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NINA GALERSTEIN CONTINUED

The Stockley Center is a state residential facility for adults with developmental disabilities, most of whom function in the severe
and profound range of MR. Many of the residents also have orthopedic and sensory challenges, and medical issues. In addition,
Ms. Galerstein has a private practice and has worked with children with Autism, people in a nursing home, and people at an Alz-
heimer’s Day Center.

SS: What is important to the people you serve?

NG: I’m going to have to venture a guess because this isn’t something most of my clients can verbally describe to me. I would say
what’s important is for someone to pay attention to them and engage them. It is important to them to have somebody show they
care about them and assist them in experiencing new things in life.

SS: How do you effectively involve direct care staff in your sessions?

NG: I have spent most of my time here supervising interns and doing work myself so I really have not gotten involved in what the
direct care staff was doing. I work in a state institution and we are currently down-sizing. In years past, we’ve had between 300-
500 clients. I’ve had to focus on the interns and what they were doing with the clients. Since my position has changed and I don’t
have interns anymore, I am trying to get direct care staff involved more. I find that very few staff members are motivated to partici-
pate in music activities. If people are asked to provide music activities for clients and they are not musical to begin with, they often
claim they can’t sing or play an instrument. We had one staff person who played guitar, loved music, and was good at it. He was
really interested in playing music with clients. I’m now supervising the recreation dept. and starting to teach them to do some mu-
sic activities as they are much more motivated. There is one way, though, that I can formally involve direct care staff in music ac-
tivities. We call this “role releasing,” which means that a therapist can release the primary role of treatment to a direct care staff
member. So, if I feel I no longer need to do direct therapy but still want a part of the “treatment” to continue so skills are not lost,
this is what I do. Usually a role-released activity involves recorded music and some sort of gross and/or fine motor activity with
small instruments. Sometimes it even involves adapted equipment and switches. This is a formal plan in that it requires some sort
of data, but not the same thing I would do as a therapist. Because it requires data, the staff are required to do the activity, and so it
gets done. Again, some people are more motivated to do these activities than others, but often I can show them how much both
staff and clients enjoy these activities, and then there is more motivation to do the activities and do them well.

SS: It sounds like you’re saying a music therapist can provide an in-service to show techniques for direct care staff people to use
when they are on their own.

NG: Yes, but again, not therapy techniques. Many of the things that are role-released are similar to activities they already do. With
the recreation staff, I’ve been showing them video tapes of past interns to give them examples of simple things the interns did. A
lot of activity-based things are great to pass along. There are a lot of good things that people can do with recorded music if they are
intimidated by the idea of singing or playing an instrument.

SS: I've gotten the impression from the music therapy field that unless you’re doing a movement activity, using recorded music in
therapy is kind of a waste.

NG: There’s a lot of controversy about recorded music versus live music. I’ve had some interns that have come in and said their
professors told them never to use recorded music. I think it’s wrong to make a blanket statement like that. It depends on the popula-
tion and I feel there is a place for both recorded and live music. I don’t think a music therapist should use recorded music unless
there is a reason. I’ve told my interns that recorded music is important for a number of reasons. One is that it frees your hands. If
you have to have both hands on the client (which we do) you can’t be holding a guitar. You could record yourself and sing with
your own accompaniment, which could be a good choice. Personally, when I’m in a nursing home down the pike, [ don’t want to
be listening to a music therapist singing Beatles songs. I want to listen to the Beatles because that’s what moves me. It is their har-
monies and sound. I would hope that the music therapist working with me will look for music that is meaningful to me and will
somehow apply it to whatever we are doing together. We forget that many of us have become music therapists because of music
we’ve heard. We loved Mozart concertos, for example, and we need to hear Mozart as Mozart. 1 don’t want to hear someone sing-
ing the melody of a concerto. I want to hear the orchestra playing it. Recorded music is important and meaningful. However, it is
important for the music therapist to select the appropriate music based on needs and preferences of clients.

SS: There is a lot of thought that occurs with that choosing.

