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Abstract 

This research is an attempt to gain insight into the experience of clinical 

improvisational music therapy and communication for one child with high- 

functioning autism (HFA), in middle-childhood; the male participant was seven years 

old at the time of this study. The researcher utilized a qualitative, case study method 

of inquiry. The participant engaged in music therapy sessions for over one year, of 

which four sessions were utilized for this study. The music therapy technique of 

clinical improvisation was used as an intervention for social, emotional, cognitive, 

and communication goal areas; this study is a culmination of the data recorded on 

only the communicative behaviors of this child. For data collection, the researcher 

used written notes and videotaped sessions and provided the parents/guardians with a 

survey to complete regarding the participant’s behaviors after the session. These 

forms of data were analyzed for commonalities in behaviors and verbalizations in 

order to answer the research questions: 1) What methods of communication does the 

child utilize before, during, and after the improvisation?; 2) What is the child 

attempting to communicate (internal or external events), before, during, and after 

improvisations?; 3) What aspects of communication are present before, during, and 

after improvisation (social behaviors, appropriate or inappropriate verbal or physical 

behaviors)?; and 4) Do the musical behaviors present in the improvisation indicate 

social or verbal communication skills? Results indicate that the verbalization and 

behaviors of this child are consistent with several theories on communication and 

autism. The child utilized the social aspects of communication during and after the 

improvisation and also attempted statements regarding internal events after the 

improvisation. The sounds and components of the clinical improvisation resembled  



the non-musical verbalizations and behaviors that were present in the sessions. 

Findings should not be generalized to the autistic population due to the variances in 

symptom exhibition and also the small research sample size. This study was intended 

to explore clinical improvisation and communication for this particular child; 

however, other children with HFA may have a similar experience while engaged in 

clinical improvisation. 
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Introduction 

Parents, caregivers, and clinicians of people that have autism live with a 

heartbreaking fact of life; people with autism often have difficulty expressing personal 

thoughts and ideas appropriately and effectively. Often the desire to understand the inner 

experiences and thoughts of people that have autism is present, but is reduced to a guess or 

estimation. Many times people with autism will use echolalia (repetition of others’ 

verbalizations) or minimal words. Often the person with autism is unable to produce words 

entirely (Diagnostic and Statistical Manual of Mental Disorders, 4th edition, text revision 

[DSM-1V-TR], 2000, American Psychiatric Association). This creates an isolative and 

confusing world for the person with autism, their loved ones, and caregivers. 

McDevitt and Ormond (2002) state that a typically-functioning child in middle- 

childhood (age 6-10) should be able to understand words indicating time and place and words 

of comparison. The child should be able to engage in sustained conversations regarding 

concrete topics and construct narratives with cause and effect components. In addition, 

typically-functioning people can start to develop the social aspects of communication as early 

as infancy, through a process called affect attunement. A baby can respond to his or her 

mother or father’s body language, facial expressions, and tone of voice, as well as choose 

behaviors or expressions that correspond to the desired outcome of the interaction 

(Travathen, 2005). People with Pervasive Developmental Disorders (PDD) (which includes 

Autistic Disorder [AD]), have impairments in socialization, communication, and cognition to 

varying extents, as well as stereotyped behaviors and interests (4™ ed., text rev.; DSM-IV-TR; 

American Psychiatric Association, 2000). 

There are several theories as to the primary cause of the communication impairment 

in people with PDD. Some theorists believe that the communication barrier is due to  



physiological components that involve differences in the neural structures in the brain (Frye 

& Beauchamp, 2009; Mottron, Dawson, Soulieres, Hubert, & Burak, 2006). Others believe 

that the impairment in social skills is the primary factor attributed to less effective 

communication (Berthoz & Hill, 2005; Embergts & Van Nieuwenhuijzen, 2009; Russell & 

Paris, 1994). Still other theorists believe that it is the mild cognitive impairments involved in 

high-functioning autism (HFA) that intervene with communication (Craig & Baron-Cohen, 

1999; Frith, 1991; Hodges, 2004). The combination of these physiological, social, and 

cognitive components and theories provide insight into the differences in overall 

communicative processing in people with PDD compared to that of typically functioning 

people. Hodges (2004), states that without intervention these components may negatively 

affect appropriate, effective communication in people with PDD into adulthood. 

Research indicates that the music therapy technique of clinical improvisation may 

assist people with PDD to improve their communicative abilities (Kim, Wigram, & Gold, 

2008; Wigram & Elfant, 2009; Wigram & Gold, 2006). In clinical improvisation, the music 

becomes the therapeutic medium between the client and the therapist. The client can try 

social and expressive behaviors without the intrusion of words (Turry & Turry, 1999). The 

client hears the music provided by the therapist and responds musically according to the 

desired outcome, much like affect attunement. The communication impairment can be 

bypassed and addressed at the same time through the music. Goals in clinical improvisational 

music therapy can include increased socialization and communication skills, enhanced motor 

skills, heightened self-esteem, and increased self-expression (Bruscia, 1987; Turry & 

Marcus, 2003). Clientele can include people with autism, psychosis, emotional disturbance,  



mental retardation, neurological disorders, physical impairments, sensory-motor 

impairments, and learning disorders (Bruscia, 1987). 

The purpose of this study was to explore the experience of clinical improvisational 

music therapy and communication for one child (age seven) with HFA. Other children with 

HFA may have similar or different experiences due to variances in symptom exhibition 

involved with Autistic Disorder (AD). This research may be used as an example of the use of 

clinical improvisational music therapy and an example of one child’s communicative 

experience. In this study, the researcher attempted to answer the following questions: 

1. What methods of communication does the child utilize before, during, and 

after the improvisation? 

What is the child attempting to communicate (internal or external events), 

before, during, and after improvisations? 

What aspects of communication are present before, during, and after 

improvisation (social behaviors, appropriate or inappropriate verbal or 

physical behaviors)? 

Do the musical behaviors present in the improvisation indicate social or 

verbal communication skills? 

The researcher utilized the following definitions: 

e The term Pervasive Developmental Disorder (PDD) will be used to 

describe impairments in social and communicative functioning and the 

presence of stereotyped behaviors or interests, which include Autistic 

Disorder, Rett’s Disorder, Childhood Disintegrative Disorder, Asperger’s  



Disorder, and Pervasive Developmental Disorder Not Otherwise Specified 

(4m ed., text rev.; DSM-IV-TR; American Psychiatric Association, 2000). 

The term PDD will be used in this paper when subject matter pertains to 

Autistic Disorder as well as all Pervasive Developmental Disorders. 

The term high-functioning autism (HFA) will be used to describe people 

with impairments in social functioning, the presence of stereotyped 

autistic behaviors, little language impairment, and mild cognitive 

impairment (Koyama, Tachimori, Osada, Takeda, & Kuita, 2007). 

The technique of clinical improvisational music therapy will be defined as “...the 

unplanned and spontaneous expression of music that allows for the opportunity to 

be creative and productive and to gain a sense of enhancement...” (Turry & 

Turry, 1999). The “spontaneity” of improvisation refers to the clients’ experience 

and not to the experience of the clinician (A. Turry, personal communication, 

March 22, 2009). 

In the following study the researcher will explore the experience of clinical 

improvisational music therapy and communication for one child (age seven) with HFA. 

 



Literature Review 

High-Functioning Autistic Disorder and Communication 

Symptomology of autistic disorder. 

Pervasive Developmental Disorder (PDD) is the overall title encompassing several 

specific diagnoses, including Autistic Disorder, Rett’s Disorder, Childhood Disintegrative 

Disorder, Asperger’s Disorder, and Pervasive Developmental Disorder Not Otherwise 

Specified (4™ ed., text rev.; DSM-IV-TR; American Psychiatric Association, 2000, p. 69.) The 

following is the diagnostic criteria for Autistic Disorder. The person may exhibit: 

1. Impaired social functioning, which can include impaired eye contact, facial 

expression, or body posture, failure to develop peer relationships, lack of attempts 

at shared interests, lack of social reciprocity. 

Impaired communicative functioning, including delay or inability to use verbal 

language, difficulties with sustained conversation, stereotyped or repetitive 

language. 

Restrictive, repetitive, and stereotyped patterns of behavior, interests, and 

activities, which can include preoccupation with an activity or interest. (Activities 

or interests are abnormal in intensity or focus) 

Inflexibility in nonfunctional routines, stereotyped, repetitive mannerisms, or 

preoccupation with parts of objects. (4™ ed., text rev.; DSM-IV-TR; American 

Psychiatric Association, p. 70) 

The above diagnostic criteria afford multiple symptom exhibitions within the 

diagnosis of Autistic Disorder (AD). A common term among caregivers is high-functioning  



autism (HFA). This term refers to symptom exhibition that includes impairments in 

socialization, stereotyped behaviors or interests, mild language impairment, and mild 

cognitive impairment (Koyama et al., 2007). Research indicates that people with HFA have 

higher verbal abilities than some people with AD, and lower verbal abilities than typically- 

functioning people in the same age group (Koyama et al., 2007). 

However, though the communication impairment is mild compared to lower- 

functioning people with autism, the communication impairment is evident and present. By 

middle childhood, a typically-developed person should be able to understand words 

indicating time and place, words of comparison, and engage in sustained conversation 

regarding concrete topics. The child should also be able to construct narratives with cause 

and effect components, use speech rhythms appropriately, utilize creativity, and incorporate 

and understand symbolism. For a child with PDD, AD, or HFA, this level of communication 

may not be accomplished by middle childhood due to physiological, social, and cognitive 

components. 

Physiological components. 

Mottron et al. (2006) believe that there are differences in the neural pathways of 

people with autism, which is outlined in the theory of Enhanced Perceptual Functioning 

(EPF). In this theory people with PDD have impaired long-range neural pathways (neural 

connection of two or more sections of the brain), and more short-range pathways (that 

connect parts of only one section of the brain.) The brain may not be making adequate neural 

connections for higher level thinking. This includes speech production and language 

comprehension. The sections that are connected with short-range connections may become 

hyper-specialized, which can cause people with PDD to experience enhanced perceptual  



functioning in areas such as vision, music, pitch, recognition of patterns, and emotion. 

However, there may not enough long-range neural connections to support typical functioning 

in Broca’s Area or Wernicke’s Area (which are the primary language centers in the brain). 

