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Abstract: Various groups of people around the world benefit from music therapy treat-
ments, and the area of communication difficulties is no exception. Thus, the purpose of
this single case study was to examine the effects of music therapy as an carly intervention
based on structured and/or improvisational music therapy intervention with a three-
year—old nonverbal child. The intervention process used relevant elements of Orft Music
Therapy and elements of Nordoff-Robbins Creative Music Therapy. The Individualized
Music Therapy Assessment Profile IMTAP) scale was intended to measure the child’s
level of functioning in assessed targeted skill sets and to identify effective music thera-
py strategics. The results provided information about the nonverbal child’s ability to re-
spond better to the sound stimulus and develop better sound perception through musi-
cal communication. By improving auditory processing skills, the child achieved better
outcomes in speech and language development.

Keywords: communication difficulties, expressive communication, IMTAP scale, music
thcrapy in early intervention, reccptivc communication

Tzvlecek: Podroeje glasbene terapije med drugim sega tudina podroéje l(omunikacijskih
tezav. Cilj pricujoce studije primera je bil tako prepoznati in opisati spremembe, ki so
se zgodile pri triletnem neverbalnem otroku med glasbeno terapijo v zgodnji obravna-
vi, v kateri smo delovali po modelu Orffove glasbene terapije z vkljuéenimi izbranimi
elementi Nordoff-Robbinsove kreativne glasbene terapije. Za merjenje sprememb pri
otroku smo uporabili tri podro¢ja lestvice IMTAP (Individualized Music Therapy As-
sessment Proﬁle). Analiza podatkov je potrdila, da glasbenoterapevtska komunikacija
v obliki petja, igranja na glasbila in raziskovanja zvokov Zagotavlja ustvarjalen okvir za
otrokove specificne izkusnje. Te se kazejo v izboljsanem odzivanju na zvoc¢ne drazljaje
in subtilnejéem zaznavanju zvokav glasbeni komunikaciji, hkrati pa tudiv poveéani spo-
sobnosti sluénega procesiranja in vzdrievanja »tempas prirazvoju govora terjezika.
Ké’uéﬂr besede: komunikacijske tezave, ckspresivna komunikacija, IMTAP, glasbena te-
rapija v zgodnji obravnavi, reccptivna komunikacija
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INTRODUCTION

usic has been used extensively throughout history as a healing force

to alleviate illness, but it was not until more recently that the spe-

cific discipline of music therapy began to develop. Alvin (1975) ex-
plained it as the music used in a clear and purposeful manner in the treatment,
rehabilitation, education, and training of children and adults with physical,
mental, or emotional disorders. Other definitions for the broad field of mu-
sic therapy include that of Glass (2020), which emphasises the use of music in-
terventions to achieve individual, community, or collaborative goals within a
therapeutic but cooperative relationship between a client and a therapist. Nu-
merous disciplines of music therapy practice have emerged from theories of
psychoanalysis (Bruscia, 1998; Bunt, 1994; Gross, 2020; Wigram et al., 2002).
Jinah (2016, p. 3) defines them as ‘a collection of models rooted in and derived
from psychoanalysis’. Characteristically, they all seek to achieve a deeper un-
derstanding of the inner worlds of individuals and to see how they learn and
experience the world around them. From this point of view, Stern’s (198s) in-
teraction theory is very important. He revised the psychoanalytic view of de-
velopment and made a significant contribution to the field of developmen-
tal psychology based on empirically grounded research. His most noteworthy
contribution is a coherent theory describing how the infant actively builds and
develops his sense of self from birth on the basis of experience with actual in-
teractions and events. Of particular interest is how it describes basic prever-
bal interaction, which contains many of the same elements as music. The cor-
relation of musical elements and elements of communication such as tempo,
rhythm, tone, phrasing, manner, pattern, and intensity are necessary for the
child in order to decode and organise the sensory experience of interaction and
then implement that experience into basic mental sets (Wigram et al., 2002).
Stern (2000) cites this compatibility as key to understanding the process that
takes place during music therapy. His theory seems to support the view that in-
teraction, communication, and music are fundamentally made up of the same
elements. This, therefore, supports the assumption that musical improvisation
and music listening can reflect and activate relational patterns and the associ-
ated sense of self.

