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PREFACE

Public Law 94–142, passed in 1975, requires a free public education in the
least restrictive environment for all handicapped children. This law later

was changed, somewhat, and published as the Individuals with Disabilities
Education Act (IDEA) (Public Law 101–476, 1990). These laws were passed
to provide the services needed for a handicapped child to receive education
in an environment as close to a “regular” school setting as possible, given the
child’s needs. This is called the “least restrictive environment” in the law.
Many children who had been in residential care were returned to their com-
munities to attend public school, where they were to receive the special ser-
vices necessary for success. The law recognized that the family would pro-
vide the long-term support for a disabled child. Implementation of the law
included providing funds, through the U.S. Department of Education, Office
of Special Education, for training personnel and disseminating information
regarding utilization of special services required in the education of handi-
capped children.

The National Association for Music Therapy received grant funds from
1979–1982 for a “Special Project: A National In-Service Training Model for
Educational Personnel Providing Music Education/Therapy for Severely/
Profoundly Handicapped Children” (Grant No. GOO 709 1336). A manual to
conduct in-service training workshops for music educators, administrators,
parents, and special educators was written for use by music therapists when
giving in-service workshops. The music therapists who would be giving the
workshops were then brought together for two train-the-trainer institutes held
at Texas Women’s University, Denton, Texas in 1980 and 1981. In addition to
learning to use the training modules, each music therapist gave a presentation
regarding treatment or training procedures, research, or special media regard-
ing each of the handicapping conditions defined in PL 94–142. From these
presentations, monographs were prepared, to make information available for
each trainer to use in workshops (Lathom & Eagle, 1982). Thus, small teams
wrote, prepared case history material, and searched for related literature and
research related to each handicapping condition. Since the funding was relat-
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vi Pediatric Music Therapy

ed to severely/profoundly handicapped children, the areas of learning disabil-
ities and gifted were not included in the monograph series. Each monograph
was extensively reviewed by Institute participants, outside evaluators, and
other music therapists throughout the country. This book is not an attempt to
make a later edition of the monographs, but is an independent book that cov-
ers characteristics of many of the same populations that were discussed in the
monographs. It particularly includes literature since 1980, when the mono-
graphs were written.

An important part of the Institutes and monograph preparation was the
search for related literature. Charles T. Eagle, Jr. Ph.D., RMT-BC, Director of
Music Therapy at Southern Methodist University, served as Project Training
Coordinator, and searched for bibliographic citations through the Computer-
Assisted Information Retrieval Service System (CAIRSS) for Music (Eagle,
1982). Many citations were abstracted, and a 176-item annotated bibliography
was prepared for use at the first Institute. By the second Institute, 501 items
were annotated and provided to each trainer. This search was of value in
preparing the monographs as well as preparation for workshops. Media pre-
sentations, in the form of a videotape and a slide show were prepared by the
media team of the Institutes. These, too, were used in workshops.

Since the second Institute, a further annotating and indexing project
extended the bibliography to 1000 items. This was conducted by Project
Director Wanda Lathom, Ph.D., RMT-BC, Director of Music Therapy, Uni-
versity of Missouri-Kansas City with the assistance of many undergraduate
and graduate students. This project was funded by a University of Missouri-
Kansas City Faculty Research Grant. Dr. Eagle has continued the CAIRSS
project and has provided additional annotated citations. This book’s content
reflects much literature appearing since the initial monograph publication.
However, its primary emphasis is to provide information to help music ther-
apists understand the characteristics of children seen in practice. Much avail-
able music therapy reference material is not included. If this book is used as
a text, primary literature in the field of music therapy should be assigned to
supplement the text. It is assumed that the music therapy students reading
this book will have had some background in anatomy and physiology, psy-
chology, and special education, since courses in these areas are required in a
music therapy curriculum.
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INTRODUCTION

While a free public education had been promised to all children in the
United States for many years, children with disabilities often were

unable to receive the necessary specialized services to allow them to benefit
from education in their home community. Legal and philosophical develop-
ments during the past quarter century have had profound influences. Con-
sider the case history of Laura:

