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EXECUTIVE SUMMARY 
Music Care Partners (MCP) is a comprehensive, innovative program used to integrate music care into 
long-term care homes in order to improve the care experience. LTC homes provide health and social 
care to vulnerable members of Canadian communities. They are often under-staffed and under-funded. 
Residents experience isolation and loneliness, which can lead to other health and wellness challenges 
such as depression and cognitive decline. MCP was designed by the Room 217 Foundation to use music 
to decrease isolation and loneliness experienced by long-term care (LTC) residents. There are many 
musical applications in healthcare, but to our knowledge, there is no program or service that provides 
education, coaching, and consultation to a care community so that they may integrate customized and 
ǇǳǊǇƻǎŜŦǳƭ ƳǳǎƛŎ ǇǊŀŎǘƛŎŜǎ ƛƴǘƻ ǘƘŜƛǊ [¢/ ƘƻƳŜΩǎ ǎǇŜŎƛŦƛŎ ŎƻƴǘŜȄǘΦ  
 
¢ƘŜ ǇǳǊǇƻǎŜ ƻŦ ǘƘƛǎ ǊŜǇƻǊǘ ƛǎ ǘƻ ǎƘŀǊŜ ŦƛƴŘƛƴƎǎ ŦǊƻƳ ǘƘŜ a/t άƎǊƻǿέ ǇǊƻƧŜŎǘΣ ǿƘƛŎƘ ǘƻƻƪ ǇƭŀŎŜ ŦǊƻƳ !ǇǊƛƭ 
2018 to May 2020 and involved scaling the MCP program into 24 LTC homes in three regions of Ontario. 
¢ƘŜ a/t άƎǊƻǿέ ǇǊƻƧŜŎǘ ǿŀǎ ŦǳƴŘŜŘ ōȅ ǘƘŜ hƴǘŀǊƛƻ ¢ǊƛƭƭƛǳƳ CƻǳƴŘŀǘƛƻƴ όh¢CύΦ wƻƻƳ нмт ƛǎ ƎǊŀǘŜŦǳƭ ŦƻǊ 
h¢CΩǎ ŎƻƴǘƛƴǳŜŘ ǎǳǇǇƻǊǘ ƻŦ ǘƘŜ a/t ǇǊƻƎǊŀƳΤ ǘƘŜ ŘŜǾŜƭƻǇƳŜƴǘ ƻŦ a/t ǿŀǎ ŀƭǎƻ ŦǳƴŘŜŘ ōȅ h¢C ƛƴ ǘƘŜ 
context of a seed grant in 2017.  
 
The MCP program spans 6-8 months in length, and equips internal community members (i.e. staff, 
families, volunteers, students, residents) to implement music initiatives and interventions to address 
common challenges faced by their LTC home. The MCP program involves the creation of a music care 
site team, a two-day standardized 14-hour training on the use of music in care, the development and 
ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ƻŦ ŀ άƳǳǎƛŎ ŎŀǊŜ ƛƴƛǘƛŀǘƛǾŜέ όƛΦŜΦ ŀ ƳǳǎƛŎ ǇǊƻƎǊŀƳ ƻǊ ǇǊƻƧŜŎǘ ǎǇŜŎƛŦƛŎŀƭƭȅ designed to 
combat isolation and/or loneliness within each LTC home), and the evaluation of the process. LTC is 
lacking in evidence-base for social care practices; therefore, Room 217 took the opportunity to track 
resident outcomes during the program implementation at each home. Results from this project will 
inform LTC stakeholders of the benefits of implementing a comprehensive music program within LTC 
communities.  
 
The MCP program evaluation showed meaningful changes across participating residents, as evidenced 
by individual and average changes in social isolation, loneliness, depression, engagement, cognitive, and 
responsive behaviour scores. Every participating LTC home provided qualitative stories and anecdotes 
showcasing the benefits of the program. Of particular importance, site team members have been able to 
use music care strategies they developed during the MCP program to combat the overwhelming spike in 
isolation and loneliness caused by the COVID-мф ǇŀƴŘŜƳƛŎΦ ¢ƘŜ άǊƛǇǇƭŜ ŜŦŦŜŎǘέ ƻŎŎǳǊǎ ǿƘŜƴ ǘƘŜ benefits 
of the program extend beyond the official program participants. This effect was seen in 21 (88%) of 
participating LTC homes. Taken together, the evidence shows that music care makes a difference in the 
lived experience of isolation and loneliness for residents in LTC.  
 
5ǳǊƛƴƎ ǘƘŜ a/t άƎǊƻǿέ ǇǊƻƧŜŎǘΣ wƻƻƳ нмт ƭŜŀǊƴŜŘ ǘƘŜ ƛƳǇƻǊǘŀƴŎŜ ƻŦ ƛƳǇƭŜƳŜƴǘƛƴƎ ƳǳǎƛŎ ŎŀǊŜ ǇǊŀŎǘƛŎŜǎ 
more than once per week in order to see meaningful change in resident outcomes. This learning was 
shared with all 24 LTC communities so that they can integrate it into their music care practices for 
ƻǇǘƛƳŀƭ ƛƳǇŀŎǘΦ !ŘŘƛǘƛƻƴŀƭƭȅΣ wƻƻƳ нмтΩǎ н-day 14-hour music care training program was a highlight for 
many staff, justifying the importance of training staff to ensure that music care is sustainable. Room 217 
recommends streamlining the evaluation process in future iterations of the MCP program (since strong 
outcomes data has been collected in the project reported herein), and working with multiple homes in 
the same geographic location and owned and operated by the same group when possible, to streamline 
the process not only for Room 217, but also for the care communities receiving the program.   
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INTRODUCTION 
Program Overview 
The Music Care Partners (MCP) program is a Room 217 innovation that introduces an evidence-
informed, cyclical process for integrating music into care communities. MCP uses a consultancy-coaching 
model whereby music care experts at the Room 217 Foundation equip long-term care (LTC) 
communities with the knowledge and skills needed to implement music with purpose and intention in 
their daily routines and interactions with residents. During the 6-8-month project, the Room 217 
Foundation provides each home with a two-day training on the use of music in care, and subsequently 
assists the LTC community in implementing a site-ǎǇŜŎƛŦƛŎ ŎƻƳǇǊŜƘŜƴǎƛǾŜ άƳǳǎƛŎ ŎŀǊŜ ƛƴƛǘƛŀǘƛǾŜέΦ 5ǳǊƛƴƎ 
the grow phase of the program (reported herein), the Room 217 research team tracked resident 
outcomes throughout the process in order to determine the effectiveness of integrating music care into 
the LTC home environment.   
 

