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Introduction

Recent developments in the neurosciences show that cerebral plasticity must be considered from a lifetime perspective (Kandel, 1999; 2002) and that the impact of environmental conditions during development might play a decisive role. Consequently, it can be plausibly argued that individual psychotherapeutic approaches in a favorable environment might have a structural and functional effect on disorders such as autism spectrum disorder (ASD), known to have a neurobiological dimension. One of the characteristics of this disorder is an extreme sensitivity to changes, and the emotional regulation of the relationship to reality takes on a particular importance because of its potential consequences — not only on social relations but also on cognition and the acquisition of new skills. Directly implicated as pathogenic factor, this emotional regulation/sensitivity to change 
can also legitimately be viewed as a potential mechanism of change when the psychotherapy is adjusted to this vulnerability.
The report of the INSERM expert advisory group that assessed psychotherapies nearly a decade ago (INSERM 2004) pointed out the crying lack of work in this domain in France, although it is highly developed in the rest of the world — not only studies of results, but also of the conditions and processes of change in psychotherapy. The report also showed, as already demonstrated internationally at that time, the limitations of the randomized controlled trial (RCT) and the particular axioms on which it is based (Thurin & Briffault 2006, Thurin & Thurin 2007). Underlining these limitations in the area of ASD, Mesibov and Shea (2011) have noted that there is no agreement in the field as to what constitutes a demonstrably effective treatment for all patients with ASD. Recently, the HAS (Haute Autorité de Santé, French Health Authority) report on psychosocial interventions in ASD (HAS 2012) again underlined the lack of research on psychodynamic approaches in the specific field of ASD.

Since the turn of this century, the assessment of psychotherapy has undergone a major evolution. The importance of the definition of the processes and mechanisms of change has become clear. Numerous studies (especially those from the NIMH's large multicenter study on depression (Elkin et al. 1996) have shown that the "prerequisite theoretical" definition of the psychotherapeutic approach implemented is insufficiently explanatory, and they have attributed this lack of explanatory power to the multiple interacting variables that play a role in the effects of psychotherapy and of the accommodation that does or does not take place (Barber & Muenz 1996, Ablon & Jones 2002, Westen et al. 2004). In 2005, the APA (American Psychological Association 2006) released new guidelines about evidence-based practices in psychology (EBPP). The central issue of this assessment has moved from testing an intervention (which became a test of a general approach) to the possibility of answering these questions: Why, how, and in what conditions does psychotherapy work? Recently, Lerner et al. (2012) underlined the importance of this perspective in the field of ASD in terms of practices and potential extension to basic research. Mesibov and Shea have stressed that individual case studies make it possible to conduct analyses at the individual level, that is, the same level as that at which the intervention is delivered, in a wide diversity of cases and situations. Qualitative research is also important for it enables consideration of the experiences of real life and the results of various interventions. 

The French practice-based research network (Thurin, Falissard & Danion 2007), set up as an INSERM clinical research network, was designed on this basis. Its objective is to conduct innovative research to answer questions that arise from both psychotherapeutic practice and our range of knowledge, through optimal use of the experience developed in the domain of research in psychotherapy and by participating resolutely in the new perspectives developing there. This network expects to produce results about the quality and effectiveness of psychotherapeutic care and add to the available knowledge of the causes and conditions of change and psychological development in psychotherapy. One of its principal themes is autism, pervasive developmental disorders, and other ASDs (Golse, Haag, Barthélémy. et al. 2008). We present here its methodology and several initial results.

Methods

General presentation 

The network's ASD section applies the following general methodology: it uses individual studies, which might be labeled pragmatic or intensive or systematic, of the cases of patients treated over a 1-year period in psychotherapy in natural conditions. The data are entered in a database and undergo 3 levels of analysis: as single cases, grouped cases, and compared cases. These analyses concern not only the visible results (reduction in autistic behavior, development and acquisition of new skills, better psychosocial and intrapsychic functioning), but also the internal processes of psychotherapy that underlie them, that is, that characterize the patients and their problems, the therapist and their techniques, and their interactions. The effect of the context is also considered, based on the identification and analysis of the potential role of the principal variables that compose it and their effects, envisioned from the current work (age at screening and onset of care, family support, schooling, therapist's training, etc.).

This methodology meets the quality criteria defined by Kazdin in 2003 and 2007, making it possible to work with a multifactorial approach, while seeking to obtain a high level of evidence (sidebar). 

