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Improving mental health in families with autistic
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in parent counselling sessions offered alongside
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BACKGROUND

This paper explores benefits of parent counselling offered
alongside music therapy with children with autism spec-
trum disorders (ASD). Research studies have shown that
the stress levels of primary caregivers of children with ASD
are not only higher than in the general population but also
higher than in parents of children with other developmen-
tal disabilities. It is therefore recommended that music
therapists working with children with ASD also engage
and support their parents.

PARTICIPANTS AND PROCEDURE

In the international randomised controlled trial TIME-A,
which investigates the effects of music therapy on the so-
cial communicative skills of autistic children, participating
families are offered three parent counselling sessions. For
this paper, 68 counselling sessions with 25 families were
evaluated; 14 sessions were transcribed and subjected to
a content analysis. Case examples illustrate the impact of
concomitant parent counselling sessions on the families.

RESULTS
The analysis generated emerging themes that were
grouped into two categories: 1) Non-music therapy spe-

cific themes, and 2) Music therapy specific themes. The
first category comprised four sub-groups: Exchange of in-
formation, Experiences with professionals/friends/society,
Worries about the future, Personal/matrimonial problems.
Music therapy specific themes were subdivided into the
following groups: Working in a partnership, Empowering
parents, Celebrating strengths, Rejoicing in child’s enjoy-
ment. Challenges caused by the dual roles of music ther-
apist and parent counsellor were outweighed by the ben-
efits. In addition to the therapeutic effect of counselling,
video material from the music therapy sessions helped
carers to see their children’s strengths, to gain new ideas,
and to develop a more positive outlook.

CONCLUSIONS

The findings support the provision of parent counselling ses-
sions alongside music therapy for children with ASD. This
study highlights that extending the role of the music ther-
apist and using video feedback offers encouraging possibil-
ities to further support the wellbeing of the whole family.
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BACKGROUND: TIME-A STUDY

All the parent counselling sessions described in this

paper have been conducted for the international re-

search study TIME-A (Trial of Improvisational Music
therapy’s Effectiveness for children with Autism).

TIME-A aims to determine whether music therapy

improves the social communicative skills of young

children with autism spectrum disorders (Geretseg-
ger, Holck, & Gold, 2012). It is the largest randomised
controlled trial on non-pharmacological treatment
for autism so far, with 364 children from nine coun-
tries (Australia, Austria, Brazil, Israel, Italy, Korea,

Norway, UK, and USA) enrolled in the study. All chil-

dren included have a diagnosis of autism spectrum

disorder (ASD) and were aged between 4 years and

6 years 11 months at the time of their randomisation.

Participants were randomly assigned to one of three

conditions:

+ high-intensity music therapy: individual music
therapy three times a week for five months, and
three parent counselling sessions as a standard
care condition;

« low-intensity music therapy: individual music
therapy once a week for five months, and three
parent counselling sessions as a standard care
condition;

«+ standard care: three parent counselling sessions.
The primary outcome measure is the Autism Di-

agnostic Observation Schedule (ADOS), which is ad-

ministered by a blinded assessor. In addition, parents
were asked to complete the Social Responsiveness

Scale (SRS). Both standardised scales were collected

at baseline, after 2 months, after 5 months and after

12 months.

All families in the study, regardless of their child’s
allocation, have been offered three parent counsel-
ling sessions, conducted by a clinical psychologist
or the child’s music therapist, which lasted approx-
imately 60 minutes each. The TIME-A study proto-
col describes the content and purpose of the parent
counselling sessions as follows:

“Counselling sessions will comprise supporting
conversations with a focus on current concerns,
problems, and difficulties arising from the child’s
diagnosis, behaviour, and development over time as
well as providing information about ASD, child de-
velopment, and social communication relevant to the
families’ everyday life situations” (Geretsegger et al.,
2012, p. 4).

Some notes regarding the terminology are neces-
sary at this point. Several children in the study cohort
live with foster carers. In this paper, the terms parent
or carer will be used interchangeably and always re-
fer to the primary caregiver. The standard care con-
dition in the TIME-A study protocol is termed coun-
selling. I will therefore adopt the same term in this

paper. However, our team in the UK discussed alter-
native descriptions such as advisory sessions or par-
ent meetings. As I have no formal training in coun-
selling, the service we offer must be distinguished
from the therapy provided by a specialist counsellor.

RATIONALE FOR PARENT COUNSELLING
SESSIONS

Autism spectrum disorder is a neurodevelopmen-
tal disability that affects approximately 1% of the
population (Baird et al., 2006; Brugha et al., 2012).
The core symptoms are persistent deficits in social
communication and social interaction as well as re-
stricted, repetitive patterns of behaviour (American
Psychiatric Association, 2013). The condition ASD
is likely to have an impact on the whole family and
not only the child diagnosed (Greef & Van der Walt,
2010). Strained family relationships, disturbed fami-
ly routines, and grieving for the loss of the expected
healthy child are typical sources of parental stress
when caring for an autistic child. Families affected
by ASD often experience social isolation as a result
of the characteristic features of the condition. Stud-
ies have shown that caregivers of children with ASD
suffer more often from depression and anxiety than
the general population (Khanna et al,, 2011), with
consequences for their physical health (Lovell, Moss,
& Wetherell, 2012). They also experience markedly
higher levels of stress and aggravation than parents
of children with other developmental disabilities
(Dabrowska & Pisula, 2010; Estes et al., 2009; Schieve,
Blumberg, Rice, Visser, & Boyle, 2007).

