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AN INVESTIGATION OF THE EFFECT OF RHYTHMIC MOVEMENT 
ON PATIENTS WITH CHRONIC SCHIZOPHRENIA 

This study investigates whether mood, attention and 

concentration, gross motor skills, and social interaction can be 

stimulated in people diagnosed with schizophrenia through a 

program of rhythmic movement to music. A group of ten patients 

with chronic schizophrenia, five male and five female, participated 

in a six week program of rhythmic movement. The activities 

included breathing and relaxation, body awareness, rhythmic 

movement, and group interaction and creative movement. The 

progressive exercises were accompanied by drum, improvised 

keyboard music, and selected recorded music. Data were collected 

by self evaluation of mood, a beat coordination test, attention and 

concentration as shown by participation in the exercises, an 

evaluation of ward behaviors by the nurses, and video tapes. A 

comparison of pre- and post evaluations reveal significant 

improvement in each of these areas suggesting the need to include 

rhythmic movement to music in the therapy for patients with 

chronic schizophrenia. 
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INTRODUCTION 

Although schizophrenia probably has been around for centuries, 

it is only since the end of the nineteenth century that it has been 

recognized as a distinct disorder. Of all mental illnesses, 

schizophrenia is the most feared yet the most fascinating, and 

frequently is the model tor the layman's concept of madness. It 

causes great suffering, not only to the patients whose lives and 

personalities it slowly destroys but also to their families. 

Schizophrenia is the name given to a group of psychoses in which 

deterioration of functioning is marked by severe distortion of 

thought, perception and mood, by bizarre behavior, and by social 

withdrawal. It is a disease characterized by intellectual and 

emotional deterioration beginning at a relatively young age. 

For centuries individuals with chronic schizophrenia were believed 

to be possessed by devils. Some archaeologists believe that the 

holes drilled in prehistoric skulls represent efforts to release the 

demons of madness. During the Middle Ages and early Renaissance, 

people who heard voices were frequently burned at the stake. It was 

believed that delusions and hallucinations were products of the 

imagination which were involved with satanic forces, and should be 

punished. The insane were sent off to prisons along with criminals 
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and chained to their walls (Wallis, 1992). During the Enlightenment 

of the eighteenth century, many of the previously accepted doctrines 

and traditions were scrutinized producing wide spread humanitarian 

reforms. Science was highly valued, and much effort was devoted to 

the careful description of medical and psychiatric symptoms that 

patients displayed (Andreasen, 1984 ). 

In the late nineteenth century, Emil Kraepelin developed the 

modern conception of schizophrenia, by regarding it as a chronic 

degenerative disease, and gave it the name "dementia praecox." In 

1 91 1 , Eugen Bleuler defined the illness by its symptoms rather than 

its outcome, and insisted that the name dementia praecox was not 

appropriate for the syndrome. He proposed the new term, 

"schizophrenia," meaning "split mind." Bleuler believed that the 

variable manifestations of schizophrenia were due to a "splitting," 

or loss of coordination, between different psychic functions, 

particularly between the cognitive and emotional aspects of the 

personality. The splitting referred to a split or a loss of integration 

of emotions, ideas, and perceptions in the mind of the person with 

schizophrenia, not a split personality, as is sometimes thought. The 

name schizophrenia has remained in common usage (Bootzin, 1 988; 

Oxford, 1987). 

Schizophrenia has proved to be particularly difficult to 

describe and understand. The symptoms, which come and go 



unpredictably, range from aimless agitation to total immobility, 

from apathy and social withdrawal to bizarre delusions, 

hallucinations, and incoherent thinking. None of these symptoms 

occurs in all patients diagnosed with schizophrenia, and many of 

them are found in other mental illnesses. 
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According to a 1 991 study by the National Institute of Mental 

Health (NIMH), mental illness costs the United States $1 29 billion a 

year, and schizophrenia alone uses a disproportionate $50 billion. By 

some estimates fully a quarter of the nation's hospital beds are 

occupied by patients with schizophrenia. In the 1950's anti

psychotic medications were developed that were found to be at least 

partly effective in relieving symptoms for a great number of 

individuals with schizophrenia. Because of this, a new federal 

attitude envisioned the opening of hundreds of community mental 

health centers where persons with schizophrenia could get day-to

day help managing their lives. Along with the new program, civil 

rights forces established laws in most states permitting the 

institutionalization of people against their will, only when there 

was the imminent danger of seriously harming themselves or others 

(Grinspoon, 1992, D). According to Hurley ( 1994 ), the 

deinstitutionalization movement did succeed in bringing down the 

number of patients in state mental hospitals, with the · result that 

today there are twice as many people with schizophrenia living on 
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the streets and in public shelters as there are in public mental 

hospitals. Whether or not they are homeless, individuals with 

schizophrenia are often too disorganized to seek help for 

themselves. A 1988 survey of 2,500 community residential 

programs for the mentally ill, funded and licensed by state 

departments of mental health, found that these programs provided 

only 60,000 people with special housing, although there are at least 

500,000 to a million people with chronic schizophrenia. Most of the 

residential programs were not staffed by mental health 

professionals and had few ties with mental health services 

(Grinspoon, 1 992, D). 

Jailing of severely mentally ill people for seemingly minor 

offenses is common across the country. There are about 100,000 

people with schizophrenia and manic-depressive psychosis in U.S. 

prisons and jails--more than in public mental hospitals--which is 

the result of an apparent attempt by police to get them off the 

streets. Since 1 965, eight studies have found that episodes of 

violence by people with untreated serious psychiatric illness are 

increasing. Of those who do become violent, most become their own 

victims: fully one of 1 0 individuals with schizophrenia die at their 

own hands (Hurley, 1994 ). 

Despite much research the cause or causes of schizophrenia 

remain elusive although an increasing number of factors are being 
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identified as contributing to the pathology of the illness. As a 

result, there have been major changes in the way that schizophrenia 

is viewed. For hundreds of years philosophers and scientists 

separated mind from body and tended to look at disease as being a 

function of the physical body. This sharp distinction enabled 

scientists to study very small parts of the human organism and make 

great advances in medical science. However, many of the prevailing 

assumptions are now being challenged as more and more connections 

between the mind and the body become evident. For a long time in 

America the psychoanalytical approach of Freud prevailed over 

biological psychiatry. As recently as the 1950's, psychiatrists 

blamed the disorder of schizophrenia on parents, especially a mother 

who was cold, domineering, rejecting, and yet over protective. The 

father was faulted for being passive. However, Freud himself had 

concluded that the illness had biological roots (Wallis, 1 992). 

In the last ten to fifteen years genetic, biochemical, and 

neuropsychological studies, brain imaging, new drugs, and other 

scientific advances have increased knowledge about the causes of 

this mental illness. Yet effective treatment for the clients with 

schizophrenia which includes multiple symptoms and different 

patterns of behavior continues to be a concern for many mental 

health professionals. The primary symptoms of schizophrenia, that 

is, hallucinations, delusions, and incoherent thinking, seem to 



respond to psychotropic medications, but the less dramatic 

symptoms, such as disturbances in affect and volition, distorted 

self image, and social isolation, while equally debilitating, are not 

appreciably affected. 
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New therapies and social policies give persons with 

schizophrenia more alternatives than they once had, and challenge 

the mental health profession to find new ways of dealing with the 

problems of the illness. Controlled studies have shown that 

psychotherapy without drugs is ineffective, but in some studies 

psychotherapy with drugs has been found to be better than drugs 

alone (Grinspoon & Bakalar, 1994 ). Compared to the scientific and 

medical research, there has been relatively little research on 

appropriate psychological treatment, and behavioral and social 

rehabilitation of persons with schizophrenia. While it may not seem 

as intellectually exciting as genetic or brain studies, its practical 

importance is probably as great. There is a difference between 

treating symptoms of illness and designing rehabilitation techniques 

to make everyday life easier and more productive. 

The psychosocial therapeutic disciplines are effective with 

the negative or passive deficit area because they engage the client 

in experiences that stimulate growth, insight, or behavioral change 

in areas of affective expression, perceptual-motor behavior, 

interpersonal communication, and social interaction. The activity-



based therapies enable patients to examine, relearn, and practice 

new behavior and thinking patterns. They complement medication by 

treating symptoms that medications do not reach (Smeltekop, 1990). 
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The use of music with the treatment of mental illness has 

been documented since the origins of man. The ancient Greeks 

recognized the powerful interrelationships between mind and body, 

and they also knew that rhythmic education and rhythmic movement 

were capable of influencing the inner life of man and developing the 

sense of identity. The primary function of rhythm in any organism is 

to integrate and give order to its various parts and systems. Even 

though we may not be consciously aware of it, rhythms guide and 

direct our lives. Physical and mental states change with the 

seasonal swing of the earth and the sun, with the tides, and with 

circadian rhythm--the day-night cycle. Most of the internal cellular 

systems operate in rhythmic relationship, and our sense of well

being is intimately entwined with our sense of rhythmic pulse. The 

brain and body organize these mental, emotional, and physical 

rhythms into non-verbal somatic behaviors which indicate the 

individual's conscious and unconscious thoughts. No two individuals 

react in quite the same way. 

Sensory integration can be defined as the process by which all 

sensory data gets organized in the brain, mostly without one's 

awareness, in order to make it possible to respond appropriately and 



adaptively. It deals with the processing of information received by 

the senses, which includes the vestibular (balance), proprioceptive 

(subjective awareness of body movement in space), kinesthetic 

(awareness of movement of muscles), as well as the tactile, visual, 

olfactory, and auditory senses. Burack ( 1978) suggested that 

particular postural, movement, and behavioral patterns in clients 

with chronic schizophrenia indicate that sensory integrative 

dysfunction may be involved in the etiology of this illness. 
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Movement is the basis of awareness. Most of what goes on 

within us remains hidden from us until it reaches the muscles. We 

are not aware of what is happening in our central nervous system 

until we become aware of changes that have taken place in our 

stance, stability, and attitude. Rhythm is a major component and 

primary organizing factor of these behaviors. Movement demands an 

active involvement of the individual and integrates visual 

experiences, the sense of space and gravity, and the conscious 

awareness of body position. This sense of position in space is the 

basis for self-awareness. It seems reasonable that an emphasis on 

the development of a body ego and a sense of self is essential before 

any other rehabilitation can be effective. Numerous approaches to 

the study of movement have been made which include dance therapy, 

sensory integration studies within the occupational therapy 

discipline, bioenergetics, kinesiology, the study of personality, and 



9 

sports. Few music therapists have studied the physiological and 

psychological responses of movement to music. Thaut (1985) states 

that "reports on the specific therapeutic values of rhythmic 

materials are rare", and Staum ( 1 981) observed that movement is 

"an overlooked parameter of human nonverbal behavior." 

Non-verbal techniques have the potential for developing 

qualities which are lacking in the persons suffering from 

schizophrenia: a defined sense of body image and self-identity, an 

increased awareness of mood, and improved social interaction. 

Grinspoon & Bakalar ( 1994) stated that clients with schizophrenia 

need support for their shaky self-esteem, techniques for handling 

stress, encouragement and support for successes, general strategies 

for solving problems, aid in organizing their life, and practical 

advice. The attainment of rhythmic competency and comfort with 

movement is the basis for the development of many of these life 

skills. The development of these skills require repeated practice 

over a long period of time for the client with schizophrenia. 

There are yet many avenues to be explored in the treatment of 

the complex illness of schizophrenia. This study investigates 

whether mood, attention and concentration, gross motor skills, and 

social interaction can be stimulated in people diagnosed with 

schizophrenia through a program of rhythmic movement · to music. 



REVIEW OF THE LITERATURE 

In Abnormal Psychology, Bootzin and Acocella ( 1 988) describe 

several subgroups of schizophrenia which generally have been 

accepted. Included are: 1) the process--reactive dimension, process 

describing cases where onset is gradual, and reactive, where onset 

is sudden and apparently caused by some traumatic event; 2) the 

positive , or florid--negative, or defect dimension, positive being 

characterized by the presence of something, such as hallucinations, 

delusions, or bizarre behavior, and negative by the absence of 

something, including flat affect, withdrawal, apathy, poverty of 

speech, and attentional impairment; and 3) the paranoid-

nonparanoid dimension, the presence (paranoid) or absence 

(nonparanoid) of delusions of persecution and/or grandeur. Most 

researchers believe that schizophrenia is a group of related 

disorders, not a single disorder, but have not yet found a clear 

relationship between the positive and negative symptoms and other 

features of the disorder, such as the age at which it develops, the 

patient's condition before it develops, and the duration of the 

illness. Correlating the symptoms with underlying biology has 

proved to be difficult (Grinspoon, 1 988, A). 
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Symptoms 

Persons with schizophrenia cease to experience their mental 

processes and will as under their own control. A common 

characteristic of schizophrenic thought is the presence of 

hallucinations or delusions. Hallucinations are abnormal perceptions 

such as hearing voices, which is the most common kind, seeing 

visions, or experiencing unusual sensations in one's body. Delusions 

are defined as fixed false beliefs of which paranoia or delusions of 

persecution are probably the most common. The individuals with 

schizophrenia may insist that thoughts are being put into their 

minds by some alien force, or that voices tell them what to do. 

Occasionally it is difficult for the diagnostician to distinguish 

between what is delusional and what is real (Andreasen, 1984; 

Oxford, 1 987; Restak, 1988). 

While schizophrenia is considered to be a disturbance 

primarily of thought, it often involves disturbances of mood, 

perception, motor behavior, and social relationships as well. Unlike 

the mood disorders which have wide fluctuations of depression or 

elation, the person with schizophrenia tends to have reduced 

emotional responsiveness, known as "blunted" or "flat affect", or 

displays inappropriate affect, i.e., emotional responses totally 

unsuitable to the immediate context. The afflicted persons show 

little emotion, their faces remain expressionless, and their voices 



are monotonous. Persons with schizophrenia sometimes show 

frenetically high levels of motor activity, but the opposite, marked 

inactivity, is much more common (Grinspoon, 1992, D). 
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Individuals with schizophrenia do poorly on perceptual tests 

such as size estimation, time estimation, and proprioceptive 

discrimination, that is, discrimination of movement and orientation 

of their bodies in space. In neuropsychological tests in which the 

response time determines success, clients with schizophrenia make 

poor use of cues, are easily confused by irrelevant information, and 

fail to redirect attention at appropriate times. Their distractibility 

produces overstimulation and often results in cognitive confusion. 

