Music Therapy in Perinatal Psychiatry:
Use of Lullabies for Pregnant and
Postpartum Women with Mental lliness

Susan Hatters Friedman, MD',
Ronna S. Kaplan, MA, MT-BC, NMTZ,

Music and Medicine

2(4) 219-225

© The Author(s) 2010

Reprints and permission:
sagepub.com/journalsPermissions.nav
DOI: 10.1177/1943862110379584
http://mmd.sagepub.com

®SAGE

Miriam B. Rosenthal, MD"Z, and Patty Console, MT-BC?

Abstract

Lullabies are a universal and ancient song form that play an important role in both comforting infants and providing a critical
bonding experience, which has been borne out by research. An innovative lullaby program at an urban community music
school was transferred to a Perinatal Mental Health Program at a community mental health center. Participants in the music
therapy group include those with depression, bipolar disorder, or psychosis who were pregnant or postpartum, their infants,
and various treatment team members. Goals of this cross-disciplinary novel program include mothers learning to use music to
enhance self-expression, coping, inspiration, and relaxation. In particular, the program addresses how music might calm infants
and respond to their distress. Barriers to such a program include funding issues, transportation, and recruitment. A lullaby music
therapy program is a feasible component in the treatment of mental illness during pregnancy and the postpartum period.
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The postpartum period is the time in a woman’s life when she is
most likely to experience symptoms of mental illness or
depression.! Schizophrenia, bipolar disorder, and major
depression are all serious mental illnesses that can either first
appear, or have an exacerbation during this time. Symptoms
of schizophrenia or other psychosis may include hallucinations
(such as hearing voices or seeing visions), delusions (fixed
false beliefs), and so-called “negative symptoms” such as
withdrawing from others and activities.>” In bipolar disorder,
women may experience “lows” consistent with depression,
in which they may be suicidal, not enjoy life, not care for them-
selves properly with abnormal sleep and eating patterns. They
may also experience “highs” consistent with manias, during
which they may not sleep, may talk quickly, and engage in dan-
gerous behaviors with poor judgment.* Postpartum depression
strikes approximately 15% of women—rates vary depending
on the population studied.” Depending on the severity of the
depression, the mother’s ability to care for herself and for her
child may be adversely affected.

Many mothers are concerned about taking medication dur-
ing pregnancy or during breastfeeding because of concerns
about potential harm to the baby, though the occurrence of this
is relatively rare.” Parents may seek nontraditional therapies for
mental illness during these vulnerable times. If left untreated,
maternal mental illness cannot only lead to morbidity for the
mother, but potentially for an entire family.

Effective treatments for postpartum depression traditionally
include medications, psychotherapy, and support and psychoe-
ducational group therapies.” Women with support are less
likely to remain depressed.” Some may not seek psychiatric
treatment because of stigma or lack of knowledge. Symptoms
of mental illness may limit the bonding between the mother and
baby with inadequate sensitivity to the infant’s cues, insecure
attachments, signs of chronic stress, and the infant’s difficulty
with cognitive and language development.”

Music Therapy and Mental lliness

Music therapy is effective in the treatment of severe mental
disorders, of both psychotic and nonpsychotic natures.®
A recent Cochrane review found that 4 of 5 existent rando-
mized studies reported a greater improvement of depressive
symptoms among those randomized to music therapy than to
those in standard care conditions.” As noted in a quantitative

! Case Western Reserve University School of Medicine, Cleveland, Ohio
2The Music Settlement, Cleveland, Ohio

Corresponding Author:

