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Abstract

Historically, people with learning disabilities have
had little or no access to psychotherapeutic interven-
tions, although there are signs that, over the past
decade, this situation has seen some gradual improve-
ment. This paper provides an overview of the evi-
dence for the effectiveness of psychodynamic,
cognitive-behavioural and cognitive therapies in this
client group. The available data support the position
that all three approaches can be effective in people
with mild learning disabilities and in a proportion of
people with more severe conditions. However, the
literature reporting outcomes of psychotherapeutic
interventions in people with learning disabilities is
extremely limited, and there is a conspicuous and
unjustified poverty of randomized controlled trials.
There is also very little evidence regarding either the
importance of specific components of therapeutic
packages, or the optimal manner of delivering these
interventions to people with learning disabilities.
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Introduction

Psychologists working within the field of intellectual
disability were slow to adopt psychotherapeutic
approaches that are widely used in able populations
(Reiss er al. 1982; Sinason 1992; Bender 1993). How-
ever, following the publication of an eclectic edited
volume recording the experience of a number of
therapists who were unwilling to accept that psycho-
therapy and learning disability were incompatible
(Waitman & Conboy-Hill 1992), this situation began
to change. Over the past 10 years, psychotherapy for
people with learning disabilities has been increasingly
advocated (e.g. Linington 2002), and a recent survey
of the interventions used by clinical psychologists
working within learning disability services in the UK
(Nagel & Leiper 1999) suggests that psychotherapeu-
tic interventions are now in widespread use. Behav-
ioural interventions through staff remain the most
common intervention, with 81% of respondents
reporting using these methods ‘frequently’ or ‘very
frequently’. High proportions of respondents also
reported ‘frequently’ or ‘very frequently’ using orga-
nizational interventions (42%) or undertaking direct
behavioural work with clients (34%). However, high
proportions of respondents also reported ‘frequently’
or ‘very frequently’ using cognitive-behavioural
(35%), humanistic/person-centred (31%) and psy-
chodynamic (17%) methods (Nagel & Leiper 1999),



74

Journal of Intellectual Disability Research

VOLUME 49 PART I JANUARY 2005

P. Willner « Psychotherapeutic interventions in learning disability

which, for the purposes of this paper, will be referred
to collectively as ‘psychotherapeutic approaches’.
Different criteria could be used to evaluate this re-
orientation of clinical practice: ‘In relation to people
with intellectual disabilities, the long applied crite-
rion “Is it relevant?” began to be challenged in the
1980s. New arguments emerged from the application
of another criterion “Is it equitable?” . . . Now the
criterion being applied is “Is it effective?” ’ (Beail &
Warden 1996). The increased availability of psycho-
therapy to people with learning disabilities can only
be welcomed, in respect of its extension of rights to
treatment to an excluded group of disadvantaged cli-
ents (Bender 1993). The question addressed in this
paper is the extent to which this re-orientation is
based on evidence that these methods are useful and
effective in people with learning disabilities.

The nature of the evidence

The evidence base for the interventions used by
clinical psychologists ranges from expert opinion,
through uncontrolled and controlled single-subject
designs, all the way to randomized controlled trials
(RCTs). The UK National Health Service INHS)
Executive has stated that ‘in the absence of well-
designed randomized trials, clinicians may legiti-
mately draw upon analysis of expert opinion and past
experience’ (NHS Executive 1996). However, while
the NHS Executive is prepared to accept various
types of evidence, they will do so only in the absence
of what they regard to be the highest level of evidence:
RCTs. The superiority of this design arises from the
fact that, while weaker designs can demonstrate that
an intervention has been effective, and some weaker
designs (e.g. A-B-A) can demonstrate that an inter-
vention is more effective than no intervention, only
RCTs can isolate the elements of an intervention
responsible for therapeutic change; in particular, the
contribution of specific elements of the intervention
over and above the nonspecific benefits of therapy.
Sadly, in the field of learning disability, RCTs of
psychological treatments are extremely sparse. In
particular, a Psychlit search conducted early in 2002
failed to uncover any RCTs of the efficacy of psycho-
therapeutic approaches in people with learning dis-
abilities. (Two more recent RCTs, both concerned
with the efficacy of anger management, are described

below.) Therefore, the present discussion must rely
largely on inferior sources of evidence. However, even
within the existing evidence base of suboptimal
research designs, the literature is astonishingly small
(Hatton 2002), and evaluations of psychotherapeutic
approaches are conspicuous by their absence. As
recently as 10 years ago, it was possible to write an
article on psychotherapy with people with learning
disabilities without including a single reference to the
literature (Bates 1992). This does not reflect negli-
gence or ignorance on the part of the author. A 1991
review covered 403 studies of interventions for prob-
lem behaviours: all involved single cases, of which 398
employed behavioural treatments and the other five
used medication; none used psychotherapeutic tech-
niques (Scotti et al. 1991). A more recent meta-
analysis of the effectiveness of treatments for problem
behaviours covered over 1400 evaluations, but
included only one nonbehavioural technique (self-
management), representing only 1% of the data (16
patients) (Didden et al. 1997).

