
Music Therapy and Eating Disorders Literature Review 

 This section will review the literature that exists concerning the effectiveness of music 

therapy for those with anorexia and BN. It is important to mention that there is limited research 

on music therapy and its use with patients with BN specifically and eating disorders at large. The 

studies that do exist have a limited population size or are case studies. More research is 

desperately needed to confirm the promising results from the studies detailed below. The 

research cited will discuss music therapy’s effect on those with anorexia first, and then case 

studies about clients with BN specifically will be discussed towards the end.   

A study performed in 2016 examined the experiences of group music therapy sessions 

after mealtime for adults with anorexia nervosa.  This study was the first of its kind and built on 

promising research and results from case studies that came before it. It took place at the Body 

Image Treatment & Recovery Service (BETRS) Adult Eating Disorder Inpatient Program. Those 

participating in the study went to group music therapy twice a week for the entirety of their stay 

at the hospital. Eighty-nine interventions and 84 control sessions were collected over the course 

of 36 weeks. The statistically significant results indicated that “Participation in music therapy 

significantly decreases post-meal related anxiety in comparison to treatment as usual” (Bibb, 

Castle & Newton, 2015, 3). Musical interventions included singing, listening to music, 

discussion of songs, song-sharing and songwriting. After discharge from the inpatient program, 

ten participants attended an individual interview. Specific themes emerged concerning the 

patient’s views of the benefits of music therapy. These benefits included, “taking your mind off 

the meal, getting a break from anxiety and a chance to get to know others” (Bibb et al., 2015, 5). 

One patient described the experience as a circuit breaker because, “you get a break from [the] 

anxiety for that time, and you feel lighter at the end” (Bibb et al., 2015, 5). One participant 



claimed that music therapy became a healthy coping skill for her outside of the music therapy 

sessions by stating, “When I was in here I didn’t really listen to music, but after I got into music 

therapy a bit, then I started listening to music to help calm me down. I’ve never done that before, 

even when I’ve been at home” (Bibb et al., 2015, 6) This is a promising response and shows that 

the coping skills outlined in music therapy can be transferred to the patient’s daily lives.  

A follow up study to the one presented above titled, “Reducing Anxiety through Music 

Therapy at an Outpatient Eating Disorder Recovery Service” studied 13 female participants who 

attended a one-hour music therapy group session following a lunchtime social eating challenge. 

This study aimed to see if the results from the aforementioned 2016 study would transfer to an 

outpatient setting. Their participants were part of the Day Patient Program (DPP) which is 

offered to people as an alternative to inpatient stay and includes a group program held four days 

each week. Ultimately, they collected 50 occasions of pre-test and post-test data. The aim of the 

study was to see if music therapy would “decrease subjective perception of anxiety during the 

period following the social eating challenge” (Bibb, Castle, McFerran, 2019, 3). The researchers 

used the Subjective Units of Distress Scale (SUDS) with scores ranging from 1-10. The 

intervention consisted of allowing participants to select music from a songbook of 50-60 songs to 

then be played live by the therapist. The results showed that, “The mean pretest score was 5.1and 

the mean post-test score was 2.9, indicating an average decrease in anxiety of 2.3 integers on the 

SUDS scale” (Bibb et al., 2019, 5). The results also suggested that music therapy can aid in 

decreasing anxiety in participants with a range of pre-test scores and in different stages of eating 

disorder recovery. The study emphasized that, “Effective coping strategies for anxiety are 

extremely important for the long-term recovery of eating disorders. The availability and 

accessibility of music means that participants can continue to use music as a strategy for coping 



with anxiety once they leave the outpatient service” (Bibb et al., 2019, 7). A larger, randomized 

study is needed to find more detailed information concerning the role of music therapy in 

reducing anxiety in eating disorders other than anorexia.  