Susan Hatters Friedman, Connections, 24200 Chagrin Blvd, Beachwood,
Ohio 44122

Email: susanhfmd@hotmail.com



220

Music and Medicine 2(4)

comparison of cognitive behavioral therapy and music therapy
research,® De 1’Etoile’ found positive changes in symptoms,
curative factors, and attitudes toward seeking professional psy-
chological help following music therapy for 8 adult outpatients
with chronic mental illnesses. Music therapy interventions
included music listening, lyric analysis, music with other arts
media, improvisation, songwriting, singing, and music for
relaxation. Tang et al'® reported a statistically significant dif-
ference in negative psychiatric symptoms for 76 inpatients with
residual schizophrenia after participation in a randomly
assigned music therapy group including both passive listening
and active singing, and positive social changes such as
decreased isolation and increased interests compared to those
individuals in the control group. Talwar et al'' noted trends
toward improved symptoms of schizophrenia among 81 sub-
jects in a randomly assigned music therapy group compared
to controls. Even within a single music therapy session,
researchers have noted that positive mood changes and positive
treatment continuity changes occurred significantly more fre-
quently than negative or no changes for participants in an inten-
sive outpatient psychiatric treatment program including music
games, songwriting, lyric analysis, music drama, group impro-
visation, music and art, music listening, and music and relaxa-
tion.'* The majority of participants indicated that they thought
music therapy interventions were beneficial and that they
would incorporate music into their daily lives.'”

Music therapy is often accepted by those diagnosed with
depression.” In 1 study (N = 116), pregnant music therapy
group participants showed a significant decrease in Edinburgh
Postnatal Depression Scale scores at 2 weeks, compared to
those with regular prenatal care.'> Women who are hesitant
to accept medication treatment of mental illness in pregnancy
and during lactation may be more willing to participate in
music therapy.

The Lullaby

Lullabies are a universal and ancient song form that play an
important role in comforting infants and providing a critical
bonding experience. Experts have defined characteristics of a
lullaby, such as having a slow, steady tempo with little change
(about 60-80 beats per minute, similar to a normal, resting adult
heartbeat), rhythmically simple, regular and repetitive, predict-
able, with just a few notes (a narrow pitch range), fewer contour
changes, and a higher median pitch than other songs.'*'’
“Songs of kin,”” which might be viewed as a special type of lul-
laby that is culturally-sensitive music based on honoring care-
taker preference, intentions, and ancestry, have been used to
calm infants and young children prior to electroencephalogra-
phy (EEG) testing.'®

In general, why should we sing lullabies? Singing to infants
is considered a universal caregiving behavior in every known
culture.'”'">* However, Baker and Mackinlay** share their
perception that the daily practice of singing lullabies within the
home environment is declining and being replaced by prere-
corded commercially available music. Wigram et al*> report

that making music is a social event that brings people together
and allows for the communication of feelings that might
change very subtly within 1 or more participants. Much
research has been conducted on using lullabies to calm and
sedate babies.'®?%? Furthermore, the usage of lullabies is
reported to stimulate early language development,'>* an
occurrence that is important particularly because infants of
mothers who are depressed may have difficulty meeting the
cognitive and physical milestones of infancy.>*>® Singing lul-
labies facilitates a relaxation response in mothers and can assist
in their ability to cope with the many demands of mother-
hood.*” Lullaby usage in music therapy for mothers with or
without diagnoses serves a dual purpose—the lullaby and its
accompanying gentle, repetitive multimodal interactions, such
as patting, rocking, stroking, walking, and swaying to the
tempo of the music, simultaneously soothe the baby and allow
the singer to release her emotions. Often, lullaby lyrics can
reflect social and musical themes of particular interest to moth-
ers. These might include their fears, hopes, and dreams for their
babies and their families, how they gain inspiration, from
whence comes their support, and more.

Infant behavior shapes caregiver behavior and vice versa. In
what is called infant-directed (ID) singing, the mother/care-
giver responds to a baby’s behaviors, and the baby “directs”
the type of songs the adult sings.**>*7 For example, if the
baby is crying, the adult sings a lullaby, but if the baby is cheer-
ful and alert, the adult might sing a “play song.”*® The baby
thereby learns basic strategies to effectively interact with the
environment.>> Hanson-Abromeit, Shoemark, and Loewy40
state that infants can discriminate singing that is directed inten-
tionally to them. Rock et al*' postulate that it is possible that
changes occurring in infant-directed singing may function as
a way to attract a baby’s attention and communicate emotional
messages based on songs context. They further observe that
infants notice stylistic changes in the music, for example,
infants become more inwardly focused, turning their attention
to their bodies, their clothing or objects they were holding,
when listening to infant-directed lullabies, and more attentive
to the external world, their mothers or other caregivers, during
infant-directed play songs. Newborn infants are dependent on
others to regulate their sensitivity and babies learn to adapt to
the world through experiencing consistency and repetition in
their daily lives. Without a mother’s help to learn to regulate
him or herself, a child may be “left to his own devices.”*?
Music therapists model and guide mothers to effectively utilize
ID singing and choose soothing activities to do in conjunction
with singing lullabies.*

