […], to provide some tools or methods of 

which the client can make use […] to engage in generative thinking, to have new experiences and 

to explore alternative pathways” (Rolvsjord, 2010, p. 188). This process of the participant’s 

reflection, namely exploring, developing, and enacting new perspectives and receiving feedback, 

Rolvsjord claims, is similar to change processes outside therapy. Rolvsjord links ROMT to well-
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being and quality of life, while noticing that “the transfer to everyday life is dependent on efforts 

from the clients” (Rolvsjord, 2010, p. 196). 

The Therapeutic Relationship 

Mutual collaboration according to Rolvsjord occurs through democratic negotiation and 

compromise within the therapeutic relationship. The therapist must help the client become 

involved and motivated to actively use the therapy within an empowering process with equal 

rights to influence decisions that shape the therapy.  

The relationship is seen not merely as a therapeutic means to achieve change in the client, but as a 

real relationship between two human beings where both client and therapist are genuine and 

authentic and have strengths and weaknesses, problems and resources. When the therapist 

contributes as a “real person” with cultural values, political opinions, and even with vulnerability 

in self-disclosure, this might advance the therapeutic process. Also displaying the therapist’s own 

strength and joy can function as role-model behaviour for the participant.  

Rolvsjord argues that mutuality and equality are crucial while maintaining the professional 

asymmetry of the therapeutic relationship. A factor determining the effect of therapy is the 

degree to which the therapist believes in what they are doing (Wampold, 2015). Within a ROMT 

framework the emphasis is on the collaboration and client’s competences, thus “the therapist 

needs to believe in the client even more than in her or his techniques” (Rolvsjord, 2010, p. 202). As 

an epistemological stance and sensitising lens, ROMT points the therapist to recognising what 

counts as meaningful therapeutic work, namely, to notice agency, competence, mutuality, 

initiative and participation. 

Access to Music as Politically Determined 

For Rolvsjord, the issue of music in ROMT is concerned with the participant’s rights to musicking, 

inside and outside of therapy, since access to music as playing, listening, attending to concerts, 

and engaging socially within music is perceived as activating resources and directly connected to 

the participant’s well-being. Social, economic, cultural, and personal constraints determine access 

to musicking, thus the rights to musicking. This unequal access is a concern for music therapy. 

3.2.2 Practical Application of ROMT 

While ROMT is not understood as a music therapy method, Rolvsjord recommends taking the 

resources of the participant seriously, “and do whatever we [therapists] can to nurture the use of 

those resources so as to foster empowerment” (2010, p. 181); she provides the following unique 

guidelines as a reflective tool for ROMT application regarding what is essential, and what is not 

acceptable (Table 2). 

Guideline Principles 

Unique and 
essential 

Focus on client’s strengths and potentials 
Recognise the client’s competence regarding the therapeutic process 
Collaboration with the client on therapeutic goals and methods 
Acknowledging client’s musical identity 
Being emotionally involved 
Fostering positive emotions 

Not acceptable Neglecting the client’s strengths and potentials 
Having a strong focus on pathology 
Avoiding emerging problems and negative emotions 
Directing in a noncollaborative style 

Table 2 Unique Principles of Resource-Oriented Music Therapy. 
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Note. Adapted from Rolvsjord (2010, pp. 204–205). 

Research reports from application of a resource-oriented approach in various music therapy 

settings, such as songwriting (Baker, 2015), recreative musicking (Potvin et al., 2018), music 

listening (Aitchison & McFerran, 2023), GIM (Trondalen, 2016b) and community music therapy 

(Aarø & Stige, 2011). I conducted an inquiry into how resource, empowerment and therapeutic 

relationship were reported in these studies. Resources were primarily expressed as strengths, 

competencies, and preferences within the musical engagement, and less as intrapersonal traits. 

Empowerment and agency were briefly touched upon, and generally only related to whatever 

therapeutic frame was provided by the therapist, not to the therapeutic process as such. The 

relationship was described not in terms of boundaries, asymmetry, negotiation, or rupture/repair, 

but rather in terms of qualities of musical interaction. The importance of the relationship, its 

relational mechanisms, development, and contribution to therapeutic change were seldom 

examined in depth. In this study, it is my intention to be transparent about and describe aspects of 

the ROMT constructs. 
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4 Method 
Knowledge is situated; qualitative inquiry is shaped by the researcher’s design of the knowledge 

production process, background, and perspectives. Objectivity in qualitative inquiry can therefore 

be achieved when the researcher accounts for every step of the knowledge production process, 

and the preunderstandings with which the researcher enters the inquiry; “bias, in the sense of 

undesirable or hidden skewness, is thus accounted for, though not eliminated” (Malterud, 2001). 

This chapter provides transparency regarding how the findings are produced through 

methodological design, data selection, data processing, and analysis together with my known 

preunderstandings from methodological, theoretical, conceptual, and personal positionalities. 

The chapter, moreover, answers how the validity of the study is assessed, drawing on different 

frameworks (Bruscia, 2005; Finlay, 2002; Malterud, 2001; Stige et al., 2009). 

4.1 Applied Philosophy of Science 
This study is situated within an interpretivist qualitative research paradigm. Interpretivist research 

seeks understanding of human experience through interpretation, thus knowledge is situated and 

shaped through the researcher's interpretation (Hiller, 2016). Interpretivism understands reality as 

contextual and meaning dependent. Consequently, knowledge is regarded as situated, and 

different understandings of the same phenomenon may be equally plausible depending on the 

perspective, context, and interpretive horizon from which they are approached. 

Phenomenology, founded by Edmund Husserl, is concerned with phenomena as they appear to 

consciousness and with the meaning of lived experience (Jackson, 2016). Phenomenology seeks 

openness towards the phenomenon by setting aside preunderstandings through bracketing, 

allowing the researcher to remain “open to as many different variations of the phenomenon as 

the data contain” (Jackson, 2016, p. 443). As preunderstandings cannot be removed from 

interpretation, bracketing is applied here as an intentional and temporary restraint of theoretical, 

conceptual, and personal preunderstandings. 

Hermeneutics concerns understanding and interpretation as part of how people experience and 

make sense of their world (Paulander & Loewy, 2016). Drawing on Heidegger, the researcher is 

historically and culturally situated, with previous experiences, knowledge, assumptions, values, 

and theoretical understandings influencing interpretation. Gadamer describes understanding as 

taking place within a horizon of meaning that both enables and may restrict access to another 

person's world. Through interpretation, the researcher's horizon may itself be revised and 

enriched (Paulander & Loewy, 2016). Hiller (2016) describes the interpretive process as a 

hermeneutic circle, in which understanding develops through the continual interaction between 

existing understanding and new experience. Preunderstanding is the necessary starting point for 

interpretation. At the same time, preunderstanding remains open to revision as renewed 

engagement with the phenomenon may reshape the researcher's horizon of understanding. 

Abductive reasoning cycles between theory and empirical observations, rather than moving from 

theory to observations as in deduction or from observations towards theory as in induction 

(Robson & McCartan, 2016). Abduction allows theoretical and conceptual perspectives to inform 

emerging empirical understandings without functioning as predetermined explanations. 

Interpretations may thereby be developed, qualified, or challenged through successive cycles 

between empirical material and existing knowledge. 
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These epistemological principles form the foundation for the analytical methodology described in 

Section 4.3. The initial inductive and phenomenologically oriented analysis sought data-nearness 

through bracketing, temporarily restraining my preunderstandings, while hermeneutic-abductive 

interpretation subsequently allowed those same preunderstandings to function as interpretive 

resources that remained open to revision through continued engagement with the empirical 

material. 

An exploratory case study was applied to gain deep insight into an underdeveloped field (Murphy, 

2016). 

4.2 Methodology and Positionality 
This study was designed as an interpretive qualitative music therapy single-case study, focusing on 

two Music and Imagery (MI) therapy sessions with a blind participant, and conducted from a 

reflexive practitioner-researcher, VI-insider position. The participant, the institutional setting, and 

the full 11-session therapy course provide the context in which these sessions are interpreted. 

4.2.1 Methodology 

The analysis proceeded through an initial inductively oriented, phenomenological, and data-driven 

exploration of the empirical material, followed by an abductive interpretive movement informed 

by theoretical, conceptual, and experience-based preunderstandings. Interpretation developed 

through iterative movement between parts and whole in a hermeneutic process. ROMT and 

GIM/MI theory functioned as the theoretical sensitising lens, while disability studies, VI literature, 

and total institutions provided conceptual sensitisation. The analysis is described retrospectively 

following thematic coding analysis (Robson & McCartan, 2016).  

Generative AI was used as supplementary research and writing tool during the thesis process, 

including literature orientation, clarification of theoretical concepts, academic wording, 

condensation, memo development, argument-structure testing, and reflexive dialogue during 

analysis. AI was not used to conduct independent coding, analysis, interpretation, or theme 

generation. 

4.2.2 Positionality and Preunderstanding as Analytical Background 

I have lived with visual impairment throughout my entire life due to Achromatopsia1. In daylight, 

due to extreme light sensitivity, I am almost blind. Inside, I have difficulties recognising people, 

reading people, and being socially interactive, apart from locating places. For most of my 63-year 

life, I did not experience my visual impairment as generally limiting. Over the last ten years, getting 

older, reduced father-responsibilities, and various life-changing shifts have made me more 

conscious about my disability arising from material and social interactions. Throughout my life, I 

have worked actively to promote democracy, empowerment, and autonomy, often by assisting or 

representing others. I am currently volunteering with the Copenhagen Association of the Blind. 

During my music therapy studies, I have consequently studied and worked with people with VI. 

This study therefore investigates a phenomenon that is professionally relevant while also touching 

fundamental aspects of my own lived experience. 

 
1 Achromatopsia is a rare inherited retinal disorder caused by absent or severely impaired cone photoreceptor 
function, resulting in little or no colour vision, reduced visual acuity, photophobia, and nystagmus. As the condition is 
congenital and generally non-progressive, affected individuals often experience significant difficulties in bright light 
and may require environmental or optical adaptations to optimise visual functioning. 
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My lived experience of being a congenitally visually impaired person in a world organised around 

sight is rooted in a set of existential values concerning autonomy, self-awareness, self-advocacy, 

independence from external evaluation, and presence in the here-and-now. Despite these values, 

my visually impaired ways of orienting and acting often involve considerable self-monitoring and 

anticipatory awareness. Social exposure often entails an awareness that my perceived reality and 

its psycho-emotional impact remain only partially accessible to others, giving rise to recurring 

experiences of existential isolation and a persistent need to explain, defend, and seek recognition 

for my ways of perceiving and being in the world. Central to this experiential horizon is the 

awareness that the ability to remain my core-self is dependent upon environmental and social 

predictability and stability. These horizons informed both my understanding of meaningful 

therapeutic processes and the ways in which I attended to and interpreted the material 

throughout the research process. My preunderstandings connected to my VI are not merely 

conceptual, but pervasive, embodied, and partly tacit. 

Although I share the visual impairment identity with Nataly (Dunn, 2014), important differences 

remain. Her impairment is visible and relatively stable across environments, whereas my own 

visual functioning is more fluctuating due to light sensitivity and often remains less visible to 

others. In addition, our life situations and social positions differ significantly, including educational 

background, professional opportunities, family status, social resources, and everyday conditions 

for participation and agency. 

The following preunderstandings formed the interpretive horizon from which the study was 

approached (Table 3). These preunderstandings were revisited throughout the analysis and are 

critically reflected on in section 7.7.2. 
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Positionality Preunderstanding 

Personal 

My personal positionality is defined by a lifespan of 
various experiences as a VI person. My VI-background 
constitutes an insider position towards the object of 
study. 

My lived VI experience may sensitise me to recognition, 
accommodation, and psycho-emotional and existential 
aspects of VI.  

In this study, I have a researcher-therapist insider dual 
position, having both conducted the therapy and 
performed the research. 
 

Being both therapist and researcher provides embodied 
familiarity with the therapeutic process, while potentially 
creating a risk of confirming my own practice or 
overlooking rupture, misattunement, and alternative 
interpretations. 

Being the therapist, I exert loyalty to and empathy with the 
participant. 

My researcher-institutional-insider dual position, due to 
being part of a professional team for four months, 
including on-going meetings with the music therapist 
and team manager. 

As an institutional insider, I was aware of negative staff 
perceptions of Nataly.  

This insider position sensitised me to characteristics of a 
total institution (Goffman, 1961), and a sense of injustice 
and despair. 

Conceptual 

DS: I approach disability primarily as a relational 
phenomenon emerging through the interaction 
between impairment and context, and regard disability 
rights and equal participation as prescriptive rather 
than merely analytical concepts. 

I am particularly attentive to situations where recognition, 
autonomy, participation, and access become visible, or 
absent. 

DS+VI: I do not interpret less developed autonomy, self-
determination, self-advocacy, or social skills through a 
deficit-based or able-bodied lens 

I am attentive to how these might reflect unequal 
opportunities for participation, tacit learning, and 
environmental support. 

VI: I recognise unequal opportunities for VI for 
developing personal skills due to restricted tacit 
learning. 