Improvisation and creativity are also of the utmost importance in Orff
Music Therapy (hereinafter OMT). These occur as a form of exploring, invent-
ing, and organising musical material in spontaneous play (Bruscia, 1987). The
idea of Orff Schulwerk has been varied and applied to the realm of therapy.
Gertrud Orfl developed Orft Music Therapy OMT and established the the-
oretical foundations in practical work with children. The emphasis of OMT
is therefore on the development of children’s social and communicative com-
petencies in order to strengthen their self-concept, not to teach them music
(Voigt, 2013). Speech as a rhythmic-sound quality element is treated on the

80



same basis as in the Orff Schulwerk and is used in two ways: as a thythmic
sequence and/or as a meditative condition — phonetic sound is more impor-
tant than semantics (Orff, 1980). The therapist can use consonants and vow-
els, the musical elements of language, to create a fascinating acoustic-linguis-
tic atmosphere that captures the child’s attention (Orff 1980, 1989) and elicits
a response from the child. The musical setting in a friendly music therapy en-
vironment provides the child with the opportunity to communicate in his or
her unique way.

Along with OMT, the Nordoff-Robbins model of Creative Music Thera-
py is one of the best-known improvisational models of music therapy. In their
approach, Nordoft and Robbins (1965, 1971, 2007) start from the idea of how
every human being responds to music. This idea was particularly important in
their work with multiply disabled children, whom they believed had the capac-
ity to respond to music despite their complex difficulties (ibid.). The therapeu-
tic goals are related to the humanistic concept, that is, the pursuit of self-actu-
alisation, the possibility of experiencing peak moments, and the development
of specific creative abilities through expression and communication through
music. The relationship with the child is based on an emotionally warm, sup-
portive approach that accepts the child as he or she is. An unobtrusive ap-
proach is required that acknowledges, reflects, and respects the child’s feelings
in order to allow the child maximum independence. The therapist’s role is to
guide the child and facilitate the child’s performance of goal-directed activi-
ties (Wigram et al., 2002).

In addition to the models of music therapy described above, there is also
a whole range of research (Fiveash, 2021; Flor & Hodges, 2006; Hakvoort &
Tonjes, 2022; Hodijah & Kurniawati, 20215 Johns, 2018; Kirby et al., 2022;
Papousck, 1992; Stern, 2004) that shows that the role of music in the devel-
opment of a child’s self-awareness and ability to share experiences with oth-
ers is defined as communicative musicality within the psychobiological and
developmental psychological theory of interaction. They also demonstrate the
brain’s responsiveness to music, in which neurologists describe the establish-
ment of a balance between the right and left hemispheres of the brain through
various musical activities (Wigram et al., 2002). In early intervention, brain
plasticity refers to the brain’s ability to adapt and reorganise very easily (Flohr
& Hodges, 2006). We link this fact to an early intervention that takes into ac-
count the fact that the central nervous system is more flexible during matura-
tion. Thus, children under the age of six benefit from early intervention at this
stage and have a better chance of reaching their potential. Environmental fac-
tors and social responses have a significant impact on child development (Gut-
ierrez-Jimenéz & Franco, 2018; Klein & Gilkerson, 2003). Therefore, the use of
musical elements could be of great importance in communicating with non-
verbal children who, without the obvious communication tools that most of us
use, need to learn other methods to express themselves. Because delayed speech
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development is an important indicator of potential later problems in the cog-
nitive and social-emotional domains, and thus of learning disabilities (Gross
etal., 2010), it is necessary to begin intervention as early as possible. Here, mu-
sic therapists must be able to provide supportive communication so that these
children can express their feelings and thoughts through music. The role of the
music therapist in a team of specialists working in a transdisciplinary manner
is necessary and becomes more important. Music therapy can improve the ef-
fectiveness of early intervention (Buri¢, 2020).

METHODS

The purpose of this two-year single case study is to determine the effects of mu-
sic therapy treatment as an early intervention on a three-year-old boy. The boy
was referred for music therapy by his parents because of a speech and language
delay and specific communication difficulties, to promote interaction and par-
ticipation, build relationships, and activate speech and language development.
Based on the information gathered by the parents and therapist during the
intake process, it was determined that the domains of receptive communica-
tion/auditory processing, expressive communication, and musicality should be
assessed.

Therefore, the purpose of this study was to measure the child’s level of
functioning in the assessed targeted skill sets and to observe the trend of the re-
sults in order to check the effectiveness of music therapy strategies.