NG: Yes, of course. Sometimes the music therapist finds out about client preferences just from personal observation over time.
And sometimes this valuable information comes from the direct care staff who observe their clients daily in a different setting.
From this information we can design activities and treatments that are meaningful to our clients. In some situations using recorded
music becomes a good starting point for providing therapy for our population, and for assessing client needs. I have often told stu-
dents that if you are in a session with people who are very challenged and use wheelchairs, put on music and do movement activi-
ties and observe what happens. Almost everyone who uses a wheelchair can benefit from opportunities for movement, and music is
a natural means by which to encourage movement. It will help their body tone. I would also suggest encouraging
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clients to hold things, lift things, and move things. Naturally, you need to consult with the physical therapist if there is any in-
dication of limitations. But there are so many wonderful things you can do if your hands are free to assist clients with move-
ment: You can give the client a mallet and invite them to reach up to strike an instrument. You can facilitate movement to the
left and right. I will hold a client with both hands and start moving around (dancing, so to speak) and they come alive. Many
clients, unfortunately, do a lot of sitting during the day, without much opportunity for physical interactions unless they involve
personal hygiene.

SS: How do you incorporate adapted equipment and/or technology?

NG: I use low and high tech adapted equipment. Low tech, for us, involves built-up handles for maracas and mallets and such.
I’ve noticed that you can get instruments nowadays that already come with built-up handles, such as a bell with a chunkier
holding place. We use those types of low tech equipment all the time. In some cases, I’ve had the occupational therapists
make special splints. They’ve made finger splints and hand rests so a person could play the Omnichord without their wrist col-
lapsing. Finger splints can help someone who wants to strum the guitar but has difficulty creating a loud enough sound. We
use monster picks for guitars and we attach fuzzy material at the end of it so it’s easier to grip.

High tech adapted equipment, for us, means anything involving technology, such as switches, and even computerized things
such as Dynavox. All of these can be used for purposes of accessing music in some way, or producing sounds (e.g., the Dyna-
vox can be programmed to actually sing a song a non-verbal client wants to sing when other group members are actually sing-
ing).

I should mention that I have the luxury of choosing whether to work with clients in groups or individually. When I have indi-
viduals that need a lot of attention, I would rather work with them individually or in a group of 2. If we use a lot of adapted
equipment, we generally work one-on-one. Otherwise, it’s very hard to work with a lot of people who are profoundly dis-
abled. But, there are times when group work is important, but it definitely requires special skills to do group work with people
with severe challenges. I wrote a chapter on this very subject in the book “Age Appropriate Activities For Adults With Pro-
found Mental Retardation” (MMB Music, Inc., 1998). There are ways you can work with someone individually yet still en-
gage other group members. If you are leading a group with 5-6 people having profound disabilities and you sing hello, most of
the time your group members are going to just sit there, not really engaged. Often the first level of engagement comes when
you say their names. If they hear their name, sometimes they will look up. It’s possible to facilitate a group experience some-
times by just singing names and encouraging clients to notice one another. But now I seem to have strayed quite far away
from your original question.

SS: How many years have you been a music therapist?

NG: I’ve been a music therapist since 1978 - that’s 27 years.

SS: Wow, I was born in 71.

NG: (laughs)

SS: What is the secret to longevity in the music therapist field?

NG: My secret is diversification. In other words, doing other things besides direct music therapy. Interns have helped me im-
mensely because they bring freshness. I think I would have quit a long time ago if it were just me leading groups all these
years. A little bit of this and a little bit of that. Attending conferences is really important because I get to learn new things but
also get to network with other music therapists which definitely provides a big charge!
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KATHLEEN MURPHY CONTINUED

SS: Would you describe your position and responsibilities?

KM: I am a Board Certified Music Therapist and Fellow of the Association of Music and Imagery. I have a private music therapy
practice in which I currently work with children and adolescents having a variety of developmental, emotional, and medical disor-
ders. I have been working as a music therapist for over twenty years and have worked in both private practice and institutions
(public schools, private schools, rehabilitation hospitals, rehabilitative hospitals, hospice, out-patient, partial hospital programs, in-
patient psychiatric units). I’'m currently working on my PhD in music therapy at Temple University.

SS: Is Temple University the only university that offers a PhD program for music therapy?

KM: It is the only school having a bonafide PhD in music therapy. There are other schools who offer PhD’s in music education
with a concentration in music therapy, holistic studies, or inter-disciplinary studies.

