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Abstract
High levels of anxiety are common traits within individuals with ASD of varying severity. The aim of this research is to identify the impact of co-occuring ASD and anxiety on the therapeutic relationship and subsequent counselling practise. In order for counselling services to provide an adapted therapy for ASD, an understanding of the current measures and their efficacy, as well as the expectations on counsellors is needed. This research aims to explore this. The research approach used within this report includes current journal articles, research papers and case studies. This method is chosen to prevent risks associated with using participants, given the sensitive nature of anxiety and ASD. The research title is ‘Exploring Counselling Practice with Clients with Autism Spectrum Disorder and High Levels of Anxiety’. The findings from this research evidence how counsellors are flexible in adapting their skills to meet the needs of ASD clients. However, recommendations are made that further funding and support is required for counsellors to be able to move forward in improving the service. A further recommendation is made that counsellors require support in their role including availability of specialist training and access to sensory equipment or ASD specific resources.
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Introduction 
Aims and goals
The aims and goals of this thesis are to critically explore the effects of high levels of anxiety for people with autism and the potential difficulties this  has for the therapeutic relationship. Of key importance is the exploration Autism spectrum disorder ASD and to discuss what is being done to support people who are non – neurotypical to access counselling services that meet their additional needs. The counselling sector has and continues to be proactive in the adaption of services for ASD within EFT and CBT therapy. 
For the purposes of this dissertation ASD is perceived to be a neurological and psychological disorder that may impact on the conditions within the therapeutic relationship. ASD is a developmental disability that can cause significant social, communication and behavioural challenges (Comberousse, 2019). Research suggests that alongside the condition of ASD are often levels of anxiety and high anxiety, High levels of anxiety having the bigger impact upon someone diagnosed with ASD than the lower levels referred to as anxiety, more often found in  a person who is neuro typical. The high levels of anxiety are often caused by the over responsivity and stimuli within the environment which may impact on their everyday life and it is therefore fair to conclude that this could have an impact on the therapeutic relationship which can create difficulties for both the therapist and the client. 
To understand ASD in the context of the client therapist relationship, contemporary research will be used to succinctly explore and summarise its neurological aspects, providing a scientific explanation and thesis definition for the behavioural traits that coincide with a person who is not classed as neurotypical. Studies used for this explanatory work include Goss’s work on Neuroscience (Goss, 2016) and further  recent research on neuropsychology in Cognitive Behavioural Therapy and Emotion Focused Therapy (Goss, 2016; Robinson, 2018). 
This discussion of therapy for people on the autistic spectrum will include a more in-depth critical analysis of both classic and contemporary research and particularly the challenges associated with ASD and the high levels of anxiety in the counsellor client - relationship. It will also include what services are currently being practised and include what adaptions have been made and what changes have been suggested are still needed in order to improve upon the service offered to clients who are diagnosed with ASD. A large part of the research focuses on how anxiety impacts on the therapeutic relationship supplemented from current findings based on research papers available in neuroscience. This element of the thesis looks at the way in which a non neuro typical brain functions in terms of emotion and thought process as well as identifying the way working practices in counselling have been adapted to meet the needs of a client with ASD.  
The overall aims and goals of this research article is to  give a better understanding of the needs of a client with ASD who has high levels of anxiety and in turn  raise awareness of the difficulties of working with ASD while  also considering how services can be improved  for both the counsellor and the client.  Research papers chosen within the thesis suggest evidence and explanations for the behaviours and traits of a person with ASD and demonstrate how counsellors can manage these effectively and adapt their relationship to meet the client’s needs. 
It is of primary importance to identify the level of funding provided for training purposes, and to identify the demand and requirements that would enable services to make adaptions needed to meet the clients’ needs effectively in this sort of research. Further identifying if these funds are being provided, and if not, how these impacts upon the services and finally how would all these elements contribute to managing the therapeutic relationship where there are high levels of anxiety to consider?  There will be a close examination of the variation of needs a client with ASD has and how these variations can be managed effectively, which  includes recommendations and research by the Welsh Assembly Government completed in 2010 and published in 2011. This research highlighted the changes needed within services such as Counselling for people diagnosed with ASD and their families (Welsh Assembly, Wales, 2019). Also included is the  Stonybrook Study which convened September 2010 and was completed June 2011; the panel consisted of 17 professionals including doctors whose key purpose was to reflect on the ethical issues of ASD and how services including Counselling could be improved,  (Post, Post et al, 2012). 





Stonybrook study  
A report referred to as ‘The StonyBrook’ guidelines” was conducted alongside others by Stephen, G, Post of the ‘Centre for Medical Humanities, Compassionate Care, and Bioethics’ at the ‘StonyBrook University’. They were investigating the effect ASD has on families and professionals, the topics were treatment goals, happiness, distributive justice, managing the desperate hopes for a cure and to give a voice to the caregivers and the people diagnosed with ASD. The report stated that there is an increased demand for services for people with ASD due to the high rate of diagnosis. The aim of implementing the recommended guidelines are to encourage and consider reflection on a number of ethical issues. These issues  include decisions that affect the family and service user, such as the use of medication, the decision to place the person in supported living and how  the needs of the whole family can be met without an unfair impact upon the families and individuals affected by ASD. If these guidelines were to be introduced, it would be on the premise that this is grounded in a dialogue amongst all professionals including counselling and the wider community (Post, Post et al, 2012). These guidelines would address treatment goals, wellbeing, diagnostic ethics, and research ethics with the aim of improving the lives of families. 
Process of investigation
Following these recommendations, it was agreed that a committee of 17 professionals were to meet up once a month and develop a plan of achievable goals. Some of these professionals included social workers, doctors, and disability experts with the primary focus on adapting services for people with ASD and their care givers, and the creation of new written guidelines. In addition to the professionals, the caregivers and children were also attendees of these meetings in the hope that they could bring light to what was needed from their perspective. 
Findings
The results of the Stony Brook Project were primarily that the individual’s needs were met, and more importantly elements such as happiness were one of the key focuses when considering the social environment, the challenges that the care givers were met with, and the rights of the families (Post, Post et al, 2012). Implementing these guidelines empowered and brought to the forefront their current issues and the need for better management of their lives. As a result of this report, families struggling with autism were acknowledged. However, the fact that this report was required is evidence that the problem still exists and a need to move forward with further diagnosis and treatment.
Ways forward
The Stonybrook study acknowledged that improvements within services have improved, particularly due to the increased research and knowledge of ASD which has allowed the counselling sector to adapt. One area considered was the use of therapeutic treatments alongside the use of medication and psychiatric treatment; they assessed if these treatments benefit the families, how  they can be improved upon and if they are, they are effective. It was decided that more services need to be provided, funding needed to increase in accordance with the report  recommendations and it was also acknowledged that the choice of treatment needed to be better considered. For example: is the use of medication more harmful and should a more therapeutic approach be taken? There is no doubt that working with ASD is difficult for both the therapist and the client, however the Stonybrook study demonstrates that we are now looking further into different approaches and how we can improve upon the services and treatments offered to people diagnosed with ASD (Post, Post et al 2012).

Welsh Assembly Government 
Challenges Identified by the Welsh Government  regarding services provided for Parents and families of Autistic children and adults
In 2011 the then Welsh Assembly now referred to as the Welsh Parliament acknowledged that despite an action plan costing 2 million pounds being put into place, a shortfall remained in providing support to parents and families of autistic children and there was a call for the project to be reviewed after concerns were highlighted.(Welsh Assembly, Wales, 2019). The survey revealed that only 10 percent of families were satisfied with the services provided and as a result of this project over  half of the participants reported that there were difficulties in accessing services that should have been made available to them. One of the services identified as a priority required for those with autism was counselling, alongside Education and Housing. These services were both identified as a priority service in need of improvement. The Welsh Assembly acknowledged that there needed to be more services to meet the high demands. For example, there are long waiting lists for counselling, housing and support services in general generating a high risk of homelessness and carers were having to give up work to care for the child as there was a lack of childcare/ adult care provision to support the families. The report also found that despite the allocated funding to put extra provisions in place the implementation of these services was not executed as expected. Therefore, the report impact was minimised, and change expected of the project was not completed (Cooper, Post et al,2017;Welsh Assembly, Wales, 2019).   
Families reported that loneliness, social isolation and poverty was experienced by the whole family unit as the care giver could not commit to employment or had no option but to take a lesser paid job. The fact that counselling was highlighted as a priority service needing improvement, demonstrates the need for more counselling services to be made available as the demand is greater than the level of affordable services  (Camm, Post et al 2019 ; Cooper, Post et al, 2018 ; Welsh Assembly, Wales,2019). 
The Welsh Assembly acknowledged the difficulties that counsellors alongside other service providers are faced with. Implementing the changes can be difficult as ASD varies from person to person For example: common triggers for High levels of anxiety could be something as small as a patterned wallpaper in the counselling room or a flickering light bulb something which a neurotypical person may not notice. However, to a person diagnosed with ASD this could mean the difference between being able to engage in the therapeutic process and very often will result in high levels of anxiety (Bennett, Post et al 2012). Counsellors are highly trained within their modality but it would be fair to say that ASD can create many difficulties for the highest trained counsellors and it is of key importance to remember this  (Cooper, Post et al 2018; Powell; 2011).
Ways forward
[bookmark: _Hlk57656197]Despite the difficulties highlighted within this report, the counselling profession continues to make valuable contributions to services for people with ASD. The further contribution of neuroscience is vital in providing an explanation of behavioural traits but also in giving counsellors an understanding of clients’ individualised needs ( Comberouse,2019; Cooper,2018).Typical single honours undergraduate counselling degrees do not usually include formal psychology training or teaching, despite its potential to educate the counsellor and empower them to work with the needs of a client with ASD, however there are specific training programmes available if the counsellor chooses to work with people who are ASD. If additional funding were available and it was made accessible to the counsellor then there would be a way forward. Ongoing support from the Welsh Assembly is paramount if the counselling profession are to move forward with their progress.
Potential solutions 
In light of the recent findings, The Welsh Assembly has pledged to continue funding areas such as counselling, housing and support services, increasing the level of support alongside the continuation of training programmes which will further develop the services offered to families with ASD? and high levels of anxiety. There will be Regular reviews aimed to address what is working well and what is not working ensuring that the full potential of these services can be offered and continually improved upon and that all funding within areas that are proving to be successful (Welsh Assembly,Wales,2019).   
Welsh government conclusions
The welsh government acknowledges the significance of the challenges related to counselling with associated anxiety and ASD, and that secure funding is required for this sector to accommodate extra measures made in this section of the counselling profession.
Anxiety  
High levels of Anxiety
High levels of anxiety consisting of intense, excessive and persistent worry and fear about everyday situations can be extremely debilitating and can have an impact on a person’s quality of life daily which may result in the person becoming isolated and developing an avoidance of situations and place (Ozsivadjian,2013) . Common traits are repetitive behaviours, reliance on routine, and traits of obsessive-compulsive disorder (Connolly, 2016; Gobrial, 2012).  Severe symptoms of Anxiety are often prevalent with people diagnosed with ASD, mainly due sensory overload when exposed to certain environments. People diagnosed with ASD can  have difficulty recognising and understanding emotions and processing these effectively due to the over responsivity. For example, various sounds can be painful to a person with ASD,(Baron- Cohen,2004) and certain fabrics can create overwhelming sensory related feelings which creates the fight or flight mode and in turn anxiety levels rise (Gobrial,2012).    


