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Abstract 

Clinical improvisation is known by music therapists as one of the primary tools 

used to engage clients of varying abilities and challenges (Bruscia, 1998; Bruscia, 1987). 

Music therapists structure improvisation experiences to bring the musical freedom of 

creation and expression to our clients. While these outcomes may seem basic, 

opportunities for creation, communication, and interrelation are particularly significant 

for those individuals who have communicative and cognitive challenges, such as 

individuals with profound intellectual disability (ID). Many individuals within this 

population have difficulties with communication and interaction, but can find ways to be 

heard through clinical improvisation experiences with the therapist. The following case 

study features one client with profound ID. His experiences in improvisational music 

therapy sessions are described through analysis of video-recorded sessions. Aspects of 

the client’s discovery of his ability to express himself, communicate, and interact with the 

therapist are discussed through examination of his musical participation. The client’s 

musicing is further analyzed through the Nordoff-Robbins evaluation scales, as well as 

integration of theories of Abraham Maslow. 
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Introduction 

Clinical improvisation is known by music therapists as one of the primary tools 

used to engage clients of varying abilities and challenges (Bruscia, 1998; Bruscia, 1987). 

Music itself has a way of reaching further depths of oneself, and allowing those aspects to 

be presented through musical form. Often we can say that such aspects cannot be 

accurately conveyed through verbal communication, especially the depth of emotional 

content (Gilboa & Amir, 2006). Ahonen and Houde (2009) discuss that heightened 

feelings of wonder and insightfulness are at times experienced during and following 

improvisations, whether solo or interactive. These feelings support the notion that 

participation in the music itself is providing something that cannot be experienced in 

another way. 

The act of improvisation, as it applies in performance settings, provides great 

freedom to allow the music to be created, formed, and changed on an ongoing basis to 

meet the needs of the performer. When used clinically, music therapists structure this use 

of increased musical freedom to allow clients greater opportunity to achieve expression 

and communication. The difference between improvisation and clinical improvisation is 

that in clinical improvisation the therapist is providing the necessary structure for the 

client to have success in spontaneously creating music (Bruscia, 1998). There can be 

many therapeutic outcomes for clinical improvisation experiences, but the outcome may 

be as basic as providing an opportunity for the client to engage in creation and 

interrelation within the improvisation experience. 

Seemingly basic outcomes such as opportunities for creation, communication, and 

interrelation are particularly significant for those individuals who have communicative  



and cognitive challenges, such as individuals with profound intellectual disability (ID). 

Many individuals within this population have difficulties with communication and 

interaction, but can find ways to be heard through the therapists use and presentation of 

clinical improvisation. It can be a daily struggle for these individuals to achieve their 

most basic needs, not to mention their desires to communicate and purposefully interact 

with another person. Clinical improvisation experiences can provide more than just an 

opportunity for communication. Instead, these experiences provide a way of being with 

another person, which is so integral to being human (Aigen, 2005a). While there are 

many studies that evidence the benefits of music therapy interventions used with 

individuals with ID (e.g., Graham, 2004 and Hooper, 2001), few studies closely examine 

the explorative and communicative musical process within the improvisation session. 

The aim of the present study is to examine the potentials of clinical improvisation 

within individual music therapy sessions as a means for nonverbal communication, 

expression, and interpersonal interaction for one individual diagnosed with profound 

intellectual disability. The case study format will serve to closely examine the ways in 

which improvisation provides opportunities for this individual to interact and 

communicate strictly through the improvisation experiences. Opening these alternate 

avenues of interaction and communication, and displaying how this occurs within the 

improvisation session can provide important insight into how this individual uses 

improvisation to bridge disability to become an interactive, musical partner with the 

therapist.  



Chapter 11 

Literature Review 

Individuals with Intellectual Disabilities 

The American Association on Intellectual Disabilities describes an intellectual 

disability as significant limitations in intellectual functioning and adaptive behavior 

(AAIDD, 2011). Intellectual functioning includes basic thought processes and reasoning. 

Conceptual skills, social skills, and practical skills all make up the domain of adaptive 

behavior (AAIDD, 2011). It is clear through this definition that the limitations faced by 

this population are within those processes that are needed and used on a daily basis to 

function in the world. Limitations in areas such as abstract thinking, friendly socializing, 

and activities of daily living (e.g., bathing), greatly impact the quality of life in 

individuals with intellectual disabilities (ID). 

Communication is often difficult for a person with ID. Communication may be 

limited because of various sensory, communication and physical impairments, and 

abnormal behavior patterns that interfere with the communication process (Hooper, 

2001). These limitations can make it difficult for an individual to interact with family, 

staff, and peers. As a natural result, the individual may become frustrated and express 

his/her frustration through the emergence of challenging behavior (Hooper, 2001). The 

frustration of individuals with ID may continue to build if staff members are not able to 

interpret their communication efforts correctly or accurately. The difficulties with 

communication can interrupt the realization and satisfying of an individual's wants and 

needs, from those as primal as “I’m hungry,” to those basic to being a human such as “I  



want to be with you.” Thus the communication difficulties actually surpass simple 

communication. 

For individuals who have profound disability, staff members have to rely on 

interpreting affective responses and nonverbal communication of the individuals, such as 

behavioral responses. Since there is little absolute identification of affective 

communication responses and efforts, staff members have to make judgments and 

interpretations based on the context of the situation (Hogg, Reeves, Roberts, & Mudford, 

2001). Because individuals with profound disability do not have the ability to verbally 

confirm whether a staff member is correctly interpreting his/her responses, it is very 

possible that a behavioral response has a different meaning and function (Hogg et al., 

2001). In a study by Hogg et al. (2001), staff members familiar with four adults with 

profound intellectual and multiple disabilities were asked to make judgments about the 

affective communication expressed by the individuals. Results of this study found 

considerable differences between the staff members’ ratings of the affective responses of 

individuals with ID. This study shows that the affective and communicative responses 

individuals with ID display are very individualized, and can be interpreted to have 

different meanings. The development of the relationship between the staff members and 

individuals can be crucial in decreasing the gap between what staff interprets and what is 

actually meant to be communicated by individuals. A solid relationship will also 

improve the individual’s overall sense of wellbeing, as the relationship provides a means 

of familiar interaction, camaraderie, and purposeful communication. 

The definition of ID is important in gathering information on the disability and 

finding out the general challenges faced by this population. However, it is too often that  



people with ID are recognized for their disabilities outlined in the definition instead of 

their abilities (Aldridge, 2010). This provides a very skewed perspective, and does not 

take into account what is desired by the individual person. Often, individuals with ID 

desire more control and independence over their lives. The concept of independence is 

put at a distance for these individuals due to difficulties with choice and control, social 

networks, and the right support and environment (Aldridge, 2010). Through adaptations 

of common activities, individuals with ID can gain a sense of independence by taking 

part in self-care, dealing with money, and communicating. 

Similar to the general population, individuals with ID desire independence; but 

this independence is not something that is a one-way process. Not only do people accept 

help from others, but we also reach out and provide assistance to others. This two-way 

relationship, called interdependence, is an experience of daily life that should be afforded 

to individuals with ID (Aldridge, 2010). Unfortunately, many people think that because 

individuals with ID need some degree of care, they should not be held to any expectation 

for contributions. However just the contrary is true. Sadly, if there is not an expectation 

that individuals with ID can contribute, there is little likelihood that opportunities will be 

provided where they will be able to contribute (Aldridge, 2010). Therefore, they will not 

contribute, which feeds into this unfortunate cycle. 

Individuals with ID need to be seen as more than just a disability; all people want 

to be viewed as more than their limitations, and individuals with ID are no exception. It 

is important that individuals with ID be recognized, and recognize themselves, as people 

first. Providing opportunities for independence strengthens aspects of the person as a 

whole, such as self-esteem, dignity, and confidence. In order to achieve these higher  



aspects of the self, individuals need to feel a certain degree of safety in their environment. 

According to Maslow’s Hierarchy of Needs (1999), safety is secondary only to the basic 

life-supporting areas of receiving air, food, and water. A typically-developing individual 

cannot move forward towards higher levels of actualization without a strong feeling of 

safety. Growth takes place in small steps, but these steps are only possible by the feeling 

of being safe (Maslow, 1999). Through the safety of being accepted, challenged, and 

provided with opportunities, individuals with ID will be able to contribute and grow. 

Many individuals with ID benefit from specific therapeutic interventions to best 

meet their needs and provide opportunities for growth. Some interventions can provide 

tools for individuals to achieve growth. Other interventions can serve as a resource, 

helping the individual to become more equipped to be a part of society. 

Therapeutic Interventions 

There are a variety of therapeutic interventions and modalities available for 

individuals with ID. With some appropriate modification and adaptation, methods and 

models of therapy used with the general population can also be used with individuals 

with ID (Willner, 2006). 

Counseling and psychotherapy. Counseling and psychotherapy are often very 

successful for both the individuals as well as the family, as this increases communication 

and addresses grief concerns of the family (Martin, Azavedo, Gullo, & Schmetzer, 2006). 