An article in the Nordic Journal of Music Therapy discusses the commonalities between 

anorexia and bulimia which include, “low self-esteem, the need for control, problems with self-

regulation, [and] mixed feelings and embodiment” (Lejonclou & Trondalen, 2009, 80). This 

study suggests that those with these particular eating disorders have difficulty unifying body and 

mind, and therefore struggle to verbally communicate their inner feelings. Lejonclou and 

Trondalen hypothesized that, “Creative processes in free movement and improvisation may 

challenge stiffened pattern of behavior and allow confused and aggressive feelings to be 

expressed” (2009, 80). The first woman in the study, Susan, suffered from anorexia. She 

participated in music therapy for three years and transitioned from in-patient treatment at the 

specialized hospital unit, to the day section of the hospital, to out-patient treatment once a week 

towards the end. The music therapist used a variety of interventions including listening to 

recorded music and discussing it, free improvisation, songwriting with the clients’ own poems, 

and movement to music designed to draw her attention to the movement rather than to her looks. 

The next client, Helen, suffered from bulimia. Much of her anxiety stemmed from the constant 

supervision and degrading comments from her mom. She felt ashamed about her body and felt as 

if her identity was shaped entirely by her mother’s scrutiny. The music therapist used 

instrumental improvisation as a way for her to express feelings of anxiety and relief. Eventually, 

Helen discovered her childhood-self needed attention, and the therapist slowly incorporated this 

character into the sessions through songs, instrumental play and movement. Eventually, Helen 



was able to nurture her “little Helen” and grow into her own woman, separate from her mom. 

After two years of music therapy, the binging and purging habits almost disappeared.  

One main take-away from the study is that for the client, the “Courage to bond with the 

music therapist and by that explore a feeling of “self” and “self-in-relation” through music and 

movements, could nourish a hope of normal life” (Lejonclou & Trondalen, 2009, 87). In other 

words, allowing space for emotional expression in a supportive environment allows for a 

solidification of personal identity. It is important to note that both these clients needed ample 

time in both inpatient and outpatient treatments. The women needed consistent treatment for an 

extended amount of time with the same therapist with whom they had built rapport. Also, it is 

essential that the therapist make connections between the body and mind by relating the musical 

experiences to reality by having follow-up conversations about the experiences. In turn, this aids 

the client in feeling alive, connected to their body and free to feel on their own.   

A case study discussing the “sound of human needs” focuses on a woman with BN who 

participated in music therapy treatment. This study was originally viewed through a 

psychoanalytical lens, but this article instead interprets it through the lens of “research-oriented 

psychotherapy and the Bernese concept of need adapted and motivational attunement” (Bauer, 

2010). Essentially, this research follows the principle that every person needs attachment, 

control, self-esteem and increasing levels of pleasure. This patient, Mrs. H, agreed to participate 

in music therapy after already having gone through 10 years of bulimia symptoms, and two 

occasions of verbal psychotherapeutic treatment. At the start of music therapy, she was binging 

and purging on average twice a week. Her symptoms emerged in large part due to the consistent 

pressure she felt from her parents to be happy and fit and from the need to feel loved and heard. 

Mrs. H agreed to one music therapy session a week for 10 months.  



Within a few sessions, Mrs. H formulated numerous goals such as, “she wished to get 

more relaxed and to become a less success-orientated person…to learn not to fulfill everybody 

else's needs…to learn how to express her "negative" feelings, how to say "no" without being 

afraid of rejection…to learn to show her gentle, soft and more feminine side…and to learn to 

enjoy life” (Bauer, 2010). Mrs. H had low self-esteem and she consistently vied for people’s 

attention. Based on the need-oriented perspective, she clearly lacked in control, self-esteem and 

attachment. Through instrumental improvisation, these themes appeared musically. Her loud, 

harsh sounds exemplified a need for appreciation and control over others in her group, whereas 

the soft sounds reflected a desire for intimacy and attachment. Improvisation initially was 

uncomfortable for her and pushed her to self-regulate without rules provided by the therapist. 

Towards the end of her treatment the, “loud… and harsh way of playing transformed into a more 

intensive and intentional way of playing [and]…the low volume playing became…more 

intentional…possibly expressing what she called her "feminine side" (Bauer, 2010). In addition, 

“she started to create her own melodies, contours and limits…there was clearly a presence of a 

self and identity” (Bauer, 2010). The author concluded that, “it makes a difference if thinking 

and feeling in terms of "need" or thinking and feeling in terms of "conflict", and…this difference 

must be expressed in the music therapist's verbal and nonverbal attitude” (Bauer, 2010). This 

need-oriented perspective provides a wonderful contrast to the previous article’s psychoanalytic 

viewpoint. With more research on a larger scale, this perspective should become a viable 

framework for music therapy. 
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