In addition, some theorists believe that people with autism may have atypical mirror 

neurons, which are responsible for the imitation of others’ motor movements and for 

emotional responses to others (Iacoboni & Mazziotta, 2007; Ramachandran & Oberman, 

2008). The electroencephalogram (EEG) is known to produce mu waves, which are waves 

that are produced when a person watches or produces a motor movement. Ramachandran 

(2008) reported research in which one child with HFA took an EEG exam. When the child 

made a muscle movement the EEG produced mu waves; when the child watched a motor 

movement the EEG did not produce mu waves. This is an indication that there may be 

impairment in the mirror neurons in people with HFA. 

Tacoboni and Mazziotta (2007), state that there are two kinds of mirror 

neurons: 1. Strictly congruent make up one-third of mirror neurons and assist in 

reciprocation of an exact action. 2. Broadly congruent neurons make up the other 

two-thirds of mirror neurons and assist in the reciprocation of related actions 

(movements that achieve the same goal). This fact that broadly congruent mirror 

neurons are in higher concentration indicates that the primary function of mirror 

neurons is not to mimic movements, but for social interactions. As a person watches 

and listens for sensory information, he or she may then perform a complementary 

task, which achieves the same goal.  



Affect attunement. 

Imitation is an essential component to communication development and can start with 

a minute-old baby. In order to start the communicative process a baby needs internal 

motivation, a desire for validation from another, and emotions (Kossak, 1999). Kossak 

(1999) defines affect attunement as “... a felt embodied experience that can be individualistic 

as well as communal that includes psychological, emotional, and somatic states of 

consciousness” (p. 14). The first signs of the social communication can be seen in babies’ 

responses to their parents, for which a typical neuron structure is imperative (Longhi, 2009; 

Trevathen, 2005). Babies can exhibit imitation and matching of facial expressions and 

emotions when playing and/or seeking attention in order to provoke responses, to accept or 

reject social advances from others, or to express admiration. Babies can also gain awareness 

of cooperation with others, build trust and companionship, develop a sense of rhythm, and 

attend to the tones and sounds of the mother (Gratier & Trevarthen, 2008; Trevathen, 2005). 

Gratier and Trevarthen (2008) discussed the narrative of the infant, which 

consists of various sounds, tempos, and volumes, and is based upon previous 

experiences (emotion and memory). The interpretation of the narrative depends on the 

parents’ perception. In communication, behaviors and sounds are elicited by one 

person and perceived by another. Whether or not the initial thoughts are 

communicated depends on the second person’s perception of the behaviors and 

sounds. Parents and children often develop their own phonological alphabet (of sorts) 

and a common understanding of intentions and effects, needs and motives, joint 

attention, and shared experiences that correlate to the phonological alphabet 

(Papousek, 2007). The infants begin to learn that eye contact is important for  



communication and learn the appropriate proximal distance for communication 

(Clifford & Dissanayake, 2009). 

Gratier and Trevarthen (2008) compare this non-verbal narrative to music, as 

music (especially improvisational music) can share in imitation, introduction of new 

ideas, positive and negative responses, and phrase structures similar to speech 

linguistics. Kim, Wigram, and Gold (2009), use the term musical attunement in their 

explanation of improvisational music therapy and associate affect attunement to the 

non-verbal communication that occurs within the musical improvisation. As with 

affect attunement, in musical attunement the therapist and client share in emotions, 

meanings, and understanding through the music. The musical dyads and triads can 

become the foundation for more complex communication, social cognition, and 

language development. In reciprocal music-making, there is rhythmically matched 

and synchronized communication, vocal exchange, eye contact, facial expression, and 

body movement. Research indicates that emotional, motivational, and interpersonal 

responsiveness during and after engaging in improvisational music therapy versus 

play therapy can provide longer events of emotional synchronicity and assist in the 

initiation of engagement (Kim et al., 2009). 

Affect attunement may be difficult for a person with PDD to obtain at infancy, 

but may be possible to achieve with interventions such as clinical improvisation, in 

which the person can engage in musical attunement. The physiological components 

involved in PDD may impair other social aspects of communication as well as the 

cognitive components. While cognitive impairments in HFA are mild compared to 

lower-functioning people with autism, the cognitive impairments are present and may  



be debilitating for communication (Koyama et al., 2007). There are several theories 

as to the basis for the communication impairments in people with AD which involve 

variances in cognition, socialization, and perception. 

More theories on Autistic Disorder. 

Uta Frith (1991) states that people with AD often have difficulty filtering only 

the important information regarding visual and sensory stimuli which is the primary 

cause of the communication impairment. Longhi (2009) supports this claim and 

states that this inability to decipher stimuli is due to atypical neural structure in the 

temporal lobe. Due to the intake of too much sensory information and the inability to 

attend to only one or a few sources, the person with PDD is likely to create 

misunderstandings regarding the world. Hodges (2004) explains the Extreme Male 

Brain Theory (EMBT), in which, people with PDD often have the tendency to 

generate rules based on observations. These are often inaccurate due to 

misunderstandings. It is difficult for people with PDD to amend these rules to take 

account of contradictory evidence, and even when amended, the rule may still be 

inaccurate. This affects communication when a rule has been made about 

conversation or social skills. 

The inability to decipher only important information is also encompassed in Theory 

of Mind (TOM). Berthoz and Hill (2005) and Hodges (2004) stated that in order for 

effective, appropriate communication to develop, one must engage in an amount of mind- 

reading of another’s thoughts. In order to do this, a person must first be able to notice that a 

second person is the most important visual stimuli in the room and also notice acute facial 

and environmental visual, auditory, and olfactory stimuli. The first person must make an  
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educated guess as to what the second person is thinking based on environmental information. 

For a person with PDD, this is potentially a difficult task due to the inability to decipher the 

important stimuli (Berthoz & Hill, 2005; Frith, 1991; Hodges, 2004), which is potentially due 

to neurologic abnormalities (Longhi, 2009; Mottron et al., 2006). Mind-reading is an 

essential component to learning appropriate social skills, which leads to appropriate 

communication of thoughts and feelings (Berthoz & Hill, 2005; Hill, Berthoz, & Frith, 2004; 

Hodges, 2004). Typically-developing children have difficulty with these tasks until age four, 

whereas people with PDD may have difficulty for the rest of their lives (Hodges, 2004). 

Berthoz and Hill (2005) explain that the difficulty people with PDD have in 

accurately describing others’ emotions leads to misinterpretation in their own emotions, and 

vice-versa. The alexythmia construct is a term used that encompasses this difficulty in the 

understanding of emotions, as well as the difficulty people with PDD often have in 

distinguishing feelings from bodily sensations, difficulty with symbolism, and a tendency to 

focus on external events rather than internal experiences. Several studies indicate that people 

with PDD often have difficulty answering open-ended questions regarding their emotions 

‘and accurately reporting emotions than do typically-functioning adults (Allen, Hill, & 

Heaton, 2009; Berthoz & Hill, 2005; Hill et al., 2004). 

Allen, Hill, and Heaton (2009) conducted research examining this theorized 

deficiency in the understanding of emotions. Participants were adults with Asperger’s 

Disorder who were asked to discuss their own thoughts and emotions related to music 

listening. Conclusions indicated that the people with Asperger’s Disorder in this study had 

difficulty describing their own emotions and instead expressed their perceptions about a 

piece of music’s mood. Examples of statements include: “relaxing,” “calming,” and “chill-  
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out” (p. 25). Participants also used generalized statements, such as (the music...) “sometimes 

made me feel happy” (p. 25). The researcher labeled these statements as external statements 

rather than internal statements. 

McDevitt and Ormond (2002), state that by age four or five, children should 

understand simple emotions such as joy and sadness, which are the building blocks 

for complex emotions. By age seven, typically-functioning children should be able to 

understand complex emotions such as pride, gratitude, jealously, and shame (Russell 

& Paris, 1994), and should be increasingly aware of other people’s thoughts and 

perceptions. Typically-functioning children should also be able to feel empathy for 

others and understand and display socially-appropriate behaviors. These children 

should have the knowledge that care should be given towards other peoples’ needs as 

well as their own. For a person with autism, several atypical factors play a role in the 

development of impaired communication: misinterpretations of their own and others’ 

emotions, the intake of too much sensory information and lack of ability to filter the 

information, misconstrued systematic rules, and atypical neuro-anatomy. The 

combination of these physiological, cognitive, and social factors can lead to mild, 

moderate, or severe communication impairments by age six. Without intervention by 

middle-childhood, the people with PDD may be well behind the communicative 

development of their peers by age six. Studies show that music therapy and 

specifically clinical improvisational music therapy can be an effective intervention for 

the communicative, social, and cognitive need areas for people with PDD.  



Clinical Improvisational Music Therapy 

Goals, clients, and the therapeutic relationship. 

Music therapy has been shown to be an effective intervention for AD for increasing 

communication skills. Gold, Wigram, and Elefant (2006) state that upon review of 312 

research studies on music therapy and autism (including high- and low- functioning Autism 

and Asperger’s Disorder) several conclusions were drawn.’ Music therapy can assist with 

communicative behaviors in gestural communication and verbal communication and in the 

decrease of negative behaviors associated with lack of effective and appropriate 

communication strategies. Music therapy sessions were compared to placebo groups and 

included techniques such as free and structured improvisation, musical games with songs and 

singing, and listening to music. 

Clinical improvisation is defined by Turry and Turry (1999) as “the unplanned, 

spontaneous expression of music that allows for the opportunity to be creative and productive 

and to gain a sense of enhancement...” (p. 167).% The clients’ progress toward the goal areas 

are advanced through the musical choices of the therapist and vice-versa (Brown & 

Pavlicevic, 1996; Bruscia, 1987; Turry & Marcus, 2003; Turry &Turry, 1999). The musical 

relationship (the music combined with a positive therapist/client rapport) is the sole basis for 

treatment; words are often unnecessary and can be intrusive to the music and therapeutic 

experience, especially when the client displays a communication impairment (Brown & 

  

' APA (2000) states that Asperger’s Disorder has different diagnostic criteria than Autistic Disorder; however, 

Gold, Wigram, and Elefant (2006) included Asperger’s Disorder and Autistic Disorder in this study. No other 

Pervasive Developmental Disorder was included. 

2 A. Turry (in personal communication March 22, 2009) stated the importance of the “spontaneous musical 

experience” for the client. The therapist is well prepared for the musical experience via training and education, 

and has treatment plans, goals, and objectives developed for the client.  
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Pavlicevic, 1996). The therapeutic relationship is essential to healing and is enhanced quickly 

through improvisation. 