Two research questions were set:

1. What changes were observed in the child’s level of functioning in the
three areas assessed?

2. What kind of applied music therapy strategies show the best trend of the
results within the investigated domains?

The research method underlying the study was the descriptive and causal
non-experimental method of scientific research (Creswell & Poth, 2018; Yin,
2017). It was based on the OMT model, using also the principles of Creative
Music Therapy developed by Nordoff and Robbins (1977). Both emphasise
the importance of providing a musical experience as a nonverbal tool between

therapist and child.

DATA GATHERING

The research data consists of those gathered from video records of the sessions
and the results of the Individualized Music Therapy Assessment Profile (IM-
TAP) scoring forms.
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The IMTAP can be used as a treatment plan, as a tool to develop goals
and objectives, as a means to address and assess target skill sets, as an indi-
cator of overall functioning to provide a baseline for treatment, as a research
method, and as a communication tool for parents and healthcare profession-
als. The IMTAP, published by Baxter et al. in 2007, was used to evaluate the
entire two-year music therapy programme. To help understand the effects of
music therapy on a child with speech and communication difficulties, chang-
es on the IMTARP scale were examined in three domains: expressive commu-
nication (EC), receptive communication (RC), musicality (MUS). The scoring
was based on the analysis of recorded sessions rated by two independent asses-
sors using the IMTAP scale.

VARIABLES ON THE IMTAP SCALE

Variables were operationally defined using the IMTAP scale. Each of the do-
mains consists of several subdomains. In addition to the fundamentals subdo-
main, there were several other subdomains that were scored. Some of the sub-
domains were not assessed (N/A) while the fundamentals subdomain must be
assessed and cannot be marked as N/A. Consistent assessment of the skills on
the fundamentals subdomain allows for continuity in scoring over time and
through the whole assessment process.
The domains and subdomains are as follows:

Expressive communication

Fundamentals

Non-vocal communication
Vocalisations

Spontaneous vocalisations
Verbalisations

Relational communication

Vocal idiosyncrasies (N/A)

@Q ™o a0 o e

Receptive communication/anditory perception

a. Fundamentals

b. Direction following
c.  Musical changes

d. Singing/vocalising
e. Rhythm
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Musicality

Fundamentals

Tempo

Rhythm

Dynamics

Vocal

Perfect and relative pitch (N/A)

Creativity and development of musical ideas (N/A)
Music reading (N/A)

Accompaniment (N/A) (Baxter et al., 2007.)

= N N -V c - S

MUSIC THERAPY INTERVENTION

The entire music therapy (hereinafter MT) programme was carried out in 9o
sessions. There were 18 sessions in each evaluated period, while music thera-
py as a systematic process involves three main components, which are assess-
ment, treatment, and evaluation (Bruscia, 1998). Sessions were evaluated at
five time-points: checkpoint assessment (CP-A) — assessment at the beginning
of the music therapy programme; checkpoint 1 (CP-1) — the first session after
6 months to review the music therapy treatment and observe change trends;
checkpoint 2 (CP-2) — after one year of music therapy treatment; checkpoint 3
(CP-3) — after one and a half years of the music therapy treatment; checkpoint
evaluation (CP-E) — evaluation at the end of the study programme, after the
two-year music therapy programme.

Sessions were held once a week in 30-minute individual sessions. The ses-
sions always took place at the same time and with the same therapist in a safe
and friendly environment, always in the same room where there was a piano
and a guitar. The other musical instruments that the participant could choose
from were kept in a cabinet but were still easily accessible. The room was large
enough so that one could move around freely.

After filling out the IMTAP intake form, the first session was scored as
a checkpoint assessment (CP-A). The MT treatment was further designed ac-
cording to the child’s needs and therapy goals. The main goal was to improve
sound perception and to activate speech and language development. The next
phase was an MT treatment based on an improvisational approach to stim-
ulate the child’s playfulness, spontaneity, interpersonal skills and sound pro-
duction, while at the same time giving a flexible structure. There were three
checkpoints during this phase. It was necessary to observe if the programme
was going well and in a good direction and to observe the changes and the ef-
fectiveness of the treatment strategies. The last checkpoint evaluation (CP-E)
was scored in the last session after the two-year programme. The data collect-
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ed was based on the final score of all the changes achieved in each of the three
evaluated domains.

The sessions themselves consisted of three parts: (a) singing and playing
the welcome song on the guitar, (b) improvisational part - playing instruments:
piano, drums, pentatonic glockenspiel, xylophone, or metallophone, (c) sing-
ing the goodbye song on the piano.

