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Abstract 

The first conversation between clinician and family is a complex, crucial encounter. This 

practice-based research used video recordings of my first conversations with children and 

families attending a specialist child and adolescent mental health service (CAMHs) for 

people who had already been given, or who sought, a diagnosis of an Autism Spectrum 

Condition, to examine systemically informed practice.  

The objectives of the research were to explore: what happens when I subject my everyday 

practice to systematic research, how I move with my words and my body between different 

domains of action in conversation with families, and how moment-to-moment interactions 

with words and body contribute to the unfolding of the conversation. Working from an 

onto-epistemological position of knowing-in-being, I used ethnographically and auto-

ethnographically inspired methods of creating material, and used multiple analyses with 

videos of 10 first conversations.  

Reflexive Thematic Analysis of transcripts was used to explore patterns across the material. I 

created ten themes, grouped under three thematic territories: creating a space for all 

voices; talking about the presenting concern; therapist as an active conductor. These 

thematic territories serve as a systemic processual guide to the first session. Within the 

themes identified, the use of tailored self-stories to build the therapeutic relationship was 

particularly striking. 

Experimental analysis to picture the flow of conversation through domains of action 

highlighted a unique and fluid path of actions through each conversation. This demonstrates 
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how the flow of the conversation is jointly, responsively constructed and how the themes of 

the conversation are performed in an improvisational way.  

Applied Video Conversation Analysis together with a Systemic-Diffractive analysis 

demonstrated the responsive complexity of moment-to-moment actions and how epistemic 

status and stance are navigated, particularly in creating space for the young person to share 

their knowledge and understanding about matters of concern.   

I conclude that the overall conduct of a systemically-informed first conversation is based on 

a process of responsive pivoting improvisation, whereby the conversation is patterned in an 

improvisationally fluid, intra-active and relationally-responsive way. My findings have 

tentative implications for how clinicians might help families know more about what to 

expect when they come to CAMHs. My findings also have tentative implications for the 

practice and training and supervision of systemically-influenced practitioners, whereby the 

microanalytic techniques of applied conversation analysis can be combined with a systemic 

diffractive analysis to notice and improve practice. 

Keywords: CAMHs, first sessions, applied video conversation analysis, reflexive thematic 

analysis, flow mapping, autism spectrum condition, systemic practice, diffraction.  
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Before 
 

“Some of the greatest debts we have are to those who live in different times and spaces”  

Karen Barad, (2007, pxi) 

 

Ann and I are standing in the corner. There are few decades and a few thousand miles between 

us. Standing next to her helps me think about how I got here and I’m so pleased to be able to 

discuss with her which aspects of my practice I might explore in this research process. 

I explain to Ann that ages ago, I started off in the quant. research corner feeling like I knew what 

I was doing. And knowing that other people found what I was doing useful, because they cited it, 

and still occasionally do. I tell her that I then played in the qual. corner for a bit, using qual-ish 

methods of analysis, bracketing myself off, but coming back to myself. Reflexivity was a bolt-on 

rather than a foundation. 

In this new section of my journey I’ve been encouraged to wander  out of my comfort zone, 

almost to make it up as I go along rather than following, and, as I see it, gently extending paths 

that others have trodden. I tell Ann that I’ve made new friends along this journey, but I’ve also 

learnt a lot about the importance of feeling comfortable with where I am, of temporarily 

knowing something, before being able to open space for new ideas again. 

So, it’s really helpful when Ann tells me of the importance of doing what feels right, of the 

importance of finding more friends to join me, either in the corner or a bit further along the 

journey. 

As she says this, I spy Candy, a new friend, out of the window. She’s sitting and observing 

families as they go about their ordinary, everyday business. She’s just out of reach, but I am 
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reminded of our recent conversations, her generosity in sharing her work, and the importance 

for me of feeling the solid ground she contributed to on which to stand as I reach for a new 

direction. 

What do I do, Ann? You followed your own path, you have/have had women and men – men like 

John Shotter – by your side at times. You stuck to your principles, aided by John, who had done 

the same for a very long time. You produce work that really resonates with people, that really 

does something to their work. 

I had hoped to see John, often to be found deep in conversation on the slightly isolated path 

leading on from the qual. corner. I wanted to talk to him because of his influence on Ann and 

because his writing and conversation have influenced my orientation to this project. I knew he 

was unlikely to be here so I brought along a pile of his books and papers. It was a big pile and I 

still don’t quite know how to carry it. But I have a sense  –  a sensation  – of thinking from within 

rather than about. I wonder what he would have made of my attempt to pin something down, 

however temporarily. 

I smile at Ann, we say adieu, and I tiptoe out of the corner, just about touching fingertips with a 

couple of friendly people from qual. and waving to an old friend from quant. I look ahead to the 

path that I will make and wonder who I will be and what I will be doing when I get there. 
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Part 1:  Introduction and overview 

 
 “The spoken language is but one component of a full social performance. Our words 
are notes within orchestrated patterns of action” 
Gergen, (2009 p.73) 

 

 1.1 What am I doing here? 

What is it that happens between a clinician and a family when meeting for the first time? 

How does the conversation unfold? How do we move from the start to the end of the 

conversation? How can the myriad ways in which the conversation unfolds be understood? 

This insider-practitioner research explores what I actually do in first conversations with 

families who attend a specialist NHS Child and Adolescent Mental Health clinic (CAMHs). In 

this introduction I intend to briefly introduce the research project, to introduce my onto-

epistemological stance and to introduce me-the-researcher to you-the-reader.  

The research took place within a specialist CAMHs team for children where there was some 

concern about an Autism Spectrum Condition (ASC), and their families. The reasons for 

referral were overarchingly to do with concerns about the psychological well-being of the 

child or young person in the context of some form of relationship to ASC. Some children and 

young people had been given a diagnosis of an ASC: some accepted this diagnosis and others 

did not. Others had been referred because a professional or a family member wondered if 

this diagnostic label might best explain their difficulties and might help make sense of their 

emotional, behavioural or psychological struggles.  
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The issue of ASC provided a backdrop for the research but is not the focus of this auto-

ethnographically inspired research. While the context of the research was a specialist 

CAMHs team, my prime interest was related to what I do, or , put another way, in how I 

orchestrate patterns of action (Gergen, 2009). The focus of the research was me, not them. 

However, as I understand the world, we act, or intra-act, in relation. No person is an island. 

Existence is not an individual affair, it is only together that we jointly and responsively make 

something. I am only me, in this moment, because of my intra-action with you (Barad 2007, 

Ellis 2016). All I can do in any moment is respond within the bounds of my own experience 

and knowledge (Krause 2010). The way I ‘read’ the situation, the things I notice and omit, 

the moves I make are constrained by (and constantly evolve in relation to) my experience of 

the world. In this regard, I hold in mind the notion that what I do is bounded and influenced 

and shaped by my experience and my experience of you. 

In choosing to focus on my actions not the actions of the other, I do not intend to reject a 

systemic gaze. Rather I simply intend to cut, or privilege one part of the system and to 

obviate my positionings within that moment. What I do is determined not only by me and 

you but by the reason for our meeting and what we, within the frame of the institutional 

setting, need to achieve together.  

Systemic practitioners have long been attracted to the notion that we need to do different 

things at different times. The model of Domains of Action as defined by Lang, Little and 

Cronen (1990) has greatly influenced my and others’ systemic practice over decades. The 

domains of production, explanation and aesthetics can help a practitioner consider what 

they are doing in any moment and can guide the practitioner to think about what they might 



10 

 

do next. Despite the frequency with which Domains of Action are used in practice and 

practice-based writings, no systematic research has sought to examine how the Domains of 

Action operate in relation to actual clinical practice. One aspect of this research was 

therefore to systematically explore what happens when the Domains of Action are examined 

in relation to my actual clinical material. 

I started this project thinking that I was exploring my own practice in a unique way. In the 

final year of exploring relevant and resonating literature, I came across unpublished work by 

Gregory Bateson and colleagues, conducted over 60 years ago. Described in the unpublished 

manuscript entitled The Natural History of an Interview (McQuown et al., 1971), Bateson and 

colleagues were the first researchers to try and develop and describe ways of analysing 

words and bodies from video film material. Discovering this research provided an 

unexpected and fascinating historical context for my research, but also led me to consider 

just how hard it has been, over decades, for teams of people to understand the ‘totality’ (if 

that is ever possible) of what goes on between clinician and family. 

Despite these early attempts to map what is now referred to as multimodality, 

published research on the process of systemically-influenced therapeutic work has 

been greatly engaged with the analysis of discourse and has yet to fully embrace the 

‘embodied’ or ‘corporeal’ turn (Nevile, 2015, Seikulla and Trimble 2005, Sheets-

Johnstone, 2009). Like Bateson et al, I wanted to find ways to research not only what I 

say, but also what I do. I soon came to link this interest with Karen Barad’s view that 

language has been given too much power (Barad 2003) and Arlene Katz and John 

Shotter’s view, more fully elaborated by Shotter in many publications (see for 
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example Shotter 1993, 2008) that words in their speaking are meaningless, that they 

need to be understood in the larger flow of living, bodily activity (Katz and Shotter, 

1996). Much later I linked this interest  to notions of multimodality (Mondada, 2013). I 

therefore wanted to emphasise my working and knowing and learning both from 

within and looking into my practice. Taking Shotter’s ideas, I wanted to consider how, 

if the meaning of the word is created in its speaking, how the meaning of movement is 

created in its performance.  

The ‘level’ of focus of this research requires brief mention. The Natural History of an 

Interview examined micro-aspects of communication and tried to connect these with 

broader patterns of social interaction. In this research, I have also chosen a micro-

analytic focus, to focus on the small, often missed aspects of conversation that are 

subtle but powerfully influencing. An argument that I build throughout the thesis is 

that while there are many levels of context that we could consider, and that all levels 

are equally important, it is worthwhile to punctuate our thinking and to explore one 

level closely.  In essence this research could be said to focus on the ‘speech-act’ level 

of the levels of context of Co-Ordinated Management of Meaning (Cronen, Chen and 

Pearce 1988). I define the speech act as a communication that includes words, 

gestures and movements, that encompasses what the body does in an inseparable 

performance with the words  (see figure 1).  The layers of context above the speech 

act ‘influence’ and affect how it is performed. Likewise the performance of the 

speech-act can pose an implicative force on the layers above. Contextual and 

implicative forces might be equal or unequal. To focus on the lower part of the 

diagram, for that is where this research is set, each speech act can be seen as a turn at 
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talk. Each turn at talk belongs within an adjacency pair, that is the turn at talk that 

goes before or after, and relates to the first turn, depending on the kind of turn that 

each is. A basic adjacency pair example is a question (the first pair-part) of a question 

or comment and a response to that question or comment (ten Have 207). Multiple 

adjacency pairs contribute to the overall episode. The importance of this is that each 

speech act is influenced by and influences the flow of the conversational episode.   

While all layers of context are equally important, and given that in the doing of 

research it is important to make choices about the focus and nature of a study, there 

is benefit in punctuating or boundary-making, in order to study one aspect in depth. 

Next to the layers, you will find a simplistic description of my relationship to each 

layer.  In broad terms, the layers of analysis attempted focus on the episode (Reflexive 

Thematic Analysis and Flow Mapping) and selected Speech Acts (Applied Video 

Conversation Analysis).  

 

Figure 1: Situating the research within layers of context 

 

 

 

 

 

(Western, diagnostic)    Cultures        

                  (Systemic clinician)  Identities 

        (Clinician-patient)   Relationships 

      (First conversation)  Episode  

         (Why are you here)   Speech acts 

                               words, gestures, movements 

Implicative forces                                                      Contextual forces 
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In my clinical practice, I try to create space for multiple ways of seeing and being (Campbell 

and Draper 1985, Cecchin 1987). I wanted this multiplicity to pervade my research. 

Therefore, in trying to systematically make sense of my material, multiple layers of analysis 

were used. One of these layers relied on the use of Reflexive Thematic Analysis. The other 

layers – mapping the flow of the conversations, Applied Video Conversation Analysis and 

Systemic-Diffractive Analysis, were more experimental. In telling multiple stories it has been 

possible to describe rich but perhaps shallower stories, as opposed to a single deep story. As 

others have recently found, it has also been possible to show how in asking multiple 

questions of the material and using different analytic methods, different stories emerge 

(Tseliou and Borsca, 2018, Bertrando, 2018). 

In the doing of this research I have been interested in what I notice along the way. The 

processual learnings have seemed just as valuable as anything that I might call findings at the 

end of this particular research journey. I have tried to reflect this throughout the thesis. 

1.2 Real-life research 

Completing research in real-life situations is much more complex than in the 

laboratory or any other controlled environment. Nevertheless, exploring the messy, 

complex nature of practice, particularly in the field of health care (Greenhalgh and 

Papoutsi, 2018) and specifically in relation to systemic practice, is of great value in 

developing practice and theory (Oka and Whiting 2013). From the start of the project I 

was clear that I wanted the research to be practice-based, and I defined this in very 

concrete terms, as linked to my actual practice rather than to do with creating data 

that evolved from some kind of interaction ‘about’ my practice. I liked both Ron 
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Chenial’s idea, (Chenail, 1991) to scratch an itch of curiosity about what goes on in 

therapeutic work and Gail Simon’s idea of practitioner research, i.e. that which 

involves telling stories from practice (Simon, 2012). 

Practice within CAMHs is changing fast with increasing government focus on establishing 

parity between health and mental health services (NHS England 2014, 2015, 2017, 

Department of Health, 2018). When my research started in 2015, the process in my clinic 

was that after a referral had been accepted by the service, families were invited for a first 

meeting. The aim of the first meeting was to establish the concerns of the child and family. 

The conversation included an exploration of the reasons for attending the clinic, a 

discussion of risk, a discussion about the family and professional network and a discussion 

about what people hoped to achieve from the referral. Following the first conversation, the 

clinician would talk with the multidisciplinary team about the first conversation and plan 

what to do next: further assessment by the first clinician, assessment by another clinician, 

beginning an intervention, discharge, etc. and communicate this to the family. My material 

for the research was based on these first conversations. The research came to an end when 

initial contacts with the family started to be conducted by phone. This was a response to 

new models of working within CAMHs designed both to address lengthy waiting-lists and to 

ensure that the family were ‘in the right place’. While these conversations enabled a swifter 

contact to be made with a family, I worried about the impact of engaging one person in 

discussion about the ‘problem’, and worried about what impact this would have on 

engaging other family members and particularly the child. I also worried about what detail 

and nuance might get lost in such telephone consultations. Given the call for ‘precision 

mental health’ (Bickman et al., 2016), I was concerned that the richness and detail that 



15 

 

could be gleaned from an initial session, on the basis of talking with the child or young 

person and their family, might be lost. 

The research I completed was different to that which I had anticipated. I had planned to 

record and analyse my work with families from the moment we first met over a number of 

sessions to the moment we said goodbye. A number of contextual factors changed over the 

course of the research including changes to the way that the service was commissioned, the 

kinds of referrals received and the length of the waiting list. It therefore quickly became 

apparent that patient journeys through the clinic would be more varied than I had 

anticipated, and I would only be able to consistently record first conversations with families.  

In describing my research, I refer to first conversations as ‘systemically informed’. This is a 

phrase chosen to reflect how I see everything I do as influenced by my training in systemic 

psychotherapy. What I further mean by this is that my worldview and practice position 

involves seeing people and ‘problems’ in relation to families and systems, and that while I 

see my job as being to facilitate change, I do not necessarily take a view about the direction 

of change or action that needs to be followed. Within this I do not deny my knowledge, 

influence, role, authority and power, but I seek to use what I know and the positions I 

inhabit in the world in a reflexive (or, as I will later suggest, a diffractive) way to contribute 

to change. This is all situated within a dialogical relationship (Anderson 2012).   

What distinguishes systemically-informed practice from generic CAMHs practice, 

particularly given the way in which psychologists, social workers, psychiatrists and CAMHs 

practitioners are utilising ‘our’ approaches, methods and techniques (Burnham 1992). I see 

the biggest difference in relation to the positioning of the therapist and the use of our selves 
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as as-valuable a resource as our theories, tools and techniques. Within this, I think that 

delicate use of self-reflexivity and self-disclosure can be more clearly seen in our practice 

than ‘theirs’. Of course, the distinction is not at all so polarised, but setting it out in this way 

helps illustrate my view of systemically-informed practice. 

 

1.3 Telling research stories about and from within practice 

Set within a contemporary context of the health professional’s memoir, where medics, 

nurses, surgeons and others (Marsh, 2014; Kay, 2017, Westaby, 2017; Watson, 2018) tell 

funny, sad and deeply moving stories about their working lives, therapists of varied 

theoretical orientations have also written about what they do in the therapy room. Patrick 

Casement (1985) and Irving Yalom (2012) taught us how much we could learn from our 

patients about ourselves and about our practice. Susie Orbach (2016) has described the 

workings of psychoanalysis from the position of the therapist and Tanya Byron (2015) has 

provided an insider view of working as a clinical psychologist. Jonathan Wyatt (2018) has 

recently written about working as a counsellor and as part of that writing has described the 

complexities of writing about patients, and the tensions that readers can experience if there 

is insufficient clarity regarding consent to be written about.  

The majority of these books privilege the voice of the writer. Stories are composite fictions 

of actual practice told in evocative, even heart-breaking ways (Behar, 1996). What joins my 

endeavours to these books is a desire to show and tell stories from the position of the 

therapist. Two things distinguish my position from those writers,  firstly because I explicitly 
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sought consent from families to take part, secondly I was determined to stick closely to 

actual practice rather than that which makes a good story. 

Whatever the field of practice, practice-based evidence bridges the gap between what 

practitioners do and what researchers do (Pistrang and Barker, 2010). Insider practice-based 

research is a growing field where practitioners apply systematic ways of noticing what they 

do and how they do it so as to develop their own practice and to contribute to the 

knowledge of others. For example, in 2002, John Mason, a professor of mathematics, 

published a book entitled Researching your own practice, the discipline of noticing. In this he 

described how life and practice, in his case the teaching of mathematics, happened ‘too 

fast’ to notice everything. Noticing was described as a systematic form of being awake and 

mindful of the present and of one’s own practices (p.184). Writing from a positivist 

perspective he suggested that disciplined, systematic noticing could be used as a valid 

research method that could generate knowledge, although he noted, perhaps embracing a 

more post-modern perspective, that no research method could fully provide the ‘truth’. 

In a similar vein, in 2003, Per Stensland reported an action research of his own practice as a 

General Practitioner. His research involved trying to introduce a new way of engaging his 

patients, using illness diaries. He wrote of the tension for him, and the challenge for others, 

of moving between the role of researcher and clinician. He noted how the process of 

researching one’s own practice challenged conventional scientific standards and raised 

issues of credibility of the data. Stensland described how:   

“When research is done on one’s own practice, there is a medical task to achieve, an 
interaction to assess and a research question to explore. The medical interaction is 
asymmetrical as power and tasks are not evenly distributed. Rather than trying to 
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compensate for unideal “research conditions”, these context elements should be 
reflected on overtly.” p.80 

 

In encouraging other researchers to explore their own practice, he alerted readers to some 

pitfalls: not clarifying one’s preconceptions, losing the subtle cues to the patients’ message 

– would they really be able to say no or withdraw?, underestimating the need for 

professional encouragement and undervaluing the need for research assistance. 

Daphne Rickson (2009) also used an action research frame to explore the dual task of 

conducting research from within her practice as a music therapist. Focusing on the tension 

between the two roles, she highlighted the importance of critical reflection in figuring out 

how to most effectively judge potentially conflicting roles.  

What these examples highlight are the potential benefits of researching actual practice. To 

add to this, and of particular relevance to the methodological choices I will later outline, 

O’Reilly et al. (2015) reflect on analysing material from real-life CAMHs: 

“Investigating real world practice has advantages over retrospective accounts as it 
enables an exploration of what truly happens during clinical practice. The use of 
naturally occurring data in clinical research is a relatively new addition to the evidence 
base, facilitated by the growth of qualitative research, which is well-suited to this task. 
The use of Conversation Analysis specifically, provides a unique perspective onto 
contemporary practice and provides a nuanced understanding of the interactions.” 
p.200 

 

1.4 Combining research and practice 

As Mason, Stensland and Rickson reported, navigating the doing of the task and the impact 

that a research lens has on how that task is done is complicated. As a clinician, my prime 



19 

 

concern is for my patient. Part of that concern relates to how I monitor and continually 

improve what I do. Supervision is a core part of this process. In line with my scientist-

practitioner professional upbringing, practice-based research could be anchored as the third 

aspect of the practice-development triangle. 

Most extant research in the psychotherapy field involves researchers examining the practice 

of other people. Given the aim of a practitioner doctorate is to conduct practice-near 

research or indeed research from within one’s practice that will benefit the practitioner and 

also their field of practice (Drake and Heath, 2010; Simon, 2018), the invitation to research 

from within one’s everyday practice is strong. 

Strong opinions are expressed in the literature regarding whether it is possible or indeed 

ethical to combine research with clinical practice. For example, Pistrang and Barker (2010) 

argue that it is unethical to combine the roles of researcher and therapist as this raises 

‘irresolvable’ conflicts of interest, as clients cannot freely consent to participate in their own 

therapist’s research as they may fear negative consequences if they refuse, and they might 

find it impossible to answer research questions openly and honestly for fear that this would 

affect the clinical service. 

Conversely, there are many who argue that all practice is research and that insider-

practitioner-research is both do-able and valuable (Simon, 2012; Wulff and St George, 

2014). Simon and Chard (2014) and Wulff et al., (2016) suggest that both research and 

systemic practices involve similar steps but are described differently, are all underpinned by 

curiosity (Cecchin, 1987), and can be done as one, thereby losing the need to ‘translate’ one 

thing (research) into another (practice). My reading of the literature suggests that ongoing 
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consideration of issues of ethics and epistemological and ontological positioning are crucial 

if we are to try and successfully navigate this dual clinician-insider/practitioner-researcher 

role. 

As an insider-researcher, I occupy multiple positions. I am clinician and researcher, I am 

participant and observer. Within the confines of this project I only give voice to my own 

understandings of the material. Positioning me as the subject is an important ethical issue. 

This is not a participatory project. If research is to be about people diagnosed with ASCs 

then it should be conducted collaboratively with people diagnosed with ASCs (see Chown et 

al., 2017).  

As I moved through this project, I quickly started to appreciate the complex ethics of the 

dual positioning of clinician and researcher, in relation to the ethics of consent, what is and 

can be known and how things are known, and researcher vulnerability. I have written 

elsewhere about the ethical issues in conducting autoethnographically-inspired research, 

the complexity of in-the-moment decision-making about following the research agenda or 

following what is required by the patient, and the challenge of getting ethics committees to 

engage with this kind of research (Helps, 2017b). I have argued for a dynamic relational 

ethics of care when researching one’s own practice. In this, ethics is seen as a dynamic, 

evolving process, rather than a static tick-box exercise. It requires the conviction within 

every moment from a moral position that the needs of the patient always trump the needs 

of the researcher. In taking up this moral position, researcher reflexivity (which is very 

similar to clinician reflexivity) is key. Reflexivity is a practice that allows the researcher to 

‘systematically’ show up in the relationship between object, representation and knower, to 

investigate their role in the constitution of the research material (Barad, 2007). 
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Of reflexivity in research, Kim Etherington (2007) writes that it : 

“encourages us to display in our writing/conversations the interactions between 
ourselves and our participants from our first point of contact until we end those 
relationships, so that our work can be understood, not only in terms of what we have 
discovered, but how we have discovered it”  
p.601. 
 
 

She frames reflexivity as an ethical, moral and methodological issue. She further notes that 

all parties are potentially vulnerable during and after undertaking ethical reflexive research. 

Karen Barad (2007) describes two main critiques of reflexivity, regarding the absence of 

social factors and the foundation of reflexivity on representationalism, suggesting that 

reflexivity ‘like reflection, still holds the world at a distance’ (p.87). Barad offers diffraction 

as a conceptual tool for thinking in a performative as opposed to a representational way. I 

will say more about diffraction and how this notion shows itself in the research later. 

Systemic practitioners and self-reflexive researchers alike have long expressed their feelings 

of vulnerability and nakedness when under the intense scrutiny of research and researchers 

(Scheflen 1973, Jones 2003, Etherington 2007, Ellis 2004, Hollway and Jefferson 2010). This 

was certainly my experience. From my field notes, August 2015: 

Before I even begin my research, I am thinking differently about the clinical sessions yet to 

be had. The more I think about how I do my clinical work the more I think about how I sit, 

what I say, what I wear. It is absolutely impossible that this thinking will not then influence 

my practice in the room with families who I meet. This is a worry for me given that I have 

been granted ethical permission to conduct the study on the basis that the service remains 

the same. But any experience, any news of a difference that emerges from having team or 

supervisory conversations, changes the service that families get. Of course any change in a 
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therapist will have an impact on the service families get. Any change, in any domain, even 

the rain outside the window or the presence of a large crane erecting a portacabin in the 

carpark, or the absence of the stuffed panda in the toy box will have an effect on the 

service/the experience that families get. 

 

1.5 My professional and personal context 

My position through this thesis straddles the different roles of my professional life, first as a 

clinical psychologist, then paediatric neuropsychologist, and then as a family therapist. 

What I want to emphasise is how all my practice is systemically informed, as well as 

informed by my other professional stocks of interactional knowledge. These stocks of 

interactional knowledge  (Peräkylä and Vehvilƒinen, 2003) are the things that we do as a 

result of our professional trainings, for example asking questions in particular ways or 

mirroring the language and body posture of those with whom we are in conversation. So, 

whether working with families about family communication or carrying out a diagnostic 

assessment, I try to think relationally, I think about the spaces between people, and what it 

is that people are making (together) of their experiences. 

I have mostly worked in the UK NHS and within CAMHs settings. My 1990s clinical 

psychology training taught me to be a scientist-practitioner, that is, to use scientific 

evidence to inform my clinical practice (Long and Hollin, 1997). Over the years, debates 

about what ‘evidence’ is have evolved, becoming more critical of ‘scientific’ research, with 

its attendant claims of neutrality, and clinical psychologists have become more interested in 

and more accepting of qualitative and other non-positivist research to inform practice 
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(Cromby 2012). I, and perhaps my first profession, have been a bit slow to accept what 

many regard as the shaky ground on which positivist, supposedly value- and bias-free social 

science research is based (Lather, 2007). 

Both older critiques of psychology (Shotter 1993) and more recent critiques of clinical 

psychology, suggest that the discipline of psychology made a ‘big mistake’ in defining itself 

as an individually-focused science, where mechanised, thought-less interventions are 

promoted (Nichterlein and Morss, 2017). Nichterlein and Morss argue in favour of drawing 

from a combination of science, philosophy and art in the context of a critically reflexive 

practice, moving from what human nature is to what human nature can do, posing the 

question of ‘what is psychology doing to support the becoming [my emphasis] of a humane 

– rather than human – collective’ (p.132). 

They suggest that through the training of a clinical psychologist, there is a ‘grooming’ into 

the process of specific discourses of diagnosis and of evidence-based practice, so as to 

demonstrate credibility within the institution. They suggest that within this striated space, 

clients are ‘interrogated’ to see how their profile fits with the professional/diagnostic 

discourses:   

“The mastery of the clinician relates to this ability to see and understand the condition 
of the person being treated better, more comprehensively, than the person in 
question her- or himself”  
(p.144) 
 

This conditioning process is lodged deep within me and my practice, and while I perhaps 

experience it in less negative terms than Nichterlein and Morss might, a dissatisfaction with 

static, individualised ways of formulating the struggles experienced by people quickly led me 
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to learn about systemic ways of practice. In my current practice, I find it helpful to be able to 

think in a  both-and way, for example about diagnostic frameworks and the spaces-between 

people and how the challenges people face can be constructed and sometimes dissolved 

through discourse.  

Whereas early clinical psychologists followed a medical model and relied on scientific 

evidence, family therapy emerged from a dissatisfaction with individualist models of human 

functioning. Systemic knowledge and practice has largely emerged from careful study of and 

reflection on actual practice that was been theorised, developed and then brought back into 

practice, although it is worth a reminder that Gregory Bateson, a canonical influencer,  was 

a ‘proper’ scientist in his approach. Perhaps linked to what we might now describe as cycles 

of quality improvement and the privileging of practice-based evidence, many systemic 

practitioners view themselves as insider ‘everyday researchers’, seeing the tasks and skills 

involved in systemic practice and post-positivist qualitative research as similar, (Wulff and 

St. George, 2014; Simon 2014, 2018,). 

In my clinical practice I work hard not to fall in love with my hypotheses (Cecchin et al., 

1993) and to hold fast to the notion that there are many good-enough ways of achieving 

change (Sluzki, 1992). In response to this and perhaps as a way of continually juggling my 

different experiences of what research ‘is’, this research is multi-layered although all those 

layers sit within a qualitative and post-modernist frame. 

Much of my current practice involves training and supervising regarding clinical 

psychologists and family therapists. When I work with students and colleagues as part of a 

reflecting team, I am curious about what we take from each other in developing our skills, 
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and in how these insights from practice contribute to our broader understandings of what it 

is that we do. When joint working, I frequently describe my thoughts, feelings and bodied 

reactions whether in front of the screen to the family or behind it to the reflecting team. My 

research interests therefore stretch to consider how what I learn about my own practice in 

this doctoral journey might influence my role as trainer and contributor to the next 

generation of clinicians.  

No matter what professional stocks of interactional knowledge I draw from, (Peräkylä and 

Vehvilƒinen, 2003), my personal identity cannot be separated from my professional identity 

(Hedges and Lang, 1993; Krause, 2010). I have white skin, live in a diverse and safe Western 

country; I have an able body, a feminist view of the world, access to education, financial 

resources to ensure that me and my loved ones are warm and safe. These factors (and 

myriad others) affect how I go about doing research (indeed they mean that I am able to 

stop some paid work in order to complete a professional doctorate). How aspects of my 

embodied self intra-act (Barad 2007) with the research is messy. How does being a mother 

affect how I talk with mothers about their concerns about their children? How does being 

an anxious mother affect my moment-to-moment movements in relation to other mothers’ 

anxiety? How does being a mother of teenagers affect my focus and interest in the latter 

parts of the analysis on the epistemic rights of young people to describe their concerns 

about themselves? How does being a mother affect my knowing-in-being in relation to 

other mothers? How does being a systemically-informed (and indeed fully qualified) 

therapist affect how I run my practice? Without offering any answer to these questions, I 

take some comfort in reassurance that we might hold very different ideas and influences in 



26 

 

our heads and bodies when we go into a session with a family and, for the most part, all are 

equally useful (Sluzki, 1992). 

 

1.6 My writing aim and style 

I have been influenced by others who have tried to disrupt the traditional nature 

of academic writing (Gergen, 2009; Rober, 2017; Gale, 2018), and to write 

something that felt connected to the way in which I do my practice and indeed to 

the way in which I try to live my life (Cunliffe, 2018). While I have not been as bold 

as I had hoped, I hope to have created a readable structure. I have at times taken 

up John Shotter’s style of quoting longer chunks of others’ words so as to try and 

respect the power of others’ words and to then respond to them. I have also been 

influenced by the practice of autoethnography where using the self as research 

subject challenges the traditional research task of representing or indeed re-

presenting the ‘other’ and the writing is both a process of inquiry and a product 

(Ellis, Adams and Bochner, 2011). 

Therefore, in an attempt to both show as well as telling about what I did, the 

reader will find occasional descriptive reflexive stories throughout the text. These 

are an attempt to use my own experience to understand the culture of my 

research field and to ‘show up’ my influence as researcher in the text. These link 

to the systemic-diffractive layer of analysis, in which I allowed myself the freedom 

to draw from my embodied experiences, from fieldnotes and from memories of 

being within the sessions, to make sense of what was going on. 
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These notes and stories are also designed to show the ‘lines of flight’ (Deleuze and 

Guattari, 1988) of my thinking on and connection-making as part of the research 

process. The Before and After brief pieces that bookend the thesis are an attempt 

to converse with authors who have influenced my thinking and becoming in 

recent years, and to suggest a different kind of glimpse of how their ideas have 

shaped mine (e.g. Barad 2007, Cunliffe 2018, Goodwin 2018, Shotter 2016b). 

There are many more autoethnographically inspired practice-influenced stories 

that did not make the final thesis, but have been shared at conferences or in 

papers (see for example, Helps, 2017a, 2018). Influenced by thoughts about who 

might read this thesis, I have made editorial decisions based on a dynamic 

relational ethics of care, with a focus both on my patients and on me. These notes 

and stories are presented in italics throughout the text. 

After hearing a keynote paper at the ‘Doing Autoethnography’ Conference in 2015 by 

Anne Harris and Stacy Holman-Jones I became concerned by how much I had been 

moved/affected/provoked by the autoethnographic research paper they presented and 

whether the story had been ‘true’ or how much had been embellished so as to be 

evocative. I worried that they had ‘made it up’ to tell a good story, that the story might 

not have happened in the way that they told it and that my strong emotional response to 

the paper was based on an inauthentic telling. I asked them about this and they both 

generously engaged with me about the issue of ‘truth’, but did not answer my question – 

was their story real?  



28 

 

My frustration and concern about ‘truth’ in research has stayed with me and tied 

me in affective, cognitive and epistemological knots. It has also strongly influenced 

my epistemological position that neither their nor my words reflect or represent 

‘reality’ (Anderson and Goolishian, 1988), that there are always multiple 

perspectives of an experience (Ellis et al 2018) and that the best I can do is tell a 

story about and from within my material that stays close to the material, that is 

authentic, that I hope resonates with the reader and that is always subject to 

revision. 

Linked to this, Ellis (2004) suggests that the way in which the research story is told is 

dependent on one’s relationship to a continuum that stretches from art to science, 

from the impressionist/interpretative to the realist. She suggests that artistic, poetic 

and evocative tellings that ‘capture the passion’ of an event can be just as important 

as those that are drier and sit closer to the realist ‘science’ end of the continuum. I 

have noted above my concern about research that was presented in an artistic, 

evocative way. Given that my research material relates not only to me but to the 

participating families, and because I aim to anticipate their responses to the material, 

I have tried to stay somewhere in the middle of this continuum, presenting what I 

consider to be an authentic version of the material but writing about it in a way that 

has verisimilitude. 
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1.7 Brief notes on language 

In this thesis I refer to the families with whom I was in conversation as 

participating families. I also refer to the people with whom I am in conversation as 

‘patients’ because this is the language of my clinic and situates my practice within 

the context of the National Health Service (NHS). 

Following Simon (2018) I refer to what might otherwise be known as ‘data’ as 

material. I refer to the results of my analysis as findings but do not seek to imply 

that I found something, like a shiny button on the floor, rather that I created the 

findings based on my interaction with the material, rather like baking an 

Ottolenghi cake using unexpected ingredients. In doing so I try to escape from the 

influence of positivist research that sits heavily on my shoulders and try to more 

accurately reflect my epistemological position. 

Throughout the text I refer to ‘creating’ rather than ‘gathering’ material. Again I 

do this to fit my epistemological position, reflecting how the act of doing 

something, whether it be putting a research frame around a piece of clinical work 

or making a recording, cannot but influence that which is made. 

When I refer to ‘unfolding’, the image I carry of this process is of an infinite 

Ordnance Survey map, that can be unfolded in magical endless ways. It is not 

possible to get to the end of the unfolding, to stretch the map across the table and 

to know the edges of it.  
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When I refer to ‘hypothesising’ I do so in connection with the systemic form of 

hypothesising rather than making any link with hypotheses that might be set at 

the start of a quantitative research study. 

I use the term Autism Spectrum Conditions (ASCs), (Baron-Cohen et al. 2009) 

rather than Autism Spectrum Disorder to reflect my view that, without wishing to 

challenge or dismiss the pain, distress, suffering, stigmatisation or difficulty that 

people experience, I do not consider that all symptoms of autism reflect 

‘disorder’. I prefer the more neutral and nuanced term of ‘condition’, so as to 

acknowledge that ‘something’ is present or troubling, and to be able to explore 

that ‘something’ with every new person I meet. 

I refer to people diagnosed with Autism Spectrum Conditions (ASCs) instead of 

people with an Autism Spectrum Disorder or autistic people. This reflects my bias 

and I acknowledge that there will be readers who find this people-first language 

unhelpful. As will be seen throughout the thesis and indeed is apparent 

throughout the literature (e.g. Kenny et al., 2016), the language used, the ways in 

which people find helpful to think about it and the relationship that people have 

to it is very complex. My (current) choice of language is predicated on a desire to 

open space to talk about the meaning of the requested, given, suggested or 

accepted or refuted diagnosis for the person I am in conversation with and those 

around them.  
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1.8 Research Questions 

In reflecting in, on and for action, this research could be seen as an extreme and prolonged 

form of self-supervision, involving the use of systematic research analytic tools to explore 

how I do my practice. Taking the lead from Gale and Newfield (1992) the underpinning aim 

of the research was therefore  

• to explore what I could notice when I used the apparatus (defined as a boundary-

drawing practice, (Barad,2007)) of qualitative research tools to explore my everyday 

practice.  

As will be described later, this initial, orienting aim was specifically addressed by completing 

a Reflexive Thematic Analysis. Further research questions were: 

• How do I move between the domains of action (of aesthetics, explanation and 

production) in conversation with families? 

• What do the moment-to-moment interactions that develop within conversations 

with families, and which might contribute to a therapeutic relationship, look like? 

The question of Domains of Action was explored using the experimental method of flow 

mapping. Movement through moment-to-moment interactions were explored by using a 

combined applied visual conversation analysis (AVCA) with a systemic-diffractive analysis 

(SDA).  

As well as the knowledge, biases and prejudices that I hold as a function of my professional 

trainings and personal positionings (Cecchin et al, 1993), I had expectations of the research 

outcome. I outlined some of these for myself at the beginning of the research: 
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1.  There will be similarities and differences between the way I conduct first sessions 

and the way that others’ first sessions have been reported.  

2.  I expect to see a similar pattern of movement through each first session that relates 

to my ‘style’ of doing first interviews in this particular context, during this particular period 

of my working life, and that is similar to that described in the literature. 

3. Bodies and words will contribute inseparably to telling the story of the first session 

4. Conversation will be a shared, collaborative endeavour. 

5. Power might be held by me in the beginning but is quickly shared between me and 

the family with whom I am in conversation. 

While these expectations were not formal research hypotheses that I set out to ‘test’, I 

hoped to explore these expectations using reflexive thematic analysis for expectation 1, 

flow mapping for expectation 2, and applied visual conversation analysis with diffractive 

analysis for 3, 4 and 5.  

Having research aims, questions and expectations highlights the ethical issue of what is 

considered researchable (Brinkman and Kvale, 2008) and narrows the field – letting the 

world know that I am interested in this and not that. 

Having research aims and questions that one ‘tests’ follows more of a positivist research 

design than an exploratory post-positivist one. Taking a more flexible approach to the 

trajectory of research fits with the onto-epistemological, knowing-in-being, stance that I 

came to in the course of the project (Davies, 2018).  Similarly, in family therapy practice, 

practitioners are encouraged to express their (multiple) hypotheses about a family before 

they start a session. This is a way to help therapists connect to their 
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assumptions/prejudices/biases/the values that might influence them in the work. In the 

session, these hypotheses might quickly be abandoned as the conversation moves in a 

different direction. I adopted a similar relationship with my research questions, namely that 

they gave me a starting point, then as the doing of the research happened, they shifted in 

and out of focus, re-centering themselves again at the conclusion of the project.  

 

1.9 Organisation of the thesis 

After Part 1, which, as you have read, sets some of the context for me and my 

research questions, Part 2 offers an engagement with published literature on how 

conversation works, video-based research, what happens when families go to 

CAMHs, Autism Spectrum Conditions and the use of Domains of Action ideas. In 

moving towards a summary and conclusions, I describe the overall aims of the 

research and then will re-state my primary research questions. 

I describe the methodology and methods used to create material in Part 3. Part 4 

describes the layers of analysis and includes a discussion of the results of each 

layer. Part 5 offers an evaluation of the research, focusing both on limitations of 

the research and what I might have done differently. I then bring the discussion 

from the layers of analysis together with the research questions in a sense-making 

discussion. Finally, I suggest some implications for practice. I end with a letter to 

be sent to participating families summarising some of my findings. 
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1.10 Closing remarks 

In order to bridge the clinician/researcher gap, research practices need to more closely 

mirror the ways in which clinical work is conducted, even though this means working with 

material that is more messy or fluid that might be obtained in more controlled situations 

(Oka and Whiting, 2013). In following a dynamic relational ethics of care (Helps, 2017b), the 

clinical conversation needs to go where it needs to, no matter how this diverts from the 

hoped-for research expectations. Attempting to bridge the researcher-clinician gap while 

privileging the needs of patients and observing myself from without and trying to tell a 

coherent and interesting story has been complex, exhausting and I think worthwhile. 

In researching my own systemically-informed practice I have aimed for a state akin to that 

described of Giles Deleuze, as someone who is completely present in the moment of doing 

whatever they are doing, and also someone who maintains a distance in order to look upon 

themselves, and who can chuckle at themselves in the doing of it (Boutang, 2004). But I also 

acknowledge the inseparability of subject and object, the impossibility of creating or 

maintaining a distance, either from the ‘self’ or between subject and object (Barad, 2007). 

In the layers of analysis that are described later, I aim to both examine aspects of my 

presence and also step back and look, chuckle, sigh and wonder what I am doing. 

Bronwyn Davies (2014a) describes how qualitative research can take the researcher to the 

edge of the ‘not-yet-known’. She describes how she cannot reflect on her analytic practice 

as if it were something that can be observed, but as an: 

“entanglement of intra-acting encounters…The analysis is emergent and 
unpredictable, a series of encounters with the new. It is hard, demanding 
work, requiring the capacity to let go of the already-known, and of tired 
clichés and explanations, of tired categories and coding. It involves hard 
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epistemological, ontological, and ethical work to enable the not-yet-
known to emerge in the spaces of the research encounter.”  

(p.735) 

 

Over the course of my research I have tried to position myself in line with these ideas. As I 

later describe, parts of my analytic strategy emerged only after I had started to engage from 

within the material. Allowing myself some freedom to follow what emerged from the 

material, following threads, staying within but pushing close up against the boundaries of 

the project permissions has, I think, enabled a richer story to be told. 

In making something of research, John Shotter (2016b) suggests to aim not to achieve 

results or general conclusions, but to arouse a feeling in readers that might act as a 

beginning for their own inquiry. I do want my research and writing to do something to the 

reader (Behar, 1996), but I do not make certain and generalised claims. Most of all I want 

this research to do something to my own practice and to contribute to influencing the 

practice of others so that children and families coming to a specialist CAMHs clinic receive 

the best service possible.  
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Part 2: Learning from others 

2.1: Conducting the literature review – wild strawberry picking and rhizomatic 

meandering 

My intention in this part is to describe and critique the literature which has influenced me  

over the course of this research.  

In my garden in Scotland, I had been neglectful. When I walked through the ancient 

stone arch in the summer sunshine, I was amazed at the spread of the wild strawberry 

plant across the wide gravel bed. It emerged through the plastic liner, peeped out from 

under bushes, had crawled through the fence into the garden next door. No 

strawberries to eat, for they had been had by the sparrows, but there was so much 

foliage. Starting to pare back the plant involved a process of uncovering the complex, 

entangled but shallow intersections of roots. Who on earth knew where this plant had 

started its life? Or how far it would spread if unconstrained? 

In gathering this collection of literature I chose to go wherever my interest and wandering 

took me. As well as undertaking a comprehensive reading of current, relevant literature, I 

also wanted to capture the rhizomatic spread of my reading, in line with my overall 

methodological and onto-epistemological positioning.   

In the following review, I have attempted to respond from within myself, attempting to 

acknowledge my biases and prejudices (Montouri, 2005). Montouri advocates for the 

process of literature review as a creative inquiry, where the reviewer is firmly situated 

within conversation, making the review less about regurgitation of others’ ideas and more 

about engagement with the ‘ancestors’ (p.374), of previous writings. Walker (2015) takes 
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this a step further and advocates a method of review where the papers “speak” to each 

other, so creating a dialogical context that fits well with the process of systemic inquiry. 

In carrying out this kind of contingent and opportunistic, connective and productive 

literature review, as well as systematically examining relevant literature, I have picked 

cherries or indeed wild strawberries (a rhizomatic plant) to nourish me – where the 

sparrows haven’t been able to get them. This practice fits with the way I do my systemic 

clinical work, drawing on all sorts of loosely connected sources of information, whether it be 

a tacit possible understanding or a well-formed thought, that might be of use to the family. 

I have also read through the lenses of my research questions, picking tasty morsels that 

somehow speak to me and to my questions. As I have wandered, I have held in mind the 

paths I have neglected to tread, and in doing so have at times forced myself to explore them 

(Aveyard, 2014; Walker, 2015). 

Making connections with entangled ways of understanding and being in the world has 

sometimes been problematic, because, while the research was begun in a rather traditional 

way, my thinking and understanding about the material, about connecting theory and 

practice to the material, has shot up in random, illuminating, uncomfortable and 

unexpected ways. The Baradian definition of entanglement refers to the ‘lack an 

independent self-contained identity’ (2007 p.ix). There is no separate me and you, there is 

certainly no separate subject and object. But, I argue, taking an imagined position of 

separation is a way of looking from a different angle. There is no ‘true’ reading of the 

literature and what follows is only my engagement with it.   
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2.2 What is conversation? 

“Dialogues involve a dance of embodied responses between people who share a 
history together, so the choice of words and meanings is not entirely up to the 
individual”. 

Jack Lannamann, (1988 p.3) 

 

This chapter introduces the issue of conversation and explores what it is and how 

conversational talk and action ‘works’. I argue that conversation, and specifically 

conversational exchange in the therapy room, is by no means a straightforward to-and-fro 

process, but something that carries unfolding influences of past, present and future, real 

and imagined, embodied and discursive intra-actions. 

Below, I selectively review the work of John Shotter. I am drawn to his writings both 

because of his foundational connection to the Professional Doctorate in Systemic Practice 

(PDSP)  programme and because of his journey from being trained as a psychologist to 

becoming something ‘other’, which resonates with my ongoing journey. Shotter draws on 

James, Bakhtin, Wittgenstein and Goffman, among others. Given the way that Shotter 

positions himself in responsive dialogue with these thinkers and theorists, by using large 

chunks of their writings in his own texts, I have chosen to start with these conversations, 

rather than engaging in ‘conversation’ with his conversational partners myself. I also briefly 

address literature from the field of conversation analysis. In doing so I offer a juxtaposition, 

suggesting that on the one hand it is possible through detailed study of micro-practices to 

understand exactly what happens in conversation (this is the strength and limitation of 

conversation analysis), while on the other hand every moment of every conversational 

intra-action is unique and jointly created (Shotter’s core argument). I hope to show that 
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these two positions can be held jointly and can be jointly explored in the layers of analysis 

that I later describe.    

Social interaction research refers to the detailed study of how people and other sentient 

beings act in relation to one another. At its most basic, Stevanovic et al. (2017) suggest that 

social interaction involves a process of match and mismatch, somehow linked to aspects of 

the social context that are presently poorly understood.  Stevanovic and others further note 

that: 

“human interpersonal coordination happens at multiple time scales ranging from 
fast automatic reactions to interpersonal cues, across behavioural and gestural 
coordination of action within sequences of action during single encounters, to the 
long-term interactional patterns associated with interactional histories and 
personal relationships”.  

De Jagher, Peräkylä and Stevanovic, 2016, p.19 

 

Conversation is part of social interaction. Conversation encompasses vocal, non-vocal and 

embodied ways of interacting. Since the 1950s, following the advent of technologies that 

could accurately record words and images, actual conversation in its formal and informal 

forms has been studied. The work of Harvey Sacks, Gail Jefferson, Harold Garfinkel, Emanuel 

Schegloff and Erving Goffman all showed that conversation can be an orderly and rather 

rule-bound process (ten Have, 2007). A great deal of work has therefore been undertaken 

over the past five or so decades to explore and specify the orderliness of conversations in 

different social contexts. 
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2.2.1 Words as the partial building blocks of conversation 

Talking forms part of social communication and interaction. It is part of the mechanism by 

which we jointly build and maintain relationships (Duck, 1995; Bolden, 2006; Shotter, 2011; 

Gergen, 2016). In their early work, which at the time deviated from received ideas on 

interaction but fitted with the communications perspective with which they were both 

familiar, Shotter and Gergen shared the view that people create social worlds together and 

what they create is a product of the interaction, i.e. that communication is a joint action. 

Shotter first wrote about the concept of joint action in the 1980s and elaborated it in 

Conversational Realities (1993). Joint action is the notion that our activities are 

spontaneously entangled (Cunliffe, 2016), that they emerge responsively from each other 

within the interaction, informed by the current social situation, previous conversations, 

practical-moral knowledge and cultural practices (Shotter, 1993). This definition starts to 

build a good account of what Stevanovic et al. above describes as a poorly understood 

process.  

Shotter suggests that it is not possible to allocate or trace back the words and actions of one 

person because they have been created by the ‘space’, a space he refers to as the dialogical 

reality or third space (Shotter 1993), between them. Drawing on Bakhtin, he suggests that 

this vital agentic aspect of dialogical space is often missed. So, if you and I have a 

conversation, the individual characteristics that we bring to it cannot be added up to equal 

the outcome: there will be something mysterious and creative that happens between us 

(within and between our words and our bodies) that contributes to the outcome. 
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A little later in his writing, Shotter (2002) emphasises the jointly constructed nature of 

conversation by drawing on the field of conversation analysis which he suggests clearly  

demonstrates how one utterance (in its full bodied context) is made in relation to the flow 

of the conversation, in relation to the utterance that went before and that which will follow.  

Building on Garfinkel, Shotter (2011) suggests that words do not in themselves contain a 

specific meaning, but that they offer a frame to restrict meaning and possibility. It is in the 

to-and-fro of the use of a word within a specific conversation, in a specific context, that 

meaning is created and agreed. It is words, in their speaking, that matter (Shotter, 2016b). 

Shotter suggests that how we respond to something depends on our momentary 

anticipation and orientation to it, to whether it is an expected or an unexpected thing that 

we are hearing. Shotter (2011) says: 

“What is crucial to our relating ourselves appropriately to the events 
occurring around us within the flow of our everyday practical activities, is the 
orientation provided us by the transitory understandings and action guiding 
anticipations occurring within us due to our spontaneously responsive 
embedding within that flow of activity”. p.25 

 

Shotter does not write of feelings but of action guiding anticipations. This more precise 

language conveys the notion that there might be a feeling that creates an anticipation that 

we then act on. In line with the anti-Cartesian position, Shotter also suggests that our 

bodies and our minds are a unity, not separate entities that influence our goings-on 

together. This unity provides a central background theme for the duration of the interaction 

of “living bodily responsiveness continually occurring spontaneously among all concerned in 

such meetings that functions as the ‘glue’ bonding them all together” (2011, p.75).  
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To be in dialogue is to be in a special kind of conversation (Seikkula and Trimble, 2005). 

Seikkula, Trimble and Shotter are deeply influenced by Bakhtin’s ideas about dialogue and 

Shotter gives a description of Bakhtin’s differentiation between monologism – where the 

other is seen merely as an object of consciousness and impermeable to anything the other 

might do or say – and dialogism, of being in dialogue as always acting in relation to others 

and othernesses, where those others and othernesses also have their own ideas about how 

to go on, so creating unfinalised, never-ending movement and possibility (Shotter, 2011, 

p.77).  Shotter suggests that present in any meeting, what he refers to as the landscape of 

now, there is: 

“a whole array of mutually shared, unverbalised, implicit understandings, 
both of now already realised possibilities and of ones next to be realised. 
And at each moment in a truly dialogic exchange, when a change in 
speaking subject occurs, a special kind of break or pause occurs. At those 
moments we can think of the conversation as having reached a special 
kind of juncture or pivot point, a moment when we realise that one 
speaker has arrived at a certain position in the mutual scheme of things, 
and that now a change of direction is possible. For at that moment, 
another person can respond in a way that is creative, and as a result, can 
open up, on and in the landscape of now, a new vista with a new horizon, 
a new movement. (2011, p.75-76) [my italics added] 

 

In line with dialogism, Shotter therefore suggests that the unit of any analysis of 

communication needs to be an interactional one rather than an individual one. We need to 

look at the interaction rather than the individual contributions to the interaction. This fits 

neatly with a systemic view of the world, where it is the ‘space between’ (Flaskas, 2005) 

where attention and the possibility of change is focused. This view provides a way forward 

from Nichterlein and Morss’s concerns about the individual focus of the clinical psychology 
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gaze. This also, I think, fits well with the analytic method of Conversation Analysis where the 

task is to explore talk-in-interaction based on turn-by-turn actions. 

