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ABSTRACT: Severe brain injury can leave an individual with pro- 
found and complex disabilities. These can include physical, com-
munication, and sensory impairments, emotional and behavioral 
changes, and often a combination of cognitive deficits, all of which 
contribute to isolation and loneliness. When working with people 
who have sustained these types of disabilities, the therapist needs to 
overcome these tremendous barriers in order to assess how music 
therapy may best meet the clients needs. However, clinical and ther- 
apeutic practitioners are met with various considerations. In a goal- 
oriented medical setting, can the value of personal expression and 
the emotional consequence of this expression be reflected in mea- 
surable outcomes? Do the clinical procedures selected reflect what 
best meets the client's needs or the therapist's need to measure the 
effectiveness of their intervention? Outlined are music therapy treat- 
ment programs involving two clients with non-verbal brain damage 
which will compare the strengths of different approaches. This paper 
aims to highlight how the meaningful 'achievements' in music ther- 
apy intervention within a rehabilitation setting can be difficult to 
communicate as clearly identified 'outcomes'. 

Brain damage caused by stroke, trauma or anoxia can leave 
an individual with physical disability, communication disor-
ders, sensory impairment, personality change, and consider- 
able cognitive impairment. Damage to one focal point from 
trauma, or global damage from anoxia or stroke, usually re-
sults in a complex combination of impairments. The impact 
of these impairments causes changes in the individual's be- 
havior and their ability to interact with their surroundings. Ad- 
mission to a rehabilitation unit may occur after these types of 
neurological incidents. Often the individual is in a state of 
emotional turmoil as he or she attempts to adjust to the enor- 
mous changes to his or her life and work through the process 
of 'rehabilitation'. People are admitted to rehabilitation units 
with a view to returning home or to the closest community 
alternative. In reality, after severe brain damage resulting in 
neuro-disability, few people return to their level of previous 
functioning. In most cases a person's life changes dramatically. 
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Working with people with severe neurological disabilities 
necessitates a close multidisciplinary approach. This is possi- 
bly more so than in other settings due to the complexity of 
the disabilities encountered. A typical 'team' treatment con-
sists of physiotherapy, occupational therapy, speech and lan- 
guage therapy, psychology, nursing and medical care, dietet- 
ics, dental care and social work. Treatment is usually planned 
by the whole team and often implemented jointly by two or 
even three disciplines. Within the medical model setting, 
treatment goals as set by the team are usually 'functional', 
reducing the individual to a list of physical and medical 'prob- 
lems', which tend to be the overwhelming ones facing the 
clinician. The social and emotional needs of the client are 
often seen as being less important than the more visible func- 
tional needs and certainly appear more difficult to measure 
objectively. Music therapists readily recognize the value of 
creativity as part of an individual's need for emotional ex-
pression. Claeys, Miller, DallouI-Rampersad, & Kollar (1989) 
state that in the rehabilitation setting "music therapy appears 
to w o r k . . ,  by creating an atmosphere which promotes heal- 
ing through positive energy and thought." However, it is often 
immensely difficult to illustrate the value of this type of con- 
tact in a neuro-rehabilitation setting in any quantifiable way, 
other than incorporating more physical and functional goals 
within a music therapy treatment program. In doing so, how- 
ever, we risk neglecting the enormous potential for emotional 
rehabilitation which music therapy can offer. 

The Issue of Outcome Measures 

Music therapists, as part of the multidisciplinary 
team, are having to question and examine the value 
of their service within a medical model setting, 
where treatment is costly and the medical stability 
of the client has to have priority. 

Due to the level of specialist care needed, brain injury re-
habilitation is a costly service. In light of this, all disciplines 
are being increasingly asked to show in measurable terms the 
effects of treatment, to justify the cost being paid for rehabil- 
itation. Terms such as 'cost effectiveness', and 'outcomes of 
interventions' are becoming part of common working prac-
tice. Music therapists, as part of the multidisciplinary team, 
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21 Music Therapy Within Brain Injury 

are having to question and examine the value of their service 
within a medical model setting, where treatment is costly and 
the medical stability of the client has to have priority. Hence, 
music therapists working within rehabilitation are becoming 
all too aware of the need to prove the value of their input in 
some quantifiable way. Within the United Kingdom this co- 
incides with a growth of interest from within and outside the 
music therapy profession in the value of this therapy as part 
of rehabilitation after brain injury. 

Despite this level of interest, there remains only one per- 
manent full-time position in the UK within such a setting (As- 
sociation of Professional Music Therapists, 1998). This is pos- 
sibly because it is so difficult to present hospitals with the 
outcomes they require to extend existing services. It is evident 
that these issues are pertinent as well to music therapists with- 
in the USA who are being drawn to marketing techniques to 
support their services (Steinhaus & Wright-Bower, 1995). 