SS: Let’s focus on music therapy for adolescents if we may. What is important to the people you serve?

KM: I provide clients with musical experiences that are going to help them achieve maximum health in the broadest sense of the
term. I believe health encompasses physical, emotional, and spiritual health. It is my job to figure out how to best use music ther-
apy to address whatever needs the clients are presenting with whether it is a physical need (gait training), fine motor development
(independent finger movement), or more esoteric things like dealing with the existential crises in life.

SS: I never considered how some adolescents might find themselves having to confront existential factors so early in their lives but
given their extreme conditions and experiences they would need to do so.

KM: Right. For example, let’s say you are working with an adolescent who has a diagnosis of PTSD. There are huge issues around
trust, relationships, sexuality, and dating for that adolescent. For adults, these issues may not be so daunting but when you are six-
teen and your whole world has been shattered by some traumatic event, it becomes an existential issue. On the flip side, imagine
you have an adolescent with a terminal illness who is faced with dying at a very young age. A music therapist needs to help people
make that transition.

SS: What is the most challenging part of your job?

KM: It is getting the medical community to understand music therapy. It is important to effectively communicate how music thera-
pists are different than performing artists or harp therapists. There have been huge pushes towards including more of the integrative
and complementary-type therapies and this is where music therapy lies. I prefer to use the term complementary, as opposed to, al-
ternative because I don’t think we are an alternative to anything. I’m looking forward to the day when we are mainstream medicine
like Occupational Therapy, Physical Therapy, Speech Therapy, and Psychiatry. That day is coming slowly. I’ve seen advances in
music therapy’s job market. Around where I live, there aren’t enough music therapists to fill all the positions. This is a good prob-
lem to have.

SS: I wish that were the case here in Massachusetts.

KM: I started my career in Massachusetts and I would think there would be more growth there given all the schools and educa-
tional centers. The biggest challenge is helping people understand why they should value music therapy and why it should be in-
cluded in programs and not just be an after-thought or the icing on the cake.

SS: What are common goals that your clients are working towards and what are some activities and techniques you utilize to facili-
tate them?

KM: I don’t use the term activities. I create experiences. I want you to look those two words up in the dictionary and then you’ll
understand why (laughing). Actually, I make my class do this assignment. An activity is something you do and an experience is
something that someone works through. An experience is transformative and I believe music therapy is a transformative experi-
ence.

SS: Do you mean something changes about the person?

KN: Yes. Something changes in who you are, how you experience music, how you experience yourself, and how you experience
other people. There is some element of transformation.

SS: Is it fair to say that a music therapist is not doing his/her job if a transformation doesn’t take place in the client?

KM: I don’t think it is possible to make music and not be changed in some way. When I get my horn out and play, I change in
some way. Sometimes I become more relaxed and sometimes I become more frustrated. There is some element of change. I really
try to be with my clients and hear, sense, and intuit what they need from the music on any given day. Right now, I work with chil-
dren who have Autism and I’m working with some developmental pre-school groups. My goals in these settings are to foster nor-
mal development for children having delays. In my work with autistic children I am designing music experiences that will develop
interpersonal relationships, listening skills, and social interaction skills. In addition, we work on more practical things like helping
to develop fine motor skills through playing instruments, improving speech and language skills, increasing vocabulary, and helping
people find ways of expressing themselves either verbally or non-verbally. When I worked with adolescents, we worked on goals
more related to developing an identity, developing a respect for themselves and others, learning how to work together, and learning
how to identify and express feelings. We worked a lot on understanding how they presented themselves to the world and why they
were getting the reactions they were getting. I used improvisation a lot for that. I asked them to listen to themselves in the music.
I’d ask them to recall other times when they were like they were in the music.
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I’d ask clients how others responded to them and explore whether they understood why people responded that way musi-
cally. I’d help them to connect that understanding to how they are outside of music. In addition, I worked a lot with adoles-
cents who were in chronic pain. In that instance, the music therapy goals helped them to use music as a way to manage their
chronic pain, as a way to identify and express all the emotional issues related to being someone who is sixteen or seventeen
years old, a straight A student, on the track team, school president, but having this debilitative pain condition where they
just can’t move. The one thing that characterizes all my work regardless of population is really helping people find a way to
use music in there lives for healthy purposes.

