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ABSTRACT 

 

All known cultures experience music and the healing properties have been acknowledged for 

over 30,000 years.  Research has indicated that music participation has the potential to 

support a range of well-being benefits, for example among older adults, people with dementia 

and people experiencing mental ill-health.  Despite encouraging anecdotal reports, however, 

adults with learning disabilities have typically been under-represented in well-being research 

and there is very little literature examining music participation within this community.  Those 

studies that do exist have tended to focus on separate components of well-being, which has 

presented an incomplete picture.  

 

This multiple methods research investigated how music participation can support the well-

being of adults with learning disabilities, with a particular focus on adults with Downôs 

syndrome.  The research was conducted via three studies: (1) an ethnographic case study of 

four students attending regular music sessions via the Music Man Project UK, (2) a survey 

study exploring the prevalence of music usage within the UK Mencap network, and (3) a 

within-subjects intervention study to investigate the impact of a 10 week programme of 

music-making, delivered and supported by the Music Man Project UK, on well-being among 

adults with Downôs syndrome.   

 

The results indicate that active music participation can indeed enhance positive well-being 

and reduce negative well-being for adults with Downôs syndrome.  Study 1 highlighted the 

wide ranging well-being benefits experienced by participants and their families, for whom 

music-making was a regular ongoing activity.  Four overarching themes emerged: positive 

emotions; educational development; meaning; and, accomplishment.  Study 2 provided an 



 

insight into how Mencap (the largest UK charity supporting people with learning disabilities) 

used music as part of its programme and identified barriers that potentially inhibited music-

making.  Study 3 demonstrated improved well-being scores following a 10 week intervention 

programme of music-making with participants who had not participated in regular music 

sessions previously.  Implications from the research could inform accessible music 

intervention strategies to support and enhance well-being in this often marginalised group in 

society.  In so doing, this research contributes to providing equal opportunities to music-

making and its associated well-being benefits to people with learning disabilities, comparable 

to their non-learning disabled counterparts. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

ACKNOWLEDGEMENTS  

There are numerous people to thank and without whom this work would not have been 

achievable.  I am grateful for the financial support received from the following awards: The 

Musiciansô Company Lambert Studentship; Douglas and Hilda Simmonds Scholarship; and, 

a Royal College of Music Scholarship Award.  I would like to thank my supervisors Dr Daisy 

Fancourt and Professor Aaron Williamon, and a very special thank you to Dr Rosie Perkins 

who has provided outstanding guidance and mentoring for which I am truly grateful.  I would 

also like to extend my thanks to Mr David Stanley, founder and director of the Music Man 

Project UK, who has been fully immersed in this research from the outset.  I offer my 

heartfelt thanks to the participants and their families, who gave their time generously and 

with an open-minded attitude.  I would like to offer my special thanks to my friend Angela 

Denton, for her lively discussions and unwavering enthusiasm.  I would also like to thank my 

family for being patient (Harriet, Victoria, Amelia, Shane and Jacob).  Finally, I would like to 

thank my husband Tim, for his endless love throughout, and for being there with me on this 

inspirational journey.   

 

 

 

 

 

 

 

 

 

 

 

 



 

ABBREVIATIONS  

WB ï Well-being 

LD ï Learning disability 

DS ï Downôs syndrome 

MMP UK ï Music Man Project UK  



 

TABLE OF CONTENTS  

 

LIST OF TABLES 

 

LIST OF FIGURES 

 

LIST OF PHOTOGRAPHS 

 

CHAPTER 1: INTRODUCTION 

     1.1 RESEARCH QUESTION(S)ééééééééééééééééé..ééééé.4 

     1.2 RESEARCH AIMSéééééééééééééééééééééééééé..5 

     1.3 BRIEF OUTLINE OF THESIS STRUCTUREééééééééééééééé....5 

 

CHAPTER 2: WELL-BEING AND THE ARTS 

     2.1 DEFINING WELL-BEINGéééééééééééééééééééé.ééé7                                                                                             

          2.1.1 Introduction to well-beingéééééééééééééééééééé.é..7 

          2.1.2 Definition of well-beingééééééééééééééééééééé.é10 

          2.1.3 Enhancing well-beingééééééééééééééééééééééé13 

     2.2 WELL-BEING AND THE ARTSéééééééééééééééééééé.17 

          2.2.1 Well-being and visual artéééééééééééééééééééé.é..18 

          2.2.2 Well-being and dramaééééééééééééééééééééé.é...19 

          2.2.3 Well-being and danceééééééééééééééééééééééé20 

          2.2.4 Well-being and musicééééééééééééééééééééééé21 

               2.2.4.1 Well-being and music listeningéééééééééééééééé.é.23 

               2.2.4.2 Well-being and singingééééééééééééééééééé.é.25 

               2.2.4.3 Well-being and music-makingéééééééééééééééé.é..27 

     2.3 CONCLUSIONééééééééééééééééééééééééééé.30 

 

CHAPTER 3: WELL-BEING, LEARNING DISABILITIES (WITH A FOCUS ON DOWNôS 

SYNDROME) AND MUSIC 

     3.1 INTRODUCTION TO LEARNING DISABILITIESéééééééééééé...32 

          3.1.1 Brief historical background to learning disabilitiesééééééééééé...32 



 

          3.1.2 Definition and prevalence of learning disabilities in the UKééééééé.....33 

     3.2 INTRODUCTION TO DOWNôS SYNDROMEéééééééééééé.é..é35 

          3.2.1 Characteristics of Downôs syndromeééééééééééééééé.éé36 

          3.2.2 Health concerns associated with Downôs syndromeéééééééééé..é37 

          3.2.3 Cognitive profile and behavioural phenotype of Downôs syndromeééé.éé39 

     3.3 WELL-BEING AND LEARNING DISABILITIESéééééééé.éééé.é41 

          3.3.1 Inequality of healthcareééééééééééééééééééééé.é.41 

          3.3.2 Research progress in the field of learning disabilitieséééééééééé...43 

          3.3.3 Well-being and Downôs syndromeéééééééééééééééééé45 

     3.4 THE IMPACT OF MUSIC FOR PEOPLE WITH LEARNING DISABILITIESé....48 

      3.5 REVIEW OF ARTS-BASED INTERVENTIONS MEASURING WELL-BEING IN            

ADULTS WITH LEARNING DISABILITIESéééééééééééé.ééééé..51 

          3.5.1 Methodséééééééééééééééééééééééééééé.51 

          3.5.2 Resultsééééé...ééééééééééééééééééééééé53 

          3.5.3 Conclusionééééééééééééééééééééééééééé.59 

          3.5.4 Strengths and limitationséééééééééééééééé...ééééé62 

     3.6 HONING THE FOCUS: WELL-BEING, DOWNôS SYNDROME AND MUSICé.63  

 

CHAPTER 4: METHODOLOGY AND METHODS 

     4.1 RESEARCH QUESTION(S) AND SPECIFIC RESEARCH AIMSéééééé.....68 

     4.2 EPISTEMOLOGYéééééééééééééééééééééééé.éé70 

          4.2.1 Pragmatismééééééééééééééééééééééééé...é.71 

          4.2.2 Reflexivity of the researcheréééééééééééééééééé.éé.71 

     4.3 RESEARCH METHODOLOGIESéééééééééééééééééé.é..72 

          4.3.1 Quantitative vs. qualitative research designs: A multiple methods approaché....73 

          4.3.2 Qualitative design: Ethnographic case studyéééééééééééééé.74 

          4.3.3 Quantitative designséééééééééééééééééééééé.é..75 

               4.3.3.1 Non-experimental designééééééééééééééééé.éé..76 

               4.3.3.2 Experimental design (repeated-measures)ééééééééé.éééé77  

     4.4 METHODS: MEASURING WELL-BEINGééééééééééééééé.é77 

          4.4.1 Measuring well-being in people with learning disabilitieséééé...ééé.é82 

          4.4.2 Analysis of methods identified in the reviewéééééééééééé..é...84 



 

          4.4.3 Questionnaire and interview development for people with learning disabilitiesé87 

          4.4.4 Well-being measures selected for this thesiséééééééééééééé.88 

               4.4.4.1 Quantitative measuresééééééé...éééééééééééé.é88 

               4.4.4.2 Qualitative measuresééééééééééééééééééé.é.é90 

     4.5 INDIVIDUAL STUDIESéééééééééééééééééé..ééééé91 

          4.5.1 Pilot studyééééééééééééééééééééééé..éééé93 

          4.5.2 Study 1ééééééééééééééééééééééééé..ééé.95 

          4.5.3 Study 2éééééééééééééééééééééééééé..éé.96 

          4.5.4 Study 3éééééééééééééééééééééééééé.éé..97 

     4.6 ETHICAL CONSIDERATIONSééééééééééééééé.ééé.éé.99 

     4.7 CONCLUSIONééééééééééééééééééééééééé.....é99 

 

CHAPTER 5: STUDY 1 

     5.1 INTRODUCTIONéééééééééééééééééééééééé...é101 

     5.2 BACKGROUND TO THE MUSIC MAN PROJECT UKéééééé.ééé.é.102 

     5.3 ETHNOGRAPHIC CASE STUDYééééééééééééééééé.éé110 

     5.4 DATA COLLECTION METHODSéééééééééééé...ééé.ééé110 

          5.4.1 Semi-structured interviewséééééééééééééééééééé..111 

          5.4.2 Journal of field notesééééééééééééééé...ééééééé113 

          5.4.3 Video/photographic documentsééééééééééééé.éééé.é.117 

     5.5 PARTICIPANTSéééééééééééééééééééééééééé.117 

          5.5.1 Participant 1éééééééééééééééééééééééééé.119 

          5.5.2 Participant 2éééééééééééééééé.éééééééééé120 

          5.5.3 Participant 3éééééééééééééééééééééééééé.121 

          5.5.4 Participant 4éééééééééééééééééééééééééé.121 

     5.6 ANALYSISéééééééééééééééééééééééééééé.122 

          5.6.1 Interpretative phenomenological analysis (IPA)éééééééééé.éé122 

     5.7 RESULTSééééééééééééééééééééééééééééé125 

          5.7.1 Overarching theme 1: Positive emotionsééééééééééééééé.126 

               5.7.1.1 Pleasure providingéééééééééééééééééééé...é127  

               5.7.1.2 Sense of anticipationééééééééééééééééé..éé.é.144 

               5.7.1.3 Emotion management and supportéééééééééééé..é.éé161 



 

               5.7.1.4 Positive emotions conclusionééééééééééééé.éé..éé175 

          5.7.2 Overarching theme 2: Educational developmentéééééééééé..é...177  

               5.7.2.1 Learning through musicéééééééééééééééééé...é178  

               5.7.2.2 Focus developmentéééééééééééééééééééé.é.199 

               5.7.2.3 Social developmentéééééééééééé.éééééé.ééé212 

               5.7.2.4 Educational development conclusionééééé.ééééééé.éé.239 

          5.7.3 Overarching theme 3: Meaningééééééééééééééééé.é...241 

               5.7.3.1 Significant to lifeéééééééééééééééééééé.éé.242 

               5.7.3.2 Significant to familyééééééééééééééééé...é.éé.260 

               5.7.3.3 Meaning conclusionéééééééééééééééééééé.é270 

          5.7.4 Overarching theme 4: Accomplishmentéééééééééééééé.é..272 

               5.7.4.1 Sense of achievementééééééééééééé.éééééé.é.273 

               5.7.4.2 Sense of self-confidenceééééééééééééééééééé..287 

               5.7.4.3 Practical supportééééééééééééééééé.ééééé.294 

               5.7.4.4 Accomplishment conclusionééééééé..ééééééééé.é.301 

     5.8 CONCLUDING DISCUSSIONéééééééé.ééééééé.ééééé302 

          5.8.1 Positive Emotions (P)ééééééééééééééééééé..ééé302 

          5.8.2 Engagement (E)éééééééééééééééééééé.éééé..304 

          5.8.3 Relationships (R)éééééééééééééééééééééééé.305  

          5.8.4 Meaning (M)éééééééééééééééééééééé.......é.é305 

          5.8.5 Accomplishment (A)éééééééééééééééééééééé....306 

          5.8.6 Reliability and trustworthiness of data collection and analysis (Study1)éé.é.307 

 

CHAPTER 6: STUDY 2 

     6.1 INTRODUCTIONéééééééééééééééééééé.ééééé..309 

     6.2 BACKGROUND TO MENCAPéééééééééééééééééééé.309 

     6.3 METHODSééééééééééééééééééé.ééééééééé.312 

          6.3.1 Online surveyééééééééééééééééééé..ééééé.é312 

          6.3.2 Respondentsééééééééééééééééééééééééé.é315 

          6.3.3 Procedureéééééééééééééé.ééééééééééééé315 

          6.3.4 Analysiséééééééééééééééé.ééééééééééé..316 

     6.4 RESULTSééééééééééééééééééééééééééééé318 



 

          6.4.1 Descriptive resultséééééééééééééééééé...éééé.é318 

          6.4.2 Predicting musical activitieséééééééééééééééééééé328 

     6.5 CONCLUDING DISCUSSIONéééééééééééééééééé.é.é330 

          6.5.1 Reliability and trustworthiness of data collection and analysis (Study 2)éé.....332 

 

 

CHAPTER 7: STUDY 3 

     7.1 INTRODUCTIONéééééééééééééééééééééééé.é..333 

     7.2 METHODSééééééééééééééééééééééééééé..é333 

          7.2.1 Participantsééééééééééééééééééééééééé.é.333 

          7.2.2 Procedureéééééééééééééééééééééééééé.é334 

          7.2.3 Data collectionééééééééééééééééééééééééé.335 

          7.2.4 Analysisééééééééééééééééééééééééé...éé338 

     7.3 RESULTS (STUDY 3a)ééééééééééééééééééééé.é.é.339 

          7.3.1 SWEMWBSéééééééééééééééééééééééé.éé339 

          7.3.2 UCL Generic Positive Wellbeing Umbrellaéééééééééééé..é...342 

          7.3.3 UCL Generic Negative Wellbeing Umbrellaéééééééééééé.é..344 

          7.3.4 Overall summary of results (Study 3a)é.............................................................346 

     7.4 DISCUSSION (STUDY 3a)éééééééééééééééééééééé347 

     7.5 RESULTS (STUDY 3b)ééééééééééééééééé.éééééé.348 

          7.5.1 UCL Generic Positive Wellbeing Umbrellaéééééééééééé.éé349 

          7.5.2 UCL Generic Negative Wellbeing Umbrellaééééééé.éééé.éé.351 

          7.5.3 UCL Generic Wellbeing Questionnaireéééééééééé..ééé.éé353  

          7.5.4 Overall summary of results (Study 3b)éééééééééééééé..é..355 

     7.6 DISCUSSION (STUDY 3b)éééééééééééééééééééé.é...357 

     7.7 CONCLUDING DISCUSSION (STUDY 3)éééééééééé..ééé.éé359 

          7.7.1 Reliability and trustworthiness of data collection and analysis (Study 3)ééé.360 

 

CHAPTER 8: DISCUSSION 

     8.1 INTRODUCTIONéééééééééééééééééééé..ééééé.361 

     8.2 PILOT STUDYééééééééééééééééééééééééé...é.363 



 

     8.3 STUDY 1: THE MEANING OF TAKING PART IN REGULAR ACTIVE MUSIC 

SESSIONSééééééééééééééééééééééé.éééééééé363 

          8.3.1 PERMA and learning disabilitiesééééééééééééééééé....367 

     8.4 STUDY 2: THE PREVALENCE OF MUSIC PARTICIPATION IN MENCAP 

ORGANISATIONSéééééééééééééééééééééé..ééééé.369 

     8.5 STUDY 3: THE IMPACT OF A 10 WEEK PROGRAMME OF MUSIC-MAKING ON 

THE WELL-BEING OF ADULTS WITH DOWNôS SYNDROMEééé.éééééé371 

     8.6 PRACTICAL IMPLICATIONSééééééééééééééééééé.é.373 

     8.7 LIMITATIONSééééééééééééééééééééé.ééééé..377 

          8.7.1 Study 1ééééééééééééééééééééééééé.é....é378 

          8.7.2 Study 2éééééééééééééééééééééééééééé.379 

          8.7.3 Study 3éééééééééééééééééééééééééééé.379 

     8.8 FUTURE WORKééééééééééééééééééééééé.ééé380 

     8.9 CONTRIBUTION TO KNOWLEDGEééééééééééééééé.é.é.382 

 

 

REFERENCESééééééééééééééééééééééééé...éééé386 

 

APPENDICESéééééééééééééééééééééééééééé..é..407  

 

 

 

 

 

 

 

 

 



 

LIST OF TABLES  

                                                                                                                                                         

3.1     Health concerns associated with Downôs syndromeéééééééééééé..é..37                                                       

3.2     Excluded studies after full article reviewéééé.éééééééééééé.é..53 

3.3     Summary of studies included in reviewééééééééééééééééé.é.56 

4.1     Summary of methodologies employed in the researchéééééééééé.éé..76 

4.2     Summary of measures identified in reviewééééééééééééééééé86 

4.3     Summary of studieséééééééééééééééééééééééééé92  

5.1     Interview duration timeséééééééééééééé..ééééééééé.113 

5.2     Personal details of Study 1 participantsééééééééééééééééé.é119 

5.3     Summary table for case study participantsééééééééééééééé.é..124 

5.4     Summarised sub-themes for the overarching theme of Positive Emotionséééé..175 

5.5     Summarised sub-themes for the overarching theme of Educational Developmenté..239 

5.6     Summarised sub-themes for the overarching theme of Meaningéééééé.éé270 

5.7     Summarised sub-themes for the overarching theme of Accomplishmentééééé301 

6.1     Response rate of questionnaire delivered to participants (Mencap groups)éé...é..316 

6.2     Three step logistic regression modelééééééééééééééééé.éé330 

7.1     Time points and measures used in Study 3éééééééééééééééé...336 

7.2     Mean SWEMWBS scores per week (Study 3a)éééééééééééééé....340 

7.3     Mean UCL Generic Positive Wellbeing Umbrella scores per week (Study 3a)éé...342 

7.4     Mean UCL Generic Negative Wellbeing Umbrella scores per week (Study 3a)éé.344 

7.5     Summary of Wilcoxon signed-rank test for Study 3aééééééééééé..é346 

7.6     Mean pre/post-test scores for UCL Positive Wellbeing Umbrella (Study 3b)éé..é349 

7.7     Mean pre/post-test scores for UCL Negative Wellbeing Umbrella (Study 3b)ééé.351 

7.8     Mean scores for UCL Generic Questionnaire per week (Study 3b)ééééé.é.é353 

7.9     Summary of Wilcoxon signed-rank test for Study 3bééééééééééé.é.355 

7.10   Summary of Wilcoxon signed-rank test for Study 3b (UCL Questionnaire)éé...é356 

7.11   Comparison of short term and long term wellbeing scoreséééééééé.éé..357 

 

 



 

LIST OF FIGURES 

                                                                                                                                                         

3.1     PRISMA flow diagram for reviewééééé...éééééééééééé...é.é52 

3.2     Different intervention types present in the reviewééééééééééééé..é.54                          

3.3     Different countries represented in the reviewééééééééééééééé.é.54 

3.4     Number of participants per studyééééééééééééééééééé.éé55   

6.1     Regional spread of responses receivedéééééééééé.ééééééé.é.318 

6.2     Map showing number of Mencap groups contacted by regionééééééé.é..é319 

6.3     Size of Mencap groups, categorised by number of adult service users attendingé...é320 

6.4     Variety and regularity of (non-music) activities provided by the Mencap groupsé......321 

6.5     Pie chart to show number of Mencap groups who provide musical activitieséé.é..323  

6.6     Variety and regularity of musical activities provided by the Mencap groupséé...é.324 

6.7     Mencap group responses to reasons for music provisionééééééééé.é.é.325 

6.8     Spread of responses according to annual budget allocation for music provisioné..é326 

6.9     Varied sources of funding for music provision within the Mencap groupséé.é..é.327 

6.10   Responses to barriers to music provisionéééééééééééééé.éé.é.328 

7.1     Changing mean scores for SWEMWBS data (Study 3a)éééééééééé....é341 

7.2     Changing mean scores for UCL Positive Wellbeing Umbrella data (Study 3a)éé.....343 

7.3     Changing mean scores for UCL Negative Wellbeing Umbrella data (Study 3a)éé...345 

7.4     Pre/post-test mean scores for UCL Positive Wellbeing Umbrella data (Study 3b)é....350 

7.5     Pre/post-test mean scores for UCL Negative Wellbeing Umbrella data (Study 3b)..é352 

7.6     Post-test mean scores for UCL Generic Wellbeing Questionnaire data (Study 3b).é..354 

 

 

 

 

 



 

LIST OF PHOTOGRAPHS 

                                                                                                                                                        

1        óMusic is Magicô show with David Stanley at the London Palladiumééééé....é66 

2        óMusic is Magic in Spaceô show at the Royal Albert Halléééééééééé.é.66 

3         The Music Man Project UKéééééééééé..ééééééééééé....102 

4         Workshop in South African township (2016)éééééééééééééé.é..105 

5         Workshop in Bangalore, India (2018)ééééééééééééé.éééé.é.105 

6         Group adult weekly lesson in Maldon (Essex)ééééééééé..éééé.é..106 

7         óMusic is Magicô at the London Palladium (2015)ééééé.ééééééé.é..108 

8         óMusic is Magicô at the London Palladium (2017)éééééééé.é.éééé..108 

9         Royal Albert Hall debut performance (2019)éééééééééé.éééé.é.109 

10       Attending a recent workshop held at the Royal College of Musicéééé.ééé,..114 

11-12  Small scale MMP UK performanceséééééééééééééééé.é..é.115 

13        P1 enjoying particpating in the actions (P2 in the background)ééééééé.é..129 

14-17  P1 conducting during rehearsals for the London Palladiuméééééééé.é...130 

18        P1 conducting a professional bandéééééééééééééé.ééé.éé131 

19        P2 enthusiastically joining in the weekly MMP sessionééééééé...é.éé.132 

20-21   P2 ófist pumpingô and looking happy at MMP weekly sessionéééééé.é.é133 

22        P2 in óa state of flowôéééééééééééééééééééééé.éé.134 

23        P2 performing at a charity concert in the public realméééééééé.é.éé.135 

24-25   A very happy P3!........................................................................................................136 