A literature review by Boyd (2002) concluded that
“low levels of social support were the most power-
ful predictors of depression and anxiety in mothers”
(p- 209) of children with ASD. Social and parental sup-
port was also mentioned in a study by Greef and Van
der Walt (2010) as one main aspect that contributed
to family resilience and functioning. Further positive
factors reported by parents were professional help
and advice, treatment programmes, and knowledge
of autism. These results indicate that necessary inter-
vention for the child diagnosed with ASD should be
complemented by support and psychological help for
their carers and families.

DEFINING MY APPROACH

Previous work experience had convinced me that
family-centred approaches have very positive effects.
I was therefore excited to be able to work as a parent
counsellor for the research trial. At the same time,
however, I was aware that meeting with and coun-
selling parents requires “skills that are complemen-
tary to, but different from, clinical music therapy”
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(Grogan & Knak, 2002, p. 210). In order to prepare for
my new role, I consulted literature concerned with
music therapy interventions for children and their
parents. Beyond that, psychology literature pertinent
to my new responsibilities helped me to define my
approach.

PARENTS IN MUSIC THERAPY

The parent-child relationship has been attended to
by numerous music therapists. Reasons for that are,
among others, the striking similarities between early
parent-infant communication and musical interactions
(Malloch, 1999; Papousek, 1996). Both are non-verbal,
intuitive, spontaneous, and playful (Oldfield & Bunce,
2001). The music-like interactions between child and
parent further the important processes of bonding and
attuning to each other. Accordingly, music seems to
be a suitable medium to possibly (re)experience this
early developmental relating. It is thus not surprising
that an increasing number of music therapists provide
music therapy for children and their carers.

Music therapy groups are offered for several par-
ent-child dyads that need support because of dis-
advantageous circumstances or a diagnosis such as
global developmental delay or ASD (Bull, 2008; Loth,
2008; Oldfield & Bunce, 2001). The presence of other
families that might experience similar problems can
help parents to feel more relaxed, to socialise, and
to benefit from peer support. For other dyads, indi-
vidual music therapy might be more useful. Work in
this area has also been documented and reflected on
(Drake, 2011; Flower, 2008; Oldfield, 2008). Children
are often referred with a carer when they are very
young, physically fragile, or when a disorder such
as ASD has interfered with attachment processes.
The therapy is usually concerned with the individual
needs of both child and parent as well as with their
relationship issues.

Two recent studies by Thompson, McFerran,
and Gold (2014), and by Schwartzberg and Silver-
man (2016) investigated parents’ perception of mu-
sic therapy with autistic children. Thompson et al.
(2014) concluded that family-centred music therapy
strengthens the parent-child relationship. Parents
perceived an improvement in the quality of their
child’s social interactions as well as in their own abili-
ties to relate positively to the child. Schwartzberg and
Silverman (2016) analysed semi-structured interviews
with parents and discovered recurrent themes, such
as “the collaborative approach benefits all aspects of
treatment and promotes rapport and alliance”, and
“parents independently implement techniques used
in music therapy in other settings”. Both studies sup-
port previous findings highlighting the importance of
sharing ideas with parents that they can explore out-
side the sessions (Oldfield, 2011; Loth, 2008).
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The above-mentioned literature reflects on mu-
sic therapy with children and their parents. Carers
are present and take an active part in the music
therapy sessions. Conversations between the mu-
sic therapist and parent are usually short, as they
happen during or after the session while the child
plays. In child psychotherapy, the model of simul-
taneous treatment (Chazan, 2003), during which the
child and the parent are seen separately by the same
therapist, is well established. However, literature in
music therapy that explores simultaneous treat-
ment of the child and parent remains scarce. Grogan
and Knak (2002) propose the idea of a “discussion
group for parents in parallel to a children’s group”
(p. 211), and suggest that this may be run by another
professional. The music therapist Tali Gottfried has
directed both music therapy and parent counselling
sessions for the TIME-A site in Israel. She investi-
gated the effects of her specific approach music-ori-
ented parent counselling (MOPC), and reported im-
provements in parental stress level, quality of life
perception, and the use of music in everyday life
(Gottfried, 2016). Music-oriented parent counsel-
ling comprises supportive conversations and music
therapy-like techniques (e.g. musical improvisation)
but does not, unlike my approach, include video
feedback as an essential element. I am not aware of
any model outside the TIME-A context that offers
separate parent counselling sessions alongside mu-
sic therapy for the child.

COUNSELLING SKILLS

In order to acquire more specific ideas about coun-
selling I consulted literature in psychology. Especial-
ly the person-centred approach developed by Carl
Rogers (1951, 1961) was influential and inspiration-
al. He believed that the therapist had to hold cer-
tain attitudes towards the client in order to help and
promote change. The first attitude is called uncon-
ditional positive regard, which implies showing re-
spect and warmth to the client and being absolutely
non-judgemental. Further attitudes are termed empa-
thy and congruence. Empathy describes the attempt
to see the world from the client’s perspective and to
communicate this understanding. Being congruent
means being genuine, authentic and transparent. As
these personal attitudes determine the quality of the
relationship, they seem paramount to me and provid-
ed helpful guidance for the work.

Davis (1993) and Pelham and Stacey (1999) out-
lined basic skills that complement these attitudes.
A distinction must be made between formal coun-
selling and the use of counselling skills which can
be employed by anyone facilitating communication.
Davis delineates them as attending, active listen-
ing, prompting, demonstrating empathy, and basic



exploration. A similar set of fundamental counsel-
ling skills is described by Pelham and Stacey (1999):
“Just” being there, facilitating the person to tell his
or her story, attending to repeating patterns of be-
haviour, and use of the therapeutic frame. Being
able to hold a silence, awareness of transference and
counter-transference processes, as well as the ability
to hold and contain the therapeutic relationship con-
stitute essential principles.