British Psychological Society definition of high anxiety
Anxiety is an emotion characterized by feelings of tension, worried thoughts and physical changes like increased blood pressure. People with anxiety disorders usually have recurring intrusive thoughts or concerns. They may avoid certain situations of worry (Lane, Corrie,2006). 
Mild levels of Anxiety
Mild anxiety is often described as sub-clinical. Mild anxiety can impact emotional, social and professional functioning, mild anxiety symptoms can often present as shyness or social anxiety, if left unaddressed mild anxiety can lead to more severe mental conditions (Lane, Corrie,2006).
Moderate levels of Anxiety
Moderate levels of anxiety have more persistent symptoms than those with mild anxiety, but still have better functioning than those with severe anxiety. Moderate anxiety may present itself as feeling on edge, being unable to control their worrying and being unable to relax the majority of days in the week, people with moderate anxiety often have success with self help treatments and support from the doctor (Lane, Corrie,206). 

High levels of Anxiety
High levels of anxiety is intensely debilitating. People with high levels of anxiety typically score higher on scales of distress and lower on functioning, severe anxiety symptoms frequently occur alongside depression. Symptoms of high levels of anxiety are often increased heart rate, feelings of panic and social withdrawal. In addition individuals with high levels of anxiety often experience suicidal thoughts and tendencies (Lane, Corrie,2006).  





Autism Spectrum Disorder
Neurobiology 
To discuss the academic literature relating to ASD it is  important to distinguish the differences between both neurotypical and non-neurotypical individuals, to be able to consider its implications on the therapeutic relationship. Neurotypical is a term used for those who are not on the autistic spectrum and do not experience mental health, or deficits in intellectual and cognitive abilities (Powell, 2012; Baron- Cohen, 2004). These individuals do not experience the difficulties that an autistic person would, such as difficulties in interacting with other people, speech delay, sensory issues (with regard to noise and lighting) and finally the ability to adapt to change. Autism is a complex neurological disorder affecting learning, language, social interaction, and emotional understanding. The various degrees of ASD and the complexity of the condition is not yet fully understood  there have been various studies on the neurological aspects of ASD, however there is still more to learn about the condition (Cooper, Post et al, 2018) . 
Neurobiological Challenges 
Recent research within ASD has evidenced a difficulty in regulating emotions which in turn can be the cause of high levels of anxiety. Research has shown a low activity in the frontal lobe and the temporal lobe, which in turn creates a disruption in the corpus callosum and in the synaptic transmission, in comparison to that of a neurotypical brain where there is no disruption between the left and right hemispheres and works at a higher gene level of 500 (Comberousse, 2019; Feather, 2015; Goss,2016). The frontal lobe and temporal lobe are responsible for judgement, creations, emotions and speech. Use of MRI scanning has shown that 75% of people with ASD display neurological disruption to the corpus callosum (Baron – Cohen,2004; Goss,2016; South,2017). Our understanding of ASD has only become more obtainable with the use of advanced neuroimaging and continues to develop. ASD has been referred to as a form of high intelligence created by higher local connectivity within the sensory regions of the brain, which it has been suggested, may be the cause for sensory hyper sensitivities and hyper developed attention to detail (Cooper, Loades, Russell, 2018; South,2017). These brain alterations are clinically referred to as increased brain modularity and parallel processing (Robinson and Elliot, 2017).
Evidently, there is a link between the activity of the brain and the behavioural traits of an autistic individual, as well as ill-health experienced. This can include high levels of anxiety, depression, obsessive compulsive disorder and learning disabilities such as dyspraxia. High levels of anxiety experienced by people needing counselling is the key focus within this research (Comberousse,2019; Ozsivadjian, Post et al, 2013; Powell,2019). This can present in communication difficulties, sensory difficulties, behavioural problems and reliance on routines. Issues relating to this will now be considered in the following section , with a focus on the effect autism has on the therapeutic relationship when accompanied by a high level of anxiety (Robinson and Elliott, 2017).  
It has been said that there is a possibility that amygdala abnormalities may contribute to anxiety levels in people with ASD (Crespi, 2016). This is due to its central role in the control of fear conditioning. The amygdala also plays a central role in the detection of fear related stimuli, this is relayed via sensory and audio input from the central cortex and produces an over reactive process. This has also been linked to the exceptional memory that people with ASD demonstrate . The  amygdala projects to the hippocampus, with the primary role to de code (Feather, 2015; Goss,2016; Ozsivadjian,Knott, 2011;). This in turn strengthens the memories of trauma. ASD is a developing area of study, not yet fully understood, despite its diagnostic prevalence in 1in every 59 people. Boys are 4 times more likely to develop the condition, suggesting a higher than average prevalence within this population, considering the evidence and the complexity of symptoms high levels of anxiety are to be considered as a common symptom within ASD and extremely debilitating to the everyday life of someone diagnosed with ASD (Camm, Post et al, 2019;Gobrial, 2012). Given these statistics, the relevance of this thesis will highlight the importance of understanding ASD and its impact upon a person’s grounding in society as. ASD is complex in the symptoms it produces. (Baron – Cohen,2004; Connolly, 2016).    
High Levels of Anxiety and the effects of sensory overload      
It is of primary importance to distinguish between anxiety and high levels of anxiety. When ASD is present, the levels of anxiety are often of a high level in comparison to that of a neurotypical person whom may only experience low levels that can be managed effectively due to the neurological differences of a neurotypical and non-neurotypical person (Gobrial,2012). This can be caused by sensory over – responsivity which is commonly linked with high levels of anxiety and it is suggested that sensory over- responsivity can be caused by things such as tags on clothing, lighting within the room (for example if a light is flickering), being touched unexpectedly and noise (Baron- Cohen,2004; Ozsivadjian, Knott, 2011; Powell,2019).  These are just some of the elements that contribute to anxiety and sensory overload. When someone with ASD experiences sensory overload then it becomes difficult for the person to process information and in turn makes it difficult for others to read their body language (Cooper, Post et al, 2018; Feather,2015; Hallet,2013). This is linked to social anxiety where the external environment creates a sensory overload and then the internal emotions react by means of the physical symptoms (Comberousse,2019). It is believed that anxiety is created by over arousal where the individual will effectively examine the surrounding environment scanning for signs of threat or danger (Ozsivadjian, Post et al, 2013). The process of scanning the environment then triggers the fight or flight mode and adrenaline levels will rise at a fast rate ( Camm, Post et al 2019). However, with non neuro-typical brains there is difficulty with managing the levels of adrenaline and the brain is unable to reduce the levels and return to the base line as a non neuro typical brain would. A non-neurotypical brain is constantly fluctuating in levels in comparison to the typical brain which remains at a healthy base line unless danger is sensed (Comberousse, 2019; Goss, 2016). 
People who have ASD also have varying difficulty regulating the negative thought process, as the person is persistently scanning the environment when there is a trigger such as a loud noise where  they will then overreact to the stimuli. However, this is difficult to diagnose as anxiety, as it is a contributing factor of ASD and its neurological chemistry (Helverschou and Martinsen, 2011; Hallet, Post et al 2013). Social factors make sensory overload very complex to deal with as there are elements of the environment that are out of the person’s control and stimuli which cannot be predicted such as lighting, noise, patterned wallpaper and busy environments. Therefore, controlling anxiety becomes increasingly difficult for the person and they become over responsive and constantly on high alert. This becomes an unconscious behaviour, but which can and has been reversed given the correct form of therapy (Ekman, Hiltunen, 2015; Powell,2019). Psychological arousal is maintained, creating a negative effect and feelings of insecurity. This in turn can develop into a long-term mental health problem as it is exhausting for the person to be continually in a state of fear and high arousal toward their external environment.  This would explain why many who have ASD become isolated and withdrawn from society (Camm, Post et al 2019; Shulamite, Ayelet, 2010).This could be a form of avoidance which is a learnt behaviour developed throughout their life, probably from a young age, and in turn is the coping mechanism they rely upon (Powell,2019).

Potential solutions
Early indications of anxiety have been acknowledged by clinicians in children of a young age, these include distress at getting hands or clothes dirty, getting wet from spilt drinks and so on (Feather, 2015). These have been recognised from early ages ranging upwards of two years old. These children are often later diagnosed with ASD. But not always – as many children go through ‘phases’ of obsessive and compulsive behaviours when young, Therefore, it is important to consider all other elements that present themselves with ASD such as difficulty communicating, restricted interests, a lack of eye contact and difficulty understanding emotions. Considering all the symptoms it is possible to recognise these issues from an early age if appropriate professionals are involved that have the relevant knowledge and training (Powell, 2019). Given that early diagnosis is possible, it can therefore be suggested that avoidance of severe ill-health is also possible with early intervention. Evidence suggests that if an early diagnosis is completed, then services such as family support groups, alongside therapy and speech therapy, can alleviate the pressure on the family and give them the tools to manage the condition effectively and in a positive manner (Kinyanjui,Post et al, 2016; Roma Post et al, 2014; Welsh Assembly, Wales, 2019). 
Typically, the prevalence of anxiety is higher amongst children and adults with ASD. Within ASD the most common forms of anxiety appear to be the phobias, Generalized Anxiety Disorder, Obsessive Compulsive Disorder, separation anxiety and social anxiety (Bennet, Post et al 2012; Ozsivadjian, Knott, 2011). It is therefore generally accepted that there is a close relationship between ASD and anxiety (Gobrial,Raghavan, 2012). However, there appears to be difficulties recognizing the anxiety as it is often mistaken for the symptoms or behaviours of ASD (Ozsivadjian, Knott, 2011; Ozsivadjian, Post et al, 2013). This in turn makes diagnosis of the specific anxiety difficult for the professional. 
There is a tendency to overlook comorbid mental health problems in a person with ASD. Anxiety symptoms are commonly linked to the symptoms of ASD in preference to seeing the anxiety as a separate issue from the autism (Crespi,2016; Hallet, Post et al 2013; McMillan, Ruth – Najarian, Chorpita,2016). It is said that the symptoms of anxiety have been suggested to be lesser than that of the autism condition. For example, key elements of ASD can be persistent questioning, distress, obsessive behaviour, irrational thinking, verbal and physical rituals and abnormal communication (Comberousse, 2019; Cooper, Post et al, 2017). If a physician were to be presented with these symptoms and were aware the client had ASD then  the presenting issues could be instinctively linked to the ASD. However, with close examination of these symptoms it is feasible that these symptoms can also be linked to that of anxiety, the symptoms of both ASD and anxiety, depression and OCD overlap (Bennet, Post et al 2012). 
Symptoms of Anxiety in ASD, Cognitive and Somatic  
There are two main categories of anxiety, these are somatic and cognitive. Somatic symptoms are recognised as the physical symptoms including sweating, shaking, hyperventilating or shivering which can be observed and recognised by professionals (Comberousse, 2019). However, the cognitive aspect of anxiety is reliant on the client through their verbal description of the symptoms, which given that people with ASD may have difficulty communicating verbally,  may cause difficulty with the diagnosis. 
It is difficult to read the body language of people with ASD as their body language does not necessarily reflect the true feelings and emotion that they are experiencing at that present moment (Hodge,2013; Marchezan, Post et al, 2018). This demonstrates the difficulties that a counsellor would have when working with a person who is not Neurotypical and places emphasis on the need for more intense training. It is suggested that a person with ASD is three times more likely to develop mental health issues in comparison to that of a non ASD person, the risks of suicide are greater and can be accounted to mis diagnosis early on. Early intervention is essential to treat the anxiety before it reaches a more severe stage where suicide becomes prevalent, (Cooper. Post et al,2017; National Health Service, (B), 2019; Ozsivadjian, Hibberd, Hollocks , 2013).