Long-Term Care Context 
Historically, long-term care (LTC) Ƙŀǎ ƻǇŜǊŀǘŜŘ ƛƴ ŀƴ ƛƴǎǘƛǘǳǘƛƻƴŀƭ ŎƻǊǇƻǊŀǘŜ ŎǳƭǘǳǊŜ άǿƻǊƪǇƭŀŎŜέ ǿƛǘƘ ŀ 
focus on physical care. The staff rotate and have scheduled routines, and decisions are made for 
residents, with structured activities, and hierarchal departments. Through the influence of pioneers like 
Rosemary Fagan, Barry Barkan, and Bill Thomas, LTC culture is transitioning into a social community or 
άƘƻƳŜέ ǿƛǘƘ ŀ ŦƻŎǳǎ ƻƴ ƭƛǾƛƴƎΣ ǿƘŜǊŜ ǘƘŜ ǎǘŀŦŦ ŀǎǎƛǎǘǎ ǘƘŜ ǎŀƳŜ ǊŜǎƛŘŜƴǘǎ ǿƛǘƘ ŦƭŜȄƛōƭŜ ǊƻǳǘƛƴŜǎΣ ŀƴŘ 
decisions are made with residents within mutual relationships; collaborative staff teams execute 
planned, flexible and spontaneous activities alongside residents. One of the most salient issues facing 
the changing culture in LTC is social inclusion of residents. Isolation, loneliness and depression are 
prevalent amongst LTC residents.  
 

Isolation and Loneliness 
An emerging issue in our aging society is the prevalence of loneliness and boredom in the lives of older 
adults. Loneliness and social isolation are often associated with older age and have been identified as 
risk factors for a number of health (both physical and mental) and related problems (1).  
 
OTF defines social isolation as people who have only a limited sense of belonging to the place where 
they are. Because of that, they keep to themselves and do not participate fully in what is going on 
around them. Often, they are very lonely as well, which can put them at higher risk of depression, 
addictions and even physical illnesses. Even the perception that one does not belong can lead to actual 
isolation. Understanding what causes this is critical to preventing it (2). 
 
While social isolation and loneliness are often used interchangeably, social isolation is an objective 
measure of the number of social contacts and interactions one has. Loneliness, on the other hand, is a 
subjective experience or feeling and is perceived negatively. (Solitude is the perceived positive feeling of 
that subjective experience.) 
 
Transitioning into LTC may often be accompanied by both isolation and loneliness. In Life Worth Living, 
Bill Thomas proposes that in long-term care facilities for elderly individuals, loneliness, helplessness, and 
boredom are out of control and are steadily decaying the residents' spirits, adversely affecting quality of 
life (3).  
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The worst part of living in a LTC home for the resident appears to be loneliness and lack of social contact 
with family, friends and nurses (4). In her study, Slettebo interviewed 14 competent residents (no 
dementia) who had lived at least 3 months in a nursing home in Norway. The purpose of the study was 
to describe their experience of living in a nursing home. The main finding was that they felt safe, but 
lonely. Emergent themes from this study included feeling safe, feeling lonely with subthemes of 
loneliness, sadness, boredom, feelings of being respected or not, and feelings of distrust.  
 

Music and Care  
Music is increasingly being used and accepted in healthcare to intentionally improve wellness. For 
example, music therapy is an accepted psychosocial intervention increasing many aspects of quality of 
life (5-9). Music as social prescription is being introduced in a variety of care contexts in several 
countries including Canada (10-12). Research is demonstrating the benefits of music as a therapeutic 
tool, enhancing wellbeing, helping to manage physical and psychological symptoms in individuals with a 
variety of conditions. For example, music can be used to reduce anxiety and pain (8, 13-21), diastolic 
blood pressure (15), improve attention and memory, and reduce responsive behaviours (22-23), which 
are defined as actions, words or gestures expressed by persons with dementia in response to 
environmental factors, memories or other important stimuli. 

 
Despite the variety of positive health and wellness impacts of music, there is a lack of standardization as 
to how music may be integrated into personal care goals and the physical care setting to produce the 
best quality of care. Without a care model that will inform musical interventions and solutions for the 
use of music in health care, the benefits of using music to enhance well-being, quality of life and care 
may be underdeveloped.  
 
There is a need for a comprehensive music care model that addresses the reality of doing music in the 
context of person-centered care across the care spectrum and within various health care settings and 
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that accounts for the dynamic ways in which music can be expressed, made, interpreted and delivered 
as care.  
 
Room 217 has defined and developed a music care approach which allows the healing principles of 
sound and musical effect to inform our caring practices. Music care is the intentional use of music by 
anyone for the purpose of health and well-being. Music care allows for a variety of dimensions of 
delivery, can be implemented by all care partners and becomes an agent of culture change. Music care is 
intended to be person-centered and improve quality of life and care through empowering agency and 
decreasing loneliness. 
 
ά5ƻƛƴƎέ ƳǳǎƛŎ ƛƴ ǘƘŜ ŎƻƴǘŜȄǘ ƻŦ ŎŀǊŜ ŀŎƪƴƻǿƭŜŘƎŜǎ ǘƘŀǘ ǘƘŜ ŜŦŦŜŎǘǎ ƻŦ ǎƻǳƴŘ ŀƴŘ ƳǳǎƛŎ ƘŀǾŜ 
consequences for health and well-being. Doing music becomes a decision to implement an activity or 
intervention that, for example, will have physiological, emotional, or social implications. Music care 
practices include humming, patting rhythmically, or turning on music. Each will have implications for the 
experience of the care receiver.  
 
Room 217 builds research design into many programs, including the MCP grow project, in order to 
collect more evidence and data on how music changes communities of care. By delivering music care 
programs and associated program outcomes, Room 217 hopes to show that music care is an agent of 
culture change.  
 

The COVID-19 Pandemic 
The COVID-19 pandemic has brought LTC to the forefront of the news, and has raised awareness of the 
diverse, deep-rooted challenges faced by the LTC sector in Canada, and around the world. The reality is 
that the LTC system in Canada has been broken for decades. Staff, residents and stakeholders in LTC are 
well aware of the way that LTC residents are marginalized within our society, and within our healthcare 
system. LTC homes are government funded, and given a set amount of funding per bed. Currently, in 
hƴǘŀǊƛƻΣ ŜŀŎƘ [¢/ ƘƻƳŜ ǊŜŎŜƛǾŜǎ Ϸмм ǇŜǊ Řŀȅ ǇŜǊ ǊŜǎƛŘŜƴǘ ŦƻǊ άǎƻŎƛŀƭ ŎŀǊŜέ- this budget funds all quality 
of life improving activities (24). Physical care is provided by nursing and personal support workers 
όt{²ǎύΤ ǘƘŜ ƭŀǘǘŜǊ ŀǊŜ ǎŜǾŜǊŜƭȅ ǳƴŘŜǊǇŀƛŘ ŀƴŘ ǊŜǎǇƻƴǎƛōƭŜ ŦƻǊ ǘƘŜ άƘŜŀǾȅ ƭƛŦǘƛƴƎέ ǿƘŜƴ ƛǘ ŎƻƳŜǎ ǘƻ 
physical care. PSWs assist residents to bathe, dress, toilet, and accomplish other personal care tasks 
every day. Because PSWs are not unionized and are paid minimum wage or slightly over, staff turnover 
is a consistent problem in many LTC homes. Additionally, many PSWs work at multiple LTC or retirement 
residences in order to make ends meet financially.  
 