The data entered and treated came from the clinicians' intensive notes, accompanied whenever possible by an audio or video (for children) recording. These notes were taken directly during the session or immediately afterwards. The data resulted in individual scores, assigned by 3-person peer groups (the treating clinician and 2 peers). The peer group thus constitutes the heart of the system and simultaneously a space for clinical research and exchanges. It functions as follows: 3 clinicians meet as a peer group; they each treat one of their own cases, taking extensive notes during the first 3 interviews, then of 2 sessions at 3, 6, and 12 months (and whenever possible, also at 9 months). These notes are subsequently transmitted to the other 2 group members and used by each separately to score the instruments
. The 3 clinicians then meet, either in person (or via Internet) and compare their initial case formulations and their respective scores; when a consensus is reached after discussion of the evidence, the scores are transmitted and entered in our database. This process is repeated at each stage of the assessment, through the final case formulation and the scores that accompany it. Each participant must treat as confidential all data about these patients and is covered by the same legal privileges and confidentiality requirements as the treating clinician.

Once validated by the peer group, these data undergo quantitative and qualitative analysis by the methodological team. 

During the analysis, patient trajectories, treatment objectives, and results are studied in relation to the internal process characteristics and the principal mediators that emerge from the data. This operation takes place first for each individual case and then for the aggregated cases. At this second level, subgroups of cases with relatively similar psychotherapeutic profiles are extracted, and the classifications thus constructed are related to the results. A third stage of the analysis begins with cases similar by their age, duration of their psychotherapy, or initial severity of their autistic symptoms; the differences in their course over the study year are examined according to the variables, both internal and external to therapy, that might have contributed to them.

Network organization 

The network involves a collaboration between researchers and clinicians. It relies on the organizational association established between INSERM unit 669, which is responsible for the methodology and data analysis, and the French Federation of Psychiatry (FFP), which serves as a liaison with the clinicians and provides them with information. Both a steering committee and a scientific committee work with the network. 

The 23 peer groups working on ASD play a major structural and functional role. The network's methodology section organizes training and operational feedback meetings for the network. 

Training, both in general and in each section of the network, takes place during regular meetings and from the network website: www.techniques-psychotherapiques.org/reseau/. The site is intended to answer all of the clinicians’ questions and needs, whether they are interested in participating in the research or are already active participants. It presents the network and its methodology. It includes the instruments used (which can be downloaded or used on line) and training in their use. Operational feedback allows clinicians who are beginning research to let someone know what difficulties they are encountering and to receive specific responses to these, while those already advanced can discuss topics that emerge from the data analysis (the existence of subdiagnoses, for example). The groups also receive direct support through communications with M. Thurin by Internet, telephone, and meetings.

Funding has been or is provided by INSERM, the Directorate-General of Health, the Fondation de France, and the Costa de Beauregard foundation. 

Participants

Clinicians were recruited in France from the presentation of the research project and a call for participation launched by the FFP, in its newsletter Pour la Recherche and its website Psydoc-France. This call was relayed by learned societies of psychiatrists and psychologists and by several mailing lists. Recruitment was extended to associations of Italian practitioners that so requested.

In France and Italy, the CIPPA (Coordinamento Internazionale degli Psicoanalisti e Psicoterapeuti che trattano pazienti con Autismo, international coordination of psychoanalysts and psychotherapists treating patients with autism) actively supported the participation of psychotherapeutically oriented therapists. Cognitive-behavioral practitioners were recruited according to the same general model.

The psychotherapists are essentially psychiatrists and psychologists (N = 46, 92%), but also included several psychomotor therapists (N = 3, 6%) and other psychotherapists (N = 2, 4%). Among the 50 therapists whose case studies have been completed and are presented in this article, 41 have a primarily psychoanalytic orientation, 5 cognitive-behavioral, 3 are psychomotor therapists, and 1 is a play therapist. Twenty-seven work in private practice, 23 in public service (hospitals, day hospitals, and special schools), and 8 in institutions; 2 have a mixed practice. Their geographic locations are highly diverse. 

The psychoanalytically-oriented practitioners all have several years of experience with ASD. They have received extensive specialized psychoanalytic training in addition to their general training in clinical psychology or psychiatry and stated that their principal theoretical approach is psychoanalytic. The cognitive-behavioral practitioners all used exchange and development therapy (EDT), in which they received specific training in addition to their general training in clinical psychology or psychiatry.


The inclusion criteria for children was a primary diagnosis of ICD F84.0, F84.1, or F84.9 (childhood autism, atypical autism, and unspecified pervasive developmental disorders) and the therapist's commitment to use the study protocol to report and evaluate their psychotherapy for 1 year. Children could be included in the study when their psychotherapy began or, if already in treatment, at a specific moment defined by application of the full study protocol. 

