
 

 

Music in Aging Wellness Scale (MAWS)1 

Instructions:  Read each statement below, consider how it applies to you, and choose the number that best fits 
your level of agreement or disagreement. There are no right or wrong answers, as everyone is different. Make 
your best guess if unsure so that a total score may be calculated. Thank you. 

# Statement Strongly 
Disagree 

Disagree Somewhat 
Disagree 

Unsure Somewhat 
Agree 

Agree Strongly 
Agree 

1 I absolutely love singing along to 
familiar songs when I hear them. 

1 2 3 4 5 6 7 

2 I always tap my foot or sway my body 
to good music. 

1 2 3 4 5 6 7 

3 I make it a point to listen to music 
most days of the week. 

1 2 3 4 5 6 7 

4 I am expert at reading music. 1 2 3 4 5 6 7 

5 I very often sing or hum to myself 
when alone (e.g., when in the shower, 
taking a walk). 

1 2 3 4 5 6 7 

6 Regular engagement with music is 
essential for my quality of health and 
life. 

1 2 3 4 5 6 7 

7 I can usually pick up a tune and join in 
after hearing the piece just once. 

1 2 3 4 5 6 7 

Record Column Sums Here:        

 Record Total MAWS Score Here:  

Interpretation based on validation sample (-1SD, Within1SD, +1SD):  Scores = 7-22 LOW; 23-39 AVERAGE; 40+ HIGH. 
 

 
1 A brief, evidence-based measure of music engagement (i.e., joining in, prioritization, aptitude) developed through 2-year longitudinal 
data from a sample of 349 community-dwelling older adults residing in Maine. 
 
Meuser, T. M. (2023). Measuring music engagement in older adults: the UNE music in aging wellness scale (MAWS). Aging & Mental 
Health, 1-8. https://www.tandfonline.com/doi/full/10.1080/13607863.2023.2227130  
 
Questions? Contact Tom Meuser, PhD, Director, UNE Aging Center, at 207-221-4140 or tmeuser@une.edu.  
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ABSTRACT
Objectives: Engagement with music (i.e. listening, moving to the beat, joining in, performance) is 
documented to enhance cognition, mood, socialization, and a host of other wellness indicators in 
advancing age. A number of comprehensive scales measure this engagement, but a brief, accessible 
scale designed for general use with older adults is lacking. This project was undertaken to create and 
offer preliminary validation of the 7-item Music in Aging Wellness Scale (MAWS).
Method: Seven items reflecting aspects of music engagement (ME) were developed by expert opinion 
(e.g. ‘I always tap my foot or sway my body to good music’) for completion on a 1–7, strongly disagree 
to strongly agree, Likert scale. These were subject to exploratory factor analysis (EFA) (n = 349 cases) 
along with a set of six experimental items on ageism. It was hypothesized these items would cluster 
by content, thus showing separation into distinct factors.
Results: This was achieved and the resulting measure showed sound internal consistency (0.82), split-
half reliability (0.71), and one-year test–retest (0.83). The MAWS total score was found to correlate 
significantly in expected directions with common gerontological measures. High scorers reported 
less depression, more mastery, less loneliness, and larger social networks. No association was found 
for worry-based anxiety and self-reported cognitive decline.
Conclusion: This preliminary reliability and validity study suggests that the MAWS may be an 
appropriate outcome and tracking measure for older adults involved in music-wellness interventions. 
Future research will further validate MAWS characteristics and associations with other established 
measures in this important field.

This study was approved by the University of New England 
Institutional Review Board via Expedited Review (0323-10).

Introduction

Enjoyment of and participation in making music is widely 
believed to contribute to positive, healthful aging (Hays et al., 
2002). Benefits accrue to the brain, body, and spirit (Hallam & 
Creech, 2016). Whether through performance—playing an 
instrument, singing—or simply listening with focused interest, 
engagement with music has been shown to promote positive 
social interactions (Southcott, 2009), reduce depression 
(Leubner & Hinterberger, 2017; Zhao et al., 2016), and enhance 
quality of life in aging adults (Coffman, 2002; Solé et al., 2010).

