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Editorial

Music, Music Therapy and Trauma
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This special issue of ‘Music and Medicine’ entitled ‘Music,
Music Therapy and Trauma’ highlights the important role
that music therapy may play in the treatment of traumarelated disorders. As illustrated in the following articles, music
therapy contributes a powerful component to successful
treatment by helping those who have been effected by trauma
to navigate from chronic states of defense to more regulated
states with the capacity to self-regulate and to connect with
others. These clinical observations are consistent with the
history of humanity, throughout which music has been used
to sooth and calm young children and those suffering from
pain and illness.
Implicit in the therapeutic applications of music has been
the assumption that music has a direct effect on the human
mind and body and can efficiently shift physiological and
mental state to promote health, growth, and
restoration. Thus, music may functionally ‘retune’ our
nervous system’s capacity to regulate visceral organs, shift
mood states, and optimize social behavior, trust, and
connectedness. Music therapists, especially those working
with survivors of trauma and children coming from families
at-risk for abuse, frequently report the prosocial influences of
music.1,2,3,4 Functionally, these observations would reflect a
reduction or inhibition of the mobilized defensive behaviors
(e.g., rage, tantrums, etc.) that disrupt healing and restorative
processes.
Contemporary neuroscience provides theories, methods,
and testable hypotheses to document the positive impact of
music on the homeostatic functions upon which mental and
physical health depend. It is now possible to conduct research
that could document music-related shifts in autonomic state.
Based on the Polyvagal Theory5,6,7 the physiological
mechanisms through which music sooths and calms can be
explained. The theory directs research to test hypotheses that
link music to a down-regulation of the sympathetic nervous
system involved in mobilization behaviors (e.g., fight/flight)
and an up-regulation of a component of the parasympathetic
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nervous system (i.e., ventral vagal complex) that fosters the
spontaneous social engagement behaviors involved in coregulation and optimizes homeostatic processes.
Ancient traditions have used sounds as agents of healing,
and researched-based music therapy can be seen as a logical
continuation of these practices. Perhaps, the most ubiquitous
and obvious application of music, as an agent of nurturance, is
the instinctive vocalizations of mothers and fathers when their
infants are distressed. When mothers and fathers use their
voice to engage and calm their infants, they reflexively raise
the pitch of their voice and expand the range of intonations 8,9.
This seemingly unlearned strategy has been labeled as infantdirected speech or ‘motherese.’ Perhaps, as these maternal
intonations became culturally structured, the primitive
musical compositions that we call lullabies evolved
10
. Lullabies, when improvised by parents often contain
elements of infant-directed singing11, and as such, have
features that may vary depending on culture, but may include
an exaggerated range of intonation, simple pitch contours,
and a center or predominant pitch that unambiguously
reflects the vocal range of a female (even when sung by a
male) 12. When contrasted with typical speech, both infantdirected speech and singing employ greater modulation
within a frequency band emphasizing positive social
communication that is outside the frequencies used to convey
life threat (i.e., very low frequencies) or danger (i.e., high
frequencies).
When vocalizations convey positive emotional states
related to trust, love, and support, a similar range of
frequencies is used with a more restricted degree of intonation
modulation. It is important to note that a lack of prosody is
one of the vocal characteristics frequently observed in
survivors of trauma and children who either a diagnosis of a
developmental disorder (e.g., autism, Fragile X syndrome,
Prader Willi Syndrome) or who have behavioral regulation
problems and developmental delays (e.g., language delays).
Prosody is the term used to describe the emotional tone
embedded in speech through the modulation of vocal
intonations. If we think of infant-directed speech as
exaggerated prosody, then lullabies and vocal music can be
conceptualized or even operationalized as extremely
exaggerated prosody or hyper-prosodic vocalizations. 13, 14
Thus, there appears to be a continuum of intonation
modulation as the acoustic features of vocalizations shift from
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positive social engagement, to infant-directed speech, and to
infant-directed song and vocal music. This continuum helps
explain the efficiency of music as a treatment modality in
conveying cues of safety and trust to a ‘prewired’
neurobiological portal that evolved to detect conspecifics,
which were safe to approach (see Polyvagal below).
The acoustic features of lullabies and the emotional
impact of the lullaby on the infant provide insights into how
listening to music can contribute to the healing journey of
those who have been traumatized including children exposed
to physical and emotional abuse. Using lullabies15 as a model,
Polyvagal Theory provides a plausible explanation of how
music therapy may work. According to the theory, based on
the physics of middle ear structures, all mammals have a
species-specific bandwidth in which the acoustic signals are
optimized. This frequency band has been labeled ‘the
frequency band of perceptual advantage (6, 7). The primary
cues of social communication occur within this band and their
detection is optimized when individuals are in safe contexts
and is compromised during physiological states that support
defense.
The frequency band of perceptual advantage can be
recruited when the individual is exposed to modulated
intonations within the band. Infant-directed singing such as
lullabies, provide efficient and potent vocal stimulation by
modulating intonations within this band. The theory also
explains how the recruitment of the neural mechanisms
involved in optimizing the processing of acoustic information
within the frequency band of perceptual advantage functions
as a ‘neural exercise’ of an integrated social engagement
system. Listening to the hyper-prosodic vocalizations that
constitute melodies in both vocal and instrumental music
provides an efficient mode of exercising and optimizing the
functions of the social engagement system. As this system is
exercised, there is improved regulation of both the muscles of
the face and head involved in the communication of
emotional state (i.e., facial expressions and vocal intonations)
and autonomic state through vagal pathways resulting in
calmer and more resilient behavior.
Polyvagal Theory provides a lens to understand the
impact of trauma and chronic stress on the social engagement
system. Trauma and chronic stress turn off the social
engagement system with consequences to both mental and
physical health. These consequences ‘retune’ the nervous
system from being spontaneously trusting with a capacity to
co-regulate to being hypervigilant and defensive. However, as
a species, we evolved with an accessible portal that has the
potential to reverse these disruptive effects by conveying cues
of safety and trust. Listening to music targets this portal and
provides an efficient vehicle to ‘retune’ and rehabilitate our
nervous system and to support the healing journey following
trauma-related disorders. The papers that follow provide
poignant examples of the power of music, and music therapy
in supporting processes of recovery, and further document the
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unique and important contribution of music in the treatment
of trauma and stress-related disorders.
In the first article of this thematic volume of Music &
Medicine, Stephen Porges, Katherine E. Bono, Mary Anne
Ullery , Olga Bazhenova, Andreina Castillo , Elgiz Bal ,and
Keith Scott provide a clinical study from this issue’s co-editor,
Dr. Stephen Porges in Listening to Music Improves Language
Skills in Children Prenatally Exposed to Cocaine. Porges is the
author of the paradigmatic Polyvagal Theory. Few mental
healthcare professionals would dispute this theory’s impact
and reach, and how it informs and is vital to understanding
trauma and its treatment. While not addressing trauma
directly, this study looks at a population and environment
typically at risk for developmental or complex traumas. Porges
underscores the importance of environmental factors as
opposed to teratogenic agents, and how those factors may
produce the chronic hypervigilence that are often a marker of
the failed attachment that may engender emotional trauma. A
staunch advocate of music’s use in clinical contexts, his study
interestingly compares two active arms of music intervention:
the first with a filtered music group that listened to vocal
music filtered to emphasize frequencies within the bandwidth
of spontaneous human speech, an unfiltered music group that
listened to the same vocal music in its original unaltered form,
and a control group that only received the standard early
intervention services provided by the preschool. Polyvagal
Theory provides a model to explain how listening to music
might have a positive impact on children with language
delays,
listening
impairments,
and/or
auditory
hypersensitivities. The next piece All Roads Lead to Where I
Stand: A Veteran Case Review by Kristen Stewart give us an in
depth illustration of music therapy as an integral part of
treating PTSD within the sensate and physiological domains
in veterans. Increasingly there is a movement of music
therapists’ adapting and incorporating music based
interventions in current models and paradigms of trauma
treatment formulated by leading figures from the fields of
psychiatry, psychology, and neuroscience. Stewart explores
models, the challenges of working with fragile clients within a
complex system, and presents a compelling case study of one
veteran’s journey through PTSD and music therapy. Mary
Coughlin-McNeil’s Trauma Informed Care in the NICU:
Implications for Parents and Staff is an informative
commentary that reinforces the viewpoint that trauma not
only affects one’s ability to cope but alters their biology as
well. Coughlin examines the presence of trauma on the NICU
from an interesting perspective; not from that of the obvious
medically induced trauma suffered by neonates in the NICU,
but from the implications of the unaddressed acute and
repeated exposure of parents and staff to stressors. She
provides insight on just how damaging unmitigated stressors
can be, not only to parents and staff, but neonates themselves
regarding its impact on reduction of allostatic load and
avoidance of re-traumatization of neonates.
MMD | 2018 | 10 |3 | Page 118
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Following from her initial article on moral injury, Torrey
Gimpel expands upon this recent concept and transgressive
events in this issue’s second article exploring music therapy’s
role in trauma and PTSD in combat veterans --in Moral Injury
and Music Therapy: Music as a Vehicle for Access
Perhaps one of the most difficult aspects of working with
one’s own trauma is to not only disclose it in a public forum,
but also to write about it. David Abbott provides profound
aspects of his personal experience with trauma and offers
readers unique insights about how music therapeutically
served him in his most difficult hour and beyond. His article
Trauma Disability and the Development of the Wounded
Healer Identity: A Music Therapist's Personal Perspective is
indeed a gift to patients, caregivers, and to music therapists. It
is always a deepened perspective when authors reflect upon
their work as a team.
Veteran music therapist Gillian Stephens Langdon, and
her milieu of colleagues Faye Margolis, Kristina
Muenzenmaier article is Weaving Words and Music: Healing
from Trauma for People with Serious Mental Illness. In keeping
with the theme of multi-faceted approach to treating trauma
victims, it uses multiple vignettes to explore the development
of a music /verbal therapy program to address the alarmingly
high incidence of trauma in another fragile population; that of
people struggling with severe mental illness in gritty urban
areas of New York City.
Finally, Andrew Rossetti, co-editor, shares a glimpse into
the great mind of Janina Fisher. In Music-Related Sensibilities
in Trauma Treatment: A Interview with Janina Fisher readers
have an opportunity to delve into her perspectives on current
and past trauma theory and treatment. Of particular interest is
Dr. Fisher shares how her background as a university level
music student has impacted her views on her clinical work
and training of new traumatologists, and provides many gems
of thought on the nature of therapy itself.. It was a meaningful
opportunity to be able to sit down with such a prominent
leader in the trauma world, and to contextualize some of her
sharing and then to provide commentary. Most usually,
journals contain research or theoretical articles. Less often do
we have exact words, and texts captured in discourse. I had a
deepened perspective from my meeting with Dr. Fisher, and
so too did Marija Pranic as our transcriber. I enjoyed the
activity of providing commentary on certain points of our
topics. It is our hope in finishing this special issue that readers
will be tempted by this interview to delve more fully into the
topic of trauma, and trauma’s capacity to transform when
aligned within music therapy experiences.
As a ‘digestif’, Amy Clements-Cortes provides a
meaningful piece in her poem-I'm Still Alive. This is a
powerful remembrance that the trauma of being critically ill
can be contained and softened with music. It is a reminder
that we have ways to make meaning and instill life energy,
even when traumatic times may seem most prolific.

As co-Editors of this special issue, we are grateful to each of
the authors, and to the wonderful team of ‘Music and
Medicine.’ We are hopeful that this issue and its topics will
continue to unfold and unveil the vitality of how music
therapy, and trauma theory may advance through research,
description and case study inclusive of those who treat
trauma.
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Full-Length Article

Listening to Music Improves Language Skills in Children Prenatally Exposed to Cocaine
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Abstract
The effectiveness of listening to music, as an intervention to improve language skills, was tested with young children prenatally
exposed to cocaine. In addition to the prenatal exposure to cocaine, these children often share family experiences such as
substance abuse, poverty, and mental illness that are prevalent in chronically stressed families in which abuse and trauma are
likely to occur. In the current study 62 children, between the ages of 17 and 30 months, who were receiving a center-based
intervention program, participated in a 16-week music-based trial. The trial consisted of listening to music 5 days a week for 16
weeks. During the first week music listening sessions were 50-minutes and during the subsequent 15 weeks the daily listening
sessions were 10 minutes. Participants were randomly assigned to three groups: a filtered music group that listened to vocal
music filtered to emphasize frequencies within the bandwidth of spontaneous human speech, an unfiltered music group that
listened to the same vocal music in its original unaltered form, and a control group that only received the standard early
intervention services provided by the preschool. Outcomes were evaluated with assessments for expressive and receptive
language skills. Results document that children, who listened to either the filtered or unaltered music, showed greater gains on
language skills than the control group. The findings suggest that providing scheduled times to listen to vocal music similar to a
mother singing a lullaby would provide a simple cost-effective language intervention.
Keywords: language skills; music therapy; prenatal cocaine exposure; children;
Polyvagal Theory.

Children, who are prenatally exposed to cocaine, are at risk for
language delays [1]. Initially researchers inferred that these
delays were due to cocaine exposure (e.g.,[2]). However, more
recent studies suggest that the teratogenic effects of cocaine
are mild, if they exist at all, and that the greatest risk to these
children comes from associated pre- and post-natal
environmental factors (e.g., [3,4]). However, children who are
prenatally exposed to cocaine frequently come from at-risk
environments that, in part due to poverty and physical danger,
lead to physical and mental illness, developmental delays, and
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behavioral problems. Although there are reports that early
behavioral interventions improve several behavioral and
cognitive functions, more than 50% of children prenatally
exposed to cocaine, who completed an early intervention
program, scored in the “below normal” range on measures of
language ability [5]. Thus, with this risk population, there is a
need to explore other intervention modalities that may
selectively improve language skills.
Listening to music has been proposed as a potential
intervention modality to improve language skills [6,7].
Hypothetically, the Polyvagal Theory [8,9,10,11], proposes
that listening to music functions as a ‘neural exercise’
requiring the listener to attend and process acoustic signals
within a frequency bandwidth similar to human voice. In the
case of vocal music, there is an overlap with the frequencies of
human speech. When compared with normal spontaneous
speech, the enhanced modulation of intonations in vocal
music can be conceptualized as exaggerated prosody. Thus,
the demand of processing the words and phrases embedded in
vocal music would conform to an exercise model in which the
dynamically changing frequencies (i.e., intonation) and
MMD | 2018 | 10 | 3 | Page 121
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amplitudes (i.e., loudness) provide changing demands on the
nervous system.
Listening may be conceptualized as an intervening
process between the sensory processes involved in hearing and
cognitive processes related to interpretation and extraction of
meaning from voice. Thus, effective listening is necessary for
both receptive and expressive language and deficits in
listening could be related to the reported deficits in language
skills in children prenatally exposed to cocaine.
Individuals, who have difficulties in listening, are often
diagnosed as having auditory processing disorders or deficits
(e.g., [12]). Although the mechanisms for these deficits are not
totally understood, the deficits can be objectively and reliably
measured through a variety of procedures evaluating
performance including tasks requiring the participant to
identify the different words being simultaneously presented to
both ears (i.e., competing word) or extracting words
embedded in background sounds with standardized
assessments (e.g., [13]).
Polyvagal Theory [8,9,10,11] provides a model to explain
how listening to music might have a positive impact on
children with language delays, listening impairments, and/or
auditory hypersensitivities. The theory suggests that atypical
neural regulation of middle ear structures may underlie this
cluster of symptoms by altering the middle ear transfer
function. An atypical middle ear transfer function could
contribute to symptoms associated with difficulties in
extracting the frequencies in speech that convey meaning,
while potentially amplifying the distracting and masking
influence of low frequency background sounds (e.g., [7,14]).
Changes in the middle ear transfer function may either
enhance or disrupt the anti-masking functions of middle ear
structures [7] and functionally influence the processing of
human speech [15]. Typically, the anti-masking functions of
middle ear structures are context sensitive and are not
recruited when physiological state shifts to support defense.
When a person becomes hypervigilant in an attempt to detect
potential dangers or threats in the environment, there is an
adaptive retuning of the middle ear structures that shifts the
bias in the middle ear transfer function to detect low
frequency sounds. When tone to the middle ear muscles is
increased, the transfer function of middle ear structures
changes to enhance the detection and intelligibility of speech
and dampens the amplitude of low frequency sounds [15].
Thus, optimizing the processing of speech via shifts in the
transfer function of middle ear structures comes with a cost.
The transfer function that optimizes speech processing
decreases sensitivity to the low frequency sounds that are
associated with predator and catastrophic natural disasters
such as earthquakes, volcanoes, and severe storms.
Difficulties in recruiting the anti-masking functions of
middle ear structures may be a functional cause of the
difficulties that children, prenatally exposed to cocaine and/or
living in high-risk environments, may have while processing
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human voice. These children may be in a physiological state
that supports hypervigilance and other functions related to
defensive strategies (e.g., fight or flight) or in a state that
supports dissociation including daydreaming. Based on the
neuroanatomy and neurophysiology of the middle ear
structures, increasing the neural tone to the middle ear
muscles hypothetically would dampen the acoustic energy of
low frequency background sounds reaching the inner ear and
being transmitted to the brain structures processing language.
This sequence of neurophysiological processes would
optimize the extraction of the acoustic features conveying
meaning in human speech.
Music as an Intervention: In our previous research, music has
been used with children on the autistic spectrum as an
intervention hypothesized to improve vagal regulation of the
heart, auditory processing, listening, hearing sensitivity,
spontaneous speech, and emotional control [16,17]. In these
studies two types of music programs were used as
interventions, in one program prosodic vocal music (e.g.,
soundtracks from Disney movies) was applied and in the
other program the same music was altered to functionally
amplify the prosodic features (e.g., rhythmic modulations of
intonation) and dampen the amplitude of potential distracting
frequencies outside the primary frequency band involved in
social communication. In a preliminary clinical trial (see
[17]), in which both forms of music were used, parents
reported that only the altered music reduced auditory
hypersensitivities and improved emotional control. However,
relevant to the current study, both forms of music enhanced
spontaneous speech and listening. The altered music
methodology evolved to become a standardized intervention
known as the Safe and Sound Protocol®, which is currently
available to professionals through Integrated Listening
Systems [18].
Based on the Polyvagal Theory, both music interventions
(i.e., vocal music and music processed to increase frequency
variations in the range of human voice) are assumed to
function as a neural exercise that would optimize the
extraction of speech by shifting the bias of the middle ear
transfer function to pass the frequencies associated with
human speech, while attenuating the loudness of low
frequency background sounds. Researchers have defined the
frequencies that are optimized by middle ear muscle tone to
process species-specific vocalizations as the ‘band of
perceptual advantage’ [7]. In humans, this frequency band is
similar to the index of articulation [19] and the speech
intelligibility index [20]. The band of perceptual advantage is
based on the physics of the middle ear structures. Estimates of
this band for a mammalian species can be calculated from the
resonance frequency of the middle ear (see [14]).
The purpose of this study was to assess the effect of
listening to music on an early intervention program for young
children who were prenatally exposed to cocaine.
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Theoretically, the music programs were administered to
“prime” the auditory system to optimize the processing of
human voice and were hypothesized to improve language
skills. Thus, based on Polyvagal Theory, listening to vocal
music, which involves the modulation of intonation within a
frequency band in which comprehension of human speech is
optimized, should by enhancing neural regulation of middle
ear structures improve language skills.
Material and Methods
Participants. The participants (n=62; 51.6% female) were
children enrolled in the center-based component of the Linda
Ray Intervention Program at the University of Miami (Miami,
FL). This Intervention Program functioned as a preschool
and had ongoing approval by the University of Miami’s
Institutional Review Board. Parents or legal guardians of the
participants signed consent forms for the children upon
enrollment into the program and then each year on an annual
basis. Several cohorts of children were enrolled in this study to
achieve an adequate sample size. Eligibility requirements were
constant across cohorts. At pre-test, children ranged from 1730 months (M =20.9 months; SD = 3.7) and at post-test,
children ranged from 21-36 months (M =28.8 months; SD =
4.6). Most children were African-American (66.1%), 21.0%
were Hispanic, and 12.9% were of mixed or other ethnicity.
All children enrolled had mild to moderate general
developmental delays and none had major handicapping
conditions. Cocaine exposure was obtained as a maternal selfreport at enrollment or through meconium drug testing at
birth, however the amount of cocaine use for this population
was unknown due to the method of reporting. All children
were either exposed to cocaine prenatally or were living in
high-risk environment in which drug use was common. All
children had Individualized Family Support Plan with the
eligibility determination of Developmentally Delayed and
received Part C early intervention services at this center.
Group data are illustrated in Table 1.
Demographics (n)

Assessment
Only

Gender
Male
13
Female
11
Race/ethnicity
African-American
16
Hispanic
6
Mixed or other
2
Total n
24
Table 1. Demographics by Group Membership