VIDEO FEEDBACK

From my work experience in child and family psy-
chiatry I was familiar with the use of video feed-
back, as it is applied regularly by different team
members in the unit (Holmes, Oldfield, & Polichro-
niadis, 2011). The music therapist Oldfield has writ-
ten extensively about her use of video recordings
with parents (Holmes et al., 2011; Oldfield, 2006).
A meta-analysis of 29 studies concluded that inter-
ventions using video feedback have a positive effect
on families with young children (Fukkink, 2008).
Parenting behaviour, attitude of parents, and, con-
sequently, the development of the child all showed
significant improvements. A recent randomised
controlled trial (Poslawsky et al., 2015) demonstrat-
ed that the video-feedback intervention to promote
positive parenting adapted to autism (VIPP-AUTI)
reduced parental intrusiveness and increased feel-
ings of self-efficacy.

For my role as a parent counsellor in TIME-A, my
procedure had to be different from these methods in
the sense that I was not primarily utilising feedback
of parent interactions but offering video feedback of
their child’s music therapy to parents. Nevertheless,
effective techniques could be learned, and the re-
search findings supported the belief that using video
feedback in an intervention like parent counselling
sessions could be highly beneficial.

SUMMARY

The above-cited literature and research influenced
my approach for the parent counselling sessions.
Working collaboratively with carers, sharing ideas
with them, and valuing their expertise and opinion
are understood to be necessary and beneficial. Simul-
taneous treatment of children with ASD and their
parents, as requested by the TIME-A research pro-
tocol, provided a suitable treatment model. My re-
lationship with carers was characterised by holding
a positive, non-judgemental, empathic and genuine
attitude towards them. An essential technique used
in the counselling sessions was showing video ex-
cerpts that demonstrated the child’s strengths and
successful interactions.

PARTICIPANTS AND PROCEDURE
PARTICIPANTS

I have worked as a music therapist and parent
counsellor for one site of the trial in the UK where
I was responsible for 26 children. They were re-
cruited in three schools and had a mean age of
5 years 6 months at randomisation. In this cohort,
21 children attended special schools and five chil-
dren attended a mainstream school. Four partici-
pants were female. The majority of children at this
site were assessed with ADOS Module 1, receiving
a mean summary score of M = 18.22 (SD = 4.25).
Three children were evaluated using ADOS Mod-
ule 2 with a mean summary score of M = 11.33
(SD = 4.71). In the SRS rated by parents, 23 chil-
dren obtained a T-score of = 76 and thus fell into
the category ‘Severe range’. Two children received
a T-score corresponding to the ‘Moderate range’.
The SRS of one child could not be scored as more
than 16 item responses were missing (see Constan-
tino & Gruber, 2005). In this cohort, 14 children
were randomly assigned to music therapy, of whom
8 children were allocated to the high-intensity
treatment. Participation in the study seemed high-
ly acceptable and feasible. All families with eligible
children that were approached agreed to take part
in the trial. One family dropped out after the child
was randomised to the standard care condition.

Apart from improvisational music therapy ses-
sions I also conducted the parent counselling ses-
sions for all 25 families who engaged in the project.
In six cases children lived with a single parent, and
four children lived with foster parents. Carers of
20 children attended all three sessions offered to
them. Acceptance was very good, with 68 out of
75 possible sessions being delivered. An even high-
er attendance of 41 out of 42 possible sessions could
be observed in the subgroup of families whose chil-
dren received concurrent music therapy intervention.
The family members present at these sessions varied.
Most commonly, the female primary carer attended
the meeting on her own (43 sessions), and signifi-
cantly less often the father on his own (6 sessions). In
several sessions both carers attended together or oth-
er family members such as grandparents or siblings
were present (19 sessions).

METHODS

Most of the parent counselling sessions (64 ses-
sions) were videotaped. In the four other sessions
carers preferred not to be recorded. After each ap-
pointment, detailed session notes were prepared
and significant events, emergent topics and parent
behaviours documented. In addition, I recorded
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my emotional responses to each session in order
to separate a more factual description from my in-
terpretation. The notes were extended with quotes
and further information after having watched all
64 video tapes once. Video rather than audio re-
cording provided further insight into parents’
emotional responses such as facial expressions and
body language. In addition, video examples from
the parent counselling sessions proved to be pow-
erful material that I was able to show, with carers’
consent, to school staff and professionals when ad-
vocating for music therapy as well as for parent
support.

As I am specifically interested in the benefits of
using video feedback in sessions offered alongside
music therapy, I transcribed 14 sessions conducted
with carers of the children who were randomised to
music therapy. Because of time constraints I chose
to transcribe only one, namely the second, of the
three sessions each family was offered. The first ses-
sions were often centred on providing general in-
formation about music therapy, as well as learning
about the background and current situation of the
child and family. Video feedback did not play a ma-
jor part as the first counselling sessions coincided
with the beginning of the music therapy treatment.
Even though the third meetings usually encom-
passed extensive video feedback, questions about
future treatment possibilities and recommendations
proved to be constitutive parts of all final meetings.
The second parent counselling sessions were sched-
uled two months after the beginning of the music
therapy intervention and therefore provided ample
opportunities to include video feedback. The rela-
tionship between carers and counsellor was already
established, and thoughts about ending did not yet
dominate the conversation. Although I initially in-
tended to exclusively use the 14 transcribed sessions
for a content analysis, reviewing all tapes convinced
me that the 54 non-transcribed sessions captured
additional important information. That is why the
extensive notes made after having watched video re-
cordings of all sessions were included to some extent
in the analysis.

