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Summary This paper is based on a qualitative research project on clinical work carried out at a
residential unit for adults with learning disability. Most pre-verbal and nonverbal
adults appear able to express emotions such as pain and anger with sounds such as
crying, screaming or shouting. These sounds, however, are not always received as
communication by care staff and can sometimes lead to further isolation. In addition,
some clients make sounds, which seem intended to be self-reassuring or comforting
and have become habitual and used as a barrier against others. This study centres on
two examples of music therapy with pre-verbal clients where vocalization is used to
establish an interactive relationship. In both examples, parallels are drawn with the

spontaneous and instinctive strategies used in early parent-infant communication.
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Introduction

In 1990, when I joined the staff, the residential unit in which
the clinical work discussed in this paper took place had
approximately 750 residents and was one of the three large
hospitals comprising the region’s service for adults with
learning disability. Since then, because of the movement
towards closing large psychiatric and learning disability insti-
tutions and rehousing people in smaller homes in the com-
munity, most of the residents have been resettled in nearby
towns and villages and its population has dropped to about 65.

Many of the large institutions of past decades have been
host to attitudes and practices which have denied the indi-
viduality of residents and have been negative and, in some
cases, disrespectful and abusive (Oswin 1978; Sinason 1992).
In the unit where I worked, however, there were improve-
ments in staff training and care practices in the mid 1990s. A
collaborative care plan was introduced for each service user,
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resulting in more opportunity for liaison among the various
professionals working with the residents, especially those
being considered for resettlement. Speech and Language
therapy, Art therapy, Dramatherapy, Physiotherapy, Vibroa-
coustic therapy (Skille & Wigram 1995) and Aromatherapy
were available on the site in addition to Music therapy, and
the grounds were large and safe for ambulant residents to
move around without fear of crowds or traffic.

Preparing adults who may have spent many years in
‘institutional life’ for integration in the community was often
far from easy, and some were very resistant to resettlement.
Communication difficulties were very common (Van der
Gaag & Dormandy 1993), and it was necessary to help clients
overcome their fear or mistrust of other people before they
could begin to tolerate the world outside the shelter of their
immediate environment.

Communication difficulties and nonverbal
and pre-verbal adults

Communication difficulty is particularly prevalent in those
with little or no speech. While some have a good under-
standing of spoken language and are able to make them-
selves understood with a combination of vocal sounds, facial
expressions and gestures or signing, many do not. Some

@© 2004 BILD Publications, British Journal of Learning Disabilities, 32, 24-29



service users, for instance, have physical disabilities, which
make signing and pointing difficult or impossible and, like
those of us who communicate verbally, they rely principally
on their voices for conveying meaning to others. In music
therapy, any use of the instruments may be impossible.

Other pre-verbal and nonverbal service users have severe
communication disabilities such as autism, and it is often
extremely difficult to penetrate their isolation. Many appear
to have developed no alternative means of communicating
and seem determined to shut other people out as much as
possible. Their evasive or defensive strategies might include
shouting, rocking backwards and forwards and pushing away
anyone who comes too close. Vocal sounds which were
perhaps once intended to be communicative have become
incorporated into habitual behaviour patterns, and it seems
ironic that the human voice, the main means of communica-
tion for most of us, becomes a barrier against others.

The main focus of my work with both of these client
groups is vocal interaction, and I have developed a large
range of sounds upon which I can draw to respond to clients
who might wail, roar, scream, grunt, babble, make ‘rasp-
berry’ noises or click with their tongues. In time, a sort of
wordless ‘conversation” will begin, reminiscent in some ways
of a vocal interaction between a parent and an infant.

Early communication

Communication is a necessity of life (Syder 1992), and it
would appear that we come into the world biologically
primed to interact with others (Trevarthen 1988). At birth,
we are already able to recognize our mother’s voice (De
Casper & Fifer 1980 cited in Stern 1985) and to show pre-
ference for songs she has sung while we were in the womb
(Satt 1984 cited in Lecanuet 1996). Our first cries are accepted
and answered by our parents as a means of communication,
and this reinforces our capacity for using our voice in a
communicative sense and encourages further vocalization
(Papousek & Papousek 1981).

An infant’'s communicative and social development
depends on the intuitive skills of parents or care givers to
provide an interactive framework within which his/her
skills can grow. Participants in a conversation need some-
thing in common, which they can share (Markova et al.
1995), and mutuality, or common ground, is established
and developed during their dialogue (Luckmann 1990 cited
in Graumann 1995). In a similar way, a parent and an infant
need to find common ground in pre-verbal dialogues, and
parents intuitively provide the framework for this (Papousek
1995).