Counselling 
Best Practice
Firstly, it is important in this dissertation to consider what counselling is, to have a workable definition for comparisons. There is no single definition of this as it is an overarching concept across the practice of Counselling. It is generally accepted that counselling is a talking therapy with involvement of a trained therapist in the listening role (Feltham and Horton, 2012). The therapist should assist clients in processing their emotions and work through the cause of their psychological distress. This should be in an impartial confidential space, allowing the client to talk openly about their feelings in a way that empowers them (Hodge, 2013). Clients should be encouraged to confront their issues and problems to restore a sense of wellbeing into their lives. Counselling can be used to break down the most severe forms of psychological distress, ranging from rape, abuse, PTSD and mental health. All therapists must obtain suitable qualifications and have the experience and competence to practice safely (Feltham and Horton, 2012; McLeod and McLeod, 2011).
The client often places their trust within the therapist from the moment they enter the room, therefore it is unsurprising that clients can feel vulnerability. It is important to discuss the impact of this vulnerability on the therapeutic relationship (Connolly, 2016). Therapy does not only relate to mental health but includes many other aspects connected with the client’s life, such as philosophical, social and spiritual elements. These are primary aspects that enable the client to meet internal needs and emotions, allowing personal growth and engagement with therapy (McLeod, McLeod, 2011). Sigmund Freud believed the positive therapeutic relationship between therapist and client to be the key element to successful therapy. This leads to the question of “What defines the therapeutic relationship? There are many elements to this. However, the essential qualities are caring, a bond of trust between the client and the therapist of mutual effect, respect, an agreement on goals of the therapy, collaboration of the work, and mutual agreement on the tasks of the treatment (Connolly, 2016) (Comberousse, 2019). There must be an element of shared decision making for both therapist and client to develop trust between one another, this is a gradual process Feather,2015). There also must be honesty between both parties, to allow both the client and the therapist to openly talk about the here and now which  then allows for the client to correct what is not working for them within the sessions Hodge,2013). It also allows a shared sense of ownership  (Camm, Post et al 2019). The therapy requires commitment and hard work from both the client and the therapist and it would be wrong to presume that every relationship instantly works well, as all relationships have difficulties and this is also the case with the therapeutic relationship. However, what is important is how the problems are resolved. It is important that the therapist has the openness and willingness to adapt the therapy to meet the needs of the client (Cooper, Post et al, 2017; Comberousse, 2019; Ekman, Hiltunen, 2015).



Potential solutions
Research has suggested  that for some client’s therapy does not work  (Murphy, Post et al,2017). For example: people with ASD and high levels of anxiety have needs that cannot always be met by the therapist, regardless of the therapist skill set, as environmental factors can outweigh this. These environmental factors maybe the room layout, lighting, noise, these can all contribute to the therapeutic process being disrupted (Powell,2019). Recently the introduction of items such as stress relief balls, fidget spinners and sensory equipment has been introduced within the therapy session and has proven to be successful in easing the anxiety levels which in turn allows for the therapeutic relationship to develop (Cooper, Post et al,2017). Without  the use of these items, and very often, the anxiety proves to be overwhelming and is disruptive to the session. These may seem like small changes that are being made, however they are proving to be very effective. This demonstrates how environmental training for ASD clients can make a difference to the services provided and  many services are now on board with these changes which  benefits both the counsellor and the client. as the therapy is proven to be more effective (Murphy, Post et al, 2017; Powell,2019;  Kinyanjui, Kettaneh, Harley, 2016).                    
Rationale for this Dissertation
My reason for choosing this subject is to address the difficulty of accessing services for those who are non neuro- typical. It is of key importance to consider the complex difficulties that counsellors have in working with ASD, how to address these difficulties and what are the problems that may affect counsellors and the clients within counselling. This area is under researched by academics and the literature  would benefit greatly from  further academic research (Cooper,2017). It is imperative to identify between the practitioners and academics view point on the use of counselling within the subject of ASD and this research seeks to investigate the use of therapy with people who have ASD and this will include Emotion Focused Therapy and CBT.  Counselling is widely available for those of a neurotypical brain. However, having examined recent literature (Cooper,2017) it has shed light on the lack of accessibility of counselling for those with ASD.   



The therapeutic relationship- current challenges and their future solutions
The Therapist – client relationship – ASD clients
Autistic clients potentially have problems in psychological contact with others, this in turn can affect the development of a therapeutic relationship. The therapeutic relationship is essential in counselling, and in the ability for therapy to progress (Comberousse, 2019; Crespi, 2016). Rogers claims it to be one of the first conditions, based on the belief that everyone has the innate ability to grow but an environment with strong sense of openness and acceptance is required to do so (Feltham, Horton, 2012; McLeod and McLeod,2011). Clients should also feel that they are seen with unconditional positive regard (Robinson and Elliot,2016). The strength of these requirements was compared to that of a tree that will not grow without food and water, similarly a person cannot grow without the core conditions of congruence, unconditional positive regard and empathy (Robinson and Elliot, 2016; Robinson and Elliot,2017). 
Rogers believed that the way an individual perceives a situation impacts their behaviour. The individual knows themselves best, with a basic motive to self-actualise and to reach one’s own potential ( McMillan, Francis, Ruth - Najarian, 2016). Self-actualisation consists of an individual’s vision of their ideal self and a person who can self-actualise in a healthy way is considered a fully functioning person. However, the conditions need to be right for this to be achieved (Robinson and Elliot, 2018; Robinson and Elliot, 2019). This includes the therapeutic relationship which must be strong enough to enable us to thrive and develop. Rogers’(Rogers, BACP,2016) also acknowledges that the fully functioning person is an ideal and not necessarily always achieved as life is consistently changing and the individual constantly adapting. This also applies to the therapist, generally perceived as a fully functioning person, however, they are also human and experience life as everyone else does (Bennet, Post et al, 2012; Robinson and Elliot, 2017; Uljarevic, Hamilton, 2013).

Challenges
In considering Rogers’ core elements, the challenges present in working with non-neurotypical clients and most importantly, the connection between the client and counsellor, difficulties maybe present within the therapeutic relationship (Cooper, Post et al, 2017; Goss, 2016). ASD clients have difficulty in conveying inner emotions to the therapist which can slow progress and it is therefore difficult for those with ASD to read emotions and facial expression, combined with a language barrier this sometimes results in a lack of required basic elements as described by Rogers (Earl, Post et al 2017). These would need to be overcome for the development of the therapeutic relationship to progress, enabling the client to access inner emotions and painful experiences. This would usually be the process for clients with neurotypical brains, but how would a person with a non- difficulties neurotypical brain function respond (Comberousse, 2019; Cooper, Post et al,2018; Gobrial, Raghavan, 2012; Hodge,2013)
A second difficulty in clients with ASD is the potential for language development delay, which can create a barrier in communication between the therapist and client (Bennett, Post et al, 2012;Cooper, 2017; Feather, 2015). Language can be rigid, and understood literally, and spoken in a monotone manner. Communication can also be compromised by difficulty in understanding cues and maintaining eye contact. This can create difficulties in recognising emotions, understanding of words and in fluidity of the therapy for both the client and the therapist (Robinson and Elliot 2019). However, generally people with ASD want to connect with other people, and although difficult, it is not an impossible process. However, the key element of enabling the client to connect, is for the therapist to adapt to the client ( Bennett, Post et al, 2012). The client would find it extremely difficult to adapt however the therapist would have the capabilities and knowledge to do this as with the most up to date research we are able to understand the triggers and adapt in accordance with the clients’ needs (Hodge, 2013; Uljarevic, Hamilton, 2013).
Counter - Transference
There is often a barrier between the client and the counsellor when ASD is present, this could result in what is referred to as countertransference. This refers to the counsellor transferring their own insecurities of working with ASD on to the client ( Bennett, Post et al, 2012) . This is detrimental to the client and their wellbeing, if the therapy were adapted as standard by multiple agencies then this could normalise adaptive therapy for clients with ASD. Social acceptance of these conditions in turn can impact on the level of training given as standard, which could result in the normalisation of these services (Post, Post et al 2012; Connolly, 2016). 
It is often  believed that people with ASD have a lack of empathy for others, presenting as an inability to see things from other perspectives and an inflexibility about routines and patterns (Ekman, Hiltunen., 2015; Hodge,2013). It is therefore considered problematic for the client with ASD to engage with the therapist, particularly with use of techniques involving adapting thought patterns and behaviours. Additionally, they can be hypersensitive to their environment including smells, noises and fabrics around them (Crespi,2016; Gobrial, Hallett,2012; Raghavan, 2012). This in turn creates emotional deregulation and over stimulation, causing a loss of focus and engagement with those around them, inducing feelings of insecurity, fear and high levels of anxiety (Marchezan, Santos, Deckmann, 2018). The consequences of this on the therapeutic relationship, maybe that it is more difficult to engage with the therapist and will take longer for the therapeutic relationship to develop which will be frustrating for both the therapist and the client, particularly in terms of the rigid thought process as it will take longer to explore the emotions and will be more difficult for the client to explore at a deep level (Bennet, Post et al, 2012; Goss,2016) . 
The sensitivity to one’s environment is prevalent within people who have ASD and can create a fight or flight reaction. Therefore, people with ASD generally maintain strict routine and structure as this provides a sense of safety and comfort ( Helverschou, Martinsen, 2011) . The need for familiar surroundings is overpowering for their senses and unless they can meet these needs then they could possibly reach crisis point (Robinson and Elliot, 2017). It can be difficult to understand the emotions of someone with ASD as they would not use facial expressions to show how they feel in comparison to someone of a neuro typical brain where an individual would usually smile when they are happy or cry when they are sad, for example (Connolly, 2016).  
Therapists have reported a lack of self confidence in their own ability to work with autistic clients, which they explain with reference to their lack of training. They report that they would rather not work with autism and would rather work with someone of a neuro-typical brain (Robinson and Elliott, 2016), (Camm, Post et al, 2019; Cooper, Post et al 2017; Kinyanjui, Kettaneh, Harley, 2016).The most reported barrier to the therapy was found to be the rigid manner of thinking which in turn the therapist finds frustrating alongside the longer length of time that the therapy takes. This provides some answer  to if and why the services are limited and very difficult to access (Connolly, 2016; Feather, 2015).  