Psychotherapy sessions can be used to educate the individual about the disability, and 

provide information on how to be assertive and maintain protection from abuse (Martin et 

al., 2006). A significant task of psychotherapy sessions with individuals with ID is to 

have them realize that they are much more than a disability (Martin et al., 2006). The  



disability should not make up the entire person’s identity, but should be a small aspect of 

the self. 

While psychotherapy and/or counseling sessions have success when working with 

this population, there are significant challenges for this type of therapeutic intervention. 

An individual with significant cognitive disability may not be able to fully engage in a 

counseling session. Additionally, the expressive language abilities of the individual may 

be difficult for the therapist to interpret, if there is verbal language present at all (Martin 

et al., 2006). This makes counseling and psychotherapy particularly challenging since it 

relies on verbal interaction between the therapist and client. Cognitive-behavioral 

therapy is a specific therapeutic model that may be used in treatment sessions with 

individuals with ID. However in this specific model, a client needs to have adequate 

cognitive ability to think beyond thoughts and feelings (Willner, 2006). Often clients in 

cognitive therapy need to be able to examine the relationship between events, emotional 

or behavioral consequences, and how they are mediated by beliefs and thoughts (Willner, 

2006). These higher cognitive processes are very demanding for people of the general 

population, and leave this type of therapy inaccessible to many individuals with ID. 

Music Therapy. Another therapeutic intervention that is available to individuals 

with ID is music therapy. Music therapists commonly utilize four main methods to 

engage the individual and provide them with opportunities for growth through musical 

interaction. The four methods are noted by Bruscia (1998) as: composition experiences, 

re-creative experiences, receptive experiences, and improvisation experiences. The 

following will expand upon the use of improvisation in music therapy with individuals 

with ID.  



Improvisation. Improvisation is a process-driven art form, taking place moment- 

by-moment (Sawyer, 2000). While many art forms focus on the completion of an artistic 

product, such as a musical composition, painting, or a poem, improvisation focuses on 

the creative process as the product (Sawyer, 2000). The process of the spontaneous 

creation of melody, harmony, and rhythm is the main focus in improvisation. It is easy to 

recognize the interaction potential within improvisation as well as its accessibility, when 

relating it to activities that people engage in on a daily basis such as basic conversation. 

Conversation and social interactions are a clear display of improvisation, as each person 

is spontaneously contributing to the conversation on a moment-to-moment basis (Sawyer, 

2000). People generally do not script their day-to-day conversations with one another. In 

improvisation, just as in daily conversation, there is space for the unexpected (Ansdell, 

1995). When musically improvising with another person, playing music together 

becomes similar to a conversation. The interpersonal process of musical improvisation 

requires listening and turn-taking (Ahonen & Houde, 2009). 

Clinical improvisation. Clinical improvisation is different from musical 

improvisation, as the purpose of the experience is for the client to achieve certain 

potentials or goals (Bruscia, 1998). The client participates in clinical improvisation 

through singing, playing instruments, or creating music through any musical medium 

available to the client (Bruscia, 1998). The potential of working towards numerous goals 

within the experiences of clinical improvisation are all addressed through the process of 

spontaneously creating music together with the client and therapist. Brown and 

Pavlicevic (1997) stated that in clinical improvisation, the therapist enables the client’s 

creativity to come forth within an experience that has communicative, rather than musical  



intent. However, the line that separates what is genuinely musical and what is 

communicative 1s often blurred by the fact that in improvising music together with 

another person, music and communication are taking place simultaneously. Through the 

creation of a supportive, musically inviting environment, the client is free to enter the 

experience, communicate and interact through musical creativity. While the client may 

have musical intent within the improvisation, the therapist’s structuring of the 

experiences can allow the client to stretch beyond his or her initial intention. 

In clinical improvisation, clients are able to hear themselves through sound and 

music, within the context of the musical relationship. The therapist is able to assess and 

work with the client’s challenges as they are displayed through the musical interaction 

(Brown & Pavlicevic, 1997). Often, words are not needed within clinical improvisation 

experiences, as the therapist and client can adequately interact and sometimes 

communicate more effectively through musical exchanges. Clinical improvisation 

experiences provide a wide, unlimited range of active and integrative experiences that 

lead a client towards realization of the self (Nordoff & Robbins, 2007). These 

experiences can address various moods, helping the client to achieve a sense of emotional 

awareness through the progressions and intensities of the music. Clinical improvisation 

experiences readily display form and order. The client becomes increasingly aware 

through experiencing these musical forms that are highly structured, and those that 

present more freedom and spontaneity (Nordoff & Robbins, 2007). 

A specific model of clinical improvisation, Nordoff-Robbins Creative Music 

Therapy (further referred to as NRCMT), is a manner of utilizing the client’s own 

capacities, accepting and reflecting responses through the music, and co-creating music  



experiences (Aigen, 2005b). This model was created from the collaboration of Paul 

Nordoff, an American composer and Clive Robbins, a British special educator. Together 

they worked with children with special needs and developed the concept of the music 

child, “the individualized musicality inborn in every child” (Nordoff & Robbins, 2007, p. 

3). Nordoff and Robbins (2007) believed that the music child was an entity within every 

child that responds to music, finds it meaningful and engaging, and displays enjoyment 

from musical expression and communication. Words are not needed within these 

experiences, as both client and therapist can interact and communicate through musical 

means. It is the improvised music within NRCMT that a therapist utilizes to help a client 

express thoughts and feelings that are not easily expressed verbally (Turry, 2011). 

Improvised music can provide the framework for the development of an interpersonal 

relationship between the client and therapist (Wigram, 2004). 

NRCMT is based on making music, and the musical relationship between the 

client and the therapist (Turry, 2011). The quality of the relationship in the music is an 

essential aspect of NRCMT (Ansdell, 1995). Through accepting the client’s music, the 

therapist is naturally building a working, therapeutic relationship within the music 

experiences. The details of the improvisation experiences that take place within NRCMT 

are significant, as the client’s music responses are a window into the person. In NRCMT, 

the client’s musical expression reflects the core of his or her personality (Turry, 2009). 

Therefore, it is essential that therapists focus on the elements of client’s music: melody, 

rhythm, harmony, tempo, and dynamics (Turry, 2009). Progress in therapy can be 

observed through analyzing the client’s musical expression and participation.  
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Aspects of the client-therapist relationship are clearly portrayed through the level 

of musical interaction within improvisation experiences. Ansdell (1995) discusses the 

foundation of music experiences by stating, “...music lives between people; it makes 

contact, communicates patterns of thought and feeling, moves people together” (p. 220). 

Music experiences, especially those that incorporate improvisation, have a natural means 

of bringing people together and creating a relationship. In music therapy, this musical 

relationship is portrayed by something Ansdell (1995) refers to as the musical between. 

The musical between is when the client and therapist begin to establish a “creative 

sharing of musical thought, feeling, form, and meaning” (Ansdell, 1995, p. 221). Often 

the musical between occurs at the first meeting of the client and therapist, as they begin 

their musical relationship together. 

Brown and Pavlicevic (1997) pondered the sound of improvisations taking place 

in a clinical setting versus musical improvisation with no clinical intent. Through role 

playing and recording the mock sessions, two out of three trained therapists who were 

analyzing the recordings correctly identified the ‘therapy’ sessions. The evaluating 

therapist could hear the therapist in the mock sessions listening, musically reflecting and 

supporting, making no assertion, and providing space. If this were only a music 

improvisation session, there would be more mutuality in the music of the two participants 

(Brown & Pavlicevic, 1997). Therefore, in this study a difference was found in the music 

that is created in clinical improvisation and musical improvisation. 

Music-Centered Music Therapy. Clinical improvisation, and specifically 

NRCMT, is an example of music-centered music therapy. In music-centered music 

therapy theory, the act of making music together with a client is never just being engaged  



in rote behavior. Musicing, or the act of creating music together, shows that there is 

intention, consciousness, and intelligence present on the part of the client, even though 

the client may not be able to verbally communicate these (Aigen, 2005a). This is 

especially important to consider when a therapist is working with a client with profound 

ID, as the client’s musical contributions become a clear display of his/her abilities and 

personality. Because of all of the various sensory, cognitive, and emotional processes 

that are present within musicing, the goals of a music-centered music therapy session are 

focused on musical expression, experience and interaction (Aigen, 2005a). Non-musical 

goals are not the primary focus of these sessions, but are thought of as ancillary to the 

primary goal of interactive and collaborative musicing. In music-centered music therapy 

practice, the music is more than just a means of accomplishing therapy or 

communication; the music experiences provide a way of being with other people (Aigen, 

2005a). 

Applying this to music therapy with individuals with the most profound 

intellectual disabilities may help to provide some clarity. It may be quite unreasonable 

and unrealistic to require that the individual use music to demonstrate communication, or 

proficiency. What we may be overlooking are the benefits to the individual from just 

being in the music experience with the therapist, to whatever extent the individual 

desires. In fact, being in a music experience in a purposeful way can potentially hold 

more meaning for the individual than achieving a non-musical goal. Individuals with 

disabilities have similar desires to be engaged in music just as other people would; and it 

is the job of the music-centered music therapist to provide the individual with that  
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opportunity for achieving the musical state that is so essential to our humanness (Aigen, 

2005a). 

