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Abstract

This research study examines the potential use of ASMR type audiovisual content as
an easy to access, cheap and effective supplementary therapy, in order to manage
depression and GAD. Two test films were developed to analyse the psychological
impact of audiovisual practice on a subject, one an ASMR featured short film and the
second a clip from the existing practice of audiovisual entrainment. Participants
subjective scores of mood and relaxation were measured, by scoring them pre and
post video. This study demonstrates that generally speaking, audio-visual media does
has a positive impact on individuals, with 50% of participants with a mental health
diagnosis reporting their mood improved.

3

TABLE OF CONTENTS

Page
Copyright Statement

2

Abstract

3

Table of Contents

4

Table of Figures

6

Table of Images

9

Dedication and Acknowledgements

10

List of Abbreviations

11

Chapter One: Introduction

12

1.1 Rationale

12

1.2 Outline of Study

12

Chapter Two: Literature Review

14

2.1 Introduction

14

2.2 Understanding Depression

14

2.3 Understanding Generalised Anxiety Disorder (GAD)

15

2.4 Treatments for Mental Health Diagnoses

16

2.5 Relaxation, Mood and Mental Health

30

2.6 Autonomous Sensory Meridian Response (ASMR)

35

2.7 Conclusion

38

Chapter Three: Methodology

40

3.1 Introduction

40

3.2 Search Strategy

40

3.3 Aim of Research

40

3.4 Designing the Research

41

3.5 Designing the Films

42

3.6 Participant Sampling and Selection

44

3.7 Data Collection

45

3.8 Analysis Techniques

48

3.9 Ethical Considerations

48
4

Chapter Four: Results

50

4.1 Introduction

50

4.2 Demographics of Research Population

50

4.3 Results

51

4.3.1 Comparison of Subjective Mood Change

51

4.3.2 Comparison of Perceived Relaxation Change

58

4.3.3 Enjoyment and Compliance of the Population

66

4.3.3a Compliance

66

4.3.3b Enjoyment

68

4.4 Conclusion

70

Chapter Five: Discussion

71

5.1 Introduction

71

5.2 Analysis of the Research Population

71

5.3 Analysis of the Research in Relation to the Research Questions

72

5.3.1 Analysis of Subjective Mood

72

5.3.2 Analysis of Subjective Relaxation

75

5.3.3 Enjoyment and Compliance Analysis

77

5.4 Participant Feedback

78

5.5 Limitations of Research

79

5.6 Conclusion

81

Chapter Six: Recommendations & Conclusion

82

6.1 Conclusion

82

6.2 Recommendations

83

Bibliography

85

List of Appendices

103

Appendix One

Video Web Addresses and Website Screenshots

104

Appendix Two

Questionnaire

110

Appendix Three

Table of Results

114

Word Count: 19,290
5

TABLE OF FIGURES

Page

1.1

A Comparison of Mood Change Before and After Watching Organic Video
(Whole Research Population)

1.2

51

A Percentage Comparison of Mood Change Before and After Watching
Organic Video (Whole Research Population)

1.3

A Comparison of Mood Change Before and After Watching Electronic Video
(Whole Research Population)

1.4

52

A Percentage Comparison of Mood Change Before and After Watching
Electronic Video (Whole Research Population)

2.1

54

A Direct Comparison of Mood Change in Organic vs. Electronic Viewers
(Population With a Mental Health Diagnosis)

3.1

54

A Percentage Comparison of Mood Change Before and After Watching
Electronic Video (Population With a Mental Health Diagnosis)

2.5

53

A Comparison of Mood Change Before and After Watching Electronic Video
(Population With a Mental Health Diagnosis)

2.4

53

A Percentage Comparison of Mood Change Before and After Watching
Organic Video (Population With a Mental Health Diagnosis)

2.3

52

A Comparison of Mood Change Before and After Watching Organic Video
(Population With a Mental Health Diagnosis)

2.2

51

55

A Comparison of Mood Change Before and After Watching Organic Video in
Respect to Diagnosis Type (Population With a Mental Health Diagnosis) 56

3.2

A Comparison of Mood Change Before and After Watching Electronic Video
in Respect to Diagnosis Type (Population With a Mental Health Diagnosis)56

4.1

A Comparison of Mood Change Before and After Watching Organic Video in
Respect to Treatment Type (Population With a Mental Health Diagnosis) 57

4.2

A Comparison of Mood Change Before and After Watching Electronic Video
in Respect to Treatment Type (Population With a Mental Health Diagnosis57

5.1

A Comparison of Relaxation Change Before and After Watching Organic
Video (Whole Research Population)

5.2

58

A Percentage Comparison of Perceived Relaxation Change Before and After
Watching Organic Video (Whole Research Population)
6

58

5.3

A Comparison of Relaxation Change Before and After Watching Electronic
Video (Whole Research Population)

5.4

A Percentage Comparison of Perceived Relaxation Change Before and After
Watching Electronic Video (Whole Research Population)

6.1

61

A Direct Comparison of Organic vs. Electronic Viewers Change in Relaxation
(Population With a Mental Health Diagnosis)

7.1

61

A Percentage Comparison of Relaxation Change Before and After Watching
Electronic Video (Population With a Mental Health Diagnosis)

6.5

60

A Comparison of Relaxation Change Before and After Watching Electronic
Video (Population With a Mental Health Diagnosis)

6.4

60

A Percentage Comparison of Relaxation Change Before and After Watching
Organic Video (Population With a Mental Health Diagnosis)

6.3

59

A Comparison of Relaxation Change Before and After Watching Organic
Video (Population With a Mental Health Diagnosis)

6.2

59

62

A Comparison of Relaxation Change Before and After Watching Organic
Video in Respect to Diagnosis Type (Population With a Mental Health
Diagnosis)

7.2

63

A Comparison of Relaxation Change Before and After Watching Electronic
Video in Respect to Diagnosis Type (Population With a Mental Health
Diagnosis)

8.1

63

A Comparison of Relaxation Change Before and After Watching Organic
Video in Respect to Treatment Type (Population With a Mental Health
Diagnosis)

8.2

64

A Comparison of Relaxation Change Before and After Watching Electronic
Video in Respect to Treatment Type (Population With a Mental Health
Diagnosis)

9.1

64

A Comprehensive Graph of Mood and Relaxation Scores Who Watched The
Organic Video (Population With a Mental Health Diagnosis)

9.2

A Comprehensive Graph of Mood and Relaxation Scores Who Watched The
Electronic Video (Population With a Mental Health Diagnosis)

10.1

65

Percentage of the Total Population Compliant with Viewing the Organic
Video

10.2

65

66

Percentage of the Total Population Compliant with Viewing the Electronic
Video

66
7

11.1

Percentage of the Population With A Diagnosis Compliant with Viewing the
Organic Video

11.2

67

Percentage of the Population With A Diagnosis Compliant with Viewing the
Electronic Video

12.1

67

Percentage of the Whole Population’s Enjoyment of Viewing the Organic
Video

12.2

68

Percentage of the Whole Population’s Enjoyment of Viewing the Electronic
Video

13.1

68

Percentage of the Population With a Diagnosis’ Enjoyment of Viewing the
Organic Video

13.2

69

Percentage of the Population With a Diagnosis’ Enjoyment of Viewing the
Electronic Video

69

8

TABLE OF IMAGES

Page

Image 1

Website Page 1 (Welcome Screen)

104

Image 2

Website Page 2 (Instructions and Disclaimer)

105

Image 3

Website Page 3 (Random Control)

106

Image 4

Website Page 4 (Pre Video Questionnaire)

106

Image 5

Website Page 5a (Organic Film)

107

Image 6

Website Page 5b (Electronic Film)

107

Image 7

Website Page 6 (Post Video Questionnaire)

108

Image 8

Website Page 7 (Demographics Questionnaire)

109

Image 9

Website Page 8 (Closing Page)

109

9

DEDICATION
This dissertation is dedicated to my grandfather – John Alec Crow, who passed away
during this research. His love, support and kindness guided me through my education
and allowed me to complete this study.

ACKNOWLEDGEMENTS
I would first like to thank my advisor Dr Steven Jan at The University of
Huddersfield, for supporting me throughout my research.
I would also like to thank Dr Zoe Goff, for her guidance and support throughout my
research, I am gratefully indebted to her for her help on this thesis.
To my family, especially Janette Padgett, my mother, whose love, help and
selflessness has helped me throughout my life and studies – thank you.
Finally, I would like to thank all those that participated in this research, I am forever
grateful.

10

List of Abbreviations

Abbreviations used in the documentation of the research and long forms of these are
listed below.

ASMR

Autonomous Sensory Meridian Response

AVE

Audio Visual Entrainment

CBT

Cognitive Behavioral Therapy

GAD

Generalised Anxiety Disorder

GP

General Practitioner (DOCTOR)

EEG
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Chapter One

Introduction

1.1 Rationale
With an increasing population, increase of those diagnosed with a mental health
condition and an ever-increasing demand for GP appointments in the U.K, the mental
health services are at breaking point (Cooper, 2017). Some studies claiming that the
death rate of those suffering from mental illness has risen every year since 2009 (NHS
Digital, 2012).

The researcher believes there is a need for a new type of recognised and supported
mental health therapy. Mindfulness, a well-established meditative practice can
provide relief of depressive symptoms (Bowen, et al., 2014) from the patients own
home, with no access to medical services.

ASMR is an online community of people who share and watch relaxation videos to
gain a sense of well being. This research hopes to explore ASMR type directed media
and its relation and possible uses in the world of mental health self-treatment. The
research will explore if an ASMR type video can provide subjective evidence of a link
between viewing the media and a positive correlation with their state of relaxation and
mood. It would mean the viewer would have access to self-help treatment, anywhere
at anytime.

Depression and GAD are both well-documented mental health conditions, with their
impact on a patient ranging from mild to severe. If individuals with a mild diagnosis
are able to get similar results from a video on their phone to taking month courses of
antidepressants or hours of talking therapy, the specialist mental health professionals
can spend more time with severe cases of mental health impairment.

1.2 Outline of Study
Chapter two highlights the main literature regarding the research of this study. The
literature review will discuss the impact of depression and GAD on patients and the
socio-economic impact on the mental health services and on society. The chapter will
12

analyse current treatment options for mental health and consider their rate of success,
patient compliance and relapse. It will also present an analysis of the current literature
on self-help media such as ASMR, AVE and mindfulness. Finally this chapter will
recognise the importance of psychoacoustics and auditory mechanisms, reviewing
their links with audio-visual self-help media.

Chapter three will focus on the methodological approaches undertaken, the sample
collection process and the research design, to obtained reliable data. Finally relevant
ethical considerations will be discussed, highlighting the collection of sensitive data.

Chapter four will present the findings obtained during the collection of data. The
trends, outcomes and results will be displayed in graphical format.

Chapter five will forward an analysis of the data, and interpret reasoning to the
outcomes displayed. The findings will be investigated against the current literature for
analysis of relevance, reliance and practicality to the research questions.

Chapter six will summarise and conclude the course of the research study and
outcomes. Finally a series of recommendations will be presented for further research.
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Chapter Two

Literature Review

2.1 Introduction
This chapter will review the available literature relevant to this study into mental
health, available treatments and their socio-economic success. It will examine the
processing of audio visual material to understand and establish grounds for the design
of test films. Finally, this chapter will explore ASMR and its current role within the
online community and how it could be used in the mental health sector.

2.2 Understanding Depression
According to the Mental Health Foundation (2016), 25% of the U.K experience some
kind of mental health problem every year, showing an increase of 11-20% for demand
of crisis services since 2012 (Health Line, 2012). Of this group 9.8% are formally
diagnosed with mild mixed depression and Generalised Anxiety Disorder (GAD).

Clinical depression is defined as negative feelings that don’t disappear quickly, or
become so overwhelming that they interfere with everyday life (Bolton, Bisson,
Guthrie & Wood, 2011).

Depressive symptoms are vast and diverse with most

individuals presenting with features of psychological symptoms such as persistent low
mood; difficulty making decisions; lack of empathy; thoughts of self-harm or suicide;
anhedonia (Bolton, et al., 2011). Physiological symptoms are also present in many
cases such as loss of appetite and weight; feeling restless and agitated; loss of energy,
motivation and sex drive (Bolton, et al., 2011). Depressive disorders can affect
anyone of any age and the risk factors are varied (Hankin, 2006). Sometimes there
may be an obvious reason – a relationship breakdown, bereavement, or even the birth
of a child – sometimes it is not clear (Bolton, et al., 2011). Medical professionals
grade depression as mild, moderate or severe depending on the severity of symptoms,
allowing them to decide on appropriate courses of treatment (Kenny & Knolt, 2015).

Castillo-Pérez, Gómez-Pérez, Velasco, Pérez-Campos and Mayoral (2010), make a
noteworthy point that our modern society adopts a fast paced environment conveying
transformations on many aspects of our lives. These changes bring a larger frequency
14

and type of stressor, which, combined with certain personal vulnerabilities,
determined in early life, such as abuse or the loss of a parent or genetics (Hazelden
Foundation, 2016) are causing a general rise in depressive systems. From a scientific
perspective, there are numerous biochemical factors described as contributing to the
etiology of depression (Burgdorf & Panksepp, 2006), such as low numbers of
dopamine receptors (Gothic, Doorman, Minor & Hall Mayer, 2008) and low levels of
dopamine in the brain (Nestle, et al., 2002).

2.3 Understanding Generalised Anxiety Disorder (GAD)
Generalised Anxiety Disorder (GAD) is often found in association with varying
severities of depression (Huge, Oppenheimer & Simon, 2004; Maser & Cloning,
1990). According to Anxiety and Depression Association of America (2016), nearly
one-half of those diagnosed with depression are also diagnosed with an anxiety
disorder.

GAD is a common and disabling condition with significant personal and societal costs
(Amir & Taylor 2012). NHS (2016) summarises that ‘anxiety is a feeling of unease,
such as worry of fear, that can be mild or severe’. Anxiety is a generalised symptom
of numerous conditions such as: phobias, post-traumatic stress disorder (PTSD),
social anxiety disorder and panic disorders (Gale & Davidson, 2007). Unlike these
conditions, sufferers of GAD experience feelings of anxiety over a wide range of
situations and issues; rather than one specific type of situation or event. Furthermore,
Nina and Berger (2001) state that GAD can be considered a chronic mental health
condition, running a mean duration of twenty years.