Examining the content of the parent counselling
sessions, comments from carers could be grouped
together which allowed for emergent themes to be
detected. The interpretation of data was based on the
six phases of thematic analysis by Braun and Clarke
(2006), which are 1) familiarising yourself with the
data, 2) generating initial codes, 3) searching for
themes, 4) reviewing themes, 5) defining and nam-
ing themes, and 6) producing the report. I organised
the themes under two headings: 1) Non-music ther-
apy specific themes, and 2) Music therapy specific
themes. Both categories comprise several sub-cate-
gories which are presented and discussed in the fol-
lowing section.
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EMERGENT THEMES
Non-music therapy specific

Non-music therapy specific themes were collated
from all 25 families attending the counselling ses-
sions, regardless of the treatment group their child
was allocated to. Four sub-categories could be iden-
tified: (1a) Exchange of information; (1b) Experiences
with professionals/friends/society; (1c) Worries about
the future; (1d) Personal/matrimonial problems.

(1a) Exchange of information. Almost all the
contact with carers started with talking about the
child’s background and current presentation. Parents
seemed keen to tell me about the early years, the
medical history and their first concerns. It felt im-
portant that they could share this information with
someone who showed interest and had time to listen
to their narrative without diversion. We discussed
recent progress and changes, the child’s behaviour
at school and at home, and likes or dislikes. Parents
often gave a detailed description of their child’s char-
acteristics, such as “He has completely no awareness
of danger whatsoever”, or “He is such an affectionate
and loving boy”. When invited, most parents talked
happily about the child’s skills, their favourite activ-
ities, and cherished moments. However, six of the 25
families struggled to think of any positives and need-
ed lots of encouragement and support to remember
characteristics or behaviours of the child they were
proud of.

The exchange of information also comprised
knowledge about ASD. Several parents used part of
the sessions to ask questions about the condition,
such as “How many children with ASD will learn
to speak?”. Carers also tried to acquire more infor-
mation about the other children I was seeing to as-
sess the severity of their own child. They asked for
example “When you compare him to the others, is
he doing well?”. Very practical questions concerning
behaviour management or advice regarding visual
aids were also common. All the families were inter-
ested in learning more about music therapy and the
research study.

(1b) Experiences with professionals/friends/
society. A striking element of many sessions was
the amount of anger and disappointment carers
voiced. This frustration often concerned the contact
with professionals, including paediatricians or ther-
apists, as well as school staff. Parents talked about
long waiting lists, rushed appointments and insuffi-
cient information. The most stressful aspect, howev-
er, seems to be that professionals usually focus on
difficulties and impairments of the child. One carer
communicated his discontent with this deficit-ori-
ented approach very clearly:

Try to understand what are his strengths which
absolutely nobody--, which is missing. So everybody



is talking about his weakness all the time and saying
he’s weak. Yes, we--, that’s an accepted thing but not
talking about his strengths and saying, okay these
are his strengths, let’s work on his strengths and
make sure he makes something out of it.

Further disappointments seem to be frequently
caused by experiences with neighbours or friends.
One mother was desperate because her child’s nois-
iness upset the neighbours to the point that she was
not greeted any more. Other parents mentioned that
friends seemed unable to cope with the special needs
of the child, which resulted in a compromised social
life. Carers often tried to find an explanation them-
selves, making comments such as “I had to cancel too
often. I think they’ve given up”. One parent reflected
on an unpleasant encounter she had made when try-
ing to visit a public place with her child, and used the
session to make sense of this incidence:

Yeah, and somebody came and said, “Oh, there has
been a complaint made against you because of your
child’s noise and this and that”, and I--, I got upset
and I was like, “Oh, he is autistic and he doesn’t re-
ally cope”, and they were like, “Oh, right”. When you
look at [child’s name] he doesn’t look disabled, does
he, well he’s not, he’s not. I don’t think he is disabled
but he doesn’t look like there is anything wrong with
him. So I think people just assume he is being naugh-
ty rather than thinking, “Oh, maybe he’s got a little
bit of extra needs”.

An important aspect of the counselling sessions
seemed to be that they provided a safe space for car-
ers to talk about these difficult experiences. They
were listened to without being judged, and thus were
able to express feelings of disappointment, sadness
and anger:

And I got very, very mad and I said to her “It’s
people like you that make me sick because you are
just looking at him like--". There is no understand-
ing, there is no sort of sympathy towards him in that
specific minute. So I was just like, “Come on”, and
I was calming down. ’Cause it is hard as a mother,
you know what it’s going to be like in the future.

(1c) Worries about the future. A common theme
in many conversations with carers was uncertainty
about the future. Parents worried about the changes
that will occur when their children grow older and
develop sexual desires or more physical strength:

So many times when he has hurt me and I think,
“Oh my God, he is only five. What is he gonna be like
when he is twelve, fifteen?”.

One family had a clear idea of the abilities and needs
of their daughter. They communicated the concern that
her strengths would not be fostered enough for her to
succeed and overcome her difficulties in the future:

We feel that she could grow up and get degrees
from universities and things like that but not have
the confidence to take them out and doing things
with them or be able to express herself properly. So

she might as well not have them, do you know what
I mean. We think her confidence, her being able to
express herself and be social, is much more import-
ant than her results from academic things.