26        P3 performing at a local nursing homeéééééééééééééééé.é..137 

27        P3 (and P1) on tour in the new minibus (both on left)éééééééé.éé.é..138 

28        P3 performing at a smaller venue (second from left)éééééééééé.éé.139 

29        P4 enjoying performing and spending time with a local visiting musicianéé.é...140 

30        P1 (far left) visiting a new group in Scotlandééééééééééééé.éé146 

31        P1 spending his birthday on tour to Liverpool with MMPéééééééé.éé146 

32        P2 up on her feet waiting for her turn to sing soloéééééééééééé.é.149 

33        P3 on one of the much anticipated trips away with MMP tutorééééééé......152       



 

34-35   P4 celebrating his birthday at MMP with the óbirthday hatôéééééééééé157 

36        P3ôs narrative about the Royal Albert Hall showéééééééééé.éé.é..159 

37        Outside the London Palladium for the long awaited óMusic is Magicô showéé.....160 

38-44   Sequence highlighting emotional expression and support of P1éééé..éé163-164 

45        P3 deep in private thought while singingééééééééééééé.é....éé168 

46        P2 and her favourite teacher David Stanleyééééééééééé...éé.é.é174  

47        P1 with his ukuleleééééééééééééééééééééééé.é.é.179 

48        P1 closely following David Stanley while demonstrating African drummingé..é..180 

49        P2 asking a question during MMP sessionééééééééééééééé.é.184  

50        P3 concentrating hardééééééééééééééééééééééé.é.186 

51        P4 with his ukuleleéééééééééééééééééééééééé.é.187 

52        P1 conducting at the óMusic is Magicô show at the London Palladiumééé.éé.190 

53        P2 looking over her shoulder to watch her óheroineô Séééééééééé.é..192 

54        P3 acting as a role model for P2, using his keyboard skillséééééé..é.éé.193 

55        P3 leading another student and her two support workers in drum techniqueé.é.é194 

56        P1 during ócreative to musicô timeéééééééééééééééééé.é.196 

57        P2 during ócreative to musicô timeéééééééééééééééééé.é.196 

58        P3 during ócreative to musicô timeéééééééééééééééééé.é.197 

59        P4ôs óMusic is Magicô drawing from ócreative to musicô timeééééééé.é..198 

60        P1 demonstrating his ability to focus during his weekly music sessionéééé..é201 

61        P2 and P3, demonstrating good concentration towards the end of the dayéé.éé204 

62        P3 looking organised and fully focussedéééééééééééééééé.é208  

63        P4 listening carefully to instructionééééééééééééééééé.é....210 

64        P4 remaining focussed at the end of the dayéééééééééééééé..é.211 

65        P1, P2 and P3 (with fellow student) enjoying time spent with friends at MMPé......213 

66        P2 and P3 enjoying their time togetherééééééééééééééé.é.é..216 

67        P3 with his best friend and inspiration for joining MMPééééééééé.é...219 

68        P1 and David Stanley sharing happy timesééééééééééééééé.é223 

69        P3 and David Stanleyéééééééééééééééééééé.é.éé.é225 

70        P2 with MMP tutor Jenny Hitchcockééééééééééé.ééééé.é.é227 



 

71        P4 with volunteer helper Jon Webberéééééééééééééééé..é...228 

72        P3 and P2 enjoying lunch togetherééééééééééééééééé.éé.230 

73        P4 and MMP friend socialising over lunchééééééééééééééé.é231 

74        P1 giving a birthday speech to a member of staffééééééééééééé...232 

75        P2 and P3 (on the right) at a MMP related social eventééééééééé.é.é234 

76        P3 and P2 on a weekend away socialising and performingééééééééé.é.236 

77        P1 practising his conducting skills during his weekly MMP classéééééé......243 

78        P1 carrying out his ójobsôéééééééééééé..ééééééééé.é.244 

79        P1 conducting on the West End stageéééééééééééééééé..é...250 

80        P1 performing with one of his friendsééééééééééé..ééééé.é..251 

81        P2 performing at the London Palladium 2017ééééééééé.ééé.é.é..253 

82        P2 and Paul OôGrady at a charity concertéééééééééééééé.é..é.254 

83        P3 on stage at the London Palladium with David Stanleyééééééééé..é.254 

84        P4 signing his autograph on the Palladium programme for audience membersé.é.255 

85        P3ôs drawing of the London Palladium show 2017éééééé.ééééé..é..256 

86        P3ôs drawing of the Royal Albert Hall show 2019éééééééééé.éé.é257 

87        P3 with one of his TV heroes ï Matthew Horne of óGavin and Staceyô fameééé..258 

88        P3 with comedian Hugh Dennis at the Barbican Centreéééééééé..é.é...258 

89        P4 and Ann Widecombe together for the celebrity calendar photo shootééé..é..259 

90        P1ôs father in front, P3 and P1 behind, at the airport on MMP tour to Scotlandé......261 

91        P3ôs father standing (on left) by the minibus he is responsible foréééééé...é263 

92        P3ôs father driving the minibus, David Stanley on right and Jenny Hitchcockééé.263 

93        P4ôs sister being a óreal popstarô for the day with Shabby Road Studioséééé..é.264 

94        The Guinness World Record attempt at the London Palladium 2017éé..éé.é.....265 

95        Aerial shot of audience participating in Guinness World Record attemptééé...é.266 

96        The official certificate recording the MMP Guinness World Recordééé...é...é.267 

97        P1 (with fellow student ambassador) and his MMP notebookéééé...ééé...é275 

98        A proud P1 being interviewed prior to the London Palladium concertééé...é...é275 

99        P1 wielding his conducting baton during a professional photo shoot for MMPéé.é276 

100      P2 proudly modelling the galactic space bib in preparation for the RAH 2019éé.é277 



 

101      P3 leading the charge during rehearsalééééééééééééé.éééé..280  

102      P3 ready to perform at the annual Royal College of Psychiatrists conferenceé.é..281   

103      Standing ovation received after the London Palladium show 2017éééé.éé...285 

104      Standing ovation received after the London Palladium show 2017ééééé..é..285 

105      P4 making his family proud, on stage at the London Palladiumééééééé.é286 

106      P2 leading the other students (including P1 on left and P3 on right)éééé.é.é296 

107      P4 and his friend with her hot water bottleéééééééééééé.ééé.é297 

108      P1 tidying away at the end of the dayéééééééééééééééé..éé298 

109      P3 helping David Stanley pack awayéééééééé.éééééééé..éé300 

  



1 
 

CHAPTER 1: INTRODUCTION  

 

Well-being (WB) has become the new óbuzz wordô in many research domains including the 

workplace; educational environment; healthcare; local community; and more recently, within 

specific target groups of the population.  However, WB as a concept (or a variation thereof) is 

certainly not new and has been the concern of many philosophers since the time of Aristotle 

writing about the ógood lifeô.  WB is arguably one of the most significant factors in a personôs 

life and it can have a major influence resulting in either negative or positive life outcomes.  It 

concerns far more than in-the-moment happiness and it can be difficult to identify exactly 

what it means on a day-to-day level (Diener and Seligman, 2004).  Academics have, and still 

are, continuing to debate a workable definition of WB.  In general terms, however, WB can 

be understood as how a person feels about themselves; how they function personally and 

socially; and, how they evaluate their lives as a whole (Ryan and Deci, 2001).  The majority 

of people would probably say they strive for WB and that it is an important aim in their life.  

High levels of WB are linked with developing resiliency and the ability to cope with difficult 

circumstances and the challenges of life.  In many ways WB can be equated to the very 

meaning of human existence.   

 

The quest for WB can help to create an optimal life experience, with the opportunity to lead a 

fulfilling and happy life.  It is not just the removal of negative influences, such as poverty or 

ill health, that is beneficial.  It is also the inclusion of positive factors which can lead to 

personal enjoyment and satisfaction (Seligman and Csikszentmihalyi, 2000).  WB is a 

subjective concept based on the perceived health and life experiences and these are unique to 

each person and they can change over time, place and within each different situation.  



2 
 

Therefore WB has the dynamic capacity to be altered and indeed improved upon when 

necessary.  A variety of intervention opportunities for supporting WB should ideally be 

available to facilitate autonomy in making life choices, thus enabling people to take control 

and responsibility for their own lives. 

 

An effective method to enhance WB in an accessible and readily available format is 

advantageous for everybody in need of some level of support.  The importance of WB has 

now been acknowledged by psychologists, medical professionals and healthcare workers and 

additionally, many Governments are seeking cost-effective plans for its long-term 

management.  An appropriate way in which to maintain WB levels is desirable not only for 

the individual but also for the collective functioning of society.  The financial and social 

implications of poor levels of WB have the potential to be significantly damaging, 

particularly for the health service.  Therefore, it is not surprising that researchers have 

recently shown an increased interest in an understanding of what actually contributes to 

providing good levels of WB (for example, Dolan, Peasgood and White, 2007).  Despite a 

growing number of studies emerging, there are groups in the population that have been 

largely absent in the research literature resulting in an incomplete picture.  The learning 

disabled (LD) community is one such group that has been omitted from the research field and 

this community will be the focus of this thesis. 

 

Historically adults with LDs have been under-represented in the academic literature, 

particularly regarding the complex concept of WB and its effective support and management. 

The majority of research to date has tended to focus on children or adolescents and within 

developmental, educational (such as the work of Down Syndrome Education International) or 
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medical areas of interest.  However, once outside of the supportive educational environment 

and living within the community, adults with LDs often experience a significant regression in 

their life skills.  This potentially results in declining levels of WB, with fewer participatory 

opportunities and no further educational input readily available.  This is an ongoing area of 

concern that requires further research into likely support strategies.  The varied life 

challenges surrounding LDs has made research in this population complex and plagued with 

problems at every level.  A combination of these difficulties and the subjective nature of WB 

has resulted in very few studies being undertaken.  A focus on one single LD will help to 

eliminate a degree of this uncertainty, thus this thesis will focus on adults with Downôs 

syndrome (DS) as a target group. 

 

Turning towards enhancing WB, the arts (in particular music) has recently been at the centre 

of many studies and this has provided encouraging results.  There is a burgeoning raft of 

evidence in support of the use of music as an intervention strategy for supporting WB in 

many different groups of the population, (for example, a systematic review carried out by 

Daykin, 2017) so this would appear to be an intervention strategy worthy of further 

exploration for the LD population.  An encouraging foundation has been laid in the world of 

music therapy and LDs, which further supports the likely successful outcome related to music 

participation strategies.  There are some individuals, however, for which music therapy has 

proved ineffective or is inaccessible for a variety of reasons, for example, financial 

restrictions or geographical location.  This leads onto identifying other music-related 

interventions which could potentially offer support for managing and enhancing WB in these 

specific LD groups.  People with DS are one of the groups that have not always responded 

particularly successfully to music therapy, despite anecdotal evidence suggesting an 

enjoyment of music participation in a variety of forms (Music Man Project, 2016).  
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Therefore, this research will explore the potential benefits of participating in musical 

activities on the WB of adults with DS.  It is essential to provide equal access opportunities to 

music-making and its associated WB benefits to people with DS, comparable to the non-LD 

community. 

 

1.1 RESEARCH QUESTION(S) 

In consideration of the introduction presented above, the following research questions are 

addressed throughout the project: 

Overarching research question:  

1) What is the effect of active music participation on well-being among adults with Downôs 

syndrome? 

 

This overarching research question can be further sub-divided into the following individual 

questions: 

2) What is the most appropriate method for assessing well-being among adults with Downôs 

syndrome? (See research aim (i)) 

3) What counts as effective active music participation for adults with Downôs syndrome? 

(See research aims (ii ), (iv), (v) and (vi)) 

4) To what extent does the PERMA model fit the emerging data from the participants? (See 

research aim (iii )) 
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1.2 RESEARCH AIMS  

The individual research questions are explored through the following specific research aims, 

linked to individual studies (Pilot study, Study 1, Study 2 and Study 3): 

(i) To scrutinise potential tools to measure WB among adults with LDs, recognising a lack of 

validated measures for this target group (see Chapter 4, Section 4.5.1, Pilot study). 

(ii) To obtain an in-depth understanding of what taking part in regular active music sessions 

means for four adults with DS, and their families (see Chapter 4, Section 4.5.2, Study 1, 

Chapter 5). 

(iii) To explore how well the PERMA model fits the data from the participants (see Chapter 

4, Section 4.5.2, Study 1; Chapter 5).  

(iv) To investigate the prevalence of music participation as an activity within the Mencap 

organisation and to provide an insight into their view of music-making on WB for their adult 

members (see Chapter 4, Section 4.5.3, Study 2; Chapter 6).  

(v) To investigate the impact of a one-off music intervention on WB among adults with DS 

(see Chapter 4, Section 4.5.4, Study 3; Chapter 7). 

(vi) To investigate the impact of a 10 week programme of music-making on the WB of adults 

with DS (see Chapter 4, Section 4.5.4, Study 3; Chapter 7). 

 

1.3 BRIEF OUTLINE OF THESIS STRUCTURE 

The thesis begins with introducing the concept of WB, followed by a literature review of WB 

and the arts (Chapter 2), before moving onto a review of the literature concerning WB, arts 

(in particular music) and LDs (with a focus on DS; Chapter 3).  Methodology and methods 
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are then presented, with attention given to LDs and ethical considerations (Chapter 4).  Three 

main studies are undertaken utilising a multiple methods strategy: 

1) Study 1 (Chapter 5): To obtain an in-depth understanding of what taking part in regular 

active music sessions means for four adults with DS and their families. 

2) Study 2 (Chapter 6): To investigate the prevalence of music participation as an activity, 

within Mencap groups.  This will help to establish the view of this national organisation on 

the benefit of music on WB among their adult members. 

3) Study 3 (Chapter 7): To investigate the impact of both individual sessions and a 10 week 

programme of music-making on the WB of adults with DS. 

The final chapter (Chapter 8) offers discussions and conclusions including strengths and 

limitations of the project, practical applications and contributions to knowledge. 
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CHAPTER 2: WELL -BEING AND THE ARTS  

 

Chapter 2 introduces the concepts of defining and enhancing WB.  Following this, WB and 

the arts are discussed including visual art, drama, dance and finally music.  The chapter 

concludes with a discussion on the impact of music-making on WB. 

 

2.1 DEFINING WELL -BEING 

2.1.1 Introduction to well -being 

Throughout history happiness has been viewed as a defining motivation for human action and 

purpose and has subsequently been explored in great depth by both philosophers and 

psychologists.  As a result, the field of general psychological health has recently attracted 

much interest from researchers, particularly during the last three decades.  This growth is also 

representative of a larger societal trend concerning the value of the individual and the 

importance of subjective views in evaluating life.  Two significant periods have been 

identified with regard to WB research: the 1960s witnessed an increased interest in 

psychological growth and health, when the human potential movement swept throughout 

America and, more recently, the turn of the century saw considerable attention being given to 

positive psychology and the resulting associated health and WB benefits (Seligman and 

Csikszentmihalyi, 2000).  

 

Throughout the 1960s interest in general and psychological health increased and several 

theories were suggested as to what makes people happy.  Wilson (1967) presented a 

generalised overview entitled óCorrelates of Avowed Happinessô.  Although available data 
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were limited at this time, he concluded that a happy person is a óyoung, healthy, well-

educated, well-paid, extroverted, optimistic, worry-free, religious, married person with high 

self-esteem, job morale, modest aspirations, of either sex and of a wide range of intelligenceô 

(p. 294).  Wilsonôs review contained two main conclusions: (1) that those with the most 

advantages were the happiest; and (2) that theoretical progress in understanding happiness 

had been extremely limited and progressed very little since the time of the Greek 

philosophers.  This review was highly influential at the time it was produced and offered 

several conclusions as to what characteristics or requisites were essential in order for an 

individual to experience óhappinessô.  Several of these conclusions, such as youth and modest 

aspirations, have since been dismissed (Diener, 1984; Ryan and Deci, 2001). 

 

The 1980s saw a move towards focussing on theories that stressed psychological factors, 

rather than relying heavily on objective factors such as health1.  Arguably one of the most 

important advancements at this time was in the accurate measurement of happiness (or WB, 

as it was now referred to), which was central to gaining a scientific understanding of the 

components of WB.  According to Diener (1984), WB had three central components: (1) it 

was subjective and each individual experienced life differently - objective conditions were 

potentially influential but no longer viewed as inherent or necessary; (2) it now included 

positive measures, rather than just the absence of negative factors; and (3) measures now 

included a global assessment of all areas in an individualôs life.  Veenhoven (2007) suggested 

that happiness may act as a buffer to stress and concluded that society is more likely to 

flourish with happy individuals.  The benefits of happiness and WB were now recognised as 

important for the greater functioning of society as a whole, rather than just for the individual 

                                                           
1 It should be noted that health can be identified as a subjective factor ς ǘƘŜ ŎƻƴŎŜǇǘ ƻŦ ΨƎƻƻŘΩ ƘŜŀƭǘƘ Ŏŀƴ ǾŀǊȅ 
dramatically between individuals and the subsequent effect it has. 
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concerned.  With this recognition of the significance of positive aspects of life and the 

contribution this makes to WB, the research focus shifted away from negative factors alone, 

and positive psychology became the new centre of interest. 

 

Positive psychology óis the study of the conditions and processes that contribute to the 

flourishing or optimal functioning of people, groups, and institutionsô (Gable and Haidt, 

2005, p. 104).  The Positive Psychology Movement was an attempt to focus new research into 

the previously neglected areas of what makes life worth living and what makes people 

óhappyô.  The idea of positive psychology is not new and its origins can be traced way back to 

long before the work of Seligman and Csikszentmihalyi.  For example, Aristotle               

(384-322BC) wrote on morality, virtue and a good life; the Utilitarians Jeremy Bentham 

(1748-1832), and also John Stuart Mill (1806-1873), who argued for óthe greatest good for 

the greatest number of peopleô; William James (1842-1910) and his theory of happiness, that 

suggested happiness depends on choices that we are able to make; and the humanist Maslow 

(1908-1970), who used the term ópositive psychologyô in his renowned book óMotivation and 

Personalityô (Anand, 2016).  The Positive Psychology Movement rapidly gained momentum 

following the end of the Second World War, which helped to recreate an interest in the 

positive aspects of human nature (Compton, 2005). 

 

In 1998 Martin Seligman was elected President of the American Psychological Association 

(APA) and during his term the main theme became positive psychology.  Even though he was 

not the first positive psychologist, he is generally viewed as the pioneer of contemporary 

positive psychology (Compton, 2005).  Today positive psychology has expanded into many 

different areas, such as sport and performance, and is linked with the optimal functioning and 
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WB of the individual and/or group in society.  The broad concept of WB is now intrinsically 

linked with positive psychology and this has influenced the definition of WB, which has 

subsequently received much discussion among researchers and psychologists and is the issue 

to which we now turn. 

 

2.1.2 Definition of well-being  

As a result of several governments (including that of the UK) recognising the significance of 

WB, not only for the benefit of the individual but also for society as a whole, the past decade 

has seen an explosion in the number of studies concerning WB.  It is now acknowledged that, 

for example, income alone is not an adequate measure that secures the WB of the individual.  

The idea that wealth and economic growth are both significant indicators of progress and 

subsequent WB is now considered out of date and inadequate (Diener and Seligman, 2004). 

Many nations have become increasingly financially prosperous throughout the last five 

decades although research indicates that, for example in the United States, life satisfaction 

has remained constant.  According to Diener and Seligman (2004), there now exists 

ódistressingly large, measurable slippages between economic indicators and well-beingô 

(Diener and Seligman, 2004, p. 1).  Even though an abundance of public services and 

material goods are widely available in many developing countries, this does not reflect the 

WB of the members of society.  This phenomenon is described as the óprogress paradoxô 

(Easterbrook, 2003).  

 

The concept of WB is complex and frequently used as a general term for how individuals 

think and feel about their lives (Diener, Suh et al., 1999).  The diversity in the vast array of 

approaches in WB research has created blurred and sometimes overly generalised definitions.  



11 
 

The term ówell-beingô has frequently been used synonymously with óhappinessô, ólife 

satisfactionô and óquality of lifeô.  Ryffôs (1989) definition of psychological WB combines 

three areas of psychological theory: (1) personal growth models, including those of Jung 

(1933) and Maslow (1968); (2) life-span development perspectives, including Erikson 

(1959); and, (3) positive mental health (Jahoda, 1958).  In line with current research, WB can 

be defined as óa dynamic process that gives people a sense of how their lives are going 

through the interaction between their circumstances, activities, and psychological resourcesô 

(Abdallah et al., 2009, p. 3).   

 

The complexity of WB cannot be overlooked, however, and has made research in the field 

problematic.  According to Ryan and Deci (2001), WB is a ócomplex construct that concerns 

optimal experience and functioningô (p. 141).  The debate about what components actually 

combine to produce a óhappy lifeô is ongoing and has huge implications on both a practical 

and theoretical level.  Ryan and Deci (2001) investigated two perspectives of WB that relate 

to two distinct philosophies.  The first can be broadly labelled as hedonism and reflects the 

idea that WB consists of the subjective experience of happiness or pleasure.  The second 

perspective acknowledges the understanding that WB consists of more than happiness alone.  