Psychodynamic approaches

A handful of publications has described the process,
and sometimes the outcome, of psychoanalytic and
psychodynamic psychotherapy with people with
learning disabilities (e.g. O’Connor 2001). Beail
(1995) reviewed reports concerning a total of 23
patients. In only nine of these cases, however, were
outcome data provided. These outcomes appeared
encouraging, but in almost all cases, the evaluation
was descriptive or anecdotal. More recently, Beail has
published two studies using more objective assess-
ment methods. The first involved 10 clients present-
ing with a range of problem behaviours (aggressive,
sexually inappropriate, psychotic/bizarre), who
attended for weekly 50-min sessions. The interven-
tion was described as follows: “The transference sit-
uation and counter-transference is used in therapy to
understand the internal world of the client. Interven-
tion mainly involves interpretation but in some cases
containment issues are more significant . . .”. Out-
comes were assessed independently using modifi-
cations of standard questionnaires. Significant
decreases in psychological symptoms and increases in
self-esteem were reported at termination of treatment
and at a 3-month follow-up (Beail & Warden 1996).
The second study evaluated outcomes by means of
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interview-derived measures of the frequency of prob-
lem behaviours, in 12 patients referred for problem
behaviours and eight sex offenders. The intervention,
which was described in more detail in this paper, was
based on free association and therapist interpretation;
key features included dealing with issues at the time
they arose, the use of appropriate language, and
avoidance of memory overload. Following treatment
for a median duration of 6 months, it was reported
that behaviour problems were eliminated or almost
eliminated in all 12 referred patients, and offending
was abolished in all eight offenders; these gains were
maintained at 6-month follow-up (Beail 1998). The
study involved no control group, but problem behav-
iour remained stable in a follow-up evaluation of four
patients who did not complete treatment. This
accords with earlier findings that spontaneous remis-
sion of behaviour problems in people with intellectual
difficulties is uncommon (Eyman ez al. 1981).

Beail (1998) recognizes that the processes underly-
ing these successful treatment outcomes are uncer-
tain, and that success cannot be attributed to the
specific method used: ‘At a minimum, someone sat
down with the participants each week and gave them
individual attention, listened to them and focused on
their feelings as well as their behaviour’. This evalu-
ation implies that the improvements could as easily
be attributed to humanistic/person-centred counsel-
ling as to the specifically psychodynamic approach
adopted. Nevertheless, the outcomes, particularly at
6-month follow-up, appear impressive, and attest to
the potential value of psychotherapeutic approaches
with this client group.

Cognitive-behavioural approaches:
the cognitive deficit model

Cognitive and cognitive-behavioural therapies (CBT)
probably now represent the dominant modality of
psychological treatment in adult mental health ser-
vices, where they have been shown to be effective in
a wide range of psychological disorders (Hawton

et al. 1989). However, as noted by Bender (1993),
‘therapeutic disdain’ has until recently limited the
availability of these techniques to clients with learn-
ing disabilities. While the limitations of cognitive
work in a learning-disabled population are all too
apparent, given the limited intellectual abilities of

people with learning disabilities, studies of CBT in

children demonstrate clearly that it is not necessary
to possess a mature adult cognitive apparatus to ben-
efit from CBT (Dush ez al. 1989; Durlak er al. 1991).

Kendall (1985) distinguished between two types of
cognitive dysfunctions, deficits and distortions. The
cognitive distortion model is the basis for approaches
such as cognitive therapy (Beck 1976) and rational-
emotive therapy (Ellis 1973), which aim to identify
and correct distortions in the contents of thoughts,
assumptions and beliefs. The application of these
approaches to the treatment of people with learning
disabilities is considered in the following section.
The cognitive deficit model, by contrast, focuses on
deficiencies in the processes by which information
is acquired and processed. The latter approach
gives rise to one of the most prominent cognitive-
behavioural techniques used with people with learn-
ing disabilities, self-management. This is the one
nonbehavioural technique to be included in the
recent meta-analysis of the effectiveness of treatments
for problem behaviours in people with learning dis-
abilities, where it was rated as ‘fairly effective’,
comparable to response-contingent behavioural
procedures, and superior to other types of behav-
ioural procedure or to pharmacological treatment
(Didden ez al. 1997).