During the first months of the infant’s life, parents will
focus mostly on his/her behavioural state and activities
(Papousek 1995; Papousek & Papousek 1987). They almost
always answer in the same modality, for instance, respond-
ing to the infant’s vocalizing by vocalizing themselves or to
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his/her making a face by making a face themselves (Papou-
sek & Papousek 1981 cited in Stern 1985). After about
9 months, however, their responses extend beyond imitation
into interpreting the feelings behind the behaviour and
responding accordingly (Trevarthen 1980; Stern 1985). The
parent, for instance, might sing or talk about why the infant is
waving his/her arms up and down. The infant in turn reads
the parent’s response as being connected with his/her ori-
ginal feeling experience and not as merely imitating his/her
behaviour (Pavlicevic 1990).

Early interaction and music therapy

Parent-infant dialogues and games play a central part in a
child’s development of communicative skills and help pre-
pare the infant for the development of verbal communication
(Schaffer et al. 1977; Bruner 1983; Papousek 1995). Parallels
are often drawn between strategies used in parent-infant
interaction and those used by music therapists with their
clients (Bunt 1994; Ansdell 1995; Robarts 1996; Pavlicevic
1997; Tyler 1998; Wigram 1999). Both situations provide a
framework for mutuality, growth and development. Paral-
lels are drawn, too, between rhythmic structures found in
early interaction and music. Parent and infant watch each
other to find a shared beat on which they both can move, and
the overlapping and turn taking within their dialogue have
some similarity to musical phrases (Trevarthen 1988).

The Nordoff and Robbins music therapy approach
(Nordoff & Robbins 1971, 1977), in which I was trained, uses
spontaneous musical improvization between therapist and
client to establish and develop a relationship within which
the therapy can take place. The client’s instrumental and
vocal responses, and physical movements when appropriate,
are acknowledged and incorporated in the therapist’s music.
The therapist also shares the client’s emotional state, inter-
preting and reflecting the feelings underlying his/her
sounds, movements and facial expression and responding
musically to any changes in his/her responses. As in the
infant’s case, the client not only experiences his/her own
feelings being heard, accepted and supported, but also dis-
covers the communicative possibilities of expressing his/her
feelings to another person. By working in this way, the
therapist is not in any way treating an adult client as a baby
but is accepting his/her chosen way of communicating as a
starting point for the therapeutic relationship.

Music therapy and the voice

‘Tuning in’ to a client’s vocal sounds in music therapy is
not new, especially in work with children (Bunt 1994). The
therapist does not imitate the client’s vocalizing exactly but
rather uses some features of it, extending and varying as
appropriate to elicit further response. Where multidisciplin-
ary team-work is possible, music therapists can sometimes
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work in collaboration with speech and language therapists,
using pre-verbal dialogue to develop communication sys-
tems for children or pre-verbal adults (Oldfield & Parry 1985;
Zallik 1987).

Communication difficulties and
residential care

For many people with unmet psychological needs, learning
disability or autism, a communicative parent-infant relation-
ship may either have failed to develop normally in its early
stages (Hobson 1993, 2002), or have been interrupted at a
later stage by some change in circumstances (Hollins 1985;
Sinason 1992). The mother of a newly born disabled child,
for instance, might be depressed or otherwise unwell and
therefore unable to respond spontaneously and appropri-
ately. For an older person with a disability, moving into
an ‘institution” or group home can result in loss of family,
individuality, independence and privacy, which can result
in depression, lethargy and an increasing feeling of isolation
(Oswin 1978).

Nursing and care staff are among the people most able to
bring about change in clients’ communication skills, as they
spend most time with them (Chatterton 1999), but some find
it difficult to believe that the communication skills of adults
with learning disability have any hope of improvement
(Aldridge 1996). Staff may sometimes overestimate clients’
understanding of verbal language, or fail to identify non-
verbal behaviour as a means of communication (Purcell et al.
1999). The informal communication systems of people with
profound and multiple learning disabilities, too, are often
difficult to understand and, even in cases where they are
recognized as such, are likely to break down after a while
(Porter et al. 2001).

Vocal sounds can sometimes be ignored, interpreted as
‘attention-seeking’ or otherwise misunderstood. I have seen
many instances of residents being moved to a room on their
own so that their shouting, crying, wailing or screaming
would not disturb other people. Sometimes radios and tele-
visions have been switched on at full volume in an attempt to
mask the sounds, thus appearing to add to the rejection and
isolation of their perpetrator. One such client was ‘O’.

Client ‘O’

‘O’ was in her late thirties and had lived in residential care
from the age of six. Diagnosed as having cerebral palsy of the
spastic diplegia type, visual impairment and microcephaly,
she had very little motor function, no speech and, it was
thought, little understanding of language. She spent most of
her time in a matrix chair, and, in addition to suffering from
the discomfort caused by her flexed joints and inability to
move her limbs, she was prone to oral and pharyngeal thrush
and eczema. When she reached her mid thirties it was

noticed that she often cried for no obvious reason. It was
not known whether the cause was pain or depression, but the
result was that she was often moved into a room by herself so
that the other residents would not be disturbed.