Pressing (2001) states that for any person to engage in improvisation, he or 

she must have the following inner qualities: adaptability, efficiency, fluency, 

flexibility, and expressiveness. Clientele for clinical improvisational music therapy 

can include people with autism, psychosis, emotional disturbance, mental retardation, 

neurological disorders, physical impairments, sensory-motor impairments, and 

learning disorders (Bruscia, 1987). Althoudh persons with the above diagnoses, 

impairments, and qualities may have difficulty expressing adaptability, efficiency, 

fluency, etc., these persons can still engage in musical improvisation; the difficulties 

become goal areas. Goals in the music therapy technique of clinical improvisation can 

include increased socialization and communication skills, and also enhanced motor 

skills, self-esteem, and self-expression. Bruscia (1987) lists additional issues that can 

be addressed through improvisation including: “obliviousness, stereotypy, echolalia, 

regression, negativism, resistance, apathy, dependency, insecurity, ego- 

disorganization, lack of control, lack of expressive freedom, lack of creativity, and 

uncommunicativeness” (Bruscia, 1987, p. 25). 

In clinical improvisation, non-musical goals are described within musical 

goals. Although the therapist may ultimately wish to decrease symptom expression, 

the clients are free to engage in the music-making process (Bruscia, 1987; Turry & 

Marcus, 2003). An additional goal in the creative approach to music therapy is that 

the clients’ internal motivations will be strengthened; as the clients self-discover new 

socialization and communication skills, they will hopefully self-modify less useful  



behaviors and transfer learning into daily lives (Bruscia, 1987; Turry & Marcus, 

2003). The ultimate goal is that the clients meet their highest levels of therapeutic 

growth, which is different for all clients. Evidence of the highest level of therapeutic 

growth can include: “evidence of expressive freedom and creativity, 

communicativeness, self-confidence, and independence, which are manifested 

through the music and through the relationship with the therapist” (Bruscia, 1987, p. 

27; Turry & Marcus, 2003). 

The music. 

The role of the music is crucial to the therapeutic process. The unique combinations 

of musical components reflect the individualized qualities of the client. Through the 

therapeutic relationship and the music, the client can explore inner thoughts, feelings, and 

emotions and can connect with the world. The music is the “healing and transformative 

agent” (Turry & Turry, 1999, p. 167), which assists the client in discovering healthier ways 

of interacting with the world, regardless of pathology. The music therapist provides aesthetic 

musical forms, which stimulate inner potentials (Turry & Turry, 1999). Often, in non- 

improvisational music therapy sessions, the music is used as a reward to reinforce positive 

behaviors, as stimulation to promote memories, enhance motivation in the use of motor 

skills, or socially interact with others in a non-threatening way (Bunt, 1994). In 

improvisation, goals are addressed and changes accomplished through the musical process. 

During each session, the music is created by and for the specific client; often, the music is the 

only form of communication between the therapist and the client, as words can often inhibit 

the therapeutic process. Especially when language and communicative impairments are  
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present in the client, the music can become a bridge between the therapist and client (Turry 

& Marcus, 2003). 

Physiological components. 

Pressing (2001) describes the physical and neurological factors present when 

engaging in improvisation: complex electrochemical signals are passed between parts 

of the nervous system and on to endocrine and muscle systems. Sensory perceptions 

involved in improvisation include visual, tactile, auditory, and proprioceptive. As 

self-produced sounds and other sensory input are perceived, the person cognitively 

analyzes the sounds and sensations and makes musical and behavioral choices. There 

are three components to cognitive processing: input (sense organs), processing and 

decision-making (central nervous system, [CNS]) and motor output (muscle systems 

and glands). In order to make a movement, the CNS sends a message to the cerebral 

cortex, which sends information back to the motor cortex. The Basil ganglia (in the 

hindbrain) is responsible for initiation of slow movements (Pressing, 2001). For a 

person with HFA, the processing of the music in the brain and the therapeutic 

experience, are both beneficial. The neurological differences in the anatomy of 

someone with autism can inhibit communication and other cerebral activities (Frith, 

1991; Frye & Beauchamp, 2009; Hodges, 2004; Mottron et al., 2006). Engagement in 

musical improvisation arouses the neurons in the brain which activate and effect 

sensory perception, autonomic and cognitive responses. This process is imperative for 

someone with HFA, as the brain may have difficulties making these neural 

connections without the music due to the atypical neural structure.  



Psychological components. 

Paul Nordoff and Clive Robbins developed the Nordoff-Robbins approach to Creative 

(improvisational) Music Therapy through years of research. There are correlations and 

similarities between clinical improvisational music therapy, anthroposphy, and humanistic 

therapies (Bruscia, 1987; Turry & Turry 1999). Rudolf Steiner conducted research in the 

realm of anthroposophical theory, which is the science of the spirit (Bruscia, 1987). 

Anthroposophy includes ideas such as freedom, evolution, and the nature of people. Steiner 

was the founder of eurhythmy, which is a form of movement and dance that is 

communicative in nature (Bruscia, 1987). Steiner believed (and Nordoff and Robbins shared 

a belief) that all people are unique and that treatment must take into account these unique 

differences. Additionally, Steiner and Nordoff and Robbins believed that all lives have 

meaning and purpose, that illness may provide opportunity for positive change, and that the 

therapist must take into account the whole person when addressing issues (Brusica, 1987; 

Turry & Turry, 1999). 

Clinical improvisation and humanistic didactic therapy also have shared qualities. In 

both therapies, the therapist attempts to assist the client to experience creativity, intrinsic 

learning, peak experiences, growth motivation rather than need motivation, self-actualization, 

wholeness, development of purpose and personal intentions, freedom of choice, self-growth 

(particularly in relation to others), love, and, heightened self-esteem (Bruscia, 1987, 

Bunt, 1994). There is an emphasis on the experience of present feelings and issues, and a 

focus on the here-and-now (Bruscia, 1987; Bunt, 1994). On humanistic and clinical 

improvisational music therapy, Bruscia (1987) wrote:  
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There is a ... “warm relationship between client and therapist, acceptance of the client 

exactly how he (or she) is, a permissive relationship which encourages the expression 

of feelings; alertness in recognizing and reflecting those feelings, deep respect for the 

child’s ability to make personal choices and solve problems for him or herself, a non- 

directive rather than directive approach to therapy, wherein the therapist follows 

rather than leads the client and the establishment of only those boundaries that are 

necessary to anchor the therapy to the demands of reality.” (Bruscia, 1987, p. 33) 

Previous research. 

Wigram and Elefant (2009) support the idea that clinical improvisational music 

therapy can assist with the communicative needs of people with PDD, specifically in Autistic 

and Rett’s Disorders. In improvisation, two people engage in turn-taking and turn-yielding 

which can mimic verbal communication. Wigram and Elefant explain two different forms of 

communicative improvisation: 1. Turn-taking musical dialogues in which the therapist leaves 

musical rests and space for the client to interact and then reciprocates the musical rests and 

space, and 2. Free-floating dialogues in which the client and therapist must continuously 

listen to each other and make musical choices according to the other’s playing. This is similar 

to the ways in which people verbally communicate with each other. There are rests in 

conversation, one person adds statements immediately or waits, or one person may interrupt 

another. There may also be overlap in conversation contribution, or there may be short verbal 

elicitations such as hmm-mm or ok. 

Edgerton (1994) examined the effectiveness of clinical improvisational music 

therapy, specifically the Nordoff-Robbins Creative Music Therapy approach, on the 

communicative abilities of 11 children with autism, ages 6-9. Participants showed  



significantly higher levels of communication after 8 weeks of sessions. Communicative 

attempts included the following categories: tempo, rhythm, structure/form, pitch, speech 

production, communicative-interactive, and communicative intent. All areas of 

communication showed a significant positive change. 

Kim, Wigram, and Gold (2008) investigated the effects of improvisational 

music therapy on joint-attention behaviors of pre-school children with autism versus 

the joint attention skills displayed with play therapy. Results indicated that 

improvisation is more effective in facilitating both joint-attention play skills and, 

additionally, in non-verbal social communication skills. The children in this study 

were able to display longer events of eye contact and more effective turn-taking skills 

with musical improvisation. 

Wigram and Gold (2006) reported research in which children and adolescents 

with various symptoms of AD responded positively to both improvisational and 

receptive music therapy approaches. Improvisation in this study proved beneficial for 

facilitation of motivation, communication skills, and social interaction, as well as 

sustained attention skills. Additionally, the students in this study were able to grow in 

tolerance, flexibility, and socialization and also engaged in meaningful, socially 

appropriate interactions. 

For people with HFA, communication can be difficult due to physiological, 

cognitive, and social components. By mid-childhood, people with HFA may be well 

behind in their communicative development than their typically functioning peers. 

Research supports the idea that clinical improvisation can be effective in improving 

communication skills in people with PDD. This researcher attempted to explore  



clinical improvisational music therapy and communication in one child (age seven) 

with HFA. 

 



Participant 

The participant in this study was previously diagnosed with AD and displays 

symptoms of HFA. The participant was in the age range for middle-childhood (age 6- 

10); the child in this study was seven years old at the time of the research. A 

convenience sample was utilized in the selection of the participant; the participant had 

received music therapy services with the researcher for two years prior to entrance 

into this study. During previous music therapy sessions, the participant engaged in 

various forms of music therapy interventions including clinical improvisation, 

songwriting, musical games, and Neurologic Music Therapy techniques. 

Design 

This research was a qualitative, single-subject, case-study design in an attempt 

to gain insight as to the experience of clinical improvisation and communication for 

this child. Research questions included: 

1. What methods of communication does the child utilize before, during, and 

after, the improvisation? 

What is the child attempting to communicate (internal or external events) 

before, during, and after improvisation? 

What aspects of communication are present before, during, and after 

improvisation (social behaviors, appropriate or inappropriate verbal or 

physical behaviors)? 

Do the musical behaviors present in the improvisation indicate social or verbal 

communication skills?  



All sessions took place at the location previously agreed upon for music 

therapy sessions; there was no change in venue. The participant had access to the 

same instruments and materials as prior to entrance into the study. Instruments 

included piano, guitar, and various auxiliary percussion instruments such as maracas, 

tambourines, casabas, etc. Sessions were held on a one-to-one basis, for the 

previously agreed upon session length (45 minutes). Data was recorded for four 

consecutive sessions. 

Measurements 

Smeijsters (1996) states that qualitative, case-study designs are often difficult 

for the scientific world to afford validity; often it is unclear how much of the data 

collected is subjective on the part of the researcher. There is little information 

available for the reader to check the accuracy of the conclusions. However, Smeijsters 

provides insights as to valid ways to conduct qualitative research; the researcher of 

this study attempted to provide a valid study based on these components: 

The research must not depend on coincidence. 