Smith (1990) has defined self-management as
‘obtaining the skills involved to change one’s own
behaviour, and providing intervention for oneself”’.
While this has traditionally been viewed as beyond
the capabilities of people with learning disabilities,
the evidence suggests that self-management may
actually be one of the more effective treatments, fall-
ing in the upper third of the range of efficacies
reviewed by Didden ez al. (1997). Self-management
can involve a number of processes, including self-
monitoring, self-evaluation and self-reinforcement.
Whitaker (2002) reviewed four studies, involving a
total of nine patients in whom self-monitoring alone
was shown, using robust within-subject designs, to
bring about large decreases in the frequency of inap-
propriate or stereotyped behaviours, which were
maintained over follow-up periods of up to 6 months.
In other cases, self-monitoring produced smaller
reductions in target behaviours, but these were
greatly enhanced when the clients were taught to
evaluate their behaviour as ‘good’ or ‘bad’. Similar
benefits have been described when clients were
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taught to reinforce themselves appropriately, either
verbally or using pictures or coins (Williams & Jones

1997).

Self-instructional training

Potentially the most versatile self-management tech-
nique is self-instructional training (SIT), which has
been widely used in CBT with children (Meichen-
baum 1977; Dush ez al. 1989). Self-instructional
training has been described as ‘developing internal
dialogues to help overcome performance difficulties
and social anxieties and to supplant self-criticism or
self-doubt with self-reinforcement’ (Lindsay 1999).
The method is based on Vygotsky’s (1962) cognitive-
developmental model of the manner in which lan-
guage comes to exert control over behaviour: first,
adults control the child’s behaviour through speech;
next, the child exercises self-control through speech;
finally, the child’s speech becomes internalized. Fol-
lowing this scheme, the therapist first models the
statements to be used, then the patient is encouraged
to make overt self-statements, and finally, the patient
is encouraged gradually to make the statement covert.
Self-statements could include self-monitoring, self-
evaluation or self-reinforcement statements, as well
as a range of other types of statement, such as coping
statements (‘I can . ..”), statements about potential
consequences, or statements describing the next in a
sequence of actions. Several studies have successfully
used SIT to improve sequencing abilities (e.g. Lan-
cioni et al. 1997, 2001) or social interaction skills (e.g.
Embregts 2000, 2002) in individuals with mild to
moderate learning disabilities. The technique requires
an adequate level of verbal ability, so may fail with
severely learning-disabled clients, but even in this
group, successful outcomes have been described if the
instructions are kept sufficiently simple (Williams &
Jones 1997) or if verbal self-instruction is supple-
mented by picture prompts (e.g. Wacker ez al. 1985;
Steed & Lutzker 1997; Lancioni et al. 1998).
Self-instructional training has been criticized for its
failure to generalize to situations or skills other than
those taught, although improvements in generaliza-
tion can be achieved by attention to the training
procedure and the specificity of the training task
(Gow & Ward 1985). In some circumstances, speci-
ficity of learning may be a desirable objective. For
example, the present author has trained a sex

offender with a moderate learning disability to say
“Think about prison; walk away’ when aroused by a
young girl, and this has (so far) proved an adequate
solution to a very specific problem. In general, how-
ever, a failure to transfer training would be viewed as
a shortcoming.

It has been suggested that failure of transfer, fol-
lowing SIT, may be related to features of the SIT
procedure, rather than to an inherent inability of
people with learning disabilities to generalize what
they have learned. Specifically, it has been argued
that people with learning disabilities have difficulties
with self-regulation because they have learned to be
overly dependent on external cues and have acquired
an external locus of control, and that nothing in the
SIT procedure encourages them to unlearn these
superordinate habits. They therefore fail to access
their new-found skills in other situations because they
lack meta-cognition: they are unaware that they have
learned a new skill (Williams & Jones 1997).