Symptoms of GAD are similar to depression in that they can affect individuals both
physiologically and psychologically. Psychological symptoms of GAD include:
restlessness, a sense of dread, constant ‘on edge’ feeling, difficulty concentrating and
irritability. Physiological symptoms of GAD can include: dizziness, tiredness,
palpitations of the heart, dry mouth, insomnia, shaking and sweating (Rapgay,
Bystritsky, Dafter & Spearman, 2011).
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2.4 Treatments for Mental Health Diagnoses
Those who choose no treatment
When comparing knowledge and stigmatisation about mental health, from the mid18th century to the start of the 20th there was a huge shift in the way people thought.
The mid- 18th century saw the housing of patients in asylums (Rollin, 1981). By
separating those with psychiatric disorders from the mainstream, the public became
desensitised towards their needs and the complicated treatment plans (Rollin, 2003).
This outlook was sustained up to as recently as the 1950s, when a wave of
deinstitutionalisation began, moving patients from psychiatric hospitals to outpatient
or less restrictive residential settings. Rollin (2003) also states that at the same time,
development of psychiatric drugs meant that people with mental health conditions
were able to cope better as an outpatient, reducing the need for inpatient admission.
Between 1950 and 1980 the number of institutionalised patients dropped from
560,000 to 130,000 (Koyanagi, 2007). As a result, awareness and understanding of
mental health continues to increase within our society, resulting in an associated
decrease of stigmatisation (Link, Cullen, Struening, Shrout & Dohrenwend, 1989).

Health Line (2012) suggests 80% of the people that have symptoms of clinical
depression are not receiving treatment. It’s difficult to pin point the exact reasons as
to why this figure is so high, as individuals form a large range of socioeconomic and
geographical backgrounds deal with and succumb to depression for a magnitude of
reasons. Bernstein (2010) speculates that embarrassment; shame on family and lack of
confidence in specialist help may be reasons why individuals have not sought medical
help. Furthermore a low-level of education may result in people not realising they
need help or know that help is available.

Depression and GAD can present typically and atypically from person to person,
therefore there can be no standardised treatment route (Al-Harbi, 2012). For example,
Tricyclic Antidepressants, which are considered effective in typical depressive
episodes, are traditionally considered ineffective in atypical episodes (Oxford
Handbook of Psychiatry (3rd ed.), 2013). The literature does however show that if the
individual has the right treatment and support, most can make a full recovery
(National Institute for Health and Care Excellence, 2016). Depending on the
16

individual, their needs and status need to be accessed when choosing a course of
support and treatment. The individual needs to stay in close observation to assess
changes in their mood and any improvement. They also requires a degree of
compliance as, sometimes even when treatment is accessible, many suffers are unable
to fully engage with professional services (Surgeon General, 1999; Demyttenaera, et
al., 2004).

Medical professionals strive to fit the correct course of treatment with the patient, to
ensure the quickest and most effective recovery. Unlike other medical conditions such
physiological complaints, psychological conditions such as depression and GAD can
be considered much more complex and at times more difficult to manage (National
Institutes of Health (US), 2007). Patients who have previously suffered mental health
conditions are always at risk of relapse. When treating an individual with depression,
the management of relapse prevention is imperative, especially if a patient includes
genetic history of depression (Lohoff, 2010).

Depression timeframes are varied and effect people for different lengths of time
(Leung, et al., 2012). It is common for patients to recover and experience remission of
their depression, however it is also usual for the depressive symptoms to relapse.
When looking at long-term treatment success, pharmacology used alone incurs the
highest rate of relapse, further emphasizing the need for other therapies to be used as
an adjunct in management (Marchesi, 2008). Furthermore, those patients who show
signs in childhood and adolescence have been identified as at risk for recurrent
depressive disorders in adulthood (Hankin, 2006), indicating these individuals may
require additional support and monitoring.

Treatment of GAD
GAD can have significant effects on an individual’s daily life, therefore support and
treatment from services is highly recommended to help alleviate the symptoms,
allowing functioning in the activities of daily life (NHS, 2016). The main treatments
available through services are psychological therapy – such as cognitive behavioural
therapy (CBT) and pharmacology such as antidepressants, which contain anxiolytic
17

properties (Oxford Handbook of Psychiatry (3rd ed.), 2013). Outside of formal
services, there are many recommended self-help managements to reduce symptoms of
GAD such as exercising regularly, reducing alcohol/caffeine intake and stopping
smoking. Support in the U.K for GAD is far reaching with many efficacious
treatments, however a large majority of individuals fail to access the most effective
treatments from the time of onset (Kessler, Olfson, & Berglund, 1998).

Treatment of Depression
According to Fountoulakis & Möller (2011), the treatments for depression are:
pharmacological, psychotherapy and electroconvulsive therapy. Music therapy is also
offered by mental health services through group and individual programs (OdellMiller, 2013) and studies have shown that music therapy can have a positive impact
on patients (Baker Kennelly & Tamplin, 2005). There is a comprehensive amount of
literature available that shows the undesirable symptoms of depressed patients
disappear after treatment, irrespective of whether the treatment was psychological or
biological (Simons, Garfield & Murphy, 1984).

Overview of Treatment
Depending on the geographical location, services and treatments vary. According to
Barkil-Oteo (2013), 79% of mental health patients are treated with antidepressants,
either as standalone management or combined with other support. 10% receive
Cognitive Behaviour Therapy (CBT), 7% attend art, music and drama therapy.
Leaving 4% categorised as ‘other’, including mindfulness techniques, Audio-Visual
Entrainment (A-VE) and technology based therapies.

The literature indicates a divide in stating what treatments are effective and what the
best course of support is for long-term positive results. Eslinger (1998); Maddux
(2014); Hansson Stjernswärd and Svensson (2014) all agree that facilitating positive
thoughts and mood in treatment is key to treating underlying causes of depression and
GAD. These arguments support the use of CBT, mindfulness and music therapy,
which help the individual identify and recognise the causes of their deterioration in
mental health, resulting in lasting positive treatment. In contrast Kasper and Olie
(2002); Smoller, et al. (2009); Yohn, et al. (2015) agree that pharmacology is key to
18

treatment of mental health issues.

In 2012, a Scandinavian research team explored the effectiveness of self-help for
anxiety disorders compared to waiting list and face-to-face treatment (CBT). The
research detailed a sample size of 4713 individuals with ranging mental disorders
including PTSD and social phobia, but mainly GAD. Haug, Nordgreen, Öst and
Havik (2012), found in the study that the self-help treatment group did considerably
better that those on a waiting list that did nothing (the control). Additionally the when
the self-help group was compared to face-to-face treatment, the latter returned better
results. From this study we can appreciate that while face-to-face (CBT) treatment
proved to be most beneficial, it’s better to access self-help treatment than do nothing.

Pharmacology
Antidepressants are the pharmacological management option when treating
depression and in some instances GAD (National Institute for Health and Care
Excellence, 2011). These are regularly the leading treatment option prescribed by
health professionals due to numerous advantageous reasons (Clinical Depression,
ND). Firstly anti-depressants (where effective) offer a quick, simple and easily
accessible solution to allow the individual to continue functioning as normally as
possible (Bhattacharjee, 2014). Secondly - cost effectiveness. According to the British
National Formulary 60 (2010), a course of 28 tablets Citalopram (10mg 1AD) costs
£1.15 and Citalopram (40mg 1AD) costs £1.54. A 10-minute appointment at a general
practitioner doctor and a course of antidepressants has the potential to create fast and
cost effective positive results, compared to a costly and time-consuming CBT course.
However Kessler, Olfson and Berglund (1998) speculate from a socioeconomic point
of view, that by using pharmacology to treat depression and GAD, overutilization of
medical services results in prolonged personal and economic costs. Despite this, it is
well documented that many people find great relief by using antidepressants (Clinical
Depression, ND).

There are many types of antidepressants that are currently prescribed by doctors
globally; the most common are Selective Serotonin Reuptake Inhibitors (SSRIs,
SNRIs) Tricylic drugs (TCAs) and Monoamine Oxidase Inhibitors (MAOIs) (Barbui,
Ciprian, Patel, Ayuso-Mateos & Van-Ommeren, 2011) Each drug has different
19

compound structures and individuals prescribed the same drug can experience a range
of outcomes relating to symptom management and side effects. The range of
pharmacology available ensures that if an individual has and unfavourable reaction to
a type of drug, then a different one can be prescribed, potentially resulting in control
of their symptoms but with less adverse effects (Berlin, Glasser, & Ellenberg, 2008).

Antidepressants work by altering a chemical imbalance, including a lack of serotonin,
in the brain. They can be effective in giving a quick response to relive suffering in
cases of depression, but do not provide a lasting result (Lally, et al., 2014). But as
Clinical Depression (ND) highlights, the long-term use of antidepressants is not an
answer to a cure. There is a vast array of research that contradicts the use of
antidepressants in relation to long-term use and effectiveness. (Lally, et al., 2014;
Clinical Depression, ND).

Kirsch (2014) draws upon the argument that antidepressants can increase, decrease or
have no effect on serotonin levels in the body, but show the same outcomes. In their
previous research (Kirsch, et al., 2008) claimed that antidepressants work because of
the placebo effect. For such a strong claim, we must carefully analyse this study.
Limitations of this study (Kirsch, et al., 2008) are unclear, firstly the sample size is
not clearly specified, it is stated that fourty-seven clinical trials were observed.
Secondly the researchers claim that the range of trials drawn upon may contain
selective and multiple publication, fundamentally to bias results in favour of
antidepressants. To make a claim this substantial, more in depth and calculated
research would be required to obtain an awareness of possible data duplication.

In contrast to Kirsch’s research (Kirsch, et al., 2008), other institutions analysing the
results of antidepressant medication with a placebo, presented positive findings with
pharmacology and mood. The Royal College of Psychiatry claim that between 50%
and 65% see an improvement in mood when taking antidepressants, compared to 25%
- 30% if given an inactive placebo ‘dummy’ pill (Timms, 2015).

Long (1998) documents that antidepressants are effective in lifting an individuals
mood in around one third of cases (Clinical Depression, ND). In cases where
antidepressants do have a positive impact on the individual’s life, the drug reduces the
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symptoms of depression, creating an environment for that individual to recover and
resume normal motion (Long, 1998). Ferguson, et al., (2005) agrees with this research
but found that despite antidepressants being effective in improving mood, it made no
difference in the odds ratio of suicide attempts

There is much debate amongst the medical profession about the lasting results and use
of antidepressants. Therefore when drawing upon the initial positive impact of
pharmacology treating depression and GAD, we must also analyse the undesirable
impact of the drugs. Antidepressants are known to have an extensive list of side
effects, such as: feeling nauseous; diarrohoea, dizziness, anxiety, feeling agitated,
insomnia, hypomania, sexual incompetence, tooth decay, diabetes, decreased alertness
(Mind, 2016; Bupa, 2016.).

As Clinical Depression (ND) highlights, the side effects can be more unpleasant than
the depression itself. Jin, Sklar, Oh and Li (2008), found that adherence and
compliance of pharmacological treatments are poor - approximately 50% continue
pharmacological treatment (Sansone & Sansone, 2012) and this non-compliance may
be due to a range of factors both relating to the patient (e.g. concerns about side
effects, fears of addiction) and also the clinician (such as poor follow up procedures)
(Sansone & Sansone, 2012). Balon (2002) explains that non-compliance can have
serious consequences, such as relapse or recurrence of the illness. Furthermore,
although the use of pharmacology is recommended for treating depression and GAD,
there is a vast amount of research claiming that antidepressants simply only mask the
symptoms of mental illness. Penn and Tracy (2012) state that ‘drugs do not treat
depression, merely the symptoms’ and looking at long-term treatment success
supports this - pharmacology has the highest rate of relapse (Marchesi, 2008). These
factors contribute to a patient demand for new alternative therapies with more longterm success in symptom management.

CBT/ Talking Therapy
Otte (2011) and Bystritsky; Khalsa, Cameron and Schiffman (2013) agree that
pharmacology is most effective when used alongside other treatment methods- the
most common being Cognitive Behavior Therapy. CBT is an umbrella term for
talking therapies and counseling, where an individual is able to reason and talk
21

through their problems (British Association for Behavioural & Cognitive
Psychotherapies, ND). This allows them to recognise their thoughts relating to their
behaviour and allows them to overcome negative thoughts. The NHS Choices (2016)
suggest 6-8 sessions over 10 weeks as an adequate CBT course.

CBT therapy study results vary greatly across the board, but generally hold better
success rates than pharmacology alone. The varying results may be due to the human
element of CBT, as the treatment will fluctuate from specialist to specialist, based on
experience, technique and also the patient’s own willingness to engage with the
process (Matusiewicz, Hopwood, Banducci, & Lejuez, 2010). As an example Clinical
Depression (ND) found CBT to have a 70% success rate. Otte (2011) claims that CBT
is the “gold standard in the psychotherapeutic treatment of patients with anxiety
disorders” (p. 420).

Butler, Chapman, Forman & Beck (2006) complied a paper on the analysis of data
detailing the use of CBT for depression and GAD. Their data were collected from 16
meta-analyses papers, using 332 studies in total. They found that all sixteen metaanalyses proved CBT treatment to be highly effective and claimed that CBT was
“somewhat superior to antidepressants” (Butler, et al. 2006, p. 28), when comparing
treatments on adult depression. While the data in this research is composited from
trustworthy sources, this meta-analysis method of research could provide bias results.
Although a large sample size was used, there is no specification of gender or
demographic details, raising concerns over the use of the data. When analysing the
reliability of an analysis paper such as this, it is crucial to examine how the research
used was collected. Butler, Chapman, Forman & Beck (2006) explained they looked
for research papers with large sample sizes and papers with randomised clinical trails.
In the research published by Butler, et al. (2006) 18 studies were excluded from the
results due to numerous factors, which included texts “written in a language other
than English” (p. 19) and because they “did not focus on any specific disorder” (p.
19).

While many studies show positive trends in the results of CBT there are little studies
that look at the lasting effects and more importantly the proportion of patients
relapsing. The majority of studies only document the short-term impact of CBT,
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leaving a gap in the literature about long-term success of the treatment. DeRebeis,
Siegle & Hollon (2008), analyse data that does highlight some long-term favorable
outcomes. They outline that “cognitive therapy is as efficacious as antidepressant
medications at treating depression, and it seems to reduce the risk of relapse even
after is discontinuation” DeRebeis, Siegle & Hollon (2008, p. 788). However they
also document that “sustained recovery is sustained in approximately one-third of
treated patients” (DeRebeis, Siegle & Hollon, 2008, p. 788).

CBT has traditionally been led in individual or group settings but usually led by a
professional (Naeem, Farooq & Kingdon, 2014). Naeem, Trimmer & Tyo (2016)
suggest that CBT could also be self-guided, using a variety of media, including paper
and electronic. Hakvoort (2014), suggests that music is already being used to help
self-guiding CBT as a “motivator, inspirer or reinforcement” (p. 155), in
psychotherapy settings.