Recently, Australians Baker and Mackinlay** offered an
educational program for first-time mothers. They reasoned that
personal singing is in the decline in the age of recorded music
being easily available, but that lullabies are effective in calm-
ing babies and promoting maternal relaxation. Thus, they asked
20 mothers to sing to their babies 4 times per week for 6 weeks
and to keep a diary detailing what they sang and how often.
Mothers were required to be part of 2-parent families, who
were not suffering mental illness to take part in the study.



Friedman et al

221

Mothers sang 5 to 7 lullabies on average, often choosing which
one based on calming, relaxing, or quieting their babies as well
as comfort level and singing confidence. Additional factors in
lullaby choice included the soothing effect the song had on the
mother or the enjoyment she felt through singing, prior
response of the infant to that lullaby, and cues provided in the
lyrics settling down and preparing to sleep. Several participants
noted that they had improvised or adapted the lullabies to cre-
ate more intimacy with their babies, supporting the findings of
Custodero et al** that many mothers tend to add improvised
songs into their repertoire. Few lullabies were known by the
mothers, suggesting a loss in lullaby repertoire over genera-
tions. On a positive note, all participants said they planned to
continue using singing with their babies, and for many, the edu-
cation program drew attention to the importance of and need
for attending to infants’ continually changing responses. The
authors determined that to preserve mother-infant bonding and
the repertoire of lullabies, mothers needed to be educated about
which Iullabies might be appropriate to sing with their babies.
This program used music therapy techniques and principles.

Music therapy in other settings with fragile babies, in the
Neonatal Intensive Care Unit (NICU), for example, benefits
parents, infants, and caregivers, strengthens bonding and
improves mood.** Two premises are involved, that of the
developmental primacy of synchronicity of mother and infant,
and that of sound awareness beginning prior to birth.*’
Cevasco®® recorded mothers singing and played these record-
ings for their preterm and full-term infants at times when they
were not able to visit the NICU. Mothers reported they valued
the music. Cassidy and Standley*’ suggested that providing
opportunities for parents of premature babies to choose music
to play for their infants while in the NICU could be a means for
parents to feel a sense of control in a situation where they may
feel unable to make many choices. According to Nocker-
Ribaupierre,*® the mother’s voice in the NICU is able to build
a bridge in the following ways: (1) for the baby, from the
intrauterine life to the extra-uterine life: (2) for the baby, from
the intrauterine life through the technical life in the NICU to
home life; (3) for the mother, from the pregnancy experience
to suddenly not be pregnant anymore; and (4) for the emotional
connection and bonding process of both the mother and infant.
Shoemark and Dearn® described themes within music therapy
in the NICU. These themes included the importance of profes-
sionalism and poise in the music therapist, the triadic relation-
ship between baby/mother/therapist, endurance for the length
of the treatment, the experiences of joy, and the development
of the whole child. Such themes are pertinent for music therapy
in the perinatal psychiatric clinic as well. Music therapy is
helpful for infants and for the mother-infant attachment. Infants
in the NICU and infants of mentally ill mothers are both at ele-
vated risk for difficulty with bonding, and music therapy could
benefit both groups.