Laura is a ten-year-old girl with severe physical abnormalities, including two sets of eye-
brows, severe hyperthyroidism, rudimentary ears, front nasal dysplagia, and malforma-
tions of the oral cavity. Her sight and hearing are impaired, as are her psychomotor abili-
ties. Upon first observations, Laura spontaneously explores her environment, touching it
and looking at it, or engages in self-stimulatory behavior, such as hand staring or finger-
flicking.
Group goals established for Laura’s class are to increase environmental and peer aware-
ness, increase awareness of causality, and develop imitative skills. Individual goals estab-
lished for Laura are to develop self-awareness, extend her attention, and social skills. The
service responsible for helping Laura achieve these goals is music therapy. Laura has been
seen once weekly for group music therapy in the Day School Unit and twice weekly for
group music therapy in the In-Patient Unit at the Mental Retardation Center. Her atten-
dance has been good.
Because of the physical abnormalities of her oral cavity, Laura currently is incapable of
expressive speech. She does exhibit glottal vocalizations during group music therapy; these
vary in quality and seemingly relate to frustration, anger, discomfort, or pleasure.
Receptively, Laura follows simple verbal commands. Her expressive language is not com-
mensurate with her receptive abilities. Laura exhibits adequate gross and fine motor coor-
dination and balance for accomplishing music tasks. Her attention span seems short, and
her ability to focus on a task is limited. However, Laura has shown progress in this area.
Her treatment team felt that these abilities can be developed by interrupting inappropriate
behavior and guiding her back to the task.
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Laura explores music materials in a purposeful manner. For example, she spontaneously
and discriminately locates specific music material on the equipment cart, such as a tone
bell and stick beater, and hits the tone bell with the beater to produce sound. She usually
holds materials close to her left eye, which affords her better vision. Laura occasionally has
imitated a visual model by using music materials to demonstrate new methods of sound
production. Her interaction with music materials is not directed toward self-stimulation but
rather toward sensory input. Laura demonstrates knowledge of some spatial relationships
related to music tasks and shows acquisition of self-help skills.
In music therapy, Laura has shown the most growth, socially and affectively. Generally,
she is a passive participant in all music activities in that she sits within the group and
appears aware of her environment. However, she participates actively if physically
prompted or if materials are placed close to her. Laura demonstrates development of inter-
personal relationships by recognizing familiar authority figures, approaching them sponta-
neously, and holding their hand. She initiates physical affection such as hugging and sitting
on laps, and she has begun “smiling” (upward twitches of sides of mouth) and laughing dur-
ing pleasurable experiences and crying when gratifying materials are taken away or when
she is physically hurt by one of her peers.
Music therapy has been instrumental in Laura’s social, emotional, and cognitive growth.
The positive changes in these aspects of her behavior and levels of communication relate
directly to the intervention of the music therapy program in which she participates. It is
therefore recommended that Laura continue to be seen three times weekly for group music
therapy sessions and that her program goals be continued.
Laura is typical of a client who would have spent most of her childhood in an institution
before PL 94–142 was passed. Now, she is most likely to remain in the community, attend
a public school, and participate, to whatever extent possible, in social and recreational
events enjoyed by all children. Her long-term expectation probably would be to live in a
group home, participate in supervised employment, and have a level of independence that
would have been considered impossible twenty-five years ago. Thus, the service delivery
and goals in music therapy must be different, too.