Thinking about the future proved to be distressing
for most families. The uncertainty seemed to be an es-
sential aspect. Even though every parent has to bear
a certain amount of not knowing, more questions
must remain unanswered for carers of children with
autism: How much independence will their child be
able to gain? Will their child develop speech? Will
their child be able to work, socialise, be happy?

We really hope he gets better and better and bet-
ter, and we don’t have to take care of him the rest of
our lives but... That’s the biggest concern we have.
We want him to live independently, find a job, bigger
or smaller. Right now I am worried sick.

(1d) Personal/matrimonial problems. The
counselling sessions offered carers a space to talk
about their own problems. I explained that they
could use their time in any way they wanted. All car-
ers talked about worries caused specifically by the
autism diagnosis of their child as described above. In
addition, 10 families used the space to talk about per-
sonal problems traditionally associated with counsel-
ling. These themes comprised matrimonial problems,
low mood, stressful financial situation, bereavement,
and traumatic experiences. One carer talked with me
about the recent loss of a family member, while an-
other carer worked through some difficult aspects of
his history. The stress of insufficient housing or finan-
cial means was discussed:

They are cutting our foster allowances. [...] We
think they are doing things they shouldn’t be doing.
It’s a minefield, so we just got to work through it.
Anyhow, bet we’ll be living in a tent soon [laughs].
So we got all that worry going on.

Three parents confided their own struggles with
mental health to me. Matrimonial problems were
brought to the sessions by four families. Even though
it seemed helpful that these families were provid-
ed with a safe space to talk about their difficulties,
it became apparent that the offered service was not
sufficient to work together towards positive changes.
I had neither received professional counselling train-
ing, nor had the possibility to deliver more than three
sessions for each family. This meant that problems
could only be attended to in a limited way. I remind-
ed carers repeatedly of our framework and referred
them to other services if necessary. However, for
some families it seemed beneficial to just voice their
problems to a non-judgemental professional.

Music therapy specific themes
The above-mentioned non-music therapy specific

themes emerged in counselling sessions with all 25
families. With the 14 families whose children were
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randomised to the music therapy treatment, music
therapy specific themes consistently occurred in the
counselling sessions. These themes could be grouped
into the following categories: (2a) Working in a part-
nership; (2b) Empowering parents; (2c) Celebrating
strengths; (2d) Rejoicing in child’s enjoyment. Quotes
from different carers as well as two case vignettes il-
lustrate the four areas.

(2a) Working in a partnership. The importance
of parental involvement has been widely recognised,
and a desirable form of the relationship between ther-
apist and parent is often described as a partnership
(Horvat & O’Neill, 2008; Oldfield, 2006, 2011; Schwartz-
berg & Silverman, 2016). The sessions with carers pro-
vided opportunities to discuss the suitability of music
therapy aims for the child and the progress towards
them. Parents could be included in this constant evalu-
ation process, and their views were taken into account.
It became apparent how much parents valued being
heard and seeing their aspirations informing the music
therapy. This promoted a trusting relationship and em-
phasised that we were working in a partnership rather
than disconnected from each other.

The following case vignette gives an example of
how working in a partnership with the carer was
achieved during the counselling sessions. It seemed
important that a feeling of trust and togetherness
was created in the first session and then strength-
ened in the following sessions. In order to illustrate
this process I use transcribed excerpts from all three
sessions in this case vignette.

Case vignette. In the first counselling session with
the mother of four year-old Leo!, we discussed the
aims for Leo’s music therapy.

(P - Parent, T - Therapist, (Yeah) - Interjection
from other speaker)

T: I wrote down the aims that I set so far, and
I thought maybe we can think about them together
(Yeah), because I've only known him for two weeks
(Okay). So after the first sessions with him I thought
that these are some things I would like to focus on
with him.

I explain the first aims to her and give some exam-
ples of musical activities that might help us achieve
these aims.

P: That’s everything that he needs as well. So
that’s really good.

T: Good, yeah, and then the last two are just--,
I'want to provide a space for him where he can be cre-
ative, where he can be playful, where he can just en-
joy playing with things, exploring, um, have a good
experience really, just have something to boost his
self-esteem and his confidence.

P: Ooh, yeah, no I'm really happy with all of them.
They are very good.

T: Good, okay, great. I always like to double-check
with the parents because sometimes--, I mean, you
know your child so much better.
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P: Yeah, but to be fair, all these things that he lacks
is everything that you’ve put on there, to be fair,
I would say that.

When I asked Leo’s mother in the first session
about her aims and wishes for her son she told me
that she hoped for him to develop speech. At the
time I started seeing Leo, he was the only non-verbal
child in his classroom. It was obvious that his moth-
er found that very difficult. We therefore agreed that
working on Leo’s vocalisations and speech would be
made a priority in our music therapy sessions. Ac-
cordingly, I selected excerpts for the video feedback
in the second and third counselling sessions that
showed Leo being engaged in vocal interactions.

Session 1

P: And I think someone like Leo is a very good
example because he doesn’t even have single words,
you know, and if he does start saying single words,
that’s a big deal. Especially for us in our family,
a very big deal.

Session 2

We are watching a video clip of Leo singing a song
with me:

P: Oh my God! [laughs] Ooh! Ooh! That’s amaz-
ing! (Yes!) I can’t believe he was doing--, I get, what--,
he wasn’t saying it like how you were saying it, but,
it was like he was saying it--, I can’t explain it. You
could tell that’s what he was trying to sing.

T: Yes, he was using the right vowels, he was us-
ing the right melody--

P: Yeah...

