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Abstract

Int roduct ion: A special group of focal dystonia is that  known as occupat ional, which 
include dystonic disorders t riggered by repet it ive motor act ivity, closely associated with 
the professional act ivity of a specifi c task that  the affected person performs. In this 
sense, musicians are a populat ion part icularly vulnerable to this disorder, which is 
presented during the execut ion of highly t rained movements.
Obj ect ive: This art icle reviews the pathophysiology of focal dystonia and its therapeut ic 
implicat ions.
Development : The pathophysiological basis of focal dystonia in the musician is st il l not  
well established. However, due to the cont ribut ion of neurophysiological studies and 
funct ional neuroimaging, there is growing evidence of anomalies in the processing of 
sensory informat ion, sensorimotor integrat ion, cort ical and subcort ical inhibitory 
processes, which underline this disease.

Clinically, it  is characterised by the appearance of involuntary muscle cont ract ions, 
and is associated with loss of motor cont rol while pract icing music. It  is a gradual 
appearance and somet imes there may be a history of musculoskeletal inj uries or non-
physiological postures preceding the appearance of the symptoms. The neurological 
examinat ion is usually normal, although subt le dystonic postures can develop spontaneously 
or with movements that  involve the affected segments. The dystonia remains focal and 
is not  generalised.
Conclusions: Treatment  is based on using mult iple st rategies for the management  of the 
dystonia, with variable results. Although a specifi c therapy has not  been defi ned, there 
are general principles that  are combined in each situat ion looking for results. This 
includes, among others, pharmacological intervent ions, management  with botulinum 
toxin, and sensory re-t raining techniques.
© 2010 Sociedad Española de Neurología. Published by Elsevier España, S.L. All rights 
reserved.
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Introduction

Dystonias are defi ned as a sustained and involuntary 
cont ract ion of agonist ic and antagonist ic muscles, which 
can give rise to torsion, repet it ive involuntary movements, 
and/ or abnormal posit ions. From the neurophysiological 
point  of view, we fi nd the following: a) cont inuous muscular 
act ivity (spasms), that  is to say, cont ract ions last ing for 
more than 100 milliseconds; b) recruitment  of act ivity of 
other distant  muscles not  part icipat ing in the movement  c) 
preserved fi nalit y of the movement .1-3 On the basis of the 
segments compromised, dystonias can be classifi ed into: a) 
focal, in which one part  of the body is affected (such as the 
hand in writer’s cramp or the eyes in the case of 
blepharospasm), b) mult ifocal, c) segmental, when two or 
more cont iguous regions are compromised, d) generalized, 
and e) hemidystonias, when half  of the body is compromised. 
They can also be classifi ed by aet iology as primary and 
secondary.3,4

Occupat ional dystonias make up a special group.  As 
previously ment ioned,  musicians are a part icular 
populat ion exposed to t his t ype of  dystonia,  which has 
been correlated to t he requirements t ypical of  musical 
learning (prolonged pract ising of  exercises involving fi ne 
motor cont rol). 5

Epidemiology

Generalized dystonias are uncommon with a prevalence 
rate of 0.2 to 11 per 100,000 inhabitants according to 
studies in American and European populat ions.6 Insofar as 
focal dystonias are concerned this fi gure varies between 3 
and 29.5 per 100,000 inhabitants. 7,8 For musician’s dystonia, 
a form of focal dystonia, prevalence is est imated to be 0.5 
to 1% of all musicians.9,10 Nevertheless, this fi gure varies 
signifi cant ly depending on the inst rument  played and 
performance demands (in part icular, soloists). In their 
series, Jabusch et  al.9 described 144 professional musicians 
with focal dystonia, 81% males and 19% females, with a 
mean age of onset  of 33 years (17-63 years). The 
inst rumentalists most  commonly affected are pianists, 
guitarists, and violinists. However, if  we consider the 
universe of musicians by inst rument , the situat ion changes, 
with violin players being the ones proport ionately least  
affected. In this regard, there may be a certain bias, since 
most  violinists play as part  of an orchest ra, with less 
demanding performance skill being required in comparison 
to a soloist .