Filtered

Unfiltered

7
11

9
10

13
3
2
18

12
4
4
20

Group Assignment. Within each cohort, children were
randomly assigned to one of three groups. Two groups
received music as an intervention and a third group received

only assessments. One group (n=18) listened to the filtered
music program, while another group listened to the same
music without being filtered (n=20) (see Interventions section
below). For the two intervention groups, the staff was blind to
each child’s group assignment. The third group (n=24) served
as a control and received the same assessments without a
music intervention. All groups received the identical centerbased intervention and were assessed at same pre/post
intervals.
Interventions: Music Selection. Two types of music programs
were used as interventions, in one program prosodic vocal
music (e.g., soundtracks from Disney movies) was applied and
in the other program the same music was altered to
functionally amplify the prosodic features (e.g., rhythmic
modulations of intonation) and dampen the amplitude of
potential distracting frequencies outside the primary
frequency band involved in social communication. Vocal
music extracted from five soundtracks of Disney movies: The
Little Mermaid (Under the Sea, Kiss the Girl, Part of the
World, For A Moment), Pocahontas (Just Around the River
Bend, Colors of the Wind), the Lion King (Hakuna Matata, I
Just Can’t Wait to be King, Circle of Life), Beauty and the
Beast (Tale as Old as Time, Belle, I Got a Dream, Be Our
Guest, How Does A Moment Last Forever, Gaston, Something
There, Human Again), and Aladdin (A Whole New World, A
Friend like Me, One Jump Ahead, Prince Ali, Out of Thin
Air).The extracted music was used to generate 250 minutes of
intervention music, which provided 50-minute music
sequences for each of the five sequential days of the initial
music intervention. For the 15-week post intervention daily
10-minute booster sessions, the same 250 minute sequential
music program used (i.e., 50 minutes a week). The 75 booster
sessions (i.e., 5 each week for 15 weeks) required 3 repeats of
the 250-minute program.
Interventions: Processing of the Music. The two music groups
differed on the degree and pattern of dynamic intonation
changes in the music. In the unfiltered music condition, the
modulation of intonation was driven solely by the music
composition expressed through instruments and voice. In the
filtered music condition, in addition to the normal
modulation of intonation that characterizes the selected
music, an additional modulation was superimposed on the
music through an algorithm that ‘filters’ the music by
dynamic shifts in bandwidth. Thus, the interventions differed
in degree that intonation is modulated. Hypothetically the
‘filtered’ music would demand greater dynamic adjustment of
the neural tone regulating the middle ear structures.
The frequency characteristics of the music selected and
the additional acoustic processing of the music applied to
produce the filtered music were theoretically selected based on
the documented frequency band associated with the index of
articulation [19] and speech intelligibility index [20]. These
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indices emphasize the relative importance of specific
frequencies in conveying the information embedded in
human speech. In the normal ear, the primary frequencies of
these indices are not attenuated as they pass through the
middle ear structures to the inner ear. During normal
listening, via central mechanisms, the middle ear muscles
contract and stiffen the ossicular chain. This process
functionally changes the middle ear transfer function to
dampen the “masking” low frequency background sounds
from the acoustic environment and to allow human voice to
be more effectively processed by higher brain structures.
The music interventions consisted of presenting vocal
music or dynamically filtered vocal music via headphones.
Songs from Disney movie soundtracks were selected for the
interventions, because the acoustic properties of these
soundtracks are melodic, convey and elicit positive affective
states, minimize low frequencies, and emphasize the dynamic
range of a female voice. The “filtering” process functionally
exaggerates prosody through algorithms that: 1) restrict the
bandpass of the acoustic features of the music solely to the
range of human voice by functionally removing frequencies
lower and higher than the predominant frequencies of a
female voice; and, 2) modulate the frequency band within this
restricted bandpass to exaggerate the dynamic changes in
acoustic frequencies. The unfiltered vocal music maintained
the original acoustic features of the songs. Acoustic stimuli
with these characteristics were hypothesized to modulate the
neural regulation of the middle ear muscles and to
functionally improve the signal-to-noise ratio (i.e., voice to
background noise) in processing language (see [7,14]). The
procedures incorporated in the filtered music conditions are
patented [21].
Procedures.
During the first week of the trial, each child listened to the
music program via headphones for approximately 50 minutes
each day for 5 consecutive days (i.e., Monday through Friday)
using headphones and MP3 players. For the next 15 weeks,
each child received 10-minute sessions the 5 days each week.
The MP3 players were inserted into a soft plastic sleeve with a
clip and attached to the back of the child’s shirt. One group
received filtered music during the intervention and booster
sessions, while the other group received unfiltered music
during the intervention and booster sessions. Researchers and
staff were present at the 5-day 50- minute and daily 10-minute
booster sessions. All children were compliant and there were
no problems in delivering the music.
Assessments were conducted one month prior to the
intervention and one month after the intervention was
finished to determine changes in language and
communication. The assessment only group was tested at a
similar interval to evaluate anticipated changes over time in
the absence of the music intervention. The assessments
included the Reynell Developmental Language Scales (RDLS)
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[22], which measures both receptive and expressive language
and the Bayley Scales of Infant Development Mental Scale
(Bayley-II) [23] to measure general cognitive ability before
and after the trial. Trained research associates administered
assessments pre- and post-intervention.
After the pre-test, the participants in the two music
groups received the 16-week (i.e., including 15 weeks of 10minute daily booster sessions) intervention during school
days (i.e., Monday through Friday). Before the first
intervention week, children wore the headphones without
music to become familiar with the sensation of wearing them.
During the 50 minute sessions staff engaged, often on a
one-on-one basis, the children to keep them calm and
engaged. To facilitate compliance and to help maintain the
child in a calm state, additional activities were planned to keep
the children sufficiently involved to avoid a focusing of
interest on and a removal of the headphones. These activities
included playing with sand, cotton balls, smaller manipulative
toys, coloring, and painting. In consultation with the center’s
staff, a schedule was set to deliver the music intervention early
in the morning in order to prevent having the children listen
to the music during outdoor playtime, when children from
other classes were also present. Staff rarely had difficulty with
children keeping headphones on, although two children felt
uncomfortable with the procedures and were excused from
participating. All participants described in this study received
the primary 5-day intervention during 5-sequential days.
After completing the initial intervention week, the booster
sessions were administered requiring children to wear the
headphones for 10 minutes a day for 15 weeks. After
consultation with staff, booster sessions were implemented
during breakfast, while children were distracted and busy with
their food. During this time, all children sat at the table,
making it easier to keep other children from playing with their
classmate’s MP3 players. Conducting the intervention during
this time also allowed the children to listen to the music
quietly without be disrupted by their classmates. This schedule
enabled the booster sessions to be delivered during a time that
would not conflict with daily activities including opportunities
to participate in the usual curricular schedule. During all
phases of the intervention a research associate, a teacher, and
the classroom assistants were present. If the child removed the
headphones, a staff member quietly placed them back on the
child and did not engage the child in conversation. Prior to
each listening session, the output volume of each MP3 player
was calibrated to a peak loudness of 70 db.
Measures
Standardized assessments were administered by a trained
researcher and used to measure cognitive and language ability.
Assessments were conducted, one child at a time, in a quiet
room. Most children were able to complete each of the
assessments in one session, while others required multiple
visits on different days to complete them.
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Receptive and Expressive Language. Language was assessed
using the Reynell Developmental Language Scales (RDLS)
[22]. The RDLS is frequently used for assessing the language
skills of very young or developmentally delayed children. The
battery consists of 134 items, divided into two 67-item scales:
Verbal Comprehension and Expressive Language. The Verbal
Comprehension scale tests a child’s receptive language skills
and the Expressive Language scale incorporates three sets of
items: structure, vocabulary and content. Each scale yields a
total and a standard score with reliability coefficients for
children ranging from .80 to .93. In designing the RDLS, all
aspects of validity (construct, content, concurrent, predictive)
were established. Standard scores are calculated from total
correct scores for each child.
Cognitive Development. The Bayley Scales of Infant
Development Mental Scale (Bayley-II) [23] was used to
measure cognitive development. The Bayley II was used assess
cognitive function for the early intervention program when it
began and was not updated to a newer version in order to
maintain consistency across cohorts. This commonly used

developmental assessment for children ages 1 to 42 months
yields a mental age score and a standardized score, or Mental
Development Index (MDI) (M=100; SD=15). The Bayley-II,
test-retest reliability is .91 for 24- and 36-month old children
and Cronbach Alpha ranges from .79 to .93.
Results
Descriptive statistics for the outcome variables (expressive
language, receptive language, and mental development index)
are listed by group assignment (filtered vocal music, unfiltered
music, and assessment only) in Table 2. In contrast to the
minimal changes observed in the assessment only group, both
music intervention groups had noticeable gains on the
language outcome assessments. Since preliminary analyses
indicated that two intervention groups (filtered and unfiltered
music) did not differ on the outcome measures, the two
intervention groups were then combined and contrasted with
the control group.

Table 2. Descriptive Statistics by Group

Expressive Language
Receptive Language
MDI

Pre-Test M(SD)
Filtered
79.13 (13.00)
70.63 (8.36)
84.06 (12.49)

Unfiltered
74.82 (10.96)
75.88 (13.38)
89.40 (6.78)

Assessment
75.14 (16.44)
72.33 (15.41)
81.86 (14.50)

Performance levels during the pre-intervention condition
were significantly related to the observed changes in the
language measures and the pre/post changes were significantly
correlated among all outcome variables (see Table 3). Since
the correlations indicated a dependency of the language
outcome scores on pre-intervention levels, the influence of
group assignment on the outcome variables was evaluated in a
stepwise regression model in which pre-intervention levels
were entered into the model before group assignment. This
statistical strategy removed the influence of initial preintervention levels from the evaluation of group influence.
The regression analyses identified a significant improvement
in the model when group assignment was entered for
expressive language (F (1,47) = 4.59, p = 0.037) and a trend
with receptive language (F (1,48)= 3.36, p = .073). The groups
did not differ on the Mental Development Index of the Bayley
Scales.

Post-Test M(SD)
Filtered
Unfiltered
83.06 (15.05)
84.83 (12.30)
76.11 (11.35)
81.11 (12.60)
89.61 (13.22)
95.28 (10.65)

Assessment
75.70 (12.68)
72.30 (12.00)
84.64 (14.53)

Table 3. Correlations among Pre-Tests and Change Scores
Variables

1

2

3

4

1. Pre-Expressive

-

2. Pre-Receptive

.52**

3. Pre-MDI

.68**

.59**

4. Expressive Change

-.53**

-.22

-.13

5. Receptive Change

-.20

-.45**

-.05

.60**

6. MDI Change

-.21

-.19

-.22

.45**

5

.52**

Note: ** p<.01
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The sample consisted of young children with heterogeneous
features due, in part, to differences in age, developmental
history, classroom cohort, and developmental status at the
start of the study. Given the heterogeneity of the samples, we
supplemented the above parametric analyses with
nonparametric Mann-Whitney U tests. The Mann-Whitney
U tests evaluated the distribution of unstandardized residual
change scores from pre to post intervention for each group.
The unstandardized residual change scores removed the
influence of pre-levels and maintained the metric of the
original variable. These analyses, consistent with the
regression analyses described above, indicated that the
combined “Listening Group” exhibited a significant
improvement in expressive language (U= 401.5, p = .044, r=
.284) and a trend toward more improvement in receptive
language (U= 396.5, p= .095, r =.234).
The contribution of group assignment to the distribution
of residualized change scores can be observed in the box-andwhisker plots illustrated in Figures 1 and 2. The box is defined
by lower and upper quartiles and the horizontal line
represents the median. As illustrated in both figures, greater
improvements are more frequently observed in the combined
music intervention group relative to the assessment only
control group.

Figure 1. Box-and-Whisker Plot of Residualized Change Scores in Receptive
Language

Figure 2. Box-and-Whisker Plot of Residualized Change Scores in Expressive
Language

Discussion
Although various early interventions have been effective in
stimulating the mental development of children prenatally
exposed to cocaine (e.g.,[24]), these interventions have been
relatively ineffective in normalizing language skills [25]. The
study was conducted to test the hypothesis that listening to
music within a frequency consistent with the intonation of a
mother’s lullaby would improve language skills. The
hypothesis was supported. Specifically, children who listened
to the music programs showed greater gains in language skills
than children in the control group that had only assessments.
The statistical effect of the intervention was stronger on
expressive language than on receptive language. This seems
counterintuitive, since the goal of the intervention was to help
children be able to listen and process the human voice more
effectively. It is possible that expressive language delays are
more apparent at younger ages. Previous research has
documented that a higher percentage of children in this
population experienced delays in expressive language than in
receptive language [1]. Additional research is needed to
understand the differential effects of listening interventions on
expressive and receptive language in this population of
children.
Neural model: The results suggest that listening to vocal
music, as a neural exercise involving middle ear structures,
may improve the ability of at-risk young children to express
and to comprehend language. Listening to music could
influence language skills by recruiting the anti-masking
functions of the middle ear structures, which filter out low
frequency sounds from the environment, to allow the person
to more effectively process the human voice [7, 15]. Although
these anti-masking functions improve the fidelity of the
frequencies associated with human speech, there is a cost to
the fidelity of low frequency sounds. When the anti-masking
functions are not recruited, the transmission of low frequency
sounds through the middle ear is optimized resulting in a
lower threshold to detect the low frequency sounds frequently
associated with predator or environmental threats. Thus, a
nervous system optimally ‘tuned’ to detect low frequencies
would result in compromised speech processing (i.e., receptive
language skills) and developmental delays in expressive
language skills, while a nervous system ‘tuned’ to the
frequencies associated with human speech would optimize the
development of language skills at the expense of detecting risk.
In addition to the teratogenic effects of prenatal exposure
to cocaine, the children in this study were also we exposed to
several environmental risk factors. In the current study most
the children were living in homes that had been affected by
substance abuse, poverty, and mental health problems. Many
experienced multiple custody changes. Many had severe stress
reactions in response to family violence. These environmental
factors may have contributed to observations of general
defensiveness, which was manifest in chronic hypervigilance
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even when the children were physically safe in the center.
Consistent with these observations other researchers suggest a
similar hypervigilance in children of depressed mothers [26].
Potentially, this hypervigilance could require a
neurophysiological state to optimize the fidelity of the low
frequency sounds associated with predator by changing the
transfer function of middle ear structures, which would reduce
the intelligibility of speech by dampening sounds within the
frequency band of human voice. Thus, the biobehavioral state
that promotes hypervigilance would limit the availability of
the relevant sounds from human voice necessary to develop
efficient language skills. If this were true, then hypervigilance
and the hypothetical dysregulation of the middle ear
structures would add to additional risk factors for poor
language development faced by this population of at-risk
children.
Unfiltered versus filtered music: Although the two
interventions differed in the degree that intonation was
modulated, both forms of music (i.e., filtered and unfiltered)
had similar positive influences on language skills. Below three
plausible explanations for this finding are proposed.
First, the protocol differed in duration from previous
clinical trials (see [16,17]). In the previous studies only a 5day, one- hour a day protocol was used. In the current study,
a similar 5-day intervention was used, however, it was
supplemented with 15 weeks of an additional 10 minutes a day
of listening during the preschool schedule (i.e., Monday
through Friday). It is possible that the added exposure to
music in both music interventions minimized condition
differences.
Second, the current study targeted a population with
different clinical features. In previous studies, the participants
were older children or adolescents with autism spectrum
disorders with a prevalence of auditory hypersensitivities and
auditory processing deficits [16,17], processes that were not
assessed in the current study. Thus, it is possible that a delay
in language skills prevalent in children prenatally exposed to
cocaine may not be accompanied by auditory
hypersensitivities or auditory processing deficits. There is a
possibility that the mechanisms underlying language
development may be dependent on a neural substrate that is
different than the mechanisms involved in down-regulating
auditory hypersensitivities and enhancing auditory
processing. For example, the down-regulation of auditory
hypersensitivities and the enhancement of auditory processing
may be a prerequisite substrate for language development and
these processes may not be as challenged in toddlers exposed
prenatally to cocaine as they are in older children and
adolescents with autism spectrum disorders. Consistent with
this explanation, the participants of this study had mild to
moderate delays and did not have any major neurological or
developmental disorders.
Third, there is a possibility that the acoustic features
embedded in both interventions were sufficient to recruit the
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neural mechanisms involved in processing speech. In the
unfiltered music condition, the modulation of intonation was
driven solely by the music composition expressed through
instruments and voice. In the filtered music condition, in
addition to the normal modulation of intonation that
characterizes the selected music, an additional modulation
was superimposed on the music through an algorithm that
‘filters’ the music by dynamic shifts in bandwidth. Thus, the
music interventions differed in degree that intonation is
modulated. Hypothetically the ‘filtered’ music would demand
greater dynamic adjustment of the neural tone regulating the
middle ear structures. However, both music interventions, by
employing vocal music, were predominantly represented by
an acoustic frequency band similar to a mother’s lullaby in
range and intonation. Therefore, unfiltered vocal music might
have provided the participants with sufficient modulations of
intonation to ‘retune’ the hypothesized mechanisms involving
neural regulation of middle ear structures.
Future research will need to confirm that listening to
music enhances the neural regulation of middle ear muscles
and functionally changes the middle ear transfer function.
Unfortunately, assessment instruments necessary to confirm
this plausible hypothesis are not currently available for clinical
research. However, research does support that, similar to this
study, listening to filtered music for a 5-day, one hour a day
intervention [16] improved processes dependent on a shifting
of the middle ear transfer function to emphasize speech as
measured with the filtered words and competing words
subscales of the SCAN [13]. While in another study [17],
when contrasted with unfiltered music, filtered music
selectively reduced auditory hypersensitivities and improved
emotional control, while both interventions resulted in a
similar positive effect of parental reports of improved listening
and language skills. The latter findings are consistent with the
results of the current study.
Contrasts with auditory intervention therapies
The music interventions used in this study share features
with other auditory intervention therapies (i.e., AIT). AIT
was originally developed by otolaryngologists Guy Berard [27]
and Alfred Tomatis [28]. Although AIT was developed
specifically for the treatment of auditory and language
difficulties (see [29]), it has been applied to a wide range of
disorders, including autism, learning disabilities, depression,
migraine headaches, and epilepsy [30]. Due, in part, to the
lack of standardization, development of underlying
neurophysiological theory, and documented scientific efficacy,
AIT has not been a preferred evidence-based treatment [31,
32].
Some studies evaluating the effectiveness of the AIT
report improvements [33,34] and others do not [29, 35, 36, 37,
38]. Gilmor [39] conducted a meta-analysis based on several
studies conducted with the Tomatis Method involving 231
children. When outcome measures were clustered into
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behavioral domains, a small effect, consistent with the current 7. Porges SW, Lewis GF. The polyvagal hypothesis: common mechanisms
mediating autonomic regulation, vocalizations and listening. In
study, was identified for linguistic processes.
Conclusion
The music interventions delivered in this study differ from
AIT and other forms of listening therapies in method and
theory. The interventions were theory-based (i.e., Polyvagal
Theory) and reflect a strategic attempt to engage neural
regulation of middle ear structures.
Several limitations should be considered when
interpreting this study’s findings. First, the sample size was
relatively small and future studies should evaluate larger
samples and investigate intervening variables that may
mediate or moderate the effectiveness of the interventions.
Second, the sample was heterogeneous in age, developmental
status, and developmental history. These features could
contribute to potential violations of distributional
assumptions when using parametric statistics. Lastly, we
lacked individual measures of regulation of the middle ear
muscles and auditory processing, both of which could
influence the effectiveness of listening to music as an
intervention that would improve language skills.
Efficient interventions to enhance language skills are in
great need given the disparity between typically developing
children and at-risk children in language development and the
strong association between language ability and other
outcomes such as school readiness and school achievement
(e.g.,[40,41]). If the future studies replicate the positive effect
of listening to music on language skills, then the
administration of a music intervention incorporating acoustic
features similar to a mother singing a lullaby would be a
simple and cost-effective language intervention.
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Abstract
The purpose of this article is to illustrate individualized clinical practice in music therapy as part of treatment programming for
veterans with PTSD. Multidimensional aspects of treatment are referenced through an integrative and multi-modal approach to
highlight the coordination of processes in meeting veteran needs and goals. The incorporation of Somatic Experiencing®
techniques will also be highlighted as a means of promoting stabilization and developing resiliency by increasing awareness of
sensate experience to help resolve fixated physiologic states due to traumatic stress. Current trauma models will be reviewed to
help explore additional needs for growth in music therapy practice in the treatment of veterans coping with trauma.
Keywords: trauma, post-traumatic stress disorder, integral psychology, felt
sense, Somatic Experiencing®
Introduction
Much of our history as a music therapy profession is rooted in
the use of music and music-based services provided for
veterans coping from physical and emotional traumas as a
result of WWI and WWII. Primary goals during this time
have been identified as boosting morale, supporting social
readjustment and as occupational therapy [1] . Objectives in
education and physical conditioning were added soon
thereafter [2]. While the practice of music therapy has grown
to address needs across the span of human experience since
these foundational times, “the seeds planted early on in the
military, however, have not mirrored the rate of growth and
development of the profession as a whole.” [3] Empiricalbased music therapy research focusing on military and veteran
populations coping with trauma is similarly limited, with
three noted studies [4].
Despite these limitations, an interest and demand for
complementary, alternative and integrative approaches to
treatment for veterans and military personnel is on the rise
[5,6]. When coupled with statistics regarding the prevalence
of Post-Traumatic Stress Disorder (PTSD) among veterans, it
becomes clear that in addition to a desire for the types of
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services music therapists provide, there is significant need
among our country’s service men and women for ongoing and
additional treatment. According to estimates of the U.S.
Department of Veterans Affairs (VA) [7], PTSD afflicts:
•
•
•
•

30 percent of Vietnam veterans
12 percent of Gulf War (Desert Storm) veterans
11 percent of veterans of the war in Afghanistan
20 percent of Iraqi war veterans

The scope and severity of the results of trauma, including
PTSD, have been well-documented across disciplines. As a
music therapist serving veteran PTSD populations, these
needs have been personally observed and echoed by peers and
fellow interdisciplinary staff, as well as among our treated
veterans. Ongoing efforts to improve services for veterans
have been a long-time national focus, yet gaps persist and
resolutions can feel slow-moving in spite of these efforts.
As investigation advances toward the development of
current best practices to better serve veterans, the military and
their families, supported by both the VA and our music
therapy professional body [3,6], it is important to also be
cognizant of development in trauma psychology and
neuroscience to elevate our clinical standard, to formulate and
conduct empirical research that fully reflects the quality and
impact of services, and to articulate an evidenced-based
methodology that is meaningful within an overall clinical
treatment plan. With concurrent personal methodology in
development, I am striving to return to my foundations of an
integrative, trauma-centered music therapy approach to offer
renewed perspective into the work with veterans in treatment
for PTSD. It is my the intention to utilize the following case
review to build upon previously formulated methodology [8]
while exploring both the incorporation of current
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traumatology for coping with PTSD and identifying additional
needs for growth within music therapy and trauma practice
for veterans.
Background
Acceptance of what is without criticism is both a valuable
clinical stance and a classic life principle that helps to open
new opportunities for growth and change. Whether regarding
the journey of the development of music therapy and trauma
practice, the personal journey of the therapist or the journey
of each veteran leading to arrival at our clinical door, perhaps
Don McClean’s words can offer a useful reminder of the
potential clinical implication of a non-judgmental and
inclusive therapeutic viewpoint:
“You know I've heard about people like me
But I never made the connection.
They walk one road to set them free
And find they've gone the wrong direction.
But there's no need for turning back
Cause all roads lead to where I stand;
And I believe I'll walk them all
No matter what I may have planned.”
~
“Crossroads,”
1971
These words have re-minded me both personally and
professionally of the high value of perspective and acceptance
in life and in our work. Journeys of life and of work
encompass a vast and humbling series of converging paths,
experiences and relationships that have the potential to
confound as much as inspire. It seems that as we begin and
progress through our various courses, our perspective shapes
us, directs our thoughts, opinions, beliefs and values.
However, these lyrics seem to also be saying that beyond this,
and sometimes quite by accident and without our conscious
planning, there is the potential to open the soul to the depths
of itself, to break us open as never before imagined and know
anew that we have the capacity to direct our perspective
intentionally; to not be victims of our unconsciousness. To see
and accept the beauty of all that this reveals, for me, is the
truest purpose, the core and heart of life un-adulterated, that
we seek for ourselves and that is our responsibility to not only
seek with our clients, but to see as already there beneath the
rubble of the habituated mal-adaptations that lead them to
treatment.
The context of the case below has been formed by the
interplay of standard key treatment factors – roads – in music
therapy: namely the client, the therapist, the music, and the
system. As a member of this converging network, I am
attempting to look with fresh perspective on the process of my
music therapy practice with veterans, unfolding my