Outbreaks are regular occurrences in LTC homes. An outbreak occurs when a number of residents 
(usually two or more) are experiencing a set of symptoms secondary to a bacterial or viral infection that 
could spread to other residents. Since outbreaks are such common occurrences in LTC during flu season, 
the MCP program was designed to persist through outbreaks whenever possible. During outbreaks, 
residents may be confined to their room to prevent the spread of the infection. PPE is worn by staff 
interacting with residents who have the infection as well as those who are at risk of developing it.  
 
On the one hand, LTC communities were arguably better equipped for the COVID-19 pandemic because 
of their familiarity with outbreak protocols. On the other hand, due to the aforementioned challenges of 
budget and staffing constraints, it is understandable why LTC homes all over Canada and the world are 
struggling to contain COVID outbreaks.  
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Conceptual Framework 
The Integrated Model of Music Care (IMMC) is the conceptual framework within which the MCP 
program works. The framework was developed during the MCP pilot program funded by the Ontario 
Trillium Foundation in 2017 and was utilized in 24 care communities during the MCP scaling project, also 
funded by the Ontario Trillium Foundation. The IMMC is built around the fact that music is one of the 
most diverse tools that can be applied in the LTC context. Music impacts all human domains ς biological, 
emotional, social, cognitive, and spiritual. Music can, therefore, be applied in care practices that address 
any of these dimensions. Each participating LTC home developed their own individualized IMMC which 
is a customized process for integrating music into the lives of LTC residents, with the end goal of 
improving quality of life.  
 
The integrated model of music care (IMMC) is a research-informed tool used to systematically 
determine best musical solutions for care-related problems or personal challenges. The music care 
integration model (Figure 1) is based on a four-part construct, beginning with education.  
 
The foundation of the IMMC is the informed use of 
music, understanding that music can have both 
ōŜƴŜŦƛŎƛŀƭ ŀƴŘ ŀŘǾŜǊǎŜ ŜŦŦŜŎǘǎ ƻƴ ŀ ǇŜǊǎƻƴΩǎ ǿŜƭƭōŜƛƴƎΦ 
Training a site team comprised of representative care 
partners who are motivated to lead in the music care 
approach within their care context gives them 
confidence and skills to use music in some capacity, 
regardless of their musical training.  
 
Building on that knowledge, care partners determine a 
purposeful intention to use music to make a change, 
such as reducing time resident spends alone by using a 
music care initiative or intervention in a specific music 
care domain. A plan is developed using a music care 
initiative or intervention. A music care initiative is a 
creative solution implemented by care partners such as 
a bell choir, using personalized playlists, or hiring a 
music care specialist. A music care intervention is a 
clinical, evidence-based practice using sound or music 
delivered by a specialist such as a music therapist, harp 
therapist, or a speech pathologist. 
 
Initiatives and interventions are implemented through a measurable program, care task, or therapeutic 
relationship supervised by the site team. Changes are tracked by both process and progress evaluation 
tools. 
 
Music care integration happens when music is assimilated into the care environment as a means of 
change. Integration occurs when all care providers see music as a viable option to address human 
challenges and are able to follow a process of intentionally introducing music into the care setting. 
9ƴǎǳǊƛƴƎ ǘƘŀǘ ƳǳǎƛŎ ōŜŎƻƳŜǎ ŀ ǇŀǊǘ ƻŦ ǇŜƻǇƭŜΩǎ ƭƛǾŜǎ ƛƴ ƘŜŀƭǘƘŎŀǊŜ ŎƻƴǘŜȄǘǎ Ŏŀƴ ōŜ ŀ ƭƻŦǘȅ Ǝƻŀƭ ōǳǘ Ŏŀƴ 
happen with a thoughtful process. 
 

Figure 1: The Integrated Model of Music Care 
(IMMC) 
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The IMMC is not a one size fits all approach or plan; it is a set of tools that can be used in a customized 
way to impact well-being of residents and all care partners in unique care settings. As the model is 
developed in LTC, Room 217 speculates that it may be transferrable into other care settings, such as 
complex rehabilitation, hospitals, and developmental disability contexts.  
 

Music Care Partners Program Description  
Recognizing the need for social innovations in the LTC context to improve the quality of life and quality 
of care, MCP was developed to integrate music as an approach to LTC practice. The idea is to equip LTC 
homes with the knowledge and skills required to implement music initiatives and interventions to 
improve resident outcomes. 
 
The MCP program is focused on the challenges of isolation and loneliness, and was specifically designed 
ŦƻǊ ǘƘŜ [¢/ ŎƻƴǘŜȄǘ ǘƻ ōŜ Ŝŀǎƛƭȅ ŀŘƻǇǘŀōƭŜ ƛƴ ƻǊŘŜǊ ǘƻ ƘŀǾŜ ƛƳƳŜŘƛŀǘŜ ŀƴŘ ƭŀǎǘƛƴƎ ƛƳǇŀŎǘ ƻƴ ǊŜǎƛŘŜƴǘǎΩ 
quality of life. Through the implementation of the IMMC, music care within the MCP program provides a 
sustainable, operational process for using music in care.   
 
MCP uses a modified Participatory 
Action Research (PAR) design, in 
which music care experts facilitate 
a community-based team to solve a 
systemic problem. PAR was chosen 
because the LTC environment 
functions as a community where 
residents live together, self-govern, 
and are intricately connected to 
their community-at-large. MCP 
provides LTC homes with 
standardized training on the use of 
music in the LTC setting and 
coaching through the process of 
designing a home-wide music 
initiative with the goal of 
decreasing isolation and loneliness. 
PAR is a validated methodology 
used extensively in programs in 
which the goal is to equip the system itself with the skills, knowledge and expertise to create and 
maintain a positive change. In this case, the system will be able to continuously execute and evaluate a 
comprehensive music program designed to decrease isolation and loneliness experienced by LTC 
residents. Music was chosen as the focal point of MCP because of its broad applicability to improving 
quality of life across the biological, psychological, social, cognitive, and spiritual domains of health.  
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MCP GROW ACTIVITIES 
Background: MCP Program Evolution 
The MCP concept was piloted in 2017 in the context of an OTF seed grant. The program manual was 
developed, and the IMMC was tested. The MCP was scaled during the 2018-2020 OTF PI grow grant. In 
the future, Room 217 will test the MCP in other provinces to ensure that the program processes 
translate effectively (Figure 2).  
 

 
Figure 2: the development of the MCP program.  

