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particularly vulnerableto conflict-relateddistortion and inhibition
at earlystagesof theirdevelopment.Oncefirmly established,mental
processes,like most skills, are unlikely to be impaired by psychic
conflict. Conversely,distortionsof mental processesareincreasingly
difficult to restorepsychotherapeuticallyonce the critical phaseof
their developmenthaspassed.With earlyandintensiveintervention,
mental processesmay receive the interactionalinput necessaryfor
their normalevolution.Onceprofoundinhibitions havebeenestab­
lished, therapeuticwork must undo them, in order to free up the
developmentalprocess.

The Influence of Anxiety on Treatment Outcome
Oneof theresultsof thepresentprojectwhichwasnotpredicted

was the apparentadvantageof a diagnosisof comorbidanxiety to
treatmentoutcomefor childrenwith disruptivedisorders.Children
who experiencedanxiety in associationwith their disruptivebehav­
ior, or other psychologicalproblems,were more likely to respond
positively to psychotherapeutichelp.Within the modelwe haveout­
lined, we suggestthatanxietyis an indicatorof thequality of organi­
zation of the "representationalworld" (Sandlerand Rosenblatt,
1962),and,asFreud (1926) taughtus, an internalsignalof incom­
patiblementalrepresentations.Thechild is motivatedby this anxiety
to distortrepresentationsin a defensiveway,andultimatelyto inhibit
mentalprocessesin order to reconcileincompatibleexperiences.

In this model,the absenceof anxietymay thenbe anindication
of a pervasivedistortionof representations,or morelikely a substan­
tial inhibition of mentalprocesses,to a point whereincompatibility
is no longer experienced.For example,a profound inhibition of
reflectivecapacitymayavoidrecognitionofdistortedrepresentations
andensurerelativefreedomfrom anxiety,but at thecostof causing
substantialdevelopmentalhandicap.A pervasivereorganizationof
the representationalworld may be the cognitiveprocessunderlying
the primitive defenseof splitting, where appropriateconnections
betweenmental representationsare apparentlysevered.Thus, the
absenceof anxietyinmostinstancescould be expectedto be associ­
atedwith greaterinaccessibilityto therapeutichelp basedon a re­
flective process.If the child hasinhibited reflectivefunction, hewill
not considerthe implications of therapeuticinterpretations.This
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model relates to Bien's observation (Bion, 1959) concerning pa­
tients' propensity to "attack" the linking of ideas.

The Impact of Intensity on Treatment Outcome, and the
Importance of Severity and Pervasiveness of Emotional

: Disorder
More intensive treatment was associated with a significantly

greater likelihood of improvement in adaptation, over a comparable
period of treatment (an average of two to three years in each case).
This seems to have been partly because children were more likely to
withdraw from nonintensive treatment, or to be withdrawn from it
by their parents. However, the difference in outcome remains
marked, and statistically significant, even after early drop-outs have
been excluded.

The contrast between insight and rehabilitative aspects of treat­
ment may account for the greater impact of intensive treatment on
patients whose primary disturbance is thought to be at the level of
distortions in mental processes, rather than mental representations.
Of particular relevance here are two aspects of the results of the
present study. First, the interaction between treatment intensity and
severity of disturbance for the emotionally disordered group, and
second, the relationship of treatment length (and intensity) to the
difference in outcome between emotional and disruptive disor­
dered children.

'With regard to the first of these issues, we suggest that process
disturbance is more likely to playa part in more severe pathologies.
In connection with borderline disorders, we (Fonagy and Higgitt,
1990; Fonagy, 1991; Fonagy, Leigh, Kennedy, Mattoon, Steele, Tar­
get, Steele, and Higgitt, 1995) have argued that inhibitions and dis­
tortions of mental processes, particularly the capacity to think about
the mind of the other, make the individual vulnerable to further
symptomatic disturbance. Multiple disorders, one way in which sever­
ity was operationalized in our analysis of emotionally disordered chil­
dren, would therefore suggest process disturbance. It is likely that
intensive treatment, in the context of a relatively safe therapeutic
milieu, is required if the development of arrested emotional and
cognitive development is to resume. 'Ve also speculate that the inten­
sive treatment offered to these individuals was the minimum neces­
sary to permit other aspects of the therapeutic process, addressing
distorted mental representations, to take effect.
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The less frequent sessions in nonintensive therapy generally
mean that the therapeutic relationship is less of a focus of the treat­
ment, and the patient's perception of the analyst's and his or her
own mental states are rarely monitored with the same degree of
accuracy and consistency. Nonintensive treatment is therefore less
likely to tackle developmental anomalies which underpin the child's
vulnerability, Less severe disturbance, not requiring such anomalies
to be addressed, does not require intensive treatment, and this pat­
tern was observed in the case of emotional disorders.