Linked to Shotter’s notion of pivot points, Kevin Barge’s (2014) writing on pivotal leadership 

warrants mention, as I will build an argument around the notion of pivoting later on in this 

thesis. Barge sees the ability to pivot as how one needs to move in rapid, subtle ways in 

order to respond to that which gets ‘thrown around’ in communication. He describes how 

we attune to the flows of human communication reflexively and how material realities and 

bodies weave themselves around what we do. Again this thread seems to provide a 

potentially helpful account to Stevanovic and colleagues, not ‘telling’ what happens in 

conversation but providing a way of accounting for what happens.  

 

2.2.2 Ordinary and institutional conversations: the ‘place’ of a conversation 
 
Lannamann (1988) suggests that dialogues are constructed on the basis of how people 

know each other. In the institutional setting that sets the context for my research and 

certainly with first sessions with families, I do not know the family I talk with, but both they 

and I have some knowledge or at least some ideas about who we might be to each other 

and what we might do together. 

Shotter emphasised that in speaking ‘speakers must show in their speech an awareness of 

their ‘place’, their relatedness to the others around them, their status and the rights it 

allows them and the duties it places upon them’ (1993, p.94). 

How we come to know our ‘place’ relates, in general terms to how, though an 

understanding of discourse, context and culture we build an identity. It refers to how we 
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come to learn the rules, how we can identify the taken-for-granted, naturalised constructs 

that are embedded, and how we might challenge the ‘place’ in the world that these 

constructs create (Malik and Krause, 2005). 

Part of knowing our ‘place’ has to do with knowing something of the ‘place’ of the 

conversation, which can relate to the very concrete context of the conversation. 

Conversations can broadly be categorised as ‘ordinary’ or ‘institutional’. Drew and Heritage 

(1992) suggest that there are three main differences between ordinary talk (i.e. that takes 

place in informal, non-task oriented situations) and talk in institutional settings. In 

institutional talk, three main features have been noted: firstly at least one of the 

participants has a goal that fits with the broader task of the institution, secondly there are 

constraints on one or all parties in the conversation, based on what is allowable or 

acceptable in the particular context, and finally there may be inferential frameworks that 

are specific to specific institutions. 

When families come to a CAMHs appointment, they bring with them rich stories about their 

‘place’, about how to ‘be’ and about the goals of the conversation. These stories may be 

similar or different to my stories and my goals. Our ideas about rights and responsibilities to 

talk in this particular setting may be shared or disparate. Ideas of how institutional talk 

works will influence how we all take up our ‘place’ in the conversation. Within an ordinary 

conversation, turns at talk are coordinated flexibly and fluidly. In institutional settings such 

as workplaces, courtrooms, and therapy rooms, there are ‘formal speech-exchange 

systems’, where by turn-allocation is prespecified (Arminen 2005: pxiv). 
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These implicit or explicit turn-taking rules will be influenced by all kinds of past experiences 

together with anticipations and hopes for the current conversation. In my experience, 

families coming in to CAMHs have often experienced being ‘interviewed’ in previous 

institutions, perhaps a bit like the position associated with the diagnostic position of 

Nichterlein and Morss’s clinical psychologists as described in the introduction. Families are, I 

think, less used to being invited into a conversation. So, navigating expectations about 

talking might be complicated for systemic practitioners particularly if they are the kind of 

practitioners who are interested in creating spaces where there is co-creation, collaborative 

practice and equality of voice entitlement. 

Perhaps challenging the notion of ordinary versus institutional conversational structures, 

Anderson and Goolishian (1988) suggest that ‘therapeutic conversation is basically no 

different from any other. It is, at its core, the basic process of people trying to understand 

each other’ (p7). But, they also lay out ‘rules’ for therapeutic conversation, which seem 

rather similar to the particularities of institutional talk that Drew and Heritage suggest. They 

suggest that the task of the therapist is to stay within the boundaries of the problem as 

described by the clients and to look for space to be opened for the not-yet-said. They also 

suggest that the therapist does not control or direct the interview, but I would argue that by 

being – as they suggest – participant observer and participant manager, the therapist takes 

a great deal of power and responsibility for controlling and guiding the conversation. 

In slight contrast, Annsi Peräkylä suggests that psychotherapeutic conversation is grounded 

in ordinary talk but is also different to ‘ordinary’ talk. He suggests that psychotherapy (he 

mainly refers to psychoanalytically informed psychotherapy) involves conversation that 

might ‘look’ like everyday chat but that has specific (theoretical/institutional) parameters – 
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i.e. that the talk is more about the patient than the therapist’s personal experiences, and 

that the specific structure of the talk i.e. who gets to do what, when, and is ordered on the 

basis of the therapist’s training and theoretical background (Peräkylä et al., 2008). In his 

extensive research and writings he conveys an overarching suggestion that it is the extra-

ordinary nature and sequence of the talk and turn-allocation, in the context of the 

professional stocks of interactional knowledge that guide the therapists’ contributions, that 

provide the benefits of the therapeutic process. 

So, what is a therapeutic relationship? Is it anything special or anything more than a 

particularly good interpersonal relationship (Fiedler, 1950)? Does it have to involve the 

client attaching themselves to the therapist and linking this to their other relationships 

(Freud, 1924)? Or is it simply an ordinary conversation with specific boundaries within which 

the notion of change is privileged? 

The therapeutic relationship has received much research attention, not least because of 

how it, as one of the key ‘common factors’, explains a large proportion of the variance of 

the outcome of psychotherapeutic interventions (Wampold, 2015). 

Therapeutic alliances or relationships – the words tend to be used interchangeably (Karver 

et al., 2006) – don’t ‘just happen’ because someone who happens to be called a therapist 

talks with someone who happens to be called a patient/client/service user or whatever 

descriptor is used by the institution in which the conversation is happening. These 

conversations take hard work (Burnham, 2005). 

Therapeutic relationships involve one person talking about their troubles to another. The 

way in which talk about troubles happens in therapy is likely to share some similarities but 
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also some differences with how this is managed within ‘ordinary’ talk. Gail Jefferson’s work 

(1988,2004) demonstrated that talking about troubles in ordinary conversation was a messy 

business involving only ‘vaguely orderly’ (p419) candidate sequences, possibly because of 

how difficult it was to stay with talk about troubling matters. However, within a therapeutic 

conversation we might assume that troubles-talk might happen more readily and would be 

met by an empathic or affiliative response, as that is the purpose of the conversation. 

Ruusuvouri and Voutilainen (2016) found that troubles-talk was managed differently 

dependent on the specific kinds of institutional goal that needed to be accomplished. I will 

return to this in my AVCA analysis of first sequences of troubles talk about why people have 

come to the clinic.  

In the first few minutes of any first clinical session, there are an enormous number of 

interactions between the client(s) and the therapist (Pittenger, Hockett and Danehey, 1960; 

Hedges, 2005) and what might seem unimportant moments can be crucial to the ensuing 

encounter (Elkaïm and Chubb  1990). Wampold (2015) highlights the absolute importance of 

the first session in the formation of a working relationship from the first meeting: 

“The first meeting of patient and therapist is essentially the meeting of 
two strangers, with the patient making a determination of whether the 
therapist is trustworthy, has the necessary expertise, and will take the 
time and effort to understand both the problem and the context in which 
the patient and the problem are situated” (p.270) 

 

When there are more than two people in the first conversation, some of them strangers to 

each other and some in close relationship, this would seem to make the encounter even 

more complex. 
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Understanding how therapeutic conversation works helps to build an understanding of how 

therapy works (Horvath, 2005). Sim Roy-Chowdhury (2006) suggested that the first 40 years 

of systemic work had, in taking a position in opposition from psychoanalysis, ignored the 

relational aspects of therapeutic work and privileged technical skill over what it ‘felt like’ for 

the family. She suggested that in the mid 1990s, there was something of a reconnection, 

which led to the privileging of an emotionally-connected and respectful relationship 

between therapist and patient/family over technical skills. There is now a huge body of 

literature examining what relationship variables contribute to positive therapeutic 

outcomes with adults and an emerging literature focusing on children and young people in 

the context of family interventions. 

The therapeutic alliance is one specific aspect of the therapeutic relationship (Muntigl and 

Horvath, 2016). In their conversation analytic study of  a first systemic session, they showed 

that the  therapeutic alliance involves the therapist joining, or affiliating, with the family 

(Horvath 2018). Psychotherapists of different theoretical schools do this in different ways. 

The practice of Salvador Minuchin, a ‘master family therapist’, has been shown to feature a 

variety of affiliative practices, (practices that we might call ‘doing’ empathy). He was shown 

for example to comment on how anxious he was after the mother he was talking to had 

named her own anxiety. He was also shown to use disaffiliation to join, in this case disputing 

a mother’s comment that she had not known what to do, and spotlighting her ability to 

decide what to do in the best interests of her son (Muntigl and Horvath 2016). As well as 

demonstrating the small and subtle but vital ways in which Minuchin acted to join with the 

family, Muntigl and Horvath commented on how both words and actions (such as asking the 
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mother of the family for a cigarette so as to redress the balance of who was needing what 

from whom) were used to create a collaborative context for the conversation. 

Also drawing on findings from conversation analytic studies, Heritage (2011) highlighted 

how it is in the speaking of the words, rather than from the words themselves, that one can 

understand the meaning of the utterance, and the relationship to knowledge that is being 

offered or claimed by each party. This comment seems to bring us rather closer to Shotter’s 

ideas about how conversation works, as described above. It is not Minuchin’s comment 

about anxiety but the fact that it happened at a particular point in a sequence of talk, and 

that words were spoken in particular ways, in a particular context, that created an affiliative 

response.  

 

2.2.3 A brief foray into epistemics and the way that knowledge is claimed, asserted and 

managed in conversation 

The ‘place’ of conversation is partly influenced by the assumptions and ‘rules’ about the way 

that knowledge is held and managed within a conversation. This could perhaps be equated 

with the levels of context that are considered within the Co-ordinated Management of 

meaning model (Pearce, 2006) , as described in the Introduction. Epistemics is a term used 

within the Conversation Analytic method of analysis. It focuses on how people, though their 

talk in interaction, show what they know, challenge and defend their knowledge (Heritage, 

2012). It refers to the study of the expression of and roles played by knowledge and 

knowledge claims in talk-in-interaction (Drew, 2012, p.61). 
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Epistemic rights relate to the claims to knowledge we make and show, often described as 

falling along a continuum from a position of having a lot of knowledge to a position of 

having no knowledge. These are often referred to as K+ and K- positions and are of course 

relational according to the person with whom we are speaking (Heritage, 2012). The context 

of the situation of the talk partly determines epistemic access; two friends chatting about 

the weather might create a flat epistemic gradient with very little difference between K+ 

and K-, a kind of K=. However, if my friend is a weather presenter on the TV, then our chat 

about the weather is likely to involve K+ to her and K- to me. If she asks me about the 

weather when I was on holiday, I move to a K+ as she does not have the precise epistemic 

knowledge of my holiday climate. These moves could be described as a form of relational 

epistemics. Within my conversations in this research, while I hold the epistemic knowledge 

over what will happen, sitting in a relative K+ position, I have limited knowledge of the 

family and, as will become apparent later, the patterning of how the conversation will 

unfold is jointly performed.  

Epistemic status is a relational concept concerning relative access to knowledge about a 

particular ‘thing’ or domain. Epistemic stance refers to the momentary moves that express 

epistemic status through turns at talk (Heritage 2012). Heritage suggests that the relative 

epistemic status of each speaker influences how the utterance will be acted upon. For 

example, if my best friend asks “are you wearing (.) that?” then both the context of our 

relationship (our relative epistemic status) and the way in which the question is asked (her 

epistemic stance) will influence my understanding and therefore my response to the 

question. Epistemic status helps determine what an utterance is doing and hence how to 
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respond. Epistemic territories refer to what information is known, how information is 

known, and the rights and responsibilities to know (Heritage, 2012).  

In some forms of conversation such as psychotherapy, and in particular psychoanalytic 

psychotherapy, there is clear epistemic asymmetry. Whereas in ordinary conversation, 

there is an assumption that an individuals’ thoughts  and feelings are their own to known 

and describe (Heritage 2011), in the context of psychoanalysis there is an assumption that 

the therapist  - by virtue of their professional stocks of interactional knowledge - has special 

access to those thoughts, ideas and beliefs. This special access enables the therapist to 

comment on and re-interpret what the patient says (Heritage, 2012; Weiste, 2015). Within 

systemic practice, insider, expert, specialist knowledge Is not assumed. Reflecting on my 

practice and the limited extant research (see for example Watson, 2018) the epistemic 

stance of the systemically-informed therapist could be said to generally involve taking both 

a one down (K-) position in relation to the patient’s knowledge of their own thoughts, ideas, 

beliefs and experiences and in using one’s expertise and knowledge (a K+ stance) to inform 

the conversation. Perhaps, I suggest, the aim of systemic practice is to reach a shared 

epistemic territory, a K= balance, whereby all parties equally contribute, demonstrate, claim 

and defend their knowledge.  

 

Taking this a little further, one could argue that the ‘not-knowing’ position, where it is not 

that the clinician does not know but it is how the therapist uses their knowledge in local 

relation, (Anderson, 2005; Mason, 2005) is a position where power is taken up by the 

therapist and then offered to the patient, so positioning them as the expert in relation to 

their own difficulties (this could be referred to as a K-position for the therapist). However, 
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this does not quite work and linking this to be above discussion of epistemic rights, it might 

be more accurate to say that the therapist takes a K+ position in terms of their expertise and 

the institutional rules and roles that they (have to) follow and a K- position in respect to this 

particular family and how this particular conversation might unfold. Moving from K- to K+ 

happens due to the process of curiosity, of asking questions (Cecchin, 1987). I see the task 

of a first session as to populate the clinician’s knowledge and to do the same for the family, 

so as to create a more equal epistemic balance. In the main I try to work in a collaborative 

and inclusive way where next steps are jointly negotiated. There are of course times when I 

need to act without the consent of the patient, for example when someone is in danger. In 

order for next steps to be jointly negotiated, there has to be a balance of knowledge and 

power, an epistemically balanced see-saw, aiming for a position that we might call K=, 

between me and my conversational partners. 

 

2.2.4 Conversation as so much more than words: the importance of bodied 

communication 

The above selective review paints a picture of the complexity of dialogue in navigating 

conversations. But it tells very little about what the body does while the words are being 

spoken. It is the importance of both words and actions that I want to pick up below. 

So much of communication between people is via bodies not words. We have to learn to 

‘read’ words in their saying and in their bodied performance in order to understand their 

meaning. For example, there are many ways in which I could ask you how you are. In 

momentarily planning your response you might take account of my tone of voice, the way in 
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which I speak the words, my body posture, the movements that accompany my words. The 

way in which you read me is a unique function of all your experiences. The way in which I 

read your response to me is likewise. 

Decades ago, Ervin Goffman described how our bodies adapt and respond, moment to 

moment, to all the information that they receive and process (1963, 1981), how we monitor 

what goes on in our own bodies and monitor what goes on around us with the other bodies 

(and non-bodies) that are present, and adjust so as to collaboratively produce ordinary 

social interactions. Much more recently, along similar lines, Hedges suggested that when we 

meet with other people our words and our bodies intertwine in ‘extraordinarily visceral’ 

ways (2010, p.98). 

In a recent video-publication, Chuck Goodwin (2018) showed a video of his father after 

having had a stroke, using a very limited number of utterances including a ‘no’ like sound to 

conduct a conversation. The older man was only able to communicate by using different 

articulations of the “no” but conversation was made possible through varied articulations in 

conjunction with his bodied actions. This example shows how even with a tiny range of 

language, it is in, to use the phrase again, words in their speaking, that meaning is made.  

It has been suggested that verbal communication accounts for as little as 7% of our total 

communication (Mehrabian, 1972). So why have systemic researchers spent so long 

examining the words outwith their bodied context? Is it just too complicated, as perhaps 

shown by the work of Bateson et al. (McQown et al., 1971)? Or not seen as important? This 

seems highly unlikely given the ascendancy of embodied considerations within clinical 

practice (Bownas and Fredman, 2016). 
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Rabia Malik and Britt Krause (2005) note that, in the turn to language and social 

constructionism by systemic practitioners, embodied aspects of communication within 

psychotherapy in general and systemic practice in particular have largely been rendered 

invisible. They suggest that bodies and bodily responses are important, being both culturally 

shaped and real, even if the meanings attached to them are socially constructed. Given how 

the embodied turn is certainly in full swing in areas of practice outside of systemic practice 

(Nevile, 2015) there is a need for systemic practitioners to develop ways of researching 

bodies and words, and how they shape and are shaped by experience. I will return to the 

issue of what the body does, and how we might examine this, in the later section regarding 

video research.  

As discussed above, within the social sciences more generally there is a turn from 

logocentrism towards an encompassing of the body, often referred to as the embodied 

turn. This field recognises that human communication features a plethora of semiotic 

resources, that language is just one modality involved in communication and that entire 

bodies need careful attention in order to fully understand communication (Nevile et al 2015, 

Jewitt et al 2016). Understanding what we say in the context of what we do, and vice versa, 

is vital. 

For example, Doak (2018), drawing on ideas from ethnography, Conversation Analysis and 

multimodal (inter)action analysis, explored one short video of a classroom sequence 

between a child and his teachers in the context of the child requesting food. She argued 

that each way of exploring the video material held distinct benefits and noted that much 

valuable information would have been missed if just one method of analysis had been used. 

She concluded that understanding the child’s communication was fuller when multimodal 
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analysis was used. Her results suggest that analysing just one ‘channel’ of communication 

could lead to misleading or at least limited findings. 

In recent years, systemic process research has largely ignored the visual and favoured 

the vocal, relying on discourse analysis, membership category analysis, narrative 

analysis, IPA and thematic analysis (Burck, 2005; Tseliou, 2013). Given the nature of 

practice as a bodied and worded activity, I find this of great concern.  

 
2.2.5 Social poetics and responsive improvisation: ways of thinking about how one might 

decide the next step in any conversation 

In 1996 Arlene Katz and John Shotter published a paper on hearing the patient’s voice in 

medical consultations, arguing for a way to ‘grasp in such living moments [of the doctor-

patient encounter], in the emerging ‘moment’ of what is unfolding before our very eyes in 

diagnostic interviews, something we have not noticed before’ (p.919). 

They argued for a way of responding within interviews on two levels, both as a medical 

diagnostic interview and as a relational process that locally invites ‘new possibilities of 

meaning and experience’ (p.920), by responding not just to the words but to the embodied 

gesturings. They argued for listening out for the unique as well as for the routine 

conversation of symptom descriptions, describing this as a kind of doubled listening that 

opened space for different kinds of talk. They framed this as withness talk, as opposed to 

aboutness talk and defined this approach as social poetics. Withness talk was positioned as 

a key part of dialogical practice. 
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Katz and Alegría (2009) continued exploring the process of the doctor-patient encounter. In 

examining how the assumptions that doctors held about their patients could shift over the 

course of an assessment appointment, they researched how doctors moved from 

‘professional’ to ‘ordinary’ talk as they started to feel confident to learn from their patient. 

Both doctors and patients, in post-assessment reflexive interviews, recognised and 

appreciated the shift from professional to person engaged in mutual conversation. Katz and 

Alegría concluded that in listening attentively and responsively, noticing the things that 

‘strike them’, engaging in a ‘special kind of listening’ that involved a ‘profound level of 

engagement with an ‘other’’(p.1244), where they listen out for so much more than 

symptoms, the encounter was richer for patient and doctor and ultimately more effective. 

Building on this, Shotter (2010) argued that mutually responsive dialogically-structured 

relations involve a dynamic process of interaction where each person reacts in a bodily way 

without having to figure out what to do before they react. Understanding within a social 

interaction is therefore a ‘live’, relationally-responsive process whereby the actions that 

emerge are joint actions rather than belonging to any one party (p244). It is therefore 

unhelpful, he argued, to try and understand meaning after the fact, because in creating a 

post-hoc account, so much of the detail of the living moment of the interaction is missed 

and lost. In considering this position, how on earth could research as it is traditionally 

known, be done? 

Jack Lannamann, (2017) writing about his relationship with Shotter, has described the 

concept of responsive improvisation. This is a notion that describes Shotter’s approach to 

reading or talking as one of going on care-fully and deeply, of looking for the puzzling or 

uncomfortable, and of responding to that by noting one’s own responses. This process 
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seems similar to the process of social poetics as described above in Shotter and Katz’s 

earlier work. Lannamann reminds his reader that it was Bakhtin who suggested that any 

understanding is inherently responsive. If understanding is a responsive not a passive 

process, then it will be performed differently according to the particulars of the situation in 

which the understander is trying to understand. 

Both social poetics and responsive improvisation could be said to require professional 

Stocks of Interactional Knowledge (SIKs) (Peräkylä and Vehvilƒinen, 2003). As described 

earlier, these are bodies of organised knowledge that specify the assumptions and rules by 

which certain kinds of conversations take place (Peräkylä and Vehvilƒinen, 2003). Peräkylä 

and Vehvilƒinen suggest that by using detailed analytic methods such as Conversation 

Analysis, professional stocks of knowledge, i.e. what we think we do on the basis of our 

theoretical models, can be explored, and what we actually do can be confirmed or refuted. 

Peräkylä and Vehvilƒinen (2003), describe the study by Peräkylä (1995), using the example of 

open live supervision in Milan systemic therapy in AIDS counselling to demonstrate the 

practice of abstract theoretical ideas that had been described by the Milan group. They 

argue that the study facilitated a more nuanced understanding of the theoretical processes 

involved in family therapy than had previously been described.  

 

2.2.6 A brief word on reflexion, diffraction and intra-action 

Gergen (2009) suggests that we are not bounded beings, i.e. that there is not an I and a you 

and a thesis. This view of the world necessitates a shift from the idea of interaction, where 

we are separate bounded bodies, to the idea of intra-action. For Karen Barad (2007), intra-
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action refers to how there are not separate objects in the world. Extrapolating from her 

background in quantum physics, she suggests that there are no ‘things’ out there for us to 

discover, arguing that the particles of the world are created as we act within the world. Put 

another way, meanings occur as part of the fluid dynamic flow of activities where things 

come into relation with each other. Intra-action conceives of the ability to act as emerging 

co-constructively from within the relationship. 

Diffraction is a part of the intra-active process, and like reflection, is itself an optical 

phenomenon (Barad, 2007). Whereas reflection mirrors incoming information and ‘displaces 

the same elsewhere’ (Haraway, 1997), diffraction introduces interference and difference, it 

involves a change in direction of stuff (what a family might do) as it passes through other 

stuff (passes through me) so that the stuff emerges changed for us all to see. Diffraction is 

therefore a relational concept, which maps where the effects of differences appear and 

foregrounds the role of the knower in producing knowledge (Barad, 2007).  

For me, diffraction seems to convey a more accurate description of what I do when I 

‘receive’ material from another person than does reflection. I do not reflect the material 

that I receive so that it ‘bounces off’ me but the material goes into me, is processed by me, 

is mixed up with bits of me and is then pushed out again into the world.  

This further connects for me with original ideas about reflection, in the context of reflecting 

teams. Tom Andersen (1991) suggested that the original meaning of reflection was more 

akin to the French or the Norwegian (his native language) than to the English translation, 

the French ‘reflexion’ and Norwegian ‘refleksjon’ relating to taking something in and 
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thinking about it before responding to it. This is in opposition to the English meaning which 

is much more to do with providing a direct copy. 

Following Barad (2007), the (metaphorical)  process of diffraction seems a much closer 

description of what heretofore I might have described as that of reflection and reflexivity. 

To my mind, conversation, and specifically conversation in the therapy room, does not 

involve reflection or reflexivity as defined as reflecting sameness, of making some things 

bounce around the room, it involves a process where information and feelings are taken in 

and processed, and the effect of the difference is introduced to the room. As part of this, 

subject and object are seen as entangled and intra-dependent, rather than independent, 

bounded creatures. 

In my own clinical practice I thought that talk, taken out of context, could tell a very 

different story to the holistic communication the involved bodies and actions. In 

connecting my interest in embodiment with how I communicate with my words AND 

my body, I was therefore concerned to explore the vocal and the non-vocal, 

embodied, aspects of communication. The issue of whether the embodied and the 

vocal represent different layers of communication could be taken to imply that 

separate layers or channels of communication exist. 

Luff and Heath (2015) emphasise how talk and visual data need to be seen as 

embodied rather than multi-layered or multimodal. They argue that if data is seen as 

‘multimodal’, it can imply that there are separate streams or layers of communication 

that act independently of each other. I agree with their argument, and in continuing 

to use the term ‘multimodal’ throughout this thesis I do so with the belief that 
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‘modes’ are not separate channels but are inseparable, intra-active aspects of 

communication. However I note there is also possibility, as shown later in the 

conversation between Arthur, his mum and me, that words ‘tell’ one story and bodied 

actions can seem to tell another.  

To give an example, when Muskett and Body (2013) used CA to examine the talk 

between a child with autism and a speech and language therapist, they found that 

analysis of the language alone did not tell a full-enough story. They found that they 

needed to explore questions, answers and eye gaze in making sense of the flow of the 

interactions. They suggest that analysis of both words spoken and eye gaze between 

participants and objects was much richer in demonstrating the dynamic interactional 

contexts between the participants and was necessary to show the orderliness of the 

sequences, and that just looking at the words conveyed a sense of disorder. This is of 

great relevance to my project – what happens if I separate out words from bodies, 

what similar and different stories can I tell?   

 

2.2.7  Some concluding thoughts 

Conversation is really complicated. Every next move is influenced both by the previous talk 

and action but also by the cacophonic, infinite possibility of possible next things to be said 

or done which relate to past, present and imagined future experiences and are constrained 

by the cultures and discourses in which we exist. In addition the next talk is shaped by 

bodied actions that do not just accompany but contextualise that talk. 
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Conversation shapes and is shaped by its social, cultural and institutional context and by the 

expectations and intentions of all parties who contribute, whether they speak or not and 

whether they are present or not. It is an intra-active process comprised of more than the 

individual contribution of each party. In making sense of conversation we need to have ways 

to explore the words, in their talk, in their bodied contexts. 

Power is powerfully shown in conversation, in relation to who asks the question, who 

responds, who is talked over and interrupted. Paying attention to relational epistemics, and 

managing knowledge claims and creating space for everyone to demonstrate their 

knowledge is one step towards achieving a K= position.  

Social poetics and responsive improvisation provide two ways of thinking about the 

multiply-layered, dialogical processes involved in how conversation goes on. The notion of 

social poetics provides a frame from which we can tune in and notice the multiple stories in 

any exchange and responsive improvisation demonstrates what this process might look like. 

Whereas clinicians might be interested in the story, communication researchers are more 

interested in the moment-to-moment unfolding of the story (Lannamann and McNamee, 

2011). It is the process as well as the product that interests me.  

Institutional conversations are different to ordinary conversations and conversations in a 

specialist CAMHs context when people might have an ASC are again a special kind of 

institutional conversation. They are different because of the institutional setting, the 

institutional constraints and the goals of the conversation for all actors in that conversation. 

When thinking and writing about my part in conversation, not only can I only access my 

perspective (which has of course been shaped by my responsive interaction in the world), 
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but the chrysanthemum-like business of thoughts, ideas, emotions, bodily experiences, 

experiences, beliefs and cultural discourses that sits in my being (I do not want to separate 

mind and body) at any one moment seems infinite, and perhaps, without giving away too 

much of my conclusions to this project, impossible to be captured, fully noticed or 

quantified. 
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2.3 The use of video methods in research 

 
“Our problem is how to study and describe great complexity” 
Scheflen (1973, p17) 

 

2.3.1 Introduction 

I know from clinical experience that recording my work enables me to capture (some of) 

what actually happens. This is preferable to me to relying on retrospective notes about what 

I think (or like to think) happens in the conversations I have with families. Recording and 

reviewing my practice  is something I learnt to do through my professional  trainings and 

have maintained ever since. Recording enables me to capture and to explore, to re-view and 

develop new understandings of my work. So much of what I do in the therapy room is based 

on what I see and feel, rather than what I hear. As a practitioner I do not separate out what I 

see, hear and feel, I use all these inputs in concert. All my senses intra-act. 

I’m not sure where it comes from, or how the equation was worked out, but Michael White 

apparently equated one therapeutic letter with three sessions’ of face-to-face therapy. I 

think a similar equation can be made for the use of video tape review –reviewing one hour of 

tape equates to at least three hours of discussion of written clinical notes or retrospective 

supervision. 

This chapter initially selectively summarises a growing field of literature on the use of video-

based methods of research, particularly that which explores the ordinary, everyday 

practices of people in their workplaces. Then I outline research regarding the use of video in 

systemic practice. I argue that in the turn to language, the importance of researching by 
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both looking and listening has been subjugated. This builds to my argument that if we just 

look at talk from actual therapeutic practice, we miss a great deal of important non-verbal / 

visual information that helps us understand the communication. Combining visual and vocal 

research material is therefore a focus of this research. 

 

2.3.2 Using video material in research 

As described in the previous chapter, social interaction is so complex that it is impossible to 

notice ‘everything’ (and perhaps philosophically impossible to notice ‘everything’, but that is 

a different issue). If we only look at the words of social interaction we miss a great deal of 

important communication. 

Analysing material from actual clinical sessions has been incredibly influential across a range 

of psychotherapeutic professions (see for example Gill and Hoffman, 1982a and Gill and 

Hoffman, 1982b for an early example within the psychoanalytic discipline).  

Social scientists have used simultaneous audio and visual recordings ever since the 

technology required became small enough to be portable, reliable and easy for a non-

technician to use. There are now a large number of research studies, across a range of 

disciplines where visual data in concert with audio data has been used to explore (and 

influence) workplace practices (see for example Health, Hindmarsh and Luff, 2010, Pink 

2013, Knoblauch, Tuma and Schnettler, 2014, Harris, 2016). In praise of the use of video 

material, Heath, Hindmarsh and Luff (2010) write: 

"through an analysis of the moment-to-moment accomplishment of activities, 
researchers have revealed how talk and visual conduct, gaze, gesture and 
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bodily comportment are interweaved to produce concerted action, the shifting 
forms of participation in and around those activities and the different ways 
technologies, tools and objects (whether they are sophisticated or mundane) 
feature in everyday conduct" p263. 

 

There are many types of video research, falling within both qualitative and quantitative 

research domains. Most have emerged from an ethnomethodological tradition where video 

is seen to enhance the ethnographic endeavour (Pink, 2013, Knoblauch and Schnettler 2012, 

Carroll and Mesman, 2018). There are as many ways of analysing video material as there are 

making it. As I chose to use ordinarily made clinical recordings, I will only pay attention to 

issues of video analysis. 

 

2.3.3 Video research in psychotherapy and family therapy 

Gregory Bateson, one of the systemic discipline’s foundational heroes, and anthropologist 

Margaret Mead, to whom Bateson was married for a time, were pioneers of video research. 

In the 1930’s, they were among the first social scientist-ethnographers to take the video 

camera to the field where they made both still and moving recordings of Balinese 

behaviour, trying to shoot the ‘ordinary’ behaviour of the peoples that they were studying 

(Bateson and Mead, 1942, Mead 1973). They initially used silent film despite Mead’s 

frustration that research projects kept relying on outdated technology that could not 

preserve the temporality of words and images (Hocking, 1995).  

By the 1950’s working on different projects, Bateson started to add audio tracks to his video 

recordings and collaborated on a series of films of psychotherapy interviews (Ruesch and 
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Kees, 1956). As part of the Centre for Advanced `Study in the Behavioural Sciences (CASBS) 

in Paolo Alto he and a multidisciplinary team analysed multimodal aspects of visual and 

vocal behaviour from video sessions of social interaction with an emphasis on 

understanding the meaning of communication in context (Goodwin, 2018). 

A report of this painstakingly detailed and time-consuming analytic work was written but 

never formally published (McQuown, 1971). The manuscript was highly influential to and 

widely cited by many scholars in the field of communication studies, mostly by virtue of 

their connections to the ‘invisible college’ of academics via their colleagues and students 

who had access to the working documents and who engaged with similar ideas (Leeds-

Hurwitz 1987, 1999, 2005, Erikson, 2011). 

 

2.3.4 Learning from the Natural History of an interview 

The Natural History of an Interview (NHI), involved studying people in their ‘natural’ 

environments. It was initiated in 1955 by Frieda Fromm-Reichmann, staff psychiatrist, 

psychoanalyst and researcher with an interest in psychotherapeutic interventions for people 

with a diagnosis of schizophrenia. She had previously completed a ‘fine-grained’ analysis of 

a recorded psychiatric interview (McQuown, 1971). This analysis was reported to be so 

successful that she instigated a second study to explore a family interview. She died 

suddenly in 1957, after an intensive period of analysis of the audio-visual material but 

before the project was finished. Bateson was intermittently involved over the next decade 

and contributed to a training manual based on the family study, published in 1968. 



67 

 

The overall aim of the project was to explore the utility of microanalysis, i.e. the moment to 

moment analysis of how bodies and words contribute to the flow of a conversation, in 

understanding communication. The group were interested in how communication was 

socially constructed. Of the data, Bateson (McQuown 1971) commented that: 

“our primary data are all the multitudinous details of vocal and bodily action recorded 
on this film. We call our treatment of the data a ‘natural history’ because a minimum 
of theory guided the collection of the data” p6 

 

The portion of the recording that received the most analysis was part of a larger corpus and 

Brosin commented on how: 

“Mr Bateson was able to provide 1,800 feet of sound-film of the activities of the 
members of a family of three who had volunteered as subjects for his investigation of 
the ethology of schizophrenia” p 63  

 

The recording showed Bateson in conversation with a father, Larry, mother, Doris and son 

Billy. It was the section of film involving Bateson talking with the mother, Doris in the 

presence of her young son, Billy, that was selected for micro-analysis.  

The study group had varied professional backgrounds in psychiatry, linguistics, cultural 

anthropology and kinesics and accordingly three layers of analysis were conducted – kinetic, 

vocal and psychiatric. The group watched the tape of Bateson, Billy and Doris 14 times 

together. Then each group selected specific scenes to analyse in greater depth. Perhaps 

solidifying the foundations of work on striking moments in therapy, when they shared 

findings they noted the striking overlap of scenes that each group had found to be 
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significant for more detailed analysis and pondered about not only the material but the 

cultural context of the researchers in being drawn to particular scenes.  

The group made an interesting comment of how important it was to return to watch the 

whole tape together in order to maintain perspective of the whole arc of the interaction and 

it was suggested that they needed a ‘topography’ of the whole interaction (internal page 7 

chapter 9). I find this particularly interesting and this comment influenced my attempts to 

map out the flow through the sessions. 

The analysis of the audio-visual data based on the recording is, to my reading, absolutely 

impenetrable. The analysis is firstly presented in relation to 22 general hypotheses about 

patterns of communication. Examples fitting these hypotheses are presented in a thematic 

way but using such short extracts from the recording that it is very difficult to make sense of 

the overall story of the content of the recording. 

Following Bateson’s introductory theoretical chapter, there follows hundreds of pages of 

description on how to systematically describe / transcribe vocal activity and body motion. 

Reading the detail of these literally took me days. This impenetrability seems to have been 

noted by McQuown who in the preface to the 1971 manuscript noted how it had ‘become 

painfully apparent, in the course of a decade of effort, that the descriptive frames currently 

available for undertaking microanalysis of interview behaviour are in many ways inadequate 

to the purpose’ (p3). 
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2.3.5 Looking both at the micro and the macro 
 
Bateson concluded his analysis by suggesting that the manuscript presented ‘techniques for 

the microscopic examination of personal interaction’ (p39) but emphasised that the 

mechanism of relationships was tedious without attention to the larger cultural context in 

which the mechanism exists: 

“While, of course, the words that people say to each other have importance, the 
question with which we are concerned, the problem of describing the relationship 
between persons, is not a question which can be answered by any summary of the 
dictionary meaning of their messages. There is a vast difference between the 
mechanical description “A gave B such and such information” and the description of 
the interchange “A answered B’s question immediately” p40 

 

Related to this and taking consideration of how we make sense of small episodes of 

interaction, it is noted that the psychiatric group were noted to use their ongoing 

knowledge of the family in their analysis, rather than just relying on what was on the tape. 

This is interesting given my own dilemmas (discussed late in the method and discussion of 

findings) about conducting analysis ‘just’ of the basis of the tape and whether and how to 

bring in my ongoing knowledge of the families. 

The learnings from the project were many and varied. I note here just three findings, that fit 

with my current project. Bateson concluded that the group had experienced and 

demonstrated the value of both micro- and macro-analysis in understanding 

communication. Ray Birdwhistell emphasised the importance of multimodality, suggesting 

that the data had shown how it was only when the visual and the vocal were understood 

together in context that sense could properly be made of them. 
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Finally, in discussing possible limitations of recording and analysing real-life data, Brosin 

suggested that the therapist ‘is more likely to remain acutely aware of his “public” role, in 

such a situation, even after considerable practice, and is apt to introduce artefacts into the 

transaction’ (p76). He suggested that both therapist and patient would require support as 

they exposed their practice to such detailed scrutiny. Each of these three conclusions 

chimed with me and will be addressed in relation to my own analysis later.  

Overall, the NHI was a stunningly resource intensive piece of work that created space for 

scholars across a range of disciplines to collaborate using the new medium of audio-visual 

film so as to learn about how communication within a family worked. Looking at the project 

with today's’ lenses it is flawed in multiple ways (for example Bateson was not a therapist, 

this was not a ‘real’ interview situation or therapy session, the coding and analytic 

framework was fascinating but impossible to use in practice), but was the foundation for a 

wealth of research concerning what actually goes on between people, and how to figure 

this out together, from different theoretical and practical perspectives. 

 

2.3.6 Continuing the NHI work 

Frederick Erikson joined the NHI study team in the later parts of the work and emphasised 

how the study had attempted not to judge the significance of any verbal or on-verbal 

interaction, hence trying to record it ‘all’. He suggested that in doing so the study had 

managed to show how every moment of a communicative sequence contributed to the  

‘overall social ecology of mutual influence among interactional participants’ p198 (Erikson, 

2004, 2011).  Like Birdwhistell, he also noted the importance of multimodal exploration: 
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“Meaningful social interaction proceeds by means of a locally enacted social ecology 
in real time – an ecology that resides in the multimodal communication behaviours of 
all the members in an interacting group” p182 

 

Albert Scheflen, a student of Ray Birdwhistell, then built on the NHI work in his own studies, 

using actual therapist-patient interaction. Scheflen published a book called Stream and 

structure in psychotherapy, later revised to be more useful to the behavioural science 

reader and retitled Communicational Structure: analysis of a psychotherapy transaction 

(1973). He described this book, (which I note, to my chagrin takes 378 pages to describe and 

analyse 30 minutes of one recorded family therapy session), as having taken 10 years to 

produce, primarily due to issues about who would publish it given the analytic complexity of 

the material. 

Scheflen’s research explored 10 sessions of consultation with a young woman, Marge, who 

had a diagnosis of schizophrenia (referred to in the book as the schizophrenic patient), and 

her mother, Mrs V. These two were interviewed by two therapists, well-known family 

therapist Carl Whitaker and his assistant Thomas Malone. Whitaker and Malone were 

developing a specific version of family therapy for people with a diagnosis of schizophrenia 

and their families, building on Bateson’s earlier work. 

Like Brosin, Scheflen highlighted the ‘sophisticated sacrifice’ (pxiii) that the therapists made 

to have their practice scrutinised, critiqued and criticised in such a public way. He described 

the contribution of the research as not so much to do with psychotherapy as to do with how 

words and actions inseparably contributed to social processes.  

Scheflen argued that in trying to make meaning of video material, one could start at any 

‘level’ of analysis – looking at the whole and focusing in or looking at individual behaviours 
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and gradually building up. His began in the middle – a level of activity he referred to as 

comprising units that he called ‘positions’. He suggested that ‘at the beginning and ending 

of a position, a gross shift in bodily position occurs which is easy to spot in reviewing the 

transaction’ (p18).  

Scheflen focused particularly on what happened in the first encounter. He suggested that 

although the progression through a first session was not clearly taught within 

psychotherapy trainings, standard patterns could be seen from analyses of the flow of 

sessions, whereby the therapist progressed through small stages to achieve their overall 

aim.  

For example, he suggested that in the first phase of ten to 15 minutes, the therapists would 

sit rather still adopting an ‘impassive’ stance, and listen to the patients talk about 

themselves, offering only minimal cues but cues which are designed to encourage a patient 

to say more or less on a particular topic. Then they would start to engage more and ask 

questions, to build rapport. After this, there was an active intervention phase. It is 

interesting to compare this to the more modern structure of first sessions as described in 

the next chapter, where the establishment of rapport is the first thing on the systemic 

agenda, in order to create a context where people can feel comfortable to talk about what 

brings them to the sessions. 

To conclude this section, the NHI study was the first attempt to complete a multimodal 

analysis of family interaction. Since then, as technology has become increasingly portable 

and sophisticated studies of multimodal communication have burgeoned (see Mondada 

2016, 2018) but have not focused on mental health or family communication patterns 
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(Leeds-Hurwitz 1987, 1999, 2005, Goodwin 2018, personal communication). Very recent 

work has started to address this gap (Goodwin and Cekaite, 2018).  

 

2.3.7 How family therapists use video review 

Using video to review and reflect on one’s practice is a core part of systemic work, enabling 

one to examine not only what the family bring but also the conduct of the therapist. Doing 

this in supervision groups creates rich opportunities for news of difference (Jones 1993, 

Hedges, 2005). Exploring recordings of actual practice has contributed greatly to basic 

understandings of communication including what happens when different messages are 

contained in the verbal and the non-verbal communication (Dallos and Draper, 2010). 

There is a great deal of practice-based writing on the benefits of the use of recorded 

material to develop one’s own practice. Much practice-based writing advocates taping, 

transcribing and reviewing one’s own practice. For example, Jerry Gale (2000) advocated 

the use of research methods (in this paper Conversation Analysis) to help understand 

clinical material. He suggested that as clinical conversations happened so fast, it could be 

advantageous to slow the talk down and to explore it through transcriptions of segments of 

talk. He made it clear that neither the micro nor the macro were necessarily advocated but 

that both could be useful in understanding and developing one’s practice.  

Despite Gale’s call to video-review action and the subsequent work he did with Newfield 

(Gale and Newfield, 1992), in which he focused on the transcript of the audio track from the 

video (rather than looking at the totality of the video material), and despite lots of research 

reviewed elsewhere that focuses on what is said in the clinical setting (see e.g. Borcsa and 
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Rober 2015, Tseliou 2013, Balestra 2017), to my knowledge and following a thorough trawl 

of the literature, there are no recently published studies where systemic researchers have 

used video material to multimodally explore what goes on in sessions.  

Whether the lack of research studies in this area relates to the complexity of completing a 

microanalysis, as shown by Bateson, Scheflen and others, or whether it is to do with 

(arguably unfounded) ethical concerns on how video recording and analysis of bodies and 

actions as well as words might impact the therapeutic work (Hutchby et al., 2012), whether 

it is a reflection of the continuing dominance of the discursive turn, is hard to know. It may 

be a function of the ongoing gap between what practitioners do to review, reflect on and 

improve their practice and what reserachers to do in their efforts to understand more about 

the processes of systemic conversations. Practitioner research based on actual clinical 

material has taught the profession so much about what we say and how we say it, but there 

is a glaring current research gap regarding what we actually do with our words and our 

bodies. 

 

2.3.8 Concluding comments 

Both systemic practitioners and researchers interested in everyday social processes have a long 

history of trying to understand the macro and micro-aspects of communication (Goodwin 2018). This 

time-consuming but important work has received scant research attention in recent years despite 

video review remaining a mainstay of systemic supervision and training. Furthermore, whilst 

observing people in context has been a key aspect of psychological and systemic practice, neither 

professional group have received a great deal of methods of close observation. I fear that the 
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benefits of close observation and of using and reviewing video for clinical purposes is in the 

descendant, and this fear is something I hope to address from this research.  

Systemic research has largely relied on the analysis of discourse based on transcripts of the words 

spoken in actual clinical sessions. While some studies have explored aspects of words in their 

speaking, little research has focused on what actually happens from a combined vocal and visual 

perspective (exceptions being the work of Bateson, Scheflen and colleagues). This is despite great 

importance of the non-verbal, embodied aspects of our work (AFT Blue Book 2015, Red Book 2017). 

Like much of Bateson’s early work, it seemed to go out of focus with systemic practitioners and then 

more recently has enjoyed a refocusing (Krause 2012, Nichterlein 2013).  

Outwith the systemic field, video-based research remains in the ascendant as a way to 

create recordings of complex interactions, slow them down and analyse the things that do 

not ordinarily get noticed. In this way it is possible to examine how words and bodies move 

together to create social communication. The use of video recordings makes it possible for 

me to see myself in relation to my practice in a way that I cannot otherwise do. It enables 

me to momentarily become object while holding on to my subjectivity. The representation 

of myself to myself on video is a partial, situated interpreted construction formed within the 

making of the material (Mondada 2009). A video recording does not tell the truth of an 

interaction but captures something of its multimodal flow. 
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2.4  What happens when people go to Child and Adolescent Mental Health Services? 

2.4.1 Introduction 

The aim of this chapter is to review recent research publications on what clinicians report 

happens in first conversations with families, together with the research on what actually 

happens when families come to Child and Adolescent Mental Health Services (CAMHs). I 

focus on what happens in a UK context, acknowledging that the way in which mental health 

services are organised and delivered, and the underlying theoretical models that influence 

practice, differ greatly across the globe. 

 

2.4.2 What is CAMHs? 

Child and Adolescent Mental Health Services (CAMHs) assess and address the mental health 

needs of children and young people and their families. CAMHs services sit within a broader 

context of health, education and social care services that assess and address the 

psychological well-being of children and families, and while traditionally placed at the top of 

the pyramid of service provision, are now seen as one of a number of important, multi-

agency provisions (Wolpert et al., 2016). 

CAMHs provide services for children aged 0-18 or sometimes up to 25 years of age. CAMHs 

are usually staffed by a multidisciplinary group of psychiatrists, psychologists, family 

therapists, psychotherapists and other allied mental health professionals. A range of 

interventions are provided such as diagnostic assessment, individual therapeutic 

interventions and family interventions. In generic CAMHs services, the provision of 
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interventions are usually delivered according to a treatment pathway that is designed to 

provide an evidence-based intervention according to the ‘diagnosable disorder’ of a child 

(Fonagy and Pugh 2017). Specialist CAMHs services have a more defined remit, in that they 

focus on specific presenting problems, such as eating disorders, behaviour that challenges 

or in my case neurodevelopmental difficulties. 

Despite recognition that half of all mental health problems are established by the age of 14, 

that there needs to be parity between health and mental health services, and that mental 

health services across the lifespan require improvement, (DoH, 2015) meeting the needs of 

children and young people with mental health there is currently a widely reported crisis in 

child mental health provision (ITV News 2018). 

Referrals to CAMHs are increasing and recent reports show that referrals increased by 60% 

between 2013 and 2015 (Fonagy and Pugh, 2017) and waiting times to be seen for a first 

appointment have risen dramatically. In recognition of the negative impact of lengthy 

waiting times there is a government-resourced push for services to see children and families 

within four weeks of referral (Mahase, 2018). 

In recent years there has been an impetus to ensure that children receive services from the 

most appropriate part of the health or social care system according to the nature and 

severity of their need. Models like the Choice and Partnership Approach, which is 

commensurate with the THRIVE model (Moore et al .,2016, Wolpert et al .,2016), were 

designed, in part, to gatekeep so as to protect the limited resources of CAMHs and specialist 

CAMHs services as well as ensuring a more collaborative and shared approach to meeting 

the needs of children and families across agencies. Other models such as OOCAMHs (Timimi 
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et al., 2013, 2018) emphasise meeting the needs of a child and family rather than working to 

diagnose and then to set on a treatment pathway. Whichever model used, what happens in 

the first conversation is really important in determining the services that might be offered 

(Lee, 2018). 

The THRIVE model (Wolpert et al., 2016), proposes an initial triage using experienced 

clinicians who speak to the referrer, other members of the professional network, a member 

of the family, possibly the young person to gather information and signpost on to relevant 

services, including but not limited to specialist CAMHs services (ImplementingThrive, 2018).  

At the time of writing this thesis, in acknowledgement of the urgent need for change and 

investment, the structure and function of CAMHs services within the NHS is being 

redesigned and the ways in which health, mental health education and social care are 

commissioned and provide services across each geographical patch are being reviewed 

(Fonagy, Pugh and O’Herlily, 2017, NHS England 2014, 2017, Department of Health 2015). 

There is a strong push for a values-based and collaborative approach to providing care, 

whereby the child or young person and their family make decisions jointly with the clinician, 

involving ensuring that the child/young person and family have the necessary information in 

order to make an informed decision about how they would like to proceed (Department of 

Health 2012, Abrines-Jaume et al., 2016, Wolpert et al., 2014, 2016). 

This brief overview of the current context of CAMHs highlights the dynamic nature of 

service provision in the context of insufficient resources to adequately meet the needs of 

children with significant mental health difficulties and their families. 
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2.4.3 A story of starting out 

In my first post after qualifying as a clinical psychologist, I worked in a multidisciplinary 

CAMHs team. I became interested in systemic practice and worked alongside a 

consultant psychiatrist who was also a highly experienced structural family therapist. 

In the context of working at the interface of assessment and systemic practice, I was 

taught a four-part structure for an first conversation with families: 

Hello (refers to engagement, to building a relationship with a family) 

What brings you here? (refers to an invitation to give a description of the problem, 

from everyone in the room and opens space for a family to tell their story) 

What’s helped / what might help? (refers to an exploration of the context and history 

of the problem, of what’s been tried before and what ideas the family have about 

what they think the professional / service might be able to help with. This part of the 

structure starts to build a conversation around the context of the concern and suggests 

that context and time is important and enables the therapist and perhaps the family to 

start to build links between past information and stories and the present) 

Anything else? (aims to put the family in control and in charge of the information that 

is being shared and addressed the complexity of the matters that families come to 

CAMHs with.) 

I have seen this structure as friendly, engaging, collaborative and active, as the 

professional starts to gather information and build a relationship with the family. Over 

the past two decades this structure has stayed with me and although it has been 
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influenced by specific clinic protocols, specific changes to the way in which CAMHs 

operates and specific presenting difficulties, it still sits on my shoulder when I meet a 

family.  

 

2.4.4 First sessions  

I will briefly make a detour into other literature regarding what happens in first sessions 

between clinical professionals and patients. Conversation analysis has been used hundreds 

of times to examine what happens in a variety of medical consultations. Seminal work by 

Jeffrey Robinson (2003) highlighted four areas of activity within a first primary care 

consultation: establishing the reason for the consultation, gathering further information, 

delivery of diagnosis, recommending treatment. These activities were not seen as linear but 

flowing through the consultation with frequent opportunities for revisiting each. Robinson 

suggested that the linear flow that he diagrammed represented an ‘ideal’ rather than the 

‘actual’ sequence, although did not fully explicate why a linear sequence might be ‘ideal’.  

How the activities that he described are similar to activities that happen in other settings for 

example secondary care, or with child rather than adult patients or with families has 

received some attention, using both CA methods of analysis and based on clinical 

experience. It is this body of work to which I will now turn.  
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2.4.5 What happens in first conversations at CAMHs? 

In the first session, the clinician needs to make a relationship with the child and family, 

establish the reason why the child has been brought and to make and share their opinion as 

to whether there is a concern that requires further intervention (O’Reilly, Lester and 

Muskett, 2015, 2016, Lee 2018). 

There is a recent body of research which explores what actually happens in first 

appointments. Michelle O’Reilly and colleagues have published a series of papers exploring, 

from different perspectives, what happens when families come to CAMHs (O’Reilly and 

Parker 2013, O’Reilly et al 2015, Lee, 2018). Using Conversation Analysis to analyse the 

transcripts of 28 first CAMHs assessments, O’Reilly, Lester and Muskett, (2015) identified a 

five-session structure: introductions, reasons for attendance, problem presentation, 

decision-making and session closure. What was unclear was whether there was a sequential 

progression of these through each session.   

Working from the same data set as O’Reilly et al., Lee (2018) examined how clinicians 

gathered information about the presenting difficulties during a first session. Her analysis 

showed that in 11 out of 15 interviews, the clinician asked a variant of the question ‘Why 

are you here?’. In nine of these, the question was asked directly to the child. Lee suggested 

that the question implied a move to establish ‘getting down to business’ and established the 

epistemic rights of the child.  
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2.4.6 What happens in first systemic sessions? 

Psychotherapists have been interested in first sessions over decades. In one of the first 

studies published studies, Robert Pittenger, Charles Hockett and John Danahey (1960) 

examined an audio recording of the first five minutes of a psychoanalytic psychotherapy 

session. Using a combination of transcript and linguistic analysis they produced a micro-

examination showing that people never don’t communicate, that there are patterns within 

communication and that people communicate in the moment even when talking about 

things that happened at another time.  

Family therapists have often described how to conduct first conversations. For example, 

Paul Watzlawick (1966) described a highly structured first assessment structure, controlled 

by the therapist, from which he thought could save five to 10 hours of further assessment. 

He believed that this structure allowed the therapist to quickly ascertain patterns of family 

interaction in order to, in an expert, outside of the system way, intervene to correct 

pathology. This structure is not one that has, to my knowledge stood the test of time and 

the evolution of systemic work.  