This eudaimonic perspective involves human potential, including optimal psychological 

functioning and self-realisation.  Previous research has tended to centre on either the hedonic 

perspective, focussing more on positive affect and greater life satisfaction (Diener and Lucas, 

1999), or on the eudaimonic perspective, focussing on psychological WB and a fully 

functioning person (McGregor and Little, 1998; Ryan and Deci, 2000).  Ryan and Deci 

(2001), however, argued that WB is a multidimensional phenomenon and as a result studies 

concerning WB should take both these perspectives into account.   
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Indeed, the World Health Organization (WHO) defines WB as óa state of well-being in which 

every individual realises his or her own potential, can cope with the normal stresses of life, 

can work productively and fruitfully, and is able to make a contribution to her or his 

communityô (WHO, 2014).  In line with Ryan and Deci (2001), this view identifies subjective 

happiness and life satisfaction (hedonic perspective) as separate from positive psychological 

functioning (eudaimonic perspective).  Therefore the important issue here is the identification 

of a means whereby individuals can seek hedonic and eudaimonic outcomes, which are not 

detrimental to the rest of society. 

 

One theoretical approach offered by Seligman helps our understanding of the components of 

WB and thus offers an insight into the successful management of WB.  Seligman (2002) 

claimed that three subjective facets combined to produce a óhappyô individual: positive 

emotion; engagement; and meaning.  Happiness could be achieved through one or more of 

these facets.  In 2011 Seligman revised his theory to include two additional facets: positive 

relationships and accomplishment.  He also redefined the goal of his theory as ówell-beingô, 

rather than óhappinessô, to reflect the multifaceted characteristics of human growth and 

development.  According to Seligmanôs new theory, WB consists of the nurturing of one or 

more of these five areas: (1) Positive emotion; (2) Engagement; (3) Relationships; (4) 

Meaning; (5) and, Accomplishment (abbreviated to the PERMA model).  Seligman suggested 

that these five factors are what individuals pursue for their own sake.  This theory goes some 

way to reconciling the previously differing perspectives on theory and measurement of WB, 

as it incorporates both hedonic and eudaimonic aspects (Seligman, 2011).  This thesis will 
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adopt the PERMA model as a foundation for the definition of WB2.  This model is highly 

regarded and has also been widely used in WB research (for example, Ascenso, Perkins and 

Williamon, 2018; Nebrida and Dullas, 2018).  Although it should be noted that the PERMA 

model has not been without its critics ï predominantly concerning an over-emphasis on 

happiness and positivity, rather than looking at a more balanced perspective of a combination 

of positive and negative factors (Friedman and Robbins, 2012).  There is also no mention of 

physical health as a factor, which Seligman argued was ultimately linked to the other 

constructs rather than standing in its own right.  However, due to the highly complex nature 

of human beings, a theoretical model of WB will always have challenges and limitations. 

 

2.1.3 Enhancing well-being 

Having thus far introduced the development of WB research and outlined the definition to be 

used in this thesis, this section considers how WB can be maintained or indeed, improved 

upon.  Researchers have developed a greater understanding of the components of WB and 

have thus tended to focus their efforts on the underlying processes rather than simply 

describing associated objective or subjective characteristics.  A detailed literature review 

covering the majority of large-scale research works carried out since 1990 (Dolan, Peasgood 

and White, 2007) examined all the potential influences on WB.  These were then categorised 

into seven main areas: (1) income; (2) personal characteristics; (3) socially developed 

characteristics; (4) how we spend our time; (5) attitudes and beliefs towards others/self/life; 

(6) relationships; and (7) the wider economic, social and political environment.  The 

                                                           
2 Other models of WB are acknowledged, for example the Two Continua Model Across the Lifespan (Westerhof 
and Keyes, 2010), however, the PERMA model was selected as it is the model of choice used by the British 
Institute of Learning Disabilities and is particularly suitable for people with LDs. 
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researchers concluded that the interaction of these categories is a significant factor in 

determining WB. 

 

Government interest in WB has not surprisingly increased substantially due to the direct 

impact upon mental health outcomes and financial implications (Department of Health, 

2011).  Improved WB is associated with a range of better outcomes for individuals from all 

backgrounds and in all age groups.  These include: improved physical health; longer life 

expectancy; increased educational achievement; increased life skills; better employment rates 

and productivity; higher levels of social interaction and participation; reduced risk behaviours 

such as smoking and alcohol abuse; reduced risk of mental health problems and suicide; and, 

reduced anti-social behaviour and criminality (Department of Health, 2011). 

 

Recent strategies to improve WB have suggested a variety of approaches.  Government 

acceptance of the importance of WB has led the UK National Health Service (NHS) to 

suggest five essential steps to promote positive mental WB for the individual (NEF, 2008): 

Connect ï connect with people around you and spend time developing these relationships. 

Be active ï find an activity you enjoy and make it a regular part of your life. 

Keep learning ï learning new skills provides a sense of achievement and a new confidence. 

Give to others ï whether itôs a smile or volunteering, it can improve mental WB and lead to 

new social networks. 

Be mindful ï be more aware of the present moment, including your feelings, thoughts, your 

body and the world around you.  Mindfulness can positively change the way you feel about 

life and how you approach new challenges. 
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NHS guidelines suggest that the actions an individual takes and their thought processes have 

the most significant impact on WB.  If an individual feels good about themselves and the 

world around them, they will be able to achieve their best life outcome.   

 

Alongside positive psychology, research has made some progress in understanding areas such 

as engagement, flow and optimal self-functioning, which has increased our knowledge of 

what constitutes WB (Seligman and Csikszentmihalyi, 2000; Howard, 2008).  The use of 

positive psychology interventions are often considered a useful complementary strategy in 

mental health management and as a support for WB.  These strategies aim to create positive 

emotions and can be highly diverse, for example, socialising, practising optimistic thinking, 

replaying positive experiences or writing letters of gratitude (Lyubomirsky and Sin, 2009; 

Cohn and Fredrickson, 2010).  Bolier et al. (2013) carried out a meta-analytical study of the 

effectiveness of positive psychology interventions, covering forty articles and in excess of 

6,000 participants consisting of the general public and individuals with more specific 

psychosocial issues.  Their results showed that positive psychology interventions aimed at 

increasing positive feelings, positive cognitions or positive behaviours can all be effective in 

the enhancement of WB.  Nonetheless, further research into accessible and cost effective 

strategies for the successful management of WB is desirable at both an individual and 

national level.   

 

The field of sport and its associated benefits for psychological health and WB has also 

received considerable research interest (Penedo and Dahn, 2005; Biddle and Mutrie, 2007; 

Sherry, Schulenkorf and Chalip, 2015; Taylor et al., 2015).  According to Taylor et al. 

(2015), ówellbeing is the manifestation of the catalytic role that sport plays in stimulating 
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social impacts.  There is evidence of a positive relationship between sport participation and 

well-beingô (p. 9).  Governments throughout Europe and many western countries are aware of 

the potential benefits that sport can provide to physical and mental WB.  For example, 

research carried out has indicated that the more time people spent practising sport, the better 

their mental WB, particularly when engaging with family or friends (Marlier et al., 2014; 

Fujiwara, Kudrna and Dolan, 2014).  Findings such as these have led many governments to 

create policies suggesting recommended levels and intensity of physical exercise and thus 

equating health with WB.  If these guidelines are met the WB of the individual has the 

potential to be enhanced.  However, it remains unclear whether it is the health benefit or the 

pleasure factor that produces the desired result (Downward and Dawson, 2015).  Indeed, 

some findings have suggested that it is the cultivating of positive emotions that optimises 

health and WB, irrespective of the intervention strategy employed (Fredrickson, 2000).   

 

In sport, however, some individuals can experience difficulties or barriers to participation.  

Physical disability, age-related health limitations or even a lack of interest can be restrictive 

for some people (Sallis, 2000; Allison et al., 2005) and it is thus advantageous to create a 

variety of options when suggesting pathways for enhancing WB.  To this end, the field of arts 

and health has seen a burgeoning interest from researchers:  

The practice of using the arts to promote healing and happiness is as old as the arts 

themselves.  For early civilizations, aesthetic beauty in objects or surroundings and the 

soothing rhythms of words, movement and music contributed to the balance and harmony 

between bodily systems and environment which was believed to maintain good health. 

(Royal Society for Public Health, 2013, p. 4) 
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The subjective nature of WB allows the individual the opportunity to seek their most 

effective intervention ï what is beneficial for one person may have little or no effect for 

another.  The arts is one area that has received a considerable amount of recent attention with 

regard to WB and is the focus of the following section. 

 

2.2 WELL -BEING AND THE ARTS  

Research discussed in Section 2.1 has highlighted the importance of WB both for the benefit 

of the individual and for the optimal functioning of society as a whole.  The ability to 

facilitate the enhancement or restoration of WB is an area of significant importance to health 

professionals, particularly those involved with mental health care.  With the recognition of 

the importance of positive psychology interventions for promoting WB, the arts have 

received considerable ongoing interest from researchers, particularly with reference to how 

the arts and public health can benefit each other (Cameron et al., 2013; Noice, Noice and 

Kramer, 2013).  There is now a sizeable body of research suggesting that the arts can improve 

the health of people with mental or physical health issues, often referred to as óArts in 

Healthô.  A recent report by WHO Europe found considerable evidence of: 

The contribution of the arts to the promotion of good health and the prevention of a range 

of mental and physical health conditions, as well as the treatment or management of acute 

and chronic conditions across the life-course. (WHO, 2019, online) 

 

The WHO report argued that the arts can be a cost effective answer that can utilise existing 

resources.  In addition, the arts can serve to support challenges for which there are no current 

healthcare solutions (WHO, 2019).  In what follows, literature reporting on the impact of a 
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range of creative arts (including music) on WB, is critically examined, before a gap in current 

knowledge is identified. 

 

2.2.1 Well-being and visual art 

A systematic review on the WB outcomes of engaging with visual art in adults with mental 

health conditions has provided a useful insight into this issue (Tomlinson et al., 2018).  

Published studies from the last 10 years were reviewed.  The researchers concluded that 

engagement with the visual arts can reduce depression and anxiety; increase self-respect, self-

esteem and self-worth; encourage involvement with society and support ways to improve 

identity.  Some negative aspects were identified, such as feeling a pressure to create.  Overall, 

they concluded that there was some evidence but the field of research is weak with a lack of 

resources and infrastructure for sustainable practices.  Examples of research into visual arts 

that have provided encouraging results are highlighted below. 

 

Various studies have suggested that visual art can affect health, including physiological and 

psychological aspects, and can lead to an enhanced sense of WB (Bolwerk et al., 2014).  

Exposure to art in a healthcare setting has been shown to reduce symptoms of anxiety and 

depression (Daykin, Byrne et al., 2008; Nanda et al., 2010).  Furthermore, although research 

into art-making is limited and has tended to focus on professional artists, results have 

suggested that art-making for amateurs is beneficial for WB.  Reynolds (2010) studied 32 

older women (aged 60 ï 86 years) who took up art after retirement.  Participants described 

how their art-making enriched their mental health through enjoyment of the sensuality of 

texture and colour and how it presented them with exciting challenges and new ambitions.  It 

also provided highly valuable connections with a world outside of their home environment 
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and family.  Reynolds suggested that art-making encouraged the women to give attention to 

the beauty of the physical world around them; promoted relationships of equal status among 

the group; and gave opportunities for validation.  Art-making gave the women an identity 

which allowed them to resist the common stereotypes and exclusions frequently experienced 

in later life.  Further evidence suggests that visual art production has a different effect on the 

brain compared to cognitive art evaluation and this was related to psychological resilience 

(Bolwerk et al., 2014). 

 

2.2.2 Well-being and drama 

Further evidence for arts-based influences on WB can be found in studies relating to drama 

and theatre within certain populations (Kemp, 2006; Wilson, 2012; Low, 2012; Dolling and 

Day, 2013; Wimpenny and Savin-Baden, 2014).  According to Wimpenny and Savin-Baden 

(2014): 

Theatre and performance provided opportunities for diverse marginalised members of a 

community to connect and participate in a shared activity and transform their views of 

themselves and others in ways that were beneficial for health and well-being. (p. 47)    

 

Kemp (2006) found that using community-based drama initiatives improved the social and 

emotional WB of young black men living in south London.  Both self-esteem and a sense of 

agency were increased through creating an opportunity for self-expression, reflection and 

self-understanding.  The relationships that developed between the participants were based on 

trust and reciprocity (Kemp, 2006).  As a result of a drama workshop project facilitated in a 

womenôs prison in Johannesburg, Low (2012) explored how focussing around role models 

and hopes for the future helped the women to manage their situation.  Low proposed that 
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through these moments, where an individual was acknowledged rather than de-individualised, 

the individual had dignity and achieved a level of recognition which was crucial to sustaining 

their sense of WB (Low, 2012).  The value of arts-based approaches in encouraging and 

promoting WB is demonstrated, highlighting the need for further resources to be employed in 

this field of research. 

 

2.2.3 Well-being and dance 

A recent systematic review including the impact of dance interventions on the WB of young 

adults, dated between 2006 and 2016, concluded that the amount and quality of research was 

low (Mansfield et al., 2018).  The authors suggested that dance may serve to enhance WB in 

this group but evidence was limited and better designed studies were needed.  The majority of 

studies were small scale and limited in design.  Despite these findings, there has been some 

research into the impact of the benefits of dance within different groups which has provided 

interesting results on the potential impact of this expressive art form (Murcia et al., 2010; da 

Costa, 2012).  For example, a dance project delivered a six week programme and examined 

factors including frequency of participation and quality of life on community-based adults 

over the age of 50 years.  Although initial statistical analysis did not highlight any significant 

difference regarding participation in the programme and quality of life, focus group data 

indicated that the participants had enjoyed the programme and subsequently experienced 

perceived enhanced physical ability; improved emotional and psychological WB; and, 

increased activity participation (OôToole et al., 2015).  Murcia et al. (2010) argued that 

dancing has potential positive benefits on WB in several respects, particularly with reference 

to emotional, physical, social and spiritual dimensions.  What is evident from the arts-based 

research to date is that participation in the arts has a significant impact on the WB of 
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individuals from a wide variety of social situations, cultural backgrounds and age/gender 

groups (Daykin et al., 2008; Reynolds, 2010; Kemp, 2006; Low, 2012; OôToole et al., 2015).  

Music, in particular, has received growing attention, and is the creative art form on which we 

now focus.  

 

2.2.4 Well-being and music 

The healing aspects of music having been recognised for over 30,000 years, for example, in 

the Shamanic culture music allows access to the spirit world which facilitates the healing 

process (Moreno, 1995).  However, it is a relatively new and under-researched factor 

regarding its impact on WB.  Dating back to the start of the twentieth century, Eva Vescelius 

founded the National Therapeutic Society in New York and stated ówhen the therapeutic 

value of music is understood and appreciated, it will be considered as necessary in the 

treatment of disease as air, water and foodô (Vescelius, 1918, p. 376).  Following the two 

world wars, community musicians visited hospitals to play for the thousands of injured and 

traumatised veterans.  Both the physical and emotional responses of the patients led the 

medical world to start exploring the beneficial healing effects of music (American Music 

Therapy Association, 2015).   

 

Ansdell (2015), a music therapist with over 25 yearsô experience, suggested that music can 

help individuals in a host of different ways: 

- Music can help us because we are all musical.  

- Musical experience is something done with others, not something that happens 

privately.   

- Our musical experiences help us explore, create and enhance our lives. 
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- Music helps by addressing our basic human needs ï for recognition as persons, 

identity, relationship, community, transcendence.  There is a musical core to these 

basic needs. (Ansdell, 2015, p. 295) 

Ansdell (2015) suggested that music is óbeing seen not just as therapy or treatment, but also 

as a natural part of health prevention and promotion, conflict resolution, and social 

development workô (Ansdell, 2015, p. 18).  

 

Indeed, music therapy is known to address many issues including emotional WB, physical 

health, social functioning, communication abilities and cognitive skills, all through musical 

interactions, (Solli, Rolvsjord and Borg, 2013; Hanser, 2014; Teut et al., 2014) but this is 

beyond the remit of this thesis.  Music therapy and music education are two different forms 

of intervention and this distinction requires clarification.  Music education concerns the 

teaching and learning of music and a music teacher is an education professional that teaches 

music.  In comparison, music therapy is a therapeutic relationship between a client and a 

music therapist that focusses upon a specific goal.  A music therapist is a health professional 

who often works as part of a team including physiotherapists, speech therapists, 

paediatricians, specialist consultants, social workers etc.  Music therapy tends to be delivered 

in a clinical setting, such as hospitals, special schools, hospices or care homes, whereas music 

education can take place just about anywhere.  There can be barriers to music therapy and its 

effectiveness for some individuals, for example, financial cost, geographical availability, age, 

effectiveness for an individual, and an individualôs willingness to participate.  This thesis is 

concerned with music education and active participation in music-making.  Music education 

and active music-making are a viable potential alternative to music therapy for those 

individuals for whom music therapy has proved inappropriate or ineffective.  
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A systematic review of WB outcomes for music and singing in adults was undertaken to 

investigate the role of music is supporting WB (Daykin, Mansfield et al., 2017).  The authors 

sought to identify robust evidence to underpin policy and practice.  Music listening and group 

singing were the two most commonly seen activities, with very few studies addressing WB in 

marginalised groups within the community.  They concluded that although there was robust 

evidence for positive effects of music and singing on WB in adults, there was a need for 

research within sub-groups who were at a greater risk of low levels of WB, and the processes 

by which WB may or may not be achieved.  A recent meta-ethnography (Perkins et al., 2020) 

highlighted the fact that there is very little research that has scrutinized the processes by 

which music has an effect on WB.  The authors concluded that people benefit from 

participating in musical activities by engaging with specific and multiple processes that meet 

their individual needs and circumstances.  The following studies reported are by no means 

intended to be a comprehensive list of available literature, but instead seek to provide 

examples of relevant music and WB studies within the various music-related categories.  

 

2.2.4.1 Well-being and music listening 

Evidence suggests that listening to music has the power to affect mood, lower levels of 

depression and pain and contribute to the listenerôs WB (Stratton and Zalanowski, 1991; 

Hanser and Thompson, 1994; Siedliecki and Good, 2006).  Music has been used to induce 

moods in an experimental setting and research has demonstrated that listening to certain 

styles of music can evoke strong moods and the associated physiological responses, such as 

lowered heart rate and reduced levels of the stress hormone cortisol (Etzel et al., 2006).  

Fancourt and Williamon (2016) examined the impact of attending a public, live concert and 

the subsequent effect on stress hormones.  They found significant changes in the cortisol, 
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cortisone and progesterone levels indicating a lowering of stress levels.  This was the first 

evidence to suggest attending a cultural event can have an impact on endocrine activity in this 

way. 

 

A raft of research has also explored the impacts of listening to music in older adulthood.  

Laukka (2007), for example, assessed the uses of music in everyday life among community 

living older adults (aged 60-75 years) in Sweden.  He investigated the associations between 

listening to music and WB, for example, affective WB, life satisfaction and eudaimonic WB.  

Although personality and health status were the two most important predictors of WB, some 

listening strategies were also significantly associated with psychological WB.  These 

listening strategies included the experience of positive emotions, pleasure and relaxation.  

The results also indicated that mood regulation, enjoyment, and identity and agency were 

consistently positively associated with WB.  These results provide further evidence to support 

the concept that music is beneficial to WB and give a useful insight into possible 

relationships between WB and musical activities.  According to Edmonds (2009), 

neurological studies of the brain and music have indicated that we are prewired to understand 

and respond emotionally to music.  Babies as young as five months old react to happy songs 

and physiological states induced through music are known to intensify as we mature.   The 

exploration of any longer term benefits within the real world is still in its infancy (Västfjäll, 

Juslin and Hartig, 2012, cited in McDonald, Kreutz and Mitchell, 2012) and there is a need 

for further research in the field.   
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2.2.4.2 Well-being and singing 

Music has not historically been pursued for purely health reasons alone.  Nevertheless, as 

seen in multiple studies (Siedliecki and Good, 2006; Stratton and Zalanowski, 1991; Hanser 

and Thompson, 1994; Etzel et al., 2006; Warran, Fancourt and Wiseman, 2019) it can have 

positive beneficial effects on physical and mental health, thus creating an enhanced sense of 

WB.  This is particularly the case for amateurs who seek music for pleasure and who are not 

under the constant scrutiny of judgement as in performances, or with the added pressure of 

having to earn a living.  Several studies have suggested that singing, particularly with others 

in a choir, has positive effects on physical, mental and social WB (Bailey and Davidson, 

2005; Clift and Hancox, 2010).  Research has indicated that singing (solo and choral) creates 

a positive physiological response (Beck et al., 1999) resulting in less tension and improved 

mood (Valentine and Evans, 2001).  Choir singing has been found to positively influence 

emotional affect significantly more than passively listening to the same choral music (Kreutz 

et al., 2004). 

 

In 2009 a trial singing programme known as the Singing for Health network was established 

and has since involved over 100 individuals with a history of poor mental health.  Findings 

have suggested that regular community singing promotes WB and helps individuals to 

develop strategies for dealing with depression and isolation (Arts, Health and Wellbeing, 

2009).  This type of group musical activity is an inherently social act, which allows people to 

engage with others and therefore reduces feelings of isolation often associated with 

depression, alongside other factors that may negatively influence WB.  Group participation 

and commitment are encouraged, which subsequently creates a sense of belonging and a 

greater sense of identity.  According to Cooper, Okamura and Gurka (1992) ósocial activity 
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has been identified as one of the most consistent predictors of peoplesô subjective reports of 

happinessô (Cooper et al., 1992, p. 573). 

 

In fact, there is a growing body of research linking group singing with enhanced levels of 

WB (Skingley, Martin and Clift, 2016; Stewart and Lonsdale, 2016).  Kreutz (2014) studied 

the psycho-biological effects of amateur choral singing within a mixed group of novice and 

experienced singers.  Kreutz suggested that singing enhances psychological WB along with 

inducing a socio-biological bonding response.  Singers, even without any formal training, can 

experience óflowô (a concept linked to perceived happiness) during group singing.  Evidence 

also supports the effect of singing itself, particularly in a low stress performance situation.  

Fancourt, Aufegger and Williamon (2015) found that professional singers showed a 

significant decrease in both cortisol and cortisone levels within a low stress condition, 

indicating the actual act of singing is stress reducing. 