Music Therapy
The histories presented from some depressed individuals experiences may
demonstrate triggers that are distressing and difficult to talk about. Therapies that
allow non-verbal processing such as Music Therapy – may offer a workable
alternative (Erkkilä, et al., 2011). Music Therapy is not associated with negative side
effects and can be easily implemented, contributing to high adherence and frequent
successful outcomes (Brandes, Terris, Fischer, et al., 2010).

While the exact reasons why MT is not fully understood (Behrens, 1988), researchers
have theorised as to why music has a positive impact on altering emotion and
behavior (Nayak, Wheeler, Shiflett & Agostinelli, 2000). MacRae (1992) suggests
that MT provides an effective medium for provoking an emotional response as music
holds emotional associations. From this we can draw a reasonably viable connection
as to why MT may help depression and GAD patients. By a therapist drawing upon
favorable moments in a patient’s life, music may stimulate their memories on an
emotional level and therefore improving their happiness and mood. Additionally,
music carries rhythm, which can both influence emotion (Fernández-Sotos,
Fernández-Caballero & Latorre (2016) and physiologically alter body functioning
such as “heart rate, muscle tone, blood pressure, and respiration” (Steckler, 1998),
23

creating a comforting and calming response.
It is common knowledge that music and its powerful effects have gained a reputation
to relax, sooth and entertain us. In modern society Music Therapy (MT) is
recommended as supplementary treatment for some depression and GAD patients. As
defined by Castillo-Pérez, et al. (2010), Music Therapy is the “planned use of music
to achieve therapeutic outcomes” (p. 387), and by Bruscia, (1998) as a systematic
process of intervention where the therapist helps the client to promote health, using
musical experiences.

The uses and types of MT are comprehensive, covering many disciplines of medicine.
MT is mainly used as supplementary treatment (Rafieyan & Ries, 2007) for an array
of psychiatric disorders, due to its relaxation and mindfulness effects (Gold, Solli,
Krüger & Lie, 2009). Research has shown that MT can have a positive impact on
many individuals with varying conditions, such as the study conducted by Baker,
Kennelly and Tamplin (2005) who found that MT had a positive impact on the
rehabilitation of patients with traumatic brain injuries.

Gutiérrez and Camarena (2015) explored the use of MT for the treatment of GAD and
found the following advantages:
1. The capacity to induce deeper states of abstraction and concentration, 2. An
improved ability to evoke positive or convenient memories that make possible
cognitive recuperation in a new way, 3. The creation of controlled situations
that simulate problematic experiences from daily life and the ability to initiate
a new perspective on how to approach them. (p. 20)
These points are all valid in regards to the management of depression and GAD, as
they relate to the argument that the root to treating depression and/or GAD is to allow
the individual to learn about dealing with their problems and underlying causes of
their symptoms and mood disturbances. Ragilo, et al. (2015) analysed 25 studies
which all found to support the “efficacy of MT by improving mood and quality of
life” (p. 68).

In the mental health services, MT is regularly offered through group and individual
programs (Odell-Miller, 1995) and can be accessed as receptive or active therapy
(Bruscia, 1998). Receptive Therapy is based on listening to music, working
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therapeutically by encouraging relaxation, ultimately making them feel comfortable
and alleviating low mood symptoms (McKinney, et al., 1997). The Music Therapy
association explains receptive therapy can support the person to focus and be
successful in simple, structured activities (Mackay, 2016), ultimately, supporting the
development of social skills and the expression of feelings (Nayak, Wheeler, Shiflett
& Agostinelli, 2000). There has been a documented account where receptive therapy
showed findings of encouraging the verbal expression of the patients’ suffering
(Guétin, Soua, Voiriot, Picot & Hérisson, 2009). Here, a clear link can be seen where
CBT and MT may benefit individuals when used in conjunction. If MT allows an
individual to talk about their problem, they are more likely to accept therapy, leading
to better adherence and success of treatment (Safren, et al., 2009). Active Therapy
encourages the participants to interact with an instrument or sing, pushing negative
thoughts aside and thus bringing out hidden personal attributes and allowing the
individual to concentrate on the skill of the musical experience (Rafieyan & Ries,
2007). Both types of MT are widely accepted as working therapies and research has
shown that they both offer similar results (Siedliecki & Good, 2006).

Gutiérrez, Camarena, Pérez-Campos and Mayoral (2015) explored MT in GAD
treatment. In the study they found that MT sessions reduced somatic symptoms of
GAD such as tachycardia, hypersensitivity to pain, sleep disturbances. In addition to
these physiological symptoms, they found cognitive functions, such as memory and
attention, to be stimulated, leaving the participants relaxed and focused. Furthermore,
music activates the brain regions involved in reward and emotion, resulting in
intensely pleasurable responses in these areas (Blood & Zatorre, 2001).

The success of MT in GAD and depression can be measured as standalone therapy, or
as a supplementary therapy in a broader course of treatment. Literature differs in
findings of MT as supplementary therapy. Some boast that MT groups reveal a better
improvement in symptoms when compared to CBT groups (Castillo-Pérez, et al.,
2010). A comprehensive study into the effects of MT by Erkkilä, et al. (2011) showed
that MT and pharmacology is the most effective in treating depression, and helps
people with mild, moderate or severe depressive episode, as well as those with GAD.
When compared to a group only receiving standard care of pharmacology, the
response rate and general mood of the pharmacology and MT group was significantly
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greater. However, long-term studies are limited either by sample size or time,
therefore knowledge about depressive patients relapse episodes cannot be measured,
making this aspect unreliable as it is under-reported in current literature (Jungup &
Thyer, 2013).

Looking from a socioeconomically perspective, private MT can be costly to patients.
Richmond Music Trust (2016) charge £45-£47 per session, and is therefore more
expensive for the individual than pharmacological treatment, which in the UK
includes subsidized prescription charges at much cheaper rates.

Other Existing Therapies
When a person becomes depressed, most find it difficult to approach other people,
and therefore withdraw from society and as a result may become isolated (Smith,
Segal & Segal, 2016). This may represent a progression into an even lower mood, and
can lead to a more severe depression with the potential to result in a lower rate of
accessing the help available. Mental health bodies and support groups offer advice on
self-help, especially for those who do not wish to seek the help of medical services.

In the last 10 years, there has been a huge surge in the types of self-help for
depression, especially due to a growing online network of worldwide communities
sharing their experiences and advice (Wylie, 2015). An example of this includes the
now mainstream movement of mindfulness, originated over 2000 years ago from the
teachings of meditation from Buddha. Now millions of people worldwide participate
in mindfulness sessions in groups or on their own (Barnett, 2015). As the popularity
of these new ways of self-healing emerge, research on their effectiveness is
increasingly being carried out, usually in comparison to traditional pharmacology and
CBT type therapies. Various studies, such as one carried out by Lanouette & Stein
(2010) have found that relaxation therapies such as mindfulness are efficacious both
on their own and when combined with medication. Furthermore this study revealed
that these relaxation therapies have success, even in treatment-resistant cases.

With the advancement of the digital age, technology based therapies have developed
on a global scale (Hahna, Hadley, Miller & Bonaventura 2012). Developments in
computer technology, such as portable computers, tablet and phone technologies have
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made music technology more accessible in the homes and also within clinical settings
(Cevasco & Hong, 2011). As Fox and Duggan (2013) outline, when accessing health
information, most people refer to the Internet before a friend or doctor. With this in
mind, it is therefore important to implement steps to ensure that the correct person
sees the relevant information. Goss, Anthony, Strech and Nagel (2016) correctly state:
Not all websites are created equal. Since anyone can publish anything online,
it can be challenging to determine whether the information found online is
relevant, accurate and reliable. (p. 77)
But used in correct ways would result in tailored treatment being implemented, and as
Baker, Reddish, Robertson, Hernshaw and Jones (2001) found, a higher success rate
in treatment cases.

Using technology as a means of treatment allows cheaper alternatives to human based
therapies such as CBT and music therapy (Hahna, et al., 2012). On this notion, new
generations are being born into a world dominated by computing and audiovisual
technology, therefore we could speculate that the type of therapy offered needs to be
tailored to them. Furthermore, when we explore the socio-geographical populations
that are affected by depression and GAD, research suggests that the mean age of those
diagnosed is 15 (W.H.O International Consortium in Psychiatric Epidemiology,
2000), further highlighting the need for new therapies tailored to this group of
individuals. By relocating existing therapies into a virtual and digital world, it
becomes more accessible, more approachable and more appropriate for the current
and future generations (Hunt, Kirk, Abbotson & Abbotson 2000; Taylor, et al., 2014).
The literature suggests that computer-based therapies have had a similar rate of
patient satisfaction, acceptability, and attrition when compared to standard clinical
treatment (Amir & Taylor 2012).

With these reports of success in mind, it is also important to analyse any shortfalls in
the research. Callan, Wright, Siegle, Howland and Kepler (2016) state:
Although web-based self-help has the potential to reach very large numbers of
people with depression, research has found that most people who access selfhelp CBT sites stay with the program for only brief amounts of time (p. 312).
From this we can learn that users of web-based interventions must have
encouragement and reason to return to online treatments. The quote about refers to
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self-help CBT sites and it is unclear what the exact sites that patients were accessing,
therefore making it difficult to make a sound judgment on the reliability of this
statement. In consideration, it must be noted that online self-help treatments must be
user friendly, easy to access and engaging.

Until 2016, according to Arean, et al. (2016) there was no reliable research on the
demographic who accessed web or app based self-help mental health treatments. This
is vital information while analysing the impact of digital technology based therapies
on a wider population. The study aimed to collect and analyse demographical data on
participants who were looking for mental health self-help on their phones or tablets.
Their app was released in August 2014 and was live for 5 months, attracting 2923
downloads. The found that the majority of the sample were female, moderately
depressed, with a mean age of 33.95 years (Arean, et al., 2016). There is no
explanation of geographical data in the study, which makes these findings hard to
implement. The results could show an indication of the demographic accessing these
apps in US, where the study was held, or it could be a more global representation.

Digital technology has been used in treatments within music therapy clinical practices
since the early 1980s. Initially, music therapists used computing technology to collect
and analyse behavioural interactions that were observed in clinical treatment
(Hasselbring & Duffus, 1981). As technology advanced, the application of it within
treatments has increased; offering new types of therapy and creating innovative new
treatment plans (Arean, et al., 2016).

Audio Visual Entrainment (AVE)
One such technology focused product is Audio-Visual Entrainment (AVE), which
according to the manufactures website can ‘boost your mood, improve sleep patterns,
sharpen your mind and increase your level of relaxation, all with the push of a button’
(Mind Alive. ND. Technology). AVE uses particular frequencies and binaural beats,
accompanied by patterns of pulsing lights and shapes in an attempt to arouse the
subject’s brain – resulting in longer bursts of attention (Siever, 2009). In 1943, Adrian
& Matthews published an article on photic driving (Mind Alive. ND. Dave talks
AVE), describing how brain activity (measured by an EEG) is time locked to flash
frequencies of light - discovering that the state of the brain could be changed to
28

achieve varied outcomes. In 1981, Mind Alive Inc. was formed, designing and
manufacturing mental-health electronics devices (Mind Alive. ND. Dave talks AVE).
Then in 1985 they released the first model (David 1) capable of manipulating brain
waves to achieve varied outcomes.

Currency there is a vast amount of research on the use of AVE and its results, drawing
many conflicting arguments. Schwarz and Taylor (2005); Karino, et al. (2006); Brady
and Stevens (2000), all report that users of binaural beat entrainment such as AVE see
an increase in spectral density leading to a relaxed state and attention. Conflictingly
others (Stevens et al., 2003) fail to find any evidence or results to support binaural
entrainment.

The David Delight Pro is the most recent model developed by Mind Alive Inc. and
retails at £490 (Amazon, 2014). Research on this particular model is limited, but basic
research into the product has analysed the David model for different uses. Siever
(2012) commented that it helped participants improve their concentration. Further
research found that it helped people who had relapsed from depression (Huang &
Charyton, 2008) and that it also lowered stress levels (Siever, 2010). Interestingly,
within these studies, the participants were all aged over 30. Although there is no
current literature of the David Delight Pro being used for depression in children or
young adults, there has been a study of the device used for treatment of ADHD.
Powers, Marks, Miller, Newcorn and Halperin (2008), found that academic scores of
children with ADHD who used stimulant technology improved.

When assessing treatment for depression it is imperative to analyse patient adherence,
as this can commonly be a problem in management techniques. Although it has been
demonstrated that AVE can have a positive impact on attention, a subject must watch
or listen for an extended period of time (Siever, 2009). Brainwave College (2014)
states that it ‘takes 15 minutes to start seeing results, and 30 minutes is an ideal
length’, but Mind Alive. (ND, FAQ) claims that relaxation will be produced within 5
minutes.
Feedback from various medical professionals, state their patients found the treatment
‘boring’ (Staso, 2006 June 24; Transparent Corporation, ND). Siever (2009)
recommends purchasing an AVE machine in order to feel the full effects of Audio29

Visual Entrainment, in specific viewing conditions (Siever, 2006). But in the current
age of technology, most children and adults have access to a computer, tablet or
phone (Dinleyici, Carman, Ozturk & Sahin-Dagli, 2008). Therefore it seems there is a
gap in the literature for this type of practical based, easily accessible therapy and also
supporting evidence to demonstrate sustained interaction and willingness of the
subject for use at home.

2.5 Relaxation, Mood and Mental Health
When looking non-pharmacological treatments for depression and GAD (such as
music therapy, ASMR, AVE etc.), it must be noted that these therapies have
reoccurring traits, the most common being the application of creating a relaxed and
mindful state – through some degree of audio or visual techniques, or a combination
of both. Therefore to analyse the effectiveness of these treatments, it must be
articulated why audio-visual helps an individual relax, and therefore why audio-visual
treatments help depressed and GAD patients.

Castillo-Pérez, et al., 2010; Freeman and Freeman (2015) and Kirsch (2008) all agree
that audio-visual practice can be an alternative to pharmacology in treatment of
depression and GAD. From a scientific point of view, low levels of dopamine in the
brain (Nestler, et al., 2002) and a low number of dopamine receptors (Gotlib, et al.,
2008) constitute two of the main causes of depression. By introducing a depressed
patient to audio-visual material, dopamine levels are increased from pleasurable
sensations enhancing positive emotions and diminishing depressive states (Burgdorf
& Panksepp, 2006). Moreover, audio-visual activates brain regions involved in
reward and emotion, provoking intensely pleasurable responses in these areas (Blood,
& Zatorre, 2001).