Music therapy may be helpful to others in the medical set-
ting, as it may assist them in achieving their goals for infants
and in doing their jobs. Music therapy outcomes related to the
Newborn Individualized Developmental Care and Assessment

Program (NIDCAP) include: decreased length of stay, promo-
tion of intimacy between parent and infant, improved behavior
state, increased oxygen saturation levels, increased mean
weight gain, and improved nonnutritive sucking.**° Further-
more, research has shown that babies respond positively to the
use of music in relation to painful medical procedures such as
heel sticks.>*"

The Perinatal Mental Health Program

The Perinatal Mental Health Program at Connections began in
2002, as a response to a dearth of community services for women
suffering from mental illness during pregnancy and the postpar-
tum period. In 2004, the Perinatal Mental Health Program at
Connections was awarded the Helping Hands Award by the
Cuyahoga County Mental Health Board. Over time, the treat-
ment team has evolved to include perinatal psychiatrists, resident
and fellow level psychiatric trainees, nursing, case management,
counseling, and the most recent addition, a music therapist.

Women referred to the perinatal program are pregnant or
have delivered babies in the previous 3 years. They may have
become pregnant in the context of a long-standing mental ill-
ness or experience new-onset illness, usually in the postpartum
period. Program participants have a range of mental illness,
most often including depression, but also schizophrenia, bipo-
lar, and anxiety disorders. Many also suffer from multiple
social stressors (eg, relationships, employment stress) in addi-
tion to being socioeconomically disadvantaged.

The Lullaby 101 Program:
A Treatment Model

An innovative lullaby program at The Music Settlement, a
community music school in Cleveland, Ohio, has been avail-
able to parents for a fee for the past few years. It has also been
transferred to several area social service agencies, which serve
expectant and parenting teenagers. Ideally the program is to last
between 6 and 8 weeks, depending on the needs of the collabor-
ating agency and its clientele. In this curriculum-based music
therapy service model, each week a different topic is discussed.
The curriculum was devised by the Music Settlement Director
of Music Therapy, to be consistent. Topics include the follow-
ing: how the parents currently use music in their lives, defini-
tion of a lullaby, brainstorming about lullabies participants
know, identifying signs of babies’ distress or overstimulation,
writing a lullaby, choosing soothing activities to do while sing-
ing lullabies, and choosing calming music for babies.

The Lullaby 101 program was transferred to the community
mental health center at no cost to the participants. The music
therapist provided an hour-long weekly lullaby group for moth-
ers and their infants. Goals of this novel addition included
mothers using music for improved self-expression, coping and
inspiration, as well as mothers learning to use calming music
for their babies. Mothers as well learned the importance of eye
contact and direct response to their infants’ distress. These
were existing goals of the Lullaby 101 program in the general
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population. In addition, in the work with mentally ill mothers,
we sought for mothers to increasingly identify their feelings
and to increase their awareness of feelings through infant
directed singing. Finally, we sought to decrease mothers’
senses of personal anxiety.

Candidates for the group included mothers and mothers-to-
be diagnosed with depression, bipolar disorder, schizophrenia,
or schizoaffective disorder. We offered the group only to those
with anticipated custody of their infants (based on past history,
severity of illness, plans for adoption, and sobriety status).
Importantly, we did not include those with acute suicidality
or violence risk. We recruited mothers and mothers-to-be to
attend the group who met these criteria, who were patients of
the perinatal program. They were recruited to attend during
mental health care visits with their psychiatrist, nurse, counse-
lor, or case manager.

The board certified music therapist who was supervised by
the director of music therapy, remained in communication with
the treatment team, some members of whom attended each
group session, which was held in a group room at the commu-
nity mental health center. Lullabies were the main vehicle
employed in the sessions. At the start and end of each session,
mothers were asked to rate their relaxation using the Rogers
Faces Scale.’® The scale was administered by the music thera-
pist and it brought the concept of being aware of one’s level of
relaxation and stress to the participants’ attention. It was cho-
sen for its ease of administration and to minimize problems
with literacy in terms of reading a scale with verbal descriptors.
The scale is utilized by other music therapists in a variety of
settings. For example, Gallagher et al’® presented the scale for
self-reports of symptoms such as pain, anxiety, depression,
shortness of breath, and mood for 200 patients seen in the pal-
liative medicine unit of a large metropolitan hospital.