They also perform poorly on tests for attention, pattern recognition, 

and short term memory (Grinspoon, 1 988, A). 

Another striking feature about persons with schizophrenia is 

their peculiar use of language which is marked by odd associations 

and rapid changes of subject. Language as an expression of thought 

presents a primary clue to thought processes. It is not known what 

mental processes cause the confusion in speech, but it is likely that 

the problem lies in the way the mind handles associations. People 

usually make many mental associations before speaking and then 

select the most relevant ones. In the schizophrenic mind, this 

selection process apparently breaks down and results in speech 

filled with vague and illogical associations which sometimes are so 
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severe that the patients make no sense at all when they speak. This 

is sometimes called "word salad" because nothing is related to 

anything else (Bootzin, 1988). 

A number of experts believe that the basis of schizophrenia 

has to do with attention. A breakdown of the ability to use selective 

attention, which most people exercise without thinking about it, 

results in their consciousness being flooded with an 

undifferentiated mass of sensory data. There is evidence to suggest 

that persons with schizophrenia have difficulty processing incoming 

information, both auditory and visual (Oxford, 1987). George & 

Neufeld (1985) stated that information processing possibly limits 

their ability to concentrate on a task. Bootzin ( 1 988) suggested that 

it is possible that some of the strange behaviors are developed as a 

defense against sensory overload. 

An early sign of schizophrenia is emotional detachment which 

is shown by a lack of attention to, or interest in, what is going on in 

the external world. As the individuals with schizophrenia lose their 

interest and capacity to respond em(?tionally to other people, they 

become increasingly more apathetic, eccentric, and isolated. The 

lack of interpersonal interactions and general social withdrawal is 

particularly marked in the person with chronic schizophrenic. This 

social withdrawal parallels a marked inactivity which is shown by 

lack of interest or drive to engage in normal goal-directed 



activities, such as putting on clothes properly (Andreason, 1 988; 

Bootzin, 1 988). 
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The schizophrenic symptoms usually become obvious beginning 

in late adolescence, between the ages of 1 5 and 2 5, a period when 

the frontal lobes of the brain are rapidly maturing. Researchers 

studying the childhood of patients with schizophrenia have theorized 

that the brain defects which cause the symptoms such as attention, 

coordination, and emotional responses undoubtedly develop earlier in 

life . Some major signs such as clumsiness, emotional aloofness, and 

lack of eye contact have been observed from looking at old home 

movies taken of persons with schizophrenia as early as the age of 

one or two. Males may be more susceptible to this disorder of brain 

development than females. Although the number of clients with 

schizophrenia is about the same for both sexes, the symptoms of 

men are worse, begin earlier in life ( the sex ratio is at least two to 

one before the age of 25), and respond less well to treatment 

(Grinspoon, 1992, D). 

Research 

There has been exciting research using brain imaging in 

genetic, biochemical, and neuropsychological studies which has 

increased knowledge about the causes of schizophrenia. The 

increasing sophistication of the imaging technology has permitted 

the study of many brain functions which were inaccessible a few 
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years ago. 

The widely used CAT scan ( computer-assisted tomography) 

was one of the earliest to produce pictures of brain structure. The 

newer MRI (magnetic resonance imaging) machine produces images 

of extremely fine detail by giving different signals for different 

tissues in the body depending on the mixture of elements they 

contain. These two procedures give a "static" image of the brain and 

are used to look for abnormalities in brain structure (Andreasen, 

1 9 84). The PET scan (positron emission tomography) and SPECT 

( single-photon emission computerized tomography) track blood flow 

through the injection of radioactive glucose, the body's fuel. The 

more active a part of the brain is, the more glucose it uses. The 

SQUID (superconducting quantum interference device) senses tiny 

changes in magnetic fields which indicate neural activity (Mapping, 

1992). 

In many persons with schizophrenia, PET and SPECT scans 

show a low rate of blood flow and glucose metabolism in the frontal 

lobes of the cerebral cortex, the area which governs much planning, 

abstract thinking, and social judgment (Grinspoon, 1 988, B). 

Researchers using SPECT have found changes in blood flow that 

occur in the brains of patients with schizophrenia when they hear 

hallucinatory voices. The blood flow increased most in Broca's area, 

the region of the left frontal lobe where the brain's speech 
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mechanism is usually located. The researchers believe that 

something prevents persons with schizophrenia from monitoring the 

source of inner speech and realizing that it is an expression of their 

own thoughts (Grinspoon & Bakalar, 1 994 ). Even with the best 

methods, interpretation of the various tests can be difficult because 

so many variables are involved. Different rates of regional blood 

flow and glucose metabolism are found in men and women, left 

handed and right handed people, the old and the young. Brain activity 

is also affected by any sensory stimulus or body movement, and even 

by anticipated stimuli, planned movements, or wandering thoughts 

(Grinspoon, 1992, C). 

Imaging technology has not uncovered any feature that reliably 

identifies the schizophrenic brain, but some statistically 

significant abnormalities have become clear. Many brains of people 

with schizophrenia show evidence of enlargement of the fluid-filled 

cavities known as ventricles, and it appears that men have more 

clearly enlarged ventricles than women. When brain cells are 

damaged or die, the substance of the brain grows smaller and the 

ventricles enlarge to fill the empty space within the skull 

(Andreasen, 1988; Grinspoon, 1988, B). 

It has been reported that patients with schizophrenia may also 

suffer from changes in the tissue of the cerebral cortex, the 

overlying region of the brain that governs higher mental functions. 



These changes are inferred from enlarged sulci or grooves in the 

surface of the cortex which suggests shrinkage or atrophy. The 

significance of this is uncertain yet (Grinspoon, 1992, D). 
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Recently researchers at the University of California at Irvine 

found, in a post-mortem study of some persons with schizophrenia, 

that most of the neural cells that should have migrated during the 

trimester of pregnancy to higher brain regions, the hippocampus and 

neocortex, never left the lower brain areas such as the white matter 

of the temporal and frontal lobes. In 1992, the New England Journal 

of Medicine published a major study which found that the jumbled 

and disordered thinking of schizophrenia was associated with brain

size reductions of up to 1 9% in regions of the temporal lobe which 

are crucial to speech and language. The more disordered the 

thinking, the smaller the regions (Hurley, 1993). 

The frontal lobes are the largest and most impressive part of 

the brain . It appears that this area may be an important coordinator 

of emotion, volition, judgment, and creativity. Andreasen (1 988) 

noted that damage to the frontal system is consistent with the 

symptoms noted in schizophrenia. Damasio (1994) states 

unequivocally that damage to the frontal lobes not only produces 

impairment in movement, emotion, and attentiveness, but also 

causes a suspension of thought processes and actions so that reason 

is curtailed. 



18 

Deep inside the brain encircling the brain stem is a group of 

structures generally concerned with the emotional aspects of 

behavior related to survival of the organism, the limbic system. The 

limbic system is a complex linked set of structures in the forebrain, 

which includes the hippocampus, amygdala, and hypothalamus, that 

governs important aspects of emotion and memory and perhaps 

aspects of attention (Grinspoon, 1 992, D). Although behavior is a 

function of the entire nervous system, the limbic system controls 

most of its involuntary aspects. It is sometimes called the 

"visceral" or "emotional" brain (Tortora, 1990, p. 401 ). The 

components and connections of the limbic system contain most of 

the elements that define individual personality, cognitive style, and 

patterns of behavior (Andreasen, 1 988 ). 

On either side of these midline structures, is another set of 

structures, the basal ganglia, which are considered to be modulators 

of movement and integrators of sensory information. Some 

neuroscientists believe that the study of the basal ganglia may 

improve the understanding of schizophrenia. The assumption that 

schizophrenia is a group of different types of diseases has led 

researchers to explore whether different symptoms might have 

different physical causes. For example, an abnormality in the limbic 

system might produce persecutory delusions while more diffuse 

brain damage might result in the loss of interest in the 



surroundings, a behavior quite similar to dementia (Andreasen, 

1988). 
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Much of the work in neuroscience during the past decades has 

been devoted to exploring how nerve cells carry messages, and how 

they communicate at the synapse, or junction, between cells. 

Different portions of the brain use different kinds of 

neurotransmitters, or chemical messengers, at the nerve terminal, 

and they can carry different types of messages. Dopamine is the 

primary neurotransmitter for both the basal ganglia and the limbic 

system. Post mortem researchers have found an increased number of 

dopamine receptors in the basal ganglia and the limbic system in 

persons with schizophrenia. Andreason ( 1 988) felt that in the 

brains of individuals with schizophrenia the larger number ·of 

receptors on the neurons programmed to receive messages must 

indicate an oversensitivity or a disrupted pattern of activity. As 

new drugs have been developed, the therapeutic potency of the 

antipsychotic drugs has depended upon their capacity to inhibit 

dopamine. A complication is that at least five different types of 

dopamine receptors have been identified in the last few years. Each 

probably has a different function, and they undoubtedly influence one 

another in intricate ways (Grinspoon, 1 992, C). 

Genetic factors 

It is generally accepted that schizophrenia is, at least in part, 
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transmitted genetically. It has been shown that the disorder runs in 

biological families, and that offspring of parents with schizophrenia 

have a high risk of developing the illness even if they are adopted by 

other people (Grinspoon, 1992, D; Oxford, 1987). A recent study at 

Copenhagen University reported that 1 6% of the children of mothers 

with schizophrenia grow up to be schizophrenic, compared to just 

1 .9% of the children of mothers with no schizophrenia. The number of 

genes involved and their precise effects are uncertain. An important 

problem is that not everyone who carries a relevant gene is 

vulnerable to schizophrenia or will show signs of the disorder, since 

the gene's effects probably depend on its interactions with other 

genes as well as the environment (Grinspoon, 1992, D; Oxford, 1987). 

A recent study in the British journal Nature reported that repeated 

segments of the gene that codes for the dopamine receptor was 

present on the surface of brain cells, supporting the belief of some 

leading researchers that genetic mutation may be the cause of 

schizophrenia by preventing brain cells from properly absorbing 

dopamine (Hurley, 1994 ). 

Other studies show higher rates of schizophrenia occurring in 

offspring whose birth was marked by obstetric complications, and in 

those born to mothers who caught the flu during the fifth month of 

pregnancy. Some environmental causes have been linked to 

schizophrenia. A 1 4 year-old study in Sweden has shown that people 
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who had grown up in cities were 65% more likely to develop 

schizophrenia than those raised in rural areas. Worldwide, the 

disease appears to be far more common in westernized countries 

than in Third World countries. Historically, some researchers 

believe that schizophrenia has become increasingly prevalent in the 

past 200 years, with the rise of urbanization (Hurley, 1994). 

Drugs 

An increased understanding of the neural mechanisms involved 

in schizophrenia has come from discoveries of the way drugs work in 

treatment. The common way of treating schizophrenia has been the 

use of antipsychotics, or neuroleptics, meaning nerve modulators. 

Since the mid-1 9 SO's, chlorpromazine (Thorazine) has been known as 

a primary antischizophrenic drug. It has powerful calming effects 

on agitated psychotic patients and seems to eradicate or markedly 

diminish the hallucinations and delusional thoughts that occur so 

frequently in schizophrenia. Chlorpromazine sometimes produces 

side effects such as drowsiness or diminution in alertness, rigidity, 

tremors, a shuffling gait, and immobility of facial expression. 

After the discovery of chlorpromazine, many other neuroleptics 

were developed such as Mellaril, Stelazine, Navane, Prolixin, and 

Haldol which differ primarily in their side effects (Grinspoon, 1992, 

D). 

Wallis and Willwerth ( 1992) observed that fewer than half of 
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the people with schizophrenia in America respond favorably to the 

standard drug treatment. One of the most serious problems in the 

treatment of schizophrenia is the failure of the patients to take the 

prescribed drugs, largely because of the unpleasant side effects, 

and, as a result, many return to the hospital. The failure of many 

persons with schizophrenia to take the prescribed drugs often leads 

to desperate attempts to medicate themselves, and many become 

chronic abusers of drugs and alcohol. It has recently been reported 

that the principal psychoactive component of marijuana apparently 

negates or slows the effectiveness of antipsychotic medication 

thereby increasing the chance of relapse for persons with 

schizophrenia. The researchers speculated that it leaves the person 

undermedicated although there is also no doubt that environmental 

stressors can also precipitate a relapse (Menninger, 1 994 ). On the 

basis of many studies, Wyatt ( 1 991 ) suggested that repeated or 

prolonged psychotic episodes gradually make the underlying 

schizophrenic disorder worse. After each episode the patient is 

more socially isolated and demoralized, and recovery becomes more 

difficult and usually takes longer. 

A new treatment, which has shown a great deal of promise is 

clozapine ( Clozaril), an antipsychotic drug which the FDA approved 

in 1 9 8 9 for patients with schizophrenia for whom all other 

treatments have failed. Clozapine seldom causes akathisia, or 
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restless pacing and agitation, that plagues patients taking the 

standard antipsychotic drugs. Even more important, clozapine rarely 

produces the most serious and common long-term side effect of 

antipsychotic drug treatment--tardive dyskinesia, a chronic 

syndrome of tremors, tics, and spasms in various parts of the body. 

Even though there are many positive aspects of the drug, it is mainly 

used as a last resort, because 1 to 2% of the users develop 

agranulocytosis, a potentially deadly disorder in which the bone 

marrow loses its capacity to produce white blood cells for the 

immune system. Because the problem develops quickly, the blood of 

everyone who takes clozapine has to be monitored weekly. If the 

white cell count is dangerously low, the drug is withdrawn. 

Clozapine also has many less serious side effects: drowsiness, 

drooling, constipation, weight gain, tachycardia (increased heart 

rate), and occasionally dizziness, or even seizures. None of these 

effects are deadly or irreversible. According to Ube II ( 1 9 9 3) the 

drug currently costs $7000 to $9000 a year, including blood tests, 

which makes it out of reach for most of the people it might help. 

Wallis & Willwerth ( 1992) stated that of the 20,000 American 

people with schizophrenia who did not respond well to Thorazine and 

were given clozapine, more than half have shown significant 

improvement. Scientists see clozapine as a clue to other drugs 

which will lead to a better understanding of schizophrenia. 



Currently two drugs which are chemically related but which do not 

produce the blood problem are being evaluated: risperidone and 

remoxipride (Ubell, 1993 ). 

