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Abstract

Objective: This qualitative research is the first exploration of what psychotherapists
have to offer children under 5 and their families where the child has or is identified at-

risk of an autism diagnosis.

Method: Semi-structured interviews were conducted with six psychotherapists
working within a specialist CAMHS and autism assessment service. The interviews

were transcribed verbatim and the transcripts were analysed using thematic analysis.

Results: The qualitative analysis of these narrative accounts generated 4 themes
containing a total of 11 subthemes. The four themes were: temporal aspects of child
psychotherapy interventions, elements of child psychotherapy interventions that
promote understanding, distinctive aspects of understanding informed by unconscious

processes and managing uncertainty.

Conclusions: Child psychotherapists significantly contribute to the assessment and
treatment of children under 5 with or at-risk of an autism diagnosis. The presence of
the child psychotherapy profession was shown to have an impact both within the
clinical context and through enriching the formulations within the multi-disciplinary
team. The results indicate that child psychotherapy uniquely provides an
understanding of unconscious processes which is highly valuable when working within

a specialist autism service.

Key words:
Child Psychotherapy; Early intervention; Autism; At-risk.



Introduction

This research explores the contribution of child psychotherapists in a specialist
CAMHS and autism assessment service. The autism assessment service for children
under 5 in which this research took place has seen referrals increase by approximately
200% in the last 5 years. This reflects increased awareness and prevalence of autism
on a wider scale. As a result there has been a dramatic rise, particularly in the last 15
years, in research examining the methods by which professionals can accurately
identify, assess and diagnose autism. Concurrently, many researchers endeavour to
develop and validate effective support and interventions for children who have or are
at-risk of an autism diagnosis. A vast and ever-increasing body of research now exists
which looks at a wide range of different early interventions for autism carried out within
multiple different disciplines. Changes to the diagnostic criteria, as well as new
knowledge gained from research, have meant that the field of autism is an ever-

changing landscape.

The thesis is presented in three parts. Part | is dedicated to a review of the existing
literature. Part Il reports on a small-scale qualitative research study exploring what
psychotherapists have to offer children under 5 and their families where the child has
or is identified at-risk of an autism diagnosis. Part Il presents a framing,

contextualising, linking and reflecting paper.



Part | - Literature Review

This review of the literature intends to contextualise the small-scale qualitative study
presented in Part Il. This section begins by outlining the methodology of how the
literature search was conducted. The literature presented will first set out what autism
is and existing research reporting on early identification and early intervention in the
field of autism. The few psychoanalytically informed papers will then be presented
followed by a summary of the contribution of psychoanalysis to the understanding of
autism. The section concludes with a summary of the model of autism assessment
most commonly used in the United Kingdom (UK) and the differences between that
and the current model under investigation. A rationale is given for the research project

that follows in Part Il.

1.1 Literature search strategy

A comprehensive search was conducted in an attempt to compile all the existing
literature and research relevant to answering the research question. The most
appropriate databases for the research question were ‘Psycinfo’ and ‘Autism Data’.
The researcher carried out identical searches on both databases. PsyciInfo yielded
significantly more results so this was used for the search. The search strategy began
by identifying and highlighting the keywords related to my research question: Autism
Spectrum Disorder, Under 5s, At-risk and Early intervention. A list of synonyms and
related terms was collated for each keyword. The researcher employed several
truncation symbols to ensure the terms with different spellings or word endings were
captured in the search. Each search term was separated using the ‘OR’ Boolean

Operator for each term until there were three separate searches. It is of interest to



note that although no parameters were set for the database search in relation to date
of publication, the earliest paper was a case study written in 1983.

In addition to the database search, several other auxiliary search methods were used.
These included examining references of relevant journal articles and book chapters,
searching keywords using the EBSCO Discovery Service and searching publications
available on ResearchGate, the professional network for scientists and researchers.
Writings relevant to the topic that the researcher was already familiar with were also

included.

1.2 Autism Spectrum Disorder: Aetiology and diagnosis

There has been growing interest in autism since Leo Kanner’'s pioneering paper in
1943 in which he coined the term “early infantile autism”to describe a condition distinct
from other forms of developmental disorder (Kanner, 1943). There has been much
controversy surrounding the aetiology of autism. Studies of twins have led research
attempting to determine the influence of genetic and environmental factors, but
historically these have produced equivocal results. More recently, a meta-analysis of
twin studies reported a strong genetic effect (Tick, Bolton, Happe, Rutter, & Rijsdijk,
2016). Amongst most interested disciplines, including the psychoanalytic profession,
it is now generally considered that there is a complex interplay of both genetics and

environmental factors which contribute to autism (Alvarez and Reid, 1999).

In the UK, a diagnosis of autistic spectrum disorder (ASD) is given if a child or young
person meets the criteria as outlined in either the International Classification of

Diseases, tenth edition (World Health Organization, 1992; ICD-10), known as the ‘triad
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of impairments’ or in the fifth edition of the Diagnostic and Statistical Manual of Mental
Disorders (American Psychiatric Association, 2000; DSM-5). The criteria include
difficulties in verbal and non-verbal communication and social interaction together with
restricted, repetitive and stereotyped patterns of behaviour. In the DSM-5 this ‘triad’
becomes a ‘dyad’ of impairments with social communication and interaction regarded
as one, inseparable deficit. To meet the criteria for a diagnosis according to either
diagnostic manual the impairments must be assessed as significantly impacting on
functioning, persistent across a range of contexts and must have been present in early

development.

There is considerable variance in what is offered as part of an autism assessment by
different services. The National Institute for Health and Care Excellence (NICE)
guidelines outline the required components that must form part of a formal autism
assessment. These include acquiring a developmental history, focusing on
developmental and behavioural features consistent with ICD-10 or DSM-5 criteria. An
assessment is undertaken through interaction with and observation of the child or
young person of their social and communication skills and behaviours, focusing on
features consistent with ICD-10 or DSM-5 criteria. Although the guidelines suggest
use of an autism-specific tool to gather this information there is no requirement as to

how this information is obtained.

There is no single ‘autism test’. There are numerous tools available which can be
used as part of an autism assessment. Falkmer, Anderson, Falkmer and Horlin (2013)
conducted a systematic review addressing the accuracy, reliability, validity and utility

of reported diagnostic tools and assessments conducted in Western countries. They
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assessed 17 different tools but found many lacked an evidence base of high quality
independent studies. In their report, they highlighted both the Autism Diagnostic
Observation Schedule (ADOS; Lord, Rutter, DiLavore & Risi, 1999) and the Autism
Diagnostic Interview - Revised (ADI-R; Le Couteur, Lord & Rutter, 2003) as having the
largest evidence base. The ADOS is a comprehensive activity-based assessment
protocol to test communication, social interaction and play skills. There are different
modules adapted to be used with different age groups. The ADI-R is a structured
interview conducted with the parents of the child being assessed. The interview aims
to ascertain knowledge of the child’s capacities in the specific areas of reciprocal social

interaction, communication and language and patterns of behaviour.

The ADOS and ADI-R are the most widely used tools in the assessment of autism due
to the evidence base supporting the accuracy and reliability of the tools, particularly
when used together (Falkmer et al., 2013). Despite the merits of these tools, Falkmer
et al. (2013) propose that the true ‘gold standard’ in autism assessment and diagnostic
procedures is a lengthy and time consuming process. This practice should include an
assessment of behavioural, historical and parent-report information, use of the ADOS
and ADI-R carried out by a suitably qualified multi-disciplinary team who determine a

diagnosis with consensus clinical judgment of all professionals involved.

1.3 Early identification of autism

Dramatic rise in the number of children being diagnosed with autism spectrum
disorders has led to increased attention being paid to early identification and
intervention (Bolte, Marschik, Falck-Ytter, Charman, Roeyers & Elsabbagh, 2013;

Brignall, Morgan, Woolfenden & Williams, 2014; Camarata, 2014a; 2014b; Koegel,
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Koegel, Ashbaugh & Bradshaw, 2014; Webb, Jones, Kelly & Dawson, 2014). Much
of the current literature stresses the importance of early identification of autism
symptomology in order that children can receive intervention at the earliest point in
time. It is widely believed that the earlier the intervention the more favourable the
outcomes. Webb at al. (2014) suggest that “by identifying infants at-risk at an early
age when the brain is developing and before core autism symptoms have emerged, it
might be possible to alter the developmental trajectory of children and have a
significant impact on long-range outcome” (pp. 38). Although this could be the case,
difficulties in accurately identifying autism risk markers at a very young age propose

problems for intervention.

The first hurdle in early identification is detection. Early identification is reliant on the
professionals working in services where they come into contact with very young
children being properly informed about and alert to noticing early risk markers for
autism. In the UK the general view is that autism is a lifelong condition. This
contributes to a reluctance to diagnose in the early years whilst development is still
flexible. Alvarez and Reid (1999) note that the ‘wait-and-see’ approach to diagnosis
in the UK delays the age children are referred to services. Rhode (2016) urges the
need for earlier referrals because the resulting delay impedes opportunities for early
identification and intervention. Koegel et al. (2014) cautions that delay in responding
to possible early warning signs is “likely to have significant negative consequences on

children with ASD” (pp. 51, National Research Council, 2001).

Even when infants do come into contact with services in a timely way, there are

difficulties in reliably identifying early signs of autism. In the absence of any biological
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tests, we are forced to rely on behavioural markers, including impairments in speech,
language and social aspects of communication, social skills, restricted interests and
repetitive behaviours (Camarata, 2014a). There is significant overlap with other
disorders of language, communication and social interaction for which similar
behavioural markers are present (Bolte et al., 2013; Camarata, 2014a). Consequently,
there are difficulties with differentiating ASD from other social communication
disorders since there is similarity in symptomology and behavioural presentation.
Crais & Watson (2014) identified restricted interests as a key marker in distinguishing
ASD from other disorders. This poses a problem for very early identification of ASD
as restricted interests are much more difficult to identify in infants (Camarata, 2014a).
Bolte et al. (2013) note that the common markers in infancy, namely delays in
responding to their name, joint attention and play skills, are not exclusively used to
identify autism. Briggnell, Morgan, Woolfenden and Williams (2014) highlight the
challenge to researchers in reliably capturing symptoms in both of the two diagnostic
domains of social communication and restricted interests in infants and toddlers. This
becomes increasingly complex when one considers the huge variance in the severity
of symptoms within the spectrum of autism itself. It is argued there is great potential
for error in correctly identifying those children who require early intervention

specifically for autism (Bolte et al., 2013).

1.4 Early intervention for autism

A specific literature search was conducted to explore what early interventions are
available for children under 5 who have or are at-risk of an autism diagnosis. The
search produced 189 results of which 130 were considered by the researcher. 55

papers were excluded on the basis that they did not report on models of early
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intervention for autism and therefore did not meet the criteria relevant to this research.
The papers that were omitted were for example, those such as studies examining the
tools used within interventions, those investigating factors predicting outcome not

related to any specific intervention model and cost analyses.

Difficulties in establishing methods by which autism can be accurately identified are
echoed in early intervention literature and research. A multitude of different models of
early intervention for autism have been developed. Indeed, the database search for
the purpose of this review yielded studies reporting on 40 different named intervention
methods (for a comprehensive list of all the early interventions see Appendix A). Itis
noteworthy that all but 15 of the 189 papers yielded in the search had been published
in the last two decades. Similarly, a recent systematic review of Randomised
Controlled Trials (RCTs) by French & Kennedy (2018) included 32 different models of
early intervention for children with autism. They also noted that 40 of the 48 RCTs
had been conducted in the last decade. These findings no doubt reflect the growing

interest in recent years on the subject of developing early interventions for autism.

The 40 different models from the search conducted for the purpose of this review could
be categorised into those that intervened directly with the child (ie. Glod, 2013), parent
interventions, such as training (ie. Dababnah & Parish, 2016), or those that targeted
the parent-child relationship (ie. Green, Charman, Pickles, Wan, Elsabbagh, Slonims,
Taylor, McNally, Booth, Gliga, Jones, Harrop, Bedford, Johnson, & the BASIS team,
2015; Kasari, Gulsrud, Paparella, Hellemann & Berry, 2015; Poslawsky, Naber,
Bakermans-Kranenburg, van Daalen, van Engeland & van IJzendoorn, 2015;

Sherkow, 2011). Of those studying child outcomes, most examined a combination of
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both developmental and behavioural outcomes. Although the tools and measures
used to collect data varied across the studies, the child outcomes reported on could
largely be summarised to include language and communication, play, cognition,
autism symptomology, social skills, behaviour and joint attention amongst others.
Parent-mediated interventions on the whole looked at parent directiveness,
responsiveness and sensitivity. Those exploring the parent-child relationship looked

at a combination of the parent and child outcomes already listed.

A considerable amount of the research reviewed included studies attempting to
identify factors affecting outcomes of early interventions for autism. Factors being
investigated included intervention variables, for example intervention type, setting,
duration and intensity (Carter, Roberts, Williams, Evans, Parmenter, Silove, Clark &
Warren, 2011; Fernell, Hedvall, Westerlund, Carlsson, Eriksson, Olsson, Holm,
Norrelgen, Kjellmer & Gillberg, 2011; Spjut Jansson, Miniscalco, Westerlund, Kantzer,
Fernell & Gillberg, 2016; Stahmer, Akshoomoff & Cunningham, 2011). Child
characteristics were also examined, such as the child’s age, symptom severity and
language ability at the point of intervention as well as IQ, gender and family factors
(Ben ltzchak & Zachor, 2011; Smith, Koegel, Koegel, Openden, Fossum & Bryson,
2010; Worley, Matson, Sipes & Kozlowski, 2011). Many researchers have also
studied the interplay of intervention type and child characteristics (Darrou, Pry,
Pernon, Michelon, Aussilloux & Baghdadli, 2010; Debodinance, Maljaars, Noens &

Van den Noortgate, 2017; Gabriels, Hill, Pierce, Rogers & Wehner, 2001).

Trembath and Vivanti (2014) stress the need for the focus of early intervention for

autism research to be answering the question ‘what works for whom and why?’ As
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early as 1985, when early intervention for autism was in its infancy, researchers had
already begun to consider the child’s age at the start of treatment as a factor affecting
treatment outcomes (Fenske, Zalenski, Krantz & McClannahan, 1985). Since then
there have been a multitude of studies looking at the impact of the age at which
interventions are delivered (Kasari, Gulsrud, Freeman, Paparella & Hellermann, 2012;
Ben ltzchak, & Zachor, 2011; Granpeesheh, Dixon, Tarbox, Kaplan & Wilke, 2009;
Wetherby & Woods, 2001). There is a fairly universal attitude towards ‘the sooner the
better’. However, the answers to questions of how early to intervene and whether there

is a critical period at which intervention would be most effective remain unclear.

Within the 130 relevant papers included in this review there were a broad range of
different methodologies used. These comprised of 11 RCTs all measuring different
interventions, 15 systematic reviews and 2 meta-analyses. The remainder of studies
encompassed multiple different methodologies ranging from randomised trials to
single case studies. The question of methodological validity of research looking at
early interventions for autism is addressed in the literature. Researchers face a
number of challenges when attempting to develop strong empirical research
methodologies which validate their proposed interventions. There is disagreement
amongst interested parties about the most appropriate methods for conducting
research examining early interventions for autism. A systematic review conducted by
Warren, McPheeters, Sathe, Foss-Feig, Glasser & Veenstra-VanderWeele (2011)
deduced that there are no empirically validated early interventions. This conclusion
was based on a lack of RCTs which are typically thought of as the gold standard for
empirical research. However, more recently French & Kennedy (2018) found that

although positive treatment effects were reported by a majority of the 48 RCTs
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reviewed, only a small percentage (12.5%) of those reviewed had low risk of bias.
Meanwhile, Keogel et al. (2014) outlines the pitfalls of RCTs for early intervention for
autism and argue that, although still presenting challenges, a single subject design is
better suited to this area of research. Other challenges include the fact that there is no
way of knowing for certain the developmental trajectories of children without
intervention. This is very difficult to test since control groups very rarely include ‘no
intervention’ as children usually access some form of intervention even if this is
‘treatment as usual’. The nature of the spectrum of ASD impairment means that no
two groups of children with autism can ever be reliably comparable even with a

rigorous methodological approach.

Many researchers have highlighted some of the difficulties in attempting to evaluate
the effectiveness of early interventions for autism (Bolte et al., 2013; Camerata, 2014a;
2014b; Warren et al., 2011). These include the reliance on behavioural markers for
identifying and measuring progress, as well as the reliability and validity of the
measures themselves. Furthermore, comparison of the different early interventions
available is complicated by the fact that each model measures different outcomes and
even those measuring the same outcomes use different tools and methods to capture
the data (French & Kennedy, 2018). Whilst there have been reports on parents’ ideas
and opinions about the problems associated with and effectiveness of treatment for
their child’s autism (Avdi, Griffin & Brough, 2000; Freuler, Baranek, Tashjian, Watson,
Crais & Turner-Brown, 2014; Hodgson, Grahame, Garland, Gaultier, Lecouturier & Le
Couteur, 2018), the voices of the professionals delivering the interventions are notably

absent in the research.
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In conclusion, the literature on this specific topic points out that, despite the plethora
of early interventions that have been developed, there is a lack of clear and

unequivocal evidence to support any one intervention.

1.5 Psychoanalytically informed early intervention for autism

Of particular interest to the researcher are psychoanalytically informed interventions
for children with autism or those identified as at-risk. Only three results within the field
of psychoanalysis appeared in the database search carried out for the purpose of this
research. The first, by Susan Sherkow (2011), strongly argues the case that
‘psychotherapy with the mother-toddler pair is a crucial addition to the ‘“team
approach” (pp. 252) in services for children with autism. The paper gives an account
of a single case study of the treatment of a boy with a diagnosis of autism. Between
the ages of two and a half and six years old the boy, whom she calls Johnny, receives
treatment described by Sherkow as “an integrative approach, combining cognitive-
behavioural, object-relations, and traditional psychoanalytically informed
developmental and dyadic methodologies.” (pp. 3) The intervention included four
times weekly sessions with both the child and his mother present together with
additional weekly parental support. This treatment plan was reported to be delivered
alongside the continuation of 20-30 hours of an early-intervention program similar to

applied behavioural analysis which was already in place.

In her account of this treatment Sherkow used richly detailed vignettes from clinical
sessions, which illustrate the transformative power of psychoanalytically informed

interventions of this kind. She describes how “by closely following Johnny’s mood,
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words, and behaviour; by joining him through mirroring him and labeling the process,
| was able to put into words his many layers of anxiety” (Sherkow, 2011, pp. 10).
Sherkow went on to describe how together with Johnny and his mother she “franslated
his symptoms [...] into meaningful communication; making his experiences
understandable, brought his mother relief from her anxiety about his condition and
freed her up in the moment to respond to his needs and physically comfort him.” (pp.
10) Sherkow concludes the paper stating that this case demonstrates that a
psychoanalytically informed treatment as part of an early intervention program makes
it possible for a child with an autism diagnosis to develop to the point that they no

longer meet the criteria for diagnosis.

The two remaining results of the database search that are psychoanalytic in their
approach were a book titled ‘Signs of Autism in Infants: Recognition and Early
Intervention’ and a specific chapter from within the same book. The book was first
published in 2007 and was edited by Stella Aquarone, a child and adult psychoanalytic
psychotherapist. The book comprises four sections: the first provides a context of the
history of early signs and interventions for autism and the second includes four papers
on the subject of research into early signs of autism written by clinicians whose
expertise span both psychoanalysis as well as other disciplines related to the field of
autism such as neuroscience, clinical psychology and language and linguistics. Of
particular relevance to this research is the third section of the book which contains five

papers on the subject of psychoanalytic early intervention approaches.

The editor, Aquarone, also contributes several chapters in this section of the book. In

the first paper Aquarone (2007b) details a psychoanalytically informed early
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intervention for infants aged six months to three years. The complexity of such an
intervention is acknowledged and the process is broken down into 8 stages. These
begin with using a psychoanalytic approach to observing, working at the level of the
child’s developmental difficulties and looking for the early signs of autism. The
following three stages attend to the thoughts and feelings of parents, siblings and
therapists before introducing the development of the ‘Early Signs of Alarm Scale’, a
tool used as part of the intervention to record observations of mother-infant
relationships. The final stage addresses the on-going debates between different
theoretical standpoints in the field of autism and the importance of being open minded
to different perspectives in this kind of work. With the use of a case presentation

Aquarone exemplifies the use of this intervention, the aim of which is:

“to help the integration of experiences, working with their individual sensibilities,
inner phantasies about the world and other human beings, and staying with the
experience as long as necessary to be able to feel one’s way in, understand it
and be specific when helping these parents to reach and promote emotional
and mental growth at such an important stage in brain development, in order to
avoid the diagnosis of autism.” (Aquarone, 2007b, pp. 113)

Aquarone concludes that it is possible to reverse the progression of the early signs of
autism seen in infants through the use of this psychoanalytic approach focussed on

the parent-infant relationship.

The second chapter contribution by Aquarone (2007c) revisits the approach described
in the earlier chapter with the aim of presenting and discussing the complexities of
interventions of this kind. The paper puts forward that the success of early
interventions are dependent on two essential beliefs that need to be present in the

therapist or caregiver. The first is trust in the innate capacities of the infant to relate
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to others and the second is to intervene with the conviction that the infant’s potential

and emotional life will be discovered. Aquarone urges the reader to:

“Keep in mind that our early-intervention approach assumes that all gestures,
behaviours, and movements have meaning - even those that seem
meaningless. The baby with autistic behaviours engages in puzzling,
challenging, or dysfunctional behaviours or simply does not engage at all —
which is also a behaviour.” (Aquarone, 2007c, pp. 163)

The paper goes on to provide a detailed account of this approach illustrated by a case
example. Aquarone concludes that her case example demonstrates that emotionally
withdrawn babies can begin to relate when they are sufficiently equipped. Where this
does not happen naturally, it is argued that it can be achieved with the support of a

psychotherapeutic intervention such as this.

Another chapter of Aquarone’s book was the third and final psychoanalytically
informed result retrieved by the database search. The paper is written by Hanna
Alonim, a family therapist who established the Mifne Intervention program in Israel. In
the chapter Alonim (2007) gives an outline of the research examining short-term family
based interventions undertaken at the Mifne Centre for children under two years
showing signs of autism. The Mifne Method is described by the author as being based
on attachment theory (Bowlby, 1969), Tustin’s (1981) psychoanalytic contributions to
the field of autism and a systemic approach to family therapy. The method is
underpinned by the principle that the eight early signs of autism, or ‘red flags’, should
be identified within the first year of life and that intervention should begin as soon as
possible within this critical window of opportunity in infant brain development to

maximise its effectiveness.
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The programme of treatment is described to take place in three stages across three
different settings. The first stage, intensive therapy for the whole family takes place in
the Mifne Centre where the child and family take temporary residence for 2-3 weeks.
There is then follow-up therapy in the family home before the final stage of integrating
the child into a mainstream nursery setting. Details of the types of therapy used within
the intervention, including specific techniques are detailed along with a case study to
further illustrate this in practice. A retrospective evaluation of the intervention found
that children showed statistically significant improvement across two measures of

autistic and social behaviour at both three weeks and six months after the intervention.

Maria Rhode, Professor of Child Psychotherapy at the Tavistock Clinic, has written
extensively on the psychoanalytic work she has undertaken with children with or at-
risk of an autism diagnosis (Rhode, 2007; 2008; 2009; 2011; 2015a; 2015b; 2016;
2018). One paper of interest here, also within Aquarone’s book, details Rhode’s use
of therapeutic observation as an intervention for children identified as at-risk of an
autism diagnosis (Rhode, 2007). Therapeutic observations evolved from Esther Bick’s
model of infant observation which was first developed as a core component of the child
psychotherapy training (Bick, 1964). The basic premise of Bick’s infant observation
was that the observer withessed the baby, as far as is possible, in their ordinary day-
to-day routine. Observation of infants and young children remains at the heart of the
child psychotherapy training today. The application of observational skills to clinical
work is well documented in the literature (Miller, Rustin, Rustin & Shuttleworth, 1989;
Miller, 1992; Reid, 1997; Sternberg, 2005). When describing the application of

observation skills to psychoanalytic work with autistic children, Michael Rustin (2009)
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describes how “child psychotherapists have sought to understand the origin and
meaning of these disorders by means of the close observation of the ‘state of being’
of autistic patients, in their relation to their own bodies, to physical objects and

sensations, and to the body and person of their therapists.” (pp. 41).

Infant observation as an early intervention was pioneered by Didier Houzel for babies
failing to thrive or thought at-risk of communication disorders (Houzel, 1999).
Therapeutic observations have since been applied as an early intervention for parents
and their young children in a variety of different settings, and for varying reasons,
including for toddlers identified as at-risk of an autism diagnosis (Rhode, 2007; 2016).
In the therapeutic observations, Rhode describes playing a more active role in the
room with the child and family, whilst upholding the basic premise of closely observing

the interactions.