Several epidemiological studies have put  forth the 
following as possible predisposing factors: being female and 
have a posit ive family history of dystonia,11,12 in addit ion to 
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Distonía focales en los músicos

Resumen

Int roducción: Un grupo especial de distonía focal son las conocidas como ocupacionales, 
las que incluyen t rastornos distónicos desencadenados por una act ividad motora 
repet it iva, ínt imamente relacionada con la act ividad profesional o tarea específi ca que 
realiza el afectado. En este sent ido los músicos son una población especialmente 
vulnerable a esta patología, que se presenta durante la ej ecución de movimientos 
altamente ent renados.
Obj et ivo: En este manuscrito se revisa la fi siopatología y sus implicancias terapéut icas.
Desarrol lo: Las bases fi siopatológicas de la distonía focal del músico aún no se conocen 
completamente. Sin embargo, gracias al aporte de estudios neurofi siológicos y de 
neuroimágenes funcionales, existe creciente evidencia de alteraciones en el procesamiento 
de información sensorial,  integración sensorio-motora, procesos cort icales y subcort icales 
de inhibición, que subyacen a esta patología.

Clínicamente, se caracteriza por aparición de cont racción muscular involuntaria y se 
asocia a pérdida del cont rol motor durante la ej ecución musical. Es de aparición gradual 
y ocasionalmente pueden exist ir antecedentes de lesiones musculoesquelét icas o posturas 
no fi siológicas que anteceden la aparición de los síntomas. El examen neurológico es 
usualmente normal, aunque pueden desarrollarse posturas distónicas sut iles 
espontáneamente o con movimientos que involucran los segmentos afectados. La distonía 
permanece focal y no se generaliza.
Conclusiones: El t ratamiento se basa en la ut il ización de múlt iples est rategias para el 
manej o de la distonía, con resultado variables. Si bien no se ha defi nido una terapia 
especifi ca, existen principios generales que se combinan en cada situación buscando 
obtener resultados. Esto incluye intervenciones desde una perspect iva farmacológica, 
manej o con toxina botulínica, técnicas de reent renamiento sensorial,  ent re ot ras.
© 2010 Sociedad Española de Neurología. Publicado por Elsevier España, S.L. Todos los 
derechos reservados.
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a history of muscle-skeletal inj ury or nerve ent rapment , 13,14 
obsessive personality t raits and inj ury due to overuse.15

Pathophysiology

The pathophysiological bases for musician’s focal dystonia 
have st il l not  been ent irely elucidated. Nonetheless, thanks 
to the cont ribut ions of neurophysiological and funct ional 
neuroimaging studies, there is a growing body of evidence 
for alterat ions in the processing of sensory informat ion, 
sensorimotor integrat ion, cort ical and subcort ical inhibitory 
processes, as well as the infl uence of sensit ive excitabilit y 
st imuli in cort ical areas in associat ion with this pathology.

Alterations in sensory processing and aetiological 
models based on altered cortical neuroplasticity

An alterat ion in tact ile discriminat ion has been seen to exist  in 
dystonic musicians, with an increased discriminat ion threshold 
in comparison with subjects with generalized dystonias and 
healthy controls. This has been related to a superposit ion of 
the areas of representat ion of the fi ngers affected in musicians 
with focal dystonia according to primary somatosensory 
mapping studies (S1) using magnetoencephalography and 
somatosensory evoked potent ials.16-23 This has led to the 
hypothesis that alterat ions in sensory processing might underlie 
the pathogenesis of musician’s dystonia.