SS: How do you approach working with the family members of adolescent clients?

KM: My first responsibility is always to my client. I believe parents have rights to know what is going on with their chil-
dren and they need to be involved but my responsibility is first and foremost to my client. I share my goals with parents and
inform them of the progress or lack of progress being made. If there are issues between my clients and their parents, music
therapy is a really good way to role play and work through some of those issues. I don’t reveal a lot of content especially
when I am working with adolescents unless I suspect the client may try to harm oneself or others. Children who are emo-
tionally disturbed need a place that is safe where they can do what they need to do and say what they need to say without
fear that it is going to get back to Mom and Dad. It is a very delicate balance because parents have rights to know what is
going on with their children.

SS: How do you choose the music for your work with adolescents?

KM: It really depends on the rules of the facility. It is important to follow the facility’s rules to avoid staff splitting. In indi-
vidual work, I typically let kids bring in whatever song they want but we really talk about what that song is saying and what
it means. I often ask: Why do you need to listen to this particular song? What message are you getting from this song? What
are you relating to? Can we rewrite this song in a way that isn’t so violent? I don’t censor a whole lot. What truly guides
everything I do is asking myself what this person needs from music in the moment. I focus on what I can learn from this
person based on how they are in music, what they do in music, and what they bring to music. This helps me choose which
experiences I will use.

SS: What are some experiences you have found effective for relaxation groups with adolescents?

KM: The first thing you need to do is help adolescents get in touch with their bodies because it has been my experience that
they don’t know when they are relaxed or when they are tense. I have clients hold a fist as tight as they can for one minute.
When clients relax their hands early, I encourage them to keep up the tension until the minute is up. This exaggerates ten-
sion so when you do release you really feel the difference. Many adolescents having emotional or behavioral disorders are
tense and on-guard all the time. They can present as being jumpy — especially if they are from the inner city. They’ve dealt
with gangs. Their body stance has to be tense. They are hyper-vigilant. Many of my clients appear to feel that it is a terrible
world out there and they have to pay attention. They can’t let their guard down.

SS: Would this be a survival skill they developed?

KM: Yes. You have to be very careful when you present relaxation with adolescents for that very reason. If you facilitate
relaxation and it’s causing them to let their guard down but they don’t have the skills to cope, you have to be very careful. 1
always had clients engage in the relaxation/tension exercises while in a seated position and never while lying down to help
put some boundaries on it. I worked in a short-term facility and I may only get to work with some clients once or twice.
Drawing and writing to music are very relaxing. I try to present concrete things. Instead of classical music, I used New-Age
music that was not as emotionally charged. Yanni and Enya are good examples. I taught people breathing techniques. I
took a lot of time teaching people how to breathe. Sometimes we would blow bubbles and sometimes not depending on the
group.

SS: Did you have them blow bubbles because it required them to breathe in a relaxed way?

KM: Blowing bubbles is childish and sometimes adolescents like to regress. Blowing bubbles requires good diaphragmatic
breathing as well. I’ve taught some adolescents how to play recorder as a way to work on breathing and becoming more re-
laxed.

SS: How long does it take for typical adolescent group to buy into the experience? I would think they would moan and
groan saying the experiences are silly.

KM: Sometimes I would have the adolescents take their pulse. Taking your pulse is not the most effective way to evaluate
your level of relaxation but it is very simple to do. I’d have the clients take their pulse before and after the music was
played. They started to see changes in their pulse rates and the adolescents seemed to think this was pretty cool. I would
have everyone bring in a favorite song and I’d bring one in too. We’d listen to the song then compare how we felt before the
song, as compared to, how we felt after the song. I may ask: What kind of mood were you in? What kind of a mood are you
in now? Were you more tense? More relaxed? When I worked in a hospital, they had skin thermometers that weren’t too
expensive so we had a lot of them. We looked at physiological things and put real numbers to it. Adolescents seem to be
intrigued by those things. Rapport and trust are extremely important. As ridiculous as it was for me to rap, I did it. The cli-
ents would make fun of me and I would make fun of myself. If you are willing to take a risk and go out on a limb, they will
give back to you. They are going to test limits. Improvisation is also a great way for relaxation because you
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can start it really high energy and then bring it down. Many of my clients like to play drums and like making noise. These are many
ways you can work on relaxation without putting them in a deep, altered state.