 

MCP Grow Timeline 
The MCP grow project occurred between April 2018 and May 2020. Key milestones are reported below: 
 

2018 
April  MCP project begins 

 MCP protocols and documents adapted for scaling 
June   Facilitator training manual created 
July   Cycle 1 MCP recruitment 

 Facilitators hired and trained 
August  Cycle 1 MCP begins 

 Video documentary recording begins 
October  First OTF report completed  
November  First home specific results compiled  

 Focus group for continued support model completed with MCP pilot 
homes 

December  Cycle 2 MCP recruitment begins 
 

2019 
January  Cycle 2 MCP begins 
February  Continued Support Model developed  
March  Video documentary completed 
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April  Year 1 OTF interim report completed 
May  First set of cycle 2 home-specific results compiled and delivered  
July   Cycle 3 recruitment 
August  Music Care Masterclass completed  

 Cycle 3 begins 
October  Third OTF report completed  

 Final set of cycle 2 home-specific results compiled and delivered 
 

2020 
January  Cost analysis began 
February  First set of cycle 3 home-specific results compiled and delivered 
April  Final set of cycle 3 home-specific results compiled and delivered 
May  MCP Final Report delivered to OTF and stakeholders 

 3 peer-reviewed publications prepared and submitted for publication  
 
It is important to note that the three-cycle delivery system became less clearly delineated in the second 
half of the project. Some of the cycle 2 homes were delayed in their process due to outbreaks occurring 
during flu season (i.e. January ς March 2019). Therefore, cycle 2 lasted longer than 8 months. Cycle 3 
began as planned in July 2019. It was critical for Room 217 to maintain the ability to be flexible while 
working with LTC communities in the context of program delivery. Figure 3 showcases the homes that 
participated in each cycle of MCP. 
 

 
Figure 3: a/t ǿŀǎ ŘŜƭƛǾŜǊŜŘ ƛƴ ǘƘǊŜŜ άŎȅŎƭŜǎέΦ 9ŀŎƘ ŎȅŎƭŜ ƻŎŎǳǊǊŜŘ ƻǾŜǊ у ƳƻƴǘƘǎΦ bƻǘŜ ǘƘŀǘ ǘƘŜǊŜ ǿŀǎ ǎƻƳŜ 
overlap in cycle delivery. The cycles framework helped Room 217 optimize delivery of MCP across the 24 homes 
and 3 catchment areas.  
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MCP Grow Outputs 
¶ Partners Manual ς ǘƘŜ άƘƻǿ-to-run-Partners-in-a-ōƻȄέ ǎŜǘ ƻŦ ŦƛƭŜǎ 

¶ Facilitator Handbook & Manual for training MCP facilitators 

¶ 24 home-specific Handbooks & Manuals 

¶ 21 home-specific posters 

¶ 5 third-party conference presentations by Room 217 

¶ 3 peer-reviewed publications 
 

Collaborators 

Long-Term Care Homes ς Community Partners 
Room 217 collaborated with a total of 24 LTC homes in the context of this program/study. In Ontario, 
LTC homes are owned and operated by municipalities, private for-profit groups, and private not-for-
profit groups. The 24 homes included in the program included all three types of ownership. The MCP 
project lead approached LTC homes within the geographic regions as outlined in the grant (i.e. Toronto, 
Hamilton and Waterloo/Wellington/Dufferin) for participation.  
 

Ontario Trillium Foundation ς Funding Partner 
The Partners program and associated program evaluation was funded by the Ontario Trillium 
Foundation. Of note, Room 217 did not transmit or receive any funds to/from the participating LTC 
homes during program delivery.  

 

McMaster University ς Academic Partner  
The MCP project lead regularly supervises undergraduate thesis students in the Bachelor of Health 
Sciences (BHSc) program at McMaster University. Room 217 leveraged the pre-existing relationship with 
McMaster University and hired undergraduate BHSc students as research assistants to support the data 
collection and evaluation components which complimented the delivery of the MCP program during this 
program.  
 

Roles & Responsibilities 
a/t Ƙŀǎ Ƴŀƴȅ ǇŀǊǘǎΣ ŀƴŘ Ƴŀƴȅ ΨǇƭŀȅŜǊǎΩ ŀǊŜ ƛƴǾƻƭǾŜŘ ƛƴ ǘƘŜ ŜȄŜŎǳǘƛƻƴ ƻŦ ǘƘŜ program (Table 1). When 
ΨƎǊƻǿƛƴƎΩ ǘƘŜ a/t ǇǊƻƎǊŀƳ ǘƻ нп ŎƻƳƳǳƴƛǘƛŜǎ ƛǘ ǿŀǎ ŎǊƛǘƛŎŀƭ ǘƻ ŎƭŜŀǊƭȅ ŘŜfine roles and responsibilities 
to ensure smooth rollout. The MCP project lead oversaw all aspects of the program and associated 
evaluation. Five program facilitators were hired and trained on the MCP program. The facilitators were 
responsible for working with each participating LTC home, and oversaw the creation and rollout of a 
music care initiative designed specifically for each LTC home. The music care training instructors 
delivered the two day, 14-hour education program to the LTC home site team. At each participating LTC 
home, a site team leader was responsible for overseeing the program and evaluation within their 
specific community. This individual was appointed by upper management, and typically was the lead 
program staff member, a social worker, or a manager in the home. This individual worked closely with 
the program facilitator and the research assistant for the duration of the program. The research 
ŀǎǎƛǎǘŀƴǘǎΩ roles were to collect data, assist in data analysis and reporting.  
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It was important to manage the communication with each participating home to maintain clarity of the 
process, and integrity of the evaluation process. The Room 217 project coordinator ensured streamlined 
communication between all other parties throughout the study. The program coordinator documented 
meeting times, collected reports from program facilitators and the research assistants, and fielded any 
questions and/or concerns from participating sites.  
 
In order to set up the MCP program, the project lead had to have at least one in-person meeting with a 
manager or leader at each LTC home to review the program/protocol details and to ensure that the site 
understood the roles and responsibilities of each party. Once officially enrolled in the MCP program, the 
program facilitator acted as the primary point of contact between the LTC home and the Room 217 
team. 
 
The site team was formed by the site team leader and the upper management team. All types of care 
partners were invited to be part of the site team and to have a voice in the PAR process inherent to the 
MCP. The site team at each participating home gave input and help make decisions regarding the plan of 
action. The scope of involvement in the implementation of the action plan was determined by each site. 
Table 1 outlines scope of each role. 
 

Role Description 

MCP Project Lead Managed the MCP program and associated research; analyzed 
and reported results to homes and research community. 

Project Coordinator Ensured all research and program data was filed and documented 
appropriately, ensured scheduling and correspondence was 
smooth between all other key players.  

Program Facilitators Worked closely with each participating LTC home in terms of the 
MCP program. Coached sites through musical techniques; 
facilitated meetings and meaning making; consulted with site 
team leader throughout the program. 