Other therapeutic approaches 
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In a lecture for mental health professionals ( 1 /21 /94 ), Lehman 

discussed the current treatment for persons with schizophrenia. He 

stated that neuroleptic drugs produce improvement in about 7 5% of 

patients with schizophrenia, but not all symptoms respond favorably 

to the medication. Some of the symptoms that were likely not to 

improve were apathy, slowness, disinterest in activities, depressed 

mood 1 and anxiety. He stated emphatically that no single discipline 

or therapy has all the answers to problems of healing, and a 

carefully planned combination of treatments is the most desirable. 

King ( 1 9 8 3) observed that patients with different subtypes of 

schizophrenia respond differently to various types of treatment. 

Patients experience the disease of schizophrenia individually and 

uniquely. The result is that patients with the same diagnosis 

display many levels of functioning in a variety of areas. 

Drugs are extremely important, but there is a definite need to 

investigate additional approaches or therapies to treat the varied 

symptoms of schizophrenia. Fortunately, the line between the 

"purely physical" and the "emotional" is dissolving, and a more 

holistic concept of a human being with complex interrelationships 



between the body and mind is emerging. Some of the opinions and 

therapeutic approaches which at one time were considered to be 

subjective or intuitive are now being verified and supported with 

the advance of scientific knowledge. 
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Music and medicine have been closely allied since the 

beginning of recorded time. Each historical period has had its own 

special emphasis using medicine men/women, shamen, and rituals 

which linked music to trance and/ or dance to produce healing. The 

Greeks may have been the first to interpret the nature of health and 

disease in terms of a loss of natural order and balance, rather than 

magic and religion. During the Renaissance, a more intensive study 

of human anatomy, physiology, and cause-and effect relationships 

produced accounts of the effect of music on the body's physiological 

functions. Although the close alliance between music · and medicine 

seemed to dissolve somewhat as science proposed that the mind and 

body be studied separately, there remained enough interest and 

research in the use of music in medicine to provide a necessary link 

into the Twentieth Century. With the "return" of ancient Greek 

theories and ideals of harmony, order, and balance, music and 

medicine again became more closely allied (Weldin, 1 991 ). 

Dalcroze (1921 ), an influential Swiss educator, based his 

experiments and the development of his system on the early Greek 

concepts, and realized that the study of movement must be added to 
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music and rhythm to develop a deep understanding of music. To the 

elements of time and energy, which all musical rhythm needs, 

Dalcroze added a third element--space. He developed a system of 

rhythmic education called Eurhythmics, or good rhythm, which was 

based upon "I experience," rather than "I know." By this, he 

acknowledged the body as man's first instrument of self-expression. 

His exercises which develop the auditory faculties and appropriate 

muscular responses, also demand that the body and brain work 

together at all times to develop mental control, concentration, and 

the coordination of mind and body. 

Lowen ( 1 9 7 5) submitted the concept of bioenergetics which 

rests on the proposition that each person is his body. He stated that 

emotions are bodily events: they are literally movements or motions 

within the body that generally result in some outward action. He 

asserted that information does not become knowledge unless it has 

relevance to experience--and experience is a bodily phenomenon. 

The self cannot be separated from the body, and self-awareness 

cannot be separated from body awareness. 

Feldenkreis ( 1977) organized the waking state of an individual 

into four components: sensation, feeling, thought, and movement. 

Any of the four components of the waking state inescapably 

influences the others. The five familiar senses, hearing, seeing, 

smelling, feeling, and taste, are the faculties by which people 
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experience and perceive the outside world. Sensation also includes 

orientation in space, the passage of time, rhythm, and the 

kinesthetic sense, or the sense that permits the experience of 

internal states by body position, weight, or movement of the 

muscles, tendons, and joints. Thinking includes all functions of 

intellect such as understanding, knowing what is sensed and felt, 

and remembering. North ( 1 9 7 5) stated that to think is to 

communicate with ourselves and others through gesture and posture. 

The opinions of Priestley ( 1 9 7 5) were quite similar but she stated 

that there are two worlds: the inner and the outer. The inner is 

often incommunicable, a world which is difficult to enter from the 

outer world where we normally speak to one another. She felt that 

music is a bridge by which we can reach this inner world. 

Movement 

Movement is a fundamental dimension of human behavior. It 

includes all temporal and spatial changes in the configurations of 

the body and its parts. The outward visible muscular patterns, 

facial expression, and voice inflection are the result of an unending 

series of impulses from the nervous system. Nonverbal 

communication or "body language" occurs through the use of weight, 

gravity, and breath, and through the display of energy and posture. 

This expressive movement is the most primitive and natural form of 

communication. Through the ear's connection with the cerebellum, 
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the vestibule detects and coordinates the movements and body 

posture, including its orientation in space. The vestibule is known 

to coordinate the sensory impulses sent to the muscles, thus 

revealing its influence on the sympathetic system. It not only 

influences the motor system, but also the vegetative system 

considered by many to be the seat of the emotions. The fundamental 

importance of the body in the development of our intellect and social 

nature and in the expression of the personality, is seen in the role 

that posture and gesture play in human social interaction. Seitz 

( 1 9 9 3) stated that consciousness is really awareness of the self 

through the body's reaction to the world around it. Bodily 

experience provides the framework for the very way we structure 

our concepts of the world. The ability to move is important to self 

value and probably more important to self-image than anything else. 

It is not possible for change to take place in the muscle system 

without a prior corresponding change in the motor cortex. Because 

of the proximity of the motor cortex and the brain structures dealing 

with thought and emotions, and the tendency of stimulation to 

diffuse in the brain tissue and spread to neighboring tissues, any 

change in the motor cortex will have a parallel effect on thinking 

and feeling. Feldenkreis ( 1977) felt that correction of movement is 

the best means of making improvements in behavior by offering 

recognizable successes in activities that promote self-esteem and 
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positive self-image. Body movement can reach unconscious 

emotional states and serve as a tool for expressing feelings. 

Samuels ( 1978) asserted that a repertoire of varied movements was 

essential to express a full range of emotions. 

The word "movement" in English refers both to internal and 

external movement. The word movement comes from the Latin word 

movere meaning "to move;" and emotion, or inner movement, comes 

from ex and movere , specifically "to move out." An emotion is an 

intense subjective mental state which often is accompanied by 

physiological changes. The sensations which a person experiences is 

dependent upon the life experiences of that individual. Researchers 

now agree that the brain and the body "talk" to one another but 

exactly how and in what specific ways is a mystery that is still 

beginning to unravel. Spintge ( 1 991) contends that there is no 

behavior without emotion. Movement behavior and thought processes 

alter biochemical states. When people move, they make a statement 

about themselves. He has noted some correlation between different 

states of emotion and blood levels of certain hormones in the 

cerebrospinal fluid. Damasio ( 1994) in his provocative book, 

Descartes' Error: Emotion, Reason, and the Human Brain, argues 

against the division of brain and body based upon his extensive 

experience in neurobiology. He states that feelings seem to depend 

on a multi-component system which cannot be dissociated from 



30 

biological regulation and shows how the absence of emotion and 

feeling can break down rationality. Pert, in an interview with 

Moyers ( 1 9 9 3), theorized that neuropeptides and their receptors are 

the biochemical correlates of emotions, and stated later ( 1 994) that 

"the chemical processes that mediate emotion occur not only within 

our brains, but ... on the very surfaces of every single cell in the body" 

(p. 186). All transactions in the central nervous system are 

electrochemical, that is, they depend on chemical changes which 

then get translated into electrical impulses. Neurochemistry isn't 

an entity all by itself but is affected by movement--every time the 

body moves there are chemical changes in the brain. There are 

extensive neural connections in the brain from those parts that 

oversee movement, equilibrium, and balance of the body to those 

parts that direct thought and emotion. The frontal cortex is the 

meeting place of the emotional and the thinking parts of our lives. 

This is also the area where abnormalities have been observed in 

many individuals with schizqphrenia (Deschenes, 1 992). 

Sensory Integration 

Sensory integration is the ability to organize sensory 

information. Its basic premise is that normal individuals take in 

sensory information derived from the environment and from 

movement of their bodies, and integrate this information to plan and 

organize behavior. Deficits in the integrating process result in 
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limitations in conceptual and motor learning (Fisher, 1 991 ). The 

theory of sensory integration was developed by Ayres in the 19 SO's 

for use with neurologically disabled children (Ayres, 1 9 7 4.). 

King ( 1 983 ), drawing on the work of Ayres, believed that many 

of the deficits found in patients with schizophrenia such as 

perceptual dysfunction, abnormal posture, poor body image, and 

motor planning were the result of poor sensory integration. It was 

felt that these deficits also contributed to severe emotional stress 

and a predisposition to hallucinations. Through many years of 

working with clients with schizophrenia, King ( 197 4) observed that 

many clients with chronic schizophrenia have several highly visible 

postural and movement features in common which include: 1 ) a 

pronounced head to toe "S" curve posture, 2) a shuffling-gait 

(inability to lift the feet and walk with a normal heel-toe pattern), 

3) an inability to raise the arms above the head, 4) an immobility of 

the head and shoulder girdle, 5) a tendency to hold arms and legs in a 

flexed, adducted, and internally rotated position both sitting and 

standing, and 6) a lack of normal hand function that involves the 

thumb held in adduction, atrophy of the thenar eminence, ulnar 

deviation at the wrist, and also a weakness of grip. Fisher ( 1 9 9 1 ) 

wrote that the disorders of bilateral integration and sequencing are 

specific disorders of motor planning, and the difficulty or avoidance 

in crossing the midline occurring in many persons with 
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schizophrenia may be one symptom of failure to integrate body parts 

and body sides. In a lecture for a National Association for Music 

Therapy (NAMT) convention ( 1980), King stated that one of the 

complaints of persons with schizophrenia is their need to think 

about moving. The attempt to think movement as a means of 

compensating for poor sensorimotor integration is costly in terms 

of energy expenditure. In an interview with Posthuma ( 1 983 ), King 

stated that a primary goal when working with patients with 

schizophrenia is to improve the body concept, which is one of the 

basic components of motor planning. Individuals cannot very well 

plan their motions if they don't know where there body moves, if 

they don't know how big the parts are, and how they are related to 

each other. 

A study by Reisman and Blakeney ( 1 991) demonstrated a 

relationship between involvement in the sensory integrative 

activities and improvement in psychiatric and physical status of 

patients with schizophrenia. Using the NOSIE (Honigfeld, Gillas, & 

Klett, 1973) evaluation, generalized improvement in several areas of 

behavior were noted in the patients. Hayes ( 1989) stated that 

although patients with schizophrenia and varying levels of 

functioning and symptomatology respond differently, sensory 

integration appears to have a positive impact on mood and expressed 

interest. James ( 1 9 84) supported the incorporation of sensory 
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integration within music therapy by stressing that using music as a 

structure, as a cue, and as a reinforcer are important avenues for 

developing interventions at the subcortical level. 

Music and Medicine 

The relationship between music and medicine, although firmly 

rooted in history, has emerged recently as an area of interest by 

physicians and musicians who have formed a new partnership in the 

process of healing. Research in this rapidly developing field has 

begun to investigate the effects of music on the neurovegetative 

system. "Neurovegetative" means governed by the nervous system 

and acting on inner organs and organ systems. The term "autonomic," 

i.e. independent of voluntary influence, is used more frequently, but 

"vegetative" includes the closely linked respiration. Focus has been 

placed upon the question of what part of music or what musical 

parameters are responsible for certain effects. According to 

Spintge ( 1992) rhythm might , possibly be the most powerful and 

effective parameter in music. It is likely that rhythmic movements 

guided by music can influence not only rhythmic motor responses, 

but also the neurovegetative rhythmicity. It appears that there is a 

close functional connection between the respiratory and 

cardiovascular systems and motor activities which are used for 

interaction with the outer world and to express feelings, and that a 

loss of rhythmicity is the characteristic feature of states of high 



physical or mental strain ( Koepchen, Droh, Spintge, Abel, 

Klussendorf, & Koralewski, 1 992). 

An aspect of sound that is closely related to rhythms and the 

way these rhythms affect us is entrainment. This is a phenomenon 

of sound in which the powerful rhythmic vibrations of one object 
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will cause the less powerful vibrations of another object to lock in 

step and move with the more powerful energy. Researchers have 

explored the coordination of relationship in the frequency of internal 

rhythm between the respiratory, cardiovascular, and motor systems 

and have found a close functional connection between the inner 

world of neurovegetative rhythmicity and motor activities. It is 

more than coincidence that the range of frequencies installed in a 

metronome used in practical musical training corresponds exactly to 

the frequency range of heart beats occurring between quiet rest and 

intense physical activity (Koepchen et al, 1992). 

Just as the functions of the human body can entrain each other, 

it is possible to use external rhythms to affect the internal 

mechanism of heart rate, respiration, and brain wave activity 

(Goldman, 1 992). Flatischler ( 1992) stated that whenever a musical 

rhythm meets an internal rhythmicity that is connected with 

voluntary movement, the body will immediately enter into it or 

strictly avoid joining this rhythm. If the body avoids joining the 

musical rhythm, it is probably because it is too different from the 



35 

body's internal rhythm. Scartelli ( 1991) asserted that an external 

rhythmic stimulus creates an automatic sympathetic response with 

certain areas of the brainstem. He stated that "one of the most 

important structures of the brain affected by this process is the 

hypothalamus, a key player in the limbic system," (p. 34) which 

responds to this information by producing changes in affective 

responses. Music signals are sent to the upper brain regions through 

the brain stem, reticular formation, and limbic system in a 

hypercharged manner by virtue of its rhythmic format, according to 

Scartelli ( 1992). Because this information is rhythmically 

formatted, it is processed through all levels of the brain in a unique 

manner which is different from all other auditory stimuli. 

Music can produce emotional reactions verbally and 

nonverbally. Its ability to communicate on many levels may promote 

the communication within the patient that is necessary in therapy. 

Listening is the key to that experience. Good hearing does not 

necessarily insure skilled listening, however, because listening is a 

mental process and hearing is a physical process. The amount of 

information received through the sense of hearing must be practiced 

through regular, sequential listening exercises (Darrow, 1990; 

Giddens, 1980). Deschenes (1992) stated that music appears to 

influence directly the release of our emotions that is imprinted in 

our muscles and viscera through our body expression. The first 



musical ingredient to influence the human body and emotions is 

rhythm. 