Music therapy is not alone in attempting to measure out- 
comes within a rehabilitation setting. Enderby (1992) suggests 
a scale for measuring speech and language therapy outcomes. 
This attempt, however, fails to identify whether such results 
are reached through intervention or as a result of emotional 
adjustment occurring independently of treatment over time. 
Le Roux (1993) draws attention to the physiotherapist's need 
for a measure which reflects dynamic rather than static treat- 
ment and can also meet practitioners' varying skills and treat- 
ment approaches. Such points are also valid when considering 
measures for music therapy intervention, due to the wide va- 
riety of treatment approaches employed within our profession 
in rehabilitation. 

The Functional Independence Measure or 'FIM' (Research 
Foundation of the State University of New York at Buffalo, 
1993) is one tool starting to be used in brain injury rehabili- 
tation in the UK in measuring outcomes with this client group. 
Although some music therapists view this as a useful measure 
of outcomes in music therapy intervention, this is not (in fact) 
necessarily a reality in the clinical setting. Sandness (1995), 
in reviewing the role of music therapy within physical reha- 
bilitation programs, suggests that when using the FIM, the cat- 
egories of locomotion, communication and social cognition 
are "those most likely to be addressed in music therapy as- 
sessment and treatment planning." These areas certainly may 
be addressed as part of music therapy treatment, but are also 
areas which can be measured more knowledgeably and ac- 
curately by a physiotherapist, speech and language therapist 
or psychologist. These disciplines are widely recognized as 
essential in the medical multidisciplinary team. Considering 
the cost of employing health professionals, why should further 
expense be made on a music therapist when others are able 
to treat and measure outcomes specific to their own modality? 
In the current economic climate, surely it is only those who 
are essential to the service, and for whom clear proof of out- 
comes can be shown, who will be kept as part of the treatment 
team. It seems logical to conclude, therefore, that music ther- 
apists will need to be more than an adjunct to treatment in 
order to keep their positions in such costly care. 

Issues for Music Therapy Intervention 

Several issues arise for the music therapist in a rehabilitation 
setting. How do we work as part of the multidisciplinary team 
without losing the focus of what music therapy has to offer as 
a discipline in its own right? Should we adopt the more func- 
tional goals to show treatment outcomes or develop ones spe- 
cific to music therapy? If so, how do we measure such music 
therapy outcomes? Finally, how do we combine clinical prac- 
tice drawn from both music therapy models and neuro-reha- 
bilitation models? 

In reviewing clinical practice as reflected in the literature, 
it is suggested that the issues previously mentioned are shap- 
ing current clinical and research work. Drawing from two 
clinical case studies, the author will reflect how these issues 
have caused her to adapt treatment approaches and reveal the 
complexity of showing outcomes with this client group. 

Current Clinical and Research Practice in Brain Injury 

The literature of music therapy with brain injured clients in 
neuro-rehabilitation settings offers mainly descriptions of 
treatment approaches and clinical practices with few identi- 
fying measured treatment outcomes. There is a small amount 
of empirical research which links treatment with outcomes 
and makes recommendations for clinical practice. 

The thorough investigative research by Cohen and associ- 
ates into voice and speech rehabilitation using music therapy 
(Cohen, 1988; Cohen, 1992; Cohen & Masse, 1993; Cohen 
& Ford, 1995; Cohen, 1995) draws on familiar songs and other 
musical exercises which are systematically practiced with the 
subjects to facilitate automated responses. This research is 
based on earlier findings and recommendations by, among 
others, Sparks, Helm & Albert (1974) for melodic intonation 
therapy. This technique is described elsewhere in the music 
therapy literature with aphasic clients (Lucia, 1987; Purdie & 
Baldwin, 1994). The work by Cohen states outcomes related 
to different aspects of speech production which are tested for 
statistical significance and recommendations for continuation 
or modification of techniques. 

The role of music therapy as part of movement programs is 
also well documented. Lucia (1987)drew on rehabilitation 
models as a basis for her work with brain damaged adults 
using "well-consolidated and overlearned old material" in the 
form of premorbidly learned familiar songs to enhance learn- 
ing of movements in exercise routines. Elsewhere, the use of 
"pulse trains embedded in music . . .  to enhance possible 
rhythmic auditory motor entrainment mechanisms" is de- 
scribed and statistically tested to measure change and differ- 
ences in gait patterns in "normals" (Thaut, Mclntosh, Prassas 
& Rice, 1992), stroke patients (Thaut, Mclntosh, Prassas & 
Rice, 1993), Parkinson's patients and healthy elderly patients 
(Miller, Thaut, Mclntosh & Rice, 1995). This research describes 
the use of Rhythmic Auditory Stimulation (RAS) as a key ele- 
ment in motor rehabilitation suggesting auditory-motor inter- 
actions act as a "specific coupling process" which is able to 
modify movement patterns. 
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Emotional issues are often related to music therapy treat- 
ment with this client group, but not to measurable outcomes. 
Goldberg, Hoss, & Chesna (1988) give a description of the 
treatment of depression and emotional lability with a brain 
damaged client using a modified form of the Bonny Method 
of Guided Imagery and Music, drawing on combined music 
therapy and psychotherapy models. The authors raise reason- 
able questions about the application of GIM with clients with 
the types cognitive dysfunction experienced after head injury. 