Current Practice
[bookmark: _Hlk57797479][bookmark: _Hlk57797582]Within Wales, mental health services are in demand, therefor it is crucial that the most effective and affordable forms of therapy are funded. To date, CBT and EFT meet these requirements and they are commonly used within the NHS. (Welsh Assembly, Wales,2019). CBT and EFT are both effective when used with diagnosis of ASD alongside high levels of anxiety. However, EFT and CBT have different approaches. For example,  EFT is an emotion focused therapy that has been adapted to include routine and structure. One example of this is the use of recording sessions and playing them back to the client, and in turn, this allows them to engage in the emotional process whilst maintaining routine and structure (Robinson and Elliott, 2017) CBT is regarded as a cognitive therapy based upon the use of goals and is considered a more structured therapy but has included elements of emotion focused therapy (Cooper, Post et al, 20170; Ekman, Hiltunen,2015). Both have benefits when used for a person diagnosed with ASD and high levels of anxiety as both have the required elements of structure, routine and addressing emotion which is adapted to the needs of the individual, therefor it is fair to say that the funding of both therapies are crucial (National Health Service, (A), 2019; National Health Service, (B), 2019)     
Challenges
While the amount of empirical studies in this area is not insubstantial, it might still be argued  that this reflects an evident requirement for improvement within the services available. There are very few pieces of (McGillivray,2014; Connolly,2016; Robinson,2018) written research based on the use of CBT and EFT with a person of non-neurotypical brain and limited evidence of proposed changes required to work with that of a neurotypical brain. The limited research published shows a willingness and requirement to adapt the therapy to meet the needs of a person with ASD, so in turn it is apparent that there is an element of awareness of what is required. However, there appears to be an element of reluctance in implementing these changes.  This will not be down to a singular reason, there will be several reasons for the delay in changing the way we engage and provide services to people whom are ASD (Cooper, Post et al, 2017; Ekman and Hiltunen,2015; Robinson and Elliot, 2016; Storch, Post et al, 2015).
The first of these reasons is the type, or possible lack of, training within the area of ASD. All counsellors must complete a university level degree. Firstly, the degree does not always cover elements relating to people who are not of neuro typical brain (Cooper, Post et al,2018). Secondly, it does not always cover neuroscience (Connolly, 2016; Goss, 2016). It would be fair to say that this is beginning to change, there are now specific courses available for counsellors, however these can come at a cost to the counsellor. If these courses were made more accessible to the counselling profession, then this would benefit both the counsellor and the service users greatly. Perhaps if a student counsellor had elements of both neuroscience and Counselling as standard within their training then they would be more prepared and able to work with people who are ASD. If their teaching involved exploration of how you would need to adapt your counselling skills for ASD and the high level of anxiety associated with ASD, then the counsellor would be more confident in their own ability and perhaps more prepared (Cooper, Post et al, 2017).For example, a person who has ASD may require strict routine, with any changes raising anxiety levels. This also applies to the language barrier, where a person with ASD will take what is being said literally and will also require longer to process thought and feelings presenting as difficulty to read body language and facial expressions. All these aspects are key elements for a successful therapeutic relationship (Bennett, Post et al, 2012; Comberousse,2019;  Hallett, Post et al, 2013). However, if the counsellor is not aware of these requirements and the difficulties a person faces with ASD then there may be detrimental effects on the client (Cooper, Post et al, 2017). 
In relation to including an  element of neuroscience within the training, it has been argued that this is purely psychology and so does not belong on a counselling course (Cooper, Post et al, 2018). This is psychology based, however including a basic element of this into the counselling education would allow the counsellor to understand how the non-Nero typical brain works differently to that of a neuro – typical one, which in turn would allow an understanding of why the client requires the adaptions and also what adaptions are needed (Cooper, Post et al, 2017; Goss, 2016). There would be less likelihood of a misunderstanding of the cognitions and thought processes experienced by the client, which would give the counsellor more confidence in working with clients with ASD. It has been highlighted recently of the lack of confidence that counsellors have in working with ASD clients, presenting as a shortage of available therapists (Cooper, Post et al, 2017; Goss, 2016). However, if this were addressed by means of educating the counsellor within this area then this could potentially influence the change required that will improve the services that are currently offered (Kinyanjui, Post et al 2016). 

Moving forward
Dynamics of the therapeutic relationship are significantly impacted by the presence of ASD with high levels of anxiety. This can include general relationship difficulties, whereby the client does not respond to therapy as intended. This could be because they have difficulty in processing their emotions effectively, when compared to a neurotypical individual. However, it is important to acknowledge that adaptations within the therapy continue to progress, for (Storch, Post et al,2012) example the inclusion of items such as fidget spinners (to alleviate anxiety) and other stress related items such as art therapy. ASD training and environmental factors are now considered a key factor to consider when providing therapy, therapists and the sector are evidently becoming more aware of the needs related to ASD diagnosed individuals. This has been improved alongside the increasing development of neurobiology research and its inclusion in work with ASD and professionals as one service. These factors combined have allowed the treatment to gradually become more accessible and successful (Cooper, Post et al, 2017; Ekman, and Hiltunen,2015; McGillivray, Evert, 2014). 

Medication
Current Practice
There have been recent developments in the overuse of antipsychotic drugs amongst people with ASD whom do not have schizophrenia or other related psychosis. It has been recognised by the NHS that antipsychotics should not be prescribed to ASD children (National Health Service (A), 2019; National Health Service, (B), 2019).Several risks are associated with the over prescription of these drugs. Guidelines advise that antipsychotics should be prescribed to treat mania, hypomania, and bipolar disorder only. Guidelines do not include ASD ( Camm, Post et al, 2019; Stein, Murray, 2019). Long term effects of these drugs can include increased depression, excessive weight gain, epilepsy, respiratory disease, and diabetes. Very little evidence exists to support success of these drugs as a treatment for the behaviours caused by anxiety and ASD (Gravitz, 2017). The purpose of these antipsychotic drugs is to treat psychotic disorders. In prescription with ASD, only aggressive behaviours are considered regardless of the lack of a psychotic disorder ( Stein, Murray, 2019). 