The researcher must use clarity and common disciplinary language to 

describe events and techniques. 

The researcher can show that the methods have a direct effect on the 

participants. 

In adherence with these guidelines, this researcher utilized many forms of data 

including written observations/notes after each session, videotaped the sessions, and 

obtained a parent/guardian survey following each session. With multiple forms of  



data collection, the researcher was able to provide an accurate description of the 

participant’s vocalizations and behaviors and gain more accurate insight as to the 

experience for the participant. In order to fully answer the second research question, 

the researcher asked the participant one open-ended feeling-related question after 

each improvisation and utilized a parent/guardian survey. The survey entailed 

observation of the client’s vocalizations, unusual behaviors, discussion topics, and 

word choices for 30 minutes following the session (see Appendix A, 4.1, for form 

sample). All of these forms of data collection were utilized in order to ensure that 

accurate, scientific conclusions were drawn. 

Procedure 

The participant engaged in four music therapy sessions during which the researcher 

collected data. The session flow involved previously-established interventions according to 

the treatment plan. Improvisations took place 15 minutes prior to the end of the session and 

involved piano duets between the participant and the researcher per the participant’s choice. 

After the improvisation, the client was asked the open-ended question: How do you feel? The 

researcher observed the vocalizations and behaviors from the beginning to the end of the 

session. The researcher took written notes immediately following the sessions and took video 

footage of the sessions, which were reviewed. At the end of the session, the researcher asked 

the legal guardians to observe the client’s behaviors for 30 minutes, complete the short 

survey, and return the survey the next week. 

Data Analysis 

After the data was collected, the researcher reviewed notes, videos, and surveys. The 

researcher looked for verbalizations and behaviors that assisted in answering the research  



questions. Each method of data collection was used to assist in the answering of each 

research question. Results were displayed in narrative form. In order to answer question 

number four the researcher looked at the participant’s use of rhythm, volume, and tempo, and 

the client’s responsiveness to the researcher’s musical changes based on the work of Bruscia 

(1987). After the data was collected and written in narrative form, the researcher analyzed 

the results using information from the literature review in order to draw conclusions 

regarding the participant’s experience and responses. In addition, the researcher closely 

attended to the following components: commonalities or changes in speech pattern, the non- 

verbal communicative component of body position, any appropriate or inappropriate verbal 

or behavioral responses, any responses to the researcher’s facial expressions, whether or not 

the participant was able to engage in a short conversation, any comments regarding internal 

or external events. (Description and definitions of these terms are provided in the results 

section). These components were analyzed before, during, and after the improvisation and 

displayed in a table format. 

Ethical considerations 

Prior to data collection, the researcher gained a signed Informed Consent form and a 

signed Consent to Videotape form from the legal guardians of the participant, as well as an 

approval form from the Institutional Review Board (IRB) (see Appendix, 1.1, 2.1, 3.1). 

These documents and all data will be secured in a double locked location for the duration of 

the research and for five years after the research is completed. Forms included information 

regarding future use of the data, including publication in the form of a thesis and potential 

use in future publication and presentations. The researcher complied with The American 

Music Therapy Association (AMTA) Code of Ethics. The name of the participant was  
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protected at all times. The researcher attempted to use language that showed no bias toward 

desired outcomes. The researcher did not falsify, suppress, or invent findings, and reported 

only actual events. 

Bruscia (1995) stated that a distinction should always be made between music 

therapy practice (which has a focus on increasing clients’ overall health), and music therapy 

research (which has a focus on studying the effectiveness of techniques and/or clients’ 

positive or negative progress.) This distinction becomes an ethical consideration, when the 

researcher is also the client’s therapist, such as in the case of this study. For example, the 

researcher wishes to study the effectiveness of a certain technique, but the clients’ behaviors 

are suggesting that the technique is not the most appropriate therapeutic intervention for that 

session. The therapist/researcher then enters into an ethical dilemma: which is more 

important... the client’s needs or the research study? In this study, the researcher always 

chose to assist with the client’s here-and-now needs as they arose, whether or not clinical 

improvisation was the best fit. Data was still taken for four consecutive sessions. 

Maranto (1995) stated that this researcher/therapist and client relationship is 

unethical in essence, as the AMTA’s Code of Ethics forbids dual relationships with 

clients. Smwijsters (1996) outlines a point often made by music therapists: “(that) ... 

qualitative research is in essence concerned with subjective meaning rather than 

objective truth (p. 40).” Clients’ personal feelings, thoughts, external and internal 

experiences are difficult to quantify, but combined with the empathic understanding 

and rapport of the therapist, accurate subjective conclusions may be drawn. For this 

reason, a convenience sample was the best fit for this particular qualitative study and  



was approved by the IRB. The following precautions (from Maranto, 1995) were 

utilized in order to maintain ethical conduction of this research (see Appendix A): 

e The client’s parents or guardians understood that the client is not required 

to participate in the research study. 

The client’s parents or guardians understood that music therapy service 

would continue if they chose to withdraw or refuse to participate, on 

behalf of their child. 

e The researcher did not coerce participation in the study. 

Bruscia (1995) stated a third ethical consideration pertaining to the 

researcher/therapist and client relationship. In music therapy practice, data is collected on one 

or several client goal areas. In music therapy research, there are usually fewer areas of data 

collection than the client has goal areas. Bruscia also stated that the researcher must be 

careful to use only data correlating to the research questions of the study and to only utilize 

the data collected as described in the methods section of the study. This researcher/therapist 

attempted to heed this advice while conducting this research. 

 



Results 

In the following section, the researcher attempted to describe exactly what occurred 

for the participant during the four week data collection period. The researcher watched the 

videotapes, read over the written notes and the parent/guardian survey, and attempted to 

describe the exact experience for the participant in narrative form. All verbalizations, 

behaviors, and mood indicators are included in the narrative including moment-to-moment 

experiences. The following information is not a summary, but an attempt at an exact 

replication of the participant’s experience based on the data. Within the data collection the 

researcher looked for the participant’s body movements, body positioning, verbalizations, 

mood indicators such as facial expression, and musical expressions such as tempo, mode, 

rhythm, and volume. The researcher also looked for the participant’s responses to the 

researcher’s body movements, verbalizations, musical elements, and behaviors. All of these 

elements are included in the narratives. In order to clarify the conglomeration of information, 

the researcher outlined specific elements in a table format that are important in order to 

answer the research questions. The researcher noted: the presence or absence of the typical 

speech pattern, the participant’s body position in regard to the researcher, the presence or 

absence of the participant’s appropriate verbal and behavioral responses to the researcher and 

music therapy interventions, the participations response to the researcher’s facial expressions, 

the participant’s response to the researcher’s musical behaviors, whether or not the 

participant was able to hold a short conversation, and if the participant attempted to discuss 

internal or external events. These components are evaluated in the areas of before, during, 

and after the clinical improvisation for each session and are outlined in in Tables 1.1, 1.2, 

2.1,2.2,3.1, 3.2, 4.1 and 4.2, immediately following the description of each session.  



Session One 

Before the clinical improvisation. 

The participant began this session by entering the room of the music therapy 

session and speaking. He was using full sentences (as is his usual method of 

speaking), with a quick tempo’, and discussing many topics. Subject matter included 

his grandma’s house, his brother, where he was going for lunch, and the frog rasps. 

He appeared in a positive mood. The participant did not wait for a response from the 

researcher regarding these topics. He was standing and walking around the room 

while speaking, looking neither at the researcher nor his guardian. When verbally 

prompted, the participant was able to sit facing the researcher and sustain a short 

conversation’ with the researcher regarding his grandma’s house. The researcher had 

to verbally prompt the participant to wait for a response before speaking and had to 

prompt for sentences regarding the same chosen topic. Once the participant and 

researcher obtained three sentences each regarding the same topic, the researcher 

began the session. The participant’s typical speech pattern (discussion of many topics 

  

3 “Quick tempo” is defined by the researcher as noticeably faster tempo of speech than a typically functioning 

person. The guardians of this participant agree that the rate of speech is faster than their child's peers. The 

researcher will utilize this definition for all references to a “quick tempo of speech” in the following session 

descriptions. The researcher did not use a metronome to decipher the actual tempo of speech. 

* Positive mood will be defined as quick tempo of speech, the presence of the typical speech pattern, and 

quick body movements (as compared to his typically functioning peers). The parents/guardians of the 

participant agree with this definition for their child, and this definition will be utilized in the remainder of the 

session descriptions. 

> A “short conversation” entails the researcher asking three direct questions regarding the subject matter, and 

the participant responds with sentences containing three or more words regarding the same topic. The 

researcher will utilize this definition in all references to a “short conversation” in the following session 

descriptions.  



with the same paragraph, quick tempo of speech, not waiting for a response’) 

continued throughout the first music therapy interventions. 

The participant engaged in a “Hello” song, during which he answered open- 

ended questions regarding ways to say hello to others. The participant had practiced 

these responses in previous sessions. During this song, the participant remained 

seated, looking at the researcher. He did not respond to changes in the researcher’s 

facial expressions. He waited for his musical cue before eliciting verbalizations. All 

verbalizations regarded the current subject matter: ways in which to say Aiello. 

During the second intervention, the participant engaged in a movement 

activity in which he was asked to answer the open-ended question: “how can we 

move our bodies?” The participant stated (and his guardian agreed) that he thought of 

ideas before entering the session. His four ideas were: jump, kick, spin, and wiggle. 

He waited for his musical cue before responding with his verbalizations. He remained 

in the area of the musical intervention, although did not look at the researcher as 

much as when he was seated. His facial affect remained flat. His participation 

indicated a positive mood. 

After the second intervention, the participant was given a choice of either 

playing the piano or using auxiliary percussion instruments. The participant chose to 

use the auxiliary percussion instruments. (Based on previous sessions, the researcher 

understood that the participant wanted to engage in the NMT technique for divided 

attention when he requested “instruments”). The participant was instructed to choose 

two instruments. He chose two frog rasps. He then engaged in his typical speech 

  

® These characteristics will define the participant’s typical speech pattern throughout the remainder of these 

results.  



pattern regarding the frog rasps. He was difficult to redirect and had difficulty sitting 

with his body toward the researcher. The researcher waited until the vocalizations 

ceased before beginning the intervention. Once the intervention started, the 

participant was able to cease his typical speech pattern and play his chosen 

instruments appropriately. 

During the clinical improvisation. 

