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BRIEF COMMUNICATION 

When music becomes a symptom 
Music is one of the most universal forms of memory, affect, and identity. 
Therefore, not every repetitive musical experience is pathological. Songs 
that get “stuck” in the mind, melodic fragments that return spontaneously, 
and involuntary musical memories are part of ordinary human experience. 
The clinical problem begins when music ceases to be a passing memory or 
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annoyance and starts to occupy psychic life in a persistent, intrusive, 
distressing, or perceptually unusual way. 

In this territory, the diagnostic question is deliberately provocative: is it 
musical obsession or musical hallucination? The answer is not merely 
semantic. If the clinician calls an obsession a hallucination, the result may 
be psychotic stigma, misdirected investigation, and nonspecific treatment. 
If the clinician calls a hallucination an obsession, hearing impairment, 
epilepsy, dementia, medications, sensory deprivation, or another 
neurological or medical condition may remain unexplored. The boundary 
between these phenomena therefore requires careful psychopathology and 
therapeutic prudence. 

The literature on musical obsessions describes intrusive, repetitive, 
unwanted musical phenomena associated with distress, often within the 
obsessive-compulsve spectrum [1 - 2]. Literature comparing musical 
obsession and musical hallucination highlights the clinical relevance of 
differential diagnosis [3]. Reviews on musical hallucinations describe the 
experience of hearing music without a corresponding external stimulus, 

frequently associated with hearing impairment, older age, neurological 
conditions, medications, and neurocognitive disorders, without necessarily 
implying psychosis [4, 5, 6, 7]. DSM-5-TR and ICD-11 help organize 
syndromes, but they do not replace the psychopathological interview [8, 
9]. This article proposes a clinical and psychopharmacological reflection on 
this boundary, based on entirely fictional clinical vignettes created solely 
for didactic purposes and not inspired by a real case. 

Fictional clinical vignettes: three ways of listening to the same complaint 
Vignette A: a retired teacher, socially active and with no history of 

psychotic disorder, seeks care saying that “a song will not leave my head.” 
She describes the phenomenon as repetitive, unwanted, and exhausting. 
The experience increases when she tries to suppress it, improves 
transiently when she is distracted, and is accompanied by anxiety, 
irritability, and mental rituals to “replace” the melody. When asked, she 
locates the music “in the mind,” recognizes the absurd character of the 
discomfort, and does not believe that anyone is transmitting sounds. Here, 
the obsessive-compulsve formulation gains strength. 

Vignette B: an older woman with progressive hearing loss and tinnitus 
reports hearing old hymns at dusk, especially in a quiet environment. The 
music seems to come from the next room, but she finds no sound source. 
There are no delusions, formal thought disorder, behavioral 
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disorganization, or persecutory conviction. The phenomenon has 
perceptual quality, depends on silence, and is associated with auditory 
deprivation. Here, the hypothesis of musical hallucination due to sensory 
release should be investigated before any psychotic label. 

Vignette C: a patient with depressive symptoms, insomnia, and recent 
medication change begins to report repetitive musical fragments, 
sometimes as intrusive thought and sometimes as almost external sound. 
The experience is distressing, but insight fluctuates. This vignette is closest 
to everyday clinical work: psychopathology does not always fit clean boxes. 

The same complaint may include obsessive, perceptual, affective, 
pharmacological, and neurosensory components. 

The three vignettes are entirely fictional. They were not built from charts, 
consultations, clinical memories, or case composites. They are used to 
show that the question “obsession or hallucination?” has value only when 
it forces the clinician to describe the experience, not when it becomes a 
quick answer. 

The central point is that the way the clinician asks changes the diagnosis: 

“Does the music come from outside or inside?”, “Do you believe someone 
is transmitting it?”, “Do you try to resist it?”, “Is the experience perceived 
as absurd or as real?”, “Is there hearing loss?”, “Has medication 
changed?”, “Is there cognitive decline?”, “Are there seizures, sleep 
disturbance, or substance use?”. 

The phenomenology of musical obsession 
Musical obsession approaches the obsessive-compulsve field when music 
appears as intrusive, repetitive, unwanted, and ego-dystonic mental 

content. The patient usually recognizes that the experience is internal, 
excessive, or senseless, even if unable to stop it. Anxiety and attempts at 
resistance are important elements: the person tries to suppress, 
neutralize, replace, or “correct” the music, but this effort may increase the 
salience of the phenomenon. 