The value of song themes and song writing in addressing 
emotional adjustment also features in several reports of clin- 
ical work with brain damaged groups. Barker and Brunk 
(1991) stress the use of song themes for self-expression 
through identification, and also using word substitution tech- 
niques to familiar songs. Elsewhere, song composition is de- 
scribed as facilitating emotional expression (Claeys et al, 
1989; Glassman, 1991). This highlights how the verbal ma-
terial within songs may have priority for some individuals, 
rather than the musical structure. 

The relevance of the musical structure of song is, however, 
emphasized by Gervin (1991 ), who describes the use of songs 
specifically composed to aid in activities of daily living for 
brain damaged clients with impairments in initiation and plan- 
ning. This music therapy program gives an excellent example 
of how music therapy can work as part of a multidisciplinary 
treatment program, and can show clear outcomes in clients' 
cognitive rehabilitation. The conclusions are realistic in con- 
sidering why such a program was unsuccessful with particular 
clients and also suggests criteria for those to be considered for 
such a program. 

Overwhelmingly, familiar precomposed music is reported 
as being used in rehabilitation settings. Descriptions of clinical 
work involving improvisatory models are less frequent in the 
literature, although within European clinical practice such 
models of music therapy are favored with this client group. 
Purdie and Baldwin (1994) believe improvisation to be "the 
key factor" in addressing the low self-esteem experienced af- 
ter stroke, and state that structured music making can be "too 
threatening" and an "opportunity to fail". The use of musical 
instruments in improvisational music therapy by clients with 
severe head trauma and cerebral lesions in a neuro-rehabili- 
tation setting has been described by Weckel and Ischbeck 
(1995), to "develop intentionality of patients in a vegetative 
state and promote the recognition of structure". Aldridge, 
(1990) describe the use of improvised singing based on the 
tempo of the client's pulse and breathing pattern. The thrust 
of the treatment was to gain access to the 'self' of the uncon- 
scious patient, influenced by humanistic treatment approach- 
es. Little discussion is offered, however, of outcomes of treat- 
ment. Other descriptions of music therapy treatment with cli- 
ents functioning at a similar level contrast to this, drawing 
from models of behavioral psychology (Boyle & Greer, 1983; 
Boyle, 1994). Tapes of familiar precomposed music were used 
with brain damaged adults in "low awareness states". The ra- 
tionale for the type of music used was the importance of the 
familiarity and associations held with the music for the sub- 
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jects. Claeys et al. (1990) describe a combination of both ap- 
proaches with a similar client group employing improvised 
singing and taped familiar music. 

To summarize the broad range of treatment approaches, 
outcomes of music therapy intervention with neurologically 
disabled clients have been most commonly identified in the 
areas of physical retraining and speech rehabilitation, using 
predominantly familiar precomposed forms of music. In these 
programs, music therapy was used in combination with other 
therapies and was questionably an adjunctive therapy. The 
outcomes of one music therapy program to aid in activities of 
daily living also have been clearly described. Objectively 
measuring and identifying the psychosocial effects of music 
therapy in rehabilitation are less evident in the literature, al- 
though most programs claim that these are positive and help 
the individual emotionally adjust to their disability. Using the 
Rancho Los Amigos (Rancho) behavioral scale (Malkmus, 
Booth & Kodimer, 1980), music therapy programs with clients 
functioning at levels I-III (no response, generalized response 
and localized response to stimuli) varied far more in treatment 
approaches, goals, and the ability to identify outcomes of in- 
tervention than those programs with clients functioning at lev- 
els IV-VII (confused-behavioral, confused and confused-ap- 
propriate responses to stimuli). 

Overall there is little commonality in music therapy tech- 
niques within brain injury rehabilitation. This is particularly 
the case between the European and American work as de- 
scribed in the literature. It is therefore difficult to discern what 
outcomes can be anticipated from music therapy intervention. 
Accordingly, it is difficult to start to formulate music therapy 
outcome measures which are meaningful and show the po- 
tential music therapy has in effecting change in areas such as 
self-worth or the ability to relate to others. 

It is suggested here that it is possible to draw from and 
combine both music therapy and medical rehabilitation mod- 
els to best adapt treatment to meet both the client's needs and 
show outcomes for treatment. The following case studies were 
drawn from the author's clinical data archives. These describe 
two clients with whom different techniques were employed in 
order to meet the needs identified. The first used songs as part 
of speech and language rehabilitation. In retrospect, it is pro- 
posed that the functional outcomes of this intervention were 
identifiable and therefore could have been measured effec- 
tively. For the second, music therapy focused on vocalizing in 
improvisation with the therapist. A re-examination of this case 
study suggests music therapy could not meet the initial func- 
tional goals set, however, did effect psychosocial changes 
which may have provided a measure of intervention. 