Clinical improvisation and individuals with ID. Clinical improvisation holds 

specific value when used in music therapy sessions with individuals with ID. Through 

the process of clinical improvisation, a client experiences his or her own feelings being 

heard, accepted, and supported as their contributions are musically reflected by the 

therapist (Graham, 2004). Additionally, the client discovers the communicative 

possibilities of expressing those feelings to another person, through the music. Through 

conveying acceptance by incorporating and reflecting the client’s responses, the therapist 

works to build the therapeutic relationship, as well as the client’s sense of safety within 

the music therapy environment. The music therapy environment can be a way to reach 

out to individuals with ID and provide them with a means for active communication and 

expression. 

Improvisation may be considered rather intimidating to the average person. 

However, a child or adult with a disability may find the act of improvising music to be 

quite natural (Ansdell, 1995). This natural willingness to embark on a musical journey 

through improvisation makes music therapists aware of the importance of bringing the 

various opportunities of these experiences to individuals in therapy. 

In the creation of NRCMT, Paul Nordoff and Clive Robbins documented many of 

their sessions in a case study format, taking audio recordings of the session, writing 

anecdotal notes following the session, and notating music that was significant to the 

individual. Such a format allowed them to document the progress of the individual, 

including the utilization of audio recording to remain aware of the individual’s musical  



achievements. Nordoff and Robbins’ work in music therapy with an individual named 

Edward 1s a documented case that displays the importance of recognizing the 

communicative potentials latent within music, despite how the client may initially display 

his or her musicality. 

At the time of his music therapy sessions, Edward was five-and-a-half, and 

attended the Day-Care Unit for Psychotic Children at the Department of Psychiatry, 

School of Medicine, at the University of Pennsylvania (Nordoff & Robbins, 2007). 

Edward was very physically active, and his physical actions seemed to describe his 

feelings. At times Edward spoke in jargon, but had very little purposeful speech (Nordoff 

& Robbins, 2007). Edward often expressed his anxiety with outbursts of crying and 

screaming, often throwing himself to the floor. Staff at the Day-Care Unit stated that 

when Edward was having an outburst, he seemed to forget the original cause of his 

agitation, and would continue crying and screaming (Nordoff & Robbins, 2007). 

Since Edward was dependent on his routine and anxious within new situations, 

his first music therapy session with Paul and Clive was filled with Edward producing 

anxious vocalizations, increasing in intensity and leading to loud crying. However, it was 

readily noted by the therapists that Edward’s vocalizations from the start of the session 

seemed to yield sensitivity to the music sung and played at the piano. Even as Edward 

began to cry in the session, his cries displayed Edward’s musical intuition and awareness 

of the communicative potentials within the music as his cries reflected the tonality and 

rhythmic phrasing (Nordoff & Robbins, 2007). This indicated that while Edward was 

trying to communicate his protest to this new situation, he was captivated and intrigued 

by the music experience. The therapist’s approach to his crying protests in the session  



was to meet it with musical-communicative intent (Nordoff & Robbins, 2007). 

Therefore, Edward’s outbursts were met within the music, communicating acceptance of 

his current state and allowing him to express these feelings musically. In later sessions 

Edward’s crying consistently reflected the character of the improvisation (Nordoff & 

Robbins, 2007). From the commentary on session three, Nordoff and Robbins (2007) 

wrote: “He responded tonally to harmony, answered increases of volume with his own, 

and often placed tones on chords or in rests with rhythmic precision. His sustaining of 

tones and slides also implied intentionality,” (p. 31). Throughout the course of therapy, 

Edward became more confident in his role of co-creator of the music within the session, 

establishing a working relationship with both therapists. 

Graham (2004) analyzed improvisational music therapy sessions with a woman 

with severe to profound ID, who seemed to cry for no reason while at home. The 

woman’s crying caused staff to move her into a room by herself so her other housemates 

were not disturbed. Within music therapy sessions and using vocal improvisation, it was 

found that the woman’s crying often contained recognizable musical pitches and she was 

able to follow melodic shapes (Graham, 2004). Distant from a means for self-isolation, 

this woman’s crying yielded expressive and communicative intent through her responses 

to the therapist’s playing and singing. The therapist was able to interpret and 

interactively communicate with the woman through the process of clinical improvisation. 

Utilizing theories of Maslow, Nordoff-Robbins, and music-centered music 

therapy, music therapists can encourage interaction and emotional expression through 

clinical, musical improvisation. As the individual participates within clinical 

improvisation, he or she makes choices about what and when to play, and how to play it.  
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These choice-making experiences within the music therapy setting provide opportunities 

for growth, and can also encourage growth to take place outside of the session. 

Interpersonal interaction takes place through improvising music together in the session; 

this naturally leads to providing the individual with validation and a basis for emotional 

expression. Because of the trusting relationship established, the client becomes 

comfortable enough to express emotions not easily disclosed in daily life through musical 

improvisation and expression (Aigen, 2005b; Ahonen & Houde, 2009; Maslow, 1999). 

In summary, many authors discuss the difficulties individuals with severe- 

profound ID have in the area of communication and expression (Graham, 2004; Hogg, 

Reeves, Roberts, & Mudford, 2001; Martin, Azavedo, Gullo, & Schmetzer, 2006). There 

are even greater difficulties in areas of emotional expression (Aldridge, 2010). Because 

many individuals with ID have limited communicative ability they often rely on others, 

such as parents, staff, or caregivers, to interpret their communication efforts. Clinical 

improvisation can offer a vast mode of expression for individuals with profound ID. It 

can also reveal just how much intelligence is present within the individual. As Aigen 

(2005a) surmised, the act of making music with another person shows that there is 

intention and consciousness, even though he or she may not be able to verbalize it. 

Therefore the purpose of this case study will be to examine the potentials of clinical 

improvisation within individual music therapy sessions as a means for nonverbal 

communication, expression, and interpersonal interaction for one individual diagnosed 

with profound intellectual disability. Research questions include: What are the ways in 

which a client with profound intellectual disability utilizes the potentials of clinical 

improvisation as a means of non-verbal communication, expression, and interaction?  
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How does the client portray his discovery of these abilities to communicate and interact 

with the therapist through the music? The findings may be considered for other 

individuals with ID, but may not necessarily be able to be generalized, as it is an 

individualized process. 

 



Chapter III 

Methods 

Design 

The design of this study is a qualitative-naturalistic, hypothesis-generating single- 

case design. According to Smeijsters and Aasgaard (2005), a case study “is almost 

always a single client or client group, and the study is an account of music therapy 

sessions in which the therapeutic process, including problems, goals, interventions, and 

outcomes is described” (p. 441). Case studies are a unique type of qualitative research, in 

that the study has a holistic focus on the client, and highlight the importance of meaning 

for the client. The study is an account of music therapy sessions, displaying the 

therapeutic process of the group or individual. Smeijsters and Aasgaard (2005) state that 

while a case study is grounded in real-life events, there must be a level of complexity that 

1s investigated to allow it to be a case in the first place. 

Case studies are a type of naturalistic research, due to the way the case is 

observed and described in the natural setting. However, it should be noted that a case 

study couldn’t possibly encompass the entire music therapy treatment of an individual. 

As stated by Ansdell (1995), “...a music therapy case study can no more be a blow-by- 

blow account of every single second of the music than can an autobiography be of every 

minute of a life” (p.48). Music therapy case studies provide for the opportunity to 

analyze the details and qualities of the client’s music and to further understand the 

development of the musical relationship between the client and therapist (Ansdell, 1995). 

The purpose of naturalistic inquiry and a case study is to derive meaning and insight from 

the phenomenon that is of interest within the case. Therefore, the researcher does not  



begin the study with preconceived hypotheses or ideas about the outcomes of the 

research. Instead, the researcher gains familiarity with the therapeutic situation and 

allows the problem areas to emerge from further study (Aigen, 2005¢). For my case 

study, several characteristics of naturalistic inquiry are utilized including: natural setting; 

human instrument; qualitative methods; purposive sample; inductive data analysis, case 

study reporting mode; focus-determined boundaries; and special criteria for 

trustworthiness (Lincoln & Guba, 1985). 

The manner of reporting data through a case study is better suited to describing 

multiple realities and communicating the researcher’s interaction with the site or 

phenomenon of study (Lincoln & Guba, 1985). Aligning with the qualitative-naturalistic 

focus of my study, there were no separate sites, times, or other variables that would 

potentially take away from the results of the case study. Data gathering in naturalistic 

inquiry is typically through human observation. However, nonhuman sources of 

information, such as documents and recordings of human activity are also used in this 

type of research (Aigen, 2005¢). The data of my study is in the form of video-recordings, 

capturing the music therapy sessions in their natural setting. The principle of purposive 

sampling was used in my initial thought towards choosing A for the study. In purposive 

sampling, the research participant is chosen for a purpose related to the researcher’s 

interest of inquiry (Lincoln & Guba, 1985; Aigen, 2005¢). From my previous work with 

A 1 have recognized A’s unique ways of communicating and interacting strictly through 

musical improvisation, which clearly display purpose and intelligence. Since I began 

working with 4 several years ago, I have always been intrigued at all he was able to  
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express and communicate through improvisation, and thus led to his case being the focus 

of my research. 