One striking finding of the present study was that, of the emo­
tional disorders, depression seemed relatively resistant to psychother­
apeutic or psychoanalytic help. This is in marked contrast to the
adult psychotherapy outcome literature, where depression has been
shown to respond well to interpersonal dynamic psychotherapy
(Shea, Elkin, Imber, Sotsky, Watkins, Collins, Pilkonis, Beckham,
Glass, Dolan, and Parloff, 1992). There have been no previous stud­
ies of the psychodynamic treatment of childhood depression; indeed
the very diagnosis of childhood depression has been controversial
until relatively recently (Rutter, 1988).

We suggest that, within the mental process model described,
childhood depression may represent a pathology of a qualitatively
different nature to adult depression, and indicate a deeper, more
widespread disturbance. We see childhood depression as a distur­
bance of mental processes related to the development of the self. As
we know, the key symptoms of depression in childhood are very
low mood and depressed appearance, low self-esteem, feelings of
hopelessness or aggression, withdrawal from contact with others, an­
orexia and other biological symptoms, suicidal thinking or behavior
(American Psychiatric Association, 1987; Weissman, Wickramaratne,
Warner, John, Prusoft, Merikangas, and Gammon, 1987). The psy­
choanalytic understanding of this pattern of reaction in adults is
most commonly couched in terms of the discrepancy between the
ego-ideal and the self-representation and z'or an unusually severe
sense of self-criticism and blame (Freud, 1912;Jacobson, 1964).

It seems likely that whereas depression in adults may indeed
reflect distortions of either self representations or representation of
the ego-ideal, in children suffering from depression, neither of these
structures has been sufficiently well developed for direct expression.
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in subjective states. We would argue that childhood depression may
in some instances reflect a dysfunction of mental processes associ­
ated with the creation ofself representation, particularly those associ­
ated with self-monitoring and self-evaluation. In this model, whereas
depressed adults experience self-devaluation, depressed children ex­
perience a deficient sense of self. The same overly critical attitude
toward the self, which in adults may manifest as hopelessness, under­
mines and threatens to destroy the growth of the child's as yet fragile
sense of self. Epidemiological studies offer data consistent with the
above formulation. There is evidence from studies of clinically de­
pressed children and adolescents (e.g., Weissman et al., 1987) that
the younger the child, the more severe and disabling the symptom­
atology, and, in particular, that younger children had more negative
views of themselves than did depressed adolescents. In adults, this
form of disturbance could be more akin to profound narcissistic
states or borderline personality disorder. It should be noted that
disorders involving a precarious or vulnerable sense ofselfare notori­
ously difficult to treat in adults (Shea et aI., 1992), and on the basis
of the present evidence also in children.

With regard to length of treatment, we would also argue that
brief treatments may correct disturbances at the level of mental rep­
resentations, but are unlikely to provide the child with adequate
input for the "rehabilitative" function of therapy to take place at
the level of mental processes. The lack of a significant difference
between emotional and disruptive disorders following long-term in­
tensive treatment may be understod in these terms. As we have sug­
gested, disruptive behavior is probably more likely to involve
disturbances of mental processes. For example, aggression may in
many instances involve a malfunctioning defensive strategy to protect
a fragile and vulnerable self representation (i.e., sense of self) and
the consequent fusion of self-structure with aggressive impulses (Fa­
nagy, Moran, and Target, 1993). Thus, in aggressive children, short­
term or nonintensive psychotherapeutic treatment would not be
likely to lead to substantial improvements.

Within this model, we would also expect that a primarily self­
reflective psychotherapeutic approach would be a source of confu­
sion and frustration for many individuals with disruptive disorders.
The high rate of premature termination in this group may be linked-
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to analysts' failure to take the child's inadequate capacity for mentali­
zation into account. \Ve speculate that this is a greater danger in
nonintensive therapy, where there is pressure toward reflectiveness,
with insufficient opportunity for the specific and intensive examina­
tion of the relationship with the analyst which can allow this capacity
to be developed.

Prediction of Outcome in Different Subgroups of the Sample
Prediction of outcome was considerably more accurate when

relatively homogeneous subgroups were drawn from the sample. The
importance of different types of variable could then frequently be
seen to differ, for instance, when three domains of information (de­
mographic and family, child and clinical, treatment) were used in
separate multiple regression procedures for the three matched age
groups, clinical variables (such as diagnoses) were by far the most
important in predicting outcome for the youngest children, whereas
family and treatment variables were of much greater importance for
children between 6 and 12 years. All three domains contributed
substantial information in the adolescent group. This pattern of re­
sults underscores the increased number of issues that come to be
entangled with the child's pathology, with development, and the
consequent increase in the complexity of prediction.