The goals of education and therapy for this child ultimately are no different
than for all others: to help the individual be the best he or she can be.
Maslow (1971) states this concept:

Stated simply, such a concept holds that the function of education, the goal of education—
the human goal, the humanistic goal, the goal so far as human beings are concerned—is ulti-
mately the “self-actualization” of a person, the becoming fully human, the development of
the fullest height that the human species can stand up to or that the particular individual
can come to. In a less technical way, it is helping the person to become the best that he is
able to become. (pp. 168–169)

Thus, the goal for a college student, a client in a mental health facility, or a
child with a disability is the same: to become the best that he or she is able
to become. To be “fully human,” it is important to experience the full realm
of human expression. A handicapped child can experience all human feel-
ings—joy, compassion, anger, and the insensitivity of others. Yet the child’s
lack of communication skills may make it difficult to express feelings. The
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arts provide a vehicle to let all people “get in touch” with feelings and to
communicate those strong emotions nonverbally. Sharing of human feelings
in ways acceptable in one’s culture is important for all children, but espe-
cially for a child who is limited in many other forms of communication.
Almost all children respond to music, and most express great pleasure
through participation. A child who is to “reach the fullest height” must be
aware of the range of available feelings and must have a means of commu-
nicating them to others. Through the arts, this is possible, even for severely/
profoundly handicapped children.

THE LEAST RESTRICTIVE ENVIRONMENT

The least restrictive environment clause of the law requires each state to
establish procedures to assure all handicapped children receive a free appro-
priate education. “Appropriate” means that the child can benefit from the
experience and can be expected to succeed and make progress toward act-
ing independently. Unfortunately, this has not always been the case when
children have been “mainstreamed.” The term “mainstream” was never used
in PL 94–142, nor has it been in the current version, called IDEA (Indi-
viduals with Disabilities Education Act, 1990). Rather, it was an attempt to
express the desire to include handicapped individuals with those who were
not handicapped, thus reducing the isolation and stigma that had resulted
from institutionalization and a general misunderstanding of the capability of
handicapped people. Safford and Rosen (1981) summarize the principle of
mainstreaming when they note that “participation in educational programs
with nonhandicapped peers, to the extent appropriate [for the child with a
disability] is an essential aspect of an appropriate education” (p. 2). As a com-
prehensive official definition, the following was approved by the Council for
Exceptional Children’s Delegate Assembly in April 1976:

Mainstreaming is a belief which involves an educational placement procedure and a
process for exceptional children, based on the conviction that each such child should be
educated in the least restrictive environment in which his educational and related needs
can be satisfactorily provided. This concept recognizes that exceptional children have a
wide range of special educational needs, varying greatly in intensity and duration; that
there is a recognized continuum of educational settings which may, at a given time, be
appropriate for an individual child’s needs; that to the maximum extent appropriate,
exceptional children should be educated with nonexceptional children; and that special
classes, separate schooling, or other removal of an exceptional child from education with
nonexceptional children should occur only when the intensity of the child’s special educa-
tion and related needs is such that they cannot be satisfied in an environment including
nonexceptional children, even with the provision of supplementary aids and services.
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Today, the term “inclusion” is used in addition to “mainstreaming.” Inclusion
means that the child’s primary placement is in a regular classroom. The
teacher may be assisted by specialists, but the majority of the child’s time is
with his or her class. Placement decisions are made by the team writing the
child’s Individualized Education Plan (IEP), which must include input from
parents and even the child if he or she is capable of making decisions.
Entering an IEP meeting with a preconceived program in mind, before any
parental input, is against the law’s intent. As administrators and attorneys are
well aware, educators must avoid appearing to have any preconceived place-
ment plans prior to hearing from parents in the context of a multidisciplinary
staff meeting (Smelter, Rasch, & Yudewitz, 1994, p. 37). For IDEA money to
fund music therapy, the IEP must include music therapy, and the parent must
have input into the process of program determination. If the parent also is
disabled, he or she may have additional rights under Section 504 of the
Rehabilitation Act.

All 50 states have accepted funding under IDEA, so all are required to
assure that all children with disabilities receive a free appropriate education.
Both mainstreaming and inclusion may miss the linkage between “least
restrictive environment” and “appropriate.” Inclusion is done in the best
interest of the child, but, as the literature suggests (e.g., Baines, Baines, &
Masterson, 1994; Smelter, Rasch, & Yudewitz, 1994), ideology and parental
demands may override educational and therapeutic considerations. Careful
painstaking attention to details of goals, objectives, implementation of inter-
vention strategies, and rationale for any particular course of action, support-
ed by extensive documentation, is essential for building a case for particular
actions.

