
A MIXED METHODS SURVEY OF MUSIC THERAPISTS WHO WORK WITH 

ADOLESCENTS WITH ADVERSE EXPERIENCES: EXAMINING THE TRENDS OF 

CLIENT ADVOCACY 

 

 

A THESIS 

SUBMITTED IN PARTIAL FULFILLMENT OF THE REQUIREMENTS  

FOR THE DEGREE OF MASTER OF MUSIC THERAPY 

IN THE GRADUATE SCHOOL OF THE 

TEXAS WOMAN’S UNIVERSITY 

 

 

DEPARTMENT OF MUSIC THERAPY 

COLLEGE OF ARTS AND SCIENCES 

 

 

BY 

CASEY MONTGOMERY, B.S., MT-BC 

 

DENTON, TEXAS 

MAY 2022 

 

Copyright © 2022 by Casey Montgomery  



 ii 

DEDICATION 

  

 

 

This thesis is dedicated to 

 adolescents in this world who believe 

 they have no one who will listen to them, 

or stand with them, 

or speak in support of them. 

 

 

You are seen, 

you are heard, 

and you will always matter.   
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ABSTRACT 

CASEY MONTGOMERY 

A MIXED METHODS SURVEY OF MUSIC THERAPISTS WHO WORK WITH 

ADOLESCENTS WITH ADVERSE EXPERIENCES: EXAMINING THE TRENDS OF 

CLIENT ADVOCACY 

MAY 2022 

 The purpose of this mixed methods survey was to document and understand the trends of 

advocacy for adolescents with adverse experiences in the profession of music therapy. For 

qualitative data analysis, all narratives were coded using inductive coding, a bottom to top 

process where the categories emerge from the data. All quantitative questions were reported 

using statistical analysis through PsychData. To analyze the quantitative data, statistical mean, 

percentages, and ranges were calculated and graphed for each question. The qualitative data was 

then used to explain the quantitative data. This study had 10 participants. The results suggest that 

music therapists are aware of the importance of and need for client advocacy, and those that 

engage in client advocacy as a part of their work can see how it benefits their clients. However, 

client advocacy is still under-addressed in formal education, continued education, and in music 

therapy standards and competencies.   
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CHAPTER I 

INTRODUCTION 

Adolescents with Adverse Experiences 

Some adolescents in the United States do not have all the resources they need to prosper 

in their life (Fernandes-Alcantara, 2018). These adolescents have a moderate chance of having 

adverse experiences due to lack of resources (Fernandes-Alcantara, 2018). Adolescents with 

adverse experiences are defined as someone who faces extreme threats to successfully transition 

into adulthood (Rawhide Youth Services, 2017).  

External factors are the main cause of adolescent having adverse experiences (Rawhide 

Youth Services, 2017). These factors may include issues of poverty, family instability and 

dysfunction, an unstable school environment, poor community resources, and adverse childhood 

experiences, such as a traumatic event or any form of abuse (Rawhide Youth Services, 2017). 

When an adolescent has adverse experiences, they have a higher chance of using alcohol and 

hard drugs—leading to substance abuse and addiction—self-harming, engaging in violence, and 

committing illegal acts than adolescents who have not had adverse experiences (Allen et al., 

1994).  

Advocacy and Music Therapy 

Adolescents have a great need for people in their lives who will care for them and 

advocate for them (Bemak & Chung, 2005). Yet, adolescents with adverse experiences often lack 

people in their lives who will do this advocacy work (Bemak & Chung, 2005). They need people 

to raise awareness of the issues they face and use advocacy to ensure that they have access to 

resources necessary to meet their needs (Bemak & Chung, 2005).  
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Music therapists can work with adolescents with adverse experiences. As anyone can 

become an advocate, it is possible the music therapist may fill an advocacy role needed in the 

lives of an adolescent client. Therefore, there is an intersection of music therapy, advocacy, and 

adolescents with adverse experiences.  

Existing Literature 

There is limited research on the topic of music therapists advocating for their clients, 

especially adolescents with adverse experiences. In fact, the majority of the studies published on 

adolescents and advocacy, were completed in neighboring fields. These neighboring fields range 

from the medical field to counseling to psychiatry (Bishop, 2018; Ferri, 1999; Ptakowski, 2010). 

These studies also take place from 1999 to 2018, and address issues beyond adolescent clients. 

Publications on advocacy within a professional field include clients from a specific religious 

background and younger children (Bishop, 2018; Ferri, 1999; Ptakowski, 2010).  

Chung and Bemak (2011) discussed the history of advocacy and explains why it is still a 

debated topic in the field of counseling and whether advocacy is a responsibility of a counselor 

(Chung & Bemak, 2011). In addition, they highlight that the American Counseling Association 

still endorsed advocacy as a professional competency. They also explore why advocacy is critical 

for social justice work in counseling, and what advocacy tasks and activities look like.  

Current literature states that it is important for professionals to know the obstacles their 

clients face and to know the stigmas society has placed on them so that professionals can 

challenge those stigmas when clients encounter them (Bishop, 2018; Ferri, 1999; Ptakowski, 

2010). A review of the literature also reveals the concept of competence in advocacy, meaning 

professionals do not always have these skills and that it is difficult to evaluate the success of 

advocacy (Bishop, 2018; Ferri, 1999; Ptakowski, 2010). However, findings reflect that the main 
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component of advocacy is genuinely caring about the wellbeing of one’s client, and that it is a 

necessary part of being in any profession that caters to clients (Bishop, 2018; Ferri, 1999; 

Ptakowski, 2010). 

To date, there is no study in the field of music therapy on how to advocate for adolescent 

clients. There are studies outside of music therapy on adolescents, advocacy for clients, and even 

advocacy for adolescents with adverse experiences (Bemak & Chung, 2005; Gonzalez & 

McNulty, 2010; Green et al., 2008), yet none in music therapy despite adolescents with adverse 

experiences being a group of people music therapists serve. The field of music therapy greatly 

lacks in research done on this topic. Instead, the literature in the field of music therapy consists 

of how to advocate for the field of music therapy as a whole, not for one’s clients (Sena Moore, 

2015). No study examined experiences of mental health professionals engaging in said advocacy 

that included descriptions or narratives about what it is like engaging in advocacy for a client, 

what it feels like or looks like when it goes well, or even when it goes poorly (Bemak & Chung, 

2005; Gonzalez & McNulty, 2010; Green et al., 2008).  

Stance of Researcher 

The topic of advocacy is important to me for many reasons. First, I went through my own 

adverse experiences as an adolescent. Second, I witnessed friends experience adversity without 

an advocate. I saw the negative effect it had on them. Third, during my music therapy education, 

I noticed client advocacy was not present in music therapy classes and coursework. Fourth, in 

my clinical work with foster care youth and juvenile offenders, I noticed advocacy needs that 

were not addressed. Finally, I felt those needs could be met by me as their music therapist.  
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Study Purpose 

This study focused on how music therapists can and do advocate for their adolescent 

clients who have adverse experiences, and what the process entails. This research may benefit 

not only music therapists who work with adolescents with adverse experiences, but also the 

profession of music therapy all together. It provides literature on client advocacy and different 

forms of advocacy, of which there is a very limited amount in the music therapy field. Having 

more detailed literature on this topic will provide music therapists with resources to use when 

they need to advocate on their client’s behalf. In addition, having personal accounts from mental 

health professionals about their experiences advocating for clients can be validating and 

reaffirming for music therapists when they face difficulties while advocating. This study also 

acts as a call to action for more research to be done on client advocacy in the music therapy field 

and will hopefully influence more music therapists to contribute to this gap in the literature.  

The purpose of this mixed methods survey was to document the trends of advocacy for 

adolescents with adverse experiences, as well as understand those experiences. Advocacy from 

music therapists was generally defined as any action that speaks in favor of, recommends, argues 

for a cause, supports, defends, or pleads on the behalf of their adolescent clients who have had 

adverse experiences. 

The research questions for this study included: descriptive, what are the trends of music 

therapists advocating for adolescents with adverse experiences; phenomenological, what are the 

experiences of music therapists advocating for adolescents with adverse experiences; and 

integrative, how can the experiences of these music therapists explain the trends?  
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CHAPTER II 

RELATED LITERATURE 

How Adverse Experiences Affect Adolescents 

 Advocacy is an act of public support for or recommendation of a particular cause or 

policy (Merriam-Webster, n.d.). To advocate for someone means to stand in support or defense 

of them, often when they are unable or ill-equipped to do so themselves (Merriam-Webster, 

n.d.). There are groups of people who require more advocacy than others, often because they 

lack the ability or the platform to advocate for themselves (Ferri, 1999).  

Adolescents who have had adverse experiences often need advocates (Bemak & Chung, 

2005; Burkhardt, 1999; Dashiff et al., 2009; Svec, 1986; Zyromski et al., 2020). Adverse 

experiences can include growing up in poverty, experiencing discrimination in school or 

elsewhere, experiencing mental illness, experiencing abuse or neglect, or growing up with 

household disfunction (Bemak & Chung, 2005; Burkhardt, 1999; Dashiff et al., 2009; Svec, 

1986; Zyromski et al., 2020). Adolescents with adverse experiences need additional services 

during their transition into adulthood, including advocates who will help them (Fernandes-

Alcantara, 2018).  

Adverse Childhood Experiences 

 Abuse, neglect, and household dysfunction are categories of Adverse Childhood 

Experiences (ACEs) that have been researched for the past 25 years (Felitti et al., 1998). Within 

these categories are 10 components: physical abuse; sexual abuse; emotional abuse; physical 

neglect; emotional neglect; a family member with mental illness; losing a parent to separation, 

divorce, or death; a family member who deals with addiction or substance abuse; violence 

against one’s mother; and having a relative who has been sent to jail or prison (Zyromski et al., 
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2020). Zyromski et al. (2020) conducted a content analysis to illustrate the trends related to 

ACEs where they reviewed 140 peer-reviewed articles within the last 20 years. Their findings 

further support the claim that adolescents in the United States are at moderate risk of having 

adverse experiences, which can then severely affect the rest of their lives.  