The neuroprotective and neurorehabilitation potentials of 
music engagement (ME) are well documented. Music-related 
boosts to memory performance have been shown in both in 
community-dwelling older adults (Mammarella et  al., 2007) 
and persons diagnosed with Alzheimer disease (Clark & Warren, 
2015). Community choruses have formed in cities across the 
US to engage older adults with dementia in music performance 
for brain health and social wellness (Mittelman & 
Papayannopoulou, 2018; Smith et al., 2022).

ME is typically quantified through self-report of a target person 
or an informant (Greenberg & Rentfrow, 2017). Until the advent of 

digital streaming and online sharing, the only way to know of an 
individual’s ME was to ask them. Greenberg and Rentfrow advocate 
convincingly for building on this base of self-report data, in large 
population samples, and adding in digital tracking to quantify this 
engagement more fully. They call this big music data: ‘There are 
fantastic opportunities forthcoming with Big Data that can be a 
new frontier in generating knowledge and technology on the ben-
eficial psychological powers of music’ (p. 54). Self-report is the 
essential starting point.

One popular self-report measure is the comprehensive 
Music USE Questionnaire (Chin & Rickard, 2012). The MUSE is 
a 24-item questionnaire (32 and 58 item versions also avail-
able), responded to on a 0–5 Likert (0 not at all/strongly dis-
agree to 5 a great deal/strongly agree), inclusive of five ME 
styles (i.e. social connection, dance, cognitive/emotional reg-
ulation, physical exercise, and engaged production), and com-
prised three indices: Index of Music Training, Index of Music 
Instrument Playing, and Index of Music Listening. Two studies 
involving 210 adults (M age = 38) and 154 adults (23) were 
conducted. The authors reported sound internal consistency 
(0.78–0.87) across scale components and various preliminary 
validity indicators. They concluded ‘With this ME profile, 
researchers will be able to capture the complete music back-
ground of an individual in a brief 5-min self-response question-
naire’ (p. 441).
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In contrast, the 35-item Music Engagement Questionnaire 
(MusEQ) was developed specifically for completion by an infor-
mant in support of dementia research (Vanstone et al., 2016). 
Self-completion is also an option. Factor analysis of items com-
pleted by 391 community respondents (171 as informants; 218 
reporting about self; mean age 38) yielded six interpretable 
factors—Daily (5 items; e.g. ‘I listen to music while I perform 
chores or boring tasks’), Emotion (8; ‘relax when listening to 
peaceful music’), Perform (6; ‘People who know me describe me 
as a musical person’), Consume (6), Respond (4), Prefer (3)—with 
subscale internal consistency reliabilities ranging from 0.63 to 
0.87. The resulting MusEQ was subsequently administered to 
22 older adults (16 with a dementia diagnosis confirmed 
through screening) and their family caregivers. Informant rat-
ings were found to be similar across five of six domains, and 
total scores were highly correlated (0.78). The only difference 
was in Emotion which was significantly higher in the self-report 
group. The authors suggest broad utility for the MusEQ in 
aging-related studies, especially those that would benefit from 
informant input.

Another self-report measure—the ME questionnaire—was 
developed on a large sample of over 2500 teenagers and young 
adults who responded to an online competition (Hollebeek 
et al., 2016). Respondents were asked to report on their music 
preferences at age 14. A 25-item preliminary scale was assessed 
through exploratory factor analysis (EFA) with half of the sam-
ple, and an 11-item version was then validated with the other 
half through confirmatory factor analysis. The ME addresses 
three interpretable factors associated with ME: social-identity 
(4 items; e.g. ‘Part of my role among friends is to keep them 
informed about new music or when bands will be touring’), 
transportive (4; ‘Listening to music is an escape’), and affect-in-
ducing (3; ‘Some songs send shivers up my spine or give me 
goose bumps’). Chronbach alphas ranged from 0.82–0.92.