Potentially Measurable Outcomes: Case Study of Mr. A. 

Mr. A, a thirty year old male with a young family, was ad- 
mitted to the hospital seven months after injury sustained in 
a road traffic accident. He presented with expressive and re- 
ceptive aphasia after considerable damage to the left hemi- 
sphere of his brain, and he was aphonic or unable to voice 
on admission. 
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He was hemiplegic on his right side although he had pur- 
poseful movement in his left arm. His mobility necessitated 
wheelchair seating, and he was fed via a feeding tube directly 
into his stomach. When admitted, he was fully conscious; 
however, he was not consistently aware of his surroundings 
or visual stimuli presented to him. He was scoring 0 on tests 
of auditory comprehension, expressive communication and 
visual comprehension using the Western Neuro Sensory Stim- 
ulation Profile, and scored at level III on the Rancho Scale. 
All verbal communication with Mr. A needed to be accom- 
panied by gestures and pointing, and his only means of ex- 
pressive communication was facial movements. He had no 
consistent yes/no communication and, although he was able 
to press a buzzer to command, he was unable to link this with 
a yes/no response. 

Before his accident, he had been an active musician, play- 
ing guitar and composing music, and he had played lead roles 
in amateur productions of Broadway musicals. 

When initially seen in a music therapy group 8 months post 
injury, Mr. A made movements with his mouth to familiar 
songs and a simple hello song used each week in the group. 
The music presented was sung by the therapist accompanied 
by percussion and guitar. Using verbal prompts and slightly 
exaggerated facial gestures, the therapist encouraged Mr. A to 
mouth the words during his turn. Within simple improvisatory 
turn-taking activities on musical instruments, his musical frag- 
ments were noted to reflect the phrasing and rhythmic shaping 
of conversational speech. When his musical material was re- 
flected back to him, he continued the interaction in his mu- 
sical 'reply'. This interaction was in dramatic contrast to his 
receptive or expressive verbal communication, and indicated 
that he had retained some of his musical abilities. On general 
improvement in his arousal, cognitive skills and general func- 
tional ability, Mr. A moved to a higher level rehabilitation 
ward. In response to this move, he exhibited poor motivation 
to participate in his rehabilitation program and developed be- 
havioral problems. The multidisciplinary team felt these be- 
haviors to be caused by low mood and the absence of any 
other means of communicating his feelings. At this point, 12 
months post injury, he was referred for individual music ther- 
apy. The long term aim was to maximize the use of his musical 
abilities to facilitate nonverbal expression through musical im- 
provisation. 

Using the Problem Oriented Medical Records (POMR) sys- 
tem (Weed, 1968) the long-term aim was broken down into 
short-term measurable goals. Once each goal was reached, 
new goals were set at a higher level to build on those skills 
already achieved. Communication and expression of mood 
were identified as areas to be worked on in music therapy. 

In the first week of individual therapy, Mr. A had two ses- 
sions. He remained nonvocal in these, although he continued 
to make mouth movements to songs played. The goal of emo- 
tional expression through instrumental improvisation was 
abandoned, however, as he shook his head and frowned when 
shown the instruments. As he was able to comprehend written 
material at a one word level, he was asked to select a mood 

from a written list which best identified how he was feeling 
at the start and end of each session. These included 'sad', 
'happy', 'frightened', 'tired' and 'angry'. Although this was 
somewhat a simplification of his feelings, it was at least one 
way he was able to communicate to the therapist any change 
in mood from the session, and was initially considered a way 
of measuring outcome of intervention. The short-term com- 
munication goal set at the end of the first week was to en- 
courage and monitor Mr. A's ability to mouth the words to 
three familiar songs within sessions. 

In the second week of therapy he had spoken for the first 
time, saying "no" in response to a nursing procedure. On the 
same day in his music therapy, he verbalized the last word in 
each phrase of a familiar song and sang the therapist's name 
within a structured welcome song. His articulation was poor 
and his voice was weak. However the melodic, rhythmic, 
structural, and verbal elements constituting the framework of 
the song were providing the cue he needed to prompt ver- 
balization. In doing so, he was able to produce words when 
singing, although he remained unable to do so without the 
musical framework. The short-term communication goal was 
revised, becoming to maximize his vocalization to familiar 
songs. This was broken down into two steps. The first was to 
encourage him initially to sing the final words of phrases re- 
lying on musical prompts only. The second was to encourage 
him to sing as many words of each phrase as he could. He 
also chose different family members' names to sing in the 
initial hello song. 

