               ASSIGNMENTS


                          Christina Tourin MUS 361
Complete a session sheet for a music therapy session with

· Alzheimer’s Group – SEE PART 1 - PAGE 13 and 16 
Adult activity file - SEE PAGES 20-21 

2 4X4 music analysis for music therapy – classical music and World/ethnic music 

SEE PAGES 5-8
Goal setting assignment – SEE PAGE 16
 Assigned readings and annotations


Geriatric Annotations
 Course material outline for geriatric clients (retrieve from e-reserve)
READING ASSIGNMENTS – UNIT 1 – Music Therapy Techniques with Geriatric Patients

Gaston Pt. 6 pp. 271-290
Senate Hearing Testimony pp. 13-22, 47-61, 71-84  

Peters, Chapt. 19

Articles, (Journal of Music Therapy ML 2902, J64X)

1. Gibbons, “popular Music Preferences of Elderly People”, Winter, 1977, pp. 180-189

2. Palmer, “Music Therapy in a Comprehensive Program…”. Winter 1977, pp. 190-197.

3. Greenwald & Salzberg, “Vocal Range Assessment of Geriatric Clients”, Winter 1979, pp. 172-179.

4. Watts, “therories of Aging…”. Summer 1980. pp. 84-89

5. Riegler, “Comparison of a Reality Orientation Program for Geriatrics…”, Spring 1980, pp. 26-33

6. Wylie, M. E., “A comparison of the effects of old familiar songs, antique objects, historical summaries, and questions on the reminiscence of nursing home residents” 1990, vol. 27, pp. 2-12
TERM PAPER UNIT II Music therapy Theory: How Music Therapy Achieves Desired Goals  PAGES 23-31
TERM PAPER UNIT III PAGES 34- 44

REPORTS 
Chapter 22 – The Geriatric Patient – Ruth Boxberger and Vance W. Cotter

The most important role working with Geriatric patients is to act as an affectionate and respectful son or daughter because these patients most often suffer from the loss of prestige and status they once had. Music from their youth and rhythmical participation are highly restorative.


This reading selection begins with the anatomy of family structure change and how Gerontology and Geriatrics are now becoming familiar words that in the past were not widely used. Somewhat dated, the article projects that in 1975, persons over 65 will represent 9.3 % of population in U.S. A more modern reference has now increased that percentage as a result of the baby-boomer generation.

Old Age is considered to be​ when an individual loses his/her ability for self-maintenance in society or the ability to carry out socioeconomic functioning 
. There becomes a fine line whether symptoms of old aging are a product of psychological functions or environmental influences. Because society has less use for older people, the person may come to feel devalued therefore leading to psychological problems. Yet, there are organic deteriorizations that take place, both circulatory and behavorial are also moving factors for old age.

This selection provides research on the testing of psychological scores of geriatric patients with and without organic brain disease. Reported outcomes are that an aged person is capable of sensitive emotional response in the presence of organic brain damage. Ability to learn new material, however, appears to decline with old age. Further studies are discussed regarding psychiatric patients admitted to hospitals ending with the statement that reconstruction therapy cannot be expected to succeed with aged patients, but ventilation of suppressed feelings, the feeling of isolation, and the reevaluation of previous goals can be achieved.
  


Therapy for the aged should be based on both somatic and dynamic motivational factors. Individual, group therapy and pharmacology should be employed. Supportive therapy to aid in self-sufficiency should be the goal. And activities that help to increase memory span, concentration and positive self-esteem should be foremost in the goal. Older people are most secure when feeling they are aiding and supporting younger people with their advice and experience. 


The use of music with geriatric patients is gratifying and provides socialization through the creative process of music-making. Rhythm helps in enjoying bodily movement and provides a means of expressions on the nonverbal level.  This selection discusses research on the outcomes of rhythm bands based on ages 30-35 to those of 60-75 showing the difference in performance of tapping speed. Then outcome for the aged, those having activities with rhythm showed that they gained alertness, were less incontinent, had more mobility and improved their personal appearance.


“Music therapy should be used as an outlet for the creative impulses of older people.” 
 “Music is essentially a group phenomenon, even during individual participation; it has socio-cultural overtones that cannot be escaped. Taking part in a musical activity generally expresses a willingness to participate as an equal. Consequently, isolation and hostility are either not present, or at a minimum. Music is nonverbal in its expression; it links but does not divide. These are the qualities in music that make it an ideal agent for social integration.


The selection ends with a very goal-oriented statement. I will pass no judgment on this. “Although the role of the music therapist with a geriatric patient may be somewhat different from his role with other patients and the techniques must fit the individual patient, the broad aim of music therapy must still be to help the patient change his behavior so he once more takes a real role in life to his fullest potential. He needs to be persuaded and assisted to develop a more creative life, cultivate new interests, engage in new activities, and reestablish the necessary bonds with society. In such a creative life resides the greatest contentment. Geriatric patients need assistance to learn (in the best sense) to grow old instead of merely becoming old.

Chapter 23 – Music As a Means Toward Revitalization – Mary Ryder Toombs

Musical Activities for Geratric Patients
· Listening to music brings about a favorable response especially when the music is familiar or has special meaning. 
· Group singing is another activity although sometimes it requires more prompting to bring forth the result. Keep it large and to a single sheet.
· Dancing activities, slow, swinging or circular movements of the limbs is also good with geratric patients. If a geriatric patient is in a manic stage, then include them in the dancing. For patients that seem to be asleep, a waltz tempo will usually draw them out and serve as an ice-breaker.

· Rhythm band – if they can handle the instruments – otherwise, it may prove to be too frustrating. 

Alternative between these activities from day to day.

Case studies were presented in this selection. Here is one: 
One was about a man who was depressed after losing his wife and was admitted to a state hospital. He had played the violin well. The music therapist persisted in bringing the violin each day until the patient finally played a few strains. Eventually, he went out on the grounds of the hospital and played and found out that three other male patients were also violinists. They formed a group and performed in various places. Music was a means to help overcome his despression for a few hours each week.
The selection concludes with a report by Browne and Winkelmayer describes a structured program in geriatrics. This program was instituted at two different state institutions. The parameters of the program were outlined. Case studies were presented.

Popular Musical Preference for Elderly People by Alicia Gibbons


A study shows that elderly prefer music from their young adult years. There was no indication that they prefer sedative music over stimulating music however, in the raw data, it indicated that they preferred stimulating music. The article outlines the parameters. 60 elderly people were tested. The ages included from 65 to 95 therefore giving focus to the songs from their young adult years.

Vocal Range Assessment of Geriatric Clients by Amelia Greenwald and Rita Salzberg


The vocal range of 30 geriatric clients was determined including the mean highest terminal pitch, the mean lowest terminal pitch and the mean vocal range. 


For children the average is mid range C to D, a span of a 9th.


For non-music majors in university, the average is just under two octaves starting with the E below middle C and the E above the high C.


Elderly from age 65 to 95 with the mean age being 83.  The mean HTP was A above middle C, the mean LTP was G# below middle C.  The elderly seem to access 13 semitones comfortably. A# (Bb) below middle C up to G above high C
“A comparison of the effects of old familiar songs, antique objects, historical summaries, and questions on the reminiscence of nursing home residents” by M.E. Wylie

              60 Nursing home patients with 15 assigned to one of four stimulus conditions were subjects for this research to determine the effect of old songs, antique objects, historical summaries and questions on reminiscence.

The questions were posed – Is there a difference in the number of reminiscence statements produced by four different materials: old songs, antique objects, historical summaries, and general questions? Is there a difference in the number of reference to relatives or nonrelatives, places visited or lived or places not visited, personal events or nonpersonal historical/cultural events, childhood or adulthood activities, or objects produced by foud different materials?


Subjects in all four stimulus conditions did respond to the stimuli and did reminisce. Subjects responding to the general questions talked for the greatest length of time. Next, were historical summaries. Responding to old songs were far less than those two and antique objects received the least amount of reminiscence.

 2 4X4 music analysis for music therapy – classical music and World/ethnic music

Classical Music – 

Concerto in E, opus 8, No. 1,  “Spring” Allegro - Antonio Vivaldi


World/ethnic music – Traveling Along – Davey Spillane 

 Pick a short piece of classical music (and World/ethnic) (3-4 min.) Listen to determine its uses for emotional expression and discussion. Listen 4 times:

1. in a seated position with eyes open taking notes as you listen for musical elements 

2. lying down or in a reclined position with eyes closed listening again for musical elements (notes after)
3. in a seated position with eyes open taking notes of the mood or emotions of the piece or ideas or discussion topics that occur to you as you listen.

4. lying down or in a reclined position with eyes closed listening for emotions or discussion topics. 

CLASSICAL
Concerto in E, opus 8, No. 1,  “Spring” Allegro - Antonio Vivaldi

Musical Elements Eyes Open


Played by ancient bass viola da gamba and harpsichord. 