Furthermore, aligning with this design, there was no hypothesis and no 

experimentation. My study focuses on the individual responses of the client; the 

responses are not generalized to an entire population. There is a focus on the client’s 

‘wholeness,’ and no experimentation took place to attempt to arrive at pre-determined 

hypotheses or conclusions. The single-case design centers on 4’s musical experiences 

and the meaning within those experiences. 

Procedure / Analysis 

Utilizing a qualitative case study structure and characteristics of naturalistic 

inquiry, I did not necessarily measure data. Instead, I examined 4’s modes of 

discovering the potentials latent within musicing, including expression, engagement, and 

communicative interaction through improvisation, as well as 4’s specific music therapy 

process. I utilized a few different sources of data for examining 4’s responses and 

process in music therapy. The primary source is video-recorded sessions taken over the 

course of five years, leading up to the present. Maslow (1999) states that “exploring, 

manipulating, experiencing, being interested, choosing, delighting, enjoying can all be 

seen as attributes of pure Being, and yet lead to Becoming..." (p. 54). These are areas 

that guided my observation of the video, in addition to evaluation of the musical 

responses. 

To ensure trustworthiness of the study, I employed the concept of prolonged 

engagement with the data. Prolonged engagement is the investment of sufficient time to 

achieve certain purposes. The researcher analyzes and stays with the data long enough to  
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fully understand the situations, context(s), and distortions that may be present (Lincoln & 

Guba, 1985). The principles of purposive sampling and focus-determined boundaries 

allowed me to choose video-recorded sessions that were representative of 4’s discovery 

of his communicative abilities within musicing. Written documentation served as another 

source of data, and helped to guide the selection of recorded sessions over the past five 

years. A third and final source of data is one interview with the psychologist on 4’s 

treatment team. The psychologist has worked with 4 prior to and throughout his music 

therapy treatment with me as the therapist. The psychologist has been a tremendous 

resource in providing another perspective of 4, and has witnessed the effects of music 

therapy with 4. This interview is described in the results of the case study, and adds 

depth to the discussion. 

There are several areas and tools that were used to supplement the analysis. While 

Bruscia’s (1987) 64 Clinical Techniques are referred to and used within music therapy 

sessions with 4, these merely serve to display the levels at which he is able to use the 

music. To evaluate and examine 4’s process in music therapy, I referred to two of the 

Nordoff-Robbins Evaluation Scales: Scale I, Child-Therapist Relationship in Coactive 

Music Experience and Scale II, Musical Communicativeness (Nordoff & Robbins, 2007). 

Scale I provided increased insight into the role of the relationship between 4 and myself 

as therapist and researcher. Additionally, Scale II was used to shed light on the 

communicative and interactive intent of 4’s musical responses within sessions. 

Ethical Considerations 

The Institutional Review Board at Saint Mary-of-the-Woods College approved 

this research proposal on February 7, 2012. The procedure involves minimal risk for 4 as  



nothing was altered to conduct the research. I continued to provide music therapy 

sessions at the same time and place without any alteration of the content and process of 

the sessions. Through the review of previously video-recorded music therapy sessions, I 

looked for themes present within the music therapy sessions as evidence of how the client 

uses the music experiences to interact and communicate. The findings are described in 

this case study. 

In regards to confidentiality, the name of the client is not used in the study. 

Instead, just as is present throughout this paper, the client is referred to as “4.” As the 

therapist and researcher, I was the only person reviewing the video-recordings; video- 

recordings were not made available to the public. 

The interview with the psychologist consisted of open-ended questions, allowing 

the interviewee to elaborate as freely as possible about the effect of music therapy in the 

life of 4. Answers given by the interviewee do not influence future music therapy 

sessions with 4, and 4 will continue to receive music therapy regardless of the results of 

the interview. The interviewee’s responses are used only in descriptive analysis within 

the case study, describing how music therapy has affected the life of 4, including but not 

limited to aspects of communication, interaction, and relationship building. The name of 

the interviewee is not used in the study to protect confidentiality. The interviewee is 

referenced by job title, as this provides context to the discussion that takes place in the 

interview. While the interview was audio-recorded, it was for the purposes of the 

researcher compiling data only. No recordings of the interview were made available to 

the public. Following compilation and completion of the case study, the audio 

recording(s) of the interview will be destroyed.  



The sister of 4 provided consent for this case study research on February 26, 

2012. The interviewee provided consent on February 24, 2012. 

Researcher’s Stance 

The stance of the researcher is often addressed and discussed in qualitative 

research. Because qualitative research is investigated and shared through the researcher’s 

perspective, it is essential to provide the reader with a portrait of the researcher in relation 

to the research (Wheeler & Kenny, 2005; Aigen, 2005¢). Often, as in the case of this 

study, the researcher is the only party involved in data collection and analysis. Therefore 

it is important to address my perceptions, philosophy, and background as researcher in 

order to provide context to the reader. This leads the reader to understand why I chose 

this particular focus of research. 

Improvisation has always been an interest of mine, since the time I began playing 

saxophone in elementary school. As I became more familiar with the instrument, | 

developed a growing interest in and exposure to jazz. To this day I feel that I am still 

trying to grasp all the intricacies of jazz music, especially within improvisation, which is 

such a key component of jazz. The solo in jazz music, as well as in other styles, is an 

opportunity for the musician to improvise on the theme. The musician internalizes and 

musically expresses a unique interpretation of the theme. Improvisation allows the 

musician to present his or her thoughts and feelings through the music. The openness and 

expressive opportunities inherent in improvisation continue to amaze me. 

I was almost relieved to learn about clinical improvisation during my 

undergraduate music therapy training. The concept of using improvisation clinically just 

made sense, and seemed to be the “real thing” in regards to music therapy. By using  
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improvisation clinically, I would be able to bring my clients the “freedom of expression” 

that I experienced while listening and playing music. While the concept of clinical 

improvisation made sense conceptually, I was not able to fully experience its use and 

power until my internship. 

Due to my interest in clinical improvisation, I specifically chose an internship that 

would help me to develop these skills. It was there that I began to realize and experience 

how beneficial clinical improvisation was in the session. These experiences definitely 

changed the way I conducted and thought about music therapy. In a way, I was provided 

with freedom; I was free to be in the moment and meet clients with music experiences 

that they needed, without feeling the need to stick to a predetermined plan. I discovered 

that this way of working was a more human way. I acknowledged that my plan for a 

session could completely change based on the needs of the client. Not only was I okay 

with that, it excited me. 

I believe that most music therapy interns expect a certain amount of change to the 

way they were previously doing music therapy. After all, that is the entire purpose of the 

internship experience. Working as a full-time music therapist with a caseload of clients 

and being supervised definitely changes the way you work. While I expected some 

change, I did not expect such a change to my own relationship with music as a result of 

my internship experience. Beginning to work in an improvisational way opened me up to 

really listening to music. It seemed like I was hearing aspects of familiar music in a 

completely new way. I heard and recognized the movement of chord progressions, 

direction of melody, and tonality of the music. I was able to hear how these elements  
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built to communicate the feeling of a musical piece. This personal connection to music 

allowed my work in music therapy to deepen. 

As I continue to work in an improvisational way, my discovery of music-centered 

music therapy seems to meet how I felt about music in music therapy. From my current 

work with clients with intellectual and developmental disabilities, it is the musical 

processes that provide avenues for change and growth. I have even seen this growth 

within clients who do not have the ability to verbally process their thoughts and feelings 

in a way that is typical for other psychotherapies. Clients of all abilities can be in the 

music and utilize the music experiences in ways that they choose. It is the music 

experiences and the relationship with the music and the therapist that allows clients to 

access and discover their own unique abilities. It is my previous and current experiences 

working as a music therapist that have led me to focus my research on a case study of one 

client’s discovery of his own abilities as they are revealed through improvisational music 

therapy. 

 



Chapter IV 

Client Background Information 

The client, “4,” is 60 years old. In his Individualized Service Plan, 4 is described 

as having intensity and alertness in his eyes, always taking in what is going on in his 

surroundings. He has a primary diagnosis of profound mental retardation/intellectual 

disability. Secondary diagnoses include: impulse control disorder and seizure disorder. 

A lived with his family until the age of four. At that time he was admitted to a 

developmental center for children and individuals with disabilities. 4 lived in this 

institution for 30 years, until it was closed due to unsafe and inhumane conditions. 