The group of 50 children whose results are presented comprised 7 girls and 43 boys. At the onset of the study, 25 were aged from 3 to 6 years, 16 from 7 to 11 years, and 8 from 12 to 15 years.

Parents were informed about the study and asked to consen
t to their child's inclusion in this research. The CNIL (Commission Nationale d l’informatique et des libertés, French Data Protection Authority) authorized the network to maintain the databases used for this study.

Measures of change and process

The measures of change were assessed at the first 3 sessions (baseline) and from 2 sessions each at 2, 6, and 12 months. The process measures were taken from notes of a single session at 2, 6, and 12 months.

Change was assessed in 3 principal categories of functioning: autistic behavior, development, and intrapsychic functioning. Autistic behavior was measured with the revised version of the Behavior Scale Evaluation (BSE-R; Barthélémy et al. 1997), an instrument of 29 items assessing behaviors in general and in 2 specific dimensions, relational impairments and emotional modulation. Development was measured with the Autism Psychodynamic Evaluation of Changes scale (APEC, Haag et al., 2010). This instrument includes 147 items and assesses 7 dimensions, the expression of emotions in relationships, eye contact, body image, verbal language, exploration of space and objects, time perception, and manifestations of aggression. These dimensions are described according to a spectrum ranging from pathologic to healthy, with some aspects of the dimension considered abnormal (e.g., absence of eye contact with others) and others as characteristic of development and health (e.g., sparkling eye contact with a favorable tone of exchange, search for eye contact for joint attention). A third aspect is taken into account — that of items that might seem abnormal, but which express a process of development that is underway. They are classified under the term of transitory developmental emergence (e.g., alternation of joy and fear in eye contact). 
From the 147 formulations included on the APEC scale, we selected those that concerned skills for which the acquisition is simultaneously a milestone and a transformation with a pivotal function for the child and family. Fourteen skills met this criterion: F16, Seeking of genuine exchanges in relationships; F33, Eye contact with lively exchanges; F34, Seeking of eye contact with the other for joint attention; F35, Development of protodeclarative pointing; F55, Acquisition (or better integration) of toilet training; F62, Confirmation of the mirror stage; F67, Existence of verbal language; F80, Appearance of No; F83, Improvement of prosody (melody, intonation and accents), F85, Appearance of gestural language for social niceties (e.g., to indicate "well done" or “goodbye”); F87, Existence of graphic production; F99; Closed circles; F124, Almost complete disappearance of stereotyped (repetitive) behaviors and appearance of symbolic play; and F13, Awareness that time inexorably passes; better tolerance of separation.

Psychological functioning was measured with the Child Psychotherapy Process Q-set (CPQ, Schneider and Jones 2006), using 26 of its items to assess 3 dimensions: insight, affective expression and its accompanying defenses, and relationship to the world and to others. 
The CPQ was used to characterize the internal process of psychotherapy. This instrument is based on 100 items and constitutes a common language for describing and classifying the process of therapy. Each item is designed to be observable and to avoid references to a specific theory. It is intended to be essentially neutral and to be usable for any kind of therapy and simultaneously provide specific descriptors of the most specific ingredients of the principal approaches. The CPQ makes it possible to describe a range of therapeutic interactions and especially to characterize the patient-therapist interaction systematically. It uses a forced or mandatory sorting method that requires placing a number of defined items in 1 of 9 categories, which run from extremely characteristic (+4) through extremely uncharacteristic (-4) and including in the middle a neutral or unimportant category (0). This method thus enables the quantification of a subjective judgment of the most and least characteristic elements, as well as those considered neutral or unimportant, from sessions either recorded or described in detail at different points in the therapy, as defined by the protocol.

The case formulations are analyzed qualitatively to describe the children and their courses in their different dimensions of psychopathology and health, to present the potentially contributing factors, the degree of identity between the therapeutic actions initially planned and what was actually implemented, and the resulting theoretical and practical implications.

Statistical analysis and hypotheses

The analysis of the visible results was based on calculating the effect size from the initial and the final assessments and from the growth curve associated with the chronology of change. The process was analyzed at 3 levels, the first being that of the most characteristic elements, those that changed the most, and those that remained stable. The second level was that of the dimension of 5 mediators likely to play a role in the mechanisms of change according to existing studies and the principal theoretical models. This is
 the therapeutic alliance, together with its subfactors (the child's engagement, the child's participation and relationship with the therapist, the therapist's engagement and accommodation of his/her approach to the child, and the child-therapist interaction). The other 4 mediators concern: communication, verbalization, and language; affective expression and modulation; interpretation of the meaning of actions, behaviors, expressions, and experiences; the therapist's interventions relative to the child's behaviors. The third level of the process analysis involved a search for common features between cases based on relations that are established between therapeutic actions and the patients, both generally and as a function of theoretical/practical approaches implemented with patients whose conditions and relations to psychotherapy may differ. A final score concerns the potential effect of the moderators. Identified from a prior indexing, this effect is taken into account in interpreting the results after reviewing the case formulation in more depth. 