SS: I recall being surprised that none of the adolescents I worked with owned any relaxing CD’s.

KM: It’s not a very relaxed world out there for them.

SS: What trends do you see presently and what do you see in the future for music therapy?

KM: The field will continue to develop as more music therapists stay in the field longer. The average professional lifespan for a
music therapist right now is five years. There are only 10-15% of music therapists that have been working for over twenty years.
Maybe 20% over ten years. More work towards advocacy and research will bode well for us. I see more and more facilities looking
to hire music therapists. I haven’t seen the growth as much with adolescents as in developmental disabilities, mental health, and
hospice populations. However, some of the mental health facilities do have adolescents. The field will continue to grow but only to
the degree that those working with adolescents are doing research and trying to push the field forward.

SS: What is your secret to longevity in the music therapy field?

KM: I believe in the power of music. I have story after story. I started out as a music therapist at Fernald State School in Massachu-
setts. There were close to twenty music therapist there at the time. I worked on the unit with the most severely disabled adults. I
worked with clients who had an 1.Q.’s of 2. I worked very closely with OT and PT. I decided to pursue my Master’s in OT but after
a while I felt something was missing. I’ve always been very interested in medicine and the mind-body connection. Neurology,
Neuroanatomy, Neuropscychology, and Neurophysiology are all interests of mine. I went to pre-med school at Harvard. I was
working through the Community Music Center of Boston and I worked with a boy who had Muscular Dystrophy. I was working
very hard to pass Algebra II because math was not my strength. This boy was dying and we wrote a song together. The words were
“I can’t play basketball and I can’t do things that my friends can do but I can still sing and the music is what keeps me strong.” Up
until the moment he died, there was always something as a music therapist that I could do for this child. Whether it was writing a
song, music-assisted relaxation, or music and imagery, there was always something I could do. There was nothing more medicine
could do for him because he was going to die. I found my way to Temple University to get my Master’s degree and it was the best
thing I ever did. To that point, it was the hardest thing I ever did. Temple is very experiential in their training and I experienced
music as a client would experience music. It was amazing because I learned more about myself in the year and a half of classes
than I had learned in the twenty previous years. [ saw what music could do. Next, I got my training in guided imagery and music
and it further convinced me there was really something to this and people need music. This is truly what is missing and why people
who don’t respond to other therapies respond to music therapy. They really need the music. Music touches people and helps them
work through things in ways that other therapies do not and that is why I am still here. I’'m getting my PhD because I want to teach
and do research.

SS: Do you have any advice for a young music therapist?

KM: Keep very good documentation. In addition, every client you will work with probably sees some sort of a medical profes-
sional on a regular basis. You need to make it a habit of sending them progress reports. Of course, you need to get HIPPA releases.
Keep showing progress. The more that people hear and see the successes of music therapy the better. You don’t want to have only
anecdotal evidence but actual data and this will help us all move forward. J3

—

-
2
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ROIA RAFIEYAN CONTINUED

She has co-authored a chapter in Inside Music Therapy: Client Experiences (J. Hibben, Ed.) and contributed a case study to
Psychodynamic Music Therapy: Case Studies (S. Hadley, Ed.). Roia is a periodically performing singer-songwriter, and she re-
leased a CD of her music, Songs from Behind Locked Doors, in 1999. She is currently at work on a second CD which is taking
even longer than the first. She is active in the New Jersey Association for Music Therapy, and is currently serving as the editor of
the NJAMT News.

SS: Is there a definable difference between the terms Developmental Disability and Mental Retardation?

RR: Yes, mental retardation is a diagnosis under the general heading of developmental disabilities. Developmental disabilities
encompass a range of diagnoses, including mental retardation, autism, cerebral palsy, Down Syndrome, and a whole host of other
syndromes. So, when I say I work with folks who have developmental disabilities, I mean that I work with people with a range of
diagnoses, all of which fall under the general heading of developmental disability.