1.6 Theoretical developments in understanding autism from the field of

psychoanalysis

The reputation of psychoanalysis within the field of autism has been a somewhat
contentious issue. In the 1940s Bruno Bettleheim, who was working in the
psychoanalytic profession with severely disturbed children, coined the phrase
‘refrigerator mothers’. He used this term to describe the absence of maternal warmth
in parents of children with autism which he, amongst others, postulated was the cause
of the condition. This theory has long since been discredited, but the impact of such
assumptions based on inaccurate analysis of evidence does highlight the need for a
rigorous approach to clinical practice and research in psychoanalytic work with autistic

children.
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Donald Meltzer and colleagues adopted the approach of observing infants and noted
significant similarities between autistic children and those who went on to develop
along a typical trajectory (Meltzer et al. 1975). In the early stages of her work, Frances
Tustin agreed with Meltzer that ‘normal autism’ appeared to be a feature of the
development of all infants (Tustin, 1972). Having dedicated much of her life’s work to
developing an understanding of autistic children, Tustin revised this view in her later
writings. Tustin proposed that the term ‘autism’ be reserved for the pathology she

described as:

“a specific spectrum of disorders in which there is an absence of human
relationships and gross impoverishment of mental and emotional life — these
impairments being the result of the blocking of awareness by an early aberrant

development” (pp. 9, Tustin, 1981).

Tustin’s thinking was influenced by Donald Winnicott’s ideas about the adaptive
environment of early infancy. In his writings about the mother-infant relationship
Winnicott described how, in optimal circumstances, the mother’s responsiveness to
her infant’'s evolving needs results in subtle changes in the mother's caregiving
(Winnicott, 1960). He famously used the phrase ‘good-enough mother’ to describe a
mother who is able to adequately navigate this process of adaptation (Winnicott,
1953). Tustin refers to Winnicott’s writings about the importance of illusory continuity,
the infant’s experience of being at-one with the breast, in early infancy. Winnicott
hypothesised that, for some infants, there was felt to be an ‘impingement’ of the
external environment prior to the developmental stage at which separation can be

tolerated (Winnicott, 1958). Tustin’s observations and development of these ideas led
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to her theory that autism develops as a defense against bodily separateness from the
mother which comes before the child has developed the capacity to manage it (Tustin,
1972). Tustin closely observed autistic children throughout her career and proposed
several classifications of autistic presentation, differentiating between ‘confusional’
and ‘encapsulated’ children (Tustin, 1981). She described ‘encapsulated’ children as
quiet and gentle, often exhibiting excessive shyness and withdrawal, whereas
confusional children were wusually hyperactive, quick-moving, clumsy and
uncoordinated. Tustin noticed that confusional children will look at other people, unlike
the averted gaze of encapsulated children, and were often responsive to people in an
undiscriminating way. These two very different presentations of autistic children were

thought to be the result of different reactions to unbearable experiences of separation.

Difficulty with separation is one of several behaviours understood to be part of normal
child development that can be seen to develop along a divergent path in autistic
children. In her observations of normally developing infants, Esther Bick noted how
the skin to skin contact of a mother’s physical holding is also felt to hold together parts
of the personality (Bick, 1968). Bick and Meltzer differentiated between this ordinary
understanding of skin to skin contact with that of autistic children. This contact was
understood to be experienced by the autistic child as having the quality of ‘sticking on
to’ the mother, termed ‘adhesive identification’ (Meltzer et al., 1975). Tustin further
elaborated that when these children are ‘stuck to’ the mother they are not in
identification with her but experience being ‘equated with’ their mother. This fixed state
of denial of separateness from the mother Tustin called ‘adhesive equation’ (Tustin,

1990; pp. 67).
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Wilfred Bion’s theoretical formulations of autism focus on the process of sensory and
emotional experiences developing into the capacity for thought (Bion, 1962). Following
Bion’s ideas, Meltzer was interested in the reversal of this process, the disintegration
of thinking (Meltzer, 1986). When in a state of disintegration, Bick writes of the typically
developing infant searching for an object which is felt to hold the parts of the self
together rather concretely, like a ‘skin’. In the absence of this holding object, Bick
describes how the infant may develop a substitute containment of the self or ‘second
skin’ to defend against experiences of separation and disintegration (Bick, 1964). In
the development of the autistic child, Tustin proposes that ‘encapsulation’ is the result
of extreme over-reliance of bodily sensations as a way of shutting off from an
awareness of separation from the mother. It is the impenetrability of this defensive
cocoon, described by Tustin as ‘taking refuge’, that characterises this type of autistic

child (Tustin, 1990).

1.7 Argument for psychoanalytically informed work with under 5s with autism

The suitability of psychoanalytic psychotherapy for autistic children has often been
brought into question. Hobson (2011) asserts that people with autism are unable to
make use of psychoanalytic work due to the difficulties inherent with the condition.
Frances Tustin addressed the controversy, arguing that appropriate psychotherapy
can help autistic children towards normal development (Tustin, 1990). More recently,
research has reported that early interventions with infants at-risk can positively
influence the quality of some aspects of parent-infant relationships, which in turn has
a positive effect on child outcomes (Green et al, 2013; 2015). A key finding from

research was evidence that the quality of early dyadic interaction between at-risk
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infants and their parents was associated with later diagnostic outcome (Wan et al.,
2013). Similarly, Webb et al. (2014) concluded that emerging evidence is suggestive
that “an intervention designed to promote early social engagement and reciprocity
potentially could steer brain development back toward the normal trajectory and remit
or reduce the expression of symptoms.” (pp. 36). Traditional psychoanalytic work is
by its very nature is dyadic and entirely dependent on the relationship between
therapist and child or, with very young children between therapist, parents and child.
It therefore seems reasonable to assume that psychotherapeutic interventions that

involve close attention to these interactions would benefit these children greatly.

When discussing the ‘appropriateness’ of psychotherapy for autistic children many
writers recognise the need for adjustments to usual practice. Susan Reid stresses the
importance of a period of extended assessment involving the whole family (Reid,
1999) whilst others outline adaptations in technique (Alvarez, 1999; 2012; Meltzer et
al. 1975; Rhode, 2009; Tustin, 1981). In their writings, Nachman, Balas and Karush
(2013) support the therapeutic benefit of psychoanalysis for the under-five child.
Nevertheless, they highlight that on close examination of work with under-fives,
psychoanalytically informed interventions are poorly represented as a treatment of
choice for very young children. One of the reasons said to account for this reluctance
concerns the “special technical issues that arise in response to the developmental
characteristics of the prelatency child.” (Nachman et al. 2013, pp. 310). They go on to
give a summary of the challenges to psychoanalytic work with children under-five.
These include the rate of ongoing developmental change, the reliance on the

cooperation of parents, difficulties in the transference and the incongruity between the
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need for immediate gratification in young children and the long-term goals over time

that are inherent with psychoanalytic treatments.

Cathy Urwin notes a general shift towards working with what Alvarez and Reid refer
to as the ‘non-autistic part’ of the personality (Urwin, 2011). Alvarez and Reid point
out that there are three core elements in the training of a child and adolescent
psychotherapist: psychoanalysis, infant observation and infant development research,
which inform psychotherapy as a treatment for autistic children (Alvarez & Reid, 1999).
Trevarthen et al. (1998) made reference to the significant contribution of
psychoanalytic thinking to the understanding of autism. They note the unique position
of psychotherapists to offer insight into “the autistic person’s real subjective

experience” (pp. 203, Trevarthen et al., 1998).

Despite the richness of the literature around working psychoanalytically with children
with autism (Alonim, 2007; Alvarez, 1992; 2012; Alvarez & Reid, 1999; Barrows, 2008;
Durban, 2014; Parada, 1996; Rhode, 2007; 2008; 2009; 2011; 2015a; 2015b; 2016;
2018; Sherkow, 2011; Tustin, 1972; 1981; 1986) there is limited research exploring
psychotherapeutic approaches. This was apparent in their being only three results
that appeared in the database search carried out for this review of the literature. Below
are details of two psychoanalytically informed early intervention studies specifically
carried out with children under 5 at risk of an autism diagnosis. The first by Rhode
(2007) also appears in one of the books retrieved by the database search (Aquarone,

2007), and another is by Haag, Tordjman, Duprat et al. (2005).
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In her paper titled ‘Helping toddlers to communicate: infant observation as an early
intervention’ Rhode (2007) outlines her findings from a small case-series of three
children piloting the application of infant observation as an early intervention for
children at-risk of autism. Rhode describes the stages of the project, including the
outcome measures administered at the beginning and the end of the intervention.
These included both child-focused and parent-focused procedures. The child focused
measures used were a separation-reunion task to assess the child’'s attachment style
and completion of the Checklist for Autism in Toddlers (CHAT, Baren-Cohen et al.,
1996). The CHAT is simple screening measure designed to detect behaviours that
indicate risk for autism spectrum disorders. When the child reached three and a half
years they were also reviewed by an independent psychiatrist to assess for a
diagnosis of autism, if one had not already taken place in statutory services. Parents
completed a questionnaire to measure parental mental health and two interviews,
including the Parent Development Interview (PDI, Slade et al. 2003), to explore
parental representations of their child. Rhode also provided details of the intervention
itself, which includes once weekly infant observations and fortnightly parent work over
the course of a year for children aged between 16 and 20 months at the start of the

intervention.

Preliminary findings from children who had received treatment as part of the study
were encouraging. Rhode reports on one child who had a 1 in 12 chance of receiving
a diagnosis of autism according to measures taken at the start of the intervention. The
child was assessed by a psychiatrist at three and a half and found to show no signs of
autism spectrum disorder, only some delays in expressive language. Other validated

measures found that between the beginning and end of treatment the child’'s
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attachment style had shifted from ‘avoidant’ to ‘secure’ and that the mother’s anxiety
level was reduced by half. This child was the only one of the first three cases who
completed the full year of the intervention due to the other families relocating.
However, the intervention was offered to another child who was too young to
determine the statistical likelihood of them receiving a diagnosis prior to intervention
but who had a similarly concerning presentation. The case produced identical results
in terms of the change in the child’s attachment style, reduction in the mother’s anxiety
level and re-assessment by a paediatrician found no evidence to support a diagnosis
of autism at the end of treatment. Based on these favourable initial findings Rhode
states her intention to recruit further children with the hope of further replicating these
results. She expresses her hope that this would lead to further empirical research to

evidence the effectiveness of infant observation as an early intervention for autism.

In addition to publishing the findings from the case-series so far, Rhode’s 2007 paper
draws on her extensive clinical experience working within the field along with clinical
vignettes to illustrate her conceptualisation of the ‘vicious circle of discouragement’.
Rhode describes the missteps and flattening disappointments which are often
observable in the interactions between parents and their autistic infants. She explains
how this can result in an absence of expectation in both the parent and infant about
getting a response from the other, which further discourages either one of the pair
from making further attempts to relate. Rhode’s paper also provides an explanation
of what she feels takes place therapeutically in the course of the intervention used in
the study. She concludes that what defines therapeutic infant observations as distinct
from other early interventions for autism are the observer’s emotional receptivity and

their capacity to attend to unconscious communications.
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Drawing upon their surprising findings in the clinical context providing psychoanalytic
treatment for autistic children, Haag et al. (2005) present the ‘grid’, a psychodynamic
assessment tool developed by the authors themselves. The grid gathers up the
commonalities in the changes observed in autistic children during psychoanalytic
treatment, observed throughout the authors’ extensive experience in the field, and
organises them into four developmental stages. Haag et al. placed particular
emphasis on the development of body image, which they link to Freud’'s hypothesis
that a body ego is the very first stage of ego development. Haag et al. propose that
progress occurs as a result of the coming together of the different parts of the child’'s
development. Integration was thought to be achieved by a working and reworking of
the developmental stages within the grid, each one using more sophisticated
representations, beginning with the body itself through to the symbolic use of animal
and people figures. In addition to their hopes for its practical application, Haag et al.
conclude that the grid would be well placed to be used in conjunction with biological
research in order to best understand the interplay between the physiological and

psychological aspects of autistic states.

The two studies above by Rhode and Haag et al. are both excellent examples of the
way in which individual therapeutic interventions can be gathered up and used
effectively to develop theory and clinical practice. Michael Rustin (2009) points out
the tension in psychoanalysis between the wish to understand the patient as an
individual and the goal of discovering overarching psychic phenomena. He concludes
that it is because the very practice of psychoanalysis is committed to gaining

understanding of the complexity of each individual that its research findings have been
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best represented in case studies. Rhode (2009) highlights the “urgent need” for
empirical research to support the argument already represented by case studies within
the literature that child psychotherapy interventions can benefit children with autism

and those at-risk.

With the shift in recent times towards evidence based practice, came attempts by
psychoanalytic psychotherapists to define and track the change process. These have
been documented across the whole breadth of psychoanalytic work taking place (Avdi,
2019; Carlberg, 1997; 2009; Elliott, Slatick, & Urman, 2001; Lush, 2011; Stern,
Sander, Nahum, Harrison, Lyon-Ruth, Morgan, Bruchweiler-Stern, Tronick, 1998;
Terr, Beitchman, Braslow, Fox, Metcalf, Pease, Ponton, Sack, & Wasserman, 2006;
Terr, Deeney, Drell, Dodson, Gaensbauer, Massie, Minde, Stewart, Teal & Winters,
2006; Terr, McDermott, Benson, Blos, Deeney, Rogers, & Zrull, 2005). Many of these
examine in detail ‘moments’ or ‘turning points’ in the course of treatment which are
thought to contribute to psychic change (Carlberg, 1997; 2009; Terr et al. 2005; 2006a;
2006b). Concomitantly, there is specific literature and research looking at this area
within work with children under 5 and their families (Barrows, 2003; Kennedy &
Midgley, 2007; Pozzi, 1999). Barrows (2003) proposes that there are two main

concepts that facilitate change in under 5s work: containment and insight.

1.8 Assessment and treatment for autism in the UK: The Child Development
Clinic
In most areas of the UK children under the age of 5 who are identified as requiring an

assessment for autism are referred to the local Child Development Clinic. Here there
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are specialist teams led by paediatricians and including other professionals such as a
specialist nursery nurse, a specialist health visitor or health visitor and a speech and
language practitioner. The assessment takes place across three settings including
the child’s home environment, in their nursery or pre-school setting and in the clinic.
The assessment generally begins with an initial meeting with a nursery nurse, a health
visitor or a speech and language therapist to discuss the process of the assessment
which comprises of a nursery or school observation and an ADOS assessment
followed by a final feedback meeting where the outcome of the assessment is
discussed with the family.

Following assessment, children who require further interventions may be referred on
to access support such as speech and language therapy, physiotherapy and
occupational therapy from local services. Despite a great deal of the literature in
support of psychotherapeutic work with autistic children, in the UK there can be a
reluctance to treat autistic children within generic CAMHS. Whilst it is generally
considered that autism is a disorder of development, and not itself a mental health
problem, having autism does not exempt a child from having psychological difficulties.
In fact, a study by Simonoff, Pickles, Charman, Chandler, Loucas, & Baird, (2008)
reported that as many as 71% of children with autism have mental health problems.
Appositely, the NICE guidelines clearly state that all children and young people with

autism should have full access to mental health services (NICE, 2013).

1.9 Current model under investigation

The specialist CAMHS and autism assessment service is a National Health Service

(NHS) provision in a large city in the UK. The general structure of the autism
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assessment service in which this research was conducted resembles that of the Child
Development Clinic model. There are, however, some important differences which
set the service apart and which led to the development of this research project. The
first is that unlike the Child Development clinic, the current model is an integrated
service providing assessment as well as treatment for children under 5 with or at-risk
of an autism diagnosis. This includes interventions from specialist CAMHS both as
part of the assessment and pre- and post-assessment. It is usual practice for clinical
psychologists to be present as a member of the assessment teams in the Child
Development Clinics, in line with NICE Guidelines (NICE, 2013). As previously stated,
what is unique about the current model is that child psychotherapists are also a
fundamental part of the multi-disciplinary team carrying out assessments for autism

for children under 5.

Within the specialist CAMHS service much of the psychoanalytic work with under 5s
is based on The Tavistock Clinic Under Fives Model. This was pioneered over 3
decades ago in the Child and Family Department at the Tavistock Clinic and continued
to be developed in the Infant Mental Health Workshop. The Tavistock Under Fives
Service “offers quick response, brief psychoanalytically based family interventions to
parents with babies and young children presenting with a range of difficulties, as well
as longer-term interventions.” (Emaunuel, 2012; pp. 268). Louise Emanuel (2011)
outlines the “Framework for thinking” used by those employing the model which
includes psychoanalytic theory, observational skills, attention to unconscious
communication and the countertransference feelings of the therapist (pp. 673). The
interventions are underpinned by the theoretical ideas of Esther Bick, Melanie Klein

and Wilfred Bion. Emanuel (2006) highlighted the theoretical understanding and skills
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gained through the undertaking of infant observation necessary for work with children
under 5. These include the skill of observing without intervening, the ability to notice
in detail the non-verbal communications of the child and attribute meaning to them and
the ability to absorb powerful projections from different family members and manage
powerful countertransference feelings. Treatments undertaken by psychotherapists
working in the Tavistock Under Fives Service are well documented in the literature
(Barrows, 2003; Emanuel, 2006; 2011; 2012; Hopkins, 1994; 2008; Miller, 1992; Pozzi,
1999; Rustin & Emanuel, 2010; Sherkow, 2011; Wittenberg, 2008). The model has
also been used in other settings (Daws, 1985; Onions, 1999; Tydeman & Sternberg,
2008) and it is the application of this model within a specialist CAMHS and autism
assessment service that the researcher aims to explore, along with the range of other

child psychotherapy interventions on offer.

As well as short-term interventions based on the model outlined above, the specialist
CAMHS service offers a range of other treatment interventions including individual
psychotherapy, intensive psychotherapy and parent work. Lanyado (2009) asks the
question “How much therapy is ‘good enough’?” (pp. 191). In the current
circumstances of limited resources within the NHS this is a question that is often
considered. It is also a question that is addressed in relation to what child

psychotherapists have to offer in this specialist service.

Conclusion

To summarise, there is a plethora of different early intervention models being used in

an attempt to improve outcomes for children who have or are at risk of an autism



36

diagnosis. Nevertheless, there is a scarcity of research investigating
psychoanalytically informed interventions for this cohort of children. Of the few that
do exist, most are single-case studies, small case series or based on an individual
psychotherapist’s account of their clinical experiences. The literature brings to light
that, in most statutory services, it is rather unusual for psychotherapists to be involved
in assessment and treatment for autism within multi-disciplinary teams. This research
therefore provides a unique opportunity to hear the previously unheard voices of the

psychotherapists working in this specialist CAMHS and autism assessment service.

Part Il — Qualitative Research Report

1. Introduction and Rationale

Presented here is a small-scale qualitative research study analysing the interview
narratives of six psychotherapists working in a specialist CAMHS and autism
assessment service. The interviews explored what the psychotherapists have to offer
children under five and their families where the child has or is identified as at-risk of a
diagnosis of autism. The idea for this research developed whilst the researcher was
working clinically as a child psychotherapist with a child under 5 in the specialist Child
and Adolescent Mental Health Service (CAMHS) in which this research took place.
What is unique about the service in which this research was conducted is that child
psychotherapists are a fundamental part of the multi-disciplinary team assessing and

treating children under 5.

The rationale for carrying out this research is threefold. Firstly, the substantial

contribution of the child psychotherapy profession to the understanding and treatment
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of children with autism is not supported by research. Furthermore, there is an absence
of research exploring professionals’ narratives, in particular the child psychotherapists’
own perspectives, on what they have to offer this cohort of children. This research
therefore endeavours to address this gap in the research on the topic of assessment
and early intervention for autism. Lastly, given the unique position of the
psychotherapists working within the specialist CAMHS and autism assessment
service, the researcher proposes that it is worth asking the question: what do child

psychotherapists have to offer?

2. Aims

The objective of this research is to gain a better understanding of the work carried out
by child psychotherapists within a specialist CAMHS and autism assessment service.
This will be done by interviewing the child psychotherapists who undertake therapeutic
interventions with children under 5 and their families where the child has a diagnosis
of autism or has been identified as at-risk of a diagnosis.

The central aim of this research is to examine and highlight the specific contribution
that child psychotherapists can make to work with children under 5 in a specialist

CAMHS and assessment service.

The objective of this line of investigation is to gain an understanding of what the
psychotherapists consider to be the defining characteristics of psychotherapy
interventions. In the interviews, the psychotherapists will be asked to define the
nuances of psychoanalytic psychotherapy interventions, as well as being encouraged

to consider whether they believe there to be divergence between their approach and
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other disciplines working within the service. There will also be a specific focus on
understanding the role of a psychotherapist within the context of this particular service
with this cohort of children, namely children under 5 with or at risk of a diagnosis of

autism.

The psychotherapists will be encouraged to draw on clinical experiences of work
undertaken within the service to gain insight into their contribution to work with under
5s and their families. A specific focus of the exploration will be about whether there
are elements of the child psychotherapy training, psychoanalytic theory and technique
that contribute to what child psychotherapists have to offer. Reflections on what
changes are thought to occur as a result of the intervention and what is understood to

have brought about such change will also be explored.

3. Methodology

3.1 Research design
The research uses a qualitative design where the experiences of child and adolescent
psychotherapists are explored through semi-structured interviews and analysed using

thematic analysis (Braun and Clarke, 2006).

3.1.1 Epistemology of the research project

The epistemological standpoint that the researcher was working from was first
examined. Braun and Clarke (2006) argue that one of the benefits of thematic analysis

as an analytic method is that it is not bound to any theoretical or epistemological
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assumptions. It was, therefore, necessary for the researcher to make active decisions

about the framework in which the collection and the analysis of data were conducted.

A reflexive approach was considered best suited to analyse the data of this research.
Analysis of latent themes was appropriate for this research as it examined the
underlying ideas and assumptions thought to inform the participant’s interview
narratives. This level of analysis also aligns itself with ideas from psychoanalytic
theory and practice, first postulated by Sigmund Freud in his writing ‘The Interpretation
of Dreams’. Freud made a distinction between the ‘manifest’ content, the spoken
details of a dream that were reported, and the ‘latent’ content, the communication of
unconscious phantasies, wishes and desires (Freud, 1900). The definition of latent
content has been adopted more widely amongst the psychology professions and is
applied more generally to understand ideas and meaning behind communication. As
a psychotherapist, the researcher has an interest in this deeper level of analysis of the
data and naturally considers the themes at a latent level. Analysis on a semantic level
does not look beyond what has been said by the participant, which lends itself more

to a realist approach.

3.1.2 Approach to research data

An inductive approach to identify the latent themes and patterns within the data was
adopted (Frith and Gleeson, 2004; Hayes, 1997). Although the researcher’s
theoretical understanding in the field will be considered, the researcher attempted to
conduct the analysis in an inductive, data-driven way so that the results were strongly

linked to the data.
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Braun and Clarke (2006) propose two options for the researcher to consider when
deciding on how to report the data: to provide a rich description of the entire data set
or report on particular aspects of the data most relevant to a specific research
guestion. Thematic analyses which analyse the data on a latent level tend to adopt
the latter approach (Braun and Clarke, 2006). Whilst taking this into account, the
researcher felt that a rich description of the entire data set was more appropriate for
this research. A critique of this approach is that some of the depth and complexity is
lost by analysing and reporting on a greater quantity of data, especially in a short thesis
(Braun and Clarke, 2006). However, since the interviews were devised specifically for
this research, all the data captured was largely relevant to answering the research
guestion. It therefore felt important to report on all aspects of what child
psychotherapists felt they have to offer. Braun and Clarke (2006) also suggest that a
rich overall description of the data is appropriate for investigations into an under

researched area, of which this study is one.

3.2 Setting

The study took place within an integrated service for children with disabilities and their
families. The service comprises of multi-disciplinary teams including a specialist child
and adolescent mental health service (CAMHS) and assessment services for autism
and learning disabilities. It is the work undertaken by psychotherapists within the
specialist CAMHS service and the assessment service for children under 5 that were

included as part of this research.

The service provides support for disabled children from birth up to the age of 19.

Referrals from the service are accepted from GPs, other health professionals and
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educational settings. The majority of referrals for children under 5 accessing the
autism assessment service come through the Early Years Speech and Language
Service. Although referrals for a child with disabilities can be made directly to the
specialist CAMHS, the majority of the children under 5 and their families who access

the CAMHS support are through internal referrals within the service.

The integrated service is made up of professionals from a broad range of disciplines.
The autism assessment service is comprised of clinicians from their respective
disciplines who come together to form several smaller teams to carry out the
assessments for autism. Each assessment team includes a paediatrician, specialist
health visitor, speech and language therapist, occupational therapist and either a
clinical psychologist or a psychotherapist. At the time of writing this report, the CAMHS
team was made up of child and adolescent psychiatrists, clinical psychologists, an
assistant psychologist, family therapists, a parental mental health worker, community
nurses and psychotherapists. To give some idea of the proportions, the permanent
CAMHS team was made up of approximately 18 clinicians, four of whom were qualified
psychotherapists. It is important to mention that most of the psychotherapists worked
part time, but this was also true of many of the clinicians from other disciplines. At any
one time there are around six trainees working in the CAMHS team. At the time this
research was being undertaken, there were three trainee child psychotherapists, each
of whom remained in the service for the duration of their four year clinical training.!
There were four additional psychotherapists, one qualified and three trainees, who

worked in the service on an honorary basis. The wider integrated service team also

! This is comparable to trainee clinical psychologists and trainee psychiatrists who
usually remain in placement in the service for between six months and a year.
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included occupational therapists, physiotherapists, social workers, paediatric
dieticians and family support workers. The professionals and most of the different

services they provide are based on the site of a health clinic.