While examining peer-reviewed articles from the last 20 years on ACES, there were 

multiple significant trends identified. The first being that the more ACEs a person has 

experienced, the more likely that it is for that person to experience negative physical health, 

mental health, and behavioral health (Zyromski et al., 2020). In addition, as the number of ACEs 

a person experiences reaches six or more, that person is at significant risk for premature death 

(Zyromski et al., 2020). The content analysis also found that those who had four or more self-

reported ACEs were 16.1% more likely to have misused alcohol, 28.4% more likely to have used 

illicit drugs, 16.7% more likely to have had a sexually transmitted disease, 28.7% more likely to 

rate themselves in poor health, 4.1% more likely to have experienced a stroke, and 12.2 times 

more likely to have attempted suicide than a person reporting no ACEs (Zyromski et al., 2020). 

This study also found that high-risk sexual behaviors, such as having intercourse by the age of 

15, having sex with more partners, contracting sexually transmitted diseases, becoming pregnant 

as a teenager, and experiencing an unintended pregnancy, have been linked with higher ACEs 

scores. 

This data demonstrated how ACEs can harmfully affect one’s life, which poses the 

question, how many adolescents have ACEs in their life?  

Recent data collected from 25 states related to the years 2015–2017 through the 

Behavioral Risk Factor Surveillance System (BRFSS) supported the findings of the 

Felitti et al. (1998) study, with 60.9% of the population reporting at least one ACE and 
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15.6% of the population reporting four or more types of ACEs. (Zyromski et al., 2020, p. 

352) 

These numbers reveal that the majority of adolescents have ACEs, and about 15% of adolescents 

have had enough ACEs to significantly affect their quality of life. 

A final significant trend identified from the Zyromski et al. (2020) study reported a 

higher chance for adolescents who are from disadvantaged and oppressed groups have higher 

ACEs scores (Zyromski et al., 2020). These groups include those who identify as lesbian, gay, 

bisexual, or transgender; who identify as African American, Hispanic, or multiracial; who are 

unemployed or make less than $15,000 per year; and who have less than a high school education 

(Zyromski et al., 2020). This greater exposure to ACEs results in an increase in negative physical 

health, mental health, and behavioral health among adolescents in these communities that is 

reinforced intergenerationally (Zyromski et al., 2020). 

Education 

One problem that greatly affects the adolescents of color in the U.S. is the academic 

achievement gap. Bemak and Chung (2008) reported that 59% of Black students, 56% of Latinx 

students, and 52% of Indigenous students in eighth grade were below a fourth-grade reading 

level, compared to only 25% of white students. There are many factors that contribute to the 

academic achievement gap in the U.S., like environmental, historical, sociopolitical, 

sociocultural, and institutional factors rather than students' capabilities (Bemak & Chung, 2008). 

The academic achievement gap also affects students from different socioeconomic statuses, with 

only 15% of students from homes with a lower socioeconomic status (SES) compared with 39% 

of students from homes with a higher SES achieving a fourth grade reading proficiency level by 

the end of their fourth-grade year (Bemak & Chung, 2008). In addition, the achievement gap can 
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affect student’s overall wellbeing, their future, and even directly contributes to high school 

dropout rates (Bemak & Chung, 2008). 

Svec (1986) studied advocating for adolescents who have dropped out of high school. 

There are many adverse experiences that can lead to a student dropping out, a family’s financial 

situation, poor mental health, substance use, legal trouble or criminal activity, bullying, 

pregnancy, and family violence or family troubles (Svec, 1986). The National Center for 

Education Statistics (NCES) reported that in 2019 there were 2.0 million status dropouts between 

the ages of 16 and 24, and the overall status dropout rate was 5.1% (U.S. Department of 

Education, 2021). NCES define a status dropout rate as “the percentage of 16—24-year-olds who 

are not enrolled in school and have not earned a high school credential” (U.S. Department of 

Education, 2021, para. 1).  

Svec (1986) reported that many students who drop out are then unable to find jobs, and 

the author hypothesized that schools are unwilling to take back students who have dropped out. 

To test this hypothesis, Svec had three actors portray a male student who dropped out, a female 

student who dropped out, and the parent of a student who dropped out of high school. Fifteen 

schools were contacted, and results indicated that schools were more likely to readmit the student 

who was supported by their parent (Svec, 1986). The results were used to call for advocacy on 

behalf of students who have dropped out since schools responded more favorably to students 

who had an adult supporting them (Svec, 1986).  

Socioeconomic Status 

SES has distinct effects on adolescent’s mental health, and it can impact their quality of 

life and social adjustment (Dashiff et al., 2009). According to the U.S. Census Bureau in 2020, 

16.1% of children were in poverty (U.S. Census Bureau, 2021). Children made up 25% of the 
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U.S. population but made up 35% of the population in poverty (Dashiff et al., 2009). Research 

suggests that poverty directly affects adolescent’s mood state, depression rate, lower school 

grades, substance use, and criminal activity (Dashiff et al., 2009). “Adolescent boys exposed to 

persistent poverty are more vulnerable to poor academic achievement and an increase in 

behavior problems” (Dashiff et al., 2009, p. 25). Poverty also affects the parents or guardians in 

the family, and thus affects the parent-adolescent relationship and can lead to further conflict 

(Dashiff et al., 2009). Low SES can also lead to inconsistent discipline, decreased parental 

monitoring, blurring of intergenerational boundaries, parents acting as peers, or characterization 

of the parent-adolescent relationship as less supportive and more punitive (Dashiff et al., 2009).  

Mental Health 

 It would be remiss to discuss adverse experiences of adolescents without including 

mental health struggles that adolescents encounter. Odgers and Jensen (2020) cited that there 

have been “rapid and unprecedented increases” (p. 337) in depressive symptoms and suicidal 

ideation among adolescents in the United States. Struggling with one’s mental health can 

negatively affect one’s quality of life and the transition from adolescence to adulthood, and thus 

qualifies as an adverse experience (Ptakowski, 2010). The rapid increase in mental health 

struggles amongst adolescents raises the question of causality: what is causing the rapid spike? 

The literature points to multiple factors: growing up and living in a digital age where adolescents 

have access to an unprecedented volume of content; the stress and discrimination that comes 

from identifying with an oppressed group (people of color, lesbian, gay, bisexual, transgender, 

queer, intersex+, low SES, disabled, non-Christian); COVID-19 and experiencing the isolation 

and fear that came with quarantine; social isolation or bullying; and school-related stress 
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(Högberg et al., 2020; Nesi, 2020; Odgers & Jensen, 2020; Olson-Kennedy, 2016; Panchal et al., 

202; Sapthiang et al., 2019).  

Action Being Taken 

 Burkhardt (1999) illustrated how the question of how to advocate for young adolescents 

as their maturing began to gain traction in the 1990s. Burkhardt (1999) also reports how many 

middle schools responded by implementing advocacy programs for their students throughout the 

school day. These programs usually involved a small advisory group consisting of students and 

staff, scheduled meeting for the advisory group, administrative support for advisory activities, 

parent involvement, and an adult advocate for each adolescent student (Burkhardt, 1999). These 

advisory programs did not become common until the difficulty of the transition from childhood 

through adolescence was highlighted and aid for the adolescents was documented (Burkhardt, 

1999). 

The field of counseling has also focused on the struggles adolescents face and the need 

for advocacy on their behalf. Chung and Bemak (2011) mentioned how the American 

Psychological Association (APA) and the American Counseling Association (ACA) developed 

website resources on advocacy tools, added advocacy as a competency for counselors, 

established committees for advocacy, and published special journal issues concerning advocacy 

for clients. In addition, Chung and Bemak (2011) highlighted literature in the counseling field 

that has called for advocacy over the past two decades in order to bring other’s attention to it.  

 Attention has also been focused on school counselor training, role descriptions, and 

practice reflects the academic achievement gap of students of color and students from lower SES 

as compared to middle and upper socioeconomic students and white students (Bemak & Chung, 

2005). Due to this gap, Bemak and Chung (2005) explored the need for change in school 



 11 

counselor’s training, roles, and practice, and highlighted this conversation that tends to get 

overlooked. Bemak and Chung (2008) revisited this topic to suggest further roles and strategies 

for school counselors, but also to discuss the nice counselor syndrome (NCS). NCS is a factor 

that contributes to practitioners who want to be good-hearted and well-meaning but are hesitant 

to talk about or take action towards problems that their clients face, and by calling it out, the 

authors challenge counselors to advocate for their students and their clients, even when it can be 

uncomfortable.  

Summary 

 To advocate for someone is to stand in support or defense of them, or to speak on their 

behalf. Evidence shows how adolescents with adverse experiences require and benefit from 

adults advocating for them. Literature reveals how fields similar to music therapy, like 

counseling, have taken this information and called for counselors to consistently, accurately, and 

passionately advocate for their clients. This call to action comes in the form of further research 

and published literature that focuses on how to advocate for a client and how to improve at client 

advocacy as a profession. The field of music therapy lacks research and published literature of 

this nature, yet the responsibility and necessity to advocate for music therapy clients is equal to 

other responsibilities music therapists have.  
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CHAPTER III 

METHODOLOGY 

Participant Information 

Participants were recruited who are 18 years of age or older, English-speaking, and 

board-certified music therapists (MT-BC) who either currently work with adolescents with 

adverse experiences or have worked with adolescents with adverse experiences within the past 

10 years. All participants were consenting adults. Participants were English speaking because the 

researcher only speaks and reads in English and there was no access to a translator or the funds 

to hire one. Participants were of any sex or ethnicity.  