A consistent finding across all groups was the significant contri­
bution of parental pathology to the likely success of the child's treat­
ment. This contribution was not equally important or even in the
same direction in different subgroups, and again the developmental
context emerged as crucial. For example, severe mental illness in
the mother was found to predict outcome in opposite ways in the
two younger age groups: it was associated with poorer outcome in
children under 6 years, but positive treatment response in the
matched group of 6- to 12-year-olds. A history of serious psychiatric
illness in the mother has been found in many studies to be associated
with mental ill-health in children (e.g., Quinton, Rutter, and Gul­
liver, 1990). One may imagine that, while a history of mild neurotic
symptoms might make a parent more understanding toward a young
child's distress, major mental illness in a parent probably has the
reverse effect. It may be, however, that while such a history increases
the risk of childhood disorder at all ages, the impact on treatment
response varies with the developmental level of the child.
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The treatment of a preschool child is probably particularly af­
fected by distortion of the mother-child relationship, as, at least in
the decades during which these treatments were carried out, chil­
dren of this age usually spent most of their time with the mother,
had less access to alternative environments, and may still have been
too involved in the parental pathology to use fully the opportunity
for a new therapeutic relationship. In contrast, children in middle
childhood are generally very receptive to new relationships with
peers and adults, and may particularly seek alternative close relation­
ships where the mother-ehild experience has been very limited or
disturbing. The analytic relationship may offer something sufficiently
intense and prolonged to amount to a different experience of par­
enting, enhancing the child's commitment and likelihood of im­
provement.

While exposure to a disturbed environment, reduced reliability
of attendance, and other realities associated with parental psychiatric
illness are undoubtedly important, the model discussed earlier sug­
gests a further dimension. Studies by ourselves and others have
shown that the parents' capacity to reflect on the child's mental
state may be critical for both the development of normal patterns
of attachment between the child and the caregiver, and the normal
growth of mentalizing function in the child (Fonagy, Steele, Moran,
Steele, and Higgitt, 1991; Main, 1991). Parental psychiatric distur­
bance, particularly at early developmental stages, may be one of a
number of reasons why a mismatch between parental and infant
mental state can repeatedly occur. \Ve would speculate that many
children with psychiatrically ill parents develop disturbed attachment
relationships for this reason (e.g., Belsky and Rovine, 1987; Shaw
and Vondra, 1993). It is likely that insecure internal working models
of relationships may make the child more resistant to an interper­
sonal relationship with a benevolent adult, including a psychothera­
peutic relationship (Dozier, 1990; Dozier, Stevenson, Lee, and
Velligan, 1991; Shirk and Saiz, 1992). It is also likely that children
whose early experience has tended to-inhibit the growth of a reflec­
tive self (i.e., of the capacity to think about mental states in oneself
and in others) will have particular difficulty in using dynamic psycho­
therapy, which uses this capacity more than most forms of treatment.
Although this form of intervention-the development of a long­
term, intimate relationship with a reliable, sensitive adult-may offer
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a vital opportunity for change to such a child, he or she will find it
much harder to understand and to use than a child whose "mentaliz­
ing" capacity is already well developed.

Modifications of Technique to Improve Outcome
What does this work involve in practice, with such developmen­

tally impaired children? We have referred in the introductory section
to the technique of "developmental help," based on the model of
psychopathology outlined by Anna Freud. It is not easy to separate
out what is analysis in the classical sense and what is developmental
help as practiced by psychoanalysts at the Anna Freud Centre, but
study of past and current cases leads to a preliminary characteriza­
tion of this approach. A single example from the work of G.S. Moran
may help to illustrate this issue. II

David was a IO-year-old diabetic, with long-term problems of
noncompliance with self-management of the disease, and aggressive
behavior toward family members, children at school, and himself.
David often tried to tear his mother's hair out; he would swear, refuse
to eat, or squirt his Insulin into the sink. David's mother had a long­
standing affective illness. An unwanted, aggressive, and abused child,
she had been in institutional care from the age of 5. She had a severe
puerperal depression following David's birth, and their relationship
was always stormy and often violent. David's relationship with. the
analyst was correspondingly fraught. David found his analyst fright­
ening and menacing. David was hostile, most often reading comics or
making a mess. Interpretations ofDavid's projection ofhis aggressive
wishes onto the analyst rarely had any impact, and he often had to
be restrained. He felt persecuted by the analyst's comments, and
became abusive. The analyst talked to David of his difficulty in under­
standing or expressing what was going on in his mind and the help­
lessness this caused him to feel. David simply shrugged his shoulders,
said his head was empty, and buried himself in his comic. David was
showing an unusual form of intense resistance: he could not tolerate
his analyst thinking about him. He tried to protect his mental self
from his analyst's thoughts, as he may have tried to blot out his

IIThis child and his treatment have been described more fully in a previous
paper (Fonagy, Moran, and Target, 1993). This case is chosen because of this fuller
description for those who may wish for more detail, and because this child provides
a case comparable to the other described afterwards.
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mother's rejection of him, through her years of depression and later
her active hostility. There was no indication of any period of at­
tunernent with either parent, which would have helped David to
recognize his own or others' states of mind, and to experience mu­
tual feelings other than of aggression. His constant attacks on his
analyst and the analytic process seemed to be attempts to avoid
awareness of the analyst's interest and insight, and to maintain an
impression of mutual lack of concern.