Boardmaker software was used to create the following images: Welcome,
Playing, and Goodbye. These images guided the course of the music therapy
sessions as they served as a form of visual support to facilitate orientation dur-
ing the sessions. The pictures served to help the child recognise the order of ac-
tivities. They were hung on the wall in a clearly visible place with Velcro fas-
teners.

Throughout the M T programme, the music therapy sessions included cer-
tain games and play activities that were accompanied by music played by the
therapist. The therapist was playing ‘here and now’ to establish a medium of
communication with the child. The welcome song was always sung and played
on the guitar. The instrument-playing part focused on improvisation, alternat-
ing between the following techniques: imitating, passing, leading, and match-
ing. The therapist helped the child to improvise by stimulating the child’s
sound production and by presenting a musical theme upon which to base the
improvisation by exploring rhythm, melody, tempo, and dynamics (Bruscia,
1996). At the end of each session, the therapist sang and played the goodbye
song on the piano.

Before carrying out this research, the music therapist obtained permis-
sion and written consent from the parents. In this way, the ethical code was re-
spected. The data relating to the child are only available to the therapist con-
ducting the study.

DATA ANALYSIS

The data obtained in this study were collected and later analysed by scoring the
consistency of demonstrating skill on evaluated items in each domain and sub-
domain as follows: N = never, R = rarely, below s0%, I = inconsistent, s0—79%,
C = consistent, 80—100%. In each subdomain, there was a number next to the
N, R, I, or C. The sum of these numbers resulted in a raw score. The first step
was to calculate the raw score for each subdomain assessed. The next step was
to divide the raw score by the total possible score for the subdomains to com-
pute the final score for the subdomain. The total score for the domain was the
sum of all subdomain scores divided by the total possible final score for each
domain. On the IMTARP scale, the client’s results are presented in percentages,
based on the responses on the evaluation form. The best possible result would
be 100%.
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Figure 1

Example of the domain profile graph, Checkpoint assessment (CP-A)

v
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Example of the domain profile graph, Checkpoint evaluation (CP-E)
v
dualized Music The ssessment e TA

Client Name: %3 nmumh:zo;g-m” A Date(s): 4.9 2027

Title:__ P - E Type of graph: O Domaln Profile 0 Sub-domaln Profile
Domain/Sub-domain.

Bl = 9Bk

ZE = %90 %

nus - ga7s

Figure 1 and Figure 2 above show an example of the domain profile IM-
TAP graph. It provides a clear, visual representation of assessed domains and
profiles the client’s level of functioning. The graph is shaded for ease of viewing
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trends in scoring. The darkest shaded area shows the highest functioning level
scores, while the non-shaded area shows the lowest functioning level scores. In
addition to the client’s name, date of birth, and assessment date, there is also a
title for the graph. In the column Domain / Sub-Domain, the therapist can list
the domains which were assessed. To the right of each domain, a mark should
be placed in the approximate position corresponding to the score for the do-
main. The average score for each domain is expressed as a percentage.

RESULTS

Changes on the IMTAP in the Investigated Domains during the Music
Therapy Programme

After completing the IMTAP intake with parents, the pinpoint assessment do-
mains and the plan for the MT programme were created. The IMTAP domain
scoring forms were used to collect data on three domains: expressive commu-
nication (EC), receptive communication (RC), and musicality (MUS). Con-
sistent assessment of certain skills allows for continuity in scoring over time
and during the assessment period.

Table 1
The average values for the three domains in five checkpoints.

CP-A CP-1 CP-2 CP-3 CP-E
EC 43% 44% 48% 73% 96%
RC 15% 28% 60% 75% 90%
MUS 8% 25% 55% 67% 83%

Legcnd: EC - expressive communication, RC - receptive communication,
MUS - musicality, CP-A - assessment at the beginning of the music thera-
py programme, CP-1 - chcckpoint after six months of MT treatment, CP- —
checkpoint after one year of MT treatment, CP-3 — chcckpoint after one and a
halfycars of MT treatment, CP-E - evaluation after two years of M T treatment

The total scoring of expressive communication ranged from 43% to 96%,
receptive communication from 15% to 90%, and musicality ranged from 8% to
83%.