 

There are a wide variety of specific groups that have reported benefits from singing.  For 

example, recent evidence has emerged concerning the impact of singing among cancer 

patients and carers on mental health and WB.  Fancourt, Williamon et al. (2016) found that 

singing was associated with significant reductions in negative affect and increases in positive 

affect, including cytokine response.  Fancourt, Williamon et al. argued that singing improved 

mood and modulated certain aspects of the immune system for these patients and carers, 

although further research is required to establish the effects on more specific groups, and 

whether more longitudinal interventions could provide longer-lasting benefits.  
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2.2.4.3 Well-being and music-making 

There is also some evidence to suggest that playing musical instruments can improve certain 

aspects of physical WB.  For example, teenage instrumental wind players exhibited fewer 

asthmatic and broncho-constrictive symptoms than non-wind players (Lucia, 1994).  

However, there has been very little reported concerning overall WB and instrumental playing.  

If found to be beneficial, this could provide another alternative non-invasive method of 

allowing individuals to take control of their own lives and achieve a sense of empowerment.  

Empowerment can create enhanced levels of WB through improvements in self-esteem; 

personal satisfaction; and, achievement levels (Woodall et al., 2010; WHO, 2014).   

 

One area that has received some research into active music-making and WB is among the 

older generation.  Creech et al. (2013) investigated the role of making music in older peopleôs 

lives.  They focussed on how participation in making music might enhance social, emotional 

and cognitive WB.  Results identified three relevant factors: (1) Purpose (having a positive 

outlook); (2) Autonomy and control; (3) and, Social affirmation (positive social relationships, 

competence and a sense of recognised accomplishment).  A comparison of those involved in 

music-making activities with those participating in other activities showed a statistical 

significance in all three factors for the music group.  Creech et al. (2013) acknowledged that 

the mechanisms through which music is able to achieve these results are difficult to isolate 

and identify, however they suggest the following factors may be involved: 

 

- Music can provide a sense of purpose through progression in music and creative 

expression. 
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- Control and autonomy may be enhanced through the holistic nature of musical 

engagement.   

- New musical challenges involve physical and cognitive application. 

- Social affirmation may be supported through social interactions; giving and obtaining 

support from peers; a sense of status through performance; giving to the community 

and receiving positive feedback. 

 

Perkins and Williamon (2014) explored the role that learning a musical instrument can play 

in serving to enhance levels of WB in older adulthood and suggested that learning to make 

music has significant implications for health.  Perkins and Williamon concluded that learning 

music serves to enhance both hedonic and eudaimonic perspectives of WB, through six 

mechanisms: (1) subjective experiences of pleasure; (2) enhanced social interactions; (3) 

musically-nuanced engagement in day-to-day life; (4) fulfilment of musical ambition; (5) 

ability to make music; (6) and, self-satisfaction through musical progress.  Additionally, 

making music served to enhance some health promoting behaviours, further highlighting the 

potential impact that music-making can have within the older community. 

 

There is an increasing pool of evidence to support the notion that active music-making within 

other groups of the general population is beneficial to WB.  Studies to date have produced 

encouraging results, for example among óat riskô young people.  Faulkner et al. (2012) 

developed the DRUMBEAT (Discovering Relationship Using Music, Beliefs, Emotions, 

Attitudes and Thoughts) programme, which used drumming to engage óat riskô adolescents in 

a form of musical expression.  The adolescents were alienated from the school system and 

were at risk of becoming alienated from society.  Themes relating to healthy relationships 
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with others were incorporated and discussed at the sessions.  Pre and post-intervention data 

were collected with regard to self-esteem, school attendance, antisocial behaviour, and levels 

of cooperation and collaboration.  The young students who participated in the DRUMBEAT 

programme increased their scores across a broad range of social indicators, which resulted in 

an increased interaction within the school community.  Faulkner et al. concluded that a 

combination of musical expression with basic cognitive behavioural therapy can result in 

improved social learning outcomes including emotional control, improved relationships and 

increased self-esteem ï all important contributors to a positive WB experience.   

 

Further recent research has found evidence to suggest that group drumming can help 

modulate the cytokine response in mental health service users (Fancourt, Perkins et al., 

2016).  Individuals with mild/moderate mental health issues took part in weekly group 

drumming sessions over 6 and 10 week periods.  Significant improvements were found for 

depression, WB and social resilience across the entire intervention.  After a single session, 

stress and tiredness levels were rated as significantly lower and happiness, relaxation and 

energy levels increased.  The concentrations of four cytokines were significantly lower after 

the programme, demonstrating a reduction in the pro-inflammatory response.  This study was 

the first of its kind to identify that group drumming for mental health service users can create 

a reduction in cortisol levels and immune enhancement over both individual sessions and the 

6 and 10 week programmes.  This type of musical engagement can thus help to reduce 

inflammation, which is frequently associated with depression and mood disorders, and thus 

enhance WB.  The researchers suggested other music-based psychosocial interventions be 

explored in future research. 
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Furthermore, group drumming sessions have been shown to promote WB among different 

sections of the population including: within a psychiatric hospital setting, where positive 

mood changes were identified (Tague, 2012); among social workers, who experienced lower 

levels of stress and increased levels of energy and empowerment (Maschi, MacMillan and 

Viola, 2013); in young female commercial sex workers in Mumbai, where positive and 

progressive changes were identified as part of the rehabilitation process (Venkit, Godse and 

Godse, 2013); and finally, among university students in USA (Mungas and Silverman, 2014).   

Studies concerning other instrumental activities are less in number but nevertheless, the 

results are encouraging.  Seinfeld et al. (2013) found that playing piano and learning to read 

music can be a beneficial activity for older adults to help cognitive reserve and improve WB. 

 

2.3 CONCLUSION 

In conclusion, the significant effect of music on WB is evident from various studies 

investigating specific target groups of the population, particularly the elderly (Creech et al., 

2013; Seinfeld et al., 2013; Perkins and Williamon, 2014) and the young (Faulkner et al., 

2012; Mungas and Silverman, 2014).  Research can also be found concerning sufferers of 

depression and other mental health issues (Siedliecki and Good, 2006; Stratton and 

Zalanowski, 1991; Hanser and Thompson, 1994; Kreutz et al., 2004; Etzel et al., 2006). 

Music has been shown to be an important resource for achieving psychological, cognitive and 

social goals in particular groups such as dementia sufferers (Raglio et al., 2014); for reducing 

anxiety symptoms in anxious adults, for example in female alcoholics (Gardstrom and 

Diestelkamp, 2013) and in supporting the WB of people suffering from life limiting illnesses, 

such as cancer patients (Fancourt, Williamon et al., 2016).   
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Although many individuals have been shown to benefit from various musical interventions, 

there are some important gaps within the literature.  One group that is currently under-

represented in this field of research is individuals with LDs.  According to Sheehy and Nind 

(2005), for people with a LD there has been óan historical failure to acknowledge their human 

status; deficit-based services; a lack of voice and communication barriersô (p. 34).   Although 

the application of music therapy is fairly well recognised among this population, the use of 

music education and active music-making is largely absent, particularly with reference to 

WB.  Chapter 3 begins by introducing LDs, with a focus on Downôs syndrome (DS), before 

turning to consider how arts and music have, and can be, used to enhance WB among this 

population. 

 

 

 

 

 

 

 

 

 

 

 

 

 



32 
 

CHAPTER 3: WELL -BEING, LEARNING DISABILIITES (WITH A FOCUS ON 

DOWNôS SYNDROME) AND MUSIC 

 

Chapter 3 covers a brief history of LDs, including definition and prevalence.  DS is then 

discussed in more detail.  LDs and WB are discussed, before reporting more specifically on 

DS and WB.  The impact of music for people with LDs is addressed, before presenting a 

review of the literature.  Finally, the focus turns to WB, DS and music specifically, followed 

with a statement of the overarching research question.   

 

3.1 INTRODUCTION TO LEARNING DISABILITIES  

Research discussed in Chapter 2 has focused on the arts, and in particular music, and the 

effect this can have on WB.  This has highlighted gaps in the literature with regard to certain 

groups within the population; the LD community has largely been omitted from WB research 

and this group is now discussed. 

 

3.1.1 Brief historical background to learning disabilities 

LDs have been extensively recorded in England since the mediaeval period, with support at 

this time being provided not by the state but within the church community (Jarrett, 2012).  

Researchers in the field of LD are now generally agreed that the historical background of 

LDs can be split into the following six periods (Hallahan and Mercer, 2001): 

European Foundation Period (c.1800-1920) ï publications during this time focused on the 

relationship between brain injury and behaviours, primarily language disorders. 
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U.S. Foundation Period (c.1920-1960) ï during this period, education rather than aetiology 

became the focus of research. 

Emergent Period (c.1960-1975) ï researchers developed tools to identify and educate 

students with LDs and organisations emerged to provide support. 

Solidification Period (c.1975-1985) ï this period saw the solidification of the definition and 

laws regarding LDs. 

Turbulent Period (c.1985-2000) ï debates concerning definition and placement erupted and 

the number of students identified with LDs doubled as a result. 

Current Period (c.2000-present) ï coming full circle and research focussed on biological 

basis of LD again, alongside dramatic developments in education and intervention strategies. 

 

Research has tended to drive these periods of development and this has led to far wider 

opportunities today for people with a LD.  However, it is essential to continue the path of 

progress to ensure that these individuals can lead as rich and fulfilling a life as is possible.  

One area of contention that has continued is the definition of what a LD is. 

 

3.1.2 Definition and prevalence of learning disabilities in the UK 

To date there appears to be no single definition or consensual agreement.  Different countries 

and organisations adopt different viewpoints which can lead to confusion and over-

generalisation.  A current working definition of ólearning disabilityô was stated in the 2001 

White Paper óValuing Peopleô: 
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A LD includes the presence of:  

A significantly reduced ability to understand new or complex information, to learn new 

skills (impaired intelligence), with; a reduced ability to cope independently (impaired 

social functioning); which started before adulthood, with a lasting effect on development. 

(Emerson and Heslop, 2010, p. 1)  

 

Mencap, a leading UK charity supporting individuals with a LD, suggests that óa learning 

disability is a reduced intellectual ability and difficulty with everyday activities ï for example 

household tasks, socialising or managing money ï which affects someone for their whole 

lifeô (Mencap, 2015).  According to Gregg (2009), the definition for an adult with a LD is an 

individual who is ódisordered as compared to age-expected behaviors, and requires evidence 

that the individual be substantially limited in major life activitiesô (Gregg, cited in Swanson 

et al., 2013, p. 85).  Typically, people with a LD may require support to develop new skills, 

comprehend complex instructions and socially interact with others.  In comparison, a learning 

ódifficultyô tends to be a specific learning problem that does not affect intellect, for example 

dyslexia or dyscalculia.  Mental health problems, such as depression or bipolar disorder, 

should also not be confused with LDs.  These tend to relate to how a person feels and 

behaves, although they can be chronic in nature.  Mental health problems can often be helped 

with treatment, which is not the case for LDs (Mencap, 2015).  This investigation is 

concerned with people with a LD and for the purposes of this thesis is defined as quoted by 

Emerson and Heslop (2010).  Both ólearning difficultyô and ómental healthô issues are beyond 

the remit of this thesis, except for when they interact directly with WB and LDs. 
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There are a lack of data available on the prevalence of LDs in the UK.  There are no national 

statistics and current figures are based on individuals known to social services, GPs and 

schools.  It was estimated, however, that in the UK in 2019, 1,500,000 people had a LD.  This 

included 1,130,000 adults (18+ years; Mencap, 2020).  It is generally assumed that 

approximately 2% of the population have a LD but only around 20% of this figure actually 

use specialised social care services in England.  It is predicted that the number of individuals 

with a LD will increase over the coming decades.  Contributing factors include the increased 

survival rate of young people and children with severe and complex disabilities and the 

increased longevity of older adults with a LD (Hatton et al., 2014).  

 

3.2 INTRODUCTION TO DOWNôS SYNDROME 

One of the most common causes of LDs are chromosomal anomalies and the most frequently 

occurring chromosomal abnormality among live births is DS.  The incidence of DS is 

approximately 1 per 700-1000 births (McDevitt and Ormrod, 2013), although it is estimated 

that approximately 1% of foetuses have DS (Hernandez and Fisher, 1996).  DS typically 

presents with multiple health issues, certain physical abnormalities and a LD.   The presence 

of individuals with DS is not a modern phenomenon ï Saxon remains have been documented 

showing individuals with likely DS features, as have European paintings from the 

Renaissance period.  However, the clinical and scientific acceptance of this syndrome only 

began in the middle of the 19th century when John Down (1866) described a series of 

characteristics now recognised as DS.  As early as the 1930s there were suspicions that DS 

might be due to a chromosomal disorder and in 1959 the cause of the DS phenotype was 

identified by the French doctor Jerome Lejeune as being a duplication of chromosome 21 

(Hernandez and Fisher, 1996).  DS is a numerical chromosomal disorder whereby an 
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individual possesses an extra copy of chromosome 21, thus it is often referred to as trisomy 

21.  DS is typically caused by a nondisjunction where a pair of chromosomes fail to separate 

correctly during the egg, or more rarely, sperm formation.  As a result, each cell has three 

copies of chromosome 21 instead of two, which makes it difficult for the cells to correctly 

control how much protein is produced and this can have serious consequences on foetal 

development.  The type of chromosomal nondisjunction associated with DS tends to occur 

more frequently in older mothers and the risk of having a baby with DS is greater among 

mothers over the age of 35 years (Genetic Science Learning Center, 2016).  Further to the 

biological foundation of DS (trisomy 21), an understanding of the characteristics, health 

concerns and behavioural phenotype typically associated with the condition is beneficial 

when considering research in this area of LD and WB.  

 

3.2.1 Characteristics of Downôs syndrome 

According to the National Health Service (NHS, 2015), each person with DS is affected 

differently, although they share several physical characteristics and developmental problems.  

Physical characteristics include: hypotonia; flat nasal bridge and small nose; small mouth and 

tongue protrusion; up-slanted palpebral fissures and Brushfield spots; flat facial profile; broad 

hands with single transverse palmar crease (simian crease); and, below average weight and 

length at birth.  Although all people with DS will have some degree of developmental delay 

and a LD, this will vary widely between individuals (NHS, 2015). 
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3.2.2 Health concerns associated with Downôs syndrome 

Certain health conditions are more frequently seen in people with DS and may require 

specialist medical treatment or intervention.  The US National Institute of Child Health and 

Human Development (NICHD, 2014) has summarised the most common conditions and 

these are shown in Table 3.1. 

 

Table 3.1: Health concerns associated with Downôs syndrome (NICHD, 2014) 

 

MEDICAL ISSUE  

 

COMMENTS  

Heart defects 

 

c50% will experience congenital heart problems. 

Vision problems 60%+ will experience sight problems (including cataracts and strabismus). 

 

Hearing loss 

 

c70-75% experience some degree of hearing loss. 

Infections 

 

12x more likely to die from an infection. 

Hypothyroidism 

 

c10% produce little or no thyroid hormone or experience other endocrine 

problems. 

 

Blood disorders 

 

10-12x more likely to suffer from childhood leukaemia; higher incidence of 

anaemia, polycythaemia and other blood disorders. 

 

Hypotonia 

(weak muscle tone) 

Contributes to developmental delays e.g. feeding, walking. 

Problems with upper 

region of spine 

10-20% of children have misshapen bones beneath the skull leading to 

increased injury risk. 

 

Sleep disorder Many have obstructive sleep apnoea leading to poor sleep quality. 

 

Dental problems Develop teeth more slowly, have fewer teeth often misaligned, periodontal 

disease often develops due to poor oral hygiene. 

 

Epilepsy 

 

More likely to have epilepsy, usually present before 2 years. 

Digestive problems Higher incidence of structural defects in gut and Coeliac disease. 

 

Mental health/emotional 

problems 

May experience behavioural/emotional problems including anxiety, 

depression, ADHD, autism, aggression, psychosis and social withdrawal. 
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Given the lengthy list of potential medical concerns for people with DS, effective healthcare 

management is necessary to ensure that each individual remains as healthy as possible, so 

that WB is not undermined through inadequate or inappropriate support.  A holistic approach 

from the GP can provide a good foundation upon which to develop an effective healthcare 

programme.  Patients with DS can have an unusual presentation of an ordinary illness and a 

behaviour change or loss of function may be the only indication shown (Smith, 2001).  As 

from 2015, all people aged 14 years upwards with DS are entitled to a free annual health 

check (DSA, 2016a) and this can be seen as an important factor in maintaining WB. 

 

Increased life expectancy for individuals with DS has led to increased health risks which 

require specialist planning.  For example, premature aging is a characteristic of DS, along 

with dementia and memory loss/impairment.  It is generally agreed that the average age of 

onset of dementia for people with DS is 51-56 years (Prasher and Krishnan, 1993; McCarron 

et al., 2014) and by age 60 years approximately 50% of this population will be affected 

(Tyrell et al., 2001; McCarron et al., 2014).  Diagnosis can be fraught with complications due 

to the variety of symptoms and atypical presentation in people with a LD and this should be 

given adequate consideration when assessing individuals.  Other conditions such as epilepsy, 

vitamin B12 deficiency, metabolic problems, poor hearing/vision or depression can all mimic 

dementia type illnesses and should be ruled out before making a diagnosis (Mills, 2013).  The 

early onset of dementia can be a significant contributing factor to reduced levels of WB if not 

supported through healthcare and specialist interventions. 
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3.2.3 Cognitive profile and behavioural phenotype of Downôs syndrome 

Individuals with DS are predisposed to exhibit a specific behavioural phenotype.  An 

understanding of the pattern of strengths and challenges in functioning is helpful when 

consideration is being given to management and enhancement of WB.  It has been argued that 

a developmental approach towards the emerging behavioural phenotype will allow research 

to support the specific needs of this population (Fidler, Most and Philofsky, 2008).  

Suggestions have been made that early intervention in infancy can specifically target this 

developing profile (Fidler, 2005). 

 

Cognitive abilities for most people with DS fall in the mild to severe range of intellectual 

disability and they typically display a profile of relative strengths and weaknesses (Wishart, 

1993; Chapman and Hesketh, 2000; Fidler et al., 2008).  Cognitive development tends to 

begin relatively normally and then slow down after the age of two years, potentially as a 

result of delayed rates of brain myelination (Koo et al., 1992; Fidler, Philofsky et al., 2005).  

By school age and adolescence, visuospatial processing skills, receptive language and 

nonverbal social functioning ability are relatively strong (consistent with mental age) in 

comparison to verbal processing abilities (expressive language) and gross motor skills.  

Language delays are characteristic of DS, with an acceleration of language learning 

observable between the ages of two and four (Fidler, 2005).  By middle childhood, the 

discrepancy between receptive and expressive language becomes more apparent.  Syntax is 

often an area of particular difficulty, whereas pragmatics is an area of relative linguistic 

strength.  There appears to be no óceilingô of cognitive development for individuals with DS 

and research has indicated that progress continues well into adolescence and adult years 

(Chapman, Hesketh and Kistler, 2002), highlighting the need to develop effective 



40 
 

interventions to facilitate continual development and thus help minimise any regressive 

patterns of behaviour or learning during adulthood. 

 

With regard to social development, this is generally thought of as an area of relative strength 

for individuals with DS.  Research suggests that social understanding, empathy and social 

interactive skills are strengths for both children and adults with DS (Buckley, Bird and Sacks, 

2002).  It can be argued that social development is fundamentally important for an 

individualôs WB, so this area of strength needs to be developed to its maximum potential.  

The ability to socialise, to build friendships and take care of oneôs self all affect everyday life.  

Often social confidence and competence can be more important than academic achievements 

for becoming independent, finding employment and functioning within the wider community. 

These skills can be built on throughout life and incorporated into the development of any 

intervention strategies.  This can promote social inclusion and lead to an enhanced quality of 

life.  In light of the general assumptions often made about the behavioural phenotype of DS, 

it is important to note that there are a wide range of differences at every possible level, 

including: genetic, cellular, neural, cognitive, behavioural and environmental.  Each person 

with DS is highly individual and their diagnosis should not define who they are or what they 

can achieve (Karmiloff-Smith et al., 2016). 

 

In summary, the presence of DS is associated with certain physical characteristics (NHS, 

2015) and health concerns (NICHD, 2014) which all require appropriate levels of 

management to prevent any compromise in level of WB.  An increased life expectancy for 

people with DS has led to further health problems associated with ageing, such as dementia 

(Prasher and Krishnan, 1993; McCarron et al., 2014).  An understanding of the strengths and 
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challenges of the specific DS behaviour phenotype can be used to facilitate the development 

of WB intervention strategies (Buckley et al., 2002; Fidler, 2005; Fidler et al., 2008), whilst 

bearing in mind the wide variety of differences seen at every level within this population 

(Karmiloff-Smith et al., 2016).  Whilst issues such as, for example health, all contribute to 

supporting WB, there is very little research available that actually focuses on the concept of 

WB in its own right as a single but multi-faceted construct within this community.  This is the 

area which is now examined, starting with general LDs and then moving to focus on DS. 

 

3.3 WELL -BEING AND LEARNING DISABILITIES  

As far as WB is concerned, a person with a LD has exactly the same needs as a person that 

does not have a LD (Foundation for People with Learning Disabilities, 2016)3.  Historically 

speaking, people with LDs have had very little independence about making their own life 

choices which has doubtless had a negative impact on WB.  With person-centred planning 

now in place, this is steadily improving but there is still some way to go.  Having control over 

oneôs own life, for example regarding choices about healthcare and housing, is central to 

maintaining a good level of WB.  An appropriate level of independence should be strived for 

with support and intervention strategies easily accessible. 