As we have said, interpreting this state of affairs did not help
David. The analyst invented a game in which he and David made
notes on "What I think you think I am thinking about you today."
David wished to repeat this game day after day for months, often
calling for it at times of intense anxiety, when previously he would
simply have reacted destructively or withdrawn from all contact. Fol­
lowing David's lead, the analyst reflected on David's mental state,
principally in relation to himself, both conscious and preconscious,
rather than interpreting repudiated feelings about past and present
relationships.

Gradually, David became able to talk about thoughts and feel­
ings in himselfand in his analyst. Eventually, his terror of being seen
as "bad" began to surface. His unprovoked, excessively aggressive
acts could now be seen and interpreted as aimed at objects whom
he experienced as seeing him in a negative way. It seemed as if
through attacking these individuals, he could temporarily rid himself
of bad reflections which threatened to overwhelm him.

In a sense what is striking about the vignette is not any remark­
able insight of the analyst, but on the contrary the very ordinariness
and humanity of the intervention. This has to be seen in contrast to
some other cases, where an insistence on classical interventions ap­
pears to dominate the reports, at times perhaps to the point of dog­
matism. Again a simple, this time anonymous example.

Mark was, like David, 10 years old and the son of a woman who
had developed a manic-depressive disorder soon after his birth. He
was impulsive, and difficult to manage at home and at school; he
also regularly wet his bed and had many somatic symptoms. In the
analysis with ajunior woman analyst he often climbed, fought, and
threw wet tennis balls around the room. At other times, he would
arrive early for sessions and watch the analyst secretly, intently study­
ing her face. In sessions also, she sometimes felt he was absorbed in
trying to read her expression.
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Interpretations along classical lines, as with David, had little ef­
fect. For example, in one session when, in constructing a model
battleship, he glued little guns in place of big ones, his analyst com­
mented: "You feel awful when you want to behave like a big man
already when you still look and feel like a small boy." He responded
by getting into a confused state, argued at length that the analyst
was '\Tong and stupid and a clot (idiot), and that girls knew nothing
about these things. The analyst then attempted to show him the
reversal of his castrated feelings and his conflict about the size and
place of holes in the ship's body and where the guns of each size fit
as the expression of his confusion about the bodies of men and
women. She went on to talk to him about his wish already to do what
father and grown-up men (the big guns) do and explained about
holes in women's bodies. He responded by scribbling on the model's
assembly instruction sheet, said the analyst was crazy and that he
would have to be her therapist.

We suggest that the analyst, in following the classical model of
analytic work, missed transference aspects of Mark's communication.
He could be seen as feeling like the small gun, inappropriately
placed into the big, frightening battleship of the analysis, experienc­
ing his position as in a psychological vacuum, where he felt too small
to understand the alarming ideas of his big analyst. The analyst then,
arguably, compounded the problem by forcing even more big and
complex ideas into Mark's mind, to which he could only reply by
attacking her and the formulaic approach which she was taking. We
think it likely that Mark, like David, was engaged in a desperate
search to find the adult mind which would help him understand and
contain the confusion in his own mind. His mother's unpredictability
had for a long time denied him this opportunity at home. We suggest
that, sadly, the analyst in this case was too often concerned with a
somewhat stereotyped theoretical understanding of the case to pro­
vide the safe interpersonal context for Mark to begin to find a consis­
tent picture of himself in the mind of another person.

Mark became more and more unmanageable, in the analysis, at
home and at school. As his behavior deteriorated it became clear
that he would have to be sent to a special residential school for
maladjusted children. His outcome was rated as negative and his
diagnosis at termination had changed from enuresis and separation
anxiety to conduct disorder.
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The inappropriateness of classical technique in this case may
strike us now, but at the time, it very likely seemed entirely appro­
priate and in fact there was little alternative within psychoanalysis.
Classical analysis was rarely used with children with pervasive devel­
opmental disorders but was routinely used with children such as
Mark who had milder forms of developmental disorder. In fact, it
was the treatment of these children as well as the autistic cases, very
disappointing clinically, which created the impetus for the modifica­
tion of technique which we now call developmental help and its
extension to children previously considered to be in the neurotic
spectrum.