In order to examine this hypothesis, Williams ez al.
(1996, reported in Williams & Jones 1997) compared
three groups of learning-disabled participants, who
received three sessions of training on a map-reading
task. The three groups included a verbal SIT group,
a control group who were told didactically what to
do with the map, and a third group who were trained
using Socratic dialogue, intended to encourage them
to ask self-questions about the task in hand. Both
experimental groups performed better than the con-
trols on tasks similar to those used in training; how-
ever, the meta-cognitive group outperformed the SIT
group on dissimilar tasks. The authors also examined
the outcomes of training in relation to the partici-
pants’ cognitive and linguistic abilities. In the SIT
group, the greatest gains were made by those with the
best language comprehension and short-term mem-
ory, while performance in the meta-cognitive group
was related, in addition, to abstract reasoning ability.
The authors suggested that ‘training on meta-
cognitive activity is fundamentally important for
encouraging transfer of learning, while engaging
participants in active verbal rehearsal may well con-
solidate learning’. These data indicate that careful
assessment of cognitive abilities, combined with an
equally careful analysis of the cognitive demands of
different therapeutic approaches, can in principle
guide the choice of technique that will best benefit
the individual client.
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Other self-management techniques

A number of studies have reported that relaxation
training can be effective in decreasing anxiety, anger
and aggression, in individuals with mild or moderate
learning disabilities (Morrison & Lindsay 1997; To &
Chan 2000; Whitaker 2002). These studies have used
a variety of designs, and include one study that com-
pared anxiety reduction in treated and untreated
groups (although the participants in this study
were not selected for the presence of clinically signif-
icant anxiety: Morrison & Lindsay 1997). It is far
from clear that the beneficial effects of relaxation
training are always correctly characterized as self-
management, but this is sometimes an explicit aspect
of treatment. For example, Lindsay ez al. (1998)
described a man with a severe learning disability who,
following relaxation training, was successfully taught
to use the words ‘be calm’ to induce relaxation: his
aggression decreased and remained low at 22-week
follow-up. Evidence of a different kind to support the
importance of self-instruction in mediating the ther-
apeutic effects of relaxation training comes from a
recent study by Willner ez al. (2004). Participants in
a cognitive-behavioural anger management group
showed large decreases in anger, in comparison to an
untreated control group. However, examination of
the specific anger-coping skills that they were using
showed that they made very little use of relaxation,
notwithstanding that relaxation had been a promi-
nent component of the treatment package, and all
participants had become skilled in using relaxation
within the group. With hindsight, the most likely
reason for their failure to use relaxation in anger-
provoking situations is that an oversight in the design
of the treatment package resulted in a deficit of meta-
cognition: participants had not been explicitly
instructed to use relaxation outside the group, unlike
some other coping skills, which they had been
instructed to use in real-life situations and which, as
a result, were used to good effect. In other words,
relaxation training per se is insufficient: for effective
anger management, the client must also remember to
use this skill appropriately.

Another self-management technique is social prob-
lem solving, in which clients are trained to discover
an effective course of action to deal with everyday
problems, by generating and evaluating potential
solutions (D’Zurilla & Goldfried 1971). Problem

solving therapy is used for many purposes in able
people, including the treatment of a wide range of
pathological conditions (Marx 1988), but in people
with learning disabilities this approach has been used
primarily in the treatment of anger and challenging
behaviour. Social problem solving is often one com-
ponent of a cognitive-behavioural treatment package,
but has also, in some studies, been evaluated in its
own right. For example, Benson ez al. (1986) found
equal reductions in anger in groups treated with self-
instruction, relaxation, problem solving, or a package
of all three. Participants in another study received
15 h of training in a curriculum of problem-solving
skills. Relative to an untreated group, the treated
group showed improvements in some, though not all,
of the problem-solving skills they had been taught,
and also showed improvements in adaptive behaviour
outside the group (Loumidis & Hill 1997).

All self-management techniques are heavily reliant
on language, and therefore the difficulty of imple-
menting them is likely to increase as verbal abilities
decrease (Rose 2002; Willner et al. 2002). Some par-
ticular issues dependent on verbal ability are the
recall of self-instructions, recognition of the appro-
priate time and place to deploy learned skills, assess-
ment of situations, and problem solving; and these
difficulties are compounded by the need to undertake
these activities in a state of actual or potential psy-
chological distress (Whitaker 2002). However, a
number of adjustments to treatment programmes can
make them more accessible to people with learning
disabilities: these include the use of simplified lan-
guage, the use of visual aids such as traffic lights or
anger thermometers, extended training programmes,
and ongoing support and prompting from staff
(Whitaker 2002).

Cognitive-behavioural approaches:
the cognitive distortion model

The cognitive distortions model for CBT has
received even less attention, despite the evidence that
the emotional disturbances to which CBT has been
applied most successfully are more prevalent in peo-
ple with learning disabilities than among the general
population (Reiss ez al. 1982; Prosser 1999). In this
case, the assumption that people with learning dis-
abilities are incapable of engaging in appropriate cog-
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nitive activities is accompanied by some deeply
ingrained practices that violate the basic assumptions
of CBT. Stenfert Kroese (1997) has described the two
common aspects of the different variants of CBT as
a search for personal meaning and an assumption of
personal self-determination. She points out that car-
ers and professionals working with learning-disabled
people typically focus on their clients’ behaviour,
rather than the emotions and motives driving the
behaviour, and there is little attempt to enter the
mental world of clients in order to understand how
they construe and experience events. Equally, it is
unusual to engage clients in a collaborative partner-
ship to construct care plans or to negotiate therapeu-
tic goals. Both of these obstacles must be overcome
before even contemplating CBT with a person with
a learning disability.