I do not assume that autonomy, self-determination, self-
advocacy, or social skills have developed simply because 
the participant is an adult. 

Theoretical 

ROMT: My theoretical position is characterised by an 
explicit commitment to resource-oriented, relational, 
participant-centred therapeutic practice. 

I was sensitised to the participant’s resources activated in 
the process in the use of therapy, while recognising that 
this orientation might make problems, tensions, and 
negative interactions less immediately salient. 

GIM/MI: I deliberately depart from traditional 
psychodynamic understanding and favour a humanistic-
existential orientation.  

My interpretation of the music journeys was directed 
primarily towards the participant's lived, embodied, and 
existentially meaningful experiences, rather than towards 
identifying unconscious psychodynamic material or missed 
opportunities for therapeutic working-through and 
therapist-imposed interpretation. 

GIM/MI: The function of music is relative to the 
participant rather than to objective determinants. 

Music cannot be predicted to evoke certain emotional or 
sensational experiences in the listener. 

Methodological 

Knowledge in this case can, and must be generated by 
an interpretive qualitative, phenomenological, 
hermeneutic, and abductive approach. 

This position entails the focus on the meaning of the lived 
experiences of the participant, and not on explanation, 
causality, or objective proof. The analysis was not guided 
by an expectation of linear therapeutic development or 
predetermined therapeutic outcomes. 
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Researcher understanding develops from continuous 
interpretive iterations with data, informed by theoretical 
and conceptual sensitising, only limited by temporal 
constraints, as, in principle, there is no final end-result. 

Table 3 Preunderstandings within Methodological, Theoretical, Conceptual, and Personal Positionalities. 

4.3 Data Selection and Analysis 
Data consist of video/audio together with transcripts of session 4 and 9. This section describes 

what constitutes data, how data were selected, processed, and analysed. 

Research on nonverbal communication among people with VI suggests caution when bodily 

expressions risk being interpreted through sighted norms (e.g. Magnusson & Karlsson, 2008; Nam 

Kim, 2024). Given the risk, video material was used only cautiously. Expressions of positive affect, 

such as visible joy, contentment, or being touched, were registered when these were supported 

by wider verbal and interactional context. 

4.3.1 Data Selection  

The two sessions were selected from a course of 11 music therapy sessions. The two sessions were 

selected from the 11-session course according to three criteria: MI as the central activity, 

representation of earlier and later parts of the established therapy course while excluding 

introductory and closing sessions, and reduction of selection bias towards expected 

interpretations. This strategy aimed to reduce unconscious selection bias toward expected 

interpretations. Each session was around 90 minutes and followed the MI-structure (Table 4). In 

excerpts and session descriptions, T denotes the therapist. 

Session 
characteristics 

Space-Making (Session 4) Lived-World (Session 9) 

Introduction Check-in, T and Nataly meet in handpan 
musicking. 

Check-in, Nataly plays kalimba, T joins on 
double bass. 

Pre-talk 
(Music/sound) 

T reads notes from last session, current topics 
(Malte Marten: Calming Morning Meditation)  

T reads notes from last session, current topics 
(Purling water) 

Induction 
(Music/sound) 

Tension-release 
(----)  

Tension-release 
(Purling water) 

Music journey Erik Satie: Gymnopédie No.1 
Arvo Pärt: Spiegel Im Spiegel 
Rachel Portman: Much Loved 

Erik Satie: Gymnopédie No.1 
Mozart: Piano Concerto No 21, Andante 
Rachel Portman: Much Loved 

Post-talk Returning and reaction to journey Returning and reaction to journey, carry-over 

Role of T Guides the music journey Because of throat pain, T yields much of the 
guiding role to Nataly, supports and holds the 
frame. 

Role of Nataly Refuses the offered objects, stays in contact, 
begins to add own imagery (the lake) in music 
journey 

Leads the journey, corrects T, elaborates 
freely, offers care, and connects food, animals, 
berries, grandparents, memory, and value.  

Table 4 Characteristics of Selected Case-Sessions. 

4.3.2 Data Analysis 

A qualitative data analysis tool (MaxQDA) was used to facilitate the analysis. 

The analysis is described retrospectively according to the overlapping phases proposed in the 

thematic coding analysis (Robson & McCartan, 2016): 1) familiarising with data, 2) generating 

initial coding, 3) identifying themes, 4) constructing thematic networks, and 5) integration and 
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interpretation. Although presented sequentially, the analytical process was iterative, involving 

repeated movement between empirical material, coding, interpretation, and understanding. 

Theme generation (phases 3-5) may typically be supported by visual scaffolding (Robson & 

McCartan, 2016). The present analysis was developed primarily through repeated textual, 

auditory, and sequential engagement with the empirical material. The analytical process therefore 

relied on recursive pattern recognition rather than visual overview, with developing 

interpretations continuously revised through renewed engagement with both empirical material, 

theoretical and conceptual frameworks, and preunderstanding. 

Phase 1 Familiarising with Data 

Audio was extracted from the video since the audio was the primary source of engagement. Audio 

was transcribed using an AI-based transcription tool (Good Tape) and manually corrected by 

consulting the audio material. Even though the initial transcription was done digitally, the manual 

correction was more time-demanding; one hour of audio demanded two hours of shifting 

between video/audio and transcript to ensure transcription of high quality. This became part of 

the familiarising process. MaxQDA was used to link transcripts with media material. For each 

session, the transcript was read at least three times, audio was listened to once and video was 

watched once. During coding of the transcripts, media files were recurrently revisited.  

Phase 2 Generating Initial Codes 

Coding was initially done from an inductive orientation informed by an early version of the 

research question. The initial research question pointed to VI, MI, therapeutic process, 

institutional setting, and disability studies. Furthermore, the study should be exploratory, and I 

was aware of my dual researcher-therapist and VI insider roles. Hence, my choice was to conduct 

an initial data-near phenomenological exploration. These perspectives, together with related 

concepts such as context, relational interaction, and affect, informed the initial analytic code 

families. Analytic code families comprised: descriptive events, bodily and vocal expressions, 

contextual activation, relational field, and affective orientation. 

Temporal structures of the material were organised in structural code families: MI-phases, notes-

reading, and music application. During the analysis, structural temporal codes emerged as 

episodes constructed from connected interactional events. For instance, it became clear that an 

episodic interaction where T tried to teach Nataly to control the volume of the loudspeaker was 

meaningful as an entire episode. It was considered a structural temporal episodic code. This family 

also contains the Kim Larsen-episode, and the Props-episode. In total, 184 codes were assigned to 

558 text segments; see Table 5 for examples. 
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Row Code/subcode Type Code family Example and video/audio location 

1 Loudspeaker_episode structural Temporal episodes Interactions connected to joint activity 
concerning control of the loudspeaker 
(Space-Making session, 00:55:29-
00:58:22) 

2 Post_talk Structural MI-phases The post-talk of MI (Lived-World session, 
01:14:59-01:18:12) 

3 Initiative Analytic Descriptive events "I think I’ll bring you a little bag of tea 
next time I come", (Lived-World session, 
01:15:14) 

4 Food_orientation Analytic Descriptive events “I have made delicious tea” (Lived-World 
session, 01:03:10) 

5 Facial_expression Analytic Bodily and vocal 
expressions 

Observation memo: "Smiling" (Space-
Making session, 00:54:26) 

6 Repetitive_expressions/Eye 
pressing 

Analytic Bodily and vocal 
expressions 

Observed sequence (Space-Making 
session, 00:12:04-00:12:16) 

7 Mutuality Analytic Relational field “We two have each other’s company … it 
cannot be better.” Later, Nataly guides T 
back: “Yes, you are with me.” (Lived-
World session, 01:13:49-01:14:42) 

8 Future_uncertainty Analytic Affective 
orientation 

“I have to think about whether I might 
bump into a ladder or something…” 
(Lived-World session, 00:10:33) 

Table 5 Examples of code, type, code family, example, and source locations. 
Note. Table 5 explanation: 
Legend: Column 1 designates the code that is used in MaxQDA, column 2 the type of the code, column 3 the code family, and column 4 the text 

that was coded together with the video/audio location. 
Row 1:  Loudspeaker_episode was a structural code from the code family of temporal episodes. The examples column 4 reads that the episode 

can be found in the Space-Making session between timestamps around 55-58 minutes. 
Row 4: Food_orientation was coded retrospectively when the appearance of food as carrying a care-quality became apparent. 
Row 6:  Repetitive expressions stood out as potentially important and were coded with subcodes defining the specific expression: eye pressing, 

head movement, throat clearing etc. 
Row 8: Affective orientation was created as a code family during coding due to the strong affect I experienced. The specific event was Nataly 

being worried about future safety moving around at the institution: “I have to think about….” 

Memos and subcodes were used where further specification was needed. Codes were defined to 

be sufficiently specific to preserve analytic meaning, while remaining manageable across the 

material. Where further precision was needed, memos attached to the coded segment specified 

the local meaning. For some codes, generality could not be sustained, and subcodes were created. 

Memos were elaborated for each code family and for codes with subcode structures in order to 

maintain clarity and preserve consistency throughout the process. During coding, recurrent 

elements such as nature became noticeable as potentially meaningful. 

Phase 3 Identifying Themes 

Following the initial coding, the coded transcripts were repeatedly reread, allowing the initial 

coding to become an emerging interpretive layer through which broader patterns gradually 

evolved. Episodes, memos, audio, and video were repeatedly revisited within and across the two 

sessions. Related codes and episodes were compared and initially grouped into candidate themes 

and subthemes. Analytic memos documented and shaped emerging tentative thematic 

understandings. Recurrent patterns, similarities across episodes, and repetition within the 

material gradually directed attention towards candidate themes. Throughout this phase, 

theoretical and conceptual frameworks functioned as sensitising understandings. In accordance 

with Robson and McCartan (2016), repetition (e.g. experienced institutional strain), transitions 
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(e.g. between MI phases), and absence of data (e.g. the absence of VI within the imaginal world) 

also informed the development of candidate themes. 

Phase 4 Constructing Thematic Networks 

The candidate themes were subsequently reviewed in relation to the complete empirical material. 

Through repeated movement between coded transcripts, audio, video, and memos, themes were 

clarified, merged, divided, reorganised, or rejected. Particular attention was given to their internal 

coherence, empirical support, and explanatory value. Candidate themes did not develop 

uniformly. In some cases, broader themes emerged through the integration of related subthemes. 

For example, articulated, offered, negotiated, refused, and enacted autonomy gave rise to the 

broader theme of autonomy. In other cases, an initial candidate theme became progressively 

clarified through the development of subthemes. For example, the preliminary understanding of 

“something about the relationship” became more clearly defined through the subthemes of 

recognition and mutuality. 

Phase 5 Integration and Interpretation 

The initial analytic phases evolved as an abductive-hermeneutic movement between empirical 

material, theoretical and conceptual frameworks, and preunderstanding (Figure 6). The final phase 

integrated the refined themes into a coherent interpretive understanding of the therapeutic 

process. Theme development was relational rather than linear, as emerging understandings within 

one thematic area continually reshaped interpretations within others. For example, the increasing 

analytical significance of participant-authored dwelling was understood against the institutional 

strain as its contextual background; and emerging understandings of autonomy functioned as an 

analytic bridge connecting relational qualities as preconditions with possibilities for participant-

authored imaginal participation. Candidate themes were continuously revised, integrated, or 

abandoned throughout this process. Shared VI, for example, was initially considered a candidate 

theme but, due to limited explicit empirical support, was ultimately retained as a contextual 

understanding informing the interpretation across several themes. 

 
Figure 6 Analytical Framework. 
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4.4 Post-Analysis Participant Reflection 
After drafting the findings, I invited Nataly to a post-analysis reflection meeting (Bruscia, 2005). 

The developed themes and selected quotations were presented. The purpose was to explore 

acceptability, recognisability, and representational sensitivity rather than to treat participant 

agreement as validation of the analysis. Her responses were considered in relation to wording, 

contextualisation, and representational sensitivity. In general, Nataly was very pleased with the 

formulation of the themes and the included citations. Her only hesitation was the description of 

her living in a residential care unit, with a non-spoken sense of being devalued. 

4.5 Validity of the Study Through Reflexivity 
The validity of the qualitative inquiry can be assessed through reflexivity on methodological 

integrity, the potential influences of preunderstandings, and the transferability of the study's 

findings. Reflexivity is presented as part of the discussion in section 7.7 and draws on relevant 

validity constructs from different frameworks rather than applying a single predefined checklist or 

template for evaluating qualitative quality (Bruscia, 2005; Malterud, 2001; Stige et al., 2009) since 

no single validity framework fits the interpretive, practitioner-researcher, disability-informed case 

study. 

According to Bruscia (2005), methodological integrity can be assessed by the appropriateness and 

flexibility of methodology, together with data sampling in order to be able to answer the research 

question. The vulnerability of being a single researcher must be mitigated by critical external 

reading (Bruscia, 2005; Malterud, 2001). As suggested by Bruscia, participant reflexivity can serve 

as external validity and provide the participant with a voice.  