At this point he commenced three individual music therapy 
sessions a week, one of which involved his speech and lan- 
guage therapist. During sessions his facial gestures changed 
and the spontaneity in his interactions increased. In this way 
it was qualitatively noted that his mood changed a little during 
musical activity. However, the moods he selected himself from 
the written list indicated most often that he felt sad at both 
the start and end of sessions, suggesting any observed behav- 
ioral changes were only a brief distraction from his underlying 
feelings. This meant that the initial idea of using mood as some 
type of outcome measure was unlikely to show in words the 
change which was clearly observed in sessions. 

His voicing increased in the third week to familiar songs 
and in a vocal improvisation used at the end of each session. 
In improvisations, however, it was noted that he was only able 
to imitate the therapist's material, and was unable to initiate 
novel material of his own. Despite his remarkable results 
when singing, the complexity of his communication impair- 
ments caused him to remain largely nonverbal without music 
due to dyspraxia, word finding deficits and perseveration 
problems. The activity of singing well-consolidated songs pro- 
vided an automated motor sequence which overcame each of 
these difficulties. It also seemed that as an experienced singer, 
the whole process of singing was a well practiced procedure. 
Singing facilitated more automatic responses in his posture, 
breathing, and coordination of all the separate-aspects of 
speech production. It also became evident that he was choos- 
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ing songs which reflected his mood, such as 'hopeful', 'sad' 
or 'happy'. 

In the fourth week, singing exercises were introduced with 
specific sounds set as goals. The speech sounds aimed for 
were graded according to difficulty by the speech and lan- 
guage therapist. In the seventh week, a program of modified 
melodic intonation therapy with joint music and speech and 
language therapy commenced. The overall aim was to in-
crease the number of words he was able to use. The phrases 
learned by Mr. A were between three and five words long and 
of a functional nature, and were used in other settings within 
his program. In this way, the practical use of the melodic in- 
tonation therapy and its carryover could be observed. How- 
ever, because of word finding and initiation difficulties, Mr. A 
remained largely dependent on the context and on others in 
all his attempts to communicate. Through simple nonstandar- 
dized musical tests, it was assessed that his rhythmic skills 
remained more intact than his other musical skills. This knowl- 
edge was transferred to his communication program, and it 
was found that by tapping a slow pulse on his leg, he was 
able to cue himself to produce practiced phrases more easily 
and independently than without tapping. 

He used this technique to access the practiced phrases out- 
side of the music therapy session. Each time he was successful 
in communicating something, Mr. A was thrilled and sur-
prised. He attended individual music therapy for three 
months, with melodic intonation therapy during the last 
month. At the time of discharge he was inconsistently able to 
produce verbal phrases using this method, and he was con- 
tinuing to show considerable change and improvement in his 
general functional abilities. 

His ability to produce words or verbal phrases using familiar 
songs and musical cueing could have been used realistically 
as an outcome measure to indicate the success of joint ther- 
apeutic intervention on his functional communication. In ret- 
rospect, however, his use of songs to explore particular emo- 
tions equally played a crucial role in motivating him through 
an emotionally difficult period by providing him an emotion- 
ally expressive outlet. As emotional goals are often peripheral 
to the clinical goals in a rehabilitation program, these less 
functional outcomes could not be shown in a measurable way, 
particularly as there was no distinctive pre and post-session 
mood comparison. 

Non-measurable Outcomes: Case Study of Mr. D. 

Mr. D was a 48 year old male who had sustained very se- 
vere anoxic brain damage after having a cardiac arrest. He 
was admitted six months post injury, severely physically dis- 
abled by his brain damage, with many non-purposeful ran- 
dom movements which were exacerbated whenever he be- 
came agitated. On admission he had no functional commu- 
nication, and there was no evidence of auditory comprehen- 
sion. The speech he did have was tremendously difficult to 
understand due to dysarthria, oral dyspraxia and language 
problems. Additionally, he had many cognitive deficits which 
affected his levels of arousal and caused perceptual problems, 
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motor dyspraxia, poor memory, concentration and attention. 
He was functioning at level IV (confused-agitated) on the Ran- 
cho scale. Medically, he was very vulnerable, having a tra- 
cheostomy, and was therefore susceptible to chest infections. 
His greatest presenting problem was, however, his agitated 
and confused behavior which severely affected his ability to 
relate to others. When this occurred he would start to yell 
long, loud cries, and thrash about in his wheelchair. Any at- 
tempt to interact with him and find out what was wrong only 
increased this behavior. This frequently occurred during his 
different treatment sessions, which meant that treatment was 
stopped prematurely. This agitation seemed to alternate with 
periods of low arousal. Hence, he risked becoming agitated 
if aroused, or he missed stimulation altogether if not. 

He was referred to music therapy for assessment six months 
after admission, as he had been an amateur jazz instrumen- 
talist prior to his accident. At this stage, he was starting to 
communicate 'yes/no' more consistently. The multidisciplinary 
team felt that considering music had played an important role 
in his life prior to his accident, it may provide a motivational 
stimulus within his program. The initial goals set were to re- 
inforce communication of yes/no through instrument and song 
choice, and to work on vocalization and functional verbal 
sounds to music in conjunction with speech and language 
therapy. 