Following the closure of this institution, 4 was transferred to another developmental 

center in 1986 where he first began to attend a day habilitation program. As 4 aged and 

conditions improved at facilities for individuals with intellectual and developmental 

disabilities, increased freedom was provided for 4, allowing him to achieve increased 

opportunities for growth. Another opportunity came as 4 moved to a community 

residence (group home) in 1992. 4 moved to his current community residence in 1996, 

where he lives in a group home setting with other peers. He attends a community day 

habilitation program on a daily basis, where a variety of services and opportunities are 

offered, including music therapy. 

A 1s non-verbal, but has many communicative abilities. He smiles and laughs to 

indicate pleasure, and will take a person by the hand and direct them to what he wants. A4 

also uses some vocalizations and gestures to communicate. A directs a person away from 

a task to communicate his disinterest. He has a history of indicating displeasure 

behaviorally by dropping to the floor and exhibiting tantrum-like behaviors, but these  



have diminished significantly. 4 appears to process and respond to everyday requests, 

but may become resistive when he is not feeling well or wants to do something else. He 

also has difficulty with transitions throughout the day, especially if these are deviating 

from A’s daily routine. 

A was originally assessed for music therapy in 1992, and subsequently included in 

direct music therapy services in January 1993. Throughout the assessment it was evident 

through A’s participation that he was motivated and experienced success, self-direction, 

and heightened self-esteem within the music therapy environment. The therapist noted 

that 4 seemed to have much potential for domain development, and recommended that 

future music therapy sessions focus on communication skills, both receptive and 

expressive, and imitation skills. A’s goal areas in music therapy sessions focused on 

rhythmic imitation of a 2-beat phrase, to increase imitation skills, expression and 

receptive pre-verbal skills, and responsiveness to instruction. 

Throughout his history in music therapy, 4 transitioned well to working with 

several different music therapists and interns. At times the change in therapists was due 

to A’s relocation within the agency. For instance, 4 was dismissed from direct music 

therapy in March 1996 after he moved to a different region within the agency. In August 

of that year, a temporary therapist was hired at 4’s new location and resumed music 

therapy sessions. 4 exhibited a slight regression in his skill development within music 

therapy and in his interest in music therapy experiences when sessions resumed, due to 

his adjustment to the new environment. However, 4 transitioned well to working with 

the new therapist. Prior to the time when I began working with 4, his goal areas  



included: increase of the time actively participating in structured tasks; increase of 

communicative interactions; and increase the frequency of turn-taking. 

A has a music therapy habilitation plan written by the therapist/researcher that 

describes areas in which 4 displays an interest in developing within the music therapy 

environment. His music therapy valued outcome statement is “4 wants to participate in a 

variety of music therapy experiences which provide opportunities for developing 

meaningful personal interactions, improving expressive communication skills, enhancing 

creative self-expression, and challenging cognitive stimulation.” Music and music 

therapy have been significantly important aspects of 4’s life, and are highly supported by 

his treatment team. A4’s primary advocate views music therapy as such an essential part 

of his life, that it is one of the three things that 4 needs throughout his life: he needs a 

fenced-in yard at home, alarmed doors at home, and music therapy. According to his 

advocate, music therapy is just as important to 4 as these other items used for protection 

and safety. Additionally, music therapy is specifically noted in his behavior support plan 

to have contributed to 4’s reduced amount of maladaptive behaviors, as well as a 

decrease in PRN anxiety medication. 

Through working with 4, it is clear that early in life he developed a strong ability 

to build relationships and communicate this through his outward displays of affection. 4 

has developed relationships with many people, and interacts positively with them by 

initiating hugs and taking their hands. This speaks to the importance of the family 

support he received early in life, even if it was only for the first four years. His family 

remains supportive through various modes of correspondence, such as phone calls and  
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letters, but also through occasional visits. The family continues to seek out and support 

experiences that have great meaning for A. 

 



Chapter V 

Results 

Ansdell (1995) stated that improvisation balances providing the gifts of 

immediacy, involvement, and unpredictability with certain demands. These demands 

include listening, remaining aware, a challenge to create, and to be in the present 

(Ansdell, 1995). Through my analysis of 4’s music therapy sessions, it is very clear that 

he benefits from both sides of improvisation. The gifts of improvisation allow 4 to come 

into the music, realize and be himself. He has the freedom to act in an immediate way, 

become involved in the music, and interact unpredictably within the music with me. 

Once 4 enters the improvisation experiences with me, the demands of the experience 

challenge him to remain in the experience and continue to create, explore, and interact. 

The following will be details about 4’s responses to the improvisation experiences within 

his music therapy sessions. 

As stated in the methods chapter, I employed the principle of purposive sampling 

in choosing 4 for this case study, but also to narrow the amount of video recordings to be 

analyzed in this study (Lincoln & Guba, 1985). Every session with 4 was not video- 

recorded, so this narrowed the available recordings that could be analyzed. Purposive 

sampling was used to further narrow video recordings that fit within the purpose of this 

study, selecting videos where it is clear that 4 is discovering his ability to interact and 

communicate through his musicing with me as the therapist. 

The Start of the Process - Greeting Song 

The greeting song is truly a transitional time in music therapy with 4. 

Historically 4 has difficulties with transitions, whether it is leaving the house for the day,  
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or walking down the hallway to attend music therapy. Although he displays recognition 

of myself and our relationship established through several years of working together in 

music therapy, 4’s immediate recognition is at times marred by other factors in his 

environment. This initial song experience serves to help 4 become aware of his 

surroundings, and reminds him of the stimulating experience he is about to embark upon. 

The greeting song also commences the musical relationship between 4 and myself within 

that particular session. 

Earlier sessions that were reviewed for this study displayed 4 responding 

differently in the greeting song than in more current sessions. This should be obvious, 

since both he and I have changed as people and as people in music from 2006 to 2012. 

However, for 4 this change included constant growth and evolution in regards to his 

overall attraction and interest to music, and how he chose to respond. With this 

understanding, our greeting song and how we come together in the music varies 

throughout the course of the sessions analyzed. 

Hello! The choice of how to start the music of the initial music experience is one 

that I base on the client in that particular moment. I strive to use the greeting experience 

to establish a meeting point with the client in the music, inviting him or her to come into 

the music experience with me, and then altering and improvising within the song to 

continually meet the client. The greeting song used in earlier sessions was an improvised 

adaptation of a pre-composed piece by Clive and Carol Robbins, called “Hello!” 

(Robbins & Robbins, 1995). This song was used in several sessions early in our work 

together, such as on 3/27/07 and 4/13/07, and was a clear display of how 4 responded to 

the various musical aspects of the greeting song directly from the start of the session.  



The philosophy of how I use pre-composed songs was displayed in the start of the 

sessions both on 3/27/07 and 4/13/07, as the strong rhythm and dynamics served to 

capture 4’s attention, but also to reflect his energetic and inquisitive mood. After 4 

entered the music therapy room and took a seat at the piano, he readily responded to the 

beginning of the greeting song (Figure 1), as I presented it with strong rhythm and 

dynamics. 

f 

Hel lo, hel - lo, -hel .| lo, hel- lo, heli lo, hel -lo, hel . 

Figure I: Beginning of “Hello!” greeting song 

Eye contact. Review of the start of the sessions on 3/27/07 and 4/13/07 revealed 

A’s attraction and initial engagement and responses to the rhythmic music of the greeting 

song. The stepwise, ascending melodic direction of the song captured A’s attention and 

reflected the excitement he often displayed at the start of our music experiences. A’s 

initial responses and participation were observed by his sudden eye contact with me, once 

he recognized the start of the music. In the field of music therapy it is unfortunate that 

eye contact is not typically considered to be an active musical response. Instead, 

achieving eye contact with a client is often considered a non-musical goal which music is 

used to attain. Working with 4 began to change my thoughts on this, as it is clear that his 

presentation of eye contact was and is the first indication and expression of his interest 

and engagement to the music experiences, especially considering that his expressive 

abilities are /imited in the general view of society. Just from this brief presentation of eye  



contact 4 is communicating much: he displays interest, illustrating that the particular 

style of music appeals to him on a personal level, and he also displays awareness that I as 

the therapist am creating the music for this experience. His eye contact with me 

establishes the connection between us in the music experience. 

A’s eye contact is an indicator of his musical awareness. His eye contact moves 

beyond an indicator and becomes musical in the way 4 presents his eye contact in 

response to specific music that he found attractive. He communicated his awareness of 

changes to elements in the music, whether it was rhythm, dynamics, tempo, etc., strictly 

through his engagement of eye contact with me. Additionally, his eye contact was often 

the gateway response, leading to other musical responses such as piano playing and 

vocalizing. 

An increase of musical responses. During the first half of the greeting song, 4’s 

initial response of eye contact was often quickly followed by his motivation to play the 

piano. His playing on the piano was very connected to the rhythmic music, as he played 

loud tone clusters with one hand, reflecting not only the dynamics of the music but also 

the rhythm and tempo. As I slightly altered the tempo of the music to meet A’s playing 

of tone clusters, he engaged in eye contact and smiled. Through these responses, 4 

communicated his awareness of my attempt to meet him in the music, and expressed 

pleasure that we were together in this experience. 