Alan Carr (2012) outlined a four-stage process through a course of family therapy and 

suggested that the first stage involved engagement with the letter of referral and planning 

prior to meeting the family. The second stage involved initial contact with the family 

including engagement, contracting for assessment, assessment, formulation alliance 

building and feedback (p201). 

In the Family Therapy Manual (Pote et al 2001, 2003) there is clear guidance about what 

should happen in first sessions, namely to outline the boundaries and the structure of the 
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contact, to engage and involve all family members, to gather and clarify information and to 

establish goals and objectives. 

Rober, Eesbeek and Elliot, (2006) explored how conversation unfolded in a first session 

where the ‘delicate topic’ (p317) of domestic violence was central. Combining Narrative 

Analysis, Conversation Analysis and Interpersonal Process Recall, they examined spoken and 

enacted references to violence. They reported four narrative sequences about violence and 

described how each sequence seemed to get closer to and more concrete in relation to 

what was actually happening within the family. This is an important study in relation to my 

research as it emphasises the process of repeated return to discussion of a delicate topic 

within a first session.  

Diorinou and Tseliou (2014) used discourse analysis to examine a first systemic 

psychotherapy session with a focus on the function of two typical circular questions. They 

illustrated how the use of circular questions shifted the ways in which the presenting 

problems were talked about, and how the questions enabled a shift in dialogue from 

‘homogeneity to heterogeneity’ (p106) so opening up space for news of a difference.  

Rober recently (2017) suggested a six-step protocol, of meeting the family and introducing 

himself, each family member introducing him/herself, discussing the hesitations about going 

into therapy, discussing the worries, and the reasons why therapy might be useful for the 

family, and closing the session. Rober emphasised the flexibility of the protocol according to 

the needs of each family.  

Even more recently Patterson et al., (2018) detailed their view what happens in each family 

therapy session from first to last. They suggest that the first session involves making a 
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connection with the family, managing expectations, dealing with administrative issues, 

assessing and building motivation, establishing goals and establishing one’s credibility. 

The greatest difference between the protocols reviewed seems to me to be related to 

positioning of the therapist. In the early protocols and even into the mid-1990s, structural 

ideas were still privileged. The therapist was seen as the expert assessor, the person of the 

therapist was not part of the conversation and the therapist was seen as the expert 

conductor of the conversation; there was nothing of the collaborative, talking-about-talking 

down approach that Rober advocates. 

These protocols have similar overarching aims and the more contemporary protocols 

highlight the need for flexibility as well as structure. They highlight the importance of not 

just what is done but of how we prepare ourselves for the complex task of joining and 

aligning with people in distress (e.g. Fredman 2007, 2016). 

 

2.4.7 Shared decision making and the negotiation of consent to go on 

If clinicians and patients are to jointly negotiate the package of care provided, everyone 

needs to have information about the nature of the ‘problem’ and the possible ways 

forward. A core principle of National Health Service care involves shared decision making, 

that is patients making informed choices and decisions in collaboration with clinicians about 

their care (Woodbridge and Fulford 2004, Department of Health 2012, Edbrooke-Childs et 

al., 2015, King’s Fund 2018a, 2018b). Children rarely choose to come to a CAMHs 

appointment and are usually ‘brought’ by their parent / carer (Stafford et al., 2016). Often 

children do not know why they have been brought (O’Reilly et al 201a). Children and young 
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people are therefore often at an epistemic disadvantage at the start of the process of 

decision making. 

As soon as children are cognitively able enough to be involved in decision making, it is the 

responsibility of the clinician, after quickly and ongoingly making an assessment of how best 

to convey information, to do so in a way that is understandable to the child. The Mental 

Capacity Act and relevant guidance is helpful in assessing capacity if there are concerns 

about the decision-making capacity of an adult of older child (Mental Capacity Act, 2005). 

When they are asked about why they have come to a CAMHs service children have been 

found to respond in three main ways: demonstrating expertise in their own experience by 

giving an account, denying knowledge, or offering an account that is then challenged or 

extended by the clinician (O’Reilly, Lester and Muskett, 2016). 

Establishing children and young peoples’ understanding of why they are there, and seeking 

their consent to go on is an important part of an first session (Lee, 2018). The practice of 

shared decision making can feel difficult for clinicians who may not be used to encouraging 

young people to take important decisions (Abrines-Jaume et al., 2016) and may require 

some shifts in the way in which conversations are constructed (Day 2008, Wolpert et al., 

2014) and some changes to the ways in which clinicians help young people establish their 

voice in contributing to decisions about their care (Hayes et al., 2018). 

2.4.8 Concluding thoughts 

There are many versions of what a first session at a CAMHs service might look like. First 

sessions with families could perhaps be said to involve a great deal of work in the domain of 

production, whereby the tasks involve clarifying the ‘problem’, whether the family is in the 
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right place / the right service, tasks of assessment, diagnosis, giving a professional opinion 

and negotiating where to ‘go’ next. There is perhaps less space for action in the domain of 

explanation, involving exploration of meaning, although this seems to vary based on the 

service and the theoretical position of the clinician.  It is interesting to hold the notion of 

social poetics (Katz and Shotter, 1996) in thinking about how to double-listen, to listen out 

both to content in the domain of production and something else, something that emerges 

from the relational moment of telling. Within the moment of telling, issues of power, voice 

entitlement and epistemic rights will be apparent. Whether the child or young person is 

invited to say something about their understanding of the reason for coming to the 

appointment has been found to be variable, but is vital if shared decision making is to 

ensue. 
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2.5: Autism Spectrum Conditions 

“It isn’t even a thing” 
Daisy 
 
There are ↓other ways to be ↓different you know. 
Fabrice 

 

The following review briefly addresses what Autism Spectrum Conditions (ASCs) are (if 

indeed they ‘are’ a thing) and broadens out to address the question of the utility of 

diagnoses and the pinning-down of the ‘problem’. 

 

2.5.1 A brief family story 

When my oldest son was little, he had significant speech and language difficulties. I went to 

the GP and requested an assessment as I wanted to understand how his neurocognitive skills 

were developing in relation to his speech and language difficulties. In the discussion with the 

GP I said that I did not think my son was autistic. The GP, having not met him, seemed to 

take this as perhaps me protesting too much and so referred us to the local specialist ASC 

clinic. I knew this service and knew that my son would receive a thorough assessment even 

though I considered ASC to be the ‘wrong’ assessment focus. I completed an ADI-R while my 

son completed a detailed cognitive assessment and an ADOS-2. It was a strange process for 

me, wanting to be a ‘good patient’, worrying that I had failed to see something in my son 

that others had noticed, but / and also worrying that my son would end up with a diagnosis 

that did not fit. He received a really thorough assessment which has informed his 
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educational provision over the past decade. He did not receive an unwanted, unnecessary 

and to my mind unwarranted diagnosis. 

This experience came to my mind as I immersed myself in research and I realised how much 

it had shaped my thinking about how I meet with families when they first come to CAMHs. 

 

2.5.2 What are Autism Spectrum Conditions? 

As can be seen by the two quotes above from two participating young people, whether 

Autism Spectrum Conditions ‘exist’ and what a diagnosis means for an individual is often 

contested. Autism spectrum disorders (ASDs), referred to herein as Autism Spectrum 

Conditions (ASCs) are behaviourally-defined neurodevelopmental conditions comprising a 

dyad of impairments of social communication and social interaction, and by a range of 

restricted and repetitive interests and behaviours together with sensory sensitivities. Onset 

is said to occur in early childhood but symptoms might not be fully apparent until later 

when social demands exceed social capacities (APA 2013, WHO 2018). 

Children diagnosed with ASC are at increased risk for the development of a range of co-

morbid difficulties such as Attention Deficit Hyperactivity Disorder, anxiety and depression 

(Simonoff et al., 2008, Kim et al., 2000, Volkmar et al., 2014, Tick et al., 2016). In the UK, 

about three boys to every girl are diagnosed with an ASC and there is increasing concern 

that girls are not being diagnosed when they do in fact have a significant social 

communication difficulties (Loomes et al., 2017). 
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ASCs are diagnosed in slightly more than one in 100 people (Scott et al., 2002., Baron-Cohen 

et al 2009., Volkmar et al., 2014). Around 70% of people diagnosed with an ASC have a co-

morbid learning disability, although this figure may change as a result of the broadening of 

diagnostic criteria of the autism ‘spectrum’ (Matson and Shoemaker, 2009). Diagnostic 

criteria have changed over recent years and there is some evidence to suggest that the 

increase in numbers of people being diagnosed is a function of the use of broader diagnostic 

criteria (Hansen, Schendel and Parner, 2015). 

Around a third of children and adults referred to a specialist clinic for an ASC assessment do 

not receive an ASC diagnosis (Happé et al, 2016, Lo et al, 2017). It is unclear why this is so 

but it could be to do with the complexity of some presentations of children, the rejection of 

diagnoses offered, the influence of patient-choice on having a referral made or because 

non-specialist professionals struggle to accurately identify which children should be referred 

on.  

Occasionally, children who receive a diagnosis are later assessed as not fulfilling diagnostic 

criteria, perhaps due to developmental changes, the success of interventions, overdiagnosis 

or new information on which a diagnosis can be considered (e.g. Olsson et al., 2015, 

Blumberg et al., 2016). However, once a diagnosis is given it is generally unlikely to be 

removed by professionals.  

 

Aetiological theories of ASC include theories regarding brain types, ‘damaged’ or differently 

developing brains, developmental, behavioural, learning style and genetic aetiologies 

(Chown et al., 2017). Perhaps as a consequence of the impossibility of identifying a single 

‘cause’ of ASC, and notwithstanding the evidence of a significant genetic causality (Happé, 
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Ronald and Plomin, 2006, Mandy and Lai, 2016), there is increasing speculation in multi-

factorial aetiologies, for example suggesting that infant risk factors in pre or post-natal brain 

functioning or in behaviour might interact with the very early social environment leading to 

an increasingly atypical developmental trajectory (Elsabbagh and Johnson, 2007, Elsabbagh 

and Johnson 2010).  

More systemic formulations of autism have been offered (see for example Brewerton, 

Robson and Crittenden,  2017, Crittenden et al., 2014., Crittenden, 2017). For example, Pat 

Crittenden and colleagues outline their intergenerational ideas about the development of 

autism, emphasising the importance of understanding the family context in making sense of 

the child’s presenting difficulties. As a systemic practitioner I find these ideas helpful 

although equally find it vital to explain them to families in ways that do not imply any 

connection to earlier mother-blaming accounts (Bettleheim 1967).  

 

2.5.3 Some challenges to and of making a diagnosis 

In the UK there are guidelines and quality standards about the way a diagnostic assessment 

for ASC should be completed (NICE 2011, 2014). This involves referral by a local clinician to a 

specialist team who can complete a diagnostic assessment. Diagnostic assessment is usually 

completed by a multidisciplinary team of professionals and involves gathering information 

about the child’s developmental history, their current social communication skills and 

abilities, their cognitive, emotional and behavioural profile, their educational, familial and 

social contexts.  
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Demand for diagnostic assessments greatly exceeds service capacity (Campbell, 2018) and 

across the UK there is concern about lengthy waiting times to access a comprehensive 

assessment (Rogers et al., 2016). 

As to why parents seek a diagnostic assessment for their child, knowing what is ‘wrong’, 

understanding their child better and having information to plan for the future are among 

the key reasons (Watson, 2008). The waiting period is known to be stressful, as families look 

forward to being able to make more sense of their child’s difficulties and their experiences 

of it (Denman et al., 2016). 

Given the huge resources that go into completing a comprehensive diagnostic assessment, 

it is often questioned whether the completion of a diagnostic assessment is the best way to 

use scarce resources and whether the ‘system’ of providing help, whatever help is required 

for each child, would work better on the basis of need. Such views are to my mind 

important, but would require a great shift in the way services across education, social care 

and health are currently conceptualised and organised and accessed.  

Alongside the increase in numbers of people who seek and receive a diagnosis of ASC, there 

is a movement of professionals, who challenge whether autism ‘exists’ as a scientifically 

valid diagnosis (Timimi, Gardner and McCabe, 2011, Runswick Cole et al., 2016) and suggest 

that instead of opening up access to resources, diagnoses might constrain and disable, 

setting the source of the ‘problem’ and the locus of necessary change as within the child 

rather than within the educational or broader contexts. 

Highlighting the both societal push to label and classify as a way of managing ‘difference’ 

and accessing scarce resources, and the socially constructed nature and power of a label, 
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Timimi, Gardner and McCabe., (2011) suggest that contemporary diagnostic criteria that 

reconceptualise autism from a ‘thing’ to a ‘spectrum of things’ relate to ideological changes 

rather than new scientific knowledge, in relation to the social construction of the ‘thing’ 

referred to. The broadened ASC spectrum, they argue, creates a broader demand for 

specialist services and a narrowing of what is considered ‘normal’ or unnecessary to label in 

society.  

Whether or not ASCs ‘exist’, the diagnosis of ASC is often found to be helpful as an 

explanatory mechanism. Family therapists have long known that having an explanation, 

possibly in the form of a diagnostic label, can be helpful and can provide both solace and a 

compass for how to go on, while not having a diagnosis can add an extra ‘layer’ of suffering 

to the individual and their family and professional network (Watzlawick 1984, Tisher and 

Nichterlein 2018). 

While there is no robust evidence from randomised controlled trials that family or systemic 

interventions ‘work’ for families where there is a person with ASC (Spain et al., 2017), a 

growing corpus of practice-based evidence suggests that there are ways of working 

systemically that can be useful (see Stoddart 1999, Simon 2004, Cridland et al., 2014, Helps 

2016a, 2016b).  

While there is a huge literature on telling children about physical health diagnoses such as 

cancer or HIV, and a great deal of helpful practical guidance and popular literature on how 

to tell a child that they have been giving a diagnosis of ASC (see for example Ambitious 

about Autism 2018), there is scant research on telling children about an ASC diagnosis. 

Clinically, the experience of me and my team is that not telling a child or young person that 
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they have been given a diagnosis of ASC can create relational tensions between the child 

and their family and can constrain the child from having a useful way of understanding why 

they struggle with social relationships. Where studies have examined the meaning of being 

given a diagnosis, especially for teenagers, results indicate that the relationship to diagnosis 

is mediated via the perceived impact on knowledge and control for young people 

(Morgensen and Mason, 2015). 

 

2.5.4 A brief position statement 

I have an hypothesis that given the widening of the diagnostic criteria for ASC, and the ways 

that health, education and social care services are currently conceptualised and organised 

with a focus on establishing a diagnostic label as a precursor to placing a child on a specific 

treatment pathway, that referral questions about diagnosis are often seen as more valid, 

and are perhaps easier to frame, and easier to make, than are questions framed ‘simply’ in 

relation to a child’s needs or struggles in a particular area of functioning or indeed in relation 

to questions about families who are struggling to communicate. While I often prefer more 

formulation-based ways of conceptualising the needs of a person (Johnstone and Dallos, 

2006, Johnstone and Boyle, 2018), my role requires that I work within and according to 

diagnostic frameworks as well. Therefore, a referral that requests a diagnostic assessment 

or asks a question in relation to a particular diagnosis, might be seen as having a better 

chance of getting through the clinic door and getting access to much needed services. 

The process and product of a diagnostic assessment for ASC can be helpful guiding children, 

families and professionals in considering the domains of strengths and difficulties that a 

child might have. But the diagnosis cannot stand alone as an explanatory mechanism and 
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needs to be combined with a detailed understanding of how this child presents at this 

moment in time in the context of this family’s social and cultural context. In line with the UK 

Autism Strategy; Fulfilling and Rewarding Lives (2010) I am more interested in 

understanding a person and developing a formulation of their difficulties in their relational 

and social context than making a ‘diagnosis’ that is decontextualised, i.e. separated from an 

understanding or description of the person’s social, emotional, relational and cultural 

context. 

 

2.5.5 Concluding thoughts 

The world may not be have reached its advanced state today without people who think 

‘differently’. In his detailed history of autism Steve Silberman (2015) highlights how people 

who are considered ‘different’ have been celebrated, shunned, punished and abused over 

centuries. Considering this history together with a broader view of how people who are 

considered different have been treated (Gutting 1995), it is impossible to know what the 

relationship between difference, diversity and societies’ view will be in decades or centuries 

to come. It seems likely that the relationship to the process of giving a ‘diagnosis’ of an ASC 

and the ways in which services are structured and provided will be different. It is also clear 

that we can only think within the constraints of our current frameworks for thinking.  

Whether or not autism ‘exists’ as a valid diagnostic category, it is the current way of 

recognising and conceptualising the complex needs that make life very difficult for well over 

one in 100 people across the globe. Receiving a diagnosis is something that many people 

across the globe find helpful and useful but this is not universal, and both patients and 
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professionals promote needs-led and formulation-led rather than diagnosis-led service 

pathways. Receiving a diagnosis is often a necessary precursor to accessing specialist mental 

health, social care and educational services. Services across health, education and social 

care are growing although demand increasingly outstrips supply. 
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2.6  Domains of action 

2.6.1 Introduction 

This chapter describes the Domains of Action model and reviews how the model has been 

used. While the model has had a powerful influence on systemic practice, scant systematic 

research has explored its utility in detail.  

When Mara Selvini Palazzoli and her Milan colleagues suggested the notion of neutrality, it 

was not to imply that the therapist took a neutral stance to everything that a family 

brought, rather that the therapist should engage equally with all family members (Campbell 

Draper and Huffington, 1989). In considering when a clinician might or might not act 

neutrally,  Campbell et al considered two domains of action: constraint and autonomy. 

There were times when a clinician needed to do something to constrain a family  to conform 

to institutional or societal ‘rules’, and times when the therapist’s task was to be, or do,  

neutral, to facilitate autonomy so that the family could find their own solutions. Most 

important was therapist awareness of what domain they were in and why. A year after 

Campbell et al’s publication, Lang, Little and Cronen published their account of how 

practitioners, as moral and accountable beings, have to move between different aspects of 

practice and the importance on reflecting on the different positions taken. It is their ideas 

on which I will focus below.  
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2.6.2 Domains of Action 

The domains of action, specified as the domains of aesthetics, explanation and production 

(Lang, Little and Cronen, 1990), were conceptualised as ways to “sort out different types of 

action in relation to the professional’s role in any context” (Lang, Little and Cronen, p.40, 

1990). Actions in the domain of explanation emphasise the ‘meaning’ of tasks, and actions 

in the domain of production refer to the doing of a task. Actions in the domain of aesthetics 

refer to the respectful, creative and reflexive elegance with which one performs practice 

and also to the ethics of that practice.  

Similar to Campbell et al.’s model, Lang, Little and Cronen’s model invites the systemic 

practitioner to think about social context, meaning and action, to address what work are we 

doing in any given moment and what is the highest context/most privileged domain in that 

moment of interaction.  

Lang, Little and Cronen questioned whether it might be possible to think about the full 

range of tasks carried out by ‘human relations professionals’ (they were specifically focused 

on those working within child protection contexts when they wrote the paper) or whether 

some tasks simply fell outside of the (Milan systemic) systemic framework. Put another way, 

they raised the question of whether the range of required tasks (ever broader in today’s 

NHS than it was in 1990) could be performed in a way that was consistent with the systemic 

viewpoint ‘that lived experience is co-constructed by human beings co-ordinating their 

actions in relationship with one another’ (Lang, Little and Cronen 1990, p.40). 

Their seminal paper is now 28 years old. Domains ideas have been widely used and cited 

and, just like talk of the ‘Social Graces’ or of Approach, Method and Technique which 



98 

 

emerged at a similar time (Burnham, 1992, 2012), the domains model has fallen into 

common parlance for systemic practitioners. Lang, Little and Cronen wrote that they offered 

their ideas as exploratory, as something to stimulate discussion. Over the years, perhaps 

because the ideas felt so useful, and are (seemingly) so easy to grasp, the domains model 

has become a bit of a shortstop heuristic device in that professionals often now talk of 

domains as solidified things rather than social constructions.  

I now offer a more detailed description of the domains of action. The domain of production 

involves the WHAT. This is the notion that we behave in routine, socially conventional, 

‘objective’ ways according to our understanding of objectivity, universal truths and rules 

often set by our professional ‘rules’, employers, agencies or by the law, e.g. child protection 

issues. (themes include, from my data: setting the scene, consent and confidentiality, 

making a plan to go on together). This is ‘uni-versal’ thinking (Burnham et al., 2003) where 

there are established truths and where we make judgements and where consent is 

desirable but not necessary. Diagnostic and linear questioning tasks fall within this domain. 

Questioning in relation to what the institution expects me to ask, in relation to consent, 

confidentiality and risk also falls within this domain. Put another way, production is about 

committing to a particular line of inquiry/intervention that is led by the therapist.  

In the domain of explanation, the WHY is explored. Activities in this domain of action 

involve skilful discursive practices of the construction of meaning-making (Barge and Little 

2008), involving joint discursive creation of multiplicities of ideas. This looks most like what 

people imagine to be therapy. Burnham et al. (2003) see the domain of explanation as 

where the world is considered as a multiverse and where the focus is on the elaboration of 

many different stories. Activity in this domain is said to happen more in the middle and end 
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stages of a therapy rather than at the beginning (Pote et al., 2003). Questions in first 

sessions in this domain might include Why are you here? 

The domain of aesthetics refers to HOW the conversation is run. It could be held to 

encompass all aspects of practice that do not involve the What and Why such as therapist 

positioning and processes, family positioning and processes, and relational processes to do 

with navigating collaboration, respect, morals, ethics and power (Bond 2016).  This domain 

therefore relates more to issues of process than to issues of content.  

Lang, Little and Cronen further suggested that practitioners need to take up a ‘moral 

posture’, linked to the aesthetic domain, ‘in relation to what is, or is not, sanctioned, where 

and when you intervene, your choice of profession and context for work, what you are 

hoping to achieve and to your understanding of the relationship between theory and 

practice’ (p.40). 

As I go on to show within my findings, whereas contemporary systemic clinicians might hold 

that they work in collaborative and power-sharing ways, when (my) actual practice is 

examined, power is firmly held, at least at the start of an engagement, by me.  

Aesthetics is, as I see it, of a different hierarchical order to the other domains, sitting above, 

containing and traversing the other two domains (Oliver and Brittain, 2001).  

 

Questions that sit within the aesthetic domain might include ‘talking about talking’ 

questions as well as questions about the process of the conversation: How is this 

conversation fitting with your expectations? How do you fit your ideas about your child with 
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the behaviours you describe? How might I talk to you and your family about a difficult topic 

in a way that is helpful?   

Of course, human experience is not ‘cut’ into domains, but involves interconnections 

between different kinds of actions and experiences (Barge and Little 2008). Lang, Little and 

Cronen noted that people exist and work in all domains simultaneously but suggest that at 

any moment, one domain of action is foregrounded. This is particularly relevant for the 

domain of aesthetics which, as I have described it above (and came to think of it much more 

strongly by the end of the research) , sits in an overarching way, perhaps in a both-and 

rather than an either-or relationship to the domains of production and explanation.  

They also suggested that although it is possible to exist in multiple domains simultaneously, 

it is hard to be aware of all the domains in which action is taking place, so, rather like 

Campbell et al. had recommended, delineating the domains and figuring out which domain 

we privilege at any moment and what leads us / pushes us to do so can help us punctuate or 

formulate our work and figure out how to go on.  

 

2.6.3 Using and developing domains ideas  

The domains model has been highly influential in the area of systemic theory (e.g. Burnham, 

1992), supervision (e.g. Scaife, 2003), coaching, organisational work and management (e.g. 

Barge, 2004; Oliver, 2005) and in a variety of areas of therapeutic practice, for example 

working with sexual and gender minorities, children who are looked after or who are 

involved in the court system. 
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Christine Oliver and Graham Brittain (2001) used both the model of Approach, Method, 

Technique and the Domains of Action model in teaching movement between positions and 

situated decision making. Oliver (2005) outlined the ‘rules’ for each of the domains. In the 

domain of production, she described how participants were encouraged to speak in ways 

that encouraged clarity. Legitimate behaviours, as she described them, were opinion-giving, 

advice-giving, planning, argument and persuasion. In the domain of explanation, the 

discourse is to do with complexity, curiosity, and sense-making. Legitimate behaviours 

included questioning, connecting, storytelling and facilitating the views of others. In the 

domain of aesthetics, the task is about linking to and learning from conversations in the 

other two domains. Legitimate behaviours involved reflexive observation of patterns and 

connection and coherence with the wider task and purpose of meeting together. Oliver and 

Brittain (2001) noted that they teach the domains model in a didactic way when ‘setting a 

context’ for conversational exercises.  

Glenda Fredman and colleagues (Fredman and Rapoport, 2010) described the use of the 

model in their work with older people and their networks of care. They described an 

aesthetics of practice as working respectfully and hopefully with people and ‘joining people 

in their contexts, locating expertise within the persons seeking help, and working with 

relationships rather than only with individuals’ (p.285).  

They emphasise the importance of considering both the rights and the duties of a 

professional, which mean that there are times when a clinician have to act in the domain of 

production, to get something done. This kind of action often involves ideas about certainty, 

objectivity and truth and is consistent with a discourse of expert, protector and power. In 
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the domain of explanation, meaning and understanding are the focus and clinicians  can ask 

questions from a curious, authentic not-knowing position (Anderson and Goolishan, 1992). 

What is less well addressed in the literature is what happens when conversational partners 

are in different domains of action. Fredman et al. suggest this can lead to problems. While 

they highlight the importance of clarifying which domain they are working in, they also note 

how issues of power, responsibility and hierarchy affect who can make a domain shift. 

Karen Partridge (2010) described using the model in a supervision context. In describing 

how multiple positions and multiple demands can lead to competing identities as well as 

dual lines of accountability she described how the domains of action can provide a frame to 

sort out ‘what tasks need to be done and by whom’ (p.322). 

Partridge recommended thinking of the domains as staging posts along the way through a 

dialogue with a child and family in that there are times a focus on ‘getting stuff done’ is 

required and there are times when it is important to stay in the domain of explanation, 

where there are possibilities for opening up stories. As Pote and others suggest (Pote et al., 

2003), these creative moments are generally thought of as therapy, where change might be 

most possible. 

In a similar vein to Oliver, Partridge suggested talking with clinicians about which domain 

thought they were in at any moment, as a way of freeing them to take a position on their 

position. She exemplified domains thinking in relation to the journey of a referral through 

the system, whereby a request or concern might arrive in the domain of production (e.g. an 

assessment needs to be made of this child), requiring action in the domain of production 

(e.g. how shall we conduct the assessment of this child). Between the tasks in the domain of 
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production there is work in the domain of explanation (e.g. what are you concerned about, 

what else might be required to help you with your concerns about your child). As the 

conversation unfolds, there is negotiation and reflection in the domain of aesthetics (e.g. 

what’s it like for you to be going through this process). 

Sharon Bond (2016) recently (and for me after I had conceived of my research regarding the 

three domains), proposed a fourth domain, that of rhetoric. Actions in this domain 

specifically foreground self-reflexivity. In the domain of rhetoric, Bond invites the clinician to 

account for themselves, to be self-reflexive, to attend to what their words do.  

This domain seems to provide something of a bridge between monological ideas and 

dialogical, from solely considering what I am doing, what my intentions are, to thinking and 

working collaboratively to consider what you might be making of and contributing to this 

and indeed what it is that we are making together. (Simon, 2012) also started to make this 

link in developing her ideas about ethics and the domain of aesthetics). It seems to me that 

the work of the domain of rhetoric involves reflection on action (Schön, 1983) with an 

encouragement to develop skills in reflecting-in-action on how we position ourselves and 

are being positioned. I find this added domain a useful addition to the domains model idea, 

bringing the contemporary notions of transparency and self-reflexivity to the centre of the 

model. It also served as an important reminder that the three firstly proposed domains were 

nothing but social constructions, that they do not need to remain reified and that there may 

be, more domains to construct as the understanding of practice evolves.  
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2.6.4 Other domains work 

Based on Bugental’s domains theory (Bugental 2000) and linking with Batesonian ideas 

about the importance of families being clear with each other about their context (Bateson 

1972), Jonathan Hill and colleagues (2003, Hill et al., 2014) developed a way of classifying 

moment-to-moment family interactional patterns, that relies on the notion of domains of 

social interpersonal processes. They argued that all family processes, across cultures, can be 

classified into two domains, and describe how each domain of interaction has procedural 

rules that underpin understanding. They outlined two domains: the first relates to affect-

action which involves issues of safety, attachment and discipline expectation. In this 

domain, the tasks largely involve dealing with negative expressions of emotion from the 

child and requires parents to take hierarchical or authoritative action to address the child’s 

negative emotional state.  

The second domain is the exploratory domain where the task is to explore, to play, where 

there is no hierarchical requirement of the parent to act towards the child. 

Hill et al argued that communication goes awry when there is low domain-clarity or where 

there is a mismatch between domains, for example if the child offers something in the 

exploratory domain but is met by a response on the affect-action domain. This is when 

communication difficulties show themselves. Negotiating movement between the domains 

is therefore complicated, as individuals may each hold ideas about the domain that they are 

acting within, and there could well be a mismatch of domains. Hill et al. described how 

transitions between domains can be fast and, contrary to Lang, Little and Cronen’s domains, 

that one cannot be in two domains at the same time. 
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Hill et al. suggested that teaching the domains framework to families could open up 

therapeutic options and can enable family members to decide whether or not to apply the 

principles to their understanding of family communication patterns. They later suggested 

that sometimes, just telling families about their domains model led families to an increased 

ability to identify key interactional sequences which has led to change in those sequences. 

They suggested that the therapist also needs to consider which domain they are working 

from within, suggesting that there are times when the therapist needs to be hierarchical, 

using their expertise and instructing the family, and times when the task of the work is 

much more exploratory.  

In a very recent paper, Hill and colleagues (Pethica et al., 2018) reported on the psycho-

educative aspect of Family Domains therapy, whereby the therapist takes an expert position 

to describe the model to families in early sessions. They analysed naturally occurring 

material from four separate family sessions using Conversation Analysis. They found that 

the therapist was largely responsible for opening and closing topics of talk, that ordinary as 

opposed to technical language was often used and led to families talking more about their 

concerns and that the delivery of information about the model was given as a reworking 

and extension of a prior response by family members, much like a formulation might be 

given (Peräkylä et al., 2008). Of relevance to my research, they commented on how the 

therapists involved in study experienced some study-related pressure to alter their practice 

somewhat. 
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2.6.5 Concluding thoughts 

Over the past quarter century, the ideas involved in the notion of Domains of Action have 

provided practical guidance on how practitioners might reflect on their practice, so as to be 

able to explore what drives them or what moral forces push them to act or not act, and to 

consider other positionings they might take up. The benefits of classifying for ourselves and 

others that we do and can speak from different positions, each of which has different rules, 

and different ethical postures, has been helpful in clinical practice, supervision and in 

consultation. But what have been the benefits for the families with whom we work? Where 

are their voices in the navigation of domains? What none of the descriptions of the domains 

of action fully address is the way in which movement through domains of action takes place. 

Power, hierarchy and epistemic rights are clearly implicated in the ability to decide on which 

domain to occupy and in movement between domains. So, in clinical work, is it always the 

therapist who guides the conversational ship or does the patient/family take the wheel? 

Contemporary systemic practitioners do, I think, hold a belief that conversation is jointly 

constructed and navigated. But is this actually the case? I propose that clinicians hold more 

power and greater epistemic rights to guide the conversation, especially at the first time of 

meeting a family and gradually move to share power and epistemic rights.  How epistemic 

stance and rights map onto actions within each domain is interesting, it seems possible that 

there is a greater epistemic imbalance in the domain of production and aesthetics, where 

the clinician is at a disadvantage and needs to gather information, but also that the clinician 

holds great epistemic power by virtue of their professional stocks of interactional 

knowledge that inform their questioning.  The way that epistemic rights and stance is 
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negotiated is perhaps the work of the domain of aesthetics. The issue of how epistemic 

stance, gradient and power emerges will be picked up in the analysis of my material. 

I feel concerned that the domains have become reified, becoming ‘things’ that can be 

noticed from the outside, as through we could be certain about which domain of action we 

were in at any given moment. Given the complexity and potential confusion between any 

message and meta-message (Bateson et al.,1963, p.154), and the notion that actions are 

jointly created, then how might domains be identified? 

Notwithstanding the above critique, and despite its immense practical utility, the domains 

model has not been subject to formal research scrutiny. I see this as an important gap. 

Learning more about how domains ‘show up’ in actual practice and learning more about 

how transitions between domains happen could produce useful information to inform 

practice and teaching about the flow of sessions.  
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2.7  Drawing together some lines of thought from the literature 

This rhizomatic review of literature opened with a discussion of what conversation is, 

emphasising how it is so much more than just an exchange of words. I briefly drew on 

literature that showed how therapeutic conversation, the basis of a therapeutic 

relationship, is both similar and different to ‘ordinary’ conversation. I drew attention to 

different ways of listening to patients and the notion of social poetics as a way of doubled 

listening so as to hear news of a difference. I also drew brief attention to the ways in which 

epistemic rights and power are navigated in conversation. I suggested that the structure of 

questioning within the early moments of first sessions and indeed the responsibility and 

right to move between different domains of action gives powerful information about the 

epistemic rights of the different parties in the conversation. 

I reviewed published writing about the Domains of Action and suggested that those writings 

seem to convey a sense of a smooth and linear flow through each domain. Perhaps this 

similar to the ‘ideal’ flow through the conversational activities that Robinson (2003) noted. 

He also noted that the reality of the flow of conversation was very different to the ideal. 

Likewise, Jefferson’s (1988) close analysis of everyday talk about troubling matters showed 

a messy and only vaguely ordered pattern. In writing after-the-fact about the flow of a 

conversation, it is perhaps easier to recall a linear sequence, rather than the jumbled, 

messy, zigzaggy nature of real conversation.  

I have described what people think happens and research on what actually happens when 

people come to CAMHs, highlighting the diverse ways in which clinicians engage with 

families. I noted the ‘scripts’ that I and others use to move through first conversations. I 
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have briefly reviewed what ASC ‘is’, if it even is a valid diagnosis, and I have highlighted how 

a diagnosis can be difficult to talk about. However I have suggested that if knowledge is not 

shared between the clinician an dthe family then it is impossible to make shared decisions.  

I have argued that most previous practice-based process research has largely neglected the  

body in exploring what actually happens in the clinic room in favour of a disembodied 

analysis of discourse. I have shown the complexity involved in examining multimodal 

processes based on analysis of video material, but also the benefits. I have argued that 

researching video material of actual clinical practice can teach us a great deal about (and 

lead us to improve) actual practice. While the embodied turn has firmly set-up stall within 

clinical and supervisory aspects of systemic practice, it has not yet risen to prominence in 

research literature.  To state my research questions again: 

 

What do I notice when I use the apparatus  of qualitative research tools to explore 

my everyday practice? 

How do I move between the domains of aesthetics, explanation and production in 

conversation with families? 

What do the moment-to-moment interactions that develop within conversations 

with families, and which might contribute to a therapeutic relationship, look like? 

 

To answer these questions, I seek to establish what happens in first conversations (using a 

thematic analysis to create an overview of what happens), to identify what domain of action 
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I am in at any given moment (using a process of mapping the flow of conversations through 

each session).  Then I explore some small moments of practice, based on one of the themes 

created by the thematic analysis, using applied visual conversation analysis, adding a layer 

of what I term systemic diffractive analysis. I do this using material from my actual practice, 

namely video recordings of first sessions.  
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Part 3: Methodology and Methods 
 
3.1.1 Epistemological and ontological positioning 

 “if you have a curiosity about therapy, itch it” 
Ron Chenail (1991, p3) 
 
“We too are part of the world’s differential becoming” 
Karen Barad (2007, p.91) 

 

 

In this chapter, I describe my choices regarding research methodology and design, and 

analysis. 

My research took the form of a participant observation study where I was the primary 

participant. I used a multi-layered approach to explore some of the processes of talk 

and bodied interaction involved in first conversations with families. I was interested in 

both looking for patterns in my practice from a bird’s-eye view of the material and 

exploring the minutiae, the moment-to-moment multimodal movements within parts 

of the conversation. These interests in the context of my research questions call for 

methodologies that focus on observation, for ways of creating material that captures 

(something of) my everyday practice, and ways of mapping what I do. 

Claims to knowledge affect and drive practical actions, including the whole arc of the 

research process (Wren, 2004). Methodologies and methods always need to be 

articulated within a research paradigm that situates the study regarding questions of 

ontology (the nature and form of reality) and epistemology (ways of knowing). 

Historically, and certainly within the social sciences and mental health field, some 

modernist research practices have led to the colonization and abuse of research 
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subjects, particularly in relation to vulnerable or marginalized communities (Smith, 

2012). Interest in positivist, modern research methodologies and paradigms, where 

the notion of establishing ‘grand narratives’ and certainty on the basis of the focus of 

the expert gaze, where findings are true, value-free, neutrally obtained, reliable and 

valid, have been firmly challenged. There is now a surge of interest in deconstruction 

and exploration of bias, and a search for multiplicity, rather than a single story (Lather, 

2007, Davies, 2018). This post-positivist, post-modernist approach fits particularly well 

with the post-modernist, social-constructionist frame that guides my clinical practice. 

 

3.1.2  What is the form and nature of reality? 

People come to CAMHs because they have real concerns about their children. When I 

meet people, they are in real distress and this distress often really resonates within 

me. My worldview posits both that events and experiences do exist ‘out there’ (a 

realist ontology, see Maxwell, 2012), that data can tell us something about the real 

world, that ‘things’ are observable and independent of human consciousness and that 

people, largely through language, actively engage in a process of constructing and 

meaning-making. I understand this to be in line with a critical realist perspective 

(Archer et al., 2013). The concerns that people have when they come to see me are of 

course not neutral. Practices of knowledge construction are dominated by power and 

privilege and it is through language that bodies are classified and regulated (Foucault, 

1965, 1973, 1977). In this way language constructs, dictates and acts as a social 

control mechanism. This is particularly relevant to my research given that one mode 
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of social control and constructing knowledge through language, the diagnosis of an 

autism spectrum condition, defines entry to the clinic. 

I reject the metaphysical stance of Cartesian dualism and embrace a version of the 

world where there is no separation between mind and body, where there is a ‘lived 

body’, where my body/mind as a living system is in constant dynamic interaction with 

larger systems (Mehta, 2011). Intra-action is a Baradian term used to move on from  

‘interaction,’ rejecting objectivity and foregrounding how ‘things’ both human and 

non-human are constantly and inseparably entangled (Barad, 2007). 

Therefore, all parts of my mind and body are intra-acting with each other and all parts 

of me are intra-acting with all parts of you. What we create together is therefore a 

constantly evolving entanglement of us in this dynamic, living moment. The nature of 

reality is such that there is no data or material separate from me, that I am in it, 

entangled with it.  

 

3.1.3 What is the relationship between the knower and what can be known? 

Because of my entanglement with matter, because of the way I intra-act with matter, I 

can only know the world through myself. As primary subject and object of this 

research, a way of understanding the relationship between the knower and what can 

be known that connects subject and object is helpful. For Haraway and Barad, subject 

and object are seen as indistinct, already and always entangled (Haraway, 1991; 

Barad, 2007). My aim to get out of myself, in order to examine my practice at a small 

distance is, by this way of understanding the world, impossible. 
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Therefore, the way I ‘cut’ my experience so as to examine it determines what I see. 

This is the agentic realist position (Barad 2007, Shotter 2014). Ideas of agential realism 

suggest that matter and discourse mutually constitute each other and are intra-active 

and inseparable, that there are real effects of matter and that reality is constantly 

created and is, to use Shotter's term, ‘unfinalisable’ (Shotter, 1993; Barad, 2007). 

Anything I might ‘pin down’ during the course of the research or writing will be 

subject to change as soon as I have pressed ‘save’. Similarly to Shotter’s idea of 

knowing of a third kind, Barad (2007) suggests that ‘knowing’ is not a bounded or 

closed practice but is an ongoing performance of and within the world (p150). Matter 

is an active not passive product of discourse. So matter is created in the writing of 

these words. Barad (2007) and Davies (2018) argue that epistemology and ontology 

are inseparable, because we do not obtain knowledge on the basis of standing outside 

of the world looking in on it, because we are of the world (Barad, 2007 p185).  Barad 

therefore describes onto-epistemology as the study of practices of knowing in being 

(p185). This is therefore the frame of knowledge and knowing that I have taken up 

throughout this research.  I am both the knower and the known, the subject and the 

object, both moving inseparably between these positions and trying to create some 

punctuation to take a pause and to examine each momentary position.  

Diffraction, in science-terms is the process of light or other waves bending through a 

gap or around an obstacle. It is different to reflection and reflexivity whereby the 

obstacle is seen as separate to the subject (Barad 2007, Bozalek and Zembylas 2017). 

It emphasises the situated knowledge of the observer/knower (Haraway 1991, it 

emphasises mattering in a Baradian sense which encompasses social justice and doing 
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something (i.e. the process of producing difference) care-fully (Barad 2007, Davies 

2014b). Diffraction happens, is enacted from within an entangled, interdependent 

place within the world. In this way it sits comfortably alongside Shotter’s descriptions 

of the dialogical, relational ways in which conversation happens, where what emerges 

in the conversation is a function of each individuals and beyond each individuals’ 

contributions.  

In conducting this research, I do not intend to try and find ‘truths’ or facts that can be 

generalised, but I do intend to explore and account for (from within) my local 

knowledge and my practice in the hope that these stories may have interest and 

meaning for others. I do not seek to ‘discover’ reality, as if it were lying under the pile 

of books and papers on my office floor, but believe that the way I experience and 

narrate the world influences how I understand my experiences. I believe that the 

processes of diffraction can help me understand and demonstrate how I show up in 

the material. My understanding of the relationship between the knower and the 

known goes beyond language. I see my knowledge as situated in and from my 

particular social, cultural, embodied perspective (Haraway, 1991). What I make of my 

research is just that, my seeing and sense-making. 

 

 

3.1.4 Choosing Qualitative research methodologies 

Exploratory, meaning-making, interpretative research questions are well served by 

qualitative research methodologies that focus on lived experience, local detail, on 

gathering rich descriptions of practice and include the impact of the researcher’s 
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personal and professional backgrounds and values (Wren, 2004). Such qualitative 

research practices can also address concerns about the ethics of conducting research, 

striving to conduct research as a respectful, humanizing, anti-oppressive endeavour.  

I chose a qualitative methodological approach for this research as this approach sits 

well with my research aims of deeply exploring lived and living experience, and shares 

many similarities with systemic psychotherapeutic processes, so making the transfer 

of knowledge between research and practice smoother (Simon, 2012; Simon and 

Chard, 2014). 

 

 

3.1.5 Self, reflexivity and diffractivity 

The position of the researcher in relation to the participants requires further 

discussion. Reflexivity, that is continuous exploration of how the researcher has 

influenced the material, in qualitative research is often described as being on a 

continuum, from a positivist bracketing of the influence of the researcher to an intra-

actional view of the entwined and inseparable relationship between researcher and 

participant which challenges the notion of neutrality in the relationship (Barad, 2007). 

Throughout this research I embrace the notion that through the intra-active act of 

narrating one’s experiences, all parties in dialogue influence the others. Therefore, the 

self (or rather the identities) of the researcher – the “I” – needs to be as transparent in 

the process as the selves of the participants. I do not consider selves to be fixed 

entities but consider ‘them’ (not that I consider I and them to be distinct positionings) 

to be always in context, always in the process of becoming (Bateson, 1972). Conceived 
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in this way, research is a triadic construction between researcher, the researched and 

the research material (Cunliffe, 2016). The reflexive researcher does not discover and 

report, but constructs a story of their experiences, while examining how they know 

what they know (Cunliffe 2003, Ellis, 2004). 

 

3.1.6 Ethnomethodological, autoethnographic and relationally ethnographic 

methodologies 

Ethnomethodological approaches stem from the disciplines of sociology and 

anthropology, and involve a researcher going into ‘the field’, observing social life, 

observing how people make shared sense of and work out how to go in in any given 

situation, then leaving the field and making some interpretation of their observations 

which are then shared with others (Garfinkel, 1967; Goffman, 1981). These methods 

have been hugely influential across the social sciences over the past decades and 

particularly in relation to systemic research, a synthesis of some of these and systemic 

research has been suggested (Krause, 2003). 

One critique of ethnography relates to the exoticization of the ‘foreign’ ‘other’, based 

on the (now much out of favour) assumption that one can go into the ‘field’ and 

gather information about the ‘other’ and then tell one’s findings as a true 

representation. Social constructivist and social-constructionist positions roundly 

counter this position by highlighting the impact of the observer on and in the process 

of making the observation. 
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According to James Clifford and George Marcus (1986), ethnography is not therefore 

about writing about what we actually see but is a literary and poetic process involving 

having an experience, i.e. going into the ‘field’ to study ‘others’ but then returning to 

our work spaces to write-up, to make sense of what it was that we 

saw/felt/experienced. 

The contemporary version of ethnographic knowing, that I subscribe to therefore 

relates to knowing in relation to research participants, with whom the researcher is in 

an evolving intersubjective relationship, and that this relationship needs to be 

interrogated in a self-reflexive way (Pink et al., 2017): 

“while this does not preclude the possibility that we might write-up what 
we know at any one moment, it allows for an acknowledgement that 
what we know about the world is always in the making, is always 
relational, and is always being made and remade with others” (p.13). 

 

Pink et al’s words, while not using the term intra-action, seem to speak to the notion 

of things being made and remade with others. 

The field of study that I chose was my own clinic space and my own clinical practice. I 

wanted to turn the traditional lens around to focus on me not them. The methodology 

of and writings about autoethnography gave me some ideas about how do this. 

Linking back to earlier abuses of power and colonization in the name of research 

(Madison, 2011), I was determined not to represent and interpret the other but to 

represent and interpret myself, and to reflect on that representation in a critical and 

ethical way. 
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Autoethnography (AE), and relational ethnography emerged in response to concerns 

about ethnographic othering, about colonial, imperialistic observation, mainly 

conducted by white people going into the ‘field’ and bring back stories of the exotic 

and ‘otherly’. Ellis & Bochner (2000) define autoethnography (AE) as ‘autobiographies 

that self-consciously explore the interplay of the introspective, personally engaged 

self with cultural descriptions mediated through language, history, and ethnographic 

explanation’ (p.742). It is an approach in which personal experience is systematically 

described and analysed in order to understand broader cultural experience (Chang, 

2008; Ellis et al., 2011). 

AE therefore focuses on telling stories from the inside, so the reader can feel along 

with the writer (Ellis and Bochner, 2000; Ellis, 2004). When the main subject is myself, 

AE provides guidance on how to write about myself, from within my experience, using 

ways of writing that might connect with others. 

As well as being evocative, the practice of AE has ethical implications. In their chapter 

on evaluating AE, Tony Adams, Stacy Holman-Jones and Carolyn Ellis (2015) note the 

importance of writing to challenge harmful cultural beliefs and practices. Drawing on a 

methodology that aims to do something just, fits with my overall ethical aim as a 

practitioner and researcher to contribute something useful and socially just. 

Taking AE a step closer to systemic practices, and emphasising the dialogical nature of 

communication, Gail Simon (2012), describes the practice of relational ethnography. 

She describes this as a method of telling stories from within moments of practice. She 

suggests that sharing inner dialogue, those multitudinous inner conversations that 
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happen internally as the next step in an interaction is contemplated, can enhance 

transparency and collaboration in relationships and indeed between the reader and 

the writer. Mathew Desmond (2014) uses the term relational ethnography in a slightly 

different way. For him emphasising the relational relates to the selection of the object 

of analysis and the making of a choice to study fields, boundaries, processes and 

cultural conflicts, as opposed to the more traditional ethnographic study of place, 

bounded groups, processed groups and group culture. He emphasises processes 

above the static, and explores the intersections rather than the fixed. 

I find both these relationally-emphasised autoethnographically linked methods helpful 

given my research focus on movement, on how things happen between people. These 

methods inform what I will later describe as Systemic-Diffractive Analysis, which 

combines a systemic lens, that is a focus on relationships and the spaces between 

people, with an acknowledgement that the researcher influences and inseparably 

intra-acts with the research material. 

 

3.1.7 Exploring the microprocesses of talk 

In this section I offer a brief introduction to and critique of CA and introduce my 

method of Applied Video Conversation Analysis (AVCA). Conversation Analysis refers 

to a tradition of qualitative empirical research, drawing from ethnomethodology, that 

considers how social action is achieved by analysing naturally occurring interactions 

(Sacks, 1995). It is a form of bottom-up inductive discourse analysis that uses a 

specific set of methods for analysing sequential social interactional (vocal and non-

vocal social interactional) conversational material in everyday or institutional settings 
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(Mondada, 2013, p.33). The goals of the CA are to describe the micro-sequential 

practices, actions, activities and overall structure of interactions (Stivers and Sidnell, 

2013). CA therefore focuses on sequential patterns of talk, for example how you 

(know to) talk after I have talked, or when you interrupt my talking. It relies on the 

assumption that the conversational floor is negotiated and renegotiated in a way that 

is managed locally, according to the imagined, assumed mostly unspoken rules of the 

situation. 

The focus of CA is on the how communication is performed rather than the why (ten 

Have, 2007). It helps to develop an understanding of how I go on after you have gone 

on and how we make conversation and social interaction together. It is based on an 

assumption that we go on together differently in different institutional contexts, e.g. 

that we might go on together differently in the consulting room in a mental health 

clinic to how we might go on in a café. CA was firstly used with ‘everyday’ 

conversation and has increasingly been used to explore ‘institutional’ talk, i.e. how 

talk is adapted with the context of particular institutional settings such as courtrooms, 

classrooms, air traffic control towers, medical and psychotherapeutic settings (Drew 

and Heritage, 1992; Sidnell and Stivers, 2013). CA relies on detailed coding of the 

micro-aspects of conversation. Most researchers rely on the Jeffersonian transcription 

system (Jefferson, 2004), which is often modified to suit the purposes of particular 

studies. See appendix F for the transcription symbols I used. 

While pure CA attempts to make general claims about conversational principles or 

‘communication rules’ of social interaction, as in both the regularities as well as the 

irregularities (ten Have, 2007; Antaki, 2011; Robson, 2007; O’Reilly et al., 2016), 
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applied CA refers to the ways in which the process of CA can be used to understand 

how conversation works in specific institutional settings, often as a way of facilitating 

change in those institutions (Peräkylä, 1995; Antaki, 2011). 

Applied CA is particularly applicable to the study of what happens in a range of forms 

of therapeutic interventions and psychotherapy (see for example Peräkylä et al., 2008; 

Peräkylä, 2012). It has been increasingly used in process research in the systemic 

psychotherapy field (O’Reilly and Parker, 2013; Rober Eesbeek and Elliot, 2006; 

Amoss, 2014; Watson, 2018; Pethica et al., 2018, Ong et al. 2019) and has been useful 

in the study of theoretical concepts in the here and now of therapeutic dialogue, 

scrutinising the contribution of the therapist (Tseliou, 2013). 

CA has been criticised for being acontextual, i.e. not going beyond the immediate 

interaction to make sense of the factors that might be influencing the specifics of the 

talk, or considering how factors such as gender, race, institutional identities, social 

roles or power affect communication (ten Have et al., 2007). There is a further 

concern that in only paying attention to the talk-in-interaction, CA neglects the 

institutional context. To address such critiques, CA can be nested within other ways of 

making sense of data that are able to consider such issues. In fact, it is increasingly 

common for CA researchers to gather a wealth of field information prior to gathering 

their specific research material, so as to be able to locate the specific analysis within 

the specific and more general context (ten Have, 2007). It is this nested, contextual 

approach that I have adopted. 
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Further, an ethnographic approach is often recommended as a way in to the field 

(Heath, Hindmarsh and Luff, 2010; Heath and Luff, 2013) to develop an understanding 

of the activity under focus, to develop trust with the participants, to make decisions 

about exactly what and how to record in order to make decisions about how best to 

record it. This approach does then take account of the broader context. 

In summary, CA has been frequently used in the examination of aspects of the 

therapeutic process. With a focus on the sequences of the micro-detail of what 

happens in an interaction, on how conversation ‘works’, it therefore fits well with my 

research aims, which explore how we go on together, how we make a conversation 

together and how we move in our words and our bodies between the different things 

that we need to address. 