Emotional content:  this is played in a lower bass register – therefore making it a bit more heavy than the traditional lightness of the violin. Emotionally it is quick tempo, therefore aiding in a more energetic beginning of my day. It is rather punchy, giving it pep but the lower register gives me a grounded effect. The motif asks a question with the fifth interval ascending throughout the piece until the very end, and then there is a descending fifth interval that makes a statement. 

Musical Elements Eyes Closed


What a difference!  This time I noticed there were two bass viola da gamba. One carrying the melody and the other coupling the continue bass line along with the harpsichord bass clef. Listening to the melody this time had a flow to it that I missed on the eyes open and did not seem punchy. In fact, it had a lovely flow to it. Sitting on the train, traveling to Scotland, I closed my eyes, and the piece brought up images of waves crashing over a rocky coastline – which I expect will come into view as we get further north. The questions and answers throughout the piece were like the swelling of the waters approaching the rocks, crashing and then releasing. Having the eyes closed brought up visual images. In addition, the bass notes reverberated my chest area and I could feel the vibrations of the notes more fully.
Discussion Elements Eyes Open   
The fifth interval has the feeling of wide open spaces and the use of it either in a block chord or ascending/descending can create a sense of asking question or making a statement. The identification of the instruments is a discussion theme that could be asked of people when they first hear the piece. A pictorial of the viola da gamba family with history could be introduced to the client along with how the harpsichord is different from the piano. (Aside note: My ex-husband is a fine builder of viola da gamba and harpsichords. We received a grant from the National Endowment from the Arts to measure and photograph extant viola da gamba throughout Europe and in Moscow and St. Petersburg. We covered 46 museums in 40 days and carried photographic equipment throughout Europe. Of the 46 engagements with museum curators, we only miss one due to food poisoning. The pictures and information were later published in a book by the Smithsonian. Therefore, I would have many interesting pictures to show regarding carved head instruments [including turquoise eyes!]. I could also demonstrate how the piano differs from the harpsichord – showing our model of the plectra verses the hammer action. [White on this trip – one of many, I also had the added benefit of photographing extant harps]).  I’m assuming this would be an appropriate activity to share with geriatric patients that were without alzheimer’s. One of my pet peeves that I often see is that many musicians tend to play down to older people as if the only thing that they might recognize are songs like You Are My Sunshine or A Bicycle Built For Two. I believe those songs are great for memory triggers and socialization but heaven-forbid if I end up in a nursing care facility and someone doesn’t share beautiful music and discuss it on an intellectual level with me!
Discussion Elements Eyes Closed


I would ask questions regarding visualization and imagery. Because this short selection is called Spring, I would ask if this particular recording painted the picture of Spring. (For me, it is too heavy with the bass instruments to be considered Spring). I would demonstrate another version of the same piece with violin and perhaps modern day instruments and ask what the different in the coloring of the instruments might be for people. This could lead to a discussion on how different instruments are used to achieve different moods of music. I would ask the adults what their images were and perhaps engage them either in a writing or artistic activity to represent the music that they saw. The motif in the melody with the 4 consecutive notes has four treatments: 

1.  Repetition  meaning that the motive (a musical theme) - note for note - starting on the same pitch. This is portrayed with dynamics, louds and softs. 

2.  Sequence  meaning there is repetition of the motive starting on any different pitchs. 

3. Retrograde   meaning the motive is played backwards in the same rhythm as it appears forward.  
4.  Inversion   meaning the intervals of a motive are played upside down (in mirror image).  i.e. If in a motive an interval goes  up a 3rd, then to invert it go down a 3rd - if it goes down a 5th, then invert it up a 5th.
Another discussion can be on the words of Allegro, Adagio, Andante, etc.

This is a perfect piece to demonstrate the above musical components. This piece would provide not only emotional analysis but intellectual stimulation as well. It lends itself to discussion of music history, impetus for artistic expression and an overall general feeling of energy.
WORLD/ETHNIC

Always Traveling – Davy Spillane – Album: A Place Among The Stones

Musical Elements Eyes Open


This is a Mixolydian tune. Intro with guitar, keyboard and trumpet. Davy plays the Celtic wooden flute. The underlying instrument has the ambient pad creating a dreamy cushion for the gig-like flute melody that is quick enough to be a foot-tapper. When the flute fades out, the guitar and keyboards with trumpet provides respite from the activity. In this sense it would be a great piece to use for adult clients to sit and tap their feet in rhythm to the music. Recently I experienced a profound realization. After a shiatsu treatment and everything leading up to a blocked bladder meridian, I was given a very simple exercise to do that has made all the difference in the world. For those prone to UTI’s, and those who sit a lot, the bladder meridian can become blocked. This meridian runs down the back of the legs and long the hips – all the way down to the feet. Because for the past 2 years, I have been basically sitting at the computer, the harp, in the airplane and behind the wheel, my activity level has been low. The exercise simply consists of lying on my back – raising my leg up straight – putting a scarf or towel over my foot and pulling down on the scarf. In other words, if one isn’t out walking which also opens the bladder meridian, then one can lie in bed and do this. This would still be too difficult for some of the older people to do, for instance, my mother.  But sitting in a chair and extending the leg straight and flexing the foot front and back can also open this meridian. (On a personal note, after doing this, the bladder fills and releases toxins – it is amazing). So, encouraging geriatric clients to move their legs to open this meridian will help them with potential UTI’s and create better circulation). 
Musical Elements Eyes Closed


With my eyes closed, I picked up on the rhythm which I had missed before. It begins with the shakers which could easily be followed by the client. Then the drums come in with the flute melody.  Clients would be able to play the downbeat of 1 on a 4/4 timing with a drum with the 4th beat played by cymbals and triangles. The cabassa would also work well with the shakers. Depending on the alertness of the group and individuals, rhythmic syncopations need to match the abilities of the group. 
Discussion Elements Eyes Open   

The emotional content of this piece for me is energizing. A quick viewing of step-dancing on a RiverDance video would be a good lead in to get people in the mood for introducing this piece. In addition, without getting technical about what the Mixolydian mode to the client, it turns out this is an easy mode to improvise with. Luckily this recording is in the key of D and I have Freenote ToneBars in both D and G pentatonic as well as D and G pentatonic recorders. This means that some of the clients can play any note on the (D in this case) ToneBar and Recorder – and can harmonize with the recording. And although I’m not to dwell on the harp – I would be able to utilize it here easily by setting the levers and having a client or two, improvise on the strings matching the sound of the tune in Mixolydian, Key of D. Therefore, an activity could involve rhythm and melodic improvisation on this tune as well as physical exercise.
Discussion Elements Eyes Closed

There is no question that this is not a great representation of true Irish music. On the emotional level, one could lead a discussion on asking if one had ever visited Ireland and explore the memories of those trips. And once the clients had talked about their journeys, invite those who had not to paint their own visual pictures in their mind about Ireland. (Personal note: as always with my travels, I have an abundance of pictures from various countries. And I always carry my iPod, mini speakers, projector and computer with me – everywhere. I have a huge variety of resources available with me wherever I go and whatever situation I may find myself in. I also have an extensive collection of rhythm instruments left over from my 20 years of teaching school. Some 20 xylophones, 30 recorders, 5 pentatonic recorders, Freenotes, etc. etc.)  Therefore, I would supplement this song with some visuals along with rhythm and melody instruments. 

 If I were working with someone who had been a musician, perhaps I would explain what gives much Celtic music that dreamy feeling – the lowered 7th note thus making it Mixolydian. But for the most part, that would be reserved for one who was alert and had the background for understanding musical jargon.
The fact that this music has it’s gig-like portion and ambient portion – and ABA format, makes it good for doing a bit of leg stretching and foot-tapping, resting – and then resuming. Care should be given to understand the basic tempo of an aged geriatric patient so that the tempo does not make it impossible for them to achieve mobility. 

(There is another tune that would segue nicely with this – same key and mode – called Promised Rain that I might follow up with. Same feeling, meter but has woodblock sound to it and rainsticks. Using shakers, rainsticks and woodblocks, low on 1, high on 2,3,4 – and perhaps sticks on R,2,3,4 would be another activity to expand the session.
Study Questions for Music Therapy and Geriatric Clients
A. What are the sensory changes characteristic of older adult clients and how do these impact functioning in the areas of social behavior, psychological processes, physical functioning, and self-esteem?

The sensory changes include a change in vision, often blindness increases and begins to decline after age 60. These problems may be glaucoma, cataracts and complications from diabetes, stroke and tumors. Difficulty seeing in close range, peripheral vision and the need for more light in order to see well are other problems that geriatric clients may encounter. When working in music therapy, the client may have a difficult time seeing song sheets and watching the leader model the activities.
Hearing impairments are more common and a 10 decibel loss occurs by age 70. High pitches are harder to discern and pitch distortion both make it difficult to understand speech of others. Clients may develop tinnitus – ringing or buzzing or chirping in the ears. Hearing loss may lead to social withdrawal and inability to deal with groups due to inability to communicate and understand others. Their own speech may become affected. 
Vestibular impairment has to do with the inner ear and gives us the sense of balance and stability (of which I suffer from already!). The results of inner ear imbalances can be dizziness, poor balance leading to falls and insecurity when moving, physical instability and hesitancy to move. 