professional treatment lens to date to better understand these
treatment factors as a new baseline from which to grow. While
the treatment environment can also play a notable role in this
interplay, it will not be addressed in this review as it moves
beyond the scope of this exploration.
The Therapist
As with many who enter caregiving professions, my
professional journey was fueled by a deep passion to
understand the complexities of my inner life, to know the
potential of change for myself and to use this to support
desired change in others. One of my earliest professional
experiences was to coordinate the American Music Therapy
Association relief effort post-9/11, “Caring for the Caregiver:
A 9-week Training in the Use of Music and Music Therapy in
Grief, Loss and Trauma” at Beth Israel Medical Center under
the direction of Dr. Joanne Loewy. In this program, I was
exposed to the work of Dr. Peter Levine and his body-centered
approach to coping with trauma called Somatic Experiencing®.
This approach resonated with my personal sense of trauma, as
I was beginning to understand the traumatic impact of certain
childhood experiences and had noticed feeling like I was
continuing to embody these experiences in my daily life in
destructive ways that had previously been difficult to explain.
Somatic Experiencing also resonated with my belief in a
complex web of inter-connectedness between body, mind, and
spirit, and supported my constructions of integrative medical
music therapy.
Somatic Experiencing (SE) is an integrative bodycentered treatment for working with people suffering from
traumatic stress [9]. Emphasis is placed on the body’s natural
neurological and physiological response to traumatic stress,
with trauma symptomatology viewed as an incomplete stress
activation response that has become fixed in the body. SE
treatment works to release this stored activation through a
resourced discharge process that follows the body’s sensory
cues with paced, here-and-now orientation, thereby restoring
resiliency by expanding the somatosensory window of
tolerance [10,11]. Clients learn to re-regulate nervous-system
responses to traumatic memories and the emotions attached
by identifying and employing balancing internal healing
vortices [11].
Insights gleaned from my first introduction to SE led me
to pursue additional training and supervision in this treatment
approach, ultimately receiving certification as an SE
practioner and incorporating SE as an integral component of
my music therapy practice. Key features of this approach that
inform my work include: 1) felt sense – a conscious
embodiment of one’s inner landscape, 2) tracking – observing
the inner landscape of sensation, feeling, thoughts and images,
as well as movement in time/behavior, 3) pendulation between
sense-memory experiences that feel life-enhancing/expanding
and those that feel frightening/constricting to promote a
MMD | 2018 | 10 | 3 | Page 131
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paced and manageable release of traumatic material/discharge
of stored energy, 4) resourcing – reconnecting to an inner
sense of resiliency and stability, 5) creative self-regulation – a
capacity to internally modify the body’s state by activating,
tolerating, balancing, and releasing energy to restore and
maintain equilibrium.
In reference to cultivating a journey of self to Self, I once
read that it doesn’t matter where you start – body, mind or
spirit – as the innately inter-woven quality of these aspects of
being will ensure that all are affected. This belief seems to
epitomize a ‘user-friendly’ construct of our inherent and
instinctive human capacity for change and has also become a
fundamental component of my work through a
transpersonal/integrative theoretical foundation. Integral
psychotherapy theory offers a relevant platform of inquiry that
synthesizes diverse aspects of treatment from a client-centered
perspective that is all inclusive [12]; “Integral theory attempts
to bring together the most possible numbers of points of view
on an issue, with the intention of creating more multifaceted
and effective solutions to individual and social problems.” [13
p.10] This perspective feeds my detail-oriented mind, my
need for thoroughness, and my belief that there are a
multitude of “right” points of view, all of which are linked in
an organic and masterful web of healing potential. From this
theoretical structure, clients are seen through four
complimentary and inter-related quadrants of experience –
direct phenomenological, empirical, collective values and
meanings, impersonal observation of the societal system – and
across levels of self-identity, lines of development, states of
cognition and emotion, and personality orientations [13
p.16]. Integral theory also supports a therapeutic stance of
inclusivity that can serve to counter the separateness often
perpetuated through habituated silo-ed patterns of thinking
and practice.
The Client
The familiar definition of trauma and the resulting
symptomatology that characterizes the nature of PTSD are
classified as direct or indirect exposure to death, threatened
death, serious injury or sexual violence with intrusion
symptoms, persistent avoidance, negative alterations in
cognition and mood, and alterations in arousal and reactivity
[14]. Symptoms must last more than one month, create
distress or impairment, and not be a result of medication,
substance use or other illness. PTSD is noted to be one of the
most common mental health disorders and has a significant
body of research [15]. Veterans coping with PTSD also often
present with additional complicating medical and psychiatric
diagnoses [15, 16]. According to Cheryl Gonzales-Nolas, MD,
of the James A. Haley VA Hospital in Tampa, FL, veterans
seen in VA treatment facilities show a 66% rate of
comorbidity, with issues of Bipolar Disorder and PTSD raising
comorbidity rates to 75% [17]. She further states that the

term “dual diagnosis” is now rarely used to describe issues of
combined addiction and mental health disorders as most cases
involve multiple, co-occurring conditions that may span
medical, psychological, social and financial domains.
Beyond a strictly diagnostic description of these clients,
common variances in bio-psycho-social parameters consistent
with other music therapy treatment populations are important
to consider, including age, medications prescribed, cultural
origin, socio-economic status, education, familial and
employment histories, geographic community identification,
religious affiliation, and prior treatment history. Veterans
served in a VA PTSD community are also distinguished by
their military and trauma histories, potential criminal records
(often related to substance abuse history) and past and current
suicidality. Understanding a broad client representation is
necessary to the evolution of a whole health treatment scope
that can target the complex issues faced by veterans recovering
from exposure to trauma.
The System
The system within which we practice may encompass
standard methods of treatment as well as structures placed by
the institution through which services are received. Phaseoriented treatment has long been the standard of care in
trauma renegotiation [15,18,19]. Expanded versions have
developed since Janet’s and Herman’s conceptualizations, and
have been compiled here with consideration of an integrative,
body-centered approach [8, 15,18-21]:
• Safety, Stabilization and Symptom Management
• De-conditioning negative patterns, Building selfregulatory capacity
• Processing of traumatic memories, Integrating
trauma history into a coherent life narrative
• Re-establishing, re-developing healthy social
connections
• Accumulating restorative emotional experiences
• Developing self-care plans, Movement to selfempowerment, Re-engagement in meaningful life
experiences
While the processing of a single, event-based trauma may
progress relatively smoothly through phrases of treatment,
addressing complex and developmental trauma is known to
require extended time in the stabilization phase [22]. As such,
moving forward into the processing of traumatic memories
may be contraindicated for clients with complex PTSD due to
vulnerability of decompensation. This level of treatment may
also be declined by the client when valuable and satisfactory
quality of life measures have been deemed as already met [22].
Additionally, clients commonly move through treatment in a
non-linear fashion, cycling in and out of stages, particularly in
complex cases, as untangling the web of reactivity involves
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guiding the client to individuate each event as a means to
restore the inner timeline and pace processing.
Inclusivity in the evaluation of effective trauma treatment
within a system of practice can appear problematic when
considering that significantly more approaches in service of
trauma recovery have been introduced than have been
soundly researched to justify inclusion as evidenced-based
practice [15, 22, 23]. Without evidence to back clinical
experience, many institutions will be forced, due to liability
and need for concrete justification, to deny approval for use or
recommendation of otherwise efficacious practices.
To receive recognition within the VA as recommended
treatment for PTSD, techniques and approaches must be
evidence-based. Empirically-informed trauma treatment
currently used as first-line practice within VA programs
include prolonged exposure, cognitive processing, eye
movement desensitization and reprocessing (EMDR), brief
eclectic psychotherapy, narrative exposure therapy and
written
narrative
exposure
[24-26]. Approaches
recommended with caution due to the need for additional
substantiated research include stress inoculation training,
present-centered therapy and interpersonal psychotherapy
[26]. Recognized as adjunctive therapies, other considered
strategies are those backed by trauma neurology research,
including yoga, along with t’ai chi and qi gong, and
biofeedback, comprising heart-rate variability training and
neuro-feedback [15,18,27]. Creating cutting edge practice
that can qualify as evidence-based requires continued
utilization of scientific advancements in related fields as
premises for new inquiry as well as for deepened
understanding and validity of techniques demonstrated as
effective through successful clinical outcomes.
While SE has been recognized as influential in trauma
treatment [15,18,28], limitations in the significance of
scientific research of SE to date, similar to that in music
therapy and trauma, have impeded its recognition as an
evidenced-based practice for trauma recovery. While
additional research is needed, the first randomized trial in the
use of SE for PTSD has shown promising results for
decreasing PTSD symptoms and symptoms of depression
[29]. Combining SE and music therapy treatment techniques
in an integrative mind-body approach may serve to enrich
current methods of trauma processing across phases of
treatment while avoiding the over-whelming and potentially
damaging effects of reliving traumatic memories through
intensive narrative exposure [29].
When first assigned to build a music therapy program
within our VA communities, I was admittedly naïve as to the
impact that the vast federal VA system would have within the
campuses I was hired to serve. The common tongue-andcheek statement often shared among VA employees: “You
know what they say, if you’ve seen one VA, you’ve seen one
VA,” speaks to the diversity that persists in VAs across the
country. As such, it seemed important to first focus on
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creating a personal standard based on my trauma training and
clinical experience rather than seeking to match my program
to an existing standard.
Developing programming in the residential communities
treating substance abuse and PTSD, and addressing
domiciliary rehabilitation, began from scratch due to no prior
music therapy services, and emphasis placed on how quickly I
could formulate and begin programming within a limited
time-frame, allocating one half-day per community per week.
This time-frame continues to be one of my primary obstacles
to providing the extent of services that I feel would best meet
the needs of these veterans and a high standard of care.
Strategizing new ways to expand services in these
communities without creating a loss of services in others is a
consistent challenge.
Additionally, attending interdisciplinary rounds has not been prioritized by administration
within this schedule, so I have taken initiative in my personal
schedule, as I am able, to collaborate with team members
during morning reports without compromising clinical time.
Within the available clinical structure, I have carved an
opportunity for one group per community per week, and 1-4
individual sessions per week, depending on the time-frame I
was assigned and the time that was available within each
community’s full treatment schedule. In the PTSD
community, veterans are regularly rotating in and out of the
program and have a 50-day treatment cycle, if not discharged
irregularly or having their treatment cycle extended to
accommodate transfer needs. This structure creates
inconsistency in group composition and potential size.
Another factor contributing to a lack of consistency in group
attendance is that Art Therapy programming runs
concurrently with the Music Therapy group time-frame. As a
collaborative measure with the art therapist and to open
accessibility of both creative arts programs, veterans are
offered to alternate between art and music therapy. Though
not ideal, I feel it is preferable at this limited gathering stage
than to restrict potential exposure to music therapy as a
resource for any veteran who desires it. During program
orientations offered upon admission, I also point out options
for participating in both programs without having to alternate
in and out of the music therapy group.
Beyond the limitations of time and budgetary restrictions
making additional music therapists prohibitive at this time, I
was given full scope of planning and decision-making in the
development of programming, for which I am most grateful.
To accommodate rotating enrollment, each group was
developed to stand alone and each was designed to address
either a specific PTSD symptom or a general emphasis of
stability and coping. Often these focuses are intentionally
alternated to offer a predictable cycling between familiar uses
of music (pre-composed songs) and potentially new and “outof-the-box” techniques that may increase a sense of
vulnerability simply by their newness (improvisation, songwriting, music visualization, drumming, vibration, bodyMMD | 2018 | 10 | 3 | Page 133
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percussion and tapping, music relaxation, and music and
story/myth). Every group is also structurally and musically
framed in ritual to enhance feelings of safety, predictability
and containment; warm-up uses non-music and musicsupported mindfulness through a breath and body-centered
induction, progressively transitioning to both structured and
improvisatory music-making as an organized bridging of
inner and outer awareness in the here-and-now, and group
closure uses a veteran-selected preferred song from a
community songbook compiled of peer selections of songs
that “always make me (the veteran) feel good.”

perspective is still in its youth [32]. Some key links, though
this is not an exhaustive representation, illustrate music’s
capacity to synchronize brain responses across listeners [33],
to alter brain structure, to evoke state arousal and improve
state regulation [31,32,34,35], to engage neural regulation of
the Social Engagement System [32,35], and to engage
neurochemical systems of reward, motivation and pleasure
[32].

The Music

This client case will illustrate an individualized music
psychotherapy approach for veterans diagnosed with chronic
PTSD. Aspects of this treatment process are referenced
through an integrative and multi-modal focus that fuses the
body-centered techniques of SE with key principles of music
and music therapy in meeting veteran needs and goals. The
incorporation of SE techniques will serve as a means of
promoting stabilization and developing resiliency by
increasing awareness of sensate – felt sense – experience to
help resolve fixated physiologic states due to traumatic stress.
This case spans clinical contacts over multiple admissions and
program transfers, reflecting the common occurrence of
substance use/abuse as a means of self-medication that often
leads to addiction and relapse on the road to recovery. Repeat
admissions and program transfers are also common in trauma
recovery as this process often occurs in layers of digestible
material spaced over time and veterans typically require
stabilization within an acute psychiatric or substance abuse
program prior to entering specialized PTSD treatment.
Further, the course of music therapy treatment presented in
this case helps to illustrate a progressive development of the
therapeutic relationship and highlights varied contexts that
offer a view of music therapy treatment across a continuum of
care. For the purposes of confidentiality, the name of the
veteran and select details in this case has been changed.
Emilio is a 30 year old single, never married, heterosexual
Latino man, raised in Queens, NY by his mother, who he
describes as warm and loving, though always working (noting
he was left alone for long periods). Mixed reports of his father
include both never knowing him and, alternately, noting that
when he was around, they drank heavily and fought. His
family also includes one older sister with whom he is
estranged. Emilio reports growing up Catholic, though he has
not continued formal faith practices, and describes himself as
of average intelligence, though he was held back a grade in
school (unclear which), received grades of Cs and Ds and was
occasionally in trouble at school in his youth. At age 11, he
witnessed the collapse of the twin towers on September 11,
2001 from his school room window, identifying this moment
as motivating his decision to enlist, which he did at age 17.
There is no history of post-graduate education.

The expansive role of music in life, relationship and treatment
is of universal understanding. The impact of music over the
spectrum of experience has led to varying degrees of clinical
and scientific inquiry across known areas of processing,
including perceptual, autonomic, cognitive, emotional,
behavioral/motor,
hemispheric
heterogeneity,
and
biochemical [30]. Moreover, the use of music in music
therapy may be debated as equally expansive depending on
the skills, goals, beliefs and preferences of both the therapist
and the client. While it is beyond the scope of this article to
explore the mysteries and facts known in each of these areas, it
is important to remain aware of the full scope of music’s role
in treatment as an additional perspective in the case to follow
and as a reminder of the critical research yet to be pursued to
validate what we clinicians have long witnessed of its impact.
For the purposes of this review, it may be helpful to
further contextualize the use of music within the music
therapy programming designed for the PTSD community in
which I work. As often as possible, music choices are made by
the veterans involved to better personalize experiences and
facilitate associations to the music. This opens the range of
music used across genres and eras, though can also restrict the
range of music to the familiar song structure most commonly
chosen. Efforts to introduce veterans to music outside of
typical and traditional listening is done with sensitivity and
coupled with psycho-education to support a meaningful
rationale and understanding for participating veterans, as well
as to invite increased awareness of independent applications
post-discharge. It is also wise to prepare veterans and/or
inquire as to the familiarity of potential music to be shared, as
one veteran’s favorite resource song could be another’s trigger
song.
The value of understanding the impact of music on the
brain and body becomes particularly heightened when
considering its application in a body-centered, traumainformed music therapy practice. “Musical behaviors activate
nearly every region of the brain that has so far been mapped.”
[31,p. 15] While research continues to uncover the vast scope
of music’s effect on humans and across humanity,
investigation of the impact of music from a neurological

Emilio
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In addition to 4 years of active service in the Army, Emilio
served as a reservist for one year, then later for 3 years. While
in combat in Iraq, he experienced multiple traumas that
involved explosions, loss of consciousness, multiple firefights,
and witnessing the shooting and death of a friend. He remains
unemployed since his military service, though maintains
financial stability through benefits of his service connection.
He is now un-domiciled after being evicted by his mother due
to exhibiting unusual behavior, and has a five year history of
severe alcohol dependence post-service, with three arrests due
to disorderly conduct.
Along with substance abuse, diagnostic issues for Emilio
include chronic PTSD, bipolar disorder, alcoholic hepatitis,
migraines, cervical spine, post-concussion syndrome due to
traumatic brain injury, sinus tachycardia, anxiety and right
knee pain. He has a history of multiple psychiatric admissions
and residential treatment for substance abuse, PTSD and
domiciliary rehabilitation, and was receiving outpatient VA
care prior to incidents triggering the recent binging behavior
that led to re-admission. Current symptomatology spans all
diagnostic clusters, with Emilio expressing experiences of
intense irritability, anger, hyper-vigilance, recurrent
memories, nightmares, intrusive and racing thoughts, chronic
depression, chronic anxiety, loss of sleep, and exaggerated
startle response. Other stated and/or observed reactions
involve social isolation/withdrawal, avoidance, hyperactivity,
hypomania, mood/affect incongruence, grandiosity, pressured
speech and emotional numbing. Pharmacology treatment has
targeted pain, anxiety, depression, nightmares and insomnia,
with strong recommendations for mood stabilization, which
Emilio has consistently resisted. No history or current suicidal
or homicidal ideation is noted.
Despite this over-whelming array of identified issues,
Emilio describes himself as insightful, motivated for change,
optimistic that change can occur, moved to re-connect with
community, and inspired to meet his full potential. He
identifies his mother and sobriety sponsor as important social
supports and reports that engagement in creative experiences
– music, dance, art, writing – are important resources for
helping him to cope with his addiction and PTSD symptoms.
Emilio also stresses that he feels safe within this VA treatment
environment, and understands that feeling unsafe due to
recent experiences in NYC had a triggering effect for him. He
recognizes a capacity to utilize treatment based on past
experiences, and reports feeling able to manage the demands
and potential opportunities that the treatment community is
designed to provide.
These descriptions reflect documented professional and
client evaluations and statements of report in Emilio’s case
file. As a medical file, it may be noted that this form of clinical
documentation shows a tendency to objectify the client and
weighs heavily on diagnosed and perceived areas of difficulty
in defining parameters and goals of treatment. While it is an
important choice of the therapist whether to read a client’s
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case file before or after the first encounter, it is our
responsibility to read it, know it, and be able to communicate
knowledgably with fellow professionals on its contents when
assuming an active role in the client’s individual treatment.
Though not always organized succinctly in any one
professional’s assessment, it seems significant to note that the
scope of bio-psycho-social features available through this
chart review address all mentioned categories: age,
medications prescribed, cultural origin, socio-economic
status, education, familial and employment histories,
geographic community identification, religious affiliation,
prior treatment history (see below), military and trauma
histories, criminal records and past and current suicidality.
When Emilio originally presented to music therapy, it was
upon his first admission to the Substance Abuse Recovery
Treatment Program (SARTP) through the Introduction to
Music Therapy group. As a required component of the SARTP
program, this is a large group traditionally ranging from 18 –
28 participants, making in-depth evaluations of each
participant unrealistic. Still, Emilio’s initial engagement in this
group was memorable. He appeared open and enthusiastic, if
hypomanic and disorganized at times and with expanded
affect, giving the impression of a “live wire,” as well as
someone who was eager to please and needing attention. He
contributed to group discussion and engaged well in musicmaking opportunities, which included use of familiar song
structure for connection and cohesion, lyric analysis for
fostering self-reflection, drumming through rhythmic ostinato
for evoking feelings of constancy, unity and predictability,
echoed lyric improvisation over ostinato for self-expression
and validation, and veteran-preferred music for continued
personalization in processing. While active in his
participation, Emilio showed limited inter-personal awareness
in his interactions and needed occasional redirection to
counter-balance his dominant energy in the group.
Interventions in this introductory group exposure to music
therapy are designed to maximize connections to primary life
resources through the use of music and the therapeutic
community. The primary focus of this first group for Emilio
was the role of faith in recovery. Additional resource themes
explored during his residency in this community included
supportive relationships, nature, stabilization and selfidentity.
After completing the then 28-day SARTP program,
Emilio was transferred to the PTSD program, where he
engaged well in the first 4 weeks of a then 45-day treatment
cycle. The Music Therapy & Trauma group offered in this
community uses SE principles to emphasize embodied
experience while addressing all phrases of trauma treatment as
relevant to organic group process and level of stability. The
group invites engagement in active and receptive experiences
that highlight targeted strategies for the use of music in coping
with PTSD symptoms. During his time in this group,
structured themes included balance/self-regulation, anger,
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depression, and loss and grief. There were two additional
music events offered during this admission for Emilio: African
Drumming, inviting a community-based engagement
opportunity that emphasized empowerment and commitment
to recovery, and The Open Mic Project, which invites all
residential veterans, staff, volunteers and family to engage in a
live music event through therapeutic performance and
community involvement.
Each week during his treatment cycle in the PTSD
community, Emilio appeared to become progressively more
withdrawn. At the midpoint, he stopped coming to this group.
As he also chose not to engage in individual music therapy
treatment at this time, I tracked his treatment peripherally.
Positive outcomes observed during music therapy groups,
such as constructive social engagement, insightful selfexpression and awareness and emotional engagement and
regulation, may be likewise deemed as meaningful in the
moment, though lacking the capacity for more in-depth
individualization and systemic integration.
After completion of and discharge from the PTSD
program, Emilio was re-admitted to SARTP within four
months, and progressed similarly through this next
admission. However, this time he chose to transfer from his
completion of substance abuse treatment directly to
domiciliary rehabilitation, without admission to the PTSD
program. Once admitted to the domiciliary program,
engagement in music therapy was limited due to program
availability and lack of veteran pursuit for individual follow
up. He was discharged irregularly due to relapse.
Emilio’s next admission marked his third to this campus
within less than three years. As such, I took the initiative to
track Emilio on the acute psychiatry unit, where he was first
placed. While not professionally assigned to this unit of care,
this exception has become a common practice of mine for
veterans who have shown a repeated history of relapse and
readmission, as well as have demonstrated a strong
connection to music as a resource during prior admissions.
This initiative is intended to provide, in addition to continuity
of care, a personalized outreach to candidly review treatment
history and current perceived areas of difficulty, and to
strategize on the potential use of individual music therapy
treatment as an integrative part of treatment in support of
increasing foundational coping resources.
Emilio greeted me with a surprised expression, smiling
and hugging me before asking why I’d come. He seemed
amazed that I would make the effort to locate and offer time
just for him. It was gratifying to see this response from Emilio,
both for the potential implications of indicating his assigned
value to prior contacts and also for the display of openness
and eagerness for renewed contact. Once a private space was
identified to invite trust and decrease environmental
stimulation, Emilio was engaged openly in a candid review of
circumstances leading up to his admission, as well as current
commitment to recovery. He was at times provocative and
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grandiose in describing the extreme nature of his recent binge,
near death experience, and believed capacity to detoxify
himself, which appeared in the moment more as an attempt to
shock me than as a sincere disclosure. With reorientation to
documented realities, his affect softened and he spoke with
genuineness of his reasons for self-presenting to urgent care,
stating, “I don’t want to die.” “I can’t do this anymore.” Then,
“I’m going to be 30!” (He turned 30 during the course of this
admission.)
With renewed commitment to his recovery, Emilio was
oriented to his capacity for survival and to current strengths
and resources, which pointed to his faith and creativity. He
confided that he dreamed of performing, though this was
imbedded with idealism. He also spoke of feeling constricted
and suppressed in terms of his self-expression and creative
engagement when in treatment. When explored, he
demonstrated limited insight into rationale for community
structures for the support and benefit of all residents, speaking
of constraints placed on where and how loud he could sing on
the unit, which had been identified by staff as attentionseeking behavior. After validating his feelings of perceived
oppression and injustice, I aimed to reframe his expressions of
disconnect and signs of maladaptation by mirroring Emilio's
statements and asking if he might consider that another
alternative to these thoughts and resulting resistant behavior
could exist. He paused, appearing to mentally search for a
reason to refute this suggestion before hesitantly agreeing.
Now presenting his responses as a matter of choice, I menu-ed
his prior scenario alongside additional possibilities of
response, emphasizing the potential value of practicing
slowing his reactivity in the moment by pausing, breathing,
and by bringing focused awareness to his sensate experience
in order to restore stabilization and a sense of capacity. In SE
terms, this refers to bringing awareness to one’s felt sense
experience. This awareness functions to connect and attune
mind and body experiences in the moment, engaging selfregulation and de-escalating arousal.
Live music was then introduced to increase access to felt
sense experience. I suggested recreating a song that spoke to
his described feelings of oppression, and was also coupled
with themes of faith and fight for freedom – Light One Candle
(written by Peter Yarrow) – to facilitate a connection to felt
sense through singing, as well as to evoke feelings of
validation, perseverance and liberty. Emilio shared that the
song was unfamiliar to him, but he became intrigued by the
content once lyrics were provided. He was encouraged to help
read/sing the song to assist me in the music as I had
conveniently missed-place my glasses, which wasn’t planned
but felt like a serendipitous opportunity to invite collaboration
and shared intimacy. Having one printed copy of the lyrics
also created a need for closer proximity to share the copy.
Entering into the music felt like opening a new door of
awareness and being; there was a palpable sense of
anticipation that seemed to be a shared undercurrent in this
MMD | 2018 | 10 | 3 | Page 136