While rigorous in development and comprehensive in cov-
erage, these scales all have limitations when applied to older 
adults. The MUSE and ME were developed on data from persons 
under age 60. Participants in MusEQ development represented 
a broader age range (i.e. ~20–80s based on reported standard 
deviations), and additional validation focused on older adults. 
The case for the MusEQ as an informant measure appears 
strong, but its length could be burdensome to some older 
respondents when other constructs also require measurement 
(i.e. potentially making for an overly long survey).

Health, function, and wellness assessment of older adults 
involves striking a balance between comprehensive measure-
ment and economy in the selection of tools (VanSwearingen & 
Brach, 2001). Fatigue can impact negatively on measurement 
quality (Yu et al., 2010). The geriatric literature is replete with 
short-form versions of long-form scales for this reason. While 
the 30-item Geriatric Depression Inventory, for example, may 
capture deeper nuances of mood, the 15-item and 5-item short 
forms are more widely used precisely because of their brevity 
(Aikman & Oehlert, 2001; Wall et al., 1999). Measuring the core 
features of a construct, such as depression, is often enough. 
There is general acceptance among older adults and the health 
professionals who serve them that music is therapeutic (Khan 
et al., 2016). Numerous clinical trials of music interventions have 
shown benefits across a range of outcomes (Leubner & 
Hinterberger, 2017; Zhao et al., 2016). Yet, longstanding per-
sonal interest in music (i.e. pre-trial ME) is often not discussed 
in such studies (see Coulton et al., 2015; Liao et al., 2018). The 

addition of a brief, self-report measure of ME in older adults 
could enhance such studies.

In sum, what appears missing from the literature on ME is a 
simple scale tailored to the subjective wellness of older adults: 
their participation in music, the pleasure they derive from it, 
and the personal mattering it may bring (e.g. pride in music 
knowledge). This scale could serve as a pre-intervention of mea-
sure of music interest as well as an accessible outcome measure 
of engagement. The goal of the present study was to develop 
an accessible, brief scale to measure subjective music-related 
wellness in community-dwelling older adults aged 55–98 years.

It was hypothesized that a series of ME items (i.e. declarative 
statements) presented to a large sample of community-dwell-
ing older adults would: (1) statistically cluster together distinct 
from other aging-related constructs; and (2) a total score derived 
from these items would correlate with common health and 
wellness indicators in aging.

Method

Item development and context

Items for the Music in Aging Wellness Scale (MAWS) were devel-
oped by the author, with input from faculty colleagues at the 
University of New England (UNE), for a supplemental survey 
associated with an ongoing longitudinal study of healthful 
aging in northern New England. The UNE Center for Excellence 
in Aging & Health engages with community-dwelling older 
adults through its Legacy Scholars Program (LSP). ‘Scholars’ are 
adults, aged 55 years and older, who complete annual surveys 
on health and wellness, participate in a research registry, vol-
unteer for IRB-approved studies, support intergenerational 
service-learning on aging (see Meuser et al., 2022), and partic-
ipate in the cultural life of this ‘Age Friendly University’ (see 
Gugliucci & O’Neill, 2019). Over 650 scholars have completed 
the core annual survey since January 2019, and two thirds also 
completed an optional health supplement initiated in January 
2021. Music items for the MAWS were part of this supplement 
to support future research on music and wellness. Time-linked 
data (i.e. when surveys were completed close in time) from both 
surveys were merged and analyzed for this study.

Music items were written for Likert scale response: 1 (Strongly 
Disagree) to 7 (Strongly Agree); a response frame employed in 
other core survey items. Items were worded strongly (i.e. with 
emphasis on extreme views) to encourage variability in response 
and reduce risk for severe skew (Comrey, 1988). This is to avoid 
everyone responding strongly agree to an item written more 
generally (e.g. ‘I enjoy music’). Descriptive statistics for these 
items are presented in Table 1.