After the NMT intervention, the participant elected to “play the piano.” The 

piano improvisation began with the participant’s typical speech pattern. Subject 

matter for discussion included: the blinds, the clock, the lid for the piano, and the frog 

rasps. The participant asked for the frog rasps to sit on top of the piano where he 

could see them; the researcher allowed this request. Once the participant began to 

play the piano with the researcher, he was able to discontinue the typical speech 

pattern. No words were utilized by the participant during the improvisation. The 

participant played in Aolian mode per the researcher’s assistance. He engaged in a 

free-flowing improvisation during which the researcher and participant played 

simultaneously and listened to each other’s choices. The participant chose a cha-cha 

sounding rhythm, and the researcher followed. Both the participant and the researcher 

were playing in the same tempo, with similar volumes. At one point, the participant 

chose a louder volume and utilized three octaves of the piano. The researcher 

followed. The participant knocked on the piano with his fist, the researcher followed, 

and in response, the participant continued to knock on the piano. Throughout the 

improvisation, the researcher attempted to make eye contact and show a positive 

facial expression. The participant did not respond to the attempts. The improvisation  



lasted about ten minutes and concluded abruptly per the participant’s choice. The 

participant said “That was a great song.” The researcher immediately asked: “How 

do you feel?” The participant responded with “My body feels calm’.” He abruptly left 

the area of the improvisation. The researcher did not have opportunity to prompt for a 

short conversation. 

After the clinical improvisation. 

After the improvisation the typical speech pattern resumed, but to a lesser 

extent than prior to the improvisation. The only discussion topic included the frog 

rasps. The participant engaged in repetitive verbalization regarding placement of the 

frog rasps during the next intervention (which was a social story song for relaxation 

as is usual for the participant’s sessions). The researcher did not start the social story 

song until the verbalizations ceased. The participant had difficulty staying in the area 

of the intervention and positioned his body a distance away from the researcher, lying 

on the floor for relaxing. He insisted on providing a “bed” for the frog rasps before he 

could engage in the social story song. The participant remained lying down for the 

“goodbye” song and had limited verbalizations during both the social story song and 

the “goodbye” song. When the “Goodbye” song concluded, he immediately began his 

typical speech pattern, with the quick tempo of speech. His verbalizations did not 

cease as he walked out the door. Throughout the final interventions, the researcher 

attempted to portray a happy or pleasant facial expression. The participant did not 

respond to these attempts. During the final interventions, there was short 

conversations, were not appropriate for the participant’s needs, and therefore prompts 

  

” The researcher will regard only statements with feeling words as statements regarding internal events, just 

as Allen, Hill, and Heaton (2009).  



were not provided. The parent/guardian survey did not offer insights as to the 

participant’s speech pattern nor behavior for the 30 minutes following the session, 

due to the guardians’ lack of participation in the survey. 

Table 1.1 

Participant’s Verbal and Behavioral Responses for Session One 

Possible responses Present Not present Comments 
  

  

Typical speech Before 

pattern After 

  

Body position toward | Before Appropriate position 

the researcher during improvisation 

  

Appropriate verbal Before 

and behavioral During 

responses to After 

researchers and music 

therapy interventions 

  

Response to Before 

researcher’s facial During 

expressions After 

  

Short conversation Before Opportunity not 

attained provided during or           
  

  

® The researcher regards during as time when the participant is directly engaged in instrument play or singing. 

The time immediately prior to beginning instrument play is regarded as before.  



  

  

Comments regarding | Before 

external events During 

After 

  

Comments regarding Before 

internal events During 

After           
  

Table 1.2 

Participant’s Musical and Behavioral Responses Present in Clinical 

Improvisation in Session One 
  

Possible Responses Was Response Present in the 

Improvisation? (Yes, No) 
  

Playing similar volume Yes 

  

Playing in similar rhythm Yes 

  

Playing in similar mode Yes 

  

Playing with similar melody or 

chords 

Yes 

  

Copying facial expression of 

researcher 

    Copying body movements of 

researcher   
     



Session Two 

Before the clinical improvisation. 

The participant entered the room of the music therapy session, and displayed a 

flat affect and the absence of the typical speech pattern. He appeared in a negative 

mood’ . He elicited limited statements or comments. When the researcher attempted to 

converse with the participant by asking questions regarding events at his house, the 

participant answered with yes or no statements, but did not offer other comments. He 

sat with his body facing the researcher but looking down at the floor or his hands. The 

researcher prompted for an emotion statement and the participant said, “I feel good.” 

The participant’s behavior and affect did not indicate that he actually felt good. He 

was unable to describe events that had occurred previously during the day. The 

participant’s guardian was unable to offer insights. During the “Hello” song and the 

“Movement song” intervention, the participant responded appropriately with 

verbalizations and behaviors to verbal and musical prompts. Throughout these 

interventions the participant’s affect remained flat and body movements were slower 

than session one. He did not respond to the researcher’s attempts at a positive facial 

affect. 

During the clinical improvisation. 

During the improvisation, the participant continued to neglect the typical 

speech pattern. He refrained from comments on typical subject matter such as the 

blinds, the piano cover, and the clock. He elected for a short piano duet (compared to 

previous piano improvisations) lasting less than five minutes. The improvisation was 

  

® The researcher defines negative mood as the absence of the typical speech pattern and slowness in body 

movements as compared to the positive mood behaviors. The parents/guardians agree with this definition.  



in Dorian mode and free-floating form with the assistance of the researcher. The 

tempo was slower than in session one. The participant played in the same rhythm as 

the researcher. He utilized cluster chords at a loud volume. The researcher copied 

these sounds and the participant listened to the researcher, and played more of the 

same sounds. No body movements were utilized by the participant or the researcher. 

The improvisation ended abruptly via the participant’s choice. The participant stated, 

“That’s all. My body feels calm.” He left the piano quickly and sat on the floor. The 

participant did not afford the researcher opportunity to utilize the open-ended 

question. He stated, “My body feels calm” without verbal prompting from the 

researcher and left the area of the improvisation. Throughout the improvisation, the 

researcher attempted to look at the participant and smile; the participant looked away 

and did not copy or respond positively to these facial expressions. There was no 

opportunity to prompt for a short conversation. 

After the clinical improvisation. 

Once seated, the researcher attempted to converse with the participant 

regarding the song and asked the question, “Did you like playing the piano today?” 

The participant responded with “Yes.” The researcher asked, “Are you okay?” The 

participant responded with, “Yes” (sighed) and said, “Is it time for Calm Body?” The 

researcher understood that the participant was requesting the “Calm Body” song per 

the usual order of interventions in the music therapy session. The client assisted 

himself to lie down on the floor with scarves and pillows, near the researcher. His 

body was still, and he refrained from comments. The researcher allowed for the 

participant to continue lying on the floor for the “Goodbye” song. The participant  



responded appropriately to prompts for verbal participation. The client exited the 

music therapy session with slow body movements, flat affect, and minimal 

comments. Throughout the ending interventions, the researcher attempted to portray 

positive facial expressions; the participant did not respond to these attempts. A short 

conversation was not appropriate after the intervention due to the participants needs 

and therefore prompts were not provided. The parent/guardian survey did not afford 

insights as to behavior or verbalizations after the session due to the guardians’ lack of 

participation. 

Table 2.1 

Participant’s Verbal and Behavioral Responses for Session Two 

Verbal and Present Not present Comments 
  

Behavioral possible 

responses 

  

Typical speech Before 

pattern During 

After 

  

Body position toward | Before After Appropriate position 

the researcher during improvisation 

  

Appropriate verbal Before 

and behavioral During 

responses to After 

researchers and music 

therapy interventions           
   



  

Response to 

researcher’s facial 

expressions 

Before 

During 

After 

  

Short conversation 

attained 

Before 

During 

After 

Not appropriate 

during or after the 

improvisation. 

  

Comments regarding | Before 

external events During 

After 

  

Comments regarding 

internal events       Before During 

After     

Table 2.2 

Participant’s Musical and Behavioral Responses Present in Clinical 
Improvisation in Session Two 
  

Possible Responses Was Response Present? (Yes, No) 
  

Playing similar volume Yes 

  

Playing in similar rhythm Yes 

  

Playing in similar mode Yes 

  

Playing with similar melody or 

chords 

Yes 

  

Copying facial expression of 

researcher     
    

  

 



  

Copying body movements of 

researcher 

        

Session Three. 

Before the clinical improvisation. 

The participant’s typical speech pattern was present as the participant entered 

the space for the music therapy session. He walked around the room talking about 

various subject matters. He appeared to be in a positive mood. The participant 

responded to the researcher’s verbal prompts for a seated position, and sat facing the 

researcher. When verbally prompted by the researcher, the participant was able to 

converse using appropriate responses and waited for comments from the researcher 

before beginning a new statement. The participant-chosen discussion primarily 

regarded the frog rasps. Researcher-chosen discussion included activities at the 

participant’s school, about which, the participant was able to respond appropriately 

with verbal prompts and minimize the use of the typical speech pattern. Once the 

conversation regarding school activities ceased, the participant continued his typical 

speech pattern. The researcher waited for verbalizations to cease before starting music 

therapy interventions. The participant responded to verbal and musical cues in the 

“Hello” song and the “Movement” song with appropriate verbalizations and 

behaviors. While engaged in music therapy interventions, the participant was able to 

cease the use of the typical speech pattern. Throughout the beginning interventions, 

the researcher attempted to provide positive facial expressions for the participant. He 

did not respond to these facial expressions but continued to display a flat affect.  



During the clinical improvisation. 

The participant requested “instruments” for the third intervention, and the 

researcher assisted the participant to engage in an improvisation utilizing auxiliary 

percussion. The participant was allowed the following options for his improvisation: 

hand bells, paddle drums, jingle bells, tambourines, frog rasps, egg shakers, maracas, 

cymbals, buffalo drum, rhythm sticks, cabasas, and an autoharp. The researcher gave 

the instructions that the participant could play any instrument and change instruments 

at any time, and that the participation should refrain from asking questions regarding 

his instrument choice. The researcher provided a four-four rhythmic pattern and 

alternated consonant and dissonant sounds. The participant often traded instruments 

during the dissonant sounds. He played in a similar rhythmic pattern as the 

researcher. He did not respond to the researcher’s sung vocalizations. He responded 

to the researcher’s changes in dynamic. The instrumental improvisation ceased with 

the researcher’s decrescendo and slowing of tempo. The participant followed these 

changes and the improvisation came to a mutual halt. 