“Mainstreaming” has been especially misused in music, art, and physical
education classes, where children from special education classes are most
often included with nonhandicapped children. If the child is unable to par-
ticipate and is not provided with necessary supplementary services to help
him or her gain the requisite skills to participate, this is not the least restric-
tive environment. It is inappropriate mainstreaming. Placing a child in band
when he or she does not play an instrument is not appropriate. Placing a stu-
dent in a choral ensemble when he or she cannot read the words or music is
not appropriate. Placing a wheelchair-bound child in the back of the class to
“watch” the fourth grade have music class is not appropriate. Yet, each of
these examples have been reported many times. In the United States, schools
must be responsible for demonstrating appropriateness of all educational
experiences. One way to supplement the mainstreamed music class is to
offer either alternative or supplementary special services by a music thera-
pist or music educator with additional special education background. To the
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greatest extent possible, handicapped children should participate with non-
handicapped children. Only when the child cannot achieve, even with sup-
plementary aids and services, should separate classes be considered. Even
then, placement close to his or her home should be provided. This concept
was stated in 1973 in the Section 504 regulations of the Vocational Rehabili-
tation Act Amendment (PL 93–112), as well as in PL 94–142.

Some children’s educational needs are best met in special education class-
es, special schools, or even residential facilities where 24-hour care and train-
ing can occur. The needs of each child must be considered and placement in
the least restrictive environment must be made. Instruction in the home or
hospital may be necessary, especially if the child has a health impairment
that prevents him or her from attending classes. Music therapists can offer
related services to help children benefit from education in regular classes,
special education classes, resource rooms, special schools, hospitals, residen-
tial care, or home care. PL 94–142 recognized music therapy as a related ser-
vice.

INDIVIDUALIZED EDUCATION PROGRAM

Each child who is a potential candidate for special services must be eval-
uated to determine need and appropriate placement in a special education
program. The results of the initial evaluation are stated in the child’s Indi-
vidualized Education Program (IEP). Participation in the regular education
program, to the maximum extent appropriate, depends on the child’s particular
needs. The IEP also lists the related services needed to assist the child to ben-
efit from education, the initial goals and objectives, and time lines for their
accomplishment. If music therapy is utilized as a related service, the music
therapist should assess each child and state goals and objectives in the IEP.
Each state has legislation relating to implementation of the federal law. Al-
though PL 94–142 stated that music therapy was a recognized related ser-
vice, funding often relates to the state legislation, which may not include
music therapy. Thus, it is important for music therapists to inform legislators
about their role, and to assure that music therapy appears on the IEP of each
child they serve. Since the case load is often large, this requires much extra
work for a music therapist. However, funding directly relates to the IEP, so
it is very important to state goals and objectives for each child. The alterna-
tive is for the school district, hospital, or institution to hire a music therapist
without receiving state or federal reimbursement. Although this is done in
states where music therapy is not included in state legislation, it limits the
number of positions available. Thus, children who could greatly benefit from
music therapy as a related service may be denied the service.
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FULL PARTICIPATION IN EDUCATIONAL OPPORTUNITIES

Arts programs should be a part of every child’s education. One of the con-
cepts basic to the public law is that handicapped children should have access
to full participation in education. Part of PL 94–142 stated that “Each state
and educational agency shall take steps to insure that handicapped children
have available to them the variety of programs and services available to non-
handicapped children including art, music, industrial arts, home economics,
and vocational education” (Section 121a23, Regulations). The rules and reg-
ulations governing this Act go on to say that artistic and cultural programs,
arts, music, and dance therapy may be among the related services offered to
handicapped children if they are required to assist the child in benefitting
from special education (Section 121a23, Comment, Regulations).

Music therapy uses music to improve verbal and nonverbal communica-
tion and social, emotional, academic, and motor behavior. Music therapists
are highly trained specialists who provide services to handicapped individu-
als of all ages and with all types of disabilities. The music therapist first
observes and evaluates the child and then makes recommendations to all
other personnel involved in the child’s program. The result is an IEP speci-
fying goals and objectives, personnel assigned to help meet these objectives,
and the time needed to attain these objectives. A parent or guardian and the
administrator then signs the IEP.