 

3.3.1 Inequality of healthcare 

Despite the significant health improvements concerning people with LDs and an increase in 

life expectancy, research indicates that people with a LD still tend to have poorer health and 

die younger than members of the population who do not have a LD.  They are also more 

                                                           
3 As mentioned in Chapter 2, the PERMA model (Seligman, 2011) is frequently the model of choice when 
referring to the WB of those with LDs. 
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likely to smoke tobacco; less likely to access health services and more likely to be exposed to 

various social determinants of poorer health, including greater material hardship; greater 

neighbourhood deprivation; and, reduced community and social participation (Hatton et al., 

2014).  Mortality statistics published in the Confidential Inquiry into Premature Deaths of 

People with Learning Disabilities (Heslop et al., 2013) found that men with a LD died 

approximately 13 years younger than men within the general population and women 

approximately 20 years younger than their non-disabled counterparts.  A combination of 

over-medicalisation and an overshadowing of health problems by the LD itself, coupled with 

low value and expectations from healthcare professionals, can all contribute to a second class 

healthcare provision (Disability Rights Commission, 2006; Elliott, Hatton and Emerson, 

2003; Nocon, Sayce and Nadirshaw, 2008).  Policy responses such as easy-read health 

promotion leaflets, regular health screening and health staff training have all proved to be 

inadequate in removing healthcare inequalities for the LD community (Hall, 2007).  It is also 

important to consider the impact of individual differences when assessing quality of life and 

WB issues.  Felce and Perry (1995) proposed a model of quality of life that integrates 

individual values and differences alongside an awareness of problems caused by difficulties 

in understanding and communicating. 

 

Further, research has suggested that people with LDs are at a much higher risk of 

experiencing mental health problems.  Emerson and Hatton (2007) reported that 36% of 

young people with LDs will experience mental health problems, compared to 8% within the 

non-disabled community.  The risk factors that contribute include a combination of those 

internal to the individual (genetic influences, IQ, physical limitations and communication 

difficulties), alongside external environmental sources (socio-economic disadvantage, 

discrimination, loss and family breakdown).  According to Huntington and Bender (1993), 
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adolescents with LDs are at a significantly increased risk for severe depression or suicide and 

emotional development is often poorly managed.  There is a large body of research 

concerning the WB of family members and carers of people with a LD, rather than focussing 

on the individuals themselves (Giallo et al., 2013; Werner and Shulman, 2013).  

 

3.3.2 Research progress in the field of learning disabilities 

The majority of research to date has centred on health and medical issues, predominantly 

among children and young people.  There has also been considerable research progress with 

regard to development and education, as highlighted by the work of Down Syndrome 

Education International throughout the last 30 years.  However, as mentioned previously (see 

Section 3.2.3) there is often not the typical óceilingô in learning capacity for people with LDs, 

which is seen in the non-LD community.  In addition, rather worryingly, there is frequently a 

regression in both cognitive and social skills in people with LDs, once they leave the 

supportive educational environment.  They often find themselves far more isolated with 

relative fewer opportunities in comparison to when attending school, which can have a 

serious negative impact on WB.  Further exploration of the understanding of WB within the 

LD community will facilitate its successful management. 

 

Emerson and Hatton (2008) investigated the association between indicators of WB and 

personal characteristics, socioeconomic position and social relationships of a sample of 1273 

English adults with a LD.  The researchers examined five subjective indicators of WB and 

found that the mean overall level of happiness was only marginally lower than within the 

general population.  Variations in WB were linked to socioeconomic disadvantage, as was 

social relationships.  Stable relationships with friends who had a LD helped to protect against 
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feelings of helplessness.  However, the reported levels of happiness with life may stand in 

contradiction to the objective life circumstances.  As noted previously, adults with LDs are at 

an increased risk of poverty, social deprivation, lower health expectations, exclusion, 

disempowerment and abuse (Disability Rights Commission, 2006; Elliott et al., 2003; Nocon 

et al., 2008).  As argued by the Nobel Laureate prize winner Amartya Sen (2001): 

Concentrating exclusively on mental characteristics (such as pleasure, happiness or 

desires) can be particularly restrictive when making interpersonal comparisons of well-

beingéOur desires and pleasure taking abilities adjust to circumstances, especially to 

make life bearable to adverse situationséDeprived people tend to come to terms with 

their deprivation because of the sheer necessity of survival, and they may, as a result, lack 

the courage to demand any radical change and may even adjust their desires and 

expectations to what they unambitiously see as feasible. (pp. 62-63) 

 

Although the study by Emerson and Hatton (2008) does add to the limited literature on the 

WB of people with LDs, it also highlights the complex issues that arise when dealing with 

this target group.  These findings are also inconsistent with previous research which 

suggested that individuals with a LD are more likely to report symptoms of psychological 

distress than their counterparts who do not have a LD (Huntingdon and Bender, 1993; 

Bender, Rosenkrans and Crane, 1999; Emerson and Hatton, 2007).  A possible explanation 

for this is that although WB and psychological ill health are interrelated, they may be two 

distinct constructs (Greenspoon and Sasklofske, 2001; Ryan and Deci, 2001).  The 

understanding of WB in people with LDs is still in an early stage and further research is 

required to address the multiple issues related to investigations within this field and to enable 

an appropriate level of support.  
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The field of WB is complex and problematic in its own right and with the added complication 

of a LD, many researchers have perhaps not surprisingly avoided the topic.  For example, 

interviews and self-report questionnaires are two traditionally used methods employed in 

researching WB.  However, for people with a LD, question type and phrasing, content and 

response format all need careful planning to ensure validity (Finlay and Lyons, 2001).  

According to Emerson and Hatton (2008) the potential reason for the lack of research is 

twofold.  Firstly, there are very few validated measures of quality of life for people with LDs 

that contain an óuncontaminatedô measure of WB.  Secondly, the majority of research 

undertaken to date has focused on people with more severe LDs, who may not be able to 

provide valid responses to questions.  As a result, research in this area is fairly sparse, 

particularly concerning adults, with the majority of studies to date focussing on children and 

adolescents and emotional development, rather than the broader concept of WB.   

 

However, a growing interest in the promotion of WB for people with LDs is finally beginning 

to emerge.  A fuller understanding of the case for using WB to address the poor health 

outcomes experienced by people with LDs is necessary as previous healthcare initiatives have 

largely failed to remove inequalities in services and support provided.  A shift in focus from 

individualised objective ill health of people with LDs to a much wider notion of WB has the 

potential to allow this group to flourish and optimise their quality of life. 

 

3.3.3 Well-being and Downôs syndrome 

The same can be said for research into DS and WB, with the majority of research to date 

concerning aetiology, genetics and health concerns.  Since 1979, the National Down 

Syndrome Society (NDSS) has been considered to be at the forefront of DS research and is 



46 
 

keen to ensure that ópeople with Down syndrome have the opportunity to enhance their 

quality of life, realize their life aspirations, and become valued members of welcoming 

communitiesô (NDSS, 2012a).  However, their main focus of research programmes to date 

has been medical, as demonstrated by their current list of research studies (e.g. evaluation of 

the efficacy, tolerability and safety of memantine hydrochloride on young adults with 

Downôs syndrome).  None of the current studies mention WB or quality of life (NDSS, 

2012b).  The importance of medical care research should not be under-estimated, but this 

should not be the only avenue of investigation with regard to supporting WB.   

 

Although there has been considerable literature presented on adults with DS and dementia 

(Prasher and Krishnan, 1993; Tyrell et al., 2001; Mills, 2013; McCarron et al., 2014), there 

has been comparatively little published on the epidemiology of other mental health issues 

(Mantry et al., 2008).  Research has indicated that that individuals with DS experience fewer 

mental health issues than other people with LDs (Mantry et al., 2008; Maatta et al., 2006).  

This could potentially be biologically determined, or alternatively there are other unidentified 

protective factors, or even a lack of ability to successfully identify the symptoms due to the 

complex nature of diagnosis.  The most frequent mental health concerns include: general 

anxiety, obsessive-compulsive and repetitive behaviours, oppositional, impulsive and 

inattentive behaviours, depression and autism spectrum conditions (NDSS, 2012c).  Despite 

the incidence of mental health problems being less in DS than typically seen in other LDs, the 

incidence of depression is at least equivalent to the frequency seen in the general population 

so this is not an insignificant concern (DSA, 2016b).  The genetic aetiology of a specific LD 

creates different psychiatric characteristics in the individual, highlighting the need for 

targeted psychiatric care (Vicari et al., 2016).  The mental health problems in DS tend to vary 
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with age and developmental stage of the individual.  The NDSS (2012c) has suggested that 

adults with DS are more likely to experience the following conditions: 

- Depression, social withdrawal, loss of interest and diminished self-care. 

- Generalised anxiety disorders. 

- Regression with decline in cognitive and social skills. 

- Dementia. 

These conditions are more likely to occur as a reaction to an external stressor (psychosocial 

or environmental), for example, illness, loss or separation.  According to the NDSS, much of 

the current knowledge is based on clinical experience and there is a need for a broader 

evidence base with expanded research into the mental health aspects of DS (NDSS, 2012c).  

 

Finally, the DSA (2016a) has recently initiated a campaign to support health and WB for their 

community members.  The factors that support WB in people with DS are exactly the same as 

for the general population.  The development of self-esteem and self-confidence are essential 

to facilitate the management of WB, and this is equally important for people with DS.  An 

understanding of their condition according to individual ability, having positive role models 

with DS, and friends both with and without DS, will all contribute to boosting self-worth.  

The opportunity to be able to make life plan choices is also valuable in developing 

confidence (DSA, 2016b).  

 

In summary, people with DS are now living longer and leading much fuller lives than ever 

before.  Many are in employment, living semi-independently and are actively involved within 

their local communities.  Improved health care and specialised support programmes have all 

contributed to the effective management of WB and the significant progress made to date.  It 
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would be prudent to focus on the relative strengths of the DS behaviour phenotype when 

considering likely successful intervention strategies for supporting WB.  As discussed in 

Chapter 2 (see Section 2.2.4), musical interventions have been the centre of much attention 

on WB and other target groups in the population, so the impact of music requires further 

exploration for this group of people.   An outline of the WB benefits of music participation 

within the LD community is now presented.  According to Mencap ómusic is often called the 

language of emotion and it has amazing power to change livesô (Mencap, 2009).  Despite 

this, there has historically been a lack of research linking WB, LDs and music.  There is a 

particular lack of, for example, the benefits of music participation, despite widespread 

anecdotal evidence highlighting the multiple benefits for this target group. 

 

3.4 THE IMPACT OF MUSIC FOR PEOPLE WITH LEARNING DISABILITIES  

The majority of LD related studies to date have focussed on music therapy (Hooper et al., 

2008a, 2008b; Pavlicevic et al., 2014) rather than music education and this has provided a 

useful insight into the benefits that music participation could potentially provide for people 

with LDs.  Owing to the successes that music therapy4 has reported for people with a wide 

range of LDs, it would not be unreasonable to expect that equally positive outcomes could be 

achieved through using music participation in a variety of different environments rather than 

just within the therapeutic setting. 

 

Juliette Alvin (1897-1982) was a pioneer in the world of music therapy within the UK.  Her 

own experiences of working with people with LDs can be summed up by her following 

                                                           
4 ¢ƘŜ ǘŜǊƳ ΨƳǳǎƛŎ ǘƘŜǊŀǇȅΩ Ƴŀȅ ōŜ ǳǎŜŘ ŘƛŦŦŜǊŜƴǘƭȅ ƛƴ ŘƛŦŦŜǊŜƴǘ ǎƛǘǳŀǘƛƻƴǎΦ  CƻǊ ŜȄŀƳǇƭŜΣ ƛƴ ǘƘŜ ¦{ ǘƘŜ ǘŜǊƳ 
ΨƳǳǎƛŎ ǘƘŜǊŀǇȅΩ ƛǎ ƻŦǘŜƴ ǳǎŜŘ ǘƻ ŘŜǎŎǊƛōŜ ŀƴy musical intervention strategy, rather than the more clinical 
definition used in the UK. 
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comment: óWe know that music is an essentially flexible means of communication which can 

work at every mental, emotional, and social levelô (Alvin, 1975, p. 2).  A systematic review 

of the music and LD literature published between 1943 and 2006 was carried out by Hooper 

et al. (2008a; 2008b).  The researchers identified studies that investigated musical aptitude 

within people with LDs (Downôs syndrome, musical savants, autistic spectrum disorder and 

Williams syndrome) and how these individuals responded to active and receptive (passive) 

music interventions.  The researchers argued that a wide range of interventions and outcomes 

reflected the diverse nature in which music therapy and musical activities can benefit 

individuals with a LD and the vast array of functional skills that it facilitates.    

 

Investigations into the musical profile of diagnostic subgroups can help further understanding 

of the cognitive profile and likely successful musical resources.  It can be argued that the 

current literature leaves many questions unanswered, particularly concerning how active 

music therapy interventions can effect physical systems.  For example, playing the guitar 

stimulates the tactile system, visual system and auditory system (Hooper, McManus and 

McIntyre, 2004) and more consideration could be given to evaluating this aspect of musical 

intervention.  The wide reaching impact of music therapy has laid a very useful foundation 

upon which to further explore the use of music participation for people with LDs.  The 

successes (and failures) of music therapy can be utilised to further understand the benefits of 

music being used in a wider range of settings outside of the music therapy domain. 

 

Following on from this, there have been many anecdotal reports of the substantial benefits 

that music can offer people with LDs.  For example, choral singing has been shown to create 

improvements in self-esteem and self-confidence (Joyful Noise, 2013) and in mood elevation 
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and enjoyment (Ward and Parkes, 2015).  Various professional ensembles are committed to 

helping people with LDs (London Chamber Orchestra, 2011; Armonico Consort, 2016) 

through workshops and educational programmes.  Projects such as these doubtless provide a 

potential network of WB support opportunities, although they tend to be aimed at children 

and younger people.  In addition, these projects are typically offered as a one-off event rather 

than on an ongoing, regular basis.  There is a need for research to investigate the nature of the 

benefits of attending regular music interventions, particularly for adults and the older 

community with LDs. 

 

Despite these significant anecdotal findings, the number of empirical studies supporting this 

is still seriously lacking.  In particular, there are very few arts-based intervention studies 

focusing specifically on WB and adults with LDs.  There are even fewer available when 

seeking intervention studies concerning DS and WB.  Although this thesis is focused on DS, 

WB and music participation, the wider LD, WB and arts-based literature has been examined 

to best inform this work and provide the broadest research base possible.  To obtain an up-to-

date clarification of research in the field, a review was undertaken and is reported in the 

following section. 
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3.5 REVIEW OF ARTS-BASED INTERVENTIONS MEASURING WELL -BEING IN 

ADULTS WITH LEARNING DISABILITIES  

 

3.5.1 Methods  

A review was undertaken to collate research literature in the field of WB, LD and the arts.  

Database searches were carried out using Google Scholar, PubMed, Cochrane and Web of 

Science as these are the main sources of research in the field.  The review sought to identify 

new studies involving adults with LDs taking part in an arts-based intervention with the aim 

of improving WB.  All LDs were included in order to identify as many studies as possible.  

Searches were made using keywords relating to three concepts: Outcome measure (keywords 

ówell-beingô or óquality of lifeô); target population (keywords ólearning disabilitiesô or 

ócognitively impairedô); and intervention type (keywords ómusicô, ósingingô, óart(s)ô, ódanceô 

or ódramaô).  This study did not include dementia-related studies or those involving music 

therapy, as these are both beyond the remit of this thesis.   

 

After the initial search a total of 1330 studies were identified.  Following an examination of 

these abstracts, 1273 studies were excluded due to being irrelevant, duplicated or non-English 

language.  57 full articles were reviewed, which resulted in a further 45 studies being 

excluded (see Table 3.2).  The PRISMA checklist and flow chart were used as a reference 

point (Moher et al., 2009, see Figure 3.1). 
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Figure 3.1: PRISMA Flow Diagram for review (Moher et al., 2009) 
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Table 3.2: Excluded studies after full article review 

Reason for exclusion Frequency 

Music therapy based 12 

Not learning disability focused 11 

Dementia related 9 

Not intervention study 9 

Not adults 3 

Not arts based 1 

TOTAL EXCLUDED STUDIES 45 

 

 

3.5.2 Results 

12 studies were included in the final review, dated between 1992 and 2019.  Music was the 

most frequently used intervention (see Figure 3.2).  The articles were scrutinised for key 

details including: author(s); year of publication; country; intervention details; number of 

participants; target group; length of study; and outcome measures and outcomes (quantitative 

designs) or perceived outcomes (qualitative designs).   
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Figure 3.2: Different intervention types present in the review 

 

There were several countries represented, with the UK producing the most research papers 

(see Figure 3.3). 

 

Figure 3.3: Different countries represented in the review 
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The majority of the studies were small-to-medium scale (see Figure 3.4) and only one study 

had <100 participants (Moceviciene and Prudnikova, 2015, with 123 participants).   

 

Figure 3.4: Number of participants per study 
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Table 3.3: Summary of studies included in review 

 NAME  DATE COUNTRY TYPE 

OF 

DESIGN 

INTERVEN -

TION 

DETAILS  

NO. 

OF 

PôS 

TARGET 

GROUP 

LENGTH  

OF 

 STUDY 

 

OUTCOMES 

1 Hooper 

and 

Lindsay 

 

1992 UK Case 

study 

(cont.) 

Live music 

listening 

1 

+3 

cont 

 

Female 

with LD 

10 daily 

sessions 

(8 mins) 

Increased 

QoL on 

Lindsay and 

Baty (1986) 

Behaviour 

Rating 

Scale; 

decreased 

anxiety. 

 

 

2 Hooper 

 

2002 UK Quant. 

(cont.) 

Musical 

games and 

activities  

2 LDs 10 

weekly 

sessions 

Increased 

positive 

social 

interactions 

and 

decreased 

negative 

social 

interactions. 

 

 

3 Boso, 

Emanuele,

Minazzi, 

Abbamo-

nte and 

Politi 

2007 Italy Quant. 

(non-

cont.) 

Active 

group 

music 

sessions 

8 Autism 52 weeks Significant 

imp. on 

Clinical 

Global 

Impression 

Scale and 

Brief 

Psychiatric 

Rating 

Scale. 

 

 

4 Mocevic-

iene  

 

2014 Lithuania Mixed- 

method 

Group 

music 

workshops 

54 Mod/ 

profound 

LDs 

6 months Themes of 

improved 

quality of 

life: self-

confidence; 

self-esteem 

and self-

realisation.  

 

 

5 Dinold  2014 

 

Austria  Qual. Inclusive 

dance 

workshops  

N/A All 

disab- 

ilities 

3 years + Themes of 

improved 

self- 

confidence; 

openness; 

social 

interactions 

and 

autonomy. 
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6 Ward and 

Parkes 

2015 UK  

 

Qual.  Singing 

workshops 

in care 

settings 

N/A LD 

and/or 

dementia 

Ongoing  Themes of 

high levels 

of 

enjoyment; 

improved 

mood; 

memory; 

choice and 

social 

engage-

ment. 

 

7 Mocevicie-

ne and 

Prudnikova 

 

2015 Lithuania  Qual.  Group 

music 

workshops  

123 Moderate

/profoun

d LDs 

One-off  Themes of 

improved 

self-

awareness; 

self-esteem; 

self-

realisation 

and 

integration. 

 

 

8 Jaschke 

and 

Scherder 

2015 

 

Netherlands  Quant. 

(non-

cont.) 

Music 

listening 

(active vs. 

passive) 

90 IQ range 

54-85 

4 weeks Low levels 

on Cohen-

Mansfield 

Agitation 

Index and 

Repetitive 

Behaviour 

Quotient 2; 

high levels 

on 

Intellectual 

Disability 

Quality of 

Life 16. 

 

 

9 Barnet-

Lopez, 

Perez-

Testor, 

Cabedo-

Sanroma, 

Oviedo 

and 

Guerra-

Balic 

 

 

2016 Spain  

 

Quant. 

(cont.)  

Dance/ 

movement 

sessions 

22 

+ 

20 

cont 

LDs 26 

sessions 

Significant 

imp. in The 

Koppitz 

Human 

Figure 

Drawing 

Test. 

10 Hassan  

 

2017 UK Qual. Choir 

participation 
N/A LDs 6 months Themes of 

improved 

self-identity 

and 

confidence. 
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11 Whelan  2018 UK Qual. Dev. of 

digital 

music 

program 

for young 

people 

with 

autism 

 

 

N/A Autism Ongoing Themes of 

improved 

social 

interaction 

and 

inclusion. 

12 Aujla and 

Needham-

Beck 

 

2019 UK Quant. 

(non-

cont.) 

 

Dance 

program 

13 LDs and 

physical 

disabili-

ties  

1 

academic 

year 

No 

significant 

change 

identified 

on Personal 

Well-being 

Index over 

time. 

 

 

 

 

Quantitative outcome measures: four of the five quantitative studies reported improvements 

in various aspects of WB (with the exception of Aujla and Needham-Beck, 2019).  For 

example, Boso et al. (2007) found significant improvement in mental health and decreased 

anxiety (using the Clinical Global Impression and Brief Psychiatric Rating scales), over a 52 

week intervention.  They concluded that active music sessions could help to improve autistic 

symptoms, alongside musical skills in young adults with severe autism.  Jaschke and 

Scherder (2015) found high levels of quality of life (using the Intellectual Disability Quality 

of Life 16), over 26 music sessions.  They suggested both passive and active music sessions 

were an important aspect in the lives of people with a LD, but concluded more research was 

needed to provide clearer and more definitive results.  Hooper (2002) found improved social 

interaction (through video recorded observations), over 10 weekly sessions, using musical 

games and activities.  He commented on how non-verbal interactions such as music 

participation encouraged social interactions and provided insight into relationships between 

people with severe LDs.  Barnet-Lopez et al. (2016) found significant improvemnts in the 
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results of the Koppitz Human Figure Drawing test (1968), which indicated improved 

emotional WB after dance sessions. 