For the preunderstandings of the researcher not to be confused with findings, reflexivity is 

required (Stige et al., 2009). Finlay (2002) points to different problems with reflexivity regarding 

the researcher’s pre-understandings: reflexivity may disguise the findings of the research; 

reflexivity may, in itself, become a strategy for claiming credibility; and researchers risk getting lost 

in endless narcissistic disclosure. Reflexivity concerns whether the researcher’s motives, 

background, and perspectives are presented, and whether the potential effects of these are 

accounted for (Malterud, 2001). Finally, reflexivity is not completed through an initial declaration 

since new predispositions develop throughout the research process as new understandings 

emerge (Finlay, 2002). I draw on intersubjective reflexivity and social critique to examine how my 

preunderstandings within the methodological, theoretical, conceptual, and personal positionalities 

influenced the research process (Finlay, 2002). 

Apart from general transferability, Stige et al. (2009) point to a study's capacity to facilitate change 

in an ethical way, foregrounding the evaluative constructs of social critique, practical usefulness, 

academic relevance, and ethics (the “CURE”-part of EPICURE). Social critique is integrated in the 

discussion (Chapter 7), while usefulness and relevance are addressed in Chapter 8, and ethics in 

Section 4.6, below. 

4.6 Ethics 
The informed consent process was arranged according to the participant’s preferred mode of 

communication. The consent arrangements were read aloud and explained dialogically, and 

consent was given orally and documented by audio recording. Kaiser (2009) questions the 

assumption that participants want absolute confidentiality and warns that researchers may 

become paternalistic by denying participants voice. I therefore used the Postinterview 
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Confidentiality Form (Kaiser, 2009), inviting Nataly to indicate her preferences regarding 

disclosure. Nataly preferred a high degree of disclosure, including recognition of her name. 

This case took place in a small and highly connected specialist setting. Insiders may identify not 

only the participant, but also the therapist, the organisation, and other third parties through a 

combination of indirect details. The decision to preserve contextual anonymity therefore reflects 

not only concern about deductive disclosure, but also a reflexive ethical judgment regarding 

possible relational consequences for the participant and implications for third parties who were 

not involved in decisions about confidentiality. 

Accordingly, anonymity was approached contextually. While the participant’s experiential 

perspective was preserved as closely as possible, identifiable organisational details, descriptions of 

third parties, and contextual markers of the therapeutic setting were reduced or intentionally 

generalised. 

The analysis was primarily based on transcripts and audio. Video material was used cautiously out 

of concern for participant dignity and respect, avoiding interpretive emphasis on modalities that 

were not equally accessible to Nataly. 
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5 Case Context 
This case study constitutes two sessions from an 11-session therapy course that was conducted as 

a part of the traineeship of the Master of Arts (MA) in Music Therapy, Aalborg University. The 

traineeship was held at an institution with which I as a VI person was familiar and had engaged 

with since my childhood in various ways, though only as a service receiver. This chapter describes 

the different aspects of the case setting, including my own experience with the institution, the 

participant, aspects of the institution, the wider 11-session course, and the BMGIM-adaptations 

that were applied in the sessions.  

5.1 Background and Early Development of the Relationship 
I had known the institution since childhood as a service user and therefore entered the traineeship 

with substantial personal familiarity with its services and culture. 

As part of my education as a music therapist, I observed music therapy with Nataly in the spring 

semester of 2024. During that period, Nataly was cast as a participant in a TV-show playing music 

in public places; Nataly played the piano in a Metro station. I acted as her sighted guide during the 

filming, and we became better acquainted. Later, during the spring semester of 2025, I asked if 

she would participate in music therapy as part of my traineeship. I presented Samara’s (2016) 

study on GIM with VI persons; Nataly was very positive, and agreed to participate. 

During my four-month traineeship, I was a part of the Activity-team; I also participated in team-

meetings presenting my music therapy work with groups and individuals. The music therapist 

working there offered supervision weekly, and I had meetings with the team manager bi-weekly. 

At the startup, I participated in the different activities (music-listening, café, boardgames, 

weaving, fitness, music), and was acquainted with staff, citizens, rules, norms, culture etc. 

Nataly and I share a disability identity (Dunn, 2014), which constitutes an important characteristic 

of the therapeutic relationship. This shared experiential background informed conversations about 

access work, access fatigue, stigmatisation, prejudice, discrimination, empowerment, autonomy, 

and disability activism. Research on disability-insider positionality suggests that shared disability 

experience may facilitate trust, openness, acceptance, and nuanced mutual understanding, while 

also requiring reflexive attention to assumptions, and differences within the shared identity 

(Mohler & Rudman, 2022). 

5.2 The Institutional Setting 
The institution provides various services for people with VI in general, including psychological and 

educational counselling, and services for VI people with special needs, called citizens by staff. For 

VI people with special needs, the institution provides activities resembling a “job.” For VI people 

with special needs that cannot uphold an independent life, the institution provides a residential 

unit. Approximately 35 citizens from outside, and 40 from inside attend the activities. All citizens 

have a VI. Most are also neurodivergent, while others have cognitive, neurological, mental health, 

or genetic conditions. Many have multiple co-occurring conditions. Around 130 staff members 

cover administrative, teaching, and caretaker jobs. Apartments are located along long corridors 

and are identical in layout. Each apartment consists of two small former rooms that have been 

combined into one unit. The apartments do not have kitchens, and some lack private toilet 

facilities. The institution constitutes a system of interconnected buildings that is locked from the 

outside from afternoon until morning. A resident can only be contacted from the outside via staff. 

Various rules are in place: residents must give notice to the canteen two days prior to having a 
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guest for dinner, residents cannot have guests in other common areas, residents cannot have pets, 

and you cannot drink alcohol in the canteen. You must walk on the right side of the aisle. 

Residents may participate in three meals a day and two coffee breaks. Activities and meals are 

organised around a fixed schedule. Every VI-person with special needs has 2-4 staff contact-

persons. Staff, and citizens are separated by designated institutional areas, toilets, coffee-

machines, and canteen-tables. 

The team manager explicitly described Nataly as the most difficult citizen to deal with due to her 

negativity, complaints, and because other citizens are afraid of her; according to the manager staff 

don’t know what to do with her (team manager, personal communication, August-November 

2025). Furthermore, the manager and staff generally share the understanding that Nataly draws 

upon their resources in a way that exceeds what is allocated to her (staff meeting, personal 

communication, September 30, 2025). The music therapist has worked with Nataly for many 

years; he also finds her difficult to please and work with (music therapist, personal 

communication, August-November 2025). 

5.3 The Participant 
The description of Nataly is drawn from her own account from our first session; quotes designate 

her own exact wording. 

The participant (Nataly, self-chosen pseudonym) is a middle-aged woman who describes herself as 

“an ordinary person without any perception of light.” Nataly lives at the institution in a small two-

room apartment, approximately 40 metres from the therapy room in a separate building. Nataly 

attends activities four days a week from 9 AM to 2 PM with people from the residential unit and 

from outside. Nataly suffered from Retinopathy of prematurity2 which led to total blindness. 

According to Nataly, she has no other diagnosis or illnesses, thus she is “a normal person.” 

Nataly grew up in a typical family in the Copenhagen area with two parents, both working in 

education and care, and a younger sister. Nataly started in a mainstream kindergarten and school 

with a dedicated support teacher and attended a support group for blind children. Nataly changed 

schools in fourth grade but did not have a support teacher. She experienced a difficult time, 

including bullying, so she wanted to attend a boarding school for blind children from seventh 

grade. At age 18, Nataly “was moved” to a residential unit for blind people with an activity 

program. After some years, her parents arranged for her to live with a visually impaired roomie, 

close to her family. She had a “normal” life and attended activities together with people with 

special needs located afar so she had to “travel to work.” When the roomie wanted to move, her 

parents and the caseworker “moved her” back to the institution for the blind because she could 

not “afford to live by herself.” Nataly has no formal qualifications and has not had any 

employment. Nataly expressed sadness that she did not have an education or a family with 

children. Nataly has limited experience with romantic relationships. She was in a relationship with 

a blind man she met at the institution. It lasted for two years, and the man terminated the 

relationship one year before therapy. Nataly was deeply affected when the man ended the 

relationship; she expressed anger and abandonment, and she did not want to talk about it (in 

session 1, she expressed suicidal thoughts related to this incident and was referred to the 

 
2 Retinopathy of prematurity (ROP) is a retinal vascular disorder affecting premature infants that can result in 
permanent visual impairment. Because ROP is associated with extreme prematurity rather than occurring in isolation, 
affected individuals may also experience other consequences of premature birth, including neurological, cognitive, 
and motor impairments such as cerebral palsy, brain injury, or developmental delays. 
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psychologist). She has few very dear friends at the institution, and she regards her two assistants 

as her friends. Living by herself, she had a guinea pig that she loved. She has been told that she is 

not allowed to have a guinea pig in the residential unit due to lack of caretaking ability, and 

because of the autistic residents. Nataly leaves the institution only accompanied by her helpers, 

family or staff. Nataly does not express frustrations being blind. Nataly lives on social welfare; her 

mother manages her finances and gives her cash for daily necessities. 

Nataly is very critical of the staff at the residential unit and the activity centre. She is critical of the 

activities, which she finds insufficiently challenging and involving too little physical movement and 

outdoor activity, and of the residents, who are difficult to talk to. She is annoyed about residents 

with poor manners or showing threatening behaviour. Nataly is bothered by the fact that 

residents may only sit at a particular table in the canteen, so she must eat with residents who 

cannot or will not show basic manners; and by the smell of cigarettes where she lives. Nataly 

prefers to be accompanied to activities and blames staff for not providing her with sufficient 

mobility training.  

Nataly has played piano since an early age; she remembers chords and notes. She used to 

accompany the morning singalong, but lost interest due to lack of recognition. She says that music 

is her friend. She attends music activities, mostly with a particular friend and the music teacher; 

“other citizens do not qualify for playing with her.” She is not interested in singing or playing other 

instruments. She prefers English rock and pop music, which she presented to me in therapy. 

Nataly and I share a disability identity (Dunn, 2014) which constitutes a contextual characteristic of 

the therapeutic relationship. Shared VI informed conversations about shared experiences of, for 

instance, access-work and access-fatigue, stigmatisation, prejudice, discrimination as well as 

empowerment, autonomy and activism and served as contextual information. 

5.4 Initial Assessment and Therapy Plan 
I had known Nataly for two years through observations of music therapy and by accompanying her 

to her performance at the Metro. We had two interviews before the therapy started, where she 

described her life to me, played one of her music pieces and I explained how music therapy could 

unfold. I found Nataly to be nervous and restless. She worried about being in the wrong room, 

people suddenly entering, and wanted the door locked. Despite the good weather, she didn’t want 

to sit in the garden and repeatedly asked the time to avoid being late for her next activity. My 

initial impression was that she experienced herself as socially and psychologically dependent, and 

she understood many negative experiences as rooted in others’ actions or inaction. She had a 

strong sense of justice but appeared to experience limited agency. I also experienced her as stuck, 

both in her life generally and musically, including in her piano playing, and in resistance to using 

other instruments or singing. 

Nataly strongly and repeatedly expressed a longing for care, attention, and connection, while 

some of her ways of relating could potentially distance others (Staff member 1, staff member 2, 

music therapist; personal communication; August-November 2025). At times, I experienced her as 

unusually positive and accommodating towards people who might influence her life, including 

managers, staff, and myself. She consistently greeted me with “It is always lovely to see you, 

Jesper,” which I sometimes found to be placing relational pressure on me, although I did not 

perceive her as consciously calculating. At the same time, I experienced Nataly as positive, caring, 

and joyful, particularly in her interactions with other citizens, and I generally enjoyed spending 

time with her. 
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In conversations, I became aware of patterns that were relevant to the therapy. Although Nataly 

initially appeared to engage on equal terms and present arguments, she rarely introduced new 

ideas, topics, or reflections herself. When I challenged her, she often confirmed my position and 

adopted my wording rather than elaborating or presenting an alternative view. I also noticed a 

generally limited vocabulary, particularly regarding emotions. At times, she appeared to 

understand my challenges as correction or criticism and responded by apologising, withdrawing, 

or softening her position. 

These patterns made me aware of Nataly’s potentially exposed position in the therapeutic 

relationship. Therapy could offer her access to adult togetherness, a sense of connection with the 

“normal world,” and an opportunity to be listened to and recognised as a person in her own right, 

all of which she appeared to long for. At the same time, this increased the significance of the 

relationship and made a verbal challenge potentially risky, as disagreement or perceived criticism 

could lead her to withdraw or feel threatened in the relationship. I therefore needed to approach 

verbal exploration carefully.  

Nataly’s stated goal for therapy was to become a happy and positive person again. She did not 

experience herself as someone who could shape her own life, even within the dependence 

associated with visual impairment, and her possibilities for contribution, participation, and 

relational presence appeared limited. 

Therapy was therefore initially planned as a grounding and holding space in which Nataly could be 

consistently recognised as an adult with legitimate needs, preferences, and contributions. 