The music therapist establishes specific procedures and then initiates the
service on an individual or group basis. Singing, moving, playing, listening,
discussing, and creating are the types of activities the music therapist will use
in the individual or group sessions. Frequent consultations with other
involved personnel are necessary if the child’s program is to be effective. In
particular, the music therapist must consult the parents and keep them
apprised of their child’s progress and of how they can assist the child at
home. All those involved in the child’s education and/or treatment program
should have access to documentation of services offered, further assessments
made at time periods specified on the IEP, and information on subsequent
changes in program or termination of services.

Seeking to define the tasks of a music therapist who worked with children,
Lathom (1982), surveyed 164 music therapists working in settings with a spe-
cial education component, including public and private schools or other spe-
cial education facilities, residential facilities, and children’s treatment centers.
Two-thirds of the respondents had worked for one to five years in a facility
with a special education department. The survey showed that music thera-
pists spent a substantial amount of time (over 45%) in the following five activ-
ities:
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1. Implementing music therapy programs in groups. Because music often
requires more than on participant, it can be a very effective group activi-
ty. Experience in taking turns, considering other people, cooperating with
others, and feeling responsibility to the group can all occur when children
play musical games, sing, listen to music together, or play instruments in
an ensemble. With praise and acknowledgment of these behaviors, there
is considerable carryover to behavior in nonmusical groups. When care-
fully planned musical activities are performed successfully and applauded
by the therapist/teacher or the other children in the group, a child can feel
proud.

2. Implementing music therapy programs one to one. Some children need
the therapist’s full attention before they are ready for group activity. Thus,
many effective programs start with individual sessions, move to a small
group (two to four children) activity, and then expand to larger groups (an
entire class or combination of several small groups). Sufficient time should
be allotted for frequent contact with children who must start with one-to-
one treatment/education programs.

3. Planning music therapy programs. Changing the child’s behavior requires
careful planning by the music therapist. For successful performance, musi-
cal activities must be within the child’s skill and ability level. The child’s
ability to work with others in the group must be considered, as well as the
ability to follow instructions, complete tasks, and maintain impulse control
while waiting to be the focus of attention. The child’s relationship with the
therapist is an important consideration if praise and attention are to be
used to reinforce the child’s behavior.

4. Preparing music therapy goals/outcomes for the child’s Individualized
Education Plan. Music therapy should be based on objective observation
and evaluation that is shared with others on the IEP team. It is best if the
music therapist can attend the staffing conference with the child’s teacher,
the school administrator, the parent(s), and other who will contribute to
the child’s education and treatment. This staff conference can provide the
music therapist with the information necessary to implement a program
that will meet the child’s special needs.

5. Preparing reports, letters, and filing. After preparing the initial evaluation
report, the music therapist maintains daily progress notes which are sum-
marized periodically and sent to others who work with the child. It is
important that the therapist keep progress notes in a central file so that
accountability of service provided can be documented. Although frequent
contact with the parents is desirable, this is often difficult to arrange. If
revisions in the initial IEP are required, the music therapist should inform
the parents of their child’s progress in writing. Other reports, such as those
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stating reasons for termination or other recommendations, should also
summarize progress in the child’s treatment program.

Since the first task in service provision is to assess the child’s abilities and
needs, the first chapter of this book discusses assessment procedures for chil-
dren in music therapy. The following chapter discusses typical goals and
objectives for children with disabilities. Subsequent chapters discuss various
disabilities and ways in which music therapy may serve children with these
problems.