CA studies are increasingly influenced by the argument for the inseparability of 

discourse and material practices, and so multimodal analysis of vocal, verbal, visual 

and embodied actions are proliferating (Scheflen, 1973; Heath and Luff 2013 

Mondada, 2013; Mondada, 2018). Ethnographer Charles Goodwin was one of the first 

people to explore visual material using CA principles (Goodwin, 2000). His work has 

shown the complex connections between words and actions and has shown that 

understanding bodily enactments is key to understanding what words are doing (this 

is perhaps similar to Shotter’s ideas about words in their speaking, although John 

Shotter takes less account of the visual aspects in his writings). Goodwin’s wife, 

Marjorie Goodwin, then developed visual CA, particularly in studies regarding the 

ordinary, everyday aspects of family life (Goodwin, 2018). 
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As video material becomes part of contemporary research territory, a variety of 

methods of analysis have developed, for example video ethnography (Pink, 2013), 

video conversation analysis (Heath et al., 2013) videography (Knoblauch et al., 2014) 

and video reflexive enquiry (Carroll et al., 2008). As visual CA has become established, 

notation systems have been developed (see Heath et al., 2013) although none have 

reached the agreed status of the Jeffersonian transcription system (Jefferson, 2004). It 

is this multimodal approach that I have developed, based on using video recordings 

where I can look and well as listen to the unfolding conversation.  
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3.2  Operationalising a method for making sense of material: a multi-layered 

analysis of multimodal material 

When I do clinical work, I work hard not to fall in love with my hypotheses, to remain 

curious and open to multiple ways of seeing and understanding (Campbell et al., 1992, 

Cecchin et al., 1983). I also ‘zoom in and out’, e.g. asking families about specific 

examples of interaction as well as how these might be understood within their 

community or cultural niche. Following others who have used multiple layers of 

analysis (McQown et al., 1971; Borsca and Rober, 2016; Rober et al., 2006), I wanted 

to bring this layered approach into my research. The layers of analysis are nor 

reifications but are agential cuts (Barad 2007) of the material and so are influenced 

both by my choice of making this particular cut the apparatus used through which to 

examine the effects of the cut.  

I did so using Reflexive Thematic Analysis (RTA), Conversation Analysis in applied video 

form (AVCA) and the more experimental methods of flow-mapping and Systemic-

Diffractive Analysis. I use the word experimental in a Foucauldian sense, as in 

experimenting to change oneself, in order to think differently to before (Foucault, 

2000).  

Conceptually, the order of focus of my analytic layers of material is as depicted in 

figure 2.  The AVCA layer involves very close, microanalysis of small excerpts of the 

material. It is encompassed in a layer of Systemic-Diffractive Analysis, which connects 

rhizomatically to my thoughts, feelings, wonderings from within and without the 
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material. RTA involves creating abstract across-conversation patterns of the content 

of the material. 

 

Figure 2: Conceptual map of layers of analysis 

 

 

Flow-mapping again involves looking for abstracted patterns within each 

conversation. The sequence of analysis was different to the conceptual sequence, and 

will be described later. Connecting to earlier discussions of epistemology and 

ontology, it could be argued that the AVCA relates more closely to an empirical and 

realist way of exploring the material which involves limited interpretation, with the 

levels of analysis above involving increasing levels of interpretation within a post-

modernist, relational onto-epistemological frame.  
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3.2.1 Layers of Analysis: Reflexive Thematic analysis of transcripts 

An early stage of completing a Conversation Analysis involves a trawl of the data corpus, 

often using statistical or quantitative tools (Peräkylä, 2001; Heath, Hindmarsh and Luff, 

2010) In adhering to the use of qualitative methods, I chose thematic analysis as an 

inductive, structured way to start to explore patterns in the transcribed material.  

Thematic analysis (TA) is a flexible range of approaches for searching across a data set to 

find patterns of meaning. It is a qualitative analytic method that can be used as part of a 

range of theoretical and epistemological approaches and is particularly suited to applied 

research projects (Braun and Clarke, 2006; Clarke and Braun, 2014) including those 

regarding counselling and psychotherapy (Clarke and Braun, 2018). There are many 

different versions of TA, the most popular and most widely used is Braun and Clarke’s six-

stage model (2006). The six (unprescriptive) stages involve recursive, reflexive engagement 

with the data corpus leading to the creation (not discovery) of overarching themes (Braun 

and Clarke, 2014). Themes are designed to tell a story about the material, that is authentic 

and useful to the overall story of the research, and that deeply reflects the researchers’ 

subjective interpretative lens, in relation to the research questions. 

While TA can be used with a wide variety of data, it is most commonly used with 

interview material. TA has to my knowledge only once been used with transcripts of 

actual therapeutic sessions (Wilcox, 2017). My research therefore represents an 

innovative contribution to the way in which TA is used in applied settings in 

systemically-informed CAMHs research. 
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Braun and Clarke’s (2006, 2018) six-stage approach to thematic analysis was used to 

the explore the material. The stages involve: familiarisation with the data; generating 

first data codes; searching for themes; reviewing themes; defining and naming the 

themes and producing the report (Braun & Clarke, 2006). They emphasise that these 

are not fixed stages and the process of analysis is an iterative and recursive one. They 

particularly emphasise the importance of taking a reflexive stance to the material i.e. 

considering the assumptions and values that the research holds that will influence 

their engagement with the material (Braun and Clarke 2013; Braun and Clarke 2016). 

This reflexive approach was particularly fitting given my insider reflexive / diffractive 

approach to the overall research. Finally, thematic analysis can be used in an inductive 

way or a theory driven way. I have used it in an inductive way. 

Oriented through the lens of what I am doing I therefore read each transcript multiple 

times and made notes of first themes. My first readings were influenced by the notion 

of ‘unmotivated looking’ (ten Have, 2007) whereby I read the whole corpus without 

specifically looking for something that related to my research questions. 

As I read and re-read, these first themes started to coalesce into broader themes. I 

charted these themes and made notes of excerpts that fitted into these themes (see 

appendix D for an example). I worked on the themes over a number of months, and 

they evolved as I spent more time immersed in the material, including once I started 

to immerse myself in the video material. I then selected material from one theme to 

subject to AVCA, as described below.  
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3.2.2 Mapping the flow of domains of action using transcript material 

While RTA provided a useful way of analysing data in bird’s eye cross-section, it did 

not help me to understand the unfolding movement through each conversation. 

Mapping the flow through each session therefore emerged as a response to my sense 

that exploring the material through the progress of each session could tell an 

interesting story about movement through domains of action.  

I developed a way of tracking the flow of domains of action through each 

conversation. Broadly influenced by Scheflen’s notion of coding “positions” through a 

therapy session (described on p70 herein), I read each transcript multiple times and 

coded episodes of talk into what I thought the talk was ‘doing’ according to the 

domains of action (production, explanation or aesthetics). Each episode was coded 

starting with an action (a turn) by me. The episodes consist of more than one turn, 

and reflect a package of talk about a specific topic. In episodes that I seemed to be 

doing two things, I double-coded these. Making coding decisions did involve a level of 

interpretation from within my knowledge of the material , in that while I tried to stay 

very close to the material, I could not not be influenced by what I thought my 

intentions were in the moment. 

I see the flow-maps as a ‘picture’ of each session rather than a coded data set to be 

counted. I do not claim that these mappings (I hesitate to use the word code) are 

reliable or valid in a way that might be associated with a quantitative analysis.  
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3.2.3 Applied Video Conversation Analysis 

Every moment of communication can convey something important about social 

interaction (Bolden, 2006), likewise every moment in therapy can be seen as 

generative and therapeutic (Blow, Sprenkle and Davis, 2007). Given that all themes 

identified by the RTA seemed to offer rich possibilities for in-depth exploration in 

relation to the research questions, but they all seemed too broad to be fully examined 

using AVCA and SDA, it took me several months to choose the specific focus. Once a 

specific turn regarding a theme had been selected – that of how I pivot into the 

question of ‘Why are you here?’ – I collected all instances of this turn and its ensuing 

sequence from the transcripts. This was accomplished by repeated viewing of the 

videos and consultation of the transcripts. All sequences were subject to initial 

analysis and an illustrative group were chosen for final work-up and presentation. 

The sequences I show below are what Sacks might refer to as Big Packages (Jefferson, 

1988) rather than the smaller excerpts of communication that are often analysed in CA. I 

think these Big Packages fit more smoothly with my aim of exploring rather than 

identifying unitary concepts in the material, they fit more with how one might review 

episodes of material in systemic practice and are necessary in showing the complexity of 

the interaction between at least three people. These bigger packages also help to 

contextualise the excerpts more than a more traditional, smaller package might. 

As is described in the literature review, Bateson et al took hundreds of pages to lay 

out their impenetrable description of a 15-minute episode of video material between 

three people (McQown et al., 1971). Hubert Knoblauch and colleagues used a stave-



131 

 

like arrangement, which included both still images and verbal information, which I 

found appealing as it remained closer to the visual data and captured something of 

both the simultaneous and the sequential (Knoblauch et al., 2014). Alexa Hepburn and 

Galina Bolden (2013) provide a detailed description of the conventions of transcribing 

vocal conduct in talk-in-interaction, involving layout of the material, temporal and 

sequential relationships, speech delivery, meta-commentary and ways of representing 

other activities. Others (Heath and Luff, 2013, Mondada, 2018) build on this with their 

detailed description of the transcription of embodied actions. Using standard 

transcription conventions (Jefferson 2004), I built on extant layout conventions to 

show the episodes in a format more like a script.  

Finally, whereas RTA and flow maps disconnected words from bodies, AVCA enabled 

words and body to be explored together in their situated, temporal relationship.  

 

3.2.4 Systemic-diffractive analysis 

Using thematic analysis and analysis of the flow of the conversations through different 

domains of action tell something useful ‘about’ the material (Shotter, 2005). Systemic-

diffractive analysis was developed as a way of responding from within the moments 

examined using AVCA. This layer attempts to show my ‘native ways of knowing’ 

(Eikeland, 2012). 

Systemic-Diffractive analysis does not try to work out what I the subject really meant 

by what I said or did. It does not attempt to represent or interpret what I said or did. It 
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aims to create a space for curiosity, for sense-making. Two bodies of knowledge 

informed the development of this layer of analysis.  

Firstly, diffractive analyses involve embodied engagement with the materiality of 

research material which goes beyond reflexivity (where subject and object are 

separate) to a process which acknowledges the contribution of the researcher within 

the creation of the material (Lenz Taguchi, 2012). Diffractive analysis has to do with 

the way that waves overlap and intra-act (intra-action signifying how ‘things’ are 

entangled and co-created), they effect each other when they encounter each other or 

other obstacles (Barad 2007). Diffractive analysis therefore examines the differences 

that are made in these intra-actions and the effects of these differences. This means 

that in my reading and viewing of it, I am entangled within the research material, 

rather than standing outside of it. This is particularly pertinent given that what I am 

looking at is me.  

Secondly, Interpersonal process recall refers to a research method, influenced by 

social poetics, that tries to get at the ‘inside stuff’, the stuff that the therapist was 

thinking at the time that they were in a particular moment of a psychotherapy process 

(Kagan, 1980; Elliott, 1986). This was used and developed in relation to systemic 

practice by Peter Rober (see Rober, 1999, 2005, 2011). Rober recommended that this 

process be undertaken straight after the session, and reported that it could take three 

hours to review one session tape in this way. 

The questions that I therefore loosely held in mind as I completed the Systemic-

Diffractive Analysis related to these methods, regarding what I was thinking in that 
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moment of practice, what I was feeling in my body, the connections I made with other 

similar or different situations, what I was curious or puzzled by, what were the 

excerpts of material doing, and what clinical judgements did I start to make. This layer 

is contained in italics throughout the AVCA analysis. 

 

3.2.5 Field notes 
 
Directly after each conversation I wrote a brief field note, noting my thoughts and 

feelings following the interview and the process of the interview. These field notes 

enabled me to keep track of aspects of the content and process of the research that 

might not be captured elsewhere. The field notes ranged in length and depth based 

on both pragmatic issues and research-related issues. I used the field notes to inform 

my thinking in relation to the Systemic-Diffractive Analysis. However, the systemic-

diffractive layer went much further than the material that was contained in the field 

notes and encompassed current as well as past thoughts and feelings about the 

material. 

 

3.2.6 Concluding remarks 

In line with the ‘multi’ focus of the research, multiple methods of analysing the 

material were utilised. All these fit within an ethnographic and autoethnographic 

frame where focus is on reflexive, insider engagement with naturally occurring 

material, where I am the main participant/subject. Different epistemological and 
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ontological positions are taken with different analytic layers but all work from the 

assumption that I the researcher create and ‘show up’ in the material. 

While Reflexive Thematic Analysis might simplify and decontextualise material, it is 

helpful in taking a bird’s eye view, in horizontally exploring patterns and meanings 

across a set of material. Exploring the flow of material through each conversation 

enables a different, vertical, patterning to be examined. Applied video conversation 

analysis can explore the multimodal detail of vocal and visible aspects of social 

interaction. The addition of a systemic-diffractive layer of analysis adds the possibility 

of making connections to context and to material that is rhizomatically connected and 

that comes to awareness by a process of diffraction. 
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3.3 Study Design and Procedure 

3.3.1 Research site 

The research site was my clinical base. This is a busy specialist multidisciplinary NHS 

mental health team in London. The multidisciplinary team works specifically with 

children, young adults and adults who are referred due to a concern from someone in 

their family or professional system that they might have or that they do have an 

Autism Spectrum Condition, learning disability or other neurodevelopmental 

condition, and are experiencing related psychological difficulties. The multidisciplinary 

team offers consultation, comprehensive assessment and a range of therapeutic 

interventions.   

3.3.2 Permission to undertake the research, governance and oversight 

First approval to conduct the study was granted by the University of Bedfordshire IASR 

PDSP Research Ethics Committee in Spring 2015. Following a discussion with my NHS 

Director of Service, verbal permission to conduct the study in my workplace was 

granted. As this research involved NHS patients, even though it was me not them who 

were the focus, I sought NHS permission to conduct the study. This was granted in 

August 2015 by Camden and King’s Cross NRES (see appendix A). In monitoring the 

progress and governance of the research, I completed regular updates for the NHS 

REC. All of my practice is situated within and professional ethical codes of practice 

(BPS, 2018; UK Council for Psychotherapy, 2018; Health and Care Professions Council, 

2018). These guidelines were adhered to throughout the conduct of the research. 
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3.3.3 Recruitment of participating families 

I was the main subject of the research. However, because I was interested in exploring 

my everyday clinical practice, it was important to seek the consent of the people with 

whom I was in conversation, in order to be able to explore my own practice. 

As described in the earlier literature review, many things at a content and process 

level happen in a first conversation.  The clinician starts with an open mind about how 

the contact with a family might proceed, but is guided by the letter of referral and the 

institutional demands placed on the content of a first session. The session offers space 

to explore the dilemmas, worries and concerns family members bring and seek to 

make a plan of how to go on in addressing those concerns. This initial open space is 

required because there is often a complex relationship between the stated reasons 

for referral in the letter of referral, and the things that families talk about when they 

get to the clinic.  

For the 11 families, reasons for referral, as stated in the letters of referral, broadly 

related to a request to consider issues relating to concerns about child and adolescent 

mental health in the context of a given or suggested diagnosis of an autism spectrum 

condition, or related to a request to consider whether a first or second opinion 

diagnostic assessment for an autism spectrum condition might enable a better 

understanding of a child’s profile.  

All newly referred children, young people and their families allocated to me by the 

team over the duration of the study where an Autism Spectrum Condition was 

mentioned in the referral were treated as potential participants. In line with the 
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principle that I was trying to research my ordinary everyday clinical practice, these 

were the only inclusion criteria.  This was therefore an opportunistic sample.  

All 11 families allocated to me by the team during the period of study agreed to allow 

the recordings of the sessions to be used for research as well as clinical purposes. 

Recruitment started in December 2015 and ended in December 2016. 

I had planned to recruit between four and six families and to record the complete 

episode of care with each family. What became quickly apparent from the first three 

interviews, was that the needs of the families required diverse interventions that 

would not all be delivered by me. Therefore, in discussion with my supervisory team, 

and in considering the research aims and questions, I made a pragmatic decision to 

focus on the first meetings that I had with families. 

 

3.3.4 Ethical issues 

3.3.4.1 Consent to participate in the study 

Children, young people and families were asked to give permission for the recordings 

of their sessions to be subjected to an additional layer of research analysis, after they 

had consented to have their sessions recorded for clinical purposes. Recording for 

clinical purposes is a routine part of my work. In this regard, navigating talk about 

making a recording is an ordinary and familiar part of my practice and despite some 

concerns particularly by clinicians new to recording, has not been found to negatively 

affect the clinical conversation (Speer and Hutchby 2003). 
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All 11 families asked agreed to allow the recording of the session to be subject to 

additional research analysis. 

Part of my clinical skill involves making rapid assessments of the ability of a person to 

be able to give consent to their own assessment and/or treatment. In line with trust 

policy and procedural guidance, I always assume that a person is capable of giving 

consent unless I notice evidence to the contrary (Mental Capacity Act, 2005). I had 

envisaged that there might be children or adults who were unable to give informed 

consent, for example because of difficulties in processing written or spoken 

information as a result of having a moderate or severe learning disability. I had 

prepared easy-read versions of the information sheet in case these were required to 

facilitate the process of seeking consent. Each adult and child/young person asked to 

participate was assessed as able to give their own assent (for children) or consent. No 

participant, adult or child, was assessed as unable to give valid consent for clinical 

purposes and therefore there was no concern about their ability to give consent for 

research purposes. 

Children and families were provided with participant information sheets and consent 

forms, detailing what was required of them (see appendix B). Although separate 

consent forms had been designed for children and adults, all families chose to put all 

signatures on the parental consent form rather than completing a second assent form 

for the children. 

Children, more than young people or adults, asked detailed questions about what 

might happen to the recordings, for example asking who would get to see the clinical 

recordings and whether their recordings would be posted on the internet. Some of 
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these discussions were captured on the recording but most were not as they took 

place before the recording equipment was switched on, i.e. before consent had been 

granted to make the recording. 

However, some of the discussion about consent to be involved in the research was 

captured with John and his family. In line with my aim to both show and tell 

throughout this thesis, I include below an example: 

Me:     Um, so what this says is that we routinely record conversations with 
families to help us remember what happens. And I’d like to use the recording to 
analyse the ways in which conversations unfold as part of the research. 
Mum:   Okay. 
Me:     I’ll give you that [written information] and leave you to think about it. 
Mum:   All right. 
Me:     Because y – there’s no, there’s no pressure and you can absolutely 
choose whether or not to go forward with that. 
Mum:   Would you like me to do that now? 
Me:     Why don’t we let it sit… 
Mum:   For a bit. 
Me:     …for a little while. 
Mum:   Okay. 
Me:     Because you might have some questions. 
Mum:   All right then, okay. 
Me:     Um, and, um, you need to feel confident if you’re saying yes to 
something. 
Mum:   Okay. 
Me:     Whatever it might be. 
Mum:   All right. 

 

It took each child, young person and family about 10 minutes to read the research 

information form, to listen to my description of what was involved in research 

participation and to ask any questions. The time taken was additional to the time 

provided to the family for the clinical conversation to take place. 

What was clearly apparent from the very first conversation was that the wording on 

the consent form was too stark given the relationship that the participating families 
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had to the diagnosis of ASC. Therefore, the word “might” was inserted into the titular 

headline of the Information Sheet and consent form so that the title read “Working 

with families where someone might have an autism spectrum condition”. I will discuss 

this further in the discussion in terms of the ethics of making a change to information 

sheets and consent forms, the potential impact of this on the conduct of the 

conversation, and the overriding clinical importance of engaging with families based 

on their individual and joint current understandings of their concerns rather than 

where letters of referral imply that they should be. 

What was also apparent was that the actions required following the initial session were not 

commensurate with continuing to record the journey with me through the clinic. For 

example three children / young people required urgent assessment of their mental health, 

to be conducted by another practitioner rather than me. As stated above, the focus of the 

project therefore switched to first sessions between me and participating families. 

 

3.3.4.2 Potential burden and distress caused by taking part in the research 

Families come to a mental health service to talk about distressing and stressful things. 

By the very nature of seeking an intervention from a mental health service they will be 

experiencing some form of psychological concern or distress. This distress will be 

addressed within the clinical work. I did not predict and did not find any evidence that 

agreeing to allow the recording of the session for research as well as clinical purposes 

led to additional distress for any of the families. 
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It is impossible to know whether and how agreeing to participate in the research 

altered the way in which the participant families talked with me about their concerns. 

The fact that taking part in research will change something of any interaction that 

ensues has been well-known in the systemic field (Vetere et al., 1987, Goodwin, 2018) 

but it is impossible to be able to say with any certainty what would have been 

different had the family not agreed for the recording of their session to be subject to 

an additional research layer. 

Using actual session data as opposed to interviewing people or asking them to 

complete questionnaires, reduced the potential burden of taking part in the research 

in that it did not require families to do anything that they would not usually do, other 

than reading the information sheet and consent forms. Using clinical recordings for 

the additional purpose of research has been done before and has been considered to 

have a positive clinical role and to produce multiple benefits (Hutchby et al., 2012). 

 

3.3.4.3 Confidentiality and anonymity 

Participant families consented for the recording of their clinical session to be used for 

an additional layer of analysis on the basis of anonymity. While ensuring anonymity in 

written material such as transcripts is straightforward, requiring for example the 

removal of any overtly identifying information such as names or places, this can be 

harder with visual material. Video and visual data therefore carry specific additional 

ethical issues regarding confidentiality and anonymity of the participants both in the 

data analysis and the dissemination stage (Heath et al., 2010). Pink (2013) suggests 

that when using visual data, it is particularly hard to assure confidentiality of place or 
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person. Indeed, if anyone who sees even the stills from my non-cartoonised videos 

and has visited my place of work, they might recognise the room, the clinic and NHS 

trust. 

Cox et al. (2014) produced guidelines for the use of visual/video research data 

highlighting the importance of giving sufficient information to research participants to 

ensure informed consent and anonymity. I followed these guidelines when I 

generated my participant information sheet and my consent form. 

In line with other multimodal researchers, (Mondada 2018, Goodwin and Cekaite 

2018), in May 2017, I was able to cartoonise the video material so that it could be 

anonymously shared with others. This involved applying a cartoonising graphics filter 

to obscure the identities of the individual participants but to allow for close analysis of 

movement, including some movement associated with facial expressions and bodies 

(see figure 3 below for an example). 

 

Figure 3: example of anonymised, cartoonised video material 
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Only anonymised transcript and anonymised, cartoonised video material (as can be 

seen in the still in figure 3) was shared with my supervisory team, and in supervision 

sessions with my doctoral peers, at a data analysis workshop, in conference 

presentations and in the write-up of the thesis and the presentation of findings.  

Anonymising people’s voices was something that I failed to find a technical solution 

for and so the raw audio track was shared with supervisors and a data analysis 

workshop, on the assumption that it would be highly unlikely for any of my 

supervisors to recognise a voice and a cartoonised image and to identify a child and 

family. In doing this, no overtly identifying content was shared, i.e. names or places. If 

listeners had been able to identify a particular person from their voice alone, then I 

would have immediately stopped sharing the material. 

In presenting sequences of material within the thesis, I removed any material that 

might serve to disclose the identity of a family. This included specific detail about 

unique family situations or the exact jobs of parents. 

 

3.3.5 Incidental findings 

An incidental finding reflects a situation where a piece of information that emerges 

regarding a research participant is clinically significant (Wolf et al., 2008). It is possible 

that in conducting my analysis for the purposes of research, I might have noticed 

something that was clinically relevant that I had not noticed at the time of the first 

session. 
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The important issue here is that the recordings were made primarily for clinical 

purposes and subsequently analysed for research purposes. This means that the 

recordings together with clinical notes and all other clinical material was available to 

me and to other clinicians in their ongoing work. While it is possible that incidental 

findings could have been discovered as the research analysis was carried out, and 

indeed it is highly likely and indeed hoped-for that my understanding of my practice 

did change and deepen as my analysis continued, the likelihood that a critical piece of 

clinical information would have been missed as part of the clinical work but then 

picked up in the research analysis was very small. 

Rober et al., (2006) suggest that any analysis of a therapeutic session is never finalised 

and that all conclusions are tentative. In this regard, incidental findings could be seen 

as exactly what practice-based research is looking for: those things it is not possible to 

spot in the moment, that are only possible to notice when using a frame for analysis 

and reflection on and for action (Schön, 1983). 

 

3.3.6 Use of adjunct clinical information 

Within the CA field it is a contested issue regarding whether and, if so, how much 

contextual data should be gathered. I did not ask for permission to use any 

information other than material generated from the first conversation and so this 

thesis contains minimal contextual data. However, this issue links to the broader issue 

of what I do with the information I hold in my mind about each family. This will be 

discussed later in Part 5.  
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3.3.7 A brief note on researcher vulnerability 

Much has been written the ethics of autoethnography and issues of confidentiality 

and permission. As Ellis notes, ‘it’s not possible to leave others out of the story’ (Ellis, 

2016, p.209). There are risks of researching and writing in an autoethnographic way, 

for example that our lives – not just the bits that we associate with the professional 

but all the other bits – will be open to scholarly critique, exposed to our peers. I have 

noted elsewhere (Helps, 2017b) that exposing one’s own practice can be vulnerable-

making. 

Given the way in which I the researcher try to ‘show up’ and account for myself, there 

is potential for me the researcher to be vulnerable, to be affected by as well as 

affecting the material (Behar, 1996; Ellis, 2004; Hollway and Jefferson, 2000; 

Etherington, 2017; Luvaas, 2017). This is an important ethical consideration which will 

be discussed in Part 5.  
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3.4 The recordings 

3.4.1 Making the recordings 

Video recordings were made in a variety of clinic rooms in my workplace, according to 

which room was available to conduct the session. The recording kit involved a variety 

of different set-ups of wall mounted fixed cameras and ceiling mounted microphones. 

Recordings were made onto DVD. Recordings were made in exactly the same way as 

they would have been had they been being used solely for clinical purposes. This 

meant that no specific changes were made to the set-up of the room or the way in 

which the recording equipment was used. This decision was in line with the overall 

ethos of the research, namely that I was interested in researching my ordinary, 

everyday, naturally occurring practice (Mondada, 2013). 

 

3.4.2 Storing the recordings 

Directly after each session, a copy of each DVD recording was made so that if any disc 

got damaged there was a back-up copy. The discs were securely stored according to 

trust data protection policies. Of the transcripts, all potentially identifying information 

was removed and pseudonyms were given to each child and parent/carer. The 

anonymised transcripts, containing pseudonyms, were then saved on password-

protected computers and were stored according to trust and general UK data 

protection and storage policies. In July 2017, a technological advance in my institution 

meant that the video material could be additionally stored on an encrypted hard 

drive, ensuring greater safety of stored material. 
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Permission was given for the data to be stored for up to 10 years in order for further 

research to be completed using the material. Recordings will therefore be destroyed 

at the latest in 2026. 

 

3.4.3 Transcribing the audio tracks of the recordings 

A two-stage transcription process was used. Firstly, DVDs were sent via recorded 

delivery post to a professional transcriptionist who was familiar with working within 

NHS and IRAS structures regarding confidentiality of data. It is common practice for 

conversation analytic researchers to generate a basic transcription (i.e. the what gets 

said and the sounds made) of the whole of an interview (Heath and Luff, 2013; 

Knoblauch et al., 2014 p.121; ten Have, 2007) before focusing on specific sequences 

that can be subject to a more detailed level of analysis using conversation analytic 

notations (Jefferson, 2004). Therefore, at this first transcription stage, the audio track 

of the video recordings was transcribed verbatim, detailing what was said but not how 

it was said. A standard orthography was used with the addition of all sounds 

(Jefferson, 2004).  

Once the transcriptions were received, all remaining identifying data were removed 

from the transcripts (e.g. first names, details of places), and pseudonyms were 

allocated. 

While there is much encouragement for researchers to make their own transcriptions (e.g. 

ten Have, 2007), the process of transcription is not a neutral one and is interpreted by the 

transcriber (Bucholtz, 2000). I made the decision to outsource the first layer of transcription 

for three reasons. Firstly, given the skill and detail involved, I did not consider that I had the 
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time or skill to make an accurate orthographic transcription. Secondly, ten Have (2007) 

suggests that transcriptions should not be made with specific research problems or 

hypotheses in mind, and so having someone not attached to the research make the 

transcript addressed bias that I might introduce. Thirdly, influenced by Bucholtz’s arguments 

on the politics of transcription (Bucholtz, 2000), I was aware that when I watched the 

recordings, I could ‘read’ into the recordings something very different to that which a 

stranger would do. I wanted to create some distance between myself and the data and saw 

the possibility of having someone else complete the transcription as a way to achieve this. I 

was not attempting to separate myself out from the material (that would not have fitted 

with my post-positivist approach to the whole project) but did feel so embedded in the data 

that I could not imagine that I would not start to clean up the data or address moments 

when I misspoke, despite efforts not to do so. There is much written on the benefits of 

making transcription to get close to the material. In reflecting on her experiences of 

transcribing, Day (2014) writes of how transcribing is a good way to get inside the material: 

‘When I look at the transcripts I have made, I cannot but hear the way in which the 

conversations happened, the feel of the moment, the atmosphere in the room’ (p.109). I 

found this a helpful description but equally was concerned about being so ‘within’ the 

material that I would not be able to take a useful analytic position in relation to it. 

 

3.4.4 Selection and analysis of episodes for AVCA 

The detailed AVCA transcriptions were completed once the focus for analysis of 

specific episodes or turns of talk had been identified. I completed this second level of 

transcription myself. I developed a script-like way of presenting the transcriptions 



149 

 

using a table of columns where it was possible to navigate both down the script and 

along to see the non-vocal aspects that went along with the words. This seemed to 

offer a straightforward way to show complex vocal and non-vocal material and 

privileged my desire to focus as much on the non-verbal as the vocal interactions. My 

layout was therefore slightly different to the traditional method of laying out 

conversation analytic or multimodal material (Mondada 2018).  

As with vocal conduct, transcription of visual conduct is necessarily partial and selective: 

facial expressions, body posture, gestures and gaze all interact with each other and with 

words and what is transcribed depends on factors such as the object of analysis, its 

relevance to the research question and what can be gleaned from the recording (Mondada, 

2018). The temporality of sequences of actions in relation to spoken words are vital for 

sense-making (Mondada, 2018). I therefore use stars (*) to indicate where movement took 

place.  

I claim only to have transcribed and indeed noticed that which I have noticed with the 

aid of the recordings I was able to make, and nothing more! My focus is therefore on 

gross gestures and some indication of gaze, sequences with spoken words. Applied 

video conversation analytic transcription codes are detailed in appendix F. 

 

3.4.5 Sequential process of analysis of material 

As described above, I used a multi-layered analytic strategy sequenced as follows: 
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Figure 4: Sequence of analytic engagement with material 

 

First, I completed the Reflexive Thematic Analysis of the content of the transcripts. 

Next, I completed a mapping of the flow of domains through each conversation. Then, 

based on the overarching themes that had emerged from the RTA, I selected one 

theme, that of Why are you here? to subject to the next layer of analysis. After 

identifying all examples of the theme across the corpus, I selected illustrative 

examples to present in this thesis.  The AVCA and SDA were completed as part of the 

same layer of analysis.   

Following ten Have (2007),  I adopted a case-study and case-comparison approach to 

with the AVCA. I examined episodes from one conversation (that with Natalie) in 

detail and then compared across the other conversations to identify commonalities, 

comparisons and contrastive material. In this process, I started to create ‘tentative 

understandings’, as opposed to the ‘rules’ that might be generated by pure CA 

researchers. These tentative understandings could equally be described, following 

Shotter, as ‘transitory’ understandings (Shotter 2015). As a function of space, I chose 

four exemplars as illustrative examples from the corpus of 10 conversations. This 

allowed for the selection of  rich case-examples from which it is possible to 

Reflexive 
Thematic 
analysis

Flow mapping

Applied Video 
Conversation 

analysis

Systemic-
Diffractive 

Analysis
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demonstrate issues that contribute to the story one is building (Patton, 2002). Finally, 

I completed the Systemic-Diffractive Analysis. 

A further illustrative AVCA analysis is contained in the appendix. This is the best 

example of what I consider to be an ordinary first systemic session with a young 

family. It is therefore of interest but, as an outlier, contributes to building a very 

different story to that told from the other examples. The core themes of the 

responsive, improvisational and flowing nature of the conversation are however 

apparent.  

Supervision was utilised for discussion of the emerging themes from the RTA and the 

flow-maps. Flow-maps were discussed with clinical colleagues during peer 

supervision. Feedback from this was positive both about the method of ‘picturing’ the 

flow and about the ways in which different conversations appeared to have different 

flows. 

There is a strong recommendation within the ethnomethodology, CA, visual conduct 

and videography fields for some analysis of material to take place in a group data 

session, with people who are not familiar with the material, in order to examine 

researcher bias enabling explication of what is going on in the sequence that is based 

on the sequence itself rather than on general assumptions (Heath et al., 2010; 

Knoblauch et al,. 2014). I therefore attended a data analysis workshop in December 

2017 and presented three anonymised video clips. Three highly experienced 

multimodal CA researchers and one PhD researcher gave feedback on my emerging 

analysis. 
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I shared anonymised video material with my supervisor on one occasion and with my 

doctoral peer group on two occasions. I also shared an excerpt of anonymised video 

material with two colleagues at my workplace in July 2017 as part of a clinical peer 

supervision session. These were all informal data sessions but are noted here because 

they served to shape my thinking about the material. I received specialist consultation 

from a CA expert in the final stages of AVCA analysis. 

 

3.5 Concluding comments 

The process of creating the material and making sense of it involved a recursive, 

looping process where new insights triggered further thoughts about previously 

‘finalised’ findings. Material was created from clinically-made video recordings, with 

the explicit permission of participating families for this additional layer of analysis to 

be completed. Multi-layered analysis, using Reflexive Thematic analysis, flow-

mapping, applied Video Conversation Analysis and Systemic-Diffractive analysis was 

conducted. 

Cunliffe (2018) suggests that ‘scholarship is intimately interwoven with who we are’ 

p.13. Therefore, as well as showing the timeline of the study, which also shows the 

stages of the research and analysis, I have detailed some of the influential things that 

happened to me and around me over the course of this thesis in Appendix C. 

Following the line of a diffractive methodology, in taking account of the effects of 

differences, these are some of the events / obstacles that altered my flow throughout 

the project.  
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Part 4: What do I see when I look at my practice? 
 

“Close scrutiny of your own work produces an interesting 
demystification/defamiliarization effect as the therapy style you knew so well 
becomes something new again through your re-searching.”  

Ron Chenail (1991, p.3) 

 

4.1 Introduction 

After introducing the participating families and the material created, I describe the layers 

of analysis: Reflexive Thematic analysis, analysis of the flow of domains of action through 

the sessions, applied video conversation analysis (AVCA) with Systemic-Diffractive Analysis. 

I include a discussion of the findings with each layer of analysis. The length of the 

discussion of each theme and layer reflects what I see to be the interesting and novel 

aspects of my findings. 

 

4.1.1 Participating families 

I am the primary subject of the analysis, but it is me-in-conversation with families that forms 

the data corpus. The table below therefore presents details of the participating families and 

the first conversation. 

Eleven first conversations were recorded. Ten were video-recorded. One, the conversation 

with Daisy, was conducted outside the clinic where it was impossible to video-record. I 
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therefore excluded this recording from the current analysis as I could not subject it to the 

multi-layered analytic process. 

Children ranged in age between three and 18. Children attended the appointment with one or 

two parents or carers (a grandmother). All participants had at least low average, age-

appropriate functional communication skills in English, and no child or family required an 

interpreter. All families were able to complete the adult/child consent forms without recourse 

to easy-read versions. More mothers/grandmothers than fathers attended with their children. 

This is a common pattern across CAMHs (see for example O’Reilly et al., 2015). 

Only one participating family had accepted the diagnosis of ASC for the child without 

challenge. All but one of the children were aware that a diagnosis of ASC had been made or 

suggested for them by professionals. The nature of the contestations about the validity or 

accuracy of the diagnoses were varied, ranging from Daisy’s comments that “it isn’t even a 

thing” to Fabrice’s comment that there are “many ways to be different”. Ravi’s parents 

thought that given his other complex difficulties it was too early to accept an ASC diagnosis. It 

is not uncommon for the diagnosis to be contested between family members or between a 

family and a professional (O’Reilly et al., 2016) but as I will discuss later, the amount of 

contestation in this group of families was perhaps higher than usual. 

Recordings lasted between 47 and 78 minutes. In line with my standard clinical practice, 

working as a supervisor and as part of a multidisciplinary team, I was observed from behind 

the one-way screen by members of my clinical team in seven out of the 11 interviews. 
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Table 1: Participating families 

Pseudonym* Age of 
identified 
child 

Gender Present At 
interview 

Length of 
recording 
(minutes) 

Behind the screen What did people 
think about the 
diagnosis of ASC? 

Ravi 3 Male Mother and 
father 

62 Trainee family 
therapist,   
Trainee child 
psychotherapist 

Contested by 
parents 

Fabrice 18 Male Maternal 
grandmother 

54 Trainee clin. 
psychologist 

Contested by 
Fabrice, accepted 
by grandmother 

Jonah 14 Male Father 50 Trainee clin. 
psychologist 

Accepted by 
everyone 

Orlando 13 Male Mother 49 Trainee clin. 
psychologist 

Suggested by 
professionals, 
mother unsure, 
Orlando unsure 

Giles 13 Male Mother 54 Trainee clin. 
psychologist 

Suggested by 
professionals 
mother unsure, 
Giles unsure 

Daisy 14 Female Mother   x Contested by 
young person and 
mother  

Tilly 17 Female Mother 47 x Suggested by 
professionals, 
mother unsure, 
Tilly very unsure 

Natalie 15 Female Mother 58 Family therapist Suggested by 
professionals, 
mother agreed 
Natalie disagreed 

Arthur 16 Male Mother,  
father by 
phone 

51 x Suggested by 
professionals but 
not to child 

John 15 Male Mother, 
mother’s 
partner 

63 Trainee clin. 
psychologist 

Contested by 
mother, unclear 
by John 

Henry 12 Male Mother,  
father 

78 x Suggested by 
professionals, 
accepted by 
parents, unclear 
by Henry 
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4.2 Analysis i: Reflexive Thematic analysis 

The process of Reflexive Thematic Analysis provided me with a structure to organise and 

start to make sense of the themes that I could see within the transcripts of ten initial 

conversations. Ten themes, organised within three thematic territories listed in the 

table below, were therefore constructed from the material. The three thematic 

territories identified were: creating a space for all voices; talking about the presenting 

concern; therapist as an active co-conductor of the conversation.  These three 

territories seemed to capture the key processes that I led within the sessions. Creating a 

space for all voices connects to the traditional position of therapist neutrality, whereby 

the therapist works to equally engage all those present. Talking about the presenting 

concern encompasses the efforts of the therapist to find out why the family have come.  

Therapist as active conductor shows how the therapist, while working collaboratively 

and responding to the particular needs of the family orchestrates the overall 

conversation within institutional boundaries and constraints and uses systemic practices 

to conduct the conversation. Below I describe and offer some brief analysis of each 

theme.  
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Table 2: Themes and thematic territories 

Thematic 
territories 

Creating space for all 
voices 

 

Talking about 
the presenting 

concern 
 

Therapist as an active conductor 

Themes Engaging the child Why are you here Setting the conversational scene 

 Talk away from the 
presenting concern 

 Punctuating the conversation with mini-
formulation and summary 

 Using my own experiences  Mapping the family and wider network 

   Making light, noticing and naming struggles 

   Exploring and commenting on patterns of 
communication 

   Making a plan 

     
 

Table 2 shows the relationship between the thematic territories and the themes. In 

Table 3 below, the first column shows the chosen names for the themes created 

together with the three overarching thematic territories that the themes sits within. The 

second column gives a description of each theme. Below I give examples for each of the 

themes.  
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Table 3 – Reflexive Thematic Analysis: themes, description of themes and thematic 
territory in which the theme sits 

Theme – What am I doing here? Description of theme 

Setting the conversational 
scene 
Therapist as an active co-conductor of 
the conversation 

Introducing myself and the setting clarifying consent; 
explaining confidentiality and its limits; providing a broad 
frame in which our conversation will unfold 

Engaging the child 
Creating a space for all voices 

Asking the child questions/speaking in the presence of a 
child; playing with the child 

Talk away from the presenting 
concern 
Creating a space for all voices 

Talk about and with the child and the family about things 
other than the ‘problem’ 

1.  Mapping the family and wider 
network 
Creating a space for all voices 

Asking questions about and mapping out who is in the 
past/present family and caring network around the child 

Why are you here? 
Talking about the presenting 
concern 

Asking exploratory questions about the concerns of the 
child, young person and parent/carer that brought them 
to the interview 

Punctuating the conversation 
with mini-formulation and 
summary 
Therapist as an active co-
conductor of the conversation 

Summaries and mini-formulations – I gather up 
information that has been given to me, summarise it, add 
my own thoughts to it and offer this back to the family 

Making a plan 
Therapist as an active co-
conductor of the conversation 

How we negotiate and agree a practical plan of action 
with family members 

Exploring and commenting on 
patterns of communication 
Therapist as an active co-
conductor of the conversation 

I comment on patterns of communication that I see in the 
room and ask questions about how these patterns fit with 
broader patterns of relationships 

Making light, noticing and 
naming struggles 
Therapist as an active co-
conductor of the conversation 

Using humour to change the emotional climate in the 
room; noticing and naming affective processes 

Using my own experiences 
Creating a space for all voices  

Telling stories about experiences from my own life as a 
way of making a connection with the family 

 

 
4.2.1  Setting the scene for the conversation 

This theme relates to how I introduce myself and the setting, and my understanding of 

the constraints and boundaries of conversation that we might have together. For 

example, with Fabrice: 



159 

 

The purpose of today is to understand what the worries are and how we might be 
able to help. Whether we’re the right service to help, um, and to, to make a plan 
(p.1). [NB numbers relate to the internal page number of each transcript that the 
quote comes from] 

 

With Ravi: 

And the purpose of today is really to, to hear a little more from you… about what’s 
going on, what your concerns are and about how we might be able to help (p.3) 

 

With Orlando: 

Me:    So the purpose… 

Mum:  Okay. 

Me:    …of today is to hear a bit from, to get to know you a little bit, to hear about 
your worries and concerns and to hear about how things are now, and then to make a 
plan for how to go forward (p.2) 

Within this theme I introduce some mention of what I already know about the family, 

for example with Natalie: 

Okay so I feel like I know very little about you. I’ve got a couple of letters um from the 
paediatrician, um, and a letter from the commissioner saying that they wanted us to 
meet you. Um, what I feel like I know is that you’ve been passed around from service 
to service, and, and I’m guessing it’s been a bit of a long journey to get here as well as 
the long journey… (p.1) 

And 

…So, I'm going to ask you some general questions first, um, so that I can sort of 
orient myself (p.2) 
 

Consent and confidentiality and its limits were discussed with each family: 

For example with Giles: 
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Um, what we talk about today will be confidential, um, unless either of you tell me 
something that I get very worried about and feel like I need to tell someone else 
about, um, if someone is in danger in some way, but I will talk with you about that 
first. (p.1) 
 

With both Fabrice and Tilly, given their ages, we discussed who should be present for 

the first conversation and how I respect the principle of capacity to make one’s own 

decisions. For example, with Fabrice: 

And because you’re 18 you, um, can choose who’s involved in the conversations 
we have. Um, I know your grandma’s brought you here. Are you happy for her to 
be involved in the conversation? (p.2) 
 

For example, with Arthur: 

But when it comes to things like doing diagnostic assessments, if you – you are old 
enough to make your own decisions about these things. We don’t do things to 16-
year-olds without 16-year-olds fully understanding what we’re going to do, 
whether you agree. (p.25) 
 

In summary, setting the scene regarding consent and confidentiality is a core aspect of 

clinical practice and should be found in every first meeting with a family in a CAMHs 

setting (O’Reilly et al., 2015). Scene-setting involves giving information about the ‘rules’ 

and boundaries of the conversation. Setting a frame can therefore be seen as providing 

both a containing and constraining function and offering the family a guide as to their 

‘place’ in the conversation. 

Setting the frame shows and tells something of how I label the situation at hand, i.e. 

naming the conversation as an assessment to hear what’s wrong and how I and my 

team might be able to help. While setting the frame is constraining, it is important and 

helpful in managing expectations in relation to what we can and cannot do together. I 
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see setting a frame as my way of providing a pre-figured, bounded space which we can 

then explore together. 

4.2.2 Engaging the child 

I made direct and repeated attempts to make direct contact with the child or young 

person in every interview, whether through play or conversation. The way in which this 

was done varied according to the developmental level and chronological age of the child 

and the ability of the child to engage in a social interaction. For example, I engaged with 

Ravi using simple questions directly related to what he was doing. With the older 

children and young people, I engaged them directly by asking about school, their 

interests and their experiences. These interchanges were often lengthy and as a 

consequence I have not included examples here. In all conversations, I was able to 

engage in talk with the child or young person. Even though Henry was too anxious to 

engage in conversation at the start of the interview, I treated him as a witness to our 

conversation (Minuchin 1998, Weingarten, K., 2000), in that I made comments and 

asked directional questions as a way to engage him: 

Me:  It’s tricky, so – it’s really tricky coming here, Henry, when your mum and dad, 
mostly your mum at the moment, are doing lots of talking about you. And, um, I suppose 
I’m in a bit of a dilemma because I’d really like to hear what you think about things, but 
also, I can see that you don’t particularly want to be here and talking doesn’t feel like 
the right thing at the moment. So, how would Henry let us know if he wanted to – to 
talk or – or chip in or say something? 

Mum:  He’d probably say something if he wants to, but then what happens, he goes 
very much into himself and then doesn’t –  

Me:  Yeah, kind of shuts off for a bit. (p.7) 

By the end of the conversation I was able to invite him into a brief discussion about his 

encyclopaedic knowledge of the London Underground system: 
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Me: So that orange line which goes all the way up to where you are, I get the orange 
line, a different branch of it down where I am, that’s a great line. Yeah. If I – I’m not 
going to ask you, but if I asked you to tell me all the stops, could you do that? 
R2: Probably. 
M: Really? (laughs) 
Henry: Well most of them (p.30) 
 

In summary, it is a core part of systemic practice (Minuchin et al., 2006; O’Reilly and 

Parker, 2013) to make a connection with every person the room, including the child. It is 

pleasing to see that I did this, mostly with success, in each session. The examples show 

that even if children found it hard to have a voice at the start of the session, by the end 

this was possible. This process is an important example of seeking to solidify the 

epistemic authority of the child in order that they can effectively contribute to 

discussions about their care. 

 

4.2.3 Talk away from the presenting concern 

Much of the talk with the child and the family started out as talking about issues 

separate to the presenting concerns. For example, Arthur and I had a lengthy 

conversation about music and computer games. With Giles we talked about GCSE 

subjects, friendships and how he knows that he is a good friend to his mates. We also 

talked about computer games which his mother had highlighted as an area of concern. I 

did not – at the point at which his mother raised the issue of gaming as a problem – 

engage with the story of computers as a problem but did continue to ask about what he 

was interested in playing. 

Doing problem-free talk did not always go smoothly. For example, when I asked Giles 

and his mother if there were things that they liked doing together: 
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Me:     Are there things, um, that Giles likes doing with you? Are there places that he 
likes going with you? Not CAMHS, not… 
Giles:   Hmm? 
Me:     …school meetings? 
Mum:   Do you like to go somewhere – places – where do you like to go with me? 
Giles:   Nowhere really. 
Mum:   Nowhere really. 
Me:     Sounds like a – sounds like what my thirteen-year-old… 
Mum:   (Laughs) 
Me:     …would say to me (laughs). Is there anything that you and your mum do 
together that’s fun? What –  
Giles:   Not really. (p.4) 

 

While this was not successful in learning about things mother and son did together that 

were fun, the episode established a notion that I was interested in more of him than 

‘just’ the presenting problem. It is also noteworthy that in perhaps trying to ‘rescue’ 

mother and son from feeling bad that they could not name enjoyable things that they 

did together, I offered a brief self-story, which links to the use of self-disclosure, 

discussed as a separate theme. 

Talk away from the presenting concern was also complicated with John and his family. 

After I had talked to John about his love of computer games, he told me that we were 

going off topic: 

John:  I kind of think we’re off the subject a bit. 
Mum’s boyfriend:   Eh? 
John:  What we’re actually talking about. 
Mum:  We’re – John, we’re just talking in general, it’s nothing specific we’re actually 
talking about, we’re just talking about something in general. 
Me:  What’s –  
Mum:  Are you feeling uncom – what’s wrong? 
John:  No. 
Mum: What should we be talking about John? 
John:  Um, school and stuff like that. (p.13) 
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My impression of this was that John could not see the relevance of ‘ordinary’ 

conversation in the clinic space. 

In summary, talk away from the presenting concern involves engaging in conversation 

away from the issue of concern that brings the child and family to the service. 

It is a common family therapy technique to engage everyone present in some ordinary 

conversation about aspects of life away from the issue of concern, to help settle a family and 

importantly to learn something about their ordinary lives (Patterson et al., 2018). The theme of 

talking away from the presenting concern seems to have a similar aim to Rober’s invitation for 

each family member to tell something of themselves away from the ‘problem’ (p.15, 2017). 

The examples show that while this kind of talk can be useful in settling in and getting to 

know a family in a human way, this kind of talk does not always go smoothly. The 

complexity shown in two conversations during talk away from the problem perhaps 

shows the importance of explicitly explaining to the family the different kinds of talk 

that we might do together, i.e. framing talk away from the problem as just as important 

as talk about the problem. Particularly in the institutional context of coming to a 

specialist CAMHs, children and families might be so full of the problem-story that this 

kind of talk might seem to be a waste of time. In doing talk away from the problem, my 

aim is both to get to know the family and to learn something about how they talk about 

‘ordinary’ things. Again, making this more explicit is perhaps necessary. 

I do not want to suggest that this kind of ‘ordinary talk’ is akin in ordinary talk we might have on 

the street, away from the institution; indeed, I acknowledge that this is institutional-ordinary 

talk, where I still embody the power, knowledge and authority afforded me by my institutional 
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position. My epistemic status is still very apparent as I conduct and lead this as well as all other 

parts of the conversation.  

 

4.2.4 Why are you here? 

This theme relates to how I ask the child, young person and family to start to tell the 

story of why they have come to the clinic. 

Examples fitting within this theme usually start with me making a connection with what 

has happened before. For example, with Orlando:  

Me: And I know that one of the doctors you saw in [local town] thought that it 
would be good for us to meet with you to think about how things are for you. 
Okay, that's basically as much as I know. (p.2) 
 

A key part of this theme relates to a negotiation of who is in charge of what gets talked 

about and how it gets talked about. Some children, like Arthur or Giles, had not been 

told why they had been ‘brought’ 

For example, with Giles: 

Me:  Um, who would like to start with telling me why you’ve come here today? 
Mum:  You or me Giles? Umm, I thought we were here for some testing actually to see 
how you look on certain spectrum? 
Me:  Okay, all right. And I will absolutely be guided by you as to how we talk about 
things. (p.2) 
 

With Arthur, the response to my question was very open but very difficult to know how to 

negotiate: 

Me:  So, um, why are you here? Tell me why you’re here? 
Mum:   Er, Arthur doesn’t know. I haven’t told him anything. 
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Me:  Okay, all right. 
Arthur:    Yeah, I’m always in the dark. She always keeps things in the dark. (p.2) 
 

With Tilly, I quickly checked out her mother’s description of why they were here with her: 

Me:   Okay. All right. So, so why are you here? Why are you here now? 
Mum:  Well I think what has happened with Tilly's schooling... Um, and, you know, 
how she feels comfortable in social situations is not really, I think, where she should be, 
certainly for her age. 
Me:   Yeah. So, when your mum talks about social situations, what, what kind of 
situations is, is she thinking about? 
Tilly:  Um, I suppose sort of large groups of people. (p.1) 
 

The conversation with Natalie was highly convoluted, in that it took until two thirds of the 

way through the interview to start to link what the referral stated with what the family were 

talking about: 

Me:        Okay, all right. Okay. So, I have a, um, I have – I’m puzzled, because the reason 
we’ve been asked to see you is because, um, someone somewhere along the line 
wondered if, if there might be something else going on for you, for example, something 
like autism. But what you’re telling me is that anger and kind of negotiating with your 
mum are the tricky things. So, I’m puzzled about that. 
Natalie:    Please don’t tell me I didn’t come here for no reason. 
Me:  Well, I’m sure it’s not no reason, but I want to be really clear about… 
Mum:  Yeah. 
Me:  …what you think’s going on and what other people think and how I can help 
with that. Because I don’t want you to have come all this way for no reason. So, where, 
where did this idea come from? 
Mum:  The, um, Doctor XXX, um, thinks she might have Asperger’s. 
Me:  Okay, all right, okay. Do you know what that means, Natalie?  (p1) 
 

 

This was different to the comments made by from Ravi’s parents, who clearly described 

their rejection of the already-given ASC diagnosis for Ravi. They were clear that they 

wanted help to manage his behaviour. Therefore the answer following the question of 

why families had brought their children to the clinic was sensitive, and complicated in all 

cases.  
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In summary, the theme of ‘Why are you here?’ was characterised by an unfolding explanatory 

process throughout each session of a working-out together of a way to answer the question. 

The question ‘Why are you here?’ was posed in a subtly different way to each conversational 

participant. 