SS: How are the private practice opportunities in New Jersey?

RR: We actually have a lot of opportunities for private practice in this state. There are, in fact, quite a few music therapists in pri-
vate practice in New Jersey and many more who see private clients in addition to having full-time employment as music therapists.
When I was accepting clients for private practice I received a lot of referrals from a doctor who works at the facility where I work,
as well as, providing services in the community. He was quite willing to refer people for music therapy. He works in developmen-
tal medicine. If you are trying to find referrals in your state you might want to look into learning about the Developmental Dis-
abilities Council (you can find them on the web) or check out University Affiliated Programs (UAP). They disseminate a lot of
information and could possibly connect you with either families or provider agencies who are in need of services.

SS: Is it correct that you work at a state facility?

RR: Yes, I work at the Hunterdon Developmental Center.

SS: How many clients do you usually see in a week?

RR: It varies as it depends on who is in the mood and who is not (laughs). Generally, my case load is between fifty and sixty peo-
ple. My case load was cut in half because when I finished grad school, I convinced my supervisor that one hundred and twenty cli-
ents per week was too much.

SS: So, you are able to continue to do a lot of work directly with the clients.

RR: Ninety-nine percent of my job is doing therapy. I work with two other music therapists, and we have a music therapy unit. We
work as a part of the Recreation Department. Once in a while, I take part in the recreation activities and shows but mostly my re-
sponsibilities are to do music therapy. I don’t have insane amounts of paper work. Our unit is responsible for helping with the faith
care services. Once a month, we have an interfaith service for the residents at our facility. We have a variety of chaplains who
serve the folks who live there on a weekly basis. We provide the music for the services, as well as, doing most of the organizing.
We also coordinate memorial services when residents (and sometimes for staff members) die.

SS: What instruments do you use in your sessions?

RR: Itravel from building to building, so I try to travel light. I mostly use guitar and a variety of rhythm instruments (mostly tam-
bourines, maracas, various sorts of drums, and cabasas). I also use the piano when I’m in the music room. I’ve made good use of a
Native American flute in my sessions as well.

SS: What are some goals and techniques you focus on in your sessions?

RR: Mostly I help clients to develop relationships. The vast majority of the clients I see have been institutionalized since they were
young. Many of the people I work with have a lot of trauma. Abandonment is an issue we frequently address. It is very common
for folks who live in institutions to develop relationships with people who then leave them. There is sometimes no conversation
around the fact that someone is leaving (the assumption being that “here’s a person with a significant disability, and s’he won’t be
affected by the loss”), and there’s often not a lot of effort to continue the relationship. Other issues I find myself paying attention
to are learned helplessness and a large degree of dependence.

As for techniques, for the first six years I worked in the institution, I found it very anxiety-provoking because I couldn’t get the
folks I was working with to do anything. Many of the folks didn’t want to touch instruments. They would throw them down or ig-
nore them. They wouldn’t grasp them. If I wanted them to engage, I would have to “force” them (via hand-over-hand interven-
tions), and I didn’t feel right about that either. It was maddening. The thing that saved my life was getting a clinical supervisor. She
asked me what I was trying to do with my clients. I said I wanted them to pay attention and take part. She suggested I started by
singing about what they were doing. I practiced improvising and my poor clients lived through me fumbling through it. I started
singing about what they were doing and they started paying attention, because (finally) I was paying attention to them.
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Many times, we expect people with disabilities to do what we want them to do and don’t pay a lot of attention to getting to know
them. I need to find out who my client really is and how can I learn about the client in the music. I don’t do activities at all any
more. I work in a very process-oriented way and use a psycho-dynamic approach. A lot of it is reflecting, interpreting, and paying a
lot of attention. Reflecting is letting people know that you are paying attention to them. Interpreting means that I am trying to at-
tach a meaning to the things I’m noticing in order to build a relationship. The focus is mainly on the relationship. I use the music to
develop and express the therapeutic relationship I have with the client. It’s really fascinating how people express themselves in the
music. I have a group of four men, and I realized that each person had one instrument they were willing to play. When I tried to
give any of the guys a different instrument, they were very resistant. To me, this unwillingness to try a different instrument, a dif-
ferent perspective, so to speak, implied a sense of stuckness that my clients were experiencing. It is almost as if they were using
this way of using the instruments and the music to say, ‘This is how I choose to see myself: ‘in this little box’ or “This is how peo-
ple see me and this is how I choose to be. It is scary to grow.” I have a music therapy student working with me right now doing her
practicum. We were talking about her wanting to have clients feel “comfortable.” But really, therapy is not comfortable. If you’ve
ever been to therapy, it is horrible! You’re asking someone to change. You and I usually choose to go to therapy but many of our
clients do not. Their team has decided that music therapy would benefit them. I think that’s something to be conscious of as we
provide services to folks who have severe disabilities.