All ME item distributions were slightly skewed as is common 
in psychosocial measurement (Blanca et al., 2013). Skewness 
refers to a score distribution’s ‘lean’ from center (i.e. towards left/
low tail or right/high tail), and kurtosis refers to the height of 
the distribution. A normal distribution is visualized as an upside 
down ‘U’ whereby two-thirds of scores fall in the center area and 
rest sloping evenly to the tails. High kurtosis reflects a flattening 
of this U shape with more scores in the tails. Blanca and col-
leagues define skewness and kurtosis scores together in these 
ranges: 0.26–0.75 range as slightly non-normal, 0.76–1.25 as 
moderately so, 1.26–1.75 as highly so, 1.76–2.25 as extreme, and 
2.26+ as very extreme. Distributions beyond the high range 
raise measurement validity concerns.
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All music items were acceptable per these ranges. The dis-
tribution of one music item (listen to…) was just slightly skewed, 
five items were moderately skewed, and one item (sing or hum 
to self…) fell in the high range for kurtosis but not for skew (i.e. 
flattened distribution with scores spread evenly across all lev-
els). The sum of these items—the proposed MAWS Total Score 
for interpretation—was just slightly skewed as shown in 
Figure 1.

Sample Characteristics. Full ME data were available from 349 
participants when the dataset was extracted in January 2023, 
thus forming the sample for this project. Participants were pri-
marily female (73%), white (98%), moderately old with a mean 
age of 73.4 years (SD 6.5), and well-educated with mean years 
of 17.8 (SD 2.91). Most (71%) were retired, and many (65%) 
reported being married or partnered.

Wellness measures

Legacy Scholars complete various measures of wellness in their 
annual core and supplemental surveys. Measures of self-re-
ported emotional, cognitive, and interpersonal wellness were 
considered as validity correlates based on established associa-
tions with music in the literature (see Introduction). Selected 
emotion measures were the 15-item Geriatric Depression Scale 
(GDS15; Sheikh & Yesavage, 1986; Yesavage et al., 1982) and the 
8-item Penn State Worry Questionnaire (PSWQ8; Hopko et al., 
2003; Meyer et al., 1990). The Ascertain Dementia 8 (AD8; Galvin 
et al., 2006, 2007) and the Pearlin Mastery Scale (PMS; Pearlin & 
Schooler, 1978) addressed cognitive wellness. Interpersonal 
wellness was measured through the Lubben Social Network 
Scale (LSNS; Lubben et al., 2006) and the 8-item UCLA Loneliness 
Scale (UCLA-LS8; Hays & Dimatteo, 1987). For all measures save 
one—the LSNS—higher scores were more suggestive of a prob-
lem (i.e. higher GDS15 scores are more suggestive of clinical 
depression). Lower scores on LSNS indicate a smaller social net-
work and so suggest a risk for isolation. Descriptive statistics for 
these are presented in Table 2.

Sample frame

All 349 participants completed the music items at Time 1; 128 
(37%) completed the music items at Time 2 which restricted the 
sample for determination of test–retest reliability. Completion 
of the core and supplemental annual surveys are typically com-
pleted within a 2-month window. Missing values are minimal 
across both surveys. Three measures (PMS, LSNS, and UCLA-LS8) 
were drawn from the supplement and so co-occurred precisely 
in time with the music items. The remaining measures were 
drawn from the annual core survey and evidence somewhat 
smaller effective sample sizes (see Table 2).

Analysis

The 7 music items posited for the MAWS are listed in Table 1. 
These show sound face validity in their wording: all refer explic-
itly to engagement in music. It was presumed that these items 
would cluster together as ‘music-related’ in an EFA. Additional 
items of another type were available to challenge this assump-
tion. To further test this clustering hypothesis, the 7 music items 
were analyzed along with 6 experimental items designed to 
measure harm from personal experiences of ageism. On their face, Ta
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engagement with music and harm from ageism would seem 
unlikely to correlate, and so it was hypothesized they would 
separate into distinct factors in EFA. Principal Axis Factoring was 
conducted to test this in accordance with EFA guidelines for 
psychological measures (see Flora & Flake, 2017; Osborne, 2015).

