Correspondence

and patterns, administration, health economics,
psychotherapy and research) and the difficulties
encountered by graduates from overseas.

To achieve the objectives mentioned, and to
improve training, there is a dire need for sponsored
training schemes, e.g. Overseas Doctors Training
Scheme etc, to have clear and well-defined goals over
a defined period, preferably four to five years. These
objectives should be of common interest to all over-
seas trainees and the training be governed by a cen-
tral committee that monitors its activity (For
example, the Royal College of Psychiatrists).

The initial part of the training should be stream-
lined with the UK postgraduates to obtain the rel-
evant clinical experience necessary to take the
Membership of the Royal College of Psychiatrists
which of course is not mandatory, though advan-
tageous. After obtaining the MRCPsych and/or after
adefined period of time, the trainees should be sent to
specified centres (regional basis) in the UK where
special training relevant to the developing world can
be imparted, ideally for 12 months, along with clini-
cal attachments/training in sub-specialities. The
trainees will then be fully equipped in the necessary
skills and clinical acumen to bring about useful
changes on their return home.

This could be construed as a pilot phase of a
‘devolved system’ as suggested by the authors. More-
over, these specified centres could over time obtain
the necessary experience to have a better understand-
ing of the changing needs and training requirements
relevant to the developing world. Only when this sys-
tem in its pilot phase has been successfully estab-
lished should trainees be allowed to be incorporated
directly into the special training phase of the
suggested system.

Such a clearly defined route would make overseas
trainees feel more secure and less disillusioned.
Once the trainees have completed their training they
should be kept in constant touch after return to their
home countries to have an appraisal of the relevance
of their training, changing needs and its implications
for future requirements. This on-going monitoring
would help form a syllabus to enrich the future of this
potentially useful and novel undertaking.

DARYL J. J. BRITTO
Royal Shrewsbury Hospital — Shelton
Shrewsbury SY3 8DN
RAMEEZ ZAFFAR
Leicester General Hospital
Leicester LES 4PW

Music therapy

DEAR SIRS
We agree with Ms Bright (Psychiatric Bulletin, July
1992, 16, 452-453), that it is a matter of regret that a
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professional music therapist was not available for
our patients. It is our impression that music therapy
is seen as an optional extra or as an unknown and
unproven entity. We welcome this opportunity to
advertise the value of music therapy.

The aim of our article was to encourage other psy-
chiatric care-givers to explore the possibilities of this
type of therapy when they ‘‘have no music therapist
to call on”. The training of occupational therapists
includes training in the use of music as a therapeutic
activity.

Ms Bright takes issue with several points but we
affirm that our differences are probably of definition
or emphasis.

(a) Our comment that music therapy is non-analytical.
Where analytic principles are used in music therapy,
this is a combination of two types of therapy.
Psychoanalysis and its derivatives did not arise out of
music therapy and music therapy is not necessary for
psychodynamic therapy. Conversely, music therapy
can be conducted without recourse to analytic
principles.

(b) Our comment that music therapy is non-verbal.
Our type of music therapy (particularly with the very
regressed patients)is non-verbal. We combined verbal-
isation with music for then more socialised patients,
as our article shows, but not counselling with music
therapy, thinking this not feasible with our patients.
(c) Our comment that a major key sounds happy and a
minor key sad. We stated that the connection between
key and mood “‘seems” to be ““instinctive”. The state-
ment is tentative. We stated that “‘with varying com-
binations of key, rhythm, pitch, volume and quality
of sound, and especially where the composer uses
contrasting variations, many ideas and feelings may
be expressed and evoked”. In ‘Danny Boy’ the
words, the slow rhythm, the muted sound and the
modulations into minor key over-ride the major key
in which the piece is written to produce a sad effect. In
‘God rest ye merry gentlemen’ the words and season
in which it is sung, the fast rhythm and the occasional
modulation into major key produce a happy effect,
despite being in a minor key. Perhaps it would have
been less ambiguous if we had written ‘“chord”
instead of “key”.

By starting music therapy for patients we hope
to encourage the employment of trained music
therapists and we thank Ms Bright for her support.

ANN SCHOFIELD
MAIRIN BROWN
St Stephen’s Hospital
Glanmire
County Cork, Ireland
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