 

Qualitative measures: all six qualitative studies reported improvements in various aspects of 

WB.  These supported the findings from the quantitative studies by showing themes of 

improved social interactions (Dinold, 2014).  Dinold found participants reported enhanced 

experience and quality of life through the meeting and making of new friends.  Reduced 

anxiety was also evident (Hooper and Lindsay, 1992).  Hooper and Lindsay reported how 

using relaxing music can serve to enhance quality of life in the short term and potentially the 

longer term also.  However, several further benefits were noted.  For example, Dinold (2014), 

found improved levels of self-consciousness, openness and autonomy, and Ward and Parkes 

(2015) found themes of improved mood and enjoyment, focussing on anecdotal reports.  A 

need for further evidence was suggested in order to fully understand the realtionship between 

the impact of the intervention and the WB of the participant.  Hassan (2017) identified 

themes of improved self-identitiy through choir participation and performance, and Whelan 

(2018) found themes of improved social inclusion and interaction facilitated through a digital 

music platform.  The mixed-methods study (Moceviciene, 2014) identified reported themes 

of improved quality of life, self-confidence, self-esteem and self-realisation, following group 

music workshops. 

 

3.5.3 Conclusion 

The aim of this review was to evaluate research studies carried out concerning WB, adults 

with a LD and the effect of arts-based interventions.  Due to the relatively small number of 

studies reported and the highly varied nature of these studies, the aggregation of results via 
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meta-analysis or meta-synthesis was not possible.  However, a narrative review was 

undertaken.    

 

Regarding the focus on WB, although the majority of these studies have all reported positive 

findings on the benefits of arts interventions for adults with LDs, they have focused on a 

variety of related concepts that are linked to WB, for instance social interaction (Hooper, 

2002), self-confidence (Moceviciene, 2014) and autonomy (Dinold, 2014), rather than 

specifically measuring WB as a whole concept in its own right.  One exception to this is the 

study carried out by Jaschke and Scherder (2015) which used the Intellectual Disability 

Quality of Life Scale (IDQOL-16, Hoekman et al., 2001 ), along with two other measures of 

agitation and repetitive behaviour.  In addition, Aujla and Needham-Beck (2019) used the 

Personal Well-being Index for people with intellectual disabilities, although this failed to 

identify any perceived changes to WB over time.  Although it can be argued that these 

different concepts all contribute to the complex nature of WB as described by the PERMA 

model (Seligman, 2011), it would appear that the real crux (i.e. the concept of WB as a 

whole) has been largely side-stepped.   

        

Concerning the target population, it is interesting to note how all of these studies (with the 

exceptions of Boso et al. (2007) and Whelan (2018) which both focused on autism) used a 

target population including all types of LDs rather than seeking to identify findings that relate 

to more specific target groups.  The disadvantage of having a broad inclusion criteria of all 

LDs is that the effect of the complex nature of the LD itself is difficult to isolate.  In refining 

the target population to one particular LD, it would be possible to manage this variable to a 

certain extent, keeping in mind the varied differences within that specific LD. 
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Regarding the intervention type, when examining the impact of music specifically (nine 

studies) as compared with other art forms (three studies), this review suggests that music 

interventions have produced the most research papers in the field.  In addition there have 

been other significant literature reviews completed (for example, Savarimuthu and Bunnell, 

2002; Hooper et al., 2008a, 2008b) providing additional support for the benefits of music for 

people with LDs but without the focus on the overall impact on WB.  In consideration of 

these findings it would appear that musical participation is a likely effective intervention for 

this target group.  It is interesting to note that the three studies that did not use music as an 

intervention used dance instead.  It can be argued that dance incorporates the use of music, 

thus it is impossible to identify whether it was the dance or the musical element that produced 

the beneficial WB effect.  Future research could address the issue of whether music is 

specifically beneficial for WB in people with LDs, in comparison to other arts-based 

interventions. 

 

Despite the limitations of this review, largely concerning a lack of studies available and the 

broad variety of methods reported in the selected articles, it highlights the state of research in 

the field.  Although music and other arts-based interventions and the LD population have 

been studied, there are few relevant articles and the impact on WB rather than another related 

outcome is new and research is still in its infancy.  This study provides an up-to-date review 

of the impact of arts-based interventions on WB for adults with LDs.  The findings suggest 

that arts-based interventions, particularly music, have the potential to improve WB for people 

with LDs.  The studies reported in this review all identified components of WB, although 

only four actually mentioned WB (or indeed, quality of life) as a whole construct, 

highlighting the need for more research adopting this holistic approach to WB.  More specific 

target groups (specific LDs such as DS) would help to identify which individuals would be 
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most likely to benefit, and in addition, an understanding of using music interventions as a 

contrast to other art forms, would also be highly beneficial.   

 

3.5.4 Strengths and limitations  

Strengths of this review include the extensive search strategy and the use of broad and 

inclusive search terms.  However, a study of this nature is not without limitations that require 

acknowledgement.  For example, only English language papers were reviewed, which could 

have resulted in the omission of relevant work.  Also, the extensive variety in terminology 

associated with LDs and the arts could again have resulted in missing relevant papers.  As 

discussed in the conclusion (see Section 3.5.3), the identified studies were limited in terms of 

the methods used.  For example, sample sizes were very small, and only one study had over 

100 participants.  Some studies did not actually report the number of participants in 

attendance, particularly where larger scale workshops were being run over a longer period of 

time.  To recap on the measures used (see Table 3.3; section 3.5.2 and section 3.5.3), the 

majority of these were focussed on aspects of WB, rather than assessing WB as a construct in 

its own right.   

 

To conclude, this review has provided an understanding of the current state of research, and 

has identified the potential significance of using the arts, in particular music, as a valuable 

support mechanism of WB for people with LDs.  The following section will bring the focus 

onto DS and the WB benefits of music participation, highlighting the limited number of 

studies to date.   
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3.6 HONING THE FOCUS: WELL -BEING, DOWNôS SYNDROME AND MUSIC 

Professor Sue Buckley OBE (Director of Science and Research, Down Syndrome Education 

International) has questioned the role of music and whether full use of music in all its forms 

is being made in the lives of individuals with DS.  She concluded that far more use of music 

could be made for the DS population, with benefits for self-expression and behaviour, along 

with pure enjoyment itself (Buckley, 2006).  Despite a lack of the full recognition of the 

potential WB benefits of music participation for people with DS, anecdotal evidence has long 

supported the involvement of musical activities as being advantageous.  In addition, the 

advancements of music therapy, within the clinical therapeutic setting, have provided further 

support for the anticipated benefits from other musical interventions.  One (stereotypical) 

feature of DS which is referred to with great frequency is an innate musicality and enjoyment 

of music:  

It would be difficult to find literature, both popular and professional, on Downôs syndrome 

children which did not make reference to their musical ability in some form or another, yet 

the scientific literature is surprisingly short on experimental evidence. (Stratford and 

Ching, 1983, p. 23) 

 

Many of the historical papers reporting on DS mention an appreciation of, or ability in, 

music.  One of the earliest recorded references to the musicality of people with DS came 

from a ground breaking report by Fraser and Mitchell (1876) on the characteristics of the 

syndrome.  They spoke of a young female adult with DS as being very fond of music.  

Shuttleworth (1900) restated these findings when talking about individuals with DS and 

commented that they have óa great love of music, their idea of time as well as tune being 

remarkably ableô (Shuttleworth, 1900, p. 705).  Lapage (1911) mentioned only two remarks 
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on the characteristics of children with DS in his general book of LDs in children, saying they 

were óvery difficult to teach.  They have very good powers of mimicryéAnother curious 

point is that they are very fond of music, more so than other childrenô (Lapage, 1911, p. 105).  

However, by the 1950s, the popular stereotype of the person with DS who was loving and 

fond of music was being challenged.  Blacketer-Simmonds (1953) found no significant 

differences in musical ability when comparing a group of 42 individuals with DS, with a 

matched control group with other LDs.   

 

Although this stereotype still does persist even today within certain environments, it is 

important to remember that people with DS have a wide range of abilities, strengths, 

challenges and preferences.  Their individual personality profile is as unique as that of the 

general population and the only certain feature all people with DS share is an extra copy of 

chromosome 21.  There is very little current literature investigating the musical abilities of 

people with DS but in reality their musicality in irrelevant ï the real point here is the potential 

WB benefits that music participation might offer, whatever the level of musical appreciation 

or ability.  Notably the musical talents of people with DS testify to the lack of any significant 

relationship between IQ and artistic ability (Warren, Richard and Brimbal, 2005).  Warren et 

al. (2005) suggest that all adults with DS should have access to opportunities for creative 

expression, including musical activities.  They argued it was the belief of the teachers who 

saw beyond the usual expectations and provided the chance for these individuals to succeed 

and experience life-transforming outcomes. 

 

There are increasing opportunities for people with DS to participate in musical activities.  

One such opportunity is provided by a Southend Mencap-funded charity óThe Music Man 
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Project UKô (MMP), originally based in Essex but now spreading nationally and 

internationally as a result of a recent development initiative.  MMP was founded by the 

former deputy head teacher David Stanley, who has a passion to access the innate musicality 

in everybody, irrespective of their additional needs.  This is the UKôs first full-time, ongoing 

music education service specifically for children and adults with LDs.  MMP óprovides 

education, enjoyment and access to inspirational performances which raise awareness and 

challenge misconceptionsô (Stanley, 2015).  Approximately 50% of MMP students (both 

adults and children) have DS. 

 

In 2015, MMP made its West End debut at the London Palladium with their óMusic is Magicô 

show (see Photograph 1), which included the premiere of a musical óFrom the asylum to the 

Palladiumô, (written and composed by David Stanley) which told the story of ómental 

hospitalsô where people with LDs were treated as patients, alongside single mothers, the 

mentally ill, homosexuals, and poorly behaved children.  The journey from this shocking past 

to the current ócare in the communityô approach and the relative opportunities available today 

was presented by the MMP students themselves in an inspirational performance (see 

Photograph 2).  MMP has been described as óoutstandingô by OFSTED, has been the 

recipient of many awards and received praise from the Prime Minister.  The author was 

responsible for establishing the first satellite centre in Maldon, Essex in 2015 (MMP 

Maldon). 
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Photograph 1: óMusic is Magicô show with David Stanley at the London Palladium (Paul Carpenter Films, 

2015) 

 

Photograph 2: óMusic is Magic in Spaceô show at the Royal Albert Hall (Paul Carpenter Films, 2019)  

 

https://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&ved=2ahUKEwjxmNj_vozlAhX8AWMBHfpEAboQjRx6BAgBEAQ&url=https://www.facebook.com/TheMusicManProject/&psig=AOvVaw0eMCljoUfdLfXMrkPTqqfV&ust=1570618175997202
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Despite the efforts and reports of organisations such as MMP (along with carers, parents, 

teachers and other professionals), there is still an absence of research literature to support the 

growing anecdotal basis of the benefits of active music participation for individuals with DS.  

There is an even greater gap when looking at the complex construct of WB, particularly 

concerning adults.  The specific benefits of active music participation for the DS population 

are not yet fully understood or identified and require further investigation to determine which 

musical interventions are most beneficial for which specific area of WB.  Music and other 

creative activities are often regarded as merely recreation for people with LDs and are seldom 

mentioned with regard to WB in its entirety.  It is essential to provide equal access 

opportunities to music-making and its associated WB benefits to people with DS (and indeed 

other LDs), to allow them to realise their optimal functioning potential and lead rich and 

fulfilling lives, comparable to the non-LD community. 

 

This thesis therefore aims to investigate these gaps in the literature and seeks to explore the 

benefits of active music participation on WB for individuals with DS.  The research will 

focus on adults with DS, as the majority of research to date has centred on children and 

young people.  Therefore the overarching research question for this thesis is:  

 

 óWhat is the effect of active music participation on well-being among adults with Downôs 

syndrome?ô 

 

In Chapter 4, the methodology and methods used to answer this research question (and sub-

divided research questions) are presented. 
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CHAPTER 4: METHODOLOGY AND METHODS  

 

Following on from the introduction and literature review presented in Chapters 1, 2 and 3, 

this thesis concerns how active music participation can potentially benefit the WB of adults 

with DS.  This chapter restates the research question(s) and research aims.  Epistemology is 

presented, along with justification for the most appropriate perspective for this investigation 

(pragmatism); methodology and the selected research design (multiple methods); the 

particular research methods selected to obtain the necessary data (interviews; observations; 

online survey; pre and post-intervention measures); followed by the analysis procedure 

(thematic analysis; statistical analysis).  After presentation of a general methodological 

outline, the complex issue of reliability and validity when measuring WB, particularly for 

people with LDs, is discussed.  Finally, each individual study is presented in chronological 

order.  

 

4.1 RESEARCH QUESTION(S) AND SPECIFIC RESEARCH AIMS  

Overarching research question:  

1) What is the effect of active music participation on well-being among adults with Downôs 

syndrome? 

This overarching research question can be further sub-divided into the following individual 

research questions: 

2) What is the most appropriate method for assessing well-being among adults with Downôs 

syndrome? (See research aim (i)) 
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3) What counts as effective active music participation for adults with Downôs syndrome? 

(See research aims (ii), (iv), (v) and (vi)) 

4) To what extent does the PERMA model fit the emerging data from the participants? (See 

research aim (iii) ) 

 

In consideration of the above research question(s), the following specific aims (linked to 

individual studies) are examined: 

(i) To scrutinise potential tools to measure WB among adults with LDs, recognising a lack of 

validated measures for this target group (see Chapter 4, Section 4.5.1, Pilot study). 

(ii) To obtain an in-depth understanding of what taking part in regular active music sessions 

means for four adults with DS, and their families (see Chapter 4, Section 4.5.2, Study 1; 

Chapter 5). 

(iii) To explore how well the PERMA model fits the data from the participants (see Chapter 

4, Section 4.5.2, Study 1; Chapter 5).  

(iv) To investigate the prevalence of music participation as an activity within the Mencap 

organisation and to provide an insight into their view of music-making on WB for their adult 

members (see Chapter 4, Section 4.5.3, Study 2; Chapter 6).  

(v) To investigate the impact of a one-off music intervention on WB among adults with DS 

(see Chapter 4, Section 4.5.4, Study 3; Chapter 7). 

(vi) To investigate the impact of a 10 week programme of music-making on the WB of adults 

with DS (see Chapter 4, Section 4.5.4, Study 3; Chapter 7). 
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4.2 EPISTEMOLOGY  

Epistemology is a branch of philosophy related to the nature of knowledge and justified 

belief.  The significance of epistemology is highlighted by Maynard (1994): óEpistemology is 

concerned with providing a philosophical grounding for deciding what kinds of knowledge 

are possible and how we can ensure they are both adequate and legitimateô (Maynard, 1994, 

cited in Crotty, 1998, p. 8).  According to Crotty (1998), research epistemology is a 

philosophical worldview and is óthe theory of knowledge embedded in the theoretical 

perspective and thereby in the methodologyô (Crotty, 1998, p. 3).  It is the duty of the 

researcher to disclose their particular worldview, and the worldview implicit in the research 

question, in order to ensure that any assumptions are understood and thus transparency can be 

maintained throughout the research process. 

 

There are many potential epistemological underpinnings, but three that are often used in 

social science research: post-positivism; social constructionism; and pragmatism, each with 

their own preferred methodological approaches.  Post-positivism is frequently considered to 

be a more óscientificô approach relying on objective theory testing, with reductionist 

empirical measurement being the focus.  Social constructionism is concerned with the view 

that meanings are constructed by individuals as they engage with the world they are 

interpreting.  This process is largely inductive with the researcher generating meaning from 

the data collected.  In comparison, pragmatism is not committed to any one philosophical 

approach and allows the researcher to draw from both social constructionist and post-

positivist methodologies (Cresswell, 2009).  Given the complexities associated with working 

with LD participants (such as communication and comprehension), added to the subjective 

nature of WB, the relative freedom of choice that a problem-centred pragmatic approach 
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would allow seems the most appropriate choice for this type of investigation.  A purely post-

positivist approach would not allow for the in-depth understanding and meanings of WB for 

the participants, likewise, input from a purely social constructionist approach would be 

restrictive in terms of potential for generalisability.  

 

4.2.1 Pragmatism 

Pragmatism is a óreal-lifeô problem-centred approach which directly tackles the research 

question itself.  The research question for the proposed study has evolved from the 

experience of working as a teacher/advisor in the LD environment for many years.  A 

pragmatic approach allows the researcher the freedom to select the methodologies which best 

serve this óreal worldô situation.  In commenting on pragmatist philosophy, Rescher (1995) 

suggested: óThe characteristic idea of philosophical pragmatism is that efficacy in practical 

application ï the issue of ówhich works out most effectivelyô ï somehow provides a standard 

for the determination of truth in the case of statements, rightness in the case of actions, and 

value in the case of appraisalsô (Rescher, 1995, p. 710).  Pragmatism has the advantage of 

making use of pluralistic approaches in seeking relevant knowledge (Cresswell, 2009), and 

can therefore be expected to facilitate scrutiny of the research question from multiple angles 

and making use of multiple techniques. This approach allows for the broadest data collection 

from different types of knowledge, in this relatively under-represented field of research.  

  

4.2.2 Reflexivity of the researcher 

It is the duty of the researcher to disclose their professional position and any likely influences 

in order to aim for transparency.  It is also essential for the researcher working with 

(particularly) qualitative data to be aware of their own personal biases with regard to 
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interpretation, as they will inevitably make sense of their research findings through their own 

individual perspective, particularly concerning their previous social experiences (Cresswell, 

2009).  In this case the researcher is regularly involved with some of the participants in the 

pilot study and all of the participants in Study 1 (see Section 4.5.2) as one of their music 

teachers and has been for several years.  This provides a unique opportunity to study the 

musical experiences of the participants as an óinsiderô and accepted member of the group.  

This researcher-participant relationship provides many strengths to the research design, 

particularly the ease of interaction and effective communication between the two parties, 

which can be problematic when working with people with LDs.   

 

However, this óinsiderô position also raises challenges that require consideration, so as to 

minimise any researcher influence or bias.  The expectations of the researcher for the 

participants to respond in a certain way requires careful management in order to avoid 

assumptions on the part of the researcher.  In addition, the question of familiarity with the 

participants needs to be monitored to ensure this does not detract from the research question 

itself.  With these challenges being noted and the researcher being aware of the possible risks, 

the óinsiderô position of the researcher has the potential to provide rich and detailed data on 

the topic of interest.  In addition, the researcher sought validation through supervisors with 

regard to all data analysis, with particular reference to Study 1 (ethnographic case study). 

 

4.3 RESEARCH METHODOLOGIES  

As discussed previously, epistemology is concerned with our philosophical approach to the 

world and how we understand and interpret knowledge.  Methodology is concerned with the 

strategies of inquiry that will allow us to carry out our investigations and obtain the 
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knowledge we need.  The epistemological perspective thus has a direct influence upon the 

methodological approach and how a researcher embarks upon answering their research 

question.  Epistemology and methodology are inextricably linked and one cannot exist in 

isolation without the other.  

 

4.3.1 Quantitative vs. qualitative research designs: A multiple methods approach 

Historically, research designs have been categorised into two main categories: quantitative 

and qualitative.  These two designs emerge from their differing epistemological perspectives 

and subsequent data collection, analysis and interpretation procedures.  The quantitative 

approach tends to support a post-positivist epistemology and according to Cresswell (2009): 

óa quantitative research is a means for testing objective theories by examining the relationship 

among variablesô (Cresswell, 2009, p. 4).  A purely quantitative approach would not allow 

access to the necessary in-depth personal experiences required to understand the complexities 

of WB.  Likewise, a qualitative based research design with a focus on a social constructionist 

epistemology with subjective personal experience at the centre, would potentially limit larger 

scale conclusions and generalisations.  Typically, a multiple methods approach tends to 

employ multiple types of qualitative and quantitative data (Cresswell, 2009). 

 

A multiple methods approach to research can be defined as research where the researcher 

mixes or combines quantitative and qualitative research techniques, methods, approaches, 

concepts, or language.  A multiple methods approach recognises that both quantitative and 

qualitative designs are useful and equally important.  The aim of multiple methods research is 

not to replace the traditional two approaches but rather to utilise the strengths and thus 

minimise the weaknesses of both in a single research paradigm.  It acknowledges the use of 
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multiple approaches in answering research questions rather than limiting the research options 

for the researcher.  The methodological pluralism offered by a multiple methods approach has 

the potential to create superior research compared to the traditional quantitative or qualitative 

designs (Burke Johnson and Onwuegbuzie, 2004).  Philosophically speaking, multiple 

methods research employs a pragmatic approach that attempts to unite the information 

provided by quantitative and qualitative research into a practical, workable solution.  

Therefore, this study makes use of multiple methods, relying on a suite of quantitative and 

qualitative designs adopted over three main studies.  The four research questions are 

addressed through a pragmatic methodological perspective allowing for a multiple methods 

approach.  Table 4.1 highlights how the research questions and research aims are linked, in 

addition to the mapping of individual studies and methodological designs used.  The multiple 

methods utilised include: ethnographic case study (qualitative approach); non-experimental 

design (quantitative approach); and, experimental design (quantitative approach). 

 

4.3.2 Qualitative design: Ethnographic case study 

An ethnographic case study was used to obtain an in-depth understanding of what taking part 

in regular active music sessions meant for adults with DS and their families, as described in 

Study 1 (see Section 4.5.2).  A central feature of the ethnographic tradition involves the 

researcher studying people for a considerable period of time in their own natural 

environment.  The role of the ethnographic researcher is to become fully immersed within the 

particular culture being studied, in order to allow a detailed description of the group and/or 

individuals within that group.  The researcher needs to obtain an óinsiderôs perspectiveô and 

take part in the group whilst observing at the same time.  As mentioned previously, the 

researcher is highly involved in the ómusicalô lives of the participants.  She spends much time 
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engaged with the group, often for extended periods.  This provided unlimited access to the 

group and their families.  Throughout this time the researcher was a fully accepted member of 

the group within this environment.  This approach is often utilised when exploring a new (or 

under-represented) field of research, where the researcher has an in-depth knowledge of the 

topic under investigation (Robson, 2011).  The research situation in this thesis is ideally 

placed for an ethnographic approach.  The research question seeks to understand the musical 

experiences and the influences of music on WB for this group of people.  As an existing 

member of the community, the researcher was in a unique position to facilitate this. 