Additional analyses targeted measures of non-normality dis-
cussed above, scale reliability (internal consistency, split-half, test–
retest), correlation with other wellness measures (i.e. for validity 
determination), and mean difference testing (One Way ANOVA).

Results

Factor analysis

A Principal Axis Factoring with direct oblimin rotation was run on 
the 7 music and 6 ageism items. Minimum factor loading was set 
to 0.30 to exclude weak relationships. Communalities were all above 
the 0.30 threshold. All item inter-correlations were below 0.80, sug-
gesting acceptable collinearity for EFA, and the determinant was 
found acceptable at 0.014. Bartlet’s Test of Sphericity was significant 
(p < .001) in further support of this EFA approach.

Quality of model fit was assessed via the Kaiser-Meyer-Olin mea-
sure of sampling adequacy which yielded a solid 0.76. The model 
contained four factors with Eigenvalues > 1, ranging from 3.53 to 
1.01, and together these explained 52% of model total variance. 
The factor pattern matrix is presented in Table 3.

As hypothesized, the experimental ageism items all clustered 
under one factor (2). Music items loaded cleanly on the remain-
ing three factors. A review of item content suggests the follow-
ing titles for these component factors: (1) Joining in Voice & 
Rhythm; (3) Prioritization for Wellness; and (4) Musical Aptitude. 
While meaningful in content terms, subscales like these with 
few items risk unreliability when scored and interpreted sepa-
rately (Maciej Serda et al., 2003). In accordance with the goal of 
a simple measure of music wellness, just the total sum of the 7 

Figure 1. Frequency distribution of sum of music items.

Table 2. Properties of the MAWS and validity measures.

n Min Max Mean Std. dev. Alpha Split-Half 1Yr test-retest

MAWS 349 9 49 31.08 8.52 0.82 0.71 0.83
PMS 338 11 28 22.25 3.13 0.80 0.65 0.71
lSnS 341 3 29 17.60 5.12 0.80 0.49 0.82
UClAl8 339 8 28 14.68 4.73 0.85 0.81 0.81
gDS15 242 0 14 2.47 1.76 0.82 0.80 0.68
PSWQ8 245 8 40 16.23 7.47 0.93 0.91 0.6
AD8 247 0 7 0.88 1.32 0.65 0.70 0.65

Table 3. Factor pattern matrix for music for aging in wellness scale1.

Pattern matrixa

Factor

1 2 3 4

i absolutely love 
singing along to 
familiar songs 
when i hear them.

0.787

i very often sing or 
hum to myself 
when alone (e.g. 
when in the 
shower, taking a 
walk).

0.735

i always tap my foot or 
sway my body to 
good music.

0.636

Ageism is doing 
serious harm to my 
mental health.

0.719

Health professionals 
seem to discount 
me and my 
opinions due to my 
age.

0.675

Ageism is doing 
serious harm to my 
physical health.

0.619

i often feel ignored 
when with persons 
younger than 
myself.

0.592

i am often treated 
differently from 
others because of 
my age.

0.557

i feel infantilized by 
persons close to me 
because of my age.

0.556

Regular engagement 
with music is 
essential for my 
quality of health 
and life.

−0.889

i make it a point to 
listen to music 
most days of the 
week.

−0.801

i can usually pick up a 
tune and join in 
after hearing the 
piece just once.

0.785

i am expert at reading 
music.

0.741

extraction Method: Principal Axis Factoring. Rotation Method: Oblimin with 
Kaiser normalization.

aRotation converged in six iterations.
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item scores is proposed to constitute the MAWS score for 
interpretation.