Results 

Case formulations

For the theme of problems and disorders, language, interaction disorders, and the child's strong reactivity to some situations were the 3 clinical dimensions underlined in the initial case formulations. These formulations also present the principal objectives planned and the initial strategies for attaining them.

Language was described as absent in 8 (16%) children, and poor or with limited expression in 5 (10%). Four (8%) children had language delays, 10 (20%) specific language problems (e.g., no shared language, difficulty in speaking, lability, scripting
, disharmony, idiosyncratic (personal) language, difficulty in narration, obsessive language, and repetitive language). One child (2%) was identified as having a language level above normal for his age. Four children (8%) were reported to have unspecified language disorders. These deficits and their expressions are assessed specifically in the APEC rubric.

Interaction disorders are also described according to modalities that differ from one child to another. The clinicians reported that 11 (22%) children had difficulties with their peers, 16 (32%) children had eye contact disorders (avoidance of eye contact, no eye contact, poor return of eye contact, unspecified), 12 (24%) children had difficulty in having contact with others (difficult or selective socialization, unspecified), and 14 (28%) children had severe communication or relational disorders. One child (2%) was reported to have no exchanges.

Children were more commonly described in terms of hyperreactivity to some situations. Intolerance of frustration was described for 27 children, with manifestations of anger, tantrums, or tears (54%); clinicians mentioned only 4 children as having strong reactions to separation (8%); 5 had inadequate emotional containment (10%), and 7 children an emotional deficit or instability (14%).

Remember that these points are reported according to the initial case formulation, based on the first 3 interviews, which inaugurated the year of psychotherapy to be evaluated. They were also described by assessment instruments.

Planned objectives covered 4 levels: communication/interaction, intolerance of frustration, self-construction, and learning skills. These are presented in Table 1.

The therapists took notes about their working strategies at the beginning of the psychotherapy: 9 (18%) noted work on the setting, 10 (20%) mentioned the importance of work with the parents, and 5 (10%) that of working with the other professionals working with the child. A specific psychotherapeutic approach was presented as a strategy for only 7 children (4: psychodynamic; 1: support; 2: exchange and development therapy). Five therapists indicated the number of sessions envisioned (2 sessions/week for 4 children, 3 sessions/week for the fifth). These items were specified individually during the study. 

Behavioral and developmental changes

The mean overall score on the BSE-R dropped progressively from a mean of 36.5 (sd=12.8) to 19.1 (11.0) (Figure 1). The relational impairment score fell from a mean of 42.7 (19.5) to 22.7 (15.9) and that for inadequate emotional modulation from 36.5 (16.6) to 20.2 (14.7). For these 3 dimensions, the null hypothesis of a variation due to chance was rejected (p-value (bilateral) <0.0001). 

The APEC scores relate to 3 levels of change: persistent pathology, acquired skills, and transitory development (see Methods) (Figure 2).

From T1 to T12, the scores for persistent pathology fell progressively from an average of 18.8 (9.8) to 11.4 (7.1); those for the dimension of acquired skills rose from 34.3 (16.5) to 47.8 (17.4). For these 2 dimensions, the null hypothesis of a variation due to chance was rejected (p-value (bilateral) <0.0001). The transitory development score, which is an indicator of the developmental process, remained stable at 16. The mean effect sizes were 1 for pathology and 1.2 for development.

The CPQ scores showed a lower mean evolution of the selected indicators of intrapsychic functioning. Insight remained negative (uncharacteristic), but with a variation of 7.5 points that was not significant because of the very large interindividual differences in change, expressed by the standard deviation (sd=27.6 at T0 and 31.2 at T12). Affective experience was positive (characteristic) and improved by a mean of 4.8 points. The relation to the world and to others, also in the positive range, improved by 8.3 points with an effect size of 0.4. For these last 2 dimensions, the null hypothesis of a variation due to chance was rejected (p-value (bilateral) <0.0001). These changes and effect sizes are summarized in Table 2.
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Figures 1 and 2
: Changes during the study year in autistic behavior scores (BSE-R) and in pathology and development scores (APEC)

RI = Relational impairment; IEM = Inadequate emotional modulation; GB = Global behavior; P = Pathology; TD = Transitory development; D = Development.