In the lullaby sessions, mothers participated with the music
both interactively, responding with a musical behavior such as
playing an instrument, singing, or humming, and receptively,
responding with a nonmusical behavior such as breathing or
talking. Similarly, involvement was either active, requiring
some physical action, or passive, requiring little or no physical
action.’® Sessions included music therapy interventions>*>°
such as:

e Music-assisted relaxation (the use of relaxation techniques
with background music) with or without infants being held,
including deep breathing, progressive muscle relaxation to
music, with instrumental music chosen from selections pro-
vided by the music therapist.

e Music listening (both recorded and live) with music being
selected by the participants from therapist-provided
options.

e Lyric analysis/interpretation (techniques involving discus-
sion of song lyrics, their content, and their significance)
based on relevant themes, such as support, coping, hopes
and dreams for the future, and so on.

e Selecting song choices (an opportunity for the client to
select desired music), learning, and interactive singing (use

of singing to promote social interaction or communication
between the therapist and client or between clients and/or
peers) of lullaby repertoire from a wide variety of songs
reflecting numerous cultures and backgrounds (see the
Appendix for included lullabies).

e Interactive instrument playing (use of playing of various
musical instruments to promote social interaction or com-
munication between the therapist and client or between cli-
ents and/or peers) with varied instruments from a chime
tree that the infants could bat at or manipulate, to “chi-
quita” maracas the infants could easily grasp, or choir
chimes the moms could play for the specified chord roots
of a song or tone bells for simple melodies.

e Simple song writing (techniques whereby the client contri-
butes ideas for original lyrics or music to express feelings
or enhance communication), for example, using a “fill-
in-the-blank” technique.

e Personalization of precomposed lullabies to their own
babies and families (made up versions of “piggy back”
songs by changing the words to familiar tunes), blues pro-
gression improvisation.

e Planning recordings (an opportunity for the client to pre-
pare various components necessary in a musical perfor-
mance/recording with assistance and direction from the
music therapist) of lullabies for their babies.

Similar to the Australian study,?* the music therapist addressed
the importance of multimodal interaction and encouraged using
other soothing activities while singing (swaddling, rocking,
stroking, helping the infant move his/her hand to mouth), as
well as highlighting signs of infants’ overstimulation. Addi-
tionally, the music therapist explained that babies are very per-
ceptive and can tell if their mothers are not “present” for them.
Infant-directed singing was briefly explained as well. Opportu-
nities for customizing the lullabies to their own babies were
similar to what a number of participants in the Australian study
reported as well. During our sessions, the music therapist pro-
vided the opportunity for role modeling and also guided moth-
ers as they practiced. All group participants were also regularly
treated by the perinatal psychiatrist, and many also participated
in individual counseling. The majority of the participants were
also prescribed psychotropic medication for their mental
illness.

The Lullaby 101 Program: Early Observations

A total of 48 mothers and mothers-to-be attended the group
during the program. Although fathers were not the primary
focus of the program, 3 fathers also attended. Mothers referred
to the group had diagnoses of major depressive disorder, bipo-
lar disorder, schizoaffective disorder, and schizophrenia. They
all had sought care at the community mental health center,
which serves a population of those of low socioeconomic sta-
tus. Participants were primarily of African-American (81%)
ethnicity, with the remainder being Caucasian. The group was
not limited to first-time mothers. While mothers may have
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attended the group up to 8 times, they attended for a mode of
1 session. Slightly more than half brought their infant; many
were still expecting when they attended. In the short term, par-
ticipants reported an average change in relaxation rating on the
Rogers Faces Scale® of 0.8 (5 faces on the scale, with a range
from —2 to +2), indicating that on average, they themselves
were more relaxed after the sessions. Positive changes were
noted for the first, second, and third visits.