For some, this was solely a discussion with the parents as the child was too young to 

contribute (Ravi). For others, it involved a process of describing how in the dark, 

unhappy or unsure the child had been about coming (Orlando, Giles, Arthur, Natalie). 

For others it involved more of a working-out together, where the reasons for coming 

then lead to how we might be able to help (Fabrice, Tilly, Daisy, Henry, John). Questions 

in relation to this theme are primarily in the domain of explanation. 

It is an institutional and ethical responsibility to talk about the ‘thing’, to explore both the 

concerns of the family and any issues of risk in a first session. The clinician also has the 

responsibility to gatekeep for the service (Lee, 2018), i.e. to check if the child and family are in 

the right place and to redirect them if they are not. 

When I ask a family why they are here, I use my epistemic knowledge and power to influence 

the structure and topic of the conversation. But my question creates an epistemic imbalance, I 

am in K- and they are in K+. However, if I ask them, as most of Lee’s clinicians did, “Do you 

know why you are here?” the subtle change in the question format changes the epistemic 

relationship. The subtle shifts in language cannot be adequately explored within a RTA but will 

be examined later in the AVCA analysis. 

Rober (2017) suggests that it is unhelpful to ask about ‘problems’, or to present oneself as 

someone who solves problems. While I accept this, I also think that in the institutional context 
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of coming to a specialist service that families have often waited months or years to attend, this 

might create an additional push from the family to talk about ‘problems’ and to see the clinician 

as an ‘expert’ who can solve or help with those problems in some way. 

It is not uncommon for children to be confused or unclear about why they have been brought 

to a CAMHs service (Bone et al., 2014, Stafford and Karim, 2015, Stafford et al., 2016). It might 

be that that professionals and perhaps parents struggle to know how to talk about their 

concerns with the child, and have an expectation that the ‘expert’ will be able to do this better 

than them or that parents have an idea that it might be unhelpful for their child to know of 

theirs and others’ concerns about them. It might be that the referrer of the family is unclear 

about what a specialist CAMHs service does. Clinically, it has been argued that it is unethical to 

complete any kind of intervention without the child, if they are competent to do so, and their 

parent/carer having a full understanding of the affordances and constraints of the course of 

assessment or other intervention. This fits with the increasing push for shared decision-making 

within CAMHs (Wolpert et al., 2014; Edbrooke-Childs et al., 2015; Abrines-Jaume et al., 2016; 

Hayes et al., 2018). 
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4.2.5 Who’s in the wider family and professional network? 

The questions in this theme involve starting to map the child’s relationships within their 

family and professional context, so as to develop an understanding of who the 

important people, both personal and professional, are in the child’s life. For example, 

with Fabrice, having met him and his grandmother and having heard that his parents are 

both dead, I ask: 

Is there anyone else who’s around? (p.4) 

With Ravi’s parents I ask: 

Have either of you got parents? (p.29) 

John has a large family. After hearing about John’s siblings, I ask about his father and he 

gives a response indicating he absolutely does not talk about his father, so I comment: 

Ok, all right, um fine, er I should have said it’s, um, my job to ask lots of questions 
and some questions I ask you won’t want to go there and some I will say I really 
need you to go there… (p.19) 
 
 

In summary, I start to map the broader network with all families. The questions I ask 

mostly seek to establish facts of the network, but quickly meld into more explanatory 

territory when I start to explore the meaning of those relationships. What I do in 

relation to this theme is remarkably similar across the interviews. My questions in the 

theme of mapping the family network are largely information-seeking, but the last 

example from the transcript with John demonstrates the quick move into a more 

aesthetic comment when information-seeking questions cause trouble in the talk. 
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4.2.6 Punctuating the conversation with mini-formulation and summary 

This theme involves sharing with the family what I am making of what they are telling 

and showing me. Summaries and mini-formulations are therefore a way of gathering up 

and adding to what has already been said. They can be long or briefer, more 

conversational, gently slotted-in notions of how I start to understand, to formulate what 

they are telling me. 

Summaries frequently involve conveying that I know I have only heard a small part of a 

complex story. For example, with Henry I offer a brief summary and formulation in the 

form of the functioning of the triune brain in response to the family description of how 

they could not reason with Henry when he was particularly stressed (p.8). 

With Fabrice, I share a summary in the form of a dilemma about how to go on, about 

what to ask and what not to ask in this first meeting: 

And I, and I have a dilemma, because on the one hand I’m very interested to know 
about your, your mother and your father and their illnesses, um, and, and I’m also 
not sure whether to ask those questions now because we’re only just meeting and 
I imagine that some of those stories might be quite painful for you. For, for both of 
you. So I, I’m kind of curious about those things, but I’m not going to ask about 
those things at the moment (p.18): 
 

These summaries attempt to ‘connect the dots’ of the conversation, to show to the 

family how I am understanding things and my process in deciding with them where to 

go next. 

For example, with Arthur: 

Um, we don’t have to make a decision right now. It feels like there’s been some 
news, Arthur, that you’ve learnt that you’ve – you’ve been brought here by your 



171 

 

mum because your mum is – and I – and I don’t quite know where your dad 
stands, but they, I wonder if an assessment for autism would be helpful. (p.41) 

 

And with Giles: 

Um, I’m sort of taking your mum’s words and turning it around a bit, but it sounds to 
me like what your mum is saying is that life has been incredibly tough, and things are 
getting better and that you’re both working incredibly hard for things to get better. 
(p.36) 

In summary, I use mini-formulations and summaries in all interviews and in doing so 

select and privilege particular pieces of information that help me build a case for and 

influence how I think we might go on together. The summaries and mini-formulations 

could be said to demonstrate the way I use my epistemic power, in that I summarise 

and formulate, which involves privileging some and not other information. These 

summaries and formulations could also be said to show something of how I address the 

epistemic asymmetry related to how I try to demonstrate my close listening to the 

experience of the family (Weiste, 2015). 

 

4.2.7 Exploring and commenting on patterns of communication 

This theme involves my questions and observations about how people talk to each 

other, share information and communicate within their family units. It involves asking 

questions about the meaning of information in a relational context. This theme reflects 

a core part of systemic practice, that of exploring and commenting on patterns of 

relating/communicating. Evidence for this theme was present in every transcript. 
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I regularly ask about understanding and meaning. In asking Giles what he means when 

his mother comments that getting him to the session was quite difficult:  

What does your mum mean by that, do you think? How bad was it? (p.2) 

Linked to the issue of shared decision making, I am interested in information sharing 

communications that have happened between parent/carer and child before our 

conversation. For example, after her mother’s lengthy detailed description of her 

concerns about Tilly, I asked Tilly: 

Is that a conversation you had together? (p.7) 

I frequently ask about communication outside of the therapy room. For example, with 

Giles, who had been relatively quiet in the session, I asked his mother (p.3): 

How does Giles let you know that he doesn’t like coming to places like this? 
 

I also use relational questioning in the room, when I want to explore current patterns. 

With Arthur, when mother and son started to argue, I asked: 

Is this what happens between the two of you at home? (p16) 

With Fabrice and his grandmother:  

When your grandma talks to you about this, when she says, “You haven't eaten all 
day, I’m worried about you,” what, what do you do? What conversations do you 
have together?( p27) 
 

And with Tilly and her mum: 

Me:   So do you two argue a lot? 
Tilly:  Quite a bit. 
Mum:  Yeah. I, I'd say we're quite frictional about 65% of the time. 
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Me:   Hmm, okay. Okay. So, if you're not arguing, what are you doing together? 
Mum:  Um, I'm just being mum in the house and Tilly's normally in her room on her 
phone. (p.16): 
 

In summary, this theme illustrates how I use a variety of systemic techniques in my 

questioning with families, asking about patterns of communication in the room and 

more generally and shifting between content and meaning questions. They show how I 

use my ideas about how families should communicate and how important decisions 

should be made. The examples show that I start to try and influence the way in which 

conversations happen, suggesting that we talk together, that we engage and involve and 

listen to everyone’s point of view. 

Part of the material for this theme and for the theme of summary and mini-formulation 

relates to constative statements, where I observe and then comment on what I have 

observed. However, it strikes me that these constative statements are not neutral – so 

much happens in every moment of the interaction, but there are only some selective 

things that I choose to notice out loud, to put words to. Therefore, what might seem to 

be a constative statement is actually a performative one, as it draws attention to 

something that I deem worthy of comment. These constative words DO something to 

the conversation. 

 

4.2.8 Making light, noticing and naming emotional struggles 

This theme demonstrates the presence of and attention paid to affective aspects of the 

conversation, such as humour and sadness. 
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The conversation with Ravi is one example of the use of humour, when he accidentally 

threw a biscuit at me, given that this was the second child to throw biscuits at me that 

day: 

Do you know if that biscuit had hit me, that would have been the second biscuit 
that would have hit me today (p.19) 
 

In doing this, I think I am trying to relieve the tension that the parents might feel and 

also to establish myself as someone who is familiar with the things that young children 

might do when they come to see me. 

When asked to introduce himself, Giles gave me a ‘false’ name, with a great deal of 

mirth. I went along with this briefly and we had a brief but engaging conversation about 

how ‘Bob’ rather than Giles had come to the interview and my confusion about this 

(p.1). 

With Orlando, his mother and I had an initial conversation about accents and 

stereotypes, but this was the only glimpse of humour in an interview that was otherwise 

replete with stories of anxiety and sadness. 

Emotion was high in many of the conversations. There were moments in every 

conversation when I named the impact of strong emotions experienced by the children 

and their parents: for example, how difficult it is talking to a stranger (Arthur p.18); how 

frustrating Natalie found it when professionals she had got to know well left (p.21); how 

challenging Ravi’s behaviour could be to his parents (p.46); how desperate Giles and his 

mother had been feeling before coming to the clinic (p.27). 
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In summary, paying attention to the affective quality of the conversation was evident in 

all conversations. 

Setting a context where it is possible to empathise with a family is a vital part of establishing a 

therapeutic relationship (Flaskas, 2005, Bertrando, 2007). There has been a broader concern 

that family therapists have shied away from affect over recent decades and a positive recent 

resurgence of interest in affective and embodied practices. While I feel confident in going 

towards strong affect as expressed by families, creating moments of meeting or moments of 

connection, using humour is not something I feel skilled at. It is therefore noteworthy that the 

use of humour does not appear in every interview, perhaps suggesting that there needs to be a 

particular relational context, a felt attunement, for me to feel confident enough to use humour. 

 

4.2.9 Making a plan 

The material in this theme focuses on making a practical plan of action to go forward. 

The plan is usually one that I suggest and ask the family to respond to. 

With Arthur my comments are quite brief but clearly show what I would like to happen: 

So how about we meet again? (p.44) 

With Fabrice : 

What I’d like to do now is to just make a, a, an agreement as to where we might 
go from here. Um, if you would like to come back and talk some more… (p.31) 

 

With Natalie I share my dilemma given her stated wish not to come back: 
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I’m in a dilemma because I’d really like to help you, um and the way our services 
are structured it would involve coming back at least once more. (p.31) 
 

With Ravi’s parents I’m clear about what I would like the plan to look like: 

I think what I’d like to do is see you both without him. (p.50) 

And with Orlando, the offer of a plan starts to describe the assessment process: 

So, after this meeting we’ll have probably up to six more meetings. Um there’ll be 
time for me to talk to you on your own. Yeah. There’ll be time… (p.22) 

Referring later to how understanding things is very complex and the need to meet more 

than once: 

And I realise its, its, I’m only gonna hear a tiny snapshot today and we will meet 
again. (p.33) 
 

With Tilly, I also gave a long explanation about how we might proceed, the different 

themes involved in the diagnostic assessment and put the assessment in a context, 

starting with the suggestion that doing decent assessments takes time: 

The way we tend to do our diagnostic assessments here is by taking things slowly 
and making sure everyone’s clear about what we’re doing and how we’re doing it. 
(p.34) 
 
 

In summary, the theme of making a plan of how to go on together builds on the 

summaries/mini-formulations I have given which leads to a plan that is jointly agreed. 

This is a very practical theme, the aim of which is to agree the next steps of the journey. 
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4.2.10 Using self-stories 

Examples of the theme of self-disclosure is contained within all transcripts. They often 

occur within episodes of problem-free talk and in the context of engaging the child, and 

in summaries when I am trying to make a meaningful connection with the child or the 

adult. 

With Ravi and his parents after we have talked about Ravi’s immense sleep difficulties, I 

describe the “desperation” of not having enough sleep when my own children were 

young (p.15). Looking back at this, “desperation” is not a word I can now recall using 

when describing my own children’s sleep, so this perhaps suggests that I was trying to 

offer a story that in some way resonated with their experience at this moment. 

With Giles I shared a story about my son playing football and the challenges he had 

faced with a football coach (p.19), although I note that in sharing the example, I had 

altered the age of my son to be more like Giles’s age. 

With Jonah I shared a desire to ‘turn left’ on a plane, i.e. to go to the business or first-

class section rather than my usual economy section (p.48). It opened up a conversation 

that allowed Jonah to share his extensive knowledge of planes and to explain how 

‘turning left’ did not apply to all planes. 

When talking with Henry and his family about Henry’s reported memory difficulties, I 

offer (p.49): 
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I wouldn’t be surprised if the forgetfulness is all linked to the anxiety, because I 
know when I get anxious and stressed, I’m less efficient at memb-remembering 
things 
 

With John I engaged in talk about Pokémon cards. I noticed that I changed the age of my 

son who plays Pokémon, making him older than he was in order to fit more closely with 

John’s age (p.11) 

With Natalie I talked about a friend who works at the stables like her – but altered the 

detail of the story, as it was my friend’s daughter rather than my friend who worked at 

the stables. Perhaps I switched the story to be about a friend, perhaps to make it seem 

more relevant and connected to her story. 

With Tilly I shared a story about my brother-in-law who has just bought a self-parking car, but I 

referred to him as a friend not my brother-in-law – in the context of a conversation about Tilly 

learning to drive, I joined that conversation but modified what I offered, telling a less self-

revealing perhaps more neutral story than one about a member of my family. 

In summary, this theme, shows overt use of self-stories across the conversations. It is 

interesting that all shared self-stories were ‘tailored’, seemingly with the aim of making them 

more closely aligned with the experiences of the families. 

These tailorings of my experience are not obvious in the text – they are only apparent to me, as 

they are my tailorings. This is therefore an interesting point in relation to being an insider-

researcher and to how some of the knowledge that I rely on in sense-making is available only to 

me. 

But, what does it mean when self-disclosure is performed in a way where the ‘truth’ of the 

disclosure is questionable? What might it mean for my patient reading this to hear that I told 



179 

 

them a tailored version of the ‘truth’? Would they understand this as a demonstration of 

performative, evocative storytelling, where in tailoring the stories we tell we are trying to 

imagine the impact of the story on the other or invite the creation of a particular feeling in the 

other (Ellis, 2004)? 

In my practice, I cannot not show some aspects of myself, (e.g. white skin, a wedding ring, 

glasses, no obvious religious symbols). Just as I notice such things and then make 

assumptions about my patients, they will do the same with me. Telling stories from my own 

life is a different matter. The use of self-disclosure, revealing and talking about and from 

one’s own experiences, as a way of making a more human and equal relationship, is a thing 

that sets systemic psychotherapists apart from other psychotherapists (Real, 1990) and one 

which requires thoughtful use in the service of the patient (Roberts, 2005; Hedges, 2010). It 

is proven to be something that clients find helpful (Roberts, 2005) although other evidence 

suggests that it does not contribute to the overall outcome of effectiveness of therapy 

(Karver et al., 2006). 

Telling stories about oneself is a similar to Rober’s focus on introducing himself to the family 

(2017), in that by offering a fact about myself with the intention of making a connection with at 

least one member of the family, I hope to establish a more human relationship. In reviewing the 

literature on therapist self-disclosure to guide clinical psychologists’ practice, Ruddle and Dilks 

(2015) suggest that self-disclosure is widely practiced but rarely discussed as a way to work 

more collaboratively and transparently. They argue for more training and guidance about how 

psychologists – and, I suggest, systemic practitioners – might do self-disclosure safely, 

effectively and ethically. 
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With the embodied turn, there is increased interest across a range of psychotherapy modalities, 

and across both research and theory, regarding self-disclosure. It is variously seen as a 

sophisticated art-form based on theory, experience and self-awareness, that can help demystify 

and reduce the power imbalance, opening up scope for a more authentic relationship with a 

patient (Tanner, 2017a; 2017b). 

 

 
4.2.11 Discussion of Reflexive Thematic Analysis 

From Reflexive Thematic analysis of transcripts of 10 first conversations I identified 

three thematic territories relating to what I do: Creating a space for all voices, Talking 

about the presenting concern, Therapist as an active co-conductor of the conversation. 

The 10 themes that sat within these thematic territories were largely unsurprising and 

fitted within the extant literature regarding what actually goes on in a first session at 

CAMHs (O’Reilly et al., 2013b, 2015, 2016, Stafford et al 2016).  

In looking at ‘what happens’ in the interviews there are few surprises. I, the therapist, act as 

a conductor and orchestrator of the session (Anderson and Goolishian 1988, Gergen 2009). I 

set boundaries of time and content for the session; I make space for everyone to contribute, 

and I open space for everyone to talk about the ‘thing’ that brings people to the service 

(Carr, 2000). I am perhaps more active, structured and guiding than Anderson (1997, 2012) 

and I wonder if this is a function of a first session or the nature and requirements of 

institutional practice in the NHS.  
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The overarching themes show how setting a containing frame for the conversation, making 

people feel welcome, offering engagement as a human being (Orlinsky and Rønnestad, 

2005), taking a stance of curiosity (Cecchin, 1987), using dialogical, relational, connection-

making devices, giving mini-summaries and formulations open space for other stories to be 

told (Rober, 2011). These are all things that research suggests that a therapist can do in 

order to encourage a family to come back after the first session (McAdams et al., 2018). The 

themes of making light, noticing and naming emotional struggles and self-disclosure also 

accord with two of the three activities that Seikkula and Trimble (2005) deem necessary for 

therapeutic healing. The material from the theme of summaries and mini-formulations, as 

well as that in part from the theme of ‘Why are you here?’, seem to accord with Seikkula 

and Trimble’s (2005) suggestion of the importance of the creation of shared language, 

whether this involves using the words of participants, or trying to create contexts where 

people can tell stories about their experiences. 

One particularly unexpected finding was the tailored way in which I shared self-stories. 

This tailoring is only obvious to me as an insider-researcher. While there is a great deal 

of systemically-informed literature that explores the use of self-disclosure (Kogan and 

Gale, 1997; Roberts, 2005; Jensen, 2008), the particular phenomena of tailoring self-

stories has not explicitly been studied. Given how the aim of self-disclosure is to 

attenuate the expert “gaze” power differential that is inherent in therapist – patient 

conversations, this description of how self-stories are tailored to attenuate power 

differentials is used is worthy of further exploration. 

My tailored telling, can perhaps be understood as a responsive and improvisational 

telling, a telling that anticipates the context in which the telling is taking place. A 
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moment in which the teller aims to anticipate the needs and response of the tellee and 

so tells a story that is anticipated to be of use.  

 

4.2.12 Some limitations of Reflexive Thematic Analysis 

I have used TA in a relatively innovative way; that is, using it with transcripts of actual clinical 

material rather than with interviews about a topic and using it to explore with my own rather 

than others’ material (Wilcox, 2017, Clarke and Braun, 2018). 

I am curious about what difference the reflexive layer has made to the analysis. In exploring this 

it would be interesting to subject the material to a different form of TA, perhaps using NViVo or 

Quirkos to track how my data-driven and insider-reading of the material differs from a ‘neutral’ 

or code-driven reading. Using multiple methods of TA on one data-set has been conducted 

before (for example see Fereday and Muir-Cochrane, 2006). Such a comparison could provide 

information about my biases, prejudices and assumptions. I do not seek to argue that either 

analytic method is better than the other, but rather am interested in the diversity of stories 

that might emerge. 

While I aimed for what ten Have (2007) has described as unmotivated looking at the material, 

my overarching aim was to use the Reflexive TA as a basis from which to organise and then 

select a theme (or, to use ten Have’s language, a set of circumstances) to explore in depth using 

CA. In this way I was motivated in my use of the TA.    

Thematic analysis enables a ‘broad brush approach’ to notice patterns in material. This is in 

contrast to CA that enables attention to the moment-to-moment detail. For example, one of 



183 

 

the themes in the Reflexive Thematic analysis related to explicit talk about affect, or to use 

conversation analytic language, affiliating responses. There has been a great deal of research 

that explores how therapists’ talk is different to that of other health care providers in relation 

to talking about affect. For example, Ruusuvuori and Voutilainen (2016) showed how therapists 

used affiliating (recognising the speakers’ negative stance and taking a similar stance) 

differently to other health care providers (GPs and homeopaths), in that in their study 

individual cognitive psychotherapists responded to troubles-telling by offering encouragement 

to continue the telling and by responding with a comment that suggests the person telling owns 

the experience. Any of the broad-brush themes identified would benefit from the deeper dive 

that CA can offer. 

 

4.2.13 Tentative implications of Reflexive Thematic Analysis 

It is possible that other systemically-inclined practitioners would find the 10 themes and three 

thematic territories that I identified of resonance with their own practice. These themes concur 

with and build knowledge of how the addition of a systemic perspective to an initial interview 

might contribute to what goes on in a first session at CAMHs. All ten themes are worthy of 

further detailed examination using for example AVCA. The implications of telling tailored self-

stories add to knowledge about the complexity of the voiced and unvoiced, visible and invisible 

aspects of systemic practice (Burnham, 2012) and to the issue of truth, as raised in the 

Introduction. Just as a speaker giving a research paper at a conference has to keep the audience 

engaged, so does a clinician meeting a family for the first time. There is nothing inauthentic in 

telling a story that emerges from lived experience, as stories are always shaped to the specific 
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context (Pearce 2006). As story-telling creations, my tailored stories are stories that take 

account of the context in which they are situated at a moment in time.  

Clarke and Braun (2018) advocate for making TA work for the individual based on their selected 

epistemological and ontological positionings and their research questions. Given my onto-

epistemological position as outlined earlier, and in being an insider to the material, perhaps this 

layer of analysis is better described as a diffractive thematic analysis as I have in places gone 

further than offering mere reflections on my understandings of what I was doing in the session.  
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Analysis ii: Mapping the flow of domains through each session 

“Taking a journey into the unknown with a map in hand always fills me with 
anticipation” 

White, 2007 p.7 

 

4.3.1 Introduction 

While the RTA shows the thematic patterning of a first session across the material, it does not 

show patterning or movement through the sessions. Flow maps show an attempt to map the 

flow of movement through domains through each session.  This section therefore presents and 

then explores the session material presented in domain-flow form. An example of the process 

of mapping the domains can be seen in Appendix E. On the figure over, each column shows the 

sequence of domains of action over the course of the first session. 

4.3.2 Findings from the analysis of the flow-maps, general comments 

The figure above clearly shows that I frequently move between domains of action. Looking 

across the sessions, there is little clear patterning to this movement, apart from, very 

broadly, more action in the domain of production at the start and the end of each session. 

There are also frequent sequences of action in a particular domain, i.e. consecutive episodes 

in the same domain of action. For example, where there is activity in the domain of 

production this is often completed in chunks, as if I ‘take the floor’ and ask a series of what 

questions. There are also sequences of other domain actions, for example when sticking 

with something emotional. Actions in the domain of explanation seem to happen both as 

standalone episodes as well as in blocks.  
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Figure 5: Flow of domain episodes through each session  
 
  Ravi Natalie Jonah Fabrice Giles Orlando John Arthur Tilly Henry 

1 P A P P P P P P A P 

2 E Pa P P P P P A P E 

3 P E Pa P E P E E P P 

4 P E E E E P P E E P 

5 E P A P E Ae E E Ae Ae 

6 E P E P E A E P E A 

7 Ap A E Pe P P Ea Pe Pe Pe 

8 A E A E Ea A E A A E 

9 E E P E E A E E E A 

10 P E E A A E Ea E P Ep 

11 A P E P P P E E E A 

12 A Ea Ea E Pe P E Ea E P 

13 A Ep E A E A E Ea A Pa 

14 Ap P P E P E Ea E P E 

15 Ap E Ae Pa E A A E A E 

16 E Ae P P Ep A P Pe Ea A 

17 P E Ae E P E P Ea Ea E 

18 A Ae E P E A E P Pe Pe 

19 P P P P Ea A E Ea P E 

20 Pa Ea E P A A P Pe E Pe 

21 P Ea Pe E A P P Ep Ae E 

22 E E A A Ae P P Ep A E 

23 Pa P E E P P A E E Pa 

24 P E P P P E E P Pa E 

25 E Pe Ap Ae A P A Pa A P 

26 P Ea Ap P Pe P E E E A 

27 P P A P P P Pa Ap Ea E 

28 Pa Pa A Pa A A E Pa P P 

29 Pa P A Ea E Ea E P Ea A 

30 P Pa P P A Ep Ea Ea E Ea 

31 A E A E P P Pa Ea Pa E 

32   P Ae P P A Ea E P E 

33   P P E Pe A Pa E P Ea 

34   Ea A P A E P P E Pa 

35   P P E Ap A Pa P P A 

36   Ae Ae P Pe P P E E P 

37   E P   A P P P Pa Ae 

38   Pe Ae   Pa P A Pa E P 

39   Ae Pe   P P P E Pe P 

40   E Ae   P P Pa P P P 

41   P Ep   Pa A Pa P E Pa 

42   P Ae   P P P p E P 

43   P Pa   P P P   P P 

44   P Pe   E P     p Ea 

45   E P     Pa       P 

46   Pe               p 

47   P                 

48  P          
Key 
P = domain of production 
E = domain of explanation 
A = domain of aesthetics 
Where there are two letters in the box these show that I was working in two domains, the first letter of the pair indicates the dominant 
domain and the second letter indicates what I see as the secondary process.  
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All but two of the recordings start with action in the domain of production where I offer 

some framing of what we will do together. The sessions with the mother-daughter pairs 

begin with me making an apology: for a late start (with Tilly) and for having forgotten my 

glasses so struggling to read (with Natalie).  

Seven sessions end with a clear action in the domain of production, while one ends in 

aesthetics and one in explanation – which related to a question about “how it was talking 

like this”. The Pa action with Orlando was similar to this. With Ravi the ending was more 

humorous, where I made a final intervention, after having produced a sequence of episodes 

in the domain of production, as the family were gathering themselves, saying “Okay, maybe 

I can escape work with no more biscuits coming at me today now.” Below I try to make 

some sense of the flow through domains of action in the sessions.  

 

4.3.3 Aspects of specific sessions 

The session with Orlando was one of the most overtly emotional, with his mother showing 

high levels of distress throughout the conversation. In this session there is lots of activity in 

the domain of aesthetics where I am working with her emotions. I think that in that 

conversation, emotional containment of the mother was my highest priority. 

With Fabrice I spent a lot of time in the domain of production at the start, I think because 

grandmother, Nadia, was so full of the immensely painful story of Fabrice’s parents deaths. , 

I had to both listen to her and respond to her with empathy whilst ensuring that Fabrice, 

who had capacity to make his own decisions about the conduct of the session, was fully 
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included and consulted about not only what was shared in the session but also where to go 

next.   

The sessions with Ravi and Jonah were, I found, the easiest to conduct. It is therefore 

interesting to see how, in tabular domain flow-form, I was least active in creating domain 

shifts in these sessions. It is also interesting to note that the fathers in both these 

conversations were medically trained, perhaps suggesting that they ‘knew’ a ‘version’ of the 

script we might follow. 

With Ravi, I had to do very little for the family to tell their story. Ravi’s family had lots of 

experience in having conversations with professionals about their son and also were in jobs 

where gathering and giving sensitive information concisely was a core part. Perhaps these 

shared prior experiences contributed to the smooth flow of the interview. 

Comparing the moves through domains between Natalie and Jonah, I switch domains far 

less in the session with Jonah and his family, a session that I later describe, as easy and 

flowing, than I do with Natalie, in a session that I have elsewhere described as very hard to 

create a flow in. In the session with Natalie there were many changes of domain, as if it was 

really hard to get going into any intervention I made. With Natalie and her mother, a 

smaller family group, Natalie was often silent, as was her mother, perhaps hence my efforts 

to create a conversation by making different kinds of interventions. 

With Jonah and his family, there were five people in the room, four family members and 

me. While I have not counted, my impression is that all voices took just about equal air-

time. 
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It is striking that with Natalie and her mother, and with Arthur, there is little that I marked 

as aesthetic. Likewise, with Fabrice, which was also a difficult conversation for me, there are 

only three codings of aesthetics.  Perhaps, I suggest, there is more activity in the aesthetic 

domain when conversation feels more connected and flowing, i.e. when it is more 

dialogical.  When the conversation involves more active management there is perhaps less 

room for elegance and collaboration  although still I would hope room for respect.  The 

‘feel’ of the fluidity of flow, I argue below, speaks to the ways in which conversation evolves 

as a responsive, non-linear, living exchange (Shotter 2011) to responsively take account of 

the needs, interests and concerns of all participants. 

 

4.3.4 Discussion of flow-maps 

Based on this analysis the flow is certainly different to that described by Scheflen, where 

therapists take an impassive stance for the first few minutes (Scheflen, 1973). There is 

engaged activity throughout. However that engagement is highly variable. In considering 

how we ‘get where we are going’, Carlos Sluzki (1992) emphasised that many paths can 

reach the same therapeutic destination. Similarly, Michael White (2007), in writing about 

maps of therapeutic work, suggested that diverse avenues enable clinicians to get to 

destinations that could not have been specified at the start of the journey. I want to 

suggest, on the basis of the above analysis, that conversations flow differently, but reach 

similar destinations.   

The domain flow varied greatly between each conversation, apart from a clustering early on 

in the domain of production regarding discussion about the frame of the session, and 
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regarding confidentiality, anonymity and safety, and at the end, regarding the plan of future 

action. The flow-maps therefore demonstrate that there is frequent movement through 

domains of action and, as others have found (Lang, Little and Cronen, 1990; Muskett and 

Body, 2013), that it is possible to be in multiple domains, to contribute to multiple actions, 

at the same time. This notion of doubled or multi-talk connects with Katz and Shotter’s 

(1996) description of how we can describe and respond in multiple ways within each 

moment of conversation. 

 
4.3.5 Some limitations of flow-mapping 

As a function of my methodological approach, the coding of an action in a particular episode 

was not completed at the moment of practice, but much later, after all the data had been 

gathered and transcribed. In mapping the sequence of domains, I was frustrated by not 

knowing ‘exactly’ what it was that I had been thinking in the moment that could have 

contributed to me acting on one domain and then moving to another. I can hypothesise in 

an after-the-fact, reflection-on-action way, but cannot access my reflections-in-action. In 

describing relational ethnography, Simon (2012) suggests that in achieving an almost 

meditative state ‘into’ a moment of practice, she can access what she was thinking at the 

time. I do not feel so confident that my memory can retrieve what I was thinking in a past 

moment  but can see value in exploring my reflections in the present. Perhaps coding in the 

moment of action might give a useful way to in the moment consider where to go next, but 

still would have provided a one-sided /clinician only construction of what was happening. 

A further limitation of the flow-maps relates to the potential impossibility of segmenting an 

activity that is flowing. If each moment has a carry-over from the past and anticipated 
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future and if dialogically-structured activity is indivisible, then segmenting conversation in a 

meaningful way is impossible (Shotter 2005).  

Linked to this, a further limitation of the mapping is its singular and linear quality. In 

beginning the analysis I imagined a river-like flow through each session. However, as 

discussed in the literature review, practitioners rarely do one thing at a time (Katz and 

Alegría 2009, Muskett and Body, 2013). The daisy model (Pearce, 2006) – which I see as 

more of a chrysanthemum than a daisy – and the notion of social poetics (Shotter and Katz 

1999, Katz and Alegría, 2009) guide practitioners that we often think of more than one thing 

at a time and have to make on-the-spot decisions as to which way to go. Although they tell 

an interesting story about the variable, improvisational nature of movement through each 

conversation, they also tell a partial and shallow story.  

Barge and Little (2008) highlight the dangers of segmenting experience into domains of 

action, as if they are separate entities, without exploring the interconnections. This analysis 

goes some way to evidencing their concerns and the impossibility of completing a ‘full’ 

segmentation.   

Furthermore, As Shotter (2008) suggests, there are times when we are really clear about 

what we are doing and why (these kinds of moments could fall within any domain of action 

and perhaps are reflected in the singe domain codings) and there are those when it is much 

less clear what we are doing due to the spontaneous responsivity of our actions. In these 

socially poetic moments that we go along with something other making such moments very 

hard to code, as we cannot either in the moment or after the fact, fully account for them.  
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What I think I was doing at any moment may well be different from what my conversational 

partners think I was doing, or indeed what they were intent on doing. It is not possible, with 

this layer of exploration of the material, to know whether there was a match between my 

ideas and those of my conversational partners. The ‘story’ of movement through domains 

therefore tells half a story, from my perspective only. Further, if all meaning is co-

constructed, if all social action is, to use Shotter’s language, joint action, then such 

segmentation according to one person’s views might not be useful. However, exploring and 

accounting for what I was doing enables me to become more aware of my habitual patterns 

of moving, of the ways in which I account for my moves (Campbell et al. 1989, Bond 2016) 

and this self-reflexive stance will surely enhance my practice.  

Domain mismatch has been shown to be problematic within families and professional 

groups (Hill et al., 2014, Partidge, 2010; Pethica et al. 2018;) and so may well both exist and 

be problematic between clinicians and families in my context. This would in itself make an 

interesting further research project involving multi-actor perspectives.  

 

4.3.6 Tentative implications of flow-maps 

The flow-maps have shown one way of depicting the movement of talk through first 

sessions. Overall, I think the flow-maps represent more artistry than science. The flow-maps 

follow a long description in qualitative research and in systemic and narrative practice of 

using geographical metaphors (e.g. Denzin and Lincoln, 1998; White 2007) and give a ‘map’ 

of the flow through the sessions. They are based on the application of a rigorous process, 
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starting with each new episode that I introduce with a turn at talk, but do not have (the 

positivist characteristics of) reliability or external validity. 

The flow-maps suggest that moving through different domains of action in a first session is 

less linear than existing literature, reviewed in Part 2, might suggest. The flow of my 

systemically-influenced first sessions is not like a formal interview with a set sequence of 

questions. It’s more like negotiating sharing a small umbrella while walking down a winding 

path (Lannamann, 2016). This fluid, messy journey concurs with the work by Jefferson 

(1988) and Robinson (2003), who demonstrated how, in different ways, moving through 

conversations about difficult matters does not take a particularly orderly path.  

Analysing and depicting sessions in this mapping way might be a useful way for practitioners  

to explore how they might balance different kinds of conversations in different settings. For 

example, in discussing the flow-maps with a colleague who works in a service that provides 

psychological screening prior to a requested (as opposed to essential) medical intervention 

for a child, they noted how hard it was to have conversations in the domain of 

explanation/meaning-making, because the families were focused on the domain of 

production. Therefore, how do / can different clinicians orient themselves in different ways 

to different patients or patient groups in first conversations? 

If my conversations represent ‘ordinary’ first conversations, my material suggests that 

conversational flow is improvisational, more chaotic (Simon, 2012), more stutteringly space- 

and creativity-opening than elegantly scripted. This perhaps shows, in a systematic and 

empirical way, that the challenge of being a therapist involves, as described by White in the 

opening quote, anticipating and tuning into what the family bring and ‘need’ as well as 

holding on to the institutional goals that dictate what the therapist has to achieve. It 
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perhaps shows how the therapist acts in a relationally responsive way, following the action 

guiding anticipations that emerge from within the moment of the conversation.  ‘Doing 

conversation’ requires improvisational prowess to pivot between all these considerations. 

As to whether the Domains of Action model is still useful as an apparatus to reflect on 

practice, I suggest that it still has value but make three of my own additions to the model.  

Firstly, I suggest an expansion of the domain of aesthetics to more fully accommodate the 

improvisational flow of a conversation. Here, there is room to consider the swift nature of 

movement between domains through a conversation. There is also room to consider 

domain match and mismatch and to consider how to do talking-about-talking to address 

this.  

Secondly, while Bond’s domain of rhetoric seems a useful addition to encompass self-

reflexivity, I want to go further, in line with my onto-epistemological frame, to add a further 

domain of diffractivity. Actions in this domain come from the bodymind (Merrell, 2003), 

where there is no dualist split between subject and object, there is no clinician looking on at 

their practice ‘out there’. Activities in this domain take account of jointly created actions 

that emerge within the fluid, intra-active space between conversational partners. Activities 

in this domain map the effects of patternings of  difference and interference in the other 

domains. 

Finally, and going on from the material itself towards the process of using domains as a 

practical theory, I wonder if a more accurate and contemporary description of the Domain 

of Explanation is the Domain of Noticing. This implies less of an after-the-fact accounting for 

and understanding of things and more of an awareness that is in our ongoing responsive-
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noticings and performative understandings of the world that we construct it (Shotter 2014). 

Such a description would be more useful if we are to use domain thinking within the 

moment of practice rather than simply in reflection-on-action. 
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4.4 Analysis iii and IV: Applied Video Conversation Analysis and Systemic-Diffractive 
analysis 
 

“The movements of the body are continuous, and it is difficult to separate 
the flow of action into discrete, noun-like entities; like waves of the ocean 
it is not clear where one movement ends, and another begins. If we use 
dance to teach our children about the world, the world might not appear 
to us as separated entities” 

 Ken Gergen, Relational Being (2009, p.30) 

 

4.4.1 Introduction 

The RTA and maps of the flow of domains of action provided a ‘bird’s-eye view’ of the material. 

In flying high above the material, I was able to imagine that I could detach myself a little, to 

theorise and spectate (Eikeland and Nicolini, 2011), to notice patterns and themes that could 

not be spotted when down at ground-level. I was able to show something of the content and 

the staging posts of the conversation.  

I could not however show the movement ‘between’ these things. Applied Video Conversation 

Analysis and Systemic-Diffractive Analysis (AVCA and SDA) therefore aim to shine an immersive 

light on the material from ‘within and below’ (Eikeland and Nicolini, p.166), exploring the 

micro-movements in word and body. I then use this to explore one aspect of one of the themes 

identified in my RTA: that of the pivot into the turn involving the question of ‘Why are you 

here?’. Following Gergen’s quote above, and so as to convey something of the flow of each 

session, I use the metaphor of water in describing each conversation. Systemic-Diffractive 

analyses are presented in italics throughout the text.  
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What I want to show here is how a shared understanding is navigated in the moment. I 

want to show that I do similar but different things at different times, to improvise my 

internal script, to get to a position where all voices are heard, and we can have a 

transparent conversation about different perspectives of why they are here. 

The question ‘Why are you here?’ was raised in a clear way in nine out of 10 of the 

conversations. It was not spoken in the conversation with Henry and his parents. This was 

the only conversation that followed a phone conversation between me and one parent 

regarding the referral, which had taken place just a few hours before our meeting.  Given 

my earlier concern about the potential limitations of having first sessions over the phone, it 

is noteworthy that having had a conversation, the session followed a slightly different path. 

Further, in retrospect, I think that I was both so convinced of the nature of the “problem” 

(my working formulation was extreme anxiety in the context of ASC in a child with hearing 

impairment and physical health problems) and also that my view seemed consistent with 

that of the parents, as gleaned from the earlier telephone call, and also with Henry not in 

any state to articulate his own views, that I had concluded there was perhaps no need to 

have ‘that’ conversation at our first meeting. 

In the ensuing illustrative examples, with Natalie and her mum, Tilly and her mum and 

Fabrice and his grandmother, I show how I work to balance the epistemic rights of both 

young people and adults. With Arthur and his mum, I show how the conversation goes in 

a completely different way, given that he had not been told anything about the reasons 

for coming to a specialist clinic.  
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A further illustrative example, with Jonah and family, tells a very different story about 

what happens when the reason for referral as stated in the referral papers does not at all 

fit with what the family bring. This is contained in the appendices. 

In this section I will look specifically at the ‘pivoting moment’, i.e. the moment when I turn 

the conversation to the question ‘Why are you here?’. In line with my methodology I am 

interested in what my words do and what my body does in these moments.  

 

4.4.2 Conversation with Natalie and Bella 

The first pivoting sequence I describe starts three minutes into the recording with Natalie 

and Bella, her mother. After making introductions in the waiting room, and chatting as we 

make the four-minute walk to the clinic room, then choosing seats, and after I explain the 

set-up up of the room with the one way screen and recording equipment and ask for 

permission to record the session for clinical purposes, I leave the room to switch on the 

video, return (this is where the recording starts), sit down and set the frame for the 

conversation.  

 

Figure 6 Natalie (in the middle), Bella (to the right) and me (to the left) 
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I start by giving a mini-summary based on both referral information and the conversation 

we had as we walked to the clinic room together, about the length of the journey to the 

clinic, as well as the time that it has taken for the family to be seen in the context of 

having seen lots of local professionals (not included), and Bella responds to me: 

NB: Actions are noted only when they change. Line numbers accord to the line number 

within the full transcript 

Excerpt 1: Natalie and Bella 

Line  Words Sarah’s 
actions 

Bella’s actions 
(mother) 

Natalie’s actions 
(daughter) 

6 Bella:   hm, it, it’s 
just taken a long 
time to get people 
to [listen]. 

Looking 
towards 
mother and 
daughter 

Bella sits very 
still 

Natalie looks over 
at her mother when 
she starts to talk, 
rubs her eye, looks 
back down 

7 Me:   [Okay].       

8 Bella:  =as well=, 
and take us 
seriously () *what 
she’s going 
thro[ugh]. 

   B shifts in her 
chair, *turns her 
head towards N 
then back to 
me, smiling 

Looking down 

9 Me:[Okay], all 
right. 

    Looking down 

 

As can be seen at the start of the extract above, Bella sits very still. As we talk both Bella 

and I look towards Natalie who, after briefly looking towards her mother, when Bella 

starts to talk (line 6) stares back into her lap. I then pivot to a new domain of talk, moving 

from this general settling conversation to an inquiry about why they are here. 
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My talk (in this episode and throughout all the conversations) involves frequent use of the 

response token “Okay”. In his discussion of his psychotherapy practice, Peräkylä (2011) 

describes how the response token “Mm” to emphasise different things, including 

recognition of the patients’ experience and what they have just said. I suggest that I use the 

response token “Okay” in much the same way as he describes his use of “Mm”. I wonder if 

this relates to personal style or whether there could be an issue of translation from Finnish 

to English or whether it relates to a difference between a traditional psychoanalytic 

positioning outside the eye line of the patient, where there is no accompanying set of visual 

cues to go along with the verbal response token and a more engaging, ‘ordinary’ 

conversational style of a systemically-informed practitioner. My Okays serve to affiliate, in 

the above example being spoken over or in conjunction with Bella’s final word, perhaps 

interestingly without the usual addition of a head nod. The Okay also serves to claim the 

conversational turn, to create a space from which I launch my next turn.  I can’t see my face 

to know if I respond with a smile to Bella’s smile or whether I continue to look back and 

forth between mother and daughter. 
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Excerpt 2: Natalie and Bella 

Line Words Sarah Bella Natalie 

11 Me:    [Well], maybe 
you can start off 
then=I’ve got all sorts of 
questions I want to ask 
you, but maybe you 
could start off (0.2) and 
I don’t know who’s best 
to start off=just telling 
me what it is that, that 
°Natalie’s going 
through°? 

(3)* 

 Hand gesture 
then 
seemingly 
tying up my 
hair 

[hand gesture 
towards both 
Natalie and 
Bella] 

[hands 
quickly settle 
into my lap] 

Looking 
towards me 

[B makes a 
small nod] 

 

 

*B looks over 
at Natalie who 
continues to 
stare into her 
lap 

Natalie does 
not engage at 
all, offers no 
eye contact, 
stares into her 
lap 

 

After establishing that I have “all sorts” of questions to ask, I ask Natalie and her mother 

to decide between themselves who might tell me, borrowing the words that Bella has just 

used “what she’s been going through”. This is the first move in the domain of explanation, 

move 3 in the flow map.  

Although I used Bella’s words “What she’s been going through”, I did not simply reflect 

those words back to her and Natalie, I put my own spin on them, I diffract rather than 

reflect them. My pace is slightly faster than Bella’s. We have different accents and tones of 

voice and very different ways of speaking the words, so although I appropriate her words, I 

do something with those words to incorporate them into my own speaking. 

My offer to them to decide who might start to tell me why they are here, carries an implicit 

suggestion that either mother or daughter might start the conversation, and that I am not 

going to judge or choose who should start. I wonder if this is unusual way for an ‘expert’ to 
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talk to them and might indicate that they have had lots of experiences where it is mother 

rather than daughter who is talked to and where they have little choice or voice in how the 

conversation might be conducted. 

My intervention at line 11, commenting that I have “all kinds of questions” (line 11) that I 

want to ask, (perhaps placing them at K+ and me at K-) is complex. It establishes me as  

holding power in asking the questions and in setting myself as perhaps holding expertise, 

as I have “lots” of questions. Bella seems happy with my stance as she nods as I speak, but 

Natalie does not offer any engagement.  

As can be seen from the transcript above, I ask them to start to tell something of why they 

are here. There is a long pause and, it is clear that there the sequence is becoming 

problematic. My questions, which have perhaps moved from ordinary talk into 

institutional conversation about the reason for coming, have created trouble. Jefferson 

(1988) has shown that in ordinary conversation there is tension between talking about the 

‘trouble’ and talking about ‘ordinary’ things. This tension is greatly apparent in this 

extract. Benwell and McCreaddie (2016) demonstrated how ordinary social talk could be 

problematic in clinical encounters, when it stretched too far so as to disrupt the 

institutional agenda. My excerpt seems to suggest that moving to the institutional agenda 

from the ‘ordinary’ talk, i.e. naming the reason for attending – can also create disruption 

to the conversational flow. 

My invitation to them to start talking is followed by bodily stillness from Natalie and a 

lengthy silence, perhaps best described as an asynchronous moment when mother and 

daughter give a dispreferred response (Pomerantz and Heritage, 2012).  
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Excerpt 3: Natalie and Bella 

Line  Words Sarah Bella Natalie  

12 Bella:   Do 
you want 
to↑? 

 

 

(6) 

looking towards 
both of them 

B turns to N, speaks and 
looks at her, makes a 
brief nervous-laughter 
like sound 

Natalie does 
not engage at 
all, offers no 
eye contact, 
stares into her 
lap 

 

Between line 11 and 12 there was a silence of three seconds. Bella then asks Natalie if she 

wants to start talking, to which there is no response and a six second pause.  

The lengthy silence then requires repair by me. Silence and long pauses can contain many 

different meanings, but this one clearly was uncomfortable, evidenced by mother’s 

nervous laugh-like utterance. As such, the effect of the silence required ‘repair’ (Sacks, 

1995). My repair took the form of another question, in the domain of explanation.  

The power of my question, even though framed in a hesitant and tentative way, seems 

huge for this mother and daughter. I reel a bit because of the difference between the 

chatty, ordinary conversation we had had in the corridor, as we discussed the video and 

the research, and this. It’s as though I have stepped into something different, something 

that feels really difficult. What have I done wrong? I feel as anxious as Bella looks, but try 

not to show it. 

Natalie does not respond to either my opening question or to her mother’s specific 

question and eye gaze to her about whether she wants to start. 
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Her absolute stillness throughout this episode is painful to watch, suggesting that 

somehow my question has closed her down and momentarily limited her ability to 

contribute as an equal partner in what was, until that moment, a triadic conversation. 

 

I quickly pivot (line 13) to an explanation-domain, process-oriented question about 

relationships and how things “usually work” between mother and daughter in these 

situations. Bella’s non-verbal actions (lines 12 to 14) communicate her great discomfort 

even more powerfully than do her words. She gives a small laugh-like sound, shifts in her 

chair, shakes her head at me and speaks with what I read to be an embarrassed tone to 

her voice. I follow Bella’s request, in an attempt to end the trouble and to reduce her 

discomfort, by agreeing with her and then asking her some questions (line 15). 

Excerpt 4: Natalie and Bella 

Line  Words Sarah Bella Natalie 

13 Me: Who 
*usually 
starts 
talking in 
these sorts 
of 
situations? 

*Small hand 
movements in 
my lap, looking 
towards both of 
them 

Gives barely audible 
grimace-laugh, continues 
looking towards N, then 
moves in her chair, 
tidying the lay of her shirt 

N remains 
totally still, 
makes no 
contact with 
anyone in the 
room 

14 R1:     Bella: If 
you ask 
the 
questions, 
maybe 
*(haha) 
it’d be () 
easier. 

  looks back to me, 
*shaking her head, 
grimace-smiling 

  

15 Me: Yeah. 
Okay. 
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Perhaps, this interchange signifies that these situations are always difficult, or that she 

always has to start talking, or that she wishes she did not have to do all the talking. I start 

to feel that I have really missed or not yet understood something important about how 

mother and daughter communicate, and specifically about how mother and daughter 

communicate about “what’s wrong”. 

Following this sequence (15 onwards, not shown), I quickly move to doing what Bella asks 

– i.e. asking direct questions. This establishes her as ‘knowing’ how it might be easiest to 

have these conversations. I do not cede all my power to her, however, and so involve 

Natalie, asking her permission to ask questions of her mother. Natalie briefly nods and 

raises her eyebrows (line 17 not shown) and I take this as her giving me permission to ask 

questions of her mum. 

I’m so pleased to see Natalie engage, the raised eyebrows seem to let me know that 

despite her absolute stillness she is absolutely following the conversation and is 

contributing through the feel of her stillness and silence. As I ask questions, taking a more 

interviewing stance, perhaps this is a more institutionally ‘traditional’ way that a doctor-

patient conversation might take place, despite my preferred way of having a more 

collaborative, less hierarchically structured conversation. In doing so perhaps I also 

relinquish some power, the power of having a fixed idea about how to have a collaborative 

conversation. 

Within a few moments of factual, domain of production talk, Natalie spontaneously joins 

in, speaking and making eye contact with me, giving me information about her brother. 

Her verbal engagement is accompanied by strong and direct eye contact with me and the 

conversation starts to flow again, just as it had prior to my earlier question. This talk is not 
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‘small talk’ but does not require Why questions or anything other than the stating of 

concrete information. As we talk, I start to draw a genogram on a piece of paper on the 

table between us. 

As the first sequence was not successful in getting to a discussion of why the family have 

come to see me, I start a second sequence. As with the first sequence, this sequence 

starts with a pause, creating a punctuation between one sequence of discussion and the 

next. 

After Bella’s talk about family members has ended, reflected by an eight second pause 

interspersed with an “Okay” from me, I pivot to the next episode. Natalie has actively 

contributed, but has then returned to silence. The eight-second pause ‘belongs’ to Bella, 

in that I sit and wait for her to continue. When she does not, I then claim the turn, offer 

an Okay to signify a change of direction (Beach, 1993), I move my book, I move my body, I 

take a loud in-breath and then I ask a question. This is move 10 on the flow-map.  

I take the conversational floor (mid-way through line 55), using my actions coupled with 

the verbal signifier of a sigh. I do this after demarcating the closure of the prior sequence 

by sitting back in my chair, closing my daybook, gently tapping it on my knee, taking a long 

pause and a deep in-breath and changing my posture in my chair, a new sequence is then 

initiated when I ask a question starting “So.hhh sigh (2) Bella” 
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Excerpt 5: Natalie and Bella 

Line  Words Sarah Bella Natalie 

54 Bella:  Yeah, 
(OLDER 
DAUGHTER), she 
lives in the same 
town   
 
(4) 

I nod She nods Stares 
into her 
lap 

55 Me: Okay. 

(4) 

So *.hhh, sigh (2) 

 

*Bella () can you 
tell me a bit about 
how you ended 
up here? 

I finish writing on the 
family tree on the 
coffee table, *sit back, 
close my notebook on 
my lap, gently bash it 
on my knee, *look 
towards Bella, bring 
my hands together, 
slightly moving my 
fingers 

Bella 
continues to 
sit forward, 
hands 
clasped in 
front of her 

Stares 
into her 
lap 

 

 

N stares 
towards 
her 
mother 

 

I think, in the moment I was waiting for Bella to continue, she had been talking fluently 

and I didn’t want to interrupt, to take my turn too quickly. I think I was waiting for news of 

other family members. I had not heard anything about Natalie’s father. But something 

stopped me from asking a direct question about him. I left space but Bella did not take it 

up, she had clearly said all she was going to. Perhaps because information had been 

volunteered about other family members and not about him, I started to develop a 

hypothesis that there was a story about him that was not to be told at this juncture, and 

that it would be unhelpful to how we carried on talking if I were to ask about something 

that might be difficult/painful/complicated etc. 