Challenges
When considering the use of these antipsychotics and the counselling relationship there are many concerns which create a barrier between the counsellor and the client. These are recognised across the board (Connolly, 2016). Research shows that the side effects of the drugs may make it difficult for the client to make psychological contact with the counsellor, depending on the strength prescribed as the side effects can influence their thought process (Murray.2019). For example, the antipsychotics can either numb the emotions or in contrast make them over emotional. Side effects of taking the antipsychotics often include depression in which they are then prescribed anti-depressants, the cocktail of drugs can affect the thought process and have an adverse effect on the rational of the person (Gravitz, 2017). This may affect the way in which the person communicates to the counsellor (Connolly, 2016; Cooper, 2018; National Health Service, (A), 2019). 
[bookmark: _Hlk55571344][bookmark: _Hlk57742322]Given this sort of evidence  it is possible that the use of drugs can create a barrier between counsellor and client. There needs to be consideration of the level of medication the client is on, if they are prescribed a high dose this in turn will make the session extremely difficult, if not impossible for the therapist as the client will be heavily medicated (Gravitz,2017) and they will be unable to engage with the therapist ( Cooper, Post et al, 2017; Figueiredo, 2018; National Health Service,(A), 2019; National Health Service (B), 2019). 
It is thought that this is due to the anti- psychotic related somnolence which is argued that it is supported by the high rate of depression found within this group (Figueiredo, 2018) may create a high risk factor for the therapist and it could be argued that this is placing to much responsibility upon the therapist, there has to be a level of acceptance that therapy is not always going to work in some cases. Therapists are not doctors, and the level of skill set has to be taken into consideration and therefore there is a responsibility to take the therapists needs alongside the clients into focus.
Potential Solution
A recent study completed by the NHS England found that individuals who used the drugs long term were more likely to be hospitalised for depression, attempted suicide and self-harm at a much higher rate than those whom were not on the anti-psychotic drugs (National Health Service, (A), 2019; National Health Service, (B), 2019). Research conducted by the National Health Service in 2018 found an over-prescription of antipsychotic drugs were not appropriate. The study focused on the prescription of Hypnotics, Anxiolytics, Antipsychotic drugs, Antipsychotic depots, Anti – depressants and Anti - epileptics  (Figueiedo,2018; National Health Service, (B), 2019). Prescription drugs were often found to be ineffective with ASD and high levels of anxiety and long-term side effects of the drugs were liver and kidney damage, depression and psychosis. Therefore, it was recommended that these drugs were only used when all other alternatives such as talking therapy had been exhausted and there was a risk to life. This study led to implementation of a programme referred to as (Stomp) “Stopping over medication of people with a learning disability, autism or both”, the intention of the programme is to minimise the use of drugs and seek alternative methods of treatment such as CBT and EFT whilst ensuring that funding remains for these treatments to continue and further develop them (National Health Service (a), 2019).    
It is to be hoped that the introduction of programmes such as STOMP will alleviate the overuse of drugs throughout other services such as the private sector. In 2011 an investigation took place following a report by panorama of over prescription of antipsychotic drugs at a private mental health hospital called Winterbourne view (National Health service,(A), 2019; National Health Service, (B), 2019). It was reported that patients were being given high levels of antidepressants and antipsychotics to control the behaviours associated with ASD alongside other learning disabilities. There were also claims of physical and psychological abuse of patients (Post, Post et al,2012).
These drugs were prescribed to manage the aggressive, self-destructive, and repetitive stereotyped behaviours associated with ASD. However, the NHS have reported there is very little evidence that confirms long term effectiveness of these drugs. In contrast, they may be more harmful in the long term. It can also be considered that the short-term use of sedatives with severe behavioural crisis can be productive and the NHS stated that the long-term use of these drugs can be severe and life changing (National Health Service (A) 2019; National Health Service, (B), 2019).
Way forward
Considering the recommendations made by the National Health Service (STOMP) and in response to the issue regarding potential over-use of various medications, the recommendation within the medical field is that antipsychotics are to be used if every other option has failed and if there is a risk to life (National Health Service, (A) 2019). The aim of the programme is not to deny the use of these drugs but to reduce the unnecessary use of them, to encourage the use of other psychological interventions such as counselling and inclusion of psychologists (Welsh Assembly Wales,2019). The proposal of the NHS is to reduce the drugs currently being used with careful monitoring of the patient (a planned supervised dose reduction) with the aim of giving the person a better quality of life. The NHS firmly believe that this can be done safely by gradual reduction which, in turn, will result in complete withdrawal from the drugs and are advising instead that a more person-centred approach is required (Figueiredo, 2018; National Health Service (A), 2019; National Health Service, (B), 2019).
In order to support the use of services such as counselling and psychotherapy the goal is to manage the use of medication  and give  appropriate doses which allows for treatments such as counselling and psychotherapy to be successful alongside the use of medication. In this case, the counselling can be managed at a slower pace than that of a neuro typical person. Good management of medication is paramount if the person is to have a good quality of life, this is what the NHS want to achieve in the future. If agencies work together, then there is no reason why this cannot be achieved,  (Bennett, Post et al 2012; Cooper, Post et al, 2017)      
Several risks are associated with the over prescription of these drugs. Guidelines advise that antipsychotics should be prescribed to treat mania, hypomania, and bipolar disorder only. Guidelines do not include ASD (National Health Service, (A), 2019; National Health Service, (B), 2019). The purpose of these antipsychotic drugs is to treat psychotic disorders. In prescription with ASD, only aggressive behaviours are considered regardless of the lack of a psychotic disorder (National, Health Service, (A), 2019; Post, Post et al,2012; Stein, Murray, 2019). 
Challenges
 A forementioned research brings into question  why some ASD clients do not respond to the therapy. It is believed that there are few key elements that may explain this. 
Some of these elements are the myths related to ASD which can and have been reported to create a barrier. This is thought to be due to the preconceptions that the therapist may hold. This is understandable given that we continue to learn about ASD and to date we do not know everything about the condition. A common myth is that people with ASD do not hold eye contact, this is untrue however as the eye contact is more limited to that of a neurotypical person(Bennett, Post et al,2012). Secondly, it was thought that someone with ASD did not show or feel affection. Again, we now know that this is not true, they do feel and display affection (Cooper,2017; Shulamite, 2010). However, this again would be limited in comparison to someone without ASD. As a consequence of  these myths the preconception has been developed that ASD people do not feel or express emotion. The simple fact is that they struggle with their expression and awareness (Crespi, 2016) and the long-term impact when a person is labelled with a condition in this case ASD the preconceptions can form a barrier between the therapist and the client. For example, before having met the client there maybe thoughts that the client could be difficult to work with and will have difficulty expressing emotion throughout the therapy. 
Best Practice
Research has shown that it has in the past created a barrier to working with ASD, therapists have reported feeling that working with someone who is ASD is outside of their expertise (Cooper, Post et al, 2017). The therapists need to be myth free, when the client starts the treatment the therapist must have a completely open mind, seeing ASD in a client? (Robinson and Elliot, 2017; Uljarevic, Hamilton, 2013). They are individuals and therefore have individual strengths and weaknesses and if the therapist learns what the client’s strengths are, then there is a greater chance of the therapy being successful and a greater chance of the client’s reaching their chosen goal. If the therapist perceives the client’s limitations as potential strengths, then this can lead to a better understanding of how to work to the best of their ability and develop limitations into strengths (Post, Post et al 2012). However, if the therapist allows the ASD to be a barrier, then this will limit the working potential with the client. The therapy will then be a slow process and may not be productive. The therapy has proven to be more effective if the common traits of ASD are viewed as a strength (Bennett, Post et al 2012; Cooper,2017). For example, the way in which they pay particular attention to detail, or the structured routine that ASD people often need, can be used within the therapy to work with the client. If the client has a high level of anxiety and social anxiety, then it is said that one to one counselling is more effective than group counselling. Again, this is about adapting to the individual needs as a diagnosis of ASD can be broad in the symptoms and behavioural traits (Hodge,2013) . Overall, it is considered that a structured environment is required to elevate any stresses the client may have and to avoid over stimulation, a flexible and creative approach is required (Figueiredo,2018; Gobrial, Raghavan, 2012).
The clients may not necessarily be biologically able to adapt to being what is perceived as normal and it is important that counsellors are aware of this. The risk is that the counsellor treats the client as though they have to adapt and become normal in comparison to the more positive and effective approach which would be to accept that the client cannot conform to the normal behaviour perceived by society and work with their strengths (Goss,2016) Trying to get the client to adapt will only lead to frustration for both the client and the counsellor (Connolly, 2016). It may be considered beneficial to both the counsellor and their client to work outside of the box and to not follow the structured rule book associated with counselling and to work with a completely open mind, considering any within reason adaptions (Bennett, Post et al,2012; Cooper, 2017;Comberousse,2019).
Ways Forward
It is argued therefore, that change is required by everyone involved from higher level management to service providers. However, a high level of commitment is required for change and money alone will not make this change happen. Commitment, education, improvement in services and a level of social acceptance; these are key elements to the change happening. It is important to acknowledge that the project completed by the welsh Assembly was not completely unsuccessful, there have been success stories within service providers but more needs to be done as concluded by the welsh asembly, (Camm, Post et al, 2019; Kinyanjui, Post et al, 2016). 
The main area that appears to need improvement seems be the limited training within neurobiology and specialist training within the area of ASD, if the training opportunities were made more accessible therapists would be more able to implement suitable adaptations, The lack of adaptations limits the opportunity for a therapeutic relationship to develop (Welsh Assembly Wales, 2019)
For example, a recent survey was completed in 2017 by the University of Bath. The survey consisted of fifty qualified therapists who were confident in their ability to work with clients of neuro typical brain (Cooper, Post et al,2018; Kinyanjui, Post et al, 2016; Roma, Post et al, 2014). The survey evaluated the therapists’ skills, experience and confidence in adapting CBT whilst working with autistic people. The report demonstrated a gap in clinical knowledge and a shortfall within the training offered . 
Potential solutions
In order for treatments and outcomes to improve for future services it is vital that identification of the weaknesses in current practice is recognised and amended by both the service providers and the training programmes currently offered (Bennett, Post et al,2012; Cooper, 2017; Cooper, Post et al,2018; Ozsivadjian, Post et al, 2013). By working together within the profession, progress can be made, and services offered to people with autism can be given effective treatment. In this study there were key elements recognised by the participants as having an impact on the therapy they were able to offer. These elements were Rigidity in thinking, adapting to a slower pace of working, adapting to the client’s slower process of thoughts, difficulty developing a therapeutic relationship and difficulty communicating. It was agreed by the participants of the study that more time was needed to adapt, written resources were required, therefore the therapy was more time consuming and progress was slower as the Client had difficulty recognising emotions thus making it difficult to explore the emotional distress (Cooper, Post et al,2018; Robinson and Elliot, 2017).
Contents of the existing literature reviewed, stated that counsellors were not confident in working with people with ASD or felt that they did not have the skill set required. There have been adaptions to therapy to meet the needs of ASD clients, however the development of this appears to be of a slow growth. There are many risks to consider when working with a client with ASD including the use of medication and the effects of this, possible triggers and difficulty in communicating. These findings bring into question ‘are we meeting the needs of clients” (Cooper, Post et al, 2018). 
It is acknowledged that the therapist, alongside having a strength-based approach, should possess an active awareness of the struggles of the client’s families i.e. parents, siblings and dependents. The age and independence of the client will determine the level of family support that is required and how best to work with the family (Cooper, Post et al,2018). As previously discussed, the impact of ASD and the myths associated with ASD mean that it is vital that the families also carry a strength based approach as this creates a partnership and enables the client to progress far more effectively if the approach is consistent in all aspects of their lives (Cooper, Post et al, 2018). Family involvement is extremely important at this stage as it enables the transference of the therapy to the client’s everyday life. However, this is not always feasible as it would be reliant on the willingness of the family and the relationship the therapist has with the family (Connolly, 2016). As with every aspect there are limitations to be considered including factors outside of the therapy room. In order to support the therapist with this aspect there have been made available forms of family therapy which have proven to be beneficial (Figueiredo, 2018) .

 Recommendations
Based upon the available literature, recommended action includes equipping therapists with sensory related objects such as lights, music, sand and water play, and finally visual objects such as pictures, thus demonstrating the idea that this may be classed as a specialist’s area of therapy. In recent years there have been positive changes made however (Kinyanjui, Post et al, 2016; Powell,2019). Nonetheless, a further extension of the therapist role is required in comparison to that of treatment for neurotypical client. Is it then fair to say that standard training within the counselling sector may not meet the requirements and that further training
should be completed if the therapist chooses to work within this area? (Connolly, 2016; McMillan, Post et al, 2016). This question will now be addressed.
An important aspect of this dilemma is the ethical obligation that the therapist must have and adhere to. Counsellors must have the basic knowledge and understanding of ASD and be fully prepared if they are to work with the client, they must have a personal awareness of their skill set and be prepared to update their skills regularly, and to seek advice and guidance when needed. This is their ethical obligation to the client and the family (Robinson and Elliot, 2017).  If a counsellor works outside of their competency, they will be putting the client at risk of further psychological distress, so it is important that the counsellor is active in research of the condition and how to actively provide the best practice. Counsellors can play a dynamic role in the treatment of ASD,  It is important for the counsellor to believe and be positive (Connolly, 2016; Cooper, Post et al, 2017)  The counsellor must have a level of knowledge of the outside risks such as availability of support, relationships, and social economics. These are all contributing factors that must be consistently monitored, as  there is a high level of responsibility on the counsellor to act accordingly to ensure the safety of their work and their treatment ( Ekman, Hiltunen, 2015). However, it is not mandatory to have these extensions of their skill set to work with ASD to date, so it would be fair to say that it is difficult to monitor. Could there be the potential of high risk to ASD clients due to the training not being mandatory? It has been suggested that this to be included in standards of practice but is not yet established (Bennett, Post et al, 2012). An exploration of the effectiveness of specific forms of counselling on the outcomes of psychotherapy with people with ASD might also focus investment and training within the UK/Wales which in turn will encourage further growth within the treatment of ASD.