Session 3

T: How are you at the moment?

P: 'm good. I'm really disappointed that he’s got
last, he’s had his last like music therapy, ’cause I real-
ly feel like it’s really, really working for him. I don’t
want him to go backwards from not having it. He, ac-
tually, he sings so much! It’s unbelievable. Even this
morning he woke up at half six in the morning and
he just sits there and sings. And he says all of it and
it’s just like, my baby can talk! He talks through that
and that’s amazing!

(2b) Empowering parents. Even though carers
obviously enjoyed watching their child succeeding in
the music therapy sessions, this also provoked dif-
ficult feelings at times. Some parents felt insecure,
started thinking that the therapist had all the exper-
tise, and questioned their own skills. I sometimes
sensed envy related to the therapist’s musical skills
as well as to the ability to connect with the child.
This dynamic has also been reported by therapists
working with carers in the music therapy session
(Levinge, 2011; Oldfield, 2006). Primary caregivers of
autistic children often experienced adversities that
may have threatened their self-image as competent



and ‘good-enough’ parents. Even though increased
knowledge about the aetiology of autism has helped
many carers of children with ASD to perceive them-
selves not as the cause of the diagnosis, some par-
ents may still self-blame for their child’s difficulties
(Schwartzberg & Silverman, 2016). It was pointed out
that these unresolved issues can lead to a parent feel-
ing resentful towards a therapist who is establish-
ing connections with their child (Oldfield, 2006). As
a counsellor working with both the parent and the
child, it was crucial to be aware of these dynamics,
and to carefully avoid rivalry and competition with
the carer. The following example shows how this was
addressed in the sessions:

P: He enjoyed that! I just can’t work out--, when
he seems to be in these videos he seems really con-
tained. I--, I--, it’s really good. But for me he’d proba-
bly be lying around the floor. That’s what I'm saying,
that’s really good! To me that’s like, “Wow, that’s my
son doing that”. That’s really good! I'm really im-
pressed.

T: Yeah, but I mean it all comes from somewhere.
He must--, I mean, the interactions that he has
learned from you, that’s all showing in here.

P: Yeah...

T: I can tell that he lives in a very good environ-
ment for him to thrive.

Another effective way to empower parents was
to think together about possible implementations of
music activities into their daily routines. Skill shar-
ing helped carers to gain feelings of self-efficacy and
self-esteem.

(2c) Celebrating strengths. Video feedback of-
ten helped carers to see and appreciate their child’s
strengths. I deliberately chose excerpts that revealed
positive interactions and developments. For some
of these families music therapy was one of the few
or even the first space where attention was drawn
to the child’s abilities. The setting allowed children
to succeed and to enjoy music making, interacting
and being playful. Many parents were surprised or
moved by what their child was able to do during mu-
sic therapy:

Oh, and this is her idea? If anyone said to me, “Is
[child’s name] creative?”, I would say “No”. Do you
know what I mean? Because she is very not creative
in other ways. She feels so comfortable, doesn’t she,
in the music. Situations to be able to, like, be more of
what she is.

Carers often put huge effort into arranging trans-
port, time and someone to look after siblings in order
to attend the counselling sessions and particularly,
as many emphasised, to see the progress of their
child in music therapy. This indicates how much en-
joyment and hope they gained from the video feed-
back. We often used the space to celebrate the child’s
achievements together. Having worked with a child
intensely for a considerable amount of time enabled

me to recognise and appreciate little steps towards
more independence and growth. Carers seemed to be
glad that they could share their enjoyment of these
developments with me.

P: Wow, [laughs] it’s amazing, hmm, enjoying it!

T: When I watch back at the videos I always think,
like, “Wow, that’s really, really amazing how he pro-
gressed!”

P: Yes, my God! Yes, good. He is relaxed, copying,
waiting, everything. It’s good.

T: And I think you can--, you can tell that music
really has a good effect on him. Music helps him to
wait, music helps him to communicate.

P: Communicate, yeah. To feel, maybe, happy.
Sometimes before, maybe sometimes, he was very
sad, or sometimes uncomfortable, but music helps
him to feel happy. Yeah, it’s good.

(2d) Rejoicing in child’s enjoyment. The pre-
ceding comment from a mother also reveals anoth-
er important aspect: All parents clearly rejoiced in
their children’s delight. Music therapists who have
gathered parents’ perceptions of being in the session
with their child concluded that rejoicing in their
child’s enjoyment is a common feeling (Drake, 2008;
Loth, 2008; Oldfield, 2011). However, when children
start school they usually receive therapies without
their parents. Using video feedback in the counsel-
ling sessions allowed carers to still witness the joy of
their child in music therapy. As Fingerman, Cheng,
Birditt, and Zarit (2011) stated that parents are “only
as happy as the least happy child”, this delight must
not be undervalued when considering carers’ mental
wellbeing. One of the benefits of video feedback is
that the material can be re-watched several times.
Handing the videos to parents at the end of the ther-
apeutic relationship allows them to keep a memory
of these happy moments and revisit them in more
difficult times.

P: When we finish--, when you’ve finished with
him, do we--, are we able to have any of this?

T: Yes, I will make a DVD with all these excerpts.

P: Really? Oh, wow!

T: Yes, I have them all here together, so you can
also have them.

P: Oh, brilliant.

T: It’s nice to have a memory, isn’t it.

P: It’s nice for us because [voice breaks] it’s nice to
see that he’s doing so well in something, where he’s
actually smiling and enjoying it for a period of time
[starts crying].