The tactile sense may be reduced causing a decrease in pain sensation. Unfortunately, a close friend of mine lost her mother-in-law due to taking a hot scalding bath because she had lost this tactile sense.
Olfactory sensory loss can lead to loss of appetite and malnutrition in the elderly 

B. How do the sensory changes characteristic of older adults impact music therapy practice and the implementation of activity interventions?

For vision loss, the music therapist needs to have large song sheets and large charts available. The hand motions need to be large and a variety of ways need to be introduced including memory to help the client comprehend the material being introduced.

For hearing impairment, the music therapist needs to speek louder and slower and project the voice in a lower pitch range. Standing still and facing the group projects the voice in a direct angle. Always give the directions first before the music begins and monitor the loudness level – loud enough to be heard but not to be distorted especially with those with hearing aids.

Vestibular sufferers need to have a sense of security when doing their activities, therefore some clients will benefit from physical exercising movements that can be done from their chairs. They made assistance in moving and walking.
Tactically, the music therapist wants to give instruments that are easily manipulated to those clients who have decreased tactile facility. Be aware of rubbing, blister formation and fatigue from overplaying. Watch the client to make sure that hands and feet are not caught in wheelchairs.



The music therapist needs to use multi-sensory experiences when workin


With a client who has lost their Olfactory sense.

C. What are the medical conditions common with older adult clients?

Psychomotor performance is controlled by the brain and central nervous system. Impairment in psychomotor functioning can cause a decrease in muscular strength, general stamina, performance for complicated motor tasks and slowing of bodily functions – i.e. adapting to room temperature changes. Changes in muscle fiber, the loss of neurons and structural deterioration can occur with aging. Psychomotor functioning can be affected by disease conditions – arthritis, stroke, brain tumors. 

Arthritis – both osteoarthritis (long-term wear and tear of joints) and rheumatoid arthritis (auto-immune disease where the body is attacked) decrease the ability to move. Hand grip, pain during use or movement, decreased strength and general fatigue are all problems with arthritis.

Stroke or cardiovascular accident can affect different areas depending on which area of the brain was affected. Some of the areas include speech and language including changes to the hearing, auditory perception, extraction of meaning of general speech, comprehension of words, understanding the order of words, and deficits in memory. There may be difficulty in expressing speech, of ideas, and the formation of words due to lack of tongue coordination. Specifically, aphasia (impairment of communicating through speech writing or sign language), dysarthria (physical disorder of speech such as paralysis in the tongue and lips or in the soft palate) and dyspraxia (sequencing disorder that hinders purposeful movement) are specific speech disorders associated with CVA and stroke.  Sensory changes and motor disturbances, cognitive impairment and behavioral disturbances (such as crying easily) can all result from stroke or CVA.
(NOTE: As I write and study, I am taken back to the years that I took care of my mother-in-law after her first stroke. As a concert pianist, it was a cruel shock to her, losing the ability to finally be able to spend time with music after tending to my father-in-law who had battled cancer for a long period. It was no more than 3 months after his death that she experienced her stroke. It caused paralysis in her total left side. But this did not prevent her from continuing to perform throughout the state of Vermont, giving marvelous one-handed concerts on the piano to nursing homes and special TV performances. As I sit writing this paper, I listen to piano played by a young 15 year old who is physically impaired with what is basically equivalent to the onset stages of Cerebral Palsy although it is different and I’m not sure what her diagnosis is. But she is an amazing gifted pianist and her playing is equivalent to that of George Winston. In fact, I put the two of them in touch with each other. Quietly in the background, I listen to her playing Traumerai and am taken back to when my mother-in-law, Jeanne Tourin played the piece all with one hand. Closing one’s eyes, one would never know she was using only one hand, or in this case, that this young girl is quite impaired in her muscular body. A powerful moment, as I sit here studying and writing, recollecting the memories of aiding Jeanne in her self-care, listening to her determinations, the tears that came easily and the amazing fortitude that kept her going for another 15 years. At age of 91, she had a second stroke that paralyzed her right side and it was then that music could only be listened to rather than played. Determined again, she worked hard until she was able to lift her right hand gripping a spoon to attempt to feed herself. She certainly left an amazing legacy of strength and positive thinking on for those left without her. She was ready to release in the new year of 2006 and slipped away, quietly, peacefully and resolved that she was ready to go. Her music will continue to live on in us just as my own mother’s music has had such a huge impact to my life and that of my boys. Amazing role models.)
Cognitive capacities such as the ability to learn new skills such as psychomotor skills (learning music) show some decline.  Speed of response and perceptual/integrative abilities (storing information), reduced bility for complex decision making are somewhat affected by old age. However, the decrease in general intelligence is only a myth. The elderly are capable of learning new skills. 
Memory is the ability to store and retrieve learning involves encoding (creating an internal representation of information), storage, (lay down a mamory trace in the brain and maintain information) and retrieval (accessing previously stored information). There is only a slight decrease in memory ability as we age. Those staying mentally active retain memory abilities better. Changes affect short-term memory more than long-term memory.  There are two types of memory loss in the elderly. Benign senescent forgetfulness (BSF) is the inability to recall minor details of an event and this forgetfulness is recognized by the person attempting to apologize or recall the information. The second is malignant memory loss (MML). This may be a sudden, noticeable loss of memory, confusion, personality changes, emotional lability and mental disorganization. This all may due to an organic disease or disorder of the brain.
Pathological impairments to the brain cause impairments in cognitive abilities. The Diagnostic and Statistical Manual of Mental Disorders - Fourth Edition (DSM-IV), published by the American Psychiatric Association, Washington D.C., 1994, the main diagnostic reference of Mental Health professionals in the United States of America) identifies specific disorders:

Alzheimer’s Disease:

In Alzehimer’s Disease we have a build up of protein on the brain, tangles in the neurons, destruction of the upper cortex and eventually the brain, all of which is difficult to diagnose while the patient is alive. The diagnoses can therefore only be inferred through characteristic behavior changes. Two-thirds of nursing home residents are diagnosed with Alzheimers Disease and is the 4th cause of death for people 65 and older. It is more prevalent in women than men (likely due to longevity).  There are three stages of Alzheimers:

1. Forgetfulness   

2. Confusional Stage  

3. Dementia  
D. How do the various medical conditions impact motivation, response, and overall functioning in general?

The greatest problem from both Sensory and mental capacities are on social skills and social interaction.  Increased dependence, loss of spouse, separation from family, physical illness, loss of hearing, and institutional living are factors in the change of loss of social interaction. The elder may be unable to initiate or sustain a conversation, withdraw from social interaction, and lack motivation. 
Self esteem and self image are also affected especially in those going into assisted living because of dependency upon others. Feelings of uselessness, worthlessness and aimlessness are also factors many experience, especially when seeing their children climb the social ladder in both activity and career. A loss of social groups, a feeing of abandonment and loneliness can also major factors in the level of functioning in the geriatric group.  Older adults cope with these issues in  various ways, including: repression (blocking out memories or stressful situations); denial (of feelings and reactions); projection (putting their feelings onto another); intellectualization and rationalization (rigid views of the world) and regression (reverting to child-like ways of stress management). 

E. What is functional psychosis? How can music therapy activity interventions be used to help with this condition?

Functional psychosis is not organically based but it is an extreme reaction to stress and loss that mimics the symptoms of dementia including forgetfulness, labile affect, agitation and confusion. This may be due to relocating to a new home, nursing home, leaving support groups, dealing with death, loss of life-role, self definition, serious illness, or loss of societal esteem. While grieving they may not show an overt manifestation of grief, may have increased somatic complaints, glory the deceased, isolate from others and may become increasingly irritated with others. 
This can be treatable through opportunities for emotional expression, stress reduction and re-learning coping skills. Improving social interaction and group participation through musical activities can help with functional psychosis. Music is a way to bring people together and a structured means for establishing interpersonal relations. It is a way of helping a group to share and give to others and to encourage conversation and verbal social interaction.