Music Care Training Instructors Taught the two-day standardized Room 217 Music Care Training 
course to up to 24 LTC community members at each home.  

Research Assistants  Collected quantitative and qualitative data, assisted in data 
analysis and reporting.  

Site Team Leaders  Oversaw the MCP program and associated program evaluation 
within their individual LTC home. 

Site Team Participated in 5 site team meetings, rolled out music care 
initiative at their individual LTC home.  

Table 1: MCP key roles and responsibilities.  

 



 

 15 

MCP Program Description 

 
Figure 4: the 6-step adapted PAR methodology used within the MCP program.  
 
The MCP process is oriented around five site team meetings (STMs). Prior to the commencement of the 
meetings, the explorationΣ ƻǊ ǊŜŎƻƴƴŀƛǎǎŀƴŎŜ ǇƘŀǎŜ ǘƻƻƪ ǇƭŀŎŜΦ wƻƻƳ нмтΩǎ MCP program manager and 
the site team lead at each participating LTC home collaborated during this phase. The MCP program site 
team at the respective LTC home was formed, and scoping for the project was completed. Within the 
explore phase, the first site team meeting (STM1) provided an opportunity to explore the issue, the 
music care approach, and the research process. The site team identified key features specific to the 
isolation and loneliness experienced by the residents in their context. The team discussed the 
importance of addressing isolation and loneliness because it is a salient issue at their LTC home. Next, 
the music care approach was introduced, and site team members were oriented to the current music 
care environment at their LTC home. Current music care delivery processes were mapped using the 10 
Domains of Music Care delivery tool. Each site team member completed a survey about their personal 
attitudes and perceptions of music care in their context. Finally, the Room 217 MCP facilitator 
introduced the evaluation methodology, including the steps, responsibilities, and outcomes.  
 
Training was an essential component of the PAR process in this program. All site team members 
completed a two-day Music Care Training, facilitated by Room 217 instructors on the uses of music in 
care practices. This training provided the knowledge and skillset needed to implement a successful 
music care initiative. Music Care Training also represented the beginning of the planning phase. 
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During the planning phase, the site 
team prepared for the 
implementation of their music care 
initiative. Two key site team 
meetings occurred during this 
phase, where the program 
facilitator met with the entire site 
team to facilitate the planning 
process. Planning included logistics, 
participants, evaluation, and role 
clarification. Site team meeting 2 
(STM2) was the brainstorming and 
initial planning session for the music 
care initiative, which happened 
directly following the Music Care 
Training session. Prospective 
participants were also discussed at 
this meeting. At the end of STM2 
each site team came up with a 
music care initiative specific to the 
needs of their home.  

 
The act and evaluate phase at each home occurred over an 8-week period. Pre-implementation data 
collection was conducted by research assistants before the beginning of each music care initiative and 
post-data collection occurred directly after. Of note, since there was a formal evaluation component, 
the act and evaluate phases were superimposed. This deviates from the traditional PAR process, but is 
an integral component of the music care methodology. Care partners are always observing the effects of 
the music care they provide, in order to adjust so that the best care can be delivered. During the act and 
evaluate phase, participants were invited to participate in theƛǊ ƘƻƳŜΩǎ chosen music care initiative.  
 
Reflection of the results was facilitated by the research assistant at the fourth site team meeting 
(STM4). Results were presented in an objective manner, and the role of the site team was to make 
meaning of the results. The analysis process is reported in the methodology section of this report. 
 
The reflection phase continued through the fifth and final site team meeting (STM5), where key 
stakeholders and community members were invited to join the conversation. Site team meeting five 
also acted as a pivot point, because the site team and the greater community were primed to look 
forward to the next cycle of music care delivery. The communities chose to pivot to the next planning 
phase, where modifications and adaptations to their first music care initiative were be made, and 
subsequently implemented for another cycle. Alternatively, some homes chose to explore and scope 
out a new music care initiative. Regardless of their choice, the cycle of music care delivery continued to 
have positive effects at each of the participating LTC homes. Figure 5 showcases one of the grow phase 
a/t ƘƻƳŜΩǎ ǇǊƻƎǊŜǎǎƛƻƴ ǘƘǊƻǳƎƘ ǘƘŜ ǎƛȄ-step process.  
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Figure 5: This image shows the details of the 6 MCP steps as undertaken by the Sherbourne Place LTC home, in 
Toronto, ON, during the MCP grow project. 
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FINANCIALS & REPORTING 
Funding and Accountability 
The Partners Grow phase was funded by the Ontario Trillium Foundation. Room 217 received a Grow 
grant in the amount of $181,400 to complete the two-year project in 24 LTC homes in three catchment 
areas (Toronto, Hamilton and Waterloo/Wellington/Dufferin).  
 
Each of the participating LTC homes received: 

¶ The Room 217 Level 1 Music Care Training program for up to 24 members of their LTC 
community;  

¶ Coaching, consulting and facilitation services from a Room 217 MCP facilitator (i.e. an expert in 
the field); 

¶ A comprehensive written report documenting their process and results;  

¶ A 3 X 4-foot poster showcasing their process and results. 
The grant covered the cost of ǘƘŜ ŦƻƭƭƻǿƛƴƎ ǇŜǊǎƻƴƴŜƭΩǎ ǘƛƳŜ ǿƻǊƪƛƴƎ ƻƴ ǘƘŜ ǇǊƻƧŜŎǘΥ 

¶ 5 program facilitators 

¶ 3 research assistants (5 of the research assistants were unpaid) 

¶ 1 project lead 

¶ 1 project coordinator 

¶ Room 217 oversight and administration 
The grant covered the cost of the following supplies, materials, and indirect personnel: 

¶ Printing  

¶ Graphic design 

¶ 20-minute documentary 

¶ Cost-benefit analysis 

¶ Music care kit contents for 24 homes (includes Room 217 music collections, Recollections, 
Pathways Singing Program, Conversation Cards) 

Room 217 recognizes the generous support of the OTF and is grateful for the ongoing partnership 
through scaling our MCP program. 
 

Reporting 
Room 217 completed reports (including financials and activities) for OTF every six months across the 
course of the project (April 2018-April 2020.) Each participating LTC home received a comprehensive 
project report and a poster showcasing the project outputs. The scientific community will benefit from 
the three publications (in-press) reporting the quantitative, qualitative, and cost-benefit analyses 
completed during the project. This report and an abbreviated version will be posted to the Room 217 
website for the community-at-large as well as sent to each of the 24 LTC homes in the Grow project and 
the 3 Seed project LTC homes. 
 
Key stakeholders in the LTC context (including staff, residents, families, policy makers, etc.) will benefit 
from the various reports created by this project. In particular, the 20-minute video documentary 
showcases the process and outcomes of four LTC homes as they worked through the MCP program.

https://www.youtube.com/watch?v=3XNWDTzxQGA&feature=youtu.be
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EVALUATION 
Overview 
The MCP grow project scales the MCP program to 24 LTC communities while simultaneously collecting 
health outcomes data to understand the impact of music care delivery on isolation and loneliness.  
 