Participant Recruitment 

Two processes were used for recruitment. The first was the snowball method. As the 

researcher is a member of the potential participant group, she sent a recruitment email to music 

therapists who she knows, and who met the inclusion criteria. She invited them to participate in 

the research and asked them to share the recruitment email with others in the field that they know 

qualify as well.  

The second method used was social media. A recruitment message was posted in the 

Facebook groups, “Music Therapists Unite,” “Music Therapists for Social Justice,” and “Music 

Therapists Working in Mental Health” using a URL and approved recruitment material. An 

additional post was made 2 weeks following the initial post to remind interested participants of 

the survey opportunity. These recruitment posts were public so that any qualifying member in 

the Facebook groups would have access to participate in the survey. 

Eight people were emailed and invited to participate. In the “Music Therapists Unite,” 

“Music Therapists for Social Justice,” and “Music Therapists Working in Mental Health” 
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Facebook groups there were 8,401, 1,831, and 1,994 members, respectively. A total of 10 people 

participated in this research.  

Consent 

Participants self-identified based on the public recruitment post in the Facebook groups 

“Music Therapists Unite,” “Music Therapists for Social Justice,” and “Music Therapists 

Working in Mental Health.” The qualifications for participation were listed in the public 

recruitment post and as part of the consent. Before having access to the online survey, 

participants saw the consent form as the first aspect of the survey. Consent was given when 

participants clicked on the “I consent” button at the bottom of the consent page. Participants 

could self-withdraw at any point in the survey. Participants could self-withdraw by ending the 

survey. 

Study Procedures 

This study was a one-time, cross-sectional, online survey geared toward music therapists 

who have worked with or currently work with adolescents with adverse experiences. The 

qualitative portion of the research was used to explain the quantitative data. Data collection was 

statically reported and compared. The qualitative data was coded using a phenomenological 

analysis.  

Data Collection 

The survey was estimated to require about 30 minutes to complete and participating with 

the snowball effect took approximately 10 minutes. The duration to enroll all study participants 

was 1 month. The duration to complete all study procedures and data analysis was 2 months. 

Participants’ data was “thrown out” if they provided any identifying information in their 

narrative answers. If any self-identifying information was shared or if information about a 
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specific client or individual was shared, then that participant’s survey was instantly discarded. 

The survey questions were as follows: 

1. Describe a time when you advocated for an adolescent with adverse experiences client. 

Include why the advocacy was necessary, how you decided you needed to advocate for 

them, what the advocacy looked like, any personal reactions you had, any challenges you 

faced, and the response you got when you advocated. 

2. What is your highest level of education? 

3. How many years have you practiced as a board-certified music therapist? 

4. How many years have you worked with adolescents who have had adverse experiences? 

5. As an adolescent, did you have adverse experiences? 

6. Have you ever engaged in continuing education for client advocacy, and if yes, how 

helpful do you feel the continuing education was? 

7. How aware are you of the ways in which advocacy can help adolescents with adverse 

experiences? 

8. In your opinion, how much advocacy should a music therapist be doing for their clients? 

9. How prepared do you feel to advocate for your client should the need to arise? 

10. Have you ever advocated for an adolescent client with adverse experiences as a music 

therapist? 

11. Please check all the forms of advocacy you have done as a music therapist. 

12. Please rank the top three most common forms of advocacy that you do as a music 

therapist. 

13. How involved is the client in the advocacy process? 
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14. What does successful client advocacy look like for adolescents with adverse experiences 

in music therapy? 

Data collection occurred through PsychData. The survey consisted of one narrative 

phenomenological question. All qualitative data was collected from the analysis of the narratives 

from this question. The survey consisted of 14 quantitative questions. All quantitative data was 

collected from the analysis of these 14 questions.  

Data Analysis 

For qualitative data analysis, all narratives were coded using inductive coding, a bottom 

to top process where the categories emerge from the data. This protocol was adapted from 

Linneberg and Korsgaard (2019).  

1. The researcher read the narratives and scanned for identifiable information. Any survey 

that included identifiable information was discarded. 

2. Read each narrative several times and immersed self in the data. 

3. Read each narrative again and highlighted important statements. Important statements 

included statements that related to feelings about advocacy, making decisions about 

advocating, how advocacy was conducted, responses to advocacy, or results of advocacy. 

4. Documented reflexive notes related to highlighted statements and relationship to ethics. 

5. Implemented a horizontal process to sort and construct categories and subcategories from 

the highlighted statements and notes across all narratives. 

6. Had mentor check quality and integrity of coding process. 

7. Discussed differences and make accommodation. 

8. Created a flow chart that maps the different codes and schemes. 

9. Wrote summaries for each major category. 
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All quantitative questions were reported using statistical analysis through PsychData. To 

analyze the quantitative data, the researcher first calculated statistical mean, percentages, and 

ranges for each question. She then graphed the mean, percentages, and ranges for each question, 

and graphed histograms for each question.  

Integrative data was analyzed using a protocol that was adapted from Eyre and Lee 

(2015). 

1. Qualitative data was used to explain the quantitative data. 

2. Reflexive journaling occurred to document ideas and concepts between the two data. 

3. Additional correlations were ran to provide insight and to identify subgroups among 

participants. 

4. All the data was integrated to create a narrative revealed by the combination of 

qualitative and quantitative data. 

Risks and Benefits 

This research included the risk of emotional discomfort and the loss of confidentiality in 

all email, downloading, electronic meetings, and internet transactions. These risks were disclosed 

within the consent form that was on the first page of the survey. This consent form included a 

reminder to participants that their participation was voluntary. Participants could withdraw from 

the study at any time without penalty. To minimize the loss of confidentiality, all data was stored 

on a password protected computer. When the researcher was not using the computer, the 

computer was kept in a locked briefcase at the researcher’s residency. After 3 years, all data 

stored on the computer will be destroyed electronically, making sure to delete it from the trash 

and recycling bin and wiped from the hard drive through the specialized program “Permanent 
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Eraser 2.9.1” by Edenwalth. Confidentiality was protected to the extent that is allowed by the 

law.  

There were no direct benefits to the participants. However, other music therapists may 

benefit from this knowledge as well as music therapy educators, supervisors, and internship 

directors. Potential benefits participants may have experienced from taking part in this research 

include increased awareness of client advocacy. Participants may have also learned about 

different methods to engage in client advocacy that they did not know before reading the survey 

questions. Participants may be able to use this knowledge throughout their career, working with 

adolescents with adverse experiences and other populations. General benefits of this study 

included increased awareness of client advocacy. This knowledge will contribute to the way 

music therapists currently advocate for clients. Music therapy educators may use this knowledge 

in helping students be aware of advocacy for their clients and prepare them for situations where 

it may be needed.  

Ethics 

This research was approved by Texas Woman’s University Institutional Review Board 

process where the researcher is seeking her master’s degree in Music Therapy, and by the 

researcher’s thesis committee. The research did not involve the use of individually identifiable 

health information. Since the survey was anonymous and did not collect the participants emails, 

the results were not shared directly to the participants. 

Confidentiality 

The results of the study were kept on a password protected computer and will be 

destroyed after 3 years after of the completion of the study. The researcher was the only person 

with access to the data. Additionally, no names were asked for within the survey. If any 
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identifying information was shared during the completion of the survey, the entire survey was 

discarded.  
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CHAPTER IV 

RESULTS 

The purpose of this mixed methods survey was to document the trends of advocacy for 

adolescents with adverse experiences, as well as understand those experiences. Advocacy from 

music therapists was generally defined as any action that speaks in favor of, recommends, argues 

for a cause, supports or defends, or pleads on the behalf of their adolescent clients who has had 

adverse experiences (Merriam-Webster, n.d.). An adolescent with adverse experiences was 

defined as someone who faced extreme threats to successfully transition into adulthood 

(Rawhide Youth Services, 2017). 

The research questions for this study included: descriptive, what are the trends of music 

therapists advocating for adolescents with adverse experiences; phenomenological, what are the 

experiences of music therapists advocating for adolescents with adverse experiences; and 

integrative, how can the experiences of these music therapists explain the trends? Ten people 

participated in this study by completing the online survey. Their responses and the results of the 

survey were described in two separate parts, the quantitative data and the qualitative data. The 

qualitative data was then used to explain the trends observed in the quantitative data.  

Quantitative Data 

Background Information 

Quantitative data was gathered in Questions 2 through 14 and aimed to answer the 

research question “What are the trends of music therapists advocating for adolescents with 

adverse experiences?” The survey began with four questions to gather background information 

from the participants. Background information regarding education level revealed that five of the 

10 participants received their bachelor’s degree, two of the 10 received their masters, and three 
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of the 10 received their doctorate. Figure 1 demonstrates the results of the education level of 

participants.  

Figure 1 

Highest Education Level 

 

 

 
 
 

 

 

 

 

 

Background information regarding the participants’ years of experience as a MT-BC 

revealed that four participants had between 0 and 5 years of experience as a MT-BC, one had 

between 5 and 10 years, two participants had between 10 to 15 years, one participant had 

between 15 and 20, and the final two participants had 20 or more years of experience as a MT-

BC. Figure 2 illustrates the results of the years of experience of the participants. 
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Figure 2 

Years of Experience as a Music Therapist 

 

The participants were asked how many of their years of experience were spent working 

with adolescents with adverse experiences. Four participants responded between 0 and 5 years, 

one participant reported between 5 to 10 years, four indicated 10 to 15 years, and one participant 

answered 15 to 20 years of experience with adolescents with adverse experiences. Figure 3 

demonstrates the results of how many years the participants worked with adolescents with 

adverse experiences. 
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Figure 3 

Years of Experience with Adolescents with Adverse Experiences 

 

The final question to gather background information asked the participants if they 

qualified as an adolescent who had adverse experiences when they were younger, which means 

they faced extreme threats to successfully transition into adulthood. Eight of the participants 

responded no, while two responded yes. The results of how many participants identified as an 

adolescent with adverse experiences is illustrated in Figure 4. 
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Figure 4 

Were You an Adolescent with Adverse Experiences?