SOCIAL SKILL ACTIVITY
NOTE: Recently, I gave a presentation at St. Elizabeth’s Hospice in Ipswich, England at the invitation of music therapist, Ray Travasso. After the presentation to the staff on How Harp Can Be Used as A Therapeutic Tool, I was asked to meet with the day care Hospice patients.  There was a group of about 8 men and women, some were receiving hand or foot massage. We started with some familiar songs and then I took them on a guided imagery session. Starting with some of the old songs from World War Two, we journeyed to the Pacific coast in San Diego where women would go to the famed Del Coronado Hotel for tea. Most of the women were waiting for their husbands to come home from the war. We dug our toes into the sand and felt the water – making it was warm as we wanted it to be. Looking out over the vast ocean into the sunset, waiting and anticipating. We smelled the salt-air and heard children running on the beach. All the while, the harp music in the background softly rocked with the incoming waves. After, I was able to ask where each of them were in a certain year. One by one, they got to talking – it turned out that 4 of them lived in the same city in England and each one of them started talking about what they were doing at the time for the war effort. Then they started sharing places they ate, and shopped and people they knew. According to the administrators in the hospice, this group of people only came in for massages and special dinners but never really communicated with one another. It was time for the bus to come to take some of them home and they were so eager not to leave, saying they couldn’t wait to come back and talk more. Meanwhile, the other 4 people talked of their experiences – one being an accountant, one a farmer and the others talking about their roles. It was music therapy at its best that day!!!
In a therapeutic offering, this would be called life review – or a part. Reminiscing is an important activity for older adults either for socialization for resolving issues and unfinished business. The use of songs can trigger memories that can be shared and discussed. The example above can also improve the general atmosphere of their future visits to the centre giving more meaning and excitement to gather together. It may open tender moments of expression during those war years. 

NOTE: In my book, Cradle of Sound, in the back of the book is a listing of songs that have been arrangement according to courtship years. In other words, if someone was born in 1910, then the songs that were popular in 1928 would be listed as a resource. Those were the years when most people have music imprinted upon them. (Barb – I have attached those pages here). 

F. What are the symptoms known as dementia?

Dementia  - In this stage there is a lost of motor skills – apraxia – the inability to perform purposeful movement

Agnosia – the loss of comprehension of sensory input even if the sensory apparatus is undamaged, eventually seizures and death.

Vascular dementia is caused by lack of blood flow to the brain, formerly known as hardening of the arteries. Early stages can be helped by medication or stenting or balloon angioplasty.

Other forms of dementia are due to medical conditions, HIV disease, head trauma, Parkinson’s Disease, Huntington’s disease, Pick’s disease, Creutzfeldt-Jakob disease and substance abuse.

The symptoms of dementia include organic mental disorders involving loss of intellectual ability interfering with social and occupational functioning. Some off the areas that may be affected with these medical conditions are: loss of memory, labile affect (anger, aggression, paranoia), frustration, impaired judgement, distractable, loss of learning/intelligence, wandering, restlessness, regression to child-like behavior, time distortion, loss of motor skills, impairment of self-care skills, incontinence, anxiety, fear, and agitation. 

G. What goals can music therapy activity interventions be used to help achieve in clients with dementia?

With combat behavior typical of dementia patients, the music therapist wants to decrease restlessness, wandering and agitation. This can be done with structured music to help clients focus attention and decrease restlessness. In addition, using movement and dance can help to discharge energy and listening to familiar music can decrease agitation. 
Another goal is to decrease anger and aggressive behavior by using music so that a person’s national personality traits emerge and to express anger through musical performance.  Rhythmic and familiar music can provide motivation for participation and entrain physical movement. 

To boost self-image and self-esteem, music can be used to restore dignity, create shared activitvies, provide for decision-making in a group and provide structured successes.

Music can help in reducing stress and promote relaxation. A life review can be done through music, reminiscing and leading to resolution of unfinished business. Expression of feelings and discussion is another goal of music therapy. This can lead to personal insight on behalf of the client.  Music can provide hope for those facing death and dying through discussion and use of music. 

A huge goal is to improve the atmosphere and environment for the client, making institutions more humane. A good tip is that intermittent music is better than continuous music therefore, if playing for clients, allow for the spaces between the music for discussion. Each song will have more impact. And finally, include the members of the staff wherever possible.

H. What music therapy activity interventions can be used to accomplish the following goals for geriatric clients:

To increase reality orientation: 
Surround the client with familiar objects that will trigger the clients memory.  Be sure to write on the memo board in the patient’s room what day music is and then change the calendar each day. Be sure to treat people with memory impairment with respect. Do not talk down to them or treat them like children. Every conversation should include who you are, what day it is and the time, that is is music time and always name the instruments that you are using. If someone with dementia has reality orientation, their memory is likely to improve. They may also behave more normally and be less aggressive and less easily upset. Repetition helps memory. If someone with dementia has reality orientation, their memory is likely to improve. They may also behave more normally and be less aggressive and less easily upset. This will help to improve cognitive functioning, increase social interaction, maintain physical functioning, reduce stress and deal with issues of death and loss and combat depression. Here is an activity to use for Reality Orientation. 
Goal Setting Assignment


Select and describe a music therapy activity intervention that can help achieve the goal of improved memory functioning. In your description, note how music intervention can help achieve this goal, outline the activity intervention, and note what client group or groups would be most appropriate for this activity intervention.


Hand around a basket that has various items in it. Here are some things

that might be in the basket; A valentine for Let Me Call You Sweetheart; a rainbow magnet for Somewhere Over the Rainbow; a toy bicycle for Bicycle Built for Two; a container of bubbles for I’m Forever Blowing Bubbles; a teabag for Tea For Two; a blackbird for Bye Bye Blackbird; a small globe for I’m Sitting on Top of the World or He’s Got The Whole World In His Hands; a robin for When the Red, Red Robin; a clover-shaped magnet for I’m Looking Over a Four-Leaf Clover; a penny for Pennies From Heaven; a lamb for The Whiffenpoof Song; a star for When You Wish Upon a Star or Swinging on a Star; a sun for You Are My Sunshine; a little fence from a barnyard set for Don’t Fence Me In; bluebird for Zip-A-Dee-Do-Dah; a dog for How Much Is That Doggie In the Window; a yellow rose for Yellow Rose of Texas; a dragon for Puff The Magic Dragon; etc. Each person in the group chooses an object and guesses what the song is. Play the first line as a hint, if necessary, to help them guess. Then, they sing the song. The game adds interest to the singing and helps to stimulate memory. This is good for people with Alzheimer’s Disease.
NOTE: I will share a recent story of a patient with Alzheimer’s Disease that I recently played for where both the use of music and NLP (neuro-linguistic programming) made a huge difference. 

I was mentoring students at San Diego Hospice and the doctors told us to go into the room of a man who had Alzheimer’s Disease and see if we could make some contact with the son who was being a bit volatile with the staff shouting at them that his father was out of it and would not respond. I explained to the son that sometimes music can help trigger memory. He became quite curious. So, I proceeded to ask him what kind of music his father liked. He said music of the Bing Crosby era and then said – he especially liked Noel Coward. That evening, I went home and went on line to Amazon.com and put in a search for Noel Coward. Little clips of his music sounded through my computer and I quickly caught them on my hand held recorder. The next day, I told the students to stand around the gentlemen with their harps but just to look into his eyes. I turned on the music. The man’s fixed stare defocused and looked up to the right (visual reconstruction), looked toward his son, nodded his head up and down and then resumed back to his fixed stare off in the distance. But it was that bit of acknowledgement that made the world of difference for his son!

I. Define the following terms:

Senescence – the final stage of aging

CVA – cardiovascular accident - another term for stroke 
Presbyopia – far-sightedness, decreased ability to see at close range

BSF – benigh senescent forgetfulness – inability to recall minor details of an event although the event can be remembered.
MML – malignant memory loss – sudden loss of memory, loss or orientation, confusion, emotional lability, personality changes, due to an organic disease or disorder of the brain
Dementia – an organic mental disorder involving loss of intellectual ability with sufficient severity to interfere with social or occupational functioning
Apraxia – inability to perform purposeful movement
Aphasia – absence or impairment in ability to communicate through speech, writing, or sign language
Disengagement – normal withdrawal from society and the surrender of social roles
Reality orientation - Over time individuals with Alzheimer's disease may withdraw from contact with others and the environment as they become increasingly disoriented. This withdrawal results in a lack of sensory stimulation. To prevent understimulation, a therapy called reality orientation was developed. It is based on the belief that continually and repeatedly telling or showing certain reminders to people with mild to moderate memory loss will result in an increase in interaction with others and improved orientation. This in turn can improve self-esteem and reduce problem behaviors. 

J. Describe the following music therapy activity interventions for geriatric clients:

Rhythm-Based Music Therapy – Village Drumming Activities – create a percussion ensemble. Play on the beat with certain percussion instruments, Improvise by filling in the spaces – the group can keep the beat and individuals take solos, create rhythm patterns based on words like:

Slow, faster, On the water, splishing splashing never stopping.

Use percussion pieces and have a variety of percussion sounds making sure that people have turns playing different instruments.