After the instrumental improvisation, the researcher asked, “What’s 

next... more instruments or piano?” The participant utilized his typical speech pattern 

and also stated that he wanted to play the piano and bring the frog rasps with him. He 

set the frog rasps on top of the piano. At the piano, the participant discussed various 

subject matters including the blinds, the clock, stuffed animals, the lid for the piano, 

and the frog rasps. The participant was able to cease verbalizations with prompts from 

the researcher, after which the researcher prompted the participant to begin playing 

the piano. He utilized cluster chords, and the researcher assisted with Dorian mode.  



Occasionally, the researcher added dissonance and utilized Locrian mode. The 

participant followed these changes. The participant played in a similar rhythmic 

pattern at all times and followed changes in dynamic and mode. He utilized body 

movements by raising his arms above his head and swiftly bringing them down upon 

the piano. The researcher copied these movements, and they continued. The 

participant knocked on the piano. The researcher copied the knocking and it 

continued. The improvisation ended abruptly, and the participant stated, “That was 

great.” The researcher asked, “How do you feel?” The participant stated, “Good,” and 

he left the area of the piano. Throughout the improvisations, the researcher attempted 

to smile at the participant and provide a positive facial affect. The participant often 

looked at the researcher, but continued to display a flat affect. There was no 

appropriate opportunity for a short conversation. 

After the clinical improvisation. 

The participant left the piano and sat on the floor, cross-legged, by the 

instruments. The researcher asked the participant if he would like the “Calm Body” 

song, and the participants responded “Yes (sigh), my body feels calm... and the frogs 

need a rest...” The participant was utilizing his typical speech pattern with a slower 

tempo. The researcher gave the participant scarves and pillows, and assisted in 

“making a bed” for the frog rasps in order to assist the participant in maximizing the 

amount of time he was allowed for relaxation. The researcher began the “Calm Body” 

song when verbalization and motor movements ceased. The participant was able to 

remain still, and vocalization remained quiet throughout the intervention. The 

participant engaged in the “Goodbye” song from a laying-down position. He  



responded to musical cues with appropriate verbalizations. When the “Goodbye” 

song ended, the participant quickly sat up and resumed his typical speech pattern until 

he left the room. Throughout the ending interventions, the researcher attempted to 

portray a positive facial affect; the participant continued to display a flat affect. There 

was no opportunity for a short conversation. The parent/guardian survey indicated 

that during the following 30 minutes, the participant utilized his typical speech 

pattern and discussed the frog rasps and lunch. There was no change in behaviors. 

Table 3.1 

Participant’s Verbal and Behavioral Responses for Session Three 

Verbal and Present Not present Comments 
  

Behavioral possible 

responses 

  

Typical speech Before 

pattern After 

  

Body position toward | Before Appropriate position 

the researcher during improvisation 

  

Appropriate verbal Before 

and behavioral During 

responses to After 

researcher and music 

therapy interventions 

  

Response to Before 

researcher’s facial During              



ot 

- 
o 

  

expressions 

  

Short conversation Before 

attained 

Not appropriate 

during and after 

improvisation 

  

Comments regarding 

external events . 

  

Comments regarding 

internal events       
Before 

During 

After     

Table 3.2 

Participant’s Musical and Behavioral Responses Present in Clinical 
Improvisation 
  

Possible Responses sr Was Response Present? (Yes, No) ~ 
  

Playing similar volume Yes 

  

Playing in similar rhythm Yes 

  

Playing in similar mode Yes 

  

Playing with similar melody or 

chords 

Yes 

  

Copying facial expression of 

researcher 

  

Copying body movements of 

researcher     
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Session Four 

Before the clinical improvisation. 

The participant entered the music therapy room utilizing his typical speech 

pattern. He walked around the room discussing various topics and responded 

appropriately to the researcher’s prompts for a seated position. He sat cross-legged 

facing the researcher. He expressed a flat affect and appeared in a positive mood. He 

continued to discuss many topics. The researcher asked questions regarding one topic 

in order to attempt a sustained conversation. The topic was “Grandma’s house.” The 

researcher asked the participant three questions, and prompted the participant to 

answer with only words/sentences pertaining to “Grandma’s house.” After the 

successful completion of three appropriate responses and the absence of the typical 

speech pattern, the researcher began the music therapy session with the “Hello song” 

and the “Movement” song. The participant responded with appropriate verbalizations 

and behaviors to verbal and musical cues. While engaged in music therapy 

interventions, the participant did not utilize the typical speech pattern. At no time 

during the beginning of the session did the participant mimic the researcher’s facial 

expressions. 

During the clinical improvisation. 

After the “Movement” song, the researcher asked the participant, “What’s 

next... instruments or piano?” The participant asked for instruments and discussed 

the frog rasps. The researcher made several instruments accessible to the participant, 

including the frog rasps, paddle drums, buffalo drums, egg shakers, maracas, cabasas, 

jingle bells, and hand bells. The same instructions were given as in Session Three: the  



participant could play any instrument and was not allowed to ask questions regarding 

his instrument choice. The researcher utilized a finger-picking style on the guitar and 

left many rests in the music. The participant played a steady beat in the same tempo 

as the researcher and continued playing the steady beat during the researcher’s rests. 

The researcher alternated between consonant and dissonant sounds, and the 

participant again traded instruments during the more dissonant chords. The 

participant followed the researcher’s changes in dynamics. The song ended with a 

mutual fade-out. 

After the instrumental improvisation, the researcher asked if the participant 

wanted to use more instruments or the piano, and the participant again request the 

piano with the frog rasps. He allowed for the frog rasps to remain on the floor near 

the piano instead of on top, per the researcher’s suggestion. The participant discussed 

the frog rasps, the lid for the piano, and the blinds. The researcher prompted the 

participant to begin playing after his vocalizations ceased. The participant chose a 

melodic sound, and the researcher assisted the participant to play in Aolian mode. 

The participant chose a mezzo-forte volume and a slower tempo than session one, and 

faster than session two. The researcher followed these components and also attempted 

changes in tempo and rhythm. The participant responded to changes and then brought 

the sound back to mezzo-forte and a slow tempo. The researcher did not attempt 

dissonant sounds, based on the participant’s responses to volume and speed. The 

improvisation again ended abruptly per the participant’s choice. The participant said, 

“That was good.” The researcher asked the participant, “How do you feel?” The  



participant said, “Good” and left the area of the piano. There was no appropriate 

opportunity for the researcher to prompt for a short conversation. 

After the clinical improvisation. 

After the piano improvisation, the participant sat cross-legged in front of the 

researcher and used the typical speech pattern regarding the frog rasps, sleeping, 

home, and school. He was again persistent that the frog rasps be provided a “bed” for 

relaxation. The researcher assisted so that the participant could maximize his own 

time for relaxation. After the “bed” was made, the participant was able to lie down on 

the floor with scarves and pillows. He was appropriately positioned so that he could 

see the researcher, his parent, and the frog rasps. He ceased verbalization, and his 

body was still. The participant responded with appropriate verbal and behavioral 

responses to the “Calm Body” song and the “Goodbye” song. After the songs 

finished, the participant immediately stood up, walked around the room, and 

continued his typical speech pattern. He did not respond to the researcher’s facial 

expressions. There was no appropriate opportunity for a short conversation. The 

parent/guardian survey indicated that there was no change in behavior after the music 

therapy session and that the typical speech pattern was present. Discussion topics 

included the frog rasps and lunch. 

 



Table 4.1 

Participant’s Verbal and Behavioral Responses for Session Four 
  

Verbal and 

Behavioral possible 

responses 

Present Not present Comments 

  

Typical speech 

pattern 

Before 

After 

  

Body position toward 

the researcher 

Before Appropriate position 

during improvisation 

  

Appropriate verbal 

and behavioral 

responses to 

researcher and music 

therapy interventions 

  

Response to 

researcher’s facial 

expressions 

Before 

During 

After 

  

Short conversation 

attained 

Before Not appropriate 

during and after 

improvisation 

  

Comments regarding 

external events     Before During 

After     
     



  

Comments regarding Before 

internal events During 

After             

Table 4.2 

Participant’s Musical and Behavioral Responses Present in Clinical 
Improvisation in Session Four 

Possible Responses Was Response Present? (Yes, No) 

Playing similar volume Yes 

  

  

  

Playing in similar rhythm Yes 

  

Playing in similar mode Yes 

  

Playing with similar melody or Yes 

chords 

  

Copying facial expression of 

researcher 

  

Copying body movements of 

researcher         
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Conclusions 

Research Questions 

Bruscia (1987) stated that it is often difficult to separate musical and non- 

musical goals in goal writing and in assessment of progress when utilizing the 

technique of clinical improvisation. For this reason, research questions one, two, and 

three will be discussed individually and in combination with research question four, 

due to the inherent inability to answer the research questions completely without the 

inclusion of the musical experience. (Research question four states: Do the musical 

behaviors present in the improvisation indicate social or verbal communication 

skills?) The researcher looked at the narratives in the results section and Tables 1.1, 

1.2,2.1,2.2,3.1,3.2, 4.1, and 4.2 and was able to draw conclusions as to social and 

verbal communication. The researcher noted similarities in the participant’s 

experience and the currently theories on autism. 

One component inherent in the results section is the relationship between the 

participant’s mood and the participant’s behaviors. In sessions one, three, and four, 

the researcher noted a positive mood and in session two, the researcher noted a 

negative mood. The participant could neither name the moods nor explain the 

origination of the moods. When the participant was in a positive mood, the typical 

speech pattern was present, his body movements were quick, and his clinical 

improvisations lasted 10-15 minutes on piano or with auxiliary percussion. When the 

participant was in a negative mood, he did not display the typical speech pattern, his 

body movements were slower than sessions one, three, and four, and his  



improvisation entailed only piano for less than five minutes. The conclusions drawn 

take into account this phenomenon. 

Question one. 

Research question one states: What methods of communication does the child 

utilize before, during, and after, the improvisation? Based on the above sessions, 

before and after the improvisations, and any time not directly involved in a music 

therapy intervention, the participant utilized his typical speech pattern. This pattern 

consisted of a quick tempo of speech, discussion of more than one topic in a short 

amount of time, and not waiting for a response from his audience before the 

continuation of speech. The typical speech pattern was present from the beginning of 

the session until the participant was engaged in either clinical improvisation or 

another music therapy intervention. The participant was also able to cease the typical 

speech pattern when engaged in a short conversation. The researcher had to verbally 

prompt for appropriate responses and listening to the conversation partner, but the 

participant was able to successfully complete one short conversation during the 

beginning of each session'®. However, when engaged in music therapy interventions 

which included clinical improvisation, the participant did not need verbal prompting 

for appropriate verbal and/or behavioral responses. 