3.3 Participants

A target of 8 participants was proposed for this research. Sample sizes in qualitative
research are widely discussed in the literature (Sandelowski, 1995; Morse, 2000).
Morse (2000) argues that there are too many factors involved to develop definitive
rules around sample size for qualitative methods. Baker and Edwards (2012) propose
that decisions about sample size in qualitative research should be made considering
a combination of epistemological, methodological and pragmatic factors which is what

this researcher has attempted to do.

One of the considerations in designing this project was whether to report on the entire
data set or select particular aspects of the data. As the interviews were specifically
designed for this research and the vast majority of the data was relevant to the
research question it was felt that it was important to code the entire data set. Thematic
analysis by its nature produces a vast amount of qualitative data through the process
of coding. The sample size therefore needed to be limited to a realistic number within
the strict timeframe for completing the project, as well as the relatively modest word
count for the written report. Recruitment of participants for this study was also limited
to a finite number of psychotherapists working within the service of which there were
nine, not including the researcher, throughout the designated period of participant

recruitment and data collection. Consideration of all these aspects of study design
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and methodology as well as pragmatism informed the decision to aim to recruit 8

participants.

3.3.1 Criteria for inclusions

In order to be considered to participate in this research the psychotherapists were
required to:

1. Have undertaken or be currently undertaking a clinical training that allows them
to qualify as a child and adolescent psychotherapist with eligibility for
membership of the Association of Child Psychotherapists (ACP).

2. Psychotherapists who have commenced at least one piece of
psychotherapeutic work in the last two years within the autism assessment
service with a child under 5 or their family where the child has an autism

diagnosis or has been identified as at-risk of a diagnosis.

3.3.2 Recruitment procedure

All nine psychotherapists were known to have undertaken or currently be undertaking
a clinical training making them eligible to take part in the study. All nine
psychotherapists were contacted by the researcher via email (Appendix B). The email
included a participant information sheet (Appendix C) outlining what would be required
of them if they were to participate in the study. The email requested a response from
those who were interested in taking part in the study. All nine psychotherapists within
the service responded to the recruitment email. Two of the nine psychotherapists
within the service had not undertaken any work with under 5s with a diagnosis of
autism or who were considered at-risk and were therefore excluded as potential

participants for this study.
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Of the seven psychotherapists who were identified as suitable potential participants,
all seven expressed interest in being interviewed for the research. Six of these seven
psychotherapists consented to take part in the study by signing the consent form
(Appendix D) and were interviewed as part of this research. Three attempts were
made to arrange an interview with the one remaining potential participant. Due to
cancellations the interview was not able to be conducted within the allocated

timeframe. Thus, the final number of participants in this research was six.

In the original proposal for this research it was put forward that if the target number of
participants could not be recruited with eight separate individuals, then the researcher
would conduct a second interview with psychotherapists who had a dual role within
the service in CAMHS and the assessment service. However, during the data
collection phase it became apparent that these roles overlapped considerably and the
participants with dual roles discussed both aspects of their role in parallel in the first

interview.

3.3.3 Final sample

Of the six psychotherapists who were interviewed three were qualified child and
adolescent psychotherapists and three were child and adolescent psychotherapists in
training. Three of the psychotherapists were employed within the service: two
permanent, fully qualified members of staff and one trainee on a fixed term contract
for the four year duration of their training. The other three psychotherapists were
employed by the same NHS Trust and came into the service on an honorary basis for

specific reasons. Two were trainees who came to the service specifically to gain
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experience working intensively with a child under 5, which is a requirement of the
psychotherapy training. Finally, one psychotherapist was engaged in a particular type
of work they referred to as therapeutic observation. Below is a table depicting the
profile of the psychotherapists who made up the final sample in relation to their

qualification level and their position in the service.

Table 1: Profile of final sample

Qualified Psychotherapists Trainee Psychotherapists
Permanent Staff 2 1
Honorary Staff 1 2

3.4 Data collection: Interviews

The interviews took place within the clinic where the specialist service is based or in
the main building of the same NHS Trust. All the rooms used for the interviews were
suitable for therapeutic sessions or meetings in which confidential information is
discussed and were therefore deemed appropriate to conduct the interviews.

The researcher used two methods of recording the interviews so that there would be
a backup if one of the recording devices failed, which happened in one of the six

interviews.

The semi-structured interviews used for this research were devised by the researcher
in conjunction with their research supervisor specifically for use in this study. Several
pre-existing standardised interviews were examined in the process of developing the
interview schedule. The therapists’ version of the ‘Private Theories Interview’ (PTI-T;

Ginner et al., 2001) has been used in empirical research to explore therapists’
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experiences of the therapeutic process in psychoanalytic psychotherapy (Philips,
Werbart, & Schubert, 2005; Werbart, von Below, Engqvist and Lind, 2019). When
interviewed using the PTI-T, therapists are encouraged to draw on concrete examples
and episodes that illustrate their formulation of the problem, the factors that may have
contributed to the development of the problem and how the child or family might be
helped with the problem. With the focus on their own perceptions and thinking, and
not those of the child or family, the aim of the PTI-T is to explore the therapist’s own
subjective views and explanations of their work. Of those considered by the
researcher, the PTI-T method seemed most relevant to this research. The interview
guestions were therefore developed based on this model, as well as being informed
by the background literature and the aims of the research.

The researcher devised and used a semi-structured interview schedule which

consisted of the following four sections:

Section 1 — Context of the work within the service and the multi-disciplinary team
Section 2 — Clinical Experiences
Section 3 — Clinical Cases

Section 4 — Outcomes

Within each of these four sections was a guide to the questions the researcher might
ask and suggested prompts. For a detailed version of the semi-structured interviews
see Appendix E. The interviews took between 50 and 81 minutes. Further time was
made available after each interview for participants to speak about how they
experienced the interview. This was not recorded. Each participant was given a debrief

information sheet following the interview (Appendix F).



47

The interviews were transcribed verbatim by the researcher, omitting any identifying
data such as names of colleagues, patients or places. Participants were assigned a
pseudonym for confidentiality and to make the final report more easily accessible to
the reader. The anonymised interview transcriptions were then analysed according to
the six phase process of thematic analysis outlined by Braun & Clarke (2006) in their

paper ‘Using thematic analysis in psychology’.

3.5 Ethical considerations

The research proposal for this project was approved by the Tavistock Research Ethics
Committee (TREC) and was sponsored by the Tavistock and Portman NHS
Foundation Trust (Appendix G). Additionally, NOCLOR approval was applied for and
received as the researcher was seconded on an honorary employment contract to the
NHS Trust where the data was collected (Appendix H). Approval was also obtained

from the Health Research Authority (HRA) (Appendix I).

Participation in this research was entirely voluntary and participants were made aware
that they were free to withdraw without giving a reason up to two weeks post-interview.
All data used within this study was anonymised prior to data analysis. This was done
by using pseudonyms and by redacting identifiable information such as names and
places or any level of detail that was considered by the researcher to be too revelatory
to the reader. Participants were made aware that, even with use of pseudonyms, due
to the small sample size they may still be recognisable to colleagues within the service.
However, the researcher ensured the patients discussed in the interview were

completely unidentifiable to anyone outside the service. Information collected during
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the interviews was stored securely and in keeping with the Data Protection Act 1998

and the University’s Data Protection Policy.

4. Data Analysis

The analysis of the data was carried out following the six phases of thematic analysis
outlined by Braun & Clarke (2006). This is a systematic method of identifying and
organising patterns of meaning within the data and reporting the main themes.

The phases of analysis involved the following steps:

1. Familiarise yourself with the data: This began with the transcription of the
interview recordings which were done after each individual interview had been
conducted. This was the first opportunity for the researcher to revisit the data.
Having transcribed all the interviews the researcher read all the interviews
through once to further familiarise themself with the data and noted down some
preliminary ideas for coding.

2. Generating initial codes: The initial codes were generated through a systematic
working through of the transcribed interview narratives. This was an inductive
process which involved revisiting the interview transcripts when new codes
were identified to check whether they might also be present in previously coded
transcripts.

3. Searching for themes: The process of searching for themes began with
categorising the codes into groups using lists and mind maps of the codes
which the researcher felt were associated. This involved some codes being
organised into multiple categories. Alongside this process the researcher
began to compile a directory of excerpts of the participant’s narratives that

supported the identified themes.
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4. Reviewing themes: In order to review the themes the researcher began to
organise the potential themes according to which of the research questions they
answered. It was having this overview which helped the researcher identify
which themes best answered the research question and prioritise those that
should be included in the final report. After the themes had been categorised
in this way, the themes were divided into themes and sub-themes.

5. Defining and naming themes: The themes were originally named using the
codes which were selected as representing the themes. However, the
researcher later chose succinct and meaningful excerpts from the
psychotherapists’ narratives which were felt to better characterise the
significance of the theme.

6. Producing the report: For clarity, the themes and sub-themes were organised
and presented according to the five sub-questions outlined in the design of the

study.

5. Results

The thematic analysis of the interview data identified significant contributions that the
child psychotherapy profession has to offer within this specialist service. The results
presented here refer only to work within the service that was related to children under

5 with a diagnosis of autism or where the child was considered at-risk of a diagnosis.

The results presented have the voice of the psychotherapists as their focus.
Throughout the remainder of this report, the psychotherapists who participated in this

research will be referred to using pseudonyms. For context, whether they are qualified
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or in training and whether they are permanent or honorary staff have also been

included in Table 3 below:

5.0.1 Table 3: Participants

Amelie Qualified psychotherapist Permanent staff member
Beth Trainee psychotherapist Permanent staff member
Clara Trainee psychotherapist Honorary staff member
Delia Qualified psychotherapist Honorary staff member

Ella Qualified psychotherapist Permanent staff member

Felicity Trainee psychotherapist Honorary staff member

This section intends to describe the contributions of child psychotherapists working
within the service, specifically highlighting the aspects of their work which were
considered to be unique or particularly suited to the psychotherapy profession. Using
the words of the participants, four of them made reference to the unique presence of
child psychotherapists working within a specialist service for children with or at-risk of
an autism diagnosis. Beth explicitly stated: “There are not many other services like it.”
While in her interview narrative Amelie pointed out psychotherapists in the service “do
lots of things that the other members of the team do”, all the psychotherapists
commented on there being unique contributions that psychotherapists made within the

service.

In the following sections, within each theme the researcher illustrates the findings, with

the support of interview extracts, demonstrating how the work of psychotherapists is



51

unique and why the contribution is important to the service as well as the children and

families in their care.

5.0.2 Themes

A total of four themes emerged from the data as the most representative in relation to
answering the research question. The themes were developed through an inductive
process of coding before being organised into themes and subthemes. The themes

and subthemes retrieved through the analysis are presented below in Table 4.

5.0.3 Table 4: Themes and subthemes

Theme 1: Temporal aspects of child psychotherapy interventions

Subtheme 1.1: Timing of interventions

Subtheme 1.2: Duration and frequency of interventions

Subtheme 1.3: Pace of change
Theme 2: Elements of child psychotherapy interventions that promote
understanding

Subtheme 2.1: Flexibility of approach

Subtheme 2.2: Theoretical underpinning

Subtheme 2.3: Contributions to multi-disciplinary thinking
Theme 3: Distinctive aspects of understanding informed by unconscious
processes

Subtheme 3.1: Close observation

Subtheme 3.2: Attending to the here and now

Subtheme 3.3: Shared experiences of psychic pain

Theme 4: Managing uncertainty
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Subtheme 4.1: Managing uncertainty in the clinical context

Subtheme 4.2: Managing uncertainty in the organisational context

5.1 Theme 1: Temporal aspects of child psychotherapy interventions

All six psychotherapists commented on temporal aspects of the work they had
undertaken including timing, frequency and duration of the intervention as well as the

pace of change throughout an intervention.

5.1.1 Timing of interventions

At the time of interview, it was reported that all children referred to the autism
assessment service aged under 30 months were seen in the early intervention clinic.
The early intervention clinic offered a minimum of three sessions and these were all
with at least one psychotherapist. It was reported that child psychotherapists had been
involved with every early intervention appointment thus far and the team were looking
for a way for this to continue. Ella described how her knowledge of increasing
evidence on early intervention from current research led her to set up a new

psychotherapy service, the early intervention clinic:

Ella: “The early intervention clinic, it's a child psychotherapy led service,
because | think our skills lying in the observation and the relationships
and unconscious processes and that being so relevant for the under 30

months children.”

The model of therapeutic observation has been used with a similar cohort of children,
namely children under 30 months who were identified as at-risk of an autism diagnosis,

in some of the French child psychiatry services. Delia voiced why she thought it
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important to intervene as early as possible and backed this up with examples of the

changes she has observed throughout the course of the therapeutic observations:

Delia: “Well, kids start making eye contact, they start talking they start playing,
they start doing lots of good stuff and that is terribly nice, you know it's
wonderful that they do that and of course it does make sense that the

earlier you try and do something helpful, the better that’s likely to work.”

Similarly, Beth commented on the benefit of providing child psychotherapy as an early

intervention for children who have an autism diagnosis:

Beth: “There’s something about the importance of doing this work [intensive
psychotherapy] with this child at this age, seeing the foundation of him having

a different experience through the therapy.”

5.1.2 Duration and frequency of interventions

The length of interventions offered by psychotherapists within the service varied
considerably. In the autism assessment service, the minimum could be just one
appointment if families chose not to take up the offer of two further post-assessment
sessions. Outside of the assessment clinic and early intervention clinic, the minimum
length of an intervention reported was six sessions (parent work) with interventions
potentially lasting up to four years (intensive psychotherapy). With the exception of
those named above, most other interventions were reported to continue for around

one year, although they were reported to go on for longer in some instances.

Beth, Clara and Felicity, the three trainee psychotherapists, reported being engaged

in individual intensive psychotherapy with a child under 5. This was reported by all
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three trainees as currently being three times weekly sessions each lasting 50 minutes.
The minimum duration of intensive psychotherapy reported was of 1 year and 1 term
(Felicity), whilst the longest was 2 years so far with a plan to continue (Clara). The
three trainees all remarked on the frequency of sessions and duration of intensive
treatment being unlike anything in other disciplines within the service. The frequency
of sessions together with once weekly supervision specifically to support their work
with that one child were emphasised as two important differences that distinguish

intensive psychotherapy from other therapeutic interventions within the service.

Clara differentiated between her experience of providing intensive psychotherapy and
previous work that she has done in a different setting with children with autism. She
described specifically the impact that the frequency and consistency of intensive

psychotherapy sessions had on the development of her relationship with the child:

Clara: “Having regular session appointments and the supervision with child
psychotherapists, that’s a really different way of holding the case. In the
different setting that | worked in the past the consistency wouldn’t be
there. It would be very hard to feel that | can get so close to the child or
| can have so many different emotional experiences like | have been

having with my patient.”

Four of the six psychotherapists interviewed made reference to a wish for their work
to go on for longer in situations where they felt the child would continue to make good
progress. They expressed their difficulties with ending the work when they felt what
they were doing was “meaningful” (Felicity) or “important work” (Clara). Ella
acknowledged that there were both personal and professional difficulties with deciding

when work should end:
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Ella: “I think we can push ourselves too much to think we should be doing
better. Maybe that’s a personal thing, but probably as a team | could say
that’s something we probably should remember a bit more, that’s good

enough we can’t do any more.”

5.1.3 Pace of change

The pace of change throughout child psychotherapy interventions was reported by the
psychotherapists to happen incrementally over time. Nevertheless, examples were
given where this amounted to significant changes in the child’s presentation compared
to the start of treatment. Felicity reflected on the noticeable difference between her
current experiences of being in the therapy room with one of her patients compared to

when they began intensive psychotherapy:

Felicity: “Now over a year later we’re in very different territory where it's very

active and conversational between us.”

All six of the psychotherapists interviewed gave examples of cases where there were
improvements in the common impairments of autism that make up the DSM-V and
ICD-10 criteria for a diagnosis at the end of treatment compared to the start. These
included improvements in speech and language, increased interaction with others,
more eye-contact, reduction in repetitive behaviours, development in play skills,
including symbolic play, and positive developments in the parent-child relationship.
The psychotherapists referred to how changes happened slowly over time throughout
the interventions they offered. When referring to the pace of change in child

psychotherapy, Ella highlighted the importance of:

Ella: “Being able to see tiny changes as really positive and significant”
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Beth described the way in which these tiny changes could be significant in developing
a shared understanding with the child. She gave an example of what she called ‘ah-
ha moments’ in an interaction with the child. In the following excerpt, the child was
able to let Beth know through non-verbal communication that something she had said

had been understood:

Beth: “They are tiny moments but they feel huge. There’s a bit of a pattern of
him [the child] looking at the back of this book and pointing to the little
images and wanting me to say the names of the trains. For a change, |
said “l wonder where this one is?” and he pointed. Particularly because
he’s non-verbal sometimes | can wonder does he understand what I'm
saying? That was a moment of yes! Yes he does understand and he’s

showing me.”

In order to explain why child psychotherapy interventions can be lengthy in comparison
to other disciplines, Delia addressed the comparison between the work that
psychotherapists in the service were doing and other non-psychoanalytic short-term
interventions for autism that are available elsewhere. She highlighted the non-
directive nature of psychoanalytic work undertaken compared to non-psychoanalytic
interventions:

Delia: “Some people might respond better to a situation in which they’re
actually allowed to process their own experience and bring in whatever
they want and not exclusively focused on the interaction [...] | think that
difference probably accounts for quite a lot of the time taken [in child

psychotherapy interventions] and that what we do isn’t directive.”
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5.2 Theme 2: Elements of child psychotherapy interventions that promote

understanding

There were several elements of the child psychotherapists’ work that were thought to
promote understanding of the children and families who accessed the service. The
first of these was the flexibility of the child psychotherapy approach. The
psychotherapists commented on the need to be flexible in terms of what interventions
were offered to whom as well as drawing on specific elements of psychotherapy
technique when working with this cohort of children. The psychotherapists’ narratives
unanimously placed emphasis on psychoanalytic theory underpinning their work and
their belief in the power of working with the unconscious was at the heart of their work.
The way in which their understanding of unconscious processes contributed to multi-

disciplinary thinking was also discussed.

5.2.1 Flexibility of approach

Broadly speaking, the interview narratives pointed to the fact that child
psychotherapists considered on a case by case basis what interventions they offered
to whom. Amelie suggested that whilst there was a “standard offer” within the autism
assessment service, there was not a format to the work but rather a modification of
practice to address the complexity of the situation and the specific needs of the child
and family. Ella talked about how this flexibility of approach to the work had a positive

impact on engagement within the service:

Ella: “I think generally we do end up putting families on our waiting list for
largely appropriate things. We are also quite flexible about changing if

we feel that isn’t right or it might be better if someone else joined us.
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The flexibility in the team enables engagement to be pretty good from

our patient group.”
Five of the six psychotherapists commented on a distinct difference between their work
with the children they saw in the specialist CAMHS and autism assessment service
compared to their other experiences working as a child psychotherapist. The
psychotherapists described feeling that there is “a specialist way of working” (Felicity),
that there is “this other way of working with autistic children” (Clara) and that the work
is “so different to anything that you would ever do in psychotherapy with a neuro-typical
child” (Amelie). Beth expressed her feeling that her work with the child she was seeing
intensively was different from the more generic work she has done and that it felt like
‘a very steep learning curve.” Beth associated this difference with the work feeling
more challenging because the child was under 5, non-verbal and had an autism

diagnosis.

Delia and Amelie both talked about how they would take on a “more active” role in
their work with children who present in this way in order to “help them engage” (Delia).
Amelie described her rationale behind taking a more active role in the work and how
this enables her to pay attention to what is being communicated unconsciously through

the child’s behaviour:

Amelie: “In this work with children with autism you have to get in and stir things
up yourself, you know, the opposite of the blank slate. [...] Although you
become much more the participant observer if you like, all of what’s
valuable comes from observing what happens in response to your

participation.”
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5.2.2 Theoretical underpinning

Psychoanalytic theory was prominent throughout all the psychotherapists’ interview
narratives. Widely accepted psychoanalytic theories and concepts were interwoven in
the responses of all six psychotherapists. These included object relations (Felicity),
the internal world (Amelie and Beth), internal representations (Delia and Ella) and
projection and introjection (Amelie, Clara and Felicity). Four of the six
psychotherapists referred directly to the importance of psychoanalytic training, theory
and literature relevant to the children they were working with in this service, for
example writings on narcissism (Amelie), couples work (Ella), Caroline Garland on
trauma (Beth) and parent-infant work (Delia) specifically, Louise Emanuel’s Brief

Intervention Project (Ella).

Four of the six psychotherapists mentioned psychoanalytic theory and literature
specifically related to autism, namely the work of Frances Tustin, Anne Alvarez and
Maria Rhode and two mentioned Donald Meltzer (Delia and Felicity). Other
psychoanalytic writings that were mentioned included Ester Bick’s ideas on second
skin and Melanie Klein’s writing on Richard (Felicity), Joyce McDougall’s ‘Dialogues
with Sammy’ (Beth) and the work of Wilfred Bion, Gieneveve Haag, Joshua Durban

and Andy Burgman (Delia).

All six psychotherapists referred to the ways in which psychoanalytic training, theory
and practice underpinned their work with children and families. When articulating her
experience of how her work in this service differs from work with neuro-typical children,
Amelie explained the different roles of psychoanalytic theory and technique in her work

with a child with or at risk of an autism diagnosis:
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Amelie: “In some ways we [child psychotherapists] are letting go of half of what
makes our approach unique but what we’re retaining is the theory that
informs it, which is acknowledging that in order to gather the
transference we are going to have to do something much more active

than we would normally do.”

In the context of talking about the application of the psychoanalytic approach in the
therapy room with a child who has or is at-risk of an autism diagnosis, Amelie

described her experience of needing to do things differently:

Amelie: “What | actually needed to do is let go of practically everything | was
taught in my training and insisting on getting in there and having my own
ideas which he found in turn exhilarating, infuriating, terrifying, but slowly

he’s been able to play more collaboratively with me.”

5.2.3 Contributions to multi-disciplinary thinking
As well as expressing the value of child psychotherapy as an intervention with children
with autism, Clara highlighted the importance of the presence of child psychotherapists

within the MDT:

Clara: “I think psychotherapy is a very valuable clinical way of working with
children with autism. [...] Child psychotherapy fits in very well within the
multi-disciplinary specialist service.”

All six psychotherapists made reference to the multi-disciplinary team and wider

network being involved with the children and families they have worked with. Delia

highlighted the importance of communicating with the team around the child:
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Delia: “Obviously that contact with colleagues is terribly important because | do
feel that these children [with autism or at-risk] need input from so many
different professionals that really in the absence of that I think it’s very

hard to do the work properly.”

All psychotherapists referred to child psychotherapy and psychoanalytic thinking as
being well received within the service. Beth expressed her feeling that a

psychoanalytic approach was well “established” in the MDT:

Beth: “[l] wasn’t sure how receptive they [the MDT] would be to our kind of
psychoanalytic approach but I've been thinking about it recently, about
how integrated we [child psychotherapists] are, is our thinking, and [...]
| feel that there’s quite equal place in the team for the work that we [child

psychotherapists] are doing.”

Ella explains her understanding of the place for psychotherapists in the team and why

she feels this works so well in the service:

Ella: “‘We [child psychotherapists] work quite hard to ensure that we
communicate in a way that makes the ideas accessible and
understandable and useable and relevant to the whole team which I think

is very important in multi-disciplinary work.”

Ella went on to explain the role she saw for child psychotherapists in developing
understanding from a psychoanalytic perspective and communicating this with the
team. She described the ways in which a psychoanalytic perspective could contribute

towards:

Ella: “Enriching the thinking and formulation around a child and family. | think

we [child psychotherapists] do that more informally a lot in our



62

discussions, our working together, thinking together, professionals

meetings and those sorts of things and then also consultation.”

5.3 Theme 3: Distinctive aspects of understanding informed by unconscious

processes

The interview narratives provided explanations for the unique way in which child
psychotherapy interventions were characterised by an understanding of the role of the
unconscious. The psychotherapists described how this understanding was gleaned
through a particular way of observing, by attending to what was being communicated

unconsciously in the here and now and by sharing experiences of psychic pain.

5.3.1 Close observation

All six of the psychotherapists interviewed made reference to specific psychoanalytic
concepts or techniques which they used in their work. They all spoke about
observation being one of the key skills that they use in their work in the service. Ella
and Delia acknowledged that observation is not a skill that is used only by child
psychotherapists. However, there was said to be a distinct difference in the way in
which psychotherapists observe. By way of illustrating this, Amelie highlighted that a
diagnosis of autism is reliant on observing the difficulties characterised by the triad of
impairments. However, she pointed out that there are limitations as to how helpful
these observations are in understanding why the child has these difficulties or how

best to support them:

Amelie: “A diagnosis of autism is only helpful so much in that it describes. [...]