Rhythm band – Involve the clients playing rhythm instruments to recordings or live music. Be sure to have high quality rhythm instruments with good sound quality – not children’s toys for adults. Structure the activity to promote attention and mental stimulation by stopping and the starting the music, phrasing the music, follow dynamics, play specific rhythm patterns, accompany movement and use written patterns creating a form of written music.
Active listening rote learning method -  Introduce the song briefly, have the group listen but not sing. Ask questions about the lyric content, then sing the song again and ask the group to answer the question. Clap a rhythm and ask how many times in the song it appears. Teach a difficult line or phrase using line by line repetition. Have the group sing the song for the first time. Listen where they are not getting it and work on that part. Use call charts or follow charts to focus listening. The music therapist can map the melodic movement of the music with hand movements or drawing, illustrate a poem with sounds and instruments, use parameters of fast and slow, loud and quiet with instruments or body percussion and musical games like Name that tune are ways of promoting active listening. 
Singing – Use songs that were popular when the clients were in their teens and 20’s and use age appropriate songs. The songs should be rhythmic enough so if they can not sing, they may use a rhythmic instrument. Make sure the songs are ability appropriate, and offer opportunities for limited participation – repeated refrains are good. Create songs based on names and the letters of their names or personal information about each client. Start with songs they already know, either hymns, ethnic, patriotic, seasonal or popular songs from their teens and 20’s. Use large song charts or picture charts or large print song sheets. Teach songs by rote (memory). Lead singing by using a recording, providing accompaniment, clapping or snapping a beat, or outline the melodic movement with hand movements.
Movement to music – Exercise to music – use a waltz tempo to start – the rhythm should be prominent and stimulative – use rhythmic movement rather than slow, flowing patterns, create exercise routines for specific pieces so the group knows what to expect over a period of time. If the group is able to – do regular dance forms, including square dance, folk dance and dances like waltz, cha-cha, rumba, swing, Charleston, and ballroom dancing.

Adapted dance - If the group is not able, then do hand dancing such as Hawaiian dancing with arm movements, actions songs appropriate for adults or deaf sign language to sign words of  a song. They can do wheelchair dancing and seated dancing or adapted dancing while being seated.

Musical games – Musical games can include Music Bingo, Name That Tune, passing games with balls or yarn, or the bean bag toss from Donna Douglas’ Accent on Rhythm.
Reminiscing to music – Use songs such as School Days, Home Sweet Home, In the Good Old Summertime, Take Me Out To The Ballgame, Honeymoon, and Memories.
Music-based discussion – Rate-a Record activity is good for a musical discussion. 
Activity File Assignment


Since most of my time with geriatric groups center around special holiday events, and I am usually mentoring students at the Planetree Hospital, I have created my Activity File to represent Themes for the elderly in the assisted living unit at the hospital. This is a direct good use of my time with something that I know I will use. The following chart shows the Theme, the Type of Activity, audience, the goal, and the materials needed for the upcoming March St. Patrick’s Day session when our IHTP students will go to the center to observe. As I stated in my email, I have so many resources to pull from for all of these activities. I’ll attach the St. Patricks Day activity file here. I have the song sheets ready for projection on their large TV, songs on the iPod to hook into the speaker, the rhythm instruments and charts – (although I believe the charts may be to complex for about ½ of these people. The half that would not be able to comprehend charts will probably do well with egg shakers). There are two listening exercises, one for memory – the Rattlin’ Bog and one for cognitive thinking -  I’m Looking Over a Four Leaf Clover with Call Chart. For singing, there are two songs, When Irish Eyes are Smiling and Too-ra-loo-ra-loo-ra. For movement, the Ethnic Traveling Along Analysis from my 4X4 above and lastly, for instruments, the Chanter traditional Irish song with rhythm instruments and xylophones arranged in dorian, pentatonic Freenote tonebars and where appropriate, pentatonic flutes. I will attach this segment here:
	Theme
	Kind of activity
	Audience
	Goal
	

	St. Patrick's Day
	1.Singing
	Group
	Reminenscing
	When Irish Eyes Are Smiling/Too-ra-loo-ra

	
	2.Instruments
	Group
	Socialization
	Chanter   A Dorian piece

	
	3.Movement
	Group
	Exercise
	Always Traveling - Davy Spillane

	
	4.Listening
	Group
	Cognitive thinking
	I'm Looking Over a 4 Leaf Clover - Rattlin Bog

	
	5.Rhythm
	Group
	Structure beat
	Chanter again – this time with Rhythm Charts

	
	
	
	
	


	materials needed

	1. there is large TV screen where I interface computer into screen/large song page w words (MT-SCP)

	2. drums, shakers, triangle, pentatonic flutes, Freenote tone bars, xylophones starting on D

	3. explain chair seated motions with hands/feet, demonstrate, iPod with song, plug into the speakers

	4. call chart for listening to the words and instrumentation. On file under MT-SCPlanetree 

	(http://www.songsforteaching.com/allard/rattlinbog.htm)
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MAN AND MUSIC – E. Thayer Gaston


“Music, a form of human behavior, is unique and powerful in its influence. It can benefit handicapped and ill persons by helping them to change their behavior by acquiring new or better behavior. At times, music itself elicits these behavior changes. However, most often there is the purposeful persuasion, either directly or indirectly, of the therapist.”
   Gaston continues to say that there is no single approach that will explain man or his behavior. Music therapy he states, follows the path of a behavioral science. He purports that there must be a knowledge of approaches to the nature and meaning and the productions and participation in music and that using a behavioral approach should be augmented with whatever will be helpful from other sciences and fields of knowledge. He writes that music therapy will be better informed if it looks first to the behavorial and other sciences before philosophy. 
Gaston states that music is not mystical but mysterious, that we do not know why music is beautiful. I think we are learning much about the structure of music and overtones that leads us to have more an understanding of why it can be both beautiful and mystical.

He writes about the development of man and the senses that make it possible to perceive music. Orderliness and man’s need for expression and communication make it an essential function.  He covers the topic of rhythm being a chief energizer. He covers the cultural aspects and esthetic expressions of music and finally as a source of gratification. 
Term Paper 
UNIT II –  Term Paper                                                     Christina Tourin MUS 361                                        

              Music therapy Theory: How Music Therapy Achieves Desired Goals 

          To understand Music Therapy Theory, we must first look at models and how they relate to the practice of music therapy. A model is a mold, ideal standard, paragon, touchstone or paradigm. It is a standard or example for imitation or comparison. Knowledge about models theory impact on the profession of music therapy in two ways – how we define our own profession/how we do or do not tolerate different models and our relationships with related disciplines especially the medical model and our efforts to be accepted and recognized by them. We must be open to new approaches and new applications of music therapy – if not we are only fighting amongst ourselves. No one paradigm can possibly encompass all that we can potentially do with music therapy.
          External structures are aspects of the environment including the music that the music therapist controls. The therapist sets the expectations, limits and support to participation. The structure provides cues for the client to what, when and how they are to do and accomplish desired behavior. Structure is a technique used by therapists to gain specific objectives. 
          Experiences in Self-Organization involve our attitudes, interests, values, appreciations, self-image and self-concept, they are inferred by behavior and not directly observable. It is existential questioning, involves self-discovery, decision-making and equanimity. The goals for clients in Experiences in Self-Organization have successful and satisfying experiences and will lead to a healthier adjustment to their environment. Music provides for Self  Expression – it is both verbal and non-verbal expression. Music provides a means for expressing negative feelings in an acceptable way. People with handicaps can often participate normally in music activities building skills, self-esteem and self-expression. Technology can be helpful. Always focus on the client’s abilities and the whole individual.

             Music becomes a reason for being together, allowing interactions with others in a more comfortable situation whether it be 1:1 or in groups. The goals for Experiences in Relating to Others are to increase the size of the group that the client can participate in, to increase the flexibility of group behaviors and provide experiences to prepare the client for termination of treatment.  Music provides ways for clients to express socially acceptable behavior, including negative behavior. Clients can choose how much they want to participate in a group yet be part of a group. Music provides for development of self-directed behavior and developing other-directed behavior. Many clients want the music to sound good, therefore, this leads to self-control. Music fosters social communication.
         There are needs and problem areas that structure can benefit geriatric clients. Music demands time-ordered behavior – a reality-ordered behavior. Because music has a definite beginning and end and moves through what we call the “time” continuum, it requires a moment to moment commitment to the activity. 
          Music allows ability-ordered behavior when structure to meet the client’s physical, psychological, social and musical ability. Matching the mood, their motivation and intelligence, the activity can be structured to insure client success.

          It evokes affectively-ordered behavior by stimulating emotions and setting moods. Mood, however can be influenced by memory and experiences and the response to a therapists selection may be unpredictable.  The auditory nerve directly impacts the brain in the limbic (emotional) area, therefore, there is some physiological basis of emotional response.  Lastly, music provokes sensory-elaborated behavior and often in multiples – auditory, kinesthetic, proprioceptive and haptic. Music elicits extra-musical pictures or ideas, stimulate other senses and increase involvement with the environment. 

          William Sears wrote the first music therapy theory that was published in 1968. There were some areas, however, that Sears did not address in music therapy. 