Taylor et al. described musical obsessions as neglected clinical phenomena, 
often confused with hallucinations, ruminations, or normal musical 
experiences [1]. Later reviews reinforced that music may appear both as 
a trigger and as the content of obsessive-compulsve symptoms [2]. The 

expression stuck song syndrome is useful for clinical communication, but 
it is not a diagnosis: a song stuck in the mind may be banal; it becomes 
clinically relevant when there is distress, functional impairment, 
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persistence, resistance, and a relationship with anxiety or mental 
compulsions [10]. 

Clinical reports and discussions show that musical obsessions may arise in 
diverse contexts, including auditory changes, response to clomipramine, 
complex electrophysiological presentations, and late onset [11, 12, 13, 
14]. From a classificatory perspective, neither DSM-5-TR nor ICD-11 
recognizes “musical obsession” as an autonomous category [8 - 9]. The 
phenomenon should be described as a possible manifestation of obsessions 
within the obsessive-compulsve spectrum when syndromic criteria are 
met. This caution matters: diagnosing obsessive-compulsve disorder 
requires more than identifying repetitive music; it requires assessment of 
time spent, distress, impairment, insight, neutralization, compulsions, and 
differential diagnoses. 

The phenomenology of musical hallucination 
Musical hallucination is a perceptual experience of music without a 
corresponding external source. It may be simple or complex, familiar or 
unknown, brief or persistent. Contrary to popular stereotypes, musical 

hallucination does not automatically mean schizophrenia or psychosis. 
Many patients retain partial or full insight, recognizing that the music does 
not come from the environment, although it is perceived with sensory 
quality. 

Reviews of musical hallucinations highlight their association with hearing 
impairment, sensory deprivation, brain lesions, epilepsy, neurocognitive 
disorders, medications, and psychiatric conditions [4, 7, 15 - 16]. In older 
adults, auditory assessment is particularly relevant. Reduced sensory input 
may favor musical perceptual phenomena in a way analogous to other 

forms of sensory release. Asking about hearing, tinnitus, hearing aids, and 
sensory isolation is not a detail; it is part of the diagnosis. 

Medication and substance review is also essential. Certain drugs may 
precipitate or worsen perceptual phenomena in vulnerable individuals, and 
polypharmacy in older adults increases this risk. The presence of musical 
hallucination should open medical, neurological, auditory, and psychiatric 
investigation. 

How to differentiate during clinical interview 

The distinction should not depend on a single question. The first axis is 
externality: is the music experienced as thought/mental imagery or as 
sound perception in external space? The second is insight: does the patient 
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recognize the internal or strange nature of the experience, or believe 
literally that there is a hidden external source? The third is affective 
relationship: are there anxiety, disgust, fear, irritation, and resistance, 
suggesting obsession, or a more passive perceptual experience, suggesting 
hallucination? The fourth is context: is there hearing loss, cognitive 
change, epilepsy, neurological disease, medication change, depression, 
anxiety, obsessive-compulsve disorder, or substance use? 

Perhaps the most useful question is not “is it obsession or hallucination?”, 
but “what is the psychopathological architecture of the musical 

experience?”. In some patients, the phenomenon may occupy an 
intermediate zone: intrusive like an obsession, sensory-like as a 
hallucination, and interpreted with variable insight. In such cases, 
formulation should be descriptive, provisional, and revisable. Diagnostic 
haste may be more harmful than well-conducted doubt. 

A practical matrix may help: musical obsession is supported by 
intrusiveness, ego-dystonia, resistance, anxiety, and recognition of 
internality; musical hallucination is supported by perceptual quality, 

externality, association with hearing impairment or neurological conditions, 
and weaker relation to obsessive neutralization. None of these elements is 
absolute in isolation. 

DSM-5-TR and ICD-11: how to classify without impoverishing clinical 
practice 
DSM-5-TR and ICD-11 do not provide a specific code for “musical 
obsession” or “musical hallucination” [8 - 9]. This absence does not mean 
that the phenomenon is irrelevant; it means that it should be formulated 
within recognizable syndromes or as a transdiagnostic symptom. In an 
obsessive formulation, the question is whether there is obsessive-
compulsve disorder, another obsessive-compulsve-related disorder, 
anxiety disorder, depression with rumination, or a nonsyndromic intrusive 
phenomenon. In a perceptual formulation, the question is whether there is 
a psychotic disorder, mood disorder with psychotic symptoms, neurological 
condition, epilepsy, neurocognitive disorder, hearing impairment, 
intoxication, withdrawal, or medication effect. 

This distinction protects the patient. The word “hallucination” may be 

technically correct and still clinically imprecise if communicated as a 
synonym for psychosis. Likewise, the word “obsession” may provide false 
reassurance if it conceals a perceptual phenomenon related to auditory 
deprivation, epilepsy, or neurocognitive disease. Competent use of 
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classifications requires categorical diagnosis to follow phenomenological 
description, not precede it. 