The OTF grow grant stream uses an evaluation methodology administered by Forum Research, which 
Room 217 participated in as part of the grant. OTF uses this data to track their own impact on serving 
socially and isolated Ontarians. Each official MCP participant completed the Isolated People (short form) 
before and after the implementation of the music care initiative. Since MCP occurs in the LTC setting, in 
most cases, due to feasibility and staff time, the surveys were completed by a caregiver who interacts 
daily with the resident. Results from the OTF evaluation are reported internally to OTF and are not 
included in this document. 
 
In addition to the OTF evaluation component, Room 217 undertook rigorous evaluation methods to 
better understand the process of delivering music care in the LTC setting, and its impact on the resident 
experience of isolation and loneliness. Room 217 leveraged its existing relationship with McMaster 
University Health Science program through use of student researchers. Results of this evaluation are 
included in this report. It is critically important for Room 217 to undertake this evaluation as the LTC 
setting is lacking in high-quality research evidence showing the efficacy of different quality of life 
improving interventions. The program was a great opportunity to collect outcomes data in parallel to 
program implementation. The MCP grow evaluation documented qualitative and quantitative evidence 
regarding the effectiveness and cost associated with the MCP program. It was implemented through the 
duration of the MCP grow program delivery.  
 
The purpose of this evaluation was to determine the effects of MCP on the isolation and loneliness 
experienced by long-term care residents in Ontario, Canada. Research questions include:  

1) Does a situational implementation of a model of music care (i.e. the MCP program) change LTC 
residents experience especially as it pertains to isolation and loneliness? 

2) What are the elements necessary for an integrated model of music care in long-term care 
homes especially in urban settings?  

3) How do LTC homes begin to integrate music on a day to day basis into the community culture? 
 

Recruitment 

Recruiting LTC Homes 
The MCP project lead contacted 87 LTC homes during the recruitment process. This means that it took 
3.6 recruitment calls/contacts for every LTC home successfully recruited.  
 

Recruiting Residents 
The same residents recruited for the MCP program were included in the evaluation. The site team was 
responsible for determining which residents would be recruited within each LTC community for the 
initiative; these residents were then followed to collect outcomes data throughout the duration of the 
MCP program.  
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Ethical approval was received by the Veritas IRB for the evaluation. It was the responsibility of the site 
team leader at each home to gain informed consent from all participating residents. This is in line with 
PAR methodology, as the site team leaders (or another appointed individual at the LTC home) has pre-
existing rapport with residents and their families/POA. Since this is a minimal risk research evaluation, 
this is the most person-centred approach to enrolling older adults living in LTC in this study. In addition, 
the ST leader is well versed in gaining consent from residents for other studies, programs, and services 
provided regularly at the LTC home. Both the research assistant and the project leader were available 
upon request to answer questions or discuss any aspects of the study by a prospective or current 
participant, or a POA if applicable. 
 

Methodology 
This investigation used Participatory Action Research (PAR) methodology with a Utilization-Focused 
Evaluation (U-FE) approach. Each participating site became stakeholders in creating their own plan of 
action to target reducing isolation and loneliness through the informed implementation of a music 
initiative (i.e. each site implemented the MCP program).  
 
¢ƘŜ ǇǳǊǇƻǎŜ ƻŦ ŀ t!w ƳŜǘƘƻŘ ƻŦ ǎƻŎƛŀƭ ƛƴǉǳƛǊȅ ǎŜŜƪǎ ǘƻ ƛƳǇǊƻǾŜ ǘƘŜ ǉǳŀƭƛǘȅ ƻŦ ǇŜƻǇƭŜΩǎ ƻǊƎŀƴƛȊŀǘƛƻƴǎΣ 
communities and family lives (25). Key aspects of PAR include: 

¶ Deliberate exploration of relationship between the individual and other people 

¶ Participatory (the community is actively engaged in the research process) 

¶ Practical and collaborative 

¶ Emancipatory (goal is positive change) 

¶ Reflexive (through spirals of reflection and action) 
 
Utilization-Focused Evaluation (U-FE) begins with the premise that evaluations should be judged by their 
utility and actual use. Therefore, evaluators facilitate the evaluation process and design any evaluation 
with careful consideration of how all parts of the process, from beginning to end, will affect use in the 
community of study. Use concerns how real people in the real world apply evaluation findings and 
experience and learn from the evaluation process (26). A U-FE approach was of paramount importance 
in this study in order to ensure that LTC homes would be able to continue to use music in a meaningful 
way to improve resident QOL at the end of the program, when the research was complete and experts 
(i.e. program facilitators) were no longer available to consult with homes.  
 
The research consisted of 6 main activities, which were sequential and cyclical, and aligned with the 6 
steps of the MCP program delivery: 

1. Reconnaissance: This included project leader meeting with staff and site teams to access what 
was happening around the use of music in the LTC home prior to the beginning of the project. 
Specific needs and priorities at each site as they relate to resident experience and 
isolation/loneliness were identified. Fundamental areas for inquiry and specific evaluation tools 
were identified. 

2. Developing an action plan: First, the site team and additional care partners from each LTC home 
received Music Care Training (a two-day accessible training for care providers to learn how to 
integrate music into their practice; (described in appendix A). Music Care Training (MCT) is a 
critical educational component of the action plan development, so that the site team can make 
informed decisions about what type of music care initiative would benefit their home, and why. 
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The site team, gathered ideas for integrating music into their community. The focus of the plan 
was on optimizing music to decrease isolation and loneliness experienced by residents.  

3. Implementation: The LTC home put their plan into action; the research assistants gathered 
data; the program facilitator coached the LTC home through implementation and recorded the 
implementation process.  

4. Reflection: Site teams reflected on why or why not the music care initiative was successful at 
decreasing isolation and loneliness. As a summative activity, collaborative analysis, 
interpretation, judgments and recommendations were made collectively. Site teams determined 
what the steps for action in their LTC home would be (i.e. a new plan of action, targeting 
another result, or adapting the current initiative).  

5. Sharing: Reports were prepared for each participating LTC home. A manual for each LTC site for 
music care integration was developed. 

6. Follow up: Follow-up meeting with project leaders determined the ongoing effectiveness and 
integration of music care at each participating LTC home. 

 
The six key activities 
occurred across five key 
site team meetings. 
High level meeting 
content breakdowns 
have been provided in 
Appendix B. The Music 
Care Initiative (i.e. the 
άtƭŀƴƴŜŘ {ǘǳŘȅ 
LƴǘŜǊǾŜƴǘƛƻƴέΣ ŀǎ 
detailed below), which 
lasts between 8 and 10 
weeks, occurred 
between Site Team 
Meetings 3 and 4. 