The look that Natalie gives her mother (line 55) is powerful, particularly in the context of 

how she makes and withdraws gaze seemingly dependent on the content of the 
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conversation and, I think, on whether she agrees with her mother or not. Despite the 

‘look’, which could, I hypothesise, be designed to silence her mother, Bella haltingly, after 

a 4 second pause, continues: 

Excerpt 6: Natalie and Bella 

Line  Words Sarah Bella Natalie 

56 Bella:  
(4) 
Because, 
um (clears 
throat, 
speaking 
very 
quietly, 
quite 
indistinct), 
being 
*worried 
about 
Natalie (2) 
and her 
behaviour 
at 
different 
points. 

I reach for my 
notebook, sit back 
and start to get 
ready to write 

Bella glances at 
Natalie, shifts in her 
chair, leans a bit more 
forward, mildly 
shaking her head as 
she talks 
*briefly gestures with 
her clasped hands 
towards Natalie 

Stops looking 
at her 
mother, looks 
to the ground 

57 Me:   Yeah. 
(2) 

I look to her and 
nod, then write on 
my daybook and 
settle back into my 
chair  
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Figure 7: Settling in my chair (matching Bella’s position) 

 

 

Excerpt 7: Natalie and Bella 

Line  Words Sarah Bella Natalie 

58 Bella:  
 So
… 

      

59 Me:    (2) 
Have you 
been 
worried 
for a long 
time?= 

I keep on looking 
towards mother 

Nodding 
towards me 

N glances towards 
her mother 

60 Bella:   =A 
few years. 

I glance at Bella while 
writing 

Nodding 
towards me 

  

61 Me:    A 
few years, 
okay.  

      

 

Bella quietly and hesitantly starts to answer my questions, while shooting glances towards 

her daughter. I then ask a temporal question, which she responds to very quickly, latching 

(not leaving any space between one unit of talk and the next) to my question. The timing 

of Natalie’s use of looking at her mother on two occasions, firstly at the moment of Bella 
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saying that she has been worried “about her behaviour” and secondly when confirming 

that she has been concerned for a “long time” (lines 55 and 59), seems significant. 

I wonder if my pacing and my inarticulate way of asking a question are a reflection of how 

difficult I thought it seemed, for Natalie, to hear her mother talk about her reasons for 

coming along. I wondered why it was so very painful to talk about this stuff and what it 

meant for her to have been brought here. And how on earth I was going to be able to 

engage her in a relationally-connected way while also listening to Bella and given my own 

emerging opinion that they might have come to or rather been sent to entirely the wrong 

place. 

Perhaps, in my swift move to production, to asking a temporal question, I wanted to 

emphasise and hear more about the notion that she had been worried for a few years, and 

in view of the way that Natalie shot a glance to her mother when she noted how long she 

had been worried for. Perhaps I was also trying to relieve or regulate the pressure, because 

the emotional climate was getting too hot? In wanting to engage with Natalie I needed to 

manage her clear discomfort, shown for a second time in this episode, of talking about 

why they were here. 

The use of ‘Okay’ has been demonstrated in many studies to signify an approach to a 

transitional pivot point, seemingly taking account of what has gone before and what is 

about to come (Beach, 1993). Here I think it is used because I am not quite sure where to 

go next, so buy myself some space with the repetition of Bella’s words and an ‘Okay’.  
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The conversation goes on, we talk about factual and practical issues about school, about 

college, about academic success, about friends and interests. It starts to flow more 

smoothly. I follow the direction of Natalie and Bella, my questions gently building on the 

stories that they tell. There are fewer pauses, hesitations or interruptions. 

Perhaps we are, topically, on safer, firmer more concrete ground here. Perhaps this 

ordinary talk, that requires facts not opinions, is not controversial or contested. I feel less 

tense, there are moments when I am so far back in my chair that I disappear out of shot 

Figure 8: sitting so far back out of shot 

 

After hearing a great deal about Natalie’s spontaneously described concerns about her 

temper, after having some problem-free talk and talk about school and interests, and 

about the work that Natalie has been doing with the counsellor, during all of which 

Natalie is engaged and animated, I bring the conversation back to why they are here. 

Again, my final pivoting  towards the question of why they are here involves claiming 

some space, creating a pause that I own, and then asking a question (move 28 on the 

flow-map). 
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Excerpt 8: Natalie and Bella 

Line Words Sarah Bella Natalie 

436 Me: Okay [2] 
all right 
[3] 
Okay so I have a 
[3] um 
[2.15] 
I have – I’m *puzzled 
() because the reason 
we’ve been asked to 
see you (.) is 
because, um, 
someone somewhere 
along the line 
<wondered if> () if 
there might be 
something **else 
going on for you 
for example, 
something like 
autism 
[3] 
But what ↑you’re 
telling me (.) 
is that anger and kind 
of negotiating with 
your mum (.) 
are the tricky things 
[1.53] 
So, I’m puzzled about 
that. 

Sitting back in 
my chair, 
looking towards 
Natalie 
*Arms up in the 
air out of 
camera shot, 
perhaps on my 
head 
 
Then down to 
do circular 
motions more 
beats of left 
hand, with left 
and right 
gesture 

Bella looks at 
me, shifts 
slightly in her 
chair, leans 
slightly more 
forward 
 
Bella nods 
towards me 
 
 
  

N nibbling 
ends of hair, 
also now 
staring at 
phone in her 
lap 
 
Starts sending 
messages on 
her phone 
 
 
 
 
 
** – puts 
phone down 
  

 

This is a long, mini-summary and formulation, setting out my position in relation to the 

difficulties that mother and daughter have described. Natalie’s engagement changes as 

soon as I ask about what “else” might be going on (line 436). 
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The episode shows that I speak in a very slowed down, gappy, pausing way, in stark 

contrast to the earlier free-flowing problem-free talk. I don’t so much stumble as take 

time to select my words slowly and tentatively. Even when I use the word autism it is in 

the context of a qualifier (line 436) “for example autism”. In taking my time to construct 

my turn and in using ordinary rather than professional language, I say that I am “puzzled” 

about what I’ve heard. I bookend my turn with talk of being puzzled, as if wanting to really 

emphasise this aspect of the talk.  

My language also switches between “I” and “we” , when I say that “I’m puzzled” because 

“we’ve” been asked to see her. Something in that moment had perhaps unsettled me, 

leading me to want to claim my connection with my team, rather than just pushing on 

with what I think will be, yet again, a painful part of the conversation.  

In the construction of my turn, I seem to be offering more of an opportunity to talk about 

anger than about autism. The use of “so” serves to prompt an active contribution from 

Bella and Natalie. The discourse marker “so” is generally seen an interactive marker 

designed to show the speakers orientation and is connected to other-attentive talk, in 

contrast to “oh” which tends to pre-figure self-attentive talk (Bolden, 2006). Bolden also 

suggests that “so” shows that what follows has been something that the speaker has been 

thinking about for a time and that it is used to advance the speakers interactional agenda 

(Bolden, 2009). This fits with the way in which I describe how my puzzlement has been 

building up for some time.  

The more we talk, the more I’m developing a  hypothesis that Bella is very convinced about 

the issue of ASC and Natalie is equally convinced that this is not a relevant issue. I’m also 

becoming convinced that the ‘problem’ seems to be about managing strong emotions and 
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mother-daughter relationships, rather than about something neurodevelopmental. But I 

think I’m still trying to balance Bella’s ideas, the ideas of the referrer and Natalie’s lived 

experience. 

 

Excerpt 9: Natalie and Bella 

Line  Words Sarah Bella Natalie 

437 Natalie: Please don’t 
tell me (I didn’t 
come) here for no 
reason. 

  Mum 
responds to 
glance, looks 
at Natalie 

Glances at mum and 
back to her lap, 
becomes much stiller 
than she has been in 
previous moments 

438 Me: Well- I’m ↑sure 
it’s not no reason, 
but I want to be 
really clear [about…] 

More single 
then 
double 
hand 
gestures 

Mum sits 
back a bit, 

no engagement 

439 Bella: [Hmm]       

440 Me: what you think is 
going on and what 
other people think 
and how <I can help 
in that> 
Because I don’t want 
you to have come all 
this way for no 
reason 
().hhh ↑So, where, 
where did this idea 
come from↓ 

      

 

Natalie looks highly uncomfortable with this conversational turn; she becomes stiller in 

her chair, drops eye contact and tells me that she is now concerned, and perhaps angry 

and anxious – shown by her louder and faster tone of voice – that she has come here for 
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“no reason” (line 437) and that she wants to “get this over with” and go. Her disaffiliative 

response – that she thinks I’m telling her that anger is not OK to talk about – is strong. 

So, this is really tricky – of course you can come to a mental health clinic to talk about 

anger, I think in my head, but not to THIS mental health clinic where our task is to think 

about neurodevelopmental stuff, it’s the team down the corridor who think primarily 

about anger and depression. And then I think about how silly this might feel for a young 

person who doesn’t (shouldn’t have to) know about the nuances of service-commissioning.  

I feel awful at having to keep coming back to this issue, but if we don’t talk about it then I 

can’t give an opinion and reasons for my opinion. And then I catch myself again and think 

about how crazy this seems given my anti-cartesian stance, my wish for people to feel able 

to talk about what they need to and the institutional rules that I have to follow. 

I attempt a gentle disagreement to her disaffiliative response (a rejection of my offer), 

starting with “well” and then attempt to repair with a strongly-voiced certain comment: 

“I’m sure” that they haven’t come for no reason and ask her to expand on her 

understanding of the problem. At this point (line 441), Bella comments that the referrer 

thought that Natalie might have Asperger’s; she is hesitant and faltering in her spoken 

response. 
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Excerpt 10: Natalie and Bella 

Line  Words Sarah Bella Natalie 

441 Bella: <The, um, 
Doctor H, um, thinks 
() she might have 
Asperger’s> 

Sitting back, writing 
in my daybook 

Very still as she 
speaks, looking 
towards me and 
nodding 

 No 
engagement 

442 Me: Okay↑, all right, 
okay. 
*Do you know what 
that me::ans, 
Natalie? 

*making a beat with 
finger on my left 
hand towards Natalie 

Turns to Natalie on 
the ‘what this 
means’ 

  

443 Natalie: ↓Yeah (very 
quiet) 

      

 

I continue writing in my book and do not acknowledge Bella with my words or my body. I 

make a beat towards Natalie with my left hand (figure 11 below ) as I ask her what she 

understands of what her mum says.  

Figure 9 : sitting back with large hand gesture 
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Natalie does not respond to two invitations to tell me what she thinks Asperger’s means, 

but makes it clear that she just wants to go (line 445, episode not included) and goes on 

to give me a lengthy description, building on her earlier description of worries about 

managing her temper, of all the things she is worried about that she might ‘have’, which 

notably do not include Asperger’s. 

So, I start to think that it is Bella driving this Asperger’s issue rather than Natalie, who has 

a clear idea about the difficulties she experiences and in any moment when she can take 

up space to talk about her formulation, she does so, but it takes a lot of persuasion. In the 

moments of talking she is articulate, coordinated, clear. In the moments when she feels 

perhaps ‘cornered’ to talk about Asperger’s she is disconnected, angry and rigid. My sense 

is that the rigidity emerges in the Asperger’s talk and vanishes in other kinds of talk. 

 

4.4.2.1 Reflections on the flow of the conversation 

It took a number of attempts to get to an open discussion of why Natalie and her mother 

had come to the clinic. Each time I asked the question in different ways we moved slightly 

closer, rather like the example by Robe, Eesbeek and Elliot et al. (2006) in their study of a 

first session involving talk about domestic violence. 

Getting ‘there’ to have an open discussion of why they are here seems a bit like waves 

climbing a bouldered beach as the tide comes in. We get there eventually – perhaps 

because the tide always comes in before it goes on out again – but it took some time and 

was at some emotional cost for all of us. 
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My recollection of the session was that I had to work really hard. Perhaps feeling like I am 

working really hard has to do with managing the flow of the conversation, feeling like the 

undertow is getting me as I try to climb up the beach. Is working harder associated with 

more pivoting moments? Is working harder associated with ‘bigger’ pivots? 

Each time I posed the question, we got a little closer to the reason why the family had 

come, although it became clear that the reason for referral as stated by the referrer did 

not tally with the concerns that Natalie had for herself or indeed the ideas that I was 

developing about what might be ‘wrong’ with her. It seemed to take a number of attempts 

to establish a safe enough space to talk about the difficult stuff, and perhaps the stuff that 

was more contested between mother and Natalie or more contested between the family 

and the referrer. 

While it is not so obvious from the vocal transcript it is clear from the video and perhaps 

the descriptions of the visual actions, that Natalie and Bella were very aware of each 

other, either staring or glaring at each other or ignoring each other and I suspect that 

Bella’s pauses and hesitations in the first instance were to do with a concern about talking 

in front of Natalie about things that they had previously disagreed about. There are 

moments of lovely warmth, for example when talking about the horse that Natalie 

enjoyed riding, and moments of real unpleasantness, for example when talking about who 

in the family knew about or was concerned about Natalie’s difficulties. The power of 

Natalie’s shut-down, her withdrawal of movement and eye contact, was powerful, and I 

think in each moment that it happened it served to raise the level of anxiety in the room 

for Bella, and definitely  for me. 
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I led each wave of conversation, each move to try and get closer to the question of why 

they were here and make judgements as to when it is the right time to actively pursue this 

versus do something different like having a joining conversation. There is no observed 

question, movement, form of engagement that can define the moment at which I decide 

that I cannot not name the referrer’s question about autism, it is a process that builds up. 

It is also a process that is constrained by time and institutional expectations, as in the 

reality that we will only have about an hour for our first conversation and we have to talk 

about the problem. 

 

 
4.4.2.2 Concluding thoughts 

This analysis starts to build a story of movement between different parts of the 

conversation. With a focus on a move from ‘elsewhere’ to the domain of explanation with 

a variant of the question ‘Why are you here?’, I am struck by how the pauses, the spaces 

in between the different conversational sequences, are just as vital to the movement as 

are the pieces of conversation. I am struck by how there are waves of conversation that 

each get slightly nearer to topics that are really hard to talk about. I am struck by the 

messiness of the conversation and how there is little elegance to the coordination of what 

we do together. I am struck by the power of moving between movement and bodily 

stillness and the ceasing and re-engaging of eye contact. 

Regarding what we do do together, looking at each other seems much more prevalent 

when we are talking about less contentious issues. There is no obvious pattern as to how 

we are in our bodies, dependent on the different parts of the interaction or the different 
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domains of conversation that we are in. As others have found (e.g. Seikkula et al., 2015), 

our bodies – so far as I can see from the material that the tape provides – don’t 

coordinate even when our words do. There is perhaps more action and movement with 

our bodies when we are engaged with each other. Stillness, silence and dropping eye 

contact are used as a powerful communication tool to make or break a connection. I start 

to wonder if this is happening because we are each occupying different domains of action; 

indeed, perhaps it is only when we are in a similar domain, that of production and fact-

talk, that we co-ordinate more in bodies and in words. 

 
4.4.2.3 Tentative understandings derived from the AVCA 
 

• As described earlier, whereas pure CA tries to clarify conversational rules, in 

applied CA and specifically in the way that I am using it, I am interested in 

tentative understandings that I build from each conversation: 

• I am responsible for the initiation of all pivots, linked to my institutional goals of 

establishing why they are here 

• Each sequence starts with pause and movement, my pivoting to get us closer to 

the question of why they are here. This happens with words and body 

• The latching or overlaps in talk appear particularly marked at points of 

uncomfortable or conflictual conversation 

• The to and fro between ‘ordinary’ and ‘institutional’ conversations is particularly 

complex 

These understandings will be built on after the next illustrative case example. 
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4.4.3 Conversation with Tilly and Ann 

In line with the case-comparison analytic approach I will now explore how the 

understandings above show themselves in other recordings. As with Natalie and her mum, 

within the conversation with Tilly and her mother Ann, it is possible to see how the 

conversation gradually gets closer to naming why they have come to the clinic. As with 

Natalie, Tilly has her own concerns about her well-being that do not tally with the 

concerns her mother names or those given in the referral. 

Figure 10: Tilly and Ann and me (Sarah on the left, Tilly in the middle, Ann on the right) 

 

 

The recording with me, Tilly and Ann starts after I have explained the recording process 

and they have agreed for the clinical session to be recorded. As with Natalie, I do not have 

an observing team with me and so it takes some time to set up the equipment and start 

the recorder, for which I have apologised. 

 

 



222 

 

The first pivoting moment, moving from talking about the process of the start of the 

session to talking about why they were here, comes after we have settled in the clinic 

room. I apologise again for the late start, (they were waiting for a time before I collected 

them from the waiting room and it took a while to get the recording equipment to work). 

After I say this, I fiddle with my day book, with sheets of paper, with my glasses cases and 

my pencil case; it takes me about six seconds to then settle to the conversation. 

As shown in figure 10, I sit at the left of the screen, Tilly sits next to her mother and Ann 

(sitting to the right of the screen) tells me that the delayed start has been “forgotten 

about” and that we should move on, giving a big double-handed gesture to suggest that 

that sequence is over with. 

Again as with Natalie and Bella, I set a frame (lines 1-11, not included) in the domain of 

production – that I want to understand why they’re here (noting, as I had with Natalie, 

that I know something about them based on the letter of referral), how they think we 

might be able to help, and add a brief reference to knowing what others have said about 

what might be helpful, although we need to make a plan as to how to go forward. After 

using “Okay” seemingly to claim space, I use the same question as I had with Natalie and 

her mum, but to very different effect (move 4 on the flow-map).  
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Excerpt 11: Tilly and Ann 

Line Words Sarah Ann Tilly 

12 Me: Okay  (2) 
All right (hhh) 
So um () who'd 
like to start in 
saying a bit 
about °<why it 
is that you're 
here>? 

Looking to 
both, hands 
out to both 

Staring intently at 
me 

Looking towards her 
mum 

13 Ann: (2) Shall I 
start? 
  

  Mum turns to 
Tilly, leans 
towards her, and 
looks at her, 

Tilly returns her 
mum’s gaze, arms 
crossed tightly 
around her torso 

14 Tilly: Yeah 
(said with a 
new tightness 
to her voice) 
  

    Tilly nods, arms 
crossed over her 
body and then stares 
down at her feet 

 

During this interchange, we all sit on the edges of our seats. Tilly and Ann are both looking 

intently at me before Tilly breaks gaze and stares at her feet (line 14). My gaze tracks back 

and forth between each of them. 

Ann (line 13) takes up my question about who should start, briefly looks at her daughter, 

leaves a small space that her daughter might have taken up, asks Tilly about talking and 

then starts to talk herself. The same question that had been asked to Natalie and Bella 

therefore leads to a very different response from Tilly and Ann and leads to a flowing 

conversation. There is no awkward pause, no hesitation, just conversation that flows. 

Tilly’s body posture is tightly coiled (reminiscent of Natalie) but engaged. 

I write that Tilly is engaged but I can’t see it on the recording. I know it but I can’t prove it. 
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The conversation then flows between me and Ann into the topic of school and academic 

success. Ann says there have been lots of things that Tilly has struggled with and starts to 

list them all. 

Just as with Natalie, I appear keen to hear the voices of everyone in the room and so after 

about two minutes, when Ann starts to talk about how the pressure on Tilly had grown 

before GCSEs, I interrupt her and ask a direct question of Tilly about GCSEs, which she 

responds to quietly but with relevant information. I keep this conversation going to 

explore her feelings about the exam results she obtained. Mum sits quietly for a few 

moments but soon joins in the conversation and returns to her telling of the story 

involving struggles at school and how she had had to “keep the pressure on” at home. I 

interrupt Ann again to ask Tilly if her mum is good at keeping the pressure on. 

I wonder what I was trying to do here, given my sense that Tilly was engaged but quiet, 

and can think of three possible purposes – halting Mum’s story listing Tilly’s failures, 

creating space for Tilly to join the conversation, and trying to move to more relational 

conversation, about how they are together. 

We talk more about family and school and ‘A’ levels. Again, conversation flows, we are 

looking at each other, I ask questions and they respond to those questions, I move 

between asking mother and daughter questions, seemingly shifting the focus when I think 

it is getting a bit negative or wanting to balance the voices in the room. 

My experience of watching this part of the video is akin to watching a river that flows 

smoothly, at pace but not rushing, water keen to get to its destination, happy that there 

are few rocks in its way. 
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The second pivot happens when Ann has wandered off track somewhat in giving me 

information about the worries she has about her younger daughter, which Ann herself 

identifies as “a slightly separate issue”. While this is useful contextual information it does 

not help with the current task of clarifying why they are here regarding Tilly. 

I take her comment about the “separate issue” as an opportunity to offer a mini summary 

and then move on to a second attempt of a question about why they are here. I take back 

the conversation, with a “So”, take a long pause of three seconds (line 136) and repeat 

the question I had asked before, again. I ask the same question twice, once in a speeded-

up way and then again adding the emphasised word “Now” to the sentence. 

I start to think about how “Now” is loaded, given the wait for services, the challenge that 

families can experience as they find a way through services, about how “Now” for them 

might actually mean a few years too late. 

The pair look at each other and Ann gives a lengthy description. Tilly looks towards me.   
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Excerpt 12: Tilly and Ann 
 

Line Words Sarah Ann Tilly 

136 Me:  So (3) so >why 
are you here<? Why 
are you here now? 
  

Big double hand 
gesture hand 
gesture, both arms 
outstretched, then 
settles 

Mum looks to 
Tilly, hands in 
lap 

Tilly looks 
to her 
mum 

137 Ann: Well (1) I think 
what has happened 
with Tilly's schooling* 
has certainly really 
brought it (.) to (.)our 
attention… 
 
 (goes into long 
content 
description…about 
how Tilly is “in social 
situations”..) 
 
I’m not sure she is 
where she needs to 
be socially* u:::m and 
you know () how she 
feels comfortable in 
social situations is 
**not really () I think 
() where she should 
be=certainly for her 
age 

I look at both of 
them, 
*big nod to mum 
then remain 
nodding and 
making almost 
imperceptible 
vocalisations as 
mum talks 
 
 
  

Looking towards 
but not at Tilly, 
Hands make 
looping gesture 
in lap, fall still 
for a moment 
and then 
continue 
 
*looping left 
hand gesture 
towards Tilly 
looping left 
hand gesture 
towards Tilly, 
looking away 
from Tilly 
 
** left hand 
beats straight 
horizontal lines 
on the ‘not’ 

Tilly is 
still, looks 
towards 
but not at 
mum 

138 Me:  Yeah. So when 
your mum talks 
about >social situa:: 
tions< what=what 
kind of situations is 
(.) is she thinking 
about? 

Turning to Tilly 
with a hand 
gesture towards 
her 

  Tilly looks 
at me 

139 Tilly: Um (2) I s’pose 
sort of large groups 
of people 
  

  Mum looking 
down at her still 
hand in her lap 

Body very 
still but 
looking 
intently at 
me 
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Ann gives a description anchored in what she classes as normative developmental 

expectations, comparing Tilly to what she should be doing given (Ann’s ideas about) what 

girls of this age do. After hearing what Ann has to say, I turn to Tilly and ask Tilly a 

question, a basic systemic domain of explanation-meaning question, which functions to 

bring her in to the conversation, so creating a triologue rather than dialogue. I turn to Tilly 

to ask what she thinks her mum means by “struggling in social situations” and Tilly 

responds quickly and in a focused way, with a clear description of what she struggles with. 

 

Figure 11: Mid big hand gesture 

 
 
 

In this extract I don’t quite ask a circular question, but my question serves to bring in 

Tilly’s voice, rather than having her mother talk about her. My question (line 138) is based 

on an assumption that Tilly will know what her mum is talking about rather than one that 

might have asked her whether she knew what her mother was talking about, which might 

perhaps have challenged her epistemic rights.   
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As she continues to talk (lines 140 onwards, not shown), I notice that Tilly is articulate and 

reflective, and she is clear about which situations are troublesome for her and which are 

not. She coordinates her words and her bodied communication, and the conversation 

remains smoothly flowing. These are important observations for me to consider using my 

professional stocks of knowledge about ASC,  given the task of the referral, namely to 

confirm or refute the suggestion of the referrer that Tilly has an ASC. 

The final pivot of significance in relation to establishing why they are here opens with me 

noting that Ann has looked at the clock (again perhaps an indication that she is 

driving/pushing along the speed of the conversation). 

I offer a lengthy summary and open a conversation about explanations but also about the 

practicalities of how we might go on together. In this I am specifically interested in Tilly’s 

ideas about whey they are here. Responding to my non-verbal, eye gaze invitation, Tilly 

starts to talk about concerns she has. 

I guess, as with Natalie and with so many other children I have assessed, I have a 

hypothesis that there might be other things Tilly is wondering/worrying about that I have 

not yet heard. 

At the start of this episode the three of us are easily looking back and forth between each 

other, mother and daughter have been closely listening to me and looking at me as I 

explained how we might proceed if we were to explore the question of ASC, and also what 

we might do if the answer to that question was negative. After the notion of ASC has been 

raised by Ann, and after I respond with a brief acknowledgement that exploring that 
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question is something we could do, I ask another question (line 521, move 34 on the flow-

map).  

Excerpt 13: Tilly and Ann 

Line Words Sarah Ann Tilly 

521 Me:  Is that the most 
important question 
that we can help with 
() as in is there 
something that might 
be called autism that is 
affecting the way you 
are in helpful and 
unhelpful ways, or are 
there other questions? 
  

Moving 
between 
looking at 
both mother 
and child 
 
 
 
Strong beats 
with both 
hands on 
each 
emphasised 
word 

Looking at 
me 

Looking at me 

522 Tilly: (2) I've had a 
couple that we've 
never really addressed 
that I've mentioned. a 
couple of times 
  

I maintain my 
hand-beats 
and look 
towards Tilly 

Mother 
looks 
towards 
her 

Looks 
towards 
me, 
sitting on 
her hands 

523 Me:  All right. What 
are () what are your 
questions? 

      

524 Tilly: I see all kinds of 
stuff but it's like when 
you see >all the small 
symptoms< that could 
be something else, 
something –  Well, 
everyone has a little 
bit of that, so am I just 
over-thinking it? 

   

525 Me:  Yeah, yeah.       
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526 Tilly: Anxiety and stuff 
like –  Then again, 
perhaps I get nervous 
in social, over-thinking 
things again, worrying 
too much about stuff 
that's probably never 
gonna happen 

I nod towards 
Tilly 

Mum 
looks to 
me but 
nods in 
time with 
what Tilly 
is saying 

Tilly sits more 
towards the edge of 
her chair; her hands 
move to in her lap 

527 Me:  Okay.       

 

Having clarified that both mother and daughter want to consider the question of ASC, 

something doesn’t let me leave it at that. Despite having given me a clear answer, I push 

on and ask whether that is the “most important” question or whether there are others. I 

think, behind this question is my hypothesis that the ASC question isn’t the most useful one 

to ask, because the answer will most likely be negative, and that pursuing other lines of 

exploration might be more useful. 

As I ask the question about whether ASC is the most important question (line 521), Tilly 

orients herself and looks at me, ignoring her mother’s gaze towards her, and tells me 

about the things that she is particularly worried about for herself, that she thinks don’t 

have to do with ASC, namely over-thinking things and anxiety. 

In telling me about her concerns she tells me know that she has mentioned these “a 

couple of times,” (line 522) but that they have been “never really addressed”. The 

decrease in the volume of her voice at this moment and the making of eye contact with 

me perhaps suggests that she has tried to talk to people – perhaps her mother – about 

these things but has not felt heard. 
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I wonder if Tilly is recruiting me to notice a part of her that her mother has failed to notice 

or take account of. I wonder if she can, in my questions to her, sense an anticipation that I 

might be interested in the other things, broader than the explanatory mechanism that the 

school and her mother have landed on. I wonder that I am missing something, that maybe 

I’m missing something to do with ASC in girls, that maybe my biases and my interest in 

social communication skills being understood in context is shaping my thinking too much, 

but also maybe she’s not telling me ‘everything’. 

 

4.4.3.1 Concluding thoughts 

As with Natalie, these conversation sequences show the flow of talk and action that brings 

us closer to talking about the reason for referral. In this conversation it is often Ann who 

ends a previous sequence, which leads me to take up the question again. The difference 

of opinion between mother and daughter does not emerge until 41 minutes into the 

conversation and I think only emerges because I am forming and following a hypothesis 

that ASC is not the most likely or useful explanation for Tilly’s difficulties. 

Despite the emerging differences of opinion in what the “problem” might be, this 

conversation seemed to be a smoother, more coordinated and aligned interaction 

between me and mum and Tilly. There is overall a sense of synchrony and alignment, of a 

flowing river rather than waves crashing on to the shore over jagged rocks. 

There is very little overlapping speech and the conversation is much more like a three-way 

dialogue than was apparent with Natalie and her mother, where there were frequent 

overlaps, pauses, gaps and where we frequently seemed to drop the conversational ball. 
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This makes me think about possible action guiding anticipations of ‘similarity’, class, 

education, privilege, ‘etiquette’ and how I experienced myself as more similar to them 

than to Natalie and her mother. Perhaps, I wonder,  Tilly and Ann are also more used to 

dealing with institutional conversation, perhaps they feel less intimidated and less 

defensive than Natalie and Bella did. 

 

4.4.3.2 Building on my tentative understandings 

Building on the understandings drawn from the analysis with Natalie and Bella I note the 

following tentative understandings: 

• With a more equal balance of power there is a more even spread of epistemic 

authority between me and the family. 

• With increasing responsive affiliation there are fewer false starts and hesitations. 

• Pauses and hesitations creating space for pivoting between and towards tricky 

topics. 

• My repetitions of the question ‘Why are you here?’ have something to do with a 

hypothesis that the ASC question is the wrong question to be asking. I keep asking 

the question ‘Why are you here?’ until I get an answer that I think fits with my 

impression of what might be going on. 

• My practice promotes the voice of the young person, aiming for a K= epistemic 

stance between us all. 
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4.4.4 Conversation with Fabrice and Nadia 

This recording opens with me introducing Fabrice, aged 18, and his grandmother, Nadia, 

to Cara, trainee clinical psychologist, who observes the conversation behind the screen. 

Prior to the start of this excerpt, Fabrice and his grandmother have already agreed that I 

can video the session. 

This conversation is different to that with Natalie and Tilly in that getting to a discussion 

about why they are here happens very fast, too fast for me, without my having an 

opportunity to set my usual frame for the conversation. What is apparent right from the 

start is that Nadia and Fabrice have different ideas about what they want. Fabrice simply 

wants to feel brighter in mood, although doubts that he will ever be able to. Nadia 

emphasises the need both for further repeat diagnostic assessment and wants someone 

she trusts to be able to understand and help her with her grandson. 

The seating arrangement, with me sitting in the middle of the two, leads me to feel like I am 

refereeing, and my hands go back and forth a bit like a tennis ball.  

 

Figure 12: Fabrice to the right, Sarah bottom middle, Nadia on the right 
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Nadia quickly starts to describe Fabrice’s “deep pain” and a “sort of Asperger’s problem”. 

She quickly describes the failures of previous services to meet Fabrice’s needs. As she 

takes a breath, I jump in and suggest that we “take a step back”. I pivot to the domain of 

production to check how we might have this conversation. I ask that Fabrice remind me of 

his age, (line 27, not shown) not, I think, because I have forgotten he is 18, but as a device 

to bring his voice and his age centrally into the room. In this way I am offering a space 

wherein he can take up and demonstrate his epistemic rights. 

I ask if Fabrice agrees to consent to talk with his grandmother, given he is 18 and has 

capacity to make his own decisions. As soon as I start to ask about whether he is happy to 

have the conversation with grandmother, he nods, doing so long before I have finished 

speaking. At the end of my turn, he makes eye contact and again makes a very small nod, 

which I then ask him to confirm “Are you sure?” (line 33, not shown) and he gives a bigger 

nod with more eye contact. 

Nadia remains silent and still throughout this, looking at him. Nods have been found to 

connect with alignment activities in psychotherapy (Muntigl et al., 2012) and my use of a 

nod here appears to fit well with an affiliating and aligning aim. 

Having slowed the flood of information a little, I set out a contract for the way in which 

we will conduct the conversation, I then pivot, in a way that is familiar from other 

interviews, to ask some questions away from the problem. Fabrice engages well in this 

and gives a detailed description of favourite computer game, following my vocal and 

bodied prompts to continue the description rather than giving a monological description. I 
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then ask some questions about the family context. As Fabrice talks about his interests and 

activities grandmother starts to engage with him and to talk about her concerns about 

how he spends his time, namely being on the computer too much. I interrupt this 

discussion between them and pivot to ask why it is that they are here. 

As can be seen below, I claim the space with an “Um” and then pause for 5 seconds while 

I gather myself to ask the ‘business’ question (line 81, move 4 on the flow-map). I ask a 

question with (what I now come to see as my usual) hesitancy, I think which tries to create 

space for either Fabrice or Nadia to offer a view, and then face a huge amount of 

information from Nadia. This is an episode in which Fabrice responds to me but does so 

using gesture rather than words. This is in effect a three-point sequence of me-him-me 

which I then pass over to Nadia and she goes into a lengthy historical description. 

Excerpt 14: Fabrice and Nadia 

 Words  Sarah Nadia Fabrice  

81 Me: Um (4) which of 
you is the best person 
to tell me (1 )um () or 
to summarise for me 
why it is that you’ve 
come here? Why the 
referral is here? 
*You’re pointing to 
your grandma, okay. 

Looking towards 
Fabrice, hand 
gesture towards 
him and to 
grandmother 
*I look at him and 
nod at him, then 
look towards 
grandmother 

Looks 
towards 
me 

Looks at his 
grandmother, 
leans back in his 
chair, scratches his 
head 
*::He points to his 
grandmother 
  

 

I notably ask a different question than with Natalie and Tilly, in that I ask the family to 

make a judgement about who is “best” to tell me why they are here. Despite the 

difference in the question, I still create space for both young person and grandmother to 

assert or defer their epistemic rights, to ‘know’ their own experiences. 
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I am curious about this different use of language, compared to how I have asked this 

question in the other interviews, as if in that moment I had the idea that one person was 

“better” than another to let me know why they had here – I suspect that I hoped that 

Fabrice, as an articulate young adult, might offer something, but he is in the moment 

eclipsed by his grandmother’s emotion-laden talk and, by his pointing-gesture towards 

her, happy – or perhaps resigned – for her to lead the talking. I also wonder if my earlier 

sense of having to referee between them and to work really hard to slow the pace has got 

me thinking about the competition between them, about the pull to independence by this 

recently-turned 18-year-old and the determination to keep him safe and to help by his 

grandmother. 

After about 10 minutes of hearing very sad background information given largely by 

grandmother, with Fabrice on the edge of the conversation, I pivot by almost interrupting 

Nadia to ask Fabrice directly about why he has been referred to us (move 8 on flow-map).  

In the lead-up to this episode I am sitting with my arms crossed, an unusual position for 

me to adopt, but one that perhaps reflects how I want to hear from Fabrice and feel 

frustrated and also a little overwhelmed with grandmother’s lengthy, detailed description 

of input from other services. My words do not seem to convey annoyance or frustration 

but to me, my body language does. 
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Excerpt 15: Fabrice and Nadia  

Line Words  Sarah Nadia Fabrice  

223 Me: And (1) it sounds 
like () your grandma’s 
been *dri:::ving this 
process forward (1) eh 
() what do you think 
about the=the=the 
↓possibility of the 
assessment for 
Asperger’s? Was that 
something you were 
interested in? 

Looking 
towards 
Fabrice, 
uncrosses 
arms, waves 
my hand 
between them 
 
Looks directly 
at Fabrice and 
gestures 
towards him 
*hand 
stretches out 
in front of me 
rolling my left 
hand in circles 
in front of me 

Looking 
at me 
 
 
Brief 
shake of 
her head 
Looking 
towards 
me 

 
Looking towards his 
grandmother, 
shaking his head 
Looks towards me, 
hand partially 
covering his face 

224 Fabrice: No, cos I 
don’t have it (said very 
quietly) 

I keep looking 
at him 

Looks at 
Fabrice 

Looks towards but 
not at grandmother 
and then covers face 
with hand, stares 
into his lap 

 

Fabrice is absolutely clear that he does not want to explore (again) the question of 

Asperger’s and is adamant that he does not “have it” (line 224). His quiet response and his 

non-verbal response of covering his face after saying this suggests that this might be a hard 

thing to say in front of his grandmother and in front of professionals, who might assume 

that they know “better”. 

 

I wonder how much arguing there has been at home in relation to whether or not he “has 

it”. If this is a boy who was not told for many weeks that his parents had died, then how did 

he and his parents or grandparents talk about whether or not he had a diagnosis of ASC? 



238 

 

What is his construction of ASC? Does he get the impression that his grandmother thinks it’s 

not enough to simply feel so sad that you don’t want to be here? 

Excerpt 16: Fabrice and Nadia  

Line Words Sarah Nadia Fabrice 

225 Me:    You, you say no 
because you don’t 
have it (1) okay () *all 
right () and is this 
something the **two 
of you have talked 
about? 

Nodding 
towards him, 
*sitting forward 
and back in my 
chair 
**waving my 
hand back and 
forth between 
them 

Grandmother 
looks at me 

He looks back 
at me 

226 Fabrice: Not 
really. 

    Holds his head 
in his hand, 
rubs his eyes 

227 Me:    Not really. So=* 
  

*I look from 
Fabrice to 
grandmother 

    

228 Nadia:  =I don’t want to 
irritate him in that 
respect without idea, 
you know, what’s going 
on in his mind* But 
what I see ()I I *see () 
he’s completely 
differently with the 
other children. 

I look at 
grandmother 
*I hold both my 
hands out and 
nod at her 

Looks at me 
as she speaks, 
*nods 

Looks down, 
hand still 
partially 
covering his 
face 

229 Me:    Okay (1) So 
↓given he’s an adult 
um= 
  

Nods to 
grandmother, 
gestures out 
towards Fabrice 

    

230 Fabrice: =There 
are ↓other ways to be 
↓different you know. 

Looking at 
Fabrice 

Looks at 
Fabrice 

Looks at 
grandmother 
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When Fabrice said he doesn’t have “it” I don’t challenge his comment (although I think 

that I disagreed with his view in the moment) but ask how the two of them have talked 

about this difference of opinion. In doing this I do not offer an opinion but attempt to 

show him that I was interested in his idea. Again, I go back to and remind Nadia of his age, 

which in the moment seems an important context marker for me, and offer another 

chance for Fabrice to talk, which he takes up (line 230). 

In this episode, having previously constrained my arms by crossing them, I then spend a lot 

of time waving my hands to-and-fro. I wonder if my hand-waving was a way of joining the 

two ‘sides’ of the family unit, who seemed very distant from each other and to encourage 

them to talk to each other rather than to me. Fabrice’s final comment in this sequence, 

that there are “many ways to be different” feels really important. It is as though he and his 

grandmother hold different ways of constructing the world, hold different ideas about 

what it means to be ‘different’. I start to wonder what life has been like for Fabrice, whose 

parents died when he was so young, who travelled and lived in many different cultures and 

places, who has moved schools so many different times. The quiet and perhaps resigned 

tone of his voice suggests to me that he might have had this conversation with his 

grandmother many times and that he may not have the energy to do it again. And maybe 

he’s right, it’s his depression that we need to help him with first, not being waylaid by 

discussions about a condition that he doesn’t think he has. 

While we do not return to the question of ‘Why are you here?’, by the middle of the 

session, we have a shared agreed understanding of what they both want to be different 

and discuss what help might “look like” (line 473) in relation to treating Fabrice’s 
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depressed mood. The question of further diagnostic assessment has been parked in 

favour of focusing on more immediately distressing matters. 

 

4.4.4.1 Concluding thoughts 

Establishing why they are here happens almost too quickly with Nadia, without an 

opportunity to start to build a relationship with Fabrice so as to affiliate and talk about the 

‘tricky stuff’, and so potentially closing down the opportunity to explore and walk around 

in the reasons. I have to slow the pace down a little – to add some bends and meanders, 

to ensure that the process of having a conversation between an 18-year-old who can 

make decisions for himself and his grandmother, who I think is as sad as he is, is 

conducted in a way that everyone is happy with. 

Establishing the similarities and differences of opinion as to why they are here and what 

they want to be different is also fairly quick. Only from the video can one really tell how 

much non-verbal work went into trying to connect Fabrice and his grandmother and also 

how slow and impoverished Fabrice’s movements were, perhaps adding weight to my 

concern about his very low mood and my clinical decision to prioritise addressing this first. 

In the main Nadia provides factual contextual information and Fabrice listens, he responds 

to direct questions and is clear about what he wants from the service (to feel less low in 

mood) although is doubtful that anyone can actually help him feel better. 
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This overall session is like two rivers trying to join – both rivers have the same direction, 

but the process of coming together is fraught and competitive and exhausting, I think, for 

all. 

4.4.4.2 Tentative understandings 

Building on my understandings from the previous conversations I add the following: 

• pivoting in a way to keep both parties engaged is a difficult business 

• Navigating whose epistemic rights are privileged is hard work, and involves agility 

through the conversation 

 

4.4.5 Conversation with Arthur and Suzie 

The examples of conversations so far have shown how I create and move through a 

transparent conversation about why people have come to the clinic. These examples  

have shown how the conversations have happened in waves and have involved the 

exploration of differences of opinion. I have demonstrated how I use subtle but powerful 

ways of asking questions together with hesitations and pauses in getting to a discussion of 

‘Why are you here?’. In those three conversations I have demonstrated how I promote 

the epistemic rights of the young person to give their own account of their experiences, 

aiming for what I describe as a K= position, where the epistemic gradient is flattened. 

This next conversation is different. The process of getting to a transparent discussion 

between Arthur and his mum Suzie of why they have come to the clinic was, to my 

memory, labyrinthine. It challenged my practices of working collaboratively and 
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transparently. In this session, the discussion – or rather the avoidance of the discussion – 

of why they are here takes the majority of the session. 

In this session, there is more conversation between mother and son than there was in the 

previous three conversations, where the flow of talk was more to do with two dyadic 

encounters: me and adult, me and young person. I suggest that it is therefore harder for 

me to find my ‘place’ in the conversation.  

As I stand in the viewing room, In the seconds between my switching on the recording 

equipment and stepping out to go back into the clinic room, I see and hear Arthur and his 

mother, Suzie, concluding an argument that had seemingly started before we had met. 

This moment of dispute was perhaps not one that they expected me to see, but it felt very 

significant to me, and  influenced my hypothesis about the tension between mother and 

son. But I did not tell them that I had seen this interaction. This feels like an ethical 

moment – should I have referred to it then? Should I include the telling of it now? It was 

such a powerful context-shaper that I can’t tell an authentic story of the session without 

noting it – but my permission to do so feels fragile. 

Perhaps as a function of what I have just witnessed, or connected to the corridor 

conversation we shared, when I come in to the room, I am very active with my body, I 

make big performative hand gestures towards both mother and son, almost rocking from 

side to side on my chair as I talk to them (figure 13). 
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Figure 13: Sarah (on the left – arms in the air), Suzie (in the middle), Arthur (at the right) 
 

 

 

I wonder if I am on edge in some way, perhaps in some way picking up on something that I 

experience in the climate of the room. I talk in an exaggerated way, there is something 

tighter and more exuberant in my tone that I have not noticed in previous recordings. I 

don’t know Arthur at all, but I start to think that he also uses big gestures, and is a tall and 

large young person. I am also suddenly aware of the screen, and Arthur’s orientation to it. 

I don’t know what he is looking or why, but I don’t ask. I’m curious about why I was not 

curious and did not ask him in that moment.  

After the standard introductions, about a minute into the recording and Arthur introduces 

me to the people in the room, calling his mum Suzie an “old woman”. He then tells me 

that this is a joke, to which Suzie apologises to me (line 25, not shown) and we all talk 

quickly over each other, smiling at each other. I make a comment about how I won’t write 

down his comment about his mum in my notes. 

Teasing has received attention within the CA literature and Suzie’s response of going 

along with her son’s teasing is reported to be less usual than a response of ‘correcting’ a 
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tease (Drew, 1987). Teasing has been described as a device for managing ‘social structural 

conflicts or tensions’ (Drew 1987, p.248) and I therefore wonder if the tease is a function 

of the controlling way in which Arthur treats his mother and her seemingly going along 

with it is a function of her experienced inability to escape his control.  

Up until my question about why they are here, (move 3 in the flow-map), the 

conversation flow felt relatively easy. 

The conversation so far has been fast-paced and I have felt ‘on my toes’ but this isn’t an 

unusual sensation when talking with articulate teens and their families, and it feels a bit 

like being at home with my own teenagers. 

I open with my usual assumption that families will have had some conversation together 

before the appointment (line 31, move 3). With Arthur and his mother, I am stymied at 

the first hurdle: 
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Excerpt 17: Arthur and Suzie 

Line Words Me  Suzie Arthur  

31 Me:  So (1) um, 
*why are you 
here? Tell me 
why you’re here? 

Hands wide out, 
gesturing 
towards both of 
them, then on to 
knees 
*hands wide out 
again 
looking towards 
both of them 
  

Smiling at me, looks 
towards Arthur, nods 
and looks back at me 

Smiling at 
me 

32 Suzie: Er, >Arthur 
doesn’t know I 
haven’t told him 
anything< 

I sit on my 
hands, look 
towards mother 
and then at 
Arthur 

Looking at me as she 
speaks, shaking her 
head, then looks over 
towards A smiling 

A looks 
towards 
mum 

33 Me:  Okay, [all 
right] 

Looking to mum Looks at me   

 

I’m really not sure where to go, I feel stuck and constrained, as though I’ve asked an awful 

question. Sitting on my hands is an unusual position for me and is perhaps a response or 

an anticipation to how I am struggling with the direction of the conversation.  

Arthur quickly takes up his mothers’ comment: 

  



246 

 

Excerpt 18: Arthur and Suzie 

Line Words Me  Suzie Arthur  

34 Arthur:     [Yeah], 
I’m always in the dark 
she always keeps 
things in the [dark] 

      

35 Me:  [Does she?] Looks towards 
Arthur 

  Nodding 

36 Suzie: [Well no, I don’t] Looks towards 
Arthur and back 
at me 

Shakes her 
head at me, 
still smiling  

Looking at 
me 

37 Arthur:     [Mostly] 
when it comes to 
[things like this.] 

    Nodding at 
me and mum 

38 Suzie: [He doesn’t 
really] >he doesn’t 
want to go to things 
like this, so I thought it 
was best he just came 
along otherwise he’d 
say, “I’m not coming.” 
< 

Looking 
between both of 
them, fiddling 
with my dress, 
hand up towards 
my face 

Looks 
towards me 

Looking 
between me 
and mum 

39 Me:  Okay 
  

Looking towards 
mother then 
Arthur 

    

40 Suzie: It’s true, isn’t it? 
 

 Looks 
towards 
Arthur 

 

 

As can be seen, there are many overlaps during this segment, Arthur and Suzie rarely let 

each other finish and Suzie also talks over me. There is a competitive air to the 

conversation.  
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Looking at the words in relation to the non-verbal actions, there is a disconnect between 

the laughter and smiling, warmth and ‘light’ tones of voice used by all of us in this episode, 

and the particularly wide smile of mum which I now associate with feeling very anxious 

about the conversation, and the content: the – to me – shocking fact, hence my raised 

tone of voice when I comment “does she” to Arthur’s comment about being kept in the 

dark, that Arthur has been brought to clinic without being given any information about the 

referral or the concerns that we might explore. I am horrified, I feel set up by mother and 

by the referrer given the ‘obviousness’ to me Arthur’s social communication is. I think that 

Arthur must feel very confused, he is already regularly seeing a worker from the local 

CAMHs, what on earth does he think he is doing here? I feel particularly set up because 

Arthur strikes me as having ‘barn door’ autism, i.e. it is very obvious to me that he meets 

the criteria for diagnosis. I also start to think about the double bind, the mad-making way 

of how different ‘levels’ of communication do not match (Bateson et al., 1963). I start to 

feel quite mad myself in sitting between this mother and son. 

Suzie seeks validation from her son and asks Arthur if what she has said  is “true” (line 40), 

to which he agrees with her that he does not like coming to places “like this”. Suzie 

quickly goes on to talk about how he liked the lady who referred him here. I sit back in my 

chair, clasp my hands in front of me and ask (line 45 not shown), “So how are we going to 

have this conversation?” Mum quickly says that they are here because of Arthur’s stress 

and how he feels. In saying this she appears to have given a clear message about what we 

can and cannot discuss, i.e. that taking about “stress” is fine but nothing else is 

permissible.  
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As the conversation goes along, it takes me some minutes for me to realise or perhaps 

accept how anxious Suzie is about telling Arthur why she has brought him to our clinic. I 

have to overcome my crossness with her, for seemingly expecting me to do ‘the dirty work’ 

before I can go back to the issue. Instead of supporting Suzie, I think that I became rather 

symmetrical with her, in the moment not picking up on her anxiety, not fully appreciating 

how difficult it was for her to have this conversation and  not understanding why it was 

such a difficult conversation to have. 

For a time, we move onto safer ground, mother and son have an animated discussion 

about all the diagnoses that Arthur currently has (line 71 not shown). Mother and son 

make their own pivot to a discussion about school and what’s going well there. After a 

lengthy description of the family and how Arthur and his sister don’t get on, I then pivot 

back to why they are here (line 185, move 11): 

Excerpt 19: Arthur and Suzie 

Line Words Me  Suzie Arthur  

185 Me:  hhh so your mum= 
Arthur=said that we’re here 
because of *↓stress. **I=I 
think I need you to say a bit 
more about that 
  

Looking down 
at notes 
written on the 
table 
**turns to 
Suzie, double 
circular hand 
gestures 

Looking at 
me 
 
*looks over 
to Arthur 
and back at 
me 

Looking at 
me 
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186 Suzie: So=um, () Arthur is lovely 
>I *adore him< He knows it and 
>I’ve *supported him since he 
was [little<] 
  

*smiles 
towards 
mother then 
looks towards 
Arthur 

Looks to 
Arthur 
*looks back 
at me 

Arthur 
looks 
down and 
laughs 

187 Me:  [Okay] 
  

Smiles at 
Arthur* 

    

188 Suzie: I mean I [picked up the 
special needs] 
  

Looking at 
mum 

    

189 Arthur:     [Yeah, you’re] 
and you’re one of the only 
people who *>do not< give 
medicine to people who are 
very hyperactive () [an because 
you said it would affect me] 

*Looks 
towards 
Arthur 

Looks to 
me and 
then to 
Arthur 

Looks to 
mum 

 

In response to my question, perhaps to regain some authority by telling Suzie that “I need 

you to” (line 187) tell Arthur why she has brought him, Suzie does not give a direct 

response to my instruction but gives an emotionally laden, powerfully articulated 

description of how she has always supported Arthur, which he agrees with (line 189). 

I am struck by the closeness of mother and son, the fragility of their relationship, how hard 

Suzie seems to be working to keep Arthur happy. Reflecting on why I worked so hard to get 

mother and son to articulate why they were here, I had no doubt that Arthur met the 

diagnostic criteria for a diagnosis of autism, as had been suggested by many other 

professionals. Given the ‘obviousness’ of his difficulties, I felt that I was being backed into 

a corner not only by mum but all the other professionals who had confirmed the diagnosis 

to mum but who hadn’t felt able to say something to Arthur. 
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After further description of the family relationship troubles from Suzie, I make another 

attempt this time being very direct to mum that I need her to say something about why 

she has brought her son to the clinic (line 296, move 16), emphasising that a principle of 

the way I work involves being transparent with people who are able to make decisions for 

themselves: 

Excerpt 20: Arthur and Suzie 

Line Words Sarah Suzie Arthur  

296 Me:  Yeah, sure. It feels 
like there’s something(1) 
that’s the *elephant in the 
room and I don’t know 
how we’re going to talk 
about that, because if I’m 
going to be **[helpful] 
  

Sitting back, 
pulling my hair 
back, looking at 
what I have 
written and 
*then at Suzie 
 
**double-
handed circular 
gesture towards 
Suzie with brief 
glance to Arthur 

Looking at me Staring 
at the 
one-way-
mirror 

297 Suzie: [Yeah] 
  

      

298 Me:  …we need to be 
able to be trans↓parent 
(2) 

  Looks over at 
Arthur smiling 

  

299 Suzie: I think he might flip, 
but still (1) 
  

We hold each 
other’s gaze 

Looks back at 
me, she laughs 
such that her 
shoulders 
shake 

  

300 Me:  Okay (1) 
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Here, (line 296) I use ordinary language like there being an “elephant in the room” and 

emphasise what it “feels” like, perhaps tuning into the affective tone in the room. 

I take a K- position, suggesting that I don’t know “and I don’t know how we’re going to 

talk about that” (line 296) without having a transparent conversation. Despite Suzie’s 

comment that Arthur might “flip” (line 299) she continues to smile at him. We then hold 

each other’s gaze while she continues to laugh, and I say “Okay” as if I am about to take 

charge of the conversation (line 300). Laughter as a phenomenon has received attention 

in the CA literature. It has been suggested that laughter, and smiles, serve a variety of 

purposes in interaction, and that laughter might have a role in regulating the 

conversational partners’ speech (Mehu 2011). Therefore, Suzie’s laughter production 

could be a means to try and regulate both me and Arthur.  