Figure 3 presents the course of the number of children who had at baseline or during the study year acquired each of the 14 basic elementary skills measured by APEC. The number of children with each skill at T0 is listed in blue; the number with each skill at T12 in red. The most difficult skills were the ability to stop stereotyped (repetitive) behaviors, to engage in symbolic play (F124), and to become aware of linear time and thus more tolerant of separation (F138). The search for real exchanges (F16), toilet training (F55), language (F67), and graphic skills (F87) are those that improved most in our group of patients. 
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Figure 3
. Number of children who had acquired the 14 essential APEC skills at T0 and T12 (N=50)

Characteristics of the internal psychotherapeutic process during the treatment 

We present here the first stage of the aggregate case analysis. It concerns the items most characteristic of the psychotherapy of the 50 children with ASD and the inferences we can make from them. The results from the analyses of the preconstructed and emerging mediators, as well as the inter-case and subgroup comparisons, will be the topic of another article.

Table 3 presents the 20 CPQ items most characteristic during the study period for the 50 children (CPQ score ≤-1.32 or ≥ 1.32). They are ordered from the highest to the lowest scores. The items coded negatively are presented with the corresponding statement, preceded by R (for reverse) and in italics (Table 3).


From these 20 statements, it becomes possible to define the mediators that played a role in these changes and to start to answer the current questions of research in psychotherapy: Why and how does psychotherapy work, especially in the autistic spectrum disorders? 


Of these statements, 18 describe the therapist's approach and 2 the child's attitude during the sessions. Four mediators emerged from the therapist's approach. They describe the framework of the psychotherapy, the way that the therapist accommodates the child, and 2 specific dimensions of therapeutic action: affective modulation and expression, and communication and language. 

Following the recommendations of Kazdin and Kraemer, we examined the relation of each of the 4 mediators to the inferred mechanisms of change and the results expected from its implementation. These 3 dimensions of therapeutic action, including the current and projected child, constitute an observational/explanatory whole that is consistent both internally and in relation to current knowledge. The expected results can be monitored from the 3 instruments we used as indicators of change: BSE-r, APEC, and CPQ. These constructions are presented in Table 4.

Discussion

We have presented a methodology that is appropriate for and responds to the current issues of research in psychotherapy: to develop evaluational studies that bring together clinicians and researchers in natural settings, combine qualitative and quantitative dimensions, deal with clinical questions, and can extend knowledge in this field. Three questions are at the center of this program: Why (the determinants), how (the mechanisms) and in what conditions (the context) does psychotherapy lead to favorable changes? These questions are dealt with in the framework of a practice-based research network studying individual cases that are subsequently grouped and compared. This methodology is innovative not only in its objectives, but also in its conception, which combines instruments describing visible changes by several approaches and a detailed description of the internal process of each psychotherapy that makes it possible to identify the principal mediators of change and the ways they intervene. 

This methodology is applied to the 1-year courses of psychotherapy of children with ASD. As shown by the HAS report on coordinated educational and therapeutic interventions in children and adolescents with ASD (HAS 2012), studies of psychotherapeutic approaches in this field are sparse; they do not exist for the psychodynamic psychotherapies and are at their very beginning for cognitive-behavioral therapy (Lerner et al. 2012). In our study, 80% of the individual therapies were conducted by experienced therapists with a psychodynamic approach, and 20% by cognitive-behavioral and psychomotor therapists. Our first result is that it is possible to conduct field studies of psychotherapy. This result is linked to the fact that clinicians with different theoretical orientations participated both willingly and profitably (Thurin JM, M & Midgley 2012) once assessments "by labels” 
were set aside; they came together instead to examine clinical questions that cannot be severed from general research, such as those of the determinants and mechanisms of change. Remember also that all of these therapists had experience and strong and extensive specific training, that they worked with a perspective open to the exterior, and generally had strong family
 support (Thurin M 2012).

The intensive study of process and results at 1 year has been completed for 50 studies and shows that psychotherapy, conducted in natural conditions by experienced clinicians trained specifically to treat ASD, is associated with significant changes. These changes concerned autistic behaviors (which were reduced), development (expressed especially by increased skills), and intrapsychic functioning (expressed by a reduction in emotional responses and an easier relationship with the world and with others). Accordingly, the children not only reduced their symptoms and acquired new skills, they also increased their sense of interior security and improved their representation of the world and of others, both changes that will play a role in their ability to cope with everyday stress. At the same time, we observed a nearly complete disappearance of stereotyped (repetitive) behavior in 27 children (vs 16 at T0) and better tolerance for separation in 23 children (vs 9 at T0). Nineteen children had positive insight scores at T12, which means concretely that they are now able to look at themselves. 