Supportive MI was used as the starting point, with the aim of supporting her in participating from 

within her own sense of meaning. If this grounding became sufficiently stable, the therapy could 

gradually move towards a more re-educative level of MI. Given the constraints of Nataly’s 

institutional life, I chose to introduce an imaginal home setting as a starting image (Bruscia, 2015, 

Note 14): a treehouse in a meadow. 

5.5 The Music and Imagery Adaptation in this Study 
Table 7 below presents references from the GIM/MI literature for the BMGIM adaptations applied 

in this study. 

Adaptation Reference 

integration of music therapeutic activities (Fugle, 2015; Heiderscheit, 2016; Reber, 2015; Vilá, 
2015) 

Shortened session, all phases (Summer, 2015) 

Starting image (Heiderscheit, 2026) 

Music therapy may extend outside the 
therapeutic setting  

(Beck, 2025; Moe, 2015) 

The participant may influence the music pieces (Summer, 2015) 

Reading of therapist’s notes (Yalom, 2002, psychotherapy-literature) 

Flexible use of configurations of GIM/MI across 
and within sessions 

(Summer, 2015) 

Different expressions as mandala than drawing: 
dance, clay 

(Samara, 2016; Wärja, 2015) 

Reclining, open eyes (Summer, 2015) 

Talkover during music listening (Dimiceli-Mitran, 2020) 
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Table 7 Applied BMGIM adaptations. 

MI was conducted as 90-minute sessions due to schedule constraints. Each session was organised 

according to the MI framework. The overarching therapeutic frame included improvisation, 

musical role-play, singing and dancing, where relevant. 

During pre- and post-talk, dialogue was occasionally informed by mentalisation-based approaches 

to support reflection on other’s possible intentions; by Cognitive Behavioural Therapy-informed 

reflection, for instance, her thoughts of not being valued; and Problem Solving Therapy informed 

work assisting with Nataly’s everyday life practical problems, for example solving how she could 

seek IT support to access links on her phone (Kjølbye & Jørgensen, 2013; Nezu & D’Zurilla, 2006; 

Rosenberg, 2013). At times, I also provided practical assistance, for instance managing her 

psychologist appointment. 

Calm meditative music or sound was occasionally used during pre-talk, induction and post-talk and 

served to support the intersubjective field in the absence of visual interaction. Nataly’s musical 

preferences informed music selection. Following my assessment, I offered an imaginal treehouse 

as a starting point in the music journey. 

Pre-talk included check-in, reading of therapist’s notes from previous session and constituted 

preparation for induction and music journey. The opening activity could be jointly musicking, 

serving as attunement and establishing the intersubjective field; or Nataly could play for me, 

temporarily shifting roles; this would constitute an adaptation. As a deliberate activity it would 

create opportunities for Nataly to experience herself as an adult capable of meaningful 

contribution. Due to my understanding of Nataly’s sensitivity to perceived criticism, I only read my 

observational notes, not the part for my own therapeutic reflection, contrasting the practice 

described by Yalom (2002). Reading of notes served to establish connection and coherence 

between sessions; revisit the music journey and imagery, as an opportunity to reflect further on 

important experiences; and as preparation for the coming journey. 

Induction was performed as a tension-release progressive muscular relaxation induction informed 

by Jacobson (Conrad & Roth, 2007), mainly to regulate bodily tension, and integrate physical 

activity. 

Three short pieces of music were used in the music journey, in total 12-15 minutes, selected from 

supportive music: secure and holding in the first sessions, moving to secure and opening (Wärja & 

Bonde, 2014). The middle piece included verbal talkover (Dimiceli-Mitran, 2020). The first piece 

functioned as a transition from induction; the third piece supported the return. Using three pieces 

of music constitutes an adaptation; this moves away from MI and towards supportive GIM. The 

three pieces of music were selected as supportive, but with more intensity in the middle piece 

following the GIM-program intensity profile (Wärja & Bonde, 2014). 

From session 6, following supervision and in response to Nataly falling asleep during the music 

journey, I began to involve her more actively through the talkover. She responded with immediate 

engagement, and the talkover subsequently developed into an increasingly interactive dialogue 

around the unfolding imagery, co-created between Nataly and me. While the work remained 

grounded in MI and my use of talkover, the increased interaction introduced features associated 

with the more interactive guiding found in GIM. This is in line with a flexible use of practices, as 

recommended by Summer (2015).  
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Samara (2016) used a mandala of clay in her study with VI participants. I suggested clay, Legos and 

tactile drawing paper. Nataly didn’t want to try the tactile paper; was visibly repelled by the 

thought of touching clay; and was hesitant towards Lego. The dialogue during music listening may 

have served different purposes: to make the essentials clearer to Nataly (as one of the mandala-

functions), and to compensate for eyes-open state. 

Verbal elaboration proved difficult, and I sensed some felt pressure and wanting to express but 

not being able to. I reduced the post-talk, accordingly, sometimes choosing three words that 

described the experience or current emotional state. The session was closed by a short verbal 

check-out. 

5.6 The Course of the 11 Sessions 
The full therapy course is presented chronologically to provide context for the case study. 

Nataly normally received assistance moving around the institution. In the initial interview, I 

explained that it was not practically possible for me to assist her, and we agreed that she would 

work on finding the way herself. Nataly began attending sessions independently without escort. 

Initially, I followed behind for safety without interference. Nataly developed her own strategy for 

finding the way, despite uncertainty and fear of running into a ladder. I supported Nataly in 

rejecting assistance from staff or other citizens. From session 5, she managed on her own. She 

expressed joy and pride. 

Sessions 1 and 2, Getting to know Nataly and Trial MI 

The introductory two sessions focused on allowing Nataly to present herself through narrative and 

favourite music. Her experiences of being bullied at school and not receiving attention or care in 

the institution contrasted with the joy and sense of belonging associated with the music. We 

danced and sang to Mustang Sally3. From the first MI trial with induction and supportive music 

listening, session 2, she felt calm and present. 

Sessions 3, 4 and 5, Difficulty and Introduction of the Treehouse 

Nataly’s feelings towards the “special group” were explored in improvisations of “hate music”; and 

her experience of inattentiveness from her contact person was explored through musical role-

play. The imagery moved from meeting a friend in the meadow to the introduction of the 

treehouse in the forest and exploration of the home inside. Nataly responded with calm, 

openness, and warmth; and explicitly referred to “her lovely house”; adding a quiet evening 

atmosphere, and calm sound from the lake in post-talk. We explored the feeling together on 

handpan. In session 5, Nataly fell asleep. 

Sessions 6 and 7, Establishment of the Dwelling 

Nataly was still bothered by staff, other citizens and “the institution.” Nataly suggested a joint 

music therapy session with her friend; and asked me to invite my sister for her to meet my sister’s 

service-dog, and a person who had a service-dog. Following supervision, I introduced more 

interactive guiding together with more shifting music, to which Nataly quickly responded with 

increased engagement. Nataly then continuously added to the imagery: filling the home with tea, 

brightness, fresh air, a big bed, and a homely atmosphere; even during post-talk. She introduced 

me in imagery to her two guinea pigs, living in a cage by her bed, greeting her with oink-oink 

 
3 Mack Rice, Mustang Sally. Performed by The Commitments. Album: The Commitments (Soundtrack). 1991. 
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sounds when she returned home, making her feel loved and good enough as she held one against 

her chest. She expressed feeling calm, satisfied and energised. 

Sessions 8 and 9, Emotional Elaboration 

Beginning with shared kalimba playing and a reflection on musical togetherness, Nataly did not 

notice any disturbance from the special group and was proud to find the room independently. 

Revisiting the previous journey, she smiled at the memory of the guinea pig. I invited her to meet a 

friend in the journey; she immediately met Susie, the guinea pig from when she lived outside the 

institution. She engaged in conversation with Susie, thrilled to introduce her to the new guinea 

pigs, and she felt happy and calm. Because of a sore throat, I could not conduct the guiding. The 

actual therapeutic frame made participant-led narration a possibility. I invited Nataly to narrate 

the journey herself. She accepted and began narrating vividly, moving freely through the imagery, 

gathering berries and nuts, and hosting me with music, brownie, and tea. The journey connected 

to her grandparents and ended with Nataly concluding that, with her beloved guinea pigs, cake, 

tea, and my company, it could not be better. After the journey, she asked whether I really had a 

sore throat and promised to buy soothing tea for my throat. 

Sessions 10 and 11, Consolidation and Closure 

On Nataly’s initiative, the music was changed to a combination of nature sounds and meditative 

music both as background and as part of the music journey. The music journey was loaded with 

multisensorial texture and imagery of lying in the forest bed by the creek. The music carried wind, 

birds, waves, and quiet rain. I then introduced more challenging music with the intention of 

supporting integration of the resources that had emerged across the journeys, before ending in 

silence with Nataly’s favourite music piece: Much Loved4. Nataly described feeling calm, at ease, 

and self-confident, able to do everything and anything in the meadow with her tree house. Closing 

the therapy, Nataly shared R.E.M.’s Leaving New York5 connected to a journey from her 

independent-living period, where people in New York spontaneously offered help and gave her 

safety, recognition and meaningfulness. In the final evaluation, I asked Nataly whether she had 

become more aware of emotions and patterns and experimented with new ways of doing things, 

to which she responded affirmatively. Nataly herself added that experiencing attentiveness and 

care had helped her open. After handpan-playing, we listened silently to Much Loved. She asked 

me to follow her back, and we ended with a long, friendly hug. 

  

 
4 Rachel Portman, Much Loved. Performed by Rachel Portman. Album: Ask The River. 2020. 
5 Peter Buck, Mike Mills, and Michael Stipe, Leaving New York. Performed by R.E.M. Album: Around the Sun. 2004. 

https://www.youtube.com/watch?v=DKa_z-BzOXc&list=PLNWVEMxxuydhvpM38y9xg3pIQwVyJA9xJ&index=11
https://www.youtube.com/watch?v=XkOm0aH48Lo&list=PLNWVEMxxuydhvpM38y9xg3pIQwVyJA9xJ&index=30


40 

  



41 

6 Findings 
The findings are organised around four interrelated themes: 1) institutional strain and constrained 

everyday life; 2) recognition and mutuality in practice; 3) autonomy as articulated and practised; 

and 4) participant-authored imaginal dwelling. The themes are mutually related: institutional 

strain forms the everyday background against which therapeutic recognition, negotiated 

autonomy, and imaginal dwelling become meaningful. 

6.1 Institutional Strain and Constrained Everyday Life 
A recurring pattern across the material is that Nataly expresses frustration in everyday situations 

across different topics during conversation. This relates to both material and social interactions. 

For an overview, the presentation could have been organised by material and social strain as 

subthemes; however, they cannot be separated neatly since material and social strain typically are 

intertwined. 

She uses affective interjections, increased voice intensity, harsh language and general statements 

referring to staff, “they,” or “the institution.” Talking about change in institutional rules or 

schedules, Nataly comments that “they can’t do shit […], it’s a pity […], they avoid responsibility 

for quite a lot of things.” She repeatedly expresses that change is not possible. Another pattern is 

lack of attention to blind people’s access need. Spilling water while pouring from an institutional 

jug prompts Nataly to comment on the “shitty” water jugs that cannot be managed by blind 

people. 

When Nataly spills water on the table, she notices the spilled water, apologises, finds the tissue on 

the left side of the jug, and wipes the water away (the spilled water-episode). T does not offer 

help, Nataly does not ask for help. Nataly reflects on staff’s tendency to help too much saying that 

“many of the citizens let themselves be pampered too much,” whereas she speaks up if she is 

helped with something she can do herself. Nataly feels “pride” and “independence” walking to the 

therapy room by herself. 

When T asks how she finds the air in the therapy room, Nataly shifts to the endurance of having to 

live close to people that she didn’t choose by commenting about “rotten air from her aggressive 

neighbour [from smoking]” that “they” [staff] won’t tend to and therefore she must endure. She 

avoids having lunch, and dinner in the canteen because she has to sit with people who fart, burp, 

and with whom she cannot have a meaningful conversation. 

Nataly does not “feel listened to,” “they [staff] are on their phones, I can hear that even if I cannot 

see it.” Across situations, Nataly repeatedly refers to not being “heard,” “listened to,” or 

“receiving attention,” and that staff “doesn’t really try to understand things.” Further, she states 

that other citizens are valued more than her, for instance worrying that she might not be allowed 

to join the Christmas shopping tour because of the “special little darlings” having priority. The 

feeling of “discrimination” against “us normal persons” is a recurring theme. 

Moving around at the institution, Nataly describes situations in which she experiences especially 

some [blind] men as deliberately touching her with their hands when passing or bumping into her 

because they don’t use their cane. She has asked staff to deal with it, for instance making cane use 

mandatory, but was told that nothing can be done about it. 

The strain is also expressed in more personal statements about not feeling good enough, not being 

heard, and not feeling valued. In the Space-Making session, Nataly shares her meeting with the 

psychologist about suicidal thoughts following a breakup with her boyfriend, “because I feel like 
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I’m not good enough in this world. I just feel like the world is better off without me. It’s much 

better off without me, yeah.” In the Lived-World session, more than a month after she expressed 

suicidal thoughts, Nataly is told that staff does not perceive Nataly as having a breakdown and no 

further interventions will be initiated. Nataly does not feel valued. 