The acquisit ion of the fi ne motor skills typical of musical 
t raining in healthy musicians is associated with an increased 
cort ical representat ion of the fi ngers in S1, as well as with a 
decreased area of their tact ile recept ive fi elds which 
t ranslates into a decreased threshold of discriminat ion. In an 
animal model (primates) that  reproduces the condit ions of 
excessive t raining in sequences of high-speed, stereotyped 
movements, this act ivity has been associated with a 
degradat ion in the topographic st ructure with superimposing 
of the fi elds of digital tact ile representat ion in S1, as well as 
an increase in recept ive fi elds, to the point  where a single 
fi nger spreads its fi eld of recept ion to that  of adjacent  
fi ngers;24-27 all of the above is associated with the appearance 
of dystonia. According to the authors, this would suggest  that  
the demands of sensory processing in ever-decreasing lapses 
of t ime foster the appearance of dystonia. This is consistent  
with the fact  that  musician’s dystonia has a higher incidence 
rate in soloists, subjected to greater demands of repet it ive, 
high-speed st imuli, for many hours of daily pract ice.9

In normal condit ions, the st imuli reaching S1 almost  
simultaneously are integrated as a single st imulus. In 
cont rast , those that  arrive with a longer t ime interval, 
generate separate and dist inct  cort ical representat ions. In 
the opinion of some authors, the poor spat ial and temporal 
resolut ion seen in musicians with dystonia might  have to do 
with the above-ment ioned degradat ion in the cort ical 
representat ion of sensory st imuli.18,19,26,28-30

Alteration of inhibitory spinal, trunk, and 
intracortical circuits

At  the level of the spine, these circuits can be assessed by 
test ing the excitabilit y of the reciprocal H-refl ex inhibitory 

circuits between the antagonist ic muscles of the forearm, 
which has led to the possibilit y of a dysfunct ion in the 
descending regulatory pathways on the inhibitory spinal 
interneurons. The inhibitory t runk circuits can be evaluated 
by examining the amplitude and durat ion of the R2 
component  of the blink refl ex curve.31 Finally, cort ical 
inhibit ion can be quant ifi ed, among other ways, by 
measuring the latency following a pulse of t ranscranial 
magnet ic st imulat ion (TMS). In all three cases, less inhibit ion 
can be seen in pat ients with dystonia in general, in 
comparison with healthy cont rols.31,32

Int racort ical inhibit ion studies have revealed that , under 
normal condit ions, their act ivity would be diminished insofar 
as the muscles performing a task are concerned and increased 
in the adjacent  muscles not  involved in the movement .33 
Thus, a mechanism of motor act ivity focalizat ion is set  up 
but  is altered in pat ients with dystonia.34,35

Alterations in sensorimotor integration

In normal condit ions, act ivat ion of the motor cortex t riggers 
an infl ux of sensory “ inputs”  from the areas in movement .36 
This starts even before the movement  begins. Experiences 
with somatosensorial evoked potent ials (SSEP) in healthy 
subj ects and pat ients with writer’s cramp, reveal a lower 
degree of decrease in SSEP than in healthy cont rols during 
the phase prior to init iat ing movement .37-39 According to the 
authors, the decrease in SSEP in healthy cont rols would 
correspond to a necessary decrease in the sensit ivity of S1 
to the sensory st imuli,  in a preparatory phase prior to 
beginning the movement , a mechanism that  in pat ients 
with dystonia, would be dysfunct ional.

Other authors have studied sensorimotor integrat ion and 
interact ion in greater depth. Tamburin40 studied the 
infl uence of elect rical st imulat ion of the digits (D2, D5) on 
motor evoked potent ials (MEP) in the muscles of the hand 
by means of TMS in healthy subj ects, revealing the existence 
of a topographic inhibit ion of the MEP; that  is, the magnitude 
of response in the muscles was proport ional to the proximity 
to the site of st imulat ion. This suggested the existence of a 
mechanism of focalizat ion of motor cortex act ivity, which 
would be facilitated in the muscles receiving sensit ive 
st imuli and inhibited in the muscles that  are not  involved. 
Using a similar methodology,41 Abbruzzese compared 
pat ients with dystonia of the hand with healthy cont rols 
and found that  in the lat ter, there is a failure in the 
previously ment ioned mechanism of focalizat ion, indicat ing 
the existence of increased cort ical excitabilit y.