According to Table 1, the client’s performance on the expressive commu-
nication domain in the IMTAP grading system area was C = consistent 80—
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100% only once; it was assessed once as I = inconsistent s0-79%, and three
times as R = rarely, below 50%. The range of the lowest and highest answers in
total scoring is 53%.

The client’s performance on the receptive communication domain in the
IMTAP grading system area was C = consistent 80—100% only once; it was as-
sessed two times as I = inconsistent 50—79%, and two times as R = rarely, be-
low s0%. The range of the lowest and highest answers in total scoring is 75%.

The client’s performance on the musicality domain in the IMTAP grad-
ing system area was C = consistent 80—100% only once; it was assessed two
times as I = inconsistent 50—79%, and two times as R = rarely, below 50%. The
range of the lowest and highest answers in total scoring is 75%.

Chart1

Comparison 0f the assessment at the begz'ﬂm’ng 0f the MT programme (CP-A) and the _ﬁmz/
evaluation after two years (CP-E) of the MT programme

100 EC; 96

RC; 90

20 MUS; 83

80
70
60

50 EC; 43

40
30

20 RC; 15

10 “ MUS; 8
. N
EC RC MUS

HCP-A mCP-E

Legend: EC — expressive communication, RC — receptive communication,
g p %

MUS - musicality, CP-A — assessment at the beginning of the music therapy
programme, CP-E - evaluation after two years of MT treatment

Chart 1 shows that the participant had the lowest level of functionali-
ty in the musicality (MUS) domain and middle in the receptive communica-
tion (RC) domain, while the expressive communication (EC) domain had the
highest starting checkpoint (CP-A).

At the end of the two-year M T programme, changes in all three domains
are prominent. The greatest change occurred in the receptive communication

(RC) domain and a significant change occurred in the musicality (MUS) do-
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main. It can also be seen from Chart 1 that the difference between the values
on each domain was bigger at the beginning of the M T programme but had re-
duced by the end of the M T programme.

DISCUSSION

The importance of encouraging pre-language and early language communica-
tion is being increasingly recognised. It is important to use a natural setting
with the goal of creating preconditions for speech and language development
(Ljubesi¢, 2012) and supporting communication skills. The music therapist,
therefore, uses a wide variety of music in therapy sessions to stimulate language
and communication development and to observe a child’s response to music.
The music therapist primarily uses live music, so that variations can be made
even within a single song if that will provide the optimum opportunity for the
child to make progress on his or her goals (King, 2004). Improvisation is the
starting point for music playing in a music therapy setting. The use of vocal
sounds as well as playing instruments in a different way allows for greater free-
dom of expression and exploration (Katusi¢ & Buri¢, 2021). Our goal was to
follow up on the child’s level of functioning and to examine the effectiveness
of music therapy on a child with communication and speech and language de-
velopment difficulties.

Using the IMTARP scale, the following changes were tracked for the three
domains studied: expressive communication (EC), receptive communication
(RC) and musicality (MUS). The values in each domain increased by the end
of the MT programme. This means that the child improved significantly dur-
ing the two-year programme and that the distribution of results at the end of
the MT programme was smaller, i.e. the child’s values of results became more
similar.

A change of 75% occurred in the domains of receptive communication
(RC) and musicality (MUS), considering the increase in values from the be-
ginning to the end of the M T programme, while a change of 53% was observed
in the domain of expressive communication (EC). This can be explained by
the ability of music to activate the need for communication in a pleasing and
non-threatening way. It also refers to the internal reactions which have an out-
ward expression in the form of facial expressions, gestures, and vocalisation
(Klein & Gilkerson, 2003). Music is not only a kind of language but also a kind
of communication that leads to the establishment of relationships. Melodious
speech, as well as singing, is one of the prerequisites for language acquisition
(Furner & Stelzhammer-Reichardt, 2008). Verbal and nonverbal communica-
tion skills and their use during the MT sessions showed a big improvement as
they were tested in the expressive communication (EC) domain. The reason
for this may lie in the possibility of expressing and communicating through
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improvisation; the child did so, and was able to improve his expressive com-
munication. The child in this study showed better results in expressive com-
munication, which includes eye contact, gesture, signs and signals, and facial
expression, but he was not able to perceive and apprehend sounds around him
for a long period. There was a significant lack of demonstrating an observable
response to the sound. This phenomenon of showing better results in the do-
main of expressive communication compared to the results in the domain of
receptive communication can be found in the explanation of the ‘music child’
(Nordoff & Robbins, 2007; Robbins & Robbins, 1996) and also in the chap-
ter ‘Perception’ by Orff (1989), as both models have foundations in Stern’s psy-
choanalytic theory.