If audio-visual means can be used in treatment cases of depression and GAD, we must
analyse appropriate genre and type of audio-visual content. We are all subject to
differential taste (Anne, 2014) and preference when selecting what we choose to
watch; therefore different types of audio-visual experience may be suitable and
effective for different individuals.
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Psychoacoustics
“Films are 50 percent visual and 50 percent sound. Sometimes sound even
overplays the visual.” (Lynch, 1998)
In order to suggest audio-visual practice as a means of relaxation therapy, we must
understand how the brain accepts and uses sound. Psychoacoustics is the study of
sound and how the brain perceives the sound wave vibrations. The application of
sound needs a source (a speaker, a bird, a car etc.), a medium (air, water etc.) and an
ear. Much of how our brain and ears handle sound is inherited, passed down through
evolutions of previous human experience, which is embedded in our genetic code
(Yost, 2015). Our principal ambition is built on the need to survive, and our ears and
how our brains process sound is vital for our historical survival (Howard & Angus,
2009).

Each sound carries a different message and is therefore processed by the brain in
different ways. The sound of a human voice is processed consciously and actively,
seeking truth or deceit, organising vast amounts of information (Howard & Angus,
2009). We compare this to the sound of a piano where we categorise this instrument
and then consciously choose what to do with this information. If we so wish, we can
actively listen and find out more- how far away is the piano? Who is playing? What
are they playing? Why? Etc. Or instead, we can place the sound back into remission
and carry on with a foremost task.

Sound is very powerful and can bring back memories, alert us and comfort us. When
choosing sounds or music for treatment for depression and GAD, we must choose the
best selection for that individual. The patient could focus on selected sounds and
spaces to trigger happy memories or to invoke imagination, depending on their
depressive triggers and history (Nature Space, 2016).

Evolutionary Sound Perception
In the auditory regions of the brain, groups of neurons translate the impulses into
information we utilise. This process occurs on three levels: as a reflex, in the auditory
cortex and in other brain areas (Hear It, 2013). For example we hear a gunshot. The
startling sound of this triggers a reflex, which causes us to jump or turn our head, and
then the processing unfolds into the auditory cortex where the sound is consciously
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perceived. Thereafter, other regions in the brain become conscious to the sound
relating it to past events and assessing the information this sound carries.

The processing of sound material begins in the primary auditory pathway (Gray,
2000), where messages are carried from the cochlea to the auditory cortex. First, we
decode basic signalling such as the duration, intensity and frequency of the sound.
Subsequently, the information is passed down two relays of nerves to localise the
sound. The information is then sent to the primary auditory pathway or the nonprimary auditory pathway (Heeger, 2006), which allows us to prioritise sounds. Take
the sound of a fly buzzing while cooking; you decode this sonic information as nonthreatening, which doesn’t require an immediate response. The sound is however
routed down the primary auditory pathway, you consciously choose to look at the fly
to see if it is on the food, where you see it is on the food and move to swat it away.
While you’re moving towards the fly you hear a plate smash on the floor behind you.
This sound now becomes the priority. The sound of the fly is sent to a non-primary
auditory pathway, and the process begins again in the primary. The ability to organise
and prioritise sound like this has ensured our species survival throughout evolution
(Hear It, 2013).

The fight or flight response is an animals ability to react to a stimulus, priming for
fighting or fleeing and as we hear things much quicker than we see them, this
response is heavily reliant on the perception and process of sound. The adrenal gland
releases catecholamine hormones (adrenaline and noradrenaline) (Kaumann, Hall,
Murray, Wells & Brown, 1989) and enables instantaneous physical reactions,
preparing for muscular action. Some physiological symptoms that occur include:
acceleration of heart and lung action, constriction of blood vessels, dilation of blood
vessels for muscles, pupil dilation, loss of peripheral vision, shaking. These symptoms
allow the body to automatically temporarily slow down unnecessary bodily functions,
to speed up other processes to provide a burst of energy and to prime the body for
action (Boundless, 2016).

This response is vital for survival, however in a person that is suffering from GAD,
the symptoms of the fight or flight response can cause anxiety attacks (Bourne, 2010).
It is vital for a depression or GAD patient to be able to relax (Jorm, Morgan &
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Hetrick, 2008), in order to place their mental health condition into remission to allow
normal functioning.

Emotions such as fear and stress may precipitate the fight or flight response
(Westman & Walters, 1981) resulting in psychological changes such as increased
heart rate (Abikoff, Courtney, Szeibel & Koplewicz, 1996), blood pressure and
respiratory rate (resulting in increased oxygen within the blood) (Tierney, 1998). This
is due to sympathetic nervous system activation in response to the stressor with
subsequent release of epinephrine (adrenaline) (Westman & Walters, 1981) and
cortisol (steroids) (Acton, 2011).

Categorising sounds has helped the survival of our species. Thousands of years of our
ancestor’s experiences have added certain sonic information into our library of
genetic code (Groeger, 2012). We are born already aware of our immediate
surroundings, to know that the sound of running water is good and the fast on set
snapping of twigs behind could be bad. But as time advances, our environment
changes and in order to survive, we as a species must develop. Before we are born and
before we can see, in the uterus, our ears are open to sound and this prepares us for
our environment before our arrival (Hall, 2000). A man from 3000 years ago would
be terrified at the sound of a TV; because it’s something unfamiliar that could pose a
threat. This is compared with a child born now, in a hospital with beeping machines,
radio, TV, cars etc. We are already prepared for the norm (Little, 2014).

Millions of people around the world interact with apps and programs that generate the
sounds of nature to help them relax and sleep (Winn, 2012). As previously stated,
these sounds are built into our code, the sound of running water conveys messages of
clean, fresh water – health, the sound of birds singing lets us know that food is around
and we can eat, the voice of a human sooths us - knowing we’re not isolated.
Contrastingly, loud, abrupt sounds could be cause for alarm (Calm Clinic, 2016),
inducing anxiety and in some cases leading to panic attacks (Me, 2010).
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Mindfulness
In her article on alternative treatments for depression, Dillner (2013) explains that
more people than ever are searching for self-help medication. Depression affects
people in different ways (National Institute of Mental Health, 2013), but we can
speculate as to why people might prefer to seek self-help. Spence (2013), a GP from
Glasgow, states that antidepressants are less effective than people think, and Dillner
(2013) believes waiting lists for CBT are notoriously long.

Mindfulness is a form of meditation and helps users relax and focus to achieve a
therapeutic outcome (Davis & Hayes, 2012). Although some sources claim that
mindfulness can prevent depression (Tartakovsky, 2016; Kart, 2016), there is only
reliable evidence to show that it can help relieve symptoms of anxiety, stress and
depression. (Williams & Penman, 2011; Grossman, Niemann, Schmidt & Walach,
2004).

“Mindfulness-based therapies have been shown to be effective in treating depression”
(Edenfield, 2015, p254). However Edenfield (2015) also explains that although
success has been documented, “little is known about the mechanisms underpinning
the association between mindfulness, depression and anxiety sensitivity” (p.254).

Some evidence suggests treatments such as mindfulness may be preferred by
consumers relative to mainstream approaches (Edenfield & Saeed, 2012). Lally, et al.
(2014), highlights that pharmacology treatments do not provide a lasting result.
Contrastingly, discussing the impact on the mindfulness Edenfield and Saeed (2012)
quote:

“The research suggests that mechanisms that are responsible for these effects
involve not only relaxation, but also shifts in cognitive patterns, emotional
processing, biology, and behaviour that interact to create improvements in
health, quality of life, and ability to engage in meaningful relationships with
others.” (p. 138)

This suggests that therapies such as mindfulness could provide longer lasting results,
and therefore deceasing the likelihood of relapse (Balon, 2002)
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2.6 Autonomous Sensory Meridian Response (ASMR)
Autonomous Sensory Meridian Response, or ASMR, is a term coined by Jenn Allen
in 2010, who also founded the website http://www.asmr-research.org (Richard, 2016).
ASMR refers to the sensation of tingles, which can be triggered by varying stimuli
(Cheadle, 2012). ASMR has gathered a strong online presence on video streaming
sites with videos such as ‘Oh such a good 3D-sound ASMR video’
(GentleWhispering, 2012, Sep 7) reaching up to 16,334,351 views (correct
06/09/2016). The community involved in ASMR is described by Andersen (2014) as
‘an online group of people who create and share videos through YouTube videos that
are intended to produce a relaxing shivering sensation for the viewer’.
ASMR is reminiscent of mindfulness practices (Barratt & Davis, 2015; Langer, 1989),
with several studies showing positive outcomes in patients with depression and GAD
(Kabat-Zinn, Lipworth, Burney, 1985; Segal, Williams, Teasdale, 2012). Surveys
completed by users of ASMR show that they are engaging within the online ASMR
community for a vast array of reasons, with one survey showing that 98% used
ASMR as an opportunity for relaxation, 82% for sleep, 70% to deal with stress, and
5% for sexual stimulation (Barratt & Davis 2015). Although thorough research on
ASMR is limited, it is becoming accepted as a therapy in practice (Barratt, E.L. &
Davis, 2015).

Users of ASMR typically describe the sensation of a tingling (Novella, 2012) that
originates from the back of the scalp, which often radiates down the back, shoulders
and spine, and in some cases continues to the arms and legs (Barratt & Davis, 2015).
This sensation is widely reported as accompanied by feelings of relaxation and well
being (Atherton, 2005), and as Barratt and Davis (2015) document, can also provide
relief to individuals with depression, stress and chronic pain. The magnitude of
responses that users document is vast including other findings such as a low-grade
euphoria (Abuja, 2013) and a deepened relaxed state (Schaefer, 2015). Users also
document other physiological responses such as piloerection (Huron, 2006).

Kobayashi (2015) explains that auditory cues are often present in visual triggers such
as someone flicking through a magazine, and these combined are the strongest type of
trigger. (Keysers, et al., 2003). ASMR videos are rich in visual and auditory triggers
by displaying scenarios such as hair cutting, make-up application, soft whispering etc.
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(Kobayashi, 2015). Discover ASMR (2015) lists common triggers to get the most
from ASMR, the list includes: whispering, scratching and tapping, pages turning,
mouth sounds, ambient sounds, motor humming, turbine blades, soda fizzing, typing
and writing sounds. We can see from this list that ASMR triggers share similar stimuli
traits and can be described as repetitive, slow paced sounds and gestures, at a steady
pace and consistent volume.

Fragmentation, in an audio-visual context, is the break down of a scene to allow the
viewer to isolate a particular view or shot (Kau, 1998). Chion (1999) explains that
fragmentation is often found in cinematic film to build anxiety and suspense.
Interestingly, ASMR videos are created in a similar way, focusing on a particular
activity closely for extended time. But rather than building anxiety and suspense
ASMR videos induce a heightened empathetic response (Schaefer, 2015). This maybe
due to the human connection and body language portrayed by the artist performing
the activity on screen (Gallagher, 2016).

Kobayashi (2015) discusses how ASMR motivates a sense of self-awareness within
users. Additionally Kobayashi (2015) categorises self-awareness into assimilation,
heightened awareness, empathy and engagement. These features are often lacking in
those suffering from depression, potentially supporting the positive effects of ASMR
in those with depression. There is a vast array of information regarding the use of
ASMR as a treatment for depression and GAD, documenting success of symptom
alleviation and boosting mood in patients (Barratt & Davis, 2015; Schaefer, 2015).

Drawing on similarities between ASMR and MT, Craig (2005) explains that
sensations of ASMR the ‘chills’ are what make it so relaxing; Kobayashi (2015)
states, “It is concluded that musical chills can be ASMR” (p. 39). This link could
provide evidence that ASMR could benefit viewers in a similar way to MT, further
future research would need to be conducted to strengthen this claim.

In one study (Craig, 2005), the results showed that after using ASMR 71% increased
mental alertness and 75% alleviation of tension and anxiety. Another (Barratt &
Davis, 2015) found that people with higher depression scores had the greatest benefit
from engaging with ASMR. Barratt & Davis (2015) also documented in their findings
36

that many of their participants with a history of depression had turned to ASMR
where other interventions, medical or otherwise, had been unable to assist. Atherton
(2005) is a user of ASMR and has a history of depression; he explained that he had
tried a range of things in an attempt to treat his depression, including antidepressants
and CBT, although none of which worked. He justifies the use of ASMR for
depression by saying
“I am left feeling calm and to find all my anxiety and sadness has floated
away. It leaves me with an enormous sense of wellbeing that I carry through
with me for hours after.”
Of course a singular account such as Atherton’s cannot be fully trusted as there were
no specific research strategies in place to ensure accuracy of their explanation, or
knowledge of previous intervention, if any, and to what extent it was implemented.
Additionally, accounts such as the one provided by Atherton do not give us any
indication of treatment success, in relation to a population or lasting effects. However,
referring back to Haug, Nordgreen, Öst & Havik (2012) – any self-help treatment is
better than doing nothing.
There is limited reliable research on the success of ASMR use on depressed patients,
however ASMR shares correlations with aspects of similar therapies that are reliant
on pleasure and emotion (Blood & Zatorre, 2001; Menon & Levitin 2005). Research
into these similar therapies provides an extensive amount of information on
sympathetic nervous system activity whilst engaging in the treatment (Salimpoor,
Benevoy, Larcher, et al., 2011), and therefore one could expect similar positive
results.

In order to appreciate ASMR as a possible treatment for depression and GAD, we
must analyse its medium and function. ASMR works by firstly triggering a subjective
response (Panksepp, 1995) from the viewer through a computer screen (Tufnell,
2012), that is conveniently accessible at home. However, a video medium will
obviously produce limitations. As the visual content is pre recorded, the host cannot
physically engage with the viewer, meaning the visual and auditory content must
evoke a sensory or illusory experience of contact (Andersen, 2014) in order to
potentially act as a suitable method of therapy. Analysing demographical success,
Grewe, Kopiez & Altenmüller (2009) explain that they found age; gender, education
and other background factors have no influence over success rates of ASMR,
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denoting that a wide population could potentially benefit from using it as therapy.

ASMR is still a new concept (Kobayashi, 2015) and there are many issues that must
be considered when analyzing its effectiveness. Andersen (2014) speculates that as
visual documents, ASMR videos are fairly weak; this is due to them ‘often being set
in the private spaces of bedrooms or in front of blank walls’. Andersen, J. (2014) and
Barratt, E.L. & Davis, N.J. (2015) explain that sound is the key factor in the ASMR
experience, however you cannot guarantee that every ASMR user will have access to
a high quality sound system. GentleWhispering. (2012, Sep 7) encourages the use of
headphones, which may help create a sense of intimacy during the viewing
experience, (Masterton, L. 2015, Dec 12) hopefully eliminating any issues relating to
sound quality. As ASMR often includes sections of whispering, this may produce
issues regarding the clarity of the speech. Li, X. (2011) states that ‘many vocal sounds
are indistinct when whispered, thus making clear communication difficult and
requiring closeness between speaker and listener’. Despite this, it may be important to
consider the level of concentration required to listen to quiet, less clear speech, as the
viewer may concentrate more intently and, as a result, become more involved in the
viewing experience.