Findings in the study of sensorimotor integration 
in musicians with dystonia and healthy musicians

A recent  study compared sensorimotor integrat ion in healthy 
cont rols who were not  musicians, in healthy musicians, and 
in individuals with musician’s dystonia.42 It  included the use 
of vibratory st imulat ion in hand muscles and TMS to evaluate 
the amplitude of the MEP in 3 muscles located in the same 
area: the abduct or digit i  minimi (ADM), the abduct or 

pol l icis brevis (APB), and the fi rst  dorsal interosseous 
muscle (FDI), in addit ion to other parameters of int racort ical 
inhibit ion. In healthy subj ects who were not  musicians, the 
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st imulus produced an increase in the amplitude of the MEP 
(less excitabilit y of int racort ical inhibitory circuits in the 
motor area of the muscle st imulated), with the opposite 
effect  in those that  did not  receive the st imulus. In healthy 
musicians, there is a similar response in the muscle 
st imulated, which, however spread to the closest  muscles 
while the opposite effect  was maintained on the rest . In the 
musicians with dystonia, the st imulus of any of the three 
muscles facilitated a response (MEP) in all of them, 
suggest ing a lower degree of excitabilit y of the int racort ical 
inhibitory circuits. This suggests a situat ion in which no 
dist inct ion is made between st imuli entering from any 
muscle, which coincides, in turn, with the alterat ions in the 
recept ive areas and the areas of cort ical sensory 
representat ion, as ment ioned above.

These fi ndings are consistent  with a model in which musical 
pract ice in healthy musicians is associated with adapt ive 
changes in sensorimotor integrat ion that  benefi t  performance, 
consist ing of decreasing inhibit ion on the muscles closest  (in 
both anatomical as well as funct ional terms) to the muscle 
st imulated. In dystonic musicians, these modifi cat ions would 
t ranslate into a pat tern of non-focalizat ion of this 
phenomenon, secondary to an alterat ion in inhibitory 
circuit ry, leading to the appearance of dystonia.

Another approach to the study of int racort ical inhibitory 
act ivity has been used in a study43 that  reveals (by means of 
mult i-channel EEG) that  in dystonic musicians there is a loss 
of the synchronizat ion present  in healthy musicians between 
the cort ical oscillatory frequencies in pre-motor and 
sensorimotor areas during tasks for inhibit ing learned motor 
sequences. This alterat ion at  the level of cort ical 
synchronizat ion yields new evidence that  converge toward 
dysfunct ion in int racort ical inhibitory circuits as a phenomenon 
underlying the pathophysiology of musicians’  dystonia.

In short , mult iple pathophysiological alterat ions have 
been reported in musician’s dystonia at  the level of both 
cort ical processing and representat ion of sensory st imuli in 
the fi ngers, as well as alterat ions in the interact ion of these 
st imuli with the facilitat ion or select ive topographic 
inhibit ion of the motor act ivity of the hand muscles. This 
has been at t ributed to an alterat ion in the capacity of the 
inhibitory circuit ry to focalize act ion on the muscles not  
involved in musical performance.

Now then, to what  degree the alterat ions described are 
determined by environmental factors or by factors int rinsic 
to the subj ect  is a mat ter of debate. Although it  is t rue that  
pract ising implies an act ivity that  is characterized by 
repet it ive sensory st imuli and the appearance of dystonia is 
associated with more hours of pract ice,9 most  musicians do 
not  develop dystonia or the alterat ions in cort ical 
representat ion or inhibitory circuit ry already described. In 
this regard, most  authors agree that  this pathology is 
associated with other risk factors that  are part icular to 
each subj ect , in addit ion to prolonged musical t raining, as 
will be pointed out  below.