Applications of ASD within current therapies
Recommended Therapies
There are many forms of counselling in use. However, a consistent point across all forms is the talking and listening aspect. Some forms are client led, for example humanistic, whereas others are therapist led, such as Cognitive Behavioural Therapy (Feltham and Horton, 2012; Storch, Post et al, 2015). No medication is prescribed within the counselling profession, any medication prescribed to clients would have to be provided from someone within the medical profession. In contrast, counselling aims to enable clients to develop their own coping mechanisms for past and current causes of their psychological distress (Storch, Post et al 2015). 
Cognitive Behavioural Therapy
Current Practice
Cognitive Behavioural Therapy (CBT) is a significant therapist led form of therapy which addresses psychological and psychosomatic issues. This was developed in 1976 and further advanced by Beck (Beck,1997; Prouty, 2007). These talking therapies encourage the client to explore their emotional distress and its impact on their emotional wellbeing (Feltham and Horton, 2012) but this can be a long-term process. Counselling addresses dilemmas and encourages problem solving on the client’s behalf and it should be emphasised that commitment is required from the client for this process to be achieved successfully. CBT is used to treat psychological disorders such as Anxiety, Schizophrenia, Depression, Post Traumatic Stress Disorder and Obsessive-Compulsive Disorder ( McLeod and McLeod, 2011; Robinson, 2019).Cognitive Behavioural Therapy is based upon the assumption that cognitive thought patterns can be changed, in turn correcting behaviours (ranging from problematic to catastrophic thought patterns). Human cognition has a clear impact on physical wellbeing and neurochemistry. For example, when danger is detected, (Rogers,BACP,2016) fear is the emotion felt, which triggers the amygdala to release adrenaline and cortisol, this directs oxygenated blood flow to the major organs including the heart, to prepare the individual for a fight or flight response (Feltham and Horton, 2012; Storch, Post et al 2015).
Challenges
Three main aspects of cognition are discussed in the literature specifically demonstrating the adaptations that have been m . The first of these is information processing, in which information is received from the internal and external environments, in turn processed by the appropriate sense organs and brain regions  A lot of different factors can impact upon information processing - stress, anxiety, other 'mental illnesses'  (Ekman, Hiltunen, 2015; Storch, Post et al,2105). The second is automatic thoughts. These can be referred to as spontaneous cognitions, part of our internal dialogue and consisting of unplanned thoughts. Finally, schemas are hypothetical cognitive structures consisting of sets of related information, allowing filtration of the information we receive. These are socially learnt, based on underlying rules, and sets of beliefs learnt from life experiences and peers. Schemas are important in filtering out irrelevant information regarding current context, allowing individuals to focus on the primary thought and actions required (Cooper, 2018; Ekman, Hiltunen, 2015; Walters, Post et al, 2016) A main assumption of the cognitive approach to therapy and acted upon in CBT is that psychological distress is caused by faulty maladaptive information processing and unhealthy schemas, rather than the experience itself. CBT therefore aims to correct these schemas and processes, in turn correcting the behaviour (McGillivray, Evert , 2014).  
Errors in thought processing can cause several different reactions in individuals. This includes arbitrary inference, involving reaching of conclusions about events without evidence. Dichotomous thinking is a common response, involving thinking in extreme ways and use of ‘always’ and ‘never’. This is linked to catastrophizing; individuals always consider the worst-case scenario without considering the full picture. Finally, personalisation is common, a belief that someone is ignoring them when it may be the case that the person was upset of preoccupied with their own issues at the time (Feltham and Horton, 2012; Storch, Post et al, 2015).Maladaptive thought processes could be due to several causes including childhood experiences and the social environment experienced which may not have provided the child with coping skills for their external environment (Loades, Russel, 2016; Murphy, Post et al 2017). This can continue into adulthood if not resolved. Physical conditions experienced can also create unhealthy cognitions and encourage internal and external stress. 
Potential solutions
For change to take place the therapist must aid the client to alleviate their emotional distress and enable the client to make changes to their behaviour and thought process. CBT is a solution focused therapy with the primary focus of achieving such goals (Storch, Post et al 2015). This requires commitment and active participation from the client as collaboration between both the therapist and client are paramount. Cognitions are the focus of the therapy in which the therapist helps the client set goals and make sense of the unhealthy maladaptive schemas and plan behavioural change, finding methods to resolve the problems (Loades, Russel, 2016). 
CBT is a directive form of therapy focusing on the core conditions of empathy, congruence and unconditional positive regard recognised by Rogers. These are used alongside skills and cognitive techniques which the therapist needs to be committed to applying throughout the therapy, these skills are as follows: 
Within the therapy disciplined questioning is used to encourage the client to rationalize the thoughts for example “what’s the worst that can happen if you” .this is referred to as Socratic questioning and encourages the client to work through the presenting issue and allows them to look at the advantages and disadvantages of their beliefs, presenting a cost benefit analysis form of thinking (Storch, Post et al,2012). 
Looking at the presenting problem from another person’s point of view is often used in CBT. This is referred to as an alternative perspective and is said to be effective in helping the person think in a less ridged manner. Part of the analytic process within CBT is to write down how they feel, describing their emotions within the present time which in turn allows them to process the emotion and rationalise, looking at the evidence that may or may not support these thoughts(Storch, Post et al, 2015; Feltham and Horton, 2012).
Techniques to address the behavioural aspect of the negative thought include exposing the client to face their fears for  example they may be afraid of driving on a certain road, the client will then be exposed to driving there and will enable the client to rationalise the fear, again looking at the presenting evidence that they came to now harm driving down the road the feared which re enforces the fact that the thought was irrational (Ekman, Hiltunen,2015) .
Monitoring activities have proven to be effective, this is done by documenting their daily activities using a score system of 1-10 for their emotions, by doing this they can then see the gradual progress being made and in turn motivates them to continue with the process. As the client progresses through therapy there becomes an increase in activities which then reinforces the positive thought process and behaviours (Feltham and Horton, 2012; Storch, Post et al, 2015).Relaxation techniques are often used, this may be practising breathing techniques to calm down the physical symptoms of the anxiety, the use of music or items such as fidget spinners (McGillivray, Evert , 2014). 
Based upon empirical evidence CBT has proven to be a key part of therapy for the use in ASD and high levels of anxiety. Therefore, the contribution CBT has made to those whom are diagnosed ASD is invaluable which  is due to the flexibility of the therapy and the way in which it meets the individuals needs at a level and a pace that can be safely applied by the client and the therapist (McGillivray, Evert,2014). CBT is cost effective too and can be accessed by people of all ages with no discrimination of ability. Finally,  CBT is flexible in the issues that can be treated and again can be adapted to all demands from the lowest levels of anxiety to the highest levels of anxiety, issues such as physical, mental abuse there is very little evidence to suggest that CBT cannot meet the needs of the client given the correct therapist CBT has a high success rate (Shulamite, Ayelet, 2010). 
Emotion Focused Therapy         
Current Practice
[bookmark: _Hlk35880811]EFT is an experiential approach that uses elements of both person-centred therapy and Gestalt. This is usually a short-term therapy, originally designed for couple and family therapy. However, in 1986 Greenberg refocused his development of the therapy towards individual psychotherapy. Greenberg’s newly developed approach is based upon the understanding that our emotions are connected to the human needs and on the belief that we have the potential to adapt our emotions and behaviours when given the correct environment to work through them effectively (Feltham and Horton, 2012).  As a result of this our emotional state and our relationships with ourselves and others will develop. The premise of EFT is that we use our emotions as a guide which can lead to a more healthy and meaningful life (Bennett, Post et al, 2012; Robinson, 2019;).
Challenges
The aim of the therapy is for the client to learn to cope better with maladaptive emotions and to decrease the negative effects. This was built upon the ideas of Rogers and Pearls and further developed the concept of information processing and the adaptive role of emotions within the human function (Robinson, 2018; Robinson, 2019; Robinson and Elliot, 2017). In relation to autistic clients with high level of anxiety, the maladaptive emotions are more severe than that of a neuro typical person and in turn would require a more intense level of work.
Empathic atonement and communicated understanding are prominent within EFT. Emotions are addressed moment to moment, in the here and now, the value of engaging with the clients has remained to date and is a strong contender in providing a successful therapeutic relationship. EFT holds the values that engagement with others is based on our emotions and constructs a sense of self and allows one to manage their emotions (Uljarevic, Hamilton, 2013). This is key to the information processing system, which manages our emotions and is primary to how we deal with the emotions. EFT encourages change within this thought processing system so the emotions can be managed in a healthier and more productive way  (Feltham and Horton, 2012; Robinson, 2019) In relation to autistic clients, EFT has been adapted  for therapy to be useful with clients who are ASD, with high levels of anxiety and continues to work in an effective way (Robinson and Elliot, 2017) .  
Typically, EFT categorises emotions in 4 ways, including: Primary adaptive, Primary maladaptive, secondary, and instrumental emotions. These are used to guide the therapist in their response to the client (Robinson and Elliot, 2017).
With Primary adaptive: The first response to an initial emotion which has beneficial value within the moment. This could be sadness, which innately guides the person to reconnect with the other or anger, which creates a response of acting and a fear which motivates the person to avoid the threat. This demonstrates that every emotion we experience has a purpose. The primary adaptive emotions can allow a person to feel out of control, in control, certain of themselves and generally emotional pain. These emotions need to be worked through in therapy for the person to problem solve and resolve their situation (Cooper, Post et al,2017; Feltham and Horton, 2012; Robinson, 2019).
Primary maladaptive: a dysfunctional and negative response to an emotion, possibly anger or rage. These are initial responses with the reaction based on schemas and past experiences instilled within them that are no longer useful. This can create feelings of insecurity or worthlessness. This may be triggered by a childhood memory that closely relates to the emotion such as childhood abuse, which could be triggered by anger from another person causing the unhealthy schema to present itself. This also will need to be worked through within therapy to alleviate the unhealthy schema (Feltham and Horton,2012; Robinson and Elliot, 2017;Robinson, 2018). 
Secondary reactive emotion: This is a complex chain of emotions. This is the reaction to the primary adaptive or the maladaptive emotion, which is secondary to the feelings they firstly experienced and a response to the first emotions experienced. These feelings may be of rage, despair or anger and may even be an escalation of the primary emotion (Robinson, 2018; Robinson, 2019). They may express sadness when they feel angry or the total opposite. This is a self-reflective process, for example if a person is crying this could be the secondary 
emotion to the anger. These will be explored within therapy to reach the primary and adaptive emotional responses. Emotions are complex requiring commitment and time to recognise and resolve the problem (Robinson and Elliot, 2017; Robinson, 2018). 
Instrumental emotions: An attempt to manipulate the environment. For example: crying to avoid punishment. This should be identified, processed, and acknowledged. The person would have learned through experience that the behaviour can trigger a response from others, and this has become a form of behaviour. These can be consciously or unconsciously learned. Examples of this maybe crying which would be instrumental fear or bullying which would be instrumental anger. This can also be manipulative towards the therapist and needs to be explored in therapy in order to develop an awareness of their behaviour and responses and explore the primary or secondary emotion in turn (Feltham and Horton, 2012; McLeod, McLeod, 2011; Robinson, 2018). 
EFT focuses on therapeutic tasks as a tool, these are categorised into five sections including empathy based, relational, experiencing, reprocessing and action. The therapist looks for what is referred to as task masters. Task masters are often in the form of statements such as “I am troubled, I feel so confused”, these are indicators that the client is ready to engage with the therapist.
Empathy based process of the therapeutic relationship
This is the first stage of the therapeutic relationship. The client may say something like “I’m feeling troubled” the therapist will respond to this task marker with an empathic exploration of this feeling, repeating back to the client to show that they have heard and understood what they are saying this gives the client empathic affirmation, they then feel understood, hopeful and stronger(Robinson and Ellliot,2017).
Relational Based process of the Therapeutic relationship
This is the next stage of the therapeutic process is where very often the client will withdraw from questioning goals and tasks and there may be persistent avoidance of relationship work, this is when both the therapist and the client explore their roles within this therapeutic relationship. There is  often a sense of confusion and feelings become overwhelming for the client and it has been said that this stage is the most difficult in the therapeutic relationship as it may develop effectively or it may result in the client withdrawing if they are not comfortable and feel understood, this is a crucial part of the development of the therapeutic relationship(Robinson and Elliot,2017; Feltham and Horton,20120.  