Problems also arise from the need to overcome
or circumvent cognitive deficits, before cognitive
distortions can be addressed. Cognitive deficits that
undermine the validity of clients’ self-reports include
social desirability, acquiescence, memory problems,
recency effects, anxiety and incomprehension (Sten-
fert Kroese 1997). Once recognized, it is possible to
address some of these issues, for example, by using
pictorial materials and supplementary questions to
aid and assess comprehension, and open-ended ques-
tions to decrease acquiescence. However, some peo-
ple with learning disabilities may misunderstand
fundamental concepts such as the irreversibility of
death or the purpose of therapeutic encounters, and
there is evidence that people with learning disabilities
tend to have particular difficulties in emotional
awareness, which are disproportionate to the degree
of intellectual impairment, even at the level of simple
tasks such as recognizing happy and sad faces (Reed

1997).

Assessment

These problems have implications for assessment, in
relation to both suitability for cognitive therapy and
evaluation of outcome. In order to engage in cogni-
tive therapy, certain basic cognitive skills are needed:
an ability to distinguish between antecedent events

and associated cognitions and emotions; an ability to
recognize that cognitions mediate the effect of events
on emotions; and a willingness to engage in ‘collab-
orative empiricism’ to question the accuracy of cog-

nitions. Dagnan & Chadwick (1997) found that a
substantial proportion of people with mild to moder-
ate learning disabilities were able to distinguish
between antecedent events, cognitions and emotions;
that most were able to provide mediating cognitions
to explain their emotional response to an imagined
scenario, although some found this quite difficult;
and that some people with learning disabilities are
readily responsive to reasoning aimed at altering cog-
nitions. These data demonstrate that assessment of
the skills necessary for cognitive therapy can be
straightforward, and that some people with learning
disabilities possess these necessary skills.

The second assessment issue concerns the reliabil-
ity of self-reports of thoughts and feelings by persons
with learning disabilities, which is an essential pre-
requisite for measuring changes in beliefs and emo-
tions during therapy. Hatton (2002) has reviewed
some of the instruments available for assessment of
mental health problems in people with learning dis-
abilities. Although the reliability and validity of stan-
dard instruments is low in people with learning
disabilities, reliability improves dramatically when
language, concepts and response choices are simpli-
fied (Lindsay & Michie 1988), and high convergent
validity has been demonstrated when various assess-
ments were completed by the same individuals under
these optimized conditions (Lindsay ez al. 1994). Pic-
torial materials (Lindsay ez al. 1997) and gesture
(Dagnan & Chadwick 1997) can also be used to good
effect to improve the quality of self-reports. However,
there has been relatively little research aimed at re-
validating simplified versions of standard question-
naires. One approach to this question is the develop-
ment of paired questionnaires, such as the
Psychopathology Instrument for Mentally Retarded
Adults (Senatore et al. 1985), that can be adminis-
tered both to the client and to a carer (Reed 1997).

Cognitive therapy

Lindsay (1999) has recently reviewed the cognitive
therapy of people with learning disabilities referred
for anxiety (15 clients), depression (5 clients), anger
(13 clients) and sex offences (24 clients). In the
anxious group, who were treated using a simplified
version of Beck’s (1976) procedure there were large
and significant decreases in scores on simplified
versions of standard instruments, and in the inten-
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sity and duration of maladaptive cognitions, which
were maintained at 6-month follow-up. Comparable
outcomes were observed in the depressed group,
who were also treated with a simplified version of
Beck’s (1976) procedure. Anger management was
based on cognitive reframing of anger-provoking
situations, arousal reduction through relaxation,
and acquisition of coping skills, again, using
simplified versions of standard procedures (Black
et al. 1997); and again, successful outcomes were
reported. Finally cognitive treatment of three cate-
gories of sex offenders, who had been convicted of
offences against women, exhibitionism and offences
against children, resulted in significant decreases in
attitudes permissive of offending (e.g. ‘women who
wear short skirts want to have sex’), in all three
groups.