2.7 Conclusion
This chapter has reviewed the literature that relates to this study and discussed
previous research and understanding of the subject area. It has discussed mental
health conditions and current treatments. Furthermore it has considered the role of an
individual’s mood and state of relaxation in respect to mental health. While the
subject of mental health is well documented in literature, there is an imbalance on the
amount research dedicated to different types of therapy. There are fewer studies
detailing successes in modern types of therapy such as technology-based treatments,
therefore any strong comparison between these and well-researched treatments such
as pharmacology is not a balanced argument. By analysing the scientific factors,
which drive the healing properties of the treatments, we can apply factors from
researched treatments to newer therapies. Such as the link created between MT and
ASMR, where Craig (2005) and Kobayashi (2015) concluded that ‘chills’ are
therapeutic, which the literature explains can improve a subject’s mood.
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To further knowledge in this field, this study will attempt to assess the use of
audiovisual media, encompassing ASMR as a type of therapy.
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Chapter Three

Methodology

3.1 Introduction
This chapter focuses on the methods used in collecting appropriate research, and the
design of the research questions to make the data reliable. The methodology also
highlights the population used, sampling techniques and the data collection format.
Furthermore, it will discuss any ethical considerations and limitations coupled with
this study.

3.2 Search Strategy
The literature in this study was accessed between September 2015 and September
2017. To acquire the literature outlined, search rules were created while accessing
online databases for journals and publications including Open Athens, Summon,
PubMed and Journal Guide. The search terms were set to find publications containing
the following keywords: GAD, ASMR, Depression, Mental Health, AVE,
mindfulness, sound, visual, audio-visual, treatment, sound and evolution, Music
Therapy, technology therapy, self-help treatment. Initially the publication date range
was set from 2005 to 2016, however it was later discovered that there were studies
published in the 1980s and 1990s, which are, still regarded as reliable and current
research, therefore the search dates were lowered to 1980 for some results. Relevant
literature was found in information books, newspaper articles, dissertations and
theses, journal publications, interviews, web pages and more informal attributes were
located in online forums and blogs.

3.3 Aim of Research
As outlined in the literature review, there is valid evidence that electronic visual and
auditory content helps relieve symptoms of depression and GAD (Schwarz, D.W. &
Taylor, P. (2005). However based on literature about evolution and the processing of
sonic information, it would suggest that both natural and organic content could be
more relaxing and therefore more beneficial to suffers of depression and GAD.
Moreover, socio-economical factors, such as strain on public services, technology
availability and demand for instant access to media are contributing factors for the
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requirement of developing new self-help therapies for depression and GAD.
Currently, there is little supportive evidence other than from self confessed viewers
about the use of ASMR triggers for use in depression and this is therefore the basis of
this research.

In order to test for the success of ASMR and nature/organic type content for
alleviation of mood and therefore depressive and GAD symptoms, research was
designed to answer the following question:

-

Is there a difference in perceived mood after watching audio/visual content,
which could benefit depression and GAD patients?

The following supplementary questions also guided the study:

-

Is there a difference in relaxation after watching organic audio/visual content
to electronic entrainment, which could benefit depression and GAD patients?

-

Does organic (nature) audio-visual content, such as ASMR, help relax
viewers’ more than electronic (AVE) content?

-

Do different mental health diagnosis and different treatment plans influence
the success of watching audio-visual self-help media?

3.4 Designing the Research
To assess the research questions described above, two five-minute test films were
designed (see Appendix One for video address links). The first electronic (based on
audio-visual entrainment), and the second a natural/ organic style short film. Five
minutes was deemed an appropriate length as suggested by Mind Alive. (ND. FAQ),
as this is the recommended time of how long it takes to notice effects of AVE. The
two films would follow the same parameters of design and viewing conditions to
preserve a fair test. Both films would require the viewer to wear headphones and turn
the brightness of their screen up.
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The medium by which participants would view the films was taken into consideration.
Initially, it was planned to show the films to small groups while measuring their
physiological responses, thus providing an accurate objective reading of how the
content was altering their mood. However, it was felt that the success of this test was
better measured by the subjective mood of the participants viewing in their own
homes, as this was the intended use of the video. Therefore, a scale of subjective
mood and its changes before and after viewing the audio-visual content was seen to be
more appropriate. It was therefore decided, for the said reasoning and for maximum
exposure and participation, random individuals would view the films online and
complete questionnaires alongside the viewing.

The website (Appendix One) invited people to take part in an audio visual study and
contained no bias wording such as ‘moot improvement survey’, to avoid favouritism
towards an outcome and consequently creating unreliable results. The website was
designed to collect data about the viewers state of being before the video and then
after. The closed multiple-choice questions on the form prompted the individual to
select an answer that best described how they were feeling. This provided a simple
before and after comparison. The participants were also invited to share details of any
history of mental health diagnosis and relevant medication or treatment. Other sociodemographical data were also collected for analysis (see Appendix Two for complete
list of questions).

3.5 Designing the films
There was careful consideration while designing the films. Due to the nature of the
research, they could not contain any material that may frighten or make viewers at
unease. Therefore by assessing the literature previously discussed, sound judgements
were made to create relaxing films, the context of which is explained below.

A major concern regarding the design of the two films was that the results would be
swayed by personal taste. Of course one film could not be designed to match all
personal taste, unless comprehensive audio-visual psychology research was
conducted. As Anne, D (2014) points out we are all subject to differential taste and
preference; therefore different types of audio-visual experience may be suitable and
effective for different individuals. However for the purpose of this initial field
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research and the lack of funding for advertising of the study to gain a large sample
size, it was deemed appropriate to only include two films.

The Electronic Film (AVE)
The first film designed was an electronic film and based on Audio Visual
Entrainment. The creation of this film was purely digital, using Logic Pro X to design
10Hz binaural sine waves and Adobe After Effects to add rhythmically matched soft
blue pulsing circles. Finally a warning message for epileptic individuals was created
to show before the film, as it contained flashing images.

The Organic Film
The second film, a natural/ organic video was designed to be the main research in
question. A large amount of literature research was conducted to discover the most
mood beneficial visual and sonic layers in order to achieve a mood improving and
relaxing experience. As discussed in the literature review, evolutionary pleasing
content such as running water, bird song and select ASMR themes would be included
and would form the basis of the film’s narrative. Taking advice from general
consensus on ASMR forums and ASMR videos on YouTube with high readings of
views and likes, several themes were selected and researched for suitability. Poetry is
a reoccurring theme throughout the film conveying a narrative story of the visuals.
The poetry is read by a woman in a whisper – something that ASMR users find
soothing (O'Connell, M. 2013), moreover poetry is said to help relax as we gain a
sense of wellbeing (Stuckey, H.L. & Nobel, J. 2010). Another ASMR theme that
occurs in the film is a scene of a woman reading a book. According to ASMR users,
listening to pages of old books bring turned gives a tingling sensation (Andrew. 2010)
and relaxes the viewer. A storyboard and detailed shot list was constructed
highlighting and detailing each angle, location and scene that would form the shots.

The researcher shot the organic film independently with a Nikon D3000 camera,
employing slow moving, soft focusing and evolving static or panning montage
cinematography styles. These styles of film allow the viewer to ease into wide shots
and easily grasp the on screen environment without any anxieties of for example jump
cuts or vertigo shots (dolly-zoom). The film was shot on location at: Mifield Library,
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Mirfield, WF14 8XS; Buxton, SK17 9UQ; Middlsetown, WF4 4QE; 74 Kingslea
Road, Manchester, M20 4UA.

The footage was edited on Final Cut Pro 9 and employs soft editing techniques such
as transitional fade in/ out, focus shifting and blur effect. This style of editing
gradually fades an image onto the screen, or brings part of the screen into focus
without having to jump cut to close ups or different shots, again to allow the viewer to
relax. Finally the film was graded to expose some lighter colours, giving a warm glow
to the shots.

Once the film was edited, the researcher compiled a SMPTE time code cue sheet for
the sound design. It was decided that there would be no music accompanying the
sound track and visuals, as more research would need to be employed to find out the
best type of music for relaxation and mood change. As the visuals were shot MOS
(without sound), the sound was designed to picture, creating an atmospheric sound
scape to accompany the on screen visuals. The atmospheric tracks such as wind, tree
rustling, forest ambience, water running etc. were recorded in stereo with x2
Sennheiser MKH 416 microphones; this created a foundation layer of the sound track.
Further detailed sound effects such as the book pages were recorded using a Scheops
cmit – 5U shotgun microphone, employing the proximity effect. As outlined by
Eargle, J. (2005), the proximity effect is a phenomenon that leads to an increase in
low frequency response as you move the microphone closer to a source. This was
used in the organic video to give the viewer an intimate soft in-your-ear sound,
triggering ASMR sensations. Finally the poem read in a whisper was recorded using
an AKG C414 microphone.

3.6 Participant Sampling and Selection
The data in this study were collected anonymously, via a purpose designed website
and being available worldwide, it potentially allowed for a fairer representation of the
actual population. The study was promoted through various social media channels and
targeted audiences on forums relating to depression self help and ASMR.

Initially the size was to be a minimum of 40. Following release of the website on
social media and forums, and 2 months of availability, the final population of the
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study comprised of 50 participants. This included a selection of participants both with
and without a mental health history.

In order to make the assessment non-bias, each participant was randomly directed to
just one of the films. This was achieved by selection of their birth month on the first
page of the website. If an odd numbered birth month was selected (Jan, Mar, May
etc.), this directed the viewer to the electronic video; contrastingly the even months
directed the viewer to the organic video.

3.7 Data collection
The data collection took place from March – June 2016, when the website became
live. Each participant in the study was given the same online form (Appendix One)
and questions (Appendix Two), regardless of which film they watched. The website
was split into the following four sections, and in total took about eight minutes to
complete including watching the five minute video.

Part 1- Pre-Video Subjective Mood (Multiple Choice Questionnaire)
Part 2- Short Video (Either Organic or Electronic)
Part 3- Post-Video Subjective Mood (Multiple Choice Questionnaire)
Part 4- Demographics

To answer the research questions and for clear data analysis, the participants
subjective mood and relaxed state were measured and analysed using a 5-point Likert
scale system. Hartley & MacLean (2006) explain “Likert-type scales offer an efficient
method for capturing a wide range of response variance in the self-reported attitudes
and behaviours of people” (p. 816). It was decided that a Likert scale would be most
appropriate for the collection of data, firstly to allow simple and quick participation,
but also for ease of results comparability during analysis.

While choosing questions and corresponding multiple-choice answers, it was
imperative to give a non-bias impression and to keep the questions themselves as
simple as possible. Answers such as ‘happy’ or ‘relaxed’ were easy to understand and
would therefore hopefully prompt a natural answer from the participant.
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For the collection of data regarding the mood of the participant the following question
were asked before and after watching one of the videos.

Please select what best describes your mood.
- Extremely Unhappy
- Unhappy
- Neither Happy or Unhappy
- Happy
- Extremely Happy

Upon analysis of the data, the scale was converted into a score as follows:
1) Extremely Unhappy
2) Unhappy
3) Neither Happy or Unhappy
4) Happy
5) Extremely Happy

For the collection of data about the relaxation of the participant the following question
were asked before and after watching one of the videos.

Please select what best describes your state of relaxation?
- Extremely Tense
- Unrelaxed
- Neither Relaxed or Unrelaxed
- Relaxed
- Extremely Relaxed

Upon analysis of the data, the scale was converted into points as follows:
1) Extremely Tense
2) Unrelaxed
3) Neither Relaxed or Unrelaxed
4) Relaxed
5) Extremely Relaxed
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This allowed for clear categories of subjective data that could be easily compared
before and after viewing. Four-tiered Likert scales such as “Poor”, “Average”,
“Good”, and “Very Good” arguably bias results as it is in favor of a positive outcome,
as there is one response below average. By providing a five-tiered Likert scale, more
reliable and non-bias subjective data were collected.

The literature outlined the importance of compliance in any treatment for mental
health and therefore it was important to know if each participant watched the whole
film and also if they enjoyed it. This would help make an assessment of the likelihood
of compliance of this type of proposed therapy.

Other data were collected for trend analysis, such as demographical data, to see if
socio-economic factors had an impact on an outcome such as questions on the
participants TV watching habits, favourite newspaper, what they do to relax etc.
(Appendix Two). However during the analysis of the data, it was decided that sample
size of participants with mental health diagnoses was too small to collect any viable
results of this nature.

The questionnaire will also provide an anonymous, nonessential opportunity for
participants to give any comments or feedback about the study. This qualitative data
will specify any comments participants would like to make, potentially providing
extra information that the survey does not cover.

Finally, questions about the mental health diagnoses of participants were asked, and if
so, what treatments they are taking. This made it possible to see the results of the
mood and relaxation scores on a population the films are made for. By the participants
detailing their diagnoses and their current treatments, the research was able to analyse
the films outcomes based on different mental health conditions and their outcomes
alongside current treatments.
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3.8 Analysis Techniques
This research is designed to answer the question – Is there a difference in perceived
mood after watching audio/visual content, which could benefit depression and GAD
patients? Although more complex in analysis this question fundamentally raises a
single point answer – yes or no.

The previously described 5-point Likert scale, will allow clear data sets and therefore
simple analysis techniques will be applied. The data will be collected as interval data,
where the participant selects a single response based on how they feel. The Likert
responses will be collated into bar charts and pie charts to show comparisons of mood
and relaxation scores before and after watching the films. The data can be simplified
further during analysis to the nominal level by combining all increase and decrease
scores, allowing for clear analysis of the research questions. This will allow for a
simple answer of whether or not this proposed treatment works as a potential therapy
for GAD and depression. It seems reasonable to use descriptive statistics to analyse
the data presented, which will allow a clear presentation of the results.