Experiencing based process of the Therapeutic relationship
The third stage is “Experiencing tasks” this is a difficult , often painful experience, the client starts to sense their emotions and feelings in a way they may not have experienced before, they may be unclear as to why they are experiencing these emotions, the therapist will guide them through , listening carefully and acknowledging the client , showing understanding throughout which will then enable the client to work productively, look at ways forward and express emotion. It is at this stage that the therapeutic relationship has been built and the therapeutic process begins this process enables the client to start moving forward (Feltham and Horton,2012; Robinson and Elliot,20170
Reprocessing tasks
This is a problematic reaction point, where the client puzzles over their reaction to problems and emotions they are experiencing, they develop a new view of their self, however they experience a sense of violation of these painful emotions almost disrupting their new experience of themselves, their beliefs and sense of being. They are often self-criticising at this point however throughout the process of self-criticism they unknowingly develop a form of self-empowerment .      
Action based process of the Therapeutic relationship
This is the stage where the client may become stuck and the process of dealing with their emotions become too painful, the bad feelings, the empty chair process is extremely beneficial at this stage. The empty chair symbolises their emotions and feelings, they are free to talk and express themselves, they may visualise a person in the chair who they have unfinished business with. This process allows them to let go of resentments, bad feelings and any unmet needs and in turn allows for the client to process their emotions effectively (Robinson and Elliot,2017). 
It is evident within these five stages that EFT focuses on the cognitions, emotions and behaviours (Robinson, 2018). EFT is a complex therapy which requires the use of the task markers for the therapy to progress. Success depends on use of the task markers and commitment from both the therapist and client; hence EFT continues to be a popular choice of therapy and is widely used. Success can also be attributed to the combined use of Rogerian Person Centred and Gestalt methods, creating a humanistic therapy that focuses on emotions whilst incorporating tasks such as empty chair work. This has proven to be very useful when
the client has unresolved issues with someone but for some reason are unable to connect with the person to resolve the presenting problem (Robinson and Elliot, 2017; Robinson, 2018). This is very commonly used when the other person has died, and the presenting problem may be grief alongside unresolved matters. The purpose of EFT is to empower the client, give them an element of control and understanding of their emotions so they can live a more balanced life (Robinson, 2018; Robinson, 2019).     
The premise of these therapies is that a therapeutic relationship is built over time between the therapist and the client. There are key components required for this be successful, including trust, congruence and empathy, the development of agency and therapeutic engagement (Feltham and Horton, 2012). If these conditions are present with a client of a neurotypical brain, the therapeutic relationship should develop in time, with the client allowing themselves to share deep emotions, and for the core of psychological distress to be processed, as trust with the therapist is developed and healing begins (McLeod and McLeod, 2011;Cooper, Post et al, 2017).
Clients with neurotypical brains can process and regulate their emotions with an appropriate level of understanding of their symptoms and the affect the psychological distress has upon their everyday lives. With the correct therapy they are then able to manage these emotions and make the changes needed to have a more balanced life (Uljarevic, Hamilton, 2013).   
Development of the Emotional-focused Therapy AS approach
EFT has adapted the therapy to meet the needs of a person diagnosed with ASD and high levels of anxiety, this is now referred to as EFT- AS, and it is said to be an innovative and promising approach to working with ASD. The primary focus is on treating adaptive skills, core adaptive skills, core ASD differences, reducing mental health symptoms, recall and re- processing memory. The primary focus being on the person and others’ emotional experiences, the use of video play back and the use of task markers, enabling the client to activate, explore and transform deep emotions   
Pre - therapy
Current Practice  
EFT -AS  focuses on the beginning, the middle and the end. The preconception that ASD clients are not within psychological contact has been greatly considered within EFT and the potential of using pre – therapy has not been discounted.  Pre- therapy was developed in 1990 by Prouty and is considered to be a theoretical and practical development within Person Centred Therapy (Feltham and Horton, 2012; Robinson and Elliot, 2017; Robinson, 2018). The core purpose of this was to adapt the therapy for clients with difficulties regarding engagement with psychological contact, such as clients who are regressed and have schizophrenia or learning difficulties (Prouty,2007). 
Best Practice
This has since been developed further to enable work with individuals with ASD. Prouty made a breakthrough in his success of treating clients that had regressed within their contact of others. Pre therapy consists of five contact reflections which include working in the here and now referred to as situational, paying particular attention to facial expressions, acknowledging if the person appears to be angry,  (You are angry) and reflecting back word for word what the client says. For example, they may say “I hate him” which  allows the client to process what they have said (Prouty,2007). 
The therapist will use body reflections, this may involve literal body reflections from the therapist or alternatively verbal (your hand is in the air) and finally the use of Reiterative Reflections – if a specific reflection activates a response then repeating this reflection creates a reconnection with the emotion (Prouty,2007). These contact reflections combined, are said to reconnect the client to the ‘here and now’ and connect with the therapist (the world, self and others); they enable the client to connect with reality and engage with the communicative functions, As demonstrated, pre - therapy is based on the application of communicative functions, however this is threaded through to the use of EFT (McLeod and McLeod, 2011; Robinson and Elliot, 2017).  
When using EFT with ASD, the client’s  focus has been placed upon engaging with one’s own and others painful emotional experiences. Central to the therapy is emotional processing, empathy, interpersonal relating and self-experiencing (Feltham and Horton, 2012; Robinson and Elliot, 2017). To adapt to working with ASD clients, EFT has become marker driven. It works in the moment, tracking the client’s emotional experience at that present time. The therapist looks for common markers, for example the client’s behaviours or statements made (Robinson, 2018). This is considered a good indication of the emotional process at that present time, and in turn will allow the therapist to respond to the client’s emotions accurately (Prouty, 2007). The therapist will be active but not directive throughout the therapy. and with the use of task markers, the therapist will collaborate with the client to set up therapeutic tasks (Robinson and Elliot, 2017). 
Throughout the session the therapist will reflect and facilitate the session and tasks agreed. They will video record the session. This may be in group or individual sessions; the therapist will then review the recordings taken which in turn allows them to identify the ASD task markers. These will then be brought into the next session where the client is asked to reflect upon what has been identified in the video, the approach is purely based around identifying the markers (Robinson and Elliot, 2017).  The ideology behind this process is that it gives the therapist a means of assessing how to work with the client, which upon reflection appears to be a methodical way of working and adapting to the individual’s needs. 
As previously discussed, each ASD client will have their own specific needs and ways of working through emotions, and video playback would be ideal, as throughout a session there are many task markers and behaviours that as a therapist may be missed (Prouty, 2007). This gives the opportunity to revaluate the session and perhaps notice markers that were missed within the initial session (Feltham and Horton, 2012; Robinson, Elliot, 2017). The initial sessions are set up for nine weeks with the option of extending which is appropriate, given that ASD clients may take longer to respond to therapy in comparison to that of a neuro typical client (Robinson and Elliot,2017). The purpose of the group sessions is to allow both the therapist and the client to observe their interactions, feelings and emotions displayed to others. As we know in ASD there is evidence to suggest that ASD clients have difficulty in engaging and empathising to others (Hodge, 2013; Robinson, 2018). The sessions are designed to present these challenges within the group, particularly social emotional and cognitive challenges. The reaction is then played back and assessed (Prouty,2007) If this is played back and explored within a safe environment, then the client can explore this further, and in contrast with the individual session, the client can reflect on their emotions and behaviours and experiences at a deeper level (Robinson, 2018).
A typical group session will consist of three to four participants. There will be tasks set out and they will be observed on their interaction within the group which will then be replayed to address the task markers. The therapist then uses this evidence to create individual tasks that relate to the behaviours and emotions of the client, this is referred to as recall sessions. There are different modes of processing which include; self-emotion, cognitions and visual processing (Robinson and Elliot, 2017).
Challenges
EFT says that for the therapy to work certain criteria must be met within the sessions. Firstly and most importantly there must be a development of the therapeutic alliance between the therapist and the client which allows for a group cohesion, the therapist has to evoke responses via the recall of video playback, whilst exploring the reason for the emotions and behaviours to self and others whilst exploring the ASD process and their experiences. Identification of the therapeutic process via the task markers is paramount if the therapy is to be successful (Bennett, Post et al, 2012).The therapist must have the skills to work in the moment with the client as ASD generally live in the moment and in what they are experiencing at that present time. 
Upon examining the process in which EFT works with ASD clients it is evident of the positive way in which the therapy is conducted, and acts on the individual needs of the client (Feltham and Horton, 2012; Robinson, Elliot, 2017). The EFT sessions appear to be very structured and given that people with ASD often respond well to structure the environment presented to them within these sessions will possibly allow the client to feel comfortable and in turn will respond well to the sessions, the sessions are conducted at a slower pace This is in comparison to that of CBT where the focus is not upon the present moment and emotions (Storch, Post et al 2015). Simple and clear language is used within these sessions, this is paramount with ASD clients and if managed well consistently then again the response will be of a positive one as ASD generally use language in a literal manner and the processing of language is more difficult for them than that of a neurotypical person (Robinson and Elliot, 2017).
The end part of the session is based upon developing a self-insight into the autistic process including theory of mind. ASD clients have difficulty reading body language. Therefore, this could put a strain on the therapeutic relationship which is why the ending would be a key part to the therapy. It allows the client to self-analyse and understand their behaviours, thoughts, and interactions with others whilst being supported throughout the process (Robinson and Elliot, 2017). Without the end being so structured then there would be potential for the therapy to be more harmful than helpful as it would leave them with a knowledge and understanding of their ASD, behaviours and emotions but no solution to moving forward and managing how they are feeling (Ozsivadjian, Knott, 2011). This would leave them feeling frustrated and would have an impact upon their mental health and also their faith in future therapy.  The clients main focus is to develop relational attunement,  the focus of EFT is to provide structured therapy to allow the client to achieve relational and self attunment. If given the right environment and an experienced therapist, it would be fair to say that with commitment from both the client and therapist then this can be achieved (Robinson, 2018).
If the conditions are favourable then the client can learn to validate their feelings and relationship with them self and others, learn to recognise different emotions, and responses to emotions, learning why they respond in the manner that they do. Is this the best response and if not, then what would be and how can this be achieved? The list is endless, and the limitations are endless within the treatment of EFT for ASD clients. EFT given the right therapist could potentially work to the levels that was once said to be impossible given the difficulties of the neurological disorder (Robinson and Elliot, 2017). This is despite preconceptions that ASD clients feel no empathy, there have been so many preconceptions of what ASD clients primarily cannot do in contrast to what they can do. 