Among the definitions of rhythm in the American Heritage 

Dictionary of English Language ( 1 992) is "movement or variation 

characterized by the regular recurrence or alternation of different 

qualities or conditions." The Harvard Dictionary of Music ( 1970) 

describes rhythm as "movement in time," and motion as "movement 

in space." The movement element in rhythm becomes the organizer 

that makes the difference between order and chaos because of the 

continuous reiteration of impulses. 
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The importance of rhythm to man is demonstrated by the fact 

that no known culture or tribe has ever been satisfied with only the 

random sounds of nature. According to Sachs ( 193 7) the original 

time beater is the stamping foot to which was added the sharper 

sound made by slapping the hand on some part of the body. Besides 

stamping, only hand clapping is found among all cultures at all 

periods of history. When the music from all the cultures of the 

world are considered, it is the rhythm that stands out as the most 

fundamental factor (Giacobbe, 1 972). The ancient Greeks attached 

great importance to rhythmic movement and recognized the 

beneficial influence of a rhythmic education on both body and mind 

to help develop order in man's life. Rhythmic movement is the 

visible manifestation of this rhythmic consciousness. It is 
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interesting that these gifted people designated the rhythmic unit of 

their verses by the term "foot" (Pennington, 1925). 

Aldrich ( 1 9 8 9) asserted that synchronous rhythm and 

movement can help integrate the individual into the group, and 

moving in synchrony with others places us quite literally "in step 

with ourselves" and "in time with others." However, each person has 

a personal tempo depending on unique patterns of energy flow and 

responses to stimuli. The brain and body organize the unique mental, 

emotional, and physical rhythms into patterns of behavior that 

reveal a person's state and that offer a good indication of a person's 

health (Brewer, 1 992; Weisbrod, 1972). The personal tempos of 

individual motor responses have to be considered when using an 

external rhythm to guide movement because individuals usually 

choose their own preferred tempos to perform activities (Thaut, 

Schleiffers, & Davis, 1992). 

The literature contains numerous linkages of schizophrenia 

with stress. King ( 1983) stated that the build-up of stress 

hormones and the resulting interference with neurotransmitter 

functions may be an important mechanism producing breakdown of 

perceptual constancy in the person with schizophrenia. The brain 

stress system extends from the hindbrain and hypothalamus to 

cerebral destinations inside and outside the limbic system. When 

these functions are disordered the patients become unhappy, have 
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trouble concentrating, and become incapable of making decisions 

(Gershon & Rieder, 1992). According to Lehman (1994) stress and 

tension possibly triggers the illness of schizophrenia and certainly 

makes the symptoms worse. 

Breathing is important because it is a very basic movement 

which reflects every emotional and physical effort as well as the 

vegetative processes. In our 20th century world, the working day 

for many people involves sitting at a desk, and hard physical labor is 

now a leisure activity, called sports. Deep breathing as a result of 

physical exertion is not an experience which everyone shares. 

Kabat-Zinn discussed with Moyers ( 1993) how breathing helps focus 

on the body and reduces stress, and how the increased oxygenation 

through movement and deep breathing encourages self confidence and 

elevation of mood. There is extensive research on anxiolytic music 

in clinical practice showing evidence of · music's ability to provide 

distraction, mood elevation, and relaxation (Harvey, 1992). 

Body expression and body image are integral parts of self 

esteem and awareness. Thaut ( 1 9 9 4) has produced an excellent 

video tape, Movement Improvisation in Music Therapy, which can 

serve as a stimulus and teaching guide for using movement in 

therapy. He was careful to state that the clients should be carefully 

selected. This wise warning should be heeded because the emphasis 

in most of the video is beyond the functioning level of many patients 
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with chronic schizophrenia. Among the needs of this population are 

to develop an awareness of the body and its parts, to move from a 

state of withdrawal and apathy to an interaction with other people, 

to establish relaxation procedures for the reduction of stress, to 

discover that mood often is related to activity, and to lay the 

groundwork for pattern recognition, memory, and increased attention 

(May, Wexler, Salkin, Schoop, 1978). Wangh (1978) believed that 

disturbed individuals must be reached first of all through movement 

therapy before they can be helped with more integrated levels of 

response. In the case of persons with schizophrenia, the movements 

must be slowly and carefully presented, and then reinforced as the 

individuals try to deal with the world around them. 



METHOD 

This study was designed to investigate whether mood, 

attention and concentration, gross motor skills, and social 

interaction could be changed in people diagnosed with schizophrenia 

through a program of rhythmic movement to music. The proposal for 

the study was approved by the Human Subjects Review Committee of 

Texas Woman's University and the Research Committee of Griffin 

Memorial Hospital. The approval documents may be found in 

Appendices L, M, and N. 

Subjects 

After reading all the charts on those wards which housed 

chronic patients, a list of the patients diagnosed with chronic 

schizophrenia was compiled. Those with a schizoaffective diagnosis 

were not included. This primary list was evaluated by each of the 

treatment teams who eliminated any patients whose discharge date 

was anticipated during the time of the study. The original plan was 

to select enough subjects so that a control group design could be 

pursued, but ultimately it became evident that this population was 

not stable enough to do this. The control group of subjects was not 

used and the study was limited to the experimental group. The study 

began with six male and five female patients. One male patient 
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attended only a few times and often quietly left when he was not 

observed. It was impossible to get any accurate data on him and it 

was decided to drop him from the study. The remaining ten members 

were reliable in attendance with only an occasional absence due to 

illness. 

The range of age of clients was 28 to 5 5 years, with a mean of 

38.6 years. The length of stay of their current admission ranged 

from 2 months to 6 years, 3 months, with a mean of 2 years, 2 

months. All of the patients had from 5 to 3 6 previous admissions 

either at Griffin Memorial Hospital or at other psychiatric 

institutions. Six of the patients were taking Clozaril and had taken 

the drug long enough to be considered stabilized. The remaining four 

patients were taking other standard medications. One of these 

patients had refused the Clozaril therapy, and another patient had 

developed agranulocytosis and had been withdrawn from the 

treatment. 

The Patients' Advocate of the Hospital spoke with each of the 

subjects individually during the first session to insure their 

understanding of the proceedings before they signed the letter of 

consent for videotaping. The letter is in Appendix K. One female 

patient refused to sign the letter, and after the first week, a male 

patient decided he did not wish to be videotaped. These patients sat 

on the sideline on the days when the videocamera was used. 
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Apparatus and Materials 

The rhythmic movement sessions were scheduled in a Multi

Purpose room of the Patient Activity Center (PAC), which was about 

a 10 minute walk from the patient's living quarters. The long room 

which was used, had a sliding partition which could divide the space 

into two areas, each approximately 25 by 27 feet. Only one of these 

areas was used, but the divider was left open to permit a feeling of 

openness. Because the equipment in the room was constantly 

rearranged due to its varied use, permission was granted to place 

small pieces of masking tape on the tile floor to aid in the 

consistent placement of the chairs. Ample space for the movement 

activities was needed as well as an unobstructed view of each 

person for the videotaping. 

The videocamera, GE Model CG9808 SE, was brought into the 

room only for the sessions when it was used. It was placed on a 

stand which resulted in pictures taken from a fixed position. The 

size of the room and the spacing of the chairs necessitated the use 

of a wide angle lens to incorporate all of the movement in the 

picture. In addition each session was recorded on a cassette tape 

using a Realistic Minisette-9. 

An upright piano, a 14 inch hand drum, and a tape recorder, 

Technics Model RS-M230 with mounted speakers, were used 

throughout the study for the rhythmic stimulus. Foam balls of 



various sizes were used for the rhythmic games which encouraged 

awareness of others and socialization. 

Improvised music was used for the rhythmic stimulus during 

the major part of each session. The specific activities which used 

pre-recorded music on cassette tape include: 

1) deep breathing exercises, 

Albinoni. Adagio 
Greatest Baroque Hits. Classical 90's. CBS Records. GT 
39014. 

2) relaxation and positive affirmation, 

Halpern. Effortless Relaxation. 1984, 1988 Sound, Rx. 
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3) pre- and posttests, the clapping and walking sections in 

three different tempi (Mm = metronome tempo), 

Mm. 88 
Mm. 56 

Mm. 120 

Stop Smoking. 1984 Mind Communication, Inc. 
Enya. March of the Celts . 1986 Atlantic 
Recording Corporation. 
Glenn Miller: A Memorial 1944-1969. St. Louis 
Blues March. RCA Records. 

At least 3 2 measures of each selection were played. The 

rhythmic beat of each piece was definite and strongly emphasized. 

4) free or creative movement, 

Lawrence of Arabia. Motion Picture Classics, Vol. I. 
Boston Pops, Arthur Fiedler, Conductor. 

This selection was played in its entirety. 
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Procedure 

The rhythmic movement sessions met three times a week from 

9:00 to 9:45 A.M. for six weeks. Even though the wards had been 

given written notification of the time of the class and a list of the 

patients who were involved, it became necessary to place a 

telephone call before each session to remind the aides to escort the 

patients to the session. Arrangements had been made to have an 

assistant for some of the sessions; however, the attendance and 

punctuality of the assistant, a Recreation Therapy intern, proved to 

be irregular, and the sessions subsequently were planned without 

the help of this person. 

When the patients entered the room they signed individually 

named and dated mood sheets which had been placed on a small table 

in the corner of the room. Following this they could sit wherever 

they wished in the widely spaced chairs. At the end of the session, 

they completed a similar mood sheet. 

The sessions were divided into four sections: Breathing/ 

Relaxation, Body Awareness, Movement, and Creative/Social 

Interaction. All of the activities in each area were sequential and 

progressive in difficulty. They were structured to promote the 

experience of success and reduce the anxiety of the patients through 

numerous repetitions. An overall plan which coordinated the 

difficulty of each of the selected exercises was written prior to 



beginning the study. The daily session plans were based upon this 

overall plan to insure a consistent and logical progression of each 

exercise. Each session was evaluated immediately following the 

class, and the response and progress of the group formed the 

framework for the next plan. 
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Each session began with breathing and relaxation. Individual 

breathing patterns and specific movements of the body were 

observed. Following a brief explanation of different types of 

breathing, deep breathing was encouraged and practiced. Rhythmic 

verbalization was gradually inserted during the breathing exercise, 

followed by counting, drumming and counting, and then just 

drumming. Finally the breathing was done to the selected recorded 

music which had a slow, restful tempo of 5 6 beats a minute. 

Variations often were included, such as inhaling then exhaling 

quickly and audibly, and raising and lowering the arms with the 

breath. Toward the end of the study, after the patients had more 

experience with body awareness, progressive relaxation and positive 

affirmations were introduced during this segment. 

The body awareness exercises included movements from a 

seated position using the arms, legs, head, eyes, and torso. The 

various gestures were introduced following guidelines of 

progressive difficulty such as: 
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1. Stopped movements ( movement to a terminating point) 

before continuous movements, 

2. Movement of the upper body before the lower body, 

3. Bilateral movements before alternating movements, 

4. Symmetrical before asymmetrical movements, 

5. Single movements before sequenced movements (two or 

more movements in a row). 

No attempt was made to differentiate between the right and left 

side. When a change from one side to another was desired, the term 

"other side" was used. 

An example of a progressive body awareness exercise for the 

arms might be: bilaterally touching the shoulder (waist, head, etc.), 

followed by touching various body parts with one arm, repeating the 

gesture with the other arm, alternating the arms touching a single 

body part, then moving asymmetrically or moving each arm to a 

different position one arm at a time. If the study had continued 

longer the next step would have been to move to different points 

simultaneously. 

A similar format was used for movements of the legs and feet. 

Some of the gestures included swinging, kicking, tapping the floor 

with heel and toe, pointing toes in and out, knees together and apart, 

crossing and uncrossing legs, stomping, shuffling, and stepping 

rhythmically to the beat of the drum or keyboard. The rhythmic 



alternation of feet was preparatory to walking to an external beat 

without the concern of transfer of weight or moving in space. 
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The torso was bent forward and back and twisted from the 

waist, the shoulders were hunched and released, moved to a hugging 

position then opened and extended, the neck and head turned from 

side to side and in circles, and the eyes moved in all directions 

without moving the head. 

With all of the exercises, the movements began with visual 

imitation and then were described verbally. New gestures were 

practiced at each individual's personal tempo before rhythm was 

inserted with verbalization, drum, or piano. An attempt was made to 

express the movements stylistically on the piano through dynamic 

variation, accent, rhythmic patterns, meter, accompaniment figures, 

range, and harmonic consonance or dissonance. For example, in a 

pendulum motion using both arms which progressed from a small to 

a large swing, the music began quietly with only a few tones in the 

middle of the keyboard, and became louder and more complex with an 

expanded tonal range and an energetic swinging feeling. 

Every movement would evolve over several sessions with each 

repetition of a gesture assuming a slight variation. Even though the 

exercise was repeated, the attempt was made to insert slight 

variations to encourage attention and concentration. If the arms 

were extended at shoulder height in one session, a later repetition 



might ask for the arms to be extended up to the ears or only to hip 

level. 
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A transitional exercise changing from a seated position to 

standing was used to develop balance and coordination. This 

encouraged the awareness of the relationship between body weight, 

movement, and energy. 

The movement activities emphasized the use of space, energy, 

and balance. At the beginning, the patients re_mained in their own 

space and used their chairs for balance during weight transfers from 

leg to leg, leaning in different directions, moving backward and 

forward, and turning. The chairs were then placed in a circle to 

control the movement in space during the locomotor activities. 

When walking in a circle, the "iso principle" was occasionally used, 

meaning that the median of the walking speeds was identified and 

reinforced with improvised music on the piano. When the majority 

of people were able to respond to the tempo, it gradually changed to 

a faster or slower tempo. 

Emphasis was placed on the difference in energy and the use of 

space in different speeds. Faster tempi necessitate smaller steps 

and slower tempi demand larger, fuller gestures. Stopping and 

starting with the music and changing directions with a musical cue 

were inserted when most of the patients appeared comfortable with 

the tempo. In each situation, the addition of a new stimulus or a 
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change in the pattern were inserted at random points, thereby 

requiring attention from the patients. On several occasions a second 

hand drum was given to selected patients to investigate their ability 

to walk to their own drumbeat. 

A game attitude was encouraged when foam balls of various 

sizes were used. The ball or balls were handed or passed to another 

person in the circle rhythmically, or thrown to members of another 

team. When several balls were used it was necessary for each 

person to increase their visual awareness, attention, and physical 

reaction. These games were varied as in the walking exercises by 

changing tempi, stopping when the music stopped, and changing 

directions with a musical cue. 