 

In Study 1, an ethnographic approach is linked with a case study as a strategy of inquiry.  

This is a well-established research strategy where the focus is on a ócaseô.  The main defining 

characteristic is a concentrated focus on this particular case, studied in its own right.  There 

are many variations on what the case can be, for example, an individual, group or 

organisation, and context must be taken into account.  A case study typically involves 

multiple methods of data collection, for example participant observation and interview. 

 

4.3.3 Quantitative designs 

Two main quantitative designs were employed throughout the research period. A summary of 

the research questions, research aims and methodologies used, mapped onto a pilot study and 

three separate studies, can be seen in Table 4.1 below.   
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Table 4.1: Summary of methodologies employed in the research 

 

STUDY 

 

 

RESEARCH AIMS  

 

 

RESEARCH 

QUESTION(S) 

 

 

DESIGN 

Pilot Research aim (i)  

 

Research questions 

1 and 2 

 

 

 

 

Quantitative approach 

using: 

Pre/post-test experiment 

using specifically 

designed questionnaires 

(uncontrolled). 

 

1 Research aims (ii) and 

(iii)  

Research questions 

1, 3 and 4 

Qualitative approach 

using: 

Ethnographic case study. 

 

2 Research aim (iv) Research questions 

1 and 3 

Quantitative approach 

using: 

Non-experimental 

survey (online). 

 

3 Research aims (v) and 

(vi) 

Research questions 

1 and 3 

Quantitative approach 

using: 

Experimental design, 

repeated-measures 

intervention. 

 

 

 

4.3.3.1 Non-experimental design 

A non-experimental design was used to investigate the prevalence of music participation as an 

activity within Mencap groups and thus establish an insight into the view of this organisation on the 

benefits of music participation on WB for their adult members, as described in Study 2 (see Section 

4.5.3).  Broadly speaking, a non-experimental design does not have a manipulated variable, or 

as in this case, an intervention strategy.  Rather, it aims to provide a large-scale description of 

a particular phenomenon.  Both surveys and questionnaires are frequently employed in non-

experimental designs.  A questionnaire is defined here as a research tool that typically 

consists of a series of questions designed to measure a particular variable (such as WB).  In 
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comparison, a survey is defined as a set of questions designed to obtain and evaluate the 

opinions or experiences of people on a specific topic of interest.  

 

4.3.3.2 Experimental design (repeated-measures)  

An experimental design was used to investigate the impact of a 10 week programme of 

music-making on the WB of adults with DS, as described in Study 3 (see Section 4.5.4).  A 

quantitative experimental design examines the impact of a treatment (or intervention) on a 

measured outcome (WB in this case).  The participant is tested in both the pre and post-test 

conditions (repeated-measures).  All other variables, for example type of LD, require 

controlling as far as is possible.  In the following section, the methods used within these 

designs are introduced, before the chapter ends with a full account of each proposed study. 

 

4.4 METHODS: MEASURING WELL -BEING: Research questions 1 and 2 

Overarching research question 1: What is the effect of active music participation on WB 

among adults with DS? 

Research question 2: What is the most appropriate method for assessing WB among adults 

with DS? 

Research aim (i): To scrutinise potential tools to measure WB among adults with LDs, 

recognising a lack of validated measures for this target group. 

 

The vast array of research undertaken up to this point in time demonstrates a desire by social 

scientists and psychologists to understand the factors that affect WB.  What makes people 
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happy?  What makes for a contented society?  These are difficult questions to answer but 

their importance continues to drive research forward at a significant pace.  These difficulties 

are partly due to the problems associated with accurately measuring WB.  This can only be 

fully understood by asking individuals how they feel about their lives which can lead to 

problems in itself, such as reliability, validity and terminology (Kreuger and Schkade, 2008).  

Data have predominantly been collected from individuals through self-reported measures 

such as questionnaires or surveys, often referred to as óglobalô measures.  This has led to a 

much greater understanding of the correlates between WB and influential factors, such as 

friendship, marriage, heredity, employment, health and physical disability (Diener et al., 

1999; Lyubomirsky, King and Diener, 2005).  Although WB research methods used up to this 

point have been successful to a degree, there are still improvements to be made concerning 

reliability and validity of the data collected and subsequent interpretation.   

 

There have been countless attempts by researchers to develop reliable and valid scales that 

measure the ófull pictureô of the WB of an individual.  Many of these scales have relied 

heavily on one aspect of WB ï either positive affect; negative affect or life satisfaction 

(Diener, 1984) but due to the multidimensional nature of WB these have only produced a 

partial answer.  In response to this dilemma, the development of the Satisfaction With Life 

Scale (SWLS) attempted to incorporate the multi-faceted nature of WB and measure this as a 

cognitive-judgemental process (Diener, 1984).  Results suggested that scores on the SWLS 

correlated with other measures of WB and support findings that specific personality 

characteristics are linked to WB (Diener, Oishi and Lucas, 2003). 
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Despite advancements in the assessing and understanding of WB, research has continued to 

come under scrutiny at both the conceptual and empirical level (Pavot, 2013).  At the 

conceptual level the philosophical assumptions have been challenged by alternative WB 

constructs, thus the validity and use of measures designed to assess WB are questioned.  At 

an empirical level, shortcomings concerning the potential effect of memory failures, 

individual biases and the influence of cognitive context at the time are now being scrutinised.  

Newer methods offered as an alternative to traditional global reports have included the 

Experiential Sampling Method (ESM; Csikszentmihalyi and Larson, 1987), which led to the 

concept of the óflowô state (Csikszentmihalyi, 1990).  The óflowô state is a mental state of 

mind where the individual is fully immersed in an activity and experiences an energised 

focus, full enjoyment and enjoyment in the process itself, often referred to as being in the 

ózoneô.  The ESM method utilises frequent experiential reports on current emotional 

experience.  However, a significant drawback with this approach concerns the fact that 

participants may become bored of the required commitment to complete the reports.  Also, 

vast amounts of highly complex data are created from each participant.  

 

The Day Reconstruction Method (DRM; Kahneman et al., 2004) falls somewhere in between 

the ESM and traditional global reports.  This approach moved away from the need to provide 

random responses throughout the day to a more predictable diary entry at the end of each day.  

This is a less intrusive method although it does still require a considerable amount of time at 

the end of each day.  Like ESM, the DRM method tends to focus on the temporally proximal 

affective experiences of the individual.  Evidence suggests that data produced from both 

methods is distinct from the type of data obtained from global measures of WB.  Emotion 

data from ESM and DRM tend to be more attributed to WB in social relationships, whereas 
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global measures tend to correlate with variables connected with material WB (Pavot, cited in 

Eid and Larsen, 2008). 

 

Significant progress has more recently been made in developing reliable subjective measures 

of personal and social WB and the pursuit of even more reliable measures continues.  The 

ESS (European Social Survey) Well-being Module represented one of the first main 

systematic government attempts to produce policy relevant national WB records (Huppert et 

al., 2008).  The ESS Well-being Module was administered to approximately 43,000 adults in 

23 European Union countries.  This article sought to understand and evaluate the success of 

European countries in promoting the personal and social WB of their citizens.  WB was 

identified as consisting of nine components: positive feelings; absence of negative feelings; 

life satisfaction; vitality; resilience and self-esteem; positive functioning; supportive 

relationships; trust; and belonging.  It recognised that in addition to a better understanding of 

domain-specific measures such as family situation or income, it is also essential to look 

deeper and focus on how well an individual functions.  This shifted the emphasis from a more 

transient state of WB to one that is more sustainable in the longer term.  Furthermore, 

research suggests that the reliable measurement of WB indicators should be viewed as not 

merely the absence of distress symptoms, which can present results that are not truly 

representative of the WB of an individual (Bech et al., 2003).   

 

Diener et al., (2010) presented two WB measures: The Flourishing Scale, which is a brief 

eight item measure of the respondentôs perceived success in various areas, for example, self-

esteem and optimism; and The Scale of Positive and Negative Experiences, which produces a 

score for positive and negative feelings combined.  Diener et al. (2010) commented that 
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although these new measures are promising, more validity work is required before they can 

be extended to communities other than the student population they worked with.  A major 

difficulty with these existing WB measures is the inappropriateness of design for the LD 

population.  They require a certain level of cognitive functioning, for example, the ESM and 

DRM require the participant to be capable of reading and writing fluently, which is beyond 

the ability of many people with LDs.   

 

The Warwick-Edinburgh Mental Well-being Scale (WEMWBS) has been widely used and 

validated in recent years (Tennant et al., 2007, see Appendix 1).  It was originally funded by 

NHS Health Scotland and developed via a collaboration between the University of Warwick 

and the University of Edinburgh.  The aim was to monitor the mental WB of the general 

population.  It also was designed to provide a means of evaluating the impact of various 

projects and programmes on WB.  It comprises 14 items that relate to an individualôs mental 

WB and responses are made using a five point Likert scale rating.  Each item is positively 

worded and uses simple language and sentence structure (e.g. Iôve been feeling useful; Iôve 

been feeling relaxed).  In addition, there is a shortened seven item version available, which 

demonstrates a strong outcome correlation with the full length version (Stewart-Brown et al., 

2009).  The shortened version (SWEMWBS) is suitable for use with people with LDs due to 

its straightforward design and ease of application - although it has not yet been validated for 

use in this population. 

 

The UCL Museum Wellbeing Measures Toolkit is a recent development of a set of scales of 

measurement of WB resulting from participation in museum and gallery activities (Thomson 

and Chatterjee, 2014, see Appendix 1).  The toolkit was designed to help those running either 
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in-house or outreach museum programmes to evaluate the impact of their work on the WB of 

the participants.  The toolkit is highly flexible and allows the researcher the freedom to ópick 

and mixô the particular tools used (e.g. a generic well-being questionnaire; or, a positive well-

being younger adult version).  It is also suitable for either a one-off activity or a longer 

programme of activities.  Although this measure was not specifically designed for the LD 

population, it has been used with success among individuals with cognitive impairment, such 

as sufferers of dementia (Devine and Lloyd, 2015). 

 

Although this current research has adopted the PERMA model of WB (Seligman, 2011) as 

the model of choice, the corresponding PERMA Profiler scale for measuring WB (Butler and 

Kern, 2015) is not suitable for this target population.  The wording used is too complicated 

and would not be appropriate for people with LDs.  Although there has been an adaptation of 

PERMA for adolescents, to date there is not an LD version available.  This further 

demonstrates the real absence, particularly in the UK, of WB measures specifically validated 

for use with people with LDs.  The measurement of WB within the LD population is a topic 

which requires careful planning and an empathetic understanding of the particular needs and 

abilities of the individuals. 

 

4.4.1 Measuring well-being in people with learning disabilities 

The accurate assessment of the WB of people with LDs is highly problematic but is 

nevertheless essential to allow people with LDs access to a quality of life comparable to the 

non-disabled community, along with the freedom to have some degree of control over their 

own lives.  In seeking to obtain accurate and meaningful data, there are many methodological 

issues when working with the LD community.  Two of the traditional methods used to assess 
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WB ï questionnaires and interviews ï have reported difficulties with this population (Finlay 

and Lyons, 2001).  Problems with language and communication are well documented (Nind, 

2008).  These include lack of understanding; complexity of phrasing; difficulties with 

expressive speech; and speech clarity.  Vocabulary should be as simple as possible to obtain 

the relevant information, and abstract concepts are often more difficult to comprehend for 

people with LDs (Smyley and Elsworth, 1997).  An appropriate means of accurately 

responding must be sourced.  Particular care must be taken to provide questions that can be 

understood and be responded to without confusion.  Many standardised questionnaires are 

inappropriate for this population, not only due to the language and comprehension 

difficulties, but also due to the psychometric properties not being applicable to the group in 

question (Finlay and Lyons, 2001).  Resulting from these concerns, the validity of 

questionnaires and interviews has been challenged, in particular the question content, 

phrasing, response format and psychometric properties.   

 

The LD population is extremely heterogeneous and there appears to be no easy solution to 

overcoming these concerns ï the population for a particular measure needs to be clearly 

defined and this is a significant problem when dealing with a broad variety of LDs, all with 

their own particular challenges.  A variety of strategies have been suggested in the literature 

to increase the content validity of these measures, such as reviews by multiple judges to 

ensure that all facets are covered, and thorough pilot work (Finlay and Lyons, 2001).  There 

has been some effort on the part of researchers to draw together and review WB measures for 

people with LDs (Schalock et al., 2002; Van Loon et al., 2010; Townsend-White, Pham and 

Vassos, 2012; Verdugo et al., 2013).  Nevertheless, there is still little consensus on the 

application of WB measures for the LD community.  Townsend-White et al. (2012) 

suggested that a greater number and variety of instruments would enable researchers and 
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clinicians to select appropriate instruments based on their specific needs.  The researchers 

commented that the concept of measuring WB for individuals with LDs is still in its infancy 

and there is a modest amount of literature in the field.  Verdugo et al. (2013) noted that there 

are even less measures available for people with profound and complex disabilities.  In a 

systematic review of self-reported quality of life measures the researchers concluded that the 

majority of measures were not well validated nor were they related to any theory of quality of 

life.  In fact, only six were viewed as psychometrically sound and these were only suitable for 

people with mild LDs.  The review reported in Chapter 3 (see Section 3.5) identified the 

methods used to date in existing research and these provided a useful insight into the ongoing 

challenges experienced when dealing with this population. 

 

4.4.2 Analysis of methods identified in the review 

From the findings of the review presented in Chapter 3, it can be seen that there appears to be 

no one singular approach that has tended to be favoured when measuring WB among the LD 

community.  A wide variety of methods were employed in the reviewed studies and all except 

one (Aujla and Needham-Beck, 2019) consistently led to positive findings in support of the 

various arts-based interventions (see Table 4.2).  The studies that reported outcome measure 

statistics (Hooper and Lindsay, 1992; Hooper, 2002; Boso et al., 2007; Jaschke and Scherder, 

2015; and Barnet-Lopez et al., 2016) all showed significant improvements after the 

intervention had taken place (and not significant results in the control group where the 

experimental design was controlled), except for the Personal Well-being Index: Intellectual 

Disability (Cummins and Lau, 2005).  Likewise, the studies that reported via qualitative 

methods (Moceviciene, 2014; Dinold, 2014; Ward and Parkes, 2015; Moceviciene and 

Prudnikova, 2015; Hassan, 2017; Whelan, 2018; Aujla and Needham-Beck, 2019) also 
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reported improvements following the period of intervention, with the exception of the study 

mentioned above.  However, it should be born in mind that these studies were relatively small 

scale with regard to participant numbers (see Chapter 3, Section 3.5.2, Figure 3.4) and this 

should be taken into account when drawing conclusions and/or making generalisations from 

the findings.  Also, as can be seen, these measures do not acknowledge WB as a single 

construct (with the exception of IDQOL-16, Hoekman et al., 2001, which is non-English 

language, and Personal Well-being Index: Intellectual Disability, Cummins and Lau, 2005), 

but rather they assess fragments of WB.  Furthermore, for example, the Koppitz Human 

Figure Drawing Test (Koppitz, 1968) and the Repetitive Behaviour Quotient-2 (Leekam et 

al., 2007), require a certain level of drawing or writing ability, which is beyond the capability 

of many people with LDs.  For these reasons, the measures identified in the review were 

deemed unsuitable for use with the target population of this research. 
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Table 4.2: Summary of measures identified in review 

MEASURE DATE  

 

AUTHOR(S) AIM OF MEASURE  LIMITATIONS 

OF MEASURE 

FOR THIS 

RESEARCH 

 
Brief Psychiatric 

Rating Scale 

1962 Overall and 

Gorham 

A measure of psychiatric 

symptoms e.g. anxiety. 

 

Not a full WB 

measure - a rating 

of psychiatric 

distress. 

 

The Koppitz 

Human Figure 

Drawing Test 

1968 Koppitz An assessment/indicator of 

emotionality. 

 

Not a full WB 

measure - seeks 

indicators of 

emotional 

disturbance; 

requires drawing 

ability. 

 

Clinical Global 

Impression Scale 

1976 Guy A measure of global 

functioning following 

treatment/medication. 

 

Not a full WB 

measure - a rating 

of psychiatric 

illness severity, 

improvement and 

response to 

treatment e.g. 

medication. 

 

Behaviour Rating 

Scale 

1986 Lindsay and 

Baty 

A measure of relaxation 

following behaviour 

relaxation therapy. 

 

Not a full WB 

measure - a means 

of managing 

anxiety through 

relaxation 

techniques. 

 

Cohen-Mansfield 

Agitation 

Inventory 

1986 Cohen-

Mansfield and 

Billig  

 

A systematic assessment of 

agitation. 

Not a full WB 

measure ï records 

frequency of 

aggressive 

(agitated) 

behaviours e.g. for 

dementia 

sufferers. 

 

Intellectual 

Disability Quality 

of Life-16 

2001 Hoekman, 

Douma, 

Kersten, 

Schuurman and 

Koopman 

 

 

Quality of life scale for 

people with LDs. 

Non-English 

language. 
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Personal Well-

being Index ï 

Intellectual 

disability 

 

2005 Cummins and 

Lau 

Subjective well-being scale 

for people with LDs. 

Designed for 

mild/moderate 

LDs ï no option 

for 

severe/profound 

measurement. 

 

Repetitive 

Behaviour 

Quotient-2 

2007 Leekam, 

Tandos, 

McConachie, 

Meins, 

Parkinson, 

Wright, Turner, 

Arnott, 

Vittorini and 

Le Couteur 

 

 

A self-report questionnaire 

concerning repetitive 

behaviours e.g. in people 

with ASD. 

Not full WB 

measure ï records 

routines or 

repeated 

behaviour via self-

report; requires 

fluency in 

reading/writing 

e.g. adults with 

ASD. 

 
 

 

4.4.3 Questionnaire and interview development for people with learning disabilities 

It should be noted that the difficulties highlighted above do not apply to all people with LDs, 

particularly those with borderline or mild LDs.  In these cases it would be wrong to 

oversimplify questions and standardised questionnaires may be appropriate, although this 

should not be assumed.  It should also be recognised that some constructs may just be too 

difficult to assess for people with LDs, particularly more abstract concepts and those 

concerning judgements of time.  According to Finlay and Lyons (2001), the following 

suggestions would help to increase inclusiveness and validity in using questionnaires and 

interviews with people with LDs, although they note that not all suggestions should be used 

with all participants and a degree of flexibility must be maintained: 

(i) A minimum number of words should be used and ambiguous or complex phrases avoided. 

(ii) Researchers need to be aware that participants may respond to the topic, rather than the 

question itself. 

(iii) Comparisons should be split into two separate and distinct parts. 
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(iv) Significant events can be used as markers when referring to time periods. 

(v) Check that a question has been understood by asking for examples, or by using alternative 

phrasing. 

(vi) Make sure if probes or rephrasing is used, the participant does not think their original 

answer was wrong. 

(vii) Allow plenty of time for interviews, with the possibility of gaps or uncodeable answers. 

(viii) Any difference between receptive and expressive speech needs to be identified - 

researchers often over-estimate the comprehension of people who have good expressive 

language skills. 

(ix) Make sure the participant knows that it is ok to not know an answer. 

(x) Be aware of acquiescence in answering questions, along with suggestibility and the desire 

to please (Finlay and Lyons, 2001, pp. 319-335). 

In light of these potential pitfalls when researching with participants with LDs, it is clearly an 

area that requires careful planning and specialist knowledge in the field.  Based on the 

information presented here, the following section describes how WB was accessed for the LD 

population involved in the current research.   

 

4.4.4 Well-being measures selected for this thesis (Research question 2) 

4.4.4.1 Quantitative measures 

With regard to Research question 2 (research aim (i)), the following points have emerged and 

contributed to the WB measures selected for this target group.  A main concern when 

selecting WB measures is the lack of validation of the majority of existing scales of WB for a 
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target group with LDs.  For this reason it was necessary to seek out measures that had been 

used within similar groups (e.g. dementia sufferers), or measures that were easily accessible 

for this target group.  The two scales selected were: the shortened version of Warwick-

Edinburgh Mental Well-being Scale (SWEMWBS, Tennant et al., 2007); and the UCL 

Museum Wellbeing Measures Toolkit (Thomson and Chatterjee, 2014, see Section 4.5.4, 

Study 3).  These two measures were selected for a variety of reasons including: 

1) Both measures are designed to provide both an overall measure of WB, and a measure of 

WB following the impact of a project.  Therefore they were particularly suitable for a project 

of this type. 

2) Both use a simple and basic vocabulary in comparison to other WB measures, e.g. the 

PERMA Profiler. 

3) Both have a simple sentence structure with few words. 

4) They are quick to complete (with just 6 or 7 questions depending on the specific measure). 

5) The UCL Museums Wellbeing Measures Toolkit uses brightly coloured umbrellas which 

are visually appealing.  

6) The UCL Museums Wellbeing Measures Toolkit has been used with other cognitively 

impaired participants (dementia sufferers; Thomson and Chatterjee, 2014) ï although not 

validated for LDs. 

For these reasons the researcher felt that these two measures were a suitable option for 

participants with DS.  With the additional pictorial response option (smiley faces) this 

seemed a likely successful method from which to obtain valid WB scores.   
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Therefore, a combination of SWEMWBS and the UCL Museum Wellbeing Measures Toolkit 

provided a solid foundation upon which to investigate the impact of music participation on 

WB for this population, and full versions of each scale are available in Appendix 1.  A 

specifically designed questionnaire was used in the pilot study, however this proved difficult 

for a number of reasons, such as the pictorial scales for participants to respond with were not 

suitable for the target group (see Section 4.5.1, Pilot Study, Appendix 2).  A specifically-

designed online survey was also used for Study 2 (see Section 4.5.3).  

 

4.4.4.2 Qualitative methods 

Two qualitative methods were selected as appropriate means of data collection. 