For editorial purposes, this is the provocative point: music invading the 
mind is not automatically obsession; music that seems to play in the 
environment is not automatically psychosis. Diagnosis emerges from the 
relationship between form, content, insight, organic context, temporal 
course, distress, and therapeutic response. 

Psychopharmacological treatment: treat the formulation, not only the 

music 
Treatment should follow the clinical formulation. When obsessive-
compulsve phenomenology predominates, the logic approaches treatment 
of obsessive-compulsve disorder: psychoeducation, cognitive-behavioral 
therapy with response prevention when applicable, and anti-obsessional 
pharmacological strategies. Selective serotonin reuptake inhibitors and 
clomipramine are classic options for obsessive-compulsve disorder, used 
at appropriate doses and duration, with attention to tolerability, 
interactions, and comorbidities. Reports of musical obsession describe 

improvement with anti-obsessional approaches, but evidence remains 
limited and does not allow a specific algorithm for all cases [1, 2, 12, 14]. 
In older adults, choosing among sertraline, escitalopram, fluvoxamine, 
fluoxetine, paroxetine, or clomipramine is not cosmetic; it should consider 
anticholinergic burden, QT interval, hyponatremia, fall risk, drug 
interactions, and adherence. 

When intense anxiety, insomnia, comorbid depression, or rumination are 
present, treatment must address the whole syndrome. Low-dose 
antipsychotics may be considered as augmentation in resistant obsessive-

compulsve disorder or when perceptual phenomena, severe distress, 
insomnia, or specific comorbidities are present, but their use should be 
cautious, especially in older adults, because of metabolic, motor, cognitive, 
and cardiovascular risks. Risperidone and aripiprazole have rationale as 
augmenting agents in resistant obsessive-compulsve disorder, but 
extrapolation to musical obsession should be individualized. The aim is not 
automatically to “treat psychosis,” but to modulate well-defined target 
symptoms. 

When musical hallucination predominates, priorities may differ: correct or 
compensate for hearing impairment, reduce sensory deprivation, review 
medications, treat depression, anxiety, epilepsy, or neurocognitive 
disorder, and only then consider specific psychotropics. Reviews show 
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heterogeneous responses to antipsychotics, antidepressants, 
anticonvulsants, acetylcholinesterase inhibitors, and auditory 
interventions, depending on presumed etiology [4, 15 - 16]. The 
therapeutic question is therefore not “which medication removes music?”, 
but “which likely mechanism sustains this phenomenon in this patient?”. 

In geriatric psychiatry, prudence is decisive. Polypharmacy may both treat 
and produce symptoms. Medication initiation should be accompanied by 
clear goals, periodic review, attention to interactions, falls, anticholinergic 
effects, sleep changes, metabolic syndrome, and adherence. In persistent 

musical phenomena, good formulation may save unnecessary medications. 

Why the topic is provocative 
The topic is provocative because it challenges a simplistic division between 
thought and perception. Music may be memory, imagery, obsession, 
hallucination, sensory release phenomenon, neurological symptom, 
affective expression, or all these elements in different proportions. 
Psychiatric practice becomes poorer when this complexity is reduced to a 
quick label. It is also provocative because diagnosis may produce stigma. 

Calling a musical experience a hallucination without qualification may 
frighten patients and families, suggesting psychosis where an obsessive, 
auditory, or neurological phenomenon may exist. Conversely, minimizing 
the experience as “a song stuck in the head” may invalidate real suffering 
and delay investigation. Good practice lies between these extremes: taking 
the complaint seriously without premature pathologization. 

CONCLUSION 
Persistent musical phenomena require refined clinical listening. The 
distinction between musical obsession and musical hallucination is not an 
academic detail; it guides differential diagnosis, organic investigation, 
psychotherapeutic approach, psychopharmacological treatment, and 
communication with the patient. A fictional vignette allows discussion of 
this boundary without risk of identification and without turning a real case 
into narrative material. The question “musical obsession or musical 
hallucination?” should be sustained long enough for the experience to be 
described with precision. When music is intrusive, ego-dystonic, resisted, 
and anxiogenic, the obsessive formulation gains strength. When it is 
perceptual, externalized, and associated with hearing impairment, 
neurological alteration, medication, or cognitive decline, musical 
hallucination should be prioritized. In both scenarios, treatment should be 
individualized, parsimonious, and guided by an explicit clinical hypothesis. 
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