Case vignette. The following case vignette further
illustrates the above-mentioned themes. All excerpts
were taken from the second parent counselling ses-
sion with the carers of Christopher, an only child
who was randomised to high-intensity music ther-
apy. Christopher was non-verbal and nearly seven
years old when I started seeing him. Both parents
attended all three sessions.
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Empowering parents (2b)

P: We’ve been doing more of what you suggested
(Mm-hm). Um, so I-- I--, we did before but we are
making more time to, um, use the instruments that
he’s got at home and to, to mimic the sounds that he
is making (Yeah). That’s the one thing I took away
from our last conversation (Mm-hm). So I've been
focusing more on that. And it seems to be, um, he
seems to enjoy it. And it does seem to create mo-
ments where we are in the moment together (Yeah).
So that’s really nice.

T: So something for you to enjoy as well, a posi-
tive time.

P: Yeah! Because it is sometimes difficult, a lot of
times difficult, to create situations that we share to-
gether.

* Kk %

P: But now he initiates it, and that’s really great!
It’s all that, both in the making of sounds, sharing
sounds together, which is communication, but also
the dancing, that he initiates it. He wants me to be
part of that. We did a lot of that before but I kind of
invaded his world. Now I sort of feel like he’s en-
joying it more, and more asking for it, and asking
for it as something to do together as opposed to just
putting up with me (Yeah, great). And what you were
saying, that’s what rang a bell in my head. Some-
times, you know, when you can sort of take each oth-
er’s hands and spin round and spin back. We’ve been
able to do that together. He would never be able to do
that before. Before I was feeling like I was invading
his world, you know.

T: It’s nicer for you as well to have the feeling
that--. Like you say, invading his world is not really
a thing you want to do.

P: No exactly, exactly. Thank you, I just wanted
to say.

Celebrating strengths (2c)

P: Thank you very much for showing us. It’s so
lovely to see Christopher really--, the difference even
in what you’ve showed us last time, so interesting!
And the difference that we can see on here (Mm-hm).
His involvement and his interaction, it’s all there.
It’s great to see, isn’t it. It’s really great to see! And
it’s also--, it’s nice to take these times out. Because,
when you asked us when we first arrived about the
changes--. And there is so many challenges (Mm-hm)
every day that you can--, we can sometimes get lost
in the challenges of every day. And we try always to
take moments out, to enjoy those moments of posi-
tivity and creativeness and progress that he is hav-
ing, getting really to know Christopher, Christopher
interacting with us. But you can sometimes feel over-
whelmed with the day-to-day things.

T: Because it is very tiring.

P: Itis.
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T: And then finding the energy to celebrate the
good things.

P: Yes.

T: It’s not always easy.

P: Sometimes the first things that come to mind
are the things we keep looking for as opposed to
things that we are enjoying.

* Kk K

P: And I think with his sounds--, I think I'm also
more in tune with his sounds now (Mm-hm). Because
he’s been making so many sounds all of his life but
being more in tune about those sounds, in tune with
him (Mm-hm), listening for his patterns in his sounds
and how they are changing (Mm-hm). I think I see
more than I've seen before.

T: Mm-hm, yeah. I think he has a real--, a really clear
own voice (Mm-hm), and the vocal sounds he is mak-
ing, they have a distinct character that’s Christopher.

P: Yes, yes. I think I appreciate that much more
(Mm-hm). And I think I appreciate it more, so I'm
more attuned to him (Mm-hm). But also he is trying
more out, there is different patterns, there is different
sounds that sound much more like--, ’cause he can
sometimes make sounds which I think is his way of
actually dampening down things around him (Yeah).
But there are times where I've seen you--, where
there is different sounds he is making, and different
rhythms that he is making which is, as you say, feel
more like Christopher’s own voice. So that’s bril-
liant... It’s nice... It’s wonderful.

Rejoicing in child’s enjoyment (2d)

After having watched video excerpt:

T: So I think that’s a big change.

P:Isn’t it! Yeah!

T: He is coming to sit with me and really sharing
the instrument, sharing the song. And--

P: And his attention in watching you while being
able to sit and watch and allowing you to play and be
part of that. Really good concentration, really good
looking, wasn’t it (Yeah). Really good looking! And
then to explore, and some really nice movements and
sounds.

T: Yeah, the nice thing is his creative exploring
(Yes). He isn’t only copying what I did, strumming,
but he goes along the strings, he plucks them (Yeah).
And he--, his excitement--

P: I think that smile at the end! He was really, re-
ally enjoying that. Yeah, that’s lovely.

DISCUSSION
CHALLENGES

Taking up the dual role of music therapist and parent
counsellor for the TIME-A study has posed several



challenges regarding relationships, space and time.
Relationships were affected on various levels be-
tween all three agents: child, carer and therapist. The
carer’s construction of the child was sometimes chal-
lenged by the video feedback. Some children were
very aware that their parents came into school to see
their music therapist, which could cause feelings of
envy or anxiety regarding their relationships with
both adults. In the counselling sessions, the therapist
built a rapport with the parent. Grogan and Knak
(2002, p. 211) have described how this connection
might affect the course of therapy with the child:

“We have found that the greater the contact with
parents, the more the relationship between therapists
and parents becomes a part of the work with the chil-
dren”.

Intertwined relationships are not necessarily
a disadvantage and might indeed further therapeutic
processes on different levels. However, it is essential
to become aware of these interconnections and think
about them carefully. Regular supervision proved to
be of utmost importance.