          The first is Psychology – Sears emphasized psychological processes and principles but didn’t use all aspects of psychological functioning and research support. The principle of creativity was the first psychology area to be added. It is part of the complex group of cognitive skills. These skills include divergent thinking, elaboration and flexibility – the willingness to try, curiosity, risk taking, serendipity, and synchronicity. Living creatively is an important aspect of mental health. The second area that needs to be added to music therapy theory is social psychology. Although Sears mentions it, there needs to be more information on music as a cultural phenomenon especially addressing ethnic groups, the importance of myth and ritual as social activities and the influence of music on group behavior.  The transpersonal and humanistic psychology as a three phase process, pathology, normalization and psychological development beyond the normal ego brings us back to the idea that music touches the divine and provides needed transcendent experiences.

          Sears also did not address the physiological effects of music regarding the impact of sound on the physical body, lower brain functions, brain waves, physical structures of the body and the energetic systems. There is a need to relate the physical affects of sound to music therapy practice. Phenomenology is the science of the direct experience of something. It is important to have both objective and subjective understandings and should be included in qualitative research.

          NOTE: At San Diego Hospice our record keeping consists of the SOAP format – The subjective, objective, assessment and plan for each intervention with each patient.

          Sears did not address principles from quantum physics or field theory, something which Barb Crowe very much addresses in her book, Music as Soul-Making. And he omits the neuroscience and neuroanatomy of how the brain works. 
          Music therapists need to address various elements in external structure when planning and implementing a session. There are inherent structuring elements in music such as beat, rhythm, form, tempo and client familiarity. Timing of sessions, how long the session is, when during the day, time for an activity, pacing and amount of time client has to respond to cues are part of Structure. The space and equipment in the room, removal of distractions, the room arrangement and placement of equipment including type are again part of Structure.
         Structure also involves the amount of decision making a client has vs. how much control the music therapist has. The degree of choice; free, limited or no choice are also part of the Structure experience. Are the materials age and ability appropriate? Are the lyrics socially appropriate? The amount of instruction and direction by the therapist and the amount of modeling are all in the parameters of structuring.  Interventions chosen, the reinforcement, be it verbal, reward, physical are all Structure. 

         There are various levels of structure that music therapists need to considered when designing a session. A maximum level would be where the therapist provides the most structure possible. A moderate level is then the client has more options in their response and a minimum level is when the there is the greatest amount of choice on the client’s part.
          Structure helps the client to feel secure and safe and it promotes participation. It involves basic, well known and music responses that are predictable to the client. The responses are induced with strong musical stimulus. The client’s response is determined by the music rather than other people. Even though the music therapist structures the music, it is the music that is the key and intrinsic factor. 

Music therapy helps achieve goals in many areas. They include physical functioning. Playing music is a physical activity and enhances gross motor movement as well as fine motor functioning. It makes movement easier and more enjoyable to move. It helps in range of motion, strength and flexibility, muscle tone, eye-hand coordination, balance, rhythmic gait. It helps with general stamina and endurance. Music can help to improve sensory functioning – hearing, tactile/haptic, kinesthesia and proprioception and can help to decrease sensitivity in those areas. It helps to increase body awareness, improved speech, reduce pain by distraction and stimulation of neurochemicals as natural pain killers, to increase the relaxation response and support physical healing through emotions, images and brain connection. 

             Another area where music therapy helps to achieve goals are with aspects of mind. The auditory nerve impacts various brain structures and multi-sensory input of music is arousal for the brain. The goals are to increase alertness, improve environmental awareness, increase reality orientation, attention span, promote auditory selective attention, provide sensory stimulation and integration experiences, and to improve cognitive skills. Other goals include reinforcing academic skills, recept language and express language. 
          Goals related to issues of emotion and feelings include stimulation of emotions, the auditory nerve as emotions come from brain structures in the mid-brain. Feelings are not the same as emotions. Feelings are emotions with a history and have a memory attached to them. Goals would be to improve or increase emotional awareness, expression, motivation, and to decrease inappropriate behaviors. To improve self-esteem and self-image, impulse control and frustration tolerance. To help develop a means of self-expression and improve decision-making and coping skills. To promote reminiscing and life review. 
         Music is a social activity and has been intrinsically lined to rituals, religious worship and community development thus helping in social skills. The power of music is greatest in a group and is meant to be shared with others. Music makes it easier to interact with others. 
          Goals are to establish interpersonal relationships, combat isolation and withdrawal, improve group behaviors, create a sense of belonging, learn new skills, foster creativity, support religious/spiritual beliefs, support a sense of hope and develop transpersonal sense.
          Product-oriented activities include musical skills such as playing a guitar, piano or percussion in either individual or group settings. These skills can be used in groups such as hand-bell choirs. Writing songs, participating in activities by Orff, Dalcroz or in Rhythm Bands, learning and doing dances or exercising to music are all product-oriented activities. In addition combining art or poetry with music, making musical instruments, playing musical games and doing talent shows are other product-oriented activities.
          Contrasting to product-oriented activities are the process-oriented activities. They include improvisation, spontaneous music making, Nordoff-Robbins Music Therapy, sensory integration, vibro-tactile stimulation, rhythmic auditory stimulation, relaxation activities and melodic intonation therapy. Other process-oriented activities include music-based discussion, lyric analysis, life reviews, guided Imagery in Music, creative problem solving, and contingent music listening.
The following are models of therapy for mental illness. 

Medical Model – mental illness is caused by an organic problem in the brain. To be effective, music would have to directly influence the brain structures of chemistry that is causing the mental illness. There is evidence of sound waves stimulating the brain but research shows they are too inconsistent and unpredictable to be used as intervention in a strict medical model. A modified medical model uses music to break habitual patterns, learn new behaviors and develop awareness of emotions for expression. 

Psychotherapy Model – clients gain adjustment through personal insight, resolution of conflict, increased self-acceptance and coping mechanisms.

Guided imagery can help to bring unconscious material into awareness. Drumming can help express anger. Psychoanalysis is a form of psychotherapy and usually is done with free association and talking (Freud) or dream analysis and personal symbols (Jung).

Behavioral Therapy Model – behavior is the result of learning and conditioning. Mental illness can be treated by re-learning behavior, extinguishing negative behavior, and reinforcing more adaptive, appropriate behavior. In this model, unconscious material is irrelevant. Music is used to reinforce new behaviors.

Humanistic Model – recognizes the behavior is complicated and unique and does not fit into categories or models. This model moved away from strict experimental investigation of human behavior. The emphasis is on communications skills and reflective listening as developed by Dr. Carl Rogers. The work in this model involves in areas of self-organization and relating to others and has an emphasis on verbal processing.

Systematic-cybernetic model – this model is based on the premise that behavior and psychological problems arise out of interpersonal relationships and that mental illness problems are attempts to achieve control. The focus is on healthier human interactions achieved by social and interpersonal aspects of musical interventions.

Cognitive model – this model looks for internal designs like language to determine why people feel and behave as they do. The therapy involves correcting faulty conceptions and though patterns by using approaches like Rational Emotive therapy, Rational Behavior therapy and Transactional Analysis. Verbal processing is the key to uncovering these emotions and directives in these clients.

Transpersonal Model is based on the assumption that there is human development beyond normal ego development and a stage of life beyond the limits of human ego that is possible. This involves the client in experiences of unity that involve transcendence – the ability to extend the self beyond the immediate context of ego and environment. It involves a search for meaning. Music in this model provides aesthetic experiences with techniques like Guided Imagery and Music.

Developmental Model puts forth that mental illness is caused by developmental arrest at a particular stage in the normal developmental sequence caused either by neglect or trauma resulting in repression, dissociation, or alienation. Treatment involves reinstating the developmental process. Music serves to provide intense experience to disrupt old patterns and develop new ways of responding.

          The theory of the field of music therapy continues to grow. Areas that are in the ongoing developing categories are psychoacoustics, developments in biology, neuroscience, psychology theory, new music therapy techniques, developments in quantum physics and complexity science as it relates to human functioning and developments in medicine.
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ADULT BEHAVIOR DISORDERS – Robert F. Unkefer


Disorders are known by behavior. They are classified under 4 broad headings: Psychoses which are severe disorders with impaired behavior, inability to deal with inner and outer reality and inadequate social response; Neuroses that are characterized by anxiety, unadaptive behavior and less than adequate function; psychosomatic ailments that are evidenced by organic dysfunction, real or imagined and Mental dificiencies. 
A good thing to remember is that the greater communication between the psychiatrist and music therapist, the better the progress of the patient happens.  In Diserens and fine (1939) (p. 253), states: Music: Increases bodily metabolism, Increases or decreases muscular energy, accelerates respiration and decreases its regulairy, produces marked but variable effect on volume, pulse and blood pressure, lowers the threshold for sensory stimuli of different modes and influences the internal secretions.