Design 

To investigate whether mood, attention and concentration, 

gross motor skills, and social interaction skills could be improved in 

individuals with schizophrenia, the following null hypotheses were 

tested: 

Null Hypothesis 1 : There will be no significant difference 
between pre- and posttest personal 
walking tempos of subjects as measured with 
a metronome. 

Null Hypothesis 2: There will be no significant difference 
between pre- and posttest scores of the Beat 
Coordination Screening Test by Weikart. 



Null Hypothesis 3: There will be no significant difference 
between pre- and posttest scores in the use 
of personal tempo in the Beat Coordination 
Screening Test. 

Null Hypothesis 4: There will be no significant difference 
between pre- and posttest scores of the 
Positive Factors of the Nurses Observation 
Scale of Inpatient Evaluation (NOSIE-3O) 
completed by nurses on each patient's ward. 

Null Hypothesis 5: There will be no significant difference 
between pre- and posttest scores of the 
Negative Factors of the Nurses Observation 
Scale of Inpatient Evaluation (NOSIE-30) 
completed by nurses on each patient's ward. 
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Null Hypothesis 6: There will be no significant difference 
between pre- and posttest scores of mood as 
measured by self assessment on a V_isual 
Analog Scale. 

Null Hypothesis 7: There will be no significant difference in 
attention and concentration shown in 
movement activities evaluated after each 
session. 

Null Hypothesis 8: There will be no significant difference in 
the use of the body and motor skills as 
indicated by an analysis of the videotapes. 

The data were gathered by the following methods: 

1) The evaluations of the personal walking tempos of the 

patients were made at the beginning and at the end of the study 

using a Seiko DM-20 digital metronome. The procedure of collecting 
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these data was changed after it appeared that the patients were 

"performing" for the observers. When asked to walk at their "normal 

speed" the pace seemed quite fast and deliberate. As a result, the 

walking speed of each patient was recorded when the subjects were 

not aware that they were being observed, such as when walking to 

lunch or to the Patient Activity Center. These data helped provide a 

basis for selecting the tempi of many of the exercises. 

2) The Beat Coordination Screening Test developed by 

Weikart (1989), was individually administered to each patient. It is 

a follow-the-leader test designed to predict an individual's beat 

competency ( the ability to walk to a steady beat), and to assess an 

individual's beat coordination skill level. According to Weikart, the 

test has been given to hundreds of individuals ranging in age from 7 

to 70, and predicts with 95% accuracy a person's ability to walk to 

the steady beat of a musical selection. Administered without music, 

it involves a series of movements which are: (a) patting thighs with 

both hands, (b) patting with alternating hands, (c) patting both 

thighs and clapping hands once, ( d) snap fingers once with the arms 

spread sideward, e) patting once, clapping once, spreading arms 

sideward and snapping fingers once, and clapping once again. 

3) The music therapists at San Antonio Hospital have added 

several specific observations to the Beat Screening Test by Weikart 

which help in psychiatric evaluations. These include recording the 



specific number of beats to which a subject responds with an 

accurate gesture, and noting when a patient follows their personal 

tempo rather than the external beat. This researcher used these 

refinements. 
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Each pattern was done 8 times without verbalizing or stopping. 

The flashing light of a Wittner QM 2 Taktell metronome, seen only by 

the investigator, helped her maintain a consistent tempo at Mm 60. 

The scores were recorded immediately following each evaluation, 

but also were unobtrusively recorded during the evaluation using a 

hidden microphone and a Realistic micro-2 7 cassette to insure 

accuracy. 

4) The Nurses Observation Scale of Inpatient Evaluation, or 

NOSIE-30, (Honigfeld, 1 966) is a "treatment-sensitive" ward 

behavior scale which was completed for each patient by two people 

who were able to observe the patients for three continuous days. 

These evaluations were done before the rhythmic movement sessions 

began and upon completion of the study. The NOSIE has been used by 

numerous occupational therapists using sensory integration therapy 

when working with patients with schizophrenia. The evaluation is 

divided into Positive and Negative Factors. The Positive Factors 

include social competency, social interest, and personal neatness. 

5) The Negative Factors of the NOSIE-30 include 

irritability, manifest psychosis, and retardation. 
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6) A self-evaluation of mood using a Visual Analog Scale 

was completed by each patient at the beginning and at the end of 

each session. The patients indicated their mood "at the moment" by 

placing a vertical mark across a horizontal line of 1 0 centimeters. 

Simple caricatures of a happy and a sad face were on opposite sides 

of the line. 

7) An evaluation of attention and concentration, shown by 

the degree of participation, was recorded daily for each individual. 

Scores from O to 3, (no participation to fuU participation), were 

given in each of the four areas of concentration: breathing/ 

relaxation, body awareness, movement, and free/creative movement. 

The scores of each individual were totaled daily, and the mean of the 

total group score was used for the evaluation. 

8) The first and the last sessions were used for the pre-

and posttests on the videotape. The same progression of movements, 

procedures, and music were used. These videos were viewed and 

analyzed using Planned Activity Check ( a time sampling strategy) by 

the researcher and the Clinical Director of Internships in Music 

Therapy at Griffin Memorial Hospital. The sessions were videotaped 

once a week throughout the study and occasionally revealed 

movements and changes that were not apparent in the pre- and 

posttest tapes. 

9) A daily log was kept by the investigator which included 
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anecdotal narrative about each patient, but unfortunately this was 

lost due to a major breakdown of the computer which was being 

used. However, much of this information was reconstructed by using 

notes written on other data sources and listening to the tapes of the 

sessions. 

Copies of the tests and evaluations may be found in Appendices 

A through F. Information concerning the evaluation and scoring of 

the NOSIE may be found in Appendices G, H, I, and J. 



RESULTS 

Data were compiled from six different evaluations: walking 

tempo, the Beat Coordination Screening Test, the NOSIE, the self 

evaluation of mood, attention and concentration evaluations, and the 

videocamera. The results of the data are shown in Table 1. 

The data were collected on the walking tempo partially to 

provide a basis for the exercises, but also to investigate whether an 

increased awareness of synchrony, or moving together, would alter 

the walking speed of the patients. 

The Duggan adaptation (San Antonio Hospital) of the Beat 

Coordination Screening Test permitted a detailed evaluation of 

participation of the patients. The number of beats in which a 

patient accurately produced the gesture was recorded as well as the 

use of personal or external rhythm. Each score was totaled and the 

mean scores of the group were used for comparison. The comparison 

of personal rhythm followed a similar procedure. These scores were 

derived by counting the number of patterns in which a person 

followed a personal tempo rather than the external tempo. 

The scoring key by the author of the NOSIE-30 was used. This 

test was created to permit comparisons on a national level, but the 

norms included only male patients with schizophrenia and therefore 

were not applicable in this study. 
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Each person completed a mood check before and after the 

rhythmic movement session. The mood evaluation scores were 

calculated like the walking tempo; the mean scores of the group 

were compared at pre- and posttest points. 

It was felt that a more accurate evaluation of changes in 

attention and concentration could be made by using more scores than 

a "one-day" pre- and posttest comparison, because these data were a 

direct result of the interaction between the researcher and the 

patients. Thus, the mean scores of the first half of the study were 

compared with those of the second half. 

Table 1 

A comparison of pre- and posttest scores for walking tempi, Beat Screening Test, the 
Positive and Negative Factors of the NOSIE-30, mood, and attention and concentration 
using 1 factor ANOVA with repeated measures. 

--------- --- - - - - -------------------------------------------- -
Condition df Sum of Squares Mean Square F-Value P-Value 

Walking tempo 174.050 174.050 4.022 .0759 

Beat Coordination 1 392.000 392.000 8.253 .0207* 

Personal Rhythm 3.556 3.556 8.258 .0207* 

NOSIE 
Positive Factors 1 540.800 540.800 5.295 .0469* 

Negative Factors 1 273.800 273.800 5.623 .0418* 

Mood 4.351 4.351 11 .334 .0042* 

Attention & 
Concentration 423.200 423.200 12.670 .0061 * 

----------------------
* Significant at the . 05 level 
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The table shows that the walking tempo approached 

significance, but that the group made significant improvement from 

pre- to posttest on beat coordination, personal rhythm, and the 

positive and negative factors of the NOSIE. Very highly significant 

differences were indicated between pre- and posttest scores on 

mood, and attention and concentration. 

In Table 2 the factors which are included in the NOSIE are 

compared. The Positive and Negative Factors of the NOSIE-30 are 

each divided into three areas for evaluation. 

The Positive Factors include: 

Social Competency (COM), such as completing simple 

tasks, doing what is asked, and needing reminders; 

Social Interest (INT), such as showing interest in 

activities, friendliness, smiling and talking with 

others; 

Personal Neatness (NEA), such as personal cleanliness, 

sloppiness or neatness, and eating habits. 

The Negative Factors include: 

Irritability (IRR), or impatience, irritability, and anger; 

Manifest Psychosis (PSY), or hearing or seeing things, 

talking or smiling to oneself, giggling; 
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Retardation (RET), such as continual sitting unless 

directed to an activity, sleeping excessively, . and 

sluggishness. 

Table 2 

A comparison of pre- and posttest scores of the Positive and Negative Factors of NOSIE-
30 using 7 Factor ANOVA with repeated measures. 

--------------------------------------------------------------
Condition df Sum of Squares Mean Square F-Value P-Value 

Positive Factors 

COM 76.050 76.050 2.932 .1210 

INT 36.450 36.450 1.632 .2334 

NEA 72.200 72.200 7.002 .0266* 

Negative Factors 

IRR 125.000 125.000 7.16 .0253* 

PSY 1 11.250 11.250 1.346 .2759 

RET 26.450 26.450 2.24 .1683 

----------------------
* Significant at the .05 level 

The table indicates that there was significant improvement 1n 

Neatness and Irritability, representing both the Positive and 

Negative Factors. There was some improvement in each of the 

factors. 
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An analysis of body and motor skills shown on the videotapes 

indicated highly significant differences between pre- and posttest 

scores. Observations of the video tape were made by the researcher 

and the Clinical Director of Music Therapy Internships at Griffin 

Memorial Hospital. The reliability coefficient between observers 

was 98 .3%. Evaluations were made by Planned Activity Check, or 

counting the number of people participating in the activities at 

specific time intervals: 1) each movement (8 beats) in the imitative 

section was individually counted, 2) every 30 seconds in the 

clapping and walking, 3) and 1 minute intervals in the free/ creative 

movement. 

Table 3 

A comparison of pre- and posttest scores of the videotape analysis using 7 factor ANOVA 
with repeated measures. 

Video. 

Viewer 1 
Viewer 2 

df Sum of Squares Mean Square 

5969.602 5969.602 
4973.369 4973.369 

F-Value P-Value 

24.412 .0011* 
8.312 .0204* 

The observations of both viewers reveal that there was 

significant difference in the use of the body and motor response. 

Some patients did well when the pattern was structured, but few 

individuals demonstrated a free use of the body or creative 

movement. 



60 

These tables and graphs indicate that significant improvement 

was made in many of the behaviors and suggests that rhythmic 

movement played an important role in producing these changes. 



DISCUSSION 

This study investigated whether rhythmic movement would 

have an effect on mood, attention and concentration, gross motor 

skills, and social interaction of patients with chronic schizophrenia. 

Even though most of the patients in this study were taking Clozaril 

and noticeable changes had been observed in some of the patients, 

certain behaviors were not affected by the drugs. Many of the 

patients continued to have difficulties in important areas of 

functioning. This study showed that changes could occur in the 

person with chronic schizophrenia using rhythmic movement to 

music as a treatment. Data were gathered on walking tempo, mood, 

attention and concentration, rhythmic competency, motor skills, and 

general ward behaviors. An overall view indicates that the group 

showed an increase in concentration and attention, improvement in 

mood, greater capability in beat competency and coordination as 

well as the ability to match an external beat, and an increase in 

awareness of their bodies and how they moved. During the six weeks 

this group also improved in their g~neral ward behavior. 
\ 

The multi-faceted aspects of th~ disease of schizophrenia was 

clearly revealed while working with these patients. Each of the 

patients was quite different one from another, and their moods, 

behavior, and attentiveness varied greatly from day to day, and often 
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noticeably within the session. The researcher was unable to observe 

a pattern in the changes, or relate the variances to alterations in 

medication, schedule, occurrences on the ward, or events in their 

personal life. The unpredictability of the individual response is part 

of the problem in working with this population and should be taken 

into consideration with any evaluation. Because these individuals 

were considered as a group, their wide individual fluctuations were 

not revealed in the data. This could give a false impression of 

progress unless the unpredictability of the patients is kept in mind. 

The walking tempi provided information on the range and 

consistency of tempo for the rhythmic exercises. The initial 

evaluation with a metronome showed a wider range of speed, 69 to 

116 (M 88.4), than the posttest, 76 to 112 (M 94.3). It seems 

possible that the patients might have been influenced by the walking 

speed of the other members in the group after six weeks of 

practicing various responses in different tempi. The individual 

walking scores were accumulated over several days because of the 

necessity of gaining the information in an unobserved manner. 

The regular treatment sessions emphasized attention, 

concentration, body awareness, and movement, and therefore, any 

improvement in these areas is particularly important. Each person 

received four numerical "grades" or scores for each session in the 

areas of emphasis: breathing/relaxation, body awareness, movement, 



and free/ creative movement. The level of participation in the 

movement exercises was an indication of the attention, 

concentration, and comprehension of the patient. The scores of 

individuals ranged from no improvement or less, to excellent 

improvement. 

The regular exercises in rhythm and coordination apparently 

had an effect on the patients because they improved on the Beat 

Coordination Screening Test. In addition, the patients made 

significant improvement in their awareness of an external beat 

rather than depending upon their personal rhythm. This factor is 

particularly important with patients with schizophrenia who are 

withdrawn, because it indicates increased listening and an 

awareness of the outside world. 
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It is important to note that the individual mood scores 

generally paralled the degree of participation. Two patients, V.M. 

and J.H., were extremely sluggish, participated poorly, or were 

antagonistic during the sessions. Their average mood scores, which 

were already low, decreased even further through the study. In 

contrast, V.J. and S.N., continually increased in their participation, 

and their mean scores on the mood scale rose 1.8 and 3.66 degrees, 

respectively, on the ten-point scale. The responses of the remaining 

patients were variable and the average improvement was a little 

more than half a degree. 
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S.N. was particularly interesting because she frequently 

entered the room hallucinating, and marked her mood as low as . 3 on 

the scale. When she left her evaluation generally was 4 to 5 degrees 

higher, with the highest score being 9.9. She always appeared to be 

in a happier mood after the session, and repeatedly stated that she 

wanted the rhythmic movement sessions to continue. 