 

Continued Education 

The following two questions assessed how many participants engaged in continued 

education for advocating on a client’s behalf. In this context, continued education could be a 

seminar at a conference, an online continued education credit, a public assembly, etc. Of the 10 

participants, eight responded yes to having engaged in continued education for advocating on a 

client’s behalf. These results are shown in Figure 5.  
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Figure 5 

Did You Engage in Continued Education? 

 

The second question assessed how helpful the participants found the continued education. 

The participants could rate the continued education on a scale of one to five, with not helpful, a 

little helpful, moderately helpful, very helpful, and entirely helpful as the answer choices. Four 

participants reported the continued education was moderately helpful, three said it was very 

helpful, and one participant responded that the continued education was entirely helpful. These 

results are in Figure 6. 
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Figure 6 

Was the Continued Education Helpful?

 

Awareness and Preparedness 

 The participants were asked to rank their awareness of the ways in which advocacy could 

help adolescence with adverse experiences. The participants could rate their awareness on a scale 

of one to five, with the choices being not aware, a little aware, moderately aware, very aware, 

and entirely aware. One participant reported being moderately aware, eight of the 10 participants 

reported being very aware, and the final participant reported being entirely aware. The results 

are documented in Figure 7. 
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Figure 7 

Awareness of the Benefits of Advocacy 

 

 The participants were asked how much advocacy music therapists should be doing for 

their clients. The choices were rated one to five and were presented as follows: none (it is not the 

music therapist’s job to advocate for clients outside of sessions), a little bit (when the 

opportunity presents itself and the client really needs it), a moderate amount (when the 

opportunity presents itself for every client), a lot (when the opportunity presents itself for every 

client, and creating opportunities for the clients who really need it), and as much as possible 

(always looking to create opportunities to advocate for every client). Seven of the 10 participants 

answered a lot, and three of the 10 participants answered as much as possible. The results to this 

question are in Figure 8.  
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Figure 8 

Amount of Advocacy 

 

Participants reflected on how prepared they felt to advocate for their client(s) should the 

need arise. The answer choices were presented as follows: being not prepared, a little prepared, 

moderately prepared, very prepared, and entirely prepared. Four of the 10 participants 

responded they felt moderately prepared to advocate for their client, five reported they felt very 

prepared, and one participant reported feeling entirely prepared. The responses to this question 

are in Figure 9. 

 

 

 

 

 

 

7

3

IN YOUR OPINION, HOW MUCH ADVOCACY 
SHOULD A MUSIC THERAPIST BE DOING 

FOR THEIR CLIENTS?

None A Little Bit A Moderate Amount A Lot As Much As Possible



 28 

Figure 9 

Preparedness to Advocate 

 

Personal Advocacy History 

 The participants were asked if they ever advocated as a music therapist for an adolescent 

client who had adverse experiences. If the participants answered yes to this question, they were 

asked about their experiences advocating for their client(s). If they answered no, then the 

participant was taken to the end of the survey. Of the 10 participants, nine reported that they 

advocated for an adolescent client who had adverse experiences. One participant answered no. 

The results for this question are illustrated in Figure 10. 
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Figure 10 

Have You Advocated? 

 

The participants were asked to rank how involved they believe the clients should be in 

the advocacy process. The answers were ranked one to five with the choices being not involved, 

a little involved, moderately involved, very involved, and entirely involved. One participant 

answered a little involved, four answered moderately involved, and five participants answered 

that the client should be very involved in the advocacy process. The results to this question can 

be seen in Figure 11. 
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Figure 11 

How Involved is the Client? 

 

 The participants were provided with a list of 20 examples of advocacy. They were asked 

to indicate which examples they participated in as part of their work. The list included: 

1. Scheduled a meeting with a client's teacher or school principal to discuss bullying or 

discrimination at the school. 

2. Spoke with the client's parent(s)/guardian(s) to provide them with community resources 

that would benefit the client. 

3. Spoke with a client's parent(s)/guardian(s)/case worker/probation 

officer/teacher/counselor to bring the client's met and unmet needs to their attention. 

4. Spoke with a client's parent(s)/guardian(s) to help them develop alternate views of your 

client's feelings or behaviors. 
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5. Spoke with staff at youth shelters/foster care services/adoption services/residential 

programs to sensitize them to the needs of your client (or adolescents with adverse 

experiences as a whole) and the special risks they face. 

6. Learned about oppression or discrimination your client faces and used that information to 

counter myths about them. 

7. Provided public education via speaking engagements that addresses issues your client 

faces. 

8. Helped a peer/colleague/associate develop alternate views of your client or of adolescents 

with adverse experiences as a whole. 

9. Organized a performance for the community put on by your client(s) to sensitize the 

public to adolescents with adverse experiences and their needs. 

10. Wrote and recorded music with your client(s) that expresses difficulties or needs of 

adolescents with adverse experiences and shared it with the community. 

11. Empowered your client by giving them the resources they needed for self-advocacy. 

12. Took the opportunity to raise awareness about adolescents with adverse experiences in a 

group or individual supervision session. 

13. Worked to demystify the stigmas associated with adolescents with adverse experiences 

by encouraging debate and dialogue among your peers, fellow music therapists, clients, 

or client's families. 

14. Became an active participant in any of the ''watchdog'' websites fighting for justice for 

adolescents with adverse experiences. 
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15. Challenged standards that continue to perpetuate stigmas against adolescents with 

adverse experiences, like not tolerating jokes, slurs, or the propagation of untruths or 

generalizations about your client or any of the demographics they fall into. 

16. Reached out to and connected with youth services or organizations to bring more 

resources to your client(s). 

17. Reached out to elected officials in your area regarding the importance of drafting 

legislation that reflected greater sensitivity, understanding, and respect for the needs of 

adolescents with adverse experiences. 

18. Gave your client(s) the resources they needed to reach out to elected officials in their area 

regarding the importance of drafting legislation that reflected greater sensitivity, 

understanding, and respect for the needs of adolescents with adverse experiences. 

19. Created ally groups or support groups in your school/agency/community. 

20. Formed a group aimed at members of the community with the intention of teaching 

advocacy skills. 

These examples were organized in four categories to explain the results. The first 

category includes examples of client advocacy where the participant spoke to someone in the 

client’s life for the benefit of the client. This category includes Examples 1 through 5. Of the 

nine participants indicating which example of advocacy they engaged in, three selected Example 

1, eight selected Examples 2-4, and four participants selected Example 5. The results for this 

category are in Figure 12 below. 
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Figure 12 

Spoke to Someone in the Client’s Life 

 

The next category includes examples of client advocacy where the participant spoke to 

someone in their life for the benefit of adolescents with adverse experiences. This category 

includes Examples 6, 8, 12, 13, and 15. Of the nine participants answering this question, eight 

participants selected Examples 6, 8 and 13, six selected Example 12, and all nine participants 

selected Example 15. The results for this category are in Figure 13 below.  
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Figure 13 

Spoke to Someone in the Participant’s Life 

 

The third category includes examples of client advocacy that aimed to bring awareness to 

the participant’s community. This category includes Examples 7, 9, 10, 14, 17, 19, and 20. Of the 

nine people indicating which example of advocacy they have engaged in, six participants 

selected Example 7, four participants selected Examples 9, 10, and 17, two participants selected 

Examples 14 and 19, and one participant selected Example 20. The results for this category are 

in Figure 14 below. 
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Figure 14 

Brought Awareness to the Community 

 

The final category includes examples of client advocacy where the participant directly or 

indirectly provided the client with resources they needed. This category includes Examples 11, 

16, and 18. Of the nine people answering this question, eight participants selected Example 11, 

and three participants selected Examples 16 and 18. There was also an option to select “other” 

and fill in a blank with a form of advocacy that was not on the list, but no participants chose to 

do so. The results for this category are in Figure 15 below. 
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Figure 15 

Provided the Client with Resources 

 

 The participants were then asked to use the same list of 20 examples of client advocacy 

and rank which three they participated in the most. They were asked to use a ranking of one to 

three, with one being the form of advocacy they engaged in the most. Of the 20 examples, only 
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The final question asked participants to share their perceptions of successful client 

advocacy. There were 10 examples of outcomes the participants could select. They were as 

follows: 

1. The client reporting changes made in their school/home/community. 

2. The client's demeanor changing for the better after advocacy took place. 

3. Receiving positive feedback from the client's parent(s)/guardian(s) after talking to them 

about the client's needs. 

4. Seeing an improvement in the client's academic or social performance after advocacy 

took place. 

5. Seeing actions being made by local representatives after talking to them. 

6. Receiving positive responses from the community after a public performance 

7. Receiving positive responses from audience members after speaking on issues that need 

to be addressed. 

8. Receiving positive feedback from the client's teacher or school administrator after talking 

to them about the client's needs. 

9. Forming a strong relationship with organizations in the area after reaching out to them to 

bring services to clients. 

10. Received positive feedback from a peer/colleague/associate after talking to them about 

their views on adolescents with adverse experiences. 

Of the 10 examples, four were selected the most by participants. The example of 

successful advocacy selected the most was Example 1, which was chosen by nine participants. 

The second most selected examples were 2, 3, and 4, which were each selected by eight 
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participants. One participant also selected the option for “other” and included the following 

submission as a form of what successful client advocacy looks like: 

In practice, I believe any of the above could be considered outcomes of successful client 

advocacy. However, I kept my responses here consistent with the advocacy actions I have 

taken on behalf of and in collaboration with clients. Ultimately, I believe that successful 

client advocacy results in positive change for the identified stakeholders. This could be 

positive change for the clients, caregivers, family, teachers, administrators, counselors, 

social workers, facility staff, community members, legislators, etc. and could include 

things like changes or shifts in perspective of, interactions with, and/or policies affecting 

adolescents with adverse experiences. Additionally, I mentioned above that the client is 

moderately involved in the advocacy process, but I believe that level of involvement is 

determined on a case-by-case basis and that the client should be as involved as possible 

depending on the circumstances. 