The triad of impairments is a description of the difficulties that are
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observable but that doesn’t really tell us anything about why or what

might help in terms of the child’s internal world.”
All the psychotherapists interviewed talked about there being a unique way in which
psychotherapists use observation. Delia commented that child psychotherapists
benefit greatly from having had the experience of doing an infant observation as part
of their training. Ella described the kind of observation done by child psychotherapists

as “observing on the micro kind of level”. Clara articulated her experience of this when

she described:

Clara: “The observation of the moment to moment changes in the state of mind
of my patient. [...] I'm starting to learn that just noticing, really closely
noticing my patient is just enough and she really responds to the

attention and | found this is the most important element of my work with

”

her.

Beth highlighted that it is not just the style of observation itself that is important but the
processing of the observation material. She described her experience of supervision
as a cyclical process whereby her detailed observations resulted in greater
understanding of the child, which in turn improved the quality of the interaction

between her and the child:

Beth: “It’s not just the observation but then describing all of that and then being
able to go through that in supervision. The more | feel | can observe the
richer the supervision is and the richer then the interaction with him [the
child] is.”

The psychotherapists’ narratives all spoke to the idea that this style of observation

goes beyond what can be ‘seen’. Delia described it as:
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Delia: “Attending to what the child is doing, thinking, feeling and what we [child
psychotherapists] are doing, thinking, feeling.”

This idea that there are meaningful links between what the child and therapist are

doing, thinking and feeling was present in all the psychotherapists’ narratives. In her

description of the observational skills used by child psychotherapists in the autism

assessment service, Ella highlighted the importance of a psychoanalytic

understanding of what is being communicated unconsciously by the child or family:

Ella: “Being aware of and alert to the unconscious processing going on sort
of within the family | think are really, really helpful observations and skills
that are brought and used very robustly throughout the whole autism

assessment process.”

Delia highlighted what it is that differentiates the kind of observation carried out by

psychotherapists from other observations:

Delia: “It’s not just observation, it’s processing the countertransference.”

Delia went on to explain that psychotherapists learned the necessary skills by
attending hours of infant observation seminars as part of their training. Delia
expressed how these were “essential because that was where they had the

opportunity of processing the countertransference.”

One of the main elements of their work that the child psychotherapists highlighted as
specific to this kind of work was the degree to which they worked with non-verbal
communication and the need to find ways to communicate. When describing the
presentations of the children they encountered in their work all six psychotherapists

referred to their experience of a child who “didn’t make eye contact” (Delia), is “very
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difficult to relate to” (Beth), “withdrawn” (Clara), “doesn’t like people joining him in his
play” (Ella), “cut off” (Felicity) and “encapsulated” (Amelie). Felicity described in detail
her experience of being in the room with the child she was working with at the

beginning of treatment:

Felicity: “At the start of the work he was incredibly anxious really, very cut off from
contact. | got a lot of sitting with his back to me, very repetitive play with
the tea set, organising things in a way that really killed off contact and

made me feel very sleepy.”

Similarly, after describing some of her experiences of a child’s repetitive play Clara

articulated the impact these experiences had on her emotional and thinking capacities:

Clara: “There could be sometimes a real sense of something just against
thinking, quite numb, quite sleepful (sic) and it makes thinking really
difficult.”

Countertransference was a psychoanalytic concept that all six of the psychotherapists
talked about as a skill or technique they made use of in their work in the service. They
referred to being “able to use my feelings and my own thoughts” (Clara) and having to
“feel your way through it” (Felicity). Ella directly addressed the importance of using
countertransference feelings in the context of the specialist CAMHS and autism

assessment service. She noted that:

Ella: “Especially with incredibly stuck families or very disabled non-verbal
children you work very much on your own feelings, countertransference
feelings, in the room with a family or with a child and that can be the only

thing you have to go on actually.”

All three of the trainees commented on the unconscious phenomenon of

countertransference. They all directly referred to the significant impact of their
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countertransference feelings in response to a child under 5 with autism. Clara
expressed her surprise in encountering countertransference feelings in her work with

a child with autism:

Clara: “My own countertransference, | was quite surprised, | didn’t really expect
it with the autistic child | could have so many feelings and thoughts about

her and for her.”

5.3.2 Attending to the here and now

Throughout all six of the interview narratives there was a clear sense of the child
psychotherapists feeling they had specific tasks or roles within the MDT. One of these
roles identified by Delia was having difficult conversations with families. She voiced
her view that child psychotherapists learn the skills necessary “to say something a bit
unorthodox” from their training. Delia gave an example of something she once said to

a parent that she felt other professionals might not have said:

Delia: “ remember what | said to the mother was that a lot of parents of children
like this [infants at-risk of an autism diagnosis] simply do not realise or
believe how important they are to them and that’s something that some
people might think you shouldn’t put like that. | think it’s quite important
to be direct in that kind of way [...] because sometimes both the parents
and the children don’t understand what you’re on about unless you put

it directly.”

Delia spoke about another specific task of psychotherapists in the service working with
this patient group: providing a space for the child and the family to express and

address the emotional aspects of their experiences:
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“Well I think it [the contribution of child psychotherapy] is a very important
one for quite a number of reasons because our job really [...] is to
address people’s emotional experience.  Anybody that has the
difficulties that are involved in this kind of diagnosis [of autism] is going
to find that there are emotional repercussions of that and that’s our job

to address.”

Delia referred to how she hoped that by allowing the parents space to process the

emotional experience of whether or not their child might have a diagnosis of autism,

the parents would be in a better position to make use of all the other support available

to them.

Delia:

“Parents of children like this have got to process an enormous amount
of information and guidance because they are fortunate in the fact that
they do get a lot of input from a lot of different kind of professionals but
what, on the whole, that doesn’t allow for is that they need an opportunity
to process that. [...] We [child psychotherapists] hope that we raise the
ceiling as far as we can so that the children and the parents can be
helped to make the most of whatever other input they’re receiving which

is terribly important.”

In addition to the understanding derived from child psychotherapists awareness of

unconscious processes thought to be an important aspect of this role, Ella described

the qualities of child psychotherapists that she felt were well suited to having these

difficult conversations about diagnoses:

Ella;

“Child psychotherapy... pays such close attention to the relationship, it
feels like that is really, really important. We [child psychotherapists] are
feeding back diagnosis to families now. | think as child psychotherapists
it’s not the way that we’re trained necessarily, but | think we use very

helpful skills in terms of trying to be highly empathetic and thoughtful and
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reflective about how a family might experience being told something so
devastating as a diagnosis of autism. So actually that's been a very
strong use of our skills | think. Often we’ll work with a family afterwards
for one or two sessions to help them process this. That’s another part
of the work we do which | think is very well done by child

psychotherapists.”

5.3.3 Shared experiences of psychic pain

Despite all being involved in different types of work, the psychotherapists’ narratives
all conveyed the role of psychotherapists to provide a place to express and address
the emotional aspects of the experience of the child and family. This idea was
elaborated on by Ella who highlighted the value of the psychotherapy profession within

this particular service:

Ella: “The assessments [for autism] are so complex and so deeply emotionally
charged that actually it [child psychotherapy] feels a very, very important
part of that. There are not many autism services that have child

psychotherapists involved and actually | think it’s really valuable.

Delia gave an example of feedback from parents specifically underlining the value of
having a space to think about the emotional impact of having a child identified as at-

risk of an autism diagnosis:

Delia: “I remember one of the first children that | saw in this particular kind of
way [therapeutic observation] her parents said what they particularly
valued was the opportunity to think about their own feelings about what

was happening and | think that’s really important.”

Another role the psychotherapists identified themselves as having within the service

was having difficult conversations with the children and families they work with. Ella
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described this as child psychotherapists saying the “often unsaid painful feeling.” Ella

went on to describe the expectation within the MDT that she would be the one to

address these difficult conversations with the families during an autism assessment:

Ella:

“I think it’s quite interesting we [the ASD assessment team] clearly have
our roles and it is sort of expected in my little team that | will manage that
bit of it, in terms of how the family manage difficult ways a child is
presenting or how they might be giving the child everything because they
feel guilty and actually trying to point out that isn’t helpful and help with
that. My team would think like that a bit but they would say ‘can you talk

to the family about that?””

Beth explained that in her work as a child psychotherapist she was:

Beth:

“trying to understand something about this child’s experiences, internal
world. [...] This is a child that had a very traumatic birth and you know,
having a space where some of those deep-rooted anxieties around his

birth can be expressed and thought about.”

Similarly, Amelie gave an example of how the child communicated something of their

experience of having dyspraxia through playing a ball game in her therapy. Amelie

described the way the child would:

Amelie:

“Throw the ball in such a way that it looked like it was coming for me but
actually would suddenly spin off in a different direction and so | would
constantly find myself sort of grabbing for the ball and missing and
feeling very awkward and gangly and tripping over myself trying to get
to the ball. Eventually | realised she [the child] was letting me know what
it feels like to be dyspraxic [...] she wouldn’t have been able to articulate
it but she didn’t need to. She was terribly pleased when | got it and |

articulated it.”
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Other examples of significant moments described by the psychotherapists were when
the child made meaningful eye-contact. Amelie gave an example which conveyed the
emotional significance of these moments of interaction as expressed by the mother.
She described the impact of a moment of eye-contact between a mother and her

daughter:

Amelie: “I've had moments sometimes in the very first sessions, very moving
moments. When | modelled the child-directed play, mum tried joining her
daughter’s play in a less directive way and her daughter stopped and
looked and gave her eye contact for quite a long moment and mum burst

into tears and said that hadn’t happened before.”

Beth articulated the shock she experienced of “encountering such a different mind.”
She went on to describe the impact on her of being in the room with the child she was

working with:

Beth: “Particularly when he’s being sick in the room [...] it can happen on a
very bodily level feeling at times, you know, very nauseous, sort of
distressed, or useless or sometimes feeling like there is a point in the

work and sometimes feeling really annihilated.”
Later, Beth described how she attempted to strike a balance between allowing these
feelings within herself without being overwhelmed by them. She talks about the

process of being present with the child, attending the child’s experience in order to

understand something about it and then help the child move on from it:

Beth: “Bearing that, sitting with it, [...] talking about it or making my breath
heard so that there’s some kind of presence or rhythm or something but
also trying to kind of not get so drawn into it. There’s something about

the timing as well of then how to move it into something else as well once
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I've understood something because otherwise he really feels like he can

sort of fill the room with the separateness.”

Ella explained how she felt the non-directive nature of the work of child
psychotherapists was helpful for families. She described the process whereby
allowing for full exploration of painful emotional experiences, these feelings could be
contained, processed and worked through. Amelie gave an example of this process.
She described an experience in which, once the child’s non-verbal communication
was understood and the experience could be put into words, the child seemed to be

able to move on:

Amelie: “l got to find out what her experiences of bullying had been like first hand
and it was all done with animal sounds, you know, no words at all, but

eventually | was able to put some words to it and she was able to let it

go.

”

5.4 Theme 4: Managing uncertainty

The psychotherapists considered the different ways in which uncertainty was
encountered in their work in the service. They discussed the different ways in which
managing uncertainty featured in both clinical and organisational contexts and
identified what they considered to be the specific role of psychotherapists in managing

these unknowns.

5.4.1: Managing uncertainty in the clinical context
All six of the psychotherapists made some reference to the work of psychotherapists
having to “tolerate the uncertainty of not knowing” (Delia). Clara noted that “especially

with the autism, | just didn’t know really what I'm getting myself into”. The interview
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narratives expressed a view that child psychotherapy uniquely gives attention to
unconscious communication and exploration of deep anxieties. Beth expressed her
view that in other disciplines there might not be the willingness or space to allow for

such exploration:

Beth: “[Child psychotherapy is] about what’s happening beneath the surface,
more about his [the child’s] unconscious and trying to understand
something more about his deep anxieties. [...] | can imagine other
people [in the MDT] might feel the pull to stop that exploration because
it feels very painful and challenging. There’s something I think that feels

guite unique and different about actually having a space to explore that.”

The psychotherapists gave examples of how the space for exploration was especially
relevant to working in a service with children who have or are at-risk of an autism
diagnosis. In her work with the child she was seeing intensively Beth described having
to find a new way of working in order to tune in to the child’s unconscious

communications:

Beth: “Being with him [the child] and realising that | wasn’t going to be able to
use some of the concepts that we’re taught about more generally, and

actually just relating to him on a much more sensory level.”

Beth explained the process of noticing the child’s non-verbal communication and
thinking about the child’s early experiences together with knowledge of psychoanalytic
ideas about primitive anxieties of separation to understand what was being
communicated. She described having to be alongside the child in these states in order

to receive their primitive unconscious communications:
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Beth: “There’s a really powerful communication of him going under two of the
chairs and how he’s using his saliva to sort of smother himself and feel
almost like he’s back in the incubator and sort of seeking refuge and self-
reliance and being under there in the dark and warmth and quiet and

bearing that, sitting with it, with him, with something very, very primitive.”

All six of the psychotherapists expressed the significant emotional impact this work in

the service had on them. Clara acknowledged this when she said:

Clara: “Autism is such a profound disability and | think that even perhaps for

me as a psychotherapist it can be quite hard to come to terms with.”

All six of the psychotherapists mentioned the crucial role of supervision in their ability
to undertake this kind of work. Felicity gave an account of her need for support to
think about and understand the different kinds of defenses she encountered whilst

working with her patient:

Felicity: “I think that there are aspects of his communications and behaviour that
can be called autistic defenses that are not defenses that | see with my
other patients and that come from primitive phantasies and places that

aren't terrains that I've explored before and you need help to think about

”

it or to conceptualise it otherwise it’s quite hard to know what’s going on.

One problem highlighted in the interview narratives of all the psychotherapists was the
difficulty in attributing any changes directly or exclusively to a psychotherapy
intervention. The psychotherapists gave examples of families that they were working
with also having had other interventions within the service before, after or alongside

the work they had carried out. One example of this was given by Felicity whereby



74

there were multiple pieces of work happening in parallel within the service including

intensive psychotherapy, parent work and an assessment for autism.

Ella acknowledged this difficulty of being able to say exactly what a child might have
achieved through engaging in psychotherapy. She highlighted this in comparison to
goals set by other members of the autism assessment team, such as speech and

language therapists or occupational therapists:

Ella: “At times we [child psychotherapists] can really represent the grey side
that doesn’t suddenly have the ability to say they [the child] can say ‘A’
or ‘O’ or have greater strength in their left side. | will yearn at times for
that sort of clarity [...] what we do is much harder to nhame and stamp

and box than all those things.”

Felicity echoed this when she expressed her struggle to articulate a concrete goal for
the child that she was working with. Whilst discussing the methods by which outcomes
for child psychotherapy interventions were measured in the service, Delia voiced her
hypothesis that the results of the goal based outcome measure may reflect the
subjective experience of the parents rather than capturing an accurate reflection of the

progress the child has made.

Delia: “My own suspicion is goal based measures have got an awful lot to do
with how optimistic the parents are feeling.”

5.4.2 Managing uncertainty in the organisational context
Ella talked about the context of increasing demand for the service and the impact this
has on the way in which child psychotherapy resources are used. She described her

attempt to strike a balance between adapting the way child psychotherapists work to
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ensure that the profession continues to be commissioned to work in services such as
this, whilst also upholding the psychoanalytic principles of long term work when there

is a need for it.

Ella: “The primary challenge at the moment is just lack of resources and our
work, our training is largely focused on long-term work and long-term
work people don’t want to resource at the moment. In our team we’ve
fought to protect that and it’s certainly accepted that that is needed in

some instances but I’'m having to justify it more and more.”

Ella identified the need to make space for thinking in an environment where, due to
limited resources, there can be a sense of urgency to get families “through the clinic
quick, quick, quick”. She described feeling that there are times when the pressures
on the service could result in thinking getting “swallowed up with numbers” in order to

meet service demand. She described the need for psychotherapists to hold in mind:

Ella: ‘the impact on all the clinicians of this kind of work and being able to
make space for that. That, | think, gets lost at the end of terms when
you’re running on empty, so trying to stand up for that space that’s

needed and stand up for that space that’s needed internally.”

6. Discussion

The purpose of this research was to qualitatively explore what the child
psychotherapists have to offer within a specialist CAMHS and autism assessment
service. This was achieved by interviewing the child and adolescent psychotherapists
who provide assessment and treatment for children under 5 who have or were
considered at-risk of a diagnosis of autism. There is a notable absence of qualitative
research examining psychotherapists’ perspectives about what they have to offer this

cohort of children. This study therefore offers a new perspective, capturing rich data
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from the narratives of six psychotherapists about their experiences of the work within

such a specialist service.

The analysis of the psychotherapists’ narratives generated four main themes which
address the research title: The contribution of child psychotherapists within a specialist
CAMHS and autism assessment service. The results reflected much of the literature
on the topic of psychoanalytically informed work with children under 5 and their
families, as well as work specifically with children who have or are at-risk of a diagnosis
of autism. The following sections of the discussion are presented under the headings
of the four main themes and will be examined in the context of their relevance to

existing literature and research.

6.1 Theme 1: Temporal aspects of child psychotherapy interventions

Whilst discussing their work, the psychotherapists interviewed provided details of the
various time-related features of child psychotherapy interventions in the service. They
gave in-depth accounts of how they felt factors including the timing, duration and
frequency of interventions were important. They also discussed factors which
impacted on the pace of change in psychotherapeutic interventions and how these

related to the temporal aspects of their work.

6.1.1 Timing of interventions

As we have seen from the literature presented, the complexity of early identification
and early intervention for autism is well documented. Researchers have highlighted
the timeliness of an intervention as one of the complexity factors affecting outcomes

(Webb et al., 2014). There is general agreement within the relevant outcome research
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literature that earlier age at the start of intervention has a positive impact on outcomes
(Kasari et al., 2012). Alonim’s (2007) findings from The Mifne Method provide much
needed evidence to support the view that due to the neuroplasticity present in the early
years it is a prime time to affect change, including through psychotherapeutic
interventions. The interview narratives echoed this ‘the sooner the better’ approach
to child psychotherapy treatments to give the best possible chance of an intervention

having a positive impact.

6.1.2 Duration and frequency of interventions

The timeframe and intensity of the different interventions offered by child
psychotherapists varied dramatically. Barrows (2003) refers to the length of
interventions needing to be determined based on the levels of deprivation and risk
within the family. The findings of this study show that the minimum “standard offer”
was three appointments as part of the autism assessment process, whereas individual
intensive three times weekly psychotherapy treatment had the potential to go on for
up to four years. Individual intensive psychotherapy was identified as being offered
only by child psychotherapists in the service. It was described as “a different way of
holding the case” due to the regular supervision and the consistency of the sessions,
which in turn was thought to allow the therapist to “get so close to the child” in a way

that would not otherwise be possible.

6.1.3 Pace of change

The pace of change in child psychotherapy interventions in the specialist service was

reported to be slow. This was understood to be due to the non-directive nature of the
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work, the fact that the work allowed space to address emotional experiences and an
understanding that working in the transference takes time. In their reports of the early
stages of treatment, the psychotherapists listed the presence of several of the
‘behavioural markers’ said to be indicative of the early signs of autism (Camarata,
2014a). Although said to usually occur slowly over time, the interview narratives
specified improvements in child outcomes similar to those reported in empirical
research studies of other early interventions for autism, such as increased eye contact,
improvements in language and developments in interaction (Green et al., 2015; Kasari
et al. 2015; Poslawsky et al. 2015; Sherkow, 2011). In addition to these improvements
that could be observed externally, the psychotherapists also remarked on changes
relating to different aspects of the child’s emotional and psychic development, or

‘internal world’.

The process by which change occurs in work with children under 5 and their families
has gained increasing attention in recent years (Barrows, 2003; Kennedy & Midgley,
2007; Pozzi, 1999). The psychotherapists referred to observing on a “micro” level the
‘moment to moment” changes in the state of mind of the children they were working
with. This is in line with the work of Stern and colleagues in The Process of Change
Study Group who introduced a micro-perspective by which the details in the individual
moments in the therapeutic process are analysed (Stern et al. 1998). These
‘moments’ have been used by numerous psychotherapists attempting to pinpoint
‘turning points’ in child psychotherapy. Examples of such changes are thought to be
when a child demonstrates the capacity to play for the first time, or the relationship
changes from the child avoiding contact to mutual interplay (Andersson et al., 2006;

Carlberg, 1997; Terr et al. 2005, 2006a, 2006b). Similarly, in the present research the
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psychotherapists referred to significant changes happening slowly over time as a
result of “tiny changes” which were understood to be of great significance to the
development of the child. The psychotherapists expressed how some of these
moments in the work were deeply emotionally charged. Given that an “absence of
human relationships” was described by Tustin (1981) as being inherent in autism, it is
perhaps not surprising that moments of contact with these children held increased

significance to the psychotherapists who witnessed them.

6.2 Theme 2: Elements of child psychotherapy interventions that promote
understanding

Throughout the interview narratives the child psychotherapists drew attention to
various components of the child psychotherapy profession and ways of working that
were thought to provide a specific contribution within the specialist service. These
elements of the work were: flexibility of approach, theoretical underpinning and the
way this is communicated within the multi-disciplinary team as well as a particular type

of close observation.

6.2.1 Flexibility of approach

The results of this study highlighted a flexibility of approach to the child psychotherapy
interventions provided within the specialist service. The results show that decisions
about what interventions to offer were made depending on the needs of the child and
family. These results are a reiteration of Emanuel’s “Framework for thinking” which
emphasised the importance of maintaining a flexible approach (Emanuel, 2011).

Similarly, Reid (1999) stressed the importance of the aims of psychotherapeutic work
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with this cohort of children being dependent on a thorough assessment of the needs

of the child and family.

The question ‘What works for whom and why?’ is being asked by researchers more
broadly in the context of early intervention for autism (Trembath & Vivanti, 2014).
Whilst Nachman at al. (2013) support the therapeutic benefit of psychoanalysis for the
under 5 child, they also list some of the challenges including the rate of developmental
change and the cooperation of parents. The psychotherapists’ narratives within this
specialist service conveyed that these challenges were largely ameliorated by
adjusting the way they worked to suit the child’s developmental level and employing a
flexible, non-directive approach to the type of work offered. This flexibility of approach

was said to have a positive impact on rates of engagement and outcomes.

The findings of this research also support the opinion present in the literature that work
with autistic children calls for the need to make adjustments to usual practice and
technique (Alvarez, 1999; 2012; Meltzer et al. 1975; Rhode, 2009; Tustin, 1981). The
interview narratives paid particular attention to the psychotherapists’ experiences of
their work in the specialist service being “so different to anything that you would ever
do in psychotherapy with a neuro-typical child”. There was a recognition that it was
not always possible to use some of the concepts and techniques taught throughout
the child psychotherapy training. The psychotherapists described how instead they
needed to take up a “more active” role in their work in order to help the child engage.
This highlights a slight deviation from the Tavistock Under Fives Model outlined by
Emanuel (2011) in which the skill of observing without intervening is talked about.

However, the psychotherapists described how they upheld the same basic principle of
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‘observing what happens in response” to participation, in the same way that would be
done following an interpretation in child psychotherapy with a neuro-typical or older

child (Lush, 2011).

The psychotherapists’ narratives gave several justifications as to why it was necessary
to make adjustments to their practice and technique within the service. These included
the need to respond to different presentations, new countertransference experiences
and autistic defenses that they had not come across in their work with other patients
who do not have or are not at-risk of an autism diagnosis. Alvarez (1999) wrote that
clinicians are required to find new ways to reach autistic children, “sometimes by
meeting them where they are, at other times by tugging on the lifeline of human

communication to get their attention” (pp. 49).

The results of this research illustrate very well Alvarez’s view. One psychotherapist
interviewed spoke about developing a shared understanding of an experience of
bullying which was all done using animal sounds, no words at all. On the other hand,
the psychotherapists also described the need for a more active attempt to get the
child’s attention. One example given described an attempt to get the child’s attention
that led to a tussle between the therapist and child over the same toy. The therapist
described how this attempt to get the child’s attention had to happen in order to
understand something about their otherwise apparent lack of interest in the therapist’'s

presence or participation.
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6.2.2 Theoretical underpinning

There was a consensus amongst all the psychotherapists’ narratives regarding the
importance of psychoanalytic principles underpinning their work. Theory was thought
to be even more pertinent in the context of the psychotherapists feeling that they
needed to “let go of half of what makes our approach unique” when working with
children who have or are at-risk of an autism diagnosis. Psychotherapists agree that
adaptation of technique in line with a child’s developmental level and disorder is
important in psychotherapy treatment whether working within the field of autism or not
(Aquarone, 2007; Fonagy & Moran 1991; Lanyado & Horne 2006). The results of this
study provide evidence to support the value of “getting on the right developmental
wavelength” (pp. 58, Alvarez, 1999) in work with autistic children. Emanuel (2006)
eloquently summarises the central tenets of child psychotherapy interventions with

children under 5 when she says:

“Invariably most of the interventions will involve a combination of roles and
approaches, but the fundamental framework of observational skills,
psychoanalytic understanding and knowledge of child development remains

constant.” (pp. 83)

The psychotherapists expressed the technical challenges and dilemmas in the
adaptation of their practice within the service. They gave accounts of how by being
‘more active” and ‘insisting on getting in there” and having their own ideas, they
provoked an emotional response from the child. This somewhat goes against the
Winnicottian idea of the ‘good-enough’ mother (Winnicott, 1953) who adapts to the

evolving needs of the child. The psychotherapists’ narratives allude to an idea that
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adapting to the child’'s way of doing things would result in them colluding with their
autistic defenses and therefore further arresting development. This is reminiscent of
Rhode’s (2007) conceptualisation of the ‘vicious circle of discouragement’ which she
points out is often observable in the interaction between parents and their autistic
children. This links to the writing of Durban (2014) about the importance of working
with the countertransference feelings of despair and hope, which he states can be

particularly powerful in work with autistic children.