After beginning the greeting song in a rhythmic manner with strong dynamics, the 

second half of the song was presented with much contrast. The tempo was much slower, 

moving freely at a legato pace. The predominantly major tonality of the first section of 

the song shifted to a minor tonality at the first chord of this second half (Figure 2). The  



melodic jumps in the second half differed from the stepwise ascending and descending 

motion of the melody of the first half of the song. 

: Slowly 

Ifs| time to say hel lo. 

Figure 2: Second half of “Hello!” greeting song 

During these two sessions on 3/27/07 and 4/13/07, A began to display an increase 

in his musical sensitivity. At the presentation of the second half of the greeting song, 4 

completely changed the way in which he played the piano in response to the change in 

the music. 4 changed his loud and strong playing of rhythmic tone clusters to playing 

individual notes on the piano in an exploratory manner. This different way of playing 

closely reflected the feel and style of the second half of the greeting song, and further 

indicated that 4 was intently aware of this change in the music. He took musical cues 

from me as the therapist as well as utilized his own musical intuition to determine how to 

musically respond and remain a co-active member of the musicing process. 4 was never 

explicitly directed how to play during this greeting song, but was encouraged to respond 

in a natural, musically connected way. 

The greeting song was often repeated several times at the start of each session. 

As I prepared to repeat the song from the second half back to the beginning, I presented a 

crescendo in the dynamics and accelerando in the tempo, returning to the original tempo 

of the first half of the song. 4 was able to follow this crescendo, immediately  
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recognizing the change through re-initiating eye contact with me. His participation then 

changed with the music from playing soft, individual notes back to loud tone clusters. 

Here we are. A different greeting song was used in the sessions reviewed from 

2011 and 2012. I composed the new greeting song specifically for 4, in attempt to meet 

his changing needs at the start of our sessions. These changes occurred due to 4 moving 

to a new program site and as a result, a new environment for music therapy. After 4 

moved to the new program site and music therapy sessions resumed, there was a 

noticeable increase in his agitation at the start of our sessions. His difficulty with 

transitions had been exacerbated by the change in his environment and daily routine. 

Upon entering the music therapy room, 4 communicated his agitation through biting his 

hand, avoiding eye contact with me, and making attempts to leave the room. Since music 

therapy was one of the few constants in this time of adjustment, 4 was able to recognize 

and engage in each session after a brief period of time. 

The “Here We Are” greeting song was composed and presented in the reviewed 

session of 8/10/11 (Figure 3). In creating this song specifically for 4, I kept in mind his 

attraction to rhythmic styles, as well as his interest in contrasting musical styles. The 

frequent rests written into the song allow 4 a specific place to respond musically, as well 

as have the opportunity to process the music. There are two different sections of the 

song, the first from measures one to five, and the second from measures six to ten. 

However, the differences in these sections were not as drastic as in the “Hello” greeting 

song. The second section (measures six to ten) featured a slightly slower tempo, but 

included octave jumps in the bass throughout the song.  
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The lyrics of the song were composed with much purpose. Since I was aware of 

A’s difficult transition time in adjusting to the new program site and his agitation 

displayed after entering the music therapy room, the repetition of the lyrics “here we are” 

were used to help orient 4 to the start of the music therapy session. The music played at 

the piano with these lyrics included major chords with a thin harmony. Full-sounding 

chords were avoided, as this could be overwhelming to 4 as he struggled to understand 

the transition of being in the music therapy room. The frequent rests in each measure 

throughout the song also were composed to slowly bring the experience to 4, while also 

providing a predictable musical space for him to contribute. 

i a bit slower 

Figure 3: “Here We Are” greeting song 

Communicating and Musicing through Improvised Themes. 

My original intention of the “Here We Are” greeting song was to help 4 work 

through his moments of initial agitation and become aware of his surroundings. As stated 

above in the analysis of earlier sessions where the “Hello” song was used, 4’s first 

response to the “Here We Are” song was his eye contact with me. During the sessions on  



8/10/11 and 10/7/11, A was agitated and biting his hand as he arrived in the music 

therapy room. As I began the “Here We Are” greeting, he looked up at me and briefly 

engaged in eye contact during the first quarter rest in the song. He was beginning to 

become aware of the music, but was still agitated from the transition of entry to the music 

therapy room. 

As I continued the song, playing it in an improvisatory way with flexibility, 4 

made eye contact with me and initiated a harsh vocal response of “hey!” within a rest in 

the music. This vocal response communicated much; first, the yell-like vocalization 

displayed 4’s increasing responsiveness to the music experiences, even if the response 

appeared to be negative. His eye contact with me while producing the harsh vocalization 

indicated that he is aware of my presence in the music experience. The yell itself 

communicates 4’s growing musical engagement. While it may seem to be a negative 

display of agitation, his yell was actually placed musically within a rest in the music. 4 

was beginning to recognize the structure of the song, and asserted his own musicality 

within the song. The tone of his vocalization was a clear expression of his emotional 

instability and uncertainty at that moment. Similar to the Nordoff and Robbins (2007) 

case of Edward, A was captivated by the music and expressed his feeling of uncertainty 

musically within the structure of the song. 

Even though 4 was often agitated at the start of sessions occurring later in our 

therapeutic process, these were actually greater displays of his connection to the music 

therapy experiences than in earlier sessions. This is due to his ability to work through his 

agitation. The music experiences allowed 4 to recognize the transition that had taken  



place (his arrival to the music therapy room) and gradually become aware of the music 

and the therapist. 

Growing responsiveness. As the greeting song continued for these sessions, and 

within several other greeting song experiences during other sessions analyzed, 4 

displayed a gradual increase in his responses. These increasing responses communicated 

his growing engagement to the music experiences, as he continued to move into active 

musical participation. In reviewing and analyzing sessions for this study, a progression 

seemed to be revealed in A’s gradual increase of music responses, starting from agitation 

and leading to active participation. The first of these, as discussed above, are eye contact 

and producing yell-like vocalizations. 

The next significant response 4 displayed in this progression was in the position 

of his hands. At the start of sessions on 8/10/11 and 10/7/11 when 4 was agitated, he 

would bite onto one hand. His act of biting his hand, followed by a yell-like vocalization 

clearly conveyed 4’s level of agitation. However, as he became increasingly calm and 

comfortable in the session and began to recognize the music, 4 changed the position of 

his hand in his mouth. A4 stopped biting his hand and instead placed a finger of the same 

hand in his mouth. This change marked a moment of transition where 4 was moving 

away from agitation and moving towards awareness of the music. 

The progression of 4’s increasing responsiveness and interaction was often 

directly related to his awareness of the music. During the “Here We Are” greeting song 

on 12/7/11, A displayed the beginning of this progression through a change in his posture. 

At the start of this session 4 was seated at the piano and agitated, displayed by biting his 

hand. After starting the greeting song I added chromatic elements to the song where a  



rest would typically be in the original song. This can be seen at the fourth beat of the 

third measure in Figure 4. The brief chromatic movement created dissonance in the 

music, which was further highlighted by the break in the steady tempo and played with 

exaggeration. At the first presentation of this addition to the greeting song, 4 sat back in 

his chair and made eye contact with me. This brief change in his posture, as well as the 

eye contact that followed, indicated that 4 was aware of the change in the music and was 

interested. As the song continued during this same session, 4 demonstrated the change 

from biting his hand to placing a finger in his mouth when the second section of the 

“Here We Are” greeting song was introduced (measure six, Figure 3). 

AN 

Figure 4: Use of Chromatic elements in “Here We Are” Greeting 

A’s change in posture and presentation of eye contact when I added the chromatic 

notes to the greeting song indicated that he had an interest in the dissonance and tension 

that was created in the music. The tension created in the music created a ‘pull’ on 4’s 

attention. Observing that this change in the music had an effect on 4, towards the end of 

the greeting song I played a slight variation of the greeting song theme that included 

another example of dissonance in the music. In measure two of Figure 5, there is a C 

natural held in the bass while the treble descends stepwise from D to A in the third 

measure. The first beat of the second measure creates tension between the C natural in 

the bass and the D in the treble, approximating the sound of a ninth chord. The next note  
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in the treble further highlights the tension as a C sharp is played in the treble against the 

C natural in the bass. The tonal tension created in this descending motion is also fueled 

by the syncopated rhythm. 

Figure 5: Variation of “Here We Are” Greeting with addition of dissonance 

As this variation was presented, 4 immediately responded by engaging in eye 

contact with me. The tension created in the music captured his attention and motivated 

him to begin to play tone clusters on the piano, starting by moving forward and leaning 

on the piano. Initially 4’s playing was done in an exploratory manner that sounded 

similar to short glissandi. He played stronger and more rhythmic tone clusters on the 

piano as I presented a steady tempo used the technique of intensifying to increase the 

dynamics of the music (Bruscia, 1987). Through this progression of increasing musical 

responsiveness, 4 communicated his awareness of changes to the musical themes, and 

also indicated his interest and attraction to slight modulations to the music featuring 

tension and dissonance. 