Music & Medicine | 2018 | Volume 10 | Issue 3 | Pages 130 – 141

moment, not expressed by either Emilio or myself, though felt
on a sensory level for me and observed in Emilio as an
intention of shared focus. The song’s music is embedded with
shifts between major and minor tonality, and I used an
emotive vocal and instrumental (guitar) dynamic and
phrasing to further activate associative physical and mental
connections and to stimulate emotional resonance. Emilio
leaned his body over the lyrics, showing a continued
deepening of focus that added to his quality of investment,
while also displaying an increased range of expression through
his singing and dynamic variance.
Up to this point, while Emilio and I sat closely side by
side, interactive engagement was observed as parallel in
nature. I wanted to follow his body language sensitively as a
cue of his preferred pacing as well as a tool to bring awareness
to authenticity in his contact as well as to deepen trust in this
relationship. I felt rewarded for my patience when he soon
began to sing in unison with me, “Don’t let the light go out!
It’s lasted for so many years…,” making eye-contact in a way
that appeared to search for validation and understanding. To
dwell in this achieved connection and creative resiliency, the
chorus was repeated with final punctuation, energy and vocal
inter-play. As the closing music hung in the air, I sustained an
intentional pause to create further suspension in the moment.
Emilio’s affective expression now held an observable sense of
vitality and affirmation. “This is me!” he said. “Can I keep
these lyrics?” This was an exhilarating moment in the contact.
The energy was magnetic, and in addition to reflecting this
state with Emilio, I was motivated to consider how to extend
this achieved state beyond this immediate moment.
This led me to suggest that Emilio write his own lyrics on
this theme of perseverance and personal inspiration for next
session. This assignment appeared to excite him as he jumped,
held his hands up between us in a ‘stop’ gesture and
exclaimed, “I want to give you something! I’ll be right back!”
He returned with a personally-colored depiction of the World
Trade Center attack of 9-11, which he quickly over-turned
saying, “Not that. Look at this side!” On the back of his
picture was a list he defined as his goals for professional
development. Number one on the list was “Entertainment,”
which was identified as pursuing music and writing. “I didn’t
used to be like this,” he stated. “I used to be much friendlier in
high school,” and since then “I’ve been working to get back to
myself.” This enthusiasm for self-recreation was mirrored and
celebrated, though I also experienced it as grandiose.
Therefore, I was moved to not just support his achieved state
of self-awareness and aliveness, however notable given his
recent near-death experience, but to ground and direct this
energy into an intention for treatment. I found myself making
a demonstration of taking a deep, audible breath, then
drawing attention to his displayed state of excitement as a
grounding technique, and asking him to repeat this breath
with me so that we could consider using this impetus to jointly
set his goals of music therapy treatment. We were then able to
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collaborate in developing goals of authenticity, self-identity,
self-awareness and self-expression, and made a plan for follow
up.
Before concluding, I also felt it was important to discuss
his drawing on the other side of his list. He described this
depiction of 9-11 (unfortunately, there is no consent for
publication of the artwork) as his view from his school
window on the day of the event. There was youthfulness to his
artwork which I now recognize as a characteristic of his
hypomanic states that seems to connect to a related level of
immaturity and self-absorption as well as vulnerable
innocence. He described the event as his motivation for
joining the military, as a perceived duty to his country, and
conveyed a now familiar tone of injustice this event
represented for him.
Unfortunately, conflicting veteran appointments and
scheduling delayed follow up with Emilio for a couple of
weeks, and our next contact occurred after he transitioned to
the SARTP program. In this program, he began to attend the
Introduction to Music Therapy group being offered by a
music therapy intern. I supervised this group and observed
intermittently while meeting with Emilio individually during
his unstructured time. To further develop insights gleaned
from our initial contact in acute psychiatry, a formal music
therapy assessment was conducted using mixed mediums of
music and visual art to reflect veteran interests and to broaden
tools of expression while supporting increased awareness of
Emilio’s felt-sense. In addition to goals of assessment,
intentions in the contact included exploration of Emilio’s
optimal and tolerable arousal states, or window-of-tolerance,
and continued development of self-regulatory capacity.
Incorporated assessment and treatment elements were
psycho-education,
instrument
exploration
with
improvisation, favorite song identification, musicvisualization, song assignment to stages of stabilization and
recovery, and song re-creation.
Stated goals were reviewed with Emilio due to the long
intermission since last contact. Psycho-education materials
depicting primary skills of stabilization with supportive uses
of music were then examined, emphasizing grounding and
centering techniques as a means to prepare for the session and
to encourage independent daily practice. Techniques reviewed
as a means of menu-ing treatment opportunities included
breathing exercises, music meditation and relaxation,
drumming, body percussion, humming, tapping, instrument
skill development, free instrument exploration and song recreation. Emilio was then introduced to music and art
materials as a possible palette of expression, and selected the
chimes for its soothing quality. He was engaged in creating an
improvisatory soundscape of a soothing environment, both as
a reflection of his organic stated preference of instrument as
well as a means to co-create a desired state of safety and
comfort as a self-regulatory reference point. I offered guitar
and vocal support using open major 7th chords in a repeated I
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– IV holding pattern in the key of C, then adding the V chord
to the progression for mild development while maintaining
musical containment and predictability. After he
spontaneously chose to add gentle tapping on a miniature
djembe, he rested into a combined fluidity and steady beat in
his play. This appeared to indicate a sense of stability and
grounded-ness, as well as a readiness for forward
development, so he was then invited to close his eyes and
explore any surfacing imagery that the music evoked. I chose
to keep a relatively consistent ostinato in the music, adding
subtle vocal improvisation for melodic development to sustain
interest while building an experience of the music as a
connection to resource in the body. This was continued for a
couple of minutes before mild restlessness was observed, after
which Emilio was prompted to use the art materials provided
to illustrate his imagery and continue to channel his focus.
When completed, he described the imagery as representing
openness to new ideas and feeling inspired with uplifting
energy that radiated inside and out (seen in concentric
circles). He noted the source of the energy as the head
(strongest) and then the heart (pure, bright white), and spoke
of a connection to a strength in the “un-see-able” (warm
yellow between). Emilio was asked to notice his felt sense of
this imagery, though this was difficult for him to articulate.
With invitational language used to promote tolerance,
curiosity and support in this new exploration, he then shared,
“It felt good. Inspired,” indicating a potential disconnect from
his sensate experience. Completing review of his art, attention
was lastly drawn to a deep red circle that was connected yet
separate from the others, appearing to point to a disconnected
and injured part of the self. Emilio also showed difficulty
putting words to this image, and was offered reassurance with
psycho-education to facilitate a normalization of this
response. He was then invited to remain curious, should a
thought or feeling about this surface as we moved forward.
Once processing of this improvisation and visualization
were complete, the session focus returned to stabilization to
support de-escalation of potentially activated traumatic
material, stored as arousal in the nervous system (NS) (trauma
vortex – sympathetic NS), and re-engagement of selfregulation and resiliency (healing vortex – parasympathetic
NS). From a body-centered, SE stand-point, the trauma vortex
represents a break in the natural boundaries of the self that
results in a pooled and ever-spinning state of heightened
arousal, while the healing vortex refers to one’s innate center
of resiliency [9,11]. Working the periphery of these vortices
through paced pendulation within the client’s window of
tolerance is a primary feature of the SE approach to trauma
renegotiation, building a sensory tolerance to remain present
as manageable pieces of the trauma, stored as somatic
experience, are allowed to surface, process and integrate
through consistent re-sourcing. Returning Emilio to
predictable song structure seemed a logical means to help
organize his NS and thus integrate surfaced activation.
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As a tool to help Emilio bring awareness to varied states of
experience across a continuum of stabilization, I developed a
visual and musical reference called a ‘Song Palette,’ to appeal
to Emilio’s diverse creative strengths. My intention was to use
the illustration of an arc to represent a progression of
increasing capacity, using familiar and/or preferred songs to
match associated feelings along the trajectory from least to
most stable, with a clear turning point represented at the top
of the arc. I planned an example of songs across the trajectory
to promote conceptualization, with the aim of having Emilio
personalize the song choices over time.
Emilio was oriented to the song palette example, which
included 8 songs arranged from least (1) to most stable (8):
1.Behind Blue Eyes (composer: Peter Townshend), 2.Numb
(composer: Linkin Park – Chester Bennington, Mike Shinoda,
Joe Hahn, Dave Farrell, Brad Delson, and Rob Bourdon),
3.Your Own Worst Enemy (composer: Bruce Springsteen),
4.Tell Your Heart to Beat Again (composer: Matthew West
and Bernie Herms), 5.Unwritten (composer: Natasha
Bedingfield and Danielle Brisebois), 6.The Climb (composer:
Jessi Alexander and Jon Mabe), 7.Rise Up (composer:
(Cassandra Batie and Jenn Decilveo), 8.The Greatest
(composer: Sia Furler, Greg Kurstin and Kendrick
Duckworth). Song examples were menu-ed and explored for
familiarity, and Emilio was asked to choose his preference for
the day, as per which song(s) he was most resonating with. He
conveyed having a relationship with both Numb and The
Greatest, referencing feelings of oppression and desires to
rediscover a fuller sense of self. Therefore, these songs were
offered in succession to honor each as meaningful in his
personal journey while inviting another small pendulation of
energy from the edge of the trauma vortex (Numb) to the
healing vortex (The Greatest). The songs were re-created to
replicate their original known versions acoustically with voice
and guitar, and a streamlined use of voice and guitar was
intended to transfer emphasis to the lyrical content of the
music in titrating processing of mind and body. Emilio
declined an additional instrument, choosing to sing along.
This experiential shift to side by side singing felt reminiscent
of our last contact. Though the moment seemed less intimate
in the bright and expansive room we were now in, moving to
this positioning appeared to invite increased interpersonal
connection and capacity for co-regulation. Emilio’s singing
showed increased vocal strength from the previous session. He
appeared relaxed as he moved through each selection,
displaying emotional fluidity and an affect that was congruent
with song meaning while maintaining a sense of composure. I
was unclear if this composure was rooted in regulation or was
reflecting potential fatigue, so I sang in unison with him,
matching his dynamics in support of his expression without
imposing additional energy. To err on the side of caution, I
chose to flow from one song to the next, as a medley, to
maintain a musical focus on the movement to resiliency
depicted in the second song. After the music, Emilio repeated
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his affinity for these choices and was acknowledged and
praised for observed growing awareness, resiliency and
strength. Further processing was avoided both due to
preparation for closing the session and my desire to maintain
the apparent state regulation achieved. The session
experiences were then reviewed to emphasize
accomplishments, and a favorite song was identified and
discussed for exploration in the next contact.
Emilio initially struggled to identify a favorite song, and
then named Billy Jean (composer: Michael Jackson). He
recalled listening to this song in his youth, brightening as he
remembered learning Michael Jackson’s choreography and
dancing to it in school, as well as sharing the attached
emotional memories of joy in freedom of expression felt at
that time and in connection to the song. To promote the reestablishment of healthy social connections and to foster a
restorative emotional experience, Emilio was invited to
perform this song in the upcoming Open Mic Project event,
scheduled for the following week. Again, he showed surprise
at the possibility of such an opportunity. However, this time
his surprise appeared coupled with uncertainty and
trepidation. I reminded him of the impact of his recalled
memory of youth and his stated desire to reconnect to this lost
sense of self. He was also reassured that participating in the
event was completely his choice, and he decided he would
think about it.
When encountered the following week, Emilio had been
transferred to the PTSD residential treatment community and
unfortunately the time for contact was limited. He shared that
he was still unsure about his decision and was told that his
music had been prepared for him, should he resolve to
participate. Finally, with the Open Mic Event program
underway, Emilio was once more offered an opportunity join
and agreed with modest encouragement from peers and
treatment staff. The Open Mic Project is a bi-annual program
that replicates a traditional community Open Mic format by
allowing performers (veterans, staff, family, friends and
volunteers) to spontaneously participate on a first-come, firstserved basis. While describing feeling nervous, Emilio also
appeared eager for this opportunity by coming prepared with
a costume, including a hat and sparkling glove, and turning
down lights for dramatic effect. On his cue, I was joined by
fellow staff and volunteers in providing musical
accompaniment as he sang and danced with great energy,
dynamic and accuracy of dance steps. He received a rousing
ovation in response and was encouraged to pause in
acknowledgment and hopeful acceptance of this feedback,
though he appeared awkward in this gesture. After the
program, when asked his response to the experience, he again
showed difficulty with his ability to accept the praise offered,
and was supported with reframing and encouragement. In
hind-sight, I regret not structuring his performance with
additional opportunities before and after the event to help
Emilio better ground and prepare for, as well as contain and
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process surfaced energy. This feels an important take-away
with regard to therapeutic performance opportunities.
Due to inclement weather, the next week’s individual
session was unavoidably cancelled. In the interim period
between contacts, it was learned that Emilio was once more
struggling to remain engaged and focused in his PTSD
treatment. During the following session, he shared feeling
depressed and detached, and recognized these feelings had
begun to develop before leaving SARTP. Though feeling
“lost,” he accepted support in continuing to build new
strategies for coping. I chose to move directly into the music
to facilitate re-stabilization through multi-sensory, felt sense
engagement and emotional entrainment. Emilio was directed
to focus on his sensory experience and asked to select an
instrument to help deepen connection to this in the moment.
He chose a small hand-held drum, which he played quietly
and expressively to a collaboratively chosen song from the
stabilization Song Palette that was perceived to match his
presenting state – Your Own Worst Enemy. This mutual song
choice appeared to indicate a resonance in this relationship
and awareness for Emilio that on some level he understood he
had a role in the development of his current state. I began the
music slowly and softly, feeling the fragility of the moment
and wanting to delicately coax forward his expressions as
ownership and tolerance of this state. Once I observed his
commitment to the experience through sustained drumming,
I began to build the music’s dynamics, contouring poignant
lyrics to further draw him forward in resonance with me and
support connection with his inner life and attached sensory
self. Highlighted lyrics included “The condition you’re in,
now you just can’t get out of this skin,” and “The times, they
got too clear, so you removed all the mirrors.” At the music’s
midpoint, he was encouraged to set down the drum and begin
to free-write in response to the content and feelings evoked by
the song. During this time, I repeated a non-verbal phrase in
the music that replicated emotional, moaning release through
a descending stepwise melody on “Ah, ah, ah…,” to continue
to evoke his emotional resonance. Then, while maintaining
the song structure, I asked him to share his writing how and
when he felt comfortable to do so. He began to sing with a
quiet strength that felt startling. His improvised melody
matched the structure of the music and conveyed an emotive
openness and authenticity. His lyrics included themes of
freedom, release and inner strength. Vocal energy displayed
was supported musically, and increased in volume as his
singing progressed. When he finished, his affect had
brightened, posture straightened, and he exclaimed, “Yeah!
Okay!” His behavior seemed to show that he had surprised
himself in this experience and connected to a place of inner
integrity, punching his fist in the air. In closing, he was
reminded of the importance of daily practice techniques to reenforce his connection to self/voice. When additional song
preferences were explored, Emilio was now enthusiastic and
numerous in his requests. Later that evening, I returned with a
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player and CDs matching his requests (including Michael
Jackson), so that he could begin to independently cultivate
this connection to self during his personal time. He
responded, “You don’t know what this means to me!”
The following week, it was learned that Emilio initiated an
altercation with a peer during an Alcoholics Anonymous
meeting. His behavior was described as provocative, though
he defended that it was not intended to be. The interaction
had escalated and required staff intervention to ensure safety.
When questioned by staff, he stated feeling provoked and
showed limited insight into his role in the incident. Due to the
community’s policy to maintain safety in this treatment
environment, the treatment team decided that Emilio was to
be irregularly discharged, and arrangements were made to
coordinate his transfer to an alternate VA treatment facility.
When I arrived next on the PTSD unit, I had been
informed that he had already been discharged and was
surprise to encounter him spontaneously on the unit as he
presented to return his loaned materials. He accepted a brief
closing contact with observable reluctance, and was escorted
to a small meditation room for privacy. With encouragement,
he shared his response to the altercation and resulting
discharge plan, maintaining feelings of injustice and
uncertainty of the reasoning behind this outcome. He also
expressed sadness to be leaving and reiterated genuine
investment in his recovery. So as not to challenge negative
mindsets at this time of closure, as well as to invite connection
to capacity, Emilio was offered empathy and redirected to
reflect on outcomes of prior admissions with respect to the
additional efforts made in his recent enrollment. Emphasis
was placed on willingness for self-exploration and
development of new coping strategies through individual
music therapy processing during this admission. Emilio was
reminded of expanded creative resources now available to him
and was encouraged to continue to practice his new skills, as
well as to reach out to the new facility’s music therapist for
assistance. He shared that he had saved the lyric sheet for
“Light One Candle” that was offered while in acute psychiatry,
expressing continued support and inspiration found in the
song’s message. He was tearful at times throughout this
contact, and articulated continued commitment to recovery,
expressing thanks for support received. I felt resonant
resistance to terminate this treatment process, and a sense of
loss to be unable to further our developing relationship.
Reflecting back, I recognize that I have no right of ownership
over Emilio’s journey and must continue to practice my own
acceptance of what is to open to a greater potential for the
future. In this effort, Don McClean’s lyrics resurface and offer
me support: “There’s no need for turning back, ‘cause all
roads lead to where I stand. And I believe I’ll walk them all, no
matter what I may have planned.”

Discussion
This case illustration was presented to prompt increasing
reflection on the converging lines, levels, states and styles of
being that are woven between therapist, client, music and
system to create each unique phenomenon of experience in
music therapy and trauma treatment. As with a composition
of music or work of art, the eye of the creative master has
intimate and intricate awareness of each feature, reasoned and
intuited, as well as a vision of the whole. Trauma manifests as
a fragmentation of self, the pieces of which often become
distorted beyond recognition for its host. As trauma
therapists, we become weavers of these fragments, ever aware
of the hidden beauty of the whole self that is trying to find its
way to back.
Emilio conveyed well the manifested fragmentation
resulting from his life journey to date. Creative music therapy
experiences appeared to help restore connections to healthy
and healing aspects of being during his time in treatment,
while increased exposure to and integration of felt sense
experience, particularly in increased frequency of contact and
progressively structured experiences, may have offered
important opportunities for deepened stabilization,
desensitization and paced renegotiation of stored
somatization of traumatic experiences.
Systemic challenges notwithstanding, objective and
subjective evaluation of potentially successful and failed
aspects of music therapy phenomena is necessary to assess
gaps in treatment, both micro- and macro-spectively, to help
minimize ongoing resurgences of incapacitating trauma
symptomatology. Viewing treatment through an integrative
psychotherapy lens may offer an advanced scope of evaluation
to improve understanding in needed avenues of empirical
study, teasing apart values of each element of practice in
reconstructing evidence-based protocols. Investment in this
advancement from governmental and professional bodies
creates an excited anticipation of the potential ahead for
compiling and furthering scientific findings from research on
the impact of music on mind, body, brain and soul with
current outcomes for body-centered trauma treatment and the
bio-neuro-chemical life of trauma.
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Abstract
Neonatal intensive care has dramatically improved the survival of the tiniest infants born at the cusp of viability in addition to
meeting the medical and surgical needs of infants born with an array of conditions that pose a life threat to the newborn. Despite
advances in technology, however, neonatal intensive care unit (NICU) survivors experience a myriad of physical, behavioral and
developmental challenges once they are discharged. Most recently a trauma-informed care paradigm [1] for neonatal intensive
care has been introduced to mitigate and minimize many post NICU infant morbidities. It is clear, that trauma-informed care
makes sense for the infant who finds them self in a life-threatening situation at birth, however, the implications for this paradigm
extend beyond the infant.
The purpose of this paper is to examine the implications of a trauma-informed paradigm in the NICU for parents and
clinicians.
Keywords: Trauma, Parents, Staff, NICU