During music therapy interventions, the participant was able to listen for 

musical cues regarding verbal and behavioral responses and make appropriate 

  

'® The researcher chose not to prompt for a short conversation during the improvisation as this 
may have interfered with the participant’s success. After the improvisation, the participant appeared to 

be in need of relaxation evidence by verbalizations. The researcher chose to address the participant’s 
here-and-now needs.  



decisions. During clinical improvisations, the participant refrained from using any 

speech and engaged in social-communicative behaviors, which will be discussed 

regarding research question 3. 

Question two. 

Research question two states: What is the child attempting to communicate 

(internal or external events) before, during, and after improvisation? Before and after 

the improvisations, the participant discussed topic matters which were external in 

nature, such as the frog rasps, lunch, and his grandmother’s house. During the 

improvisation, the participant refrained from using any words. The participant 

discussed external events until the instant he began to play the piano or auxiliary 

percussion. The music expressed by the client resembled the body movements, 

vocalizations, and the general mood for the day. For example, in session three, the 

participant displayed a positive mood. His improvisation entailed the use of many 

notes and a quick tempo. He was also responsive to the researcher’s changes in the 

musical components, and utilized body movements and knocking in the song. 

However, in session two, the participant displayed a negative mood. His song this day 

was short, with few musical changes, a slow tempo, and was short in duration. On 

this day, the participant was not able to verbalize his mood, but was able to create 

music which resembled his mood. These examples indicate that clinical improvisation 

may have assisted this participant to express himself non-verbally. 

Directly after the improvisation, the researcher prompted the participant to 

use statements regarding internal events, but the actual statements did not contain 

feeling words. The participant stated the he felt “good” and that “his body felt calm.”  



These statements did not match the behavior of the participant, who immediately after 

the improvisation resumed the typical speech pattern and had quickness in body 

movements when leaving the piano. The researcher concludes that perhaps that 

potentially this participant has difficulty using emotion words in general due to a lack 

of understanding regarding his emotions (Allen, Hill, & Heaton , 2009; Berthoz & 

Hill, 2005; Hill et al., 2004). 

Questions three and four. 

Research question three states: What aspects of communication are present 

before, during, and after improvisation (social behaviors, appropriate or inappropriate 

verbal or physical behaviors)? The participant utilized both socially-appropriate 

behaviors and verbalizations before, during, and after the improvisation. In all 

sessions, the participant was able to position his body toward the researcher. He 

frequently looked at the researcher, but was unable to mimic the facial expressions of 

the researcher. This is potentially due to impairment in understanding the correlating 

feeling of the facial expression, or due to impairment in mirror neurons which may 

lead to an impairment achieving affect attunement (Allen, Hill, & Heaton , 2009; 

Berthoz & Hill, 2005; Hill et al., 2004; Iacoboni & Mazziotta, 2007; Ramachandran 

& Oberman, 2008; Travathern, 2005). 

When engaged in clinical improvisation the participant was able to utilize some 

appropriate social aspects of communication. In spite of the differences in length of the 

clinical improvisations (the improvisation in session two was much shorter due to a negative 

mood) the participant was able to achieve musical/affect attunement. He engaged in all free- 

floating improvisations in which he had to listen-to and respond appropriately via music to  
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the researcher’s musical choices. The participant was sensitive to musical components such 

as volume, rhythm, mode, and melody/chordal structure. In all four session, he copied the 

sounds of the researcher and the researcher copied and supported the sounds of the 

participant. The participant was also able to copy and initiate body movements. He was 

unable to copy facial expression just as in the beginning and ending portions or the music 

therapy session. 

Reflections 

The diagnostic criteria for Autistic Disorder states that often people with AD have 

interests that are intense in focus 4" ed., text rev.; DSM-IV-TR, American Psychiatric 

Association, 2000). At the time of this study, the participant developed an intense interest in 

the frog rasps. This could not have been predicted by the researcher, as the participant had 

previously engaged in instrument play with the frog rasps on many occasions. The participant 

perseverated on the frog rasps before, during, and after music therapy sessions. His 

discussion topics frequently involved the frog rasps and he was difficult to redirect. The 

researcher often chose not to redirect or discourage the use of the frog rasps in order to 

maximize the amount of time the participant engaged in the music therapy interventions. 

Based upon previous knowledge of this participant with other intense interests, the researcher 

understood that with the incorporation of the frog rasps into the interventions the participant 

would be able to focus on tasks, and without the frog rasps, the typical speech pattern would 

continue with minimal response to verbal or musical redirection. For the sake of this study 

and gathering the most accurate data on the participants experience with clinical 

improvisation, the researcher afforded the participant the use of the frog rasps during many 

interventions.  
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The ethical issue of the duel relationship came into play regarding the intense interest. 

Due to previous experience with this participant, the researcher understood that this intense 

interest would be diminished by less frequent occurrence of the availability of the frog rasps; 

if the participant did not notice the frog rasps in the session, he would eventually self-initiate 

the discontinuation of discussion and perseveration. For the sake of this study, the researcher 

chose to keep variables as consistent as possible, which involved the possible utilization of 

the same instruments each week. The researcher made a decision that since the intense 

interest was not interfering with the participant’s progress in therapy (when the frog rasps 

were incorporated into the interventions), nor was the intense interest inhibiting his life, that 

the diminishment of the interest to a normal-range interest would be addressed after the four 

data collection sessions. 

In addition, the researcher/therapist role effected the researcher’s decision of when/if 

to prompt for short conversations. Although it may have helped and supported data collection 

to prompt more often for short conversation (which would give further insights as to the 

communicative experience for the participant) the researcher opted not to force the 

conversations. Immediately following the improvisation and during the ending interventions, 

the participant potentially could have engaged in short conversations if the researcher 

assisted. However, his body language and statements indicated that he needed other 

interventions and a gentle facilitation of therapeutic processes, so that was the decision of the 

researcher/therapist. 

The purpose of this study was to describe the experience of clinical 

improvisation for one child, in middle childhood, with HFA in regard to 

communication. For this child the experience entailed social, verbal, and musical  



elements of communication. This child had to overcome an atypical speech pattern 

and an intense interest in order to more effectively utilize the social, verbal, and 

musical components of communication. While engaged in clinical improvisation via 

piano or auxiliary percussion the participant engaged in the social aspects of 

communication and also created music that resembled his mood. While engaged in 

any music therapy intervention, the participant was able to discontinue the use of his 

atypical speech pattern. The conclusions serve as an example of one child’s 

experience of clinical improvisation and communication. 

 



References 

Allen, R., Hill, E., & Heaton, P. (2009). Hath charms to soothe...and exploratory ASD 

experience music. Autism, 13(1), 21-41. Doi: 10.1177/1362361307098511 

American Psychiatric Association (2000). Diagnostic and statistical manual of mental 

disorders (4™ ed. text rev.) Washington, D.C: Author. 

Berthoz, S., & Hill, E. L. (2005).The validity of using self-reports to assess emotion 

regulation abilities in adults with autism spectrum disorder. European Psychiatry, 

20, 291-298. Doi: 10.1016/j.erpsy.2004.06.013 

Brown, S., & Pavlicevic, M. (1996). Clinical improvisation in creative music therapy: 

Musical aesthetic and interpersonal dimension. The Arts in Psychotherapy, 23(5), 

397-405. Doi: 0197-4556/97 

Bruscia, K. E. (1987). Improvisational models of music therapy. Springfield, IL: Charles C. 

Thomas. 

Bruscia, K. E. (1995). Boundaries of music therapy research. In B. Wheeler (Ed.), Music 

therapy research quantitative and qualitative perspectives (p.17-27). Phoenixville, 

PA: Barcelona Publishers. 

Bunt, L. (1994). Music therapy and art beyond words. New York: Routledge. 

Clifford, S., & Dissanayake, C. (2009). Dyadic and triadic behaviors in infancy as precursors 

to later social responsiveness in young children with autistic disorder. Journal or 

Autism and Developmental Disorders, 39, 1369-1380. Doi: 10.1007/s10803-009- 

0748-x  



Craig, J., & Baron-Cohen, S. (1999). Creativity and imagination in autism and Asperger 

syndrome. Journal of Autism and Developmental Disorders, 29(4), 319-326. Doi: 

0162-3257/99/0800-031 

Edgerton, C. L. (1994). The effect of improvisational music therapy on the communicative 

behaviors of autistic children. Journal of Music Therapy, 31(1), 31-62. 

Embregts, P., & Van Nieuwenhuijzen, M. (2009). Social information processing in boys with 

autistic spectrum disorder and mild to borderline intellectual disabilities. Journal of 

Intellectual Disability Research, 53(2), 922-931. Doi: 10.1111/j.1365- 

2788.2009.01204.x 

Frith, U. (1991). Autism and Asperger Syndrome. Cambridge, New York: Cambridge 

University Press. 

Frye, R. E., & Beauchamp, M. (2009). Receptive language organization in high-functioning 

autism. Journal of Child Neurology, 24(2), 231-236. 

Do0i:10.1177/0883073808329571 

Gratier, M., & Trevarthen, C. (2008). Musical narrative and motives for culture in mother- 

infant vocal interaction. Journal of Consciousness Studies,10-11(15), 122-158. 

Gold, C., Wigram, T., & Elefant, C. (2006). Music therapy for autistic spectrum disorder. 

Cochrane Database of Systematic Reviews, 2. Doi: 

10.1002/14651858.CD004381.pub2. 

Hill, E. L., Berthoz, S., & Frith, U. (2004). Cognitive processing of own emotions in 

individuals with autistic spectrum disorder and their relatives. Journal of Autism and 

Developmental Disorders, 34, 229-35. Doi: 0162-3257/04/0400-0229/0  



57 

Hodges, S. (2004). A psychological perspective on theories of Asperger’s syndrome. In M. 

Rhode, & T. Klauber (Eds.), The many faces of Asperger’s syndrome (pp. 39-53). 

London, England: Karnac Books. 

Tacoboni, M., & Mazziotta, J. C. (2007). Mirror neuron system: Basic findings and clinical 

applications. Neurological Progress, 62(3), 231-218. Doi: 10.1002/ana.21198 

Kim, J., Wilgram, T., & Gold, C. (2008). The effects of improvisational music therapy on 

joint attention behaviors in autistic children: A randomized controlled study. Journal 

of Autism and Developmental Disorders, 38(9), 175801766. D0i:10.1007/s10803- 

008-0566-6 

Kim, J., Wilgram T., & Gold, C. (2009). Emotional, motivational, and interpersonal 

responsiveness of children with autism in improvisational music therapy. Autism: The 

International Journal of Research and Practice, 13(4), 389-209. 