The methods used in these cognitive treatment
programmes have been summarized as follows:
‘While the procedures of cognitive therapy were sim-
plified and adapted, all of the main elements were
retained. Therefore, therapist and client continued to
set an agenda for the session, review homework, elicit
negative automatic thoughts, challenge these negative
automatic thoughts, identify themes in automatic
thoughts related to dysfunctional beliefs, review the
evidence for and against these dysfunctional beliefs,
role-play more positive ways of thinking, and encour-
age the client to use these more positive ways of
thinking in their life. We also set homework and mon-
itored feelings during the week. Thus, the basic prin-
ciples of cognitive therapy were adhered to closely,
and the evidence of improvement supports the use of
these techniques with this client group’ (Lindsay
et al. 1997, p. 137).

While these outcomes are extremely encouraging,
the total absence of any control groups or procedures
limits the conclusions that can be drawn. The obser-
vation that behaviour problems in people with learn-
ing difficulties rarely remit spontaneously (Eyman
et al. 1981) probably applies also in the case of sex
offenders. In this group therefore the observation that
attitudes consistent with offending fell by more than
60%, during the course of cognitive therapy (Lindsay
1999), is probably a reliable indicator of treatment
success. This would be consistent with the known
superiority of CBT in the treatment of able sex
offenders (Hall 1995). However, while behaviour
problems may be stable over time in people with

learning difficulties, it has not been demonstrated
that there is a similar temporal stability of emotional
problems. The major factor driving the cognitive
movement in learning disability is a recognition that,
compared to people without learning disabilities,
people with learning disabilities are more similar than
they are different. In people without learning disabil-
ities, high rates of spontaneous improvement from
depression and significant levels of spontaneous
recovery from anxiety are commonly observed (e.g.
Yonkers ez al. 1996; Posternak & Miller 2001; Barbee
et al. 2003), and there is little reason to assume that
mood states do not undergo similar spontaneous fluc-
tuations in people with learning disabilities. This
means that properly controlled studies of CBT of
emotional disorders in people with learning disabili-
ties are essential, before the effectiveness of this
approach can be considered proven. Controlled stud-
ies of CBT of depression and anxiety are routine in
adults without learning disabilities, and have been
successfully conducted in children (Southam-Gerow

et al. 1997).

Randomized controlled trials and
process—outcome relationships in people
with learning disabilities

Randomized controlled trials

A recent report by Oliver er al. (2002) documents
some of the obstacles to conducting RCTs in the
learning disability field. They describe three sets of
objections raised by individuals within services
approached to participate in a trial. The first of these
consists of some ethical dilemmas, relating in partic-
ular to randomization. These criticisms appear to
reflect a lack of acceptance, among the individuals
approached, of the need for interventions to be
evidence-based. However, the extent to which this
attitude is typical in learning disability services is
questionable, as these concerns apply equally to con-
trolled trials of drug treatments, and there have been
several such trials among people with learning dis-
abilities (e.g. Brylewski & Duggan 2001). Oliver ez al.
(2002) also encountered a number of methodological
barriers to their research. Some of these are generic
to the learning disabilities field, such as the need to
involve carers in decision making, or the relatively
limited client base of most learning disability services,
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which means that group comparisons, whether RCT's
or not, are likely either to be very small, with prob-
lems of generalization and statistical power, or to be
multicentre, with problems of standardization and
logistics (although multicentre trials are routine in
mental health settings, where standardization is
achieved through training and the use of treatment
manuals). However, other issues arise from the par-
ticular nature of the intervention that Oliver ez al.
(2002) were attempting to evaluate, and this is true
also of the third set of obstacles described in their
paper, which concern resourcing issues. The inter-
vention was ‘assertive community treatment’ of men-
tal health problems, which was defined as frequent
multiprofessional inputs, as compared to infrequent
contacts with a single professional. This differs from
most interventions researched by clinical psycholo-
gists in two important respects: the intervention is
relatively unfamiliar, and its implementation requires
extensive input from other services. Therefore, it can-
not be assumed that the objections to research doc-
umented by Oliver ez al. (2002) would be routinely
encountered. It should also be noted that despite the
many obstacles, their project was successfully estab-
lished, although on a smaller scale than originally
envisaged.

The feasibility of conducting RCTs of more
conventional psychological interventions has been
demonstrated by two recent RCTs of anger man-
agement, conducted among people with learning
disabilities living in secure settings (Taylor ez al.
2002) or in the community (Willner ez al. 2002).
These studies both used randomized allocation
either to a waiting list control group or to a group
treated over 12 or 9 weeks, respectively, with a
package, based on the methods introduced by
Novaco (1975, 1979) and Black ez al. (1997), that
included both self-management and cognitive tech-
niques. The offenders study (Taylor er al. 2002)
reported significant improvements in anger control
in the treated group, as assessed by participants’
self-reports. Staff ratings of participants’ anger
tended in a similar direction, but the effect was not
statistically significant; however, staff rated partici-
pants’ behaviour on the ward as significantly
improved post-treatment and at 1-month follow-up.
In the community study (Willner ez al. 2002), the
treated group improved significantly, relative to
the control group and to their own pre-treatment

scores, as assessed by participants’ self-ratings and
by carer ratings, and these gains were maintained at
3-month follow-up.