“The expectation that we can be immersed in suffering and loss
daily and not be touched by it is as unrealistic as expecting to be
able to walk on water without getting wet. This sort of denial is
no small matter”[2]
Introduction
The concept of trauma and traumatic stress emerged in the
field of mental health over forty years ago [3] and is a
widespread public health concern. The paradigm of traumainformed care acknowledges that trauma and traumatic stress
overwhelm an individual’s ability to cope while
simultaneously changing their biology with both short term
and lifelong implications for health and wellbeing. The
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(SAMHSA) was the first to implement a trauma-informed
care framework. Acknowledging that a single definition of
trauma underserves the complexities and nuances of the lived
experience of trauma, SAMHSA conceptualizes trauma as an
event or a series of events experienced by an individual as
physically or emotionally harmful or life-threatening that
results in lasting adverse effects on the individual’s health and
wellness mentally, physically, socially, emotionally, and/or
spiritually [4,5]. A trauma-informed approach then realizes
the impact of trauma on the individual, recognizes signs and
symptoms of trauma and responds by integrating knowledge
about trauma and it’s adverse consequences into policies,
procedures and practices to support the individual while
actively resisting re-traumatization [4,5].
Trauma-informed Care in the NICU
The parents
Trauma-informed care has recently been introduced as a
biologically relevant paradigm for the neonatal intensive care
unit (NICU) [6]. Infants who begin early life in the
medicalized environment of the neonatal intensive care unit
experience disruption to numerous fundamental expected
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experiences that are requisite for optimal human development
primarily parental proximity and presence both physically and
emotionally [7]. However, the trauma does not end there,
parents of infants requiring intensive care are at a higher risk
of experiencing mental health challenges as a result of their
NICU encounter, to include depression, acute stress disorder,
and post-traumatic stress disorder [8-10]. The percentage of
NICU parents who met diagnostic criteria for Acute Stress
Disorder (ASD) ranged between 24% to 28% [11-14].In a
systematic review investigating the traumatic stress response
of parents of children diagnosed with serious illness,
psychosocial factors rather than medical factors predicted the
extent of parental distress [15]. Examples of psychosocial
factors included previous experiences with stressful life events
or trauma, parental perception of their infant’s severity of
illness, and parent trait anxiety and depressive symptoms
contributed to their susceptibility of acute and posttraumatic
stress symtoms [15].
Parental mental health plays a crucial role in optimizing
infant developmental outcomes. As the infant needs parental
contact for optimal physiological and psychoemotional
development, the parents also need a meaningful relationship
with their infant to establish their role identity as parents [1].
Trauma-informed, family centered care in the NICU is a
commitment to protect and preserve the integrity of the
family in crisis as well as mitigating the allostatic load of the
at-risk infant in the NICU [16,17].
Becoming a family is a defining moment in human
history, and how we show up to these critical moments define
us!
NICU clinicians must be competent in recognizing signs
and symptoms of emotional distress, postpartum depression,
and acute stress disorder in parents and families to ensure that
appropriate processes and referrals are in place to effectively
support families through the trauma of NICU hospitalization
[18]. However, this can only be accomplished by being fully
present to the human needs of infant-family dyad which can
often be a challenge in a technologically oriented environment
with multiple competing priorities. Strategies to minimize
parental emotional distress during NICU hospitalization
emanate from our ability to be compassionate and empathize
with the lived experience of other; to create human
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connections and partnerships with the parent and family that
translate into authentic healing intention [19].
Parents often struggle with their role identity, and the
stress of parenting in the NICU has been correlated with
clinically significant anxiety, fatigue, depression, and sleep
disturbances [20,21].
Educating parents and providing opportunities for them
to apply their new infant care knowledge in a controlled,
simulated setting ensures infant safety and promotes parent
confidence [22,23]. Competence and confidence in caring for
their infant validates parental role identity, increases parental
presence and participation in parent-exclusive activities,
facilitates a safe discharge to home, and foster infant-parent
attunement and attachment [22,24].
The physical layout of the NICU as well as the clinical
routines impact parent access to, and participation in, the care
of their critically ill infant [25,26]. Potentially, better practices
in family-centered care include the full participation of
parents in the care of their hospitalized infant which demands
a global change in the culture and behavior of the
interdisciplinary team to acknowledge the crucial role of the
parent and family in the NICU [27-29].
The Staff
Bearing witness to the suffering of others underpins the work
of neonatal intensive care. All disciplines should engage in
healing relationships with patients and families during their
time of potentially extreme vulnerability, sadness, and fear,
“our consciousness, our intentionality, our presence, makes a
difference for better or for worse” [30]. When clinicians are
unable to be present or turn away from the lived reality of the
patient, moral responsibility is abandoned, and quality care
and patient safety are undermined [31,32].
Patients depend on and trust that health care
professionals will ease their suffering and provide ethically
sensitive care consistently and reliably. The clinician–patient
relationship is a sacred trust and is the cornerstone of
professional clinical practice [6].
Providing emotionally supportive tendering is an
acknowledged and vital aspect of caring in the NICU but may
be hindered by a deficit of knowledge about effective,
emotionally supportive counseling strategies for NICU
parents which is confounded by competing priorities in the
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NICU’s high-tech environment [33-35]. The work of neonatal
professionals is both physically and emotionally demanding as
well as morally and ethically challenging. Issues surrounding
end-of-life care, futile aggressive care, potential patient harms,
pain and suffering, depersonalization of patients, care and cost
constraints, inadequate staffing, and working with
incompetent colleagues have all been associated with moral
distress (a precursor to clinician burnout) for nurses,
physicians, and allied health professionals [37-44].
Self-care practices are those self-initiated routines and
rituals aimed at restoring and rebalancing one’s self off-duty
and on-duty. On-duty self-care practices include developing
professional
autonomy,
acknowledging
colleagues,
collaborating with the interprofessional team, and making
sure you take your coffee and meal breaks [6]. Personal selfcare practices include sleep, diet, and exercise, as well as selfcompassion interventions (e.g., yoga, mindfulness
meditation). For health care professionals, sleep and fatigue
play a critical role in clinical performance, safety, vulnerability
to psychological distress and burnout as well as increasing
susceptibility to altered health outcomes (i.e., hypertension,
coronary heart disease, metabolic syndrome, obesity, and
motor vehicle accidents) [45-47].
Summary
Optimal Healing Environments ‘make healing as important as
curing’ supporting self-care practices across internal,
interpersonal, behavioral, and external domains for all who
inhabit the space [48]. Adopting a trauma-informed paradigm
for the NICU creates a healing milieu that realizes the
widespread impact of trauma, recognizes its symptoms,
responds by translating knowledge into practice, and actively
resists re-traumatization for the infant, the parent and the
professional![5]
“At the heart of the work is caring, a desire to make a
difference in the lives of others, to be with and bear witness to
others—the authenticity of the caring relationship restores the
clinician as well as the patient and must be protected,
nurtured, respected, and honored at the individual and
organizational level to diffuse and decrease the psychological
and emotional distress associated with the complex world of
neonatal intensive care” [6].

References
1. Coughlin, M. (2014). Transformative Nursing in the NICU: Traumainformed Age-appropriate Care. New York, NY: Springer Publishing
Company.
2. Remen, N. R. (1996). Kitchen table wisdom: Stories that heal. New York,
NY: Riverhead Books.
3. McFarlane, A.C. (2010). The long-term cost of traumatic stress:
intertwined physical and psychological consequences. World Psychiatry,
9(1), 3-10.
4. Trauma-Informed Approach and Trauma-Specific Interventions.
SAMHSA.gov.
https://www.samhsa.gov/nctic/trauma-interventions.
Updated April 27, 2018. Accessed May 18, 2018.
5. Substance Abuse and Mental Health Services Administration. SAMHSA’s
Concept of Trauma and Guidance for a Trauma-Informed Approach.
HHS Publication No. (SMA) 14-4884. Rockville, MD: Substance Abuse
and Mental Health Services Administration, 2014.
6. Coughlin, M. (2016). Trauma-Informed Care in the NICU: Evidencebased Practice Guidelines for Neonatal Clinicians. New York, NY:
Springer Publishing Company.
7. D’Agata, A.L., Sanders, M.R., Grasso, D.J., et al. (2017). Unpacking the
burden of care for infants in the NICU. Infant Mental Health Journal,
38(2), 306-317.
8. Shaw, R.J., Bernard, R.S., Storfer-Isser, A., et al. (2013). Parental coping in
the neonatal intensive care unit. Journal of Clinical Psychology in Medical
Settings, 20(2), 135-142.
9. Treyvaud, K. (2014). Parent and family outcomes following very preterm
or very low birth weight: A review. Seminars in Fetal & Neonatal
Medicine, 19(2), 131-135.
10. Roque, A.T.F., Lasiuk, G.C., Radunz, V., & Hegadoren, K. (2017). Scoping
review of the mental health of parents in the NICU. Journal of Obstetric,
Gynecologic, and Neonatal Nursing, 46(4), 576-587.
11. Vanderbilt, D., Bushley, T., Young, R., & Frank, D.A. (2009). Acute
posttraumatic stress symptoms among urban mothers with newborns in
the neonatal intensive care unit: A preliminary study. Journal of
Developmental & Behavioral Pediatrics, 30(1), 50-56.
12. Lefkowitz, D.S., Baxt, C., & Evans, J.R. (2010). Prevalence and correlates
of posttraumatic stress and postpartum depression in parents of infants in
the neonatal intensive care unit (NICU). Journal of Clinical Psychology in
Medical Settings, 17(3), 230-237.
13. Shaw, R.J., Deblois, T., Ikuta, L., et al. (2006). Acute stress disorder among
parents of infants in the neonatal intensive care nursery. Psychosomatics,
47(3), 206-212.
14. Jubinville, J., Newburn-Cook, C., Hegadoren, K., & Lacaze-Masmonteil,
T. (2012). Symptoms of acute stress disorder in mothers of premature
infants. Advances in Neonatal Care, 12(4), 246-253.
15. Woolf, C., Muscara, F., Anderson, V.A., & McCarthy, M.C. (2016). Early
traumatic stress responses in parents following a serious illness in their
child: A systematic review. Journal of Clinical Psychology in Medical
Settings, 23(1), 53-66.
16. D’Agata, A.L., Young, E.E., Cong, X., et al (2016). Infant medical trauma
in the neonatal intensive care unit (IMTN): A proposed concept for
science and practice. Advances in Neonatal Care, 16(4), 289-297.
17. Greene, M. M., Rossman, B., Patra, K., Kratovil, A. L., Janes, J. E., &
Meier, P. P. (2015). Depression, anxiety, and perinatal-specific
posttraumatic distress in mothers of very low birth weight infants in the
neonatal intensive care unit. Journal of Developmental and Behavioral
Pediatrics, 36(5), 362–370.
18. Hynan, M. T., & Hall, S. L. (2015). Psychosocial program standards for
NICU parents. Journal of Perinatology, 35(Suppl. 1), S1–S4.
19. Sanders, M.R. & Hall, S.L. (2018). Trauma-informed care in the newborn
intensive care unit: promoting safety, security and connectedness. Journal
of Perinatology, 38, 3-10.

MMD | 2018 | 10 | 3 | Page 144

Music & Medicine | 2018 | Volume 10 | Issue 3 | Pages 142 – 145

20. Busse, M., Stromgren, K., Thorngate, L., & Thomas, K. A. (2013). Parents
responses to stress in the neonatal intensive care unit. Critical Care Nurse,
33(4), 52–60.
21. Lasiuk, G. C., Comeau, T., & Newburn-Cook, C. (2013). Unexpected: An
interpretive description of parental traumas associated with preterm birth.
BMC Pregnancy and Childbirth, 13(Suppl. 1), S13.
22. Coughlin, M. (2015). The Sobreviver (Survive) Project. Newborn & Infant
Nursing Reviews, 15(4), 169-173.
23. Tessier, K. (2010). Effectiveness of hands-on education for correct child
restraint use by parents. Accident; Analysis and Prevention, 42(4), 1041–
1047.
24. Burnham, N., Feeley, N., & Sherrard, K. (2013). Parents perceptions
regarding readiness for their infants discharged from the NICU. Neonatal
Network, 32(5), 324–334.
25. Baylis, R., Ewald, U., Gradin, M., Nyqvist, K. H., Rubertsson, C., &
Blomqvist, Y. T. (2014). First-time events between parents and preterm
infants are affected by the designs and routines of neonatal intensive care
units. Acta Paediatrica, 103, 1045–1052.
26. Flacking, R., Lehtonen, L., Thomson, G., Axelin, A., Ahlqvist, S., Moran,
V. H., . . . Dykes, F. (2012). Closeness and separation in neonatal intensive
care. Acta Paediatrica, 101(10), 1032–1037.
27. Craig, J. W., Glick, C., Phillips, R., Hall, S. L., Smith, J., and Browne, J.
(2015). Recommendations for involving the family and developmental
care of the NICU baby. Journal of Perinatology, 35(Suppl. 1), S5–S8.
28. Davis, L., Mohay, H., & Edwards, H. (2003). Mothers’ involvement in
caring for their premature infants: an historical overview. Journal of
Advanced Nursing, 42(6), 578–586.
29. Moore, K. A., Coker, K., DuBuisson, A. B., Swett, B., & Edwards, W. H.
(2003). Implementing potentially better practices for improving familycentered care in neonatal intensive care units: Successes and challenges.
Pediatrics, 111(4 Pt 2) e450–e460.
30. Watson, J. (2003). Love and caring. Ethics of face and hand—An
invitation to return to the heart and soul of nursing and our deep
humanity. Nursing Administration Quarterly, 27(3), 197–202.
31. Dill, D., & Gumpert, P. (2012). What is the heart of healthcare?
Advocating for and defining the clinical relationship in patient-centered
care. Journal of Participatory Medicine, 4, e10 Retrieved from
http://www.jopm.org/evidence/reviews/2012/04/25/what-is-the-heart-ofhealth-care-advocating-for-and-defining-the-clinical-relationship-inpatient-centered-care
32. Naef, R. (2006). Bearing witness: A moral way of engaging in the nurse–
person relationship. Nursing Philosophy: An International Journal for
Healthcare Professionals, 7(3), 146–156.
33. Hall, S. L., Cross, J., Selix, N. W., Patterson, C., Segre, L., Chuffo-Siewert,
R., Martin, M. L. (2015). Recommendations for enhancing psychosocial
support of NICU parents through staff education and support. Journal of
Perinatology: Official Journal of the California Perinatal Association,
35(Suppl. 1), S29–S36.
34. Jasmine, T. (2009). Art, science, or both? Keeping the care in nursing. The
Nursing Clinics of North America, 44(4), 415–421.
35. Turner, M., Chur-Hansen, A., & Winefield, H. (2014). The neonatal
nurses’ view of their role in emotional support of parents and its
complexities. Journal of Clinical Nursing, 23(21–22), 3156–3165.

Coughlin McNeil | Trauma Informed Care in the NICU

36. Cavaliere, T. A., Daly, B., Dowling, D., & Montgomery, K. (2010). Moral
distress in neonatal intensive care unit RNs. Advances in Neonatal Care:
Official Journal of the National Association of Neonatal Nurses, 10(3),
145–156.
37. Cavinder, C. (2014). The relationship between providing neonatal
palliative care and nurses’ moral distress: An integrative review. Advances
in Neonatal Care: Official Journal of the National Association of Neonatal
Nurses, 14(5), 322–328.
38. Hamric, A. B., & Blackhall, L. J. (2007). Nurse-physician perspectives on
the care of dying patients in intensive care units: Collaboration, moral
distress, and ethical climate. Critical Care Medicine, 35(2), 422–429.
39. Kain, V. J. (2007). Moral distress and providing care to dying babies in
neonatal nursing. International Journal of Palliative Nursing, 13(5), 243–
248.
40. Mukherjee, D., Brashler, R., Savage, T. A., & Kirschner, K. L. (2009).
Moral distress in rehabilitation professionals: Results from a hospital
ethics survey. PM & R: The Journal of Injury, Function, and
Rehabilitation, 1(5), 450–458.
41. Sannino, P., Giannì, M. L., Re, L. G., & Lusignani, M. (2015). Moral
distress in the neonatal intensive care unit: An Italian study. Journal of
Perinatology: Official Journal of the California Perinatal Association, 35(3),
214–217.
42. Whitehead, P. B., Herbertson, R. K., Hamric, A. B., Epstein, E. G., &
Fisher, J. M. (2015). Moral distress among healthcare professionals:
Report of an institution-wide survey. Journal of Nursing Scholarship: An
Official Publication of Sigma Theta Tau International Honor Society of
Nursing/Sigma Theta Tau, 47(2), 117–125.
43. Meadors, P., Lamson, A., Swanson, M., White, M., & Sira, N. (2009).
Secondary traumatization in pediatric healthcare providers: Compassion
fatigue, burnout, and secondary traumatic stress. Omega, 60(2), 103–128.
44. Profit, J., Sharek, P. J., Amspoker, A. B., et al. (2014). Burnout in the
NICU setting and its relation to safety culture. British Medical Journal
Quality & Safety, 23(10), 806–813.
45. Barker, L. M., & Nussbaum, M. A. (2011). Fatigue, performance and the
work environment: A survey of registered nurses. Journal of Advanced
Nursing, 67(6), 1370–1382.
46. Buysse, D. J. (2014). Sleep health: Can we define it? Does it matter? Sleep,
37(1), 9–17.
47. Smith-Miller, C. A., Shaw-Kokot, J., Curro, B., & Jones, C. B. (2014). An
integrative review: Fatigue among nurses in acute care settings. The
Journal of Nursing Administration, 44(9), 487–494.
48. Sakallaris, B.R., MacAllister, L., Voss, M., et al. (2015). Optimal healing
environments. Global Advances in Health and Medicine, 4(3), 40-45.

Biographical Statements
Mary Coughlin McNeil is Founder and Chief Transformation
Officer at Caring Essentials Collaborative, LLC.

MMD | 2018 | 10 | 3 | Page 145

Gimpel | Moral Injury and Music Therapy

Music & Medicine | 2018 | Volume 10 | Issue 3 | Pages 146 – 151

Full-Length Article

Moral Injury and Music Therapy: Music as a Vehicle for Access
Torrey Gimpel1
1

Private Practice, Auburn, Maine, United States of America

Abstract
Moral Injury as a construct continues to be explored and refined as researchers develop models of treatment and clearer
definitions for diagnosis. The complexity of moral injury mirrors the complexity of the combat experience- distinctive situations
where required actions (e.g., killing) within war may lead to transgressions of deeply held moral or ethical principles within the
individual. These transgressive acts may lead to inner conflicts that are outside the typical purview of traditional PTSD treatment.
Music therapy offers a unique vehicle for access to the inner conflict of MI and combat-related traumatic experiences while
promoting expression, present-moment support, and creating opportunities for new perspectives through the malleable medium
of music.
Keywords: moral injury (MI); military; music therapy; PTSD, transgressive
events/acts

Introduction
Combat has been recognized as a complex phenomena which
in turn creates complex and distinctive situations that society
requires service members and veterans to face
[1,2,3].Additionally, in order to engage in combat, an
individual is required to go through training that facilitates the
transformation of a civilian into a soldier. To clarify: the
civilian, who has been raised on certain ethical and moral
expectations (e.g., killing is condemned), is transformed into a
soldier who is able to kill to defend his/her country. Once the
mission is completed, that service member is then expected to
return to the same society/culture that condemns the very
ability the service member has been trained to use in the
service of country. These factors combined with the increasing
morally ambiguous situations common within the combat
milieu create an increased probability that service members
and veterans may experience internal conflict over their
actions or decisions especially during and after the
reintegration process.
The construct of Moral Injury (MI) as a diagnosable
disorder continues to be in the early stages of research and
development. MI is defined as the omission (e.g., failing to
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prevent/act) or commission (e.g., perpetrating/facilitating) of
transgressive acts or events during war that creates an internal
conflict due to the violation of deeply held moral and ethical
principles which may be harmful emotionally,
psychologically, behaviorally, spiritually, and/or socially[2,4].
Transgressive
acts/events
may
bring
about
pain/suffering/death of others and are considered immoral,
inhumane, cruel, depraved, and violent [4,5].These
events/acts may include perpetrating, failing to prevent,
bearing witness to, or learning about acts that transgress those
principles [1,4].Litz et al. [1] further explains MI is the
“inability to justify or contextualize personal actions or the
actions of others and the unsuccessful accommodation of
these potentially morally challenging experiences into preexisting moral schemas, resulting in concomitant emotional
responses (e.g., shame and guilt) and dysfunctional behaviors
(p.705).”
Debates continue to center on what would constitute a
transgressive act/event as well as the appropriateness of the
use of “moral” in the naming of the construct [6]. Discussions
in regards to defining the term “transgressive acts” centers on
the questions of what type of acts should be considered
transgressive acts/events. Certain researchers argue that
events or acts that fall outside of the rules of engagement (e.g.,
war crimes, atrocities) should be deemed “transgressive.”
Frankfurt & Frazier [6] argue that transgressive acts can be
justified in war and can still be injurious to the individual.
McCarthy [3] proposes that transgressive events might
include the contemplation of actions that were not taken or
almost taken which would have broken a deeply held
moral/ethical boundary. Individual experience of an event
combined with an individual’s resiliency impacts how one
may or may not respond to a given event. In the case of
combat, what constitutes a transgressive act or event will be
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unique to the individual. Furthermore, Litz et al [4,7] also
indicates that the internal conflict relating to a transgressive
event has no diagnosable threshold to identify the presence of
moral injury nor may it be a constant through an individual’s
life (e.g., manifestations may be non-existent, mild, or extreme
at any given point in time).
Moral Injury: Unique Trauma
Bourdeau [8] argues that MI should not replace the diagnosis
of post-traumatic stress disorder (PTSD), but instead exist in
conjunction with it. Studies have shown that the diagnosis of
PTSD, and thus, the treatment is insufficient when addressing
transgressive events/acts [4,5,7]. PTSD criteria and research
focuses on the victimization and/or the witnessing of the
traumatic experience as a decisive factor resulting in the
development of PTSD [4,5,7]. The presentation of symptoms
in both PTSD and MI may be shared (e.g., emotional
numbing, avoidance symptoms, intrusive memories, loss of
meaning in life) but research indicates the neuropsychological
correlations differ [4,5,7]. Traumatic responses related to
PTSD are found in the brain’s limbic system- specifically the
amygdala and hippocampus (i.e., controls of fear responses
and fear conditioning) while MI is believed to be more closely
connected to the pre-frontal cortex- cognition and affect
processing (i.e., organization of intense emotions and
guilt/shame) [1,3,4,7].These neurological responses impact
certain symptoms that are more commonly held within MI,
such as self-handicapping behaviors and isolation along with
feelings of being irredeemable [3,4,7]. Litz et al. [4] further
explains that trauma resulting in MI impacts more
significantly the evaluation of the self (e.g., viewing the self as
evil or immoral or living in an immoral world). Other
researchers [3,7,9,10,11] have also indicated that guilt related
to combat was a significant predictor of suicidal ideation and
suicide attempts especially in relation to the killing of women
and children in combat. Co-morbidity of PTSD and MI is
possible due to those veterans who have experienced combat
may suffer from both a shame/guilt based as well as a fear
based responses [6].
Researchers [3-5] have found that the primary emotions
that manifest in relation to a transgressive act/event are
extreme guilt and shame. McCarthy’s [3] phenomenological
analysis of lived experiences of 8 combat veterans found 6
major themes related to transgressive events which supported
the proposed definition of moral injury. Participants
experienced shame, guilt and anger as well as felt unforgivable
regarding actions that involved killing, the involvement of
children in war, and failure to speak against actions taken by
their group. Participants no longer held the same
religious/spiritual beliefs and experienced a loss of meaning in
life after viewing death or the mishandling of enemy remains.
Additionally, participants indicated experiencing difficulty
reconnecting emotionally with loved ones.