Kossak, M. S. (2009). Therapeutic attunement: A transpersonal view of expressive arts 

therapy. The Arts in Psychotherapy, 36, 13-18. Doi: 10.1016/j.aip.2008.09.003 

Koyama, T., Tachimori, H., Osada, H., Takeda, T., & Kuita, H. (2007). Cognitive and 

symptom profiles in Asperger’s syndrome and high functioning autism. Psychiatry 

and Clinical Neurosciences, 61, 99-104. Doi: 10.1111/j.1440=1819.2007.01617.x 

Longhi, E. (2009). ‘Songese’: Maternal structuring of musical interaction with infants. 

Psychology of Music, 37, 195-213. Doi: 10.1177/0305735608097042 

Maranto, C. D. (1995). Ethical precautions. In B.Wheeler (Ed.), Music Therapy Research 

Quantitative and Qualitative Perspectives (79-93). Phoenixville, PA: Barcelona 

Publishers.  



McDevitt, T. M., & Ormrod, J. E (2002). Child development. New Jersey: Pearson 

Education, Inc. 

Mottron, L., Dawson, M., Soulieres, 1., Hubert, B., & Burak, J. (2006). Enhanced perceptual 

functioning in autism: An update and eight principles of autistic perceptions. Journal 

of Autism and Developmental Disorders, 36, 27-43. Doi: 10.1007/s10803-005-0040-7 

Papousek, M. (2007). Communication in early infancy: An arena of intersubjective learning. 

Infant Behavior & Development, 30, 258-266. Doi: 10.1016/j.infbeh.2007.02.003 

Pressing, J. (2001). Improvisation: methods and models. In J.A. Slaboda (Ed.), Generative 

processes in music: the psychology of performance, improvisation, and composition 

(pp. 129-168). New York, NY: Clarendon Press/Oxford University Press. 

Ramachandran, V. S., & Oberman, L. M. (2008). Broken mirrors a theory of autism. In K. 

Fischer and M.H. Immordino-Yang (Eds.), The Jossey-Bass reader on the brain and 

learning (pp. 435- 443). San Francisco, CA: Jossey-Bass Inc. 

Russell, J. A., & Paris, F. A. (1994). Do children acquire concepts for complex emotions 

abruptly? International Journal of Behavioral Development, 17(2), 349-365. 

Smeijsters, H. (1996). Qualitative single-case research in practice: A necessary, reliable, and 

valid alternative for music therapy research. In M. Langenberg and K. Aigen (Eds.), 

Qualitative Music Therapy Research (p. 35-54). Gilsum, NH: Barcelona Publishers. 

Trevarthen, C. (2005). First things first: infants make good use of the sympathetic rhythm of 

imitation, without reason or language. Journal of Child Psychotherapy, 31(1), 91- 

113. Doi: 10.1080/00754170500079651 

Turry, A., & Marcus, D. (2003). Using the Nordoff-Robbins approach to music therapy with 

adults diagnosed with autism. In D. J. Wiener and L. K. Oxford (Eds.). Action  



therapy with families and groups: Using creative arts improvisation in clinical 

practice (pp. 197-228). Washington, DC: American Psychological Association. 

Turry, A., and Turry, A. E. (1999). Creative song improvisations with children and adults 

with cancer. In C. Delio (Ed.) Music Therapy and Medicine: Theoretical and Clinical 

Applications (pp. 167-177). Silver Springs, MD: American Music Therapy 

Association. 

Wigrant, T., & Elefant, C. (2009). Therapeutic dialogues in music: Nurturing musicality of 

communication in children with autistic spectrum disorder and Rett syndrome. In S. 

Malloch and C. Trevarthen (Eds.) Communicative musicality: Exploring the basis of 

human companionship (pp. 423-445). New York, NY: Oxford Press. 

Wigram, T., & Gold, C. (2006). Music therapy in the assessment and treatment of autistic 

spectrum disorder: Clinical application and research evidence. Child: Care, Health, & 

Development, 32(5), 535-542. Doi: 10.1111/5.1365-2214.2006.00615 x 

 



Appendix A 

1.1 IRB letter of approval 

To: Erin Shields, Co-Investigator 

From: Dottie L. King, Vice President for Academic Affairs 

Date: February 15, 2010 

Re: Human Subjects Institutional Review Board Application, maat.1-10.proestopoulos 

Cc: Tracy Richardson, Principal Investigator 

Thank you for submitting a Human Subjects proposal entitled “Improvisation and 

Communication for One Child with High Functioning Autism.” The Institutional Review 

Board (IRB) of Saint Mary-of-the-Woods College has approved your research. Unless 

renewed, this approval will expire on February 15, 2011. 

If any changes need to be made during implementation of this research project, please submit 

those changes to the IRB for its approval. Also, if any incidents occur, please notify the IRB 

as soon as possible. 

We wish you success with your research project. 

Institutional Review Board members: 

Dottie King, Ph.D. 

Debra Moore Hardin, Ed.S. 

Jennie Mitchell, Ph.D. 

Lamprini Pantazi, M.B.A.  



2.1 Informed Consent Form 

Improvisation and Communication for One Child in Middle-Childhood with High 

Functioning Autism 

You are being asked to participate in a research study conducted by Erin Shields, a 

graduate student at Saint Mary-of-the-Woods College (with supervisor Tracy Richardson, 

M.S., MT-BC), in pursuit of a Master’s degree in Music Therapy. Your participation in this 

study is entirely voluntary. Please read the information below and ask questions about 

anything you do not understand before deciding whether or not to participate. You have been 

asked to participate because your child currently receives music therapy with Erin Shields 

and engages in weekly improvisations during sessions. 

PURPOSE OF STUDY 

The purpose of this study is to research the effectiveness of improvisational music 

therapy on the self-expressive abilities of one child with high functioning autism. The child 

will participate in improvisation with the researcher as demonstrated in previous music 

therapy sessions. The researcher will investigate the following questions: 1. What words are 

used by the child? 2. What are the child’s behaviors? 3. What musical elements are present in 

the improvisation? 

PROCEDURES 

The researcher and participant will engage in improvisations on piano or participant 

selected instruments during the last 15 minutes of previously agreed upon music therapy 

sessions. The researcher will observe client behaviors and document via written notes on the 

participant’s verbalization, behaviors, and the musical elements present in the improvisation.  



In addition, parents will be asked to observe client behaviors and verbalizations for 30 

minutes after the session, and record observations via a brief questionnaire. 

RIGHT TO WITHDRAW 

You may choose whether or not you want your child to participate in this study. If 

you volunteer to allow your child to be in this study you may withdraw at any time without 

consequences of any kind or loss of benefits to which you are otherwise entitled. You may 

also refuse to answer questions you do not want to answer. Your child is encouraged to 

participate for four consecutive weeks. 

POTENTIAL RISKS AND BENEFITS 

The procedure involves minimal risk for the participant, but may include slight 

emotional discomfort due to potential difficulty with abstract thinking, which will be 

addressed by the researcher. In the case of extreme emotional discomfort, improvisations will 

discontinue, and other music therapy techniques will be utilized. Benefits of music therapy 

may include increased self-confidence, increased self-awareness, increased self-esteem, 

increased self-expression, increased communication skills, increased social skills. Data will 

be collected on the following goal area: self-expression (verbal and musical). Confidentiality 

will be maintained by the researcher for the participant at all times 

CONFIDENTIALITY 

The name and other identifying information in association with the participant will 

remain confidential and will be disclosed only with your permission or as required by law. 

The legal guardians of the participants have the right to keep data after research is completed, 

otherwise, the researcher will keep all data records, consent forms, and client information in 

a double locked location for five years. After five years, all data and consent forms will be  



properly destroyed. Results of this research may be used for future publications and/or 

educational presentations. 

CONTACT INFORMATION 

If you have questions at anytime regarding this research please contact: 

  

Researcher Faculty Supervisor 

Erin Shields, MT-BC, NMT Tracy Richardson, M.S., MT- 

MacPhail Center for Music, BC 

501 S. 2" Street 1000 Ridge Road 

Minneapolis, MN 55401 Terre Haute, IN 47803 

612-321-0100 x570 812-249-4290 

Ecampbell2@smwc.edu trichardson@smwc.edu 
        

  

RIGHTS OF RESEARCH PARTICIPANTS 

If you have questions about your rights as a participant in this research, you may 

contact the Institutional Review Board at Saint Mary-of-the-Woods College at or 

email the IRB chair at dking@smwec.edu. You will be given an opportunity to discuss any 

questions about your rights as a research participant with a member of the IRB. The IRB is 

an independent committee composed of members of the College community. The IRB has 

reviewed and approved this study. 

STATEMENT OF CONSENT 

My signature indicates that I am the parent or legal guardian of the below listed child, 

and I give consent for participation in this study on my child’s behalf. I have read and  



understand the above information, and all of my questions have been answered. I have 

received a copy of this form. 

  

Printed name of Parent/Legal Guardian Signature of Parent/Legal Guardian 

  

Name of Participant 

 



4.1 Consent to Videotaped Data Collection 

Thank you for your participation in this research project. As part of this project, your 
child will be videotaped: The purpose of the use of these media forms is to enhance the 
quality of data collection for the researcher, and to enhance learning. Please sign below per 
your comfort. 

Statement of Consent 

I consent to the use of videotaped data collection for the duration of the time that my child 
participates in this study. 

  

Parent/legal guardian signature date 

In addition, the researcher may wish to use video-footage for the use of educational 
presentations to other professionals or students. Please initial next to the option that best suits 
your comfort level: 

__ I consent that the video-taped data can be used for the purpose of data 
analysis only. 

__ I consent that the video-taped data collection can be used in future 
presentations. 

Statement of consent 

I have read and understand the above information. All of my questions have been answered. 
I have received a copy of this form. I give my consent for videotaped data collection, on the 
behalf of 
  

Participant name 

  

Signature of Legal Parent/Guardian 

 



4.1 Parent/Guardian Survey 

Please observe your child’s behaviors and vocalizations 30 minutes after his or her music 

therapy sessions, and answer the following questions to the best of your ability and comfort 

level: 

. What was one discussion topic between your child and someone else? 

  

  

. Did your child display any out of the ordinary behaviors? If yes, please describe the 

behaviors 

  

  

  

. Did your child use any words to describe emotion? If yes, explain 

  

  

  

. Did you notice any change in overall behaviors or words after the music therapy 

session, as compared to before? 

  

  

   