Phenomenology

Musician’s focal dystonia is characterized by the appearance 
of involuntary muscle contract ion during performance with 

loss of motor control. It ’s appearance is insidious.9,11,44,45 In a 
fair number of cases, there may be a history of musculoskeletal 
inj ury prior to the appearance of symptoms.11,46

Although the classical presentat ion is characterized by 
unilateral or bilateral involvement  of the hands, in the case 
of wind inst ruments, it  may debut  with compromise of the 
perioral musculature or of the muscles of the tongue, in 
what  has come to be known as “ embouchure dystonia” . 9,47

According to dif ferent  reports9,12,48 the average age of 
onset  is in the fourth decade of life. In a ret rospect ive study 
carried out  in Germany9 that  included 144 musicians with 
dystonia, the average durat ion of symptoms was 5.1 years 
(0.1-28 years), affect ing for the most  part  classical music 
soloists (51%), with a 3:1 predominance of males. Insofar as 
dist ribut ion by type of inst rument  is concerned, the piano 
corresponded to 28% of the total;  26% corresponded to wind 
inst ruments; 20%, to the guitar, and 11% to brass (t rumpet , 
t rombone, and others). With respect  to handedness of the 
dystonia, it  coincides with the requirements of dexterity 
for the inst rument , affect ing the right  hand more often in 
guitarists and pianists, and the left  hand more often in 
st ring inst ruments. The spread of involvement  to other 
act ivit ies of daily life (writ ing or pushing keys) is reported 
in 34 to 45% of the total.48

With respect  to the form of presentat ion, according to a 
ret rospect ive study performed in Spain that  included 86 
cases,49 the fi rst  symptom reported by the musicians was 
described as: 

—  Lack of cont rol of hand movements while performing 
(40.7%).

—  Slowness of the fi ngers (37.2%).
—  Tension or st if fness of the hand or forearm (9.3%).
—  Weakness of the hand (7%).
—  Trembling of the fi ngers (2.3%).
—  Pain (2.3%).

The fi ngers affected vary in frequency as shown in table 
1. In addit ion, compensatory movements have also been 
reported that  may compromise segments adj acent  to the 
ones affected by the dystonia, thus interfering with 
performance. For instance, a pat ient  who has one fi nger 
with dystonia in fl exion may present  compensatory extension 
in the adj acent  fi nger.

Figure 1 presents an example of one form of presentat ion 
in the right  hand of a pianist , with dystonia in fl exion in the 
ring fi nger and compensatory extension in the middle 
fi nger.

Table 1 Fingers affected in order of frequency49

Finger affected Flexion Extension

Middle 54.4% 24.1%

Ring fi nger 44.3% 24.3%

Lit t le fi nger 22.8% 25.3%

Index fi nger 16.5% 27.8%

Thumb 11.4%  6.3%
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As pointed out , there is another type of dystonia known 
as embouchure dystonia that  accounts for 14% of musicians’  
dystonias.9 It  affects musicians who play wind inst ruments 
and involves the perioral,  l ingual and facial musculature, 
which t ranslates into unco-ordinated movements and 
defect ive cont rol of the fl ow of air through the inst rument ’s 
mouthpiece. Given that  the cont rol of the musical tone 
depends on the tension and size of the opening of the lips, 
this symptomatology is often t riggered (83%) in a specifi c 
register of tones. This may consist  of t remor or, less often, 
of lateral deviat ion or prot rusion of one or both lips, 
unilateral elevat ion of the labial commissure, as well as 
t remor or prot rusion of the j aw.47

In addit ion to ident ifying dystonic movements, a 
met iculous examinat ion of the muscles and skeleton is 
recommended, with special emphasis on the head, spine, 
shoulder girdle, the arm, forearm, and hand. It  is essent ial 
for this to be repeated with the inst rument  in order to 
ident ify posit ions that  may be associated with tension, 
muscle weakness, or pain, which in many cases precedes 
the appearance of dystonia.50-52

Finally, there are several rat ing scales for this disease. 
We recommend the Tubiana 6-point  scale14 because of how 

easy it  is to use. However, it  does have the disadvantage 
that  it  can be diffi cult  to classify the more subt le degrees of 
dystonia and it  is more accessible to therapists with an 
understanding of music (table 2).