Some of the patients had difficulty following instructions for 

the mood "check-in." Even though this was explained several times, 

(i.e. to indicate their mood at the moment by marking one vertical 

line on the horizontal line between the two faces), patients made 

horizontal rather than vertical lines, numerous heavy strokes, or 

placed the mark above or off the scale--as far toward the happy or 

sad face as possible. One wonders whether this revealed a lack of 

comprehension in the directions which were given, or an inability or 

reluctance to make a personal assessment. The mean group scores 

increased through the study from 5.6 to 6.3 on a scale from O to 10. 

The Nurses Observation Scale of Inpatient Evaluation, or NOSIE, 

presented 30 questions which were answered by two nurses who 

were able to observe the patients over a period of three days. The 

pre- and posttest scores indicate that the group improved in every 

category, with Neatness and Irritability attaining significance. 

The videotape was analyzed by two observers, the researcher 

and the Clinical Director of Music Therapy Internships at the 
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hospital. A copy of the prescribed movements for the pre-posttest 

for the videotaping is included in Appendix F. There were four areas 

of evaluation: 1) imitative movements at a specific tempo without 

music, 2) clapping to music in three different tempi; 3) walking to 

music in three different tempi; and 4) free or creative movement. 

Other taping sessions revealed occasional spontaneous, creative 

movements by individuals in the group, but both pre- and posttest 

videos showed a definite lack of freedom or creative movement. 

This study primarily used an experiential non-verbal approach. 

It seems logical to treat in a nonverbal mode those patients who 

have regressed to relatively nonverbal levels. The purpose of most 

verbalization was to help make a mental association for the 

movements which were being demonstrated. Various authorities 

have suggested that a disturbance of body image and self-identity 

are important in the etiology of schizophrenia, and it has been 

established that many patients with schizophrenia are confused 

about the limits of their own bodies. King (1983) reported that one 

of the most important and basic goals is simple activation. Body 

image, or the picture of one's own body as it is formed in the mind, 

is derived ultimately from bodily sensations and is the basis of ego. 

King's comments were based on her work with more than 1 50 

individuals with chronic schizophrenia over a period of six years 

using gross motor movement. In this study, the general lack of 
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awareness in the subjects of the parts of the body and how they 

moved was far more extensive than this researcher had anticipated, 

and very little freedom of expression or willingness to explore 

movement was exhibited in these patients when the opportunity was 

given. 

While the data analysis gives one type of information, an 

evaluation of individual patients can provide an extension of the 

data. A description of several patients with their changeable 

behaviors might help form a more realistic picture. At the 

beginning of the study, a number of the patients were unable to place 

their hands on a specific part of their body (head, waist) with any 

consistency, even though the researcher was modeling the movement 

as well as verbalizing. Their hands would randomly move to 

different parts of the body. Several patients had trouble executing 

relatively simple foot gestures, such as alternating toe and heel, 

even at a slow tempo. This general lack of awareness included 

movements of the head, eyes, and torso as well. As a result, a 

greater proportion of time was spent on body awareness than was 

originally planned. Most patients were restricted in their use of 

space, and their gestures were tight and confined. 

Two of the patients made consistent progress. A female 

patient became fascinated with one particular gesture--a swinging 

movement which gradually increased in size and energy, and finally 
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involved the entire body. Her walk was usually awkward, her 

rhythmic responses were unsteady, and she hallucinated much of the 

time. She executed this gesture with energy and freedom, and her 

movements became rhythmic, fluid, and expressive. She ceased 

talking to the voices when she moved, and occasionally remarked, "I 

love this." She did not respond to other gestures as well. 

A male patient complained of many aches and pains at the 

beginning of the study, but as the sessions continued he mentioned 

them less. His constant disruptive chatter, which was difficult to 

curb with verbal requests, lessened or ceased completely when the 

drum beat or piano music began. The activity apparently demanded 

some concentration and thought, and he become quiet when he began 

to participate in the movement. He gradually used more and more of 

his body, improved in his coordination, and occasionally stated that 

he felt much better. These two patients expressed their enjoyment 

of rhythmic movement and wanted the sessions to continue longer. 

Their participation continually improved throughout the study, and 

there was a corresponding improvement in mood, attention and 

concentration, motor response, and socialization. 

In contrast, there were three patients who were generally 

unresponsive to the activities, and, for the most part, remained 

immobile, either looking blankly into space or at the leader. These 

patients needed constant prodding to participate in the activities. 
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V.M. would remain immobile for quite a period of time, and then, 

after some prodding, would execute the movement or gesture rapidly 

once or twice as if to say, "See, I can do it," and then return to the 

former unresponsive state. These short outbursts of participation 

appeared to be entirely random. S.L. would complete a movement 

several times and then stop. J.H. was quite verbal and occasionally 

would shout that she hated the class, didn't want to be there, and 

refused to participate. She also refused to be in the videotape. 

However, occasionally she was quite pleasant, would smile, and even 

attempt to follow directions. These three patients made little 

overall improvement and produced the lowest scores in mood, 

attention and concentration. Perhaps the class was not appropriate 

for them at this time . The response of the remaining patients 

appeared to be extremely variable. Some of the patients would 

participate in an exercise for awhile and then abruptly stop, or they 

might be unresponsive for a period of time and suddenly begin to 

participate. Some entire days or even part of a session might be 

productive and the following session unproductive. 

Throughout the study several interesting responses occurred 

unpredictably. During the playing of Lawrence of Arabia, S.P, who 

had been rather sedentary and unresponsive, stood up, saluted, and 

began marching around the room with the stately and dramatic 

gestures of a hero. He occasionally gestured with his arms as if to 
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"command the forces." The grandeur was unmistakable and he was in 

a complete different world. His physical response to the music was 

precise and clearly appropriate. When the music was finished, he 

returned to his seat and his sedentary state, and said nothing. The 

other pieces of music did not stimulate any response. 

It was difficult to assess whether or not the patients were 

trying to relax, breathe slowly, or listen. Raising and lowering the 

arms with the inhalation and exhalation became a visual sign, and 

helped coordinate breathing with the beat of the music. Toward the 

end of study during this relaxation time, several positive 

affirmations were included which were done with the eyes closed. 

In one affirmation which focused upon improving the self-image, the 

patients were asked to imagine that many people had supported 

them, cared for them, and liked them. They were on a stage with 

many, adoring people below and were to imagine that they expressed 

their thanks by bowing to all the people. Three patients stood up and 

slowly bowed. The kaleidoscopic complexion of the group was both 

a fascination and a frustration, and certainly precluded any 

prediction of behavior. 

There are several considerations or questions which arose 

during the study which should be mentioned. For example, the 

variations in the movements, even though slight, might . have been 

occurring too rapidly for some of the patients. Although the purpose 
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was not to learn any particular gesture or movement but to increase 

attention, there is a possibility that confusion occurred because of 

the patient's lack of body awareness and it might be more beneficial 

to introduce the variations at a slower rate over a longer period of 

time for some patients. 

The plastic chairs which were used were not desirable for 

movement because the contoured shape encouraged the patients to 

sit back and relax. Movements which necessitated leaning the body 

or moving the legs were difficult. Straight back chairs would be 

preferable in future sessions. 

The time of the sessions, 9:00 A.M., was decided after 

evaluating several schedules. However, when a number of the 

patients were observed later in the day, there appeared to be a 

higher level of responsiveness. It is possible that the drugs which 

were given in the morning had a sedating effect on the patients. In 

·any case, it would be important to carefully consider the time in the 

day when planning this type of session in any future study. 

As the study progressed it became apparent that it would be 

very helpful to have an assistant. Some patients demanded more 

individual attention than others, and needed a longer period of time 

to imitate the gestures. Obviously, the modeling of the gestures 

ceased when the researcher went to the keyboard. It would have 

been helpful for someone to continue the movement as the music 



71 

began. A male aide, who was capable and sensitive to the patients, 

participated several times when he escorted the patients to the 

class. This was very helpful because he knew the patients quite 

well, and was assertive when he encouraged them to participate. He 

apparently enjoyed the rhythmic movement himself and his 

enthusiasm helped motivate the patients. The other aides who 

escorted the patients usually sat in the lobby until the session was 

over. The difference in the responsiveness of the group was very 

obvious. 

It also would be helpful to have an assistant when the video 

camera was used. An attempt was made to make the videotaping as 

unobtrusive as possible, but there were several occasions when the 

camera should have been moved slightly to avoid one person blocking 

the view of others. During one of the sessions, a patient, on the 

pretext of putting something in the wastebasket, managed to slip 

the protective cap on the lens, which, of course, blocked the picture. 

This was not discovered until late in the session. It would be most 

desirable to have the video camera in place, whether or ,not it was 

being used, so that the patients could grow accustomed to it. The 

patients appeared to be somewhat restricted in their responses 

when they were aware of the videocamera being used. 

Additional information could have been gathered during the 

beat screening test if another person had participated in collecting 



the data. The music therapists at San Antonio Hospital included 

several more observations in the test which this researcher was 

unable to notate by herself. 
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The data in this study support continued research in the area 

of movement to music, and specifically, rhythmic movement for 

patients with chronic schizophrenia. Even though many of the 

results indicated positive improvement in those who participated, a 

cautionary attitude should be exercised concerning the long term 

impact of rhythmic movement. For permanent changes to occur, 

many more sessions extending over a longer period of time would 

seem to be necessary. However, sufficient improvement was 

indicated in this short study to suggest that additional research is 

needed, with larger sample sizes and a longer period of treatment, 

to discover whether rhythmic movement should be a part of 

continuing treatment for persons with chronic schizophrenia. 



References 

Aldrich, K. (1989). Rhythm, movement and synchrony. Journal 

of Physical Education. Recreation and Dance, 91-94. 

The American heritage dictionary of the English language (3rd 

ed.). (1992). Boston: Houghton Mifflin. 

Andreasen, N. (1984). The broken brain: The biological 

revolution in psychiatry. New York: Harper & Row. 

Apel, W. ( 1969). Harvard dictionary of music. (2nd ed., rev. 

and enlarged). Cambridge, MA: Harvard University Press. 

Ayres, A.J. ( 197 4 ). Sensory integration and learning disorders. 

Los Angeles: Western Psychological Services. 

Bootzin, R., & Acocella, J. (1988). Abnormal psychology: 

Current perspectives. New York: Random House. 

Brewer, C. (1992, Winter). Rhythms of learning. Open Ear, 

1 2-1 4. 

Burack, S. (1978). An investigation of movement and behavior 

change in chronic schizophrenics through a sensory-integrative 

dance/movement therapy program. American Journal of Dance 

Therapyi 35-39. 

Dalcroze, E. J-. (1921 ). Rhythm music and education. (rev. 

ed.). (H. F. Rubenstein, Trans.). Great Britain: The Dalcroze Society, 

Hazell Watson and Viney. 

73 



74 

Damasio, A. (1994). Descartes' error: Emotion. reason. and the 

Human Brain. New York: Grosset/Putnam. 

Darrow, A. (1990, December). The role of hearing in 

understanding music. Music Educators Journal, 4 7-50. 

Deschenes, B. ( 1992). The dynamogenic impact of music. In 

Spintge & R. Droh (Eds.), MusicMedicine (pp. 232-240). Saint Louis: 

MMB Music. 

Feldenkreis, M. ( 1977). Awareness through movement. San 

Francisco: HarperCollins. 

Fisher, A., Murray, E., & Bundy, A. ( 1991). Sensory integration: 

Theory and practice. Philadelphia: F.A. Davis. 

Flatischler, R. (1992). The influence of musical rhythmicity 

in internal rhythmical events. In R. Spintge & R. Droh (Eds.), 

MusicMedicine (pp. 241-248). Saint Louis: MMB Music. 

George, L., & Neufeld, R~W.J. (1985). Cognition and 

symptomatology in schizophrenia. Schizophrenia Bulletin. 1 1 , 

264-285. 

Gershon, E., & Rieder, R. (1992). Major disorders of mind and 

brain. Scientific American. 267 (3), 127-133. 

Giacobbe, G. (1972, April). Rhythm builds order in brain

damaged children. Music Educators Journal, 27-29. 

Giddens, M. ( 1 980). Dalcroze Eurhythmics in the Field of Music 

Therapy. American Dalcroze Journal. 5, 4-6. 



75 

Goldman, J. ( 1 992). Sonic entrainment. In R. Spintge & R. Droh 

(Eds.), MusicMedicine (pp. 194-208). Saint Louis: MMB Music. 

Gorman, P. (1985). Sensory integration and the treatment of 

chronic schizophrenia. Occupational Therapy Forum. 1, pp. 19-20. 

Gregory, R. (Ed.). (1987). Oxford companion to the mind. 

Oxford: Oxford University Press. 

Grinspoon, L. (Ed.) (1988) (A). Schizophrenia and the brain-

Part 1. Harvard Medical School Mental Health Letter. 4 (12). pp. 1-3. 

Grinspoon, L. (Ed.) ( 1 988) (B). Schizophrenia and the brain-

Part 1 1. Harvard Medical School Mental Health Letter. 5 ( 1 ). pp. 1 -3. 

Grinspoon, L. (Ed.) (1992) (C). Schizophrenia: The present state 

of understanding, Part I. Harvard Mental Health Letter. 8 (II), 1 -4. 

Grinspoon, L. (Ed.) (1992) (D). Schizophrenia: The present state 

of understanding, Part II. Harvard Mental Health Letter. 8(1 2), 1 -5. 

Grinspoon, L., & Bakalar, J. ( 1994 ). Schizophrenia. The 

Harvard Medical School Mental Health Review: A special report. 3. 

Hayes, R. ( 1989). Occupational therapy in the treatment of 

schizophrenia. Occupational Therapy in Mental Health. 9(3 ), 51-68. 

Harvey, A. ( 1992). On developing a program in musicmedicine: 

A neurophysiological basis for music as therapy. In R. Spintge & R. 

Droh (Eds.), MusicMedicine (pp. 71-79). Saint Louis: MMB Music. 