6.2.3 Contributions to multi-disciplinary thinking

The importance of multi-disciplinary working in the specialist CAMHS and autism
assessment service was agreed between all the psychotherapists interviewed as part
of this research. This reflects the findings from research (Falkmer et al. 2013) and
NICE guidance for best practice in autism assessment. The NICE guidelines clearly
state that decisions about the outcome of an assessment for autism should be made
using all sources of assessment measures, together with the clinical judgment of the
MDT (NICE, 2013). The idea that psychotherapists make a significant contribution to
the “team approach” in work with children at-risk of an autism diagnosis, argued by
Sherkow (2011), is supported by the findings from this research. The psychotherapists
stated that within the service, their commitment to communicate psychoanalytic
thinking in a way that, using their own words, is “accessible and understandable and
usable and relevant”resulted in the ideas being integrated into the thinking of the MDT.
This skill to communicate psychoanalytic ideas, namely an understanding of
unconscious communications, processes and countertransference feelings, were said

to contribute by “enriching the thinking and formulation around a child and family”.
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The interview responses all explicitly referred to the skills that form the basis of
Emanuel’s ‘framework for thinking’ which underpin brief psychoanalytic work with
under 5s in the Tavistock Under Fives Model (Emanuel, 2011). These skills, namely
observation skills, an in-depth understanding of psychoanalytic theory, attention to
unconscious communications and countertransference are all skills thought to be
specific to undertaking the child psychotherapy training. It is conceivable that these
contributions would not be available to the team in the absence of child
psychotherapists. This is suggestive that child psychotherapists might have
something to add to the ‘gold standard’ of autism assessment and diagnostic

procedures as defined by Falkmer et al. (2013) within this specialist service.

6.3 Theme 3: Distinctive aspects of understanding informed by unconscious
processes

Whilst the interview responses recognised that child psychotherapists did “ots of
things that the other members of the team do”, the attention paid to unconscious
communications was universally thought to set the child psychotherapy apart from
most other disciplines in the service. The interview narratives emphasised the
suitability of this skill of the psychotherapy profession to specific aspects of the work
within the specialist service. They spoke about three ways in which they used their
understanding of unconscious processes to gain a deeper understanding of the
experience of the child and family, namely close attention, attending to the here and

now and through sharing experiences of psychic pain.
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6.3.1 Close observation

The results of this research show how observation was the most important element of
their work. This was said to be linked with being aware of and alert to both unconscious
processes and countertransference feelings. The narratives of the psychotherapists
provided explanations as to why they felt their observations and countertransference
feelings were so pertinent to this type of work. They spoke about the way that this
style of “observing on the micro kind of level” attended to both what the child and
therapist were “doing, thinking, feeling” and in turn this was said to provide insight into

the child’s internal world.

The use of observation specifically in work with autistic children is well documented in
the literature (Alvarez, 1992; 2012; Alvarez & Reid, 1999; Rhode, 2016), including
therapeutic observations applied as an early intervention for children identified as at-
risk of an autism diagnosis (Rhode, 2007). Miller (1992) proposes that the infant
observation as part of the training of psychotherapists develops sensitivity to the
subtlety of different modes of communication. Miller goes on to argue that
countertransference is an ‘indispensable tool’ which can be used to give insight into
the minds of others. This is consistent with Wittenberg’s (2008) idea that
countertransference is particularly useful in work with under 5s to understand the
nature of anxieties that feel unbearable. The narratives of the psychotherapists were
in agreement with these statements about the central role of both observation and

countertransference.

Moreover, the impression amongst the psychotherapists when working with pre-verbal

or non-verbal autistic children was that at times countertransference could be “the only
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thing you have to go on”. Parada (1996) pointed out that, considering the centrality of
countertransference to the treatment of autistic children, not much has been written
about it in accounts of psychoanalytic work with autistic children. Amongst the few
existing papers on the topic, the general view is that the countertransference
experienced in work with autistic children can be extremely powerful (Durban, 2014;
Rhode, 2015a). This was echoed in the narratives of the psychotherapists in this

research, who described the significant impact of their countertransference feelings.

The psychotherapists’ narratives provided further examination of the specific nature of
the skills of observation and countertransference in the context of their work within the
specialist service. The psychotherapists gave accounts of the “cut off” presentations
of children who were “very difficult to relate to” that they encountered in their work.
These descriptions correspond with Tustin’s (1981) definition of the impairments of
autism which she describes as “an absence of human relationships and gross
impoverishment of mental and emotional life” (pp. 9). The psychotherapists’ described
experiences of being confronted with something “against thinking” or feeling
“annihilated”. The disintegration of thinking is a concept put forward by Meltzer et al.
(1975) thought to be the reverse of the process described by Bion (1962) whereby
sensory and emotional experiences come together to form thoughts. This idea seems
pertinent in understanding the descriptions the psychotherapists gave of their
experiences of working psychotherapeutically with these children who were usually
pre-verbal or non-verbal. The work was said to be especially challenging when the
child’s repetitive play and unconscious communications “killed off contact” and made
‘thinking really difficult”. These experiences echo the countertransference difficulties

in the treatment of children on the autistic spectrum that Rhode (2015) termed
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‘paralysed associations’. In her paper, Rhode (2015) discussed the problem
psychotherapists often come across when attempting to attribute meaning to the
behaviour of an autistic child. The psychotherapists, especially the trainees,
expressed the importance of supervision to help them to think about their experiences
in the room with these children in order to be able to make sense of the behaviours

they observed.

6.3.2 Attending to the here and now

The interview narratives indicated that it was often the role of psychotherapists within
the team to have difficult conversations with children and families. These
conversations were said to be centred around the complex emotional states stirred up
by a therapeutic intervention or as part of the process of an assessment itself. The
psychotherapists highlighted the importance of their role within the autism assessment
service to provide an opportunity to assess the emotional state of the whole family.
This approach to assessment is very much in line with existing psychoanalytic
approaches that call for thorough assessment of the whole family, including siblings,
who are all impacted by the diagnosis (Alonim, 2007; Aquarone, 2007; Reid, 1999).
Whilst this was recognized by the psychotherapists who took part in this research as
being true of assessments for children within all psychological services, it was felt to

be particularly pertinent in the context of a child with or at-risk of a diagnosis.

One example given of the difficult conversations that were a necessary part of the
work within the service was feeding back a diagnosis of autism to a family. The
interview narratives suggested that this was something the psychotherapists in the

service did well because of the particular attention paid to ‘how a family might
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experience being told something so devastating as a diagnosis of autism”. The service
then offered the family a minimum of two further sessions to support them in beginning
to process and understand their experience of receiving a diagnosis of autism for their
child. These sessions were said to provide an opportunity for the live emotional
experiences, conscious and unconscious responses to be addressed in the here and

now.

Along similar lines, the interview responses provided examples of times when they felt
it was their role as a psychotherapist to verbalise the “often unsaid painful feeling” or
to say something a bit “unorthodox”. This notion is very much linked to the writing of
Wittenberg (2008) who refers to the therapist needing to have the conviction that what
they have to say will be helpful and to straightforwardly address it. It was argued by
the psychotherapists interviewed as part of this study that, whilst it can be
uncomfortable, it is “important to be direct” in order to make sure things are properly

understood by the child and the family.

6.3.3 Shared experiences of psychic pain

The interview responses explored in depth the painful and unbearable emotional
states encountered in this work. The psychotherapists in this research shared their
view that by ‘bearing’ the child’s primitive anxieties and providing containment, they
helped their patients by giving them an experience that the therapist had understood
their communications. The child’s experience could then be put into words which led
to the child feeling “able to let it go”. The description of this process of gaining
understanding of a child’s experience in order to contain their anxieties correlates

perfectly with the work of Sherkow (2011) as described in her case study of Johnny.
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Likewise, Barrows (2003) proposes that containment and insight are two of the
mechanisms which facilitate change in under 5s work.  The results of this study fit
with Barrows assumption, demonstrating that containment and insight can be catalysts

for change in psychoanalytic treatment with children under 5.

The child psychotherapists used clinical examples to explain how these changes took
place. Whilst the psychotherapists gave many examples, a clinical vignette from one
participant’s work with a child with diagnoses of autism and dyspraxia will be used as
an illustration to draw on similar themes in the literature. The psychotherapist
described her experience of repeatedly missing the ball that was thrown to her by the
child, despite her very best efforts, and the resulting feelings of awkwardness that she
was left with. Although this example is linked to the child’s difficulties with dyspraxia,
the child had found a space, and a person, with whom to communicate her
experiences, something which is significant in the context of her also being autistic.
The psychotherapist then shared how once she realised that this was the purpose of
the child’s actions, she verbalised it and in response the child was “terribly pleased”
about having her experience understood and put into words. Trevarthen et al. (1998)
made reference to the unique position of psychotherapists to offer insight into “the
autistic person’s real subjective experience”. Many psychotherapists working with
children under 5 also point out the value of verbalising the child’s emotional experience
(Emanuel, 2011; Rhode, 2007). This example beautifully illustrates Alvarez’s idea
(1992) that bearing the autistic child’s “desperate need to do to us what he feels was

done to him” does seem to help (pp. 4).

The results show that, in addition to the experiences of psychic pain they were

confronted with in their work with children in the service, the psychotherapists also
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encountered the emotional distress of their parents. In her account of brief
psychoanalytic work with parents of infants, Wittenberg (2008) writes about how “one
becomes aware of how prone parents are to feeling inadequate, helpless, persecuted,
enraged, depressed and guilty” (pp. 35). These complex emotions are said to be
brought into sharp focus for parents and therapists alike in the context of disabilities
and developmental disorders (Reyes-Simpson, 2004). Similarly, the interview
responses in this study described the assessments for autism as “complex and so
deeply emotionally charged”. Avdi et al. (2000) qualitatively explored parents’ ideas
about their child during the process of an assessment and diagnosis of autism. They
found that receiving a diagnosis for their child was a distressing experience for
parents. Barrows (2003) highlights the influential role of the parental couple in shaping
their child’s emotional and psychological wellbeing which supports the importance of
attending to the parents’ emotional state as part of psychoanalytic work undertaken
with children under 5. Likewise, the results of this research evidence that “the
opportunity to think about their own feelings about what was happening” throughout
the assessment process was what parents particularly valued about the interventions
they received with child psychotherapists in the service. Looking at the existing
literature and research together with the results of this study, a strong case could be
made that emotional support for families throughout the assessment and diagnostic
process is extremely valuable. This present study also suggests that child

psychotherapists are well suited to provide such interventions.

The psychotherapists voiced the necessity to maintain space for thinking within the
MDT, paying special attention to “the impact on all clinicians of this kind of work”. The

results of this research, as well as the findings of Avdi et al. (2000), inform us that
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parents’ experience of the assessment and diagnostic process can be deeply
distressing. The psychotherapists’ interview responses detailed that coming into
contact with and containing the distress within the child and family accounted for a
significant proportion of their work. The notion that the clinicians themselves would
need to create space to think about and process the impact of that distress is,

therefore, hardly surprising.

Notwithstanding the emotional toll of sharing such experiences of psychic pain in this
work, the significance the psychotherapists felt child psychotherapy interventions had
was apparent in their descriptions of their work as “meaningful” and “important”.
Although not always explicit, the narratives alluded to this being true on both a
personal and professional level. Wittenberg (2008) writes “To witness relief, greater
tolerance of the difficulties involved in being a parent [...] arising out of greater insight

is a wondrous, humbling and gratifying experience for any therapist” (pp. 18).

Theme 4: Managing uncertainty

Having to manage uncertainty is widely understood to be an inherent part of
psychotherapeutic work. However, putting up with not knowing what was going to
happen when working in the field of autism was considered by the psychotherapists in
this research to be “more accentuated”. The results show how child psychotherapists
were required to manage uncertainties on both a clinical and organisational level within
the specialist service. The psychotherapists explained how they took up a particular
position within the team and the service more widely to address the uncertainties

encountered in this type of work.
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6.4.1 Managing uncertainty in the clinical context

The psychotherapists gave rich descriptions of their encounters with clinical
experiences which were felt to be uncharted territories. One interview narrative given
by a participant in this study gave an example of encountering uncertainty about what
it was that the child was communicating through powerful unconscious
communications. She described her attempt to strike a balance between allowing the
child’s feelings within herself, without being so completely overwhelmed by them that
it negated her capacity to think about what it was she was being made to feel. Rustin
(2009) spoke to this dilemma when he addressed the commitment of psychotherapists
to understanding the individual experiences of their patients. Rustin argued that
psychotherapists must simultaneously examine commonalities within patient groups
in order to allow for theoretical and conceptual developments, without which one

cannot properly understand the experience of the individual.

The example given above has resonances with a formulation put forward by Alvarez
(1992) who talks about the problem of “getting close enough emotionally to the patient
to stay in contact... and staying just far enough away to be able to think” (pp. 8).
Another participant in this study illustrated the need to relate to the child they were
working with on a “sensory level” which links to the theoretical formulations of Bion
(1962) who proposed the process by which sensory and emotional experiences
develop into the capacity for thought. The psychotherapist gave an account of being
in the therapy room with this child and feeling like the child was “back in the incubator”
as he used his own saliva to smother himself. This vignette links to Haag et al.’s

(2005) formulations of the autistic child’s use of the body as the most primitive form of

communication. The psychotherapists’ response was to join him there, “bearing that,
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sitting with it” until she too had enough of an experience of it to begin to understand
what it was the child was communicating about his earliest experiences. This
approach is in line with the description of the psychoanalytically informed intervention
by Aquarone (2007b) in which she describes the need to stay with the experience as
long as is necessary in order for it to be understood. Rustin (2009) citing Bion on the
subject of the importance of being open to such experiences of “unknowing”, proposes
that psychoanalysts “need to expose themselves to the disorientation [...] but also
remain attentive to the explanatory power that psychoanalytic thinking embodies” (pp.

37).

Another unknown that the psychotherapists described having to manage was in
relation to outcomes for children who received a child psychotherapy intervention.
Whilst it was recognised that this problem is true of all child psychotherapy treatment,
and indeed any psychological intervention, having to “tolerate the uncertainty of not
knowing” was thought to be even more pertinent in the context of disabilities and
developmental disorders such as autism. Alvarez (1992) refers to the fact that often
there is very little clinicians can do to change the external reality of the lives of the
children they come into contact with, a statement that was echoed in the
psychotherapists’ interview responses. Several participants expressed that, even as
a clinician, when a diagnosis of autism was given to a child they were working with it
was ‘hard to come to terms with”. Nevertheless, the psychotherapists’ narratives
strongly advocated the idea that what psychotherapists could provide was “an
opportunity for something new to happen within the child” (pp. 4, Alvarez, 1992). This
idea was echoed in the psychotherapists’ descriptions of how, despite external

circumstances, they were able to provide a different experience for a child in therapy.
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Another dilemma inherent in all psychotherapeutic work, the difficulty in accurately
measuring change, was considered by the psychotherapists interviewed. The
psychotherapists acknowledged that the profession represents ‘the grey side” that is
not able to set goals and produce results in the way that other disciplines in the service
do. This was also reflected in the psychotherapists’ difficulties articulating definitive or
“concrete” goals for the children they were working with. These results also reflect
similar difficulties documented in research looking at non-psychoanalytic research.
Falkmer et al. (2013) attribute the difficulties measuring outcomes in early identification
and intervention research to the reliability of tools used to measure change. This is
something that was raised by the psychotherapists in the present research. The use
of the Goal Based Outcomes in the service was critiqued by one of the
psychotherapists interviewed because it was felt the measure reflected parents’
subjective experiences of their children. This was thought to be linked to feelings of
hope and despair, which can be stirred up in both parents and therapists alike, and
that can fluctuate dramatically in work with autistic children and their families (Durban,
2014; Rhode, 2007; 2015). In her writing Aquarone (2007c) states that part of the
work in such an intervention is helping the parent to understand that all their child’'s
behaviours have meaning, even those that appear meaningless. The successes of
early interventions are then built on parents having belief in their child’s innate
capacities. The psychotherapist’s hypothesis that scores on the Goal Based Outcome
measure may reflect “how optimistic the parents are feeling”, rather than a more
objective measure of change in their child, might therefore be considered a valid

criticism.
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The question of how to reliably attribute any developments in the child to a child
psychotherapy intervention was another difficulty of measuring outcomes raised by
the psychotherapists in this research. This is a topic frequently addressed in existing
research and has resulted in the reliability and validity of early intervention studies
often being called into question (French & Kennedy, 2018). One reason for this is that
control groups in research of this kind very rarely include ‘no intervention’ as children
usually have access to some form of intervention even if this is ‘treatment as usual’.
Sherkow (2011) in her account of the “team approach” in work with autism points out
that many different professionals are often working in parallel on different areas of the
child’s impairments. Attention was drawn to this being a regular occurrence in the
specialist service in which this research took place. This created uncertainty amongst
the psychotherapists as to exactly what their child psychotherapy interventions may

have contributed to the positive outcomes for the children they had worked with.

6.4.2 Managing uncertainty in the organisational context

Another uncertainty reported to have been encountered by the psychotherapists in the
service reflects the circumstances within the NHS more broadly: lack of resources.
The interview responses spoke of the need to strike a balance between adapting the
way psychotherapists work to fit the shift in trend towards short-term interventions,
whilst still advocating for long-term work where there is a need for it. This reflects
Barrows (2003) argument for the need for both brief interventions and lengthy and
resource heavy treatments for those that need it. The psychotherapists expressed
how they had “fought to protect” long-term treatments in the service, which was evident
throughout their narratives of the work that was being undertaken. However, they also

emphasised that this was becoming increasingly difficult. The decision about when to
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end a piece of psychotherapeutic work was something the majority of the
psychotherapists interviewed expressed difficulty with. This was discussed in the
context of the complex interplay between personal and professional opinion as well
service demand. Winnicott’s (1953) concept of the ‘good enough’ mother was applied
by Lanyado (2009) to what the therapist can provide when she asked the question
‘“How much therapy is ‘good enough’?” (pp. 191). This question was echoed

throughout the psychotherapists’ narratives.

Several of the psychotherapists also highlighted the importance of remaining a viable
profession within CAMHS and NHS services more broadly. At the time of writing there
was a significant threat to the funding of psychotherapy training. Withdrawal of NHS
funding would add significant financial implications for trainees in addition to what is
already an extremely costly and demanding qualification. This would undoubtedly
have made child psychotherapy an inaccessible career option for so many, therefore
diminishing the profession. The position and contribution of psychotherapists within
multi-disciplinary teams has been highlighted in the literature by Crockatt (2009) who
shares her view that “child psychotherapists embrace complexity” (pp. 105). The
guestion of how child psychotherapy resources are used were discussed in the context
of this specialist service being an environment where there can be pressures to get
families through the assessment process “quick, quick, quick”, the antithesis of
creating time and space to think about complexity. One of the psychotherapists
expressed her view that it was the task of the child psychotherapists within the service
to notice this, voice it and create space for it to be thought about at both individual and

strategic levels. This was thought to ensure that the quality of the relationship with
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children and families continued to be pivotal to the interventions provided by the

service and the clinicians within it.

7. Strengths, limitations and future research

7.1 Methodological limitations

The findings of this research have important implications for clinical practice and
further research. Still, these need to be considered alongside any shortcomings in the
design and implementation of the project. Indeed, there are several methodological
limitations to consider in relation to this study, including issues related to researcher

bias, sampling and interview method.

A reflexive approach was adopted in order to acknowledge the position of the
researcher in the undertaking of this study. The researcher was a psychotherapist
employed within the service in which this research took place. It was her clinical
experiences there that led to the proposal of the current research. The researcher
acknowledges her preconceived belief, that evidence would be found to support her
view, that child psychotherapists made a valuable contribution within this specialist
service. Consideration was given to the researcher’s position and perspective in the
planning, implementation and reporting of this study. However, the data needs to be
understood within this context. Whilst the researcher’s own experience of working in
the service will have had an influence, without it there would not have been this unique
opportunity to explore the contributions of the child psychotherapy profession within

the service.



98

As mentioned in the methodology, the interviews were based on the therapist version
of the Private Theories Interview (PTI-T; Ginner et al., 2001). PTI-T interviews are
usually conducted by individuals who are trained specifically to use it. Since the
researcher was not trained to use the PTI-T, the standardised interview protocol and
coding manual were not used for this research. It is, therefore, difficult to determine
the validity of whether the interview questions used for this study reliably and

consistently captured the data they were intended to collect.

The study was conducted by a sole researcher so there was no way of testing for inter-
rater reliability of data collection, coding and analysis. Moreover, the child
psychotherapists interviewed were known to the researcher who conducted the
interviews. The pre-existing relationships between the researcher and the participants
will undoubtedly have had an influence on the recruitment and data collection stages
of this research. Replication of this study by a different researcher may therefore have

produced different findings.

The unique position of the psychotherapists within this service was part of the rationale
for undertaking this research project. The researcher’s stance is that this position of
the child psychotherapists within the organisation, as well as wider societal discourses,
needed to be considered as part of the analysis of the interview data. For this reason,
the results should be understood in the context of the participants’ responses being
steeped in particular social, professional and theoretical positions, which have been

shaped by their experiences in life, training and practice.
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Concurrently, it is important to comment on the sampling and representation of the
participants. As previously mentioned, the sample size for this research was limited
to a finite number of child psychotherapists in the service who were engaged in work
relevant to the research topic. The target number of participants was not met but,
whilst small, the sample size was considered appropriate for the scope of this
particular project. Demographic data was not collected about the participants.
Although this limits the possibility of an in-depth analysis of the impact of individual
characteristics, some general comments can be made. All six of the participants who
took part in this research were white women who could broadly be described as
belonging to middle - upper class social groups. Although assumptions cannot be
made about the circumstances of individual participants, it is important to contextualise
the sample used for this research within the general population of the child
psychotherapy discipline. On the whole, the sample reflects the demographic of the

profession.

Generalisability of the results, much like with any small scale study, is considered to
be limited since the results are specific to the population of this sample and within this
setting. Both the researcher and all the participants in this research undertook their
child psychotherapy training at the same training school. Further analysis of this thesis
to closely examine the points at which the results converge with, or diverge from,
existing literature may reveal particular theoretical leanings. It is possible that
replication of the study in other settings and interviewing psychotherapists from other
training schools may produce different results. Nevertheless, this research produced
results that correspond with much of the literature related to the fields of both

psychotherapy and autism.
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7.2 Recommendations for future research

As previously mentioned, replication of this study across multiple other settings could
provide much needed evidence to support the findings of this study. This would further
highlight the valuable contribution of child psychotherapy interventions with under 5s
within a specialist service such as this. Drawing upon the learning from undertaking
this project, the researcher proposes the following changes to the current study to
develop future research. Firstly, an independent researcher and/or interviewer would
mitigate some of the difficulties with researcher bias encountered in the current study.
Use of a standardised interview protocol would also further improve the validity of the
data collected. Finally, recruiting a larger sample size, across multiple different

settings would further increase the reliability and generalisability of the results.

The researcher proposes several research projects that could be designed to build on
the present research. In the initial stages of developing this project, the researcher
had wanted to explore parents’ experiences of child psychotherapy interventions
within the service. The researcher had intended to carry out a mixed methods study
looking at qualitative data, from the interview narratives of the parents, together with
outcomes data from the work undertaken. It is the opinion of the researcher that it
would be of great value to undertake the original proposal, as there is potential for
more to be learned about the impact of this work on the children and families who
receive these interventions. A research study of this kind would be needed to support
several findings from this study. These include evidence that parents valued the
opportunity to address their own experiences of the assessment and diagnostic

process. Parents' reports of changes in their child following child psychotherapy
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interventions, used together with outcomes data, could also validate psychotherapists’

reports of the changes they observed in the children they were working with.

Alternatively, a research study that qualitatively explored the views of the other
professionals about their experience of the child psychotherapy profession within the
service would also be of value. This would play an important part in corroborating the
results of this research, namely that psychotherapists make unique contributions

within the service which are valuable to the multi-disciplinary team.