Music therapy may play a significant role in enhancing communication,
academic achievement, motor skills, emotional expression, organizational
skills, and social skills. The overall goal of all education and treatment is
always to assist the individual to become an independent, productive mem-
ber of society to the highest extent possible. This leads to a life of greater
happiness and fulfillment than was possible when individuals with disabili-
ties were viewed as a burden on society.
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PEDIATRIC MUSIC THERAPY





Chapter 1

MUSIC THERAPY ASSESSMENT OF
HANDICAPPED CHILDREN

3

Assessment of every potential client is
necessary to determine whether or not

music therapy might be of use in his or her
total program. If music therapy appears vi-
able, a baseline description of the client’s
entering behaviors is important for subse-
quent evaluation of progress.

The evaluation should lead to a statement
of recommendations. This is possible only if
the therapist has elicited behaviors in several
categories: Communication, Academic or
Cognitive, Motor, Emotional, Organization-
al, and Social (CAMEOS) (Eagle, 1982, p.
21). The literature supports using music ther-
apy in achieving goals in each of these areas.
Determining the child’s current level of func-
tioning can reveal deficiencies, which lead to
program recommendations. Of equal impor-
tance, assessment should reveal strengths.
Helping children to be aware of strengths
and use them effectively, while coping with
remediating deficiencies, is essential to treat-
ment through music therapy.

CONTENT OF THE
ASSESSMENT SESSION

All evaluations should include demo-
graphic information: name, sex, address

(classroom, home, location within a hospital,
or wherever the child is currently residing),
age, school, and grade. In some instances, it
may be important to include the name of the
person making the referral (physician, teach-
er, parent, other therapist, etc.). At times, it
may be important to include a number to
call in case of medical emergencies. This is
especially important for children with health
problems. The therapist writing the report
should provide his or her name, and the date
of the observation(s) and the date on which
the report was written.

The first paragraph of an assessment
should describe the child’s appearance.
“Billy is 4’3” tall, weighs about 50 lbs, has
brown eyes, red hair, and freckles. He wears
a baseball cap and is very reluctant to
remove it.” Such a description allows mem-
bers of the treatment team to be sure they
are speaking of the same child, or to refresh
their memories if they are confused about
names of several children who are being
evaluated at the same time.

Salend and Salend (1985) caution
observers to describe rather than interpret be-
havior. They further suggest that the exam-
iner note the child’s “approach to the testing
situation, attention to task, idiosyncrasies,
self-concept and response style” (p. 282).
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This information may be included in the sec-
tion on description of the child, or it may be
more appropriate in later sections of the
report.

To meet the requirements of PL 94–142,
assessment must not be discriminatory re-
garding cultural or racial differences.
Kratochwill and Cancelli (1982) observe that
“The stigma attached to labeling a dispro-
portionate number of culturally different
individuals retarded and the perceived
insulting nature of a premature conclusion
that one group of people is less intelligent
than another is not only cause for concern
but to some, reprehensible” (p. 7). When-
ever possible, children should be given
instructions in their native language or pre-
ferred mode of communication. This is
essential if standardized tests are used. There
are cultural differences in learning style,
desire for structure in presentation of materi-
als, ability and willingness to reveal or dis-
cuss emotional issues, and differences in
desired level of sound and light stimulation
(Dunn & Griggs, 1995). Assessment by a
multidisciplinary team helps insure that bias
will be less than when decisions are made by
any one individual. A variety of ways to
obtain information about a child’s ability
leads to a much better assessment. In a
music therapy environment, children may
feel less threatened and be more likely to
engage in activities they regard as play or
fun than in more formal testing environ-
ments. Both are needed, since they supple-
ment the information needed for a more
complete and accurate assessment.

COMMUNICATION SKILLS

Assessment of communication should
include observations of both verbal and non-
verbal communication skills. Each of these
categories should include receptive and

expressive communication. While ability to
read and write is important to communica-
tion, it is usually evaluated under the catego-
ry titled “Academic/Cognitive Skills.” Use of
notation may be evaluated with music skills.

Verbal Expressive Skills

As the child enters the music therapy
area, the therapist should initiate conversa-
tion. This establishes rapport and a relaxed,
comfortable environment. Note any verbal
responses made by the client. Is his or her
speech understandable? If not, describe the
problem: articulation error? Inappropriate
loudness level? Substitution or omissions?
Are complete sentences used? Is the gram-
mar and word choice appropriate?