A blind person walked into a metal ladder that was left by workers in the middle of an aisle (the 

ladder-episode). Nataly arrives early to therapy due to worry about the ladder and it is the first 

thing she mentions, “It’s an institute for the blind—you might expect them to at least think about 

moving things so it’s easier to get around, instead of me having to worry about walking into a 

ladder.” Commenting on the situation and what to do about it, Nataly expresses that “the problem 

is that they are incapable of providing sufficient information […], it would hardly be fair to say that 

they’re particularly on the ball.” Nataly returns to the ladder several times, expressing irritation 

towards the workers and anger towards the institution. She feels unsafe, and her everyday life is 

affected. Nataly walked slowly to the Lived-World session, left her flat early, “since I have to 

consider whether I might walk into a ladder or something.” She asked to be accompanied back 

after therapy due to feeling unsafe because of the ladder. 

6.2 Recognition and Mutuality Within the Therapeutic Relationship 
This section examines how the therapeutic relationship functioned as a foundational condition of 

the therapeutic process, specifically through qualities of recognition and mutuality as subthemes. 

Recognition 

Recognition occurred in practice through recurrent accommodation of preferences, e.g. providing 

a handpan-stand, a locked door, a stable chair, a closed window, reduced external noise, recurrent 

regulation of sound-volume etc. without demanding justification. T made the sessions accessible 

through a safe, stable, predictable environment and through sound guiding. 

T listened to and allocated sufficient time for Nataly’s expressed experiences, and expressions 

about the institutional strain; T recognised the experiences and feelings, made inquiry for deeper 

understanding, and for emotional reaction. T also actively recognised Nataly’s critique towards the 

institution as understandable. 

Nataly’s musical competences on kalimba and handpan were recognised as providing a beautiful 

and soothing sensation by T who also actively positioned Nataly as someone who could offer care 

through music. T’s recognition of Nataly as a caring person extended outside therapy, where he 

expressed gratitude for Nataly offering to bring him special tea for his sore throat. 

She was recognised as an adult while spilling water (the spilled water-episode) and not 

automatically being assisted by T; when asked to place the kalimba on the shelf, and T not 

directing her; and by expecting her to find her own way to the therapy room. This could be 

understood as deliberate rehearsal spaces. Her abilities as a competent music therapy participant 

were recognised by asking her to describe her experience of the therapy, and her 

recommendations to the team. T treated several of Nataly’s institutional concerns as matters 

worthy of action. These included investigating continued music therapy, discussing possibilities for 

group music therapy, questioning the organisation of breaks and transport, taking her views to the 

staff team, considering practical access to music links, and managing her appointment with the 

psychologist. 

T invited Nataly into hearing his observational notes from the previous session, “Tune into what 

you’re feeling from last time — just whatever comes to mind. Would you like that?” “yes, I would 
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really like that.” T underlines that the notes are shared with his supervisor, “cool” Nataly replies 

immediately. Nataly comments, reaffirms and elaborates during note-reading in a very engaged 

way.  

Nataly described therapy as a space in which she felt more “open” and experienced greater self-

worth. She explicitly stated that she felt “heard,” “listened to,” and “understood” in therapy, in 

contrast to her everyday experiences with caretakers. Nataly experiences T as “open” and 

“present” and “there are a hell of a lot of people who could learn from that.”  

Recognition was also vulnerable. In the Lived-World session, due to feeling unsafe because of the 

ladder, Nataly asked T to accompany her back. T hesitated, and Nataly instantly reacted and 

withdrew silently. 

Mutuality 

Shared humour, care by music, joint speech, reciprocal personal disclosure and comments such as 

T looking forward to spending time with Nataly, and Nataly stating that it is always nice to see T 

constitute small signs of recurrent mutuality. 

Nataly had written a text to T ending with “sleep well,” which T did not answer in the same way. 

Nataly expressed fear and shame that she had crossed T’s personal boundaries. In a later text, she 

explicitly points out that she did not write “sleep well” in a later text not to bother T. He 

encourages Nataly to write whatever she feels like and express care by writing “sleep well” if this 

feels right for her. This leads to a sharing about how to write to others, what is implied by “hi” and 

“dear”; T uses “hi” informally, Nataly uses “dear” for very personal contact, she finds the 

differences funny. They agree that now they know something new about each other. 

Before the Lived-World session, T had recorded and shared a video from his homemade pond in 

his forest, with the sound of purling water (the purling water-episode). “Wow, this is amazing! 

Ooooh, it’s fantastic,” Nataly comments that he must feel proud. When T uses the sound as sonic 

background for induction, Nataly reacts: “Wow, that’s so cool. It’s so meditative and peaceful, I 

love stuff like that.” At the end of the session, Nataly says, “thank you for water.” 

When T is reflecting about sharing too much private stuff, and wonders whether it is a waste of 

time, Nataly insists that it is good when both parties “open up,” that “one can speak about almost 

anything without packaging oneself.” T suggests that their relationship is constituted by two 

independent human beings, a view that Nataly confirms. 

6.3 Articulated and Negotiated Autonomy in Practice  
Autonomy appears as articulated, established, and enacted within interactions, rather than as a fixed 

characteristic. In this context, autonomy concerns how the participant is able to influence, redirect, 

and participate in shaping what happens in the session, both within and beyond the music journey, 

and also outside the therapy setting. 

Autonomy is explicitly articulated by T as something Nataly is expected to exercise by finding her 

own way to the therapy room, which she associated with “freedom and independence.” 

T repeatedly invites Nataly to share feelings, express preferences and needs based on her own 

evaluations, “If you think, God, this music is awful then say so.” Nataly laughs and promises to do 

so. These invitations are taken up in practice. When Nataly expresses concern about time, T 

modifies the structure by reducing the number of musical pieces. When Nataly expresses liking a 

specific piece (Much Loved by Rachel Portman), T includes the piece in the session, adjusting the 
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structure accordingly. When she wonders who Peer Gynt was, T invites her to explore it further as 

homework and bring it back to the session. Nataly’s contributions influence what takes place. 

In several situations, Nataly exerts autonomy by following her own line of thought, by interrupting 

or correcting T as well as refusing invitations. In the props-episode, T has noted Nataly’s opening 

and closing her hands and he repeatedly offers different objects for Nataly to hold under the 

music journey. Nataly declines various times with increasing firmness, “well, it’s just, […] I don’t 

really feel like it, […] no, I don’t like it.” The refusals become more explicit over the course of the 

interaction, while offers continue. Finally, T drops the props. Nataly does not act aggressively or 

defensively and does not openly withdraw. Rather, by stating that “I’m totally ready” and 

proceeding enthusiastically into the induction, Nataly stays connected.  

Autonomy is also negotiated in relation to preferences and suggestions. T invites music 

preferences from Nataly, who states that she is “actually up to listening to Kim Larsen?” When T 

hesitates, Nataly quickly softens and withdraws. T suggests starting the coming session listening to 

Kim Larsen and accommodates Nataly further, suggesting Nataly choose a piece of music to play at 

the end of each session, “I’d definitely be up for that,” Nataly replies (the Kim Larsen-episode).  

In other moments, Nataly takes on a directive role. At the end of one session, when T is asked to 

accompany Nataly to her flat, she instructs T in guiding technique, stating that “we don’t talk while 

guiding,” and T confirms her instruction.  

At the same time, there are situations where transferring control proves difficult in practice (the 

loudspeaker-episode). Nataly shows sensitivity to sudden and loud sounds from the loudspeaker. 

T attempts to transfer control of the volume by guiding Nataly’s hand to the buttons, “If you reach 

your hand out, and find my finger, I’ve got my finger on the volume-up button. So, if you take over 

... can you feel it?” Nataly has difficulty locating the control (“I can’t find it”). They are struggling 

with the loudspeaker. Suddenly the volume turns up drastically and Nataly reacts strongly with a 

startled sound. T notes that “it is not at all easy.” The loudspeaker gives a loud beep and Nataly 

physically withdraws, “Can we start the track all over again, and set the volume properly?” After a 

moment of silence, T returns to controlling the loudspeaker prompting Nataly for preferences, re-

establishing dependence. Neither T nor Nataly addresses the failed attempt. 

6.4 Participant-Authored Imaginal Dwelling 
This theme concerns inhabitable imaginal space as it reveals itself during the music journeys in the 

two sessions. The house is not simply the occurrence of an imagined house, but can be understood 

as a dwelling that can be entered, shaped, and lived in. 

In the Space-Making session, T guides Nataly from a “secure therapy room with a locked door” to 

her “personal space,” through her “very own personal door” along a dirt path that feels safe, to 

three wooden steps leading to a terrace of a treehouse. T clarifies that this is not just a house, 

“that it is your house,” with “the things you like to have in your home.” In the post-talk, Nataly 

describes having “an evening vibe, being outside, in nature, the feeling of the evening sun” and 

she adds the “rippling water from the lake,” the entrance to “my house” where “everything was 

exactly as it should be.” Nataly brings a sense of quiet calm back to the therapy room. 

In the Lived-World session, Nataly enters the dwelling without scaffolding and immediately follows 

her own line (the dwelling-episode). She follows the dirt path through the rain and arrives at the 

steps leading up to “my lovely treehouse.” She makes tea and enjoys being there, with her two 
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guinea pigs to whom she gives “a great deal of care and a lot of love,” and which make her feel 

loved and accepted as is. The dwelling is described as “pure homely coziness.” 

When the narration slows, the music shifts to Mozart’s Piano Concerto No. 21 (Andante), and 

Nataly says in a happy voice, that “I just put on this lovely piece of classical music and now I will 

bake a cake because you are coming for a visit.” She gathered ingredients from the surroundings, 

moved in and out of the dwelling, “since I have a brownie, I might just go outside and pick some 

fresh blackcurrants.” Nataly moved without hesitation between inside and outside, gathering what 

she needs and selecting among multiple options. The environment was described as offering 

immediate access to materials and variety. 

The activity develops further through baking and sensory engagement. Nataly describes the smell 

of cake as “delicious” and “sweet” and speaks of “that joyful feeling of being present” and of 

having “really done something good today.” From here, the dwelling connects to remembered 

situations: shopping with her grandparents, being allowed to buy something from the shops, and 

touching a live fish in a fish shop, which “felt so smooth” because her granddaddy wanted her to 

know where food came from. 

Back in the dwelling with her guest, the episode culminates in explicit valuation: “The two of us 

have each other’s company, there are the guinea pigs, delicious tea, homemade brownie, fresh 

berries. It couldn’t be better. I’ve never had it better.” In the post-talk, Nataly reflects that “It was 

nice to feel that evening atmosphere, so completely quiet and calm.” 

The elaboration included free movement, sensory richness, and recognisable ordinary details. 

Nataly moved between inside and outside, gathered berries and ingredients, recalled shopping 

situations, described touching a live fish, and referred to specific drinks and brands. Together, 

these elements formed a world that can be moved through, sensed, chosen from, and lived in. 

The two sessions show different configurations of inhabitable imaginal space. In the Space-Making 

session, the dwelling is reached through a guided movement from a secured room to a personal 

place. In the Lived-World session, the dwelling is already in place and becomes further elaborated. 

Across both sessions, this appears as the shaping and elaboration of a liveable world. 
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7 Discussion  
This study shows how MI functioned not as therapy in isolation within the therapy room, but as a 

practice that may be understood against the background of the participant's lived experience as a 

blind citizen within institutional conditions characterised by dependence, limited autonomy, 

anxiety, and coping strategies associated with navigating hierarchical relationships (Goffman, 

1961). The findings may be understood as a contrast between these institutional conditions and 

the therapeutic conditions of calm presence, negotiated autonomy, mutuality, and self-authored 

imaginal dwelling. 

The discussion is organised around these findings while also addressing two cross-cutting 

dimensions central to the research question and theoretical framework: VI conditions for 

participation and sonic co-presence. Across the findings, therapist accommodation and 

attentiveness consistently permeated the therapeutic setting and appeared to facilitate relational 

recognition, mutuality, and participation. Similarly, music and sound consistently functioned as an 

intersubjective and sensory field, creating a sonic co-presence that appeared to support the 

therapeutic relationship. These patterns did not emerge as separate empirically grounded themes, 

but as cross-cutting features of the material. The following discussion interprets these patterns in 

relation to the conceptual and theoretical frameworks that inform this study. 

The shared disability identity between therapist and participant formed an important relational 

context for discussion. 

For readability, selected interactional sequences are referred to by short descriptive labels, such as 

the loudspeaker-episode, and props-episode. 

7.1 Specific VI Conditions for Participation 
VI creates specific conditions for participation alongside those common to therapy. Sight provides 

continuous access to material surroundings and social interaction; with VI, some access must be 

established through other senses, environmental organisation, or another person. Additionally, 

the psycho-emotional effect of restricted material and social access is unfathomable to the 

therapist. Informed by my own VI-insider position (Brown, 2009), it is my aim to locate VI-sensitive 

conditions for participation from the case material, and elaborate on the implications for VI-

sensitive therapy. These concern material and social access, psycho-emotional experience, and 

equality within dependence. 