However, understanding the role of guilt and shame
within PTSD does provide insight into possible treatments
and considerations when exploring MI events. Owens et al.
[11] investigated the interrelationships among guilt,
depression, and meaning in life within the context of PTSD. It
was surmised that depression and guilt exacerbate PTSD,
while meaning in life was thought to play a protective role
countering and buffering against their influence on the
severity of PTSD. The results collected from a select group of
veterans surveyed through an online study and prior research
[10,11] indicated that depression and guilt remain a highly
significant variable in PTSD severity and that establishing a
meaning in life is beneficial within and beyond the influences
of depression and guilt. The authors found that their
hypothesis concerning meaning in life buffering against
harmful effects of psychological distress on the severity of
PTSD held true for depression but not guilt.
Diagnosis and Treatments
Due to the relatively early stages of the MI construct, there are
no evidenced based treatment models specific to MI.
Nevertheless, developments have been made in creating
diagnostic tools (e.g., Nash et al [13] Moral Injury Events
Scale (MIES) and Currier et al[14] Moral Injury
Questionnaire – Military Version (MIQ-M)) and treatment
models have been proposed [3,4,11,14,15]. Litz et al [4]
indicated that current treatment models for PTSD and
depression were unlikely to address full the range of
psychological and behavioral symptoms of moral injury [3,7].
Litz et al. [4] proposed a clinical care model that focuses
on the unique aspects of moral injury. This eight step model
consists of the following: 1. Building a meaningful therapeutic
connection- therapists should be familiar with a range of
experiences that may occur in combat.
2. Psychoeducation teaching the service member that traumatic
experiences and feelings can and need to be expressed in order
to process. 3. A modified exposure component (completed in
tandem with step 4 and 5): support is provided as the service
member relives the event in order to center on emotionfocused event processing. 4. Examination of maladaptive
beliefs surrounding the view of self and the world to provide
opportunity to integrate new constructive meanings and with
a step towards self-forgiveness. 5. Conversations with a caring
and benevolent moral authority (e.g., modified empty chair
dialogue) where the goal is to create an internal dialogue on
the event and its impact on the individual’s functioning in life
now and in the future. 6. Reparation and self-forgiveness so
that the individual may use it as a vehicle to see and find
goodness in the world and themselves. 7. Developing and
reconnecting with various communities (e.g., family,
religious/spiritual, friends). 8. Looking forward and initiating
dialogue focused on moving forward and future goals.
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Other treatment models recently developed include
Adaptive Disclosure (AD) which was developed to address
combat related PTSD (specifically emerging from lifethreatening/fear-based experiences, traumatic loss, moral
injury) in active-duty Marines [15]. This brief psychotherapy
is designed for active-duty service members who have been
deployed, and might redeploy at any time, but are currently
state side seeking clinical care. AD includes aspects of Litz et
al. [4] original clinical care (i.e., psycho-education, exposurebased sessions, future planning sessions). The purpose of AD
is to initiate a process experientially and provide an initial
strategy of how to cope and process combat experiences in the
future [15]. This intervention also sets out to break down the
barrier of stigma connected to revealing traumatic and/or
transgressive events during combat.
Music Therapy
Johnson [16] found that the creative arts therapies provide a
unique avenue of treatment for trauma because the individual
is able to address an abstract process using tangible methods
(e.g., music, art, dance). These mediums may provide
opportunities to implement control (e.g., emotions,
movements) which may help the individual focus on the
present, the “here and now.”[17] Unlike other memories,
traumatic memories function like a photograph, as one
remembers traumatic memories exactly each time as if the
memory is frozen in time [17,18].The memories are perceived
in a more primitive understanding, where similar sensory
input can trigger or be felt during the memory [17,18].
Triggering may occur unconsciously and activate certain
defense systems (i.e., mobilized “fight/flight” or immobilized
shutdown) leading to complications in treatment or retraumatize the individual [19]. Creative arts therapies are able
to gain access to traumatic memories that may otherwise be
indescribable or inaccessible by words. They present an
opportunity to explore the traumatic memories through a
concrete and external transitional space, whether by artwork,
music, role-play, movement, or poetry [18]. Additionally, the
individual may feel safer and find this context less abstract,
which may lead to an easier and more effective intervention
when confronting traumatic memories [18,20]. Studies [17,18]
have shown that music therapy may function as a sensorial
approach to traumatic memories, since both music and
traumatic memories share the sensory basis that can help
lower stress and anxiety. Furthermore, music offers access to
neurological functions through its ability to promote
neuroplasticity by being able to activate all limbic and paralimbic systems as well as influence an individual’s
neuroception of an environment [2,17,19,21].The use of
music to stimulate the human auditory system creates an
avenue that can lead to the manipulation of arousal states (i.e.,
fight, flight, shutdown) by impacting the vagal function and
facilitating down-regulation of the autonomic nervous system
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[19].Thus, it is possible for an individual to create a sense of
safety within the musical experience while facilitating control,
tension-release, and exposure that may lead to decreased
behavioral responses [17,19].
In my original article [2], the application of music therapy
interventions for treatment of MI are introduced. Initial
discussion centers on music’s ability to access traumatic
memories while bypassing certain types of triggers to bring
the memory to consciousness. Music therapy interventions
allow for the exploration and expression of an individual’s
emotions in relation to memories of trauma and transgressive
events. Music’s ability to represent external phenomena (e.g.,
something other than itself) and shared transitional space
creates an avenue of treatment where the veteran is able
expose his or her self to traumatic/transgressive events in a
less direct and ultimately threatening process. Through the
musical experience, the veteran may be able to increase his or
her tolerance of difficult emotional and inner states while
staying connected to the “here-and-now.” Individuals are able
to utilize the musical and non-musical representation within
the music to give voice to both conscious and unconscious
thoughts and feelings, while capitalizing on an opportunity to
redefine his or her sense-of-self or narrative [22,23]. Music is
able to create a sense of community with interlocking
experiences that are created through the ability to play and
communicate simultaneously. In essence, an individual is able
to actively support and seek support from others through
harmony, rhythm, and the merging of ideas [2].
Beyond the initial theories regarding the use of music
therapy interventions for the treatment of MI, this section sets
out to further explore and propose music therapy
interventions.
Music and the Military: Music as a vehicle for access to the
‘tough-it-out’ culture
One of the more difficult aspects of treating veterans and
service members has been to break through the various
barriers in place from the stigma of seeking help to the “grinand-bear-it culture” [24,25]. As suggested by the literature,
the military creates a tightly held cohesive group that will be
willing and able to put the success of its mission above
themselves and others. Basic training works to build a tough
mind and a tough body, where the importance of strength,
power, and the ability to work through anything becomes
embedded within an individual’s self-identity [25]. These
factors, along with the symptoms of MI (e.g., shame/guilt,
isolation, distrust of authoritative figures) may cause issues
with the development of a therapeutic relationship.
Even within the civilian population, to seek mental health
help carries some stigma. The military culture abhors
admitting to any vulnerability; to admit to a psychological
weakness and to seek help for it is considered undesirable and
increases the stigma [25,26]. Music provides a vehicle for
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access because of its strong heritage as an integral part of the
military: from the use of music in celebrations and ceremonies
to ways to motivate and relax during down time. This
connection eases the way for the use of music therapy in the
military continuum. Music therapists have the opportunity to
use a veteran’s preferred music and musical experience as a
gateway to build trust and rapport. By doing so, it can help to
de-stigmatize the shame associated with a mental health
disorder, so the veteran becomes more willing and open to
further explore music as a way to heal. Preferred music
provides a starting point for the therapeutic alliance to begin
and may be used in interventions such as lyric analysis, music
assisted relaxation, and song recreation.
Song Writing/Recreation
The use of song writing/recreation is a versatile medium
within music therapy. It may be used in both group and
individual settings and may include pre-existing music or new
material. As mentioned above, the use of pre-existing material
(e.g., preferred or well-known genre/song/artist) provides
opportunity to expand on established emotional connections
or functions a less intimidating starting point. Within the
context of treatment for MI, song writing provides
opportunity to use the lyrics and music as a metaphoric
representation of internal struggles. The music could support
or provide a counter point to the lyrics, (e.g., reflection of the
inner dissonance, integration of acceptance) while the
narrative could reflect the opposing narratives/inner conflict.
This process could be done in a single song or within a song
cycle. The focus would be to give the opposing sides/conflict a
voice, facilitate the expression and resolution of the tension
created by the conflicting/contrasting situations and provide
opportunity to integrate them or restructure the narrative.
Recently, a navy combat veteran, Sailor Jerri [27], rewrote
the words to Leonard Cohen’s Hallelujah- it has is known as
the
Hallelujah
Veteran’s
Version
https://youtu.be/msYPbjFC50w. While not completed in a
music therapy session, however, the process and end result
provide a meaningful example of this type of intervention.
This version is known throughout the military community
and many service members and veterans feel a strong
connection to this work. Each verse follows a different aspect
of a service members experience from deploying to the
experience of combat and the return to civilian life. As with
the original version of Hallelujah, Hallelujah Veteran’s version
evokes emotional responses and facilitates expression for both
the writer and listener.
Improvisation
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conflict/dissonance [2,28,29]. It also promotes the expression
of emotional and psychological states while remaining
connected to the present moment [2]. Improvisation assists
the individual in developing a musical interaction that may be
representational of opposing sides of a transgressive act or
morally ambiguous situation. The individual is then able to
explore and express internal states through a safe transitional
space, or in the case of a group, within the inter-subjective
space [30].
Through improvisation, like song writing, the individual
may be able to create an external musical representation of his
or her internal conflict surrounding the transgressive act or
event [2]. Through the use of the musical transitional space as
a metaphor where the individual can develop representational
musical concepts that can be molded, developed, and/or
redefined in support of his or her narrative [2]. For example,
the veteran may develop a melody and a counter melody,
much like a fugue, where each melody is independent but
dependent of each other. The melodies (as many as the
individual needs) represent each facet of his or her inner
conflict (e.g., voice of command, voice of conscious, voice of
action). Within the improvisation, the veteran may choose to
have the melodies remain distinct and create a new melody
outside of the originals or he or she may choose to integrate
the voices into a new melody [2].
Inability to feel or re-establish connections with loved
ones has been found to be a significant issue with individuals
with MI [3,4,7]. Group music therapy interventions (e.g., song
writing, lyric analysis, improvisation) facilitate expression,
interpersonal connections, and awareness of support [17,31].
The need to reestablish intimacy and support is not only a
component of addressing symptoms of combat-related
trauma exposure (e.g., PTSD; MI) but spans out to multiple
aspects of a service member’s experience when returning from
combat to re-integrate into the general civilian population
and/or the family unit [32-34]. Monson et al [35] suggest
incorporating the family in therapy in addition to traditional
therapeutic treatment because it provides a context for
familial/social support and understanding that helps not only
the veteran but the family.
The use of music therapy interventions with military
couples could help re-establish intimacy, connection, support
and expression [17,31]. An improvisation intervention
focusing on the shared experience could facilitate an increased
sense of expression and intimacy. It might allow the dyad to
work within the inter-subjective musical space to test out
patterns (e.g., reworking roles) or experiment with multiple
aspects of an emotion. This type of intervention is possible to
do as individual dyads, as a group, or even within the family
unit.

The use of improvisation as an intervention allows music to
serve as a vehicle to elicit emotions, images, memories, and
conditions that are linked to an individual’s inner
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Abstract
A medical memoir addressing the author’s history of trauma, limb loss, use of music as a resource, and how these
experiences shaped his pursuit of education and career in music therapy. The significant influence of Jung’s
“wounded healer” concept on the development of the author’s identity as a clinician with a history of trauma is
discussed. The importance of addressing the needs of wounded clinicians, and the risks and benefits of disclosure, are
explored.
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The concept of the “wounded healer,” popularized by Jung,
[1] has a venerable presence in the cultural imagination and
the philosophy and practice of healing modalities throughout
history. Numerous theorists have described the unique
strengths (and vulnerabilities) that wounded healers offer.
Given sufficient introspection and application of insights
gained, a therapist’s vulnerabilities can become a valuable
asset to enhance the efficacy of her practice. All clinicians
may view their work through the lens of their “wounds,” and
can thus transform these into valuable strengths. Below, I
relate my personal history of emotional and physical trauma
and physical disability and the factors impacting my resilience
in light of these challenges. I discuss how these experiences
influenced my decision to pursue music therapy and shaped
the development of my clinical identity. I explore how the
“wounded healer” concept enables me to regard my history as
a resource which enhances my resilience (and my capacity to
facilitate resilience in my clients), deepens my empathy and
strengthens my clinical presence. Additionally, I address the
place of the “wounded healer” in current therapeutic practice,
the need for appropriate resources and support, and the
dilemma posed by disclosure.
Trauma
Trauma can be broadly categorized into two subtypes: “shock
trauma,” which, “refers to the result of a one-time event or
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events that occur over a relatively short term…[including]
accidents, physical or emotional abuse, and sudden and
devastating illness or loss”[2] on the one hand, and
“developmental trauma,” involving “events occurring over a
period of time relative to a person’s developmental stages,”
such as “constant abusive or neglectful treatment from
parents, siblings, and other children or adults with whom the
child might have regular involvement”, [2] on the other.
Sutton, citing Damasio, refers to “primary” and “secondary”
emotions activated by trauma:
‘Primary’ emotions relate to ancestral
survival responses that can be said to be
‘wired at birth’, while ‘secondary’
emotions are linked with the patterns of
behavior set down through early life
experiences. ‘Primary’ emotions are set
in place while living through a
potentially life-threatening situation (the
familiar ‘fight-or-flight’ responses), and
‘secondary’ emotions offer opportunities
for finding ways of adjusting to having
experienced such situations. These
processes are inevitably interconnected.
[3]
Porges suggests that “early experiences [may] play an
important role in changing the threshold or vulnerability” to
pathological reactions to trauma, and posits that “[W]hether
or not an individual feels safe with the parent, caregiver,
family members, or others during early development might
moderate individual differences in vulnerability to
trauma.”[4] Sutton and McDougall offer that in the wake of
trauma, “intense, overwhelming, and unassimilated affect
remains, which can be touched by, connected to, or amplified
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by future cumulative traumas”. [5] Because it shapes the
development of personality, sense of agency, and coping
strategies, and directly impacts neurological development,
developmental trauma can significantly influence the nature,
intensity and duration of an individual’s reaction to shock
trauma. Complicating matters, shock trauma may re-activate
dormant developmental trauma(s). Adults with a history of
developmental trauma are particularly vulnerable to
pathological reactions to shock trauma. However, sufficiently
processed and integrated trauma can be utilized to improve
outcomes and even to enhance the future clinician’s
effectiveness. My history of trauma, once adequately
metabolized, helped transform my experiences into catalysts
for profound emotional growth. I believe this ameliorated the
impact of post-traumatic stress while deepening my
therapeutic skills.
What is a “wounded healer,” and how can my
progression from “trauma survivor” to “wounded healer” be
understood?
My Journey
My childhood, though more stable than some, included major
challenges to healthy emotional development. Parental
substance abuse, physical and emotional abandonment,
codependent role reversal wherein I was thrust into a
“caretaker” role, alongside bullying and ostracism by peers,
provided significant challenges. My history of trauma
impaired my ability to trust, and thus to socialize. I gravitated
to music as a means of coping. Organized musical activities
provided a context to connect with other children through
creativity and aesthetic enjoyment, and I learned to use music
to mitigate the impact of trauma. Music remained a potent
resource for me through high school and college, as I played
guitar and wrote songs in local bands. By my early thirties, as
work and domestic demands increased, my musical life
became less active. I was then faced with the challenge of
sudden, unexpected loss through life-threatening injury,
extended hospitalization, and permanent disability. Pushing a
shopping cart on the sidewalk, I witnessed a car crash in the
street. Before I knew it, one of the cars had jumped the curb
and was bearing down on me. I was barely able to pull myself
onto the hood as the car crashed into a tree. Although my
quick thinking probably saved my life, my left leg, dangling
over the bumper, was crushed between the car and the tree.
As the car backed up, I collapsed to the ground in mindnumbing pain. A large pool of blood formed around me as I
lay in the street, screaming for help. I remained conscious, not
knowing if I would survive, or if I would keep my leg. After
being rushed into surgery, I awoke the next day to begin a
difficult new chapter of my life. The attending physician told
me my left leg had been amputated at the knee; subsequent
surgeries left me with an amputation four inches above the
knee, and a long road ahead.
A traumatic event of this magnitude contains multiple
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layers: utter unpredictability; extreme pain; immanent
possibility of death; profound feelings of helplessness;
anticipation of terrifying outcomes. Such a sudden, violent
occurrence has “ripple effects” as one contemplates how one’s
life may change. I struggled to process this enormous loss, this
assault on my body image and sense of self, and my new status
as permanently disabled. As Sutton states, “…what one had
previously held safe is no longer reliably so. One’s perception
of the world changes irrevocably…Trauma is enmeshed in an
internal process of an attempt to assimilate how the event has
irrevocably affected the individual.” [3]
Already traumatized by the merciless randomness of my
accident, I next faced routine traumatization in the hospital.
Daily wound cleanings by physicians were unimaginably
painful. Threats to survival continued as I weathered serious
infections. I felt helpless, humiliated and infantilized – bedbound, with a catheter, multiple IVs, and a suction line
attached to my wound, a previously healthy, strong, 6’4’ 32year-old man suddenly unable to take care of his most basic
needs. I felt a constant underlying sense of threat. Patients
with a history of developmental trauma who are hospitalized
following shock trauma are vulnerable to medical trauma. As
Porges points out, ‘medical procedures may convey cues to
our body that are similar to physical abuse…Even
interventions administered with positive intentions that may
involve restraint may trigger trauma responses and even
PTSD.’[4] This interaction between multiple forms of trauma
creates a complex, challenging situation.
Once acute threats subsided, I faced the daunting task of
regaining mobility and independence. Early physical therapy
sessions were discouraging and embarrassing. I feared I’d
never get the hang of using crutches. Amputation wounds heal
slowly, and I would spend six weeks at home recovering
before returning for inpatient prosthetic training. Crutching
eventually became second nature, boosting my optimism, but
my mobility remained limited. Returning to rehab felt like a
major setback. Learning to walk with an above-knee
prosthesis was far more difficult than I’d imagined. I felt
discouraged and barely able to motivate. Indeed, my physical
therapists warned, this is a crucial period for amputees, and a
significant number give up and rely on crutches thereafter.
Some get caught in a downward spiral of painkiller abuse.
Considering my family history, I went off oxycodone as soon
as I was discharged. Obstacles aside, I persisted, gradually
reintegrating myself into “normal” life. I returned to work
after 4 ½ months, first commuting in taxis, then slowly
acclimating to buses. It would be years before I felt confident
enough to ride the subway again. My weekly routine included
outpatient physical therapy for the next year-and-a-half. At
the end of that period, being able to walk 2.7 miles per hour on
a treadmill, or to walk a mile crosstown without stopping, felt
like huge achievements.
Music was integral to my emotional survival and ability to
motivate. A friend brought a portable CD player and CDs, and
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music listening became my primary means of coping. I
gravitated to slow, calming electronic pieces with lush,
soothing arrangements that created a “holding” effect,
restoring some of the basic sense of safety I’d lost. As soon as
able I was playing guitar in my hospital bed, using songwriting
to work through my feelings of loss. No completed “product”
resulted, but the process of songwriting was tremendously
valuable. Still, I recall a pervasive sense of pessimism and
powerlessness, the feeling that songwriting wasn’t enough to
address the magnitude of my loss. I didn’t know the suffering
I was experiencing would one day become a powerful
resource, deepening and enriching my clinical work in
medical music psychotherapy and beyond.
The Wounded Healer
Trauma does not invariably yield detrimental effects. Calhoun
and Tedeschi identify the concept of “post-traumatic growth,”
suggesting this can lead to “greater appreciation of life and
changed sense of priorities; warmer, more intimate
relationships with others; a greater sense of personal strength;
recognition of new possibilities or paths for one’s life; and
spiritual development.”[6] I experienced all of these during
my recovery. “Post-traumatic growth” is clearly a favorable,
and quite likely necessary, precondition for the
transformation of the trauma survivor into the “wounded
healer.”
The concept of the “wounded healer” in modern
psychology can be understood as a form of
“countertransference.” While the term “countertransference”
has been defined in various ways since originated by Freud[7],
Gelso and Hayes offer a useful definition: “the therapist’s
internal or external reactions that are shaped by the therapist’s
past or present emotional conflicts and vulnerabilities”.[8]
Suggesting that “all therapists are wounded healers,” Gelso
and Hayes describe the wounded healer phenomenon in terms
of “therapists drawing from their own experiences of working
through painful personal incidents to better understand, offer
hope to, and work therapeutically with patients.”[8] Jackson
elucidates the concept:
Healers whose personal experiences of
illness have left lingering effects on them
– in the form of lessons learned that later
serve constructive purposes, in the form
of attitudes and sensitivities that
recurrently serve them in ministering to
those whom they treat, or in the form of
symptoms or characteristics that stay
with them and usefully influence their
therapeutic endeavors. [9]
Austin succinctly describes a wounded healer as
“someone who doesn’t just ‘talk the talk’ but who ‘walks the
walk’”. [10] Zerubavel and O’Dougherty Wright emphasize
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the need for wounded healers to have adequately processed
their traumatic material to avoid adversely impacting the
therapist-client relationship.[11]
Kirmayer traced the ancient roots of the concept, pointing
out that “shamanism and other elementary systems of
medicine are built on an ethos that identiﬁes healers’ calling,
authority and effectiveness with their own initiatory illness
experiences”. [12] Examining the Greek myth of Asklepios,
[12] (identified by Jung as the basis for his conception of the
wounded healer “archetype”)[1] Kirmayer points out that “In
mythic thought, healing power and woundedness are
inseparable” and suggests that “there is an intuitive logic in
the notion that someone who has been afﬂicted and survived
possesses intimate knowledge of the nature of illness and its
cure”. [12] Kirmayer holds that the client’s ability to heal is
often projected by both parties onto the therapist,
disempowering the client. The therapist thus “pathologizes
the patient. The alternative is for the healer to acknowledge his
own wounds as a way of reconnecting woundedness and
healing. This allows the patient to acknowledge his own
wounds and mobilize his own ‘inner healer’”. [12] Just as
facilitating the patient’s capacity to recognize and integrate
her own healing ability is essential, also integral to this process
is the therapist’s acceptance of his own wounds, of the
“patient within.” Maintaining this connection with his own
“wounded side” facilitates the therapist’s capacity for
empathy. Wounded healers walk a fine line, however, for
“when we align with patients through empathy and advocacy
we face the danger of over-identiﬁcation with their
wounds”.[12]
Kirmayer envisions the wounded healer’s growth and
development (internally and as an agent in the external world)
as a five-step process: [12] 1) Initial attraction to the role of
healer (often expressed in early attempts to repair
dysfunctional family situations) and subsequent total
identification as “healer,” eliciting a feeling of distance – and
difference – from clients; 2) Early clinical experiences that reactivate the trainee’s psychological wounds, coupled with an
initial period of supervision in which the trainee begins to
acknowledge and explore his “woundedness” (akin to “the
first trials of initiation” [12] in shamanic traditions;
3) Identification with clients and doubt about one’s ability to
successfully take on the responsibilities of a healer, leading to a
period of feeling lost within and defined by one’s wounded
status 4) Implementation of the role of healer, acceptance of
one’s pathologies and vulnerabilities, and the ability to
contain this paradox; and 5) Full assumption of the role of
“wounded healer,” including the ability to maintain an
ongoing fruitful connection with one’s wounds –
understanding one’s “strengths and limitations to be one and
the same,” [12] – and recognizing the client’s innate capacity
for healing. Paradoxically, it is the healer’s woundedness –
and his continuing, purposeful engagement with it – which
fuels his ability to facilitate the client’s healing process.
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Understanding and drawing upon the healer and patient
elements within both therapist and client may activate healing
more effectively than a top-down hierarchical approach. The
respective elements in each individual resonate, amplifying
their impact. The wounded healer approach relies on
mutuality and reciprocity, while acknowledging the
stewardship, experience and skillset of the therapist.
From Trauma Survivor to Wounded Healer
My movement towards the role of “wounded healer” can be
understood through Kirmayer’s steps [12]. I experienced
“initial attraction to the role of healer” a few years after my
accident. My discovery of body-mind integration practices,
including mindfulness meditation, yogic “pranayama”
breathwork and shamanic journeying, helped drive this
process. These tools facilitated a sense of safety. I was
unknowingly tapping into the ventral vagal response
described by Porges: “If we feel safe…we have access to a
myelinated vagal circuit that is capable of down-regulating
the…fight/flight and stress responses. [4] Pranayama yoga
activates this response because both the breathing apparatus
and the facial muscles are connected to this vagal circuit,” …
“embedded in mindfulness is being in a state of safety…[as]
long as we are in that state of safety, it is difficult to recruit our
defense systems.”[4] Propelled by these interests, I engaged
my “initial attraction to the role of healer” through a
certificate program in sound and music healing. This decision
was partly motivated by my father’s protracted illness (which
reactivated both my developmental and shock trauma); I used
music as a healing tool for him and for myself, and my studies
enabled me to deepen this exploration, and to better process
his eventual death. Through this program, I discovered music
therapy, leading to my application and admission to a
master’s degree program.
My music therapy field work practicum was spent
working with children, teens and adults with developmental
disabilities. It was a valuable experience and an unparalleled
opportunity to learn a rich music-centered music therapy
approach informed by humanistic psychology. Although I’d
long hoped to work with patients in medical rehabilitation
who’d become permanently disabled through physical
trauma, such an opportunity had not arisen. In retrospect,
given my history, I wasn’t ready to take on such intense work
while still learning the basics of music therapy practice. In
Kirmayer’s terms[12], I was experiencing total identification
with the healer construct and a feeling of distance – and
difference – from clients. The nature of the population
encouraged this tendency – it was easy to disidentify with
clients so different from myself and to view my clinical work
in a benevolently paternalistic manner. I gained confidence
during my year of field work and felt readier to move into
medical work for my clinical internship.
Music therapy internship is challenging under the best of
circumstances[13], and for me, working at a highly stressful
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office job, dealing with a suicide in the family, and faced with
the physical and emotional demands of my disability, I already
faced a heavy load of stressors before even considering my
history. Nonetheless, as I began my internship at a large, wellknown teaching hospital, I already understood that my unique
experiences had instilled a refined sense of empathy,
particularly for those experiencing medical trauma. I didn’t
know how challenging it would prove to access this potential,
nor how much resistance my history would bring up while
working with oncology, rehabilitation and hospice patients
affected by life-threatening illnesses, disabling and
degenerative conditions, and violent trauma. I experienced
Kirmayer’s second step[12]: early clinical experiences which
re-activated my psychological wounds, coupled with an initial
period of supervision during which I began to acknowledge
and explore my own “woundedness.” I struggled to
understand my vulnerabilities, temporarily feeling lost within
and defined by my own wounded status. Despite reassuring
external feedback, I had an exaggerated view of my own
psychopathology, and despaired of ever becoming a
competent clinician. Reflecting Kirmayer’s third step,[12] this
led to overidentification with my patients. The final months
of internship involved great strides of inner and outer
development, facilitated by on-site and off-site supervision,
training seminars, and personal therapy. I was eventually able
to accept my own woundedness and contain the paradox of
being both wounded and a healer (Kirmayer’s fourth
step)[12]. Many clinicians remain stuck at this point.[12]
However, as my internship concluded, I began a continuing
process (Kirmayer’s fifth step) [12] of mature acceptance,
fuller integration of the dichotomous roles, acknowledgement
of the healer element within my patients, and, importantly,
understanding that I will need to regularly access this vital
aspect of my professional identity in order to realize my full
potential as a clinician. In my current work with Alzheimer’s
and dementia sufferers, I find my history of trauma enables
me to relate to clients’ experiences of isolation and loss.
Having learned to do what I can with what I have, I help such
clients focus on realizing their full potential in the present
moment, while accepting the limitations imposed by
irreversible degenerative conditions.
Disclosure
Disclosure of a clinician’s wounded status remains
controversial. It is worth noting that the wounded healer
model is an essential premise in common approaches to
substance abuse, serving, for example, as a model for
sponsorship in 12-step programs. Many substance abuse
counselors have a history of addiction and recovery, which is
seen to add to their credibility. [11] This has become
increasingly common in counseling for eating disorders as
well. [11] Well-known clinicians have publicly revealed their
status as wounded healers, notably including Dr. Marsha
Linehan, developer of Dialectical Behavior Therapy, who in
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2011 came out as a sufferer of borderline personality disorder,
revealing her history of self-harm, suicidal thoughts and
institutionalization. [14] Public disclosure of woundedness via
online and print media or educational seminars can be an
empowering and effective tool. Wounded healers may
become activists and advocates. Disclosure can encourage
members of the public facing similar challenges to access their
own healing capacity and can inform their choice of therapist
and encourage participation in support groups. [11]
Disclosure poses significant risks however, including
“stigma, judgment, or overt hostility from other
professionals”. [11]. The pressure this places on clinicians to
maintain silence is a major impediment to optimal delivery of
service. Acknowledging and addressing this issue would best
serve the needs of clients and practitioners, and would help
reconcile implicit hypocrisies. As Zerubavel and O’Dougherty
Wright point out:
With wounded clients…We encourage
the unshrouding of silence and offer
responses of empathy and support. Yet,
we do not approach our wounded
colleagues with the same warmth and
support…This silence must be broken in
order to support the wounded healer in
navigating
issues
of
recovery,
management of countertransference, and
seeking help when necessary. This
includes questioning the incongruence
between how our profession regards
woundedness in its clients and its
practitioners. [11]
I view my status as a “wounded healer” as a hard-won
victory which required strength, courage and perseverance.
I’m proud of my “scars” and of the extensive work I’ve done
to activate this transformation. I believe my capacity to help
others exists not in spite of my history, but largely because of
it. Sharing my story seems to me the wise and compassionate
choice, offering the greatest benefit for me and for my
audience. When wounded healers “break the silence,” it
presents an opportunity to dismantle the stigma and shame
for others who suffer similarly.
My ongoing journey as a “wounded healer” has helped
me develop an effective professional identity which allows me
to provide my clients and patients with a quality and depth of
care I might not otherwise be able to. It has also catalyzed my
own healing. While most trauma survivors do not go on to
enter a healing profession, all victims of trauma can
potentially benefit from accessing their “inner healer,” in
whatever ways they are inclined and able, whether through
volunteering, mentoring, through the fellowship of peer