 

The interview is a qualitative research technique that involves the researcher asking the 

participant(s) detailed questions and engaging in dialogue.  A semi-structured format is often 

favoured in social research (as opposed to structured or unstructured), which allows a certain 

degree of flexibility whilst ensuring the interaction remains óon trackô through having some 

questions predetermined on the area of interest.  The interviewer usually has a checklist of 

topics to be covered, but the exact wording and order are often decided while the interview is 

actually taking place.  Additional questions can easily be added for clarification or further 

information (Robson, 2011).   Interviews were used in this research to gain an in-depth 

knowledge of what taking part in regular active music sessions meant for the students and 

their families.  Bearing in mind the necessary points to consider when interviewing people 

with LDs (see Section 4.4.3), the interview technique can be a highly effective method for 

this cohort when carried out with empathy and an understanding of the individual needs of 

each participant (see Section 4.5.2, Study 1). 
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Participant observation is when the researcher is part of the group being observed.  It is 

essential for there to be a good rapport between the observer and the participants, as is the 

case in this research.  Observations can be described, analysed and interpreted, and reported 

data can be either thematic or narrative (Robson, 2011).  Participant observation allows the 

observer considerable freedom in the gathering of data, for example note taking and journal 

keeping.  Participant observation was used in this research to record detailed behaviours seen 

during the music sessions.  This method is particularly suitable for participants with LDs as it 

is entirely non-invasive and is not reliant on the participantsô involvement or their 

participation in any way (see Section 4.5.2, Study 1).  

 

The following section provides details of each of the four studies which form this thesis.  The 

multiple methods employed allow a triangulation of strategies for data collection, thus 

providing the most effective means of answering the overarching research question.  

 

4.5 INDIVIDUAL STUDIES  

As developed throughout this chapter, four separate studies combined to form this research 

(see Table 4.3).  Each is presented in turn below.  
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Table 4.3: Summary of studies 

OVERARCHING RQ: What is the effect of active music participation on WB among 

adults with DS?  

 

STUDY AIM  DESIGN AND 

METHODS 

 

PARTICIPANTS  ANALYSIS  

PILOT 

STUDY 

(i) To scrutinise 

potential tools for 

measuring WB 

among adults with 

LDs. 

 

Pre/post-test 

design 

(uncontrolled) 

using 

questionnaires. 

 

15 adults (mixed 

LDs). 

Statistical 

analysis. 

STUDY 

1 

 

(ii) To obtain an in-

depth understanding 

of what taking part in 

regular active music 

sessions means for 4 

adults with DS and 

their families. 

(iii) To explore how 

well the PERMA 

model fits the data 

from the participants. 

 

Ethnographic case 

study 

using 

observations, 

interviews and 

audio/video 

materials. 

4 adults with DS 

and their families. 

Thematic/narrative 

analysis. 

STUDY 

2 

 

(iv) To investigate 

the prevalence of 

music participation as 

an activity, within the 

Mencap organisation. 

 

A specifically 

designed online 

survey 

administered via 

email. 

 

Mencap groups 

based in the UK. 

Statistical 

analysis. 

STUDY 

3 

 

(v) To investigate the 

impact of a one-off 

music intervention on 

WB among adults 

with DS. 

(vi) To investigate 

the impact of a 10 

week programme of 

music-making on the 

WB of adults with 

DS. 

 

A repeated-

measures design 

measuring change 

over a 10 week 

programme of 

weekly music 

interventions, and 

within individual 

sessions, using 

UCL Museum 

Wellbeing 

Measures Toolkit 

and SWEMWBS. 

 

24 adults with DS. Statistical 

analysis. 
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4.5.1 Pilot study: Research question 2 

Research question 2: What is the most appropriate method for assessing WB among adults 

with DS? 

 

Aim: (i) To scrutinise potential tools for measuring WB among adults with LDs, recognising 

the lack of standardised measures for this population. 

 

Design and methods: This was an uncontrolled pre and post-test design, measuring change 

over a two hour music intervention, using questionnaires.  

 

Questionnaires: WB was measured through two specifically designed questionnaires.  Each 

participant was asked to complete Student Questionnaire 1 (SQ1) and Student Questionnaire 

2 (SQ2).  SQ1 was completed on arrival and before the music session took place (pre-test) 

and SQ2 was completed immediately after the session had finished (post-test).  SQ1 included 

some general introductory questions regarding personal details (date of birth, gender and 

living arrangements) and some additional open and closed-ended questions concerning WB.  

SQ2 contained further questions concerning WB in relation to SQ1.  Responses were made 

either verbally, through the use of pictorial scales, or with the help of a carer or support 

worker.  Response options included the Wong-Baker Faces pain rating scale (Wong-Baker 

FACES Foundation, 2016); the Self-Assessment Manikin scale (Bradley and Lang, 1994); 

and a five point smiley face scale similar to those used in government surveys for people with 

LDs.  The questionnaires were in paper format and the questions were read aloud to the 
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participants.  Anonymity was maintained throughout.  Both questionnaires and scales can be 

seen in Appendix 2.   

 

Participants: 25 adults with LDs were invited to participate in this research project, 15 of 

whom accepted (nine females, six males) representing a 60% response rate.5 This sample 

included participants with all types of LDs.  The participants were selected from two sources: 

(1) a Music Man Project workshop which took place at the Royal College of Music on 26 

June 2016, and (2) during a Music Man Project daily session which took place in the 

Southend area on 19 July 2016.  Sample selection was made on the basis of an invitation to 

be part of the research project, whilst attending the workshop or session.  The sample covered 

a wide variety of ages ranging between 20 and 57 years (overall mean age = 32 years, 

standard deviation (S.D.) = 10.47; female mean age = 30 years, S.D. = 7.27; male mean age = 

34 years, S.D. = 14.42).  All participants except for one (who resided in a care facility), lived 

with family members.  Ethical consent was obtained for all participants prior to the session 

commencing via participant information sheets and consent forms (adapted where required). 

 

Analysis: These findings helped to identify some of the specific challenges that need 

consideration when working with this population.  These included allowing plenty of time for 

questioning, without the participants feeling rushed or pressured in any way.  In addition, 

completing the questionnaires in the same room as the instruments already set up for the 

session proved a distraction for some of the participants.  Therefore, a quiet space was 

                                                           
5 It should be noted that a group of ten participants was cancelled two days prior to the study taking place.  
The support manager responsible decided that his service users would not enjoy the genre of music being 
used.  This is somewhat typical of the experiences of people with LDs, with others making life choices on their 
behalf. 
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proposed for the subsequent studies, in order to allow the participants to concentrate on 

answering the questions to the best of their ability and without distraction.  The use of these 

scales with participants with LDs proved to be difficult, particularly the complex faces and 

figures used in the Wong-Baker scale and Self-assessment Manikin scale.  Therefore, 

alternative measures were sought for the remaining studies below, as these were not deemed 

suitable for this population. 

 

4.5.2 Study 1 (see Chapter 5): Research questions 3 and 4 

Research question 3: What counts as effective active music participation for adults with DS? 

Research question 4: To what extent does the PERMA model fit the emerging data from the 

participants? 

 

Aims: (ii ) To obtain an in-depth understanding of what taking part in regular active music 

sessions means for four adults with DS and their families.  

(iii)  To explore how well the PERMA model fits the data from the participants. 

 

Design and methods: An ethnographic case study of the Music Man Project UK (MMP), 

which provides music education to adults and children with LDs.  The participants were all 

part of the Music Man community, based in Essex.  The researcher was already an accepted 

member (óinsiderô) of the group, spending much time with the participants and their families 

on a regular ongoing basis.  Data was collected via three methods: (1) Participant 

observations during the regular daily sessions ï some predetermined areas of interest were 

identified, bearing in mind the PERMA model (Seligman, 2011) of WB.  A journal was used 
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to record all information as it happened; (2) Semi-structured interviews with music learners; 

their families; and Music Man staff.  This explored the impact of the music sessions, 

including musical and social features, with the participant being given the freedom to express 

their thoughts on the subject.  Interviews were face-to-face, one-on-one.  Informal interviews 

were also undertaken as appropriate; (3) Audio and visual materials (for example, videos and 

photographs of concerts) were collected throughout the period of fieldwork.  This study ran 

for a 12 month period from February 2017 ï February 2018. 

 

Participants: Four nested case study participants were selected, all of whom had DS and were 

part of the Music Man community, attending different daily sessions for a minimum of one 

session per week.  The focus was centred on the participant and extended to other relevant 

individuals (family/tutors).  Three males and three females were initially selected to provide a 

gender-balanced targeted sample, although one female and three males actually took part.  An 

invitation to be part of the case study was sent to selected participants.  Ethical consent was 

obtained from all participants (including family/tutors where included in the study) using 

adapted participant information sheets and consent forms where appropriate (see Appendix 

3). 

Analysis: Data collected was largely qualitative.  A holistic approach was adopted to create a 

highly detailed and descriptive narrative; Interpretative Phenomenological Analysis (IPA) 

was employed to link common themes between participants. 

 

4.5.3 Study 2 (see Chapter 6): Research question 3 

Research question 3: What counts as effective active music participation for adults with DS? 
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Aim: (iv) To investigate the prevalence of music participation as an activity within the 

Mencap organisation and to provide an insight into their view of music-making on WB for 

their adult members. 

 

Design and methods: A specifically designed online survey was distributed to all the UK 

Mencap groups.  This sought to identify: (i) whether music participation (in comparison to 

other activities) was used as an activity for adults, and if so, (ii) why it is used, (iii) in what 

capacity is it used, (iv) how it is funded, (v) and why it is not used more (if appropriate).  

This study ran June ï December 2017. 

 

Participants: Approximately 400 Mencap groups throughout the UK.  Ethical consent was 

obtained online. 

 

Analysis: Quantitative statistical analysis procedures were applied to the returned data. 

Common themes were sought in responses to gain an insight into the current use of music 

participation for people with LDs, within the UK Mencap organisation. 

 

4.5.4 Study 3 (see Chapter 7): Research question 3 

Research question 3: What counts as effective active music participation for adults with DS? 

 

Aims: (v) To investigate the impact of a one-off music intervention on perceived WB among 

adults with DS. 
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(vi) To investigate the impact of a 10 week programme of music-making on the WB of adults 

with DS. 

 

Design and methods: A within-subjects design, measuring change over a 10 week programme 

of weekly music interventions.  WB was measured by the UCL Museum Wellbeing Measures 

Toolkit (adapted via using a pictorial scale for responses).  This relatively new (2014) scale is 

freely available online and is suitable for pre-test/post-test comparisons.  With minimal 

adaptation this was suitable for people with LDs.  In addition, SWEMWBS was employed to 

increase validity, again using a pictorial scale for responses (see Appendix 1).  These 

measures were applied to monitor the overall impact of the longer 10 week programme 

(Study 3a: data collected at week -10 (baseline), week 1, week 6 and week 10) and also on 

the effect of the individual sessions (Study 3b: pre and post-test week 1, week 6, week 10 and 

non-music week). This study ran April ï December 2018 (see Chapter 7). 

 

Participants: 24 adults with DS, recruited through Music Man Project; Mencap; RCM Sparks 

team; and DS support groups, were invited to participate in the 10 week music intervention 

programme.  Ethical consent was obtained as per in the pilot study. 

 

Analysis: Quantitative statistical analysis procedures (repeated-measures) were applied to the 

data to identify significant changes between the pre and post-test responses (per individual 

sessions and across the whole intervention).  
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4.6 ETHICAL CONSIDERATIONS  

This research was reviewed and approved by members of the Conservatoires UK Research 

Ethics Committee (CUK REC) and no significant ethical difficulties were highlighted to date.  

The British Psychological Societyôs (BPS) code of human research ethics describes four main 

principles: respect for the autonomy and dignity of persons; scientific value; social 

responsibility; and maximising benefit and minimising harm (BPS, 2010).  These four 

principles have been strictly adhered to throughout this research.  For example, participants 

were regularly asked if they were happy to continue, whether they needed a break or if they 

were unsure about anything.  Each participant (or legal representative) gave their informed 

consent to take part and was given a participant information sheet (adapted where needed for 

LDs) which outlined the aim of the research and informed them of their right to discontinue 

at any time should they wish to do so.  All participants provided consent for photographs to 

be taken and included in the research.  All photographs of performances are freely available 

in the public domain.  Strict anonymity was maintained at all times and participants were 

fully debriefed after the sessions had taken place. 

 

4.7 CONCLUSION 

In summary, the research question of this thesis required a pragmatic methodological 

approach to tackle this óreal lifeô issue, in order to manage the complexities of WB and LDs.  

A combination of quantitative and qualitative methodologies were used in a multiple  

methods design, which allowed the flexibility to use the strategies most suited to this under-

researched field of study.  The measuring of WB in the LD population is highly problematic 

and there is a real lack of validated scales available.  The four studies which combined to 
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produce this thesis used a variety of carefully selected methods in order to answer the 

overarching research question. 
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CHAPTER 5: STUDY 1 

 

5.1 INTRODUCTION  

Study 1 is an ethnographic case study of MMP UK (see Photograph 3).  The study followed 

four adult music students with DS and their families for a period of 12 months (February 

2017 ï February 2018).  The researcher is a music tutor and regional director of this Mencap-

funded charitable organisation and is experienced in the field of LD.  During the year of 

fieldwork she spent between 14 - 30 hours per week with each of the students and their 

families in a variety of musically-related environments and situations.  These included 

regular weekly music classes; concert rehearsals; Christmas concerts; local fundraising 

concerts; concerts at care homes; weekends away performing; workshops for new centres; 

and at a sell-out show at the London Palladium in October 2017 (DVD available).  Ethical 

approval was granted by the CUK REC (June, 2016). 

 

The researcher had unlimited access to the students and the musical activities they undertook, 

with the families giving generously with their time and effort.  The unique position of the 

researcher as an established member of the group (see Chapter 4, Section 4.2.2) facilitated the 

collection of rich and varied data, offering a detailed insight into the real life musical 

experiences of the participants and any perceived benefits (or disadvantages) to WB as a 

result.  This holistic approach, based on descriptive and inductive data, aimed to produce the 

fullest picture possible of the participants as part of the MMP community.  This chapter 

provides background information regarding MMP UK; details on the ethnographic case study 

of MMP UK; data collection methods; participants; and analysis of data and findings. 
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5.2 BACKGROUND TO THE MUSIC MAN PROJECT UK (MMP UK)   

 

Photograph 3: The Music Man Project UK (Photograph courtesy of Paul Carpenter Films) 

 

MMP UK is the UKôs first full-time music education service specifically for children and 

adults with LDs (see Section 3.6).  It is a not-for-profit franchise model, supported by local 

charity Southend Mencap.  The programme originated in South Essex (Southend) and was the 

innovative óvisionô of former deputy head teacher and musician, David Stanley.  MMP 

developed as a result of a growing demand from parents and families for musical 

opportunities for people with LDs.  A weekly Saturday music school was originally 

established in 2001 for a small group of young adults with LDs.  It quickly became apparent 

that this was not sufficient to meet the high demand for musical opportunities for people with 

LDs.  The sessions grew in popularity and before long it was clear that there was not enough 

space for everybody who wanted to attend the Saturday morning sessions.  Therefore in 2012 

the Saturday music school expanded to running six days a week and this was the start of the 
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specialist full-time music education service that is in place today 

(https://themusicmanproject.com/). 

 

The main MMP ethos states that there is innate musicality in everyone irrespective of their 

LD and through accessing this much can be achieved on a variety of different levels.  This 

includes not just musical progress but also improvements in social skills, physical and mental 

health and many other aspects of WB.  MMPôs aims are focussed around education, 

performance and fun in a highly supportive environment that is open to anybody with a LD.  

This is through the teaching of originally composed repertoire at: special schools and 

colleges; care homes; weekly Saturday music school; adult daily group lessons; and 

workshops in various locations, including at the Royal College of Music.   

 

The term óactiveô is an important criterion for MMP teaching strategies.  Students are very 

much actively involved in music throughout the sessions.  This is a participatory activity and 

encouragement and support are offered to this effect.  Participation is guided by the students 

themselves and their level of involvement provides them with a sense of agency and control 

in this aspect of their lives.  They are free to make decisions about their degree of 

participation e.g. solo performances, and this is an important aspect of the group.   

 

Musical content is varied and written to suits the highly varied needs of these musicians with 

LDs.  The founder of MMP (David Stanley) is an experienced and established composer.  He 

produces the MMP repertoire, often with lyrics from the students or other member of MMP, 

and these are published in MMP songbooks.  The songbooks contain sheet music, lyrics, 

instrumental parts, teaching instructions and the educational background to the piece.  Each 

https://themusicmanproject.com/
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session uses a selection of familiar songs, while introducing new repertoire to keep 

challenging the students appropriately.  All music includes signs and actions based around 

Makaton sign language, to ensure non-verbal students can participate.  There is often the 

inclusion of instruments (e.g. glockenspiel, djembe, small percussion), with instrumental 

parts adapted to suit the needs of the students.  This ensures the most able students are 

challenged, while also allowing less able students to take part on simpler arrangements.  

MMP tutors are experienced musicians, predominantly with music/performance 

qualifications and expertise.  They all have special needs experience alongside their musical 

skills.  Musical pedagogy is specialised with an emphasis on both education and fun.  

Learning tends to take place in a subtle manner through the music participation itself.  For 

example, song lyrics can utilise musical terminology, or address emotional expression, 

through the topics covered.  Sessions are varied and the overall feeling is positive and upbeat.  

Teaching pace is sufficient to prevent either a loss of concentration, or boredom and/or 

frustration becoming an issue.  Termly reports are available for those students who request 

them.   

 

Since its expansion in 2012, MMP groups have been established in Essex, Kent, Suffolk, East 

Sussex, Hampshire, Lincolnshire, Bristol and Scotland, as well as overseas centres operating 

in South Africa (Sizanani), India (Bangalore), Nepal (Kathmandu) and the Philippines (Iloilo) 

(see Photographs 4 and 5). 
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Photograph 4: Workshop in South African township (2016) (Photograph taken by author) 

 

 

 

 

 

 

 

 

Photograph 5: Workshop in Bangalore, India (2018) (Photograph courtesy of Sarah Mann, MMP staff) 

 

Additionally, workshops or concerts have been given in West Sussex, Surrey, 

Gloucestershire, Tyne and Wear, Cheshire, Lancashire and Northern Ireland.  At the time of 

writing there were also several more in the pipeline to be visited as time permits with current 

https://themusicmanproject.com/wp-content/uploads/2018/05/Bangalore-5.jpg
https://themusicmanproject.com/wp-content/uploads/2016/09/29092978925_1c11189f7d_o.jpg
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teaching commitments (and now Covid 19 restrictions).  These visits are often undertaken at 

weekends to ensure the continuous running of the existing weekday MMP groups.  MMP 

provides ongoing training such as the provision of a MMP teaching handbook, MMP sheet 

music and songbooks, further staff visits, additional workshops, mentoring for staff, online 

teaching resources and fund raising ideas or support for any new group wishing to join the 

MMP community.  MMP aims to provide the same musical opportunities to those with LDs 

as those experienced by aspiring musicians without LDs ï although teaching styles and time 

frames may differ to suit the needs of the individual.  High level tuition is provided by highly 

qualified musicians, additionally with special educational needs teaching experience.  A 

variety of musical instruments (including drum kit, percussion, African drums, ukuleles, 

glockenspiels, hand bells and singing), originally-composed repertoire and performance 

opportunities form a standard part of the MMP curriculum (see Photograph 6).  

 

 

 

 

 

 

 

 

Photograph 6: Group adult weekly lesson in Maldon (Essex) (Photograph courtesy of Paul Carpenter Films) 

 

https://themusicmanproject.com/wp-content/uploads/2015/11/MMP_Maldon-34.jpg
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Performances can be seen at a variety of prestigious venues across London and further afield.  

In 2015 MMP had their debut major performance - óMusic is Magicô - at the London 

Palladium (see Photograph 7).  This included over 200 students with LDs from around the 

UK and a successful Guinness World Record attempt for the largest ever triangle ensemble!  

The second half of the show included a musical óFrom the Asylum to the Palladiumô.  This 

followed the historical LD journey from the harrowing days of the institution to where 

society has progressed to today ï and how far there is still to go along this difficult path.  

2017 saw the production of the next London Palladium performance - óThe Labelô (see 

Photograph 8).  This was another musical challenging how people with LDs are assigned óa 

labelô, rather than being seen for who they really are.  In April 2019 MMP had their largest 

production to date at the Royal Albert Hall (see Photograph 9), reaching a large audience in 

excess of 3000 people.  MMP performances, whether they be at the Royal Albert Hall or a 

local nursing home, aim to educate the wider society about the journey towards equality of 

opportunity for people with LDs.  Through performances, MMP aims to challenge popular 

misconceptions about what people with LDs can or cannot do and the staff have the highest 

aspirations for what can be achieved by their students.  First and foremost the students are 

musicians and performers ï not a person identified by their LD. 
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Photograph 7: óMusic is Magicô at the London Palladium (2015) (Photograph courtesy of Paul Carpenter Films) 

 

 

 

 

 

 

 

 

Photograph 8: óMusic is Magicô at the London Palladium (2017) (Photograph courtesy of Paul Carpenter Films) 

 

MMP has won many awards for its unique work with the LD community and has been 

described as óoutstandingô by OFSTED, who commented on exceptional opportunities for 

https://themusicmanproject.com/wp-content/uploads/2017/12/Music-is-Magic-1.jpg
https://themusicmanproject.com/wp-content/uploads/2017/12/Cheer-1.jpg
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pupils (MMP, 2018).  The Royal College of Music described the work as ótruly 

inspiringéthe power of music to bring everyone together was very apparentô.  It has been 

praised by the previous and current Prime Ministers for its pioneering work in the field.  

MMP has been in the final of the óMusic Teachers Award for Excellenceô twice in the last 

three years and won the 2016 óKids Count Inspiration Best Creative Contributionô award 

(MMP, 2018). 

 

 

Photograph 9: Royal Albert Hall debut performance (2019) (Poster courtesy of Trudi Crumley) 

https://www.royalalberthall.com/tickets/events/2019/music-is-magic/