CLINCAL PRACTICES – Robert F. Unkefer


Music can influence human behavior but is not a cure-all. Music is administered by a music therapist who, through his personality, knowledge of his medium, skills, examples, and attitudes, provides the experiences necessary to achieve therapeutic results.
 The therapist uses music as a tool in assisting each patient to reorganize his disorganized and inappropriate patterns of behavior into more acceptable ways of dealing with life’s problems.


This is a selection on Case studies and reports.
MUSIC AND CREATIVE ART THERAPIES IN A HOSPITAL SETTING – Myrtle Fish Thompson


This chapter outlines main divisions of a music therapy program in a hospital setting. Socialization takes place in group sessions in clinical center music therapy workshops. Some of the music activities carried on in other parts of the hospital are used for entertainment. Backgroud music is provided and music for weekly religious services. There are case studies to the above effect. This was one of the rather weaker portions of Gaston’s book.
Definitions

Psychosis - severe disorders with impaired behavior, inability to deal with inner and outer reality and inadequate social response
Mood disorder – disturbance of mood – a prolonged emotion that colors a person’s whole psyhic life, which is not due to other physical or mental disorders
Labile effect – rapid, unexplained changes in emotional state, instability of emotions

Depersonalization – a psychiatric symptom where the individual feels like a stranger in their own body; feeling alienated from the body.

Hallucination  - a response to a sensory input that does not actually exist

Paranoid symptom 

Delusion – a psychiatric symptom characterized by an unshakable personal belief that is obiously untrue
Narcisissim – tendency to be self-centered and self-absorbed; believing the world revolves around you
Blunt effect – a muting of all emotional responses
Dissociation – disruption in the usually integrated functions of consciousness, memory, identity, or perception of the environment

Ego-dystonic – a thought or action that is not experienced as voluntarily controlled

Catharsis - a purging of emotions; the discharge of socially unacceptable emotions

Autism (general) – withdrawal
Personality trait – an enduring pattern of perceiving, relating to, and thinking about the environment and self
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                   Music Therapy Techniques in Adult Psychiatry

             Schizophrenia is a psychotic disorder. Psychotic disorders are associated with obvious breaks with reality and have organic causes which may include brain damage. Structural abnormalities or impaired brain chemistry. Symptoms of schizophrenia usually appear in late adolescence or early adulthood and last at least 6 months. There is a deterioration in the functioning level, impairment in self-care, deterioration of social behavior and may exhibit personality changes.
              Cognitive symptoms include persecutory delusions, delusions of reference, i.e. someone told me to get on a bus and go to Miami, thought broadcasting delusions, thought insertion delusions thought withdrawal delusions, control delusions and concrete thought processes in which the client can’t think in abstract terms. Clients may form loose associations where their ideas ma shift from one subject to another or to unrelated topics and have strange associations. Some problematic thought forms may affect speech patterns.
               Typical behavior and responses of schizophrenic clients include disruptions in personality where the individual appears disheveled, suspicious, irritable, perplexed or has an over concern with their bodily functions. They may have purposeless movements where they are hitting themselves, behaviors of spitting, biting, sucking, rocking, pacing, strange facial expressions, inappropriate laughter, lack of movement coordination, social withdrawal, and a lack of motivation. They may feel like a stranger in their own body and that part of their body are not of them. Other typical behaviors are hallucinations – that they are hearing something or feeling something in their body. They may appear to have no emotions or have inappropriate outburst of rage. Their sense of self may be affected as well.
              The music therapist needs to be careful not to be too intrusive with the schizophrenic client. Be sure to warn them when you need to touch them. Give them approval for who they are but not for inappropriate behavior. Acknowledge their anxiety, fear or discomfort. Point out reality from fantasy or hallucination by saying to the client “It doesn’t seem so to me”. Model that reality and contact with others can be positive. The client may be dependent upon the therapist so provide for a healthy dependency relationship. Always identify elements in the session that will be supportive of the client and their support people. Be sure to let them know of impending changes and be in control of the session.

              Adjust to the client’s tempo by speaking slowly as necessary for the client to understand and respond and repeat the question if needed.  Watch for non-verbal cues, and learn their unique language. Talk to them on their level without talking down to them. Be sure not to set up a situation where the client has to reject you. Do not ask the client help or assist you and avoid over friendliness. Prompt or suggest participation and ease the client into the activity. The client will most likely try to get the therapist to reject them. If they won’t participate, don’t withdraw, keep requesting participation with out expecting a response and stay in the area until the session time is over.

              If rage and hostility are expressed, support the client as often hostility often covers fear. Allow the hostility as long as the expression of it is appropriate but never accept physical hostility. Encourage a constructive release of hostility. 

             Allow for more decision making, autonomy, emotional growth as the client improves. Maintain an attitude of kind firmness through voice tone, body language and general attitude. And be sure not to ask “Yes” or “No” questions if you are looking for something more.

              With these skills in mind, the music therapy intervention should help the client achieve goals in Reality Orientation by using time-ordered activities as rhythm activities, performance activities and rhythmic movement activities. Multi-sensory activities will help reality orientation goals. Goals of improving body-image and body-awareness, self-concept and self-esteem, increased behavioral control, an increase of frustration tolerance, improved communication, emotional awareness and release and improves social skills all fit into this category. 
              A manic episode has main essential features of excessive elevations in mood such as excessive good spirits; increased sociability including self-centeredness; superficial relationships to the point of exploiting people or being insensitive to needs and rights of others; and an inflated self-esteem seeming to lack personal insight. In addition, symptoms of manic episodes can include hyperactivity where there is a decreased need for sleep and a heightened psychomotor response to stimuli and can be very excitable. There may be excessive planning to the point of being intrusive and lacking self-control. Speech may be rapid and loud and verbalizing their stream of consciousness. Ideas may be bizarre at times and speech may have double meanings and symbolism. Frustration tolerance may be low and the person may not be able to follow through with tasks. Rapid mood shifts, hostility and irritability are also other indicators. Rigid, controlling behavior, and yet dependency are also more symptoms to add to the list of a manic episode.
              Conversely, a major depressive episode (psychotic) has these essential features. There is usually a loss of interest in pleasure and a sense of melancholy. There may be mental and motor retardation, sluggish energy, poor posture appearing stooped. The client may become easily agitated, may pace or whine. Delusions can be present resulting in guilt ridden, remorseful speech. There can be very serious suicide attempts and severe self-mutilation. Most usually there is great impairment in social functioning and the client becomes overly dependent. The attention span may be short, pre-occupied and perceptions slowed. Ambivalence and the inability to make decisions, poor self-esteem all typify a major depressive episode.
               A music therapist will want to use highly structured activities with clients with depression. Giving clear instructions and providing motivation are essential. Keep the activities short. Use of technology is often useful. Music therapy may seem like too much fun for the depressed client and they may not be able to relate. 

               Bi-polar disorder, also known as manic-depressive syndrome usually has recurring manic episodes. The manic stage usually comes on quickly and can last for a few days to several months. It is usually briefer and ends more abruptly than the depressive episode. Environment and organic causes contribute to Bi-polar disorders. Lithium is one of the useful substances to control this disorder. 
             Situational/reactive disorders (formally called neurosis) are observed reactions or complaints that do not constitute a clean break with reality. They usually involve psychological discomfort and behavorial acting out. These may exist over an extended period of time. The symptoms do no disappear after the stressor is removed yet the symptoms are not bizarre. These disorders respond best to psychotherapy techniques and can be psychological or organic in cause.

              Here is a list of situational/reactive disorders. Anxiety disorders, panic attacks, agoraphobia (being in tight places), persistent phobia of a specific object which the client recognizes the fear is excessive, but cannot stop the reaction, (dogs, snakes, spiders, lightning, heights, water, blood, situational – elevators, tunnels, flying etc).  Social phobias are marked with one knows they will be become embarrassed.  Obsessive-Compulsive disorders are where recurrent or persistent ideas happened involuntarily and compulsions where behavior is excessive, senseless, time-consuming but the client is aware of their impact. Posttraumatic Stress Disorder involves the existence of a recognizable stressor or exposure to trauma, involves a sense of fear, helplessness and horror and continues in a persistent re-experiencing of the trauma. 

             Acute Stress Disorder is when there are dissociative symptoms within one month of trauma. Symptoms include sense of numbing, lack of emotional response, depersonalization, de-realization, can’t remember the important aspects of the trauma and there are marked symptoms of anxiety. Lastly Generalized Anxiety disorders are when there is excessive worry and anxiety occurring more day than not for at least six months and the client cannot control the worry.
             There are other situational/reactive disorders that have to due with medical conditions, anxiety due to substance abuse or other anxiety disorders no otherwise specified. They include: somatoform disorders – formally known as hysteria - (appears to be a physical cause but none can be found); conversion disorder (loss or change in physical functioning with no physical cause); pain disorder (pain with no physical basis); hypochondriasis (preoccupation with the fear of having or the idea that one has a serious disease); body dysmorphic disorder (preoccupation with an imagined or exaggerated defect in physical appearance).  Factitious disorders are physical symptoms that are faked (motivation is to assume the sick role). 
              Dissociative disorders are disruptions in the usually integrated functions of consciousness, memory, identity or perception of the environment. There is usually an identifiable stressor as the cause. Dissociative amnesia is the sudden inability to recall personal information, dissociative fugue is the sudden travel with assumed new identity and amnesia, dissociative identity (multiple personality disorder) is when there is a presence of two or more distinct personalities. Depersonalization disorder impairs functioning but with no psychotic symptoms.