The counselling sessions had to take place in the
child’s school, which caused issues regarding the
space. The school is not a neutral place for many
parents. Positive or negative experiences, memories
and associations might be attached to the school.
This will always have an influence on the emotional
constitution of carers when they attend the coun-
selling session. Another challenge proved to be the
availability and consistency of a room. Schools are
busy places where space is often short and flexible
adaptation necessary. In one school, I had to change
the venue for the counselling sessions which caused
feelings of puzzlement in some carers. An important
issue regarding space was ensuring confidentiality.
Teachers saw parents coming in for their sessions
and sometimes approached me afterwards to discuss
their own experiences with the parent. I had to be
clear that I needed to preserve confidentiality while
keeping a positive relationship with the teacher.

Time constraints had big effects on the practi-
cability of fulfilling the dual roles. Counselling ses-
sions had to be scheduled during school hours in
order to have access to the space. This meant that
some carers needed to take time off work. The du-
ration and number of sessions was determined by
the research protocol, with little leeway for clinical
judgement. This did not always suit the needs of the
individual parent. The greatest challenge was the
time-consuming preparation needed for the work
as a parent counsellor. Video feedback was an es-
sential element of my approach, and I quickly be-
came convinced of the gained benefits. However, in
order to use video feedback effectively, many hours
of editing were needed. When thinking of the fea-
sibility of this model for general practice it is im-
portant to consider the additional hours of work

caused by it. Providing parent counselling sessions
with video feedback alongside music therapy for
children is only possible if enough time is granted
for thorough preparation. This preparation cannot
be accomplished during unpaid hours in the eve-
ning if the result is to be satisfactory, meaningful
and beneficial for carers.

BENEFITS

While it is important to reflect on the challenges, the
benefits of parent counselling sessions, and espe-
cially of using video feedback, seem to outweigh the
difficulties. Parents often asked for detailed informa-
tion about the trial and commented that this helped
them to feel “more in charge”. Parents were valued as
partners both in research and in clinical practice. The
concurrent sessions provided me as a music therapist
with plenty of invaluable information about the chil-
dren I was working with. Carers’ comments on video
material were often insightful and expanded my un-
derstanding of the child’s behaviour and the meaning
of our interactions. Their contribution enhanced the
music therapy sessions.

Some of the families involved in this project were
described by teachers as “hard to reach”. The fact
that they came to the school on three different occa-
sions opened pathways for staff members to interact
with parents. The counselling sessions contributed
to a strengthened relationship between parents and
schools.

“This relationship [between parents and schools]
is essential for the successful education of all chil-
dren, but it is vital for children on the autism spec-
trum, who often require a wide range of special ser-
vices to meet their needs” (Brooks & Goldstein, 2012,
p. 233).

Increased parental engagement in the school was
evident in several carers who started advocating for
more music therapy, and who met teachers after
counselling sessions to discuss their child’s devel-
opment. Accordingly, feedback from staff has been
very positive. Teachers benefited from the edited vid-
eo material, which could be used, with the consent
of carers, to demonstrate positive child behaviour or
a successful technique. Staff members from one school
were inspired after these presentations to implement
more music in their daily school routines. The coun-
selling sessions meant that I was on site more often
and available for feedback or advice. A music group,
conducted by two enthusiastic teaching assistants, is
still taking place regularly in this school.

Most importantly, the carers themselves have ex-
pressed their appreciation of this model. The high at-
tendance, especially in the group allocated to music
therapy, indicates that the session format was appro-
priate. It seems justified to assume that the counsel-
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ling sessions fulfilled a need otherwise unmet by ser-
vice providers. Carers used the sessions in a variety
of ways to ask questions, to talk about their child’s
development, the impact of ASD, and other worries.
Video feedback focused on the child’s strengths and
provided opportunities to celebrate progress togeth-
er. Using video feedback as a means of engaging par-
ents as partners, empowering them, and sharing pos-
itive moments seemed to be a successful and highly
appreciated method:

It’s so lovely to see [child’s name] doing so much.
It really is, it really is. Thank you very much, thank
you very much both for working with him and being
able to show us, ’cause that’s--, that’s such a lovely
positive thing. It’s really nice to see!

SUMMARY AND FUTURE OUTLOOK

A content analysis of counselling sessions with
parents of children with ASD generated emerging
themes that could be grouped into two categories:
1) Non-music therapy specific themes, and 2) Music
therapy specific themes. The first category comprised
four sub-groups: Exchange of information; Experi-
ences with professionals/friends/society; Worries
about the future; Personal/matrimonial problems.
Music therapy specific themes were subdivided into
the following groups: Working in a partnership; Em-
powering parents; Celebrating strengths; Rejoicing
in child’s enjoyment.

Challenges regarding relationships, space and time
were caused by the dual roles of music therapist and
parent counsellor. Benefits included enhanced mu-
sic therapy sessions, increased parental engagement,
and provision of a safe space for parents to discuss
worries. Moreover, video material from the music
therapy sessions helped carers to see their children’s
strengths, to gain new ideas, and to develop a more
positive outlook. This study highlights that extending
the role of the music therapist and using video feed-
back offers encouraging possibilities to further sup-
port the wellbeing of the whole family. As a result,
Cambridgeshire Music in the UK has started a pilot
project to investigate the practicability and impact of
regular counselling sessions for parents of children
who receive music therapy in schools. Further re-
search in this area is needed to develop an applicable
model for general practice. My future research plans
to examine the effects of music therapy and concur-
rent parent counselling sessions on the resilience of
young children with ASD and their families.

ENDNOTE

1To preseive confidentiality, names of all clients have
been changed.
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