Process—outcome relationships

While these studies demonstrate the effectiveness of
the anger management package, their interpretation
is not entirely straightforward. Simple relaxation is
effective in decreasing anger in people with learning
disabilities (To & Chan 2000; Whitaker 2002), and
comparative studies have reported that anger inter-
ventions that included cognitive elements were no
more effective (Benson ez al. 1986) than purely self-
management interventions, or if anything, somewhat
less effective (Rose 1996; Rose et al. 2000). Thus,
while the recent RCT's serve to demonstrate that
RCTs are feasible in people with learning disabilities,
they are less compelling as evidence for the effective-
ness of cognitive therapy in this population.

Similar problems will need to be addressed in rela-
tion to the cognitive-behavioural treatment of sex
offenders with learning disabilities. There is good evi-
dence from uncontrolled studies that CBT, based on
well-established relapse-prevention principles devel-
oped in the field of substance misuse, can be used
effectively to prevent re-offending by sex offenders
with learning disabilities (Nezu ez al. 1998; Lindsay
1999, 2002). However, properly controlled trials will
be needed to tease out the relative contributions of
the cognitive and behavioural components of these
programmes.

Problems of establishing the relationships between
components of therapy and outcomes have been
extensively discussed in the general psychotherapy
literature. It is reasonably well established that
patients benefit from psychotherapy, with the degree
of improvement increasing, up to a point, with the
number of sessions (Howard ez al. 1986), that some
specific psychotherapeutic procedures are effective in
particular disorders (Roth & Fonagy 1996), and that
certain features of therapy are particularly important,
notably, the strength of the therapeutic bond and the
skilfulness of the therapist (Orlinsky & Howard
1986). However, it has been far more difficult to
establish the value of specific ingredients of therapeu-
tic programmes (Orlinsky & Howard 1986), and
some have argued that the critical feature of success-
ful therapy is the extent to which therapists are able
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to respond to an individual patient’s needs (Silber-
schatz 1994; Stiles & Shapiro 1994). While these
issues may one day be addressed within the field of
intellectual disabilities, at present, the research is at
a much earlier stage. Within the general psychother-
apy literature, the process—outcome research agenda
relates to the relative importance of different compo-
nents of talking therapies. However, research in
learning disabilities is still in the throes of emerging
from a state of widespread scepticism about the
feasibility of using talking therapies at all.

The research reviewed in this paper suggests
strongly that psychotherapeutic approaches devel-
oped in able populations can be applied to the
treatment of some clients with learning disabilities.
However, far more evidence, including controlled tri-
als, is needed to confirm that reported improvements
are directly attributable to therapeutic input, and to
facilitate the identification of those clients with learn-
ing disabilities who are likely to benefit from psycho-
therapeutic interventions. It will also be necessary to
determine the extent to which standard protocols
developed for use with able clients need to be modi-
fied to improve their accessibility to people with
learning disabilities. This raises a further issue that
therapist expertise ‘may become particularly impor-
tant when therapists deviate from technical recom-
mendations encoded in manuals of psychotherapy’
(Roth & Fonagy 1996). Given that deviation from
standard treatment manuals is almost inevitable
when psychotherapy is used with people with learn-
ing disabilities, two important priorities should be to
assess whether standard treatment protocols can be
designed and validated for people with learning dis-
abilities, and to develop measures of therapist skilful-
ness (Schaffer 1982; Strupp 1978) suitable for use
within this clinical environment.

In relation to cognitive-behavioural approaches
specifically, it remains to be convincingly demon-
strated that the cognitive components of the package
are effective. RCTs, or failing RCTs, less powerful
outcome studies, will be the major means of answer-
ing this question. However, an alternative approach
could begin to focus on the micro-outcomes related
to specific treatment components. It was noted earlier
that if relaxation training was an effective element of
anger management, then this should be reflected in
an increased use of relaxation to manage anger: sim-
ilarly, if cognitive manipulations are effective ele-

ments of therapy, then this should be reflected in the
emergence of increasingly adaptive cognitions. There
has as yet been little work on the assessment of cog-
nitions in people with learning disabilities, and even
less on the evaluation of changes in cognitions as a
result of therapy, although, as noted earlier, there do
exist studies that have reported improvements in dys-
functional cognitions following cognitive therapy, in
depressed and anxious patients and in sex offenders
(Lindsay 1999). Even within able client populations,
the assessment of cognitions was slow to be intro-
duced into the evaluation of cognitive-behavioural
programmes, and global evaluations of outcome
remain the norm.