Building a therapeutic relationship with Mr. D was difficult, 
as his memory problems meant that he did not remember the 
music therapist nor any contact with music therapy from one 
session to the next, even though he was seen twice a week. 
Sessions took place in his bedroom or another quiet space on 
the ward, with him sitting in his wheelchair and the therapist 
sitting on a high stool within his range of vision. His position- 
ing in his wheelchair caused him to be inclined slightly back- 
wards. When combined with limited control of head move- 
ment, this meant that he was only able to see the ceiling or 
faces and objects placed within his line of vision. His head 
position combined with proprioception problems caused in- 
strumental tasks to be tremendously difficult for him. When 
placed in his line of vision he could acknowledge a small 
electric keyboard. When this was placed within reach of his 
hands, his inability to locate his body within space meant that 
it was difficult for his hands to make contact with the key- 
board. His cognitive deficits in memory, attention and plan- 
ning also meant that during the process of attempting this task, 
he would either forget what he was doing, become completely 
distracted, or close his eyes and become unarousable. In an 
attempt to find a more facilitative position for him to attempt 
playing, he was also seen during his physiotherapy sessions 
while standing with the support of a standing frame. His at- 
tention deficits and perceptual problems, however, once more 
inhibited him from achieving contact with the keyboard or 
other lightweight percussion instruments. There were times 
when he did manage to strum the guitar when it was posi- 
tioned carefully and he was given support under his elbow. 
The guitar and the autoharp were also both used passively, 
resting his hand on them so that he was able to feel them as 
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well as hear them as the therapist played them. Tasks involving 
playing of instruments were reviewed and abandoned as they 
were unrealistic due to the difficulties described. 

He engaged most often actively and passively in a sung 
'hello' at the start of each session. During this, he made eye 
contact with the music therapist, and often mouthed or vo- 
calized the word 'hello'. Despite his enormous physical and 
behavioral disabilities, he often became quite still while lis- 
tening and during his attempts to sing. Improvised singing was 
also tried in sessions, using a simple guitar accompaniment 
and attempting to match his breathing patterns. This singing 
was either wordless, or used his name in an effort to engage 
him. In many of the sessions, Mr. D's state of arousal varied, 
and often a half hour session would involve only a few min- 
utes at the beginning and the end when he would be alert. 
On many occasions, however, he vocalized with the therapist. 
His vocalizations were often loud and poorly controlled. Fre- 
quently, once he was vocalizing, he would become louder 
and increasingly agitated, necessitating the session to end as 
any further attempts to interact only increased his agitation. It 
was difficult to ascertain what had triggered his behavior on 
these occasions. It may have been caused by internal confu- 
sion or stimulated by his vocalizing which then became cries. 
It may also have been moments of emotional frustration when 
the extent of his disabilities were painfully apparent to him. 

In an attempt to maximize the functional value of these 
vocal improvisations with Mr. D, the speech and language 
therapist suggested that specific speech sounds or single words 
could be worked on during the singing. The music therapist 
would model certain sounds such as 'do' or 'la' in song, which 
Mr. D could then imitate in his sung replies. He was able to 
imitate the given sounds with some success when singing; 
however, there appeared to be little carryover or improvement 
over a period of time. In addition, his ability to articulate 
sounds did not improve, but remained impeded by his yelling 
when he became agitated and most wanted to communicate. 
Simple familiar songs were also used which used repetitive 
verbal sounds for him to practice. However, Mr. D did not 
engage with the songs, and it was difficult to present them in 
an age appropriate way. 

The most meaningful contact certainly remained the mo- 
mentary interaction with the therapist during the improvised 
singing, particularly on those occasions when he sang. Using 
improvisation also allowed Mr. D to control the music, as the 
therapist could take the tempo and rhythm from his rate and 
depth of breathing, the pitch from his vocalizations, and the 
structure and duration of the improvisation from his period of 
alertness. Despite his labored breathing and his difficulty in 
controlling the volume of his vocalizations, Mr. D was able 
to imitate the therapist's melody in 'call and response' type 
phrases, and at times even anticipated the melody, singing in 
duet. Thus, within sessions some behavioral changes oc-
curred. More importantly, changes occurred in his sung inter- 
action with the therapist. Although these were not analyzed 
musically in fine detail at the time of this case study, musical 
analyses from audio recordings of the clinical sessions could 

have clearly demonstrated how the client was able to interact 
non verbally in a purposeful manner which was outside the 
realm of his verbal abilities and interactions. 