Anecdotally, 1 session proceeded thusly: “May 1?” the
music therapist said to the mother of an inconsolable baby. She
continued, “My first born was nicknamed Buddha, had a very
calm nature, still does. The second one? Her nickname was
“fusser,” had colic, we didn’t sleep the first 6 months of her life.
Today, she is graduating with honors and has big plans to major
in music performance.” The music therapist continued to talk
and sway with the crying baby as she transitioned into a quiet
hum and then a spontaneous version of the blues. “My baby’s a
cryin’” she sang. “My baby’s a crying and I can’t sleep. Hush
my love. No need to weep. Hush my love. Your troubles I’ll
keep.” As the mother and other team members watched, the
baby responded to the music therapist and by the end of the ses-
sion was sound asleep. “How can I thank you?” said the
mother. “You make it look so easy.” “I’ve had lots of practice
but honestly, your baby will learn to respond to your voice,
your breathing, your love. That’s how music builds the bond
between mother and child.”

The reader should note that this program was also conducted
with expectant and parenting teens at various community social
service locations. The teens’ attendance was somewhat more
consistent and thus other outcomes were noted, including
68% reporting the group helped them feel more able to care for
their babies, 84% reporting that the group helped them feel less
anxious, and 86% saying they would use some of the activities/
songs done in group at home. Follow-up was achieved with
some of these participants, something that was not possible
with the participants at the community mental health center.

Barriers and Further Recommendations

Multiple barriers to such a program have emerged despite our
efforts. Funding for a board certified music therapist in the cur-
rent health care climate compounded by the lack of psychiatric
parity is an issue. In this setting, nonmusic therapy staff mem-
bers often lacked time to effectively recruit consumers accord-
ing to specified criteria and to also complete pre-and
postprogram surveys with the participants. Recruitment to any
program for mothers and infants can be difficult as there are
inevitable constraints to a mother’s time, and child-care for
older children may be at issue. Maternal depression and fatigue
are both considerable confounding factors, as depressed moth-
ers may find it challenging to awaken, dress, and leave the
house in a timely fashion, particularly if babies are also
involved. Transportation is an issue for low-income mothers,
not only for the therapy groups, but for their psychiatric
appointments as well. Finally, another issue has been finding
culturally relevant material for a group mixing various races

and cultures, although the music therapists have utilized vast
arrays of lullabies and other music from many countries and
cultures. In sum, though barriers exist, a lullaby music therapy
program may be a feasible additional component in the treat-
ment armamentarium for mental illness in pregnancy and the
postpartum period. Research with this population and with
other at-risk populations such as teen parents is recommended
to ascertain further benefits of lullabies for both parents and
babies.

Summary

The use of lullabies for mothers with mental illness and their
infants integrates music therapy with mental health disciplines.
Though there is a need for further research, the experience with
moving the Lullaby 101 program to the community mental
health center has been positive. While stand-alone music ther-
apy as a treatment for maternal mental illness is unrealistic
because of significant evidence supporting the benefits of psy-
chotherapy and medication treatment, it is a potentially helpful
component of the treatment armamentarium.

The quality of the mother-infant relationship has critical
implications for a child’s development and later competence
as an independent being. This lullaby group included music-
assisted relaxation, listening, lyric interpretation, choosing lul-
labies, interactive instrument playing, simple song writing,
improvisation and personalization of lullabies, as well as
planned individual recordings. Infant-directed singing and cul-
turally sensitive songs of kin'® were employed. This specific
music therapy intervention may help improve bonding, as well
as decreasing maternal distress and therefore also decreasing
babies’ physiological signs of chronic stress. These are com-
mon concerns in maternal mental illness. Overall, participants
have reported that sessions have increased their relaxation. We
plan to further evaluate efficacy in this setting, but issues such
as increased attendance and appropriate but noninvasive mea-
sures of improvement should be addressed.
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Appendix

Lullabies Used in Lullaby 101 Groups

Talk to the Angels

All Night All Day

All the Pretty Little Horses

Go to Sleep (Spanish folk song)
Hush Little Baby
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All Through the Night
Amazing Grace

Swing Low Sweet Chariot
Lavender’s Blue

Turn Around

Twinkle Twinkle Little Star
Bye Bye Bunting

Coventry Carol
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