Qualitative Data 

Each of the 10 participants provided a narrative of a time they advocated for a client with 

adverse experiences as a music therapist. The prompt was as follows: “Describe a time when you 

advocated for an adolescent client who has had adverse experiences. Include why the advocacy 

was necessary, how you decided you needed to advocate for them, what the advocacy looked 

like, any personal reactions you had, any challenges you faced, and the response you got when 

you advocated.” This question aimed to answer the research question “What are the experiences 

of music therapists advocating for adolescents with adverse experiences?” After raw data was 

gathered, the researcher then followed the data analysis steps for the qualitative data.  
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The content of the participant’s narrative responses was organized into five categories: 

feelings about advocacy, making decisions about advocating, how advocacy was conducted, 

responses to the advocacy, and results of the advocacy. These categories and their subcategories 

can be seen in Figure 16. 

Figure 16 

Experiences Advocating for a Client: Categories and Subcategories 
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Feelings About Advocacy 

 Participants reported feeling challenged and having emotional reactions while 

advocating. The category Feelings About Advocacy was comprised of four subcategories: feeling 

challenged, feeling positively or proud, feeling supported, and feeling angry, frustrated, or 

unheard.  

 Participants who reported feeling challenged stated multiple reasons why, including their 

treatment team pushing for treatment that the participant viewed was not in the best interest of 

the client, resulting in the participant feeling hesitant to speak out. Another participant reported 

feeling challenged when their client’s parent did not trust the client in less restrictive 

environment even though the participant thought it would be for the best. Additional causes for 

feeling challenged included trying to find the most ethical processes for advocacy, feeling burnt 

out after needing to advocate consistently for adolescents in the foster system, and incorporating 

required, non-musical assignments into a client’s treatment while advocating for more music-

based interventions.  

  Participants discussed positive emotions and personal reactions associated with their 

advocacy. Some participants reported feeling hopeful about creating opportunities for advocacy 

in the future and feeling thankful for the opportunity to advocate for their client. One participant 

stated after feeling challenged, that they felt proud of their decision to advocate for their client’s 

best interest. 

 One of the participants who discussed feeling supported stated they also felt heard, 

encouraged, and understood by their supervisor who agreed to compromises on a client’s 

treatment plan after the participant advocated for the client. Another participant reported they felt 
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supported by the physicians they worked with after advocating for their client’s best interest, 

even though the physicians originally encouraged them to make a different decision.  

 Finally, participants reported feeling anger and frustration for multiple reasons. One 

participant acknowledged their concerns were heard when they advocated for their clients, but 

still feeling angry and disappointed because their colleagues avoided taking responsibility for 

actions and were dismissive. Another participant reported experiencing frustration with their 

client’s family members for a lack of concern for the client after the participant advocated to the 

family.  

Making Decisions About Advocating 

 The participants included factors that led to their decision to advocate for their client, and 

these factors were grouped into four subcategories. The subcategories that make up the category 

Making Decisions About Advocating are current procedure needed changing, client was not 

making progress, raise awareness about client’s situation, and client was not being treated well. 

 Participants who made the decision to advocate for their client due to a current procedure 

that needed to be changed explored a few different scenarios. One participant was asked to make 

a modification to their client’s sessions that had been made in the past but were not in the client’s 

best interest. Other examples include a participant believing their agency did not provide enough 

programs for clients or education for parents, and another participant discussed witnessing the 

harmful effect of their agency’s discharge process on their clients.  

 Two participants reported that their decision to advocate for their client was based on 

their client’s lack of progress. Both participants noticed their clients were either stagnant in their 

progress, or at times regressing. They believed an adjustment to the kind of music therapy their 

client was receiving was necessary and chose to advocate for that change.  
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 One participant decided to advocate for their client because they wanted to raise 

awareness about the client’s situation. The participant noticed that neither their client’s family 

nor their colleagues knew how to help or work with the client due to their intellectual functioning 

and aggression. The participant stated this lack of help was the factor that influenced their 

decision to advocate for their client, and their goal was to help staff understand how to talk to 

and work with the client.  

 Lastly, two participants talked about poor treatment towards their client as a factor in 

their decision to advocate for them. One participant heard about their client’s family members 

talking negatively about the client and decided to advocate for their client when the client 

reported how it affected them. The second participant decided to advocate for their client when 

they witnessed their client’s anxiety spike after their social worker blocked their number.  

How Advocacy was Conducted 

 The category How Advocacy was Conducted has two subcategories: spoke to someone 

about changing the client’s treatment plan, and advocated to an agency on behalf of the client. 

 Five participants discussed advocating for their client by directly speaking to others about 

making changes to the treatment their client received. The people participants spoke to during 

their advocacy included physicians who also worked with the client, nursing staff, social 

workers, the participants direct supervisor, treatment teams during meetings, and the client’s 

family members. Some participants advocated for new methods or interventions to be 

introduced, while others advocated for additional services for the client outside of music therapy.  

 Four participants reported reaching out to an agency on behalf of their client. This form 

of advocacy included writing an email to an administrator about additional programming, writing 

an email to multiple employees of an agency to encourage providing support the client requested, 
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calling an agency to file a report to someone’s supervisor on behalf of the client, and reaching 

out to multiple agencies to address the needs of the client in their care and the current power 

hierarchy at play.  

Responses to the Advocacy 

 The category Responses to the Advocacy has three subcategories: positive responses, 

mixed responses, and dismissive responses.  

 Two participants reported receiving only positive responses from their colleagues or 

higher-ups after they advocated for their client. One participant talked about their client’s social 

worker reaching out after their advocacy to inquire about sharing techniques the participant 

advocated for. Another participant stated that they were thanked for their passion and their 

involvement by the person they advocated to.  

 The participants who received mixed responses to their advocacy reported that the people 

they advocated to responded skeptically in the beginning, but after advocating multiple times, 

responded with support, or understanding. For example, one participant advocated for using 

modified Neurologic Music Therapy (NMT) techniques and their team was skeptical of the idea 

before the participant provided them with more information and research. After continued 

advocacy, the participant’s team also agreed to watch the techniques be used in sessions to 

witness their effect, after which they agreed that the participant should be allowed to continue 

using them. Another participant was asked by their client’s primary psychiatrist to allow the 

client’s parent to sit in on music therapy session and observe. Many of the participant colleagues 

spoke out in favor of the decision, but the participant thought allowing the client’s mother to sit 

in sessions might result in the client feeling uncomfortable, losing trust, or feeling the need to 

perform. When the participant advocated for the benefit of the client and gave their decision, 
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their colleagues responded with support, and those that did not still expressed their respect for 

the participant’s choice. 

Results of the Advocacy 

 The category Results of the Advocacy was comprised of two subcategories: change 

occurred, and no change occurred. Not all participant included the results of their advocacy when 

talking about their experiences. Of those that did, only one participant did not witness any 

change occur. 

  Participants discussed change occurring after their advocacy and as a result of their 

advocacy. Two participants reported their client’s lack of progress that led to their advocacy to 

adjust their treatment plan. Due to their advocacy, their client’s sessions were adjusted, and both 

participants reported their clients’ progress increasing that eventually led to them being 

successfully discharged from their programs. Other participants talked about advocating for 

changes in current policies or procedures that affected their client(s), and many reported those 

policies or procedures being changed after advocating for them. 

 One participant advocated for additional programming and education for clients’ 

families. Although the response they received was supportive, no change occurred due to 

challenges from COVID-19.  

Integrative 

Once the participant’s narratives were analyzed, results were compared to the quantitative 

data with the purpose of using the qualitative data to expand upon and explain the quantitative 

data. The research question for this section was “How can the experiences of these music 

therapists explain the trends?” 
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Background Information 

Most of the participants in this study had a bachelor’s degree. When compared to their 

narrative responses, these participants also mentioned feeling challenged, unheard, angry, or 

frustrated when advocating, as opposed to feelingly positively or feeling supported. Eighty 

percent of the participants whose highest education level was a bachelor’s degree also reported 

that they had 0-5 years of experience as a music therapist. These correlations raised the question, 

is advocacy a topic only addressed in graduate school, thus leaving music therapists without a 

graduate degree less prepared for the challenges they may face while advocating for a client?  

In addition, the majority of participants did not identify as having adverse experiences 

when they were adolescents. However, the two participants who did identify as adolescents with 

adverse experiences had commonalities in their narrative answers. Both participants identified 

feeling challenged by their client’s mother during their advocacy process. Of all three 

participants who mentioned the client’s parent(s)/guardian(s) as a challenge during the advocacy 

process or as a reason why they decided to advocate for their client, two were the participants 

who identified as having adverse experiences when they were adolescents.  

Continued Education 

Eight of the 10 participants engaged in continued education. Those who did not engage in 

continued education reported feeling either challenged, angry, frustrated, or unheard during their 

advocacy process. They also reported feelings only moderately prepared to advocate for a client, 

which was the lowest level of preparedness reported amongst all participants. These correlations 

suggest that music therapists who participate in continued education for client advocacy feel 

more prepared for the challenges one may face while advocating. 
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Awareness and Preparedness 

Most participants reported feeling very aware of the ways in which advocacy can help 

their clients, and all participants reported feeling moderately aware or more. When asked how 

prepared the participants felt to advocate for their clients, all participants reported feeling 

moderately prepared to advocate for their client or more. The majority of responses were very 

prepared. After analyzing the participants’ narrative responses, only one participant reported that 

no change occurred after their advocacy. There is a possibility that the participants’ awareness of 

the benefits of advocacy and their preparedness to engage in it contributed to whether positive 

change took place because of their advocacy.  

Personal Advocacy History 

The most common forms of advocacy participants reported engaging in were talking to 

people in their life or the client’s life to speak in support of the client, giving their client tools to 

advocate for themselves, and further educating themselves about issues their client faces. When 

compared to the narratives the participants provided, the most common form of advocacy was 

also in the form of speaking to someone in the client’s life, like their parent, doctor, or case 

worker. These two forms of data were similar.  