The initial functional goals set were never reached. There- 
fore, demonstrating improvement of functional abilities 
through outcome measures was not possible. By using a more 
flexible and less goal-oriented approach such as vocal impro- 
visation, however, music therapy provided a quality of inter- 
action which Mr. D had little opportunity to experience at 
other times. Such experiences were questionably tremen- 
dously valuable in terms of his quality of life and showed 
inconsistent improvement in his ability to interact with others. 
For the profoundly brain-injured patient who cannot make 
functional gains, using improvisational techniques in music 
therapy may therefore be able to demonstrate outcomes which 
have implications for the patient's human relationships. 

Discussion 

For Mr. A, using a neuro-rehabilitation model with precom- 
posed music resulted in outcomes which could have been 
measured to show effectiveness of treatment. Music therapy 
was an essential part of his communication program, working 
closely with his speech and language therapist. Such out- 
comes however, would have failed to highlight the essential 
role music therapy played as a constant emotional support 
and expressive outlet for this musician. As part of his com- 
munication rehabilitation, music served an adjunctive role. As 
part of his emotional rehabilitation, however, music therapy 
played more of a primary role. 

As people are increasingly surviving severe accidents and 
trauma, the disabilities encountered in clients on brain injury 
units are becoming more profound. For these clients, "pro- 
gress" and outcomes are often much more difficult to identify, 
as in the second case study of Mr. D. The "progress" he made 
in music therapy reflected that of so many people who have 
sustained such severe disability following profound brain in- 
jury. After 9 months of individual therapy, there were no clear- 
ly observable or consistent outcomes to report. By using an 
improvisatory approach however, meaningful interaction oc- 
curred. During such sung interactions Mr. D used his voice 
creatively and expressively, rather than yelling to express his 
confusion, agitation and frustration. The structural components 
of musical interaction compensated for his inability to struc- 
ture his own responses. Intuitively, the adjunctive use of music 
therapy at this point departed from more "functional" goals, 
instead taking a more primary role in music's emotional power 
to reach and communicate with the individual, thereby ad- 
dressing quality of life. This in turn gave his family, who also 
sang with him, some hope. 

Summary 

Two different approaches have been presented in an at-
tempt to highlight the flexibility needed by music therapists 
working in this setting. Showing outcomes of intervention is 
becoming increasingly necessary for many therapists working 
within medical settings. This, however, must not cause us to 
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use music solely as an adjunct to functional rehabilitation, 
thereby losing sight of the potentially emotional experience of 
music which motivates, facilitates and structures interaction, 
and addresses qualitative issues. 

It is also observed here that when working with people with 
disorders such as dyspraxia or perceptual deficits, the use of 
instruments may sometimes heighten the frustration felt at not 
being able to achieve and may even inhibit the enjoyment or 
sense of achievement within a music therapy session. If such 
clients are able to vocalize, then working with the voice can 
provide more spontaneous and meaningful interaction, partic- 
ularly for those who are unable to communicate verbally. 
Voice work also lends itself to multidisciplinary work within 
the team, helping to integrate the music therapist further. 

The potency of music as a medium for therapy is 
the extent to which it is able to reach individuals, 
regardless of physical, sensory, cognitive or com- 
munication abilities. 

The potency of music as a medium for therapy is the extent 
to which it is able to reach individuals, regardless of physical, 
sensory, cognitive or communication abilities. This means that 
music therapists are often referred the clients for whom noth- 
ing else can be done or for whom all other interventions are 
ineffective or impossible. This is one of the foundations for 
using music therapy with the dying. However, the implications 
are that when working with people with such severely im- 
paired function, existing scales are too insensitive to reveal 
the interactions which take place in music therapy. In this 
instance the therapist needs to be adept at qualifying exactly 
what is occurring, and why this is important and valid for the 
individual's treatment program. Music therapy is often the 
only aspect of these clients' treatment programs which gets 
past the more physical or medical issues, and starts to focus 
on the underlying emotional individual. 

References 

Aldridge, D., Gustorff, D., & Hannich, H-J. (1990). Where am I? Music therapy 
applied to coma patients. Journal of the Royal Society of Medicine, 83, 345-346. 

Association of Professional Music Therapists (1998). Survey of employment of cur- 
rent members of the APMT within the UK. 

Baldwin, H., & Purdie, S. (1994) Music therapy: Challenging low self-esteem in 
people with a stroke. Journal of British Music Therapy, 8(2), 19-24. 

Barker, V. L., & Brunk, B. (1991 ). The role of a creative arts group in the treatment 
of clients with traumatic brain injury. Music Therapy Perspectives, 9, 26-31. 

Boyle, M. (1995). On the vegetative state: Music and coma arousal interventions. 
In C. A. Lee (Ed.). Lonely Waters: Proceedings of the International Conference, Music 
Therapy in Palliative Care, Oxford. (pp. 163-172). Oxford: Sobell Publications. 

Boyle, M. E., & Greer, R. D. (1983). Operant procedures and the comatose patient. 
Journal of Applied Behavioral Analysis, 16, 3-12. 