Display of affection. Throughout 4’s process in music therapy, he gradually 

increased his affection towards me as the therapist. The display of affection seemed to 

correlate with 4’s increased awareness of the music experiences, as well as his awareness 

that we were both partners in the music, exploring and creating together. During the 

analyzed session of 2/10/12, 4 responded to an improvised theme in a variety of ways.  
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At the start of the theme I played slow, sparsely constructed chords. Playing in this way 

seemed to invite 4 to join me, as he leaned in on the piano and began to play softly with 

his fingers. His playing, as seen in measure two of Figure 6, produced dissonance as A’s 

fingers fell from Bb to A. In order to incorporate 4’s musical response and provide 

reflection of his contribution, I created a rhythmic theme in a Spanish idiom that featured 

the interval of a minor 2" that was presented by 4. As presented in the music of Figure 

6, A briefly stopped playing as I presented the experience, until the phrase came to an end 

at measure seven. A’s facial expressions and eye gaze towards myself and my hands as I 

held the half notes in measures six and seven indicated his awareness of this change in 

the rhythmic music, as well as the brief pause at the end of the phrase. Feeling that this 

change in facial expressions was going to lead to a continuation of his active responses, I 

waited briefly before continuing the theme. A asserted his desire to have the music 

continue by loudly playing a tone cluster, to which I also synchronized with his playing 

as a repeat of the theme. 

 



Figure 6: Improvised Theme Prompting Display of Affection 

A smiled and laughed as we both played together at the start of the eighth 

measure. Being so caught up in the interactive musicing, and feeling the synchrony of 

playing loudly together, 4 reached for my right hand and held it up to his forehead. This 

action is a significant display of affection from 4, and clearly portrayed his excitement 

with being in the music experience. It also displayed 4’s awareness of the co-active 

nature of our musicing process, realizing that the music experience is dependent on both 

of us to create, explore, and play. Following this display of affection, 4 continued to hold 

onto my forearm even as he allowed my hand to return to the piano keys. His acceptance 

of this continuation of physical contact was also very significant in displaying his trust in 

me that has developed through our therapeutic relationship. While his display of  



affection seemed to occur as a sudden burst, it was extended as 4 remained in physical 

contact with me throughout the duration of this music experience. 

Receptive participation. For the remainder of the Spanish theme on 2/10/12 4 

remained in physical contact with me through keeping his hand on my forearm, but did 

not engage in any further active participation. However, this is not to say that he became 

disengaged or distracted from the music experience; actually it was quite the contrary. 4 

communicated his attention to the music through his eye contact with me and eye gaze 

towards the piano. The position of his eye gaze often changed depending on the elements 

presented in the music, further supporting his continued engagement. When there was an 

element that was of increasing interest to 4, he would smile and laugh. Being receptive 

within the session was and is important for 4, as he is showing yet another way that he 

can be caught up in the experience of musicing and still feel accepted and heard, even 

though he may not be playing. Both his receptive and his active music participation 

continue to increase. 

Interview Results 

A single, face-to-face interview was conducted with 4’s psychologist, discussing 

the overall impact of music therapy on his life. The interview was informally structured 

and resembled more of a conversation. I did not have specific questions to ask in the 

interview, but instead structured the interview as a conversation and focused on inquiring 

about the psychologist’s impressions of how music therapy has benefitted 4 since I began 

to work with him. I also inquired about 4’s interactions outside of the music therapy 

environment, especially his interactions with other people. The interview is described 

below, with the psychologist labeled as “7.”  
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Through A4’s participation in music therapy, 7 has observed an overall change in 

his behavior, resulting in a reduction of maladaptive behavior. This is in part due to the 

trust he has developed in our therapeutic relationship through music therapy sessions. T 

commented on the beginning of this relationship back in 2006, and how it took time to 

develop. At the start of our music therapy sessions together, 4 completely refused to 

enter the music therapy room with me. It took approximately three months of attempts to 

encourage A just to enter the music therapy room. T recalled my frustrations in this 

process, but believed that once 4 entered the room the music therapy process would 

provide the sense of safety he now experiences. Within a short time following that three- 

month period 4 went from completely refusing to enter the room, to practically chasing 

me down the hallway with excitement and anticipation of the upcoming session! This 

shift clearly displays his trust and pleasure from being within the therapeutic environment 

of the music therapy session. 

T felt that one of the most significant aspects of 4’s participation in music therapy 

was the rapport he has developed with me over the years. This rapport has allowed him 

to take advantage of the variety of opportunities in music therapy. The model of therapy 

that I practice, incorporating an improvisational approach, helped to build rapport 

through reflecting and validating 4’s musical responses. Through the process of 

participating in music experiences and rapport building, 4 is able to engage in a non- 

verbal process of communication, and be heard! 

To put this further into perspective, I compared 4’s current level of interacting, 

communicating, and trusting to his past experiences. Growing up in an institution that 

provided an inhumane and unsafe environment, 4 was reluctant to trust other people due  
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to his previous lack of healthy relationships. At that point in his life, maintaining safety 

was all he could strive to do. Even after he moved from this institution, 4 had several 

negative behaviors due to his learned way of maintaining safety in the institution. Some 

of these behaviors included sudden bolting (running quickly without regard for 

surroundings) from an area and assaulting others. For these reasons, 4 needed a 

restrictive behavior plan which included a one-on-one staff at all times to address his 

needs. 

Since 4’s involvement in music therapy, 7 has cited vast changes in 4’s behavior, 

cognitive skills, and emotional expression. These changes are reflected in his current 

behavior plan, which is much less restrictive than previously. 7 noted a reduction in A’s 

need for PRN medication for agitation, as well as fading the use of physical interventions 

by staff to keep 4 safe. He simply does not need these extra supports anymore. 

Within our discussion I addressed how important I felt 4’s eye contact is within 

the music therapy environment. 7 wholeheartedly agreed, adding that his eyes really 

display the level of connection. The seemingly minor changes, including raising his 

eyebrows and widening his eyes, all are indicators of what he is thinking, and he uses this 

to communicate within the music therapy session. 4’s manner of musically participating 

definitely displays his use of eye contact to communicate. After playing on the piano, 4 

often looks at me to initiate turn taking. 7 stated that 4’s “eyes are the window to him.” 

I expressed A4’s recent change in his use of participation in the music therapy session 

through receptive participation, stating that he is comfortable, interested, and engaged at 

times with just “being” in the session. 7 stated that this was very significant, adding that  
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A was rarely comfortable with just “being” — he always had to be moving and exploring, 

and within the early music therapy sessions, he felt the need to constantly play. 

T has expressed that music therapy seems to have “unlocked” something in 4’s 

cognitive ability. Outside the music therapy environment, he has increased purposeful 

interactions with staff members and peers. Frequently 4 is initiating coming up to the 

table to join his peers and engage in various tabletop tasks, such as sorting or completing 

a simple jigsaw puzzle. This represents significant changes: first that 4 is comfortable 

joining his peers at the table, and second that he is displaying the cognitive ability and 

desire to engage in these tasks. 

During the interview T expressed that considering 4’s diagnosis, there are 

significant, phenomenal changes taking place! The ways in which he is engaging and 

communicating are expected from someone with a diagnosis of moderate intellectual 

disability (ID), as opposed to A’s current diagnosis of profound ID. Because of these 

changes, T is even considering changing his diagnosis to accurately reflect his current 

abilities and cognitive level. T stated that 4 shows much excitement and joy from being 

in music therapy experiences, and these should be encouraged and continued. 

 



Chapter VI 

Discussion 

The music experiences are a place where 4 has developed and feels comfortable 

to come into and explore, as well as purposefully interact. While there are currently 

some instances where he expresses agitation at the start of the music therapy sessions, 

these only last for moments until 4 recognizes and becomes aware of the music therapy 

environment. Through the analysis for this research, 4 has demonstrated specific 

reactions and responses for particular styles of music and elemental changes within the 

music. Utilizing music experiences that have been meaningful for 4 has contributed to 

the amount of growth and self-discovery he has experienced in our sessions. 

Display of Growth — Relationship & Music 

A’s growth in the music therapy session has been displayed as he is provided the 

opportunity to discover the music, and discover himself and his abilities in the music 

experiences. Over the course of our sessions together 4 was continually captivated by 

the improvised music experiences, and expressed his interest and excitement through a 

variety of musical responses. 

Of particular significance in 4’s music therapy process is his establishment and 

development of relationship with me as the therapist, as well as his relationship with the 

music. Consulting the Nordoff-Robbins Child-Therapist Relationship in Coactive 

Musical Experience scale further sheds light on how A4’s relationship with me has 

developed through the music experiences, and also displays how he has developed as a 

person in music (Nordoff and Robbins, 2007). 

| ant Mary-of-the-Woods 

%. College Library  
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During our first meetings in music therapy, as addressed by the psychologist 7, 4 

faced the music therapy session with much resistance. He regularly refused to even enter 

the music therapy room for the first three months of his treatment, but was still somewhat 

interested in the music that I played from within the room. According to the Child- 

Therapist Relationship in Coactive Musical Experience scale, A’s reactions reflected 

Level 1 as he presented much anxiety with the expectation of attending the music therapy 

session, but displayed intermittent signs of interest in the music I played from within the 

room (Nordoff & Robbins, 2007). During that three-month period, 4 was familiarizing 

himself with the routine of arriving at the music therapy room and continually “testing” 

to ensure that this was safe. His reluctance of entering the room can be attributed to his 

past experiences living in an institution where he regularly sought to maintain his safety, 

even though those experiences were very far in his past. 