76 

Honigfeld, G., Gillas, R., & Klett, C.J. (1973). Nurses 

observation scale for inpatient evaluation (NOSIE-30). Crownsville, 

Maryland: Research Department, Crownsville Hospital Center. 

Hurley, D. ( 1994, June/ July). Imminent danger. Psychology 

Today, pp. 54-57, 60,62,64,66,68. 

James, M. ( 1 984 ). Sensory integration: A theory for therapy 

and research. Journal of Music Therapy, XXl(2), 79-88. 

King, L.J. ( 1 9 7 4). A sensory-integrative approach to 

schizophrenia, The American Journal of Occupational Therapy, 28, 

529-536. 

King, L.J. ( 1980, March). Sensory integration. Paper presented 

at the Southwestern Regional Conference of National Association for 

Music Therapy, San Antonio, TX. 

King, L.J. ( 1983 ). Occupational therapy and neuropsychiatry. 

Occupational therapy in mental health, 3 ( 1 ), 1-1 4. 

Koepchen, H.P., Droh, R., Spintge, R., Abel, H. -H., KIUssendorf, 

D., Koralewski, E. ( 1992). Physiological rhythmicity and music in 

medicine. In R. Spintge & R. Droh (Eds.), MusicMedicine (pp. 39-70). 

Saint Louis: MMB Music. 

Lehman, A. ( 1 994, January). Current treatment for persons 

with schizophrenia. Seminar for Oklahoma Department of Mental 

Health and Substance Abuse Services. Norman, OK. 



May, P., Wexler, M., Salkin, J., Schaap, T. (1978). Nonverbal 

techniques in the re-establishment of body image and self

identity--a report. In M. Costonis (Ed.), Therapy in motion 

(pp. 135-152). Urbana, IL: University of Illinois Press. 

McGuire, P.K., Shah, G., & Murray, R. (1994, August). Locating 

the voices. Harvard Mental Health Letter, II, 7, 5-6. 

77 

Meltzer, H. ( 1993, August). Clozapine: A major advance in the 

treatment of schizophrenia. Harvard Mental Health Letter. 1 0(2 ), 

pp. 4-6. 

The Menninger Letter, 2(7). ( 1 994, July). pp. 1-2. 

Mapping the Brain. ( 1992, April). Newsweek. pp. 66-70. 

North, M. (1975). Personality assessment through movement. 

Boston: PLAYS, INC. 

Pennington, J. (1925). The importance of being rhythmic. New 

York: G.P. Putnam's Sons. 

Pert, C. (1993). The chemical communicators. In Moyers, 8., 

Healing and the mind. (pp. 177-193). New York: Doubleday. 

Pert, C. ( 1 994, April). Shelter your health from emotional 

stress. Prevention, pp. 72-80. 

Posthuma, 8. ( 1983, Winter). Sensory integration in mental 

health: Dialogue with Lorna Jean King. Occupational Therapy in 

Mental Health, 3( 4 ), 1-10. 

Restak, R. (1988). The mind. New York: Bantam Books. 



Reisman, J., & Blakeney, A. ( 1991 ). Exploring sensory 

integrative treatment in chronic schizophrenia. Occupational 

therapy in mental health, 11 ( 1 ), 25-43. 

Sachs, C. (1937). World history of the dance. (Schonberg, B., 

Trans.). New York: Bonanza Books. 

78 

Samuels, A. ( 1978 ). Movement change through dance therapy-

a study. In M. Costonis (Ed.), Therapy in Motion (pp. 64-88). 

Urbana, IL: University of Illinois Press. 

Scartelli, J. ( 1 991 ). A rationale for subcortical involvement 

in human response to music. In C.D. Maranto (Ed.), Applications of 

Music in Medicine (pp. 29-40). Washington, D.C.: The National 

Association for Music Therapy, Inc. 

Scartelli, J. ( 1992). Music therapy and 

psychoneuroimmunology. In R. Spintge & R. Droh (Eds.), 

MusicMedicine (pp. 13 7-154 ). Saint Louis: MMB Music. 

Seitz, J. (1993, March/ April). I move ... therefore I am, 

Psychology Today, pp. 50-55. 

Smeltekop, R., & Houghton, B. (1990). Music therapy and 

psychopharmacology. In R. Unkefer (Ed.), Music Therapy in the 

Treatment of Adults with Mental Disorders (pp. 109-1 25 ). 

New York: Schirmer Books. 



Spintge, R. ( 1991 ). Neurophysiology of emotion and its 

therapeutic applications in music therapy and music medicine. In 

C.D. Maranto (Ed.), Applications of Music in Medicine (pp. 59-72). 

Washington, D.C.: National Association for Music Therapy. 

Spintge, R., & Droh, R. ( 1 992). The international society for 

music in medicine and the definition of musicmedicine and music 

therapy. In R. Spintge & R. Droh ( Eds.), MusicMedicine (pp. 3-5). 

Saint Louis: MMB Music. 

Thaut, M, Schleiffers, S., & Davis, W. ( 1 992). Changes in EMG 

patterns under the influence of auditory rhythm. In R. Spintge & R. 

Droh (Eds.), MusicMedicine (pp. 80-101 ). Saint Louis: MMB Music. 

79 

Thaut, M. (Producer), (1994). Movement improvisation in music 

therapy. [Videotape, #TV08518]. Ft. Collins, CO: Colorado State 

University, Office of Instructional Services. 

Tortora, G., & Anagnostakos, N. (1990). Principles of anatomy 

and physiology. New York: Harper & Row. 

Ubell, E. ( 1993, August) It quiets the torment. Parade. 

pp. 14-1 5. 

Wallis, C., & Willwerth, J. (1992, July). Awakenings: 

Schizophrenia. TIME, pp. 52-57. 

Wangh, A.W. (1978, Fall/Winter). Dance therapy/movement 

therapy: Towards a comprehensive definition. American Journal of 

Dance Therapy, 1 2, 38-39. 



Weikart, P. (1989). Teaching movement and dance (3rd ed., 

rev. and expanded). Ypsilanti, Mich.: High/Scope Press. 

Weisbrod, J.A. (1972, March/ April). Shaping a body image 

through movement therapy. Music Educators Journal. 66-69. 

80 

Weldin, C., & Eagle, C. (1991 ). An historical overview of music 

medicine. In C.D. Maranto (Ed.), Applications of Music in Medicine, 

(pp. 7-27). Washington, O.C: National Association for Music Therapy. 

Wilson, B. (1990). Music therapy in hospital and community 

programs. In R. Unkefer (Ed.), Music therapy in the treatment of 

adults with mental disorders (pp. 88-9 5 ). New York: Schirmer 

Books. 

Wyatt, R. J. ( 1991 ). Neuroleptics and the natural course of 

schizophrenia. Schizophrenia Bulletin. 7, 32-35. 



APPENDICES 

81 



APPENDIX A 

Walking Tempo 

82 



83 

WALKING TEMPO 

DATE ________________________ _ 

NAME TEMPO, Mm. 

,. __________________________ _ 

2. __________________________ _ 

3. __________________________ _ 

4. 

5. 

6. 

7. 

8. 

9. 

10. _________________________ _ 

1 1 ·--------------------------
12. _________________________ _ 
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MOOD CHECK 

Name _______________________ _ Date (A) ________________ _ 

(Cut)- - - - - - - - - - - - - - - -

MOOD CHECK 

Name ______________________ _ Date (B) ------------------
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NAME 

LEVEL I: 

BEAT COORDINATION SCREENING TEST - WEIKART 
Duggan Adaptation 

DATE 

Pat thighs with both hands 
(Observe palms open/down; contact with thigh) 

Pat with external rhythm 2 beats _____ 8 beats ____ _ 
4 beats _____ >8 beats ____ _ 
6 beats ____ _ 

Pat with personal rhythm 2 beats _____ 8 beats ____ _ 
4 beats _____ >8 beats ____ _ 
6 beats ____ _ 

LEVEL II: Pat thighs with alternating hands. 
(Observe palm open/down; contact with thigh both 
hands; sequence) 

Pat with external rhythm 2 beats _____ 8 beats ____ _ 
4 beats _____ >8 beats ____ _ 
6 beats ____ _ 

Pat with personal rhythm 2 beats _____ 8 beats ____ _ 
4 beats _____ >8 beats ____ _ 
6 beats ____ _ 

LEVEL Ill: Pat thighs/Clap hands. 
(Observe palm open/down/contact with thighs; palm 
vertical/ contact palm to palm) 

Sequence with external rhythm 
2 beats _____ 8 beats ____ _ 
4 beats _____ >8 beats ____ _ 
6 beats ____ _ 
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Sequence with personal rhythm 
2 beats _____ 8 beats ____ _ 
4 beats _____ >8 beats ____ _ 
6 beats ____ _ 

LEVEL IV: Extend arms snap fingers/Clap hands 
(Observe spread arms, 0%, 45%, 90%; snap fingers; draw 
arms into midline; vertical contact, palm to palm.) 

Sequence with external rhythm 
2 beats _____ 8 beats ____ _ 
4 beats _____ >8 beats ____ _ 
6 beats ____ _ 

Sequence with personal rhythm 
2 beats _____ 8 beats ____ _ 
4 beats _____ >8 beats ____ _ 
6 beats ____ _ 

LEVEL V: Pat/Clap/Extend/Clap 

Pat 2 beats _____ 8 beats ____ _ 
4 beats _____ >8 beats ____ _ 
6 beats ____ _ 

Pat/Clap 2 beats _____ 8 beats ____ _ 
4 beats _____ >8 beats ____ _ 
6 beats ____ _ 

Pat/Clap/Extend 2 beats _____ 8 beats ____ _ 
4 beats _____ >8 beats ____ _ 
6 beats ____ _ 

Pat/Clap/Extend/Clap 2 beats _____ 8 beats ____ _ 
4 beats_____ >8 beats ____ _ 
6 beats ____ _ 
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Sequence in external rhythm 
2 beats ----- 8 beats _____ 
4 beats _____ >8 beats _____ 
6 beats -----

Sequence in personal rhythm 
2 beats ----- 8 beats _____ 
4 beats _____ >8 beats _____ 
6 beats -----
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ATTENTION AND CONCENTRATION EVALUATION 

Four areas of activity 
1. Breathing and relaxation 
2. Body awareness 

4. Group interaction and/ or 
free or creative movement 

3. Movement exploration 
Degree of participation 

0 = none 1 = slight 2 = moderate 3 = full 

Week of ___________________ _ 

Name/Number 1 2 3 4 Comments 
B/R Body Mvt Grp 

1 . ---------------

2. --------------- ----

3. --------------- ----

4. --------------- ----

5. --------------- ----

6. --------------- ----

7. --------------- ----

8. --------------- ----
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NOSIE-30 

Circle answers on this sheet. Name ----------------
Date ----------------

1 . Sloppy Never Sometimes Often Usually Always 

2. Impatient Never Sometimes Often Usually Always 

3. Cries Never Sometimes Often Usually Always 

4. Shows interest Never Sometimes Often Usually Always 

5. Sits Never Sometimes Often Usually Always 

6. Gets angry Never Sometimes Often Usually Always 

7. Hears things Never Sometimes Often Usually Always 

8. Keeps clothes neat Never Sometimes Often Usually Always 

9. Tries to be friendly Never Sometimes Often Usually Always 

1 0. Becomes upset Never Sometimes Often Usually Always 

11. Refuses Never Sometimes Often Usually Always 

1 2. Is irritable Never Sometimes Often Usually Always 

1 3. Has trouble rememberingNever Sometimes Often Usually Always 

1 4. Refuses to speak Never Sometimes Often Usually Always 

1 5. Laughs or smiles Never Sometimes Often Usually Always 
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16. Is messy Never Sometimes Often Usually Always 

1 7. Starts conversation Never Sometimes Often Usually Always 

1 8. Feels blue Never Sometimes Often Usually Always 

19. Talks about interests Never Sometimes Often Usually Always 

20. Sees things Never Sometimes Often Usually Always 

21 . Has to be reminded Never Sometimes Often Usually Always 

22. Sleeps Never Sometimes Often Usually Always 

23. Says he/she is no good Never Sometimes Often Usually Always 

24. Has to be told Never Sometimes Often Usually Always 

2 5. Has difficulty Never Sometimes Often Usually Always 

26. Talks to him/herself Never Sometimes Often Usually Always 

27. Is slow moving Never Sometimes Often Usually Always 

28. Giggles Never Sometimes Often Usually Always 

2 9. Quick to fly off handle Never Sometimes Often Usually Always 

30. Keeps him/herself clean Never Sometimes Often Usually Always 
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EVALUATION OF GROSS MOTOR MOVEMENT 
VIDEOTAPE ANALYSIS 
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DATE __________________ _ NAME ____________________ _ 

Each movement will be done 8 times in a sitting or standing position. The movements 
will not be done to music but will be based on the tempo, Mm. 60. 

BODY AWARENESS 

1 . Upper torso 
Lean forward/back 
Lean side/straight 
Twist R/L 

2. Head 
Turn R 
Turn L 
Up/down 

3. Arm/Shoulders 
Both. Out to side 
" To front/ down 
Shoulders to ears/ down 
Full arm swing 

4 . Elbow and lower arm 
Arm straight/hand to 
shoulder 

5. To stand 
Sway front/back 
Sway to stand 

Number of subjects participating 

0% 25% 50% 75% 100% 
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6. Weight transfer 
Legs apart R ---- ---- ---- ---- ----
II L ---- ---- ---- ---- ----

7. Swing 
Leg front/back R ---- ---- ---- ---- ----

II L ---- ---- ---- ---- ----

8. Kick 
leg R ---- ---- ---- ---- ----

II L ---- ---- ---- ---- ----

9. Turn around and lean ---- ---- ---- ---- ----
over chair 

RESPONSE TO EXTERNAL RHYTHM 

Subjects will clap in rhythm to taped music in three tempi: 
moderate, slow, fast. Each selection will be a musical segment of at 
least 3 2 bars. 

Subjects will walk around the room matching the tempo of the 
music; moderate, slow, fast. 

Clapping Number of subjects participating 

No participation With beat Not with beat 

Moderate -------- -------- --------

Slow -------- -------- --------

Fast -------- -------- --------



Walking 

Moderate 

Slow 

Fast 

FREE/CREATIVE MOVEMENT 

Subjects will be asked to move as many part of their body as 

they can, in any way they wish. Time sampling will be employed. 