 
In summary, PAR is a practical research methodology that fits seamlessly within the delivery framework 
of the MCP program. As such, it was logical to combine the MCP grow program dissemination with a 
high-quality research evaluation, which ultimately will benefit numerous different LTC stakeholders.  
 

Data Collection 
Primary quantitative outcome measures include self-perceived isolation and loneliness as experienced 
by participating long-term care residents. The de Jong Gierveld Loneliness Scale (Appendix C) was used 
to measure the construct of loneliness, and the Friendship Scale (Appendix D) was used to measure the 
construct of social isolation. Both scales are validated and have good reliability. At each participating 
site, one of the aforementioned tests was used. Together, the research team (consisting of the project 
lead and the research assistants) and the site team determined which construct was most appropriate 
to measure, either isolation or loneliness, during the planning process. In addition, at all homes, we 
collected four scales from the Resident Assessment Instrument (RAI-MDS). The RAI is a standard 



 

 22 

ƳŜŀǎǳǊŜƳŜƴǘ ǘƻƻƭ ǳǎŜŘ ƛƴ ŀƭƭ [¢/ ƘƻƳŜǎ ƛƴ /ŀƴŀŘŀ ŀƴŘ ǘƘŜ ¦{! ǘƻ ŀǎǎŜǎǎ ǊŜǎƛŘŜƴǘǎΩ ƻǾŜǊŀƭƭ ƘŜŀƭǘƘ ŀƴŘ 
wellbeing. RAI data is collected by care staff quarterly for each resident. In collaboration with the RAI 
Coordinator at each home, we extracted the most recent data collected for each resident prior to the 
start of the initiative, any RAI data collected during the intervention period, and the most recent data 
collected for each resident after the culmination of the initiative. RAI data was important to analyze 
ōŜŎŀǳǎŜ ƛǘ ƎƛǾŜǎ ŀƴ ƻōƧŜŎǘƛǾŜ ǾƛŜǿ ƻŦ ŀ ǊŜǎƛŘŜƴǘΩǎ ƻǾŜǊŀƭƭ ǇǊƻƎǊŜǎǎΦ w!L Řŀǘŀ ƛǎ ŎƻƭƭŜŎǘŜŘ ōȅ ǘƘŜ ƛƴ-house 
care staff, who most likely were unaware of the music initiative that was occurring. 
 
Researcher assistants also collected qualitative outcome measures through interviews with select 
residents and staff members to understand the impact of the music care initiative. The interview 
protocol is attached in Appendix E.  
 

Data Collection in Practice 
Both quantitative and qualitative outcome measures were collected by a group of eight student 
research assistants. The student research assistants were assigned one or more homes in the study and 
were required to collect both pre- and post-initiative data for consistency. Students used paper copies of 
the chosen validated tool at each home and spoke directly with consenting residents. When necessary a 
translator was used. Pre- and post-initiative validated tool data was collected internally at one home 
when student research assistants were unable to enter the home due to an outbreak. The staff at this 
home were trained by one of the student research assistants to successfully implement the validated 
tool. RAI data was collected over the phone with the RAI Coordinators. Interviews were conducted 
towards the end of the initiative or directly after. Interviews were recorded and subsequently 
transcribed with the permission of the interviewees.  
 

Data Analysis 

Demographics 
Means and standard deviations were used to show central tendency and spread, respectively, of each 
demographic variable. We were interested in the role that gender, age, cognition, type of music care 
initiative, geography, and ethnic diversity (measured by language) played on the success of the MCP 
program.  
 

Quantitative Data 
Quantitative data, including validated tool outcomes and RAI data, was used to understand the impact 
of the MCP program on resident outcomes of isolation and loneliness. The statistical package R was used 
to calculate correlations and paired T-tests for applicable variables pre- and post- MCP program 
implementation. A cost-benefit analysis was completed to understand the return on investment. 
 

Qualitative Data 
Qualitative data analysis was conducted using the software N-Vivo. Analysis followed a top-down 
approach using a modified grounded theory qualitative method. Themes were first drafted based on 
nine representative interviews from various stakeholders (i.e. staff and residents) about the MCP 
program. Coding followed an open approach, and data was directly analyzed for emerging themes. The 
remaining interviews were coded by at least two members of the qualitative data analysis team. Final 
themes and associated theme definitions were defined unanimously by the qualitative analysis team.  
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RESULTS 
Summary 
The MCP program was delivered in 24 LTC communities in three OTF catchment areas in Ontario. The 
MCP grow phase was rich in data collection, because a comprehensive, rigorous program evaluation was 
conducted in parallel to the project rollout. The de Jong Gierveld Loneliness scale and the Friendship 
scale are validated tools respected by researchers around the world and used to understand the 
constructs of loneliness and isolation, respectfully. Each participating LTC home administered one of the 
aforementiƻƴŜŘ ǎŎŀƭŜǎ ǘƻ ŜŀŎƘ άƻŦŦƛŎƛŀƭƭȅέ ǇŀǊǘƛŎƛǇŀǘƛƴƎ ǊŜǎƛŘŜƴǘ ǘƻ ǳƴŘŜǊǎǘŀƴŘ ǘƘŜƛǊ ǎŜƭŦ-perceived 
experience of isolation or loneliness, before and after the implementation of the MCP program. The RAI 
is a comprehensive quantitative assessment tool used in all LTC communities in Canada and the USA to 
track resident health and social outcomes. We collected four subscales from the RAI to gain an objective 
ǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ ǘƘŜ ƛƳǇŀŎǘ ƻŦ ǘƘŜ a/t ǇǊƻƎǊŀƳΣ ŀǎ ƳŜŀǎǳǊŜŘ ǳǎƛƴƎ ǘƘŜ άƛƴ-ƘƻǳǎŜέ ǎǘŀƴŘŀǊŘ [¢/ 
evaluation methodology. Information about monetary investment was compiled to understand the cost-
benefit of implementing and sustaining the MCP program. 
 
Checklists were implemented at each home that wanted to utilize this evaluation methodology. 
/ƘŜŎƪƭƛǎǘǎ ǿŜǊŜ ŘŜǎƛƎƴŜŘ ǘƻ ǊŜǇƻǊǘ άŎƻǳƴǘ Řŀǘŀέ όŦƻǊ ŜȄŀƳǇƭŜΣ ǘƘŜ ƴǳƳōŜǊ ƻŦ ǘƛƳŜǎ ǊŜǎƛŘŜƴǘǎ ǎƳƛƭŜŘ 
during the initiative), which indicates to the site team the number of indicators of success were 
occurring across the course of the initiative.  
 
Qualitative data was collected during interviews with residents, staff, family members, and LTC 
volunteers. Meaningful moments were captured through images, a video documentary, voice 
recordings, and lived experiences of LTC residents and care partners working in LTC communities.  
 