Participants reported that successful advocacy most looked like change in the client’s 

demeanor, the client reporting changes they have noticed, the client’s parent or guardian giving 

positive feedback, and seeing an improvement in the client’s progress or performance. These 

results are also reflected in the qualitative data where many participants mention experiencing 

increased progress from their clients after their advocacy.   
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CHAPTER V 

DISCUSSION 

The purpose of this mixed methods survey was to document the trends of advocacy for 

adolescents with adverse experiences, as well as understand those experiences. In this study, the 

results from the qualitative narrative question were intended to be used to explain the results of 

the quantitative questions. In the following sections of this chapter, the qualitative and 

quantitative results are discussed, and trends are identified. Limitations and implications for 

further research are also addressed.  

Trends 

Education 

Once the responses are examined by education level (see Figure 1), some trends are 

apparent among specific questions. When exploring the results for preparedness, those who felt 

the least prepared had an education level of a bachelor’s degree while those who felt the most 

prepared had an education level of a doctorate degree. These associations raise the question, is 

client advocacy addressed at the undergraduate level?  

Another minor trend occurs when looking at the responses to the question “Have you 

ever advocated for an adolescent client who has had adverse experiences as a music therapist?” 

(see Figure 10). Only one of the 10 participants responded no; this participant’s highest 

education level was a bachelor’s degree. Similar to the last trend, this response shows the need 

for further research into how formal music therapy education prepares music therapists for client 

advocacy. 
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Experience 

There are a couple minor trends identified when the participants were examined by how 

many years of experience they have as a MT-BC (see Figure 2). The first trend can be seen with 

the question “How aware are you of the ways in which advocacy can help adolescents with 

adverse experiences?” (see Figure 7). Eight of the 10 participants answered, very aware, one 

answered moderately aware, and one answered entirely aware. The participant who reported 

only feeling moderately aware of the benefits of advocacy had 0 to 5 years of experience as an 

MT-BC. The participant who reported feeling entirely aware had 5 to 10 years of experience, 

and those who reported feeling very aware fell into the categories of 0 to 5 years of experience, 

10 to 15 years, 15 to 20 years, and 20+ years. Although the participants who reported feeling 

very aware of the ways in which advocacy can help adolescents with adverse experiences had 

various years of experience, one of the participants who had the smallest amount of experience 

also reported feeling the least aware. 

The second trend noticeable was in the response to the question “How prepared do you 

feel to advocate for your client should the need arise?” (see Figure 9). Every participant who 

only had 0 to 5 years of experience reported feeling moderately prepared, while the participants 

who had 5 or more years of experience reported feeling very prepared or entirely prepared. 

Understandably, the music therapists who had more years of experience felt more prepared to 

advocate for their clients than music therapists who did not have as much experience. These 

results raised the question, is clinical experience one of the main factors preparing music 

therapists for client advocacy?  

Figure 3 illustrates the participants experience working with adolescents who have had 

adverse experiences. All the participants who had 0 to 5 years of experience working with 
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adolescents with adverse experiences reported that they felt moderately prepared, while the 

participants who had 5 or more years of experience working with adolescents with adverse 

experiences reported that they felt either very prepared or entirely prepared. These minor trends 

suggest that experience working as a music therapist and experience working with adolescents 

with adverse experiences are major contributors towards how prepared a music therapist feels to 

engage in client advocacy. This trend is similar to the one identified when looking at Figure 9 in 

the paragraph above. If this is the case, what can be done at the education level or the continued 

education level to also help prepare music therapists for client advocacy? 

Continued Education 

When the responses were examined by those who engaged in continued education for 

client advocacy (see Figure 5), one minor trend can be identified. The first was in the self-

reported level of preparedness to advocate for a client (see Figure 9). Those who answered that 

they had never engaged in continued education for client advocacy all reported that they only felt 

moderately prepared to advocate, while those who reported that they had engaged in continued 

education for client advocacy’s responses ranged from moderately prepared to advocate to 

entirely prepared to advocate. This indicates that continued education on client advocacy helps 

prepare music therapists to advocate for a client, emphasizing the importance of continued 

education on this topic. 

Experience Advocating 

A minor trend can be identified when reviewing the participants’ responses to whether 

they have advocated for an adolescent client who has had adverse experiences as a music 

therapist (see Figure 10). This trend occurred when comparing these responses to the responses 

to the question “How involved is the client in the advocacy process?” (see Figure 11). The 
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participants who reported that they have advocated for a client in the past responded that the 

client(s) should either be moderately or very involved, while the participant who reported they 

had not advocated for a client in the past responded that the client(s) should only be a little 

involved. This indicated a difference in opinion on how advocacy should be conducted between 

music therapists who have experience advocating for a client and music therapists who do not. It 

also raised the question of whether there is a stark difference between how advocacy is 

conducted by music therapists who have years of experience advocating and music therapists 

who have little experience advocating.  

Support When Advocating 

There is an important observation to be made when examining the participants’ narrative 

responses; only one participant mentioned feeling supported by their supervisor or team while 

advocating. This participant reported receiving questions and pushback from their colleagues the 

first time they advocated for their client. They stated that throughout the process, their supervisor 

was supportive of them sharing their views and their reasons for advocating. After multiple 

conversations, the participant’s advocacy was received well, and positive change took place that 

led to their client making progress. As well as feeling supported by their supervisor, the 

participant mentioned feeling heard, understood, and encouraged by them. 

Other participants either did not mention their supervisor or supervision in their advocacy 

process, or they did not mention feeling supported or encouraged by their supervisor to advocate 

for their client. This lack of mention does not mean the other participants supervisors were 

unsupportive, but it is interesting that they chose not to include any support they received while 

trying to advocate as opposed to after they had already advocated. The importance of receiving 
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support and encouragement from colleagues or supervisors while trying to advocate for a client 

is a topic that requires further attention. 

Mixed Responses 

Finally, it is important to note that every participant who reported receiving hesitation or 

pushback as a response to their initial advocacy also reported that after continued advocacy, the 

hesitation or pushback changed to support and understanding. Multiple participants were 

advocating for a change in their client’s interventions or treatment plan, and to change anyone’s 

mind, they had to engage in multiple conversations, back up their suggestions with evidence, and 

show their client’s need and later on their progress. In every instance where situations were 

reported, the change that the participant was advocating for eventually took place and the client 

benefited from it. This advocacy demonstrates the significance of continued advocacy for one’s 

client(s), as opposed to advocating for a cause or change only one time. 

Call to Action 

 It was evident from the results of this study that the participants are aware of the need for 

client advocacy and the benefits of client advocacy and believe music therapists should engage in 

it as part of their job. Existing literature on music therapy with adolescents demonstrates this 

need as well. Although there is no literature on how to advocate for a client as a music therapist, 

some literature includes examples of music therapists advocating for their clients in different 

ways (Camilleri & Austin, 2007; Krüger, 2019; Zanders, 2012, 2015; Zanders et al., 2018). 

These specific examples include music therapists engaging in advocacy by talking to case 

workers, talking to parents/guardians, talking to treatment teams in schools, and raising 

awareness in communities about issues their clients face. These examples further show that the 

need for and benefit of advocacy in the field of music therapy is substantial. 
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 However, even though music therapists are aware of advocacy and engage in it, the 

American Music Therapy Association Code of Ethics, Standards of Practice, Competencies, and 

Advanced Competencies mention nothing of client advocacy (American Music Therapy 

Association, 2013, 2015a, 2015b, 2019). This lack of acknowledgement raises the question, do 

other fields whose professionals advocate for their clients include client advocacy in their codes 

of ethics, standards of practice, or competencies?  

The field of counseling, for example, has competencies specifically for client advocacy. 

The American Counseling Association (ACA) Advocacy Competencies covers necessary 

counselor skills, knowledge, and behavior for engaging in advocacy, addresses systemic barriers 

and issues clients face, client involvement in advocacy, different levels of advocacy, and 

different ways to advocate (see Appendix B). The ACA Advocacy competencies also include 

“Competency Domains,” which are different forms of advocacy organized by the extent of client 

involvement, the level of advocacy, and the focus of the counselor’s energy. The domains 

include Client/Student Empowerment, Client/Student Advocacy, Community Collaboration, 

Systems Advocacy, Collective Action, and Social/Political Advocacy.  

 There is a lot of work to be done on client advocacy in the field of music therapy. 

Research like this study should be duplicated so there is more literature with a primary focus on 

client advocacy. There should also be research on the inclusion of client advocacy in formal 

music therapy education settings, both at the undergraduate level and the graduate level, to 

determine if client advocacy is something that is addressed in school. Additionally, continued 

music therapy education should include topics like engaging in client advocacy and the purpose 

of client advocacy. This continued education could take place in seminars, online trainings, or 

conference workshops. Finally, client advocacy should be considered and included in 
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professional competencies and standards of practice for music therapists. These steps are only 

the beginning of prioritizing a focus on client advocacy in the field of music therapy.  

Limitations 

 There were multiple limitations to this research. The first was recruitment. The 

recruitment materials were sent to eight people by email and shared to three groups with a 

combined total of 12,226 people in them. The researcher did not have funding for this research; 

therefore, a translator could not be hired, nor could MT-BC contact lists be purchased. This lack 

of financial support resulted in the requirement for participants to be English-speaking and the 

participant demographics to be culturally limited, and for recruitment methods to be limited. In 

addition, in-person networking was not possible due to COVID-19 and its restrictions. The 

limitations of the recruitment process resulted in an additional limitation: a small sample size of 

only 10 participants. Due to the small sample size, it is advised to use caution when interpreting 

or generalizing the results.  

 Additionally, there were questions that this survey neglected to ask. Demographic 

questions were not included, so there is no information about the participants’ age, location, etc., 

and no opportunity to see how answers might have differed across different demographic groups. 