SS: So, these clients are used to being done to.

RR: Yes. I think it’s important to let your clients know that you are paying attention to them and that you want them to take an ac-
tive role in the therapy process. That’s not an easy thing to do when your experience in life is one of being told what to do.

SS: Do you think a person who is severely disabled understands the cognitive aspect of what is happening when a therapist is lis-
tening and reflecting?

RR: People always ask me this, and I always explain to them that you never know what an individual understands. Even though
we (you and I) are having a conversation, I will never know what you do or don’t know or what you understand about what I’'m
saying to you. There are a lot of people who make like they know an awful lot but they really do not. The best policy is to treat all
people like they understand what you are saying and respect that everyone has an innate intelligence. If they don’t understand then
that’s fine too — the world is not going to end, in my opinion anyway, because we choose to treat someone with the respect of pre-
sumed intelligence.

SS: I've observed some great occupational therapists who explained everything they were doing in the session and I’ve seen other
staff who will ask me why I explain things to the individuals because they “don’t get it anyway.”

RR: I’'m a very strong advocate for reading books and articles written by individuals whom have autism (since that’s the group
with whom I mainly work). They have experienced learning differences firsthand, and there is an awful lot of literature these days
(especially on the Internet) describing what it’s like to be autistic. It has been very helpful to me, because it has helped me to make
better guesses as to what is going on with my clients.

SS: How do you utilize adapted equipment?

RR: When I worked with folks who used wheel chairs, I used more of the adaptive equipment. I don’t use a lot of “equipment” to
be honest. We have some folks who are willing to use instruments and some who are not. For the folks who prefer not using instru-
ments, I’ll sometimes ask their direct support staff whether the person is able to hold on to a spoon or fork and feed him/herself. It
may be a motoric issue, or it may be a sensory issue. I’m not about to force someone to play an instrument if they can’t stand to
feel something in their hands. If you’re working with somebody who has cerebral palsy, and they struggle to grasp things, Velcro is
very helpful. A few of our clients use a letter board to communicate. I have asked the occupational therapists at our facility for
help with designing and making built-up grips for mallets in the past. I think lately there have been more catalogues with these
sorts of gadgets.

SS: So, your focus is more on creating sounds and making eye contact?

RR: I don’t force people to make eye contact. I find that when I started paying attention to my clients and when they have some-
thing to communicate is when they would pay attention (in the sense of making an effort to let me know they’re paying attention)
and naturally make eye contact. I might say, “Please look at me or towards me if you want to say yes.” I have a lot of clients who
prefer using their peripheral vision, as opposed to, looking directly at me. Some folks will make a sound to say yes. This is how
you develop a relationship with the person. You start by reflecting and trying to find out how this person usually interacts with peo-
ple. To a certain degree, you are helping to shape a way to communicate “yes” and “no.” You are helping the person communicate
that they are interested in what you have to say or to let you know you’re on the wrong track. You are trying to make a connection
between what the person does and what s/he is meaning to communicate.

Let’s say you observe a client pacing around. Well, what does that mean? Is the client telling me that he is anxious? Is he mad
about something? Is he excited? I’m trying out different things and giving my client time to respond. If I ask the person, “Are you
anxious?” and the person looks at me then it could mean “yes.” Next, I may ask, “If you mean ‘yes’ then look at me again.” It takes
a long time to gradually build up a relationship.
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For the first six years | worked at the developmental center, I thought I had relationships with my clients but it wasn’t until I
shifted my approach that I realized that I did not have true relationships with them. I had very superficial relationships with
my clients. It astounded me that as I changed my approach my clients began to seek me out to let me know they wanted to go
to music therapy. This didn’t happen as much before.