Demographics 
All 24 long term care homes participating in the Partners music program were involved in the creation of 
a custom music care initiative for their home. Four of these initiatives (16.67%) were individual-based, 8 
initiatives (33.33%) were group-based, and 12 initiatives (50%) involved both individual and group 
elements. !ƴ άƛƴŘƛǾƛŘǳŀƭ-ōŀǎŜŘέ ƛƴƛǘƛŀǘƛǾŜ ƛǎ ŀ ƳǳǎƛŎ ŎŀǊŜ ƛƴƛǘƛŀǘƛǾŜ ǿƘŜǊŜ ǘƘe majority of music care is 
provided in a 1:1 context, where the care provider and care receiver use music in the context of their 
ŎŀǊƛƴƎ ǊŜƭŀǘƛƻƴǎƘƛǇΦ ! άƎǊƻǳǇ-ōŀǎŜŘέ ƛƴƛǘƛŀǘƛǾŜ ƻŎŎǳǊǎ ǿƘŜƴ ǘƘŜ ƳŀƧƻǊƛǘȅ ƻŦ ǘƘŜ ƳǳǎƛŎ ŎŀǊŜ ƛǎ ŘŜƭƛǾŜǊŜŘ ƛƴ 
the context of a group.  
 
While the COVID-19 pandemic did not impact the delivery of the MCP program or the subsequent 
continuation of music care as a regular practice within the LTC home, it did impact post-data collection 
at three participating LTC homes. This is because site team members were re-deployed or their roles 
were re-defined to support urgent pandemic-related tasks and activities. This meant that none of the 
internal staff were able to support post-data activities, and students were not allowed to enter the LTC 
communities due to government-implemented rules about visitors in LTC. Therefore, the quantitative 
ǊŜǎǳƭǘǎ ŎƻƳǇƛƭŜ нм [¢/ ŎƻƳƳǳƴƛǘƛŜǎΩ Ǉƻǎǘ-data.  
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A total of 265 ǊŜǎƛŘŜƴǘǎ ǿŜǊŜ άƻŦŦƛŎƛŀƭƭȅέ ŜƴǊƻƭƭŜŘ ŀǎ ǇŀǊǘƛŎƛǇŀƴǘǎ ƛƴ ǘƘŜ MCP evaluation from the 21 
data-reporting LTC ƘƻƳŜǎΦ ¢Ƙƛǎ ƴǳƳōŜǊ ƻŦ άƻŦŦƛŎƛŀƭ ǊŜǎŜŀǊŎƘ ǇŀǊǘƛŎƛǇŀƴǘǎέ Ǿŀǎǘƭȅ ǳƴŘŜǊŜǎǘƛƳŀǘŜǎ ǘƘŜ 
total number of residents who benefited from the MCP grow program. Numerous homes implemented 
multiple initiatives at once (and only tracked one set of residents through the evaluation component of 
the projectύΣ ŀƴŘ ƻǘƘŜǊǎ ƘŀŘ ŀ ǎƛƎƴƛŦƛŎŀƴǘ ƴǳƳōŜǊ ƻŦ ǊŜǎƛŘŜƴǘǎ άǳƴƻŦŦƛŎƛŀƭƭȅέ ǇŀǊǘƛŎƛǇŀǘƛƴƎ ƛƴ ǘƘŜ ƳǳǎƛŎ 
care initiative who were not being tracked alongside the enrolled participants through the study. 

 
¢ƘŜ άǊƛǇǇƭŜ ŜŦŦŜŎǘέ ǇƘŜƴƻƳŜƴƻƴ ŀŎŎƻǳƴǘǎ ŦƻǊ ƛƳǇŀŎǘ ƻŦ ǘƘŜ a/t ǇǊƻƎǊŀƳ ǘƘŀǘ ǿŀǎ ƴƻǘ ŎŀǇǘǳǊŜŘ ōȅ ǘƘŜ 
evaluation ŎƻƳǇƻƴŜƴǘΦ ¢ƘŜ άǊƛǇǇƭŜ ŜŦŦŜŎǘέ ƻŎŎǳǊǎ ǿƘŜƴ ƳǳǎƛŎ ŎŀǊŜ ƛǎ ŜȄǇŀƴŘŜŘ ŀƴŘ ǎǇǊŜŀŘǎ ōŜȅƻƴŘ ǘƘŜ 
scope of the project, and is an indicator of music care integrationΦ ¢ƘŜ άǊƛǇǇƭŜ ŜŦŦŜŎǘέ Ŏŀƴ ƳŀƴƛŦŜǎǘ ƛƴ 
three ways: involving more residents in the chosen music care initiative, creating additional music care 
initiatives, and impacting more LTC challenges in addition to isolation and loneliness. There were a 
number of hoƳŜǎ ƛƴ ǘƘŜ ǎǘǳŘȅ ǘƘŀǘ ŜȄǇŜǊƛŜƴŎŜŘ ǘƘŜ άǊƛǇǇƭŜ ŜŦŦŜŎǘέΦ  
 
hƴŜ ǇǊŜǾŀƭŜƴǘ ŜȄŀƳǇƭŜ ƛǎ {ǘΦ !ƴŘǊŜǿΩǎ ¢ŜǊǊŀŎŜΦ ¢ƘŜ ƻǊƛƎƛƴŀƭ ƛƴƛǘƛŀǘƛǾŜ ŀǘ {ǘΦ !ƴŘǊŜǿΩǎ ¢ŜǊǊŀŎŜ ǿŀǎ ǘǿƻ 
music clubs, one tailored to younger residents and another tailored to Portuguese residents. Staff 
noticed that many residents who were not included in the study began attending the Portuguese Music 
Club. Many of these residents were not Portuguese but enjoyed experiencing another culture and 
interacting with other residents. Additionally, the Portuguese music library that was created for the 
ƻǊƛƎƛƴŀƭ ƛƴƛǘƛŀǘƛǾŜ ǿƛƭƭ ōŜ ǳǎŜŘ ǘƻ ōǳƛƭŘ ŎƻƴǘŜƴǘ ŦƻǊ ǘƘŜ ƘƻƳŜΩǎ !..¸ ōƻŀǊŘΣ ǿƘƛŎƘ ƛǎ ŀ ǎŜƴǎƻǊȅ ŀŎǘƛǾƛǘȅ 
board targeted towards residents with dementia.  !ƴƻǘƘŜǊ ƘƻƳŜ ǘƘŀǘ ŜȄǇŜǊƛŜƴŎŜŘ ǘƘŜ άǊƛǇǇƭŜ ŜŦŦŜŎǘέ 
was Thompson House. The original initiative at Thompson House was individualized music care plans for 
the five residents in the study. However, soon after the conception of the original initiative, home-wide 
practices were updated in order to infuse music care into the resident experience. The intentional use of 
music at mealtime and in the hair salon was used to create a more pleasant sound environment. 




















































































