This survey also did not ask about supervision and its relation to advocacy. Supervision is 

potentially a place where a music therapist can ask about advocacy, prepare for it, and receive 

support, and questions about whether music therapists engaged in supervision while advocating 

could be enlightening.  

Future Research 

The purpose of this study was to examine the current trends of client advocacy in the 

field of music therapy. Conclusions from the research and results from the study showed that 



 54 

advocating for a client is an important aspect of music therapy, and more research needs to be 

done on this topic. The sample size was substantially small, and more participants will be needed 

to gain any understanding of the experience and effects of client advocacy in music therapy.  

In addition to presenting a need for the questions in this study to be duplicated, this study 

also raised further questions on the topic of advocacy that need to be included in future research. 

How supported do music therapists feel when they are advocating or making the decision to 

advocate for a client? This question ties into the next, which inquires how supervisors or private 

practice owners support the music therapists under them when they’re advocating. Another area 

of focus for future research could be examining at burn out rates in music therapists who 

advocate often in their day-to-day work. Finally, this study raised the question of whether 

advocacy is a graduate degree topic more so than an undergraduate degree topic. Or, if it is even 

a topic that is addressed in formal education at all. Further research could ask questions about 

advocacy to students still in undergraduate level classes, which was not possible in this study due 

to the MT-BC requirement.  

Conclusion 

The purpose of this mixed methods survey was to document the trends of advocacy for 

adolescents with adverse experiences, as well as understand those experiences. For qualitative 

data analysis, all narratives were coded using inductive coding, a bottom to top process where 

the categories emerge from the data. All quantitative questions were reported using statistical 

analysis through PsychData. To analyze the quantitative data, statistical mean, percentages, and 

ranges were calculated and graphed for each question. The qualitative data was then used to 

explain the quantitative data. The results demonstrated that music therapists already advocate for 

their clients. Findings also suggested that music therapists are aware of the importance of and 
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need for client advocacy, and those that engage in client advocacy as a part of their work find it 

benefits their clients.  

This study brought more awareness and focus to client advocacy in the field of music 

therapy. However, client advocacy is still under-addressed in formal education, continued 

education, published literature, and in music therapy standards and competencies. It is important 

that client advocacy is better represented in those aspects of the field to support and aid music 

therapists in such a significant component of their job.  
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APPENDIX B 

AMERICAN COUNSELING ASSOCIATION ADVOCACY COMPETENCIES 

The historical roots of advocacy within the counseling profession can be traced back to the early 
1900’s with Frank Parson’s work related to vocational guidance in underserved communities 
along with Clifford Beers efforts in client mental health advocacy. The publication of the 
Multicultural Counseling Competencies (MCCs; Sue, Arredondo, & McDavis, 1992), 
represented a major step toward drawing attention to the role of counselors developing 
competencies to work with a wide range of racially and ethnically diverse clients, and in doing 
so, identified advocacy efforts at individual and systems level to address disparities and 
discrimination. However, it was not until the late 1990’s that the American Counseling 
Association (ACA) began the process of codifying advocacy specifically and highlighting the 
importance of it for both the profession and the work that counselors do with clients. 
Recognizing the growing significance of advocacy in the profession, ACA President Loretta 
Bradley promoted advocacy as her conference theme and subsequently President Jane Goodman 
created a taskforce to develop advocacy competencies. In 2003, the ACA Governing Council 
officially approved and adopted the advocacy competencies that were developed by Goodman’s 
taskforce. This effort was informed by, and built on, the MCCs while expanding to encourage 
counselors to identify and address systemic issues more broadly. The Advocacy Competencies 
(Lewis, Arnold, House & Toporek, 2003) focused on the role of counselors as advocates 
working with and/or on behalf of their clients who were struggling with systemic barriers. By 
providing counselors with a framework and the necessary strategies to guide client advocacy, 
the competencies were pacesetting and perhaps ahead of their time.   
 
Building on the growing recognition of the importance of both client and professional advocacy, 
in 2018, ACA embraced advocacy as one of three central pillars for the organization's strategic 
initiatives. Around this same time period the Governing Council tasked the ACA Human Rights 
Committee with creating advocacy statements that could be used by the organization to address 
different social justice and human rights issues that impact the counseling profession, clients, 
and communities that counselors serve.     
 
Clearly the role of advocacy both within the profession, and in the work that counselors do with 
clients, has gained increasing attention and significance over the years. Since the inception of the 
2003 Advocacy Competencies and the utilization of them with clients over the last 15 years, 
additional strategies have been developed and the model has been expanded and clarified. Further, 
the Association for Multicultural Counseling and Development (AMCD) presented an updated 
model of multicultural competence integrating social justice and advocacy, informed by the 
original MCC model (1992) and Advocacy Competencies (2003). Given these advances, 
contemporary sociopolitical challenges faced by counselors, and increasing attention to advocacy 
within ACA and accrediting bodies, the ACA Advocacy Competencies have been updated and 
clarified. This document represents a brief overview to that updated model.  

 
 

Overview of the ACA Advocacy Competencies  
 



 68 

The ACA Advocacy Competencies describe necessary counselor skills, knowledge, and 
behavior that can be implemented to address systemic barriers and issues facing students, 
clients, client groups or whole populations (hereafter, clients and client groups is inclusive of 
students and student groups). The Advocacy Competencies are organized around two 
dimensions: Extent of Client Involvement in Advocacy and Level of Advocacy Intervention. 
The first dimension, Extent of Client Involvement, distinguishes advocacy done in collaboration 
with clients from advocacy conducted on behalf of clients, client groups, or communities. When 
done effectively, advocacy in partnership with the client, client groups, or populations facilitates 
greater empowerment and more helpful advocacy. Still, there are times and circumstances in 
which it may be necessary and effective for counselors to advocate on behalf of clients or client 
groups. The second dimension, Level of Advocacy Intervention, refers to the focus of advocacy 
interventions and whether that takes place at an individual level to address issues faced by an 
individual client; at the school, community or organizational level to address issues faced by 
whole groups of clients or community members; or, at the broadest level, within the public arena 
reflecting large scale change efforts. In Figure 1, permeable lines indicate that the different 
dimensions and domains are not mutually exclusive as advocacy may be most effective when 
multiple approaches are taken.   
 
The intersection of the two dimensions described above are reflected in six domains of advocacy: 
empowerment, client advocacy, community collaboration, systems advocacy, collective action 
and social/political advocacy. The Advocacy Competencies presume that counselors evaluating 
and implementing advocacy examine multicultural and ethical considerations relevant for the 
client, group, issue, and approach. Figure 1 depicts how the intersection of the dimensions of 
advocacy relate to the different domains. In the sections following the figure, each domain is 
described along with specific skills, knowledge and behaviors associated with that domain.  

Domains of Advocacy  
 
Advocacy interventions are organized by the extent that the client is involved as an advocate and 
thus the role of the counselor as well as the level at which the barrier is experienced and where 
the intervention takes place. When advocacy is done in partnership or collaboration with clients 
and client groups, the role of the counselor and the focus of their energy is to support and 
facilitate them in planning and carrying out advocacy. When counselors engage in advocacy on 
behalf of clients or client groups, their role and the focus of their energy is direct system 
intervention.  
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Figure 1. ACA Advocacy Competencies  
 
Client/Student Empowerment 
 
An advocacy orientation involves not only systems change but also the implementation of 
empowerment strategies in direct counseling. Client empowerment is focused on helping the 
client identify systemic barriers, learning approaches to address those barriers, helping them to 
evaluate those approaches as well as facilitating their reflective processing of their advocacy 
experiences.  

Client/Student Empowerment Counselor Competencies and Strategies 

 
In direct interventions, the counselor is able to:  
 

● Identify strengths and resources of clients and students.  
● Identify the social, political, economic, and cultural factors that affect the 

client/student.  
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● Recognize the significance of counselor’s own cultural background and 
sociopolitical position in relation to power, privilege and oppression and in relation 
to the client or client communities.  

● Recognize signs indicating that an individual’s behaviors and concerns reflect 
responses to systemic or internalized oppression.  

● At an appropriate developmental level and cultural perspective, help the individual 
identify the external barriers that affect his, her or their development.  

● Share resources and tools that are appropriate for the client/student’s 
developmental level and issue.  

● Train students and clients in self-advocacy skills.  
● Help students and clients develop self-advocacy action plans.  
● Assist students and clients in carrying out action plans.  

Client/Student Advocacy  

Client/student advocacy refers to actions a counselor takes to advocate on behalf of an individual 
client, student or family. This may be appropriate in situations where the counselor has access to 
systems or processes that the client may not have, or in ways the client may not. This may also be 
appropriate when the client chooses not to engage in advocacy due to fear of retribution, concerns 
about communication or cognitive challenges, or other factors. Counselors engaging in 
client/student advocacy directly address the system in which the barrier or problem exists or where 
a solution can be found. Often, this type of advocacy involves addressing systemic issues within 
the counselor’s own organization or school but may also include advocacy within broader systems 
of care on behalf of a specific client or student.   

Client/Student Advocacy Counselor Competencies and Strategies  

In environmental interventions on behalf of clients and students, the counselor is able to:  
 

● Identify barriers to the well-being of clients and students with attention to issues 
facing vulnerable groups.  

● Recognize the significance of counselor’s own cultural background and 
sociopolitical position in relation to power, privilege and oppression and in relation 
to the client or client communities.  

● Identify potential allies for confronting the barriers including those within the 
organization as well as those who have cultural expertise relevant to the client’s 
issue.  

● Develop an initial plan of action for confronting these barriers in consultation with 
client and ensuring plan is consistent with client’s goals.  

● Communicate plan with client including rationale, and possible outcomes of 
advocacy.  