Treatment

General considerations

Mult iple st rategies have been used to manage musicians’  
dystonias with highly variable outcomes. Although no 
specifi c form of therapy has been defi ned, there are general 
principles that  are combined in each situat ion in pursuit  of 
the best  results. Generally speaking, we can defi ne 
intervent ions from a pharmacological perspect ive, 
management  with botulinum toxin, techniques of sensory 
or paedagogical re-t raining, among others.

Drug intervention

Trihexyphenidyl :  the doses used vary from one series to 
another (ranges of 1 mg to 30 mg daily).9 The results are 
rather discouraging, with improvement  being reported in 
only 33% of pat ients. Other ant icholinergics have been used, 
albeit  without  any bet ter results.

Botulinum toxin

Inj ect ion of botulinum toxin into the dystonic muscles 
reduces the abnormal act ivity of these muscles by blocking 
the release of acetylcholine in the neuromuscular plaque. 
Botulinum toxin should be inj ected using elect romyography 
in the muscles selected for intervent ion, so as to observe 
movement  while the pat ient  plays his/ her inst rument , 
clearly dist inguishing dystonic act ivity from compensatory 
movements. Pat ients with pat terns of extension or fl exion 
in the fi ngers are inj ected preferent ially in the forearm. 
Again, doses vary depending on the dif ferent  series in the 
literature.9,53

The muscles most  often inj ected are: the fl exor digit orum 

superfi cial is and profundus,  the fl exor carpi radial is,  fl exor 

pol l icis longus,  the digit orum ext ensor and the indicis 

ext ensor,  and the palmaris int erosseus.  The mean dose per 
muscle group was 112 units (range of 88-150) in the arm and 
shoulder muscles, 38 units (range of 5-85) in the forearm 
extensors, 65 units (between 10 and 175) in the fl exors of 
the forearm, and 26 units (from 5 to 84) in the muscles of 
the hand. After the BT inj ect ion, 49% of pat ients reported 
an improvement  and 57% received more than one inj ect ion. 9 
Schuele reports similar fi gures, proposing appraisal of 
improvement  on the basis of three parameters: absence of 
muscle weakness following inj ect ion of the toxin, decrease 
of dystonic symptoms, maintenance of the level of musical 
repertoire and posit ion within the orchest ra.51

Most  authors report  a worsening of musical performance 
with the use of botulinum toxin in the case of embouchure 
dystonia.53 This, although not  specifi cally stated, may have 
to do with the diffi culty involved in maintained a proper 
“ seal”  with the perioral musculature as previously 
ment ioned.

Table 2 Tubiana scale, for the funct ional evaluat ion of 

musicians’  occupat ional dystonia14

Stage 0: Incapable of playing

Stage 1: Plays notes, but  stops because of blockage or 

 lack of facilit y

Stage 2: Plays short  sequences without  rapidity and with 

 unsteady fi ngering

Stage 3: Plays easy pieces but  is unable perform more 

 technically challenging pieces

Stage 4: Plays almost  normally but  diffi cult  passages are 

 avoided for fear or motor problems

Stage 5: Returns to concert  pieces

Figure 1 Dystonia in the right  hand of a right -handed pianist , 

primary dystonia, fl exion of the 4th and compensatory extension 

of the middle fi nger.
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No prognost ic factors have been clearly established with 
respect  to t reatment  with botulinum toxin; nevertheless, 
proper select ion of the muscles to be inj ected and the use 
of elect romyography are fundamental aspects to be taken 
into considerat ion.