T actively facilitated Nataly’s material and social access. These included a stable environment, a 

locked door, verbal descriptions, and attention to sound. Similar accommodations are described in 

music therapy with people with VI (Cylulko & Gladyszewska-Cylulko, 2021; Elwafi, 2013; 

Nightingale, 2015). T also actively made himself and the interaction socially accessible. He used 

verbal activity to communicate presence and attention, prompted turn-taking, scaffolded 

reflection through suggested response possibilities, and explicitly prompted conversational 

initiative. Such scaffolding stimulates social interaction with VI people (Lohmeier et al., 2009; 

Wieland et al., 2026). From an interactional understanding of disability, T is himself part of the 

social context and actively shapes the material and social conditions for Nataly’s participation 

(Shakespeare, 2013; Dunn, 2014). 

This becomes clear in the props-episode which departs significantly from the pattern just laid out. 

In the props-episode, T offered various props to Nataly because of her hand-movements. T 

repeatedly offered new props and did not listen to her kind refusal. The props-episode constitutes 
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one of the few situations in which the phenomenon fell outside T's experiential horizon: T may 

never previously have encountered someone who repeatedly opened and closed their hands. In 

this situation, the relationship was not supported by shared VI. T can be understood as enacting 

ableism (transferring his able-bodied assumption of how one should hold one’s hands), offering 

unsolicited help (by bringing physical props without being asked), demanding need justification (by 

not accepting Nataly’s initial refusal), and not immediately questioning his own assumptions, 

despite the attentiveness and accommodation that otherwise characterised the sessions. Could T 

instead have reserved his observation of Nataly's hand movements for his own reflexivity rather 

than making them the basis for therapeutic interaction? The props-episode shows how easily a 

well-intentioned therapist unintentionally may slide into ableist behaviour. Experiences of 

ableism, microaggressions, need justification, and unsolicited help may shape what feels safe to 

request or refuse (Conner et al., 2023; Dunn, 2014; Reeve, 2002). Disability-sensitive practice 

involves active accommodation without requiring participants to justify their needs, as explicitly 

stated by Conner et al. (2023) from their qualitative study of disabled persons’ experiences with 

therapy. Disability studies scholars have identified: psycho-emotional effects of oppression from 

able-bodied peers (C. Thomas, 2004), access fatigue (Konrad, 2021), disability-affirmative therapy 

(Olkin & Carlos, 2026), and ableism (Campbell, 2009b). Music therapy is not exempt from the 

social relations of ableism that disability studies has painstakingly documented. 

Dependence is inevitable when interacting with people with VI, which may reinforce the power 

asymmetry already inherent in therapy. The therapist must examine how the participant’s 

dependence on them shapes their own attitude towards the participant. Nataly sometimes 

depended on T for visual information, environmental action and guiding. Conversely, in the spilled 

water-episode, T did not intervene and she cleaned it herself; dependence was non-existent. 

Unsolicited help may reinforce dependence and reduce self-worth by paternalistic behaviour from 

the therapist. Dependence may challenge the virtues of a resource-oriented perspective. 

Dependency may reorganise the relationship into asymmetrical positions such as helper and 

helpless, thereby threatening the mutuality, equality, and recognition that a resource-oriented 

perspective seeks to uphold. I find that Kittay’s (2011) suggestion of dependence as involving 

trust, care and reciprocity rather than weakness intuitively and emotionally convincing. Accepting 

necessary dependence as trust and care may transform aspects of asymmetry towards equality.  

7.2 Relationship as the Condition of Possibility 
The findings suggest that a relational space characterised by recognition enabled imaginative 

freedom. In her work on Relational Music Therapy, music therapist Gro Trondalen (2016a) 

conceptualises music therapy as an intersubjective process of recognition, responsiveness, and 

shared meaning-making. Trondalen describes the intersubjective space as constituted by music, 

the therapist, and the participant, and as temporally and dynamically embodied. It may be hard to 

define; however, you immediately know when it is not there. She describes the mutually 

established intersubjective field by “I know that you know that I know” (Trondalen, 2016a, p. 14). 

Trondalen's concept of the intersubjective field offers a way of bodily sensing-knowing, and of 

understanding therapeutic processes that cannot easily be inferred from observable interaction 

alone. Trondalen helps explain how the therapeutic relationship becomes sufficiently safe, 

responsive, and mutually recognising for participation to emerge. Trondalen’s intersubjective field 

may constitute a space within which Rolvsjord's (2010) resource-oriented practice may activate 

the participant’s resources – or not. Whether the participant's positivity, initiatives, engagement, 

musicking and autonomy become therapeutic resources depends not only on the participant, but 
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also on the quality of the intersubjective field. These qualities resonate strongly with the relational 

processes observed across the two analysed sessions. 

The analysis indicates that participation depends on Nataly being met and held within a safe 

environment. T’s own VI experience may have informed pacing, verbal framing, environmental 

organisation, and attention to access, while shared disability identity may have supported 

connection and solidarity and reduced self-explanation, stigma management, and access fatigue 

(Dunn & Burcaw, 2013). 

Recognition according to the second theme becomes a threshold condition for participation. 

Nataly’s expressions, refusals, initiatives, preferences, and corrections appeared therapeutically 

meaningful when received as valid contributions. This resonates with recognition as fundamental 

to social participation and self-relation (McQueen, 2022), Rolvsjord’s account of participants as 

active contributors in therapy (2014), and findings that misrecognition of people with VI concerns 

whether they are encountered as full subjects (Lourens & Swartz, 2016). In this case, being heard 

is a condition of participation. 

The purling water-episode, where T had sent a recording of the purling water from his own pond 

to Nataly, exemplifies personal sharing: T offers part of his lived world through a shared sonic 

object, which Nataly may enter, refuse, transform, or use.  

The props-episode (where T offered different props for Nataly) and the “sleep well”-episode 

(where Nataly wrote “sleep well” to T outside therapy) demonstrate that intersubjectivity 

develops through attunement, misattunement, adjustment, and renewed contact (Trondalen, 

2016a). The props-episode may reflect ableist assumptions, but Nataly can refuse without the 

relationship collapsing. In the “sleep well”-episode, misrecognition and withdrawal are followed 

by acceptance of difference and repair. Together, these episodes show a relationship close enough 

for personal sharing and robust enough to contain correction and difference. The therapeutic 

relationship matures when it can contain Nataly’s self-advocacy and preferences. This supports 

Nataly as a competent participant who actively uses therapy through contributions that make 

therapy possible (Rolvsjord, 2010). 

7.3 Resources as Relationally Activated 
From my inquiry into studies of music therapy that applied a ROMT lens, resources were described 

only in vague terms, and primarily as personal (musical) traits developed in the active music part 

of therapy. In this study, it appears that resources, as understood broadly by Rolvsjord, can be 

noticed as relationally activated and as particular competencies that the participant actively brings 

into all phases of the therapy in various ways. 

Nataly actively collaborated in the shaping of the sessions by preferences and initiatives as 

follows: she engaged openly with questions of emotions, sensations, and bodily states in sharing 

herself and her lived institutional frustrations. Relationally, she sustained the encounter through 

attentive listening, vocal responses, humour, care, positivity, and reciprocal engagement. She fully 

immersed herself in unknown, thus potentially vulnerable, activities. This included both playing 

new instruments and engaging in bodily induction and a musical imaginal journey. She did so 

apparently without being overly compliant or losing herself, but maintaining refusals, 

contradictions, negotiation, and needs. Nataly did that while allowing herself to also be vulnerable 

and interdependent.  
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Therapy for Nataly can be understood as a safe rehearsal space in which ways of participation can 

be tried out, practised, negotiated, and made experientially available. At the same time, these 

forms of participation and competence did not emerge in abstraction. They became possible 

within a therapeutic frame that was made accessible, predictable, sensorially usable, and resource 

oriented. From this perspective, therapy is not understood as an expert-driven process in which 

the therapist imposes agency, empowerment or emancipation onto the passive client. Rolvsjord 

(2004, p. 104) highlights that the therapist cannot offer empowerment to others, but it “is possible 

to develop empowering interactions with them.”  

7.4 Autonomy under Conditions of Visual Impairment and Institutional Life 
The experience of autonomy appeared as a pivotal quality of the therapy in the way that it 

functioned almost as a lifeline for Nataly. 

Autonomy concerns whether agentic action is self-directed, meaningful, and sufficiently owned by 

the person (Ryan & Deci, 2000), which is the understanding of autonomy in this study. Since 

dependence is inherent in everyday life of people with VI, experiences of practised autonomy may 

be limited; thus self-reflexivity, self-determination, and self-advocacy cannot be assumed (Lewis et 

al., 2014). Since these socially significant traits for social interaction cannot be assumed, Agran et 

al. (2007) argue that autonomy be scaffolded and articulated as practical choices. Autonomy 

becomes possible when access requirements are recognised as legitimate, and is dependent on 

the complex interactions of the VI person, the therapist, and the environment (Konrad, 2021; 

Shakespeare, 2013). Nataly’s need for non-disturbance, predictability, manageable sound, and 

sometimes accompaniment therefore formed part of the conditions for autonomy. Analytically, 

the question is not only whether Nataly acts, but whether preferences, refusals, and needs can be 

expressed, recognised, and acted upon. 

The analysis of the Space-Making session shows this negotiation particularly clearly. In the Kim 

Larsen-episode (where Nataly requested Kim Larsen music, and T initially hesitated, but 

afterwards offered that she could decide music in every session), Nataly’s musical preference is 

negotiated. Preference and articulation become therapeutically meaningful because Nataly can 

change what may happen later; and thereby self-determination and self-advocacy are rehearsed; 

which is a way to develop empowering interactions with participants rather than merely offering 

empowerment (Rolvsjord, 2004). 

In the loudspeaker-episode, T attempts to transfer control of volume, but the inaccessible 

interface prevents practical control: autonomy-supportive intention becomes insufficient when 

the material environment is inaccessible (Shakespeare, 2013). The episode suggests a qualification 

to Rolvsjord’s (2004) claim: empowering interactions may not in themselves be sufficient when 

restricted access prevents participation from being enacted. In a VI context, when accessibility is 

not possible and dependence is reinforced, Rolvsjord’s empowering interactions must be 

accompanied by responses that support the participant and reframe the emotional meaning of the 

experience. Drawing on the notion of access fatigue (Konrad, 2021) from continuously 

experiencing restricted accessibility, one might argue that an otherwise well-intentioned attempt 

to promote access and autonomy may entail a psycho-emotional effect and even a setback in 

autonomy due to demotivation and despair. In this case, Nataly reacted with anger towards the 

institution that lacked the competence to provide technology accessible to the very people it was 

intended to serve. Her anger appeared to reflect an awareness of her own rights rather than 

internalised ableism (Campbell, 2009a). At the same time, it may also have reinforced her 
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experience of institutional strain. The episode therefore suggests that, within a VI context, 

resource-oriented practice extends beyond facilitating empowering interactions. When barriers 

make participation fail, the therapist may also need to respond in ways that restore self-worth, 

dignity, and autonomy; whether through emotional validation, practical adaptation, advocacy, or 

other actions that prevent restricted access from becoming experiences of diminished 

expectations. 

The props-episode (where T offered different props to Nataly due to her hand movements) is 

especially important because it shows the consequences of stretching autonomy into refusal. 

Nataly repeatedly refuses the offered props while remaining present and connected; enacting 

autonomy as refusal within a relationship that does not collapse. Given the institutional conditions 

described by Goffman (1961), Nataly may have been socialised into compliance as a coping 

mechanism. institutionalisation also may weaken self-advocacy, which she demonstrated. Nataly 

wanted something from T, to be heard and to become happy again. She appeared calm in the 

episode, authentically engaged and not withdrawn, which could be grounded in the mutual 

relationship facilitated by the procedural structure of MI that may have prevented dyadic 

exposure. There may have been more tension and rupture than immediately observable as a 

researcher. Together, these episodes show autonomy enacted through preference, negotiation, 

practical control, and refusal rather than through independence. 

The analysis of the Lived-World session demonstrates further configurations of autonomy. When T 

asks Nataly to take over the music journey because of his voice, she readily accepts and continues 

to engage and be creatively involved. The ease with which responsibility shifts between them 

suggests a relational configuration in which autonomy does not require separation from the other: 

Nataly exercises agency while contributing to a shared task. Her imagined hosting of T also 

extends into an intention to bring him tea, connecting imaginal action with intentional agency 

beyond the imagery. Across these episodes, autonomy is situated within interdependence rather 

than opposed to it. Her request for accompaniment back to her flat demonstrates autonomy 

within dependence: she identifies when guidance is needed and acts upon that knowledge.  