Developmental intervention pertains to the pathologies tradi­
tionally defined as residing in the ego, labeled as developmental
disturbances, and thought to relate to ego functions and self and
object representations. Developmental help includes those aspects
of the analyst's interaction with the child which address: (1) ego
functions (mental processes) via self and object representations; (2)
the verbalization of internal states and differentiation of affects; (3)
the breaking down of unmanageable affects (anxiety) into smaller
manageable entities which the child can master; (4) the develop­
ment of internal representations of affects so that the child can mas­
ter his own feelings; (5) the facilitation of thinking by reducing
anxiety and making links between different aspects of thought pro­
cesses; (6) facilitation of thinking about cause and effect, particularly
within relationships; (7) helping the child separate internal from
external, real from unreal, fantasy from reality; (8) setting limits
and offering explanations for the limits provided; (9) facilitating the
creation of internal representations of self and other; (10) establish­
ing reciprocity (e.g., giving and taking); (11) developing the capacity
to delay gratification; (12) helping the child to develop an "as if"
attitude, and the encouragement of fantasy; (13) gradually confront­
ing the child with opposing ideas, for example, the possibility of
hatred and dependence on the same person.

While these elements enter into any analysis, especially with
children, we suggest that they need to be much more intensively and
repeatedly focused on with children whose primary disturbance is at
the level of mental processes, rather than of the representations
they generate. The claim that educational and supportive aspects

61

 at University of British Columbia Library on September 3, 2015apa.sagepub.comDownloaded from 

http://apa.sagepub.com/


Peter Fonagy-Mary Target

of analysis may be particularly important for children with serious
developmental problems chimes with the findings concerning more
seriously disturbed adults in the Menninger study of psychotherapy
reported by Wallerstein (1986). A number of alternative theoretical
formulations could accommodate such findings, most especially
those rooted in self-psychology (Kohut, 1977). It may be important
to clarify the distinction between our theoretical approach at the
Anna Freud Centre and that of self-psychologists (e.g., Stolorow,
Brandchaft, and Atwood, 1987). The clinical interventions subsumed
under the concept of developmental help may be very similar to the
psychoanalytic techniques which are assumed by self-psychologists
to provide the soothing and mirroring function that leads to the
restoration of the self, achieved through mastery or a move beyond
omnipotence. However, our understanding of the origin of the disor­
der is rooted in notions of conflict rather than of deficit. We assume
that intense intrapsychic conflict, particularly at early stages of devel­
opment, may have as one of its consequences the inhibition or "de­
coupling" of certain mental functions critical for normal
development, resulting in apparent deficits which nevertheless may
be possible to overcome through appropriately modified psychoana­
lytic work. This must take into consideration the patient's limited
capacity genuinely to comprehend the nature of complex mental
states, including the possibility of psychic conflict. Therapeutic work
must therefore initially focus on assisting the child to lift the inhibi­
tions on his mental functioning which in turn may make access to his
mental world easier and, in extreme cases, possible for the first time.

Limitations of the Present Study
This study, like all retrospective investigations, has limitations.

First of all, it obviously was not possible to assign children randomly
to treatment or control groups. One therefore cannot conclusively
show child analysis to be effective in the treatment of children, rela­
tive to other modes of treatment, or even to no treatment. The main
grounds for comparison are studies of the natural history of the
disorders under scrutiny. Information is gradually accumulating
from epidemiological.studies (most recently the work of Cohen and
her colleagues [Cohen, Cohen, and Brook, 1993]) that psychiatric
disorders in children tend to persist for years in about half of all
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cases. There appears to be little difference in this persistence ac­
cording to the age of the child, but certain disorders are particularly
likely to continue (especially pervasive developmental disorders, but
also conduct disorders). Various strategies could be used to
.strengthen the retrospective information, for instance by matching
these children with others who were referred but not treated, and
following up both groups. Although we are currently doing this,
attempting to identify ways in which children treated analytically
may have greater long-term resilience, the issue can only be really
convincingly addressed in a prospective design, incorporating a care­
fully chosen control group from the same population.

It is also, of course, an important consideration that even where
the rate of improvement during treatment is clearly superior to that
expected from the natural history, the effective elements in treat­
ment remain to be identified. With an intensive and complex treat­
ment over some years, involving considerable attention to both
parents and children, and occasionally wider social intervention
(e.g., transfer to a more appropriate school), it is by no means clear
that the analytic work has been the crucial ingredient. This is largely
unavoidable in a retrospective study, although some confirmation
did emerge, in multivariate analyses of treatment outcome, that addi­
tional aspects of the Centre's work (parent guidance, psychothera­
peutic treatment of parents, attendance at the Centre's nursery
school) did have an impact on the extent of change in the child's
functioning. It also seems clear that intensity of treatment can have
a strong impact in certain types of disorder, and in children rather
than adolescents. To what extent this is a result of more thorough
analytic work being done in more intensive therapy, and to what
extent it means that nonspecific factors (attention) have a different
impact on different groups, remains to be clarified.