Verbal Receptive Skills

Next, give simple one-sentence directions
to participate in a music activity: “Clap your
hands.” “Tap your toe.” “Ring the bell.”
When you have observed these verbal re-
ceptive language skills, try two-sentence
directions: “Choose an instrument from this
box. Hold it, quietly, on your lap.” “Stand
and march in place.” “Take hold of the para-
chute. Lift it to your waist.” These instruc-
tions require knowledge of vocabulary. You
should give the direction, wait for the response,
and note which children can respond. When
you give the directive, try not to model the
behavior. If you do, you will be uncertain if
the child responded to verbal or nonverbal
content of your communication. After you
have waited for an adequate time, if the child
has not responded, repeat the verbal com-
mand. If there is still no response, model the
behavior, and repeat if necessary. A last
attempt is to hand-shape the behavior. Take
the child’s hand and gently assist him or her
in making the desired response while pairing
it with the verbal command.
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It is essential that you exhibit patience in
allowing the child adequate time to process
the request and organize the response. Many
children can respond if allowed enough
time, but they quickly give up if they feel
rushed. Rowe (1987) recognizes two types of
classroom “wait time”: time for students to
respond to questions (wait-time I) and time
for the teacher to respond to student answers
(wait-time II). The second type of wait-time
has had more research, since the response to
the student’s behavior may be reinforcing.
Research suggests that if this delay is too
long, other behaviors may occur and be acci-
dently reinforced, thus producing an unde-
sired response pattern (sometimes called
superstitious behavior). Patience in wait-time
I is likely to lead to a far better assessment,
since many exceptional children require a
longer time to process instructions and initi-
ate a response. If the child is not responding,
try waiting longer. Be careful not to create
anxiety by the expectation that the child
respond immediately or quickly. In music
therapy, a more relaxed response time may
be established by keeping a steady beat
going and allowing the child to join in the
task when he or she feels ready. A comfort-
able social climate, clear instructions in as
few words as possible, nonverbal models of
the expected behavior, if needed, and time
for organizing and performing the motor
response will lead to a better assessment of
the child’s highest level of behavior. Of
course, there are some children who under-
stand what you want them to do, but choose
not to do so. This will become evident as the
session progresses. However, there are so
many ways to elicit behavior in a music ther-
apy session that you can usually find a way
to get a response, even from the most unco-
operative child.

If you are uncertain if the child is follow-
ing verbal instructions or imitating others,
you may need to give different individual-

ized instructions to each child. Imitation is
an important skill, too, and should be noted.
However, the intent in this part of the assess-
ment is to test complex receptive verbal
skills.

Many songs allow the child to fill in a
blank in the lyrics: “My name is
___________.” “My favorite food is
___________.” To further test verbal skills,
use songs which allow a single word
response. Next, use an activity which re-
quires the child to provide a phrase, then a
complete sentence.

Communication skills can be further
noted when you observe social skills. You
may find that he or she talks freely with
peers but will say nothing to adults (or vice
versa). If a child is from a home where adults
were punishing and older siblings provided
protection, he or she may speak only to
older children. A child who has been fre-
quently hospitalized and requires close
supervision when at home may have little
experience with peers but will talk freely to
adults. Both ability and style of communica-
tion should be recorded. Usually the treat-
ment team is not interested in verbal content
or a description of music procedures used to
elicit these behaviors.

Nonverbal Expressive Skills

Be aware of facial expressions and other
body language that the child uses to express
feelings. How does he or she show pleasure?
Anxiety? Frustration? Anger? Is this a child
who is freely able to express feelings, or is he
or she inhibited? If so, is the child indicating
shyness, fear, or a lack of appropriate reper-
toire of nonverbal expressive behaviors? A
nonverbal child may still be able to demon-
strate expressive communication by using
finger spelling, manual communication, or
pointing to language boards. You may also
include testing that allows “Yes/No” answers