● Negotiate relevant services and education systems on behalf of clients and students.  
● Help clients and students gain access and create a plan to sustain needed resources 

and supports.  
● Carry out the plan of action and reflect/evaluate effectiveness of advocacy efforts.  
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Community Collaboration  

In community collaboration, the counselor works with a group or community to identify and 
address systemic barriers and issues. The role of the counselor in this type of advocacy is 
primarily one of ally and contributor of professional skills such as interpersonal relations, group 
facilitation, communications, training and research. In community collaboration, the community 
is viewed as the leader and expert with regard to the issue of concern. The counselor supports 
the community efforts and helps them to examine the issue, determine courses of action, and 
reflect on that action. The extent of contribution the counselor makes often varies depending on 
the expertise and resources held by the community.  
 

Community Collaboration Counselor Competencies and Strategies  

In collaborating with the community, organization or school community to address 
systemic barriers or problems facing clients and client groups, counselors are able to:  
 

● Identify environmental factors that impinge upon students’ and clients’ 
development.  

● Alert community or school groups with common concerns related to the issue.  
● Develop alliances with groups working for change and explore what has already 

been done to address the issue. Understand counselor’s sociocultural position in 
relation to the issue, the client group, and allies.  

● Use effective listening skills to gain understanding of the group’s goals and help 
facilitate examination of causes and possible avenues for advocacy.  

● Facilitate understanding of group dynamics, cultural and sociopolitical variations 
in group members, and how that may affect group decisions as well as variable 
repercussions for different group members.  

● Identify the strengths and resources that the group members bring to the process of 
systemic change and communicate recognition of and respect for these strengths 
and resources.   

● Identify and offer the skills that the counselor can bring to the collaboration as well 
as any ethical limitations they might have as a professional.  

● Facilitate the group in considering possible outcomes of action, both favorable and 
unfavorable, and support them in preparing for possible resistance or other 
challenges.  

● Integrate considerations of the ecological and political context in which the 
advocacy actions will be taking place.  

● Assess the effectiveness of counselor’s collaborative efforts with the community.  

Systems Advocacy  

Systems advocacy reflects counselors advocating on behalf of groups of clients or students 
within a school, organization or community. Existing groups may come to counselors for 
assistance regarding an issue, for example a student club. In other cases, counselors’ ongoing 
work with people gives them a unique awareness of recurring themes. Counselors are often 
among the first to become aware of specific difficulties in the environment. When counselors 
identify systemic factors that act as barriers to their students’ or clients’ development, they often 
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wish that they could change the environment and prevent some of the problems that they see 
every day. Systems level advocacy may take place within the organization systems in which the 
counselor works and may engage the counselor in arenas where client groups may not have 
access, for example, staff committees. Regardless of the specific target of change, the processes 
for altering the status quo have common qualities. Change is a process that requires vision, 
persistence, leadership, collaboration, systems analysis, and strong data. In many situations, a 
counselor is the right person to take leadership.  
 

Systems Advocacy Counselor Competencies and Strategies  

In exerting systems-change leadership at the school, organization or community level, 
the advocacy-oriented counselor is able to:  
 

● Identify environmental factors impinging on students’ or clients’ development.  
● Understand the cultural, political, developmental and environmental contexts of 

the clients or client groups.  
● Understand the counselor’s own cultural identity in relation to the group and the 

target of advocacy including privilege, oppression, communication, values, and 
intentions.  

● Investigate the issue, population and possible allies and stakeholders.  
● Provide and interpret data as well as share research and expertise to show the 

urgency for change.  
● In collaboration with other stakeholders, develop a vision to guide change.  
● Analyze the sources of political power and social influence within the system.  
● Develop a step-by-step plan for implementing the change process, attending to 

possible ethical issues.  
● Develop a plan for dealing with probable responses to change.  
● Recognize and deal with resistance.  
● Assess the effect of counselor’s advocacy efforts on the system and constituents.  

Collective Action  

Collective action (formerly Public Information) refers to advocacy in which the counselor 
collaborates with groups to address issues that exist on a broad scale or that can be remedied 
through changing public perception or policies. Collective action refers to advocacy in which 
the counselor collaborates with groups to address such large scale issues. The counselor 
contributes as a group member and lends their knowledge and skill to the process of advocacy. 
This may include group facilitating, research, and communication skills as needed by the group. 
Advocacy strategies in the public arena may involve increasing public awareness about an issue, 
lobbying decision making bodies for legislative or policy change, or other such actions. In 
collective action, the counselor’s role is as collaborator with the group or community affected by 
the issues who have chosen to engage in advocacy.   
 

Collective Action Counselor Competencies and Strategies  

In partnering with client groups and community members to address environmental and 
systemic issues, and inform the public as well as policy makers about the role of 
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environmental factors in human development, the advocacy-oriented counselor is able 
to:  
 

● Recognize the impact of oppression, other barriers, and environmental factors that 
interfere with healthy development.  

● Identify factors that are protective of healthy development as well as various 
avenues for enhancing these protective factors through the public arena.  

● Share research and professional expertise with partner client groups and 
community members in developmentally and culturally appropriate ways.  

● Determine appropriate role within community initiative such as facilitator, 
researcher, negotiator, etc. aligned with professional and personal skill set.  

● Understand counselor’s own cultural identity including positionality related to 
power, privilege, and oppression and how that influences the ways they work with 
the community and the targets of advocacy (e.g., decision makers).  

● Participate with and/or facilitate community partners in identifying the source of 
problems, setting goals, developing an action plan, considering possible outcomes, 
and implementing the action plan.  

● Prepare written and multimedia materials that provide clear explanations of the 
role of specific environmental factors in human development in consultation with 
engaged community or client groups.  

● Communicate information in ways that are ethical and appropriate for the target 
population.  

● Disseminate information through a variety of media appropriate for the target 
audience.  

● Collaboratively prepare and present materials and information to influence 
decision makers, legislators, and policy makers, ensuring that the community’s 
voice is central.  

● Facilitate the community group in assessing the influence of their public 
information and advocacy strategies.  

Social/Political Advocacy   

Counselors regularly act as change agents in the systems that affect their own students and 
clients most directly. This experience often leads toward the recognition that some of the 
concerns they have addressed affect people in a much larger arena. When this happens, 
counselors use their skills to carry out social/political advocacy on behalf of client or student 
populations. In this domain, counselors engage in advocacy strategies often independent of 
specific clients or client groups to address issues they observe. This may include examples such 
as writing advocacy briefings regarding an issue, invitations to testify at hearings, appearing in 
mass media (e.g., talk shows, podcasts) to raise awareness of issues, and other actions where the 
counselor speaks on behalf of an issue.  
 

Social/Political Advocacy Counselor Competencies and Strategies  

In influencing public awareness, legislation and policy in a large, public arena on behalf 
of client groups or communities, the advocacy-oriented counselor is able to: 
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● Identify the communities affected by this issue including who makes up the 
community and whether the community is engaged in advocacy around the issue. 

● Consult with communities affected by the issue to understand their views and 
experiences, with attention to economic, social and cultural perspectives. 

● Distinguish those problems that can best be resolved through using the counselor’s 
expertise and where the community may have limited access.  

● Identify ways the community may have input into the advocacy process. ●   
Identify and collaborate with other professionals as well as other allies who are 
involved in disseminating public information and may be interested in or already 
engaging in policy advocacy.  

● Identify appropriate mechanisms and avenues for addressing these problems and 
distinguish the role of public awareness, legislative, policy and judicial action.  

● Understand counselor’s own cultural identity including positionality related to 
power, privilege, and oppression and how that influences the ways they work with 
the community and the targets of advocacy (e.g., decision makers).  

● Support existing alliances for change through providing information, support, and 
expertise.  

● With allies, prepare convincing data and rationales for public awareness campaigns 
or to lobby legislators and other policy makers.  

● Maintain open dialogue with communities and clients to ensure that the 
social/political advocacy is consistent with the initial goals.  

Conclusion and Future Directions  
 
The 2003 ACA Advocacy Competencies provided an important guide for counselors to 
implement advocacy in their practice. This update expands on those competencies, clarifying 
domains and elaborating specific strategies, knowledge and skills as well as explicating the 
original authors’ intentions for inclusion of multicultural and ethical considerations. Clients, 
students, and communities continue to face extreme challenges and affronts to their dignity and 
ability to take care of themselves and their families.  

  
Therefore, this update also reflects the increasing engagement of individuals, communities and 
schools in social action and enhances the ways that counselors can work to support those efforts 
through advocacy and collaboration.  
As we look toward the future of counseling, ACA’s strong commitment to advocacy as a central 
role in counseling will require consistent inclusion of advocacy in future training and research 
endeavors. We will need to find ways to facilitate counselors in understanding how advocacy 
fits into their  role within a culturally relevant  context as well as understand the power and 
function of advocacy in addressing complex client and professional issues. Training grounded in 
empirical and practice-based research will enable counselors to develop skills and intervention 
strategies consistent with advocacy as a core element of counselor professional identity.   
 
Acknowledgement: Thank you to Jane Goodman, Muninder Kaur Ahluwalia, Michael  
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Appendix: Additional Resources   

Counselors for Social Justice (CSJ). Retrieved from https://counseling-csj.org  
 
Lewis, J. A., Arnold, M. S., House, R., & Toporek, R. L. (2002). ACA Advocacy Competencies. 
Reprinted in R. L. Toporek, J. Lewis, & H. C. Crethar, Promoting systemic change through the 
Advocacy Competencies. In the Special Section on Advocacy Competencies. Journal of 
Counseling and Development, 87, 260-268.  
  
Ratts, M. V., Toporek, R. L., & Lewis, J. A. (Eds.) (2010). ACA Advocacy Competencies: A 
social justice framework for counselors, American Counseling Association.  
 
Toporek, R. L., Lewis, J., & Crethar, H. C. (2009). Promoting systemic change through the 
Advocacy Competencies. In the Special Section on Advocacy Competencies. Journal of 
Counseling and Development, 87, 260-268.  
  
 