ROMT foregrounds competence, collaboration, and active engagement in therapy (Rolvsjord, 

2010). The case shows how these depend on material access, accommodation, and relational 

responsiveness to become enacted as autonomy. Therapy can thereby provide a protected space 

for practising preference, refusal, correction, requesting assistance, and care. This rehearsal 

quality is particularly relevant to VI, where opportunities for choice-making and preference 

expression support self-determination and self-advocacy (Agran et al., 2007), and is consistent 

with Rolvsjord’s (2006) understanding of therapy as a space for rehearsal. 

The findings suggest that everyday life, the therapy session, and the music journey constitute 

nested spaces that afford different possibilities for autonomy. Autonomy may potentially be 

articulated, offered, negotiated etc. in each space and is shaped by the particular context. In this 

case, the participant enters therapy with patterns of autonomy already shaped by everyday life 

and institutional constraints. Within this, the therapy session temporarily suspends some of these 

constraints through a negotiated therapeutic relationship and autonomy offered as developing 

interactions (Rolvsjord, 2004). Within the therapy session, the music journey appears to offer an 

imaginal space in which autonomy is less constrained by the outer institutional everyday context, 

while remaining shaped by the therapeutic relationship, the music, and the participant (Bruscia, 

2015, Note 9). Experiences of embodied autonomous participation shaped by internal evaluation 
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may flow between all three levels. Movements may evolve gradually and depend on what is 

articulated, offered, enacted etc. at each level. 

7.5 Participant-Authored Dwelling as Accessible World-Making 
Across the two sessions, a similar dwelling-world is expressed under different conditions for 

participant authorship. In Space-Making, T provides the spatial structure, guiding from the secured 

therapeutic room towards a personal door, place, and “your house.” In post-talk, Nataly vividly 

elaborates this through evening atmosphere, lake, calmness, and “my house.” In Lived-World, T 

probes and holds the process while Nataly supplies the content. Her house is populated with 

guinea pigs, food, memories, and social relations. With Mozart’s Piano Concerto No. 21, she plans 

to host T with homemade brownies, berries, and tea; the scent evokes her grandparents, mutual 

love and care, and a memory of touching a live fish with her grandfather. The difference need not 

indicate change in Nataly or the dwelling-world, but different possibilities for expressing and 

enacting authorship. Resources are evident in both sessions, although their expression is more 

extensive in Lived-World, consistent with ROMT’s attention to resources as they are activated in 

the therapeutic process (Rolvsjord, 2010). 

In the dwelling, disability is not expressed by Nataly. This contrasts with the institutional world, 

where VI repeatedly interacts with material and social conditions to produce disablement 

consistent with Shakespeare’s (2013) interactional understanding. This also resonates with 

Samara’s (2016) GIM participants with VI, who experienced unrestricted movement and new 

meanings in their ways of being. Nature provides a sensory-affective environment for movement 

and calm (Bonde & Beck, 2019), while food, guinea pigs, memories, and T-as-guest give this 

accessible world a relational structure. The dwelling contrasts with Goffman’s (1961) account of 

total institutions, where institutional organisation can restrict ordinary social roles, weaken sense 

of self, and position inmates within relations of dependency and staff authority. In the dwelling, 

Nataly instead occupies multiple ordinary and valued positions—as homeowner, host, 

granddaughter, caregiver, and friend. Accessible world-making therefore concerns not only 

removal of disability but the possibility of inhabiting social roles through which agency, care, 

belonging, and identity can be enacted. 

The different conditions for authorship expose a potential tension between therapeutic method 

and resource-oriented practice. T performed an MI-session with talkover resembling Focused MI 

(Dimiceli-Mitran, 2020) in the Space-Making session, without interactive guiding during music, 

restricting Nataly’s verbal participation to post-talk. The Lived-World session facilitated Nataly’s 

narration during music, through which Nataly’s resources for imagery, narration, memory, care, 

and world-making became extensively observable. This does not establish an incompatibility 

between MI and ROMT. It does, however, raise a resource-oriented question: ROMT positions 

participants as competent and actively contributing (Rolvsjord, 2010), yet resources can become 

therapeutically activated only where the method affords their enactment. Resource orientation 

may therefore depend not only on how the therapist understands the participant, but also on 

whether the method allows the participant’s resources to develop and become active in the 

therapeutic process. 

7.6 Music, Sound, and Sonic Co-Presence 
GIM/MI-training (level I) has sensitised me to a certain function of music, namely as the change 

agent in the therapeutic process. The data was examined closely for evidence of connection 

between the music and movement in imagery, emotion, and embodied reaction in a sense of 
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transformation. The material did not allow music’s contribution to be separated from therapeutic 

holding, emotional regulation, participant empowering musicking, relational bonding, and 

atmosphere. The strongest interpretation was consequently not music as an independently 

identifiable change agent, but music and sound as parts of an intersubjective, temporal, and 

sensory field. 

The two sessions, where Nataly is playing for T and with T, mark a musicking opening as transition 

from institutional life into therapy. Nataly plays for T on handpan and kalimba, T joins her with 

double bass in the Lived-World session. Nataly offers calmness and care, while T contributes turn-

taking, holding, and shared pacing, allowing recognition and mutuality to develop; thus the 

intersubjective field is shaped through timing, resonance, attunement, and mutual presence 

(Trondalen, 2016a). Embodied and audible togetherness makes the other’s presence available, as 

supported in Rolvsjord’s emphasis on mutuality, collaboration, and the client’s craft (2010). Nataly 

is someone who can attend and be attended to, as opposed to the institutional inattentiveness. 

This resonates with findings that music can provide people with VI with contexts for participation 

and social connection (Castle et al., 2022). 

Sound organises the pre-talk and induction. Within a dynamic intersubjective field containing local 

ruptures, including the props (where T offered props for Nataly to hold because of her hand 

movements) and the “sleep-well”-episodes (where Nataly had written “sleep-well” in a text to T 

outside therapy that T did not respond to), this sonic field may reduce dyadic exposure and 

preserve connection without requiring verbal elaboration. Given the auditory demands associated 

with VI, sound is not merely aesthetic but may support safety, orientation, and emotional 

regulation (Cylulko & Gladyszewska-Cylulko, 2021). Purling water, meditation music, voice, and 

journey music therefore make the room shared, predictable, and sensorily workable, consistent 

with Bruscia’s (2015) emphasis on the audible environment in GIM/MI. 

In GIM/MI, music may stimulate imaging, bodily and sensory experience, emotion, altered time 

experiences, and memory (Bruscia, 2015). Wärja and Bonde (2014) describe supportive music as 

relatively stable, predictable, and emotionally containing. Thus, the journey music by Satie, Pärt, 

Mozart, and Portman may offer continuity, spaciousness, affective tone, and temporal movement. 

Music’s effect, however, emerges through interaction between music, the imagery experience, the 

participant, and the therapist (Bruscia, 2002), and not through objective properties and causal 

effect on human experiences (Rolvsjord, 2006). The music therapy researcher Gary Ansdell’s 

ecological perspective is therefore relevant: therapeutic value emerges from situated musical 

processes, not music as an isolated stimulus (Ansdell, 2016). Nataly may accordingly experience 

journey music more as music in transformation than music as transformation (Bruscia, 2002). 

During the Lived-World journey, the music shifts to Mozart, and Nataly feels an urge to prepare 

cake and tea for T as her visitor. Music thereby becomes authored content. In Rolvsjord’s (2010) 

terms, Nataly actively uses therapy by carrying the music into an imaginal world where authorship 

and care can be enacted. 

7.7 Reflexivity of the Study  
Reflexivity is used here as a critical examination of the research process and the knowledge 

produced, encompassing methodological integrity, the influence of positionality and 

preunderstanding, and the limitations of transferability. 
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Reflexivity does not remove researcher influence or justify the knowledge production from the 

study; however, it may establish transparency as a means for critical examination. 

This section, thus, focuses on whether the methodology was appropriate for answering the 

research question, the influences of my preunderstandings on the study, and to what extent the 

study may have transferability. 

7.7.1 Methodological Integrity 

Following Bruscia (2005), aspects of methodological integrity concern whether the methodology is 

appropriate and whether on-going appraisal and flexibility ensure that methodology stays 

appropriate as the study evolves.  

Methodological Appropriateness 

Given the exploratory research question and the limited research on music therapy with people 

with VI, beginning with a relatively data-driven analysis rather than a strongly theory-directed 

analysis was considered appropriate as groundwork. The subsequent abductive-hermeneutic 

movement allowed emerging interpretations to be examined through ROMT, DS/VI, and 

institutional perspectives. The hermeneutic movement helped understand the session-internal 

aspects of attentiveness, accommodation, and rehearsed autonomy as meaningful in the wider 

therapeutic process. The abductive and hermeneutic movement served to activate and connect 

the institutional context and DS-understanding to explore therapy as not directed towards a 

deficit-oriented participant. The initial data-near phenomenological exploration supported 

consciousness of my therapist- and VI-insider positionalities. 

The initial data-driven exploratory, phenomenological route, however, also may have come with a 

cost. By not activating a strong theoretical lens from the outset, certain phenomena may have 

been underdeveloped. A critical disability analysis might have produced a sharper account of 

institutional power. Self-Determination Theory (Ryan & Deci, 2000) might have directed attention 

primarily toward explaining Nataly’s existing frustrations through contextual conditions, rather 

than toward emerging possibilities, or future agency. 

Appropriateness of Sampling Strategy 

This is what Bruscia refers to as responsiveness/appropriateness of method, especially the 

selection of data. In this study, I selected two sessions from an 11-session course. The two sessions 

provided rich material relevant to the research question, while analysis of additional sessions 

might have broadened or altered the findings. The sampling therefore prioritised depth of analysis 

over representation of the full therapeutic course. More data are not automatically more 

appropriate for knowledge production (Bruscia, 2005; Malterud, 2001). More sessions could have 

risked interpretation into a competing developmental approach. The choice of one session only 

may have provided equally rich data but would have introduced vulnerability to special session-

bound circumstances.  

Critical Engagement with Alternative Interpretations 

For a single researcher, Malterud (2001) recommends that means of contesting and critical 

reading must be established. Participant evaluation was included post-analysis (section 4.4). 

Bruscia (2005) explicitly treats participant collaboration, clarity of voice, and respect for the 

participant’s lived world as matters of research integrity.  

Although Nataly explicitly agreed with the themes and expressed recognisability and 

representability, the relational conditions under which this agreement was expressed limit the 
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extent to which it can be treated as independent validation. During the meeting, she was highly 

positive and appeared to re-enter aspects of the therapeutic relationship by bringing current 

institutional concerns into the conversation. Retrospectively, a more participatory or action-

research-oriented design might have afforded her a stronger role in shaping and challenging the 

interpretations.  

The analysis was recurrently discussed with two seasoned music therapist researchers with GIM-

experience (the supervisors). Involving other professionals is considered an extrinsic safeguard by 

Bruscia (2005). An example of critical engagement comprises one of the external researchers 

finding an early theme-formulation as too vague; another comprises one of the external 

researchers pointing to the meaning of the deliberately focused and contained initial imagery. 

Clarity of Choice 

The analytic approach was determined by me; the interpretation and thematic synthesis were 

conducted by me; and I conducted the therapy. Bruscia (2005) underlines that the researcher can 

never know the experience of the person studied in the particular context; therefore, clarity of 

voice must be declared. The study reveals the participant from quotes in the findings; however, 

the interpretation is mine, unless the participant explicitly says that music therapy “brings 

openness.” I involved Nataly by inviting her to comment on the results of the study; however, I 

presented the results vocally, and she opposed living in a residential care unit. Apart from that, her 

voice is not heard in the study, except in raw quotes. Involving Nataly in evaluation revealed 

participatory restrictions due to me not being able to make a written account of the study 

available to her. 

7.7.2 Revisiting Positionality and Preunderstanding 

Section 4.1 presented how reflexivity is organised in this study through positionality derived 

preunderstandings.  

My preunderstandings within methodology, theory, conceptual frameworks, and personal 

experience shaped how the study was conducted and may have influenced what became visible, 

emphasised, omitted, or underdeveloped in the analysis. This is especially relevant due to my dual 

researcher-therapist and VI-insider positions. See Table 8 for pertinent examples of how particular 

preunderstandings from different positionalities may have directed attention, interpretation, 

omission, or emphasis in shaping the results. 
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Reflexive issue Positionality The effect of preunderstanding 

Therapeutic 
development and 
outcome 
downplayed 

Methodological 
 

I suppressed my understanding of the therapy as developing and having 
outcomes. Following the therapy, Nataly quit her "job" at the institution 
and found a "job" once a week in a pet store. I was not sensitised to 
change in Nataly’s coping with everyday strain, or how the therapy may 
have contributed to change. I do not claim this causality. 

The wider course-
context may have 
informed the 
findings 

Methodological 
 

My findings may reflect the wider therapy course of 11 sessions, and the 
four-month institutional staff position. Furthermore, the broader 
experience of the course may have shaped the visibility of the strong 
relationship, that may not have been so clearly visible from only two 
sessions. 