3.9 Ethical Considerations
At the preliminary stages of the research, a proposal was submitted and approval was
given. The nature of this study, being based around anxiety and depression, may
include sensitive information about participants, and therefore imperative to make all
involved feel at ease and informed, and to also maintain anonymous data throughout.
As Kumar (2005) points out, in regards to ethics, participants must express their
willingness to provide personal information. Therefore before any questions were
asked, the participant was invited to agree to a disclaimer (seen in Appendix One) to
‘understand and consent to providing personal information, which will be kept
confidential’. The participants were also guided with an explanation of the study, that
they would be requested to answer a few questions and watch a short film. It was
stated that the survey would take around 8 minutes to complete and that the films
contained no material that could potential scare or make the viewer feel
uncomfortable at any point. This allowed the participants to give informed consent in
relation to volunteering for the study.
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The required sections of the questionnaire were answered anonymously. At the end of
the survey the participants were given an optional contact form, to provide their name
and email address. This was explicitly outlined as optional and was for further contact
for future research potential.
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Chapter Four

Results

4.1 Introduction
This chapter will present the findings collected over the course of the research. For
the raw collected data please see Appendix Three. Firstly, the demographics of the
total population will be outlined, then the findings of the study. The findings are
ordered by subjective mood comparison of both the organic and electronic videos,
then by perceived relaxation change and finally data about enjoyment and
compliance. In each section the results of the whole population will be outlined,
followed by the specific results of those who stated they had a mental health
diagnosis, then by diagnosis type and finally by treatment. As the study was
conducted through the Internet, there was no guarantee that participant would finish
and therefore 7 participants were emitted from the results, which can be seen in
Appendix Three.

4.2 Demographics of Research Population
The population of the study consisted of 50 individuals, 36 (72%) female and 14
(28%) male. The age ranged from 21-70 with a mean of 28.98, median of 23.5 and a
modal value of 23. The location of participants varied with 84% residing in England,
4% in Scotland, 4% in the U.S and 2% each in Italy, Wales, Netherlands and
Germany. Out of the total population of the study, 72% had no formal mental health
diagnosis, 10% have a formal diagnosis of depression, 14% with mixed GAD and
depression and 4% with GAD. Looking at education, 46% held an undergraduate
degree, 22% A Levels or equivalent, 18% PHD, masters or other higher degree, 8%
GCSE’s or equivalent and 6% having no formal qualifications.
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4.3 Results
4.3.1 Comparison of Subjective Mood Change
Whole Research Population
Organic Video
Figure 1.1 shows the total population comparison of mood change before and after
watching the organic video. The Likert scale shows- 1) Extremely Unhappy, 2)
Unhappy, 3) Neither Happy or Unhappy, 4) Happy, 5) Extremely Happy. There was
improvement in mood for 7 participants with 3 showing an improvement of 2 tiers of
the scale and 4 showing an improvement of 1 tier. 2 participants showed a decrease of
1 in mood, while participants showed no change in mood. Figure 1.2 shows these data
as percentages. 63% of the total population who watched the organic video showed no
change in mood, 29% showed an improvement and 8% showed a decline.
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FIGURE 1.2
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Electronic Video
Figure 1.3 shows the total population comparison of mood change before and after
watching the electronic video. The Likert scale shows; 1) Extremely Unhappy, 2)
Unhappy, 3) Neither Happy or Unhappy, 4) Happy, 5) Extremely Happy. There was
improvement in mood for 1 participant, showing an increase of 1 tier. 15 participants
showed no change. 10 participants showed a decrease of mood, 9 with a fall of 1 tier
and 1 with a fall of 2 tiers. Figure 1.4 shows these data as percentages. 58% of the
total population who watched the video showed no change in mood, 4% showed an
improvement and 38% showed a decline.
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Research Population with a Mental Health Diagnosis
Organic Video
Figure 2.1 shows the mood change of the population with a mental health diagnosis
who watched the organic video. Out of the 6 participants, 3 showed a mood
improvement (2 participants by 2 tiers and 1 participant by 1 tier), 3 participants
showed no change and there were no participants who showed a decline in mood.
Figure 2.2 shows these data as percentages. 50% showed no change in mood, 50%
showed an improvement and 0% showed a decline.
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Electronic Video
Figure 2.3 shows the mood change of the population with a mental health diagnosis
who watched the electronic video. Out of the 8 participants, none showed a mood
improvement. 4 participants showed no change and 4 participants showed
deterioration in mood of 1 tier. Figure 2.4 shows these data as percentages. 50%
showed no change in mood, 50% showed a decline and 0% showed an improvement.
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Comparison of Organic vs. Electronic
Figure 2.5 shows a direct comparison between those with a diagnosis who watched
the electronic video compared to those who watched the organic video. 4 participants
who watched the electronic video documented no change as did 3 who watched the
organic film. Looking at those who saw an improvement, 3 organic viewers said their
mood improve, with no electronic viewers. Finally 3 electronic viewers said their
mood declined, compared to no organic viewers.
A Direct Comparison of Mood Change in Organic vs Electronic viewers
(Population With a Mental Health Diagnosis)
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By Diagnosis
Organic Video
Figure 3.1 shows the post video impact on the population with a mental health
condition by diagnosis type. Documenting those with depression, 2 participants saw
no change and 1 participant saw an improvement in mood, with no one stating their
mood declined. The only participant with GAD showed an improvement of mood.
Comparing those with mixed GAD and depression, 1 person showed an improvement
and another showing no change.
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Electronic Video
Figure 3.2 shows the electronic video impact on the population with a mental health
condition by diagnosis type. Documenting those with depression, 2 participants saw
no change and 2 participants saw a decline in mood, with no one stating their mood
improved. The only participant with GAD showed no change. Comparing those with
mixed GAD and depression, 1 person showed no change and 2 other participants
showed a decline.
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By Treatment
Organic Video
Figure 4.1 shows the change of mood after watching the organic video, ordered by
current treatment. This graph shows that the only participant currently receiving only
pharmacology had an improvement in mood and the only participant receiving CBT
reported no change. Out of the 3 participants currently receiving both pharmacology
and CBT, 2 participants reported an improvement in mood and 1 person had no
change. 1 person who is not receiving treatment reported they felt no change in mood.
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Electronic Video
Figure 4.2 shows the change of mood after watching the electronic video, ordered by
current treatment. The 2 participants currently receiving pharmacological treatment
documented no change in mood, while the participant receiving CBT noted their
mood declined. Analysing the 2 participants currently receiving both pharmacology
and CBT, 1 reported a decline in mood and another had no change. 2 participants who
are not receiving treatment reported they felt a decline, while another felt no change.
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Decline of Mood

4.3.2 Comparison of Perceived Relaxation Change
Whole Research Population
Organic Video
Figure 5.1 shows the total population comparison of perceived relaxation change
before and after watching the organic video. The Likert points scale shows; 1)
Extremely Unrelaxed, 2) Unrelaxed, 3) Neither Relaxed or Unrelaxed, 4) Relaxed, 5)
Extremely Relaxed. There was improvement in relaxation for 11 participants with 4
showing an improvement of 2 tiers and 7 showing an improvement of 1 tier. 3
participants showed a decrease of relaxation, 1 with a decline of 3 tiers and 2 with a
decline of 1 tier. 10 participants showed no change in relaxation.
A Comparison of Relaxation Change Before and After Watching Organic
Video (Whole Research Population)
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Figure 5.2 shows the percentage of change amongst this population. 46% of the total
population who watched the organic video showed an increase of relaxation, 42%
documented no change and 12% showed a decline.
A Percentage Comparison of Percieved Relxation Change Before and After
Watching Organic Video (Whole Research Population)
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Electronic Video
Figure 5.3 shows the total population comparison of perceived relaxation change
before and after watching the electronic video. The Likert scale shows; 1) Extremely
Unrelaxed, 2) Unrelaxed, 3) Neither Relaxed or Unrelaxed, 4) Relaxed, 5) Extremely
Relaxed. There was improvement in relaxation for 6 participants with 1 showing an
improvement of 3 tiers, 1 of 2 tiers and 4 of 1 tier. 8 participants showed a decline in
relaxation, with 2 declining by 2 tiers and 6 declining by 1 tier. 12 participants
showed no change in relaxation.
A Comparison of Relaxation Change Before and After Watching Electronic
Video (Whole Research Population)
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Figure 5.4 shows these data as percentages. 46% of the total population who watched
the electronic video showed no change. 31% showed a decline of relaxation and 23%
documenting an increase.
A Percentage Comparison of Percieved Relxation Change Before and After
Watching Electronic Video (Whole Research Population)

31%
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46%

Increase of Relaxation
Decline of Relaxation

23%

FIGURE 5.4
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Research Population with a Mental Health Diagnosis
Organic Video
Figure 6.1 shows the perceived relaxation change of the population with a mental
health diagnosis who watched the organic video. Out of the 6 participants, 3 showed
an improvement of relaxation (1 improving by 2 tiers and 2 by 1 tier). 2 participants
showed no change and 1 participant showed a decline in relaxation of 3 tiers. Figure
6.2 shows these data as percentages. 33% documented no change, 50% saw an
improvement of relaxation and 17% reported a decline.

A Comparison of Relaxation Change Before and After Watching Organic
Video (Population With a Mental Health Diagnosis)
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A Percentage Comparison of Relaxation Change Before and After Watching
Organic Video (Population With a Mental Health Diagnosis)
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Electronic Video
Figure 6.3 shows the perceived relaxation change of the population with a mental
health diagnosis who watched the electronic video. Out of the 8 participants, 3
showed an improvement of relaxation. 5 participants showed no change and no
participants showed a decline of relaxation. Figure 6.4 shows these data as
percentages. 62% documented no change, 38% saw an improvement of relaxation and
0% reported a decline.

Relax Score

A Comparison of Relaxation Change Before and After Watching Electronic
Video (Population With a Mental Health Diagnosis)
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A Percentage Comparison of Relaxation Change Before and After Watching
Electronic Video (Population With a Mental Health Diagnosis)
0%

No Change

38%

Increase of Relaxation
Decline of Relaxation

62%

FIGURE 6.4

61

Comparison of Organic vs. Electronic
Figure 6.5 shows a direct comparison between those with a diagnosis who watched
the electronic video to those who watched the organic video.
A Direct Comparison of Organic vs Electronic Viewers Change in
Relaxation(Population With a Mental Health Diagnosis)
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FIGURE 6.5
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By Diagnosis
Organic Video
Figure 7.1 shows the post video impact on the population’s relaxation state, with a
mental health condition, ordered by diagnosis type. Documenting those with
depression, 2 participants saw no change and 1 participant saw an improvement in
relaxation. The only participant with GAD showed a decline in relaxed state.
Detailing those with mixed GAD and depression, the 2 participants both showed
improvement.

No. of Participants

A Comparison of Relaxation Change Before and After Watching Organic
Video in respect to Diagnosis Type (Population With a Mental Health
Diagnosis)
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FIGURE 7.1

Figure 7.2 shows the electronic video impact on the population with a mental health
condition by diagnosis type. Documenting those with depression, 1 participant saw no
change and 3 participants saw an improvement in their state of relaxation. The only
participant with GAD showed no change. Detailing those with mixed GAD and
depression, both participants showed no change.
Electronic Video

No. of Participants

A Comparison of Relaxation Change Before and After Watching Electronic
Video in respect to Diagnosis Type (Population With a Mental Health
Diagnosis)
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FIGURE 7.2
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Decline of Relaxation

By Treatment
Organic Video
Figure 8.1 shows the change of relaxed state after watching the organic video, ordered
by current treatment course. The only participant currently receiving pharmacology
and the only participant receiving CBT documented no change in their relaxation. Out
of the 3 participants currently receiving both pharmacology and CBT, 2 participants
reported an improvement in relaxation and 1 person a decline. 1 person who is not
receiving treatment reported they felt an increase in their state of relaxation.

No. of Participants

A Comparison of Relaxation Pre and Post Watching Organic Video in
respect to Treatment Type (Population With a Mental Health Diagnosis)
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Electronic Video
Figure 8.2 shows the change of relaxed state after watching the electronic video,
ordered by current treatment. Out of the 2 participants currently receiving only
pharmacology, 1 documented no change in relaxation and 1 showed an increase. The
participant receiving CBT felt no change and both participants receiving both
pharmacology and CBT also reported no change. Two participants who are not
receiving treatment reported an increase in relaxation, while another felt no change.

No. of participants

A Comparison of Mood Change Before and After Watching Electronic
Video in respect to Treatment Type (Population With a Mental Health
Diagnosis)
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Decline of Relaxation

Comparison of Organic vs. Electronic
Organic Video

Mood and Relaxation Score

Mood and Relaxation Before and After Scores of Those With a Diagnosis
Who Viewed the Organic Video
5
4
3

Pre Relax

2

Post Relax
Pre Mood

1

Post Mood
0
O1

O3

O4
O10
Participant ID

O13

O17

FIGURE 9.1

Figure 9.1 shows the relationship between an organic viewers mood and relaxation
scores. Analysing all participants, there is a clear pattern between the before and after
scores. All participants watching the organic video had an incline in mood and
relaxation, the only exception to this trend is O17, where a score declines.

Electronic Video
Figure 9.2 shows the relationship between an electronic viewers mood and relaxation
score. There is much more variation across an individuals scores than the organic
viewers. We can see that the relax scores generally stay equal or increase, but the
mood scores stay equal or decline.
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E15

E16

E20

4.3.3 Enjoyment and Compliance of the Population
4.3.3a Compliance
Total Research Population Compliance
Figure’s 10.1 and 10.2 shows the whole population and how much of the video they
watched. 83% of organic viewers watched the whole clip, compared to 69% of
electronic viewers.
Percentage of the Total Population Compliant with Viewing the Organic
Video

17%
Watched the Whole Clip
Did Not Watch the Whole Clip
83%

FIGURE 10.1

Percentage of the Total Population Compliant with the Viewing the
Electronic Video

31%
Watched the Whole Clip
Did Not Watch the Whole Clip
69%

FIGURE 10.2
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Population with Mental Health Diagnosis Compliance
Figure’s 11.1 and 11.2 show the population of those with a diagnosis and how much
of the video they watched. 83% of organic viewers watched the whole clip, compared
to 75% of electronic viewers.
Percentage of the Population With A Diagnosis Compliant with Viewing the
Organic Video

17%
Watched the Whole Video
Did Not Watch the Whole
Video
83%

FIGURE 11.1

Percentage of the Population With A Diagnosis Compliant with Viewing the
Electronic Video

25%
Watched the Whole Clip
Did Not Watch the Whole Clip
75%

FIGURE 11.2
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4.3.3b Enjoyment
Total Research Population Enjoyment
All participants were asked a multiple-choice question of ‘Did you enjoy the film?’
Figure 12.1 and 12.2 show that 67% of those who watched the Organic film said they
enjoyed it, compared to electronic viewers, where no one said they enjoyed it. 4% of
organic viewers were indifferent compared to 27% of electronic viewers. Finally 29%
of organic viewers said they did not enjoy the film, compared to 73% of electronic
viewers.