The psychotherapeutic process associated with these changes is described according to the 20 statements that best characterize it. The items selected by the 50 therapists show that in this population the most relevant mediators of therapeutic action were the setting, the therapist's accommodation of the child's individual situation, affective expression and modulation, and different actions with a common denominator of language. The setting is provided by a therapist who is involved, sensitive, attentive, confident, and assured and whose statements are exploratory and non-judgmental. Emotion is considered simultaneously in its deficient and its inadequately modulated aspects, through affective expression and modulation. The acquisition of language combines facilitation of children's verbal expression and verbalization of their experiences (and the feelings that accompanied them) by the therapist and, as soon as possible, directly by child and through play. 

The relation between the process and the result is inferred here from 4 of the 7 criteria proposed by Kazdin to establish a causal relation between the effects observed and the psychotherapeutic interventions used: (criterion 1) a strong association between the psychotherapeutic interventions defined as most characteristic, the 4 mediators in which they can be included, and the therapeutic change; (criterion 2) the specificity and plausibility of these mediators and of the mechanisms proposed; (criterion 7) the plausibility and consistency of the ways that these mechanisms are inferred in relation to knowledge in the field; the observation of the result through several case studies or samples (for example. the French cases versus the Italian ones). For this last criterion, we nonetheless cannot say that the result can be observed in all conditions (criterion 6).

Remember that the action of these mediators describes the attitudes most characteristic of therapists in their relations with children who, on average, were active, animated or excited. More specific tables will be presented in another article about children with strong difficulty in modulating emotions or whose functioning is especially chaotic. The mediators can be substantially the same, but the effect very different. Similarly, the mediators result from mean scores, which do not describe the longitudinal characteristics of their constitution. Finally, the determination of the most characteristic items of the psychotherapeutic process for 50 children does not eliminate interindividual diversity.

Aware as we are of the preliminary nature of this work, we must also underline its principal limitations. The naturalistic character of the study, which focused on the psychotherapeutic process, does not allow us to collect other treatment approaches (special education, speech therapy, group therapy). A survey is currently underway to provide more systematic data collection. The effects of some state-variables not presented here, such as age or context, will be analyzed in detail in a future article. We might hypothesize that the youngest children, whose management began earliest, acquired some skills faster than older children, who had not acquired them by the beginning of their psychotherapy. 

The assessments were not performed on a blinded basis, but the framework of peer groups should have limited the effects of subjectivity. We paid special attention to the question of inter-rater reliability, central here in view of the multicenter nature of the study. The procedure for inter-rater agreement took place in 3 stages. The first stage was that of individual scoring by each judge of the data according to validated instruments. The second stage was a meeting of the peer group to analyze the results and converge toward an overall group score. This method was used to improve the reliability of scores for data from instruments that may require a period of adaptation for clinicians who work alone and do not know them perfectly, especially for identifying the biases of scoring and for defining rational causes of divergences. The overall score was never obtained by averaging the 3 scores, but by discussion of the data. The scores from each stage were recorded and saved. The third stage involved regular meetings of operational feedback, which systematically included time spent on the potential scoring difficulties encountered. Details were added orally from textbooks and, as required, complementary instructions were developed and posted on the network website. Although the absence of a control group is not a problem in terms of understanding the process, it does limit the impact of measures of improvement because the effect of development by itself cannot be assessed. Our data nonetheless indicate that the children who started their psychotherapy later were at a less advanced level of development than younger children after 2 years of psychotherapy.


Finally, we were unable to assess several of Kazdin's criteria: the gradient of the effect correlated to the level of implementation of the mediator, effect of the variation of some mediators on the results, and the chronology of the action and effect (verifying that the action preceded the effect) all require case-by-case assessment. That is, we are working in the particular context of psychotherapy, the objectives of which simultaneously concern disorders and development. The accommodation of the therapist to these objectives can involve, as we have observed, focusing on emotional containment before being able to develop therapeutic action for communication and language or structuring body image. This case-by-case study is underway.

In conclusion, in this study group, all the children progressed. They did not all progress in an equivalent fashion, and understanding these differences leads us to assess the factors that might be involved in them. This approach is very different from that used for more than 20 years during which the assessment was reduced to before-and-after studies of groups. It necessarily involves rigorously conducted case studies. The clinicians and researchers find in this the object of their work and its motivation: "What will allow me to provide better care for my patients and to share the understanding that makes it possible?" "What will allow me to discover new knowledge that opens up new possibilities and to share and transmit it?" Here lie the foundations to reduce the gap, not to say cleavage, between those working in clinical psychotherapy and those working in research, and, simultaneously, to mobilize professionals.