8. Conclusion

The results of this research demonstrate that child psychotherapists make valuable
contributions to the assessment and treatment of children under 5 with or at-risk of an
autism diagnosis. Child psychotherapists do this by providing interventions that allow
the therapist to get closer to the child owing to the timing, pace and regularity of their
sessions. Psychotherapists are flexible and non-directive in their approach and adjust
their technique to suit the child’s developmental level. They utilise a particular style of
close observation and make use of countertransference feelings whilst working in the
transference. This way of working was found to not only report improvements in
autism symptomology, but also shifts in the internal world of the child. These findings
indicate that the key element that differentiates child psychotherapists from other
disciplines, is that the child psychotherapy profession uniquely provides an awareness
and understanding of the unconscious, which in turn promotes a deeper level of
understanding of the child and family.  Psychotherapists’ understanding of
unconscious processes was found to be a fundamental aspect of child psychotherapy

interventions at both a clinical and organisational level.
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The results define distinctive ways in which the child psychotherapists make use of
the unconscious within the clinical context. Attention paid to the emotional experience
of the child and family was found to be central to child psychotherapy interventions.
The present study revealed that the opportunity to process their emotional experiences
throughout an autism assessment was what parents particularly valued. Taken
together with Avdi et al.’s (2000) findings, that receiving a diagnosis for their child was
a distressing experience for parents, a strong argument is made for emotional support
for parents being an integral part of the assessment and diagnostic process. The
present study also suggests that child psychotherapists are well suited to provide such

an intervention.

This study is an important addition within the field of autism since it addresses several
gaps in existing research. As we have seen, research studies investigating child
psychotherapy interventions with children under 5 with or at-risk of an autism diagnosis
are limited. There is also an absence of qualitative research examining
psychotherapists’ perspectives about what the profession has to offer this cohort of
children. This study provides an opportunity to hear the previously unheard voices of
the psychotherapists working within this specialist service. The current scarcity of
child psychotherapists involved in autism assessment and early intervention, make it
all the more essential that the contributions of the profession within this unique service

are represented in research.

As well as its relevance to research in the field, this project has several findings which

are useful for informing future clinical practice. The results have potential implications
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that are pertinent to assessment and treatment protocols, as well as to the children

and families who access such services.

Like previously pointed out by Falkmer et al. (2013), the present research provides
evidence that the child psychotherapy profession has something to add to the ‘gold
standard’ of autism assessment and diagnostic procedures. Further empirical
evidence to support these findings has the potential to lead to recommendation within
the NICE guidelines for child psychotherapy to be added to ‘the autism team’, the list

of named professions involved in the assessment and diagnosis of autism.

In conclusion, the results indicated specific psychoanalytic skills and techniques
informed by unconscious processes, that were used by the psychotherapists in their
work with children who had or were at-risk of an autism diagnosis. Positive
developments in the children’s capacities observed throughout the course of these
interventions are important to consider in the context of early intervention for autism.
Whilst the results of this research are encouraging, they also highlight the urgent need
for empirical research called for by Rhode (2009), to support the benefits of
psychoanalytically informed early interventions for autism. Itis hoped that the findings
from this research take us a step closer to gathering the necessary evidence which is
so important in the current culture of evidence based practice within the NHS. The
researcher’s hope for the future is that child psychotherapists have an integral role in
assessment and early intervention for autism within multi-disciplinary teams

everywhere.
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Part 1ll — A framing, contextualising, linking and reflecting paper

Introduction

This portfolio was completed to fulfil the requirements of a professional doctorate in
child and adolescent psychoanalytic psychotherapy. By coincidence, rather than
design, the two parts of the portfolio examine the same subject: child psychotherapy
interventions with children under 5 who have or are at-risk of an autism diagnosis. The
first part was a single case study submitted for my qualification paper. The second
comprised of the small scale qualitative study reported on in part | and Il of this thesis.
These two different perspectives looking at the same subject area provides an
opportunity to compare and contrast the two different methodological approaches

used.

| would like to start by returning to a point referred to in the review of the literature in

the first part of this portfolio. Michael Rustin describes:

‘A tension in psychoanalysis between the wish to understand particular
experiences and persons, and the goal of discovering uniformities and laws
governing all psychic phenomena. If one is too taken up with individuals, there
will be no concepts or theories to confer meaning. But if one is too committed
to abstractions, one loses sight of individual persons, making descriptions

lifeless and without sense to patients themselves.” (pp. 37, Rustin, 2009).

This tension, as Rustin so aptly describes it, will be at the centre of this paper. |intend
to discuss its relevance to a similar conflict present in child psychotherapy research
using the two parts of this portfolio as examples to support either side of the tension.

The first side is represented by a single case study which looked at the individual
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experience of a 4 year old boy, Liam, in psychotherapy treatment. Liam was identified
as at-risk of and later met the criteria for a diagnosis of autism. The second side of
the tension is illustrated by a small scale qualitative research project. The study
examined the narratives of six child psychotherapists working with children under 5
identified as at-risk or who have a diagnosis of autism. The study explored the range
of interventions the child psychotherapists felt they had to offer this cohort of children.
| will address my experience of the two different methodological approaches as well
as the implications of using each one. | will first report on the context in which this
portfolio was written in relation to the psychotherapy training and the broader

background of child psychotherapy research.

Psychotherapy Training and Research

The formal training of child and adolescent psychoanalytic psychotherapists at the
Tavistock and Portman NHS Foundation Trust has been in existence since 1948. In
2015, the existing clinical components of the training were integrated with a research
module. This meant that trainees who completed the full four year program were
awarded with a Professional Doctorate in Psychoanalytic Child and Adolescent

Psychotherapy.

| belonged to the first cohort of trainees to embark on the child psychotherapy training
as it exists today. Prior to this, trainee child psychotherapists have had the option to
complete doctoral research projects and many chose to do so. Nevertheless, as |
embarked on the training, the research module felt like somewhat unchartered
territory. Rustin (2009) has commented on the presence of anxiety amongst child

psychotherapists in relation to research. | was certainly no exception. There was, of
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course, the reality that this was a new way of structuring the psychotherapy training,
but the sense of ‘newness’ also existed within me. The content of the learning in the
research module felt largely unfamiliar and | felt inexperienced to tackle a doctoral
research project. The tension that Rustin refers to was reflected in my experience on
the child psychotherapy training. | found myself attempting to balance my role as a
clinician, where my focus was on my individual patients’ experiences, with taking on a
new role as a researcher, which required me to look at the work of my child

psychotherapy colleagues from a new perspective.

Child Psychotherapy Today

Psychoanalysis was once considered to be a treatment for ‘the walking well’. Child
psychotherapists are now employed by the National Health Service (NHS) in many
Child and Adolescent Mental Health Services (CAMHS), as well as a growing number
of community and specialist settings. Psychotherapy is therefore no longer a
treatment only for those who can afford it. In fact, child psychotherapy is often relied
upon as a treatment for some of the most deprived and disturbed children in the United

Kingdom (UK).

Despite the need for psychotherapy treatment for some of the most vulnerable
children, within some NHS Trusts the continued existence of the profession is under
ongoing threat. The new integrated doctoral level program is a move towards
addressing this significant challenge. It creates opportunities for more research
investigating psychotherapy interventions across the age range, with various

presenting difficulties and within the wide variety of services in which child
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psychotherapists are currently working. However, as | have discovered, researching

child psychotherapy treatment is not a straightforward task.

Psychotherapy with under 5s with autism

Psychoanalysis, or ‘The talking cure’ as it was referred to in ‘Studies on Hysteria’, puts
verbal communication at its very core (Breuer, J. & Freud, 1895). The adaptation of
Freud’s methods by Melanie Klein and Anna Freud saw the development of
techniques to work psychoanalytically with children to include interpretations of their
play. So what about children under 5 with or at-risk of an autism diagnosis who may

be pre-verbal, non-verbal or unable to play?

The subiject of this portfolio, namely psychoanalytic interventions with children under
5 who have or are at-risk of an autism diagnosis, provides us with examples to explore
these questions further. The introduction to the book ‘Child Psychotherapy and
Research’ describes the shift within child psychotherapy to provide treatment to

children like those who are the subject of this portfolio:

“Child psychotherapy may involve very young, preverbal, learning dis-abled
and/or highly traumatized children for whom a major task is to bring them to the
position of wanting to engage with or socialize with others [...] This work
involves increasing the communicative potential of the child and has become a
major component of child psychotherapy.” (Midgley Anderson, Grainger, Nesic-
Vuckovic and Urwin, 2009; pp. 6)

Through the development of new theoretical ideas (Tustin, 1972; 1981) and adaptation
of technique in psychotherapeutic work with autism (Alvarez, 1992; 2012; Alvarez &

Reid, 1999; Rhode, 2007; 2009) these children can now receive effective

psychotherapy treatment. However, conducting research to support the efficacy of



122

such psychotherapy treatment still proves problematic. My own experience of carrying
out the work reported in the single case study are reflected in the literature highlighting
the reliance on close observation and countertransference in psychotherapeutic work
with under 5s and autistic children (Emanuel, 2011; Rhode, 2015). The only emotional
barometer to measure such phenomena existed within me in response to my own
experience of the therapeutic encounters with Liam. This was, therefore the only ‘data’
available to me to report on. Like Liam, most children under 5 with or at-risk of an
autism diagnosis are pre-verbal, non-verbal or have limited language. It would have
been difficult, if not impossible, to collect data directly from Liam about his experience
of psychotherapy. In both examples present in this portfolio | was, therefore, entirely
reliant on my own subjective account of treatment and those of the psychotherapists |

interviewed.

This reliance on subjective reports in psychotherapy research is problematic and
especially relevant in the context of the current culture of providing evidenced based
practice within the NHS. One of the main criticisms from empirical researchers
highlights the subjectivity inherent in the psychoanalytic processes of observation,
interpretation and the use of transference and countertransference. Peter Fonagy
(2009) has argued that weaknesses in child psychotherapy research to date have
been the result of a lack of appropriate research methodologies rather than in the
psychoanalytic method itself. However, Creaser (2015) compared process notes
written by child psychotherapists with audio recordings of the same sessions. She
found there were various inconsistencies between the two records which brought into

guestion the reliability of the psychotherapists own reports. Still, audio or even video
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recordings would not be able to capture the subtle changes in the therapeutic milieu.

So how can we learn from psychotherapists reports about their work?

Single Case Study

The analysis of children has been documented and published since Sigmund Freud
(1909) first presented his account of ‘Little Hans’, a 5 year old boy with a phobia of
horses. Melanie Klein and Anna Freud then adapted Freud’s analytic technique to
work with children. They continued the style of writing single case studies about their
clinical experiences to present their developments in child psychotherapy theory and

practice.

Rustin (2009) uses the example of child psychotherapy in the field of autism as an
example of an area where substantial new knowledge has been generated in the
consulting room by psychotherapists. He describes how through the use of
observation, psychotherapists have been able to develop a deeper understanding of
the experiences of children with autism. It was exactly this deeper understanding of
Liam that | set out to demonstrate in the first part of this portfolio. My qualifying paper
described two and a half years of psychotherapy treatment with a boy who was four
years old when | first met him. Throughout the paper | explored my experience of him
as both lively and engaged on the one hand and deadened and cut off on the other. |
attempted to make sense of how this boy’s mixed presentation and his ideas about
someone or something he called “shadow”. The paper used psychoanalytic theory,
together with clinical material from my process notes, to try to understand Liam’s

experiences. There appeared to be a complex interplay between the circumstances of
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him being born following a late miscarriage to a depressed mother, and the difficulties

often associated with autism of the presence of a ‘black hole’ (Tustin, 1972).

Much like the experiences of psychotherapy itself, single case studies are specific to
the individuals they are written about and written by and the relationship between the
two. For this reason, within the context of research, the methodologies of single case
studies are often critiqued. In his discussion of clinical case studies as a method,
Midgley (2006) presents three ‘problems’. | will use my clinical example as a way of
illustrating each of Midgley’s points. The first is the problem of the ‘data’ used for the
purpose of a case study. Process notes play a crucial role in supervision whilst
undertaking intensive psychotherapy cases in training. Their primary purpose is to aid
learning and develop the skill of describing the emotionality of the therapeutic
encounter. However, as previously pointed out, the discrepancies between process
notes and audio recordings of therapeutic sessions calls into question the reliability

of using process notes as a data collection method (Creaser, 2015).

The second problem is that of how the data is analysed. For the purpose of this case
study | did not use a defined ‘methodology’. Instead | read and re-read the vast
quantity of ‘data’ | had written about the child. These included process notes,
supervision notes, case summaries and reports. | then had to decide on a few themes
that were central to the work. Michael Rustin (2009) emphasises that:
“The length and intensity of training of psychoanalytic training and the
meticulous routines (observation, supervision, personal analysis) of which its
learning processes are made up, are designed to achieve a consistent quality

of practice, internalized as professional ‘second nature’ (pp. 38)
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| am, by nature, very thorough and pragmatic in my approach to most tasks and this
was no exception. | considered such attention to detail a useful skill to have when
undertaking an in depth analysis of qualitative data of any kind. My systematic
approach to the process certainly had its merits. Yet, despite how ‘meticulous’ and
‘systematic’ my approach may have seemed, without use of a named, validated
methodology to analyse the data, the reliability of the data is called into question in the

field of empirical research.

Generalisability is another problem highlighted by Midgley (2006). Amongst scientific
researchers, a single case study is not considered representative of every autistic
child’s experience. Alvarez & Reid (1999) stressed the need for clinicians to hold the
view that each individual autistic child is different. Rustin (2009) argues that it is the
links made between psychoanalytic concepts and theories, and clinical experiences
published in case studies, which have contributed to a deeper understanding of the
autistic condition. It was certainly helpful when writing my qualifying paper to have
access to such a rich source of material about other psychotherapists’ experiences of
work with autistic children. These were essential to contextualise and conceptualise
my understanding of my experiences working with Liam. It is important to point out
that the purpose of my qualifying paper was, in fact, to fulfil an academic requirement
as part of my training. It was written to consolidate my learning and was certainly not
intended to evaluate or ‘prove’ anything about the efficacy of the treatment, as is
usually the case with empirical research. Rather, it was to describe my encounter with
this particular child and understand it in the context of psychoanalytic theory and

practice.
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Small scale Qualitative Research Project

As discussed in the first parts of this thesis, psychotherapists are placed under
pressure to provide empirical justification of their knowledge and practice. Rustin
(2009) proposes that psychotherapy needs to move towards more formal research
methods, particularly outcome studies. However, Midgley (2009) citing Mary Boston
(1989) points out that the child psychotherapy profession “are not noted for their
enthusiasm for research” (pp. 73, Midgley, 2009). | would certainly include myself in
this. The idea of tolerating the ‘unknown’ is often discussed in psychotherapy practice.
Somehow this felt easier to endure in relation to my clinical work than it did the
research. This was perhaps in part to do with the fact that by the time | embarked on
the research my confidence as a clinician had already had time to develop. | had also
had many opportunities to practise and feel equipped to manage those feelings of
uncertainty. My perception of the research as an ‘add-on’ rather than an integrated
component of the training likely also had a part to play. At times my experience of
carrying out the research was that it was somewhat a ‘distraction’, taking precious
time, energy and resources away from my clinical work. 1did, after all, embark on the

training to become a child and adolescent psychotherapist, not a researcher.

The data analysis for this small scale study at times was felt to be an insurmountable,
never-ending task. This was especially true under the enormous time pressure and
whilst simultaneously addressing the demands of the clinical, academic and research
components of the training. Working as solo researcher perhaps exacerbated this
experience. Throughout the process of the data analysis phase | was acutely aware
of the absence of another, who was as familiar with the data to the extent that | was,

with whom | could share my experiences. Whilst | had my research supervisor to
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guide me regarding bigger decisions about the research, it was the minutiae that |
found myself drawn to. | longed for a like-minded colleague with whom | could confer
regarding codes, themes and excerpts of interest. This was one of the numerous

differences between my experience of undertaking clinical and research work.

Having had little experience of research, the scope of the study was difficult to grasp.
Initially | was perhaps over-ambitious about what | might be able to undertake. Then,
as the idea developed, the sheer scale of the undertaking felt daunting. In the context
of the ‘hierarchy of evidence’, at the top of which sits the Randomised Controlled Trial
(RCT) (Midgley et al., 2009) this research can be looked at from another perspective.
The RCT is considered to produce the most reliable, valid and generalisable results.
One example of this, from the field of child and adolescent psychotherapy, is the recent
IMACT study (Goodyer et al. 2016). The IMPACT study was an RCT that took place
in 15 different clinics across the country with 470 participants. It can feel difficult to
see the significance of the research presented in this portfolio in comparison to a study
of this proportion. However, it is important to keep in mind the purpose of conducting

the research and the nature of the question being answered.

There would be several challenges to conducting an RCT in the field of psychotherapy
interventions within the field of work with children under 5 who have or are at-risk of
autism. To obtain a sample size large enough to conduct an RCT would be
challenging, if not impossible, due to the fact that there are few psychotherapists
offering children under 5 assessment and treatment for autism. It could also be argued
that a quantitative approach to my research question would not have been appropriate.

It may have been able to more accurately enumerate the number of each type of
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intervention offered and quantitatively measured changes over time using behavioural
and developmental ‘outcomes’. However, it would not have been able to tell us
anything about the qualitative detail of the work undertaken in the service. For
example, the nuances of the different countertransference experiences the child

psychotherapists described encountering in the room with an autistic child.

Since psychotherapy practice with children who have or are at-risk of an autism
diagnosis is still relatively new, there are perhaps a few steps that need to be taken to
better understand psychotherapy as an early intervention. Greenhalgh (2010) argues
that “qualitative methods really come into their own when researching uncharted
territory — that is where the variables of greatest concern are poorly understood, ill-
defined and cannot be controlled” (pp. 166). This seems particularly pertinent since it
echoes almost exactly the narratives of the psychotherapists presented in the second
part of this portfolio. The psychotherapists described feeling they were exploring
‘places that aren’t terrains that I've explored before”. It was also stated that after a
year of treatment they found themselves “in very different territory there it’s very active
and conversational between us”. Much like the finding from this research, that there
is a need for different approaches within psychotherapy for children with autism
compared to neuro-typical children; different approaches are also needed to tackle

different areas within research.

Conclusion

The two types of methodology discussed in this paper address two different sides of
the tension between subjective experience and overarching principles. In addressing

these two sides of the tension, they also address two different needs. Whilst the single
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case study generates knowledge for clinicians regarding the specifics of carrying out
an intervention, empirical research produces knowledge for commissioners about the
value or effectiveness of an intervention. Most of what has been done so far in child
psychotherapy research has been the former, but there is a need to begin to address
the latter. Perhaps, if it is published in the future, the single case study presented in
this portfolio will add to the wealth of literature that may be used to inform clinical
practice. The small scale qualitative study provides a unique opportunity to hear the
previously unheard voices of psychotherapists about the valuable contribution they
feel they have to make in a specialist CAMHS and autism assessment service. It is
hoped that this research can be a starting point in understanding the value of
psychotherapists working as part of the multi-disciplinary team in autism services

elsewhere.

When | embarked on the journey of conducting this research project | lacked in
confidence that | had the skills or expertise to fulfil the expectations. On reflection, this
was indeed true. | have learned an enormous amount through this process that has
equipped me to fulfil the role of researcher. It was a case of needing to put Bion’s
(1962) concept of “Learning from experience” into practice in order to develop the
necessary skills to design, implement and report on a small-scale qualitative study. |
have achieved what | set out to do and | am proud of what | have accomplished.

As the culture of evidenced-based practice looks set to continue, it is important that
child psychotherapists engage with research. The changes to the psychotherapy
training, integrating the research module, will go a long way to address the gap that
has existed between clinical practice and research. The more members of the

profession who are equipped with the necessary knowledge, tools and confidence to
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tackle psychotherapy research, the greater the benefit to the important clinical work

already being done.
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Appendices

Appendix A - List of Early Intervention Models

A comprehensive list of the 40 named early intervention models reported on in the
studies yielded by the database search carried out for the purpose of this research.
The results are presented in alphabetical order.

Applied Behavior Analysis (ABA)

Autism 1-2-3

Autism Spectrum Conditons — Enhancing Nurture and Development (ASCEND)
Barnet Early Autism Model (BEAM)

Detection and Intervention System in the COmmunity for VEry Young children with
developmental disorders (DISCOVERY)

Discrete Trial Training (DTT)

Denver Model

EarlyBird

Early Start Denver Model (ESDM)

Early and Intensive Behavioural Intervention (EIBI)

Early Intervention Project (EIP)

Early Social Interaction (ESI) Project

FIAS: An Intensive Early Intervention for Young Children with Autism Spectrum
Disorders

First Screening, Training, Education Project (First S.T.E.P.)

Frankfurt Early Intervention Program (FFIP)

A Comprehensive Model of Care Utilising ‘Floortime’

Frameworks for Communication Approach

Free Operant Procedure

Incredible Years tailored to Parents of Children with Autism Spectrum Disorder
Individualized Support Project

Joint attention, Symbolic Play, Engagement, and Regulation (JASPER) Intervention
Keyhole (Based on TEACCH and PECS)

Learning Experience... An Alternative Program (LEAP)

Mifne Method

Parent-Mediated Communication Focused Treatment (PACT)

Picture Exchange Communication System (PECS)

Project DATA (Developmentally Appropriate Treatment for Autism)

The PLAY Project Home Consultation (PPHC) Program

PROMPT

Pivotal Response Treatment (PRT)

PUENTES Program

Psychoeducational Intervention (PEI)
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Responsive Teaching (RT)

Responsive Education and Prelinguistic Milieu Teaching (RPMT)

Social ABCs

Teaching, Expanding Appreciating, Collaborating and Cooperating, Holistic
(TEACCH) Approach

Therapeutic Nursery Model

UCLA Young Autism Project

Video-feedback Intervention to promote Positive Parenting adapted to Autism (VIPP-
AUTI)

Walden Toddler Model
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Appendix B - Recruitment Email

Below is the email that was sent to potential participants to inform them of the
nature of the research and to invite them to express their interest in taking part.

Dear XXX,

| hope this email finds you well. As you may know | am currently a trainee
psychotherapist working in Mosaic CAHMS. | am writing to invite you to participate in
the doctoral research project that | will be undertaking as part of my training. My
working title at present is:

‘What do child psychotherapists have to offer children under-5 and their families
in a specialist autism assessment service? Exploring the psychotherapists’
perspective.’

| am looking to recruit 8 psychotherapists who have undertaken work with children
under five and their families within the Mosaic service. Through interviewing the
clinicians who carry out this work | hope to gather some insight into the different
interventions child psychotherapists have to offer to under-5s with autism or who have
been identified as at-risk of a diagnosis. The aim of the project is to explore your
experience as a child psychotherapist of undertaking these interventions. | will be
looking particularly at how elements of your training and psychoanalytic theory might
play a role in the work. By exploring this in some depth | hope to capture something
of the nature of the work that highlights the contribution child psychotherapy as a
profession has to offer within Mosaic for children with autism or at-risk of a diagnosis.
If you decide to take part we will need to arrange a time and place convenient for both

of us and the interview will last for about an hour. If you have several roles within the
service | may discuss with you whether there might be an opportunity to conduct a
second interview. | have attached a participant information sheet where you can find
further details about this research. Please do not hesitate to contact me if you would
like to discuss the project any further. My contact details can be found below.

| very much look forward to hearing from you.

Best wishes,

Melisa Kuzubasoglu

Child and Adolescent Psychotherapist in Doctoral Training
Email: melisa.kuzubasoglu@nhs.net

Tel: 07590699***



mailto:melisa.kuzubasoglu@nhs.net
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Appendix C - Participant Information Sheet

Research Project

What do child psychotherapists have to offer children under-5 and their
families in a specialist autism assessment service?

Exploring the psychotherapists’ perspective.

You have been given this information sheet because you are being invited to take part
in a research project. This information sheet describes the research and explains what
will be involved if you decide to take part.

What is the purpose of this project?
It aims to explore psychotherapists’ experiences and views of delivering interventions
to children under-5 and their families within the specialist autism assessment service.

Who is conducting the research?

My name is Melisa Kuzubasoglu. | am a child psychotherapist on a doctoral training
validated by Essex University. | am undertaking my training whilst employed at The
Tavistock and Portman NHS Foundation Trust and my clinical placement is based at
Mosaic.

What will participating in the research involve?

If you agree to participate you will be invited to one or two interviews, depending on
your role within the service. The interviews will take place at your workplace setting at
a time convenient to you. Each interview will take around an hour. The interviews will
be audio reordered so that | will not need to take notes during the interviews and your
responses can be accurately reported.

Will | find out what will be asked in the interview?

Yes, the topic areas of the interview will be shared with you in advance in order to give
you some time to think about relevant experiences that you may wish to draw upon in
your interview.

Do | have to take part?

No, it is entirely your decision as to whether you would like to be part of this research.
If you agree to take part you are free to change your mind without giving a reason, and
to withdraw any unprocessed data previously supplied, up to two weeks post-
interview.
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What will happen to the information | give?

All the information | receive from you about you and your work, including everything
you say during the interviews, will be kept confidential. During the interview, | will ask
you to disguise the identity of patients and to avoid using details of cases that would
be recognizable. The audio-recording of the interviews will be transcribed and labelled
anonymously to ensure confidentiality. The transcript of the interviews will be
anonymised using pseudonyms. Any personal details which could identify you will be
removed from the transcript as well as any extracts from the interviews that are quoted
in the published research. Both audio recording and transcripts will be stored in a
locked cabinet or password protected file for 10+ years and eventually destroyed, in
line with the research council guidance.