Claeys, M. S., Miller, A. C., DallouI-Rampersad, R., & Kollar, M. (1989). The role 
of music and music therapy in the rehabilitation of traumatically brain injured cli- 
ents. Music Therapy Perspectives, 6, 71-77. 

Cohen, N. S. (1988). The use of superimposed rhythm to decrease the rate of 
speech in a brain-damaged adolescent. Journal of Music Therapy, 25 (2), 85-93. 

Music Therapy Perspectives (1999), Vol. 17 

Cohen, N. S. (1992). The effect of singing instruction on the speech production of 
neurologically impaired persons. Journal of Music Therapy, 24 (2), 87-102. 

Cohen, N. S. (1995). The effect of vocal instruction and visi-pitch feedback on the 
speech of persons with neurogenic communication disorders: Two case studies. Mu-
sic Therapy Perspectives, 13, 70-75. 

Cohen, N. S., & Ford, J. (1995) The effect of musical cues on the nonpurposive 
speech of persons with aphasia. Journal of Music Therapy, 32 (1), 46-57. 

Cohen, N. S., & Masse, R. (1993). The application of singing and rhythmic instruc- 
tion as a therapeutic intervention for persons with neurogenic communication dis- 
orders. Journal of Music Therapy, 30 (2), 81-99. 

Enderby, IR (1992) Outcome measures in speech therapy: Impairment, disability, 
handicap and distress. Health Trends, 24 (2), 61-64. 

Gervin, A. P. (1991). Music therapy compensatory technique utilizing song lyrics 
during dressing to promote independence in a patient with brain injury. Music Ther- 
apy Perspectives, 9, 87-90. 

Goldberg, E S., Hoss T. M., & Chesna, T. (1988). Music and imagery as psycho- 
therapy with a brain damaged patient: A case study. Music Therapy Perspectives, 5, 
41-45. 

Glassman, L. (1991). Music therapy and bibliotherapy in the rehabilitation of trau- 
matic brain injury: A case study. The Arts in Psychotherapy, 18, 149-156. 

Le Roux, A. A. (1993) TELER: The concept. Physiotherapy, 79 (11), 755-758. 
Lucia, C. M. (1987). Toward developing a model of music therapy intervention in 

the rehabilitation of head trauma patients. Music Therapy Perspectives, 4, 34-39. 
Malkmus, D., Booth, B., & Kodimer, C. (I980). Rehabilitation of the head injured 

adult. Comprehensive cognitive management. Downey CA: Professional staff. As- 
sociation of Rancho Los Amigos Hospital, Inc. 

Miller, R. A., Thaut, M. H., Mclntosh, G. C., & Rice, R. R. (1996). Component of 
EMG symmetry and variability in parkinsonian and healthy elderly gait. Electroen-
cephalography and Clinical Neurophysiology, 101, 1-7. 

Research Foundation of the State University of New York at Buffalo. (1993). Guide 
for the uniform data set for medical rehabilitation. Buffalo, NY: Uniform Data Sys- 
tem-Data Management Service. 

Sandness, M. I, (1995), The role of music therapy in physical rehabilitation pro- 
grams. Music Therapy Perspectives, 13, 76-81. 

Sparks, R., Helm, N., & Albert, M. (1974). Aphasia rehabilitation resulting from 
melodic intonation therapy. Cortex, 10, 303-316. 

Steinhaus, C. S., & Wright-Bower, L. M. (1995). A conceptual framework for mar- 
keting music therapy to healthcare administrators. Music Therapy Perspectives, 13, 
82-86. 

Thaut, M. H., Mclntosh, G. C., Prassas, S. G., & Rice, R. R. (1992). Effect of 
rhythmic auditory cueing on temporal stride parameters and EMG patterns in normal 
gait. Journal of Neurological Rehabilitation, 6, 185-190. 

Thaut, M. H., Mclntosh, G. C., Prassas, S. G., & Rice, R. R. (1993). Effect of 
Rhythmic cueing on temporal stride parameters and EMG patterns in hemiparetic 
gait of stroke patients. Journal of Neurological Rehabilitation, 7, 9-16. 

Thaut, M. H., Mclntosh, G. C., Rice, R. R., Miller R. A., Rathburn, J., & Brauh, J. 
M. (1996) Rhythmic auditory stimulation in gait training for Parkinson's disease pa- 
tients. Movement Disorders, 11 (2), 193-200. 

Weckel, J. & Ischebeck, W. (1995). The importance of music therapy as a modaIity 
in the treatment of patients with cerebral lesions. Presented at the 3rd European 
Music Therapy Conference, Aalborg, Denmark, June 1995. 

Weed, L. (1968) Medical records that guide and teach. New England Journal of 
Medicine, 278, 598-600. 

D
ow

nloaded from
 https://academ

ic.oup.com
/m

tp/article/17/1/20/1176496 by guest on 25 M
ay 2023