Percentage of the Whole Population's Enjoyment of Viewing the Organic
Video

29%

Enjoyed the Clip
Indifferent
67%

4%

Did Not Enjoy

FIGURE 12.1

Percentage of the Whole Population’s Enjoyment of Viewing the Electronic
Video
0%

27%

Enjoyed the Clip
Indifferent
Did Not Enjoy

73%

FIGURE 12.2
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Population with Mental Health Diagnosis Enjoyment
Transcribing the data from participants with a diagnosis were asked a multiple choice
question of ‘Did you enjoy the film?’ Figures 13.1 and 13.2 show that 83% of those
who watched the Organic film said they enjoyed it, compared to 0% of electronic
viewers. 0% of organic viewers were indifferent compared to 25% of electronic
viewers. Finally 17% of organic viewers said they did not enjoy the film compared to
75% of electronic viewers.

Percentage of the Population With a Diagnosis’ Enjoyment of Viewing the
Organic Video
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Enjoyed the Clip
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Did Not Enjoy
83%

FIGURE 13.1

Percentage of the Population With a Diagnosis’ Enjoyment of Viewing the
Electronic Video
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FIGURE 13.2

69

4.4 Conclusion
This chapter has exhibited the data collected in the study in graphical and text format.
It is clear from the results of this research, that patterns have emerged highlighting
success for audio-visual media broadly. Data on mood improvements and relaxation
has been outlined, as well as further data collected on compliance and enjoyment.
With the results in mind an analysis will now be provided, drawing upon any trends or
patterns emerging within the results.
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Chapter Five

Discussion

5.1 Introduction
The main objectives of this research study were to examine the impact of audiovisual
content on a viewer with a mental health diagnosis, specifically the analysis of
organic and ASMR type content against electronic entrainment.

The chapter will outline the research collected and suggest reasoning for the
outcomes. Furthermore, the chapter will highlight the importance of the findings in
respect of the research questions and summarise any comparisons with previous
research.

5.2 Analysis of the Research Population
According to mental health statistics drawn upon in the literature review, the
population who participated in the study was a fair resemblance of the overall
population. 28% of the total research population said they had a mental health
diagnosis. The Mental Health Foundation (2016) documents that 25% of the U.K
experience a mental health episode. Moreover the World Health Organisation (2017),
states that depression may be more persistent in women than men, but more research
would be needed. Additional the Counselling Directory (2016), state 60% of those
who have anxiety are women. The population of this study showed that out of the 14
participants who had a mental health diagnosis, 13 (93%) were female and 1 (7%)
was male. These statistics follow the documented trend in literature but are more
towards an extreme end. This could be due to more women accessing the websites in
which the study was made available, or just that this type of media may appeal more
to women, hence their greater participation as a gender. The sample size would need
to be increased to show a more accurate population trend and therefore make the
results more proportionate of the actual population, and may result in a lower
percentage of women. Inferential statistics were not used in this study, as used the
sample size was too small. It would be unwise to use this small sample to make a
general assessment of a wider population, more data would be required especially
detailing those with a mental health condition.
71

5.3 Analysis of the Research in Relation to the Research Questions
5.3.1 Analysis of Subjective Mood
Total Population Mood Analysis
Drawing attention to figures 1.2 and 1.4 we can see that for the entire research
population, the organic video performed better than the electronic video. 29% of
participants who watched the organic video said their mood improved compared to
4% of those who watched the electronic video. Contrastingly, 8% of organic video
viewers documented their mood deteriorated to 38% of electronic viewers. These data
show a general trend of a total population agreeing that the organic video helped their
mood improve, which agrees with the literature on ASMR uses and mindfulness
based therapies. The product website for the David Delight model that manufactures
AVE machines, suggest that entrainment can boost your mood (Mind Alive.
(ND). Technology). The results of this study show that 4% of the population who
watched the AVE electronic video documented an improvement, leaving 96% with no
change or a decrease in mood, suggesting that the version of AVE tested in this study,
did not function to the extent that is claimed by the manufacturers.

Craig (2005) found that after chills included by ASMR (Kobayashi, 2015), 71% of
participants increased in mental alertness and 75% reported an alleviation of tension
and anxiety. This study looked at a random population, including those with and
without mental health conditions. In this study, the comparable population - the whole
population, saw a 29% increase of mood improvement. If this studies research is
compared to the 75% in the data collected by Craig, the scores are too far apart to
claim association. To be compared to this study, other factors must be at play to
determine truth. Craig highlights that there is an alleviation of tension and anxiety.
The questionnaire in this study outlined scores as mood and relaxation. Additional
literature and research must be analysed to compare differences between perceived
wording of relaxation and mood to tension and anxiety.

Population with Mental Health Diagnosis Mood Analysis
Overview
As well as looking at the individual success of the videos on each type of diagnosis
separately, it is important to analyse the success on all mental health diagnoses.
Figure 2.2 shows that 50% of the participants that viewed the organic video
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documented their mood improved and 50% with no change. This is compared to the
electronic video where figure 2.4 shows that 50% of the participant’s mood decreased
and 50% stayed the same. Similar to the total results of the total population, the
organic video proved to be much more beneficial to the mood of those suffering from
a mental health complaint, than the electronic video. Mind Alive (ND. FAQ), the
creators of AVE, suggested in their literature that viewers could feel effects after five
minutes. Brainwave College (2014) suggests in their research, that it takes fifteen
minutes to see results of AVE. As Mind Alive create the products, it was believed that
five minutes would be sufficient time as to give the video a fair assessment. In future
research, it would be beneficial to re-test the subjects with a fifteen-minute video, to
highlight any differences in outcomes.

By Diagnosis
Further analysis can be drawn from the data set of those with a mental health
diagnosis. Figures 3.1 and 3.2 investigate the change of improvement in an individual,
drawing analysis to particular mental health complaints. Figure 3.1 shows an even
spread of success, one person with each diagnosis had an improvement in mood, with
no one reporting a decline, thus highlighting a positive and successful impact after
viewing the organic video. Drawing attention to figure 3.2, the electronic viewers
reported a mixed no change and decline in mood outcome. None of the participants
said their mood improved following watching the electronic video. There is no clear
reasoning for this, other than the possibility of differential personal taste or inadequate
viewing conditions.

Craig, D.G. (2005) and Kobayashi, J. (2015) both claim that ASMR alleviates anxiety
in 75% of people. There was only one participant who watched the organic video with
a diagnosis of GAD, and this individual documented an improvement of mood. Out of
the two people who had mixed GAD and depression, one participant saw no change
and the other an improvement (Figure 3.1). Therefore in total 67% of the participants
recording a history of anxiety documented an improved mood, falling just short of the
predictions outlined in the literature. Eslinger, P.J. (1998); Maddux, J. E. (2014);
Hansson, L., Stjernswärd, S., & Svensson, B. (2014) all agree that facilitating positive
thoughts and mood in treatment is key to treating underlying causes of depression and
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GAD. Therefore it would be recommended to direct those with a mental health
diagnosis to the organic video over the electronic one.

By Treatment
An interesting consideration can be conveyed from figures 4.1 and 4.2, showing the
success of the media in respect to current participants treatment courses. Figure 4.1,
displays viewers of the organic video. Treatments involving pharmacology showed
the best results. Those taking pharmacology with CBT showed a high improvement of
mood documenting 2 people having an improvement and 1 having no change.
Pharmacology alone reported 100% success in mood improvement, although the
sample size of 1, is too small to come to a reasonable conclusion. Those currently
undergoing CBT, or those that are on no current treatment showed no change in their
mood. This can be compare to figure 4.2, showing the results of the electronic video.
There is a decline in mood across all the current treatments, apart from pharmacology
only, where no change is seen. Those not currently on any treatment document the
biggest decline in mood, and therefore it could be suggested that AVE is more
effective than taking no course of treatment, but not as effective as pharmacology and
the organic media film.

The literature is varied on the success of AVE for those with mental health and
therefore any speculation would be unwise; more research with much larger sample
sizes would be required. However, these results favour the use of organic audiovisual
content in all cases of diagnoses and treatments against the electronic AVE video.
Huang, T.L. & Charyton, C. (2008), does however state that AVE has a positive
impact on those who have relapsed from depression. To analyse this further,
additional research would be required detailing a population who have relapsed from
depression and their subjective mood scores before and after viewing the audiovisual
content.
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5.3.2 Analysis of Subjective Relaxation
Total Population Relaxation Analysis
Figures 5.2 and 5.4 show the percentage change of all viewers after watching the
videos. Similar to the results on mood, the organic video participants document a
higher rate of success, 46% with an increase of relaxation, 42% with no change and
12% showing a decline of relaxation. Whereas the electronic viewers show that 23%
felt more relaxed, 46% had no change and 31% felt less relaxed. Mind Alive (ND.
Technology), states that AVE can increase your level of relaxation. The results on the
general population show that in this research, 23% of participants agree with that
statement, however twice as many agreed that the organic video relaxed them. Again,
this may be due to viewing conditions or preferential taste.

Population with Mental Health Diagnosis Relaxation Analysis
Overview
According to Jorm, A.F., Morgan, A.J., & Hetrick, S.E. 2008, it is vital for a
depression or GAD patient to be able to relax, in order to allow normal functioning.
Exploring figures 6.2 and 6.4, we can see that 50% of participants with a diagnosis
felt the organic video relaxed them, leaving 33% having no effect and 17% declining
in relaxation.

Analysing those with a mental health diagnoses, no electronic viewers felt a decline in
relaxation, 62% showed no change and 38% increase in their relaxed state (figure
6.4). Contrastingly figure 6.2 shows that 17% of those who watched the organic video
felt a decline in relaxation, to 50% improving and 33% with no change. This is an
interesting and unexpected observation as they differ significantly from the mood
results. By comparing figures 2.2 and 2.4 with 6.2 and 6.4, we can see that no organic
viewer documented a decline in mood, but did document a decline in relaxation.
Furthermore no viewers of the electronic video documented a mood improvement, but
38% documented an increase in relaxation. In the literature, relaxation and mood
seem to be coupled together, however this research is presenting otherwise, as there
are varied changes between relaxation and mood within the same individual. More
analysis of an individual’s subjective mood and their subjective relaxation should be
realised,

as

there

is

clearly

a

difference

75

presented

in

this

research.

By Diagnosis
Figures 7.1 and 7.2 both highlight the change of relaxation, in respect of diagnosis.
Analysing Appendix Three and figure 7.1 we can see that the only individual with
GAD, O17, documented a decline in relaxation. By looking at figure 9.1, we can see
participant O17’s results of both the mood and relaxation scores together. The
participant’s relaxation was abnormal to their results on mood scores. The trend seen
in figure 9.1 is that all participants other than O17 had a range of results showing a
change in score of no more than 2 tiers. It could be suggested O17’s relaxation score,
which decreased by 3 tiers, could be an anomalous result and therefore hinder the
relaxation research. Furthermore by analysing O17’s data in Appendix Three we can
see that they did not watch the whole video but said they enjoyed what they did
watch, again questioning the accuracy of this result. Additionally it could be
considered, that O17’s abnormal result was due to personal taste. Due to the small
sample size in the study, it was decided that there was not enough results to truly
show this is unquestionably an anomaly and therefore, these data were kept.

Figures 7.1 and 7.2 show that for those diagnosed with depression, the electronic
video benefited more participants in relaxation than the organic viewers. However
those with a diagnosis of mixed GAD and depression agree that the organic video
relaxes them more. In light of this analysis, it could be said that the organic video
presents better results for those with a diagnosis of mixed GAD and depression than
the electronic video. But the electronic video provides better relaxation than the
organic video for those diagnosed with just GAD. Those with depression
demonstrated similar results after watching either the organic or electronic video. The
data regarding diagnosis is inconclusive as there can be no reasonable suggestions as
to why mixed GAD and Depression would perform better than only GAD for
electronic viewers. A larger sample size would be needed for more conclusive
evidence as to which types of video may be most helpful for which diagnosis.

By Treatment
Figure 8.1 highlights that the only decline in relaxation was for a participant who
watched the organic film and was receiving a treatment of pharmacology and CBT.
Cross checking Appendix Three for O17, (the debated anomaly) we can see that their
current treatment is registered as mixed pharmacology and CBT. Figure 8.1 shows
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that the other scores for mixed pharmacology and CBT increased. This again could be
an anomalous result, or alternatively it could be a genuine score. There is an
insufficient sample size to warrant its absence, and therefore the result is kept. The
results regarding those currently taking combined pharmacology and CBT vary
greatly. Two organic viewers document an increase of relaxation with 1 declining, but
the electronic viewers (2) document no change.

Analysing figure 8.2, we can see that out of the 3 participants current undergoing no
treatment, 2 documented an increase in relaxation and 1 no change. Drawing together
information from both figures 8.1 and 8.2, detailing those who receive no treatment, it
is with out question that viewing an audiovisual film, regardless of which one they
watched, enriched all apart from one. Even with a small sample size, this provides
unquestionable data that watching audiovisual material does have an impact on those
with a mental health diagnosis. CBT alone performed equally across both videos.

5.3.3 Enjoyment and Compliance Analysis
Generally speaking, the compliance of the whole population finishing the organic film
was higher than the electronic film, showing 83% compared to 69%. The literature is
lacking information about the compliance of AVE and ASMR type treatments and
therefore there are no previous data to share correlations with. Balon (2002) points out
that non-compliance can have serious consequences, such as relapse or recurrence of
the illness and therefore needs to be addressed if the results of this study are to be
meaningful. From the results, we can assume that participants provided access to the
organic video would be more compliant, as a higher proportion of participants in this
group watched the whole video. However, in this case the participants had to watch a
single five-minute film attached to a research project, which acquires the interest of
some and might not be representative of the actual use of the video over a period of
time. It may be rash to assume that a similar proportion of participants would be as
compliant if asked to watch the same video every day. A longer study would be
required to analyse the compliance of users more accurately.

If someone is said to have enjoyed the video, it could be assumed that they would
watch another. Conducting further compliance analysis, figures 12.1 and 12.2 show
the population who said they enjoyed the video. 67% of those who watched the
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organic film said they enjoyed the clip compared to 0% of electronic viewers. Other
organic viewers documented that, 29% did not enjoy it, leaving 4% indifferent. 73%
of electronic viewers said they did not enjoy it and 27% were indifferent.

The fact that more people enjoyed watching the organic film most likely explains why
more participants completed watching this video, and may again allude to a better
compliance with watching a video of this nature more regularly than the electronic
style video. Personal taste must be taken into consideration while scrutinising the
results of compliance and especially enjoyment. The organic/nature film selected just
a few of the ASMR triggers that were outlined in the literature review. If subsequent
films were to be made and the viewer was given a choice, it would seem reasonable to
assume that the enjoyment figures would rise – as individuals would have selected it
themselves.