Descriptives and scale reliability

Table 2 shows descriptive statistics and reliability indicators for 
the MAWS total score and other wellness measures. The MAWS 
showed sound internal consistency reliability (Cronbach Alpha; 
0.82), acceptable split-half reliability (Gutman; 0.71), and sound 
test–retest reliability (Intraclass Correlation, 0.83). Similar levels 
were found for the other wellness measures, except for the 
self-report AD8 which evidenced weaker reliability as found in 
other studies (Chio et al., 2018).

Validity associations

MAWS correlations with other wellness measures are shown in 
Table 4. The MAWS total score was associated with both social 
network size (0.23; p <  .001) and loneliness (−0.16; p =  .004). 

Persons reporting greater music wellness also report larger 
social networks and less subjective loneliness. Of the cognitive 
measures, just mastery was associated with music wellness 
(0.15; p = .007); perception of cognitive decline on the AD8 was 
not. This latter finding may be related to the weaker psycho-
metric properties of this scale when relying on self-report. Mood 
was correlated with music wellness (−0.16; p = .013), but not 
worry-based anxiety. Higher reported music wellness was asso-
ciated with lower reported depression on the GDS15.

MAWS scores did not differ by sex (Male M = 30.3, SD = 8.8; 
vs. Female M = 31.3, SD = 8.5), and nonsignificant correlations 
were found for age and years of education.

Impact of musical performance history

In addition to the MAWS items presented so far, the LSP sup-
plemental survey also asks if a respondent was ever a participant 
in a formal singing group and if they have a history of playing one 
or more instruments. Persons with expertise in music perfor-
mance may be expected to score higher on a music wellness 

Table 4. Correlations of MAWS with validity measures.

Correlations

MAWS
Pearlin Mastery 

Scale
lubben Social 

network

UClA 
loneliness 

Scale

geriatric 
Depression 

Scale
Penn State Worry 

Questionnaire
Ascertain 

Dementia 8

MAWS Pearson correlation 1 0.146** 0.231** −0.155** −0.160* 0.017 −0.011
Sig. (2-tailed) 0.007 0.000 0.004 0.013 0.796 0.861
n 349 338 341 339 242 245 247

Pearlin Mastery Scale Pearson correlation 0.146** 1 0.158** −0.429** −0.565** −0.470** −0.337**
Sig. (2-tailed) 0.007 0.004 0.000 0.000 0.000 0.000
n 338 338 332 330 235 237 240

lubben Social network Pearson correlation 0.231** 0.158** 1 −0.466** −0.181** −0.020 −0.044
Sig. (2-tailed) 0.000 0.004 0.000 0.005 0.756 0.493
n 341 332 341 334 237 239 242

UClA loneliness Scale Pearson correlation −0.155** −0.429** −0.466** 1 0.495** 0.414** 0.298**
Sig. (2-tailed) 0.004 0.000 0.000 0.000 0.000 0.000
n 339 330 334 339 235 237 241

geriatric Depression 
Scale

Pearson correlation −0.160* −0.565** −0.181** 0.495** 1 0.549** 0.503**
Sig. (2-tailed) 0.013 0.000 0.005 0.000 0.000 0.000
n 242 235 237 235 242 235 237

Penn State Worry 
Questionnaire

Pearson correlation 0.017 −0.470** −0.020 0.414** 0.549** 1 0.277**
Sig. (2-tailed) 0.796 0.000 0.756 0.000 0.000 0.000
n 245 237 239 237 235 245 239

Ascertain Dementia 8 Pearson correlation −0.011 −0.337** −0.044 0.298** 0.503** 0.277** 1
Sig. (2-tailed) 0.861 0.000 0.493 0.000 0.000 0.000
n 247 240 242 241 237 239 247

**Correlation is significant at the 0.01 level (2-tailed).
*Correlation is significant at the 0.05 level (2-tailed).

Figure 2. MAWS score distributions by level of performance experience.
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scale than others without these backgrounds. If so, this may be 
considered another indicator of validity. To test this, a four-level 
variable was created to show such differences (see labels in 
Figure 2).