support programs, or even in the simple daily acts of caring
for family, friends, and community members.
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Abstract
This article presents the development of music-verbal therapy trauma groups for people with serious mental illness. The work
grew out the collaboration of an interdisciplinary trauma committee in an urban mental health center. Recognizing the high
rates of childhood trauma in this population, members of the committee developed interventions targeting their specific needs.
The collaboration of music and verbal therapies was found to be very valuable in the treatment of complex trauma. The article
outlines the interdisciplinary collaboration and the structure of the groups. Elements of music as tools in trauma treatment are
described along with using words to identify specific problems and solutions. Examples of the authors’ clinical work are shared
from this interweaving of words and music. Brief vignettes demonstrate survivors’ journeys as they begin to identify and create
safety, build healthy relationships, and maintain equilibrium while facing the challenges of their past traumatic experiences.
Keywords: trauma, psychosis, music therapy, interdisciplinary group,
complex PTSD

Vignette A:
Latoya has been in our music-verbal therapy trauma group for
many months. The more we speak to Latoya today, the more
the words gush out of her – her mother’s visit, her recent fight,
her childhood abuse, her wanting to die. The feeling of
helplessness is contagious. After a few minutes I ask what she
needs. She says, “Music. Play piano.” I play wide open chords
with major 7ths – a little gospely sounding with a descending
bass line. Latoya is on the conga. Her rhythm is simple and
steady. My co-leader, Faye, and the rest of the group are playing
on hand drums, tambourine, and maracas. The piano appears
to call forth a beautiful melody. After a while I ask for a word to
put into the song. No one has one. I am feeling a kind of relief
after this playing and I let the words sing out of me. “A storm
was here and now has passed.” Another group member picks up
the song “A storm was here and now has passed us by and now
the tears can fall.” We all join her and sing together.
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Background
In the last 4 decades there has been increased recognition of
the impact of trauma on the mental and physical health of
traumatized individuals. However, less attention has been paid
to trauma and its impact on people diagnosed with serious
mental illness (SMI). We conducted a research study that
included assessing prevalence rates of stressful childhood
experiences (SCE) in this population in the boroughs of
Queens and the Bronx [1]. A large number of the study
participants were recruited from the same public mental
health facility in the Bronx in which the treatment program
described below was piloted. All participants from the study
had at least one psychiatric hospitalization in a state mental
health facility and 70% were diagnosed with either
schizophrenia or schizoaffective disorder. The prevalence
rates of reported childhood abuse were high with physical
abuse 82%, sexual abuse 26.2%, emotional abuse 51.4%. More
than 1/3 of the sample reported to have witnessed violence in
the family (36.6 %), have an immediate family member
arrested (36.4%), reported substance abuse (47%) and mental
illness (29.3%) in primary care taker (ibid).
We created a composite score that included the seven
abuse/family stress variables modeled after Felitti’s Adverse
Childhood Experiences (ACE) study [2]. We then examined
four outcome variables: symptoms of PTSD, dissociation, risk
of self-harm and revictimization experiences. We found that
the higher the score the higher was the symptom severity.
The results support our clinical experience in this
population with serious mental illness (SMI) that the majority
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Music & Medicine | 2018 | Volume 10 | Issue 3 | Pages 157 – 161

Stephens Langdon, Margolis & Muenzenmaier | Weaving Words and Music

are severely traumatized with high rates of individual
childhood abuse/family stress variables including high rates of
co-occurring stressful childhood experiences (SCE). 39.2% of
the sample experienced between 4 and 7 different cooccurring types of SCE.

medication. Instead, the music therapist could look around,
review the previous moments, and ask directly, “What music
could we play now that would make you feel safe? What is safe
music for you right now?”
One advantage of this was that the clinician could
experience a calmness that could be communicated to a
distressed client. Instead of feeling the terror of things going
out of control that the client may have been feeling the
clinician could feel calm and communicate reassurance that
there was a path to follow. We had a new way of looking and
had new tools to use. The music provided a safe “container”
through which difficulties in affect regulation could be worked
with thereby shifting to a calmer affective state and an
increased capacity for self regulation and tolerance of
heightened affective states.

Complex Trauma Symptoms
Considering the extent of the traumatization, the people we
serve have an array of complex symptomatology and trauma
related disturbances. These include affect and behavioral
dysregulation, relationship difficulties, severe dissociative
symptoms, in addition to posttraumatic stress disorder,
anxiety, eating disorders, and substance abuse [3, 4]. They also
exhibit more severe and more treatment refractory
symptomatology that can include psychosis [5, 6, 7]. While
the relationship between psychotic symptoms and trauma is
complicated psychosis can be co-morbid with trauma-related
symptomatology [8, 9, 10] and/or psychosis can result from
trauma [11, 12, 13]. In either case it is imperative to assess
trauma histories and related symptomatology in people with
psychosis [14, 15]. In addition, current psychiatric treatment
needs to include a reconceptualization of diagnostic categories
and trauma informed interventions that take complex trauma
reactions into account for people with SMI [16, 17, 18].
The challenges and difficulties clinicians experience when
working with this population can be overwhelming. In our
endeavor to develop a program that targets trauma related
issues we developed an interdisciplinary trauma committee in
which we could raise difficult issues, find support among our
colleagues and learn from our mistakes. Because of the
multidisciplinary nature of the committee we were able to
address isolation, withdrawal, hopelessness, rage, aggression,
self-injurious and suicidal behaviors, reenactments, flashbacks
as well as psychotic symptoms through different modalities
(e.g., creative arts therapies and verbal therapies). We had the
flexibility to adjust the treatment to the needs and abilities of
each particular survivor. This facilitated a sense of safety and
trust for survivors. The collaborative multidisciplinary nature
of our work led to the development of unique interventions.
In this paper we will describe our music-verbal therapy
trauma groups and present examples of how we integrated a
variety of modalities in the context of an in-patient setting.
As we began working together as a multidisciplinary
committee focusing on issues related to trauma in people with
SMI a new understanding started to emerge. We were able to
view psychotic symptoms from a “trauma informed” lens.
The primacy of “safety” as described in Judith Herman’s book
Trauma and Recovery [19] became an underpinning of all our
work. We learnt to recognize trauma related symptoms in
people with psychosis and were able to reconceptualize
behaviors, feelings and cognitions in the context of complex
PTSD. A client becoming suddenly distressed and angry in a
group was no longer a moment to suggest an increase in

Vignette B
We are in the music therapy group. Adrian, who is known to be
violent, suddenly stands up. She throws a small drum across the
table. My heart is beating fast. The other clients shove their
chairs back away from the table. I go to the door to call for help.
My co-leader, Faye, moves right up to the client – right in her
face – and says calmly, “Look at me. Look at me. This is Faye.
Do you see me? It’s Faye. You’re safe here.” Adrian begins to
focus on Faye. Gradually she calms down. “Can you sit with
us?” Faye continues, “This is a safe place. No one is going to
hurt you here.” Adrian is able to sit down again with us and
join in the music
Music-Verbal Therapy Trauma Group
The group members were in-patients in a psychiatric hospital
and were referred by their unit staff for trauma treatment. At
times members of the group would suggest some of their peers
to be invited to participate. Interestingly we decided to call
this music-verbal therapy trauma group the “women’s
empowerment group” in order to not stigmatize the women
who attended. But the women decided to rename it and called
it the “trauma group”. They would call out to the staff on the
unit when we came to pick them up. “I’m in the trauma
group. I need to go with them.” “The traumatized person is
often relieved simply to learn the true name of her
condition…She discovers that she is not alone; others have
suffered in similar ways. She discovers further that she is not
crazy….” [20]
We began to work together with the purpose of helping
survivors come together in a “safe” place, experience
emotions within a predictable structure, and to gain insights
and tools for clients to take into their daily lives.
This was not easy. The group members had suffered
severe abuse, often beginning in early childhood. Their coping
strategies were largely fighting, self-harm, or withdrawal.
Sometimes a client would come into the group mute and
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apparently unreachable. At other times conflicts from the unit
continued into the group. There could be shouting, crying,
confusion. It was our task to create safety, encourage selfexpression and try to make sense of what was happening. The
hope was that the safety of the group would lead to an
increased capacity of the members to self-regulate during
heightened levels of arousal.
Discussions in the multidisciplinary Trauma Committee
allowed us to see that a verbal approach alone was limited.
Research by Bessel van der Kolk “demonstrated that when
people are reminded of a personal trauma they activate brain
regions that support intense emotions, while decreasing
activity of brain structures involved in the inhibition of
emotions and the translation of experience into
communicable language.” [21]
We realized that survivors often preferred creative arts
therapies, therefore we combined verbal and music therapy
groups. We found that music was often a pathway to verbal
discussions and music could at times expand the feeling-fullness of a verbal presentation. Music could also soothe or help
to integrate aspects of a particularly intense verbal discussion.
“…Treatment of trauma requires a new model distinct from
the traditional psychotherapeutic strategies of face-to-face
dialogue …Music and music therapy strategies may provide
this portal to the Social Engagement System and avoid the
initial face-to-face interactions that may be misinterpreted as
threat by a traumatized individual.” [22] The process of music
making also helped to encourage the forming of relationships
among group members and support group cohesion.

sessions. As time went on and we became more confident the
flow of the groups became more open and less rigid and we
moved to a more process oriented approach. This allowed us
to follow more immediately the clients’ needs in the moment
and the topics they brought up spontaneously while being able
to use the tools as needed.
One of the important aspects of safety is the structure of
the group. Music can be used to create this structure. Groups
often begin with a check in song. How are you feeling? How
are you doing? Members sing, mirroring back what they said.
This allows each member to be acknowledged and gives us all
an opportunity to take in how each client looks (body
language, affect, etc.) and hear what might be important. This
can set the stage for the themes of the group which can consist
of music and discussion in what might be called a middle
section. In this middle section the feelings that come up can
become themes for the group, for example anger, helplessness,
isolation, empowerment. These themes allow us to pursue the
ways that members cope with difficult situations while
providing us with opportunities to find new ways that are
more adaptive. Sometimes we might improvise in the music.
“In improvising with others we are also dealing in a
fundamental way with our relatedness to other people. We
experience ourselves dynamically in relation to others. There
are moments of connection and disconnection in the
improvisation…. Interpersonally, this becomes a … rich area
for exploration.” [23] At times we might role-play situations
that they previously had withdrawn from or engaged in a fight
or flight response (behaviors typical of traumatic experience).
It was not uncommon for members to validate the feelings of
other members and or provide responses to situations that
were more adaptive. This allows group members to respond to
each other forming more positive relationships.
Music is often used to create closure. The music can help
to integrate an abstract verbal discussion with the feelings
underlying the words. It could be a soothing element.
Sometimes it is a way of ending the session with something
that is uplifting and hopeful.
An important aspect to preserve safety in addition to
confidentiality is the rule that clients would not speak of the
specifics of their trauma in the group. They could discuss
these in individual sessions. The reason for not sharing the
trauma itself in group is that the recounting of traumatic
events often would trigger traumatic memories in other clients
in the group who would then begin to dissociate or leave the
group. Instead, group members were encouraged to discuss
the symptoms they were experiencing and explore tools to
cope with these symptoms. They could discuss problems they
were having in the present and identify maladaptive coping
mechanisms. They could be encouraged to discover new tools
to try out. “Thematic comments in this early phase do not
encourage a deeper delving into the details of trauma
memories, but instead assist the client in self-regulation and
gradually tolerating self-awareness.” [24]