Blood and Zatorre (2001), explored how self-selected music has strong stimulatory
effects on parts of the brain that are associated with reward. This could also be applied
to a scenario where a participant can select an audio-visual piece based on their
preferences. By choosing what to watch and then watching it, dopamine levels are
increased (Nestle, et al., 2002) and therefore mood is further improved (Lingham &
Theorell, 2009).

5.4 Participant Feedback
The participants of the study were provided an opportunity to write optional feedback.
By submitting the feedback anonymously, participants were given to opportunity to
be as honest and open about making comments. This provides a more reliable
account, however we must be cautious with using the data for analysis, as we do not
know their viewing conditions or other factors that would affect their experience.

Participant E6, a 25-year-old female from Scotland with no diagnosis of any mental
health complaint stated, “watching the video actually made me go all hot and my
hands started sweating!” The individual’s scores decreased in mood and relaxation
after viewing the electronic video. This is quite a substantial claim, as the literature
states that this could be considered a form of panic attack. Drawing on this, more
detailed analysis needs to occur to investigate the cause of this, possibly in the form of
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measuring a physiological response as well as subjective. Only one person stated this
and therefore may be localised to that particular individual, however more may have
experienced these symptoms but not documented it.

Participant O5, a 61 year old male from England with no diagnosis of any mental
health compliant stated that “I felt in touch with the topics and themes the video
showed”. The individual’s scores both increased in mood and relaxation after viewing
the organic video. This indicates that the contents of the organic film matched this
participant’s preferential taste in audio-visual content.

Finally, participant O7, a 23 year old male from England with no diagnosis of any
mental health compliant stated that the “voice ‘was’ too familiar”. The individual is
referring to the whispering dialogue in the organic films narrative. The voice over
artist who performed the lines of dialogue is included in the social media network that
the video was promoted through. It would be reasonable to assume that this
participant knew the voice actor and therefore was too personally invested to fully
engage with the film. Their results showed no change in either mood or relaxation.

5.5 Limitations of Research
As measuring an emotional response is very subjective to the individual, it may be
difficult to obtain this information. In an attempt to overcome this barrier, the
researcher requested additional written feedback regarding their feelings on specific
areas of the film, allowing me to provide both qualitative and quantitative data and in
order to attempt to ascertain the participants’ emotional response to the videos.

Another limitation to this project includes the inability to directly test the film on the
individuals who the film may be intended for. In this study, a list of past medical
conditions was requested so that those who documented a mental health diagnosis
could be easily highlighted for analysis. Moving forward in future studies, to ensure
that the majority of participants entering the study have a diagnosis; the sample
collection must be different. In many studies outlined in the literature review (Davis
& Hayes, 2012; Castillo-Pérez, et al., 2010; Bolton, et al., 2011), participants were
recruited through personal doctors, or health professionals. This would allow a larger
proportion of the study sample to have a mental health diagnosis, although this
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method may potentially raise geographic implications as clustered location bias
(Giraudeau & Ravaud, 2009) may occur. To overcome this it would be necessary to
contact global or regional doctors.

Further limitations of this study are centered on the study being completed
independently at home and online. Firstly, the completion of this study requires the
user to have access to a computer and the Internet. According to Oxford Internet
Institute Survey (2011), in Britain between 25% and 35% of 65’s and over have
access to the internet. This narrows down the population of who can access the study
and therefore limits a true representation. Furthermore, for those who did start the
research, there was no guarantee that they would finish. In total 7 participants had to
be omitted from the analysis, as they did not complete the whole survey; reducing the
sample size.

A large implication of this study’s design is that the environment the film is viewed in
is difficult to control, ensuring the setting is optimum for full effect. Overcoming this
was attempted by advising the use of headphones and turning the brightness of the
computer screen up, however there may be further factors that are unavoidable under
these circumstances. For example, if during watching the film their phone vibrates in
front of them, or an emergency vehicle passes outside, this may interrupt the
experience and hinder the results. As the video is being tested for home viewing, this
limitation cannot be avoided, as this may always be a limiting factor when viewing in
a relatively uncontrolled environment. To analyse the impact of distractions during
viewing it could be suggested that the participant keeps a log of any interruptions or
distractions during the playback of the film. With a large enough study, this would
allow us to investigate the impact of distractions.

The research looks into the success of the videos alongside current treatments. The
categories of treatment are too vague for serious analysis and outcome, such as all
drug treatment being labeled pharmacology; further investigation into the type of drug
must be held to find solid trends. In order to do this, a much larger sample size would
be required, ideally over a longer period of time.

Finally, the website was only promoted through the researchers social media
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channels, who consist of mostly young professionals with higher education degrees,
word of mouth and targeted online forums- specifically aimed at depressed
individuals, seeking online self help. This again, limits the population and exposes the
videos to select groups accessing those particular websites. To overcome this, the
videos must be promoted more diversely and for a longer period of time, allowing
more exposure to different social groups.

5.6 Conclusion
This chapter has presented an analysis of the findings, established its place in current
literature and defined why the data are relevant to the wider field of mental health and
audiovisual-based therapy. The limitations were discussed, outlining factors such as a
small sample size and a short time of analysis, highlighting the boundaries of this
research. Having analysed the data presented, we can now make conclusions
regarding the research questions and raise recommendations for future research.
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Chapter Six

Conclusions and Recommendations

6.1 Conclusions
The heart of this study has emphasised the need for new mental health therapy. The
literature has outlined the demand for therapies that are easy to access, cheap and
effective. Audiovisual entrainment is an existing therapy practice, with limited
modern research on its implementation and success in respect to mental heath
treatment. The literature discussed the use of ASMR, mindfulness and evolutionary
sonic coding to arrive at the following hypothesis - that a video containing ASMR
triggers and natural sounds would achieve mood improving and relaxing effects on its
audience. The design of this study has allowed for the comparison of mood and
relaxation improvements measured subjectively from individuals with a mental health
diagnosis. The findings of this study are therefore relevant to wider research of
ASMR and audiovisual content and its use within mental health.

This research has shown that audiovisual media does have a subjective effect on an
individual’s mood and state of relaxation. There was an abundance of literature
stating that audiovisual content could improve the mindset and mood of individuals.
This research has allowed for analysis of the potential for the use of ASMR type
videos as part of the management of those with a common mental health diagnoses.

Concluding the results on mood, the organic video was most beneficial to individuals
with depression or mixed GAD and depression who are currently receiving
pharmacology as part of their management. 50% of those who viewed the organic
film with a mental health diagnosis said their mood improved. The Royal College of
Psychiatry claim that between 50% and 65% see an improvement in mood when
taking antidepressants. The use of an ASMR type video may allow for further
improvement in patients with depression who are currently accessing pharmacological
management.

46% of participants with a mental health diagnosis felt the organic film relaxed them.
This highlights some success in furthering the literature that audiovisual media,
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especially ASMR can have relaxing outcomes for the viewer. The data in this study
show that in respect to relaxation those with a diagnosis of mixed GAD and
depression and currently on a treatment course of pharmacology and CBT benefit the
most from the media.

Based on these conclusions and the data presented, we can say that in this research the
organic audiovisual film succeeded in relaxing viewers’ more than audiovisual
entrainment. It would therefore be sensible to say that those suffering from mental
health may find ASMR type audiovisual media beneficial, in an attempt to help curb
their illness.

6.2 Recommendations
This research has been carried out subjectively and therefore to a large extent is
accurate on a personal basis. However, to further the research questions portrayed in
this study from a scientific understanding, research conducted from an objective
review of the patient’s sympathetic response would be appropriate, comparing
physiological changes to the participant.

As the study was accessible online, various individuals from different countries
participated in the research. This means that the data presented is representative of a
more global population and therefore the sample size of this study is too small to
assume that the sample would be representative of the general population. Despite
this, the medium in how the research was accessed has potentially allowed to generate
a population of people who might be interested in using this therapy. To make the
results of this study more accurate, a larger sample of people with mental health
diagnoses would be required, especially when looking at treatments and particular
diagnoses.

A large factor driving the results of this research is due to personal taste. If further
research is to be carried out, the participant should follow the same questionnaire and
methods laid out in this study, but have the choice to decide what type of video to
watch. A main feature of this proposed treatment is to be more accessible than current
treatments. The possibility of a mobile phone/ tablet application may be appropriate.
An app would allow the user to select a video of their choosing, removing the element
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of personal taste differentials. If the film database was large enough, algorithms could
suggest other clips that they may enjoy based on their watching history. Additionally
if the user was able to rate the films they had watched, this would further strengthen
the algorithm and ultimately selecting more appropriate videos for the individual.

This research has provided an introductory look at how ASMR type videos would
benefit management of mental health diagnoses and the results have shown positive
outcomes. However the success of a mental health treatment is usually considered
alongside time. To truly evaluate this proposed treatment, further research must be
applied to determine long-term effects the video has on a population who watch it.
The research should be repeated with a larger sample size of individuals with a
diagnosis and with varying treatment plans, over a longer time frame.

Furthermore, this study does not allow for the understanding of how the videos should
be used, for example the frequency of viewing. Questions such as this could be
answered by analysing a long-term assessment of participant use. Finally a longer
evaluation of more individuals would be required to analyse compliance with this
proposed type of management for the mental health sector.
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Appendix One
Video Web Addresses and Website Screenshots

Links to Website and Videos
The website and can be accessed by the following link –
http://www.audiovisualstudysurvey.weebly.com/ - Last Accessed 15/01/2017

The organic video can be accessed by the following link http://tinyurl.com/organicvideo - Last Accessed 15/01/2017

The electronic video can be accessed by the following link http://tinyurl.com/electronicvideo - Last Accessed 15/01/2017
Website Screenshots
Image 1 shows the initial page to the website and it briefly outlines the content of the
study.

IMAGE 1 – WEBSITE PAGE 1 (WELCOME S CREEN)
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Page 2 (Image 2) of the website takes the participant to the disclaimer and instructions
to the study. The participant must agree with this page to start the study.

IMAGE 2 – WEBSITE PAGE 2 (INSTRUCTIONS AND DISCLAIMER)

Image 3 shows the third page of the website, which is the random control of the study.
Depending on the month of their birth, decides which video the participant is direct to.
Odd birth months (Jan, Mar, May etc.) are directed to the organic video, while even
birth months (Feb, Apr, Jun etc.) are directed to the electronic video.
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IMAGE 3 – WEBSITE PAGE 3 (RANDOM CONTROL )

The fourth page (Image 4), takes the participant to the first questionnaire, to collect
data about their state of relaxation and mood pre watching the video.

IMAGE 4 – WEBSITE PAGE 4 (PRE VIDEO Q UESTIONNAIRE)
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Image 5 and image 6, show page 5a and 5b of the website. If directed by the odd birth
months, the participant will arrive at the organic video, if directed by the even
months; they arrive at the electronic video. Instructions on how to achieve the
optimum-viewing environment are outlined, followed by the films.

IMAGE 5 – WEBSITE PAGE 5 A (ORGANIC FILM )

Aft

IMAGE 6 – WEBSITE PAGE 5 B (ELECTRONIC FILM )
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er viewing the respective video, the participant is then directed onto the second part of
the questionnaire, which collects data about a participant’s mood and state of
relaxation post viewing the media. This page also allows the participant to provide
details of their mental health history.

IMAGE 7 – WEBSITE PAGE 6 (POST VIDEO Q UESTIONNAIRE)

Website page 7 (Image 8) is the final part of the questionnaire. Mostly demographical
data is collected here, including questions on gender, education level and favourite
newspaper.
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IMAGE 8 – WEBSITE PAGE 7 (DEMOGRAPHICS Q UESTIONNAIRE)

Finally Image 9 shows the last page of the website. Page 8 thanks the participant for
their contribution and offers the option to provide their contact details.

IMAGE 9 – WEBSITE PAGE 8 (CLOSING PAGE )
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Appendix Two
Questionnaire

Part 1- Pre-Video Subjective Mood (Multiple Choice Questionnaire)
Please enter your Date of Birth (20/11/1991).

Have you watched any TV or audio/visual media in the last 24 hours? If so, please
select accordingly.
- Film
- Thriller TV Program
- Comedy TV Program
- Drama TV Program
- Nature TV Program
- Documentary
- Sport
- Other

Please select what best describes how relaxed you are feeling.
- Extremely Tense
- Unrelaxed
- Neither Relaxed or Unrelaxed
- Relaxed
- Extremely Relaxed

Please select what best describes your mood.
- Extremely Unhappy
- Unhappy
- Neither Happy or Unhappy
- Happy
- Extremely Happy

Over the past week, what best describes your general mood?
- Extremely Unhappy
- Unhappy
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- Neither Happy or Unhappy
- Happy
- Extremely Happy

Part 3- Video Only (No Questions)

Part 3- Post-Video Subjective Mood (Multiple Choice Questionnaire)
Did you watch the whole clip and enjoy it?
- Yes, I enjoyed it
- Yes, but I didn’t enjoy it
- Yes, indifferent
- No, indifferent
- No, I didn’t enjoy it
- No, but I enjoyed what I watched

What best describes your mood right now?
- Extremely Unhappy
- Unhappy
- Neither Happy or Unhappy
- Happy
- Extremely Happy

How are you feeling right now?
- Extremely Tense
- Unrelaxed
- Neither Relaxed or Unrelaxed
- Relaxed
- Extremely Relaxed

Do you have a diagnosis of any of the following? Please select as many as
appropriate.
- No Diagnosis
- Depression
- Panic Disorder
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- Anxiety Disorder
- Bi-Polar
- Schizophrenia
- Autism Spectrum Disorder
- ADHD

If you have a diagnosis’ please specify in as much detail any treatments you are
currently taking. E.g. Music Therapy, Pharmacology (Medicine/Drugs), Talking
Therapy (CBT) etc. for each diagnosis.

Part 4- Demographics
Please specify your gender.
- Male
-Female

Please select your favourite newspaper out of the following options.
- The Telegraph
- The Times
- The Guardian
- The Observer
- The Independent
- The Mail
- The Express
- The Sun
- The Mirror
- The Star
- The Metro
What activities do you normally do in order to relax yourself when you’re stressed?
- Drawing/ Painting (or other art)
- Music (Listening/ playing instruments)
- Watching Films/TV
- Exercise & Sport
- Social Activities (Cinema, eating out, bowling etc.)
- Domestic Activities (Cleaning, cooking, ironing etc.)
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- Consume Alcohol &/or Drugs
- Gaming
- Other
- Watching Self Help Media (ASMR videos, relaxation videos etc.)

Please select your education level.
- No Formal Qualification
- GCSE’s or Equivalent
- A Levels or Equivalent
- Undergraduate Degree
-PHD, MD, Masters or Other Higher Degree Qualification

Please describe your ethnicity/background e.g. White, British.
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Appendix Three
Table of Results
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