Observe movement of head, eyes, torso, arms, legs, feet. 
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NURSES' OBSERVATION SCALE FOR INPATIENT EVALUATION 

(NOSIE-30) 

Gilbert Honigfeld, Ph.D., Roderic D. Gillas 

and 

C. James Klett, Ph.D. 

Evaluation is based on observation for three consecutive days. 

Frequency is determined by the number of times a characteristic is observed 

each day and added up over a three-day period . The Rating Scale is the 

following: 

O = NEVER - characteristics never observed 

1 = SOMETIMES - 1-2 hours over three-day period 

2 = OFTEN - 1 full day or 2 half days 

3 = USUALLY - 2 full days 

4 = ALWAYS - characteristic observed every day during 3-

day period. 
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INSTRUCTIONS 

The following page contains examples of behaviors you might encounter 
on the ward. Along with each example of behaviors there are FIVE POSSIBLE 
ANSWERS. You are to circle the answer which you feel is correct. The 
important aspect to keep in mind is that your answer is based on what you have 
observed for 3 consecutive days. In other words a patient can be rated 
successfully ONLY AFTER 3 DAYS OF OBSERVATION. 

The frequency of a behavior is determined by the number of times a 
characteristic is observed each day and added up over a 3 day period. For 
instance, crying one-half day on Monday and one-half day on Wednesday is 
equal to one full day of crying. 

Example of Behavioral Frequencies for Sloppy: 

Never: All available clothing on and buttoned at all times. 

Sometimes: 1 or 2 hours out of 3 days she/he is missing articles of 
clothing or has not buttoned buttons. 

Often: 

Usually: 

Always: 

Example: 

May 1: 

May 2: 

May 3: 

NEVER 

1 full day out of 3 she/he is missing articles of clothing or 
has not buttoned buttons. 

2 full days out of 3 she/he is missing articles of clothing or 
has not buttoned buttons. 

All three days she/he is missing articles of clothing or any 
buttons unbuttoned. 

Patient did not wear shoes for 2 hours in the morning. 

Patient was wearing all articles of clothing but neglected to 
button back of dress. 

Patient had all articles of clothing on and buttoned. 

SOMETIMES OFTEN USUALLY ALWAYS 
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SUGGESTED DEFINITIONS OF BEHAVIORS 

1. SLOPPY Missing one or two articles of clothing or unbuttoned garments. 

2. IMPATIENT Would not wait 10 minutes in line for meals, or wait her/his 
turn to get medication. 

3. CRIES Tears running from eyes accompanied by a reddening of the 
white portion of the eyes. 

4. SHOWS INTEREST IN ACTIVITIES AROUND HIM/HER Looks in 
direction of anything going on within a few yards of him/herself, 
may get up and go over to see closely what is going on. 

5. SITS UNLESS DIRECTED INTO ACTIVITY Moves only if told 
something specific to do. 

6. GETS ANGRY OR ANNOYED EASILY Starts yelling in a loud voice if 
approached to do anything. 

7. HEARS THINGS THAT ARE NOT THERE Looks around as if 
someone is talking to him. Begins to talk to and answer 
questions when no one is talking to him. 

8. KEEPS HIS CLOTHES NEAT Wears clothing that is not wrinkled. 
Folds them and puts them in the designated place for the 
night. 

9. TRIES TO BE FRIENDLY WITH OTHERS Talks with other patients 
and persons who come on the ward area. If he has lit a 
cigarette he will often share them with others. 

10. BECOMES UPSET EASILY IF SOMETHING DOESN'T SUIT HIM 
Starts shouting and crying if someone takes the chair he usually 
sits in. If someone has food or cigarettes, he has to have the 
same or he starts crying and shouting. 

11. REFUSES TO DO ORDINARY THINGS EXPECTED OF HIM/HER Will 
not dress him/herself or feed him/herself although he is physically 
capable. 



105 

12. IS IRRITABLE OR GROUCHY Wants to be left alone. When spoken to, 
the patient gets abusive (says things to irritate you). 

13. HAS TROUBLE REMEMBERING Has to be told to tie shoes, has to 
be reminded what time he/she has to go to work therapy. 

14. REFUSES TO SPEAK Does not talk or utter any words to anyone even 
after much coaxing. 

15. LAUGHS OR SMILES AT FUNNY COMMENTS OR EVENTS Visibly 
or audibly shows amusement at a joke or at an unexpected 
comical situation. 

16. IS MESSY IN HIS EATING HABITS Drops food on his clothing, has 
food residue on hands and face. 

17. STARTS A CONVERSATION WITH OTHERS Talks to other people on 
his own initiative. 

18. SAYS HE/SHE FEELS BLUE OR DEPRESSED Either on his/her own 
the patient states that he/she is blue or depressed. He/she will 
appear to have a sad look on his/her face and stay to him/herself. 

19. TALKS ABOUT HIS INTERESTS Discloses his personal likes and 
hobbies readily. 

20. SEES THINGS THAT ARE NOT THERE May look afraid as he stares 
into space, eyes may be darting back and forth as if watching 
something. 

21. HAS TO BE REMINDED WHAT TO DO Must be told what to do every 
step of the way. 

22. SLEEPS, UNLESS DIRECTED INTO ACTIVITY If nobody tells this 
patient something to do to keep busy, he/she will lay down in the 
chair or on the floor and fall asleep. 

23. SAYS SHE/HE IS NO GOOD States that he/she is a bad person, and 
he/she is going to rot in hell, says that the devil is inside him/her. 



24. HAS TO BE TOLD TO FOLLOW HOSPITAL ROUTINE Wants to do 
things when he/she feels ready, does not stick to a schedule 
without constant supervision. 

25. HAS DIFFICULTY COMPLETING SIMPLE TASKS ON H!S/HER OWN 
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May start to do something like making the bed or get dressed but is 
easily side tracked and never finishes unless help is given. 

26. TALKS, MUTTERS, GRUMBLES TO HIM/HERSELF Seems to carry on 
a conversation with him/herself or just grumbles. 

27. IS SLOW-MOVING OR SLUGGISH The last person to get to anything, 
looks like it is a great effort to walk anywhere. 

28. GIGGLES OR SMILES TO HIM/HERSELF FOR NO APPARENT 
REASON May be just sitting alone and bursts out laughing at nothing. 

29. IS QUICK TO FLY OFF THE HANDLE Patient may be calm or just 
talking quietly to someone and suddenly gets angry, starts shouting 
and hitting. 

30. KEEPS HIM/HERSELF CLEAN Appears to wash and use soap, has no 
great body odor, shaves his face when appropriate. 
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NOS[E - 30 

SCORING KEY 

8 

Subject __________ Code _____ Dace of Rating ______ _ 

POSITIVE FACTORS 

l. Social Competence (COM) 2. Social Inceresc (Ii'ff) 3. Personal Neatness (NEA) 

Rater [ Rater 2 Racer l Racer 2 Racer 1 Racer 2 
l 1 - 4 [ ----l3 - 9 8 
21 - 15 -- 16---

---24 - 17 -- 30 
25 - 19 -- Add~ _:8L 
Add +20 +20 

--
I Sum Sum + =I -- + = I __ /Sum + =I --

TOTAL POSITIVE FACTORS= Sum COM+ Sum INT+ Sum NEA = 1_1 

I 

- ---------- - ------------------- - ---- - ------------- - ------------------

NEGATIVE FACTORS 

4. Irritability (IRR) 5. Manifest Psychosis (PSY) 6. Retardation (RET) 

Racer 1 Rater 2 Rater 1 Rater 2 Rater l Rater 2: 

2 7 5 
6 20 22 
10 26 27 
l2 28 
29 
Sum __ + =I --I Sum -- + __ = I __ ISum __ + =I I -- -- --

TOTAL NEGATIVE FACTORS= Sum IRR+ *Sum PSY + Sum RET = I_I 

-------- - - - --- - ------------------------------------------------------ -

7. TOTAL PATIH-ff ASSEfS (TOT) 
I 

96 + TITTAL POS!T[VE FACTORS I __ I --TOTAL NEGATIVE FACTORS 1_1 = 1 __ 1' 
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Purpose of study 

GRIFFIN MEMORIAL HOSPITAL 
P.O. Box 151 

Norman, Oklahoma 73070-0151 

PATIENT CONSENT FORM 
ON RYTRHIC MOVEMENT STUDY 

This study is designed to investigate the effect that rhythmic 
movement to music has on the way people think and feel about them
selves and other people. The sessions will involve moving rhyth
mically to music of various types. It will not be an exercise class, 
but will include relaxation and breathing exercises and movements 
of progressive difficulty. For example, a single gesture, such as 
moving one arm in rhythm, may begin the series of movement activities 
which will develop into movements which involve the total body, either 
alone or in a group. The exercises will demand no undue exertion 
and should produce no physical risk or discomfort. It is hoped that 
everyone who participates will develop a better awareness and coor
dination of their body. 

Evaluation, Videotaping, & Confidentiality 

Evaluations of movement will be made by an imitative movement 
assessment and videotaping. The videotapes will enable the researcher 
to observe the range of movement of various parts of the body and 
note any changes which occur: The results of the evaluations will 
be used to increase the available knowledge about the effect of 
movement on the mind and body, and to plan for further research. 
The videotapes will be stored in a locked cabinet in the Hospital, 
available only to the researcher and the music supervisor. The data 
from the study, including the videotapes, will be used only for this 
project and will be destroyed in an appropriate manner upon completion 
of the study (no longer than 5 years). All information gained ~ill 
be confidential and names will not be used in any report of this 
study. 

Procedure 

Rhythmic· movement will meet three (J) times a week for six (6) 
weeks. The sessions will last no longer than 45 minutes. To receive 
the most benefit from the therapy, it is important that each person 
tries to attend all the sessions. 

Information or Questions 

If there are any questions which have not been answered, please 
contact Lais Gauger or Barbara Brantley, Music Therapists, in Building 
52. The nursing staff on your ward can assist you. If there are 
any concerns about the way this research has been conducted, the 
patient's advocate at GMH may contact the Texas Woman's University 
Office of Research and Grants, (817) 898-3375. 
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Consent 

An off er to answer all my questions regarding the study has been 
made. I understand that no medical service or compensation is pro
vided to t he subjects by the University as a result of injury from 
participation in research. Participation in this study is voluntary 
and I understand that I may terminate my participation in the study 
at any time without jeopardizing my therapy program. 

X----------------
DATE PATIENT SIGNATURE 

(Guardian If Appropriate) 

Witness 

I have consulted with the above named patient and am satisfied 
s/he understands the study and this consent form. I also am satisfied 
the patient understands s/he· may terminate their participation at 
any time without any hindrance in their ongoing treatment plan or 
status as a DMRSAS patient. I will assure the patient has been 
provided a personal copy of this document. 

Date this day of 

J-94 

_______________ , 1994 

Patient Advocate Attorney 
Griffin Memorial Hosp i tal 
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APPENDIX L 

Letter of Approval 

Prospectus 

Texas Woman's University 
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TEXAS WOMAN'S UNIVERSITY 
DENTON DALLAS HOUSTON 

THE GRADUATE SCHOOL 
P.O. Sox 22479, Denton, Texas 76204--0479 317/ 898-3400 FAX 817/898-3412 

Ms. Lois Gauger 
25JO W. Wilshire Blvd. 
Oklahoma City, OK 73116 

Dear Ms. Gauger: 

September 24, 1993 

I have received and approved the Prospectus for 
your research project. Best wishes to you in the 
research and writing of your project. 

Sincerely yours, 

~ J.,1. ~ 
Leslie M. Thompson 
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Associate Vice President for Research 
and Dean of the Graduate School 

dl 

cc Dr. Don Michel 
Dr. Richard Rodean 



APPENDIX M 

Letter of Approval 

Human Subjects Review 

Texas Woman's University 
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HUMAN SUBJECTS REVIEW COMMITTEE 

July 28, 1993 

LoLS Gauger 
2530 W. Wilshire Blvd. 
Oklahoma City, OK 7J 116 

Dear Lois Gauger: 

TEXAS WOMAN'S UNIVERSITY 
OE.'lTON DALLAS HOUSTON 

OrnCE OF RESEARCH ANO GRANTS ADMfN[STRA T[ON • 
P.O. Box !2939, Den con. T~.~as 76204--0939 817 /898-3373 

Social Security # : 328-24-0585 

Your study entitled" An fnvescigation ofche Effect of Rhythmic LVIovement on Chronic 
Schizophrenic Patients" has been reviewed by a committee of the Human Subjects Review 
Committee and appears to meet our requirements in regard to protection of individuals' 
rights. 

Be reminded that both the University and the Department of Health and Human Services 
(HHS) regulations typically require that agency approval letters and signatures indicating 
informed consent be obtained from all human subjects in your study. These are to be filed 
with the Human Subjects Review Committee. Any exception to this requirement is noted 
below. Furthermore, according to HHS regulations, another review by the Committee is 
required if your project changes . 

Special provisions pertaining to your study are noted below: 

The filing of signatures of subjects with the Human Subjects Review Committee is not 
required. 

Other: 

_x_ No speci?.! p~0,,1isi.or.s !pp!y. 

~~ 
Chainnan 
Human Subjects Review Committee 

cc: Graduate School 
Dr. Donald Michel, Perrorming Arts 
Dr. Richard Rodean, Performing Ans 

All E:<1 1111/ O;,porrc11ri1 y/A/frmr111 iutt Aclio11 Emyluya 
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APPENDIX N 

Letter of Approval 

Research Committee 

Griffin Memorial Hospital 
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1894-1994 A Cmwry of Dtdicarion to Ptopfr 

G-riffin 
ivf.emorial Hosp-£tal 
900 E. Main 
P.O. Box 151 Norman, OK 73070 
(405) 321-4880 

May 2 6, 19 9 3 

Ms. Lois Ann Gauger 
2530 West Wilshire Blvd. 
Oklahoma City, Oklahoma 

Dear Ms. Gauger: 

73116 
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On behalf of the GMH Research Committee, I would like to thank you 
for presenting An Investigation of the Effect of Rhythmic Movement 
on Chronic Schizophrenia Patients as a proposed project to be 
conducted at Griffin. 

The Research Committee agrees to give tentative approval of this 
project, based upon acceptance of your final presentation to the 
Committee at a later date. 

Sincerely, 

Ernest G. Shadid, MD 
Co-chairman 
GMH Research Committee 

EGS/js 
cc: Haskell L. Head, MO, Committee Chairman 

Barbara Brantley 
Vicki Downing 
Research Committee Members 