Paedagogical re-training

Most  authors agree as to the advantages of a mult idisciplinary 
approach to the t reatment  of musicians’  dystonias, including 
the part icipat ion of a neurologist  and a physical therapist , 
in addit ion to a psychotherapeut ic approach in many 
cases.9,14,54

Paedagogical re-t raining covers any number of t reatment  
approaches with the common element  of being supervised 
by an inst ructor and being aimed at  limit ing and correct ing 
the appearance of dystonic and compensatory movements. 
Although, the characterist ics of the re-t raining involved 
may vary from one team to the next , there are certain basic 
principles:5,9,19,21,26,54,55

—  The movements of the body area involved are limited to 
the threshold of st rength and speed at  which the dystonic 
movement  is t riggered.

—  Detect ion and management  of muscle weakness in the 
shoulder girdle, arm, forearm, and hands.

—  Compensatory movements can be avoided (at  least  
part ially) through the use of splints.

—  Visual feedback is favoured through the use of a mirror, so 
that  the pat ient  will become capable of dist inguishing the 
dystonia from the typical movements involved in playing. 
Moreover, this makes it  possible to correct  posit ions that  
hinder playing.

—  Use of techniques (for instance, Feldenkreis) that  increase 
the percept ion of non-dystonic movements of both the 
fi ngers as well as the segments adj acent  to the fi ngers 
affected.

The aforement ioned can be associated in addit ion to or 
as an alternat ive to non-specifi c musical exercises; that  is 
to say, that  do not  belong to any repertoire in part icular, 
but  rather are designed to improve the technique of playing 
the inst rument  (respect ing the principles stated previously). 
Both approaches are associated with symptomat ic 
improvement  in 50% of cases9,  although they demand both 
dedicat ion and t ime, which may limit  t reatment  adhesion.

It  is worth adding14,54 that  start ing therapy early in the 
course of the disease, less severe symptoms, early age, and 
the absence of concomitant  psychological disorders are all 
predictors of a favourable outcome.

Ergonomic treatment

Ergonomic t reatment  consists in limit ing dystonic movements 
through the use of splints in the fi nger affected or avoiding 
dystonic movements by means of reposit ioning or redesigning 
a key in the case of the wind inst ruments, for instance. 56 In 
this type of t reatment , it  is worth ment ioning all t ypes of 
support  (music stands, st raps, etc.) that  can be of use when 
the hand affected by the dystonia must  hold the inst rument  
while playing.9

Physical rehabilitation

Modern-day concepts of rehabilitat ion seek to re-establish 
a physiological posit ion that  supports musicians’  free 
gestures.

It  includes a comprehensive analysis of shoulder, arm, 
wrist ,  and fi nger movements, as well as general posture 
while performing. Body awareness and adj ust ing posit ions 
to favour relaxat ion are the mainstays of this form of 
intervent ion.51

Emotional and occupational support

This approach must  contemplate the mult iple factors 
associated with the presence of dystonia, including aspects 
of mental health. Musicians tend to suffer st ress as a result  
of being separated from the professional community for 
prolonged t reatment  and of experiencing a decline in their 
performance that  hinders their return.51

Being aware of the pursuit  of perfect ion, rest ructuring 
the rout ines of a fulfi ll ing life, and educat ing the teaching 
or occupat ional environment  with respect  to this health 
problem are part  of the t reatment . This should take place 
in parallel to the previously ment ioned approach, 
contemplat ing the presence of an interdisciplinary team 
that  includes neurology, physical therapy, occupat ional 
therapy, psychology, among others.

Conclusions

Musician’s dystonia has a t remendous impact  on pat ients’  
quality of life and in many cases, puts an end to their 
careers. There is a host  of factors associated with this 
condit ion and its pathophysiology, although it  is st il l being 
studied, there are some principles that  are useful for 
prevent ive management  and t reatment .

Treatment  incorporates mult iple st rategies, although no 
one specifi c form of therapy has been defi ned. There are 
previously expressed general principles that , in combinat ion, 
seek to improve symptoms. The focus is interdisciplinary, 
with the possible inclusion of pharmacological intervent ions, 
management  with botulinum toxin, re-t raining techniques, 
emot ional and occupat ional support , among others.
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