This network remains in operation and we hope that numerous practitioners with different orientations and approaches will wish to join it, as have the 50 clinicians whom we thank today, for the case studies in which they directly participated have allowed us to present these first results.
Quality criteria for research in psychotherapy 

	1. Strong association between a psychotherapeutic intervention (A), the hypothesized mediator of change (B), and the therapeutic change (C).

2. Specificity and plausibility of the proposed mediator and mechanism. 

3. Gradient. Search for a "dose-response" relation between the mediator and the therapeutic change. 
4. Experimental manipulation. Vary one of the proposed mechanisms of change (or observe the effect of its variation in several studies).

5. Timeline. Establish that the inferred mediator intervened before the change.

6. Consistency. The result observed is found in several studies, samples, and conditions.

7. Plausibility and coherence. Articulation of a credible explanation of how a mediator or mechanism operates and integration of findings with the broader scientific knowledge base.
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Table 1 Objectives planned by clinicians in their initial case formulations

	Communication/interaction
	Intolerance/frustration
	Construction of self and of I
	Acquisitions

	• Develop communication (language and social interactions)

• Reduce the child's isolation and defensive withdrawal from the family circle

• Induce initiatives of communication 

· Maintain a secure climate to enable the best interaction

· Work with the parents
	• Diminish intolerance of frustration and separation anxieties 

• Promote motor and emotional regulation
	• Work on the psychic envelope (inside/outside)

• Work on the individualization/separation stage 

• Reduce oral and anal anxieties

• Consolidate the psychomotor containment and the feeling of self
	• Acquisition of toilet training

· Acquisition of language

· Construction of self-image

· Autonomy

· Reach individuation


Table 2: Variations and effect sizes according to BSE-r, APEC and CPQ indicators

	
	global score 
	relational impairment
	emotional modulation 

	
	T0
	T12
	∆
	TE
	T0
	T12
	∆
	TE
	T0
	T12
	∆
	TE

	BSE-R
	36.5
	19.1
	17.4
	2.1
	42.7
	22.7
	20
	1.7
	36.5
	20.2
	16.3
	1.2

	
	pathology
	transitory development 
	development

	
	T0
	T12
	∆
	TE
	T0
	T12
	∆
	TE
	T0
	T12
	∆
	TE

	APEC
	18.8
	11.4
	7.4
	1
	16
	16
	0
	0
	34.3
	47.8
	13.5
	1.3

	
	Insight
	AAD 
	RWO 

	
	T0
	T12
	∆
	TE
	T0
	T12
	∆
	TE
	T0
	T12
	∆
	TE

	CPQ
	-14.4
	-6.9
	7.5
	0.3
	13.1
	17.9
	4.8
	0.4
	7.4
	15.7
	8.3
	0.4


	Table 3. The 20 items most characteristic of the psychotherapy of 50 children with ASD aged 3 to 15 years

	item
	descriptive formulation
	M score
	va
 M score

	9
	The therapist is nonresponsive (cold, formal, detached attitude)(R. The therapist is responsive and affectively engaged).
	-3.12
	3.12 

	6
	The therapist is sensitive to the child's feelings and adapts communications to the child.
	2.98 
	2.98 

	77
	The therapist's interaction with the child is consistent with the child's developmental level.
	2.71 
	2.71 

	24
	The therapist's emotional conflicts interfere with the therapeutic relationship (R. The therapist refrains from responding personally to provocation and disturbing material )
	-2.37
	2.37 

	47
	When interaction with the child is difficult, the therapist accommodates him.
	2.33 
	2.33 

	88
	The session material is is meaningful and relevant to the child's conflicts.
	2.22 
	2.22 

	65
	The therapist clarifies, restates, or reformulates what the child said.
	2.22 
	2.22 

	86
	The therapist is confident and assured.
	1.98 
	1.98 

	72
	The child is active.
	1.96 
	1.96 

	3
	The therapist's comments are aimed at encouraging the child's speech.
	1.91 
	1.91 

	81
	The therapist emphasizes the child's feelings to help the child experience them more deeply.
	1.86 
	1.86 

	28
	The therapist perceives the treatment process accurately. 
	1.84 
	1.84 

	53
	The child conveys awareness of his own internal difficulties (R. The child seems unaware or lacking in knowledge of his own internal difficulties ).
	-1.83
	1.83 

	41
	The child does not feel understood by the therapist (R. The child conveys the sense that the therapist understands his experience or feelings.).
	-1.80
	1.80 

	45
	The therapist tolerates the child's strong affects or impulses. 
	1.72 
	1.72 

	18
	The therapist is judgmental and conveys lack of acceptance (R. The therapist refrains from overt or subtle negative judgments of the child).
	-1.71
	1.71 