After the initial three-month period, 4 entered the music therapy room and almost 

immediately began to musically participate. Within the session he moved up the scale, 

displaying aspects of Level 3: Limited Response Activity and Evasive Defensiveness 

(Nordoff & Robbins, 2007). These responses were displayed through his increased 

comfort with being in the session, and initial discovery of his reactions and musical 

responses being met within the session. A’s resistiveness within this level was displayed 

through keeping his responses and interaction brief, and his inability to remain involved 

1n active musicing. 

Very quickly in our work together 4 moved up to Level 4: Activity Relationship 

Developing / Perversity and/or Manipulation (Nordoff & Robbins, 2007). His 

participation in the “Hello” greeting song (Figures 1 & 2) began to sustain through  
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playing loud and rhythmic tone clusters on the piano. A’s eye contact with me during this 

experience displayed his recognition of my musical support and response to his 

contributions. During these interactive music experiences 4 began to develop an activity- 

relationship, where he recognizes and establishes a positive reaction to the therapy 

situation (Nordoff & Robbins, 2007). He also engaged in communicative and sustained 

eye contact, which was often coupled with positive facial expressions such as smiles and 

laughs. 

A’s participation and relationship with me and the music revealed aspects of Level 

5 of the scale, which was initially most notable through his eagerness to come to the 

session. Through our work together in the session, 4’s recognition of me lead to him 

running down the hallway with me to attend music therapy. He expressed this intense joy 

merely from his recognition of me and of anticipating the music experiences, through his 

laughing while running to the music therapy room, something that he had previously 

avoided. Once within the session, 4 displayed characteristics of Level 5 through his 

assertive coactivity. From the start of our sessions 4 was immediately engaged and 

caught up in the experience of creating music with me. His participation became 

increasingly free and sustained, at times extending throughout the entire duration of the 

session. A recognized specific patterns in the music, and at times initiated instrumental 

and vocal give-and-takes (Nordoff & Robbins, 2007). His pleasurable reactions 

continued to increase as he was validated by my incorporation and reflection of 4’s 

musical initiations and contributions. 

Currently 4’s level of relationship in the music has peaked within Level 6. This is 

defined by A4’s increased sensitivity to various elemental changes within the music  
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experiences (Nordoff & Robbins, 2007). A has taken an interest in specific melodic and 

rhythmic elements in the music and uses these to direct his level of musical 

expressiveness. It is noticeable that 4 does not have the same response or reaction to all 

music; his experience appears to be a constant discovery of what musical styles and 

themes he prefers at each particular moment. A also has increased confidence in the 

music relationship, evident through his ability to participate receptively. 4 no longer 

feels the need to constantly assert himself musically, but is comfortable in ‘being’ in the 

music until he feels motivated to actively participate. 

While 4’s participation and relationship within the music therapy sessions have 

peaked around Level 6, he often moves throughout the levels on an ongoing basis. At 

times, 4 has demonstrated movement from Level 1 to 6 within the course of one session, 

as he may enter the room with much agitation, but gradually increases his awareness and 

engagement to the music experiences. 

Connection to Maslow’s Hierarchy 

A’s progress in music therapy as viewed through the Child-Therapist Relationship 

in Coactive Musical Experience scale can be correlated with Maslow’s Hierarchy of 

Needs. His initial reluctance to enter the music therapy room at the start of our work 

together signifies 4’s uncertainty of his level of safety, which is towards the bottom of 

Maslow’s Hierarchy. Only after 4 spent a significant amount of time exploring the 

surroundings did he feel comfortable and safe enough to allow himself to enter the room 

and realize the music experiences. Maslow (1999) states that “growth forward 

customarily takes place in little steps, and each step forward is made possible by the 

feeling of being safe,” (p. 57). Within the music therapy process, 4 became motivated  



towards growth within the sessions once he realized that his basic needs were met 

(Maslow, 1999). His safety needs were no longer in question, allowing him to be 

propelled forward to experience wholeness of self. 4’s movement towards growth was 

displayed in his increased spontaneity and confidence in expressing his uniqueness 

through musical communication (Maslow, 1999). His increased trust in me and in the 

music therapy environment supported his movement towards growth. 

As A moved to higher levels in the Child-Therapist Relationship Scale and as our 

relationship began to develop through the interactive music experiences, 4 displayed 

aspects of the Love/Belonging level through his acceptance of me as the therapist 

(Maslow, 1999). This level was also displayed as 4 expressed joy within the act of 

creating music collaboratively with me. As I worked within the session to validate his 

musical contributions and expressions, 4 experienced the Esteem level through his 

confidence in himself and in me as we interacted musically. 

Within our work in music therapy, there continue to be moments where it is 

obvious that 4 is experiencing the peak level of self-actualization, through his creative 

spontaneity in using the music experiences as a means of communication and self- 

expression. Reaching this level correlates with Level 6 of the Child-Therapist 

Relationship Scale as 4 demonstrates increased freedom in using his creative abilities to 

actively communicate and interact. Just as 4 moves throughout the levels of the Child- 

Therapist Relationship Scale, he also moves up and down on Maslow’s Hierarchy of 

Needs on an ongoing basis as he is continually exploring himself through the music 

experiences.  



Researcher’s Dilemma 

A significant dilemma I found in taking on this case study was breaking down the 

parts of the session and the parts of individual music experiences with 4. The 

improvisational approach used in A4’s sessions is built upon 4’s responses and reactions in 

the moment, and may not even exist if taken out of the momentum of the process. The 

parts of the session only existed together, within the context of the entire music therapy 

session. For example, I felt difficulty in discussing 4’s eye contact separate from the rest 

of his responses. Granted, his eye contact was a significant musical response and clearly 

communicated much within the music experience, but his eye contact often lead into 

other responses. Once 4 engaged in eye contact, he was more receptive and aware of the 

music, which lead him to be able to express himself musically through active 

participation either on the piano or through vocalizations. His active participatory 

responses are viewed similarly, as this response does not happen in isolation. There were 

precursors to his active participation that are just as important to describe, as they define 

his increasing awareness that lead up to active musicing. 

Additionally, the parts of 4’s sessions existed within the point in time of his work 

in music therapy. Discussing 4’s ability to be comfortable participating receptively in the 

session bears little significance if not addressed within the work that he has done over 

time to be able to reach that point. The context of when he presents and is able to utilize 

these expressive musical elements describes his progress and process in music therapy. 

Growth as a Therapist 

The process of conducting this research has allowed me to connect in an intense 

and new way to music therapy with 4. Perhaps the most significant part of this process  
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was the time that I dedicated to reviewing various video-recorded sessions and indexing 

the sessions, documenting A’s reactions to the music experiences (Nordoff & Robbins, 

2007). Through the indexing process I was able to truly recognize A’s increasing musical 

awareness and sensitivity, and how he reacted to specific elements of the music. It also 

revealed the role in which music played in A’s attempts at communicating and interacting 

with me throughout our sessions. In reviewing the sessions I was able to experience the 

music between us yet again in a focused, clinical perspective. 

The research has increased my own awareness of the communicative potentials 

within improvised music. I feel much more sensitive to subtle aspects of the music when 

presenting them in a session, and attempting to relate to a client. The tonality, texture, 

rhythm, and dynamics are just a few elements that can elicit and communicate vastly 

different feelings and meanings. Through the research I feel that my clinical 

improvisation skills have increased as has my understanding of the creation of music 

between a client and therapist, especially when working with 4. However, I continue to 

remember to approach the start of each session as the beginning of a new musical journey 

that we embark on together. 

Future Considerations 

This research resulted in much information on how one individual discovers his 

ability to communicate, interact, and express himself through musical creativity. The 

improvised music experiences provided a way for 4 to increase his personal awareness, 

as well as his awareness of myself and of the expressive potentials of the music. 

Analyzing 4’s music therapy sessions over the past five years proved to be a 

tremendous task, even when specific sessions were identified through purposive  



sampling. The analysis provided a wealth of information on 4, much more than I was 

able to address here. Highlighting a few different experiences, as I did here, was helpful 

in gaining a big picture of 4’s progress and process, but I found that much more time 

could be spent analyzing each separate experience, such as the greeting song experiences. 

Future research should continue to examine how individuals with profound 

intellectual disability are able to engage and utilize improvisational music therapy 

experiences. This final quote from Bruscia (1998) completely sums up my feelings on 

how A participates and engages in music therapy: “When the client has to overcome 

disabilities to engage in the process, the musical product becomes beautiful, not because 

the music is perfect but because the client’s victory is beautiful” (p. 102). 
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