The quality of this smile and laughter seems fragile. I start to wonder about how bad 

things do actually get at home and whether Suzie has a reason from past experience to be 

fearful of Arthur and I start to wonder just how bad things get – perhaps how violent? I 

worry how in my pushing to talk about the actual reason for attending as detailed in the 

letter of referral, I might be causing some potential for harm. But equally, in that moment, 

in the context of a first session where we had to make some decisions about what to do 

next, I cannot think of what else to do. It was only much later, after watching the 

recording many times, that I started to wonder why it was that so many people had found 

it so difficult to name the ‘thing’ that was going on for Arthur. 

The conversation swiftly moves off into descriptions of when Arthur has “flipped” and he 

and his mother debate the content and context of these incidents. Then, at line 412 (not 

shown), after hearing about the work at local CAMHs, I say to Suzie “You’re going to have 
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to tell”. Suzie turns to Arthur and tells him (line 415) “So they think you might be – when 

you’ve got ADHD, there’s a spectrum – ". The two then have a discussion that I bear 

witness to rather than actively engaging in. Finally, I was able to support Suzie in having 

what I regard as the necessary discussion with Arthur about why they are here. 

I’m struck by my insistence which has been apparent but building throughout the session, 

but also my ability to keep on track, to get to something that I believe to be very 

important, that of a young person being actively involved in discussions about their 

treatment.  

Finally, my perseverance about naming why the family had come paid off.  After encouraging 

her again to “tell”,  Suzie  said  to Arthur: (line 415) “So they think you might be – when you’ve 

got ADHD, there’s a spectrum…So you can be – um, you can have dis – Asperger’s, you can 

have autism, you can have – so you’re on this spectrum”. 

This led to a challenging and emotional but to my mind highly useful conversation in which 

Arthur was fully involved, where emotion was heightened and where there was disagreement 

but where it was manageable. 

 

4.4.5.1 Reflections on the conversation 

So we get “there” and have an important conversation about what we could do together, 

also touching on the issue of how we don’t “do” things to competent teenagers who can 

contribute to decision making. 

This session teaches me a huge amount about family communication patterns. Building a 

therapeutic relationship with two people is one of the greatest challenges and indeed skills 

of systemic workers for whom doing this is bread and butter stuff. Had I not pushed so 
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hard I don’t think I would have fully appreciated the extent of Suzie’s anxiety about Arthur 

and her fear about how he might react to something that he was unhappy about. 

To continue the river metaphor, this conversation is a bit like trying to row away from a 

waterfall but going over the top and finding that the drop, splash and subsequent row 

onwards is actually far less awful than had been anticipated. 

 

4.4.5.2 Developing understandings 

I have one further understanding to add: 

• Working with and my epistemic status and trying to flatten the epistemic gradient is 

a key part of first conversations. It is a complex process but an unavoidable one if 

there is to be true shared decision making. 

 

 

4.4.6 Discussion of AVCA and Systemic-Diffractive Analysis 

Combining AVCA with Systemic-Diffractive Analysis has enabled a detailed exploration of 

episodes of movement that show what happens in relation to my thinking and feeling 

from within what happens. In this discussion I focus on the way in which I make many 

attempts to get to what I regard as a full-enough conversation about why families have 

come to the clinic. I highlight the tentative understandings from each of the illustrative 

examples and how these contribute to my thinking about how I move through domains of 

action in my first conversations.  
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Considering my findings in relation to other similar studies, I emphasise the benefits of 

conducting a multimodal analysis where words are examined in relation to bodies and in 

relation to how I promote the epistemic rights of the young person. I argue that 

movement through the conversation happens in a doubled, stuttering, hesitant and 

dysfluent way, such that space is opened to show and tell different stories. I suggest that, 

in talking about something so difficult and contested as the issue of an ASC diagnosis, or 

the accuracy of already-given diagnoses, more than one ‘go’ is needed to have this 

discussion. In every illustrative example, I pivot back to the question of why are you here 

multiple times.  My pivots are frequent, variable in size and shape. Just as Barge (2014) 

described, pivoting involves moving swiftly to do different things different times, whilst 

holding on to the overarching task. My pivots are like the pivot of a fan, the piece that 

secures all the parts together, holding the fan in multiple positions dependent on the 

conditions that require the fans’ usage.  

 

4.4.6.1 Asking the question ‘Why are you here?’ 

I made the decision to explore the specific theme of Why are you here, part of the 

overarching thematic territory relating to Talk about the presenting concern, using AVCA 

and SDA. Any of the themes created from the Reflexive Thematic Analysis, outlined earlier 

in Table 3, could have benefitted from a similarly granular exploration. 

The four case examples have shown that there is a flowing build-up through each session 

toward the question of ‘Why are you here?’ and that we need more than one 

conversational episode to get to talk in a full and open (but not finished) way. Based on 
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my professional stocks of interactional knowledge, I only stop asking the question ‘Why 

are you here?’ when the answer that the family give fits with my emerging construction of 

what the problem might be. For example with both Natalie and Tilly, my emerging view 

was that asking about the question of ASC was not the most helpful one to consider. With 

Fabrice, who had been given but disputed the diagnosis, my view of the issues of concern 

related to mood not neurodevelopmental status. With Arthur, I had, early on, formed a 

view that he would meet criteria for a diagnosis of ASC and so my efforts were spent 

trying to create a space where he could play an active role in the conversation.   

Working within a CA frame, Lee (2018) suggests that the question of ‘Why are you here?’ 

implies a conversational move to ‘get down to business’. She suggests that asking the 

question of the child establishes the epistemic rights to knowledge of the child. My material 

showed a different pattern of questioning, where the invitation to talk about why they were 

there was put to the family, not to the child. I think this is a feature of systemically-informed 

practice, where the clinician asks in a less individual-directed way, in wanting to gather 

information about how families respond to questions. 

From my material, I never asked whether people know why they have come, closing down 

the possibility of a yes/no answer. My question of ‘Why are you here?’ makes an 

assumption that people ‘know’ why they are here. My questioning is much more open, 

perhaps demonstrating my desire for a flattened epistemic gradient and a genuine 

invitation for everyone present to choose between themselves who and how to answer, so 

providing me with information about how families talk together about difficult stuff. 

In the illustrative examples, I asked a very similar question but did so in subtly different 

ways. Recipient Design, in CA terms, relates to how turns are designed for particular 
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recipients (Drew 2013). As well as the content of the conversation that had gone before, my 

assumptions, beliefs and prejudices, including those informed by my professional stocks of 

interactional knowledge, contributed to my delivery of this turn, for example asking to the 

room rather than to one person and asking an open rather than a closed question. I think 

these subtleties can be explained in terms of  Shotter’s action guiding anticipations, which 

can provide an explanatory frame for the nuanced differences between each conversation. 

Tanya Stivers and Jeffrey Robinson (2006) found that after a transition relevance place, i.e. 

the point at which the conversational ball is thrown out into the conversational space, 

speakers prefer an answer to a non-answer and ideally want the person they have asked to 

respond, but if that person does not answer, then they prefer to have an answer from 

anyone to maintain progressivity in the conversation. My findings are in accord with this. 

However given the way that I do not select individuals to respond to the question of why 

people have come to the clinic, and given the way that systemic practitioners use circular 

and other forms of questions (as interventions) it seems likely that these rules might not 

hold up across all systemic practice, so this is an area to be explored further.  

Just as Rober et al. (2006) found, exploring delicate subjects takes a number of turns. 

Families need multiple opportunities to talk about what has brought them to the clinic. 

Clinicians need to be aware of this in order that they can repeatedly steer the conversation 

to this issue, in order to ensure shared decision making and indeed that the clinician has a 

clear enough understanding of the views of all family members in order to make a plan to 

go on. The clinician will use their ‘felt sensing’ (Shotter 2014, p311), to navigate the 

demands of the situation and to keep returning to the question. On the basis of my 

material, as shown in the Systemic-Diffractive layer, a felt sense comprises both drawing 
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from professional knowledge and being immersed in the unfolding sequences of the 

conversation.  

4.4.6.2 Boosting the epistemic rights of the conversational participants 

The episodes have shown how I work to promote the epistemic rights of the young person 

in talking about their lived experiences. Paul Drew (Drew 2012, 2014) suggests that 

sequences of talk-in-interaction are driven by epistemic imbalances in sequences of talk-in-

interaction and are ‘levelled off’ as a sequence unfolds. As the next sequence starts, a new 

epistemic imbalance is created that needs to be levelled and again the task is to achieve K=.  

In the illustrative examples, through multiple explorations of the question, over the course 

of sequences of talk, we achieved something of a balance of the epistemic see-saw. While 

not everyone agreed with each other by the end of the session, and while I do not claim that 

power and epistemic rights were fully equally shared, all parties shared more epistemic 

territory than they had at the start of the session.  However, in the fourth conversation, 

between Arthur and his mother, Arthur remained at an epistemic disadvantage until near 

the very end of the conversation, regarding the reason that he had been brought to the 

clinic. 

Unless epistemic balance is achieved in relation to the question of why families have 

come/why children have been brought to the clinic, I think it is impossible to meet the 

conditions to make shared decisions about how to go on or indeed to consent to those 

plans. 
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4.4.6.3 Multimodal analysis 

The AVCA showed in basic terms, that bodies communicate important messages and that 

those messages need to be read in the context of the words that go along with them. AVCA 

has shown that a much richer story of what goes on can be told with bodies and words than 

it can simply by focussing on language or even discourse.   

However, perhaps like Brosin, Bateson, Scheflen and others found many years ago, reading 

the words and the body is a complex business. What the AVCA did not show was any clear 

coordination of body or movement between me and the families. Looking at the video 

material in other ways (for example speeding the videos up and watching them all on one 

screen) it is possible to see more global patterns of movement, relating to how space- and 

movement-entitlement is claimed by different people.  The videos showed me as generally 

more active than the families, perhaps suggesting that I was more ‘at home’ in the clinic 

than they were. The contrasts to this are the two sessions involving younger children, that 

with Ravi and with Jonah and his siblings, where the children were very active.  

The range of ways in which we express ourselves with our bodies, particularly when 

constrained and anxious in a ‘foreign’ place may be subdued. The surveilling gaze of the 

clinic (perhaps made stronger by the research lens) might be more constraining on bodies 

than on words so, in a very practical sense,  producing docile bodies (Foucault, 1977).  

Visual research has suggested a messier turn-by-turn organisation of visual material 

compared to audio material and also involved interaction with physical objects (ten Have 

2007; Mondada, 2018), which may further alter the rhythm of the interaction given the 

complex temporality of multimodal interaction. Further, other researchers (e.g. Seikulla et 
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al., 2015) have shown, even when using highly sophisticated technologies, that there is little 

obvious, measurable coordination between bodies in a therapy room. Perhaps then, the 

patterning of bodily coordination is non-linear, given how it flows around the room as 

anticipations and actions are processed and felt by each of the actors. 

Therefore, despite following my own interest and the encouragement of others to engage 

with the bodily micro-details of communication (Shotter 1993), on the basis of this analysis, 

it has not been possible to tell a coherent story about how body and words contribute to 

the conversation.  

 

4.4.6.4 Hesitations and pauses 

My hesitations and pauses were created multimodally, with my words and my body. I tap 

papers on my knee, I sit forward, I fiddle with my hair, I stutter and stammer and make 

multiple false starts. In doing these things I claim both space and power, I assert my 

knowledge of and right to act in the clinic room. All my pivots into asking why families have 

come to see me began with a pause or hesitation, as if I wanted to create some space 

around my question, as if I knew that getting down to the business of talking about reasons 

for coming would be tricky and I wanted to be respectful but also that I need to ‘go there’.  

The device of using pause and hesitation has been well documented by others. In his 

account of how families use hesitation as a vocal and non-vocal means to regulate the said 

and the not-yet-said, emphasising the subtle, easily missed non-verbal signs of hesitation, 

Rober conceptualises hesitation as ‘a compromise between two movements: the movement 

towards speaking and the movement that holds back the words’ (2002, p.189- 190). He 
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proposes three hypotheses about clients’ hesitations, namely that hesitations are expressed 

mainly in non-verbal ways, that clients have good reasons to hesitate, and finally that 

children often express or hold the hesitating for the family. Rober’s definition of hesitation 

sits well with my experience of it – juggling between the said and not-yet-said of “what’s 

wrong with you/your child”. 

With my analysis I have shown as well as told how I, rather than the clients, use pause and 

hesitation to regulate my side of the said and not-yet-said. I have shown that there is a 

tension between what gets said, what I need families to talk to me about in the context of 

an assessment session, and how hesitation seems to be shared out between all family 

members, particularly when it is the adult who has brought the child, and the child holds a 

different view to the adult. 

The importance of the spaces between, of the hesitations, pauses and silences might relate 

to where the ‘work’ of telling a new story happens, and might I suggest is important in the 

getting to the ‘difficult stuff’.  I wonder if spaces of pause and hesitation are perhaps where 

most risk and most processing happen. When the story is smooth and fluent, perhaps 

having been frequently told there is little space to tell and explore difference. Perhaps, 

when the story is jagged and fragmented there are lots of edges that can be worked to 

create news of a difference. Perhaps then, my use of pause and hesitation, of misspeaking 

and self-repair, sets a context for and models that families might also do the same. I do not 

mean to suggest that pause and hesitation are used in a manipulative way but that they are 

used in a way that anticipates what is to come.  

Sarah Maitland (2008) suggests that pause is different to hesitation. Whereas hesitation 

involves a sense of fumbling, a pause involves a greater sense of control, the knowledge 
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that it will have closure, with anticipation that something will happen afterwards. I were to 

review the material using these ideas, I suspect that I would see both hesitations and 

pauses: hesitations in the less fluid, less dialogical conversations and pauses in those more 

elegant and dialogical. 

If I had more space I would describe the very different qualities of silence across each of the 

conversations. Shotter (2010) notes that “not all silences are the same”, (p.246), and 

suggests that the meaning of a silence needs to be understood in the context in which it 

arises. Maitland (2008) notes how silence does not equate to absence or deficit and can 

have very different qualities. She describes the BBC radio archive of different silences. I 

think that if I reviewed all the episodes of silence within the recordings, they would each 

‘sound’ different, due to their physical, intellectual and emotional characteristics.  

Silence, pause and their functions have received great attention in the psychoanalytic and 

psychodynamic literature (see for example Johannesen, 1974; Levitt, 2001; Khan and 

Masud, 2017; Kenny 2018) but much less attention in the systemic literature, although 

perhaps this is because the powerfully communicative nature of silence has simply been 

accepted for decades (see Watzlawick, 1984). My material has shown how the pace of 

sessions alters and how silence often precedes tricky talk. I suggest that practitioners need 

to remember that not doing can be as powerful as doing, that we need to talk and ask as 

well as to stop and listen and wait. Just as our patients have good reason to pause and not 

to speak, (Rober, 2002), so do we. Further exploration of how systemically-informed 

practitioners use silence, pause and pacing to build a therapeutic relationship would be 

useful. 
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4.4.6.5 The power of the pivot and the pivotter 
 
Power, its existence and its relational nature has long been controversial within the field of 

family therapy (Flaskas and Humphreys, 1993). Moving on from Bateson’s notion that 

power was an epistemological error towards Foucault’s notion that power showed itself in 

all social relations and the view that not naming power as a relational process could be 

toxic, it is now widely accepted that everything in the non-verbal context and set-up of a 

clinical service can signal the power and knowledge of the therapist (Larner, 1995). Within 

therapeutic relationships, clients come to see therapists, to make use of their power and 

knowledge, and therapists hold greater power in the therapeutic conversation than do their 

clients (Peräkylä et al., 2005). 

A key institutional goal of a first session involves gathering information from the family as to 

why they have come to the clinic. Exploring this story is an early and necessary step in 

forming a therapeutic relationship. In this process, it is the responsibility of the clinician to 

gather important information in order to agree a precise plan of action (Bickman et al., 

2016). In this regard it makes sense that the clinician, in using the power of their role and 

knowledge, leads the shifts between domains of action and episodes of talk (Fredman, 

2007). 

Sacks wrote that ‘As long as one is in the position of doing the questions, then in part they 

have control of the conversation’ (1995, p.54). Considering the ways in which Drew and 

Heritage characterise institutional talk (goal-oriented, ways of allowable talking, inferential 

frameworks), I therefore make the following points: In the detailed examples subject to 

AVCA and Systemic-Diffractive Analysis, and more generally across the recordings, allowable 

talking shows up in the way that I ask (almost) all the questions. That I ask very similar 
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questions in all the interviews could be said to be a function of the way I discharge my 

institutional role and institutional power. The institutional nature and power of the 

conversation can be seen by the way that I am mostly in control of the frame of the 

conversation and the questions asked, despite my desire, as described in the expectations 

outlined at the start of the research, that I aim to practice in a collaborative and power-

sharing way.  

As well as asking most of the questions, I find that I lead most of the episode shifts, from 

claiming the space to do so by taking the space and then leaving a pause. An obvious 

contrast to this statement is the session with Jonah and his family where I am least in 

control of the conversational or bodied flow of the session. 

The observed imbalance in questioning and the consequent implication of this for my beliefs 

about how I use the various forms of power that I hold, comes as somewhat of a shock.  

I like to think that my practice is collaborative in that ‘we’ agree together what we do. But 

maybe in these first sessions I do hold the greater power given my institutional 

responsibilities.  Perhaps this material speaks to Glen Larner’s notion (1995) of a 

paramodern approach, of knowing (how to conduct a first session) in the not-knowing (how 

on earth to conduct this first session) where first order practices exist within a second order 

approach (p.208).  

And maybe my anticipated jointly constructed conversational flow is more apparent in my 

ongoing therapeutic work than it is in these first conversations, where the institutional 

responsibility to achieve certain things is high. What I do see in these conversations is 

variation across themes. This could be described as a practice that is fluid, that involves to 
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use Cunliffe and Locke’s (2019) term, anticipational fluidity, where the outcome of the 

conversational exchange depends on all parties involved.  

Based on the material, it seems likely that some families want and need me, the clinician 

they have come to see to take control, to hold on to power at least in the early stages of the 

relationship, in order to provide containment and structure, so as to efficiently and safely 

navigate how to go on together.   

Rachel Watson (2018) argues that using CA can help demonstrate the importance of self-

reflexivity in systemically-informed conversations. She also suggests that CA can 

demonstrate how systemically-informed practitioners pivot in their conversations when 

conversation starts to show trouble, so as to address the emotional positioning or 

knowledge order of the family, so as to address power and create a ‘jointly created’ 

authority. I think this applies just as much to dialogue within a first conversation as it does 

within her context of safeguarding practice. I suggest that my use of power in leading the 

questioning and the moves through domains of action, involves the overarching aim of 

getting to K=, where the epistemic gradient and epistemic rights are more shared. As 

suggested by Drew (2012), the start of sequences, (and, I suggest, in a more global way, the 

start of a therapeutic relationship), consists of an unequal epistemic gradient. By using my 

power to pivot, to change the domain of action or the topic of conversation, I work to 

discharge my power in a way that seeks to create, over sequential episodes, epistemic 

balance. I also have to accept that despite my preference for K=, families may need me to 

stay in a power-full position. Families will be more or less ready to power-share and part of 

the ‘skilful’ linguistic (Barge and Little, 2008) and embodied performance of these 

conversations is to explore together how to navigate these complex waters.    
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4.4.6.6 Latching and overlaps 

In the conversations that I found trickier, that with Natalie and Bella and Arthur and Suzie, I 

observed more overlap of talk and latching. Drew (2009) argues that rather than overlaps of 

talk being interruptions, they might arise from speakers’ exquisitely close attention to what 

the other speaker is saying. 

Clinically this is useful; it opens up the possibility that overlapping talk might be more 

prevalent for people who are hypervigilant, who are ‘exquisitely’ focused on what a parent, 

carer or professional might say and who are super-ready to respond. This seems to fit for 

me with the moments when Natalie interrupts me, or when Arthur and his mother interrupt 

each other, and suggests that interruptions take place because of an exquisite attunement 

to what might emerge in the next turn. 

In a similar vein, linking to the way in which dialogical conversation was conceptualised in 

the review of literature, Shotter suggests that if we are immersed in a flow of activities, then 

there is no requirement to wait until the conversational partner has finished speaking, 

because we can respond in a spontaneous way based on our action guiding anticipations 

(this could also be considered as attunement) towards what the next move might be, and in 

this demonstrate our transitory understandings on the basis of our specific cultural, 

personal and professional locations (2015, p.74). Therefore, Shotter suggests that we know 

what our conversational partners might say before they have finished saying it, because of 

the ability to anticipate and respond from within the moment of the conversation. 
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4.4.6.7 Spinning out from the micro – the benefits of Systemic-Diffractive Analysis 

Perhaps, because I know in a tacit way how to navigate these first conversations, knowing the 

territory but not the specific map, I orient to something that is imperceptible in words and 

actions but that feels vital to the process. There is some sense in which I am following the 

thinking that I am not in the moment aware of, but am responding to something that is 

happening, something tacit, embodied and relational. 

There are many examples across the transcripts and within the detailed episodes of when I go on, 

without any obvious clues or cues from the material, down a particular path. For example, I’m 

curious about what makes me pursue Tilly and Natalie to find out more broadly about what they 

are  concerned about, over and above what their mothers bring.  

The Systemic-Diffractive Analysis enables me to speak from within the material without claiming 

that my thoughts from within now are the same as those I had then. As Simon (2012) and Day 

(2014) have suggested, there is a process of becoming so engaged with the material that it is ‘as 

if’ the conversation is going on around me as I sit at my keyboard and construct a story to 

contextualise and sense-make. Diffracting extends my self-reflexivity onwards from the notion of 

reflecting and enables me to acknowledge the effect of the difference that I make to my 

understanding of the material. 

Again, I turn to John Shotter (italics in the original): 

“Thus, besides the thinking that we as adult thinkers do deliberately and 
know of ourselves as doing, there is a kind of thinking that just happens 
within us without our being aware of it. It emerges within us as a result of 
our having undergone a whole set of particular languaged experiences. It 
shows or displays itself in our actions or utterances in the just-happening-
thinking we do as we read or hear a question and begin to orient 
ourselves towards answering it; or when we hear a new word used in an 
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already familiar context; or as we inwardly search for the ‘right’ words to 
give voice to an experience”. (2015, p.74) 

 

It is this kind of thinking that is captured in the systemic-diffractive layer. Each conversation has 

such a different pivoting improvisational flow, that while a similar task needs to be accomplished 

in each conversation, the jointly created, fleeting flow (to borrow Shotter’s description) of each 

conversation is utterly unique. 

 

4.4.6.8 Some limitations of AVCA and Systemic-Diffractive Analysis  

It has been suggested that in looking at decontextualised micro-details, small things within 

therapeutic conversations take on more significance than they might need to have (Amoss 

2014). While I accept this as a possibility, I hope that anchoring the words of AVCA with 

bodied actions as well as the systemic-diffractive analysis, I have not fallen into this trap.   

I have not been able to tell a clear story about bodies and words in a co-ordinated way. This 

may be a function of the quality of the recordings (addressed in Part 5), may reflect how 

bodies are messier in their patternings than are words, or may reflect just how difficult it is 

to identify multimodal patterns, as suggested in the earlier literature review.  

My script-like way of displaying the AVCA analysis is adapted from the more commonly used 

formats, and so while it is less comparable to other CA or applied CA studies, it offers, I 

hope, a straightforward way of showing and teaching systemic practitioners about this way 

of analysing verbal and non-verbal aspects of conversation. 
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This analysis focuses on four illustrative examples. It is possible that in subjecting the other 

six video recordings to the full AVCA and Systemic-Diffractive analysis other understandings 

might develop. It is possible that there are difference in movement through sessions when 

the referred child is younger, particularly in relation to the exploration and navigation of 

epistemic power and rights. Further exploration of the material through a developmental 

perspective, to track the way in which age and cognitive ability interact would be of use.  

Finally, in taking on Big packages of conversational material (Jefferson 1988), it is possible 

that some of the small even more subtle aspects of the turns have been missed. Likewise in 

combining AVCA with a systemic-diffractive layer of analysis, and in working from the 

position of insider, my analysis might be at odds with – although not necessarily wrong 

compared with – a neutral researcher.  

 

4.4.6.9 Implications of AVCA with Systemic-Diffractive analysis 
 
Bodies and talk are inseparable aspects of social interaction. However while I can see clear 

patternings in the talk, this is less so in the bodied conduct. The use of Systemic-Diffractive 

Analysis, that winds around the micro-detail of the talk-and-action-in-interaction, has 

enabled me to offer a contextualising diffractive analysis to show some of my inner 

dialogue/internal thinking, and to explore and hypothesise further about what it was that I 

was doing/thinking/feeling in the conversations. These writings situate the analysis in my 

clinical practice. It has demonstrated a way to both stick very closely to the actual material, 

in an ethnographic way, and to draw from systemic thinking to contextualise that material, 

so as to tell a story in a way that is designed to be helpful to practitioners. In this way I hope 
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to have demonstrated how AVCA and Systemic-Diffractive Analysis in combination can be 

used to explore and demonstrate movement through actual clinical practice. 

 

In offering tentative understandings on the basis of my analysis as opposed the rules of 

conversation that have been generated by pure CA studies, I have demonstrated the benefit 

of using AVCA to understand daily practice. Notwithstanding the importance of exploring all 

layers of context, the AVCA and systemic-diffractive analysis have foregrounded what can 

be learnt on and for action when the layer of the speech-act is carefully examined. Teaching 

about the power of subtle conversational moves using a framework like AVCA, would be 

beneficial for systemic practitioners as an in action tool so as to pay attention to the 

contribution of the therapist in each moment of practice.  As has been shown in other areas 

of interactional practice using methods of conversation analysis, the implicative force of 

subtle moves of vocal and non-vocal action should not be underestimated.   
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Part 5: What does all this do?  

“One must be open to the data, to the possibility that very small clues will prove to be 
critical and that accident will provide pivotal insights.” 

Mary Bateson (1984, p.163) 

 

5.1 Introduction 

In this final part, I first bring together the layers of analysis to answer the research questions 

set out at the start of this thesis. In doing so, and in line with the onto-epistemological 

frame of the research, I ask not what the research and the findings mean but what they do, 

what work they might do in my ongoing practice (Barad 2014).  Then I explore what I might 

have done differently in the conduct of the research and give an assessment of quality in 

relation to published criteria. There are multiple ways of doing something that might be 

useful (Sluzki, 1992). In setting this part of the discussion out in this way I do not try to 

obfuscate the limitations of this research, rather to keep hold of my systemic multi-

positioning. Finally, I comment on my learning and suggest some implications for practice. 

 

5.1.1 Overall weaving my findings in relation to research questions – what do I notice? 

As stated in the introduction, research questions are valuable in providing a focus to get 

started and indeed to be clear with research participants what the research is about. 

Adopting a diffractive approach involves paying attention to what emerges as well as to 

what was sought. I Intend to follow both these lines in the following paragraphs. Findings 
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sprout in many different directions, expected and unexpected. For example, the finding 

about the way I tailor self-stories was particularly unexpected.  

As stated in the introduction, it has long been recommended that family therapists embrace 

qualitative research analytic methods to explore their practice (Chenail, 1991; Gale and 

Newfield, 1992). Gale and Newfield commented that: 

“Conducting microanalytical studies of brief interactions between the 
student-therapist and client(s) can help the student-therapist learn how 
to use his / her communications (both verbal and non-verbal) 
effectively… Clinicians need to learn how important their own actions and 
communications (including micro elements of communication) can be 
within the therapy session”. (p.163) 

 

I am not a student-therapist but I am a therapist in development, a becoming-clinician. 

Spending hundreds of hours examining my practice has, as stated at the outset, provided an 

immense opportunity for self-supervision, with the voices of critical friends joining me along 

the way. It cannot not have changed my practice and it cannot not have changed how I 

teach and supervise others. My diffractive engagement with the material has enabled me to 

engage from my bodymind (Merrell 2003) and to engage in a bodyminded way with the 

material. This has most clearly been shown in the systemic-diffractive analysis. Bodymind is 

a way of thinking without the Cartesian split. It is a way of thinking about how we respond in 

the moment without the need for conscious thought. It therefore fits neatly with intra-

active knowing and Shotter’s knowing of the third kind.  

By cutting the material in three linked ways, my findings are diverse. Specific findings have 

been discussed in relation to each layer of analysis. This section offers an overarching and 

extending discussion.  
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The building blocks of what I do in a first session are similar to those reported in published 

literature but comprise an additional layer of systemic practice, such as the use of 

processual comments about family relationships and the use of self-stories. The RTA shows 

something ‘about’ the material although as I have suggested I still show up in this layer of 

meaning making. By mapping the flow of domains of action through each session I 

demonstrated how there is no clear path to be followed, suggesting that these sessions are 

responsively and improvisational. However, improvisation takes huge skill – to improve at 

jazz, dance or comedy take knowledge, and practice. It is the use of the knowledge, skill and 

practice that enables the improvisation to flow.  Subjecting sequences from four illustrative 

conversations of how I pivot into the conversation of why families have come to the clinic to 

AVCA and Systemic-Diffractive Analysis, I have shown and told how I use my epistemic 

privilege to promote the epistemic rights of all conversational partners in order that shared 

decision making is more possible.   

 

5.1.2 How do I move between the domains of aesthetics, explanation and production in 

conversation with families? 

The way in which I move through domains of action in first sessions with families is fluid and 

particular, even though each conversation covers similar themes. The themes of each 

conversation involve talking with everyone in the room, talking about the presenting 

concern and talking about talking. I-the-therapist am highly active in these first sessions, 

guiding, steering, opening up space, containing and constraining.  
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While all themes were present within all sessions, the way that they ‘showed up’ was 

variable. Both the RTA and the flow-mapping suggest that while my internal script of how to 

conduct a first session, is present, the way I use the script is improvisational, according to 

the intra-action with each family. 

The overarching pattern of movement between domains is responsively improvisational 

(Lannamann, 2016), in that that I pivot on the basis of how I make sense of the previous 

utterance, within the context of all previous utterances and within the broader context of 

the institutional frame that constrains and contains me. How I move between domains 

relates to a process of claiming space with words and body, creating a pause or hesitation 

and then using my epistemic privilege to ask tentative questions.  

The aesthetic domain of action has been conceptualised as one where collaboration and 

respect in the discharge of activities can be seen. Based on my material, collaboration and 

respect involves pause, hesitation, stuttering and dysfluency. It is not an elegant glide 

through a conversation but one that has false starts, and is (or at least attempts to be) 

exquisitely attuned to the others in the room. I suggest that when we tell a smooth story we 

rely on previous, perhaps well-tested versions and scripts. But when we engage in true 

dialogue, the story is messy, broken and stop-starty as we constantly look for feedback in 

the moment of the telling. Feedback guides us to the next turn at talk, but feedback is more 

than words and encompasses what Shotter refers to as anticipatory guiding actions.  

As suggested earlier, if it is to remain useful and current, the domains model needs to 

expand to accommodate the notion of responsive improvisation within the domain of 

aesthetics. It also needs to embrace a domain of diffraction, wherein the notion of joint 
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action, and the way that the researcher/ clinician shows up in the material can be 

centralised. 

Finally, as suggested earlier, perhaps the Domain of Explanation needs to be updated and 

renamed the Domain of Noticing, to take account of embodied, relational, intra-active 

processes that contribute to how we make sense of our experiences.  

 

5.1.3 What do the moment-to-moment interactions that develop within therapy which 

serve to develop and maintain a therapeutic relationship look like? 

The therapeutic relationship is vital to the successful outcome of an intervention (Wampold 

2015). The process of building a therapeutic relationship involves responsive, improvisational 

intra-action and to create a fit between the therapist and the family.   

Although my bodymind moves in different ways in different conversations, when the going 

gets tough, when we near the time to talk about why people have come to the clinic, my 

bodywords are more regularly patterned, moving in a stuttering, tentative, slowed down way. 

I sit back, I make big gestures, I put my hair up and down, I actively look from person to person, 

I gesture from person to person. I sigh and take deep in-breaths. Therefore, the pacing of my 

bodywords is a key aspect of how I build a therapeutic relationship. In creating an anticipation 

that something different is about to happen, I offer a moment of anticipatory preparation for 

the family.  

The layers of analysis have each shown that systemically informed practice, particularly 

when it is dialogically influenced, is more rhizomatic than arborescent. The patterning of 
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movement through each conversation, constrained by service models, personal and 

professional stocks of interactional knowledge, broader discourses about diagnosis and 

labelling, and the resources of the therapist and the family, is unique.   

Put another way, my responsive spontaneous movement occurs on the basis of both what I 

know and what I feel. What I know is constrained by, among other things, my embodied 

lived experiences and my professional knowledge. What I feel, or rather my anticipatory 

guiding actions, come from within the living moment. These are created within joint action 

or intra-action and after they have happened, add to my developing knowledge of the 

world.  

Moving and knowing how to move emerges from what I know (my previous ways of doing 

and accounting for movement) and my momentary material engagement with the world 

(Shotter 2014, Seikkula et al. 2018). Moment to moment interactions are performed by that 

which has gone before and shape what is to come. This is not apparent in material that is 

cross-cutting and generalising such as the RTA but starts to become apparent when material 

is explored in relation to its flow and to the ‘expressive variations’ (Shotter 2014, p308) in the 

local detail of an interaction.  

 

5.1.4 Conclusions: Responsive, pivoting improvisation and diffraction 

Overall, the material created within this research suggests that the flow through domains of 

action and episodes of talk in first sessions follows no set pattern. It suggests that the 

therapists creates a loose and fluid frame that guides the conversation and that the journey 

follows a map that is in the main jointly created.  In leading the navigation the therapist uses 
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their knowledge and expertise in a relationally responsive and improvisational way, pivoting 

inelegantly to guide the family so as to ensure to pass the important staging posts.  

The videos and transcripts remind me of John Lannamann’s story of sharing a small 

umbrella when walking along a zigzaggy wet path with John Shotter (2016, p.138). He 

describes how hard it was for two friends, both wanting to protect the other from the rain, 

to co-ordinate their actions. Lannamann refers to this kind of interaction as responsive 

improvisation, where each party, trying to take account of, to anticipate and to be 

responsive to the other, bends, shifts and alters the path that is taken.   This process of 

responsive improvisation seems to me to involve very careful observation of the other, so as 

to try and know or anticipate how next to move. However even the closest observation 

together with a sense of our anticipatory guiding actions will not guarantee a smooth 

journey because of the very nature of joint action, whereby we cannot be responsible for 

every move.  

The process of pivoting involves the dynamic use of expertise and observation; it involves 

changing course while still moving, it involves thinking from the bodymind rather than the 

intellect, to respond to the calls of the situation. It involves being both central and 

peripheral to the conversation (Barge, 2014). It involves keeping on our toes whilst 

remaining connected to the institutional task. Taking it a step further, it involves noticing 

the diffractive ripples that any move we make makes, within the patterning of diffractive 

ripples that others make (figure 14). It involves noticing the effects of the jointly performed 

patterns of the flows.  
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Figure 14: Noticing the intra-active diffractions 

 

 

Linking to the onto-epistemological framework I have followed, my final suggestion is to 

move on from the notion of reflexivity in favour of diffraction. As a profession we never 

have simply reflected back what people say and do. We have spent years debating issues of 

social and cultural similarity and difference and power and how these affect what we see 

and how we are seen. Thanks to Donna Haraway and Karen Barad we now have a concept 

and language to better describe the process of taking something in to the bodymind, of 

doing something with it, of offering a response and examining the effects of what we have 

contributed to that response. Notwithstanding the mystery of joint action of 

communication, mapping the effects of the diffractions that we uniquely make will help us 

articulate more clearly what we bring and how we contribute to just action in going on.   



278 

 

5.2 What I could have done differently 

I position my comments below not solely as criticisms and limitations of my research but as 

musings on, as I say, what I could have done differently. These learnings are as important as 

anything I might describe as a finding or a limitation. 

 

5.2.1 Participating families 

A first aim of the research to was to explore how I communicate with families over the 

course of the therapeutic journey. I had hoped to record whole episodes of care with each 

family. I could have chosen to continue gathering material until I had achieved my first aim 

but in considering the rich material I had gathered from the first three first conversations 

and the timescales for completing the research, I made a pragmatic decision to modify the 

research to focus on first conversations. 

Based on a dynamic relational ethics of care (Helps, 2017b), I privileged providing the 

participating families with what we agreed that they needed (for example, individual 

psychological assessments, urgent psychiatric assessments) rather than trying to fit what 

they needed into what I had hoped to achieve for the purposes of research. 

I have wondered that by ensuring that my research aims did not get privileged over clinical 

need, I actually ended up making clinical decisions that unnecessarily subjugated the 

research aims. In making this comment I do not mean to imply that my clinical decision 

making was lacking but to highlight the notion of the entangled nature of my research and 

clinical practice and the importance of setting up clinical and supervisory structures that can 

help the insider-researcher traverse those entanglements.  
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Ten of the 11 participating families or members of families contested the given, suggested 

or refuted ASC  diagnosis. As detailed in section 2.4, while it is not clinically uncommon for 

family members to hold different relationships to and beliefs about a diagnosis, the 

imbalance of accepted versus contested diagnoses was remarkable. 

It is possible that there was more disagreement about the ASC diagnosis for the families I 

interviewed than with other families coming through the clinic. As one of the most 

experienced clinicians in the team it is possible that I was allocated referrals where there 

were greater differences of opinion between family members and between family members 

and referrers. Indeed this might have been the focus of the ongoing work that we did 

together. It is also possible that my professional stance of looking for multiple explanations, 

including my position that relational processes do not cause but influence the expression of 

difficulties that could be described as ASC (Crittenden et al., 2014, Helps 2016a,b) influences 

the stories that are invited and told by the families. Furthermore, as I only report on first 

sessions, I cannot comment on how, at the end of the episode of care with the team, 

people’s relationships to the diagnosis of ASC had changed.  

 

 
5.2.2 Use of adjunct clinical information 

I did not seek permission to use material outwith the actual recording of the clinical session. 

Having permission to include analysis of such material would have afforded additional layers 

of context. However, such context could have rebalanced the analysis to be more related to 

the families rather than to my role in the conversation.  
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I did consider but chose not to go back to the families to renegotiate permissions. Going 

back and renegotiating felt as though it could be an interference in lives that had moved on. 

I was also concerned that a further contact could be experienced as burdensome and this 

did not seem ethical. I will however report on my findings (see letter in appendix H). 

This issue links to a broader question of what is ‘data’? If data is ‘what we think with when 

we think about a topic’ (St Pierre, 2011, p.621) this has been problematic for me within this 

research. There are things I know about the families with whom I was in conversation that 

come to my mind, but that don’t belong in the narrowly defined material of what the 

families consented for me to use. In future insider-research, taking a more expansive 

consent would be of help, so that everything I (think I) know about families could be used as 

research material. 

 

5.2.3 Did doing research actually change what we did together? 

In the consent form I stated that the addition of a research lens would not change the 

service that families received. At a fundamental level this was true. However, it became 

increasingly evident to me that of course adding a research frame would affect something of 

the encounter, perhaps I think, making it a more thought-full and perhaps ‘better’ 

encounter. My overall impression was that I was more focused on doing a good job, of being 

a good practitioner, given the scrutiny that I and others would make of the material. 

Moving from CA researcher to therapist who then researched his own practice, Peräkylä 

(2012) described how being a CA researcher influenced his practice as a psychoanalyst and 

in moments of practice. He reflected that he would occasionally become aware of talking-
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choices (i.e. saying or not saying something using a specific word or sound), that he had just 

made, suggesting that his CA experience had “sensitised” him to the ways he responded to 

his patients (p.224). However, he did not believe that this sensitisation significantly changed 

his actual practice. I find this both resonant and comforting in that it encourages me to 

believe that I have stayed within the lines of the ethical permission granted and that my 

practice has likely improved as a result of the research.  

Finally, the issue of whether adding a research lens changes what happens, goes straight to 

my epistemological position. From my current Baradian-influenced knowing-in-being 

position I want the research to change, to improve, my practice. I see this as part of doing 

socially just research (Barad, 2007). 

 

5.2.4 Minor adaptations to participant information sheet 

Adapting the information sheet and consent form as part of the discussions with 

participating families to refer to a child who might have ASC rather than a child who did 

have ASC was a practical way of addressing the complicated relationship to the diagnosis of 

ASC. I considered whether this change constituted a fundamental change in the research 

strategy. Following discussion with my supervisory team it was agreed that this small 

change did not. This change seemed to fit with the notion of reflexive ethics in practice, the 

in-the-moment, unpredictable and local responses to ethical issues as they arise in the 

course of the doing of the research, as opposed to that of procedural ethics, which refers to 

the grosser level of approval granted by research ethics committees (Guillemin and Gillam, 
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2004) and fits with working within a frame of using a dynamic relational ethics of care 

(Helps, 2017b). 

 

5.2.5 The vulnerability of the researcher 

My experience of researching my own practice concurred with that of others who 

describe feeling naked and vulnerable (Jones, 2003, Ellis, 2004; Etherington, 2007; 

Amoss, 2014; Helps, 2017). I found it hard not to become critical of my practice and 

deeply felt the comments and criticisms of supervisors, peers and colleagues who 

observed the anonymised video material.  

Self-care is a key part of qualitative research (Tracy, 2010). Tracy suggests that 

methodological excellence involves researcher self-care, self-critique, self-resilience and 

self-well-being. I have found completing this doctorate to be a difficult task and in future 

would seek an additional kind of research supervision, where I could not only explore the 

more research/clinical boundary issues as described earlier, but also where I could explore 

the personal-professional impact of the research process (see Hollway and Jefferson, 2000). 

If practitioner-researchers are to become high-quality qualitative researchers and produce 

academic work that is reflexively, diffractively and emotionally attuned within the material 

then I think this kind of support is necessary. 

As well as the vulnerable moments, there have been quietly joyous moments, often 

snatched informal discussions with supervisors, peers and colleagues, in which I have shared 

specific aspects of my emerging understandings. These connecting moments seem similar to 

Dan Wulff and Sally St George’s descriptions of ‘Doing Inquiry’. They describe these as 
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asking questions about whether colleagues were noticing similar things to those which the 

researcher-practitioners were noticing. Their description also includes what they refer to as 

a ‘trying-on’ of still-evolving knowledge which creates richer feedback and evolution of 

ideas (St George and Wulff 2014). It has been these small, precious dialogical moments that 

have bolstered my resilience throughout the process. 

It is not uncommon for women to struggle with balancing working, mothering and 

completing a doctorate (Eisenbach, 2013; Gibson et al., 2017). It is also not uncommon for 

women to feel anxious about their academic work although it is sadly less common for 

these stories to be shared and is, I think, brilliant when they are (see Campbell, 2018). As I 

sit writing this paragraph I really should be ironing school shirts. More needs to be made 

and written about the intersection and intra-action of the positionings of the researcher in 

their knowing-in-being. Feminist-inspired diffractive methodologies have already proven 

helpful in this regard and hold much future promise.  

The process of observation has the potential to change the researcher and can make it hard 

to escape the field at the end of the research (Luvaas, 2017). I remain in the field, in the 

same clinic rooms and on occasion with the same families who participated with me in this 

research. I have no current plans to step out of the field. My research and the becoming-

understandings gained from the research process continue to unfold each time I go into a 

clinic room to meet a new family, perhaps a bit like Peräkylä (2012) suggested, not 

necessarily changing but subtly influencing my practice.  In this way, my researcher 

vulnerability still remains, sitting in my bodymind as a helpful, critical friend, reminding me 

of the enormity of (this part of) my nearly completed professional journey. 
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5.2.6 The recordings 

I raise two areas of limitation here – the quality and nature of the recording and the start of 

the recording. There is a huge literature detailing camera set-ups and types, shot ranges and 

angles in videography (see for example Carroll et al., 2008; Knoblauch et al., 2014; Harris, 

2016). Because I rigidly stuck to the plan that recording would be made in the ‘usual’ clinical 

way, this meant that while I became familiar with the literature on how to make a high-

quality recording, I did not follow it and consequently lost visual detail and focus. 

If I am to even more fully understand how my body in relation to my words contributes to 

conversation, then I need better quality recordings. With them, I could go much further 

than analysing my words and my gross, externally obvious actions.  

Going a stage further, I need to include not only my inner dialogue but also my sensory 

experiences. It may be that my tacit knowledge somehow communicated from within/by my 

peripheral nervous system/vagal nerve is an important site of information. Measuring these 

things is beyond me at this juncture but presents exciting possibilities for the future.  

There is a fast-moving area of research which explores embodied attunement, from the 

inside out, using technology to explore bodily responses during affective attunement (see 

for example Seikkula et al., 2015 and Kykyri et al., 2017). 

There also exist increasingly sophisticated methods of analysing video material, including 

microanalysis and motion capture technologies (Cornejo et al., 2017). Using such 

technologies would have afforded an additional layer of technical data to the analysis. 

Recent studies on ordinary dyadic conversation have shown complex results in relation to 

how we match our bodies and our voices in interaction (Stevanovic et al., 2017). Further 
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research using motion capture and tracking technology and voice analysis technology with 

multiple actors would be illuminating, although I imagine that selecting which domains of 

bodily action to analyse would likely to be as complex as selecting which episodes of talk to 

focus on. 

Fragmenting the body allows for specific focus on specific things and enables reflection on 

what kinds of bodies are being involved and enacted (Jewitt et al., 2017). With an intra-

active stance, there are no fragments, just material that has been ‘cut’ in particular and 

momentary ways. Even so, examining the difference that different ‘cuts’ makes to the story 

told would be of great interest.    

Secondly, the recordings started only after families had agreed that I could record the 

session for clinical purposes. The variability of the start of the recordings was therefore a 

limitation of the study. A more homogenous set of material could have been created had 

permission to record for clinic purposes been negotiated prior to entering the clinic room, 

although as stated elsewhere this would have changed the usual process of the clinical 

contact. 

There is a good deal of research which shows the significance of the very start of the 

therapeutic conversation (Stiles et al., 2006; Hedges, 2005). Because I was not able to 

capture the first part of the conversation with the family on tape as this took place before I 

had negotiated consent to record and to research, I noted some of the beginnings in my 

reflexive notes regarding Henry as follows: 

I go to the waiting room, running a little bit late, Henry is curled up in his father’s lap. 

His mother acknowledges me having spoken to me on the phone just a few hours 
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before. We walk along to the clinic room and I make small talk about parking and 

parking spaces. We arrive in to the room and Henry curls up on the sofa on top of his 

father. Mother sits next to him but keeps moving, leaning forward and back as we 

start to talk, which seems to really annoy Henry and he tells her to move, which she 

does, apologising to him for annoying him. I explain the room and the camera and the 

screen. Henry initially refuses but his mother nods to give me permission to record, as 

does his father. Settling into a conversation takes ages and we don’t have much time. 

Such descriptions paint a vivid picture of the difficulty of starting this session and help 

contextualise what followed.  

When the conversation starts is moot – I start to think about and engage in conversations in 

my head, with the family from the moment that a referral is given to me. Likewise, our very 

first conversations along the corridor – perhaps the most ‘ordinary’ part of our interaction – 

seems as important as what happens in the clinic room (Shotter, 2016). Similarly, Mondada 

(2013) discusses how the temporal boundaries of the encounter, and the challenge of 

knowing whether or how pre-opening activities will influence the material captured when 

they themselves might not be captured. 
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5.2.7 Analytic strategy, method and sequence 

The process of achieving research ethics consent in the UK has been described as front-

ended and based on a notion that the research will follow a predictable path, which in the 

realm of insider practice-based research it rarely does (Drake and Heath, 2010). This accords 

to my own experience.  

Insider-practitioner research seems a much messier process than traditional positivist social 

scientific research. Within the messiness, the ethical issues seem more complex. But if we 

are to make progress in understanding what actually happens in everyday practice then this 

mess needs to be embraced and explored (Greenhalgh and Papoutsi, 2018).  

In taking a multi perspective, it could be argued that I have produced ground cover, rather 

like my rhizomatic strawberries described at the beginning of this thesis. Whilst part of the 

choice to attempt multiple explorations of the material was to play around with how asking 

different questions produces different answers, I was also influenced by the real and 

imagined voices of the academy in relation to what constitutes ‘good enough’ methods and 

methodologies to complete a professional doctorate (Park 2005, Braun and Clarke 2018) 

and perhaps attempted to respond to the cacophony of voices in doing more things thinly 

rather than one thing deeply.  

 

Finally, I think a more action-oriented methodology might have helped so as to reflect what 

I now consider to be the inevitable change to my practice due to the research frame. Action 

research involves cycles of planning, acting, evaluating, reflecting and repeating. It draws 

from critical theory and emphasises the importance of effecting change rather than just 

trying to understand and explain whatever phenomenon is under study. It is commonly used 
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by practitioner-researchers including systemic practitioners (Eikeland, 2012; Stensland, 

2003; Simon, 2012). In practical terms, an action research methodology would have enabled 

me to complete each interview, analyse the tape or transcript, and learn from the analysis 

and then go on to do the next interview. 

 

5.2.8 Doing insider,  autoethnographically-inspired research 

In line with my epistemological and ontological position, I do not claim that my findings are 

anything other than ‘mine’ and are limited to my practice and my practice context. 

However, I still want to consider issues of ‘reliability and validity’, perhaps better framed as 

issues of rigour and credibility (Tracy, 2010). While I approached gathering and analysing the 

material in a systematic way and therefore see that there is some internal reliability to the 

analytic processes, I have not attempted to triangulate the material or to member-check. I 

could have completed a member check, for example asking another therapist to examine 

the transcripts to explore the themes that they could see, or indeed asking families about 

their view of the themes that I created. While this would have been interesting, it does not 

sit comfortably with the epistemological position I have taken throughout the research. I 

would expect another researcher or a participating family member to notice different things 

in the material to me, as a function of their very different relationship to the material. 

Given my onto-epistemological positioning I could argue that I have ‘made this all up’ because 

there is nothing else that can be done, there is no other position to be taken, because all we 

ever ongoingly do is constitute and construct the world in entanglement with the matter of the 

world. 
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In focusing on myself as subject, while I have considered the local cultural situation of 

myself and my own practice, I did not give consideration to the issue of culture and to the 

differences between me and the participating families that might account for or contribute 

to how we moved together in first sessions. In focusing on how I move in relation to ‘others’ 

I have explored something of how my own social location, cultural niche, prejudices and 

power shows up in the conversations (Burnham, 1992; Krause, 2012). As outlined in the 

introduction, the focus of the research was on the lower layers of context.  

The limited consideration of culture and indeed limited consideration of broader discourses 

perhaps connects with a more general critique of the limits of autoethnographic and 

conversation analytic research.  

Finally, it is possible that my clinical practice is unique to and at odds with broader systemic 

practice and therefore not of value or interest to other practitioners. My informal 

engagements with other practitioners around the material have not indicated this but it will 

only be by sharing the material more widely that I can fully judge this. 

 

5.2.9 Quality and contribution 

There is much agreement that qualitative research can produce useful findings that can 

influence practice (Duncan and Miller, 2000; Hutchby et al., 2012; Dattilio, Piercy and Davis, 

2014). St George and Wulff (2014) suggest that producing research based on local, practice-

based evidence is just as valuable as remote evidence-based practice to improve practice 

and that using what people are already doing and adding an additional layer of reflection to 

it is an efficient and effective way of improving practice. In using material from practice, I 
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have shown that it is possible to bridge the researcher-clinician divide (Dattilio, Piercy and 

Davis, 2014), although balancing the dual roles is complex. The things I have learnt in the 

course of exploring my own practice have opened up possibilities for action (Eikeland and 

Nicolini, 2011), may be seen as relevant and resonant and may influence the practice of 

others in my own institution and beyond. 

The many accounts of how to judge quality in qualitative research reflect the breadth of the 

field and the breadth of criteria used by different institutions and journals in the evaluation 

of quality (Cho, 2018). Notwithstanding her cautions about devising ‘criteria’ to evaluate 

research, Simon (2018) has described eight criteria regarding how to judge quality in 

systemic practitioner research. Her criteria hone those written by others for general 

qualitative research (Hammersley, 2007; Tracy, 2010, Peräkylä 2011). The table below 

shows how I have attempted to meet each of the criteria. Simon’s criteria are listed in the 

table in bold, Tracy’s criteria are in ordinary font and Peräkylä’s are presented in italics. 
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Table 4: Evaluation of quality 

Criteria for evaluation  Analysis of my research  

Simon - Systemic 
practice 
Tracy – worthy topic 

The focus of my research is on how I move in words and body when I meet families at 
a specialist CAMHs clinic for the first time. I have explored the challenge of the dual 
task of combining research and clinical practice. These are clinically and training-
relevant topics. 

Simon - Situatedness 
Tracy – sincerity 
Peräkylä –the 
institutional character of 
interaction 

My research focus is on everyday practice set in the context of a rapidly changing 
CAMHs and a rapidly changing NHS. It explores my actual practice.  