Implications

People with learning disabilities frequently present to
services with a display of problem behaviours that can
pose a threat to themselves or others, and which staff
find challenging. Staff have typically been trained in
behavioural methods (Pilgrim & Treacher 1992), and
such methods are relatively successful in controlling
problem behaviours (Didden ez al. 1997; Allen 2000).
As discussed above, cognitive-behavioural methods
are also effective in controlling problem behaviours,
but they have not been shown to be superior to
behavioural methods. Indeed, where clients have
severe or profound learning disabilities, the applica-
bility of nonbehavioural methods is questionable
(Dagnan & Chadwick 1997), and the likelihood of
demonstrating their superiority over behavioural
methods seems remote. It follows that, in the context
of the management of problem behaviours, the devel-
opment of cognitive-behavioural methods broadens
the choice of available therapies, but does little to
improve the overall outcome.

However, there are other contexts in which behav-
ioural methods are far less appropriate. Unlike vio-
lent offenders, sex offenders typically do not offend
in situations where they are under the scrutiny of staff
or carers, and when they do offend, their behaviour,
if detected, is subject to legal sanctions rather than to
therapeutic contingency management. The potential
of behavioural therapies to decrease the risk of future
offending, in the absence of present exemplars of the
problem behaviour, is extremely limited. However,
the evidence currently available supports the use of
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cognitive-behavioural approaches in sex offenders
with learning disabilities.

Similarly, behavioural methods have almost noth-
ing to offer clients with learning disabilities in respect
of their emotional problems, which are frequently
unrecognized by behaviourally oriented therapists
(Stenfert-Kroese 1997). However, many studies have
reported that emotional problems are more prevalent
in learning-disabled people than in the general pop-
ulation (Prosser 1999), which may to some extent
reflect their upbringing in relatively protected envi-
ronments that have not equipped them with appro-
priate coping skills or functionally adaptive attitudes
(Lindsay er al. 1997). In these circumstances, there
can be no justification for denying psychotherapy to
those clients who have the necessary cognitive skills
(Dagnan & Chadwick 1997). A further issue is that
emotional disorders may have a different presentation
in learning-disabled individuals. Glick & Zigler
(1995) have suggested that ‘developmentally younger’
individuals may be more likely to externalize their
emotional problems, which then manifest as chal-
lenging behaviour or outbursts of physical violence.
These problem behaviours may be readily controlla-
ble, but reducing the visibility of the underlying dis-
tress does nothing to decrease its severity.

As psychotherapeutic techniques become more
widely used, there will be an increasing need for
research that identifies the conditions under which
their effects are optimized for people with learning
disabilities. Such studies are even sparser than
research on the efficacy and effectiveness of psycho-
logical treatments. There are some clear candidates
for inclusion in this research agenda. For example,
the effectiveness of cognitive-behavioural interven-
tions may well decrease with verbal IQ (Rose 2002;
Willner et al. 2002), although perhaps this limitation
can be overcome by the use of more ingenious and
creative communication methods. Another important
factor may be the extent to which the lessons learned
in psychotherapy sessions are reinforced outside ses-
sions by carers (Rossiter ez al. 1998; Rose 2002;
Willner ez al. 2002). However, there are also other
potential influences on treatment outcome that are
less obvious and are likely to prove more recondite:
for example, Stenfert-Kroese (1998) contends that
‘cognitive-behavioural interventions are only possible
if . . . self-regulation (and therefore generalization
and maintenance of therapeutic gain) is encouraged

by ensuring that the client lives in a world where . . .
self-determination is encouraged’.

People with learning disabilities suffer distress no
less than those without: indeed, more so (Prosser,
1999), and they are equally entitled to relief. As Black
et al. (1997) remarked, ‘While the verbal responses of
a person with a learning disability may not be
sophisticated . . . negative automatic thoughts may
be no less incapacitating for being linguistically sim-
ple’. The evidence reviewed in this paper demon-
strates that many people with learning disabilities are
capable of engaging with psychological therapies; that
there is a wealth of evidence, although largely from
methodologically inadequate studies, that such ther-
apies can be beneficial; and that in some contexts,
there is no alternative (see also Halton 2002) to their
use, if people with learning disabilities are to be
offered opportunities to relieve their distress.
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