The adaptions highlighted have proven to be effective and is to date used with clients who are of non – neuro typical brain. This reflects the positive outcome the changes have made to the response of clients with ASD. As previously discussed, there is very little literature and studies available that support the use of EFT with ASD clients (Kinyanjui, Post et al, 2016). However, the literature that is available demonstrates positive outcomes for the client which explains the continuation of its use. It is proven that these techniques have been adapted and carried through with a variety of therapies such as CBT and person centred. This has also been demonstrated with recent literature (Cooper, 2018), CBT primarily used within the NHS due to the substantial evidence within literature, present and past studies and successful treatment programmes within the treatment of ASD and high levels of anxiety.      
Possible solutions EFT/CBT
Evidence suggests that the use of these adaptations within CBT and EFT are useful in dealing with the difficulties caused by ASD specifically, but also within the broader spectrum of mental health problems linked to social problems and exclusion. 
The main factor to be considered here is anxiety. Studies completed by NICE found that both EFT and CBT were as effective as one another, with both therapies able to address other related illnesses Ray, Post et al, 2019).  However, recommendations were made by NICE for implementation in CBT, to provide a more structured and concrete approach to the therapeutic work. These would also provide the client a sense of security . Recommendations include using more visual aids, looking more at emotions and the use of plain English  instead of jargon, allowing the client to understand and process the information given to them more effectively. This is in comparison to EFT, which already focuses more broadly on the reflection of emotions, use of visual aids and video feedback. Implementation of these recommendations has allowed development of the most effective therapeutic methods (Ray, Post et al, 2019). 
If the evidence published is accurate and reliable, then it could be concluded that EFT – AS is an effective treatment (Robinson and Elliot, 2017).  It is important to remember that clients will have individual preferences and opinions as to what therapy works for them. Some reviews state that ASD clients do not respond well to CBT, however there is also evidence that ASD clients do not necessarily respond well to EFT and can remain symptomatic at the end of treatment (Spek, Post et al, 2013; Storch, Post et al 2015) . One explanation of this could be that the effectiveness of EFT treatment lays within the variety of treatment. For example, the use of the empty chair, visuals and the ability to access trauma related experiences such as rape, childhood abuse and neglect (Cooper, 2018). This is purely down to the use of emotions, exploring these emotions within a safe manner and having an experienced therapist. People with ASD are prone to developing internalised feelings of negativity due to their experiences with their peers, these are often negative and at the time individuals often are unable to process these emotions (Storch, Post et al, 2015. They are deep internalised emotions. Studies show a varied degree of responses to the therapy and the trauma linked to their childhood which would be understandable given the varied response to EFT (Cooper, 2018; Hallet, Post et al, 2013) .
In terms of recognising empathy and relating to the emotions of others the results from one study suggests that the clients processing of emotion, empathy, self-reflection and mental representation developed that from low level processing to a high-level processing at the end of the treatment (Crespi, 2016; Cooper, 2018) . This demonstrates that the clients were able to adapt their behaviours, cognitive thought process and perception of others in a more considerate way and the adaptive thought process had developed to that of a more positive function. This demonstrates that EFT has the potential to work with multiple layers of emotion and can work with ASD and high levels of anxiety providing exceptionally positive results (Robinson and Elliot, 2017; Robinson and Elliot, 2016).  
Conclusion 
In this paper the primary focus has been on the effectiveness of EFT and CBT with clients who are ASD and have high levels of anxiety and on exploring the barriers that are existing within the counselling sector. Considering the evidence presented within the research used, it has become prevalent that ASD and anxiety without a doubt has an impact on the therapeutic relationship. There are many factors that contribute to this. Firstly, the fact that we, to date, do not know everything that we need to know about ASD and the primary disorders that co inside with ASD such as high levels of anxiety appears to be one of the key factors. This is seen to be due to the lack of research which has been highlighted by governments and institutes across the board including the Welsh assembly and a call for further research has been highlighted and also an improvement in multi - agency co working to enhance the prospects of providing better sustainable services for ASD clients. The use of information sharing is primary to this ideology of the multi-agency network. The goal is to improve upon these services and to improve upon research, which in turn will create a better awareness of the needs of ASD clients. The counselling sector has been named as one of the agencies recommended for these changes.  
Secondly, there needs to be further training for counsellors if they are to work specifically with clients who present with ASD and again, the research has highlighted the need for more in-depth training across the board with counsellors themselves explicitly stating that they do not feel confident working with clients who are ASD. This then creates a barrier within the therapeutic relationship and results in the therapy being not as effective as it can or should be. Counsellors are potentially at a higher risk working with ASD and the research shows that some counsellors are aware of these risks and are wary of working with ASD, whilst others are unaware of the risks and are potentially working outside of their skill set, unknowingly putting themselves and the client at further risk (Post, Post et al, 2012). 
This highlights the recommendations that this should be a specific form of counselling within itself and training should be adapted to meet the criteria of the needs of the clients who are ASD. Recommendations have been suggested that this become a specialist area to protect both the counsellor and the client (Connolly, 2016). If more research is done on ASD then this would bring ASD to the forefront of the care sector and would then encourage further funding and research to be implemented. Within the counselling room there needs to be a level of understanding , an appreciation of the way of being in the world from the ASD client’s point of view, and an understanding of how this effects how they perceive the world, their emotions and expressions. 
What triggers their anxiety to a level that they feel so overwhelmed that they find the world an impossible place to be? This goes back to what Rogers called “Walking in their shoes” (Feltham and Horton, 2012). The label of ASD creates a barrier, as this is seen before the client as the person and their needs? “What can I do to fix this person?” is very often the question. It is not about fixing the person or helping them to conform to our society, they cannot do this. The biology of ASD will not conform to this, therefore it is about adapting, being creative and having an open-minded approach to the therapeutic work as demonstrated within the recent research. This is what creates a successful therapeutic relationship and eliminates the barriers created with the label (Robinson, 2018). 
It has become apparent that there are sometimes common preconceptions within the counselling profession regarding treatment of clients on the autistic spectrum. Autism is a neurological disorder, therefore empathises is given to the apparent restriction of social communication, behavioural problems, repetitiveness and generally stereotypical behaviour considered to be that of someone on the autistic spectrum. However,  this is beginning to change, as we see therapists adapting to the needs of ASD ( Kettaneh, Post et al, 2016; Ozsivadjian, Post et al, 2014; Robinson, Elliot, 2016). 
Recommendations 
There is no doubt given the presenting evidence that both CBT and EFT are successful therapies with neither one proven to be more effective than the other. What is clear is that there is room for improvement, the therapy can be better and more successful if given the right conditions. These conditions consist of  many factors, including the counsellor’s training being to the standard required, the counsellor having the knowledge of ASD and the confidence to work with clients who are non-neurotypical. ASD has been proven to be a very complex condition which we may never fully understand and it could be said that the only people who can fully understand the condition, are those who are ASD (Robinson and Elliot, 2017; Bennett, Post et al, 2012). 
There is clearly a need for further research to be completed on this therapy, with evident concerns over the lack of research within this area, one such, being controlled studies in particular adults with ASD (Connolly, 2016). There have been positive outcomes of research with both CBT and EFT within this area of ASD, however none of this can confirm if either therapy is more effective than the other. This has been put down to simply being a less researched area. In terms of research and the problem is without the research this remains an uncharted area, restricting the progress that could be made within this area . If the research were completed however, this would give evidence that is needed to support the therapy and the ideology of its successful treatment. It would open doors to further funding, an expansion of training for counsellors and a wider knowledge and understanding of the condition (Ozsivadjian, Knott, 2011; Feather, 2015). 
There has also been mention of the requirement to improve the use of multi-agency working. This would improve the use. Overall, it has been stated that the therapy needs to be recognised as a specialist treatment. This in turn would secure future funding and further research, this would highlight what needs to be improved upon, what works well and how to manage the continuation of the therapy in an effective way which can only improve upon the service and also provide support to counsellors who choose to work in this area (Connolly, 2016). 
What is evident here is that all these factors create a barrier within the therapeutic relationship? The counselling sector can adapt to the needs of the training alongside recommendations that have been made, with awareness and knowledge improved upon. Possibly by means of initial training that counsellors would have to take within the university setting. For example, this can be achieved by means of including ASD as a specific subject within the degree. It has been highlighted that unless you are doing a joint honours degree which would consist of psychology and counselling then this would not be included (Cooper, 2018). Therefore, the counsellor’s knowledge of ASD will be limited. 
We are fully aware of what changes need to be made as this is evident within the recommended guidelines of the Welsh assembly amongst other agencies, however change takes time. ASD diagnosis is on the increase, but to meet the needs of the clients these changes need to be made. Barriers need to be broken and counsellors require support to aid these changes. These changes can be recommended; however, it is up to the people at the front line to implement them. Without the required support this will not be achieved, the tools are needed. There is no doubt that working with ASD is both challenging and takes a substantially longer time than that of a neuro typical person. However, the rewards of achieving successful treatment are ground-breaking and will contribute to the development future of treatment for ASD .  Eft stands a chance of continuing with the work however there is grounds for a future testing and exploration
The myths behind ASD are very powerful in the sense that they create the belief that ASD clients do not have eye contact, they feel very little or no emotion and are unable or have difficulty expressing empathy. These maybe true in some cases. However, this demonstrates the need for open-mindedness to be applied and promoted within the counselling sector for there not to be a barrier (Connolly, 2016; Robinson and Elliot, 2016). As much as the rule book within counselling is essential for the safety of the client and the counsellor, sometimes there is a need to look beyond this and then the true effectiveness of the therapeutic relationship can be determined and implemented (Robinson and Elliot, 2017) .  
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