In the beginning, the boy was a ‘condition child’, the child with limita-
tion, deformed and incomplete, the child who lacked the inner capacity to
communicate his self and state of self. The child’s potential for development
had not been released. In music therapy, which was the only intervention for
the child, it is possible to reach the inherent, inborn musicality. Through mu-
sical activities, musical communication, and experience, the inner potential
began to grow. Receptive communication developed because of the better re-
sponse to the sound stimulus and better sound perception through musical
communication. It can be assumed that the improvement in receptive com-
munication was in correlation with the development of musicality. The musi-
cal-personal nucleus was activated, challenged and encouraged by the therapist
and the child began to be open to experiencing himself, others and the whole
world around him. It is the music child that answers the questions posed by
music, and in doing so communicates the self (Robbins & Robbins, 1996). Per-
ception, bodily movement and emotion as inner agitation are all intimately re-
lated (Orff, 1989) and each one affects and activates the other.

As a result of the research in music therapy, the therapist can highlight
both benefits and needs for development of the IMTAP assessment tool. The
other explanation for showing better results on the expressive communication
domain compared to the results on the domain of receptive communication
can be found by analysing the IMTAP scale. The results of the IMTAP scoring
forms bring out interesting viewpoints concerning the applicability of the as-
sessment tool to receptive communication functioning. A number of IMTAP
skills are defined as cross-domain skills which appear in more than one do-
main. Cross-domain skills were on the domains of receptive communication
and musicality. At the beginning of the M T programme, the boy did not use
spontaneous vocalisation and was neither able to match the therapist’s thythm
nor establish his own internal beat. During the first year of the programme the
child failed to demonstrate awareness of changes in intensity, tempo, and dy-
namics. The first significant change occurred between checkpoint 1 and check-
point 2 on both the musicality and receptive communication domains. As pro-
gress was made in the domain of musicality, the results also increased on the
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receptive communication domain. The scale is not sensitive enough to record
and differentiate skills significantly on the two aforementioned domains (Sa-
lokivi, 2012). To improve music therapy as a profession, we need more assess-
ment tools with greater sensitivity to ensure more credibility with other profes-
sions and service users (Lindahl Jacobsen, 2018).

Nevertheless, according to the obtained results, as the child gained the
new possibility of sharing musical experiences, he became more sensitive to
sound stimulation, and he was better able to respond to the changes in tem-
po and dynamics. At the end of the MT programme the child made progress
in maintaining ‘tempo’ and showed joy in singing and improvising. This can
be interpreted as meaning that the intervention also influenced the develop-
ment of musical skills. Although during the music therapy, treatment changes
in the musicality domain were not expected, they still happened. The achieved
success emerged as personal qualities, such as patience, initiative, and satisfac-
tion of the child, rather than the development of musical skills (Furner et al.,
2008; Orff, 1989).

The skills assessed on the expressive communication domain showed bet-
ter results because the boy was able to articulate his needs in both nonverbal
and, later, verbal communication and did not demonstrate any anxiety when
involved in direct interaction with the therapist. The plasticity of the human
brain and understanding the principles and methods of developmental neuro-
biology enable early intervention. The impact of the intervention depends on
the possibility and the ability of the nervous system to change and adapt as a
result of the acquired experiences. A fundamental feature of the entire growth
and development of the brain is a continuous reorganisation of the temporary
forms of structural and functional organisation, characteristic for certain de-
velopmental stages. Certain children’s nervous systems change earlier than
others, so it is on an individual level whose nervous system will include chang-
es based on experience and how much time it will take to happen. The brain
can reorganise itself in response to positive experiences. This kind of positive
experience results in concrete changes in the nervous system as well as in be-
haviour (Nelson, 2003).

The fundamental characteristic of the brain’s growth and development is
the continuous reorganisation of its temporary structural and functional or-
ganisation according to the development stage (Simi¢ et al., 2022). We assume
that there are areas in which a certain amount of time is necessary for the ef-
fects of the M T treatment to become visible. The results achieved indicate cer-
tain positive shifts which took place slowly but constantly during the MT pro-
gramme. Keeping all these facts in mind it is possible to explain how, after
a two-year programme, the child became more vocally active, more sponta-
neous, more creative in expression and developed speech acquisition. Improv-
isation as an original means of expression and communication supports the
development of children with communication difficulties (Bang, 2008). Im-
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provisation as a form of music therapy offers the possibility of free expression
within a firm framework, as the therapist offers a form of unforced dialogue
and spontaneous communication.