SS: Do you involve sensory integration into your sessions?

RR: I don’t do a lot of occupational therapy in my sessions (at least not consciously). I work with one man who has very se-
vere sensory integration problems. Sometimes I will work with the massage therapist but it is very rare. I don’t do a lot of sen-
sory integration because it isn’t something I feel particularly well-versed in. I am very conscious of sensory-integration prob-
lems but I wouldn’t be the best person to tell you an appropriate intervention for it.

SS: How do you involve the direct care staff?

RR: Way back when I first started, I wanted to please the staff, but that got to be futile, because I was not a performer, and I
felt like I wasn’t hired to help them. For years we fought back and forth because I had the attitude that the support staff was-
n’t being very helpful. I used to have eight clients and one or two direct care staff. Nowadays, I don’t usually have any direct
care staff with me. Over the years, I’ve learned that many of the direct care staff truly needs support, and I realized I wasn’t
helping anyone by having a negative attitude- including the clients. It has been my goal to find ways of supporting the staff
instead of assuming that I know better than them. A lot of staff members, including music therapists, feel they need to be con-
stantly ‘doing something.” Many music therapists come out of school with a mentality that if they are not doing something
every second they are not doing their jobs. In an institution, that mentality comes from the top down. It’s very hard for people
to understand that being with someone, even quietly, is doing something. Having a rah-rah party is not music therapy and it is
not necessarily useful to the individual. For some people it may be helpful but others may not learn best from that approach.
SS: Even ten seconds of silence or inactivity can seem like an eternity. For example, if you provide a choice of two instru-
ments and the client sits inactive it can be unnerving.

RR: If a person has a disability, you might need to give him thirty to forty-five seconds to respond. Maybe he’ll need a full
minute. To wait expectantly is really doing that person a favor versus doing it for them.

SS: How do you help clients work towards communication goals if they are non-verbal?

RR: I mentioned earlier (in answer to another question) some of the ways we work toward developing communication- by re-
flecting and interpreting (or attaching meaning to the ways that the person already uses to communicate). In terms of groups,
though, I co-lead a group with an intern and the group members are all non-verbal and they do watch one another. Sometimes
people think that individuals with developmental disabilities can’t function as a group and initially they can’t. One of my
teachers described the usual activity-based approach as being diagrammatically like a wagon wheel. Think of a circle with
points around the outside and the therapist being in the center of the circle. Lines would be connected to the center like
spokes of a tire. There is no interaction between the group members as they only interact with the therapist. What I’ve found
useful is reflecting what individuals are doing in the group (and attaching meaning to it) as well as reflecting what’s going on
for the group as a whole (and, again, helping the group to attach a meaning to the actions and behaviors they’re using to inter-
act). Irvin Yalom’s book, The Theory and Practice of Group Psychotherapy, is really helpful in understanding groups. It’s not
a lot different with folks who have developmental disabilities. You have to work harder because you have to pay so much at-
tention when you have people who do not use speech. You need to look at the roles group members play within the group.
People express things differently for the group. When one person is making all
the noise in a group, I ask what that person is saying to the group. This is a
very gradual process. Gradually, people do behave more as a group. I’ve had
some group members that really started working wonderfully as a group then
suddenly stopped. Sometimes there is an investment in not moving forward
and not growing.

SS: That’s very interesting. I haven’t considered applying the Yalom concepts
to a group of individuals with developmental disabilities.

RR: A lot of people don’t. This is a subtle group of people. You might not see
it as overtly as you would with people who use speech. Our job as therapists is
to point things out. We need to notice things and confer with other staff and
ask if they are noticing these things as well. When you make an observation or
an interpretation about what’s going on in a session (to your clients) there is
such a shift in the session. There is a palpable shift and you physically feel it.
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Thank you for reading this newsletter. If you
would like to receive notification for future edi-
tions of this free newsletter please email the
editor:

scottsnowl123@charter.net

If you know of a professional music therapist
who should be interviewed please contact the
editor.
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Feel free to email with comments or
suggestions.