               Sexual and gender identity orders, eating disorders (Annorexia Nervosa, Bulimia Nervosa), sleep disorders, impulse-control disorders, kleptomania, Pyromania (seeing fires), Pathological Gambling, Trichotillomania (pulling of hair), and adjustment disorders fall under situational/reactive disorders.  

               Personality disorders are when a personality trait becomes inflexible and maladaptive causing impairment in social or occupational functioning. A Paranoid personality disorder is when a person has a pervasive distrust and suspiciousness of others, is hypersensitive, is constricted – cold an unemotional and has impaired interpersonal relationships. 

                Schizoid Personality Disorder is a pervasive pattern of detachment from social relationship and may have a restricted range of emotional expressions. A Schizotypal Personality disorder has oddities of thoughts, perceptions, speech but not severe enough to be schizophrenia. Antisocial Personality Disorder is a pervasive pattern of disregard for and violation of the rights of others. One who breaks the law, is irresponsible, deceitful, has no lack conscience and exhibits lack of remorse.  Borderline Personality Disorders are those where there is a patter of instability of interpersonal relationships, self-image and affect – a person who has a fear of being alone. 
               Histionic Personality Disorder is the excessive emotionality and attention-seeking behavior and Narcissistic Personality Disorder is the grandiose sense of self-importance or uniqueness. Avoidant Personality Disorder is social inhibition, feelings of inadequacy and hypersensitivity to criticism or rejection. Dependent Personality Disorder is the excessive need to be taken care of leading to clinging behavior. Obsessive-Compulsive Personality Disorder is the preoccupation with orderliness, prefectionalism and personal control at the expense of flexibility, openness, and efficiency. 
               Then there are substance-related disorders related to taking drugs, alcohol, medications and to toxic exposure to substances. Within this category are Alcohol, Amphetamine (speed), Caffeine, Cannabis (marijuana), Cocaine (crack), Hallucinogens (LSD, mescaline, STP, ecstasy, mushrooms, PCP – aggressive behavior), inhalants (glue, paint, aerosol – dizziness), nicotine, opioids (heroin, morphine, “snow”), phencyclidine (PCP, TCP – agitation), sedatives (barbituates), steroids, nitrite inhalants, nitrous oxide, Ritalin, pain kills, Valium.

                The goals for clients with non-psychotic mood disorders and situation/reactive disorders are to increase awareness and expression of emotions by verbally and non-verbally expressing emotions. Music can stimulate the memory of repressed emotions. It can access repressed memories and personal issues, increase self-esteem and self-concept. Behavior control, communication skills and increase interpersonal relationships as well as increasing relaxation can be helped with music therapy.  
                 The interventions are more processed-oriented rather than goal oriented. The activityies should be ability appropriate including musical skill, adult appropriate with good instruments and should focus on emotions and expression.

                 One can use the client’s existing musical skills, use technology, electronic instruments, computer programs and recording devises to aid the intervention. In groups, free improvisation will help toward expression. Dancing and movement to music and use of songs connect people.
                 Lyric analysis is the process of discussing the lyrics of a song which becomes a springboard to discuss and work through issues. Questions to ask when doing song analysis are: “Listen to the song and follow along with the lyrics. What line really jumps out at your? “Which line of this song do you relate to most?” “What do you think the songwriter was feeling?” Then play the recording of the song. “What is it in the song that communicates to you? Each clients response is a reflection of their experience. “What does the artist believe about friendship? “What do you think about friendship?”

                 Other activities include song writing, spontaneous song improvisation and song reminiscence. Affective/psychodynamic listening is another activity for listening to and interacting with music as a basis for therapeutic discussion. Use the 4X4 musical analysis to encourage response. And word adjectives, drawing are other ways of integrating with music. 

                  For relaxing to music one can use guided imagery. Music and imagery. Music elicits imagery and enhances the power of imagery. According to Carl Jung, “music is a gateway to the collective unconscious”.1 It induces relaxation and becomes a “catalytic agent” stimulating imagination and facilitating communication between conscious and unconscious mind. 
                Guided Imagery and Music (GIM) is a therapeutic process using music and a trained facilitator to create an environment in which one can experience personal insights that provide answers and guidance for important life issues.

Guided Imagery and Music: 

· is a guided experience designed to help people find their own answers about life goals, critical events, relationships, behavior patterns and health issues

· brings people into an immediate experience of a problem or issue, enabling them to work through problems much faster than traditional counseling methods

· is a process for integrating past experiences and future goals into direction for best next-step action and problem resolution in present situations

· provides an opportunity for emotions to be recognized, released and then processed productively

· is recognized as a psychotherapeutic method by the American Music Therapy Association (AMTA)

The method encourages: 

· honesty with oneself---the images one has in a GIM journey bypass mental thought-processes and are later integrated

· commitment to change because the AHA! of insight and resulting problem resolution comes from the one's own perceptions

· acceptance of the learning processes of life as one sees the "big picture" of life in GIM sessions

· trust as the process teaches how to accept the unfolding of the healing process 

· conscious living---as one experiences the benefits of action, based on personal reflection and understanding of oneself, it is possible to live with more conscious awareness of actions and goals

· creativity and intuition which develop through the process of finding positive results, based upon ones' own insights

Who benefits from GIM?
GIM has been used as a problem-solving method for a wide range of issues. It has been found to be useful for people seeking help with: 

relationship problems 
divorce-related issues 
career changes 
health problems 
stress-related problems 
anxiety 
grief and loss
depression 
addictions 
sexual abuse 
creativity blocks 
goal-setting 
clarity about life experiences 

GIM is not recommended for people with serious mental disorders. It has the potential for uncovering deep emotional issues and unconscious material. This is not helpful for persons who are struggling to maintain balance and deal with the realities of everyday life.

What happens in a GIM session?
In a GIM experience, one becomes a "traveler" in an inner journey with the GIM facilitator, working as a guide to assist in the process. Sessions generally last 1 to 1½ hours.

Preparation
Each session begins with a discussion of significant issues and concerns of the traveler. A focus or intention is agreed upon, and the guide chooses appropriate music for the session. 

Once these preparations are complete, the traveler lies down and closes his or her eyes. The guide helps the traveler into a relaxed and focused state and then begins the music. 

The Music Experience
The music evokes images, sensations, and feelings and the traveler and guide dialogue together about the unfolding "journey". The traveler spontaneously describes experiences stimulated by the music while the guide supports and encourages. The program of music selections usually lasts 30 - 40 minutes. 

Closure and Integration
When the music ends, the guide helps the traveler gain closure and return to an alert state. The remainder of the session is spent reflecting on the traveler's images and experiences and, if appropriate, their relevance to life issues. Often, the art therapy technique of mandala drawing is used to bring the experience into greater clarity. 
Music and Imagery as Insight Tools
The imagery in GIM is not directed from a script and does not come from the guide. The imagery unfolds from the person experiencing the session in a spontaneous manner, stimulated and carried by the music and by skilled guiding. This process works easily, without having to think about or plan the imagery. 

The process energizes self-healing in the form of dream-like images that have great personal relevance. This phenomenon parallels the ability of the injured physical body to activate white blood cells and other functions to bring about physical healing. The mind and spirit also have an innate capacity for self-healing that is triggered by the music and the environment that is created. 

GIM music is chosen from the great masterworks of composers such as Bach, Beethoven, Brahms, Mozart, Debussy, Vaughan Williams and many others. The selected music was researched by GIM founder, Dr. Helen Bonny and formulated into specific music programs. GIM facilitators are trained in the use of these programs and the methods necessary to create an optimal environment and assist travelers in their imagery journeys. Some of the Mid-Atlantic music programs use contemporary musicians such as Daniel Kobialka, Michael Hoppe, Tingstad and Rumbel, Paul Winter, Kostia, David Arkenstone and others.

The use of music and imagery in the focused, relaxed state created in GIM encourages unresolved issues to surface and helps to remove mental, emotional, and spiritual blocks to problem-solving. It also awakens new levels of creativity while encouraging a deep inner connection to what is most meaningful to the individual. 

We close by mentioning transpersonal music therapy. This is based on the assumptions that there is human development beyond normal ego function and that a higher level of consciousness is possible. Well-being can move beyond ego and personality. Experiences that are transcendent, that are mystical, music that illicits a search for meaning in life, that provides a noetic quality – that of a heightened sense of clarity and understanding can be aided by guided imagery. So very often, people experience transformative experiences while music has played a huge role. 
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