Simon - Methodology 
Tracy – rich rigour, 
credibility 
Peräkylä – Deviant case 
analysis 
Use of statistical 
techniques 
validation through the 
use of next turns 
transparency of claims  

I have detailed the steps to data gathering and analysis. I extended a combination of 
‘off-the-shelf’ analytic methods and developed novel ways of exploring the material. 
The evolution of the methodology could be seen as a challenge to rigour or could 
suggest responsivity from within the material. The amount of material is congruent 
with that recommended by Braun and Clarke for doctoral TA studies. Choosing four 
illustrative examples showing AVCA is commensurate with other doctoral studies 
(Amoss, 2014; Watson, 2017). Through providing details, transcripts and excerpts 
throughout the thesis I have shown transparency of claims. 
Clinically the sample of 11 (10 fully analysed) reflects the number of new families that I 
commonly take on over the course of a year.  

Simon - Relational ethics 
Tracy – ethics 

Ethical considerations have been ongoingly central. The initial research aims and plans 
evolved as a result of an ethical consideration – privileging meeting the needs of patients. 
While the ethics of the participating families was fully considered, more attention could 
have been paid to the ethics of care for me the researcher.  

Simon - Relational 
aesthetics 
Tracy – resonance 

In writing from the first person and in including small stories, small systemic-diffractive 
layers, in trying to show and tell, I have tried to write in an evocative and authentic way 
which will resonate with the reader. While the practice location of a specialist CAMHs 
for people who do or might have an ASC is niche, there are resonances with the 
community of practitioners who work within CAMHs and who work with people with 
ASCs or with other neurodevelopmental conditions, or who work in a systemically-
informed way. 

Simon - Reflexivity I have both shown and told of my relationship to the material, from its making to its 
analysis and its discussion. I have extended the concept of reflexivity to include a 
diffractive positioning. 

Simon - Coherence 
Tracy – Meaningful 
coherence 

I have attempted coherence and have also shown how messy and shifting the doing 
practice-close research can be. In using multiple methods of analysis, it has been 
challenging to show and tell how I think these fit together to tell a coherent and rich 
story of the material and of my engagement with it.  

Simon - Contribution 
Tracy – significant 
contribution 
Peräkylä – 
generalisability 

This research has demonstrated what actually happens for one clinician in systemically-
informed first sessions at CAMHs. It has highlighted ways in which I use self-stories, and 
the importance of therapists’ pause and hesitation in orchestrating the conversation. It 
has contributed to the notion of domains of action by demonstrating how the flow 
through domains is unique to every conversation. It contributes to understanding the 
complexity of combining systematic research with daily practice.  
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5.3 What work will this research do? Some implications for practice, training and research 

To bridge the research-practice gap, researchers need to make research findings useful to 

clinicians’ daily work (Dattilio et al., 2014; Wulff and St George, 2014). What follows are 

some tentative ideas for how the process and findings from this research might be used in 

developing clinical practice and training.  

5.3.1 Continue to teach students to observe closely 

Perhaps in line with the embodied turn, systemic training and practice is beginning to 

reconnect with the importance of teaching, learning and doing close observation, influenced 

by ethnography and autoethnography. This research has shown the benefit of close analysis 

of words in their bodied speaking and how choosing words and actions carefully – whilst 

also acknowledging that we cannot always account for or make sense of our actions due to 

their jointly created intra-active nature, can help in understanding how we went and how 

we might go on.  We can learn much more about practice from observing and researching 

from within it than we can asking people ‘about’ what they do. Applying analytic methods 

like conversation analysis could help practitioners orient themselves to the subtleties of 

words in their speaking that make a significant difference.  

 

5.3.2 Teach students about what actually happens as we move through sessions 

Teaching practitioners about the partial building blocks of a first session, might make the 

task of what to do in the room with a family a bit less daunting. Teaching could include the 
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provision of a variety of ‘maps’ of first sessions from which practitioners can be encouraged 

to make their own in every first conversation. 

5.3.3 Teach families about the (improvised) content and action of first sessions 

Navigating the various themes of the talk is a unique process influenced by the therapist, 

the family and the institutional demands. Having an awareness of the themes that occur in 

first conversations has helped me broaden my internal ‘script’. Exploring the themes in first 

conversations has shown me what I do that is the same and what is different to the 

published literature. It has made me attentive to the ‘scripts’ that others – both patients 

and therapists – might carry when they go into a first session. 

There has been an ongoing call for practitioners to show their inner dialogue (Anderson, 

1997), to account to others for their moves in practice (Simon, 2012) and to offer 

‘therapeutic transparency’, that is to talk to families about their models of practice and 

theories of change (Anderson, 1997; Turns et al., 2018). Both this and recent findings 

regarding Family Domains Therapy (Pethica et al., 2018), has made me consider how to talk 

transparently about Domains of Action with families. Even as social constructions, 

experimenting with talking about talking in relation to the Domains of Action might enable 

a more quickly equally shared power balance within the conversation, enabling the families 

to prepare themselves for talking about facts and ideas and beliefs and feelings, and to ask 

questions, without negating the responsibility of the therapist to conduct the conversation. 

Such talk might provide a structure in which family and therapist could play and more 

quickly take risks. 
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Within this there needs to be communication with families about the importance of and 

need for open communication in order to make informed, shared decisions about how to go 

on together. This might need to be communicated prior to the initial session, so that 

families and particularly parent can prepare themselves for tricky conversations that directly 

address the views of the child or young person.  

As I think about how I might share the possible themes of a first session with a family, 

Anderson’s story ball comes to mind (Anderson 2012). I start to think of the themes of the 

first session not in a ball but as a fan, with each rib of the fan holding a description of one 

theme. I think of this fan as rhizomatic, opening out endlessly and containing infinite ribs 

that can hold not only my themes my themes but those that others wish to bring, now and 

in the future. I think of the importance of the pivot (perhaps me, as the central, solid piece 

that controls movement) in keeping all elements of the fan together. I start to think of the 

institution as rather like the guarding outer sticks that protect what goes on inside the fan. I 

imagine making this fan and placing it on the table between me and the family, as a way to 

start to talk about how we might talk together, about how we might navigate the 

conversation.  

 

5.3.4 Change the question? 

In spending so many hours examining what happens after I ask the question ‘Why are you 

here’, I have had ample opportunity to talk about and think about alternative questions. I 

am minded to abandon this question in favour of more gentle questions, that are still 

offered to the room than to the child, but that are more overtly relational, and more gently 

leading up to that one. For example questions like: what could I do today that would be 
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helpful, if this were to be a useful conversation what would we talk about, how would we 

know that you have got what you came for, might all be of help. What I will hold on to is the 

importance of having multiple opportunities to talk about the issue of concern, in the 

knowledge that it often takes a number of waves of talk to get to a full-enough 

understanding. I will also hold on to the importance of clarifying the understanding of 

everyone in the room and of ensuring that the child / young person is provided with space 

to speak from within their own knowledge of their concerns.  

 

5.3.5 Do more video review 

The pressures on clinicians, particularly in the NHS, to see more families and to work in the 

most ‘efficient’ ways often translates to having little time to make recordings of one’s work. 

Physical spaces to make recordings are in my experience also under threat. Holding on to 

the physical resources to be able to record one’s practice is important, as is teaching about 

methods of close observation of self and other (Rober, 2002; Krause, 2007; Hill et al., 2014). 

These are skills and ways of working that have been decentered in recent years and, I think, 

need to be brought back to the centre of systemic practice.  

Retrospective reflection on what we think we do is useful but partial and influenced by our 

assumptions about and hopes for our practice together with the context in which we share 

those hopes and assumptions. Basing learning and development on what we actually do 

rather than what we think we do is likely to lead to improvements in practice (Iedema et al., 

2015; Collier and Wyer, 2016; Kiyimba and O’Reilly, 2018). Video analysis of actual clinical 

material is beneficial in learning from the reality of practice (Stafford et al., 2014; Watson, 
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2018). This research has provided evidence that analysing actual practice, while time-

consuming, can be extremely rich. Systemic practitioners have a long tradition of videoing 

and reviewing their practice. My research calls for this tradition to continue in a systematic 

and structured while also creative way. 

Both psychologists and family therapists are well used to working with video material as a 

way of learning, developing and reviewing their skills and so utilising a more detailed, AVCA 

and systemic-diffractive lens is likely to be both acceptable and helpful. 

The research highlights the importance of considering what we do with our bodies as well as 

our words. Without a bodied analysis we will tell a partial story. As increasingly 

sophisticated multimodal data analytic strategies are developed which can capture 

grammar, lexicon, prosody, gesture, body posture and engagement between people and 

objects, (Mondada, 2018) it is possible to expand the systemic view by exploring the ‘inside’ 

as well as the outwardly observable. Using these technological innovations could help us 

understand more about our intra-active relationally-responsive pivoting practices and help 

hone practice. 

Finally, students of systemic practice and indeed qualified professionals can learn a lot from 

the research fields of linguistics and social interaction studies. Using applications of video-

based Conversation Analysis can help show up the micro-practices that we do and can use 

to contribute to effective collaborative therapeutic relationships (Watson, 2018). 
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5.3.6 Becoming diffractive practitioners and researchers 

Reflections can be very helpful when there is no disturbance. Staring into a still pond can 

provide a wonderful mirror reflecting the self or the sky. In fitting with a Baradian view of 

the world, we do not need to abandon one way of thinking in order to take on another. 

And/but the concept and methodology of diffraction and intra-action has great promise for 

both systemic research and practice. A diffractive methodology permits the practitioner to 

practice, write and respond from where they are, using their bodymind knowledge and their 

professional knowledge. It provides a way of accounting for and working from within 

situated knowledge and positioning. It enables an active consideration of how the apparatus 

of the research contributes to its findings. It highlights the material-discursive practices that 

produce knowledge and constitute the world in particular ways. Further, Barad’s diffraction 

is also about response-ability, about social justice and making better worlds (2007). This fits 

neatly with the overarching aim of systemic social-constructionist and other models of 

practice. A diffractive methodology troubles the dualism of subject-object, self-other, 

discourse-matter. It fits with a multimodal, woven way of considering the world and fits 

with the notion of how systemic practice focuses on what we make together.  

 

5.3.7 Teach responsive pivoting improvisation 

This research suggests that what happens with families in first sessions is fluid. It 

demonstrates the task of the therapist, holding on to their knowledge of themselves, their 

training and knowledge of the evidence, to respond in pivoting relationally-responsive ways. 
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Being spontaneously responsive takes huge skill (Shotter 2002). It does not involve 

jettisoning all our knowledge, experiences and training, in favour of being in the living 

moment but involves utilising our knowledge, experiences and training in particular 

improvisationally responsive ways. In doing so we might know the desired destination of the 

conversation with the families with whom we talk but we don’t know what the journey will 

involve. Managing the pivots, the necessary moves from one domain of action to another, 

the twists and turns of the conversation, is a crucial part of expertise, so that no-one gets 

lost along with way. 

Cunliffe and Locke (2019) have recently proposed the notion of anticipational fluidity. They 

describe this as a tripartite ‘sensitizing resource’ that might account for how a person 

positions themselves in the ongoing flow of a conversation. To me, their conception of 

anticipational fluidity could be seen as a counter-point to responsive pivoting improvisation; 

it perhaps reflects the first move (in what is of course an ever-unfolding event) to the 

second move that is based on feedback from the first.  

Teaching responsive pivoting improvisation or indeed anticipational fluidity therefore 

encompasses an ability to closely observe self and other. It encompasses knowing what the 

partial building blocks of a first session might be. It might require painful analysis of habits 

of words and body. Clinicians might benefit from training in balletic or stand-up 

improvisational methods, so as to get more of a ‘feel’ for what the body does in relation to 

words.  Recent writing in the domain of embodied supervisory practice has elegantly 

demonstrated the complexity and challenge of engaging with and working from within 

bodies (Bownas and Fredman 2016). As demonstrated in this research, multimodal analysis 
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of actual clinical practice provides a powerful tool to learn about the micro-aspects vocal 

and non-vocal action that contribute to how we, in joint action, move.  

 

5.3.8 Don’t give up on meeting families for first conversations 

Much valuable clinical material is gained in meeting families to discuss their concerns. 

Pressure to swiftly decide what is ‘wrong’ with a child so as to place them on a treatment 

pathway, might in fact lead to misunderstandings and missed opportunities to gather the 

perspectives of all family members regarding the matters of concern. Creating a safe 

enough relational space to explore similarities and differences of opinion between family 

members about what is ‘wrong’ and what might help are key aspects of the therapeutic 

alliance and need to be protected. This could be an important factor in moving towards 

precision mental health (Bickman et al., 2016). 

 

5.3.9 Use AVCA to teach families about talking together 

This research has highlighted the benefit to me as practitioner of close observation and 

analysis. The Conversation Analytic Role-play Method (CARM) has been successfully used to 

train people to communicate more effectively in their workplaces (Stokoe 2014). Likewise, I 

can see potential to develop AVCA, to the training of family therapists. Going further, I can 

also see potential to use AVCA in helping families who wish to improve their communication 

patterns. This might involve for example, making videos of family communication, 
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collaboratively choosing moments of interaction on which to focus, discussing these with 

families and evaluating how talk-in-interaction changes over time. 

 

5.3.10 Speed up learning from practice-based research 

The purpose of undertaking a professional doctorate is both to develop one’s own 

knowledge about research methods, methodologies, about the nature of knowledge and 

the production of knowledge and to produce practice-based knowledge that will take the 

profession forward (Eikeland and Nicolini, 2011). NHS CAMH services are swiftly changing 

(NHS, 2018). Service models and pathways are changing, there are moves to reduce waiting 

times, there is an increase in the number of lower banded posts, a move towards 

managerialism, and a dismantling of professionalization. In this context, research questions 

that seemed highly topical when I set out currently feel less important. Perhaps this is a 

common experience of doctoral practitioner research and might suggest that a useful 

research arc within the professional doctoral journey is more akin to the production of a 

series of high quality, audits and quality improvement action-research projects, particularly 

when the focus is on exploring actual practice rather than researching about practice. These 

could be firmly embedded within a rigorous academic basis that provides space to develop 

theoretical ideas and critical thinking. Such frameworks might be more flexible to the 

vagaries of practice-based research where the needs of the patient have to be privileged.  
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5.4 When is the end when becoming is the goal? 
 
 

“There are no solutions: there is only the ongoing practice of being open and alive to 
each meeting, each intra-action, so that we might use our ability to respond, our 
responsibility to help awaken, to breathe life into ever new possibilities for living 
justly. The world and its possibilities for becoming are remade in each meeting”  

Karen Barad, 2007, p. x  

 

“…we can guess, we can imagine what “really” happens within any session we hold, 
but the more closely we look at it, the less univocal our findings will be: the richness of 
human interaction will always be greater than any reading we can give of it. What 
happens in a session, in the final analysis, is in the eye of the beholder”  

Paulo Bertrando, 2018, p.5 

 

Overall, my learning has been just as rich in relation to the process of the doing as it has in 

relation to the product. Each layer or cut of analysis has told a particular story on the basis 

of the apparatus through which it was constructed. In contrast to the danger of a single 

story, we can also never tell a ‘whole’ story. Goodwin (2018) suggests that transcripts, even 

taken from video and including images can only tell a partial story of lived-through 

experience. Similarly, Mondada (2018) suggests that, particularly in multi-actor situations, it 

is possible to show through multimodal analysis only some of the many things that happen 

at the same time, or to put it another way, to show how the rhizomatic shoots of 

communication all start and end and go in in different directions at different times. 

Embracing the complexity and messiness of actual clinical practice needs to continue. 

Following Bertrando and Barad as quoted above, any analysis or finding is in the 

(temporary) eye of the beholder. My explanation of my findings might not sit well with you, 

you might see different patterns or meanings in the material. Some of the most enhancing 
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conversations in the course of this research have been with people who have seen 

something different to that which I have. I welcome this. 

If matter is constantly being generated and is endlessly reshaped in intra-action (Barad, 

2007; Mol, 2002) if meaning-making is always incomplete (Corcoran and Cromby, 2016) and 

if we can never finalise an analysis of a therapeutic session (Rober et al., 2006), then how 

can I state with any certainty that I have come to a conclusion. The best to hope for is that 

in this specific punctuated moment, my conclusions are authentic, fitting and resonant, that 

my findings convey a temporary, contextualised understanding, that readers might have a 

fluid and useful engagement with. 
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After 

I’m sitting in the morning winter sunshine in my garden in Scotland with John and Ann.  

The rhizomatic strawberries are long gone, sunk into the earth after a couple of cold snaps. 

The apples from the tree, whose ripening I missed having been preoccupied by looking at 

video material in London, lie scattered in small pecked-at pieces on the concrete slabs. The 

birds sit lazily on the branches of the willow looking fattened. 

Karen popped by earlier and she and John debated joint action and intra-action. They both 

agreed that there were some things that we just need to do in life that we just do, in a 

patterned, domain-of-production, boundary-making, habitual kind of way, otherwise we 

would be exhausted! But they also agreed how the patterning of each moment is unique and 

how each moment produces knowledge that was punctuated individuals then used to 

configure the world in a new way, which guides our going on together. They were joyful in 

deliberating their shared interest in intertwined versus intra-active and fluid, permeable 

boundaries, in the invisible and indivisible ways in which matter of human and non-human 

kind’s influences.  

I could have listened to them talk for hours. I didn’t quite know how to join the conversation, 

but was aware that they both kept glancing over at me, seeming to modify their talk in 

response to my presence. I offered a few local examples from my research that seemed to fit 

with their arguments. As I listened to them, I thought about how the apparatus of my 

research (particularly the video and the analytic methods) had so greatly influenced my 

understandings.  
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I’m trying really hard to tell Ann and John what I found out from five years of doing insider-

practitioner-research. I have tears in my eyes as I try to give my after-the-fact account really 

quickly so I don’t waste their time. I try to summarise the layers of analysis, the way the 

families have sat in my mind and my heart as I have examined our most subtle movements 

as we go on together. I try to describe my findings, my learnings, where I might want to go 

on to. John briefly acknowledges my words and starts to ask about the befores and afters, 

less interested in my ‘findings’ and more interested in the context of my story-snapshots. 

Much as he had when I had a skype supervision with him, he asks about how it was when I 

walked to and from the consulting room with the families, and I tell a story about leaving the 

building with Natalie and Bella to direct them to the local tube station so that they could 

make an easier way home. Ann kindly asks a question that seems to bear no relation to the 

content of what I’ve been trying to tell her. I can’t quite hold the question, but it seems to be 

about how I am becoming with my patients and myself in relation to who I was before, 

about how I am in relation to the others around me. Then she and John announce their 

departure and I say adieu, knowing that I will see them both many times again. The shape 

and weight of Ann’s question sits nigglingly but not uncomfortably within me through coffee, 

lunch and onwards. The perturbation, the randomness, the diffractive power of the question 

bends me into a different shape and keeps me awake and alive for decades. 
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Appendix B:  Information sheets 

 

PARTICIPANT INFORMATION SHEET FOR FAMILIES version 7 
Approved by Camden and King’s Cross REC, 15/LO/1004 

 

 
 
 
Working with families where someone might have an autism spectrum 
condition 
 
 
What happens when we meet? 
 
I am a clinical psychologist and family therapist and I work with families where 
someone might have an autistic spectrum condition (ASC). As part of further 
professional training, at the University of Bedfordshire, I would like to tell you about a 
research project. 
 
What is involved in the research? 
As you know, we routinely record conversations with families to help us remember 
what happens in sessions and to allow us to watch sessions again to think about 
what to do next. I would like to use this recording as to analyse the ways in which 
conversations unfold.  
 
What are the benefits to me and others of taking part? 
I want to find out more about what it is like for families where there is someone with 
an ASC to use family therapy services. Taking part will therefore help me develop 
my practice in working with families where there is ASC. It will also have the potential 
to help other families in a similar position. I will talk to other clinicians about the 
things I find out from doing this research. I will make sure that your anonymity is 
protected in everything that I write or present. 
 
Are there any drawbacks of taking part? 
I ask that you allow me to complete an additional level of analysis on the 
conversation that we will be having. This will not involve any time or additional 
involvement from you.  
 
Once I have finished the study I will write a summary of what has emerged, which I 
will send to you. I will invite you to comment on what I have found if you choose to. 
Any thoughts you have about this will add to the richness of the research material, 
but it is your choice to comment or not. 
 
Can I stop being involved with the study once I start? 
Yes. You can stop taking part in the study at any time, although once I have started 
to analyse the data generated from the recording of our conversations it will no 
longer be possible to withdraw your consent. 
 



 

If you do decide to stop taking part I will ask you some questions about why you 
have stopped taking part, as this will give me useful information about the way in 
which the research is being conducted.   
 
You will be offered the same clinical service whether or not you decide to allow the 
recordings of the sessions to be analysed for research. 

How will my information be kept confidential?  

I will use a pseudonym to represent your name when I store any of your information. 
All information collected will be stored electronically. It will be kept safely and 
securely, just like medical records. All data will either be stored on an encrypted 
memory stick or will be stored in a password-protected file on a computer that 
requires a password to access. Before data is scanned or if it is printed out, it will be 
stored in in a locked filing cabinet. The data will be kept for ten years and may be 
used to inform future and further research studies.  

What will happen to the results of this study?  

Once I have finished the study I will write a summary of what has emerged, which I 
will send to you. I will invite you to comment on what I have found. Any thoughts you 
have about this will add to the richness of the research material.  

In addition to writing about what people tell me in my doctoral thesis, I will also 
present the results of my research at conferences and will write some articles to be 
published in professional journals. 

Who is organising and funding this study?  

The study is being organised by me at the xxxxx Trust. This research forms part of 
my studies at the University of Bedfordshire to obtain a professional doctorate in 
Systemic Psychotherapy. I will use the data generated by the research to write my 
thesis. The research has received formal approval from the Camden and King’s 
Cross Research Ethics Committee. If you decide to take part in the study and then 
have concerns about any aspects of the study, you can contact Dr Gail Simon, 
Director of Studies on xxxxx.  

How have patients and the public been involved in this study?  

I have spoken to people with a diagnosis of ASC, their families and other service 
users about the research. They have given me useful feedback about the study. 
Before publishing the findings, I will share the results of the research with both the 
people who take part and with and with service users and will incorporate the 
comments that people make into my findings.  

What do I do if I want to take part? 
If you have any questions about the research or are interested in taking part then 
please contact me at shelps@tavi-port.nhs.uk, or 02089382462, or write to me at 
120 Belsize Lane, London NW35BA 
 
 

mailto:shelps@tavi-port.nhs.uk


 

 

 
PARTICIPANT INFORMATION SHEET for CHILDREN version 8 
Approved by Camden and King’s Cross REC, 15/LO/1004 

 
 
Research about the conversations we have  
Research is a way of finding out about the things that we do so that we can do them better 
or differently. I want to understand more about what happens in my conversations with 
families where someone might have an autism spectrum condition (ASC). To do this, I would 
like to look at the recordings of the conversations that we have together.  
 
 
What is involved in the research? Instead of just looking at the recordings of our sessions 
that I make to think about how I can be more useful in our conversations together, I will also 
be also be thinking about what I can learn from our conversation to help other families and 
young people. 
 
 
What are the good things about taking part?  
The more I can understand what helps me to help families, the more I can work hard to 
make sure that services are as good as they can be.  
 
 
Are there any bad things about taking part?  
Sometimes people worry that if they take part in research that their experiences won’t stay 
private. I can tell you that I will do everything I can to make sure that your experiences stay 
private. You will be offered the same clinical service whether or not you decide to allow the 
recordings of the sessions used for the research.   
 
Can I stop being involved with the study once I start?  
Yes. Your family can stop taking part in the study at any time, although once I have started 
to carefully look at the recordings, it won’t be possible to stop being involved.   
 
How will you look after the recordings?  
I will use a false name for you when I store any of your information. All information will be 
kept safely and securely, just like your medical records. All recordings will either be stored 
on an extra safe memory stick or will be stored in a password-protected file on a computer 
that requires a password to access.  
Everything else will be stored in a locked cabinet in my office. The information will be kept 
for ten years and may be used to inform things that I write in the future.  
What will happen to the results of this study? I will make sense of the information that I have 
gathered and will then write a summary of what has come out of all my conversations, which 
will be sent to you.  
 
Who is organising and funding this study?  The study is being organised by me at the 
xxxx Trust. This research forms part of my learning at the University of Bedfordshire to 
obtain a professional doctorate in Systemic Psychotherapy.  
 
The research has received formal approval from the Camden and King’s Cross Research 
Ethics Committee. If you decide to take part in the study and then are worried about any 
aspect of it, you can contact Dr Gail Simon, Director of Studies on xxxxx. If you have any 
questions then we can talk about them when we meet.  

  
 



 

Working with families where someone might have an autism spectrum condition v6 

Approved by Camden and King’s Cross REC, 15/LO/1004 
 
 
 
CONSENT FORM 
 
Name of Researcher: Dr Sarah Helps 
 
 
 
1. I confirm that I have read the letter of invitation dated 4.8.15, for the above study. I 
have had the opportunity to talk to Dr Sarah Helps, to consider the information, to ask 
questions and have had these answered satisfactorily.     
   
 
2. I understand that my participation is voluntary and that I am free to withdraw at any 
time without giving any reason, without my care or legal rights being affected.  
 
3. I understand that the conversations I have with Dr Sarah Helps will be stored for as 
long as ten years while she analyses the results of the research.  
 
4. I understand that I will be given an opportunity to read the findings before they are 
published and to offer comments on those findings but I do not have to do so. 
 
5. I agree to take part in the above study. 
 
 
           
Name of Participant   Date    Signature   
 
 
Name of Participant   Date    Signature   
 
 
Name of Person taking consent Date    Signature 

 

  



 

 

 
 
ASSENT FORM:  Working with families where someone might have an autism 
spectrum condition v2 

Approved by Camden and King’s Cross REC, 15/LO/1004 
 
 
 
 
 
Name of Researcher: Dr Sarah Helps 
 
 
 
 
 
1. I have read the information about taking part in the research study and have asked 
questions about taking part.  I have received answers that I understand   
     
2. I understand that I am not under any pressure to take part in the research and that I 
can stop taking part at any time without giving any reason, without my care or legal rights 
being affected.  
 
3. I understand that the recordings of therapy sessions will be stored for as long as ten 
years, while Dr Helps analyses the results of the research.  
 
4. I understand that I will be given an opportunity to read the findings before they are 
published and to offer comments on those findings but I don’t have to comment.  
 
5. I agree to take part in the above study. 
       
      
 
Name of Participant    Date    Signature 
  
        
Name of Person taking assent   Date    Signature 
 

 



 

 

Appendix C: Timeline 

April 2014  Begin doctorate at University of Bedfordshire 

 Introduction to the work of John Shotter 

March 2015  Attendance at Doing Autoethnography conference, engagement via reading about and 

speaking with Anne Harris, Stacy Holman-Jones, Art Bochner, Carolyn Ellis 

September 2014  O and F (my twins) start secondary school 

November 2014 Introduction to the work of Vicki Reynolds 

Introduction to the work of Sally St George and Dan Wulff 

Introduction to the work of Anne Cunliffe 

August 2015  NHS Ethics permission to conduct study granted 

September 2015  T (youngest child) starts secondary school 

 2nd Director of studies appointed 

October 2015 Attend introductory workshop on conversation analysis 

December 2015 Start data collection 

 Introduction to the work of Karen Barad 

February 2016 T is mugged at knifepoint 

March 2016 T is mugged again 

October 2016 Attended and contributed a performative piece to the day of celebration for John 

Shotter 

March 2016  5th Doing Autoethnography Conference Presented paper 

 Publish context article on working with young women and their families with ASCs 

September 2016 3rd Director of Studies appointed 

October 2016  Change in work role from management to leadership 

November 2016 Introduction to Deleuze, Barad and Braidotti 

December 2016 Completed data collection with participating families 

February 2017 Final teaching block at U of B 

March 2017 Complete bulk of reflexive thematic analysis 

May 2017 Attend  and present at ICQI 2017 

June 2017 Labrinthitis flaws me for 2 weeks 

 Learnt how to anonymised video material 

August 2017 Publish paper on Autism and Family therapy 

 Publish paper on the ethics of researching one’s own practice 

 Publish 1st autoethnography – Remember Who you belong to 

September 2017 My friend B dies 

 Show 2 minutes of my 9-screen video in the context of talking about what it’s like to 

do a practitioner doctorate, AFT Conference 

October 2017 Pneumonia strikes 

December 2017 Complete flow-mapping 

 Presentation of excerpts of material to Experts in multimodal conversation analysis 

January 2018 Teach on the ethics of research using my own paper to illustrate some of the 

challenges of insider research 

February 2018 Become Fellow of HEA 

 Showed 9-screen video as a piece of visual performance research at ECQI 

 Settle on focus of AVCA, develop Systemic-Diffractive analysis  

March 2018 Conversation Analysis Consultant joins supervisory team 

May 2018 Showed 9-screen video using the story of making visual art with clinical material at 

ECQI 

 Complete bulk of AVCA 

 Publish 2nd  autoethnography – Telling and Not Telling 

July 2018 Present paper about going grey at British Autoethnography Conference 

December 2018 Submit thesis 

 



 

 

Appendix  D: Example of initial mapping of raw data into themes for Reflexive Thematic Analysis 

 

The elements of the transcriptions of the conversations –exemplars – needs some editing to fit with the results chapter 

Element: What 

am I doing ? 

Examples: 

Arthur 

Natalie Fabrice (2) Ravi (3) Giles (1) Jonah Orlando John Henry Daisy Tilly 

Setting the 

scene – offering 

a frame for the 

conversation 

and ‘what we 

do here’ 

 Okay so I feel 
like I know very 

little about you. 

I’ve got a couple 

of letters um 
from the 

paediatrician, 
um, and a letter 

from the 
commissioner 

saying that they 
wanted us to 

meet you. Um 
what I feel like I 

know is that 
you’ve been 

passed around 
from service to 

service, and, and 
I’m guessing its 

been a bit of a 
long journey to 

get here as well 

as the long 

journey… p1 
…So I'm going 

to ask you some 
general questions 

first, um, so that 
I can sort of 

orient myself p2 

The purpose of 
today is to 

understand what 

the worries are 

and how we 
might be able to 

help. Whether 
we’re the right 

service to help, 
um, and to, to 

make a plan p1 

The form does 
say for children 

with autism 

spectrum 

conditions and I 
know that’s not a 

diagnosis that 
Ravi has, um, 

my sense is 
that’s a diagnosis 

that’s been in the 
air but that’s not 

why your’re here 
in wanting a 

diagnostic 
assessment. But 

that’s something 
Id like to talk 

about (p1) 
And the 

purpose of 

today is really 

to, ,to hear a 

little more from 

you… (about 

whats going on, 

what your 

concerns are 

and about how 

we might be 

able to help (p3) 

 (explaining the 
mirror / team) 

The reason we 

work with two 

people is that 
there are lots of 

things going on 
in families (p1) 

Before we start 
with why you’re 

here, is, um, to 

say that we use 

the recordings 
for clinical 

purposes…but 
the other thinsg 

I’m doing is 
asking people if I 

can us the 
clinical tapes to 

look at, for 
research, to 

analyse really 
carefully what 

happens in our 
conversations p1 

And I know that 
one of the 

doctors you saw 
in xx thought 

that it would be 

good for us to 

meet with you to 
think about how 

things are for 
you p2 

Next thing, this 
is the last bit of 

housekeeping, 

um, I’m doing a 

piece of research 
at the moment 

where I’m 
looking at the co 

– the videos that 
we gather in a 

different kind of 
way to 

understand if we 
can improve our 

practices here… 
p1 

 
Would you like 

to meet jenny, 
who’s behind the 

screen? P2 
I’m going to ask 

some very 

general questions 

and then we’re 
going to get 

specific p3 

We had a brief 
conversation on 

the phone p1 

 

Going to fetch 
Henry a drink 

p12 

I’d really like 
you to stay here 

daisy so I can 

talk to you p1 

What I’d like to 
od in the next 40 

minutes or so, 
um, is chat to 

you a bit about 
why you think 

I’ve got 
involved. Um, 

and hear from 
you two how you 

think I might be 
able to help in 

this situation…as 
you say you’re 

the professional 
an dthe expert in 

your life, others 
of us have other 

sorts of 

knowledge and 

hopefully we can 
put our heads 

together and help 
p2 

 

…there’s a form that you’ve 
been asked to fill out, and 

I’ll have a look at that in a 

moment…what I’d like to 

do is just to understand a bit 
about why you’re here, how 

you think we can help. Um I 
know something about what 

that might be about, but I 
want to hear it from the two 

of you, and then to make a 
plan as to how to go 

forward…p1 
ok. Um and I’m assuming 

we should have a 
conversation, the three of us, 

and if I decide that I need to 
speak to, er, Tilly, you on 

your own, then we can, we 
can do that  at a, at another 

time p1 

Consent, 

confidentiality, 

permission to 

record 

But when it 

comes to thing 
like doing 

diagnostic 
assessments, if 

you  - you are 
old enough to 

make your own 
decisions about 

these things. We 
don’t do things 

to 16-year-olds 
without 16-year-

olds fully 
understanding 

 And because 

you’re 18 you, 
um, can choose 

who’s involved 
in the 

conversations we 
have. Um I know 

your grandma’s 
brought you 

here. Are you 
happy for her to 

be involved in 
the 

conversation? p2 

 What we talk 

about will be 
confidential p1 

 
Giles needs to 

know what he’s 
signing up for as 

well as what 
you’re signing 

up for (p35) 

P8  P2 P1 P54 All off tape 

before the 
interview 

Before tape turned on  and 

at end p39 



 

what we’re going 
to do, whether 

you agree p25 

Asking about 

who’s 

important in the 

family / 

network 

So your mum ad 

dad live in the 
house but 

they’re, um, 
what like – how 

– how do you 

describe it?p9 

Ok all right, um 

so it’s the three 
of you at home. 

anyone else 
around in the 

family? p3 

Is there anyone 

else who’s 
around? p4 

Have either of 

you got parents? 
(p29) 

Sometimes there 
can be lots of 

people around 

and it can still 

not feel 
particularly- 

(p30) 

Is it just the two 

of you in the 
family? P5 

Who can help 

me understand 
who’s in the 

room? P3 
[Of Mo’s sister 

who had recently 

died] is that 

someone we 
should put on 

this, this map of 
people in your 

family? P12 

So is it the two 

of you at home 
or are there other 

people at home? 
p4 

And do you and 

x have the same 

dad? P7 

Do you have any 

brothers and 
sisters? P3 same 

mums and dads? 
P4 

9to john0 is your 

dad around? I 

don’t even want 
to go there. Ok, 

all right, um fine, 
er I should have 

said its, um, my 
job to ask lots of 

questions and 
some questions I 

ask you wont 
want to go there 

and some I will 
say I really need 

you to go 
there…p19 

Talk about 

family and 
Grandparents 

p11-14 
Religion p15 

Sister home from 

uni for xmas p9 

Is it just the two of you in 

the household? P3 

Exploring 

patterns of 

communication 

and talking 

about ‘’stuff’ 

Is this what 
happens between 

the two of you at 
home? p16 

Do you get – do 

you get cross 

with each other 
at home? p17 

OK. How did 
you and your 

mum talk about 
coming here 

together today? 

p6 

When your 

grandma talks 

to you about 

this, when she 

says, “You 

haven't eaten all 

day, I’m 

worried about 

you,” what, 

what do you 

do?  What 

conversations 

do you have 

together?p27 

 Detailed 
exploration of 

morning routines 
P10-11) 

Okay so how can 

we translate this 

into something 
that Giles will 

understand? 
Because this is 

the first part of 
the assessment, 

but there will be 
multiple parts to 

the assessment. 
(p33) 

 So I think this 
needs to be a 

conversation 
between the 

three of us rather 

than you sitting 

listening to your 
mum talk 

because I want to 
hear what you  

think as well  p4 
Is anyone else in 

the family odd 
and different? 

P23 – p24 

So, so this idea o 
a second 

opinion, who 
can, can tell me 

something about 

what that means? 

P4 

  …so when you are arguing, 
or being confrontational, 

what kinds of things get you 
both going? P17 

and does your mum carrying 

on hassling you, or does 

she… p19 
Are there aspects of what 

your mum does that you 
find helpful? P26 



 

 

Appendix E: Example of the process flow mapping 



 

Appendix F: Jeffersonian codings used in AVCA analysis 

 

(.) micropause 

(0.7) long enough pause to indicate time 

[] overlapping speech 

>< quickened speech 

<> slowed speech 

() unclear section 

Underlined raised volume or emphasis 

↑ rise in intonation 

↓ fall in intonation 

CAPITALS loud or shouted words 

(h) laughter 

= latching from one person’s sentence to another 

* And ** Indicates where the non-verbal action happens in relation to the verbal action 

 

 

 

 

  



 

Appendix G: AVCA analysis of conversation with Jonah and his family 

As reported earlier (px) this case shows a very different unfolding to that in the other nine 
conversations. It is the only example of a case where the diagnosis of ASC was accepted. The 
episodes below highlight the disconnect between what the referrer asked for and what the 
family wanted. It also demonstrates how in a ‘typical’ initial session especially one with lots of 
children who all want to and are encouraged to contribute, and with a father who has had prior 
experience of the CAMHs system, that the conversation takes a very different flow.  

 The exploration of the conversation between the three older children and their mothers / 

carers has shown how I pivot in my words and body to clarify and explore why the families 

have come to the clinic. The final illustrative conversation has a very different flavour, and 

establishing why the family are here takes a very different, and unexpected, form. 

This is an example of the importance of establishing a contract for assessment early on (Carr 
2000). According to the letter of referral there were concerns about Jonah, who had an 
uncontested diagnosis  of ASC. The reality of what the family wanted was very different to either 
the way in which the referral had been written or interpreted by the clinics intake team.  

With three young children in the room the session is noisy. The conversation is fragmented 

and chaotic compared with the three previous conversations which have involved one 

child/young person and one parent / carer. The number of participants in the room has been 

reported to affect the way in which the conversation unfolds in a variety of ways, one of 

which being how schisming (Egbert 1997a) can occur when there are four or more 

participants. Schisming refers to how with four or more people, multiple conversations start 

to happen alongside and criss-crossing each other. I think that this phenomenon was 

apparent in the conversation with Jonah and his family, where we were often talking at cross-

purposes because we were each responding to different parts of the conversation. 

I start the conversation by explaining again the reason for videoing sessions, which father, 

Tim, has already agreed to off-camera, mention research consent, and hand over the consent 

forms. Jonah initially says that he is not happy for the tape to be used for research and I note 

this but ask him to listen to the rest of my explanation, which he does not do, becoming 

distracted by moving his bag on to a different chair at the back of the room, and getting his 

laptop out. Dad then gives consent which I take to be on behalf of the whole family. At this 

moment I do not spend time asking Jonah more about his choice not to assent.  

Perhaps this is in the context of his also being concerned about videoing for clinical purposes, 

which father has already overruled him about. I also wonder if in the moment achieving 

research consent was not so important, given I knew that we would come back to it at the 

end of the session anyway. 

I then try to get everyone engaged and focussed, by asking them to tell me who is in the 

room as I sit forward in my chair and start to draw out a genogram. With lots of lively 

laughter the children play jokes on me, giving false names and ages, but then they, 

particularly the two girls, settle to drawing. I spend time establishing who is in the family and 

it takes until 6.49 minutes into the recording, just after I have moved to sit on the floor with 

the girls, for me to ask look towards father and then ask, “So who can tell me () why it is () 

that you’ve all come along today?” 



 

The question is answered by the girls, who speak at the same time to tell me that their dad 

can’t stop shouting and because he’s annoying. Jonah then makes another joke about his 

father’s job and ethnic heritage (something he has been referring to from a couple of 

minutes into the session and which I start to think relates to a specialist interest that he has). I 

pick up and ask a question based on what I’ve been told, that dad is a local health care 

professional, as opposed, at that moment, to following the comments made by the girls.  

I think that perhaps I thought that the girls’ responses were too contentious to deal with at 

such an early point in the interview, that we hadn’t perhaps done enough warming the 

context to go straight for these things. Also, the heightened emotion with which the girls 

shouted their comments perhaps suggested to me that they were ‘playing to the gallery’, 

which in this session did involve a clinician watching from behind the screen. 

I ask Dad whether he knows about the clinic in his professional role, and Tim tells me that 

Jonah used to come and see one of my colleagues, someone who died very suddenly a few 

years ago. 

This news, the mention of a well-liked, now-deceased colleague, stumped me for a moment 

and it is interesting that, though I let father know I have heard that he knows the building 

well, I make no comment about my colleague. I think in the moment, I was connecting with 

my own feelings of the loss of my colleague and trying to recall what different families had 

been told about her swift death and trying to remember if I had heard about this boy and his 

family in past conversations with my colleague. 

I stay with what I assume to be the safety of professional roles and ask whether mum is also a 

health care professional. I hear that she is and that she is also currently injured after a running 

accident.  This leads to discussion about how a very close family relative died just a few days 

prior to our meeting and a story about how mum has been spending a great deal of time on 

a different continent with her close relative. This discussion also connects with my question 

about why they had “all” come to the appointment, which seemed to be a practical issue of 

childcare rather than because they were specifically looking to talk together as a family. 

This vital family information seems to spill out of the children, with very little questioning 

from me and we spend nearly eight minutes adding to the map of important family members, 

as well as a having a discussion about who did the girls’ hair when mum was away! 

Towards the end of a lively and fun conversation about ponytails and how one can use a 

Hoover to make them, I slow down and seem to be gasping in breaths of air, as if I am about 

to do something different. 

It takes until 12.45 minutes into the conversation for me to come back to ask the family are 

here, which I do with a pivot, raising and then resting my hand on the piece of paper on the 

table: 

  

  



 

 

Words Me Father Jonah Billie Della 

Me:      

 So= 

Della:     

 =I don’t 

think you can 

get worse 

than Dad’s 

pony tails 

Tim: no 

Della: you 

can’t can 

you= 

Me: =I asked 

you and then 

I got a bit 

distracted () 

why it is that 

you’ve all 

come here () 

and 

someone= I 

think it was 

you Billie 

(children 

laughing) 

said because 

Jonah can't 

stop shouting 

() are there 

other 

reasons** () 

that you’ve 

come here? 

  

Sitting on 

the floor, 

with the 

girls, 

looking 

towards 

dad 

  

  

  

*points 

and looks 

towards 

Billie 

  

**I move 

to write 

something 

on the 

genogram-

map 

  

  

Sits on 

the 

chair, 

leaning 

forward

, while 

Jonah 

touches 

his 

head 

Wanderin

g around 

the room, 

*starts to 

balance a 

toy of his 

fathers’ 

head as 

I   speak 

  

Keeps in 

close 

physical 

proximity 

to his 

father, 

touching 

him on his 

head and 

upper 

body 

Sitting on 

the floor 

drawing, 

looking 

around at 

what her 

brother is 

doing 

Sitting on 

the floor 

drawing 

looking 

around at 

what her 

brother is 

doing 

Unintelligible 

chatter and 

raised voices 

between all 

the children 

lasting 12 

seconds 

  Father 

tells 

Jonah 

not to 

balance 

the cup 

on his 

head, in 

a 

slightly 

cross 

tone of 

voice 

  The girls 

start to 

argue 

about 

somethin

g to do 

with the 

drawing 

The girls 

start to 

argue 

about 

somethin

g to do 

with the 

drawing 

Me:      

 So Della 

thinks Billie 

struggles [to 

sleep]. 

Gestures 

from Billie 

to Della 

while 

looking at 

father 

        

Billie:    

 [NO!] 

  

        Looks up 

as she 

shouts 



 

Me:      

 Ok so 

Billie says it’s 

[fine]. 

  

Hand 

gestures 

between 

the girls 

continue 

  Jonah 

stops 

rubbing 

his fathers’ 

head and 

moves to 

sit out of 

the circle 

formed by 

the rest of 

the family 

    

Tim:     

 [Okay].  

But what was 

happening at 

the time that 

we were 

referred, Billie? 

I remain on 

the floor 

looking 

between all 

family 

members 

Looks 

towards 

Billie as 

he speaks 

      

Billie:     What? 

  

      Briefly looks 

towards her 

father then 

back to her 

drawing 

  

Jonah:   In 

February () 

what happened 

in New York? 

  Jonah 

looks 

over 

towards 

Della 

      

Tim:      What 

happened in 

New York in 

February? 

          

Della:    

 We 

watched a 

[scary movie]. 

  

      Looks up 

from 

drawing 

Remains 

firmly fixed 

on looking 

at her 

drawing 

Billie:    

 [SHUSH

]. 

          

Tim:      Let Billie 

talk for herself. 

    Looks 

towards 

Della 

    

  

This episode shows the only moment in the session when I have to work hard at a pivot. I am 

briefly interrupted where my turn is not acknowledged by the children, but I stick to the 

change in direction that I want to achieve. After I finish asking the question, all the children 

start talking at once. I cannot decipher what each of them is saying. Tim appears to remain 

remarkably calm throughout this sequence, despite the children’s noisiness and Jonah’s 

physical interference with him, rubbing and prodding the top of his head with a paper cup. 



 

There appears to be competition between the children for who gets to say why they are here, 

for who gets to name who has what problems. Whereas with Arthur it was excruciating to get 

to why they had come to the clinic, with Natalie and Tilly there was a gradual coming closer 

to naming why it is that they had come here, and with Fabrice it happened a little too fast and 

had to be reeled in a little between him and his grandmother, with Jonah and his siblings they 

are bursting to tell me. They start to tell each other’s stories, with Jonah allying with his father 

and backing up all that he says.  There seem to be multiple dyadic conversations going on, 

the talk overlaps and  what I can see on the video does not easily fit with the words I can 

hear. 

While it is not possible to pick up from the transcript alone, tracking the visual material 

enables me to pick up who said what, and I start to draw out some of the comments about 

why there are here. Once I do this it is notable that I am decentred from the conversation (I 

think this links to the smaller number of domain changes that I identified in the domain-flow 

analysis) in that Tim takes up my question and elegantly talks directly to the children to get 

them to talk perhaps a bit more sensibly about what was happening at the time of the 

referral. 

Soon, the youngest child needs the loo and is accompanied by my trainee from behind the 

screen, leaving dad, Jonah and me to talk.  With fewer voices in the room, I summarise 

something of what I have heard and Tim starts to tell me something of the nature of the 

concerns, which turn out not to be about Jonah and managing aspects of ASC at all.  He 

describes his concerns about Billie in relation to feelings of anxiety. Tim  was clear that there 

are no current concerns about Jonah. Jonah joins in with this conversation in a helpful way. I 

quickly decide that it is not going to be helpful to talk in detail about Tim’s concerns about 

one child in front of the other children, given the children’s wish to talk for and over each 

other and indeed because his wife is not present and it seems important to talk to them 

together. I voice this and a plan is therefore made to meet with him and his wife together. 

  

Comments on the conversation with Jonah and his family 

In looking for pivoting moments around the theme of ‘Why are you here’, in this 

conversation I find only this one pivot. It is as if father, as a senior local health care 

professional, who I discover has used our service in the past, knows what the script it. He and 

I know both know what is expected in this conversational context and together we create an 

environment in which what we need to do gets done.  

Overall, what is striking about this whole recording is that I ask very few questions: the family 

clearly tell me what they are concerned about and what help they would like, without my 

having to pivot to prompt them. The conversation feels very comfortable, and flows rapidly. 

The metaphorical river of this conversation is smooth, wide and has few boulders in in, apart 

from the one big bend where the focus shifts from Jonah to Billie. Our talk stays a great deal 

in content and my small attempts to move to emotion and meaning are limited to offering 

empathic comments (“That sounds tough”; “I guess it must be tough if…”) which are mostly 

met with silliness and jokes from the children, although there are a couple of moments where 

these comments do seem to resonate with the children and their father. There are few 



 

hesitations or pauses, and the conversation all happens at a fast pace, with a great deal of 

overlapping, latching. 

Watching this feels like watching hundreds of tapes of sessions with families including 

younger children and children with varied communication styles over two decades. All the 

elements outlined in the thematic analysis get covered, and I achieve all the things I need to 

in an initial conversation, but there is very little separation between the sequences of 

conversation, we don’t talk about one ‘thing’ and then move on to the next, it is as though all 

five of us are slightly out of tune with each other, with brief moments of attuned dyadic or 

triadic attunement. 

This is a very physical interview. It is the only interview in which I spend most of the time 

sitting on the floor, engaging younger children. There are moments when I ignore the 

children and tune in to what dad is saying, as evidenced by my visual actions, but invisible in 

the dialogue. 

This river has exciting white-water ride sections to it, where everyone is wearing life jackets 

and during which everyone enjoys crashing around at high speed and where we all get safely 

out of the boat at the end of the trip. 

As a tangent, there are moments when Jonah’s particular way of interacting dominates the 

conversation. For example, he has a special interest in his father’s name and ethnicity, as well 

as airlines, and on at least two occasions draws the conversation to these topics. While these 

moments could be seen as pivots, they are pivots that he makes rather than pivots that I 

make in relation to the issue of why the family have come to see me, and so will not be 

focussed on here. 

Goodwin and Goodwin (1992 p 84) suggest that in filming an American family dinner: 

“within interaction people are frequently involved in a range of different activities 

simultaneously. For example talk can itself divide into multiple sub streams and those present 

may also be involved in eating, child care etc. while their conversation is in progress. 

Participants are faced with the task of coordinating the different events they are engaged in, 

meshing separate activities with each other, and attending to multiple, and sometimes 

contradictory, demands” 

Likewise, when a family comes to see me, the conversation we have will be influenced by the 

conversation they had in the tube or bus on the way, the argument they had in the waiting 

room, the thing they started talking about last night but haven’t yet finished. Strands of 

conversation with other people connected to the task at hand will influence what happens in 

the moment. There will be multiple agendas being actioned: being a good patient, being a 

good parent, building a case for whatever it is that they hope I will offer them. The episodes of 

talk with Jonah and his family emphasise something of the schisming, complex and messy nature 
of family talk, as described by Goodwin and Goodwin.  

Tentative Understandings – what’s similar and different from this conversation 



 

In multi-actor dialogues and taking into account the developmental level of the actors, it is 

hard to elegantly move between domains and to track movement as there are far more 

opportunities for each actor to be in a different domain. 

When there are four family members in the room and the aim is to make everyone feel 

welcome and listened to, it is hard to keep track of or to develop a single narrative 

When there is shared agreement about the task, fewer pivots are required. 

Hesitations and pauses happen more when the conversational material is contentious, and 

happen more when children are older / more developmentally sophisticated. 

There are very few pivoting moments that can be selected as discrete episodes, as the 

conversation speedily flows in so many different directions at any one time. 

  



 

Appendix H: Letter to participating families 

  

Dear families 

Thank you very much for allowing me to use the video recordings of our first conversations for 

my research. In doing so, I analysed the recordings in a much deeper way than I usually get the 

opportunity to. As you might remember, my research focus was on my own practice, rather than 

what you did in the conversation.  I was interested to explore what I do with my words and my 

body in first conversations that helps develop a working alliance with families so that we can 

make best use of the conversations we have. 

Using three ways of analysing the recordings, I found that every first conversation is unique, 

and that while there are core elements that happen in each first conversation, such as talk about 

confidentiality, what will happen to the information we discuss and discussion of why you came 

to a specialist service, the way in which each conversation unfolds is unique. 

While the focus of my analysis was on what I do in first conversations, I was really moved by 

how each of the families who participated were really worried about their child and were 

desperate for a range of different kinds of help. I was struck by the dedication all parents and 

carers showed to the children and young people and was moved by just how tough life can be 

when parents / carers are really worried about their children. I was particularly struck by how 

young people often had strong and clear ideas about what they were struggling with, and how 

their concerns were often quite different to the concerns of their parents / carers. Hearing from 

everyone was therefore really important. 

What I learnt about my own practice: 

I learnt that it is really important to try to hear from everyone who attends the session, so that 

the rich range of opinions about matters of concern and how we might go in together can be 

explored and negotiated. 

I have learnt about how first conversations are like an improvised dance, where we each have 

some ideas about the steps we might use, but it is the coordination of our steps that creates the 

overall shape of the dance. I have learnt that first conversations can be very tricky or can be 

very smooth, that some flow gently and others are much more tumultuous. I have learnt that 

feelings run high in first conversations and that it is very important for me to try and create a 

space in which it feels safe to start to talk openly about your concerns. 



 

Finally I learnt that I often take a lot of control in first sessions, partly because I think that first 

conversations can be anxiety provoking for families and partly because there are many things I 

quickly need to find out to work out how best to help you. I’ve been wondering about how I 

might have first conversations in a more collaborative way in the future, to ensure that families 

get to tell me everything that they think is important. 

Doing this research will all help me in my future practice and will also help those people who I 

train and who read the outcomes of this study. Participating in research helps me improve my 

practice and helps to improving the practice of others, which ultimately benefits the people who 

use our services. I am therefore really grateful to you all. 

If you would like to read the longer report then please do let me know and I will make this 

available to you.  

Warmest regards 

 

Dr Sarah Helps 

Consultant Clinical Psychologist, Systemic Psychotherapist 

BSc, MSc, DClinPsy, CPsychol, FHEA 
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