Due to the small sample size, even with use of pseudonyms, it is important to consider
that you may still be recognisable to your colleagues within the service where you
work. However, | will ensure the patients you discuss in the interview will be completely
unidentifiable to anyone outside the service.

| will store information | receive from you during the interviews securely and in keeping
with the Data Protection Act 1998 and the University’s Data Protection Policy.

What will happen to the results of the project?

A summary of the finished research will be presented at a team meeting within the
service to you and your colleagues and may be presented to other teams within the
service. As a Tavistock and Portman employee the final publication of this research
will be accessible to you via the Tavistock and Portman library. The results may be
used in published academic papers and may be presented at academic events.

What are the possible benefits of taking part in this research?

A potential benefit is that you may find the interview to be an opportunity to reflect on
your work and skills and on the impact of your work on your patients and on the
service. Your ideas and reflections will help increase our understanding of the work of
your profession as a child psychotherapist and the interventions offered to children
under-5 and their families. This understanding may then be used to inform other
professionals and you may feel encouraged by this.

Are there any risks?

| think it is reasonable to say that there are no known risks in agreeing to take part in
this project. These interviews invite you to talk about yourself in your role as a child
psychotherapist and your work and so it is unlikely that you will find this emotionally
unsettling. However, should this be the case, time will be offered at the end of each
interview to think about your experience of the interview to give you the opportunity to
discuss any concerns you may have.

Has this research been approved?
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| have gone through the necessary processes of gaining ethical approval from the
Health Research Authority (HRA) and the Tavistock Research and Ethics Committee
(TREC) and have been given permission to proceed with this research.

Contact details

| am the main researcher and contact for this project. My contact details are:
Melisa Kuzubasoglu

Email: Mkuzubasoglu@tavi-port.nhs.uk

Tel: 07590699***

My research supervisor is Lucia Genesoni and she can be contacted by:
Email: luciagenesoni@gmail.com
Tel: 07939522142

The sponsor for my project at the Tavistock and Portman is Brian Rock.
Email: Brock@tavi-port.nhs.uk
Tel: 020 7435 7111

You are welcome to contact The Tavistock and Portman NHS Foundation Trust if you
have any questions or concerns about this project. The contact details are:
Simon Carrington

Head of Academic Governance and Quality.

The Tavistock and Portman NHS Foundation Trust
120 Belsize Lane

London

NW3 5BA

Email: academicquality@tavi-port.nhs.uk

Tel: 020 7435 7111

Thank you for considering taking part in this project and for taking the
time to read this information. If you agree to take part please complete
the consent form on the next page
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Appendix D - Participant Consent Form

Research Project: What do child psychotherapists have to offer children
under-5 and their families in a specialist autism assessment service?
Exploring the psychotherapists’ perspective.

My name is Melisa Kuzubasoglu and | am the principal researcher for this research.
Please read and tick the boxes for each point if you agree with the statement before
signing overleaf.

« | confirm that | have been provided with details of this research project
(Participation Information sheet dated 05.09.18). | have had an opportunity to
consider the information and ask questions.

» | confirm that | understand that the interviews will be audio recorded and then
transcribed and analysed for the purposes of this research. | understand that
any extracts from what | have said in the interviews that are quoted within the
research will be anonymised.

« lunderstand that although any identifiable information linked to my participation
in the research will be anonymised and held securely by the researcher, it may
be that my responses are recognisable to my colleagues working within my
service.

» |l understand that information that | provide may be used in published academic
papers and in academic presentations.

« | confirm that | have read and understood that my participation in this research
is voluntary and that | can withdraw my participation, and to withdraw any
unprocessed data supplied, without giving a reason up to two weeks post-
interview. This is in order to give you time to consider whether you are happy
for your responses to be used as part of this research before | begin the analysis
of the data, after which point it would be difficult to extract your responses from
the overall analysis of the data.

« | confirm that | have understood what is required of me and | consent to
participate in this research.

Please turn over to sign this consent form.
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Name of psychotherapist (BLOCK CAPITALS)

Date

Name of researcher (BLOCK CAPITALYS)
MELISA KUZBASOGLU
Signed

Date

One copy to be given to the psychotherapist and one held by the researcher.

Thank you for agreeing to take part in this research project.
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Appendix E - Interview Schedule

Below is a list of list of interview questions that are indicative of those that were asked
in the interviews. Each of the four headed sections was addressed in each interview.
The interview schedule was adapted to follow the participants’ narrative and further
explore particular responses.

Section 1 — Context of the work within the service and the MDT

What is your role within the service and how does child psychotherapy fit into the
multidisciplinary team?

Prompt: Timeframe and intensity of work; any specific skills as a psychotherapist

Within your role, what do you see as the specific contributions of child psychotherapy
to the multidisciplinary team?
Prompt: How does this work in practice? What works well? What are the challenges?

Section 2 — Clinical Experiences

What would you say the presenting difficulties tend to be for this type of work and what
are the general aims of the work?

Prompt: commonalities or any particular differences between cases?

In your experience what are the rates of engagement of children and families in this
type of work?

Section 3 — Clinical Cases
| would now like to focus more specifically on one or perhaps several clinical cases
that you have worked on within your role.
Can you give a brief outline of the details of the case — for example the child’s age,
reason for referral and an overview of the support the child/family were offered?
What would you say are the skills and psychoanalytic techniques that have helped
your work with this particular case?
Prompts:

- Aspects of psychotherapy training

- Theory

- Countertransference

- Interpretations

- Containment

- Observation

- Symbolic play

- Defenses, particularly autistic defenses

- Adaptations to technique particular to work with the common traits of autistic

children — language and communication difficulties, lack of eye contact,
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difficulties in dyadic interaction, often difficult to get into their world/getting them
to play

Section 4 — Outcomes

What were your hopes and expectations of the work in the case previously discussed
and did you see any change over the course of the work?

Prompt: How did the work impact on the child? Did it make a difference?

What sort of difficulties do you tend to come across and how do they impact the work?

Finally, is there anything that we haven’t covered in the interview that you think it would
be important to mention?

Debrief
See separate document for details.
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Appendix F - Debrief Information Sheet

Firstly, I want to thank you for taking the time to participate in this research. This form
provides background about our research to help you learn more about why | am doing
this study. Please feel free to ask any questions or to comment on any aspect of the
study.

The study title is: “What do child psychotherapists have to offer children under-5 and
their families in a specialist autism assessment service? Exploring the
psychotherapists’ perspective.

This study aims to explore psychotherapists’ experiences and views of delivering
interventions to children under-5 and their families within the specialist autism
assessment service. Your responses will make a significant contribution to
understanding the contribution child psychotherapists can make in their work with
under-5’s and their families within the service.

As you know, your participation in this study is voluntary. If you so wish, you may
withdraw up to two weeks post-interview, at which point all records of your participation
will be destroyed. You will not be penalized if you withdraw.

A reminder about how | will manage the information you have given

All the information | have received from you about you and your work, including
everything you said during the interviews, will be kept confidential. The audio-
recording of the interviews will now be transcribed. The transcript of the interviews will
be anonymised using pseudonyms. Any personal details which could identify you will
be removed from the transcript as well as any extracts from the interviews that are
guoted in the published research. The patients you discussed in the interview will be
completely unidentifiable.

Both audio recordings and transcripts will be stored in a locked cabinet or password
protected file for 10+ years and eventually destroyed, in line with the research council
guidance. | will store information | have received from you securely and in keeping
with the Data Protection Act 1998 and the University’s Data Protection Policy.

A summary of the finished research will be presented at a team meeting within the
service to you and your colleagues and may be presented to other teams within the
service. As a Tavistock and Portman employee the final publication of this research
will be accessible to you via the Tavistock and Portman library. The results may be
used in published academic papers and may be presented at academic events.

You can find out more about how your information will be managed by contacting The
Tavistock and Portman NHS Foundation Trust’s Clinical Governance and Quality
Manager. The contact details are:

Irene Henderson:

Email: IHenderson@tavi-port.nhs.uk
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Tel: 020 7435 7111

Contact details

| am the main researcher and contact for this project. Should you wish to get in touch
with me regarding your participation in this research my contact details are:

Melisa Kuzubasoglu

Email: Mkuzubasoglu@tavi-port.nhs.uk

Tel: 07590699***

Otherwise you can also contact my Research Supervisor, her contact details are:

Dr Lucia Genesoni, PhD & Child and Adolescent Psychotherapist:
luciagenesoni@gmail.com
What to do if you have any concerns

If you have any concerns regarding the this research, the conduct of the investigator
or any other aspect of the this research project please contact The Tavistock and
Portman Patient Advice and Liaison Service (PALS) who are responsible for
complaints and quality assurance at the Tavistock. More information about this service
can be found at:
https://tavistockandportman.nhs.uk/about-us/contact-us/enquiries-and-
complaints/pals/

Alternatively, you are welcome to contact the Head of Academic Governance and
Quiality at The Tavistock and Portman NHS Foundation Trust. The contact details are:

Simon Carrington

Email: academicquality@tavi-port.nhs.uk
Tel: 020 7435 7111
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Appendix G - TREC Ethics Application and Approval

The Tavistock and Portman m

NHS Foundation Trust

Tavistock and Portman Trust Research Ethics Committee (TREC)

APPLICATION FOR ETHICAL REVIEW OF RESEARCH INVOLVING HUMAN
PARTICIPANTS

This application should be submitted alongside copies of any supporting
documentation which will be handed to participants, including a participant information

sheet, consent form, self-completion survey or questionnaire.

Where a form is submitted and sections are incomplete, the form will not be considered
by TREC and will be returned to the applicant for completion.

For further guidance please contact Paru Jeram (academicquality@tavi-port.nhs.uk)

Project Details

Current project title | What do child psychotherapists have to offer children under-5 and their
families in a specialist autism assessment service?
Exploring the psychotherapists’ perspective.

Proposed project | December 2018 Anticipated project | December 2019
start date end date

Applicant Details

Name of | Melisa Kuzubasoglu
Researcher

Email address mkuzubasoglu@tavi-port.nhs.uk
Contact telephone | 07590699***

number

CONFLICTS OF INTEREST

Will any of the researchers or their institutions receive any other benefits or incentives for taking
part in this research over and above their normal salary package or the costs of undertaking the
research?
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YESO NO
If YES, please detail below:

Is there any further possibility for conflict of interest? YES O NO
If YES, please detail below:

FOR ALL APPLICANTS

Is your research being conducted externally* to the Trust? (for | YES O NO
example; within a Local Authority, Schools, Care Homes, other
NHS Trusts or other organisations).

*Please note that ‘external’ is defined as an organisation which
is external to the Tavistock and Portman NHS Foundation Trust
(Trust)

If YES, please supply details below:

The study will be conducted at Mosaic which is my regular place of work as a child
psychotherapy trainee and an employee of the Tavistock and Portman NHS Foundation Trust.
The clinicians | will be interviewing will also be employees of the Tavistock.

Has external* ethics approval been sought for this research? | YES[O NO
(i.e. submission via Integrated Research Application System
(IRAS) to the Health Research Authority (HRA) or other
external research ethics committee)

*Please note that ‘external’ is defined as an organisation/body
which is external to the Tavistock and Portman Trust Research
Ethics Committee (TREC)

If YES, please supply details of the ethical approval bodies
below AND include any letters of approval from the ethical
approval bodies:

If your research is being undertaken externally to the Trust, please provide details of the sponsor
of your research?
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Brian Rock (Director of Education & Training and Dean of Postgraduate Studies)
Tavistock and Portman NHS Foundation Trust

120 Belsize Lane

London

NW3 5BA

Do you have local approval (this includes R&D approval)? YES NO O
| have obtained local R&D approval. | contacted the Tavistock
and Portman R&D and received permission to proceed (see
email attached)

COURSE LEAD
e Does the proposed research as detailed herein have your support to proceed?
YES NO O

Signed

Date

APPLICANT DECLARATION

| confirm that:

e The information contained in this application is, to the best of my knowledge, correct and
up to date.
| have attempted to identify all risks related to the research.
| acknowledge my obligations and commitment to upholding our University’s Code of
Practice for ethical research and observing the rights of the participants.

e | am aware that cases of proven misconduct, in line with our University’s policies, may
result in formal disciplinary proceedings and/or the cancellation of the proposed research.

Applicant (print | MELISA KUZUBASOGLU
name)
Signed
g e,
Date 05.09.2018

FOR RESEARCH DEGREE STUDENT APPLICANTS ONLY

Name and School of | The Tavistock and Portman NHS Foundation Trust
Supervisor/Director | Supervisor: Lucia Genesoni
of Studies
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Qualification for | Professional Doctorate in Psychoanalytic Child and Adolescent
which research is | Psychotherapy
being undertaken

Supervisor/Director of Studies —
e Does the student have the necessary skills to carry out the research?
YES NO O

= |s the participant information sheet, consent form and any other documentation appropriate?

YES NO O

= Are the procedures for recruitment of participants and obtaining informed consent suitable
and sufficient?

YES NO O

=  Where required, does the researcher have current Disclosure and Barring Service (DBS)
clearance?

YES NO O

Signed

Date 13/08/2018

Details of the proposed research

1. Provide a brief description of the proposed research, including the requirements
of participants. This must be in lay terms and free from technical or discipline
specific terminology or jargon. If such terms are required, please ensure they are
adequately explained (Do not exceed 500 words)

This research will explore what child psychotherapists have to offer within a specialist
autism assessment service to children under-5 with autism or those identified as at-
risk of a diagnosis. Through interviewing the psychotherapists themselves | will be
looking to find out what sort of interventions are available and for whom, as well as
finding out about the psychotherapists’ experiences of undertaking this work. | will
explore the following research questions: What is hoped to be gained from these
interventions? Does it differ from work with children who do not have an autism
diagnosis or have not been identified as at-risk? Do they notice any changes
throughout the intervention? And, perhaps most importantly, what do they think are
the specific contributions child psychotherapists have to offer? By interviewing the
child psychotherapists who undertake therapeutic interventions within a specialist
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autism assessment service my objective is to gain a better understanding of the place
for child psychotherapy with children under-5 who have an autism diagnosis or who
have been identified as at-risk of a diagnosis.

2. Provide a statement on the aims and significance of the proposed research,
including potential impact to knowledge and understanding in the field (where
appropriate, indicate the associated hypothesis which will be tested). This should
be a clear justification of the proposed research, why it should proceed and a
statement on any anticipated benefits to the community. (Do not exceed 700
words)

The primary aim of this study is to explore the different interventions child
psychotherapists have to offer children under-5 with autism and those at-risk of a
diagnosis. This will include an exploration of the characteristics of the families
referred to this type of service and what sort of difficulties they present with.
Psychotherapists’ experiences of undertaking a specific type of intervention and
treatment will then be explored. Particular attention will be given to why specific
interventions are offered to under-5s and what is hoped to be gained by any given
treatment. Reflections on what changes are thought to occur as a result of the
intervention from the psychotherapists’ perspective will be explored. The
psychotherapists will be encouraged to draw on clinical experiences of work
undertaken within the service to gain insight into their specific contribution to under-
5’s and their families. A specific focus of the exploration will be about whether there
are elements of the child psychotherapy training, psychoanalytic theory and
technique that contribute to what child psychotherapists have to offer.

The aims of my research are therefore threefold:
1) Exploration of the different interventions child psychotherapists have to offer
to under-5s with autisms or at-risk of a diagnosis
2) Exploration of child psychotherapists’ experiences of undertaking specific
interventions, what brings change and what are the elements related to their
training and psychoanalytic theory that play a role in the interventions
3) In a sub-sample an exploration about the change in their role when
undertaking different roles within the service (for example, CDT assessment,
short-term exploratory work, CAMHS treatment).
In summing up the above, by interviewing psychoanalytic child psychotherapists in a
specialist CAMHS clinic | will be aiming to answer the following research question:
What do child psychotherapists have to offer children under-5 and their families in a
specialist autism assessment service?

Background

Much of the research in recent years has examined various different early
interventions for children under 5 with or at-risk of an autism diagnosis (Hartford,
2011; Kasatri et al., 2014; Rogers et al., 2012; Steiner et al., 2013). There is growing
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evidence that early interventions with infants at-risk can positively influence the
quality of some aspects of parent-infant relationships (Green et al, 2013; 2015).
Much of this research supports the idea that the quality of early dyadic interaction
between at-risk infants and their parents is associated with later diagnostic outcome;
where there is a high quality of interaction between mother and infant, the infant is
less likely to receive an autism diagnosis in the future (Wan et al. 2013). There is
growing evidence that early interventions that focus on improving aspects of parent-
infant interaction are the most effective in improving outcomes for the infants (Green
et al, 2013; 2015).

Since psychotherapeutic work is by its very nature entirely dependent on the
relationship between the therapist and the child, it seems reasonable to assume that
work on developing interaction would benefit these children greatly. However, there
is limited research exploring psychotherapeutic approaches (Rhode, 2007; Dauvis,
2008; Haag et al., 2005; Sherkow, 2011) and many of these include single case
studies or small case series.

| am currently based in a specialist CAMHS clinic whilst undertaking child and
adolescent psychotherapy training. The service is based in a local health centre and
comprises a multi-disciplinary team for children with disabilities and their families.
The service is unigue in that it has a strong psychotherapy input. This is unusual
within many autism assessment services, which predominantly have a medical
approach focussed on diagnoses.

Children under 5 who have received a diagnosis of Autism are seen within this
specialist CAMHS. Part of the service includes the Child Development Team, an
assessment service for autism for under 5’s. Here psychotherapists work with
children under 5 and their families as an early intervention for those identified as at-
risk of an autism diagnosis.

Within this service there is a general attitude that child psychotherapy is well placed
within an autism assessment service so it will be of great value to explore further
what it is that child psychotherapists have to offer within such a service.

Psychotherapeutic work focuses on close observation of the child and on
communication about what is observed. This is particularly true of work with younger
children and especially pertinent with autistic children for whom communication is a
difficulty inherent with Autism. Observation of infants and young children is at the
heart of the child psychotherapy training. Therapeutic observations evolved from
Esther Bick’s model of infant observation which was first developed as a core
component of the training for child psychotherapists (Bick, 1964). Infant observation
as an early intervention was pioneered by Didier Houzel for babies failing to thrive or
thought at-risk of communication disorders (Houzel, 1999). Therapeutic
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observations have since been applied as an early intervention for parents and their
young children in a variety of different settings, and for varying reasons, including for
toddlers identified as at-risk of an autism diagnosis (Rhode, 2007; 2016). This
comprises some of the work that is carried out by child psychotherapists in the service
where this research will be carried out and certainly informs the practice of the work
with under 5’s.

Research to gain further insight into what psychotherapists have to offer children
under 5 either with or at-risk of an autism diagnosis would make a valid contribution
to the current research into early interventions for autism. This study has the potential
to inform future clinical practice within the specialist autism service and to inform
service delivery in other services where the presence of child psychotherapists is not
commonplace. Finding out about the psychotherapists’ experiences would
complement the existing literature about individual cases and collate some of the
anecdotal evidence held by clinicians involved in such work.

3. Provide an outline of the methodology for the proposed research, including
proposed method of data collection, tasks assigned to participants of the
research and the proposed method and duration of data analysis. If the proposed
research makes use of pre-established and generally accepted techniques,
please make this clear. (Do not exceed 500 words)

This research is concerned with gaining an insight into the lived experience of child
psychotherapists in their work with under-5’s and their families within the specialist
autism assessment service. A qualitative methodology will be used; | have chosen
to use Interpretive Phenomenological Analysis (IPA). | will use semi-structured
interviews to interview the child psychotherapists and use IPA to gain an
understanding of the psychotherapists perspectives of the work that they carry out
with under-5’s within the autism assessment service. Through using IPA “the
researcher is trying to make sense of the participant trying to make sense of what
has happened to them” (Smith et al. 2009: 3).

Data Collection

IPA by its nature produces a vast amount of qualitative data so my sample size will
be limited to a small number. | aim to conduct 12 interviews in total, interviewing
between 6-8 psychotherapists within their various roles within the service. For the
purpose of this research the only clinicians | will be interviewing will be child
psychotherapists as it is the child psychotherapists’ own perspective of what they
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have to offer within the service which | am looking to explore. The study will focus on
work that has been conducted in the past two years in order that the data is as up to
date as possible at the date of publication.

To gather my data | will use semi-structured interviews, which | will design to explore
psychotherapists’ work with U5”s with a diagnosis or a potential diagnosis of autism.

I will interview the participants individually over a period of 12-16 weeks. An
information sheet, the opportunity to discuss the study and a consent form will be
given to each interviewee. Once written participants’ approval has been obtained,
the interviews will take place 1:1 and, will be audio recorded. | will transcribe the
interviews so that | can work with the printed scripts in detail as part of the data
analysis. The interviews will last around 1 hour. The interviewees will be given the
option of carrying out two interviews. In the latter case, the time gap between the
interviews may vary across participants.

The audio recordings of interviews will be anonymised when transcribed using
pseudonyms for participants and patients. The real names of each participant will
not be used and the tapes will be labelled in a way to ensure anonymity of the data.
They will be stored in a locked cabinet or password protected file for 10+ years and
eventually destroyed, in line with the research council guidance.

Data analysis

I will use the IPA method of analysis to identify ideas, themes and perspectives
across the transcribed interview material. IPA is concerned with the process of
interpretation so through this method | aim to gain a better understanding of the
varying perspectives of psychotherapists across a range of different interventions
with children under-5 within the autism assessment service. In order to come to a
conclusion in relation to my research question, | will draw these perspectives together
when writing up the results.

IPA is an appropriate method for this research as it is concerned with exploring
experience in its own right, allowing exploration of lived experiences and allowing
detailed insight into personal perspectives. IPA can also be used to look at individual
or shared experiences, which allows the research to identify patterns across data
from different participants. The subjectivity of the data produced in interviews and
the subjective nature of interpretation means that bias will inevitably come into play.
For example, it might be expected that psychotherapists will want to positively
promote their work and their profession and therefore produce reports in interview
that promote child psychotherapy and support the continuation of their work within
the service. An attempt will be made to balance this in interview by asking
participants to report on an example within their experience that has not gone well.
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Stages of Analysis

The analysis of the data will be approached using the process outlined by Smith,
Flowers & Larkin (2009) in their IPA methodology. This involves annotating the first
transcript before using these notes to identify emerging themes at a general level.
The themes will then be clustered according to a theoretical or analytical grouping.
This process of clustering the themes will be iterative and alongside this process |
will compile a directory of the participant’s phrases that support related themes. | will
then create a table of the themes that emerged and list them under superordinate
themes. This process will then be repeated for the remaining transcripts, using the
superordinate list to inform the analysis of further transcripts but also paying particular
attention to the convergences and divergences in the data. Once each transcript has
been analysed and the final table of superordinate themes finalised | will then identify
no more than five themes which | would like to focus on in the discussion. | will select
these based on which | feel best reflect the research aims of this study.

Literature Review

For the purpose of this study | will also carry out a comprehensive search of the
literature using the electronic database PsycINFO as it is the most comprehensive
database for psychology. | will conduct the search utilising the necessary truncation
symbols, boolean operators and limiters in order to ensure the search is effective in
capturing all of the relevant literature related to my research question. A simple
preliminary search for relevant literature to answer the question ‘What early
interventions are available for under-5’s with an autism diagnosis or identified as at-
risk for Autism Spectrum Disorder?’ yielded a significant 726 results.

The data analysis will be completed by July 2018 and the final report will be submitted
by December 2019.

Participant details

4. Provide an explanation detailing how you will identify, approach and recruit the
participants for the proposed research, including clarification on sample size and
location. Please provide justification for the exclusion/inclusion criteria for this
study (i.e. who will be allowed to / not allowed to participate) and explain briefly, in
lay terms, why this criteria is in place. (Do not exceed 500 words)

Recruitment of participants for this study is limited to a finite number of
psychotherapists within the service. Moreover, IPA methodology requires a relatively
small number of participants in order to report on the uniqueness of each account
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(Smith et al., 2009). | would hope to reach my target of 8 participants for this research
as this provides the opportunity to hear the views of more psychotherapists. However,
due to the varied roles of many of the psychotherapists within the service it will be
possible to interview fewer psychotherapists twice in relation to the different roles they
undertake within the service, if necessary.

I will only interview child psychotherapists who have undertaken or are currently
undertaking a clinical training that allows them to qualifyas a child and
adolescent psychotherapist with eligibility for membership of the Association of Child
Psychotherapists (ACP). Psychotherapists who have undertaken this training are
eligible to apply for jobs as a psychotherapist within NHS services and it is within an
NHS service that this research is taking place.

All child psychotherapists who take part in this research will need to have commenced
at least one piece of psychotherapeutic work in the last two years within the autism
assessment service with a child under-5 or their family where the child has an autism
diagnosis or has been identified as at-risk of a diagnosis. This is because work with
under-5’s is the specific area of interest for this research. Imposing a time limit in
which the work commenced has the benefit of ensuring that the data recorded is the
most up-to-date possible at the time of publication.

As the research endeavours to examine different types of intervention available there
will be no restrictions on the duration or frequency of intervention investigated. Due
to the long term nature of some of the interventions | will include psychotherapists
where the work is ongoing.