	46
	The therapist clarifies, explains, or interprets the meaning of the child's play.
	1.59 
	1.59 

	2
	The therapist comments on the child's nonverbal behavior (for example, physical posture, gestures).
	1.47 
	1.47 

	13
	The child is animated or excited.
	1.39 
	1.39 

	37
	The therapist behaves in a didactic manner (R. The therapist uses exploratory or metaphorical statements).
	-1.33
	1.33 


When the mean score of the item (M score) has a negative sign, the R (reverse) formulations in parentheses and italics is the one considered. For example, a negative score for item 9: « The therapist is nonresponsive (cold, formal, detached attitude)(R: 'The therapist is responsive and affectively engaged). The colors associated with the item numbers refer to their possible association to prototypes of psychodynamic and cognitive-behavioral approaches. Accordingly, the colour yellow refers to a psychodynamic prototype, blue to a cognitive-behavioral prototype, and green to both prototypes with scores with the same sign. 

Table 4: Definition of the mediators setting, therapist's accommodation, affective modulation/expression, verbalization/symbolization, the corresponding inferred mechanisms of change, and expected results, based on CPQ items coded as most characteristic during the psychotherapy of the children assessed on average as active and lively (mean=1.39; sd = 1.27).

	Psychotherapeutic intervention 
	Inferred cause and mechanism of change 
	Expected result 

	SETTING

	The therapist is affectively engaged (9r), sensitive to the child's feelings (6), confident and assured (86). She makes exploratory statements (37r) and refrains from making negative judgments of the child (18 r). 
	The therapist's attention, sensitivity, and involvement support the child's sense of self. The exploratory, non-judgmental nature of the therapist's statements make it possible for the child to express affect without danger.
	He can commit to the therapeutic relationship and express himself safely. We would expect the setting to have an effect on improving the child's verbal and affective expression and modulation and his relational and cognitive participation. 



	ACCOMMODATION

	The therapist perceives the therapeutic process accurately (28) and adapts interaction with the child to the child's level of development (77). When interaction with the child is difficult, the therapist accommodates the child (47). The session material is meaningful and relevant to the child's conflicts (88).
	The child is a participant. It is the therapist who accommodates the child, his concerns, and his level of development. Power struggles between the therapist and the child are avoided; this interaction facilitates the child's drive and affirmation.
	The child expresses himself, is active (72), excited (13), and curious; he participates.

	AFFECTIVE MODULATION/EXPRESSION 

	The therapist emphasizes the child's feelings to help the child experience them more deeply (81). 

The therapist tolerates the child's strong affects or impulses (45) and refrains from responding personally to provocations by the child (24r).
	The therapist's ability to tolerate a strong and provocative affects and respond calmly opens a new space. The child can express his rage and opposition safely and can find there a meaning he is unaware of.

In emphasizing the child's feelings, the therapist expresses her understanding of his experience.
	The child becomes aware of his feelings and integrates their meaning into his representations of his experiences of the world and of others. This process plays a role in his construction of his representation of himself and his feelings. 

The relationship and play become means of managing difficult situations and associated with the identification
.



	VERBALIZATION SYMBOLIZATION

	The therapist's comments are aimed at encouraging the child's speech (3).

The therapist clarifies, restates or reformulates what the child said (65) or his nonverbal behavior (2). The therapist links the child's feeling and his experience (76), interprets the meaning of the child's play (46). 
	The therapist's mediation facilitates the child's communication and verbalization.

The repetitions, restatements, and clarifications introduce and consolidate a shared meaning. Conscious relations are established between experience and experienced affect, in the relationship and by play.
	The child seems aware of or understands his internal difficulties (53)

Appearance, language improvement and shared exchanges 

The child feels understood (41). He enters in the shared language and interacts strongly based on his experience. Affective management, representation of self, reduction in self-anxiety.


�C’est la sensibilité au changement ou la (dys)régulation émotionnelle qui est le facteur pathogène (et le sujet de ma phrase)?


�and draft initial and final case formulations??


�In writing? 


�The first of these is: ??


� ou, echolalia-like repetitive language, ou autre chose – pour langage plaqué. Les définitions ne sont pas très claires.


�Je ne peux pas modifié les graphiques Change in BSE-R 50 Children,


Change in APEC, 50 Children


Les modifs pour les legendes sont claires dans cette légende.


�Je ne peux pas modifier la graphique. Number of Children/50 who had acquired the 14 essential skills measured with the APEC at T0 and T12. La traduction des aptitudes se trouve sur la page 4..


�Ou peut-être, once labels were set aside (tout court-


�Literalement? Ou parmi leurs collègues?


�??


�Quelle identification?
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