A one-way between subjects ANOVA was conducted to com-
pare levels of expertise in music performance with MAWS total 
scores. There was a significant effect of music performance on 
MAWS total score at the p < .0001 level for the four conditions 
[F(3, 345) = 20.11, p = 0.000)]. Post hoc comparisons via the Tukey 
HSD test indicated that the mean MAWS score for no perfor-
mance history (M = 27.71, SD = 7.88) was significantly lower than 
the other positive performance history categories. History of 
formal singing (M = 29.59, SD = 8.67) also differed significantly 
from the other three categories as visualized in Figure 2. Both 
history of playing an instrument and the combination (sing-
ing + instrument) differed significantly from the other two cat-
egories but did not differ from each other (M = 34.16 vs. 35.79, 
SD = 7.24 vs. 7.36). Participants who reported playing a musical 
instrument evidenced higher MAWS total scores than those who 
sang formally or informally.

One MAWS item (‘I am expert at reading music’) may relate to 
music performance, a facet of ME not directly represented in this 
scale. A one-way between subjects ANOVA compared levels of 
expertise in music performance with this single item. There was 
a significant effect of music performance on music reading at the 
p < .0001 level for the four conditions [F(3, 345) = 88.7, p = 0.000)]. 
Post hoc comparisons via the Tukey HSD test showed no difference 
between persons with no formal history of singing or instrument 
playing and those with a formal history of singing only (M = 1.58 
vs. 2.09, SD = 0.83 vs. 1.51). A significant difference (p < .0001) 
emerged only for those reporting a history of playing an instru-
ment and the combination (M = 4.11 vs. 4.49, SD = 1.91 vs. 1.55).

Discussion

This study established the reliability and preliminary validity of 
the MAWS comprised 7 items which together reflect three facets 
(factors) of ME: (1) Joining in Voice & Rhythm; (2) Prioritization for 
Wellness; and (3) Musical Aptitude. Responses on a 1–7 Likert 
scale are summed to obtain the MAWS total score which evi-
denced sound internal consistency reliability (0.82), acceptable 
split-half reliability (0.71), and sound 1-year test–retest reliability 
0(.83). MAWS scores were normally distributed, and no differ-
ences were found based on gender, age, or education level. The 
MAWS correlated significantly, and in the expected direction, 
with established gerontological measures associated with cog-
nition (mastery), mood (depression), and interpersonal wellness 
(loneliness, isolation). As shown in Figure 2, the MAWS also cap-
tures a wide range of musical engagement scores in persons 
with casual interest to those involved in formal performance 
(i.e. singing in a group, playing an instrument). These findings 
suggest that the MAWS has value as a brief, evidence-based, 
baseline and/or outcome measure for research and clinical/
wellness projects involving older adults.

The MAWS’ high test–retest reliability suggests that it may 
also tap into long-held beliefs and practices with respect to 
ME. This may be useful for projects seeking to re-activate long-
standing musical interests in persons residing in long-term 
care, diagnosed with dementia, experiencing loneliness, or 
reporting mood disturbance. A recent intervention study sug-
gests such a utility. A randomized controlled trial of a 12-ses-
sion music therapy intervention in long-term care targeted 
cognition, mood, pain, subjective wellness, and other 

outcomes (Castillejos & Godoy-Izquierdo, 2021). Said the 
authors of their post-intervention findings: ‘As expected, the 
participants who received the music intervention, despite its 
short duration, demonstrated notable improvements including 
enhanced functional status and autonomy, increased hand 
grip, enhanced cognitive functioning improved overall mood, 
reduced pain, and increased happiness’ (p. 97). Half of these 
benefits held up at 2 wk post invention. A measure that was 
conspicuously missing, however, was one of ME. Might partic-
ipants with high longstanding music wellness have responded 
differently than those with low such wellness? Were gains two 
weeks later driven by responses of those with high music well-
ness? These questions would seem relevant but cannot be 
answered without a scale like the MAWS.