In summary the inclusion criteria are:

3. Psychotherapists who have undertaken or are currently undertaking a clinical
training that allows them to qualify as a child and
adolescent psychotherapist with eligibility for membership of the Association
of Child Psychotherapists (ACP)

4. Psychotherapists who have commenced at least one piece of
psychotherapeutic work in the last two years within the autism assessment
service with a child under-5 or their family where the child has an autism
diagnosis or has been identified as at-risk of a diagnosis.

The recruitment process will first be agreed by the lead psychotherapist within the
service. | intend to recruit the psychotherapists by sending out an initial email (see
attached) inviting them to register their interest in taking part in this research project.
As | work within the service myself | believe | have a good sense of the likely response
rate and believe | will be able to recruit my target sample size. | will allow one working
week for responses before, if necessary, sending a follow-up email with a further 1
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week deadline to respond to register interest. Once | will receive responses of interest,
| will provide to each potential participant an information sheet outlining details of the
study, which will include an invitation to discuss any queries with me before a consent
form is signed.

5. Will the participants be from any of the following groups?(Tick as appropriate)

Students or staff of the Trust or the University.

Adults (over the age of 18 years with mental capacity to give consent to participate
in the research).

O Children or legal minors (anyone under the age of 16 years)?

O Adults who are unconscious, severely ill or have a terminal iliness.

O Adults who may lose mental capacity to consent during the course of the research.
0 Adults in emergency situations.

O Adults? with mental illness - particularly those detained under the Mental Health
Act (1983 & 2007).

O Participants who may lack capacity to consent to participate in the research under
the research requirements of the Mental Capacity Act (2005).

O Prisoners, where ethical approval may be required from the National Offender
Management Service (NOMS).

0 Young Offenders, where ethical approval may be required from the National
Offender Management Service (NOMS).

O Healthy volunteers (in high risk intervention studies).

O Participants who may be considered to have a pre-existing and potentially
dependent?® relationship with the investigator (e.g. those in care homes, students,
colleagues, service-users, patients).

O Other vulnerable groups (see Question 6).

O Adults who are in custody, custodial care, or for whom a court has assumed
responsibility.

O Participants who are members of the Armed Forces.

LIf the proposed research involves children or adults who meet the Police Act (1997)
definition of vulnerability3, any researchers who will have contact with participants
must have current Disclosure and Barring Service (DBS) clearance.

2 ‘Adults with a learning or physical disability, a physical or mental iliness, or a
reduction in physical or mental capacity, and living in a care home or home for people
with learning difficulties or receiving care in their own home, or receiving hospital or
social care services.’ (Police Act, 1997)
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3 Proposed research involving participants with whom the investigator or researcher(s)
shares a dependent or unequal relationships (e.g. teacher/student, clinical
therapist/service-user) may compromise the ability to give informed consent which is
free from any form of pressure (real or implied) arising from this relationship. TREC
recommends that, wherever practicable, investigators choose participants with whom
they have no dependent relationship. Following due scrutiny, if the investigator is
confident that the research involving participants in dependent relationships is vital
and defensible, TREC will require additional information setting out the case and
detailing how risks inherent in the dependent relationship will be managed. TREC will
also need to be reassured that refusal to participate will not result in any discrimination
or penalty.

6. Will the study involve participants who are vulnerable? YES O NO

For the purposes of research, ‘vulnerable’ participants may be adults whose ability to
protect their own interests are impaired or reduced in comparison to that of the broader
population. Vulnerability may arise from the participant’s personal characteristics (e.g.
mental or physical impairment) or from their social environment, context and/or
disadvantage (e.g. socio-economic mobility, educational attainment, resources,
substance dependence, displacement or homelessness). Where prospective
participants are at high risk of consenting under duress, or as a result of manipulation
or coercion, they must also be considered as vulnerable.

Adults lacking mental capacity to consent to participate in research and children are
automatically presumed to be vulnerable. Studies involving adults (over the age of 16)
who lack mental capacity to consent in research must be submitted to a REC approved
for that purpose.

6.1. If YES, what special arrangements are in place to protect vulnerable participants’
interests?

If YES, the research activity proposed will require a DBS check. (NOTE: information
concerning activities which require DBS checks can be found Vvia
https://www.gov.uk/government/publications/dbs-check-eligible-positions-quidance)

7. Do you propose to make any form of payment or incentive available to participants
of the research? YES OO NO

If YES, please provide details taking into account that any payment or incentive should
be representative of reasonable remuneration for participation and may not be of a
value that could be coercive or exerting undue influence on potential participants’
decision to take part in the research. Wherever possible, remuneration in a monetary
form should be avoided and substituted with vouchers, coupons or equivalent. Any
payment made to research participants may have benefit or HMRC implications and
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participants should be alerted to this in the participant information sheet as they may
wish to choose to decline payment.

8. What special arrangements are in place for eliciting informed consent from
participants who may not adequately understand verbal explanations or written
information provided in English; where participants have special communication
needs; where participants have limited literacy; or where children are involved in
the research? (Do not exceed 200 words)

No special arrangements will need to be made because a requirement of the
participants employment as a psychotherapist within the service requires them
to have adequate understanding of verbal explanations and written information
in English and suitable communication and literacy skills to carry out their work.

RISK ASSESSMENT AND RISK MANAGEMENT
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9. Does the proposed research involve any of the following? (Tick as appropriate)

0 use of a questionnaire, self-completion survey or data-collection instrument
(attach copy)

use of emails or the internet as a means of data collection

use of written or computerised tests

interviews (attach interview questions)

diaries (attach diary record form)

participant observation

OO0 participant observation (in a non-public place) without their knowledge / covert
research

audio-recording interviewees or events

O video-recording interviewees or events

[0 access to personal and/or sensitive data (i.e. student, patient, client or service-
user data) without the participant’s informed consent for use of these data for
research purposes

0 administration of any questions, tasks, investigations, procedures or stimuli which

may be experienced by participants as physically or mentally painful, stressful or
unpleasant during or after the research process

O performance of any acts which might diminish the self-esteem of participants or
cause them to experience discomfiture, regret or any other adverse emotional or
psychological reaction

O investigation of participants involved in illegal or illicit activities (e.g. use of illegal
drugs)

procedures that involve the deception of participants

administration of any substance or agent

use of non-treatment of placebo control conditions

participation in a clinical trial

research undertaken at an off-campus location (risk assessment attached)
research overseas (copy of VCG overseas travel approval attached)

X O O

O O

10. Does the proposed research involve any specific or anticipated risks (e.g.
physical, psychological, social, legal or economic) to participants that are greater
than those encountered in everyday life? YES OO NO

If YES, please describe below including details of precautionary measures.




159

11. Where the procedures involve potential hazards and/or discomfort or distress for
participants, please state what previous experience the investigator or
researcher(s) have had in conducting this type of research.

The interviews that | will be conducting do not involve hazards or potential discomfort
or distress for participants.

12. Provide an explanation of any potential benefits to participants. Please ensure
this is framed within the overall contribution of the proposed research to
knowledge or practice. (Do not exceed 400 words)

NOTE: Where the proposed research involves students of our University, they
should be assured that accepting the offer to participate or choosing to decline
will have no impact on their assessments or learning experience. Similarly, it
should be made clear to participants who are patients, service-users and/or
receiving any form of treatment or medication that they are not invited to
participate in the belief that participation in the research will result in some
relief or improvement in their condition.

A potential benefit is that participants may find the interview to be an opportunity to
reflect on their work and skills and on the impact of their work on their patients and
on the clinic. Participants ideas and reflections will help increase our understanding
of the work of the profession as a child psychotherapist and the interventions offered
to children under-5 and their families in the service. This understanding can then be
used to inform other professionals and participants may feel encouraged by this.

13. Provide an outline of any measures you have in place in the event of adverse or
unexpected outcomes and the potential impact this may have on participants
involved in the proposed research. (Do not exceed 300 words)
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In the interviews it is highly improbable that the subject matter of the psychotherapists

own work within the service is likely to cause adverse or unexpected outcomes
which have the potential to impact the participants involved. Prior to the
commencement of each interview participants will be informed verbally that in
the unlikely event that the interview provokes difficult feelings for the
participant they can pause, or stop the interview at any time. There will also
be a debrief for participants following each interview process.

14. Provide an outline of your debriefing, support and feedback protocol for
participants involved in the proposed research. This should include, for example,
where participants may feel the need to discuss thoughts or feelings brought
about following their participation in the research. This may involve referral to an
external support or counseling service, where participation in the research has
caused specific issues for participants. Where medical aftercare may be
necessary, this should include details of the treatment available to participants.
Debriefing may involve the disclosure of further information on the aims of the
research, the participant’s performance and/or the results of the research. (Do not
exceed 500 words)

Once the interview has been completed the participants will be given a debrief by

myself and have the opportunity to think and reflect on their experience of the
interview process. This will ensure that all participants are given an
opportunity to discuss any unexpected impact of the material discussed in the
interview.

Participants will also be given a post-interview debriefing information sheet (see

When

attached) with my email address if they wish to contact me at a later date.
Included in the debriefing information sheet will be contact details of my
research supervisor in the event that the participants feel that they need to
speak to someone other than myself who is connected to the study.
Participants will be informed from the outset that they can withdraw from the
study, and to withdraw any unprocessed data previously supplied, at any point
up to two weeks post-interview without having to give a reason. This is in order
to give them time to consider whether you are happy for their responses to be
used as part of this research before | begin the analysis of the data, after which
point it would be difficult to extract their responses from the overall analysis of
the data.

the study is completed, there will be an opportunity for any participants still
working in the service to attend a summary presentation at a team meeting
along with the multi-disciplinary team in which they work. A copy of the
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completed thesis will also be available to view in the Tavistock and Portman
Library.

PARTICIPANT CONSENT AND WITHDRAWAL

15. Have you attached a copy of your participant information sheet (this should be in
plain English)? Where the research involves non-English speaking participants,

please include translated materials. YES NO O

If NO, please indicate what alternative arrangements are in place below:

16. Have you attached a copy of your participant consent form (this should be in plain
English)? Where the research involves non-English speaking participants, please
include translated materials.

YESX NOO

If NO, please indicate what alternative arrangements are in place below:

17. The following is a participant information sheet checklist covering the various
points that should be included in this document.

Clear identification of the sponsor for the research, the project title, the Researcher
or Principal Investigator and other researchers along with relevant contact details.
Details of what involvement in the proposed research will require (e.g.,
participation in interviews, completion of questionnaire, audio/video-recording of
events), estimated time commitment and any risks involved.

A statement confirming that the research has received formal approval from TREC.
If the sample size is small, advice to participants that this may have implications
for confidentiality / anonymity.

A clear statement that where participants are in a dependent relationship with any
of the researchers that participation in the research will have no impact on
assessment / treatment / service-use or support.
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Assurance that involvement in the project is voluntary and that participants are free
to withdraw consent at any time, and to withdraw any unprocessed data previously
supplied.

Advice as to arrangements to be made to protect confidentiality of data, including
that confidentiality of information provided is subject to legal limitations.

A statement that the data generated in the course of the research will be retained
in accordance with the University’s Data Protection Policy.

Advice that if participants have any concerns about the conduct of the investigator,
researcher(s) or any other aspect of this research project, they should contact Simon
Carrington, Head of Academic Governance and Quality Assurance
(academicquality@tavi-port.nhs.uk)

Confirmation on any limitations in confidentiality where disclosure of imminent
harm to self and/or others may occur.

18. The following is a consent form checklist covering the various points that should
be included in this document.

University or Trust letterhead or logo.

Title of the project (with research degree projects this need not necessarily be the
title of the thesis) and names of investigators.

Confirmation that the project is research.

Confirmation that involvement in the project is voluntary and that participants are
free to withdraw at any time, or to withdraw any unprocessed data previously
supplied.

Confirmation of particular requirements of participants, including for example
whether interviews are to be audio-/video-recorded, whether anonymised quotes will
be used in publications advice of legal limitations to data confidentiality.

If the sample size is small, confirmation that this may have implications for
anonymity any other relevant information.

The proposed method of publication or dissemination of the research findings.
Details of any external contractors or partner institutions involved in the research.
Details of any funding bodies or research councils supporting the research.
Confirmation on any limitations in confidentiality where disclosure of imminent
harm to self and/or others may occur.

CONFIDENTIALITY AND ANONYMITY
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19. Below is a checklist covering key points relating to the confidentiality and
anonymity of participants. Please indicate where relevant to the proposed
research.

O Participants will be completely anonymised and their identity will not be known by
the investigator or researcher(s) (i.e. the participants are part of an anonymous
randomised sample and return responses with no form of personal identification)?
[0 The responses are anonymised or are an anonymised sample (i.e. a permanent
process of coding has been carried out whereby direct and indirect identifiers have
been removed from data and replaced by a code, with no record retained of how the
code relates to the identifiers).

The samples and data are de-identified (i.e. direct and indirect identifiers have
been removed and replaced by a code. The investigator or researchers are able to
link the code to the original identifiers and isolate the participant to whom the sample
or data relates).

[0 Participants have the option of being identified in a publication that will arise from
the research.

Participants will be pseudo-anonymised in a publication that will arise from the
research. (l.e. the researcher will endeavour to remove or alter details that would
identify the participant.)

O The proposed research will make use of personal sensitive data.

[ Participants consent to be identified in the study and subsequent dissemination of
research findings and/or publication.

20. Participants must be made aware that the confidentiality of the information they
provide is subject to legal limitations in data confidentiality (i.e. the data may be
subject to a subpoena, a freedom of information request or mandated reporting
by some professions). This only applies to named or de-identified data. If your
participants are named or de-identified, please confirm that you will specifically
state these limitations.

YESX NOO

If NO, please indicate why this is the case below:

NOTE: WHERE THE PROPOSED RESEARCH INVOLVES A SMALL SAMPLE OR
FOCUS GROUP, PARTICIPANTS SHOULD BE ADVISED THAT THERE WILL BE
DISTINCT LIMITATIONS IN THE LEVEL OF ANONYMITY THEY CAN BE
AFFORDED.
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DATA ACCESS, SECURITY AND MANAGEMENT

21. Will the Researcher/Principal Investigator be responsible for the security of all
data collected in connection with the proposed research? YES NO [
If NO, please indicate what alternative arrangements are in place below:

22. In line with the 5" principle of the Data Protection Act (1998), which states that
personal data shall not be kept for longer than is necessary for that purpose or
those purposes for which it was collected; please state how long data will be
retained for.

[]1-2 years [J 3-5years []6-10 years X 10> years

NOTE: Research Councils UK (RCUK) guidance currently states that data
should normally be preserved and accessible for 10 years, but for projects of
clinical or major social, environmental or heritage importance, for 20 years or
longer. (http://www.rcuk.ac.uk/documents/reviews/grc/grepoldraft.pdf)
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23. Below is a checklist which relates to the management, storage and secure
destruction of data for the purposes of the proposed research. Please indicate
where relevant to your proposed arrangements.

Research data, codes and all identifying information to be kept in separate locked
filing cabinets.

Access to computer files to be available to research team by password only.

[0 Access to computer files to be available to individuals outside the research team
by password only (See 23.1).

[0 Research data will be encrypted and transferred electronically within the European
Economic Area (EEA).

[0 Research data will be encrypted and transferred electronically outside of the
European Economic Area (EEA). (See 23.2).

NOTE: Transfer of research data via third party commercial file sharing services,
such as Google Docs and YouSendIt are not necessarily secure or permanent. These
systems may also be located overseas and not covered by UK law. If the system is
located outside the European Economic Area (EEA) or territories deemed to have
sufficient standards of data protection, transfer may also breach the Data Protection
Act (1998).

Use of personal addresses, postcodes, faxes, e-mails or telephone numbers.
Use of personal data in the form of audio or video recordings.

OO0 Primary data gathered on encrypted mobile devices (i.e. laptops). NOTE: This
should be transferred to secure UEL servers at the first opportunity.

All electronic data will undergo secure disposal.

NOTE: For hard drives and magnetic storage devices (HDD or SSD), deleting files
does not permanently erase the data on most systems, but only deletes the reference
to the file. Files can be restored when deleted in this way. Research files must be
overwritten to ensure they are completely irretrievable. Software is available for the
secure erasing of files from hard drives which meet recognised standards to securely
scramble sensitive data. Examples of this software are BC Wipe, Wipe File,
DeleteOnClick and Eraser for Windows platforms. Mac users can use the standard
‘secure empty trash’ option; an alternative is Permanent eraser software.

All hardcopy data will undergo secure disposal.

NOTE: For shredding research data stored in hardcopy (i.e. paper), adopting DIN 3
ensures files are cut into 2mm strips or confetti like cross-cut particles of 4x40mm.
The UK government requires a minimum standard of DIN 4 for its material, which
ensures cross cut particles of at least 2x15mm.

23.1. Please provide details of individuals outside the research team who will
be given password protected access to encrypted data for the proposed
research.
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N/A
23.2. Please provide details on the regions and territories where research
data will be electronically transferred that are external to the European
Economic Area (EEA).
N/A

OVERSEAS TRAVEL FOR RESEARCH

24. Does the proposed research involve travel outside of the UK? YES O NO

24.1. Have you consulted the Foreign and Commonwealth Office website for
guidance/travel advice? http://www.fco.gov.uk/en/travel-and-living-abroad/

YESO NOO

24.2. If you are a non-UK national, have you sought travel advice/guidance
from the Foreign Office (or equivalent body) of your country? YES O NO
O NOTAPPLICABLE O

24.3. Have you completed the overseas travel approval process and
enclosed a copy of the document with this application? (For UEL students
and staffonly) YESO NOO

Details on this process are available here
http://www.uel.ac.uk/qal/research/fieldwork.htm

24.4, Is the research covered by your University’s insurance and indemnity
provision?
YESO NO
O

NOTE: Where research is undertaken by UEL students and staff at an off-campus
location within the UK or overseas, the Risk Assessment policy must be consulted:
http://dl-cfs-01.uel.ac.uk/hrservices/documents/hshandbook/risk_assess_policy.pdf.
For UEL students and staff conducting research where UEL is the sponsor, the Dean
of School or Director of Service has overall responsibility for risk assessment
regarding their health and safety.
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24.5. Please evidence how compliance with all local research ethics and
research governance requirements have been assessed for the country(ies)
in which the research is taking place.

N/A

24.6. Will this research be financially supported by the United States
Department of Health and Human Services or any of its divisions, agencies

or programs? YES O NO

Publication and dissemination of research FINDINGS

25. How will the results of the research be reported and disseminated? (Select all that
apply)

X

Peer reviewed journal

Conference presentation

Internal report

Dissertation/Thesis

Other publication

Written feedback to research participants

Presentation to participants or relevant community groups
Other (Please specify below)

OXOOKX K K

Other ethical issues

26. Are there any other ethical issues that have not been addressed which you would
wish to bring to the attention of Tavistock Research Ethics Committee (TREC)?

No.
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CHECKLIST FOR ATTACHED DOCUMENTS

N
~

. Please check that the following documents are attached to your application.

X

Letters of approval from ethical approval bodies (where relevant)
Recruitment advertisement

X X

Participant information sheets (including easy-read where relevant)
Consent forms (including easy-read where relevant)

Assent form for children (where relevant)

Evidence of any external approvals needed

Questionnaire

Interview Schedule or topic guide

Risk Assessment (where applicable)

Overseas travel approval (where applicable)

X

X X X O

oo

27.1. Where it is not possible to attach the above materials, please provide
an explanation below.

No assent form for children as no direct contact with children is involved in this
research.

No questionnaires are used in this research.

No risk assessment necessary as this is my usual place of work and therefore usual
risk procedures of the workplace will be upheld.

No overseas travel approval is required for the purposes of this research.




The Tavistock and Portman m

NHS Foundation Trust
Quality Assurance & Enhancement
Directorate of Education & Training
Tavistock Centre
120 Belsize Lane
London
NW3 5BA

Tel: 020 8938 2699
https://tavistockandportman.nhs.uk/

Melisa Kuzubasoglu

By Email

15 February 2019

Re: Trust Research Ethics Application

Title: What do child psychotherapists have to offer children under-5 and their families in a
specialist autism assessment service? Exploring the psychotherapists’ perspective.

Thank you for submitting your updated Research Ethics documentation. | am pleased to
inform you that subject to formal ratification by the Trust Research Ethics Committee your
application has been approved. This means you can proceed with your research.

If you have any further questions or require any clarification do not hesitate to contact me.
| am copying this communication to your supervisor.

May | take this opportunity of wishing you every success with your research.

Yours sincerely,

Best regards,

Paru Jeram

Secretary to the Trust Research Degrees Subcommittee
T: 020 938 2699

E: academicquality@tavi-Port.nhs.uk
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Appendix H - HRA Ethics Approval

HRA Decision Tool 03.07.18

i 818+ Oyster Online || OrangeHRM B Tavi Email G Google &' NHSmail [@ Moodle Log in & Library Website (Bl Tkea Kitchen Unit &) An example of how to perf... @] http--groundedtheoryreview
. N

MRC 5:3‘:“‘ Health Research Authority

Is my study research?

T] To print your result with title and IRAS Project ID please enter your detalls below:

Title of your research:

What do child psychotherapists have to offer children under-5 and their families in a specialist autism A
assessment service?
Exploring the psychotherapists’ perspective. v

IRAS Project ID (if available):

You selected:

+ 'No' - Are the ici in your study ised to different groups?

+ 'No' - Does your study protocol demand changing treatment/ patient care from accepted standards for any of the patients
involved?

+ "No' - Are your findings going to be generalisable?

Your study would NOT be considered Research by the NHS.
You may still need other approvals.

Researchers requiring further advice (e.g. those not confident with the outcome of this tool) should contact their R&D office or sponsor in the
first instance, or the HRA to discuss your study. If conhctmg the HRA for advice, do this by sending an outline of the project (maximum one

page), ising its purpose, of i and planned location as well as a copy of this results page and a summary
of the aspects of the de:ls»on(s) that you need further advice on to the HRA Queries Line at HRA.Queries@nhs.net.

For more information please visit the Defining Research table

Follow this link to start again.
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Appendix | - NOCLOR Ethics Approval

Email from NOCLOR 04.07.18

o4 @) 18+ Oyster Online | OrangeHRM [ Tavi Email G Google &' NHSmail (@ Moodle Log in @] Library Website B Tkea Kitchen Unit & An example of how to perf... @] http--groundedtheoryreview

%
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CNWL, Communications L]
@Entire Weekly bulletin - Your 3 minute re  16/07/2018 A
mailbox Weekly Bulletin: Monday 16 July 2018 o,
O Current y -
S s CNWL, Communications
Gnbox) Weekly bulletin - Your 3 minute re  09/07/2018
Weekly Bulletin: Monday 9 July 2018 o C.
O Current
folder CNWL, Communications
i) Message to all staff: CNWL Resean ~ 06/07/2018
subfolders CNWL Research Training Fund Announce.
Show e, v NOCLOR, Contac [] X r
§ » Doctoral Research Project 04/07/2018
Mmessages: v  Dear Melisa, Thank you for your query an...
@Al
KUZUBASOGLU, Melisa (C
» Supervisory Panel Form 03/07/2018
See sttached Melisa Kuzubasoglu Child a
4 Favorif
Inbox CNWL, Communications ]
Weekly bulletin - Your 3 minute re  02/07/2018
Sent Items Weekly Bulletin: Monday 2 July 2018 Cele.
Deleted Items = i
CNWL, Communications
Weekly bulletin - Your 3 minute re  25/06/2018
4 KUZUBASC Weekly Bulletin: Monday 25 June 2018 o
Inbox CNWL, Communications
Drafts [1] Weekly bulletin - Your 3 minute re  18/06/2018
2 Weekly Bulletin: Monday 18 June 2018 o
Sent ltems
Deleted ltems CNWL, Communications v
Weekly bulletin - Your 3 minute re 11/06/2018

KUZUBASOGLU, Melisa (CENTRAL AND NORTH WEST LONDON... v } a ? ‘

B ~
Doctoral Research Project .
€REPLY  GEREPLYALL <) FORWARD
NEIEKL Contact (CENTRAL AND NORTH WEST LONDON NHS FOUNDATION TRUST) Markagumread
Wed 04/07/2018 11:58
Inbox
To: KUZUBASOGLU, Melisa (CENTRAL AND NORTH WEST LONDON NHS FOUNDATION TRUST):
Cc: Sharon Novara <SNovara@tavi-port.ahs.uk>;
Dear Melisa,
Thank you for your query and forwarding the ‘HRA-Decision Tool' document confirming that the above named project is not ‘Research
Based on this document that we have received from you, you will not need to register with us, nor seek our permission for commencement of this project. You will
however need 1o get the approval of the service in which the study will be conducted prior to the study commencing and also ensure that you have followed the process at
T&P regarding service evaluation/audit. | have copied Sharon Novara into the email as she can assist with obtaining the form that needs to be completed if you have not
already done so. We also advise you to inform the / Information Govemance Team in the Tavistock & Portman NHS Foundation Trust about your proposed project
biw
Mabel Saili
fAYoYel[o] @) Reteorch & Development Manager
N——— 151 Fr, Boomsbury Buiding
0207 6855949 (Team)
Pancras Way, NW1 0PE
v