Instrumental work was impossible for ‘O’, as she was
physically unable to play an instrument or hold a beater.
Although I had been warned that it would be difficult to
work with her because she ‘could not do anything’, the
melodic quality of her crying led me to believe that it might
be possible for us to establish and build up a relationship
through vocalization. Sessions took place weekly in a sitting
room on her ward, and each lasted approximately 30 min.

As part of my research project, I made a musical transcrip-
tion of a 2-min extract from ‘O”’s first session and analysed it
in detail. The interaction was based on her crying, which
often contained recognizable musical pitches and followed
melodic shapes. Her phrase lengths were determined by her
breathing, and her pauses for intake of breath enabled me to
sing in reply. I supported our vocal interaction with slow
chordal accompaniment on the piano.

The analysis suggested that, far from being a habitual
sound used deliberately to isolate herself from others,
‘O”s crying was expressive and communicative in intent
and that she was responding to my singing and playing. She
sometimes echoed notes I had sung and, especially after a
point where we established a mutual pulse (Trevarthen
1988), the notes of her crying became more rhythmically
related to my singing. Our dialogue seemed more conversa-
tional and, despite the growing tiredness and discomfort,
which I could hear in her voice, ‘O’ seemed to be trusting our
relationship enough to share her feelings with me in an
increasingly purposeful way.

Client ‘J’

‘T" was in his mid thirties and had lived in the unit since he
was 13. Diagnosed autistic, he had no speech and displayed
stereotyped behaviour patterns and sudden mood swings.
He went through periodic phases of unsettled and unpre-
dictable behaviour, including screaming, stripping, incon-
tinence, throwing objects and eating foliage from plants and
trees. These phases occurred at approximately 6-week inter-
vals, often shortly after a social event or community visit. The
clinical psychologist believed that his distress was due to
extreme anxiety caused by fear of social situations.

‘]”s sessions took place weekly at the Music Therapy
Department and usually lasted for 3040 min. He appeared
very uncommunicative at first, often sitting on the floor
rocking backwards and forwards or twiddling small objects
in front of his eyes. Occasionally, he would accept a beater
and play a few beats on a drum or xylophone, but his playing
did not appear purposeful and the flicking wrist movement
that he used seemed no more than a continuation of his
habitual twiddling. He occasionally made vocal sounds,
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including quiet humming and high-pitched whooping or
screaming, all of which were incorporated into our music.

I made a musical transcription of a short vocal extract from
an early session and analysed it in detail. When ‘J” was going
through a distressed phase, he was unable to come to the
Music Therapy Department and his sessions occasionally
took place in his ward. On this occasion, he was on his bed in
the dormitory-style bedroom, naked, tossing restlessly and
clutching a soft toy. His screaming and sobbing could be
heard throughout the building.

The analysis showed two distinct vocal sounds: sobbing or
screaming, and the subdued humming of a four-note rhyth-
mic motif. Whereas ‘J"’s sobbing and screaming appeared
expressive and communicative in intent, he appeared to be
using the subdued motif to comfort and reassure himself. It
seemed to represent a part of his inner self, which he was
trying to protect by keeping it to himself, and I felt that it was
only by penetrating it that I would be able to make contact
with the ‘real J. Unlike his high-pitched distress sounds, it
was in his natural ‘man’s’ register and, at first, kept to the
same two notes, even when I changed the tonality of my
singing. After a while, however, he became still and quiet
and began following my pitches for the first time. His ‘man’s’
voice seemed more confident and communicative and his
sobbing and screaming subsided.

Research findings

As with “‘O’, there was a point in the interaction after which ‘J’
seemed to show a higher level of awareness and acceptance.
In both cases, I ‘tuned in’ to the clients’ voices (Bunt 1994),
using the sounds I heard as a basis for establishing a common
tonality and pulse (Trevarthen 1988). At the heart of both
vocal exchanges, however, was not a purely musical inter-
action based on pitches and rhythms but the growth of
understanding of the emotions underlying the vocalizations.
As in parent—infant exchanges, it was necessary to interpret
and reflect the clients’ feeling states, from their movements
and facial expressions as well as their voices, and from the
expressive qualities of their voices as well as the notes and
rhythms (Trevarthen 1980, 1987; Stern 1985; Pavlicevic 1990,
1995; 1997).