Other clear limitations of this study were that the measures of
outcome were in terms of surface adaptation (including social and
emotional adjustment, not just symptomatology) rather than spe­
cifically assessing intrapsychic functioning, and there was no exami­
nation of the relationship between analytic process and outcome.
While enormously increasing the accessibility and value of this work
for clinicians and outcome researchers in other areas of child treat­
ment, this obviously reduces its interest to analysts. The first point,
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that intrapsychic functioning was not recorded as the primary out­
come measure, was, we think, inevitable given that our material was
confined to records of past cases. It would have been foolhardy to
claim to record change at this level with accuracy. However, we are
currently working on ways of coding the children's adjustment in
analytic terms for use in prospective outcome studies (using a
method of assessment based on the Diagnostic Profile, A. Freud,
1965), and of recording extensive details of the process of analysis
for each child. We will be very interested to discover whether there
are relationships between "good" analytic work and positive analytic
outcomes (e.g., establishment and resolution of transference neuro­
sis) or improvement in external adjustment (as we have assessed
this). Previous studies of adult psychoanalyses have generally failed
to show such a relationship (see Kernberg, Burstein, Coyne, Appel­
baum, Horwitz, and Voth, 1972; Wallerstein, 1989; Kantrowitz et al.,
1987a, 1990a,b,c). Nevertheless, we regard these questions as central
in analytic outcome research and have written a very detailed manual
of technique in child psychoanalysis to enable us to evaluate whether,
and in which respects, an analysis was "good," i.e., followed the
principles and technical procedures regarded as fundamental by ex­
perienced child analysts (Fonagy, Edgcumbe, Target, Moran, and
Miller, in press).

A limitation which has already been mentioned, and was of
course unavoidable, is that these findings apply specifically to psycho­
analytic work as carried out at one center, within Anna Freud's tradi­
tion. The results suggesting, for instance, that adolescents did not
gain extra benefit from more intensive treatment, or that clinical
depression tended to be a negative indicator, would need to be repli­
cated at other centers before taken to be generally the case. For
instance, as we have described earlier, Anna Freud herself was pessi­
mistic about using intensive treatment with adolescents, and al­
though many of her students (whose work is included here) have
disagreed with this, her attitude may have shaped expectations and
technique so that we are seeing a self-fulfilling prophecy.

A further important drawback of the present study is that it was
only possible to take measures of improvement at the beginning and
end of therapy, rather than at regular intervals throughout the
course of the treatment. This means that the likelihood of improve­
ment may be confounded by length of treatment, particularly for
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disorders which have a high rate of spontaneous remission. However,
it is important to note here that improvement was generally related
to treatment intensity as well as length of treatment.

Notwithstanding the above limitations, the integrity of the mate­
rial reported in this study is relatively high. The original clinical
'records were systematic and constantly monitored (by Anna Freud
and her senior colleagues), and the extraction of information was
reliable and guided by clearly defined criteria. The powerful and
consistent prediction of outcomes from the variables coded also sup­
ports the soundness of the data. The strength of the prediction is
considerably better than that reported in most psychotherapy studies
with either children or adults. In other studies, variables recorded
before the start of treatment have rarely accounted for more than
10 to 20 percent of the variance in outcome (Casey and Berman,
1985; Weisz, Weiss, Alicke, and Klotz, 1987; Weisz, Weiss, Morton,
Granger, and Han, 1992). Excluding treatment variables, it proved
possible to specify 30 to 60 percent of this variability, applying pre­
dictors similar to those used in other studies.

Several factors may account for this. The most important is the
length and relative uniformity of the treatment offered. Most psycho­
therapy studies examine brief interventions and therefore identify
individuals who benefit from treatment in the short term. There may
have been other children in those samples, with similar demographic
and clinical features, who would have benefited from the treatment
had it continued. A further advantage, in terms of prediction, was
the diversity of the Hampstead sample, as it was a clinical population
rather than one specially drawn up for experimental purposes. This
gave us the great advantage of being able to examine differences in
outcome between a wide range of subgroups of this population, in
clinical presentation and developmental stage, which allowed us to
improve the power of prediction considerably.

It is also possible that the superior quality of the clinical records
and our definitions of variables gave ~ firmer basis from which to
predict. One distinction between the present study and others is that
the Anna Freud Centre database is based on the sophisticated and
systematic observations of skilled analysts. In the past, the generally
poor reliability of clinical judgments has gradually shifted clinical
data collection away from interview data toward far more reliable,
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psychometric instruments. More recently, researchers have become
increasingly aware of the grave limitations, alongside the advantages,
of this approach. It is possible that the predictive power of this clini­
cally based database, subjected to rigorous and clinically sensitive
description across hundreds of cases, may support a paradigmatic
shift in research on psychosocial interventions, from a uniquely ques­
tionnaire oriented tradition to one where such information is supple­
mented with data collected using traditional clinical skills.