CONCLUSION

These results support the potential of improvisational music therapy as a part
of early intervention for young children with communication difficulties and
emphasise the significance of incorporating diverse music therapy techniques
to tailor interventions to individual needs. A music therapist uses music as a
tool in promoting the creation and establishment of relationships, and for the
development of communication, socio-emotional and cognitive skills. Mu-
sic motivates and encourages young children to create their own expression.
Through Orff Music Therapy and elements of Creative Music Therapy, chil-
dren with speech, language and communication difficulties are given the op-
portunity to gain experience with musical structures. Making improvisation-
al music as a non-verbal tool, it is possible to help the child develop his or her
own self and create his or her own expression. We place special emphasis on
the vital sense of individuality and pride in recognised accomplishments that
can grow in interaction with appreciative music therapists. The natural respon-
siveness to music can lead to the acquisition of other skills and knowledge, in-
cluding speech and language. The positive effects of music have been discussed
by many researchers, but there is still a dearth of publications describing mu-
sic therapy in early intervention. In the context of early intervention, it is nec-
essary to conduct further research with a larger number of young children to
investigate the optimal models and techniques of music therapy treatment and
its duration, and to develop and establish scales as assessment tools for individ-
ual development.
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Povzetek
UDK 615.851.8:78:370-056.264

Razvoj glasbcnc terapije posega med drugim tudi na podroéje komunikacijskih tezav,
sajsejev zadnjih dcsetlctjih moc¢no razsirilo globlje poznavanje in zavedanjc nebesednih
moznosti sporazumevanja. Cilj pricujoce §tudije primera je bil prepoznati in opisati
sprcmcmbc, ki so se zgodilc pri triletnem neverbalnem otroku med glasbcno terapijo
v zgodnji obravnavni. V dvoletnem procesu te obravnave smo delovali po modelu Orf-
fove glasbene terapije z vkljuc¢enimi izbranimi relevantnimi elementi Nordof-Robbin-
sove kreativne glasbene terapije, ki obe v temeljita na prvinah Sternove psihoanaliti¢ne
teorije. Za merjenje sprememb pri otroku smo uporabili lestvico IMTAP (Individua-
lized Music Therapy Assessment Profile). Izmed desetih podroéij lestvice, oprcdeljc-
nih za vrednotcnjc § strani terapevta naé¢rrovanih strukeuriranih kot tudi improvizacij-
skih glasbenotcrapcvtskih intervencij, smo uvedli in raziskali tri: podroéjc rcceptivno
komunikacijsko—sluéncga zaznavanja, podroéjc eksprcsivnc komunikacijc in podroéjc
muzikalnosti. Ovrednotili smo jih Vpctih enakomerno razporcjcnih po“ctnih ¢asovnih
intervalih. Z analizo pridobljenih podatkov smo primerjali pojavnost ter dinamiko spre-
memb, ki so se zgodile na podro¢ju receptivne in ekspresivne komunikacije v korelaciji
z otrokovo muzikalnostjo. Izidi so omogoéili natancen vpoglcd \% sposobnosti otroka, ki
sejevcasuizvajanja zgodnje obravnave za¢el intenzivno odzivati skozi glasbenijezik. Po-
trdili so, da komunikacija, ki se uporablja 4 glasbcni terapiji v obliki petja, igranja inraz-
iskovanja zvokov, zagotavlja ustvarjalni okvir za spcciﬁénc izkuénjc, kot so sposobnos—
ti pridobivanja clementov receptivne komunikacije in izboljéanjc sluéncga procesiranja.
Prav tako so razlozili, kako je neverbalni otrok polcg rcccptivnih komunikacijskih spo-
sobnosti napredoval tudi v vzdrzevanju tempa pri razvoju govora in jezika ter izrazal ve-
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sclje do petja. Skozi celotno zgodnjo obravnavo neverbalnega otroka se je pri njegovem
celostnem razvoju izkazala tudi pomembna vloga terapevta pri zagotavljanju podporne
komunikacijc in pri izbiri ustreznih kakovostnih tcrapcvtskih stratcgij.
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