In both cases, there appeared to be a growth of acceptance
and trust in the relationship, which brought about a shift
towards more mutuality in the vocal dialogue. ‘O” and ‘J’
seemed to be becoming aware of more than merely a voice
imitating their sounds: they were beginning to hear my
responses as being related to their emotions, to share their
feelings with another person and, perhaps for the first time in
years, to hear themselves being heard (Ansdell 1995). As
infants begin to experience themselves within the context of
an interactive relationship with their parents, it appeared as
though they were beginning to see themselves as emotional
and communicating beings.
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Conclusion

Both ‘O’ and ‘J” were reported by their relatives and by other
staff to show improvements generally in their commu-
nicative and social skills, and it was believed that music
therapy had played a significant part in this. My study sug-
gests that:

e Vocalization can play an important part in establishing
and developing a therapeutic relationship in which clients’
communicative skills can grow.

o It is possible to distinguish between sounds intended to be
communicative and those that appear self-isolating/self-
comforting (i.e. habitual).

o Both these categories of sounds can be used in an inter-
active musical context.

It would appear that music therapy can help reduce the
isolation of adults living in residential units, but opportu-
nities for clients to generalize their communicative improve-
ments in everyday life can happen only with adequate staff
training and resources. Like a young baby, a pre-verbal or
nonverbal adult living in a residential unit is dependent on
his/her principal care givers, not only for basic needs such as
feeding, washing and dressing but also for establishing and
developing intercommunicative relationships, which will
give him/her the skills and experiences necessary for trust-
ing and relating to other people.

Speech and language therapists have shown that working
with key worker and client together in a communication
partnership can produce a successful outcome (Bartlett &
Bunning 1997; Glenwright et al. 1999). Perhaps an input from
music therapists could be helpful in projects of this type, for
instance, in helping staff to recognize and acknowledge the
various nonverbal ways of communicating employed by
their service users and to help develop their confidence in
responding, especially in using their voices. Such projects
might also be of value in adult education colleges or day
centres which follow intensive interaction programmes,
where an educational approach based on interactive mother-
ing skills is used to help develop language, cognition and
social skills in people with severe and complex learning
disabilities (Nind & Hewett 1988).

Unfortunately, as a result of the closure of large institu-
tions, multidisciplinary models of working in which staff can
liaise regularly are often more difficult to organize because of
the fragmentation of services which has resulted in some
areas. It is more important than ever for therapists, consul-
tants, key workers and other staff to maintain links with each
other, and to ensure that they are pooling their skills and
resources instead of working in isolation.

In spite of profound physical disabilities (‘O’), autism (]"),
severe learning disability (SLD) and years of institutional life
(both), ‘O’ and ‘J* were able to respond to another human
voice and, over the course of their music therapy, develop
their communicative and social skills. This would appear to
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1) Pulse (Sternet al 1975,Papousek 1994, Trevarthen1988)

Both Clients

- Moresmultaneousvocalisation at first

- Growth of equality in turn-taking towar ds estavlishment of mutuality
- Feding of mutuality isreached only when a shared tempo is established
- Moreconversational after acommon pulseisestablished

2) Sounds of Destress (Papousek & Papousek 1981, Papousek et al 1991, Papousek 1995, Stern et al 1975)

Client ‘O’
- Client imitates therapist's pitches
- Client vocalises again after
therapost's vocal responses

therapist

Client *J’

Both Clients

- Client morevacally active - Therapist respondswith
when in emotionally aroused state

- When calmer, client vocalises
lessand appearsto listen to - Increase of overlapping

falling intervalsintended
to soothe

phrases during moments of
greater distress
- Growth of confidencein

using voice communicatively

3) Melody and Rhythm (Papousek et al 1987, Papousek 1995, Trevarthen 1988)

Both Clients

- Therapist’simitation, reflection, extension and varied repetition of client’s sounds
- Therapist’s adjusting or correcting pitches and rhythms when appropriate
- Upward-turning melodies at phrase-endingsto elicit further response

4) Emotions (Stern 1985, Trevarthen 1980, 1987, Pavlicevic 1990 (unpublished PhD thesis, University of Edinburgh), 1997)

Client ‘O’ Client ‘J’ Both Clients
- Therapist observesand interprets‘O’s | - Therapist observes & interprets‘J’s |- Clientsrecognise therapist’s
twisted posture & pained facial restlesstossing & anguished facial voice as offer of support
expression expression - Clients hear therapist’s
- Therapist hears& answers‘O’’s - Therapist hears& answers'J"’s responses as being related
sadness distress to their emotions

Figure 1 Summary of parallels with parent-infant interaction.

add weight to the theory that we are born with an innate
capacity for communicating with others.

My analyses seemed to show many similarities between my
spontaneous vocal responses and the instinctive strategies
used by parents interacting with their infants (Fig.1). The
analyses, however, were made retrospectively. Such strategies
were far frommy mind during the sessions with the clientsand,
in fact, Thave very little personal experience of interacting with
infants. Music therapy can be an effective medium for estab-
lishing an interpersonal relationship with nonverbal clients,
butIbelieve that many other staff, also, could tap into the intui-
tive and spontaneous ways of relating which exist in us all.
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