CONCLUSIONS

Psychoanalysis has a tradition of sharing clinical material and experi­
ence. We are trying to find ways of extending this tradition, so that
it can benefit from advances in scientific methodology. This should
ultimately allow us to test and compare cherished theoretical ideas
more rigorously within the world of psychoanalysis, and bring much
readier acknowledgment of its findings and effectiveness in the
wider community.

The study reported here represents the first stage of a program
of research to investigate the short- and long-term outcomes of child
psychoanalysis and psychotherapy. Although one must be cautious
about generalizing these findings to other settings and clinical ap­
proaches, we hope to have shown that it is possible to assess the
outcome of this treatment systematically across a large number of
cases and analysts, using measures and methodology which meet
current standards of outcome research and can thus be communi­
cated to a wide audience. At this stage, it has been possible to investi­
gate outcome without intruding on the privacy of the consulting
room or burdening the analysts with unfamiliar assessments. We have
found that, at least in this setting, there are important differences
in outcome according to diagnostic group and developmental level,
and further that the factors affecting outcome are considerably dif­
ferent between these groups. When subdivided, a large proportion
of the variability in outcome can be accounted for using the informa­
tion recorded retrospectively. Most of this variability was predictable
before the analysis began, and thus may have important implications
for assessment. Of course, it may be that the variability is largely
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accounted for by the different kind of analytic processes which may
be set in motion by particular kinds of psychoanalytic patients. Ulti­
mately, what may be most informative to know is what ways analysts
may have found to address different types of pathology, and to what
extent these are able to bring about results better than those which
inight be expected with development alone.

We are currently undertaking this kind of study, trying to exam­
ine reasons for different outcomes within fairly homogeneous groups
of cases. What may explain the successful versus unsuccessful therapy
ofa child with OeD (Target and King, in preparation)? What modi­
fication of techniques are necessary to engage a child with conduct
disorders, and achieve reasonable outcome with children in the bor­
derline spectrum (Target and Storm, in preparation)?

Further stages of our program involve increasing the psychoana­
lytic interest of our measures, particularly of the process of analysis,
carrying out prospective research, and following up a large subgroup
of the patients whose analyses have been included here. We hope in
this way, building on advances in the measurement of aspects of
personality, attachment, internal object relations, somatization, and
cognition, to discover whether there are aspects of adaptation and
resilience which can be shown to be enhanced into adulthood by
the experience of psychoanalytic treatment early in life.
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APPENDIX I. SUMMARY OF MEASURES USED,
CRITERIA FOR IMPROVEMENT, AND TECHNIQUES

OF STATISTICAL ANALYSIS

Measures and Criteria for Improvement
'Ve have collected information on over 200 parameters on each

of the 763 cases meeting selection criteria for the study. The mea­
sures fall into three categories.
A. Demographic

The extensive biographical and social information includes,
for example, the child's age, sex, siblings, and other aspects of
family structure. There is also information about the family's
cultural background, a breakdown of socioeconomic status,
and information on the accessibility of the clinic. Wherever
possible, we recorded the current and past mental health of
each parent, their overall level of adaptation, their symptoms,
diagnoses, and treatment where applicable.

B. Diagnostic
Diagnostic conclusions arrived at in psychoanalytic charts are
largely unrelated to diagnoses using standard psychiatric crite­
ria, although information required for reliable psychiatric di­
agnosis is readily extractable from charts (e.g., McGlashan,
1984). In our study, as well as Anna Freud's psychoanalytic
diagnostic categories, we used European (ICD-10) and North
American (DSM-III-R) standard psychiatric classification sys­
tems. 'Ve made a concerted effort to extract information con­
cerning symptomatology from the charts and establish
probable DSM-III-R diagnoses on Axis I and Axis II on all
cases. The reliability of these judgments was checked by inde­
pendent assignments ofdiagnoses by three senior child psychi­
atrists independent of the chart review, working in the United
States and the United Kingdom. The overall intraclass reliabil­
ity was consistently high, Cohen's Kappas ranged between 0.8
and 0.9. In addition, individual symptoms were recorded fol­
lowing Achenbach and Edelbrock's (1983) Child Behaviour
Check List.