A potential criticism of the MAWS is its brevity and the 
aspects of music wellness it does not address. As reviewed ear-
lier, other scales—notably the MUSE and MusEQ—involve many 
more questions and so cover additional components of engage-
ment. The three factors of the MAWS are clearly represented in 
these longer scales. What these scales add are elements of music 
production and performance that the MAWS only touches on. 
The only MAWS item that comes close is ‘I am expert at reading 
music.’ Post hoc testing following a significant one-way ANOVA 
showed that participants who reported playing an instrument 
agreed more with this item than others, including formal sing-
ers. The MAWS appears to capture an element of music perfor-
mance in this sense. Is this enough to justify its use as an 
outcome measure?

More research is needed to address this question. The degree 
to which the MAWS may correlate with scores derived from the 
MUSE or MusEQ is certainly relevant for establishing validity. 
The apparent overlap in content suggests that these scales will 
intercorrelate. Another issue is the relevance of performative 
measures of ME involved older adult wellness-focused projects. 
Does measuring music performance matter? If the goal is to 
engage participants in singing, moving to the rhythm, and 
enjoying this experience, the MAWS would appear capable of 
measuring such impacts in a brief, accessible manner.

The MAWS may also contribute Greenberg and Rentfrow’s 
‘Big Music Data’ approach to further demonstrate the value of 
music to wellness in advancing age. Self-reports of music inter-
est are the foundation on which digitally derived music access 
and behavior patterns are added. A brief scale that captures the 
‘gist’ of this interest for older adults may be applicable to studies 
involving many constructs requiring measurement.

As suggested above, another potential application is in inter-
vention research, including clinical trials. Prior affinity for music 
would seem relevant even when the primary outcome is mood, 
memory, socialization, or something else. A recent review of 187 
studies pointed to numerous definitional, methodological, and 
reporting inconsistences in music intervention research (Robb 
et al., 2018). Robb and colleagues stated: ‘There needs to be a 
clear scientific premise for why an investigator expects the spec-
ified use of music to influence the outcome of interest. Yet, less 
than half of the reviewed studies included a theoretical frame-
work or offered a scientific rationale. Identifying and measuring 
not only outcomes, but also the proposed mechanisms of action 
allow investigators to move beyond basic questions about effi-
cacy, and begin answering questions about how, why, and for 
whom an intervention works’ (p. 32).

Use of a ME scale—the MAWS (i.e. when brevity is important) 
and others reviewed earlier—could provide helpful context for 
such investigations and, perhaps, support targeting of 
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interventions. Might people with high music interest/engage-
ment prior to an intervention respond differently (better?) than 
those with low engagement? The answers to this and similar 
questions are relevant for targeting music interventions.

Limitations

The MAWS was developed based on expert opinion alone. The 
seven items were written, scrutinized by colleagues of the 
author, and then administered directly to community-dwelling 
older adults over a 2-year period. The scale is neither theo-
ry-driven nor based on a more extensive exploratory study from 
which items were extracted based on factor analysis. EFA was 
applied after to confirm an a priori hypothesis that the 7-item 
MAWS would cluster to form a coherent whole. This was demon-
strated with the inclusion of six additional test items of another 
construct (i.e. ageism) in the EFA. Perfect separation was 
achieved, supporting validity in a post hoc sense. Additional 
prospective research is needed to confirm the factor structure 
of the MAWS with new participants and inclusive of other mea-
sures of ME. This work is in process.

Conclusion

The joys and wellness benefits of ME for older adults are well 
established (Sorrell & Sorrell, 2008). There appears to be a need 
in music-related research and intervention for a brief, accessible 
scale to measure music-related wellness in this population. The 
MAWS may be a solid choice for measurement in projects now 
and in the future.

Note

 1. Ageism item loadings in box.
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