Vignette C
Clunk. Clunk. The sound of the mallet falling onto the xylimba.
Maria’s head is down; her shoulders slumped. She is barely able
to lift the mallets; she lets them fall onto the xylimba. Clunk.
Clunk. I begin to play chords on the guitar to mirror her sound.
Strum. Strum. A simple harmony. The other group members
and Faye, my co-leader, begin to play percussion instruments.
Maria’s sounds become louder now. She is playing with
intention. I strum louder with a sparse rhythmic pattern. Maria
begins to lift herself up and move to the music slightly. She
begins to create a simple melody and I follow her with a steady
rhythm. The music comes to an end. Maria looks around and
laughs. “How are you doing?” Faye asks. “Not so good,” Maria
answers. “I had a bad experience during my leave outside the
hospital.” She shares an experience of both physical and sexual
intimidation. She initially was hesitant to share her experience
but other group members encourage her. One group member
points out how important it was that she was able to to stand
up for herself and walk away.
Group format
In the beginning we adopted a very structured cognitive
behavioral approach using topics such as dissociation, rescripting nightmares, or self-care as foci for each of the group
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Interplay of musical and verbal elements
Other aspects of safety are created in music through the
modality itself. Music provides phrasing or a chorus to
provide predictability. “The predictable rhythms, phrases, and
forms (e.g.,verse and refrain) of music, in addition to a feeling
of safety, help survivors modulate their emotions during
hyperaroused states. The physicality of playing an instrument
or singing helps with grounding and, with the support of the
music therapist, assists the [survivor] in returning to the
present from a dissociated state….” [25] No matter how
strong the emotion expressed, the music can support a return
to a regular rhythm or a chorus. Music can also help with the
experience of affect modulation, encouraging the music to
become louder and then return to a quieter place. Words can
be sung to musical improvisation to provide context or
reassurance such as “No one understands me…” or “It’s a
long journey…”
Sometimes music can cut through what is merely a
verbalization without any connection to affect. The therapist
might say, “We’ve been talking a lot. Maybe we can play some
music.” The seemingly organized verbalization might
suddenly be followed by a loud burst of playing.
Music provides predictability, fosters community, and
supports self-expression. “When we sing words, we can move
beyond the shell of the words itself into the expression within
it. We go to the essence of the word without needing to
describe, explain, or justify its meaning… .And most
importantly, music can give voice to the unspeakable.” (26)
Yet words allow for the specifics, for strategies for handling
different situations, for validation of gains, and delineate tools
for coping. For example, in one group two women came in
saying, “There was a fight this morning.” “Yeah, I hit the
psychiatrist,” said another. “I talked to my mother on the
phone and I was so angry, I hit the psychiatrist!” One
wouldn’t think anything positive could come from this but
Faye said, “This is so important. You realized why you hit the
psychiatrist.” The client quieted down for a moment, clearly
taking in this reflection. After this initial chaos we were able to
quiet down the group and began the check in song.
Co-leadership Collaboration
To conduct groups such as these it is important to have a two
leaders. One would be able to follow a client who left the room
to talk and reassure them while the other leader could stay and
keep the group together, trying to process what had occurred.
One of the things we did frequently was to talk to each other
within the group. We modeled reflection and decisionmaking. For example, “I wonder what we need right now.
Everyone seems really upset….”
This collaborative work can be challenging. It can be
difficult to jump between verbal and musical elements. And
co-leadership requires commitment and ongoing
communication. For example after each group session we
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shared our thoughts with each other. As group leaders, our
relationship developed. We could have differences in front of
the group. For example, one of us might say, “You didn’t
respond to me.” And the other leader could say, “I’m sorry,”
modeling communication versus fighting or dissociating. As
we continued to work together we began to move in and out
of verbal and musical modes freely, as my co-leader called it
‘dancing together without stepping on each others toes’.
Sometimes it would be my co-leader who said, “I think there
is a song here.” Or I would say, “Before we get into the music,
can you tell us more about this?”
Support
The Trauma Committee which met once a week was a place
where we were able to get our bearings and share difficulties.
If anyone in the Committee was feeling overwhelmed, their
experiences and feelings took precedence. There was a
recognition that vicarious traumatization was a common
phenomenon and having a place to recognize this and feel
supported was essential and paralleled the safety we tried to
create in our groups. As Andrea Frisch Hara states in Caring
for the Caregiver “…true self-care mean[s] the ability to feel
vulnerable, to honor [one’s] feelings and to use that awareness
to get the important tasks done..” [27]
What kept us going and what we could marvel at was the
strength of the clients in the face of such difficult experiences.
We are grateful for what they taught us about resilience.
Vignette D
Maria was a woman who was silent. She might smile, a kind of
submissive, anxious smile. In her history we learned that she
had been kept in a closet as a child. At times we would ask what
song she might want to hear. Since she was Latina, one group
member would jump in not waiting for her response and say
“La Bamba.” One day, as I asked her to give Maria time, which
I had often done, hesitatingly Maria said, “Sun…come out…”
Two group members gleefully finished the line “tomorrow!” We
all joined in. “The sun’ll come out tomorrow. Bet your bottom
dollar that tomorrow, there’ll be sun” from the musical Annie.
We made space for Maria to join in. She smiled and looked all
around at the group and in a very quiet monotone sang “Sun
come out tomorrow….”
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Abstract
Janina Fisher PhD has collaborated with many of the pillars in the field of trauma theory and treatment – including Judith
Herman, Bessel van der Kolk, and Pat Ogden – and she is a pioneering force and innovator in her own right. A prominent
clinician and consultant, Dr. Fisher is a licensed clinical psychologist and instructor at the Trauma Center, an outpatient clinic
and research center founded by Bessel van der Kolk. The opportunity to interview Dr. Fisher stemmed from her participation in
the conference Trauma Theory & Treatment: Somatosensorial Implications of Resilience, hosted by the Louis Armstrong Center
for Music & Medicine at Mount Sinai Beth Israel Medical Center in New York City. The conference lectures included mental
healthcare professionals ranging from a broad spectrum of disciplines, with a strong showing of music therapists with specialties
in trauma treatment with diverse populations. As conference co-chair I took the opportunity to interview Dr. Fisher, who
graciously agreed to sit down with me and answer some questions. As a music psychotherapist whose work centers on preemptive strategies in fragile hospital populations such as newly diagnosed cancer patients receiving radiation therapy, her indepth and thoughtful responses to my probing questions offered unique insight. At various junctures, I provide some
commentary to contextualize some of the salient themes. Her comments expand upon the growth and ‘interdisciplinarization’ of
the evolving field of trauma. We are indeed fortunate to have her share her knowledge and expertise on its inner workings and
perspectives within these pages. The following is a candid exchange in which Dr. Fisher provides insight not only on her ideas on
the neurobiological nature of trauma, but also how musical concepts, and her own musical training in her youth informs her
clinical approach in working with victims of emotional trauma. I am grateful to Marija Pranjic for transcribing the interview.
Keywords: Trauma, PTSD, Music Therapy, Dissociation, Safety
Andrew Rossetti [AR]: Dr. Janina Fisher, as you are a clinical
psychologist, expert in a treatment of trauma and author of
the book “Healing the Fragmented Selves of Trauma
Survivors: Overcoming Internal Self-Alienation,” how you
might describe trauma and how has the concept of emotional
trauma
changed
in
a
recent
years?
Janina Fisher [JF]: It has changed a lot since the early 90’s
when I first entered the field. The definition of trauma that I
use is that trauma can be a single event, it can be a series of
events, or it can be a set of the enduring conditions. Such as
we would find in combat, in child abuse, domestic violence,
where, day in - day out, there is a sense of impending danger.
And the latter is often overlooked, we tend to define trauma as
an event...
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AR: Yes, as just one word. So, that’s something that in the
DSM has also changed?
JF: Well, the DSM doesn’t have the enduring conditions
clause. That comes from an expert on trauma, Karen
Saakvitne, and I think it is crucial to a definition of trauma. I
suppose you know the benefits and the limitations of DSM.
Certainly DSM really was in a way, very innocent when, I
think, DSM-III defined trauma as an event outside the realm
of normal human experience. It’s been progressively
tightening up the definition. But the concept of enduring
dangerous circumstances- this is important.
AR: How common do you think emotional trauma is in, and
since you are a globe-trotter, let’s say in Western society?
JF: Are we thinking just emotional trauma or are we also
talking of the impact of the physical abuse, assault, or rape?
AR: Yes, including.
JF: So, the estimate is that 70% of us will experience trauma in
our lifetimes.
And, of that 70% about half will develop long-term
posttraumatic symptoms. But trauma is unfortunately all too
normative.
AR: …incredibly wide spread.
JF: Yes. And in Great Britain we were just talking today about
the history of terrorist attacks in the UK. The history of
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bombings in the World War II. The English have been
subjected to traumatic events and enduring conditions for a
very long time. But, wherever I go around the world trauma is
becoming a phenomenon.
AR: It is present, certainly.
AR: Well, one of the things that I am interested in, what much
of my work is related to is what we are calling medically
induced trauma. There is room for more clinical studies on
this, though in some ways it raises delicate questions, such as
how the idea of someone just receiving a diagnosis itself could
be considered - traumatizing.
JF: And we have patients in this clinic where I am the clinical
director in the UK,—we have a number of patients who as
psychiatric inpatients witnessed suicides, one of our patient’s
witnessed a women setting herself on fire or they have been
assaulted by staff and fellow patients. The stories of medical
trauma of all kinds have been horrifying. I just did a consult
too at a Hospital in Massachusetts to a patient who is
restrained on average once a day. And, of course, each one of
those incidents is traumatic.
JF: And I am so glad that you are taking up this area- so
important.
Interviewer’s note:
During this phone conversation Dr. Fisher and I spoke at
length about the dearth of, and the difficulties in
implementing system-wide mechanisms to address medically
induced trauma in potentially highly fragile hospital patient
populations. Here she was referring to a program initiated by
the Louis Armstrong Center for Music & Medicine at Mount
Sinai Medical Center in NYC which is one of the few extant
dedicated music therapy programs in radiation oncology. As
part of standard treatment in this multi-site program, cancer
patients undergoing their first day of treatment on the unit
receive specific music psychotherapy interventions as preemptive treatment for trauma that can result from the fear,
physical restraint and procedural isolation experienced by so
many, especially in patients with head & neck cancer.
AR: What is your approach to trauma and how did it develop?
JF: You know, I heard Judith Herman speak in 1989 and I
always say that hearing her changed my whole professional
trajectory, because what she said is still vivid in my mind. She
said: “People do not develop symptoms as a result of their
childhood fantasies, they develop symptoms because real
things happened to them”. And I remember, I was a predoctoral intern and I remember - Oh my god, she is right!
And I just set my course from that day forward. And then I
also had a privilege of doing a postdoctoral fellowship with
Judith Herman in the early 90’s. Then I was invited by Bessel
van der Kolk, to be a supervisor at his Trauma Center, just as
the neuroscience revolution began. So that profoundly
impacted the way I practice and the direction that my thinking
has taken. And that’s, of course, how I met Stephen Porges.
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Interviewer’s Note:
Here Dr. Fisher provides telling insight on what goes into the
development of a fully formed effective model for dealing with
the complexities of trauma. Judith Herman’s theories and
seminal work “Trauma and Healing” are a quintessential
stepping off point for a profound understanding of the
experience of trauma. Bessel van der Kolk’s “hard
neuroscience” approach has inspired a shift in mainstream
approaches to include phase oriented models and EMDR
itself. Any approach to understanding traumas’
neurophysiological basis would be lessened without a strong
understanding of Stephen Porges’ Polyvagal Theory.
AR: As a leading figure in the field of trauma theory and
treatment, how is your approach to trauma unique?
JF: I hesitate to call it unique but perhaps it is. I call my
approach a neurobiological approach to trauma. And I think I
speak for a wing of the trauma treatment field, in which we
don’t - not all of us - work directly with the body. But we all
think, when we are working with a patient, we are thinking
about how the nervous system and the body, how the brain is
participating and driving the symptoms. So we assume that
trauma related symptoms are an expression of how the brain
and body have adopted to abnormal circumstances and how
they perpetuate the trauma responses, because the brain and
body are biased to prioritize survival over pleasure. We
assume that the brain and body have adapted to remain
prepared for the next trauma. It’s a bit like when Stephen
Porges talks about biased neuroception, our physiology
becomes biased to anticipate danger.
I just came from running a group at our clinic in which one of
the topics was the patient saying: ‘I do better for a few days or
a few weeks, and them somehow it all gets sabotaged and I am
back to ground zero’. We were talking about, just how often,
their bodies and their brains associate feeling good or at peace,
or experiencing pleasure and confidence, as dangerous states.
And you know, my book, which is mainly about what we used
to call splitting, which is also known as dissociation. How the
fragmentation - that is, the splitting as a response to traumaalso continues to manifest and cause our patients to feel that
they can heal safely in one moment, and conversely, in the
next moment, feel ready to fight, ready to flee, and on and on..
The responses that once preserved their lives have now
become their symptoms!
AR: You mentioned the word safety and I think that’s
probably a key word for most of us as clinicians. Would you
say that maybe one of the most important goals of treating
trauma is helping a client or patient to be able to feel safe
again?
JF: Absolutely. Now, the problem is, it’s a bit like selling
refrigerators to eskimos, because we are trying to sell safety to
people who never experienced it. And so, sometimes even the
word itself can feel like a threat. Because many, many of our
trauma patients were abused by people who said – “you are
safe with me.” So my goal is to create a sense of safety in the
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therapeutic relationship, but I know, again in a given moment,
that the danger signals are going to be present no matter how
much safety I try to create.
So one of the things that is central to my work- is helping the
clients to recognize when they are having those defensive
responses. So that they start to notice: “Oh, when she said this,
I started to feel skeptical, I started to pull back, I started to
question should I believe this woman.”
Because if they can notice the trauma responses, then they can
start to notice when they are not having them. Rather than
trying to have them feel something they’ve never felt…
AR: You are about to take part in what is partially a music
therapy conference.
I am just curious, is this your first one?
JF: Music therapy conference?
AR: Yes, it’s not exclusively a music therapy conference, the
one that is going to be in New York. About half of the
speakers will be music therapists.
JF: I am actually very excited about this because of one of the
things I am interested in is how the therapist uses the social
engagement system to create that sense of safety. And I believe
that how we use the larynx is a very big part of the social
engagement system and important in establishing that sense
of safety. Once upon a time in my early twenties, I was a voice
student at the New England Conservatory of Music. So, I can’t
say I come from a musical background, but I come from a
time in my life when music was my...
AR: Was very important to you?
JF: Yes, and I feel this work on how I use the larynx to help
create safety is just kind of the outgrowth of my youth so to
speak. It feels perfectly wonderful to be able to speak at this
conference. It’s lovely.
Interview’s note
Dr. Fisher is referring to Polyvagal Theory’s pointing to the
myelinated vagus’ innervations in the larynx, and how
vocalizations, including spoken prosody and singing, can
enhance social engagement system behaviors and promote
feelings of safety.
AR: That’s really great to hear. We are really excited to be
hosting you. What purpose do you think music might serve in
treating trauma?
JF: Oh, many, many, many purposes. One of the things I think
music, as you know music can help us tap into very deep
emotions, even if they are painful emotions.
But somehow, there is something about music activating those
emotions that soothes them while getting in touch with them.
Many trauma patients find music especially soothing to their
nervous systems. I have a client who sings herself to sleep
every night. She is a woman in her 50’s, she is a scientist, super
high functioning person. And someone suggested that she
sing to herself, because when she hears music she feels better.
So she started to sing the song to fall asleep. The effect of the
voice on our emotions and on our nervous systems is just, is
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really... I don’t know, can anyone speak scientifically as to why
music has that effect?
AR: Music is such a pervasive and complex phenomenon, and
much research is taking place to discover the relationship
between music and the human experience. There are many
experts from different fields looking at how music affects the
mind and body on a mechanistic level. For instance, there are
numerous projects, where neuroscientists are using fMRIs to
track metabolic activity in the brain while their subjects (some
musicians and some not) are playing music, listening to
music, thinking about music, improvising, and they have seen
that they engage a full range of areas of the brain – it’s quite
literally a whole body experience, and the complexity of it is
stunning. What can be said in the case of your patient is that
likely that process involves the direct action of the music- its
elements and syntax, its metaphoric content and associations
– on that person’s psyche and soma, and that, according to
Polyvagal Theory, indicates that there is a direct influence on
her autonomic nervous system via the vagus. That is to say,
there is a likely process in which parasympathetic activity
increases leading to physiological changes and a “felt somatic
experience” that increases feelings of safety. Still, with all the
research going on we are still in our infancy of fully
understanding how and why music produces the effects it
does in humans.
JF: My first job in the mental health field, 40 years ago, was
working with autistic children. And we used to use-the group
I worked with was children without language- and we used
“singing speak.” Because when we sang our directions, they
were able to process much more easily. So there is a way also
that bypasses all those verbal processing centers, which are
such a problem for people on the spectrum….
AR: My understanding of the thinking behind that is that
there are structures in the brain shared with other areas that
process music and that might be why, for instance with people
with aphasia are often able to sing much more functionally
than they can speak. That has taken clinical form in what’s
called Neurologic Music Therapy, which is often an effective
strategy to take advantage of neuroplasticity helping them
“rewire neural pathways.”
JF: Wonderful.
AR: I think it is safe to say that thoughts on trauma theory
have changed radically in recent years.
In the past trauma was pretty much exclusively thought to
manifest itself in a mind as a psychiatric condition, but
current theory points to it being more somatosensory based,
something that might be thought of as being “coded” in the
body-something you’ve already mentioned. And that it
activates certain defense responses that we share with other
mammals. How do you think we came to discover this
paradigm shift?
JF: Well, I have to say that Bessel van der Kolk deserves the
lion’s share of the credit. He had this insight that “the body
keeps the score,” -that what was different about trauma was
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how it encoded in the body and activated the animal defense
responses that we share with all mammals.* People thought he
was nuts. I remember people coming up to me and saying,
“Stay away from that guy. He’s a nut case.” But over the years,
research has proven him to be accurate.
And the partnership between the neuroscientists and
traumatologists has been a really remarkable and wonderful
thing.
Interviewer's (AR) note:
Trauma theory pioneer Bessel van der Kolk’s “The Body
Keeps the Score” is a comprehensive resource on trauma. In it
he presents a paradigm shift in approaching trauma, in not
limiting treatment to talk therapy only, but involving sensate
and mind/body strategies.
His research on traumatic stress, reveals how it literally
rearranges the brain's “wiring”--specifically in areas dedicated
to pleasure, engagement, control, and trust. According to van
der Kolk, trauma treatment’s critical issue is aimed at calming
bodies down, focusing more on bodily state and helping
people learn to be safely in their bodies, than having them
articulate their inner experience of the point of trauma [1].
He identifies trauma as a “disorder of the limbic system,
in which treat is experienced as a sensation and that threat
turns into trauma when we can neither functionally fight nor
flee, when we are trapped, and the stress is turned against the
self, changing irrational, organic responses from the body,
except by the sufferer becoming deeply involved in the self –
being aware of their internal world[2]”
AR: So, in examining this idea of defense responses that are
kicked up or become a permanent state for people that have
experienced trauma - can you speak about your ideas on those
defense responses and how they manifest in trauma?
JF: And also why they continue to be sensitive to activation for
years or decades later. So, what I believe and what I believe is
corroborated by neuroscience is that the human brain and
body, like all mammals, is extremely sensitive to stimuli it has
encountered before, and again it’s like Porges’s discussion on
bias in neuroception.
Interviewer’s note
The term ‘neuroception’ refers to how neural circuits
determine whether situations or people are safe, dangerous, or
life threatening, which influences corresponding states of
social engagement, mobilization or immovilization[3].
We become biased to those cues which have been
indicators of danger in the past. So that then those cues
contribute to reactivating the stress response, the flight &
flight, and freeze responses.
And also another response that I am very interested in is
the ‘cry for help’ response. Because that’s much less written
about. We see clients who’ve been crying for help for years,
but have terrible difficulty using the help that was offered.
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And they go to the next therapist crying for help- and that
nobody else has been able to help them.
AR: Contrary to what we have been discussing, there was a
time when therapists focused on desensitization, and catharsis
was often a part of that. Could you share your perspectives on
why that approach seemed less effective then current
approaches?
JF: Well, this is actually one of my favorite topics. So thank
you for asking. We, I think the trauma field or the mental
health field, recognized trauma at a time when the primary
modality in the field was the talking cure. So the assumption
was, that they needed to talk about it, they need to talk about
the event. And that process will catalyze the effects of those
events, and people will resolve the trauma. Judith Herman and
Bessel van der Kolk both recognized by 1991, that that
approach wasn’t working, wasn’t working in a VA, wasn’t
working in the crisis centers, it wasn’t working in long-term
psychotherapy. And that’s when they and other leaders in the
field began to look for, well... if talking about the events
doesn’t work, what does work?
And I think it’s such an important topic, because so many
psychotherapists still make the assumption that clients need to
talk about it, as opposed to needing to be able to talk about the
effects of it, whatever they were. I always say, “how is that
traumatic experience still with you, how does it still affect your
life, rather than what was it.” And you can see a very logical
step from there to (working with) the body, because what do
the clients say?
They say “I can’t sleep, I feel this terrible shame that
makes me unable to leave the house, I feel too afraid to leave
the house. I leave the house and I get into the fights with
people or I hurt my body or plan a suicide.” So, as soon as we
get away from treating the event, we are right there in
impulsive responses, which have their origin in the body. And
shame responses are acutely physiological, and obviously fight
or flight responses are equally physiological.
So it’s one of my, what I call my “soapbox” issues, that
trauma is not an event, it is an effect of the event(s).
AR: Indeed, my understanding is that another topic that
resonates with you is this idea of psycho-education in the
context of treating trauma.
JF: Yes. That was an idea that came from Judith Herman.
Because she was not only a psychiatrist, but a radical theorist,
and she believed that especially victims needed to be educated,
they needed the power of information. And that it exacerbated
the natural power and differential between the therapist and
the client. So she began teaching her trainees to educate the
patient, explaining to them “This is why you and I are able to
speak. This is why those angry responses are expressed even
while you are saying ‘I’m not gonna get mad’ and they are
already happening.” So we helped people to normalize their
responses as trauma responses, helped them to de-pathologize
and we de-shamed victims.
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AR: To continue....
JF: So I was saying that psycho-education helps the client to
understand his or her responses – to recognize them not as
crazy but as normal trauma responses…. and therefore to
actually have more motivation to work with them.
AR: You were saying to de-pathologize...
JF: Yes, de-pathologize... In fact, this patient group I was just
doing is what we call lecture group. And it’s one of the favorite
groups of our clients, and one of the staff comes in and does a
psychoeducational lecture on some topic of some kind on our
clients choice - and they love it. They love the education. And
it’s really interesting.
AR: That is indeed interesting, there are certainly implications
there. Let’s go back to the idea about you being trained in
voice in the New England Conservatory. Do you think your
training and fluency in music affect your methodology or
some of the theoretical aspects of your work?
JF: Absolutely. In fact, I was just having a thought before you
asked the question. I was having the thought, I think the
psychoeducation also benefits from being communicated by
the human voice. Because I can see before me a client who is
agitated or preoccupied, or someone who is spaced out and in
another world. And when I start to say “Oh, this is why you
might be feeling this way”. I can feel that they start to focus,
they follow the sounds of my voice, they begin to focus. They
can concentrate a little better.
AR: So you are saying that you are aware of your vocal
prosody?
JF: Yes, absolutely. And I teach therapists to try to deliberately
work with tone and pitch, and softness versus loudness, with
rhythm. Is it softer and slower? Is it, what I call, rock and roll?
Is it more of a playful tone, is it tone with more energy or tone
that is kind of misty in its softness?
And if you watch closely you can see the patient’s physical as
well as emotional responses, you can see - Oh, this rock and
roll tone is getting the patient’s focus or that this soft tone
seems to be soothing the anxiety.
AR: So, actual observable responses to variations in prosody?
JF: Absolutely.
AR: As a music therapist, that makes perfect sense to me.
JF: .....which is so nice! Because when I speak with a group of
traditional psychotherapists and I talk about pitch and tone
and prosody, I think they look at me slightly skeptically. But,
of course, music therapists would get it in a moment.
Interviewer’s (AR) note:
Many music therapists take stock in the idea that varying the
manipulation or modulation of discreet music elements such
as tempo, tessitura, volume as well as melodic contour and
harmonic/rhythmic complexity can vary response[4].
Polyvagal Theory subscribes to the use of certain frequency
ranges in pre-recorded music to recruit vagal response and
promote social engagement, and specifically that exposure to
acoustic stimulation within the frequency band of human
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voice is capable of stimulating and exercising the neural
regulation of the middle ear muscles and other components of
the Social Engagement System [5].
AR: How important do you consider the relationship between
client and therapist to be as opposed to a specific technique or
model that the therapist might use?
JF: I think the relationship is critically important, but not in a
traditional transference sense, in the analysis of the
transference. Because I think, what I see is the most important
thing is being in a relationship, not just talking about it.
Especially for trauma patients. Talking about the relationship
actually tends to feel frightening, threatening. And so, this is
what I love, the concept of the social engagement system and
the therapist using the social engagement system rather than
words to create a greater sense of safety.
AR: I can’t say I disagree with you.
JF: Yes, I kind of had a feeling we are on the same page.
AR: What advice would you give to a less experienced mental
health care professional concerning treating trauma
survivors?
JF: Thank you for asking that question. What it would be is to
go with the resistance. That would be a little more like playing
in tune with somebody else. And you know, therapists have a
moment of disjuncture with a client, and they go into analysis
of why is the client resisting. Why is the client kind of
committed to the shame...? And instead they should start to
think just at the moment, that they need to be singing a duet.
So teaching a young therapist that psychotherapy is a duet.
You know, if the patient goes off pitch, the therapist has to go
with him. And, I will say “you’ve gotten off pitch, you need to
just to bring the harmonies into synchrony.” Actually, believe
it or not, I talk about the therapist as an instrument. So I say,
“you know, in psychotherapy we are the instrument, and we
need to learn how to play that instrument so that it works to
soothe the client into the music and to feel the sense of safety
in the way we are playing.”
AR: Those are analogies that will resonate with many music
therapists.
AR: There is a quote that is a part of your email signature that
says: “Hope is an orientation in the spirit and orientation of
the heart. It’s not a conviction that something will turn out
well, but the certainty that something makes sense regardless
of how it turns out”. - what is it about that phrase that speaks
to you?
JF: Exactly, and that is really, if we think about what people
mean when they say “I feel hopeless,” what they are saying is
“I’ve lost my certainty that it would turn out well.” And rather
than trying to convince them to be certain, I really like this
idea of helping people to believe that however things turn out,
they can create something good from them. It is about the
orientation of the heart, and the spirit. And I find it true in me,
because, occasionally I will start to feel hopeless about the
client. And as soon as I feel that hopelessness in myself, I have
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to do a little reorienting about the heart and the spirit. Because
it isn’t good for the therapist to be in that hopeless place
either. We need to play our instruments.
AR: Is there something you would like to add, Janina?
JF: I cannot think of anything. Thank you, your questions
have been wonderful.
AR: That’s kind of you to say. Thank you for being so
generous with your time and sharing your thoughts. They are
golden.
JF: Thank you, I am looking forward to this.
*(AR footnote) Peter Levine was among the first to study
animal’s fight or flight response:“In response to threat and
injury, animals, including humans, execute biologically based,
non-conscious action patterns that prepare them to meet the
threat and defend themselves. The very structure of trauma,
including activation, dissociation and freezing are based on
the evolution of survival behaviors. When threatened or
injured, all animals draw from a "library" of possible
responses. We orient, dodge, duck, stiffen, brace, retract, fight,
flee, freeze, collapse, etc. All of these coordinated responses
are somatically based- they are things that the body does to
protect and defend itself. It is when these orienting and
defending responses are overwhelmed that we see trauma.
Levine, PA. Waking the tiger: Healing trauma. Berkeley :
North Atlantic Books; 1997.
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I Am Still Alive
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1

University of Toronto, Faculty of Music; Ryerson Chang School, Toronto, Canada

I Am Still Alive
I am still alive.
Since I have come here I have not left this room.
I am restless, angry and weak
I want to get stronger so I can spend time with my
daughters and grandchildren
I am still alive.
I am still alive.
I feel alone even though I am surrounded by people
Music makes me feel alive and I want to sing louder
and louder so everyone will hear me
Music helps me to remember, but it sometimes
makes others cry
I am still alive.
I am still alive.
“Crying is good for you child”, I cried too when my
Mother died.
Let’s sing together for you are as beautiful as the
moonlight to me
Music makes me feel more at peace.
I am still alive.

Context:
I am still alive is a poem based on the true story of an
Orthodox Jewish woman “Beata” who was dying of end stage
cancer that had metastasized. She was in palliative care when I
met her, and she struggled with the fact that her family and
healthcare professionals treated her as if she was already dead.
While she shared that she was always a soft spoken person, she
did not want to “fade into the background” on her
“deathbed”. She requested to hear the Hebrew folksong
“Chai”, which talks about being alive and she would sing it
loudly with me while playing small percussion instruments.
We discussed how music brought out many emotions in
people and how it often caused her daughter to cry when she
attended music therapy sessions. There were meaningful
moments in those sessions with her daughter present as Beata
requested songs such as “My Yiddishe Mamma”, to open a
conversation with her daughter about how difficult it was
when her mother died. Beata and I also offered song
dedications to her daughter. One favourite of Beata’s to offer
was “Shein Vi D’Lvone”, which translates as You are as
beautiful as the moonlight.
This poem is a reflection of Beata’s comments and belief in the
support of music to feel alive in her last days.
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