Finally, level of functioning was rated on a new measure
designed to assess the general adjustment of a child. We have
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called this the Hampstead Child Adaptation Measure
(HCAM). This is a 10o-point rating scale conceptually based
on Lubarsky's Health-Sickness Rating Scale (Luborsky, 1962).
Its psychometric structure owes much to the CGAS instrument
developed by Shaffer and colleagues (Shaffer, Gould, Brasie,
Ambrosini, Fisher, Bird, and Aluwahlia, 1983) in conjunction
with the DSM-III-R system. A manual has been compiled to
guide this rating procedure and we have successfully demon­
strated that the scale can be used with a high degree ofreliabil­
ity (0.75-0.85). The Hampstead Child Adaptation Measure is
loosely based on Anna Freud's notion of developmental lines,
with raters required to make judgments on the child's adapta­
tional achievements relative to their age and physical and so­
cial circumstances. Change scores (between the start and end
of treatment) on the CGAS and HCAM scales are highly corre­
lated, but, at least in this context, HCAM turns out to be a far
more reliable indicator of general level of adaptation (in­
terrater reliability coefficient 0.85 for HCAM vs. 0.75 for
CGAS).

C. Clinical
Relevant clinical information on each case includes a limited
number of potentially significant etiological factors; amongst
these losses of important figures, separations from the caregiv­
ers and significant disturbances in family relationships in early
childhood were regarded by us as the most important. In addi­
tion, information was gathered concerning the analyst (e.g.,
gender, years of experience), the critical characteristics of the
treatment (frequency, duration, interruption, etc.). Care was
also taken to classify reasons for termination, in particular to
distinguish treatments terminated following agreement be­
tween the therapist and the patient or parent as opposed to
those ended at the request of the parent or the child against
the advice of the therapist.

Three measures of outcome at the end of treatment were
used in this report.
1. a child was considered to be still a "case" on diagnostic

groundsifat the end of treatment he or she still met criteria
far any psychiatric disorder, and had an adaptation level
rating below 70.
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2. Statistically reliable change. We categorized cases according
to the presence of statistically reliable change in adaptation
level. Level of functioning was rated at the beginning and
end 'of treatment on the HCAM. In our data, a difference
of 8 to 10 points (depending on the subgroup) between
ratings at the beginning and end of treatment meant that
a child could be considered to show real and definite im­
provement, even though he or she might still be psychiatri­
cally diagnosable and maladjusted. Unlike the previous two
measures, this looks for clinically important change rather
than "cure."

3. We used the Jacobson and Truax criteria (1991) for de­
termining cut-off points between clinical impairment and
normal functioning. These authors propose a statistical
method for distinguishing sick and well groups, based on the
distribution of scores within the two groups. The authors
propose three methods for determining cut-off points,
which in our case all yielded similar results. We used the
Jacobson and Truax formula for calculating the relative
likelihood ofbeing in the functional or dysfunctional popu­
lation, based on the point of equal distance between the
means of these two populations, weighted by the distribu­
tional properties of each population. The formula for cal­
culating this cut-off is given byJacobson and Truax

weighted relative likelihood index = ~ X M1 + SJ X Mo
~ + 81

where SJ is the standard deviation (s.d.) of the normal group, and
M1 is the central point of the dysfunctional group. We used data
from Bird, Canino, Rubio-Stipec, and Ribera (1987) using the CGAS
scale to estimate the s.d. and mean of the nondysfunctional popula­
tion. \Ve used our own sample to estimate population means and
s.d.s for a dysfunctional group. HCAM ratings at termination of less
than 68 were found to identify cases who still belonged to the dys­
functional group. The two distributions were clearly discrete.

Finally, we also used the change in HCAM ratings as a continu­
ous variable in predictions of the extent of improvement.
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Child Analysis: Predictors of Outcome

Statistical Analysis
For statistical analysis, we used the BMDP suite of statistical pro­

grams (Dixon, 1988). To reduce shared variance between predictor
variables, we performed a principal components analysis with vari­
max rotation on 80 variables, and arrived at 58 relatively indepen­
dent predictors. We contrasted groups using analysis ofvariance and
covariance to examine a continuous dependent variable (e.g.,
change in HCAM) in relation to one or more categorical variables
(e.g., diagnostic group and intensity of treatment), sometimes ad-

justed for a covariate (e.g., length of treatment); cross-tabulation
procedures were employed for looking at the relationship between
two categorical variables. We used stepwise multiple regression and
discriminant function analysis to predict favorable outcome from the
58 independent variables. In all ANOVA and regression analyses we
tested that the assumptions of the general linear model were justi­
fied, by examining the distribution of residuals plotted against pre­
dicted values. The interaction of three or more categorical variables
(for example severity ofdisorder, intensity of treatment and improve­
ment) was modeled using hierarchical log-linear analysis (Fienberg,
1977) which, in a manner analogous to the ANOVA, breaks down
multi-way associations, and attempts to fit models to the observed
frequency distributions using the lowest order of interactions re­
quired. Wherever significance tests were used to examine the sepa­
rate impact of many predictors, appropriate statistical corrections
were made to avoid obtaining spuriously significant associations be­
tween predictors and outcome variables.
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