Avoidance of 
Nataly’s 
involuntary 
movements 

Methodological, 
DS, therapist-role  

From the analytic outset, I noticed Nataly’s frequent involuntary bodily and 
vocal expressions (head wiggling, throat clearing etc.). During coding, I 
gradually attended to these movements and initially explored them as 
potentially meaningful. I later abandoned this analytic track. In retrospect, 
this decision may partly have reflected a protective orientation towards 
Nataly and reluctance to expose or pathologise aspects of her. It was also 
partly abandoned due to my own shame of ableist behaviour. 

I did not account 
for the “eyes-
open” feature of 
MI, and the 
inapplicability for 
VI 

GIM/MI MI is applied as an adaptation of BMGIM where the participant has open 
eyes to prevent a deep altered state from emerging (Summer, 2015). For a 
VI-participant, this has no application. MI can in this sense be understood 
as building on able-bodied assumptions. 

The importance of 
the “special group” 
was ignored 

ROMT, DS, 
Humanistic/existen
tial-orientation, 
Institutional-
insider 

I ignored the role of the "special group", even though they were always 
present, even in music journeys, and Nataly explicitly blamed the “special 
group” for “stealing” the attention. I avoided it analytically, because of my 
adherence to positivity. Further, I suppressed the image of Nataly as overly 
negative, so as not to recognise the institutional systematic criticism of 
her. I also may have condemned her myself for stigmatising other impaired 
persons. 

Commitment to 
non-authoritative 
therapist  

DS, ROMT, 
humanistic/existen
tialism 

My intention to perform as a non-authoritative therapist may actually have 
made it difficult to see how my decisions, opinions, prompts, and 
invitations actually shaped the therapy. 

Critical reading of 
the props-episode 
is warranted 

DS, ROMT Initially, I understood the props-episode primarily through intentions of 
support, care, and facilitation. Later analysis and revisits of the material 
nuanced this reading by showing how the same episode also involved 
power asymmetry, misattunement, ableism, and tension. Initially, it was 
not reflected appropriately in the findings. 

Idealise the 
therapy 

Therapist-role As a researcher of my own therapy I may be influenced by what happened 
in the therapeutic space, overemphasising positive events, and 
downplaying tension, rupture, or misattunement. 

Avoidance of my 
own VI pain 

VI-insider, DS, 
ROMT 

I may have underplayed Nataly’s experiences of misrecognition, not being 
good enough, being treated as a nuisance, not appearing normal, and the 
feeling of isolation; because it triggered my own painful lived VI 
experiences. 

Transferring my 
own VI-needs, and 
experiences to 
Nataly 

VI-insider I may have shaped my understanding of Nataly’s VI experience and the 
meaning for her from my own, despite being curious. I may have 
underestimated the significance of difference in lived experiences, 
including institutionalisation, and dependence. 
Consequently, I may not have been appropriately open to different VI 
experiences, and prioritised recognition, fatigue, predictability, and 
autonomy. 
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Prioritising my 
calm over potential 
tension in Nataly 

VI-insider, 
therapist-role 

I remain attentive to how my visually impaired ways of orienting, moving, 
or using objects may appear to sighted others. Since Nataly could not see 
me, this form of visual-social self-monitoring was not present. This may 
partly explain my experience of calmness, groundedness, openness, and 
relational presence. Although this is the therapist-experience, it formed 
part of my researcher-background for the analysis. Consequently, I may 
have been predisposed to interpret the interaction as calmer and safer 
than was fully reflected in the empirical material, rather than to possible 
tension, strain, or hesitation. 

Table 8 Reflexivity: Examples of how preunderstandings may have shaped the study. 

My positionalities enabled sensitivity to accommodation, recognition, autonomy, and institutional 

power, while creating risks of projection, idealisation, protectiveness, avoidance, and under-

recognition of therapist authority. Overidentifying and protecting the client is recognised as a 

researcher-therapist risk (Hay-Smith et al., 2016). The disabled researcher may assume sameness 

regarding disability experience, directing data interpretation (Mohler & Rudman, 2022), without 

being aware of on-going shifts between insider and outsider position (Kirpitchenko & Voloder, 

2014). 

7.7.3 Limitations Relating to Generality 

Malterud (2001) stresses that no study has universal transferability. Thus, the question is where 

and under what conditions the findings may be applicable beyond this study. Transferability 

requires stating what the findings concern and under which conditions they may be relevant. 

The study is limited by its single-case design and its focus on two selected MI sessions from a 

wider therapy course. The findings cannot be generalised to people with VI, institutional contexts, 

or GIM/MI practice generally. Transferability is instead dependent on the degree to which the 

relational, institutional, disability-related, and therapeutic conditions described in this case are 

relevant to other contexts. 
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8 Contributions and Implications 
Based on the discussion of the findings, this chapter lays out what contributions from the study 

may inform music therapy practice, and which implications the knowledge produced may have for 

future research. Contributions and implications of a research study are a means of evaluating 

usefulness and relevance as a means of facilitating change in the world (Stige et al., 2009). 

8.1 Implications for Practice: Usefulness 
This study provides several contributions to music therapy practices, including MI. 

The study suggests MI as a suitable music therapeutic method for VI and warrants further application 

MI as a therapy method provides specific disability-affirmative affordances for VI participants: a 

visually independent sonic environment, a predictable temporal and procedural organisation, and 

limited demands for physical interaction with material or humans (Table 9). This makes MI an 

accessible method that reduces access fatigue for VI participants. MI should be offered as a 

therapy method for VI participants. 

Music therapy with VI should be disability-affirmative 

Music therapy should be disability-affirmative to enable participation of people with VI; including 

therapist accommodation and attentiveness to access needs without requiring justification; and 

relational recognition and mutuality. Access needs should be anticipated rather than negotiated 

only when problems arise. 

The therapist must avoid positioning themselves as the primary therapeutic agent 

The therapist should facilitate the participant’s actual use of the therapy by focusing on 

competences, skills and resources of the participant rather than their own clinical expertise and 

methods. The participant is thereby positioned as an expert in their own right, and an active 

contributor to the therapeutic process rather than as someone upon whom therapy is performed. 

The therapeutic process is more than the core therapeutic activity 

What surrounds what is traditionally thought of as the active core component of therapy (in this 

case: pre-talk, post-talk), is a major part of the therapeutic process rather than mere preparations 

for the “real” therapy. The therapist must conceptually be conscious of the therapeutic processes 

surrounding what can be designated the core therapeutic activity. The therapist must regard 

preparation, accommodation, attentiveness, and relational work as therapeutic activities rather 

than preparatory tasks. 

Autonomy must be actively facilitated in therapy 

Participant autonomy is key to therapy with VI due to dependence and a potential environment 

that restricts the exercise of autonomy. Autonomy is not just an inherent trait of a participant that 

awaits being released; rather, it must be articulated, offered, rehearsed, and experienced in its 

different configurations to potentially support agency outside therapy. 

Table 9 summarises how selected VI-related access considerations highlighted by this case 

correspond to affordances of MI.  
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VI-related access consideration highlighted by this case Possible MI affordance in this case 

No access to visual cues for communication and 
orientation 

MI can be guided through music, voice, pacing, verbal 
framing, and sonic co-presence. Visual cues not needed. 

Auditory environment as orientation, safety, and 
relational information 

Sound control, music, voice, and non-disturbance 
become part of the therapeutic method 

Autonomy under conditions of interdependence MI can support choice, refusal, correction, preference, 
and authorship within a held relational frame. 

Low demand for physical movement and interaction with 
objects or humans to evade fatigue  

MI requires limited physical movement or interaction 

Need for predictable and stable spatial-temporal 
conditions 

MI offers a structured session form and can take place in 
a stable physical environment 

Table 9 How VI-related access considerations highlighted by this case correspond to affordances of MI. 

8.2 Implications for Research: Relevance 
Implications for research relate to conceptual or empirical work. 

8.2.1 Conceptual 

Clarification and empirical investigation into the central constructs of ROMT such as resource, relationship, 

collaboration, and autonomy 

From a review of music therapy research that applies ROMT, it appears that a clear, transparent, 

and consistent use of the framework would allow researchers to further strengthen and elaborate 

the work of Rolvsjord (2010). Hence, future studies could examine the ontology and epistemology 

of central constructs of ROMT such as resource, collaboration, relationship, mutuality, 

empowerment and equality. 

Investigation of Experienced and Enacted Equality Within Inherent Participant Dependence 

Therapy with people with VI must embrace therapist-dependence in different forms. The able-

bodied therapist may be challenged by their able-bodied prejudices and assumptions to evoke 

dependency rather than dependence, thereby impacting participant experience of equality. 

Investigation into equality within dependence, and how to ensure equality in practice is 

warranted. 

Examination of how ROMT and GIM/MI Complement, Challenge, and Modify one Another Therapeutically 

and Practically 

This study highlights potential differences in values, approaches, and foci between ROMT and 

BMGIM. Further research explicitly applying and describing the Rolvsjord resource-oriented 

approach within a GIM/MI frame, i.e. also outside the music journey, could investigate how these 

differing emphases interact and potentially strengthen GIM/MI practice. For instance, how 

resource orientation impacts GIM/MI practice, the role of the therapist, the role of the participant, 

the role and understanding of music, and what is considered therapeutic process and change. 

8.2.2 Empirical 

Investigation of the therapeutic function of the sonic environment in music therapy with VI 

The study suggests that music in this case played a non-indifferent role in the therapy process; 

however, a further investigation into the function of the sonic environment in music therapy with 

people with VI would be able to lay a foundation for understanding the specific relevance for this 

group, and further application. 
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Investigation of the Function of Eyes-Closed Versus Eyes-Open in GIM/MI Including Implications for 

Application for VI 

Eyes-closed and eyes-open-practice is directly connected to the degree of altered state as a key 

feature of GIM/MI and constitutes a recognised adaptation feature within BMGIM. Despite this, 

their therapeutic function has apparently not been investigated in relation to people with VI. 

Future research should examine the intended functions of eyes-closed practice, how these 

influence therapeutic processes and altered states of consciousness, whether these functions are 

transferable to participants with VI, and how they may be operationalised. Correspondingly, 

research should investigate the therapeutic function of eyes-open practice for people with VI and 

how therapists may deliberately regulate depth of consciousness when visual cues are absent or 

reduced. 

Investigation of Music Therapy where Therapist and Participant Share Disability 

In this study, the therapist and participant shared a VI identity; however, it has not been the focus 

of this study to investigate the implications for the therapy. Further exploration of the implications 

of shared impairment, including the opportunities and downfalls of the therapist-VI-insider 

positionality is warranted. 

Disability-Affirmative Music Therapy Practice as a General Framework Across Participant Groups 

This study leads me to propose that disability-affirmative music therapy should be explored 

beyond VI. Music therapy predominantly works with people whose participation is shaped by 

disability, illness, or vulnerability. Consequently, I consider it an ethical obligation to investigate 

what constitutes affirmative music therapy across different participant groups, and how such 

principles may be conceptualised and operationalised in practice. 
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9 Conclusion 
This study explored two MI sessions with a VI participant from a DS- and VI-informed viewpoint. 

Findings suggest that four themes can be formulated from the empirical material: experienced 

institutional strain regarding material and social interaction; recognition and mutuality as part of 

the therapeutic relationship; autonomy as articulated, offered, negotiated, refused, and enacted; 

and a participant-authored accessible and ordinary imaginal dwelling offering different social roles 

that can be understood in contrast to the everyday institutional strain.  

Therapist accommodation and attentiveness against the backdrop of institutional strain appear to 

have provided the necessary disability-affirmative conditions for relational recognition and 

mutuality. The qualities of the therapeutic relationship provided a safe rehearsal space for 

autonomy which also included enacted autonomy as agency. Therapist accommodation and 

attentiveness, relational recognition and mutuality, and rehearsed autonomy together with 

activated participant resources made possible the participant-authored dwelling as a contrast to 

the experienced institutional strain. 

Taken together, the study draws two main conclusions: first, MI appears particularly well suited to 

this VI setting due to the affordances of a visually independent sonic environment, a predictable 

temporal organisation, and limited demands for physical interaction; second, what occurs around 

the music journey constitutes a disability-affirmative therapeutic context that is not merely 

preparation for therapy but part of the therapy itself. 
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Appendix 1. Transcript of Oral Continued Consent Agreement  
Due to technical issues, the original oral consent agreement cannot be accessed.  

Transcript of oral continued consent agreement, 5 August 2026. 

I'm sitting here with <participant name redacted> at the <institution name redacted>, and first I'd 

like you to confirm that we completed a consent form previously, which we did during our last 

music therapy session in November 2025. 

Nataly: Yes, that's correct. 

I'll now repeat what that consent covered. At that time, you gave me permission to use our 

therapy sessions for my master's thesis, and for others involved in the assessment process, namely 

my supervisors and the external examiner, to have access to the information. They are required to 

treat all of the material as confidential. 

Nataly: Yes. 

If you were to change your mind at any point, you would contact Peter, who would then contact 

me. 

Nataly: Yes, understood. 

Once this year has passed, I will destroy the material. 

Nataly: Okay. 

The material will be stored safely and securely so that no one else can access it. It consists of video 

recordings and notes, including the notes that I read aloud to you. 

I, <participant name redacted>, hereby give my continued consent. 

Nataly: I do. 


